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FORUM
The Society of General Internal Medicine

ANNUAL MEETING UPDATE:
PART I SGIM Plenary Speakers Reflect on

Advancing Teams in General Internal
Medicine
Francine Jetton, MA

Ms. Jetton is SGIM Director of Communications and can be reached at
jettonf@sgim.org.

SGIM’s 2015 Annual Meeting theme of “Generalists in Teams: Adding
Value to Patient Care, Research, and Education” will be reflected in

the conference’s plenary sessions. SGIM President William P. Moran,
MD, professor of medicine and director of General Internal Medicine &
Geriatrics at the Medical University of South Carolina, will open the meet-
ing on Thursday with his presidential address. Friday morning, Jeffrey
Turnbull, MD, FRCPC, chief of staff at The Ottawa Hospital, will speak on
“The Role of the General Internist in Canada’s Evolving Healthcare Sys-
tem.” Finally, the Malcolm L. Peterson Honorary Lecture at the Saturday
awards breakfast will feature Malcolm Cox, MD, who will present a talk
titled “Building Health Care Value through System Redesign: Leverage at
the Point of Interprofessional Care and Education.”

SGIM recently asked each of our plenary speakers to address several
questions as they prepare for the meeting. Their answers illustrate just
how exciting this era is in our field and how advancing teams will change
the landscape of general internal medicine (GIM). Here are their responses:

What are the current opportunities for advancing teams and
teamwork in general medicine?
Dr. Moran: The opportunities for advancing teams and teamwork in gen-
eral medicine are many. First, teams with physicians and other profession-
als offer us the ability to more efficiently and effectively deliver care in
both the inpatient services and the outpatient primary care setting. Many
tasks that physicians currently are responsible for could be effectively
managed by another team member. For example, pharmacists offer in-
credible depth of knowledge in medication management and are espe-
cially valuable to patient care when focused on high-risk medications,
complex medication regimens, and titrating existing regimens for chronic
illness such as diabetes and hypertension. Medical assistants can be
trained to perform accurate and thorough medication histories within the
clinical setting, and care coordinators can focus on challenges patients

continued on page 11
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you have or areas to work on,
and request a mentor who can
help you focus on these.

7. Make an action plan for how you
will do things differently after
attending the meeting. This
might include staying in touch
with new mentors, initiating a
new project, pursuing training to
attain a new skill or credential, or
joining a working group focused
on a professional interest of
yours.

8. Come prepared. Rewrite your CV,
and polish your elevator speech.
Dress for success. You are about
to meet an outstanding group of
colleagues who want to know
who you are and what you do!
More importantly, these
colleagues are here to guide you
in pursuing your career
aspirations.

The SGIM annual meeting is a
great opportunity for those consider-
ing a career in academic GIM to gain
insights into the many opportunities
and career paths taken by GIM pro-
fessionals. Early career physicians
may be interested in attaining spe-
cific skills such as research training,
clinical teaching, or professional writ-
ing. Mid-career people may wish to
add leadership training, grant writing,
editing a publication, or health policy
advocacy. More senior SGIM mem-
bers may look to the meeting as a
chance to network with supportive
colleagues, gain insights into best
practices and feedback on career
challenges, expand the reach of an
educational program or research pro-
ject, and mentor younger GIM pro-
fessionals. At any stage of your
career, the SGIM annual meeting
provides unique opportunities to pre-
sent your work on a national stage,
seek out new professional opportuni-
ties, and network with influential
leaders who share your commitment
to GIM and can guide you on your
career path.

If you are an academic general in-ternist, the SGIM annual meeting—
the premier venue for networking,
mentorship, and career development
in general internal medicine (GIM)—
is designed to support your career
aspirations. How can you maximize
this impact on your career? Here are
some strategies to consider:

1. Start with a needs assessment.
Where are you in your career?
What are your short- and long-
term career goals? (Write them
down!)

2. Craft a mental “roadmap”
detailing how you will get from
your starting point to your goal.

3. List the skills, training, or
experience you need to attain
your goals.

4. Identify key influencers and
contacts who can advise, mentor,
or sponsor you on your career
path.

5. Be strategic in your choice of
meetings to attend. Plan to
attend workshops and seminars
that offer training in areas you
have identified. (See step 3.)

6. Consider signing up for a
mentoring session. A review of
your new needs assessment is a
great place to start. If you are
further along in your career,
identify some specific questions

FROM THE EDITOR

Get Ready for the SGIM Annual Meeting!
Karen R. Horowitz, MD

SOCIETY OF GENERAL
INTERNAL MEDICINE
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Shortly after I arrived at MUSC as
the new general internal medicine

(GIM) division chief, I received an e-
mail from Bill Houeston, chair of the
department of family medicine. He
copied Bill Basco, the chief of gen-
eral pediatrics, and asked if we
wanted to get together for breakfast.
All of us had been Robert Wood
Johnson Faculty Scholars but only
saw each other on occasion. We
worked out a 7 am meeting, and we
talked about primary care, hospital
medicine, and a range of topics at
MUSC. We agreed to have breakfast
monthly, and each discussion was
part clinical, faculty management,
academics, and a little psychotherapy
as the three of our units struggled to
thrive in a traditional academic health
center (AHC).

At about that time in 2007, the
four generalist disciplines issued the
joint principles of the patient-centered
medical home (PCMH),1 a major ac-
complishment that helped set the
stage for the emergence of PCMH as
a delivery system innovation within
the Affordable Care Act (ACA) of
2010. The year ACA was enacted into
law the four disciplines again pub-
lished this time a less-well-known
joint principles statement on medical
education of physicians for practice in
PCMH.2 Since then, significant effort
and study have been devoted to
transforming the primary care prac-
tice environment to meet the princi-
ples of PCMH for both clinical care
delivery and medical education.3

Driven by the ACA and consumer
demand, the primary health care de-

livery environment is also diversify-
ing in response to ACA, with the
rapid expansion of retail clinics, di-
rect patient care arrangements, and
the prospects of care delivered by
telemedicine. We do not know how
much these alternatives will alter
the delivery and financing of primary
care, but many are concerned that
they will adversely impact the ongo-
ing relationship of patients and pri-
mary care professionals. The
American Academy of Family Physi-
cians (AAFP) is now launching a
major communications initiative
called “Health is Primary,” empha-
sizing the importance of a longitudi-
nal relationship with a primary care
provider in maintaining health.

