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text and site for BSSR studies, and as a home to many
BSSR researchers, we believe primary care research
belongs in the definition of BSSR.
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FAMILY LEAVE FOR FAMILY MEDICINE
RESIDENTS: TIME FOR A NEW WAY
FORWARD

Female resident to fellow classmates: "I wanted to let you know
that I am pregnant. .. and I am sorry."

Restrictive residency training program policies and
culture regarding Parental and Family Leave are com-
mon and have not changed significantly over time.'

Residents who have children during residency continue
to face barriers to receiving adequate time away to
care for themselves and their newborns. New parents
often still face negative cultural biases related to the
perceived impact on their education, clinical work, and
sharing of workload among colleagues.?? While family
leave in residency training was historically utilized for
birth mothers, it has in recent years begun to be con-
sidered for fathers and other non-birth parents. Gradu-
ate Medical Education (GME) programs nationwide
will see an increase in the number of residents request-
ing Parental and Family Leave, especially with women
now comprising more than 50% of medical school
graduates, and with shifting cultural norms toward
diversity of parenting roles and family structures.

Allowable time away from training is affected by
multiple issues, some of which may not be coordinated
or consistent with each other. These include human
resource policies of different institutions in which
residency programs reside, varying definitions of Fam-
ily Leave types, American Council on Graduate Medi-
cal Education (ACGME) training requirements, and
medical specialty boards' requirements for board eli-
gibility. The ACGME has had no specific leave policy
on parental leave; rather, allowable time away from
training has largely been determined by the medical
specialty boards. Leave policies of sponsoring insti-
tutions add another dimension to the equation that
residents and their program directors must consider in
planning for time away for residents welcoming a child
into their family.

Numerous articles have been published on this topic
in recent years, largely focused on the variability of
approaches to leave-of-absence decisions that result in
inequity both across and within residency programs.*”
Specialty boards contribute to this inequity with wide
variation in the time required to become board eligible
at the end of training.®® Currently, American Board of
Family Medicine (ABFM) policy does not distinguish
parental or family leave from a “general leave” policy.
Family Medicine residents are limited to 1 month of
leave per academic year, for any reason. This is among
the least amount of time allowed across boards® and
has been called out by Family Medicine residents as
being "least family friendly” of the specialty boards.
Both anecdotal and survey findings across specialties
have reported 2 major drivers of resident choice to
return to training sooner than required after childbirth:
(1) a strong desire to not have to extend their training
to become board eligible, and (2) a pervasive culture
within medical training that is less supportive of new
parents than it is of those residents whose leave results
from a serious personal medical condition or illness
and/or death of an immediate family member.
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A study published in Family Medicine in October
2019 demonstrated wide variation among Parental
and Family Leave policies and practices across family
medicine residency programs. Nearly 30% of programs
offered no paid maternity leave. Of those that did,
most offered 6 weeks or less and only 2 offered 12
weeks or more leave time. For new fathers, nearly 40%
offered no paid paternity leave option and 10 offered
no paternity leave at all. Notably, this study also dem-
onstrated that family medicine residents, on average,
utilize less Family Leave time than is offered by their
training programs by one-half to 1.5 weeks.' ABFM
data for 2019 show 355 leave of absence records in
which a reason was cited; these were related to mater-
nity (240; 67%), paternity (20; 5%), personal medical
(78; 22%), or family medical (17; 5%) reasons. The
preponderance of both maternity and paternity leave
was taken in the PGY-2 or PGY-3 years, while personal
medical leave was equally balanced across training
years. Female residents were more likely to take per-
sonal medical leave (59% vs 41% for male residents)
and significantly more likely to be represented in num-
bers of residents utilizing family medical leave (82%
and 15%). Very few residents needed more than 1 leave
of absence during their training. For those whose resi-
dency was extended based on needed leave, the aver-
age time for extension was 54.5 days with a range of
4 to 233 days. Approximately one-half (48%) utilized
vacation time toward their leave of absence, with an
average of 13 days used (range 1-30).

Reconsideration of the current approach across our
specialty is necessary to support resident well-being
and to optimize early childhood development for the
children of resident trainees. Fathers and other non-
birth parents need to be supported as well, so that
they may participate in early bonding and contribute
to early child care responsibilities. Finally, sponsoring
institutions should support residents through other
impactful events, including significant personal illness
and care of a critically ill or dying member of the resi-
dent's immediate family.

