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BACKGROUND AND OBJECTIVES: Many residency programs are developing
resident wellness curricula to improve resident well-being and to meet Accred-
itation Council for Graduate Medical Education guidelines. However, there is
limited guidance on preferred curricular components and implementation. We
sought to identify how specific driving factors (eg, having an identified wellness
champion with a budget and protected time to develop wellness programs) im-
pact implementation of essential elements of a resident wellness curriculum.

METHODS: We surveyed 608 family medicine residency program directors
(PDs) in 2018-2019 on available resources for wellness programs, essential
wellness elements being implemented, and satisfaction with wellness program-
ming; 251 PDs provided complete responses (42.5% response rate). Linear and
logistic regressions were conducted for main analyses.

RESULTS: Having an identified wellness champion, protected time, and dedicat-
ed budget for wellness were associated with greater implementation of wellness
programs and PD satisfaction with wellness programming; of these, funding had
the strongest association. Larger programs were implementing more wellness
program components. Program setting had no association with implementation.

CONCLUSIONS: PDs in programs allocating money and/or faculty time can
expect more wellness programming and greater satisfaction with how resident
well-being is addressed.

(Fam Med. 2020;52(3):182-8.)
doi: 10.22454/FamMed.2020.317857

here is a well-documented cri- residents report lower levels of spe-
sis of medical student, resi- cialty choice regret.® Given the scope
of the problem, important stakehold-

dent, and physician burnout

across specialties!® with associated
sequela of increased attrition, lower
productivity, high costs of physician
turnover, and severe depression and
suicidality.*® Paradoxically, family
physicians may report higher symp-
toms of burnout compared to other
specialties,? but family medicine
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ers at all levels are developing and
implementing burnout prevention
and well-being programs. The Ac-
creditation Council for Graduate
Medical Education (ACGME) re-
quires a focus on well-being in the
Common Program Requirements,
which state:

Psychological, emotional, and phys-
ical well-being are critical in the
development of the competent, car-
ing and resilient physician.... Pro-
grams, in partnership with their
Sponsoring Institutions have the
same responsibility to address well-
being as they do to evaluate other
aspects of resident competence.”

Despite this, well-being require-
ments are nebulous, and there is no

From the Novant Health Family Medicine
Residency Program, Cornelius, NC (Dr Penwell-
Waines); Department of Family Medicine and
Community Health, University of Pennsylvania,
and Center for Public Health Initiatives,
Leonard Davis Institute of Health Economics,
University of Pennsylvania, Philadelphia, PA
(Dr Cronholm); Department of Family Medicine,
University of Toledo Medical Center, Toledo,
OH (Dr Brennan); Department of Family
Medicine, Michigan State University College
of Human Medicine, East Lansing, MI (Ms
Romain); Worcester Family Medicine Residency
at University of Massachusetts Medical School,
Worcester, MA (Dr Runyan); John Peter Smith
Family Medicine Residency, Fort Worth, TX (Dr
Buck); NorthShore University Health System
and University of Chicago Family Medicine
Residency, Chicago, IL (Dr Fazio); Waukesha
Family Medicine Residency at ProHealth
Care, and Medical College of Wisconsin,
Waukesha, WI (Dr Grace); Department of
Family and Community Medicine, University
of Arizona College of Medicine, Tucson, AZ
(Dr Ricker); University of Washington Family
Medicine Residency, Seattle, WA (Ms Ross);
Department of Family Medicine, University of
Michigan Medical School, Ann Arbor, MI (Dr
Schneiderhan); and Northwestern University
Family Medicine Residency, Chicago, IL (Dr
Talen).

FAMILY MEDICINE



strong evidence-based consensus on
development or implementation of
efficacious well-being and burnout
prevention curricula in GME.

The Association of Family Medi-
cine Residency Directors (AFMRD)
recently produced the Physician
Wellness Task Force’s Well-Being
Action Plan.® With this, evidence-
based curricular recommendations
were distributed to program direc-
tors (PDs) to promote well-being in
residency. The action plan included
items identified as positively impact-
ing well-being in residency training
according to existing literature.®°
This comprehensive list of curricu-
lar elements, however, did not in-
clude guidelines on prioritization or
implementation strategies—impor-
tant considerations given competing
demands within GME."

