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The Society of General Internal Medicine

ANNUAL MEETING UPDATE:
PART I Wrapping Up Wise, Wild, and Wonderful

Washington
Dawn DeWitt, MD, MSc, MACP, FRACP

Dr. DeWitt (dawn.dewitt@wsu.edu) is a clinical professor, associate dean of
clinical education, Spokane Clinical Campus, and associate chair, Department
of Medical Education and Clinical Sciences, Elson S. Floyd College of
Medicine, Washington State University, Spokane.

As chair of the 2017 Annual Meeting
devoted to “Resilience and Grit:

Promoting Organizational Change and
Preventing Burnout in GIM,” I am
pleased to report on the innovations
and successes of this meeting. Our
theme was both inspired and timely.
Suggested by Eileen Reynolds (2017
SGIM President) and adapted by
the program committee, the theme
inspired us all to think creatively and
be innovative in our actions just as
Council’s comments on the AHCA kept
SGIM membership at the forefront of
the current challenges facing physicians
and patients in the United States).

In early 2016, when the Program
Committee began to prepare for the
2017 annual meeting, we wanted to
address some daunting challenges. As
SGIM membership has grown over
the last several years, acceptance
rates had fallen. We wanted to in-
crease meeting submission accep-
tance rates so that more members
could present their work. After reviewing options and discussing edu-
cational evidence on learning and attention span, we redesigned the
meeting to focus on 60-minute sessions, thereby giving more mem-
bers a chance to share their work (see the “by the numbers” box). We

continued on page 10
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had no idea as to its national scope. I
was to start my health services re-
search fellowship at the University of
Pittsburgh the following July.

The 1991 meeting was my first
and, as luck would have it, the chair
was Wishwa Kapoor, who would be-
come a key mentor, and whose ap-
proach to research and leadership I
have since emulated throughout my
career. In addition, the people I met
and the workshops and abstracts I
attended exposed me to the breadth
and depth of general medicine in a
way that has been hard to shake.

I’ve attended many concerts since
1982 (sadly none of them included
Freddie Mercury) and I’ve attended
every SGIM National meeting, save
two, since 1991. Each year, it re-
mains the highlight of my year and is
the charge that I need to keep the
spark of academic generalism strong
within me. This year’s meeting
theme was devoted to resilience and
grit. That’s appropriate as the meet-
ing had been the best way to
recharge with like-minded colleagues.
Every time I recommend the Society
and meeting attendance to a medical
student or trainee, I know that it can
ignite a spark to choosing general
medicine as a career. The following
are similar sentiments from a couple
of Forum associate editors:

“The most striking aspect of the an-
nual meeting was the huge number
of attendees who are somehow in-
volved in the meeting—giving talks,
workshops, or posters. It really made
me appreciate the ethos of SGIM—
we are a very inclusive, participatory
organization—not one where a few
people are the leaders and the rest
are along for the ride.”

—Somnath
Mookerjee

Iattended my first rock concert in
1982: Queen at Madison Square

Garden—orchestra seats! There was
nothing like having a chance to see
Freddie Mercury live. Critics and fans
said he had the broadest vocal range
of any rock singer ever. I attended
my first Society of General Internal
Medicine National (SGIM) Meeting in
1991 in Seattle, Washington. What
does one have to do with the other?
Both are milestones in my life that I
can vividly remember and that I often
brag about to junior colleagues and
those who don’t remember what real
music was like.

As a young college student and
budding air guitar virtuoso, I admired
the talent and innovative music of
Queen, and the band was among my
favorite artists. As a primary care resi-
dent and later chief medical resident
at Jacobi Medical Center in the Bronx,
New York, I admired the commitment
and talent of Pam Charney and Steve
Hahn, my mentors, who inspired me
to pursue a career in academic gen-
eral internal medicine. The National
Meeting in 1991 was one of the first
glimpses of the career I wanted, but

FROM THE EDITOR

Why Is the National Meeting Important?
Reflections of an SGIM Groupie
Joseph Conigliaro, MD, MPH, FACP

Editor in Chief, SGIM Forum (editor.sgimforum2017@gmail.com)
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SGIM’s 2017 Annual Meeting
shone a bright spotlight on criti-

cal issues surrounding physician
wellness and resilience. It is clear
that just the day in and day out ex-
periences of being a doctor in
today’s healthcare environment can
cause burnout with serious implica-
tions for the affected clinicians,
healthcare organizations, and our pa-
tients. Many factors associated with
physician burnout, such as produc-
tion pressures and difficult-to-use
electronic health records, feel out of
our control. Yet, we are in control of
how we respond as individuals to
these pressures. We also create the
culture of medicine that is both a
source of psychological stress and
of inhibiting our willingness to ac-
cess helpful resources.

