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Oversight - NYC Interns and Residents’ Wellness and Health


INTRODUCTION
	On September 24, 2021, the Committee on Hospitals, chaired by Council Member Carlina Rivera, will hold a hearing on NYC Interns and Residents’ wellness and health. Among those invited to testify are representatives from hospitals, including New York City Health + Hospitals (H+H), the Committee of Interns and Residents, advocates, and other interested parties.
BACKGROUND
	A medical student is a college graduate with a minimum of a four-year degree in a science-related field who is studying and learning for four more years to earn a medical degree.[footnoteRef:1] Medical students study the art and science of medicine in the classroom while receiving experience in hospital wards and clinics providing patient care.[footnoteRef:2] Those who complete medical school then transition to residency. A resident is a physician who has completed medical school, has a degree in medicine, and is receiving further training under the supervision of a fully credentialed Attending physician in a chosen specialized medical field.[footnoteRef:3] After graduating from medical school, residents in their first year of residency are called interns.[footnoteRef:4] Residency can last anywhere from three to seven years, and includes specialties such as family medicine, pediatrics, and dermatology.[footnoteRef:5] The Accreditation Council for Graduate Medical Education (ACGME), a not-for-profit organization, sets standards for graduate medical education (GME) programs, including residency, and the institutions that sponsor them, and renders accreditation decisions based on compliance with these standards.[footnoteRef:6]  [1:  Albany Med, Medical Staff Titles & Terminology, last accessed September 13, 2021, available at https://www.amc.edu/PhysicianDirectory/pages/medical_staff_terminology.cfm]  [2:  Id.]  [3:  Albany Med, Medical Staff Titles & Terminology, last accessed September 13, 2021, available at https://www.amc.edu/PhysicianDirectory/pages/medical_staff_terminology.cfm]  [4:  Id.]  [5:  Washington University School of Medicine in St. Louis, Residency Roadmap, last accessed September 13, 2021, available at https://residency.wustl.edu/residencies/length-of-residencies/ ]  [6:  The Accreditation Council for Graduate Medical Education, What We Do, last accessed September 13, 2021, available at https://www.acgme.org/What-We-Do/Overview/ ] 

Residency programs are largely subsidized by Medicare.[footnoteRef:7] In 1996, the federal government limited the number of residents that would be funded by Medicare to the total funded in that year, preventing any significant expansion of training programs since then.[footnoteRef:8] As of 2013, there were 110,000 doctors in residency training programs nationwide.[footnoteRef:9] Medicare sets caps on the two types of physician GME payments it provides to teaching hospitals, and these caps determine the number of residents that each payment type supports.[footnoteRef:10] Hospitals can use other sources of funds to train more residents than these caps, and many do.[footnoteRef:11] Medicare data show that in 2018, 70 percent of hospitals were over one or both caps on Medicare-funded residents, and 20 percent of hospitals were under one or both caps.[footnoteRef:12] Medicare still funds the large majority of resident slots.[footnoteRef:13]  [7:  Greene, J., Hospitals say they subsidize graduate medical education, but cost-benefit unknown, Modern Healthcare, July 19, 2015, available at https://www.modernhealthcare.com/article/20150719/NEWS/307199999/hospitals-say-they-subsidize-graduate-medical-education-but-cost-benefit-unknown ]  [8:  The Journal of Medicine, How Residency Programs Are Funded, March 15, 2013, available at https://www.ncnp.org/journal-of-medicine/1174-how-residency-programs-are-funded.html]  [9:  Id. ]  [10:  U.S. Government Accountability Office, Physician Workforce: Caps on Medicare-Funded Graduate Medical Education at Teaching Hospitals, May 21, 2021, available at https://www.gao.gov/products/gao-21-391 ]  [11:  Id.]  [12:  U.S. Government Accountability Office, Physician Workforce: Caps on Medicare-Funded Graduate Medical Education at Teaching Hospitals, May 21, 2021, available at https://www.gao.gov/products/gao-21-391]  [13:  Id.] 