Using the AFMRD Well-being Ac-
tion Plan as a foundation, the Soci-
ety of Teachers of Family Medicine
(STFM) Task Force on Resident
Wellness Curriculum conducted
a systematic inquiry using a Del-
phi technique to prioritize wellness
curriculum elements. We used the
term wellness to refer to programs,
and well-being to refer to outcomes
among individuals.!> A Delphi tech-
nique is an approach that utilizes
a panel of experts on a topic who
are taken through a series of struc-
tured iterative surveys to arrive at
a consensus. Through the process,
an expert consensus concluded the
following elements were essential'%:

1. Make wellness part of the resi-
dency vocabulary;

2. Create a safe culture encourag-
ing disclosure of resident strug-
gles;

3. Provide access to mental health
treatment;

4. Include recurring or longitudi-
nal wellness activities; and

5. Identify a wellness champion.

Reflected in the elements are op-
portunities for intervention across
multiple domains, including culture,
leadership, policies, support resourc-
es, curriculum, and faculty develop-
ment.!?
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This present study sought to clar-
ify the extent to which these prac-
tices are being implemented among
FM programs nationally and to
identify necessary programmatic
resources for implementation of sat-
isfactory wellness curricula in resi-
dency training. Based on models of
organizational change that recom-
mend consideration of driving forc-
es and barriers to implementation
(eg, support from leadership, exper-
tise, desire, funding),'*** we specifi-
cally sought to examine how certain
factors (having an identified well-
ness champion with a budget and
protected time to develop wellness
programs) impact implementation
of essential elements of residency
wellness curricula. To our knowl-
edge, this is the first paper to quan-
tify current practices to address
resident well-being nationally and
identify key characteristics of satis-
factory wellness programming. Along
with expert consensus from the Del-
phi study, the results of this study
can help residency programs prior-
itize initiatives and resources that
lead to successful implementation
of wellness curricula.

Methods

Procedures

We developed survey questions
based on results of the Delphi study
described herein.!? The questions
were part of a larger survey conduct-
ed by the Council of Academic Fam-
ily Medicine Educational Research
Alliance (CERA). The methodology of
the CERA survey has been described
previously.'® The CERA steering
committee evaluated proposals for
the program directors (PD) special
survey about wellness/burnout/fa-
tigue on consistency with the overall
project aim, readability, and existing
evidence of reliability and validity.
Pretesting of questions was complet-
ed with family medicine educators
who were not in the target popula-
tion by both the CERA steering com-
mittee and our research team. We
modified questions following pretest-
ing for flow and readability. Invita-
tions to participate were delivered
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via e-mail with a SurveyMonkey
web link, with data collection occur-
ring from December 2018 to January
2019. We subsequently sent seven
follow-up emails encouraging nonre-
spondents to participate. The Amer-
ican Academy of Family Physicians
Institutional Review Board approved
the project in November 2018.

Participants

The sampling frame for the survey
was all ACGME-accredited US fam-
ily medicine residency PDs as iden-
tified by the AFMRD. At the time of
the survey, there were 624 PDs, of
whom 16 opted out of CERA sur-
vey participation. The survey was
emailed to 608 individuals; 18 emails
were undeliverable. The overall re-
sponse rate was 45.4% (268/590). An
additional 17 programs did not com-
plete wellness items from the survey
and were excluded from the analy-
ses, leaving a final sample of 251/590
(response rate of 42.5%) for the ana-
lyzed data.

Measures

The survey included demographic
characteristics regarding each res-
idency program (Table 1) and
11 questions focused on which spe-
cific elements of wellness existed in
the PD’s program (if at all). We used
the CERA survey response catego-
ries for program size for our analy-
ses and created a new categorization
for program setting to contrast pro-
grams described as “university-affili-
ated,” “university-based,” or “neither”
to form meaningful, equally-sized
groups for analyses (see Table 1 for
original CERA categorizations). Ad-
ditionally, we asked PDs to rate their
satisfaction with how their program
addresses resident well-being on a
4-point Likert scale.

Analysis

To identify current practices and re-
sources needed for implementation
of wellness curricula, we hypothe-
sized the following:

1. TItems recognized as “most es-
sential” resident wellness
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curriculum elements are cur-
rently not being implemented
by a majority of programs (less
than 50%).

2. Consistent with models of or-
ganizational change, programs
with an identified champion or
wellness program resources (ie,
protected time and budget) are
implementing more recommend-
ed elements of a wellness curric-
ulum as compared to programs
without a champion or resources
for development of wellness ini-
tiatives. Programs with both a
champion and resources will be
most successful in implementing
recommended elements.

3. University-based and university-
affiliated programs implement
more elements of a wellness cur-
riculum as compared to nonuni-
versity programs, as the former
are likely to have greater access
to expert faculty and other re-
sources.