The ACGME and the member boards of the
American Board of Medical Specialties (ABMS) have
been working together to address concerns regarding
Family and Parental Leave policies in GME, with the
belief that existing approaches are insufficient to sup-
port resident well-being, optimize the early childhood
development of trainees’ children, and promote equal-
ity of gender participation in parenting and household
activities. The 2 organizations held a summit on this
topic in February 2020. A diverse group of partici-
pants assembled—residents/fellows, program direc-
tors, chairs, designated institutional officials (DIOs),
health system leaders, ACGME and ABMS leadership,

including those from respective member boards—to
review the current evidence and imagine a new way
forward that all could endorse. Dr Tom Nasca, Presi-
dent and CEO of ACGME, led the conference with a
story of his personal experience, decades earlier, as a
father who went back to work immediately after the
birth of his children. He followed this with a reminder
of the clear evidence supporting the importance of the
early newborn period on future cognitive develop-
ment of children, challenging us to consider changes
in both policy and culture that would support the
investment in this important period. Additional speak-
ers shared data on the attrition of female residents
from training because of issues related to narrowly
defined leave policies, little support for childrear-
ing demands, and required extensions of training.'"'?
Additive to this is a culture they encounter that often
left them feeling inadequate and burned out. As it
currently stands, The House of Medicine makes it dif-
ficult for us to practice what we preach.

After robust and rich conversations over a day and
a half, consensus around the direction of change was
clear. Common themes included:
e New policies should be inclusive of any and all per-
sonal and family leave needs: childbirth, personal leave
for medical conditions, and care of immediate family
members during serious illness or death/bereavement.
e Family and Parental leave should be normalized
with no differences between a resident giving birth, a
resident with a hematologic condition requiring bone
marrow transplant, or a resident parent with an older
child who has a serious physical or mental health issue
requiring close support and care. The consistency
needed extends not only to policies, but also to the
culture of how we treat our trainees and they treat
each other.
e ACGME and ABMS should develop a “time away
from training” policy that supports a family friendly
culture and gender equity, This policy should establish
a floor of 6 weeks allowable leave per year of training
and should include a requirement that a minimum of 1
week of vacation time be preserved for use each year
beyond the leave. Banking of leave for time off should
be allowed, but not to the extent that a resident is
permitted to exhaust all vacation time before a leave of
absence. Time away for the Family and Parental leave
is not a "break.” These residents also need vacation
options for personal wellness just as other residents
who do not require time away.
® Policies must be clear and accessible to everyone,
including students who are selecting residency pro-
grams. Proactive planning for coverage requirements
needs to be established, and program directors and
sponsoring institutions would benefit from any com-
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mon guidance that can be provided by ACGME and
ABMS Boards.
The ABEM Board of Directors and executive lead-
ership are committed to a change in policy related
to training standards for board certification that will
provide for a more supportive approach to changes in
the lives of residents and their family members. We
hope to share this with the community before the
2020-2021 academic year. Our approach will be inclu-
sive and permissive, while at the same time remaining
consistent with our duty to the public to assure that a
board-eligible or board-certified physician complet-
ing residency training is worthy of entrusting their
care. We will work to support residency programs in
understanding and implementing these new guidelines,
cognizant of some of the challenges this will present
to managing both educational and coverage needs.
The ACGME will play a corresponding role in policy
development and resources. It is the right time and the
right thing to do. We look forward to the transition
ahead and working together to promote healthy resi-
dents and healthy families.
Elizabeth G. Baxley, MD (corresponding author, ebaxley@
theabfm.org)!; Deborab S. Clements, MD?, Warren P. Newton,
MD, MPH?; Aimee Eden, PhD*; Kathy Botner'
' American Board of Family Medicine,
*Northwestern University Feinberg School of Medicine
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AAFP TAPS VETERAN FAMILY MEDICINE
ADVOCATE AS NEXT CEO/EVP

When longtime AAFP CEO and EVP Douglas Henley,
MD, announced last year that he planned to retire this
summer, the Academy launched an exhaustive national
search for his successor. That intensive 11-month pro-
cess came to a close on March 11, 2020, when veteran
family medicine advocate Shawn Martin was formally
named the next CEO/EVP.

Martin, the Academy's senior vice president for
advocacy, practice advancement, and policy, is already
familiar to many AAFP staff members and family
physicians, having served in that role since 2012.
Before joining the Academy, Martin served more than
a decade as director of government relations for the
American Osteopathic Association.

The announcement capped a busy few weeks for
Martin, who—in addition to accepting this promo-
tion—recently turned 50 and completed his master's
degree in health care delivery science from Dartmouth
College in Hanover, New Hampshire. Now he'll move
from the Academy's Washington, DC, government
relations office to its Leawood, Kansas, headquarters.

He will continue serving in his senior vice presi-
dent’s role until June 1, 2020 and then will work
alongside Henley as CEO designee during a transition
period until Henley's retirement on August 1, 2020.

AAFP News sat down with Martin to discuss his
new role, his vision for the Academy, and the chal-
lenges ahead.

Q: You grew up in rural Oklahoma as the son of a
family physician. How did your father's medical career
shape your understanding of primary care and your
interest in health policy?

A: | saw at a young age the impact that a single physi-
cian, or a group of physicians, can have on individual
patients and on a community. The burden on primary
care was real even in the 1970s and '80s. We were
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