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Abstract
Background: Parenthood during medical training is common and impacts trainee well-being. However, current 
graduate medical education parental health policies are often limited in scope. We explored current fellowship trainees’ 
knowledge of/satisfaction with current policies as well as interest in potential changes/additions to existing policies.
Methods: Fellowship program directors/coordinators at a three-site academic institution were surveyed and 
information was collected from 2015 to 2019 regarding fellow demographics and parental health policies. We distributed 
an electronic survey to fellows containing Likert-type-scale questions rating knowledge/level of satisfaction with current 
parental health policies and interest in potential additions/modifications to current policies.
Results: Thirty-five of 47 (74%) fellowship programs responded. An average of 11% of female fellows and 15% of 
male fellows took parental leave during the study period. Three (9%) of the programs had at least one additional 
parental health policy beyond institutional graduate medical education policies. In the fellow survey, 175 of 609 fellows 
responded (28.7%), of which 84 (48.6%) were female. Although 89.1% agreed/strongly agreed that parental health is 
an important part of health and well-being for fellows, only 32% were satisfied/very satisfied with current policies (no 
significant sex-related differences). Fellows reported the following potential interventions as important/very important: 
79.2% increased (paid) maternity leave (72.7% male, 86.7% female, p = 0.02), 78% increased (paid) paternity leave (76.4% 
male, 81.9% female, p = 0.37), 72.3% part-time return to work (60.2% male, 84.3% female, p = 0.0005), 63% coverage for 
workup/management of infertility (52.3% male, 74.7% female, p = 0.002), and 79.9% on-site day care (70.7% male, 89.2% 
female, p = 0.003).
Conclusions: Parental health includes multiple domains, not all of which are covered by current policies. Fellows feel 
that parental health is an important part of overall health and well-being, but most are not satisfied with current policies. 
Expanded access to parental leave and new policies (part-time return to work, infertility management, and on-site day 
care) are opportunities for innovation.
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Introduction

Up to half of medical trainees report having their first child 
during training.1,2 However, research has demonstrated that 
pregnant physicians are not only at an increased risk of 
pregnancy-related complications, but also experience nega-
tive workplace attitudes including anger, resentment, and 
lack of support.3 It has also been reported that female phy-
sicians of childbearing age are felt (by those in a position to 
hire them) to represent a “hiring risk,” and female trainees 
report concern that having children will negatively impact 
their careers partly due to negative perception by other  
physicians.4,5 Policies for both childbearing leave (afforded 
for recovery of a woman that gave birth) as well as paren-
tal/family leave (taken by a woman who gave birth after 
childbearing is complete, taken by a man who recently 
became a father, or taken by non-birth parents to care for a 
new baby) differ significantly among academic institutions, 
with average length of leave policies failing to meet recom-
mendations set by the American Academy of Pediatrics.6 
While literature regarding return to work after maternity 
leave is more scarce, a study at one institution found that 
female internal medicine residents returning to work after 
pregnancy received lower peer evaluation scores (after 
pregnancy) compared to their male colleagues.7

While the literature regarding pregnancy and parental 
leave has predominantly included residents and not sub-
specialty fellows, pregnancy and parental health policies 
likely have a comparable impact on fellows.8 In addition, 
“parental health” encompasses multiple domains not 
restricted to childbearing and parental leave alone, but also 
including return-to-work policies and prenatal appoint-
ment scheduling for new parents, breastfeeding accommo-
dations, and coverage policies for infertility treatments/
assisted reproductive technology (ART). As such, the 
importance of parental and family health and necessary 
implementation of policies and strategies to optimize 
trainee well-being in this area cannot be overstated.9