4. Larger residency programs
are implementing more

recommended elements of a
wellness curriculum.

We assigned numerical val-
ues to wellness questions reflect-
ing the essential elements, which
were summed to calculate a total
wellness score (TWS; Table 2). The
TWS ranged from 0-12. TWS nu-
merical values were determined by
group consensus. When possible, the
program was assigned zero points
for absence of the wellness curricu-
lum element and one point for the
presence of the element (eg, mental
health treatment availability for res-
idents). However, some elements can
be implemented to different extents
(eg, weekly support group vs well-
ness afternoon once annually). In
these cases, one point was assigned
for lower degree of implementation,
and two points were assigned for
more extensive implementation.

We used linear regression to mod-
el associations between independent
variables and TWS; and we used lo-
gistic regression to compute odds
ratios to estimate the associations

Table 1: Description of Sample

between independent variables
and PD satisfaction with wellness
program implementation. Statisti-
cal assumptions for normality and
multicollinearity were met. We set
statistical significance at a=0.05,
recognizing that tests of statisti-
cal significance are approximations
that serve as aids to interpretation
and inference. Stata software (Sta-
ta Corp, College Station, Texas) was
used for analysis.

Results

Hypothesis 1: Items recognized as
“most essential” resident wellness
curriculum elements are being
implemented by less than 50% of
programs.

In contrast to the first hypothesis,
more than 50% (n=145) of the pro-
grams surveyed are including the
essential elements from the Delphi
study. Mean and median of the TWS
was 10. See Figure 1 for percentage
of programs scoring 0, 1, or 2 on each
essential element.

Characteristic n %
Type of Residency Program
University-based 44 16.0
Community-based, university-affiliated 162 58.9
Community-based, nonaffiliated 47 17.1
Military 2.6
Other 2.6
Geographic Region
New England (NH, MA, ME, VT, RI, CT) 10 3.6
Middle Atlantic (NY, PA, NJ) 39 14.2
South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV, DE, MD) 35 12.7
East South Central (KY, TN, MS, AL) 12 4.4
East North Central (WI, MI, OH, IN, IL) 53 19.3
West South Central (OK, AR, LA, TX) 23 8.4
West North Central (ND, MN, SD, IA, NE, KS, or MO) 26 9.5
Mountain (MT, ID, WY, NV, UT, AZ, CO, NM) 25 9.1
Pacific (WA, OR, CA, AK, HI) 41 14.9
Number of Residents
<19 104 37.8
19-31 117 42.6
>31 44 16.0
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Table 2: Calculation of Total Wellness Score

Essential Element Score of 0 Score of 1 Score of 2
Mental health treatment is No access to services for fgf(; ‘rl'llfi?idtii 0111115;511 gﬁﬁg wa
available resident mental health. . &

provider
Res1dent Welll}gss addressed No Yes oa
in faculty advising
Faculty role model wellness Strongly disagree or Strongly agree or agree o/a

behaviors

disagree

Regularly measures burnout
and wellness

No measurement of burnout
and wellness formally or

Measure burnout and
wellness in one manner

Measure burnout and
wellness in more than one

informally manner
Scheduling that allows Has a mechanism for
residents to attend to No formal process for this residents to attend to n/a
personal health needs personal health needs
Curricular activities to . .
e . Not scheduled into Annually, semi-annually or

promote resilience, reflection, . Monthly or weekly

. curriculum quarterly
and mindfulness
Scheduled tlmg to support Not §chedu1ed into Annually, semi-annually or Monthly or weekly
and connect with colleagues | curriculum quarterly

Address workflow and
clinical environment on
burnout and wellness

No mechanism for this

address this

Use of one mechanism to

Use of two or more
mechanisms to address this

Hypothesis 2: Programs with an
identified champion or wellness
program resources or both are
implementing more recommended
elements of a wellness curriculum
as compared to programs without
a champion or resources.
Exploratory analysis examining the
programs with the lowest TWS con-
firmed the hypothesis that among
programs in the lowest quartile of
the TWS (n=63), 22% (n=13) had no
wellness champion in their program,
and 32% (n=20) allocated neither
time nor budget for wellness activi-
ties. Among programs in the lowest
10% of the TWS (n=29), 34% had no
wellness champion (n=9), and 45%
(n=13) allocated neither time nor
budget for wellness activities.