An understanding of culture and
its role in shaping societal behavior
is essential to the effectiveness of
all academic general internal medi-
cine physicians, whether it is in re-
search, teaching, administrative, or
patient care. My favorite definition
of culture is “the way we do things
around here.” Culture is the collec-
tion of individual and group norms
that are as ubiquitous as the air we
breathe, and, in many ways, as in-
visible. Seeking to change physician
behavior without an understanding
of the culture in which those behav-
iors exist is a recipe for failure. As

organizational behavior experts note,
“culture eats strategy for lunch.”
Cultures never develop by accident
and serve to advance powerful
(though not always positive) inter-
ests within a group.

Culture is especially apparent dur-
ing residency training. For me, the
dominant cultural norm during resi-
dency was one of being “strong.”
Not admitting a patient with border-
line indications from the emergency
room, succeeding at placing a chal-
lenging central line, getting a patient
to agree to a DNR status, and dis-
charging the patient who had been
sitting on the service for a long time
were all met with an enthusiastic
“strong work!” (and sometimes a
demonstrative high five) from our se-
nior residents. Equally powerful was
the desire to not do things that our
peers considered “weak,” such as
waking up the senior resident with a
clinical question that should have
been obvious to us, admitting a pa-
tient for primarily social reasons, or
not being able to cover your shift for
any health-related reason that did not
require you to be personally admit-
ted to the ICU.

A culture of strength has impor-
tant benefits related to ensuring
high quality, compulsive patient
care, appropriate resource utilization,
and cohesive teams. Yet, the down-
sides are considerable, as I learned

PRESIDENT’S COLUMN

Confronting a False Culture of Strength
Thomas H. Gallagher, MD, President, SGIM

An understanding of culture and
its role in shaping societal behavior
is essential to the effectiveness
of all academic general internal
medicine physicians, whether it is
in research, teaching, administrative,
or patient care.

continued on page 11
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early on in my residency. We had
admitted a middle-aged patient to
the coronary care unit with chest
pain. He had a history of coronary
artery disease, and we believed his
presentation was consistent with
unstable angina. I reviewed his
chest x-ray, which looked okay to
me, and reviewed it with the radiol-
ogy resident who concurred. So, we
started the patient on heparin, an
appropriate treatment for unstable
angina. He continued to have chest
pain on and off throughout the
night, which we treated with mor-
phine. The CCU was extremely busy
with complex patients that night.
The next morning on rounds we got
a frantic call from the attending radi-
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In 2005, as part of its “100,000
Lives Campaign,” the Institute for

Healthcare Improvement endorsed
the widespread use of rapid re-
sponse systems to identify and re-
spond to clinically deteriorating
inpatients outside of the intensive
care unit (ICU) prior to a life-threaten-
ing event. Since then, most hospitals
across the country have imple-
mented them in some form, individu-
alized to each institution’s needs. In
addition to potential improvement in
patient outcomes—such as emer-
gent ICU transfers, in-hospital cardiac
arrest, or mortality1—rapid response
systems are increasingly recognized
for the broader value they add to
health systems by supporting bed-
side nursing staff, fostering in-the-
moment patient advocacy, enhancing
a team-based approach to care, and
facilitating goals of care discussions.