Various policy efforts have aimed to reduce federal GME funding.[footnoteRef:14] These efforts have notably been made despite the country experiencing a physician shortage, with estimates expecting a shortfall of 46,900 to 121,900 physicians (21,100 to 55,200 primary care physicians and 14,300 to 23,400 specialty surgeons) by 2032.[footnoteRef:15] Moreover, the funding spent on these programs typically does not appear in residents' paychecks, despite their long working hours. According to a study published in the American Journal of Surgery, evidence suggests that residents are “inadequately compensated because their salaries do not reflect the number of hours worked and are not comparable to those of other medical staff.”[footnoteRef:16] Despite residents’ comparatively low salaries, it is expensive to become a physician. A large majority of medical students (73 percent in 2019) graduate with debt, with a median educational debt of $200,000 in 2019.[footnoteRef:17] It is estimated that the average medical resident makes $61,200 yearly, with an average post graduate year 1 salary of $55,200.[footnoteRef:18] The Medscape 2019 Resident Salary & Debt Report, which surveyed 2,272 U.S. Medscape medical members, found that over 50 percent of residents did not feel like they were fairly compensated.[footnoteRef:19]  [14:  He, K., Whang, E., & Kristo, G., Graduate medical education funding mechanisms, challenges, and solutions: A narrative review, The American Journal of Surgery, June 23, 2020, available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7308777/]  [15:  Id.]  [16:  Id.]  [17:  Id.]  [18:  Id.]  [19:  According to the study, over 50 percent of respondents stated they were dissatisfied with compensation because it does not reflect the number of hours worked (86 percent), is not comparable to that of other medical staff (72 percent), or does not reflect the required skill level (69 percent). Additionally, 44 percent of surveyed residents felt compensation does not meet the cost of living, and over 60 percent said they feel they should make at least 25 percent more in compensation. Salary can impact a medical student’s decision when choosing a specialty. According to the survey, 41 percent of residents said that potential earnings were extremely or very influential in specialty choice, with more men than women reporting that potential earnings have a very strong influence on specialty choice (47 percent vs. 31 percent, respectively).] 

Residency programs are known to be expensive, and hospitals have said that programs can cost them to lose money to operate.[footnoteRef:20] However, overall, it seems the financial impact of GME on teaching hospitals remains poorly understood, despite GME funding consistently falling under intense scrutiny.[footnoteRef:21] One report published by Academic Medicine indicates that the cost of care for comparable groups of internal medicine inpatients is modestly less on a service with residents than a non-resident covered service. Other studies have found that hospital systems can earn money from residency programs.[footnoteRef:22] For example, a study of one academic anesthesia program estimated the annual direct cost of the anesthesia residency (salaries and fringe benefits) to be $1,300,000.[footnoteRef:23] Meanwhile, the payments collected were estimated to be $2,802,969; hence, the total direct revenue attributable to anesthesiology residents was $1,500,000.[footnoteRef:24] Studies have uniformly found significant costs associated with replacing residents with faculty and advanced practice practitioners, since residents are underpaid for their work.[footnoteRef:25] Overall, although studies have concluded that residents can cost hospitals money—for example, by increasing the amount of time needed to perform surgeries that residents are present for—it seems as if this notion can be challenged.[footnoteRef:26] [20:  Greene, J., Hospitals say they subsidize graduate medical education, but cost-benefit unknown, Modern Healthcare, July 19, 2015, available at https://www.modernhealthcare.com/article/20150719/NEWS/307199999/hospitals-say-they-subsidize-graduate-medical-education-but-cost-benefit-unknown]  [21:  Weinstein, D., et. al., Is Resident-Driven Inpatient Care More Expensive? Challenging a Long-Held Assumption, Academic Medicine, July 27, 2021, available at https://pubmed.ncbi.nlm.nih.gov/33496432/  ]  [22:  He, K., Whang, E., & Kristo, G., Graduate medical education funding mechanisms, challenges, and solutions: A narrative review, The American Journal of Surgery, June 23, 2020, available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7308777/]  [23:  Id.]  [24:  Id.]  [25:  Id.]  [26:  Id. & Weinstein, D., et. al., Is Resident-Driven Inpatient Care More Expensive? Challenging a Long-Held Assumption, Academic Medicine, July 27, 2021, available at https://pubmed.ncbi.nlm.nih.gov/33496432/.  ] 