Over the past few years, SGIM
has been building closer relation-
ships with other primary care orga-
nizations including AAFP. I recently
represented SGIM at the meeting of
the Chairs of Departments of Family
Medicine (CDFM), a relatively new
collaboration for SGIM. I was not
surprised to learn that the chal-
lenges facing academic family medi-
cine are common to all the
academic generalist disciplines. A
large proportion of students enter
medical school with a desire to
practice family medicine, but many
fewer graduate to do so. GIM has a
different challenge: Early medical
students are not sure what a gen-
eral internist career offers. Targeting
a much narrower audience than the
AAFP campaign, SGIM has been de-
veloping a communication initiative
to help early medical students un-

PRESIDENT’S COLUMN

Generalist Collaboration: The Three Bills’
Breakfast
William P. Moran, MD

Primary care service lines seem
to be a common response to the
transformation challenge, and those
service lines bring together the
generalist disciplines in a way that
has rarely been seen in AHCs.

continued on page 13
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derstand the role of general in-
ternists as primary care and hospital
medicine physicians. The products
of that initiative will be unveiled at
the SGIM annual meeting in
Toronto.

We have other common con-
cerns with our generalist colleagues.
Stress and burnout are a common
threat to our faculty and clinicians.
As AHCs struggle to transform, the
generalist disciplines have been
tasked with leading the transforma-
tion of primary care and population
health efforts. I am not sure if col-
laboration across generalist special-
ties has become the norm in AHCs,
but I was pleasantly surprised at the
number of chairs of family medicine



Mr. J is a 68-year-old man who
presents to the emergency de-

partment with chief complaints of
acute nausea, vomiting, constipation,
and fever of 101o. He is initially diag-
nosed with acute gastroenteritis and
is started on supportive therapy, in-
cluding fluids and antiemetics, in ad-
dition to a bowel regimen of stool
softener and multiple laxatives. Ap-
proximately one week prior to admis-
sion, the patient experienced an
eight-foot fall from a ladder resulting
in pelvic, coccyx, and rib fractures.
Aside from a history of hyperlipi-
demia, the patient has no other
chronic medical problems. During his
hospital stay, Mr. J is found to have
MSSA bacteremia and is started on
nafcillin. Imaging eventually reveals a
left-sided piriformis abscess, which is
drained via CT-guided procedure. Mr.
J’s hospital course is complicated by
hyperbilirubinemia of unclear source
and the development of a rash in re-
sponse to nafcillin therapy, which ne-
cessitates switching to cefazolin.

Because of his recent fall, ortho-
pedics, occupational therapy, and
physical therapy consultations are re-
quested upon admission. The occu-
pational therapy and orthopedics
teams evaluate the patient soon after
he arrives on the floor. The orthope-
dics team recommends that the pa-
tient be non-weight bearing on the
left lower extremity while weight
bearing on the right lower extremity.
The nursing staff assessment in-
cludes a fall risk assessment utilizing
the Morse score. Due to his recent
fall and the resulting limited mobility,
his Morse score is 95 (i.e. at high risk
for fall if greater than or equal to 45;
see Table 1). Several safety mea-
sures are put in place to decrease his
risk of falls, including patient educa-
tion (e.g. request assistance with
daily activities, use mobility aids and
non-skid socks) and modifications to
environment of care (e.g. bedside

tions. Better instruments are needed
to identify and target patients at high
risk for inpatient falls.

Nine days after admission, the pa-
tient experiences a fall. Immediately
prior to the fall, his nurse is in the
room preparing to administer his naf-
cillin. She steps away from the room
briefly in order to complete this task,
and while she is away, Mr. J reports
an urgent need to use the toilet. He
asks his son to assist him to the
commode because he feels he can-
not wait for the nurse’s help. Mr. J
then has an acute episode of diar-
rhea and slips in his own stool while
trying to use the bedside commode.
The nurse hears Mr. J fall and returns
to the room, at which point she
takes his vital signs, which are within
normal limits; notifies the overnight
provider and her supervisor; and after
assisting the patient back to bed,
completes a note in the chart de-
scribing the circumstances surround-
ing the fall in detail. The overnight
provider does not document assess-
ing the patient.

A wide variety of factors put inpa-
tients at risk for falls, including mus-
cle weakness, agitation, confusion,
changes in urination, postural hy-
potension, and use of certain pre-
scription drugs.1 Inpatient falls are a
source of significant morbidity. Ap-
proximately 28% of those who fall in
the hospital have minor soft tissue
injuries such as bruises while 11%
have severe soft tissue injuries, in-
cluding lacerations.1 More serious in-
juries, including fractures and head
trauma, occur in another 7% of inpa-
tients who fall.1 Certain groups of pa-
tients are at particularly high risk of
injury from falls. For example, pa-
tients on warfarin and those with
high blood alcohol are at higher risk
of brain injury following a ground-
level fall.2 Injury rates are also higher
among older patients, patients who

commode in place, bed in low posi-
tion, call light in easy reach).

The Morse Fall Scale (MFS) is one
of several tools that is commonly
used to predict a patient’s risk of in-
patient fall. Other scales include the
St. Thomas Risk Assessment Tool in
Falling (STRATIFY) and the Hendrich
Falls Risk Model II (HFRM).1

The authors of the MFS claim a
sensitivity of 79% and specificity of
82% in predicting inpatient falls,
though more recent studies show
that the MFS and other scales lack
both sensitivity and specificity in an
inpatient setting.1 However, in the ab-
sence of other tools to predict inpa-
tient falls, such scales remain the
best available method for estimating
a patient’s risk of falls and have been
used to target those who need more
intensive fall-prevention interven-
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MORNING REPORT

Inpatient Falls and Interprofessional Communication
Erin Bredenberg, MS4 (presenter), and Anne Tomolo, MD, MPH (discussant, in italic)

Ms. Bredenberg is a fourth-year medical student at Emory University. Dr. Tomolo is chief of quality for the medicine
specialty service at the Atlanta VA Medical Center and an associate professor of medicine at Emory University.

continued on page 13

Table 1. Morse Fall Scale Scoring

HX of Fall Score

No 0

Yes 25

Secondary DX

No 0

Yes 15

Ambulatory Aid

Walks without assistance
or nurse help, wheelchair
or bed rest 0

Crutches, walker, cane 15

Clutching furniture for support 30

IV or IV access

No 0

Yes 20

Gait

Normal/bed rest/immobile 0

Weak 10

Impaired 20

Mental Status

Consistent/normal 0

Non-consistent/unrealistic 15



In 2000, the Institute of Medicine(IOM) report To Err is Human
served as a call to action to improve
patient safety.1 Meaningful improve-
ments have been difficult to
achieve, however, and require a sys-
temic, multidisciplinary approach to
preventing medical errors.