At teaching institutions, internal
medicine house staff is often part of
a rapid response system multidiscipli-
nary team that works collaboratively

MEDICAL EDUCATION

Rapid Response Training Requires Complex Skill Development
Maralyssa Bann, MD

Dr. Bann (mbann@uw.edu) is an attending physician in Hospital Medicine at Harborview Medical Center and a faculty
member of the University of Washington School of Medicine.

continued on page 12

with nurses, respiratory therapists,
and other staff members to quickly
assess the patient, initiate medical
treatment, and decide on optimal dis-
position as indicated by patient and
system factors. It is challenging to
proactively prepare learners for these
complex and unpredictable encoun-
ters. Residents receive training in run-
ning ACLS/Code Blue situations, but
typically aren’t trained for the more
nuanced rapid response encounters.
Clinical triggers for rapid response ac-
tivation are individualized to each sys-
tem and can include a variety of
inputs (see Table 1). Responding clini-
cians must be prepared with a broad
set of skills: emergent assessment
and resuscitation, differential diagno-
sis generation and hypothesis-testing,
patient-centeredness, team-based
inter-professional communication,
and understanding of the hospital
system and culture. As compared to
ACLS, the complexity of a less-sick,
but less-defined, rapid response pa-
tient is challenging to put into repro-

ducible algorithms. To add to the
complexity, different training sites
may have important differences in
rapid response team members, ICU
transfer criteria, and available special-
ists and subspecialists. Table 1 out-
lines some of the differences
between skills required for effective
Code Blue management as com-
pared to what is needed for effective
rapid response management.

Rapid response systems are gen-
erally well received by house staff,
though self-reported perception of
educational benefits are mixed2,3 and
there is limited research regarding
the best methods for rapid response
education. Didactic lectures or com-
puter-learning modules can teach the
diagnostic thought process for com-
mon triggers, but these modalities
lack the benefits of real-world prac-
tice working within an inter-profes-
sional team in a time-sensitive,
stressful environment. Simulation-
based medical education can effec-

Table 1: Examples of “Code Blue” v. Rapid Response Skills

Code Blue Rapid Response

Trigger for Initiation - Cardiopulmonary Arrest - Tachypnea or Bradypnea
- Tachycardia or Bradycardia
- Hypotension or Hypertension
- Hypoxemia
- Dyspnea
- Altered Mental Status
- Chest Pain
- Severe Bleeding
- General Concern

Clinical Assessment - Airway - Comprehensive evaluation of triggering sign
- Breathing or symptom
- Circulation - Interpretation of patient, family, nursing concerns
- Cardiac Rhythm Interpretation - Integration of change in status with overall
- Reversible Precipitants disease process trajectory and management

Interventions - ACLS protocol, which may include: CPR, - Diagnostic evaluation, stabilization, and ongoing
venous access, advanced airway management of trigger and underlying etiology
management, cardiac defibrillation, - Symptom control
administration of advanced medical therapies, - Transfer to higher acuity setting, if consistent with
assessment for more specialized interventions patient goals of care

Communication - Leadership-focused - Patient-focused
- Distribution of care to team members - Shared decision making
- Task-oriented, “closed loop” feedback - Collaborative discussion
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In this unprecedented season of
health policy challenges to SGIM’s

core missions, it is vital that SGIM
strengthen its members’ ability to re-
spond and advocate for our patients,
practices, and programs. Therefore,
we are delighted that 20 participants
(scholars) and 10 experienced health
policy mentors gathered at this year’s
annual SGIM meeting to launch the
Leadership in Health Policy (LEAHP)
program. LEAHP, a national health
policy, career development program,
was created based on the successful
models of the TEACH (Teaching Edu-
cators across the Continuum of
Healthcare) and the Association of
Chiefs and Leaders in General Inter-
nal Medicine’s LEAD programs.

After spending a few months
reading primers on health policy and
advocacy, the group met for a half-
day session that included mini-lec-
tures, case-based presentations,
and interactive discussions on how
health policy is made, the Affordable
Care Act and the current state of
healthcare reform, the federal bud-
geting process and its role in re-
search funding, and how Medicare’s
Graduate Medical Education (GME)
policy shapes the physician work-
force. The LEAHP scholars and
mentors networked and began de-
veloping affinity groups on common
interests and activities.