Hypothesis 3: University-based
and university-affiliated pro-
grams implement more elements
of a wellness curriculum as com-
pared to nonuniversity programs.
Multiple linear regressions were cal-
culated to predict the TWS based on
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the type of the program (universi-
ty-based, university-affiliated, and
nonuniversity programs). No signifi-
cant regression equation was found
for program setting, F (2, 252)=0.92,
P=.40, R?=0.25 (Table 3).

Hypothesis 4: Larger residency
programs are implementing more
recommended elements of a well-
ness curriculum.

Multiple linear regression for pro-
gram size (fewer than 19 residents,
19-31 residents, or more than 31 res-
idents) found significant differences,
F (2, 250)=3.91, P=.03, R?=0.03, in-
dicating 3% of the variation of the
TWS can be explained by this model.
Programs with 19-31 residents and
greater than 31 residents had higher
TWS (Table 3).

Notably, no demographic variables
used in our analyses were signifi-
cantly different between the pro-
grams responding to wellness items
and those not responding to wellness
items.

Exploratory Analyses

Results of the logistic regression indi-
cated significant, independent associ-
ations between PD satisfaction with
their programs’ approach to wellness
and both the type of wellness cham-
pion and the level of programmat-
ic support (Table 4). Controlling for
level of support, respondents were
10.2 times more likely to endorse
satisfaction if a resident was the sole
wellness champion as compared to
having no champion. Having a fac-
ulty champion was associated with
4.6 higher odds of reporting satisfac-
tion as compared to programs with
no champion. Programs with both
protected time and a wellness bud-
get were associated with 9.1 higher
odds of PD satisfaction as compared
to having neither, while controlling
for the presence of a wellness cham-
pion.

Discussion

This study aimed to quantify current
practices in resident wellness pro-
gram implementation and program
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Figure 1: Percent of Programs Scoring 0, 1, or 2 on Each Essential Element

Address workflow and clinical environment on burnout 22% 68%
and wellness 10% °

31%

Scheduled time to support and connect with colleagues 59%

|

10%
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]
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|

Scheduling that allows residents to attend to personal
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|

10%
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Essential Elements

13%

]

Faculty role model wellness behaviors 91%

9%

Resident wellness addressed in faculty advising 93%

7%

|

Mental health treatment is available 99%

|

1%
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Score of 2 mScore of 1 m Score of O

This figure shows the percentages of programs that scored 0, 1, or 2 on each of the essential elements that made up the Total Wellness Score.

Table 3: Associations Among Program Factors and Total Wellness Score

Coefficient P Value
Resident Champion Only 0.068 902
Reference: No champion; controlling for time and budgetary support ) ’
Faculty Champion 0.759 037
Reference: No champion; controlling for time and budgetary support ’ ’
Protected time OR wellness budget 2313 <001
Reference: No protected time or wellness budget; controlling for wellness champion status ’ ’
Protected time AND wellness budget 2,387 <001
Reference: No protected time or wellness budget; controlling for wellness champion status ’ ’
University-based 0534 180
Reference: Nonuniversity-based and nonuniversity-affiliated programs ’ ’
University-affiliated 0.186 536
Reference: Nonuniversity-based and nonuniversity-affiliated programs ’ ’
19-31 residents
Reference: Programs with <19 residents 0.537 045
> 31 residents
Reference: Programs with <19 residents 0.923 010
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Table 4: Associations Among Program Factors and PD Satisfaction With Wellness Programming

Odds Ratio P Value
Resident Champion Only 10.2 044
Reference: No champion; controlling for time and budgetary support ’ ’
Faculty Champion 46 003
Reference: No champion; controlling for time and budgetary support ) )
Protected time OR wellness budget 6.7 < 001
Reference: No protected time or wellness budget; controlling for wellness champion status ’ ’
Protected time AND wellness budget 91 < 001
Reference: No protected time or wellness budget; controlling for wellness champion status ’ ’

factors associated with implemen-
tation of essential elements of a
wellness curriculum identified in
a previous Delphi study. Over 40%
of programs reported implement-
ing nine or more of the essential el-
ements. Based on factors such as
leadership support, subject matter
expertise, dedicated time, and fi-
nancial resources as fundamental
for building wellness programs,?®
our hypothesis that residency pro-
grams with an identified champion
or resources for wellness program-
ming would be implementing more
of the essential elements of a well-
ness curriculum, as compared to
those programs without these, was
strongly supported. Moreover, we
noted a clear relationship between
a program implementing essential
elements and having both a champi-
on and resources. Programs with the
lowest TWS were less likely to have
a champion with dedicated time or
budget for wellness. Having a resi-
dent champion (as opposed to a fac-
ulty champion) did not significantly
predict a higher wellness score; how-
ever, it was significantly associat-
ed with PD satisfaction with their
wellness program, suggesting that
PDs place a high value on resident
involvement in wellness program-
ming. Our results further revealed
that wellness program resources (ie,
a budget) were an even stronger pre-
dictor of a higher TWS than a dedi-
cated champion alone. Thus, funding
of specific wellness activities within
the residency program is the most
important factor for increasing TWS
and PD satisfaction with wellness
programming. To our knowledge, this