In the last decade, the health
care industry has moved from defin-
ing and measuring quality to publicly
reporting performance metrics. The
Patient Protection and Affordable
Care Act (PPACA) has emphasized
the concept of teamwork, requiring
health care professionals to work
with multidisciplinary teams. Unfor-
tunately, most health care profes-
sionals currently in practice were
not trained to work in a multidiscipli-
nary framework.

Nonetheless, interprofessional
teamwork is viewed as a critical
component of high-value, safe, and
effective health care. Teamwork not
only enhances professional satisfac-
tion but can also produce measurable
gains in efficiency and outcomes by
emphasizing disease management
and prevention over acute episodic
care.2 Emerging evidence suggests
that team training not only reinforces
good team behaviors and attitudes
but also improves clinical outcomes
and patient satisfaction and reduces
medical errors.3,4

Within this new paradigm shift
from solo performers to high-func-
tioning teams, teamwork skills need
to be developed and practiced to
achieve the best patient outcomes.

Team and Teamwork
Mosser et al. define teams as groups
of interdependent individuals who
share responsibility for achieving a
common goal, with each individual
having sufficient authority to take
action to achieve the goal.5 In addi-
tion to physicians, patients, and
health care workers such as regis-

SIGN OF THE TIMES

The Journey from I to We: Building Effective Teams
Aparna Kamath, MD, MS

Dr. Kamath is a clinical assistant professor and quality and safety officer for the Department of Medicine at the
University of Iowa.
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tered nurses, social workers, phar-
macists, and administrators are es-
sential to the clinical team.
Understanding the unique roles,
skills, experience, and education of
team members builds a foundation
for cooperation and appreciation of
shared resources to achieve the de-
sired outcome. Salas et al. identified
five core components of effective
teamwork: 1) effective team leader-
ship, 2) mutual performance moni-
toring, 3) backup behavior, 4)
adaptability, and 5) team
orientation.6 Additionally, a shared
mental model, closed-loop commu-
nication, and mutual trust were iden-
tified as important facilitators of the
five teamwork skills.

Resources to Promote Teamwork
Geographic cohorting of patients to
specific inpatient units can improve
nurse-physician communication and
thus be used as a first step in creat-
ing an environment that promotes
inter-professional teamwork.7 White-
boards in patient rooms, checklists,
interdisciplinary bedside rounds, and
daily huddles can be useful tools for
ensuring safe handoffs between
hospitalists and other members of
the health care team.

Adoption of a team training cur-
riculum such as AHRQ’s Strategies
and Tools to Enhance Performance
and Patient Safety (TeamSTEPPS),
Crew Resource Management
(CRM), and VA Medical Team Train-
ing (MTT) can help build physician
teamwork skills. In addition, simula-
tion can provide opportunities for
deliberate practice in realistic and
safe environments.

At our own academic medical
center, we trained multidisciplinary
teams on a general inpatient unit
using TeamSTEPPS and supple-
mented training with simulation to in-
crease the effectiveness of the
curriculum. The majority of the partic-

ipants at our team-training workshop
felt that the workshop was useful
and that the skills they learned would
be transferrable to their practice on
the inpatient unit.

Challenges to Effective Teamwork
Organizational culture can be a signif-
icant barrier to effective teamwork.
Before undertaking any teamwork
training or activity, it is imperative to
assess readiness within the organiza-
tion and unit as well as among partic-
ipants. Local frontline stakeholder
buy-in is as important as organiza-
tional leadership buy-in. Resistance
to change, personality conflicts, and
a culture of independent practice can
act as potential barriers to team
building. Our own experience pro-
moting teamwork on a general medi-
cine inpatient unit was hampered by
a lack of complete buy-in from all the
key stakeholders working on the
unit.

Conclusions
Teamwork and collaboration are cor-
nerstones of success for high-reliabil-
ity organizations. By providing
resources and team-based incen-
tives, organizational leadership can
help cultivate a culture that promotes
teamwork. Hospitalists are in a
unique position to lead and manage
these efforts.
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On February 3, most of us opened
an e-mail from the American Board

of Internal Medicine (ABIM) with the
header “We got it wrong. We’re
sorry.” The changes in the Mainte-
nance of Certification (MOC) process
launched on January 1, 2014,1 have
been subject to much criticism from
physicians, ranging from online peti-
tions to negative editorials and com-
ments in major medical journals.
SGIM, along with other major medical
societies, has had active dialogue with
ABIM to help them understand the
concerns and frustrations felt by many
physicians who believed the changes
in MOC were the equivalent of the
“straw that broke the camel’s back.”
With his e-mailed apology, ABIM Pres-
ident and CEO Richard Baron, along
with the Board of Directors, demon-
strated that they “heard” us and were
willing to listen to the voices of the
“house of medicine.”

First, let’s examine what changed:

1. Costs. ABIM agreed to freeze
costs of its MOC program until
2017. Of note, ABIM had
previously announced reductions
in fees associated with the MOC
secure exam.

2. Reporting. Within six months,
ABIM will change its public
reporting language from “Certified,
Meeting MOC requirements:
YES/NO” to “Certified,
Participating in MOC YES/NO.”

3. Requirements. The practice
assessment, patient voice, and
patient safety requirements have
been suspended for at least two
years.1 Points earned from
activities in these areas will
continue to count toward the
total required for MOC.

4. Secure Exam. Starting this fall,
the internal medicine MOC

ture efforts. The sentiments express-
ed in the e-mail suggest that these
changes are more than superficial.

Fundamentally, however, MOC is
probably here to stay. Few question
the ideals of MOC—after all, continu-
ous enhancement of knowledge and
skills is a cornerstone of good med-
ical practice. Our concern has always
been with the details so that the
time (and money) we spend in MOC
actually achieves these goals. Hope-
fully, a re-tuned ABIM committed to
working with SGIM and other med-
ical societies to improve MOC will
gradually get all of the details right.