The LEAHP scholars range from
resident to seasoned faculty with in-
terests in how policy impacts clinical
practice, education, and research.
Over the coming year, participants
will undertake a variety of Capstone
projects based on their interests and
expertise. These include developing
health policy curricula for students,
residents, and faculty, writing white
papers or op-ed pieces, leading work-

• Knowing the key structures and
functions of the US health care
system;

• Understanding the key players
and processes in the federal
health policy-making;

• Ability to critically evaluate
healthcare delivery and economic
models and to propose needed
changes and/or additions;

• Ability to explain the impact of
health care reform on the
practice of medicine, education,
and research; and

• Ability to advocate effectively
with policy-makers.

During the coming year, LEAHP
trainees will participate in the follow-
ing:

• Quarterly Webinars led by LEAHP
faculty with curriculum
presentations, case discussions,
etc.;

• Quarterly health policy/advocacy
teleconferences (available to all
SGIM members) for a health
policy update by CRD (SGIM’s
government affairs partners in
DC), “Washington Post” journal
clubs, and discussions of
pressing issues to build a
community of practice;

• Monthly phone calls with their
mentors to make progress on
their individual development plan
and Capstone projects, guide
learning, and discuss challenges
and opportunities;

• Membership in a health policy
subcommittee (education,
research or clinical practice);
participating in monthly calls and
health policy committee advocacy
activities;

shops at regional and the national
meeting, and engaging in analysis,
teaching, and advocacy on payment
topics, such as alternative payment
models and the Resource-Based Rel-
ative Value Scale (RBRVS).

Evaluation of the pre-course was
highly positive, and comments from
the scholars included the following:

“I liked the continuous engagement
through debates/table sessions. I
think that case-based examples… are
most effective for my learning and
would love to see that continue to be
incorporated in the curriculum.”
“I definitely came out of the session
with new ideas for my LEAHP year,
and loved interacting with my col-
leagues.”
“I felt that the actual content was fas-
cinating, and I liked how there were
activities throughout to keep us en-
gage and thinking.”
“I loved being “tested” to go out of
my comfort zone with the “break-
outs” at the end of each session.
That was really great higher level
thinking.”

The goals of the LEAHP program
are to develop SGIM members who
will become effective and active
health policy advocates and local
health policy experts, leaders, and
teachers; to offer health policy career
development resources and opportu-
nities to all SGIM members; and, to
develop an expanding, national cadre
of Health Policy Committee (HPC)
members and broaden engagement
in the Society’s health policy efforts.

LEAHP is a year-long program fo-
cused on health policy knowledge
and advocacy skills aligned with
SGIM’s core missions. The program’s
learning objectives include:

8

HEALTH POLICY

Leadership in Health Policy (LEAHP) Program Initiated at the 2017
Annual Meeting
Mark D. Schwartz, MD, and Thomas Staiger, MD

Dr. Schwartz (mark.schwartz@nyumc.org) is professor and vice-chair of Population Health at NYU School of Medicine,
past-chair of SGIM’s Health Policy Committee, and treasurer-elect of SGIM. Dr. Staiger (staiger@uw.edu) is a professor at
the University of Washington School of Medicine, medical director of the University of Washington Medical Center, and
chair of SGIM’s Health Policy Committee.

continued on page 13



The Society of General Internal
Medicine presented numerous

awards and grants during its Annual
Scientific Meeting, held April 19-22,
2017, at the Washington Hilton in
Washington, DC. SGIM is proud and
pleased to announce the recipients by
category. For more information about
SGIM’s awards, please visit https://
www.sgim.org/career-center/awards-
and-grants/2017-award-winners.

Recognition Awards
The Robert J. Glaser Award: Pre-
sented to Robert M. Centor, MD,
(University of Alabama at Birming-
ham), for outstanding contributions
to research, education, or both in
generalism in medicine. The award is
supported by grants from the Henry
J. Kaiser Family Foundation, the
Commonwealth Fund, and individual
contributors.

Elnora M. Rhodes Service Award:
Presented to Mitchell D. Feldman,
MD, MPhil, and Richard L. Kravitz,
MD, MSPH, (University of California
San Francisco and Davis, respec-
tively), for their outstanding service
to SGIM and its mission of promot-
ing patient care, research, and educa-
tion in general internal medicine.

Herbert W. Nickens Award: Pre-
sented to Marcella Nunez-Smith,
MD, MHS (Yale University), for a
demonstrated commitment to cul-
tural diversity in medicine.