FAMILY MEDICINE

is the first research to clearly dem-
onstrate the importance of a budget
dedicated to resident wellness pro-
grams, beyond a dedicated champion.
Successful program implementation
appears to require a dedicated per-
son, protected time, and financial re-
sources.

Other program factors that may
affect access to resources yielded
mixed results. Whereas program set-
ting had no significant associations
on the quantity of wellness elements
in place, program size was related
to implementation, such that pro-
grams with more than 19 residents
had higher TWS than programs with
fewer than 19 residents. This may
be due to greater access to resourc-
es based on program size and econ-
omies of scale with larger programs
having overall larger budgets.

Finally, we explored how PD sat-
isfaction with wellness was related
to implementation of a wellness cur-
riculum. Programs with more ele-
ments of a wellness curriculum have
greater PD satisfaction with well-
ness. Quantity may not be synon-
ymous with quality; however, it is
likely that quantity is linked to a
culture in which well-being is consid-
ered important and is addressed rou-
tinely. We suspect programs with a
higher TWS are actively fostering a
culture of wellness, which promotes
the well-being of the individuals in
these programs.

This study offers the first clear
evidence for program directors to
cite when petitioning for and secur-
ing human and financial resources
from department chairs and spon-
soring institutions on behalf of

their residents. These findings pro-
vide leverage for advocacy efforts to
strengthen ACGME’s wellness ini-
tiatives to go beyond the general
guidance it currently offers. This evi-
dence supports practical initial steps
that accrediting organizations and
professional groups can use to im-
plement policies for successful well-
ness programs. These evidence-based
steps include protected curriculum
activity time, dedicated faculty, and
financial support specifically allocat-
ed to resident well-being.

Several limitations exist in this
study and restrict conclusions ac-
cordingly. While the response rate
for the survey was commendable,
there remain over 50% of programs
without data, and we cannot reli-
ably compare differences between
responding and nonresponding pro-
grams. Perhaps the greatest limita-
tion of the study lies in its scope and
inability to draw conclusions about
whether the TWS predicts objective
or subjective measurement of resi-
dent well-being in these programs.
Longitudinal and prospective stud-
ies evaluating whether intentional
well-being policies and programming
within a residency are effective at
mitigating burnout and improving
resident well-being need to be fund-
ed. We also must consider whether
programs allocating time and mon-
ey to resident well-being may have
a response bias to report higher
satisfaction. It also is possible that
self-report data from PDs—who are
responsible for ensuring compliance
with ACGME requirements to ad-
dress resident well-being—may be
biased.
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Although we conducted this study
among FM residency programs, the
problem of resident well-being is not
specific to family medicine as a spe-
cialty. All GME programs and spon-
soring institutions are compelled to
address resident well-being by the
Common Program Requirements.”
However, family medicine residen-
cies are uniquely positioned to ad-
vance curriculum and research on
physician-in-training well-being.
ACGME requirements specify that
FM residency programs include fac-
ulty members dedicated to the in-
tegration of behavioral health into
the education program.!” For many
programs this means the inclusion
of behavioral science faculty who by
training have expertise in resilience
and well-being. Consequently, FM
residency programs, as compared to
other disciplines, have the faculty
expertise, cultural milieu, and cur-
riculum to expand wellness within
the physician workforce and facili-
tate these pioneering research and
curricular initiatives across medical
specialties.

The field would benefit from us-
ing this research as a benchmark
for evaluating the robustness of
wellness programming within res-
idencies and move on to the more
complex work of exploring linkages
between programmatic efforts (eg,
implementation of essential wellness
curricula) and well-being outcomes.
Additional reflection or evaluation
of the culture and learning environ-
ment of the larger systems with-
in which programs operate should
be done to better understand the
impact of programmatic interven-
tions.'819
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Conclusions

In summary, program size and re-
source allocation are related to well-
ness curriculum implementation.
PDs in programs which allocate
money and/or time to wellness cur-
ricula can expect greater program-
ming and satisfaction with how
resident well-being is addressed.
Given the moral imperative to ad-
dress resident well-being, the AC-
GME requirements to develop and
implement policies and activities to
mitigate burnout among residents
is laudable. This study advances the
limited empirical knowledge to date
by offering programs concrete guid-
ance on the importance of allocating
resources (protected time and finan-
cial support) in order to satisfactorily
implement wellness curricula.