Current graduate medical education (GME) require-
ments at our institution include: 12 weeks childbearing for 
the birth mother (6 weeks paid time and 6 weeks unpaid 
time per the Family and Medical Leave Act—FMLA), 5 
days of paid leave for any new parent (including parental 
leave, adoption, etc.—all leave not directly related to child-
birth), and “reasonable break time” (estimated at a half-
hour) and space for lactation. In a preliminary study of 
hematology–oncology fellows at this institution, 92.8% of 
respondents stated that they “strongly agree” or “agree” 
with the statement that “parental health is an important part 
of overall health and well-being for fellows,” yet only 7.1% 
stated that they had a good understanding of current poli-
cies and resources available pertaining to parental health. 
One hundred percent of the respondents felt it would be 
“very important” or “somewhat important” to have a com-
prehensive guide of policies and resources for parental 

health during fellowship training. Fellows discussed addi-
tional issues related to parental health including return-to-
work, breastfeeding, and infertility management, which 
were not part of existing institutional guidelines and there-
fore created further challenges for trainees in areas where 
no guidance currently exists. [Marshall AL, unpublished 
data]. Therefore, we designed a comprehensive, subspe-
cialty fellowship-wide survey study focusing on current 
policies for parental health, fellows’ knowledge of and atti-
tudes regarding current policies, and fellows’ interest in 
development and incorporation of new and expanded 
parental health policies.

Methods

Survey study

After reviewing current GME parental leave policies at 
our three-site academic institution, we performed an 
Institutional Review Board (IRB)–approved review of 
current fellowship-specific parental health policies by 
contacting the fellowship program director and program 
coordinator at all subspecialty fellowship training pro-
grams with four or more trainees per year. Data collected 
included total fellows and male/female percentage over 
the 5-year period from 2015 to 2019, number of fellows 
taking parental leave, whether the program had additional 
parental health policies beyond general institutional GME 
policies, and if so the nature of these additional policies.

We then distributed an electronic survey to all subspe-
cialty fellows (in any training program regardless of num-
ber of fellows per year) at our three-site institution. Weekly 
reminder emails were sent for a total of 4 weeks. The sur-
vey contained Likert-type-scale questions rating each par-
ticipant’s level of knowledge and level of satisfaction with 
current parental health policies and grid-style questions 
regarding how important (on a scale of 1–5, 1 = not impor-
tant at all and 5 = very important) trainees felt potential 
additions to the current policies would be.

Data analysis

Likert-type-scale and numeric question responses were 
analyzed using Pearson’s Chi-square test. Data analysis 
was performed with statistical analysis software (SAS).

Results

Current fellowship parental health policies

Of the 47 programs contacted, 35 (74 %) responded, 
although not all programs provided all requested data. 
Based on available information, an average of 41% of fel-
lows were female over the study period. Of programs that 
provided data on parental leave, 11% of female fellows 
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took maternity leave and 15% of male fellows took pater-
nity leave during the study period. Three (9%) of the pro-
grams had at least one additional parental health policy 
beyond the institutional GME policies, including over-
night call modifications (one program), flexible return to 
work (one program), possible extended duration leave 
(one program), dedicated breastfeeding time and/or space 
(two programs), and offering program-specific informa-
tion about childcare resources (one program). No program 
offered additional policies related to obstetrics and gyne-
cology (OB–GYN) appointments during pregnancy, infer-
tility management, or adoption assistance.

Fellow knowledge/satisfaction survey

The fellowship survey was distributed electronically to 609 
fellows, 175 of whom responded (28.7%). Demographics 
of respondents are shown in Table 1. Eighty-four (48.6%) 
of responding fellows were female and 89 (51.4%) were 
male. Among respondents, female fellows were younger 
than male fellows (for trend, p = 0.037) and female fellows 
were more likely to be in surgical specialties (23.8% versus 
13.5%). There were no significant differences between the 
female and male fellows with regard to ethnicity, whether 
they currently had children, or whether they planned to 
have children in the future.

Fellow responses to questions about overall parental 
health are shown in Table 2 and responses to questions 
about specific existing parental health policies are shown 
in Table 3. Overall, 156 (89.1%) of fellows agreed/strongly 
agreed that “parental health is an important part of health 
and well-being for fellows” (89% male, 89% female, 
p = 0.91) and 128 (73.1%) agreed that parental health 
somewhat/significantly applied to them (70% male, 76% 
female, p = 0.34). However, only 56 (32%) were satisfied/
very satisfied with current policies (29% male, 36% 
female, p = 0.36). The percent of fellows who reported they 
were satisfied/very satisfied and the gender differences 
within the following areas included: 45 (25.7%) maternity/
paternity leave (25% male, 27% female, p = 0.69), 39 
(22.3%) return to work after maternity/paternity leave 
(25% male, 31.8% female, p = 0.45), and 37 (21.1%) 
breastfeeding (32.3% male, 21.1% female, p = 0.0008).