PROTECTIONS AND RIGHTS OF INTERNS AND RESIDENTS
Historically, the medical community, including interns and residents, regarded long hours as a necessary element in physician training, with most beginning their residency programs fully expecting to work an extraordinary number of hours, sometimes up to 130 hours per week and often 36 hours straight.[footnoteRef:27] The traditional mindset was that a resident must be present throughout a medical intervention in order to fully study the disease.[footnoteRef:28] Some educators and residents continue to regard these long hours as a necessity for a complete educational experience, suggesting that a reduced work schedule would produce “shift work mentality” that would negatively affect the continuity of patient care.[footnoteRef:29] However, within the past few decades, residents, legislators, the judicial system, and the public have progressively begun to realize that resident-physicians work an excessive number of hours, ultimately harming the wellbeing of residents and their patients.[footnoteRef:30] In fact, in 2000, the Institute of Medicine found that up to as many as 98,000 deaths occurred annually due to medical errors and suggested that one necessary approach to reducing errors in hospitals was to reduce the fatigue of residents.[footnoteRef:31] The Institute further reported in a 2009 report that shifts beyond 16 hours are risky.[footnoteRef:32] [27:  Tracy B. Ehlers, The Patient and Physician Safety and Protection Act: Crucial Federal Legislation to Improve the Lives of Residents and Patients, 4 CON.. PUB. INT. L.J. 1 (2004), https://cpilj.law.uconn.edu/wp-content/uploads/sites/2515/2018/10/4.1-The-Patient-and-Physician-Safety-and-Protection-Act-Crucial-Federal-Legislation-to-Improve-the-Lives-of-Residents-and-Patients-by-Tracy-B.-Ehlers.pdf. ]  [28:  Id.]  [29:  Id.]  [30:  Id.]  [31:  Id.]  [32:  Jeffrey Clark & David Harari, We know long doctor shifts are dangerous. Why won’t hospitals adapt?, The Washington Post, Dec. 18, 2015, https://www.washingtonpost.com/opinions/we-know-long-doctor-shifts-are-dangerous-why-renew-them/2015/12/18/9a649390-a2b2-11e5-b53d-972e2751f433_story.html. ] 

The medical community in New York did not address resident-physician work hours until the late 1980s, when a young woman named Libby Zion died at New York Hospital.[footnoteRef:33] Her death was apparently due to overworked residents who made a fatal mistake, and while the grand jury investigating the incident did not find fault with the physicians, it did find numerous faults with the resident-physicians’ working conditions.[footnoteRef:34] At the time, resident-physicians at New York Hospital were working more than 100 hours per week, some providing continuous patient care for up to 40 hours.[footnoteRef:35] In response to this case, and despite resistance by the teaching hospital community,[footnoteRef:36] the New York State Legislature amended the Health Code in 1989 to provide for the nation’s first mandatory duty-hour restrictions for resident-physicians.[footnoteRef:37] These restrictions limited a resident’s scheduled work week to eighty hours, averaged over a four-week period.[footnoteRef:38] Furthermore, the regulations called for at least one scheduled 24-hour period of non-working time per week[footnoteRef:39] and a twenty-four hour limitation on work shifts.[footnoteRef:40] Subsequent studies, however, demonstrated that these 1989 amendments did not have a significant positive impact on the quality of patient care, and were not adequately enforced because, as originally drafted, residency programs were only supposed to “voluntarily comply” with the regulations.[footnoteRef:41] In 2001, New York gave “teeth” to these regulations: they included an amendment which increased penalties significantly, and rather than relying on voluntary compliance, the state contracted with an independent peer review agency to conduct unannounced inspections.[footnoteRef:42] These inspections revealed that more than 60 percent of the 118 teaching hospitals surveyed were in violation of the limits.[footnoteRef:43] Today, compliance is improved in part due to vigilant monitoring by the State.[footnoteRef:44]  [33:  Tracy B. Ehlers, supra note 47.]  [34:  Id.]  [35:  Id.]  [36:  ACGME Task Force on Quality Care and Professionalism, The ACGME 2011 Duty Hour Standards: Enhancing Quality of Care, Supervision, and Resident Professional Development (2011), at 6. ]  [37:  N.Y. COMP. CODES R. & REGS. tit. 10, § 405.4 (2004).]  [38:  N.Y. COMP. CODES R. & REGS. tit. 10, § 405.4(b)(6)(ii)(a).]  [39:  N.Y. COMP. CODES R. & REGS. tit. 10, § 405.4(b)(6)(iv).]  [40:  N.Y. COMP. CODES R. & REGS. tit. 10, § 405.4(b)(6)(ii)(b).]  [41:  Tracy B. Ehlers, supra note 47.]  [42:  Id.]  [43:  ACGME Task Force on Quality Care and Professionalism, supra note 56 at 6.]  [44:  Id.] 