CORRESPONDING AUTHOR: Addres cor-
respondence to Dr Peter F. Cronholm, As-
sociate Professor, Department of Family
Medicine and Community Health, Univer-
sity of Pennsylvania, 51 North 39th Street,
6th Floor Mutch Building, Philadelphia, PA
19104. 215-662-8826, Fax: 215-243-4602.
peter.cronholm@uphs.upenn.edu.

References

1. Dyrbye LN, West CP, Satele D, et al. Burnout
among U.S. medical students, residents, and
early career physicians relative to the general
U.S. population. Acad Med. 2014;89(3):443-451.

2. Ishak WW, Lederer S, Mandili C, et al. Burnout
during residency training: a literature review.
J Grad Med Educ. 2009;1(2):236-242.

3. Shanafelt TD, Boone S, Tan L, et al. Burnout
and satisfaction with work-life balance among
US physicians relative to the general US popu-
lation. Arch Intern Med. 2012;172(18):1377-
1385.

4. Dyrbye L, Shanafelt T. A narrative review on
burnout experienced by medical students and
residents. Med Educ. 2016;50(1):132-149.

5. Shanafelt T, Goh J, Sinsky C. The business case
for investing in physician well-being. JAMA
Intern Med. 2017;177(12):1826-1832.

6. Dyrbye LN, Burke SE, Hardeman RR, et al.
Association of clinical specialty with symptoms
of burnout and career choice regret among US
resident physicians. JAMA. 2018;320(11):1114-
1130.

10.

11

12.

13.

14.

15.

16.

17.

18.

19.

Accreditation Council for Graduate Medical
Education. Common Program Requirements.
https://www.acgme.org/Portals/0/PFAssets/
ProgramRequirements/CPRs_2017-07-01.pdf.
Accessed May 3, 2019.

Association of Family Medicine Residency
Directors Physician Wellness Task Force.
Well-Being Action Plan for Family Medicine
Residencies: Creating a Culture of Wellness.
2017. Available to members at afmrd.org.

Raj KS. Well-being in residency: a systematic
review. J Grad Med Educ. 2016;8(5):674-684.

West CP, Dyrbye LN, Erwin PJ, Shanafelt TD.
Interventions to prevent and reduce physi-
cian burnout: a systematic review and meta-
analysis. Lancet. 2016;388(10057):2272-2281.

Winkel AF, Nguyen AT, Morgan HK, Valant-
sevich D, Woodland MB. Whose problem is it?
The priority of physician wellness in residency
training. J Surg Educ. 2017;74(3):378-383.

Penwell-Waines L, Runyan C, Kolobova I, et
al. Making sense of family medicine resident
curricula: A Delphi study of content experts.
Fam Med. 2019;51(8):670-676.

Konopasek L, Slavin S. Addressing resident
and fellow mental health and well-being: what
can you do in your department? J Pediatr.
2015;167(6):1183-4.e1.

Varkey P, Antonio K. Change management for
effective quality improvement: a primer. Am J
Med Qual. 2010;25(4):268-273.

Ey S, Moffit M, Kinzie JM, Brunett PH. Feasi-
bility of a comprehensive wellness and suicide
prevention program: A decade of caring for
physicians in training and practice. J Grad
Med Educ. 2016;8(5):747-753.

Mainous AG III, Seehusen D, Shokar N. CAFM
Educational Research Alliance (CERA) 2011
Residency Director survey: background, meth-
ods, and respondent characteristics. Fam Med.
2012;44(10):691-693.

Accreditation Council for Graduate Medical
Education. ACGME Program Requirements for
Graduate Medical Education in Family Medi-
cine. https://www.acgme.org/Portals/0/PFAs-
sets/ProgramRequirements/120_FamilyMedi-
cine_2019.pdf?ver=2019-06-13-073936-407.
Accessed September 26, 2019.

Card AJ. Physician burnout: resilience train-
ing is only part of the solution. Ann Fam Med.
2018;16(3):267-270.

Jennings ML, Slavin SJ. Resident wellness
matters: optimizing resident education and

wellness through the learning environment.
Acad Med. 2015;90(9):1246-1250.

FAMILY MEDICINE