Although many have questioned
the need for ABIM or its MOC pro-
gram, the concerns of the public out-
lined by ABIM and the American
Board of Medical Specialties when
constructing the MOC programs are
real. Patients equate board certifica-
tion with an endorsement of compe-
tence and not a measure of passing
minimal standards. In this instance,
ABIM has demonstrated an unprece-
dented responsiveness to our con-
cerns. It is hard to imagine any other
group abruptly halting the implemen-
tation of a new change and almost in-
conceivable that they would place the
words “We’re sorry” in the header of
their correspondence to physicians.

On June 16, 1858, Abraham
Lincoln stated, “A house divided
against itself cannot stand.” It is time
for the “house of medicine” to re-
unite to address our need to ensure
competence throughout an individ-
ual’s lifetime in practice. Hopefully,
the apology offered by ABIM will
be an important initial step.

Reference
1. http://www.sgim.org/File%20

Library/SGIM/Resource%20Librar
y/Forum/2014/Aug2014-09.pdf
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secure exam will implement
changes to make it “more
reflective of what physicians in
practice are doing.” Of note,
ABIM discussed changes in
content (not in format), so for the
near future the exam will remain
a closed-book multiple-choice
question test.

5. Medical Knowledge Activities.
ABIM is rapidly moving toward
broader recognition of medical
knowledge activities including live
activities, journal-based
continuing medical education
(CME), and point-of-care CME
that can count for MOC credit.

At the same time, the Board did
not modify many of the fundamental
changes in MOC implemented in
2014, including:

1. Continuous MOC (i.e. some
activity every two years),

2. More MOC than before (i.e. 100
points every five rather than 10
years), and

3. Reporting MOC status on all
physicians, including those with
life-long certification previously
exempted for MOC
requirements.1

What do these changes say about
ABIM and the future of MOC? First,
ABIM is in the midst of a number of
transformations. They have begun to
systematically incorporate both non-
academic physicians and non-physi-
cians in their governance structure.
Their assessment 2020 project has
long been underway to explore new
methods of verifying cognitive exper-
tise outside of the traditional multiple-
choice question exam. Finally, they
have publicly stated their intention to
collaborate more closely with profes-
sional societies such as SGIM in fu-
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Changes in Maintenance of Certification (MOC)
Eric H. Green, MD, MSc, FACP

Dr. Green is chair of the MOC Task Force, program director of the Internal Medicine Residency Program at Mercy
Catholic Medical Center, and clinical associate professor of medicine at Drexel University College of Medicine.

SGIM wants to make sure ABIM understands your concerns and suggestions for the future of MOC. Come to the
special symposium on MOC at the annual meeting (Thursday 4/23 5-6 PM) or e-mail erichgreenmd@Gmail.com.



Patient-centeredness is not a new
concept in general internal medi-

cine (GIM). Whether in clinical set-
tings or in education, we are trained
to focus on the needs of our pa-
tients. Patient centeredness in our
research—defined as engaging pa-
tients in all study aspects—has
more recently been highlighted
through efforts of the Patient-cen-
tered Outcomes Research Institute
(PCORI). PCORI is a nonprofit non-
governmental organization whose
establishment was authorized by
Congress through the Patient Pro-
tection and Affordable Care Act of
2010. PCORI’s approach to compar-
ative clinical effectiveness research,
known as patient-centered out-
comes research, unites patients,
caregivers, clinicians, and other
health stakeholders with re-
searchers throughout the research
process. The vision of PCORI is for
both patients and the public to
“have information they can use to
make decisions that reflect their de-
sired health outcomes.”

Given our Society’s mission to
lead excellence, change, and innova-
tion in clinical care, education, and
research in GIM, our members are
obvious stakeholders in PCORI’s vi-
sion. SGIM members have histori-
cally been the champions and, in
some cases, originators of concepts
such as shared decision making,
physician-patient communication,
and effective care—all core ele-
ments of the PCORI mission. Our
members include current re-
searchers who are uniquely posi-
tioned to serve as PCORI
investigators, given that primary care
is ideally patient-centered care (i.e.
patient-centered medical homes). In
addition, our membership includes
academically oriented clinicians and
educators who are particularly well

Patient-Centered Outcomes Re-
search to Develop Learning Health-
care Systems,” “Understanding
Patient-Engagement,” and “Prag-
matic and Patient-Centered: Clinical
Trials Done Differently.”

We will also host a session on
understanding PCORnet, the Na-
tional Patient-Centered Clinical Re-
search Network, and how you can
get involved. PCORnet, supported
by PCORI, is developing a large,
highly representative national net-
work for conducting clinical out-
comes research. This innovative
health data network brings research
and patient care together, improving
our nation’s infrastructure to con-
duct comparative effectiveness re-
search to answer questions that
matter the most to patients. PCOR-
net presents a tremendous opportu-
nity for SGIM members to engage
in patient-centered outcomes re-
search. Similarly, PCORnet can ben-
efit from the clinical, educational,
and research expertise of key stake-
holders within SGIM. Frontline clini-
cians, such as SGIM members, will
be necessary to best use PCORnet
to determine the types of preven-
tion, diagnostic, and therapeutic
questions most necessary to ad-
vance patient-centered medical care.
As primary care physicians, our
members have unique relationships
with their patients that can allow for
true patient engagement in these
critical research investigations.

Not planning on coming to this
year’s annual meeting? There are
still opportunities for you to learn
more about patient-centered out-
comes research. This two-year con-
tract will allow us to reach each of
SGIM’s seven regional meetings. In
addition, we have even more in
store for our 2016 annual meeting,

suited to make valuable contribu-
tions to patient-centered outcomes
research, bringing their important
perspective to such research. Fur-
thermore, SGIM engages trainees
(i.e. medical students, residents, and
fellows) who can benefit from these
important connections at the begin-
ning of their careers. Given these
many synergies, SGIM applied for
and received a Eugene Washington
PCORI Engagement Award with a
project goal to educate our members
about PCORI research and to pro-
vide avenues for better engagement
of clinicians and clinician-educators
in this research process. We also
aim to provide PCORI with key per-
spectives from SGIM members re-
garding their participation in
patient-centered outcomes research.

