Incorporating Telehealth Into
Family Medicine Training:
An Emerging Need

TO THE EDITOR:
I want to thank Dr Kahn for challenging fam-
ily medicine residencies to measure their suc-
cess in meeting the needs of our patients and
improving care through the lens of the triple
aim.! Additionally, Dr Kahn highlights the
need to incorporate telehealth to fulfill conti-
nuity principles for our family medicine resi-
dents. This is particularly important in the
post-COVID pandemic world. To best support
continuity and continue to meet the needs of
our patients in the spirit of the triple aim, we
need to provide intentional telemedicine train-
ing to family medicine residents. Intentional
telemedicine training is key to enhancing pa-
tient experience, improving outcomes, and re-
ducing waste in the virtual world as well.

COVID-related social distancing to protect
patients led to a rapid upscaling of telemedi-
cine services across the United States.?? Pri-
mary care, specifically family medicine, played
a vital role in both expanding services and
maintaining the quality of care our patients
deserve. Up to 73% of primary care visits could
be completed via telemedicine,* and both pa-
tients and providers are highly satisfied with
telemedicine visits.® Providers and patients re-
ported saving time,’ clinical productivity has
increased, and waiting list times and clinic no-
show rates have decreased in clinics that have
incorporated telemedicine services.®

If we expect residents to competently con-
duct telemedicine visits now and in the fu-
ture, then we must develop intentional ways
to teach trainees how to perform telemedicine
effectively. STFM has recently released its tele-
medicine curriculum to work to address this
gap.” At our residency program, preliminary
needs assessment data demonstrated that one-
third of residents and faculty did not feel confi-
dent that they could properly care for patients
in telemedicine encounters at the onset of the
pandemic. Interestingly, this was distributed
across all levels of training, including attend-
ing physicians. Years of experience in practice
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did not translate into confidence with this new
skill. Limited literature exists about interven-
tions to educate family medicine residents on
effective telemedicine encounters, but what
does exist demonstrates that residents feel
more confident after intentional training us-
ing telemedicine didactics and telemedicine
handouts.® Using our needs assessment, our
residency program is actively developing tar-
geted resources to educate our current interns,
residents, and attendings on how to have ef-
fective telemedicine encounters. These resourc-
es are taking two forms to meet the needs of
our adult resident learners as well as experi-
enced faculty physicians: asynchronous materi-
als that can be reaccessed later for review, and
the addition of a pocket resource for residents
to utilize while performing a telemedicine visit
as a quick reference.

Instituting telemedicine education as a pil-
lar of residency education is family medicine’s
opportunity to meet the needs of physicians in
2021 and beyond. It promotes the triple aim
of enhancing care experiences, improving out-
comes, and reducing cost. Telemedicine is criti-
cal to ensuring continuity opportunities for
our patients and resident trainees. Residency
programs must be the change that Dr Kahn
wishes to see and prepare the next generation
of doctors for the future by providing dedicated
and intentional training to residents on tele-
medicine encounters.
doi: 10.22454/FamMed.2022.201063
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Response to “Mistakes”

TO THE EDITOR:

I applaud Dr Saultz for exemplifying a growth
mindset! in his powerful editorial about health
care system mistakes made during the pan-
demic and the need to discuss them.? A growth
mindset is crucial in constructively moving
forward from failures. It is based on the idea
that efforts matter and that everyone can grow
through experiences. Growth mindsets focus
on how to improve skills; they do not believe
abilities are fixed or set. They are behind suc-
cessful outcomes in a variety of fields.!

Dr Saultz delineates multiple areas of in-
quiry needing deliberation in order to learn
from our mistakes in handling this pandem-
ic. He also points out the problems arising
from blaming others. Those with a growth
mindset face their failures and become curi-
ous about them rather than blaming others,
shaming themselves, or burying one’s head in
the sand. An interest in learning is what sets
apart those with a growth mindset even when
that learning requires difficult work.

The health care system has benefitted from
exploring medical errors, but there is more
work to do and cultural change is needed.?
Furthermore, others have argued that adopt-
ing a growth mindset would bring positive cul-
tural changes in medical education.* Family
physician educators can facilitate the devel-
opment of a growth mindset in students and
residents. Two strategies go a long way: (1)
challenging students and residents at a level
that stretches them without breaking them,
and (2) supporting learning without judgment
or fear of failure.
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Family physician educators with a growth
mindset have high expectations of trainees
while supporting their well-being in order to
thrive. While high standards remain impor-
tant to deliver quality care, it is important to
acknowledge human limitations. For example,
fatigue mitigation strategies address vulnera-
bilities associated with sleep deprivation. Fur-
thermore, growth minded educators do not use
disapproval as a primary pedagogical strate-
gy. They understand that trainees are prone
to error and provide tools, not humiliation, in
order to close knowledge and practice gaps in
trainees. Errors are expected and seen as op-
portunities to learn while under supervision.

In addition to improving educational out-
comes,! a growth mindset may also be impor-
tant in terms of the psychological consequences
of medical errors. Family physicians who be-
lieve that medical errors mean they are bad
doctors will struggle compared to those who
see mistakes as inevitable learning experiences
not to be repeated as Dr Saultz did early in his
career. Without a growth mindset, the associ-
ation between physician burnout, depression,
and medical errors® may intensify. Family phy-
sicians using a growth mindset will learn from
mistakes, deliver better care over time, and
likely have greater work satisfaction.