David R. Calkins Award in Health
Policy Advocacy: Presented to Mark
D. Schwartz, MD (New York Univer-
sity School of Medicine), in recogni-
tion of his extraordinary commitment
to advocating on behalf of SGIM.

ACLGIM Chiefs Recognition
Award: Presented to Deborah Bur-
net, MD, MA (University of Chicago).
This award is given annually to the
general internal medicine Division

Presented to Joann G. Elmore, MD,
MPH, (Harborview Medical Center),
in recognition of a senior SGIM
member whose innovative research
has changed the way we care for
patients, the way we conduct re-
search, or the way we educate our
students. SGIM member contribu-
tions and the Hess Foundation sup-
port this award.

Outstanding Junior Investigator of
the Year: Presented to Yael Schenker,
MD, (University of Pittsburgh), for
early career achievements and over-
all body of work that has made a na-
tional impact on generalist research.

Mid-Career Research and Mentor-
ship Award: Presented to Joseph S.
Ross, MD, MHS, (Yale University
School of Medicine), in recognition of
mentoring activities as a general in-
ternal medicine investigator.

Best Published Research Paper of
the Year: Presented to Victoria L.
Tang, MD, (University of Califor-
nia–San Francisco), for her 2016 pub-
lication “Clinician Factors Associated
with Prostate-Specific Antigen
Screening in Older Veterans with
Limited Life Expectancy.” This award
is offered to help members gain
recognition for their papers that have
made significant contributions to
generalist research.

Founders’ Award: Presented to
Melissa Y. Wei, MD, MPH, SM, (Uni-
versity of Michigan), for her proposal
entitled “Chronic diseases and physi-
cal functioning: development and val-
idation of an ICD-coded
multimorbidity index.” The SGIM
Founders Award provides $10,000
support to junior investigators who
exhibit significant potential for a suc-
cessful research career and who
need a “jump start” to establish a
strong research funding base.

Chief who most represents excel-
lence in division leadership.

Lawrence S. Linn Award: Pre-
sented to Dana D. Hines, PhD
(George Washington University). This
award is presented to young investi-
gators to study or improve the quality
of life for persons with AIDS or HIV
infection.

The ACLGIM UNLTD (Unified
Leadership Training in Diversity)
Award: Recognizes junior and mid-ca-
reer faculty from underrepresented
groups with proven leadership poten-
tial. Recipients of this award receive a
training scholarship to attend the Leon
Hess Leadership Institute hosted by
ACLGIM. The 2017 recipients are Kier-
stin C. Kennedy, MD, MSHA, (Univer-
sity of Alabama at Birmingham), and
Tanyka S. Sam, MD, MPH, (The
Brooklyn Hospital Center Medicine).

The ACLGIM Leadership Award is
given to a member of the ACLGIM
who is within the first 10 years of
faculty appointment. It recognizes
skills in leadership in any number of
areas of academic medicine, includ-
ing clinical, educational, research or
administrative efforts. The 2017 re-
cipient of this award is Carrie A.
Herzke, MD, (Johns Hopkins Hospital
Hospitalist Program).

The Quality and Practice Innova-
tion Award: Recognizes general in-
ternists and their organization that
have successfully developed and im-
plemented innovative role model sys-
tems of practice improvement in
ambulatory and/or inpatient clinical
practice. The 2017 award was pre-
sented to GIM at Boston Medical
Center and Boston University School
of Medicine, Jeffrey Samet, Chief.

Research Awards
John M. Eisenberg National Award
for Career Achievement in Research:

9
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SGIM Announces Award Winners from the 2017 Annual Meeting
Francine Jetton, MA

Ms. Jetton (jettonf@sgim.org) is director of communications, Society of General Internal Medicine.
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had amazing engagement from
many fronts on everything from
how to best use limited meeting
space (e.g., room plus table options
to accommodate the burgeoning
number of interest groups) to re-
designing poster presentations with
video tutorials on best practices by
Steve Fihn and friends.

