In Response to “The Impact
of Practicing Obstetrics
on Burnout Among Early-

Career Family Physicians”

TO THE EDITOR:
Thanks to Dr Tyler Barreto and colleagues
for writing “The Impact of Practicing Obstet-
rics on Burnout Among Early-Career Family
Physicians” in the June 2020 issue of Family
Medicine. Their article thoughtfully outlines
the family medicine-obstetric paradox where-
in delivering babies can simultaneously pro-
tect from and contribute to burnout for family
physicians. While unpredictable call hours and
fear/stress of patient outcomes can contribute
to provider stress, conversely, delivering babies
brings joy to the practice, diversity in practice,
and “keeps the practice young™

As an early-career family physician myself,
these are the reasons I choose to incorporate
family-centered maternity care in my full scope
practice. I believe the positives of delivering ba-
bies certainly outweigh the negatives. In the
original article, family physicians commented
on the lifestyle aspect of delivering babies (un-
predictable long hours). Balance can be rees-
tablished with a structured schedule. OB night
call followed by an administrative morning,
instead of patient care, can be protective for
the physician to get a later start to the day if
it was a busy night. Fear and stress of compli-
cated patient outcomes can be reduced by hav-
ing adequate OB backup coverage. A laborist
model, as practiced at my hospital, is one ex-
ample. Having a 24-hour OB laborist available
in house to help with obstetric complications
helps young family physicians feel less fear-
ful of bad outcomes, leading to less burnout.

Additionally, having more family physicians
practicing family-centered maternity care will
stage a strong model for residents in training.
As noted by Dr Chen, maternity and obstetric
care is, and must always be, a central pillar of
family medicine training. The pregnancy and
birth experience is a foundational element of
our scope as family physicians. Maternity care
directly grows and supports our pediatric care.
It also teaches us procedural skills and famil-
iarity. Most importantly, it ties us to the broad
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scope of care for women, children, and families.
It cannot be diluted or lost.?

From a practical standpoint, obstetrics also
ensures young children in the practice. This
is essential to meeting ACGME-required pe-
diatric numbers, which can generally be chal-
lenging for family medicine residencies. There
are aspects of delivering babies and providing
family-centered maternity care that can lead
to physician burnout, however with schedule
modification and having adequate OB backup
coverage, we can take better care of ourselves,
while offering a full-scope practice.
doi: 10.22454/FamMed.2021.863553
Khyati Kadia, MD
University of Pittsburgh Medical Center Altoona-Family

Medicine
Altoona, PA
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Authors’ Response

TO THE EDITOR:
We thank Dr Kadia for her positive review of
our work, and we appreciate her willingness
to share personal experiences that add to the
56 interviews included in our study. Our study
described ways that providing obstetric care
both contributes to and prevents burnout. We
identified three ways that providing obstetric
care contributes to burnout for family physi-
cians: stress/fear factor, time commitment, and
OB call schedule. We agree that one way to
minimize stress/fear factor could be to have
OB backup coverage available, and that one
way to minimize time commitment and OB
call schedule concerns could be to have a struc-
tured call schedule. We were happy to hear
that these solutions are working for Dr Kadia.
It is important to note that OB backup cov-
erage and a structured call schedule may be a
privilege of working in urban and/or academic
practice settings. Though some of the physi-
cians who participated in our study described

VOL. 53, NO. 2 - FEBRUARY 2021 157



LETTERS TO THE EDITOR

being supported through those strategies, oth-
ers did not. We recognize that different clin-
ical settings may produce different burdens
related to providing obstetric care as family
physicians. Regardless of practice setting, it is
possible that an adequate call structure could
be the key to eliminating the paradox and pro-
tecting family physicians who want to deliv-
er babies from burnout. However, recognizing
the variety of settings in which family physi-
cians work, we advocate for finding creative
solutions to address burnout for physicians in
settings where OB backup coverage and struc-
tured call schedules are not a realistic option.
doi: 10.22454/FamMed.2021.560051

Tyler Barreto, MD, MPH
Sea Mar Marysville Family Medicine Residency
Marysville, WA

Aimee Eden, PhD, MPH
American Board of Family Medicine
Lexington, KY

Time for Social Justice:
One Residency Program’s
Response to a Call for Action

TO THE EDITOR:

Three years ago, when we began our family
medicine residency, we aspired to become phy-
sicians who are not only adept at managing
our patients’ chronic medical conditions but
also serve as their advocates. We chose fam-
ily medicine because of the emphasis that it
places on incorporating social determinants of
health into chronic disease management and
feel proud to be training to care for patients
as their primary care doctors.

The last several months of our residency,
however, were upended by the COVID-19 pan-
demic and further exacerbated by persistent
police brutality and racism that led to the most
recent series of protests in our city of Philadel-
phia. Both of these situations further exposed
the inequities that impact the well-being of our
patients. This acute and chronic trauma that
communities of color disproportionately expe-
rience is just as much a determinant of health
as food and housing insecurity.