In order to accomplish these pro-
ject goals, we’ve engaged a lead
group demonstrating the breadth of
SGIM members, including represen-
tation from the Education, Clinical
Practice, and Research committees.
We have also partnered with Family
Voices, a national nonprofit family-
led organization that aims to achieve
family-centered care, and have in-
cluded one of their representatives
in our lead group for true patient en-
gagement. We are looking forward
to learning about our members’ atti-
tudes and needs regarding possible
participation in patient-centered out-
comes research. More importantly,
we’re excited about the opportunity
to provide educational opportunities
on a variety of patient-centered out-
comes research topics through the
creation of a PCORI “track” during
the annual meeting in Toronto. High-
lights of this project will include a
keynote presentation by Joe Selby,
MD, executive director of PCORI. In
addition, we will offer a series of
workshops, including “Incorporating
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PCORI Conference Award
Jennifer Kraschnewski, MD, MPH, and Leslie Dunne, MPA

Dr. Kraschnewski is assistant professor of medicine and public health sciences at The Pennsylvania State University
College of Medicine, and Ms. Dunne is SGIM Director of Development and Project Management.
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Upon completion of residency, in-
ternal medicine graduates face a

diverse array of career paths. Some
choose to start practicing medicine
immediately as primary care physi-
cians or hospitalists. Others choose
to pursue fellowship training in a
medical subspecialty. A lesser-
known option is the general internal
medicine (GIM) fellowship.

What exactly is a GIM fellowship,
and what does it add beyond resi-
dency training? The GIM fellowship
is designed to provide expertise in
content areas such as medical edu-
cation, health policy, quality of care,
and research in public health and
health systems design. Fellowships
can be tailored to meet individual in-
terests, and specific tracks for re-
search, quality improvement, and
medical education may be offered.
Many fellowship programs also incor-
porate a master’s degree program in
one of these areas of specialization.

GIM fellowships provide the
knowledge, foundation, and skills
necessary for success in academic
GIM and for leadership roles in med-
ical administration and health policy.
Although most residents are encour-
aged to participate in research or
quality improvement projects during
residency, most residency programs
do not provide formal training in
study design or biostatistics. With
the common “learn-as-you-go” ap-
proach, residents are often left with
many knowledge gaps in designing
and conducting sound research.

grams, however, are few, and the
application process remains decen-
tralized. To facilitate access to infor-
mation about individual GIM
fellowship programs, SGIM has
begun to compile a list of GIM fel-
lowship programs accessible online
at http://www.sgim.org/career-cen-
ter/training-directories. This includes
links to the specific fellowship-spon-
soring institutions. At this time, each
institution has its own application
process. Application deadlines also
vary, ranging from February to Sep-
tember of the year prior to starting
the program.

If you are interested in subjects
that augment and enhance clinical
care for patients—including health
services research, public health,
health policy, quality improvement,
health care administration, or med-
ical education—you should consider
a GIM fellowship. Graduates of GIM
fellowships pursue interesting and
diverse careers, which can evolve
along many different paths. A week
in the life of a GIM professor may
include a half day precepting in
clinic, a day providing direct patient
care, a half day participating on a
health system quality improvement
team, a few hours leading sessions
like resident morning report and
journal club, and the remaining time
working on process improvement
projects in inpatient or ambulatory
care. GIM “specialists” are often
sought after for leadership roles
both within and outside the health
care system. GIM graduates are
now leading large research centers,
health care systems, and public
health agencies. If you want to be-
come one of our nation’s next lead-
ers and innovators in medical
education, health policy, or public
health, the GIM fellowship is right
for you. SGIM

Similarly, during residency there is
little formal training in adult learning
theory and best practices in medical
education, health policy, quality im-
provement, or redesign of clinical
systems of care. Furthermore, most
residents are ill equipped to analyze
results from medical research and
have little training in scientific writ-
ing. These skills are key elements in
the education of GIM fellows and
position them to lead in academic
and administrative careers.

GIM fellowships achieve this
goal through several mechanisms.
First, as briefly mentioned, the GIM
fellowship often provides content
expertise through formal master’s-
level degree programs in public
health, health sciences (including
clinical epidemiology), or education.
Fellows acquire the methodological
skill set needed for a career in re-
search or medical education. Sec-
ond, fellowships provide close
structured mentorship in the
trainee’s area of interest. This usu-
ally involves a panel of mentors who
provide invaluable guidance and
counseling with respect to research
projects, work-life balance, and ca-
reer development. Lastly, through-
out the fellowship years, fellows
participate in outpatient clinics
and/or rotate through inpatient or
consult services as both clinicians
and educators.

Awareness and interest in GIM
fellowship are growing among inter-
nal medicine graduates; the pro-
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General Internal Medicine Fellowship: Creating Leaders in GIM
Archana Radhakrishnan, MD, and Brita Roy, MD, MPH, MS

Dr. Radhakrishnan is a first-year general internal medicine fellow at Johns Hopkins University, and Dr. Roy is
a Robert Wood Johnson Foundation clinical scholar and assistant professor of medicine in the Yale University
School of Medicine and Veterans Administration Connecticut Health Care System in West Haven, CT.

Fellowships can be tailored to meet individual interests,

and specific tracks for research, quality improvement,

and medical education may be offered.



On February 6, 2015, 119 partici-
pants attended the Northwest

Regional SGIM Meeting. The theme
of the meeting, held at the historic
Sentinel Hotel in Portland, was
“Strengthening the Internal Medicine
Team,” which dovetails with the
team theme of the 2015 Annual
Meeting in Toronto. In addition to a
large group of local Oregonians, we
had a diverse group of participants
from Idaho and Washington. This
year we added a happy hour “meet
and greet” the night before the con-
ference. A large group of SGIM
members gathered for networking
and fellowship, enjoying wonderful
Portland food and drink at a local
restaurant. The weekend was beauti-
ful, and some members brought their
families and enjoyed Portland’s great
food and local attractions.