Interest in new parental health policies

Fellow responses to interest in potential changes/additions 
to current parental health policies are shown in Table 4. 
The percentage of fellows rating the following potential 
interventions as important/very important included: 79.2% 
increased (paid) maternity leave (72.7% male, 86.7% 
female, p = 0.02), 78% increased (paid) paternity leave 

Table 1. Respondent demographics.

All fellows Female (N, %) Male (N, %) p

Age 175 84 (48.6%) 89 (51.4%) 0.037
 25–30 41 (23.4%) 26 (31.0%) 15 (16.9%)  
 31–35 107 (61.1%) 49 (58.3%) 57 (64.0%)  
 36–40 17 (9.7%) 6 (7.1%) 11 (12.4%)  
 41–50 8 (4.6%) 2 (2.4%) 6 (6.7%)  
 Prefer not to say 2 (1.1%) 1 (1.2%)  
Ethnicity 0.464
 Caucasian/White 91 (53.2%) 42 (51.9%) 49 (55.1%)  
 Asian/Pacific Islander 37 (21.6%) 18 (22.2%) 19 (21.3%)  
 Hispanic/Latino 13 (7.6%) 9 (11.1%) 4 (4.5%)  
 African American 5 (2.9%) 3 (3.7%) 2 (2.2%)  
 Native American 1 (0.6%) 1 (1.2%) 0 (0.0%)  
 Other 13 (7.6%) 4 (4.9%) 9 (10.1%)  
 Prefer not to say 11 (6.4%) 4 (4.9%) 6 (6.7%)  
Type of subspecialty fellowship 0.004
 Medical 134 (76.6%) 64 (76.2%) 68 (76.4%)  
 Surgical 32 (18.3%) 20 (23.8%) 12 (13.5%)  
 Other 9 (5.1%) 0 (0.0%) 9 (10.1%)  
Do you currently have children 0.790
 Yes 106 (61.3%) 52 (62.7%) 54 (60.7%)  
 No 67 (38.7%) 31 (37.3%) 35 (39.3%)  
Do you plan to have children in the future 0.509
 Yes 57 (89.1%) 27 (93.1%) 29 (85.3%)  
 No 1 (1.6%) 0 (0.0%) 1 (2.9%)  
 I don’t know 6 (9.4%) 2 (6.9%) 4 (11.8%)  
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(76.4% male, 81.9% female, p = 0.37), 72.3% part-time 
return to work (60.2% male, 84.3% female, p = 0.0005), 
63% coverage for workup/management of infertility 
(52.3% male, 74.7% female, p = 0.002), and 79.9% on-site 
day care (70.7% male, 89.2% female, p = 0.003).

Discussion

We assessed current subspecialty fellowships’ parental 
health policies within a single academic medical center 
and found that few fellowships offer policies above and 
beyond the standard requirements for parental leave and 
breastfeeding covered in our institutional GME policy. In 
addition, we found that subspecialty fellows from a wide 
range of specialties consistently reported both that parental 
health was an important part of fellow health and well-
being and were generally unsatisfied with current parental 
health policies. Fellows reported being interested in a wide 
range of potential additions/modifications to current poli-
cies, and fellows of both sexes were dissatisfied with their 
fellowships’ current policies regarding parental health. 
The only area where female trainees were significantly 
less satisfied with current policies was breastfeeding. In 

addition, both male and female fellows expressed interest 
in expanded parental health policies with trainees of both 
sexes equally interested in expanded paid maternity and 
paternity leave and female fellows more interested in part-
time return to work policies, coverage for workup/man-
agement of infertility, and on-site day care.