In Philadelphia, where we trained and in-
tend to practice, most people identify as Peo-
ple of Color: 42% of Philadelphians identify as
African-American, 14.5% as Hispanic or La-
tino, and 7% as Asian. We see this diversity
in our patient population both at our residen-
cy practice and at community sites where we
trained. Despite this, when we reflect upon our
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training, there is a noticeable void of antiracist

introspection, dialogue, and action.

With such unequivocal evidence that police
brutality and this pandemic disproportion-
ately affect the patients we serve, we feel it
is our responsibility to initiate conversations
with our colleagues and our patients to ad-
dress this structural violence. In response to
STFM President Tricia Elliott’s call to action,!
we proposed a number of structural changes
to our program, which follow. As suggested by
Guh and colleagues,? we believe that these in-
terventions will need to target multiple aspects
of our residency to lead to significant and last-
ing changes.
¢ Drawing from the work of Wu et al® in-

corporating antioppression curriculum
through quarterly workshops focused on
developing skills for allyship into resident
didactics

e Training residents to be competent in
screening for structural and social deter-
minants of health, including police brutal-
ity and other forms of structural racism

e  Prioritizing recruitment and retainment
of underrepresented minority residents
and faculty members similar to the suc-
cessful efforts of Boston Medical College
as published by Wusu et al*

e Ensuring that time and resources from
our department and program are allocated
to community organizations to better un-
derstand and address our patients’ needs

We presented these proposals to our residen-
cy and feel proud to be members of a depart-
ment where we are having these conversations
and making changes to more explicitly address
racism in health care. Despite all of the dark-
ness that the pandemic and police brutality
have exposed, we hope this serves as an impe-
tus for other residents to ask of our colleagues,
mentors, programs, and academic societies to
work toward equity in medicine, starting with
the education and diversification of residency
programs.
doi: 10.22454/FamMed.2021.560051
Rachel Ehrman-Dupre, MD

Jennifer Moyer, MD, MPH
Thomas Jefferson University, Department of Family and
Community Medicine, Philadelphia, PA
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Be the Change

Be the change that you wish to see in the world.
—Mahatma Gandhi

TO THE EDITOR:

As the family of family medicine, we are here
for such a time as this. During this unprec-
edented year, I have had multiple conversa-
tions about the continued tragic displays of
racial injustice and police brutality, including
conversations with resident physicians and
students who seek to be proactive, not reac-
tive, and engaged leaders in the process of
meaningful antiracism change. I applaud Drs
Ehrman-Dupre and Moyer for answering the
call to action and taking the lead in their pro-
gram and community to dismantle structural
racism, drive social justice, and advance eq-
uity. They have provided a model that can in-
spire others to action in residency programs
and departments across the country. The key
word is “action.” Inaction and silence are no
longer an option.

The actions proposed are an impressive
framework for others to follow and build upon:
building social justice/antioppression curric-
ulum; providing education and training for
residents to incorporate patient screenings
centered on social determinants of health and
racism in the exam room; prioritizing under-
represented in medicine (URM) recruitment
of faculty and residents; and building partner-
ships with community organizations engaged
in addressing these efforts. I am eager to see
their progress as they measure their goals and
objectives and look forward to continued dis-
semination. I urge us all to follow the authors’
lead in our own programs, departments, and
communities and to “be the change.” Thank
you, Drs Ehrman-Dupre and Moyer.
doi: 10.22454/FamMed.2021.215458

Tricia C. Elliott, MD
John Peter Smith Health Network, Office of Academic Affairs
Ft Worth, TX
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Workplace Communication

in the Midst of COVID-19:
Making Sense of Uncertainty,
Preparing for the Future

TO THE EDITOR:

Life in the time of COVID-19 is like being

dropped suddenly into an unfamiliar country

without the benefit of a smiling tour guide.

Everything in this country seems at once dis-

orienting and exhilarating. It is challenging

to understand even the most basic cultur-
al norms. People are emotionally exhausted,
constantly trying to navigate between remem-
brances of times past and hopes for the future.

COVID-19 has significantly altered our
sense of normal, especially in regard to our
workplace routines and relationships with col-
leagues. For example, one of our residents ex-
perienced recurring problems connecting to
patients via televideo. She consulted with In-
formation Technology, who said they could help
(but it would take time). Fortuitously, she later
shared this with the chief resident, who noted
that other residents had already moved to a
different televideo platform because of similar
problems. Absent regular informal channels
for sharing information, the resident was un-
aware of this change.

This glitch and its work-around would pre-
viously have been discovered serendipitously
before or after educational meetings. While
our virtual reality has introduced novel ways
to connect,! it has simultaneously closed the
door to traditional opportunities for communi-
cating important information.