Our list of dynamic speakers in-
cluded Colin West, MD, PhD (Mayo
Clinic), and Judy Bowen, MD (Ore-
gon Health Sciences University). Dr.
West, an expert on physician
burnout, reviewed the key drivers
and widespread prevalence of physi-
cian dissatisfaction and introduced
data supporting interventions to re-
duce burnout and rediscover mean-
ing in work. Dr. Bowen discussed
the key elements to developing
strong and effective teams, includ-
ing the characteristics of leader in-
clusiveness, which acknowledge
hierarchy in diverse teams yet still
invite and appreciate all team mem-
bers. Both of these speakers came
with exemplary records in educa-
tion, communication, and teamwork.
Martha Gerrity, MD, MPh, PhD (Na-
tional SGIM Treasurer), gave the na-
tional update during lunch, inspiring
members to become involved in
SGIM’s many national activities.
Bookending the meeting were up-
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Northwest Regional SGIM Meeting 2015: Teaching, Teamwork,
and Physician Wellness
Carol Sprague, MD

Dr. Sprague is clinical associate professor of medicine, section of general internal medicine, at the VA Medical
Center in Portland.

continued on page 15

Dr. Colin West discussing
the prevalence of physician
burnout and possible
approaches to address this
widespread problem

Dr. Martha Gerrity providing the national SGIM update

The 2015 Northwest Society of General Internal Medicine meeting in the
historic Sentinel Hotel in Portland, Oregon

Dr. Judy Bowen presenting
a plenary session on
concepts in teamwork
among health professionals

Poster sessions at the 2015 Northwest Society of
General Internal Medicine meeting in the historic
Sentinel Hotel in Portland, Oregon



As one of three pharmacists in an
internal medicine patient-cen-

tered medical home (PCMH), I have
the opportunity to work with a di-
verse care team of nurses, medical
assistants, faculty, resident physi-
cians, advanced practice providers,
medical and pharmacy students, and
social workers. Our pharmacists are
heavily involved in resident and fac-
ulty education and support; daily, we
answer drug information questions
and help physicians streamline com-
plex medication regimens. We par-
ticipate in weekly PCMH team
meetings within the clinic, and we
are also involved in nursing educa-
tion. In fact, we have developed a
medication history training and certi-
fication program for medical assis-
tants and licensed practical nurses.
As a result, every patient who visits
the clinic has a reliable medication
history before seeing the physician,

hyperlipidemia, and complex med-
ication regimens. Pharmacists not
only educate patients but also ac-
tively contribute to improving thera-
peutic management of a variety of
disease states. Pharmacists comple-
ment the efforts of other team
members since pharmacists can see
patients more frequently or be-
tween physician visits to help pa-
tients achieve set therapeutic goals.

Over the years, I have been able
to build strong relationships with not
only our staff of physicians and
nurses but also with the patients
who I routinely see. Providing anti-
coagulation and diabetes manage-
ment allows me to see patients
monthly—or more frequently when
needed—and help them achieve and
maintain their therapeutic goals. I
also enjoy the challenge and excite-
ment of helping a patient simplify a
complex medication regimen or
working with the patient and physi-
cian to develop a more cost-effec-
tive treatment plan. The role of
pharmacists within the patient care
team is continuing to grow, and my
passion for this role is deepening. I
am excited to see where the role of
PCMH pharmacists is heading in the
years ahead of us!

SGIM

thereby saving time and increasing
medication safety.

A patient care team is a group of
clinicians who work closely together
and communicate regularly to pro-
vide optimal patient care. Clinical
pharmacist involvement in the care
team has been shown to have a
positive effect on prescribing behav-
ior and improving patient outcomes.
Pharmacists can optimize medica-
tion regimens to increase efficacy
and decrease the potential for ad-
verse effects. With collaborative
drug therapy agreements with
physicians, pharmacists have the au-
thority to initiate, modify, or con-
tinue drug therapy. From a patient
care and safety perspective, there is
an abundance of literature that
demonstrates pharmacists improve
quality of care and safety through
team-based care in managing antico-
agulation, diabetes, hypertension,
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NEW PERSPECTIVES

Notes from a Patient-centered Medical Home Pharmacist
Amy Thompson, PharmD, BCACP, CDE

Dr. Thompson is assistant professor in the South Carolina College of Pharmacy at the Medical University of South
Carolina campus in Charleston, SC.

I also enjoy the challenge and excitement of helping

a patient simplify a complex medication regimen or

working with the patient and physician to develop a

more cost-effective treatment plan.



including a patient-centered out-
comes research poster session and
more targeted workshop sessions
with a focus on new research
trends in this exciting area. Stay
tuned for opportunities through GIM
Connect to stay connected with

in the center of our research
agenda.

This event is supported through a
PCORI Program Award, EA-1283-
SGIM.

SGIM

learning sessions between meetings
and watch for articles highlighting
this important topic in SGIM Forum.
Patient centeredness is a key aspect
of our specialty. Thanks to PCORI,
we have the opportunity to serve on
the frontlines of keeping the patient
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FROM THE EDITOR
continued from page 2

Need a place to start? Career
tracks at the annual meeting can as-
sist you in formulating your agenda.
These include medical education,
women’s health, Veteran’s Affairs,
teaching, leadership, and hospitalist
medicine. The long list of interest
groups provides a glimpse of the
broad range of opportunities for a
GIM career. Take a chance, and at-
tend an interest group—you will
meet talented, dedicated profession-
als who are thoroughly committed to
strengthening GIM and their field of
interest for the benefit of patients,
trainees, and society. If you are look-

ing for research opportunities, the
exciting collaboration between
PCORI (the Patient-Centered Out-
comes Research Institute) and SGIM
(see page 7) is designed to open
doors for you into this innovative
field of research.

Now is the time to plan your itin-
erary. Meeting registration and pro-
gram information are available online
at http://connect.sgim.org/ annual
meeting/home. Don’t forget to in-
clude Forum in your meeting plans!
The new SGIM Forum Prospective
Writers’ Interest Group meeting on
Friday at 3 pm is for all those who

would like to know more about the
workings of our newsletter. For a
more in-depth session on writing for
Forum, our “Write it for Forum!”
workshop will take place on Friday,
April 24, at 1:15 pm. You will meet
our editorial team and learn more
about how you can contribute to the
voice of SGIM.

The Forum editorial team will be
wearing ribbons that identify us at
the meeting. Please stop us to say
“Hi!” and give us your feedback!
Ask us how you can also write for
Forum! We are looking forward to
meeting you in Toronto! SGIM

ANNUAL MEETING UPDATE: PART II
continued from page 7
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continued from page 5
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face when moving from hospital to
home or other care delivery venues.
Each team member brings his/her
unique skills and training to the entire
patient experience, and each con-
tributes uniquely to patient care.

Dr. Turnbull: New strategies for
chronic disease management will re-
quire the general internist to work in

be essential in ensuring that transi-
tions in care are safe and effective.