In 2002, the U.S. Occupational Safety and Health Administration (OSHA) rejected a petition to restrict medical resident work hours, opting instead to rely on standards being adopted by the ACGME.[footnoteRef:45] In 2003, the ACGME separately created their own duty hour restrictions for all accredited medical training institutions in the United States, adopting a policy similar to New York State’s regulations, capping the work week at 80 hours, and limiting single shifts to 30 hours.[footnoteRef:46] These restrictions were, in large part, an attempt to stave off federal regulation of this sort for medical residents, as these restrictions were announced just a few months after legislation was introduced in Congress to impose strict federal limits on residents’ hours.[footnoteRef:47] The ACGME established further restrictions in 2011 which, among other things, reduced the maximum shift lengths to 16 hours for interns and 28 hours for more experienced residents.[footnoteRef:48] These standards were further amended July 2017, when the ACGME duty hour requirements were altered to allow interns to work the same 28 hour shift previously reserved for more experienced residents.[footnoteRef:49] ACGME standards are frequently criticized as they are voluntary and contain loopholes that do not protect medical residents.[footnoteRef:50] ACGME-sponsored research indicates that the 2003 reforms led to large reported decreases in the average number of hours worked by residents; however other surveys found that the 2003 reforms led to no change in overall work or sleep hours, and that the 2011 reforms actually made residents less satisfied with their work schedules.[footnoteRef:51] [45:  OSHA Denies Petition to Reduce Work Hours for Doctors-in-Training, PUBLIC CITIZEN, Oct. 10, 2002, https://www.citizen.org/news/osha-denies-petition-to-reduce-work-hours-for-doctors-in-training/. ]  [46:  Ryan Park, Why so Many Young Doctors Work Such Awful Hours, THE ATLANTIC, Feb. 21, 2017, https://www.theatlantic.com/business/archive/2017/02/doctors-long-hours-schedules/516639/.]  [47:  Id.]  [48:  Id.]  [49:  Benjamin Doolittle, ACGME Duty Hours Not the Only Big Change in Requirements, NEJM Knowledge+, May 25, 2017, https://knowledgeplus.nejm.org/blog/acgme-duty-hours-not-the-only-big-change-in-requirements/. ]  [50:  OSHA Denies Petition to Reduce Work Hours for Doctors-in-Training, supra note 65.]  [51:  Ryan Park, supra note 66.] 

A 1999 ruling from the National Labor Relations Board determined that under federal law, residents are “employees,” and not students, and therefore may unionize.[footnoteRef:52] Nevertheless, union membership among residents remains low—hovering between 10 and 15 percent since the 1999 ruling.[footnoteRef:53] And while some resident unions have succeeded in winning small, appreciable improvements in pay, benefits, and working conditions, structural barriers prevent them from having a major impact on reform.[footnoteRef:54] [52:  Id.]  [53:  Id.]  [54:  Id.] 

REPORTS AND STUDIES ABOUT INTERN AND RESIDENT WELLBEING
Suicide and Burnout/Moral Injury Rates Amongst Interns and Residents 
	Suicide is a significant concern for doctors and residents. According to a survey of 700 residents performed by the Committee of Interns and Residents, doctors are two times more likely to commit suicide than those in other professions, and 10 percent of fourth year medical students and first year residents report having suicidal thoughts.[footnoteRef:55] Female doctors are four times more likely to commit suicide than women in other professions.[footnoteRef:56] A study released in 2017 found that suicide was the leading cause of death for male residents, and the second leading cause of death for female residents.[footnoteRef:57] Between August 2020 and April 2021, three medical trainees at H+H’s Lincoln Hospital died, two by suicide and one in an accidental drowning.[footnoteRef:58] All three came from overseas to complete their internal medicine training.[footnoteRef:59]  [55:  The Committee of Interns and Residents, last accessed September 15, 2021, available at https://www.cirseiu.org/well-being/#1490899487686-14c399d1-b1d6 ]  [56:  Id.]  [57:  Yaghmour, N., et. al., Causes of Death of Residents in ACGME-Accredited Programs 2000 Through 2014: Implications for the Learning Environment, Academic Medicine, July 2017, available at https://pubmed.ncbi.nlm.nih.gov/28514230/   ]  [58:  Irizarry Aponte, C., Lincoln Hospital Doctor Trainees Say Harsh Culture Took Toll Before Three Died, The City, July 29, 2021, available at https://www.thecity.nyc/2021/7/29/22601128/bronx-lincoln-hospital-doctor-trainees-toxic-culture-three-deaths  ]  [59:  Id.] 