Our results regarding physician dissatisfaction with 
relatively narrow parental health coverage options are 
similar to those from several prior studies. Practicing phy-
sicians in surgery, emergency medicine, and anesthesia 
have reported receiving limited (and in some cases no) 
paid coverage for parental leave and often report dissatis-
faction with current coverage policies.10–13 Studies spe-
cific to medical residents have found a lack of uniform 
policies regarding parental leave with regard to funding 
and also clinical coverage for new parents across several 
specialty training programs including surgery, OB–GYN, 
family medicine, and dermatology.14–17 Trainees often 
report a perception of stigma and a lack of support for 
prospective and new parents, both by other trainees and 
by faculty.18,19

Larger studies of parental leave policies across multiple 
specialties and institutions have similarly described a lack 

Table 2. Respondent attitudes regarding overall parental health.

All fellows Female (N, %) Male (N, %) p

Parental health is an important part of health and well-being for fellows 0.613
 Strongly disagree 14 (8.0%) 8 (9.5%) 6 (6.7%)  
 Disagree 1 (0.6%) 0 (0.0%) 1 (1.1%)  
 Neutral 4 (2.3%) 1 (1.2%) 3 (3.4%)  
 Agree 30 (17.1%) 13 (15.5%) 17 (19.1%)  
 Strongly agree 126 (72.0%) 62 (73.8%) 62 (69.7%)  
Parental health is an important part of health and well-being for fellows 0.913
 (Neutral/disagree) 19 (11.9%) 9 (10.7%) 10 (11.2%)  
 (Agree/strongly agree) 156 (89.1%) 75 (89.3%) 79 (88.8%)  
To what extent does the concept of parental health apply to you? 0.312
 Not at all, and likely will not in the forseeable future 7 (4.0%) 1 (1.2%) 6 (6.7%)  
 Not at all currently, but may in the forseeable future 40 (22.9%) 19 (22.6%) 21 (23.6%)  
 Somewhat 17 (9.7%) 8 (9.5%) 8 (9.0%)  
 Significantly 111 (63.4%) 56 (66.7%) 54 (60.7%)  
To what extent does the concept of parental health apply to you? 0.335
 (Not at all) 47 (26.9%) 20 (23.8%) 27 (30.3%)  
 (Somewhat/significantly) 128 (73.1%) 64 (76.2%) 62 (69.7%)  
What is your current satisfaction with your own fellowship’s policies 
regarding overall parental health?

0.942

 Not applicable to me 20 (11.4%) 9 (10.7%) 11 (12.4%)  
 Very dissatisfied 6 (3.4%) 2 (2.4%) 3 (3.4%)  
 Dissatisfied 20 (11.4%) 9 (10.7%) 10 (11.2%)  
 Neither satisfied nor dissatisfied 73 (41.7%) 34 (40.5%) 39 (43.8%)  
 Satisfied 48 (27.4%) 25 (29.8%) 23 (25.8%)  
 Very satisfied 8 (4.6%) 5 (6.0%) 3 (3.4%)  
What is your current satisfaction with your own fellowship’s policies 
regarding overall parental health?

0.361

 (Not applicable/neutral/dissatisfied) 119 (68.0%) 54 (64.3%) 63 (70.8%)  
 (Satisfied/very satisfied) 56 (32.0%) 30 (35.7%) 26 (29.2%)  
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Table 3. Respondent knowledge and satisfaction with specific aspects of parental health.

All fellows Female (N, %) Male (N, %) p

What is your current understanding/knowledge of your own fellowship’s 
policies regarding maternity/paternity leave?

0.741

 I have no understanding of this at all because it does not apply to me 17 (9.7%) 8 (9.5%) 9 (10.1%)  
 I have no understanding of this at all but it is/may become applicable to me 35 (20.0%) 15 (17.9%) 19 (21.3%)  
 I have some understanding 76 (43.4%) 35 (41.7%) 40 (44.9%)  
 I have a very good understanding 47 (26.9%) 26 (31.0%) 21 (23.6%)  
What is your current satisfaction with your own fellowship’s policies 
regarding maternity/paternity leave?