Dr. Cox: Interprofessional education
has had an “on again, off again” his-
tory over the past 40 or so years.
However, recent changes in the US
health care delivery system—most
especially those generated by the Af-

teams to provide integrated care for
the complex patient. As most pa-
tients that we see have a number of
chronic diseases, it is important that
there be oversight and coordination
among specialists, family practition-
ers, and other health care providers.
It is inevitable that we will be working
in teams in the hospital and within
the community. General internists will
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fordable Care Act and the growing re-
alization that effective teamwork is
essential if we are to achieve the so-
called triple aim (improving the experi-
ence of care, enhancing population
health, and limiting increases in per
capita health care costs)—have
moved interprofessional education
and team-based collaborative care
once again to the top of the agenda.
Interprofessional teams have long
been an important part of geriatric and
end-of-life care and are now being in-
creasingly employed in primary care
settings such as the patient-centered
medical home—a natural domicile for
the general internist. Leadership from
the general medicine community is
seen by many as essential to the con-
tinued growth of collaborative prac-
tice… and especially of interpro-
fessional education and research.

What do you see as current
barriers to adoption of team
medicine in clinical practice,
education, and research?
Dr. Moran: One significant barrier to
moving toward team medical care is
the financing of care. In primary care,
the resources are still inadequate to
support interprofessional teams in
managing complex patients. Pay-
ment driving the patient-centered
medical home transformation will
support interprofessional teams in
improving care. A cultural barrier also
exists in physician training and prac-
tice: We as physicians are not trained
to work in teams and have not
learned to trust in the knowledge and
skills of our team members.

Dr. Turnbull: The challenges of team-
based care are often misalignment of
expectations and reward systems
with lack of a clear description of
scopes of practice and encourage-
ment for integration of care. There are
institutional barriers such as regulation
and legislation as well as cultural and
practice impediments. It is important
that education and research programs
focus on team-based care.

Dr. Cox: If team-based collaborative
care is to grow and thrive, we will

ANNUAL MEETING UPDATE: PART I
continued from page 11

need more effective ways of educat-
ing the health professions together
rather than separately… and we will
need to do this across the entire con-
tinuum of education rather than fo-
cusing only on a particular segment
of that continuum. Learning together
in classroom settings may be founda-
tional, but it is hardly sufficient. Inter-
professional learning must continue
into clinical settings, graduate educa-
tion, and lifelong continued profes-
sional development. The scope of
this effort alone is an enormous chal-
lenge, requiring strong and enduring
leadership, agreement on taxonomy
and educational models, develop-
ment and testing of interprofessional
competencies, and measurement of
learning, practice, and system out-
comes. In the present environment,
cost may also be a significant barrier
unless it can be shown that patient,
population, and health system out-
comes provide an overall positive re-
turn on investment. Changes in
education and practice of the magni-
tude envisioned will only be achieved
by more effective alignment of edu-
cation, health care delivery, and poli-
cymaking than is presently the case.

What are the gaps in research or
education in this area?
Dr. Moran:We need to build inter-
professional training environments in
both the inpatient and outpatient
venues that break down barriers to
interprofessional communication,
build appreciation of the knowledge
and skills each team member brings
to the patient care experience, and
entrust each team member to be ac-
countable within the team. We also
need to more thoroughly study and
define systems of care of care that
engage team members at the point
in care at which they are needed—
and in a way that is accountable to
other team members. Furthermore,
we need to leave behind our hierar-
chal view of patient care and be cog-
nizant of the communication needs
among team members as an inter-
dependent team. Finally, we need to
study gaps in care—inpatient, outpa-
tient, or other facility-based environ-

ments—where quality or cost issues
emerge. At the same time, we must
be mindful of the social and cultural
characteristics that patients bring to
the care experience and work within
the patient’s social and cultural
norms to achieve a healing relation-
ship with the patient by all team
members.

Dr. Turnbull: There is very little high-
quality research in the area of team-
based care to demonstrate its cost
effectiveness. Educational programs
do not emphasize this enough at an
undergraduate or postgraduate level.

Dr. Cox: There is much work to be
done to move the vision of interpro-
fessional education and collaborative
practice toward more widespread
adoption, and two areas in particular
would greatly benefit from more ac-
tive involvement by the general
medicine community. The first is
testing the models of interprofes-
sional education that are being de-
veloped or deployed. More robust
design and more reproducible tool-
kits for student assessment and
program evaluation are needed.
Learning outcomes would also ben-
efit from more definitive analysis.
Measures of team—as opposed to
individual—excellence would be es-
pecially welcome. The second area
is working toward a comprehensive
analysis of the health and system
outcomes of interprofessional
education, without which a realistic
description of the potential return
on investment of interprofessional
education will never be realized.
The history, as well as the particular
educational and research skills, of
general medicine makes it an ideal
candidate for both roles.

Join us at the SGIM 38th Annual
Meeting, “Generalists in Teams:
Adding Value to Patient Care, Re-
search, and Education,” April 22-25,
2015, in Toronto, ON, Canada.
For more information, visit
www.sgim.org/meetings/
annual-meeting.

SGIM
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PRESIDENT’S COLUMN
continued from page 3

who have close collaborative rela-
tionships with GIM and general pe-
diatrics at their AHCs. Primary care
service lines seem to be a common
response to the transformation chal-
lenge, and those service lines bring
together the generalist disciplines in
a way that has rarely been seen in
AHCs. It seems that the generalist
divisions and departments will be
working hand in hand in solving
some thorny clinical and educational
challenges facing AHCs for the fore-
seeable future.

As for the three Bills’ breakfast,
early on we agreed to join forces
and expand a generalist health ser-
vices research fellowship under a
Health Resources and Services Ad-
ministration grant. We talked about
PCMH transformation, and eventu-
ally all were certified. The three
Bills’ breakfast became a legend in
our divisions/department—faculty
asked us to work through issues

with the other chiefs at the break-
fast. When Bill Houeston left MUSC
to become a dean, the interim chair
and then new chair attended break-
fast. We had already been working
together for months on a PCMH
steering committee when MUSC
formed a primary care service line.
We have been productive in a mutu-
ally supportive way. So if you don’t
know your family medicine and pedi-
atric neighbors, take them to break-
fast. After all, we have a lot in
common, and it’s not what you do,
it’s how you think.
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fall outside of the patient room, and
those who experience an unassisted
fall.3 In this case, the patient required
assistance by staff and further mobil-
ity training due to his partial non-
weight-bearing status. He utilized the
assistance of a family member in the
act of toileting due to staff unavail-
ability and subsequently had a fall.