In addition to suicide risk, there is a very high prevalence of burnout or moral injury. The phrase “moral injury” has become increasingly common among physicians to describe their struggles on the job rather than what has commonly been known as “burnout”.[footnoteRef:60] Moral injury, a term developed to describe the experiences of veterans, refers to the emotional, physical, and spiritual harm people feel after “perpetrating, failing to prevent, or bearing witness to acts that transgress deeply held moral beliefs and expectations.”[footnoteRef:61] The reason physicians are gravitating towards this term is because, while they know how to best deliver care for their patients, they are blocked from doing so because of systemic barriers and issues outside of their control.[footnoteRef:62] According to the survey by the Committee of Interns and Residents, 62 percent of residents have felt so burned out that it has affected their work.[footnoteRef:63] Additionally, a systematic review and meta-analysis of 54 studies involving 17,560 physicians in training found that between 20.9 percent and 43.2 percent of trainees screened positive for depression or depressive symptoms during residency.[footnoteRef:64] According to the Committee of Interns and Residents, identified drivers of burnout, suicide, and poor well-being in residency include increasing workloads with no match for resources or time, lack of empowerment in the workplace, and other cultural issues within the workplace.[footnoteRef:65]  [60:  Melissa Bailey, Beyond Burnout: Docs Decry ‘Moral Injury’ From Financial Pressures Of Health Care, Kaiser Health News, Feb. 4, 2020, available at https://khn.org/news/beyond-burnout-docs-decry-moral-injury-from-financial-pressures-of-health-care/]  [61:  Id.]  [62:  Id.]  [63:  The Committee of Interns and Residents, last accessed September 15, 2021, available at https://www.cirseiu.org/well-being/#1490899487686-14c399d1-b1d6]  [64:  Mata, D., et. al., Prevalence of Depression and Depressive Symptoms Among Resident Physicians A Systematic Review and Meta-analysis, JAMA, May 2016, available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4866499/ ]  [65:  The Committee of Interns and Residents, last accessed September 15, 2021, available at https://www.cirseiu.org/well-being/#1490899487686-14c399d1-b1d6] 

The Impact of COVID-19
While residency programs are already difficult for residents, working during the coronavirus pandemic amplified these difficulties significantly. Residents’ anxieties—some new, and others longstanding—ran the gamut, from concerns about disruptions to their education to fears of exposure to the virus due to widespread shortages of personal protection equipment (PPE).[footnoteRef:66] Residents’ specialized training and education took a back seat in order to care for the influx of COVID-19 patients, and at several hospitals, research opportunities and elective rotations were cancelled, as residents were deployed to staff COVID-19 floors.[footnoteRef:67] The cancellation of elective procedures and shifts to telemedicine also translated to a loss of training for residents, who need to learn critical skills and meet graduation requirements.[footnoteRef:68] [66:  Deanna Pan, Young medical residents worry their lives are on the line as they treat coronavirus patients, BOSTON GLOBE, May 9, 2020, https://www.bostonglobe.com/2020/05/09/nation/long-overworked-young-medical-residents-worry-their-lives-are-line-they-treat-coronavirus-patients/. ]  [67:  Id.]  [68:  Id.] 

As more established physicians and nurses publicly cried out for protective gear and better pay, residents largely suffered in silence, afraid that speaking up might cost them their careers, as getting fired would mean going through the residency match process again.[footnoteRef:69] Interns and residents in hospitals in New York City stated that they felt that if they refused to enter a patient room without proper PPE, the hospitals would terminate them.[footnoteRef:70] And even when some residents did demand hazard pay and financial benefits such as increased disability insurance they were denied without any discussion.[footnoteRef:71]  [69:  Esha Ray, NYC trainee doctors on coronavirus frontlines want better pay and protection, but fear hurting their careers if they speak out, NEW YORK DAILY NEWS, Apr. 21, 2020, https://www.nydailynews.com/coronavirus/ny-coronavirus-medical-residents-hospitals-20200420-lxcguug43vek7hpg2npf7xdyqa-story.html.]  [70:  Id.]  [71:  Id.] 