To increase the quality of pre-
sentations, Workshop Chairs Mukta
Panda and Waseem Khaliq devel-
oped a completely new peer review
rubric. The Program Committee
then worked to increase the quality
of accepted content overall by de-
veloping a peer review rubric for
each submission type. New rubrics
were posted online alongside sub-
mission criteria for transparency.

As the planning year progressed,
additional people were inspired by
the spirit of innovation surrounding
the meeting. SGIM staff members
Shelly Woolsey, Julie Machulsky,
Lisa Le, and Steve Scruggs de-
signed a new annual meeting Web
site look, launched a new meeting
app and conference library, and en-
hanced social media presence. The
new SGIM17 Conference Library in-
creased the value of the meeting to
attendees by allowing post-meeting
views of up to 30 sessions if they
were unable to attend during the
meeting. Recorded video sessions
include the Plenaries, Distinguished
Professor Keynotes, Special Sym-
posia, and Clinical Updates (see
Web site https://connect.sgim.org/
sgim17/program/library). Our Spe-
cial Symposia Chairs, Stewart Bab-
bott and Elizabeth Eckstrom,
designed a series of sessions and
recruited speakers for topics such
as preventing burnout, from devel-
oping personal skills to organiza-
tional approaches; resilience
programming brought in “physiol-
ogy of mindfulness” experts Aviad
Haramati; while SGIM star Mark
Linzer and others tackled the issues
of institutional change at all levels.
The Clinical Update Chairs, Gail
Pokorney and Paul O’Rourke, de-
signed a new SGIM-MED talk se-
ries to bring some spark to the

already excellent Updates format.
Mark Linzer and Colin West deliv-
ered an invigorating SGIM-MED talk
on Resiliency and Wellness, while
D.C. Dugdale, Karen Horowitz, and I
presented a SGIM-Med talk on Dia-
betes. MOC credit was available for
the first time at this meeting, an in-
credible value-add for meeting at-
tendees, thanks to the efforts of
MOC Chair Eric Green, the MOC
Task Force, and Evaluation Chairs
Bobby Baron and Somnath
Mookherjee.

There were so many highlights
during the meeting that it’s difficult
to name just a few. The Opening
Plenary session was full of fantastic
presentations—from resident Mau-
reen McCamley’s presentation high-
lighting the importance of home
visits to Eileen Reynolds’ Presiden-
tial Address “Reflections on Re-
silience” that reminded us of the
wisdom and persistence of our
members, our history, and our mis-
sion, as SGIM forges new advocacy
strategies to support our goals and
our members. The untimely fire
alarm did nothing to dampen the
spirit of the session and we should
congratulate ourselves, and the
speakers on staying calm in the
face of sirens and flashing lights!

Thursday, informally dubbed
“Celebrating Our Humanities Day,”
included additional special sessions:
a book club, a member-driven per-
formance venue showcasing partici-
pants’ artistic contributions and
discussion on how engagement in
the arts and humanities contributes
to personal resilience, and an
evening concert. This piano recep-
tion brought resilience and grit
home via Dr. Rich Kogan's perfor-
mance that intertwined Chopin’s
music with stories of his life.

Additional programming on Fri-
day and Saturday included a plenary
presentation from Vivian Lee, who
highlighted how one organization
vastly improved its quality and out-
comes by becoming more finan-
cially transparent and
accountable through physician-
led initiatives. Saturday morning

began with a fascinating armchair
discussion moderated by Steve
Fihn, featuring Tom O’Toole and
Erika Poethig, on the critical nexus
between housing and health. Then,
Madeline Sterling and Barbara
Turner hosted a panel of past
presidents of SGIM as they re-
flected on our history and mission.
About 550 audience members par-
ticipated in SGIM’s 40TH Anniversary
Symposium which actively engaged
senior and junior members to ‘look
back’ and ‘look forward’ about
SGIM’s past and future in an evolv-
ing health care system.

I’d like to thank the program
committee and the many submis-
sion reviewers. The astonishing
Margaret Lo, who co-chaired the
meeting two years running, con-
tributed weeks of work—her wis-
dom and incredible organizational
talents made the meeting a suc-
cess. Everyone on the SGIM staff,
from the indefatigable Sarajane
Garten, to the enthusiastic Lisa Le,
and the fantastically loyal and tal-
ented Kay Ovington, demonstrated
true resilience and grit!

