
Five months ago, I had a great day
at the office. It was such a great

day at the office that I am still think-
ing about it. What made it “great”?
Why was it so memorable?

My first patient of the day, a hos-
pital employee with a hand lacera-
tion, showed up early- before the
clinic staff had arrived. I cleaned his
wound, checked for neuromuscular
damage, dressed it, and ordered a
tetanus shot which the nurse
promptly administered when I fin-
ished. Total time: 10 minutes.

Second, was a follow-up patient I
had known for years whose problem
list included type 2 diabetes, obesity,
hypertension, hyperlipidemia, CHF,
renal insufficiency, and osteoarthritis.
His blood pressure was well con-
trolled. His medication list epitomized
the collective wisdom of current evi-
dence based guidelines. His labs
(done in anticipation of the visit) in-
cluded normal electrolytes, stable
creatinine, LDL<70, and A1C 7.2%.
His glucometer download demon-
strated appropriate testing and glu-
cose ranging from 100-180. He was
happy to see me and proud of his
progress. He was up to date on pre-
ventive services. Review of systems
was negative except for complaints
of recurrent shoulder pain for which
he assured me he was going to “call
his orthopedist and go for a steroid
injection.” When I offered to do the
steroid injection myself, he was
pleasantly surprised and eagerly
agreed. Of course, it took longer to
complete the informed consent in
the EMR, obtain the meds from the
Pyxis and gather the supplies than it
did to administer the injection, but
these were accomplished in about
20 additional minutes and the patient
left the office with a smile. He ex-

primary care provider, the problems
presented were standard “meat and
potatoes” internal medicine fare
which did not require higher order
thinking for me to diagnose and treat.
Indeed, when it comes to clinical de-
cision making, this was textbook first
order pattern recognition.

So, what was different?

• I flexed my muscles and got to
do more than my usual routine.

• I had a chance to use my
expertise and experience to
address the acute medical needs
of my patients.

• I saved both time and money for
my patients.

• I did not turf these to urgent
care, emergency, or cardiology.
Indeed, I saved the healthcare
system several visits to the ER,
the orthopedist, and probably
circumvented a CCU admission.
But does anyone really care? In
truth, the system makes more
money when the ER and the
specialist provide these services.

As a general internist, I have
been trained to do a lot more than I
am currently doing. The skills and
procedures that used to be part of
my daily work have over the years
been triaged away from the primary
care office. I was shocked that car-
ing for a simple laceration gave me
so much satisfaction.

How does that make me feel?
Frustrated. Angry. But mostly, disap-
pointed. Some days, I feel like an un-
derutilized resource. In the name of
efficiency and streamlined process-
ing of patients, my tasks have been
revised, redefined, and reduced to an
externally imposed vision of what pri-

pressed appreciation for my extra
time and for my saving him a day of
phone calls and a trip to the orthope-
dist. He also expressed new confi-
dence in my expertise as a general
internist and appreciation for our rela-
tionship. Total time: 35 minutes.

The third was also a follow-up
visit for a 64-year-old with hyperten-
sion. My patient reported lower ex-
tremity edema for about a month.
No, he was not short of breath. He
had no recent episodes of chest
pain, diaphoresis, dizziness, nausea,
or vomiting. Although there was a
history of alcoholic cardiomyopathy,
he had quit drinking and was still ab-
stinent. BP was 130/70. Pulse was ir-
regularly irregular at 130. There was
no JVD. There was no S3 or murmur.
Lungs were clear. Lower extremities
had 1+ edema. EKG confirmed atrial
fibrillation and no ischemic changes.
With a new diagnosis of atrial fibrilla-
tion in a patient with non-ischemic
cardiomyopathy, I explained the diag-
nosis and treatment, calculated his
CHADS score, ordered a beta
blocker, warfarin, an echocardiogram,
and a referral to cardiology. Total
time: 40 minutes.

At 10:00 AM, my patient was
late. As I took a brief break, I wan-
dered into my colleague’s office to
reflect on my productive morning.
Something was different. I felt exhil-
arated, engaged in my work, and
proud of the success of the morning
so far. But why was this day different
from other days?

As I look back on that morning,
several thoughts come to mind. I do
not profess that the complexity of the
patients was especially unique. Al-
though two of the three patients had
complex medical histories and re-
quired the expertise of a well-trained
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mary care practice should be brought
on by a shortage of primary care
providers and increasing demands on
the healthcare system.

My days are filled with prescrip-
tion refills, referrals, and responses
to external agendas. The ward time
and teaching time which embedded
variety, cognitive challenges, and op-
portunity for collaboration with col-
leagues (not to mention the chance
to move physically throughout the
hospital environment) have been re-
duced or eliminated. These have
been replaced by increased produc-
tivity targets, expectations for pa-
tient management, follow-up on
tests that others have ordered, and
generally plugging the holes in an
over burdened system.

But then there are the good days
and some really great days. On these

ful practice. I’m going to look for op-
portunities to include a few more
“same day sick” visits in my sched-
ule. I’m going to try to utilize my
team members in innovative ways
that will make their days more inter-
esting. I will try to be more available
to my colleagues for reflection and
make time to collaborate on solu-
tions to the problems we share. I
will try to take a lap around the hos-
pital at lunchtime to get some exer-
cise and perhaps see a colleague
outside my practice area. I will advo-
cate a bit for myself by requesting to
use the exam room with the win-
dow just once per week. I will culti-
vate a positive attitude and try to
brighten someone else’s day. I will
be the change I want to see in GIM.

How about you?
SGIM

days, I get to think, problem solve,
teach, reflect and really connect with
patients and with my colleagues. We
all need more really great days.

It’s been said before, but we all
need to hear it from time to time,
“Do what you love and you will
never work a day in your life.” This
is why I chose GIM. Perhaps some-
where in the midst of a busy prac-
tice, high expectations, and external
pressures, the opportunity to triage
patients to other care settings has
distanced me from the actual prac-
tice I love. There is a choice to be
made here. I can choose to make
meaningful changes in my practice
environment and reestablish a more
fulfilling practice experience, but it
will take work.

In the coming weeks, I am going
to engage in a different kind of mind-
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