Before the pandemic, the risk of depression was high among residents, and feelings of burnout were not uncommon.[footnoteRef:72] However, since the COVID-19 crisis began, the morale has dipped significantly; not only were residents taking care of so many sick and dying patients in the face of so much uncertainty, but they were also bearing the emotional burden of often being the only connection to dead or dying patients’ loved ones, as hospitals limited visitors due to the risk of contagion.[footnoteRef:73] [72:  Deanna Pan, supra note 88.]  [73:  Id.] 

Just as the coronavirus pandemic did not create, but rather highlighted existing systemic racial and socioeconomic inequalities, it also highlighted systemic issues in medical training.[footnoteRef:74] While loan forgiveness and hazard pay would help resident doctors, these are solutions that will do little to heal the chronic issues faced by doctors during medical training.[footnoteRef:75] Residents continue to advocate for specific policies that can increase overall funding for residents and give them basic protections, such as the Resident Physician Shortage Reduction Act of 2019, which would expand the resident workforce and thus improve inhumane work hours, protections, benefits, and pay.[footnoteRef:76] [74:  Divya K. Chhabra, I’m One Of The Resident Doctors In NYC. Here’s How We’re Being Exploited, HUFFPOST, May 6, 2020, https://www.huffpost.com/entry/resident-doctor-coronavirus-exploitation_n_5eb1a9d3c5b6a15b6f471eaa?emci=ec322101-8e91-ea11-86e9-00155d03b5dd&emdi=ea000000-0000-0000-0000-000000000001&ceid=%7B%7BContactsEmailID%7D%7D..]  [75:  Id.]  [76:  Id.] 

HOSPITALS’ RESPONSE, INCLUDING PROGRAMMING EFFORTS 
	Several hospitals have created programming to provide mental health and wellness resources for their staff. For example, NewYork-Presbyterian (NYP) created “CopeNYP,” an urgent counseling service, to provide their employees quick and free access to confidential and supportive virtual counseling.[footnoteRef:77] Greater New York Health Association (GNYHA) formed a Clinician Wellbeing Advisory Group, which focuses exclusively on the issues faced by frontline providers.[footnoteRef:78] Particularly in response to the COVID-19 crisis, some hospitals pivoted and amplified their existing health and wellbeing structures to meet the physical and emotional needs of their staff, through hotlines and call lines, dedicated supportive spaces, and websites with access to hospital resources.[footnoteRef:79] For example, Mount Sinai Health System created a webpage for staff that outlined resources for employees seeking help with food, transportation, childcare, and other basic needs.[footnoteRef:80] Hospitals also prioritized the mental health of their staff during the COVID-19 crisis by creating unit-based rounding, peer group huddles, celebrating when patients were discharged or taken off ventilators, and creating thank you videos for staff.[footnoteRef:81] To better understand the impact of COVID-19 response on their workforce and to inform future interventions, GNYHA partnered with the American Medical Association (AMA) to offer NYC hospitals the AMA’s COVID-19 Coping Survey, which assesses concepts of stress, anxiety, and burnout among clinical and non-clinic staff.[footnoteRef:82] GNYHA also developed a dedicated section of its website that offers curated mental health and emotional support resources organized by phases of the pandemic, specific topical areas, and sub-sections of the workforce.[footnoteRef:83] [77:  NYP also encourages its employees to access other programming, such as NYP’s Workforce Health and Safety Occupational Psychiatry Program to speak with a trained clinician, the Employee Assistance Program, which includes the Healthy Mind program offering confidential counseling with a licensed counselor, and the Psychiatric Symptom Tracker and Resources for Treatment (START) program, which helps employees monitor their mental health and connect to additional support if needed. Testimony of NewYork-Presbyterian on the topic of “New York City Hospitals’ Response to the Mental Health Needs of Frontline Healthcare Workers During the Covid-19 Pandemic” To the New York City Council Committee on Hospitals and the Committee on Mental Health, Disabilities and Addiction, June 16th 2019, https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=4547532&GUID=CC95C2F6-4518-4A68-80B4-FA3C0BFD344D&Options=Advanced&Search=. ]  [78:  Testimony of Greater New York Health Association on the topic of “New York City Hospitals’ Response to the Mental Health Needs of Frontline Healthcare Workers During the Covid-19 Pandemic” To the New York City Council Committee on Hospitals and the Committee on Mental Health, Disabilities and Addiction, June 16th 2019, https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=4547532&GUID=CC95C2F6-4518-4A68-80B4-FA3C0BFD344D&Options=Advanced&Search=.]  [79:  Id.]  [80:  Id.]  [81:  Id.]  [82:  Id. ]  [83:  Id.] 