Our three-pronged approach to
the theme—personal, workplace-
based, and systems-based—resulted
in a broad array of sessions with ex-
cellent attendance. Personally, I felt
invigorated by the shorter sessions—
knowing I could stand up and walk
every hour was refreshing, and I felt I
could attend more variety of sessions.

As we look forward to next
year’s meeting in Denver, with a
theme related to health information
technology, I am reminded of why
we are such a strong organization. I
look to each and every one of us to
carry each and every one of us for-
ward as we face the considerable
political challenges and many pro-
fessional, practice and personal is-
sues going forward. Please
volunteer to review, mentor, advo-
cate, and contribute to the 2018
meeting and to the mission of
SGIM—remember being connected
is a huge predictor of happiness
and health. See you in Denver!

SGIM

ANNUAL MEETING UPDATE: PART I
continued from page 1
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ologist, who was reading films from
the day before. He informed us that
the patient was having a massive
dissection in his ascending aorta.
The radiology attending came by
later to show us the dissection,
which was not subtle—we just
missed it. When the radiology at-
tending called, we told him we
wished we’d had that information
sooner, because about two hours
earlier the patient had coded and
died.

Our team was in shock. We hud-
dled on rounds to formulate a plan
for what the attending physician
was going to say to the family, who
was sitting in the waiting room.
Then, we put our heads down and
moved on to the next patient. I fig-
ured that this was what profession-
als do, and we never spoke again
about the case itself or how it af-
fected anyone on the team.

Research that we and others
have conducted on the emotional
impact that involvement in adverse
events and errors has on healthcare
professionals has highlighted this
important area of unmet need re-
lated to physician wellness.1 The
vast majority of physicians have
been involved in cases like these,
yet only 10 percent of physicians in
one survey reported receiving ade-
quate support from their institution.
Interestingly, the severity of the
emotional distress does not always
correlate with the level of harm the
patient experienced. For some
physicians, involvement in a near
miss, especially if it had potential to
seriously harm the patient, evokes
considerable emotional distress.

The consequences of this dis-
tress are equally apparent: anxiety,
poor sleep, loss of confidence, and
sometimes suicide. For some clini-
cians, the emotional response re-
sembles PTSD, with persistent and
bothersome intrusive reflections and
flashbacks. Yet, the impact extends
far beyond the affected clinicians—
physicians who experience distress
after an error are more likely to
make subsequent errors. I have no
doubt the patients we rounded on

Our choices in how we respond
to adverse events and errors have
important implications for our long
term personal and professional
growth. Peggy Plews-Ogan and col-
leagues interviewed 61 physicians
who had been involved in significant
errors to explore the factors associ-
ated with clinicians learning and
adapting positively.3 Physicians who
reported positive growth after the
harmful error were more likely to
have disclosed the error to the pa-
tient and family, talked about what
had happened with colleagues or
others in a way that acknowledged
the mistake and diminished their
isolation, forgave themselves, and
devoted energy to preventing recur-
rences and improving teamwork.

The culture of strength from my
days as a resident had short-term ap-
peal in terms of establishing comfort-
ing ground rules in a chaotic and
disorienting clinical environment. But,
over time, I came to see that in more
productive and supportive medical
cultures, true strength lies in a will-
ingness to acknowledge the emo-
tional impact that practicing medicine
has on all of us, both on a daily basis
and in the face of individual traumatic
experiences. SGIM members can
lead the way in reshaping “the way
we do things around here,” role
modelling productive and supportive
approaches to coping with dips in our
emotional well-being.

References
1. Waterman AD, Garbutt JM, Hazel

E, et al. The emotional impact of
medical errors on practicing
physicians in the United States
and Canada. Jt Comm J Qual
Patient Saf. 2007;33(8):467-476.

2. White AA, Brock DM, McCotter
PI, et al. Risk managers’
descriptions of programs to
support second victims after
adverse events. J Healthc Risk
Manag. 2015;34(4):30-40.

3. Plews-Ogan M, May N, Owens J,
et al. Wisdom in medicine: what
helps physicians after a medical
error? Acad Med. 2016;91:233-
241. SGIM

next in the CCU did not receive the
attention they deserved from us.