Although falls are associated with
increased mortality, death is often
unrelated to the fall itself. Rather,
falls may be a predictor of frailty or
greater disease burden than initially
indicated by the principal diagnosis.
Falls may also reveal important clini-
cal information, such as gait instabil-
ity, muscle weakness, and decreased
vision. Both inpatient and outpatient
falls highlight the need for creating a
safe environment in the home, which
is important in the transition from in-
patient to outpatient care. Patients
who fall in the hospital, particularly
those with multiple falls, are signifi-
cantly more likely to fall after dis-
charge than those who do not
experience an inpatient fall.4

MORNING REPORT
continued from page 4

In the morning, the intern ac-
knowledges the patient’s overnight
fall. Physical exam demonstrates no
signs of injury. According to the in-
tern’s note, the patient describes
the overnight fall as “a very light
fall.” Two days after his fall, the pa-
tient is assessed for the first time
by a physical therapist and is issued
a wheelchair due to his impaired
mobility. The patient’s mobility sta-
tus and fall are not further ad-
dressed by his physicians during
this inpatient stay.

Gait disturbance, muscle weak-
ness, and improper use of ambula-
tory devices are risk factors
associated with patient falls.5 Unfor-
tunately, many hospitals limit pa-
tients’ ambulation in an attempt to
decrease the short-term risk for falls.
This practice may put patients at
higher risk for deconditioning and in-
creased long-term risk for falls. An
American Academy of Nursing
Choosing Wisely recommendation
relates to this problem: “Don’t let
older adults lie in bed or only get up

into a chair during their hospital stay.
Walking while in the hospital is criti-
cal for maintaining functional ability.
For years, bed rest was thought to
be essential in overcoming illness or
injury, but evidence shows a lack of
walking increases the length of hos-
pital stays and the need for rehabilita-
tion services while elevating the risk
of falling after being discharged.”6

While it is counterproductive to
discourage patients with limited mo-
bility from ambulating, it is also nec-
essary to ensure that those with gait
or mobility problems have an appro-
priate level of support from staff to
ambulate safely while in the hospital.
Outpatient physical therapy is effec-
tive in reducing falls among older
adults in the community.7 The influ-
ence of inpatient physical therapy on
fall rates in the hospital is less clear,
although many inpatient fall preven-
tion initiatives include an exercise
component. In this case, the patient
was neither seen by a physical ther-
apist nor issued a wheelchair until
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after his inpatient fall. Earlier assess-
ment by physical therapy may have
benefited this high-risk patient with
limited mobility.

Despite the overnight nurse’s
documentation that the patient’s fall
was due to diarrhea, the intern fails
to address this or other underlying
causes of the fall. The intern reports
in the patient’s daily progress note
that Mr. J was constipated and con-
tinues to use a stool softener and
one laxative that he had been on pre-
viously. Ultimately, the patient is re-
leased home with no further
interventions related to the fall. The
inpatient fall is not reported in his dis-
charge documentation.

Good communication between
health care professionals is neces-
sary to achieve optimal patient care.
A variety of factors, including stabil-
ity and physical proximity of team
members, have been found to im-
pact interprofessional team function-
ing and improve communication
within the team.8 In this case, im-
portant clinical information was lost
in communication between the
night nurse, the overnight resident,
and the primary team. Information
was also lost in the patient’s transi-
tion from hospital to home due to a
failure to report Mr. J’s inpatient fall
in the discharge documentation.

Studies show that communica-
tion among health care providers is
best when teams have relatively
structured or standardized methods
of communication.9,10 Use of stan-
dardized forms based on the SBAR
(Situation, Background, Assess-
ment, Recommendation) method for
communication can improve subjec-
tive and objective measures of
handoff effectiveness in a variety of
clinical settings.10 Strategies for im-
proving communication between
health care professionals have been
put into place at many institutions,
but the data on these interventions
are lacking. A 2009 Cochrane review
found mixed evidence of the impact
of interdisciplinary bedside rounds
on clinical outcomes.11 More re-
cently, implementation of software
to automatically alert residents to
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events that occur during cross-cover
was found to improve residents’
perception of handoff accuracy and
decrease handoff time. The impact
of such a strategy on clinical out-
comes is as of yet unknown.12 Over-
all, research on communication
between health care professionals is
limited and often underestimates
the complexity of real-world interac-
tions.13 Some strategies for improv-
ing communication show promise,
but more research is needed on the
impact of interventions to improve
interprofessional communication on
health outcomes.
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dates in outpatient medicine by Neil
Argyle, MD (Boise VA Medical Cen-
ter), and Anna Golob, MD (Puget
Sound VA), and hospital medicine
by Michael Krug, MD (University of
Washington), and Imran Moham-
edy, MD (Providence Portland Inter-
nal Medicine Residency). Each
group addressed key questions in
general medicine over the last year.
Drs. Argyle and Golob cautioned on
the use of testosterone, aspirin for
primary prevention, and steroid in-
jections for shoulder impingement
syndrome and informed the audi-
ence on the use of gabapentin for
alcohol withdrawal. Drs. Krug and
Mohamedy discussed atrial fibrilla-
tion as the cause of cryptogenic
stroke, the risk of beta blockers

with spontaneous bacterial peritoni-
tis, and age-adjusted D-dimer refer-
ence ranges, among many other
topics.

We had five workshops focused
on diverse academic and clinical is-
sues, more than 40 poster displays,
a plenary session for the best sub-
mitted research/innovation/vignette,
and five oral vignettes by our col-
leagues, residents, and medical stu-
dents. Winners of the sessions
were Alisa Becker, MD (Best Oral
Vignette); Milla Kviatkovsky, MD
(Best Vignette Poster); Meghan
Kiefer, MD (Best Research Poster);
and Katie Iossi, MD (Best Clinical
Innovations Poster). Congratulations
to Andrew Wilper, MD, MPH (Clini-
cian-Educator), and Karin Nelson,

MD, MSHS (Clinician-Investigator),
who were the recipients of this
year’s regional awards.

Thanks to all who attended, our
reviewers, the planning committee
(Chair Erin Bonura, Bill Weppner,
Mike Krug, Carol Sprague, Chris
Wong, Melissa “Moe” Hagman,
Kay Johnson, Paula Wichienkuer,
Julie Silverman, Brinton Clark,
Danielle Orchard, Joe Simonetti,
Meghan Kiefer, Som Mookherjee,
Kate Mackey, and Brian Ricci), na-
tional SGIM office support (Kat
Cooper, Tracey Pierce), and all our
judges and distinguished faculty.
We appreciate your help in making
this one of the best meetings yet.
See you next year in Seattle.
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