0.720

 This is not applicable to me 29 (16.6%) 15 (17.9%) 14 (15.7%)  
 Very dissatisfied 15 (8.6%) 5 (6.0%) 10 (11.2%)  
 Dissatisfied 33 (18.9%) 16 (19.0%) 15 (16.9%)  
 Neither satisfied nor dissatisfied 53 (30.3%) 25 (29.8%) 28 (31.5%)  
 Satisfied 36 (20.6%) 17 (20.2%) 19 (21.3%)  
 Very satisfied 9 (5.1%) 6 (7.1%) 3 (3.4%)  
What is your current satisfaction with your own fellowship’s policies 
regarding maternity/paternity leave?

0.690

 (Not applicable/neutral/dissatisfied) 130 (74.3%) 61 (72.6%) 67 (75.3%)  
 (Satisfied/very satisfied) 45 (25.7%) 23 (27.4%) 22 (24.7%)  
What is your current understanding/knowledge of your own fellowship’s 
policies regarding return to work after maternity/paternity leave?

0.907

 I have no understanding of this at all because it does not apply to me 21 (12.0%) 9 (10.7%) 12 (13.5%)  
 I have no understanding of this at all but it is/may become applicable to me 53 (30.3%) 26 (31.0%) 25 (28.1%)  
 I have some understanding 78 (44.6%) 37 (44.0%) 41 (46.1%)  
 I have a very good understanding 23 (13.1%) 12 (14.3%) 11 (12.4%)  
What is your current satisfaction with your own fellowship’s policies 
regarding return to work after maternity/paternity leave?

0.948

 This is not applicable to me 35 (20.0%) 18 (21.4%) 17 (19.1%)  
 Very dissatisfied 8 (4.6%) 4 (4.8%) 4 (4.5%)  
 Dissatisfied 19 (10.9%) 7 (8.3%) 10 (11.2%)  
 Neither satisfied nor dissatisfied 74 (42.3%) 34 (40.5%) 40 (44.9%)  
 Satisfied 32 (18.3%) 17 (20.2%) 15 (16.9%)  
 Very satisfied 7 (4.0%) 4 (4.8%) 3 (3.4%)  
What is your current satisfaction with your own fellowship’s policies 
regarding return to work after maternity/paternity leave?

0.452

 (Not applicable/neutral/dissatisfied) 136 (77.7%) 63 (75.0%) 71 (79.8%)  
 (Satisfied/very satisfied) 39 (22.3%) 21 (31.8%) 18 (25.0%)  
What is your current understanding/knowledge of your own fellowship’s 
policies regarding breastfeeding?

< 0.0001

 I have no understanding of this at all because it does not apply to me 64 (36.6%) 7 (8.3%) 57 (64.0%)  
 I have no understanding of this at all but it is/may become applicable to me 32 (18.3%) 23 (27.4%) 7 (7.9%)  
 I have some understanding 60 (34.3%) 40 (47.6%) 20 (22.5%)  
 I have a very good understanding 19 (10.9%) 14 (16.7%) 5 (5.6%)  
What is your current satisfaction with your own fellowship’s policies 
regarding breastfeeding?

< 0.0001

 This is not applicable to me 76 (43.4%) 18 (21.4%) 58 (65.2%)  
 Very dissatisfied 2 (1.1%) 1 (1.2%) 1 (1.1%)  
 Dissatisfied 12 (6.9%) 9 (10.7%) 2 (2.2%)  
 Neither satisfied nor dissatisfied 48 (27.4%) 29 (34.5%) 18 (20.2%)  
 Satisfied 26 (14.9%) 19 (22.6%) 7 (7.9%)  
 Very satisfied 11 (6.3%) 8 (9.5%) 3 (3.4%)  
What is your current satisfaction with your own fellowship’s policies 
regarding breastfeeding?