Dr Saultz has outlined the collective failures
during the pandemic in need of collective cor-
rections. It will take collaboration, patience,
and persistence to address them. Above all, it
will take an eagerness to improve in mulitple
areas. Who's ready to adopt a growth mindset
to meet these extraordinary challenges?
doi: 10.22454/FamMed.2022.534710
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Address White Fragility In Order
to Engage in Racial Caucusing

TO THE EDITOR:

Guh et al demonstrated how a 90-minute expe-
riential workshop on racial affinity caucusing
(RAC) enabled participants to feel comfortable
implementing RAC at their own institutions.!
However, the authors acknowledge that their
study’s success may be attributed to a self-se-
lected group of faculty who knew the potential
impact of caucusing as a tool to address racial
health inequities, and who were familiar with
White fragility. In places where faculty are un-
familiar with the power of RAC, gaining famil-
iarity with the realities of White fragility may
be a prerequisite for an RAC workshop, and
can be further explored in that space.

Robin DiAngelo coined and defined the term
“White fragility,” as “a state in which even a
minimum amount of racial stress becomes
intolerable, triggering a range of defensive
moves.”” Many White individuals admit that
racism exists and needs to be addressed. But
some, when you point out how they could be
perpetuating racism, may become almost re-
flexively defensive. When White fragility is not
acknowledged, racist behaviors and thinking
can go unchallenged. This makes it difficult to
implement systemic change and could cancel
the gains from an RAC experience.

Many people of color (POC) are tired of hav-
ing to educate leadership, colleagues, staff and
friends on how racism manifests on numer-
ous levels,? a toll known as the minority tax.*
RAC shifts that responsibility by intention-
ally separating white individuals from POC.
This allows the former group to explore White
identity, privilege, and their role in racism, and
the latter to focus on collective healing from
negative racialized experiences. Ideally, RAC
is initiated and supported by the highest lev-
els of leadership—by leaders who are White
and have confronted their own White fragil-
ity. Multilevel institutional awareness and ac-
knowledgement of White fragility is pivotal
to initiating the activation energy needed to
implement RACs as well as sustaining the
momentum needed to maintain these conver-
sations in a safe space.

White faculty can prioritize time and re-
sources to learn how to lead their respective
RACs.5 As DiAngelo recommends, conversa-
tions about Whiteness should start at the mi-
cro individual level of analysis and move to the
macro institutional/societal level.? In addition,
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training materials and resources are available
at crossroadsantiracism.org, raceandmedicine.
com, racialequitytools.org, and at in the STFM
Resource Library (https:/resourcelibrary.stfm.
org/viewdocument/toolkit-for-teaching-about-
racism-i). We invite our White allies to use this
knowledge to initiate RAC activities. As more
of us implement, it will equip us with shared
language to discuss racism, privilege, and other
forms of oppression. In effect, we will be able
to face them. In the immortal words of James
Baldwin, “Not everything that is faced can be
changed. But nothing can be changed until it
is faced.” Perhaps then, we can make progress
in rooting out racism in our field.
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In Response to “Women Deserve
Comprehensive Primary Care”

TO THE EDITOR:
I applaud Dr Barr’s efforts toward reviving
maternity care training in family medicine res-
idencies. I agree that maternity care composes
a unique feature of the specialty and challeng-
es us to grow to meet the needs of our society.!
To ensure our position as comprehensive care
providers, family physicians need to increase
access to maternity care and serve as men-
tors for trainees.

Family physicians can help expand coverage
areas for obstetric services to reduce maternal
mortality. The need for an enhanced network
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of maternity care providers is evidenced by
increasing maternal mortality in the United
States.? Even without the incorporation of de-
liveries into practice, family physicians can
help ease the burden of obtaining appropriate
care with outreach clinics or shared care mod-
els where family physicians perform the major-
ity of prenatal visits for patients that intend
to deliver elsewhere. Various strategies exist
to promote the incorporation of family physi-
cians into maternity care, including developing
interdisciplinary programs, supporting work-
life balance, broadening training opportunities,
and caring for the mother-child dyad.?

Many factors influence whether family med-
icine residents continue to provide maternity
care, including time spent in maternity care
rotations.* However, mentorship by family phy-
sicians during these rotations is equally im-
portant. A shortage of mentors incorporating
maternity care into their careers will perpet-
uate a cycle of excluding these services from
family medicine. The proportion of deliveries
attended by family physicians has decreased
since the change in ACGME Family Medicine
Requirements in 2014.° The lack of available
mentorship for maternity care is more dire in
underrepresented minority family physicians.
Family physicians who identify as Black/Afri-
can American and Asian are less likely to pro-
vide obstetric care than those who identify as
White, even when controlling for setting (ru-
ral vs urban).® Without diversification of the
maternity care workforce, the disparities ex-
perienced by minority populations will only
continue to grow.
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Maternity care is woven into the fabric that
is family medicine. By increasing access and
providing mentorship, family physicians can
help to meet the needs and challenges of ob-
stetric care in America.
doi: 10.22454/FamMed.2022.871015
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