	In collaboration with the U.S. Department of Defense, U.S. Department of Veterans Affairs, Uniformed Services University of Health Science, NYC Health + Hospitals, the New York City Department of Health and Mental Hygiene (DOHMH), and the Fire Department of the City of New York, GNYHA launched Healing, Education, Resilience & Opportunity for New York’s
Frontline Workforce (HERO-NY) in June 2020.[footnoteRef:84] This five-part online series adapts military [84:  Id.] 

expertise in addressing trauma, stress, resilience, and wellness for a civilian audience to support
the mental health and wellbeing of frontline workers affected by the pandemic.[footnoteRef:85] It is designed to enhance skills and knowledge related to trauma-informed care and resilience-building principles that can then be layered into programming for hospital frontline workers.[footnoteRef:86] GNYHA also collaborated with the New York State Office of Mental Health and DOHMH on the design and development of Project Hope, a Federal Emergency Management Agency-funded disaster response crisis counseling program, similar to population-based programs established after 9/11 and Hurricane Sandy, with health care workers selected as one of the program’s target populations.[footnoteRef:87] [85:  Id.]  [86:  Id.]  [87:  Id.] 

	In 2018, H+H launched a peer-led employee wellness program to offer emotional first aid to health care providers who are suffering from workplace stress or anxiety and may be at high risk of depression caused by the demanding circumstances of the job and unexpected patient outcomes.[footnoteRef:88] This program, Helping Healers Heal, was rooted in national research that points to health care providers as “Second Victims” of traumatic events commonly experienced in emergency departments, psychiatric units, and pediatric intensive care units.[footnoteRef:89] Through Helping Healers Heal, specially trained teams were established at each of the 11 public hospitals to provide peer-to-peer support, mental health expertise, and team-debriefing sessions to staff members following traumatic events.[footnoteRef:90] The program is open to all employees of NYC Health + Hospitals.[footnoteRef:91] [88:  NYC Health + Hospitals to Launch Employee Wellness Program to Address Emotional Stress and Burnout among Health Care Providers Who Are Considered “Second Victims” of Traumatic Events, NYC Health + Hospitals, Apr. 16, 2018, https://www.nychealthandhospitals.org/pressrelease/employee-wellness-program-to-address-emotional-stress-and-burnout/. ]  [89:  Id.]  [90:  Id.]  [91:  Id.] 

	In response to the COVID-19 crisis in New York City, H+H also formed a steering committee around COVID-19 emotional and psychological support, through which they created a behavioral health hotline which is anonymous and available for staff to call.[footnoteRef:92] They also created an intranet page around all of their COIVD resources, including emotional and psychological support resources.[footnoteRef:93] In addition, H+H started wellness rounds, whereby behavioral health leads meet staff where they are and look for signs of anxiety, burnout, second victimization, moral injury, and compassion fatigue and reach out to them immediately, to provide them with resources.[footnoteRef:94] H+H also created respite wellness rooms across the system, stocked with water and snacks, and with Helping Healers Heal and behavioral health leads present in case staff wants to speak to them.[footnoteRef:95] In June 2020, H+H stated that they have had over 52,000 visits to their wellness respite areas.[footnoteRef:96] Furthermore, through donations, H+H was able to raise millions of dollars in a disaster relief fund to send comforts to their frontline staff, such as meals or groceries to take home after shifts, or transportation, and other comforts.[footnoteRef:97] H+H additionally started a lunchtime webinar series with over 34 trainings which is open to all frontline staff, as well as managers, with trainings around empathy, having difficult conversations, and stress management.[footnoteRef:98] [92:  Testimony of NYC H+H on the topic of “New York City Hospitals’ Response to the Mental Health Needs of Frontline Healthcare Workers During the Covid-19 Pandemic” To the New York City Council Committee on Hospitals and the Committee on Mental Health, Disabilities and Addiction, June 16th 2019, https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=4547532&GUID=CC95C2F6-4518-4A68-80B4-FA3C0BFD344D&Options=Advanced&Search=.]  [93:  Id.]  [94:  Id.]  [95:  Id.]  [96:  Id.]  [97:  Id.]  [98:  Id.] 

CONCLUSION
The Committee is interested in discussing how New York City hospitals have worked to support residents in their training, with a particular focus on their wellness and mental health. The Committee also hopes to hear more from hospitals about how their programming specifically supports residents and the metrics used to show the success of such programming.
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