How do we deal with this? We recommend
that organizations use five “A’s” to plot a course
in this new world:

1. Be Aware: Open our eyes, ears, and minds
to how things are changing and what we
are losing in the process. Suspend attach-
ment to usual ways of doing business and
our native environment that has been rou-
tinely comfortable.

2. Acknowledge Losses. Openly state what
has changed and what is missing. Ac-
knowledge the emotions swirling around
those changes, including discomfort and
anxiety.

3. Develop Alternatives. Brainstorm options
for moving forward. Use the skills of adap-
tive expertise to see with new eyes and try
out potential responses to uniquely stress-
ful situations.?
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4. Adapt. Be willing to fail. Plan-do-study-act
(PDSA) cycles and other quality improve-
ment initiatives use circularity to ad-
vance.>* They do so by identifying changes
that do not work as well as those that do.

5. Anticipate the Future. COVID-19 will not
automatically lead to a new established
order. We need to develop process-orient-
ed ways to address multiple new realities
that have emerged from the vicissitudes
brought on by the pandemic. We need to
develop workplace cultures that embrace
ongoing transformation in light of shifting
situational factors.

The environment in which we are now
working does not support us in the ways the
previous one did. We must state our losses,
minimize our denial responses, suspend our
attachments to old ways of doing business, be
creative, and seek out new and not-yet-recog-
nized paths forward. As we design and imple-
ment these new paths, we must acknowledge
that some will lead to dead ends. We must see
ourselves as courageous explorers, embark-
ing on new and uncharted seas to discover.
Throughout, we need to maintain the core rela-
tional tenets of our specialty,’ values that have
consistently helped family physicians be the
masters of healing in the face of uncertainty.
doi: 10.22454/FamMed.2021.216908
Stephen Sorsby, MD, MHA
Elizabeth Schmit, PhD

William Ventres, MD, MA

Department of Family and Preventive Medicine, University of
Arkansas for Medical Sciences

Little Rock, AR
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PRISMA Systematic Review
Protocol Essential for Valid,
Actionable Results

TO THE EDITOR:

Dr Kerrigan et al’s article “What Barriers Ex-
ist in the Minds of Vaccine-Hesitant Parents,
and How Can We Address Them?”! covers a
topic of critical importance. The authors state
that their aim was to “systematically analyze
available literature,” but their methodology did
not adhere to the PRISMA (Preferred Report-
ing Items for Systematic Reviews and Meta-
Analyses)? standards of a systematic review. If
the authors’ intent was to rigorously answer
this clinical question, following standard sys-
tematic review protocol would have increased
the accuracy of their findings.

Dr Kerrigan et al did not specifically state
that they conducted a systematic review in
their title or article, but the statement “sys-
tematically analyze” in their abstract, in
conjunction with a PRISMA flow diagram,?
suggests their overall goal was similar. If their
intent was to conduct a comprehensive search
of available literature to answer their ques-
tion, following systematic review methodology
would have best accomplished that task. A sys-
tematic review “attempts to identify, appraise
and synthesize all the empirical evidence that
meets prespecified eligibility criteria to answer
a specific research question.” Performing a
systematic review requires adherence to “ex-
plicit, systematic methods that are selected
with a view aimed at minimizing bias, to pro-
duce more reliable findings to inform decision
making.” They did not search all available lit-
erature, as they only examined one database
with four search terms. They did not outline
strict inclusion and exclusion criteria for the
studies they reviewed. They did not present
a bias assessment of included studies. They
did not include a table describing each of the
included studies’ design, specific vaccine, par-
ticipant population, study size, methods, and
findings. Table 1’s questions for data extrac-
tion are not precise enough to inform a rigor-
ous summation of their findings. In addition,
they ranked the reasons for vaccine hesitancy
according to the number of articles that cited
the reason; the number of articles does not nec-
essarily equate to evidence quality. By not fol-
lowing established systematic review methods,?
the validity of their results is questionable.

As we weather the first great pandemic of
the 21st century, best practices to encourage
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vaccination are more important than ever. If
the authors had chosen to follow established
systematic review guidelines, readers might
be more willing to implement their article’s
recommendations. Conducting a lengthy co-
hort study of patients with varied vaccination
status, as the authors recommend, could also
delay needed change. The Centers for Disease
Control and Prevention, the American Acad-
emy of Family Physicians, and the American
Academy of Pediatrics® instead encourage cli-
nicians to use quality improvement to increase
immunization rates. Quality improvement ini-
tiatives can more quickly lead to necessary
change to achieve health equity in vaccination.
doi: 10.22454/FamMed.2021.665422

Jennifer L. Middleton, MD, MPH, FAAFP

Miriam Chan, PharmD, CDE
OhioHealth
Columbus, OH
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