0.0008

 (Not applicable/neutral/dissatisfied) 138 (78.9%) 57 (67.9%) 79 (88.8%)  
 (Satisfied or very satisfied) 37 (21.1%) 27 (32.1%) 10 (11.2%)  
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of standardized/formal GME parental leave policy across 
specialties and lack of specific references about the impact 
of parental leave on clinical training (length and eligibility 
for specialty boards).6,20–22 While it has been established 
that parenthood during GME is an important component of 
trainee well-being,23 specific barriers to implementation  
of standardized policies that have been identified include: 
stigma, financial concerns, workforce and duty hour  

challenges, as well as the rigidly specified timeline of pro-
gression from one stage of medical training to the next.24

Our study offers not only confirmation of the limited cur-
rent parental leave policies available to subspecialty trainees 
similar to what has previously been described, but also 
offers new insight into trainees interest in additions and 
modifications to existing policy. Previous studies have dem-
onstrated trainee (and program director) dissatisfaction with 

Table 4. Respondent interest in updated parental health policies.

All fellows Female (N, %) Male (N, %) p

Increased (paid) maternity leave 0.073
 Not important at all 8 (4.6%) 2 (2.4%) 6 (6.8%)  
 Slightly important 5 (2.9%) 2 (2.4%) 3 (3.4%)  
 Moderately important 23 (13.3%) 7 (8.4%) 15 (17.0%)  
 Important 37 (21.4%) 15 (18.1%) 22 (25.0%)  
 Very important 100 (57.8%) 57 (68.7%) 42 (47.7%)  
Increased (paid) maternity leave 0.023
 (Moderately/slightly/not important) 36 (20.8%) 11 (13.3%) 24 (27.3%)  
 (Important/very important) 137 (79.2%) 72 (86.7%) 64 (72.7%)  
Increased (paid) paternity leave 0.071
 Not important at all 8 (4.6%) 2 (2.4%) 6 (6.7%)  
 Slightly important 10 (5.7%) 5 (6.0%) 5 (5.6%)  
 Moderately important 19 (10.9%) 8 (9.6%) 10 (11.2%)  
 Important 36 (20.7%) 17 (20.5%) 19 (21.3%)  
 Very important 101 (58.0%) 51 (61.4%) 49 (55.1%)  
Increased (paid) paternity leave 0.374
 (Moderately/slightly/not important) 37 (21.3%) 15 (18.1%) 21 (23.6%)  
 (Important/very important) 137 (78.7%) 68 (81.9%) 68 (76.4%)  
Part-time return to work policy after leave 0.002
 Not important at all 9 (5.2%) 2 (2.4%) 7 (8.0%)  
 Slightly important 12 (6.9%) 5 (6.0%) 7 (8.0%)  
 Moderately important 27 (15.6%) 6 (7.2%) 21 (23.9%)  
 Important 43 (24.9%) 19 (22.9%) 23 (26.1%)  
 Very important 82 (47.4%) 51 (61.4%) 30 (34.1%)  
Part-time return to work policy after leave 0.0005
 (Moderately/slightly/not important) 48 (27.7%) 13 (15.7%) 35 (39.8%)  
 (Important/very important) 125 (72.3%) 70 (84.3%) 53 (60.2%)  
Coverage for the workup/management of infertility 0.036
 Not important at all 16 (9.2%) 6 (7.2%) 10 (11.4%)  
 Slightly important 17 (9.8%) 7 (8.4%) 10 (11.4%)  
 Moderately important 31 (17.9%) 8 (9.6%) 22 (25.0%)  
 Important 47 (27.2%) 27 (32.5%) 20 (22.7%)  
 Very important 62 (35.8%) 35 (42.2%) 26 (29.5%)  
Coverage for the workup/management of infertility 0.002
 (Moderately/slightly/not important) 64 (37.0 %) 21 (25.3%) 42 (47.7%)  
 (Important/very important) 109 (63.0%) 62 (74.7%) 46 (52.3%)  
On-site day care 0.049
 Not important at all 8 (4.6%) 2 (2.4%) 6 (6.7%)  
 Slightly important 9 (5.2%) 3 (3.6%) 6 (6.7%)  
 Moderately important 18 (10.3%) 4 (4.8%) 14 (15.7%)  
 Important 37 (21.3%) 18 (21.7%) 18 (20.2%)  
 Very important 102 (58.6%) 56 (67.5%) 45 (50.6%)  
On-site day care 0.003
 (Moderately/slightly/not important) 35 (20.1%) 9 (10.8%) 26 (29.2%)  
 (Important/very important) 139 (79.9%) 74 (89.2%) 63 (70.8%)  
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current parental leave policy, whereas our study also dem-
onstrated high trainee interest in specific interventions such 
as increased (paid) parental leave and options for part-time 
return to work. In addition, this is the first study, that we are 
aware of, to demonstrate trainee interest in coverage for the 
workup and management of infertility. Given that infertility 
is estimated to affect up to one in four female physicians (a 
rate higher than the non-physician population)25 and that 
current parental health policies do not offer time or financial 
coverage for the workup and management of infertility, this 
is an area that deserves further exploration and advocacy.26

As a single institution (three-site) study, this study was 
limited in scope. We hope that by including all subspe-
cialty trainees, regardless of specialty type or year in train-
ing, our survey responses reflect a relatively broad 
cross-section of trainees. The response rate of 28.7%, 
although low, is not outside the range of response rates 
seen in other similar studies. There may, of course, be 
selection bias in that those trainees who chose to respond 
may find the issue of parental health to be of particular 
importance, therefore overstating the degree of importance 
of this topic for all trainees as a whole. Nonetheless, we 
believe that the strong nature of the responses indicating 
high rates of dissatisfaction with current policies and high 
rates of interest in addition to current policy are enough to 
warrant further advocacy to improve the status of parental 
health for all trainees.

Several organizations have begun to advocate for spe-
cific enhancements to parental health policy including 
increased paid parental leave (for both genders) and 
improved breastfeeding policies.27,28 Recent perspectives 
and health policy pieces from leaders in the field have advo-
cated for the strengthening of existing parental leave poli-
cies as well as the creation of new policies in an effort to 
improve the experience for trainees as prospective and new 
parents. Recommendations put forth thus far include stand-
ardized leave policies across specialties, increased paid 
parental leave (at least 6–8 weeks and ideally 12 weeks), 
organization of clinical coverage for absent residents in a 
way that provides support rather than stigma, access to 
childcare as well as lactation facilities, and cultivation of 
cross-specialty trainee parenting collaboratives.29–32 We 
agree that these are all excellent suggestions and advocate 
for adoption of standardized policies at least at each institu-
tion (including residency as well as subspecialty training 
programs) that included expanded access to leave, flexible 
return scheduling, and breastfeeding policies. We also feel it 
is important that GME policy-makers consider coverage for 
infertility workup and management when developing insti-
tutional guidelines. Overall, increased coverage and an 
expanded definition of “parental health” may have the 
potential not only to increase trainee satisfaction and well-
being but also lead to long-term benefits in gender equity in 
medicine. Providing trainees the time and support needed to 
be parents while also supporting their continued career 

development as physicians may help those, especially 
female physicians, who previously suffered career setbacks 
such as reduced research productivity and slower academic 
and leadership advancement while struggling to balance 
family and career. This is certainly worthy of further explo-
ration in larger, longer-term studies.

We plan to use the results of this study to develop a 
specific set of guidelines to propose to our institutional 
GME Committee. We will advocate for the changes and 
additions discussed above and present our recommenda-
tions in the context of a desire to improve trainee health 
and well-being across the institution. Our hope is that such 
policy improvements will signal to trainees that GME offi-
cials put a priority on their health and the health of their 
families. We believe that happier and healthier trainees are 
likely to gain more from their educational experience, and 
also able to serve the needs of patients more effectively 
both during and after their training.

Conclusion

Parental health is an important component of health and 
well-being for physician trainees. However, current paren-
tal health policies are often unstandardized and limited in 
scope. Subspecialty fellows of both sexes at our institution 
reported that parental health is an important part of overall 
health and well-being, but most were not satisfied with 
current policies. Parental health includes multiple domains, 
not limited to parental leave as current policy dictates. 
Expanded access to parental leave and new policies cover-
ing part-time return to work, workup/management of 
infertility, and on-site day care are opportunities for inno-
vative approaches to parental health and we plan to explore 
these options within our institution and ideally across 
GME programs nationwide.
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