Fortunately, in the decades since
this case happened, important new
resources and programs have been
developed to support clinicians after
adverse events and medical errors.
Formal initiatives to “care for the
caregiver” are being implemented,
often as part of a more comprehen-
sive Communication and Resolution
Program. Many of these new pro-
grams are based around a peer sup-
port model, in which clinicians in
various specialties are trained to offer
support to their colleagues.2 When
the need for support extends beyond
what these peer supporters can
offer, formal processes are in place
for referral to trained mental health
professionals and fitness to work
evaluations.

While these programs are a posi-
tive development, important barriers
limit their impact. For example, some
physicians question whether such
support is effective and confidential
or have difficulty taking time away
from work. This culture of strength,
where acknowledging the emotional
impact of adverse events and errors
on oneself and being open to sup-
port is seen as a sign of weakness,
can prove doubly toxic. It can in-
crease the probability of adverse
events and errors, and also limits our
ability to get support when such
events occur.

Some peer support programs
don’t wait for the affected clinician
to ask for help, but rather involve
proactive outreach after adverse
events and errors with an offer of
support from a colleague. Yet, even
active outreach has limited impact
when clinicians reflexively respond
that “they’re fine” and brush off the
need for support. Other professions
involving first responders and other
high-stress occupations that can be
involved in accidents—such as law
enforcement, firefighters, and air
traffic controllers—take a much
more proscriptive approach, mandat-
ing time off and clearance from a
mental health professional before
return to work.

PRESIDENT’S COLUMN
continued from page 3
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MEDICAL EDUCATION
continued from page 4

tively teach teamwork, communica-
tion, and leadership skills during cri-
sis situations,4 and may serve as a
useful augment especially if inte-
grated into ongoing educational activ-
ities.5 An important aspect of rapid
response implementation may be
that it allows junior trainees to feel
more comfortable involving supervis-
ing physicians in the assessment of
decompensating patients6 who can
provide additional educational oppor-
tunities such as role-modeling and in-
the-moment feedback.

A set of nine skills is proposed in
Table 2 to guide resident preparation
for rapid responses and to frame di-
rected feedback from team mem-
bers. These skills are based on the
unique requirements of a rapid re-
sponse as noted above, literature re-
view of barriers to successful rapid
response team activation, and the
author’s personal experience per-
forming and supervising rapid re-
sponses. Additional studies are
warranted to identify optimal educa-
tional strategies, including curricular
content and modality, in order to
best prepare resident physicians to
manage a clinically deteriorating pa-
tient in the patient-centered, team-
based context of a rapid response
activation.

6. Stevens J, Johansson A, Lennes
I, et al. Long-term culture change
related to rapid response system
implementation. Med Educ.
2014;48(12): 1211-1219. SGIM
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Table 2: Nine Skills for Trainees on Rapid Response Teams

1. Prepare ahead of time: understand the differential diagnosis and basic workup for common triggers of rapid-responses

2. Show up: when called, respond promptly at bedside; there is no substitute for face-to-face interaction

3. Introduce the rapid-response team: explain the role of the team and its members to the patient and any family members
or surrogates at bedside

4. Listen carefully: engage the patient, family members, and bedside staff to elicit concerns triggering the rapid-response as
well as the patient’s hospital course and goals of care

5. Make a plan: assess the patient to determine appropriate diagnostic and/or therapeutic interventions based on rapid-
response trigger and underlying etiology, guided by patient goals

6. Probe for understanding: use patient-centered language to explore and confirm patient understanding and agreement to
interventions or monitoring offered, including potential escalation of care to ICU; if there is discrepancy, seek assistance
from a supervising physician

7. Give a clear timeline: if the patient is to transfer to the ICU, communicate directly with the accepting team and provide
anticipatory counseling to the patient regarding next steps; if temporizing measures are to be attempted prior to escalation
of care, provide a specific monitoring plan including who will follow-up and when, as well as specific parameters to recall
the rapid-response team prior to planned follow-up

8. Communicate clearly and thoroughly: ensure the patient, family members, bedside nursing/support staff, and rapid-response
team members have clear understanding of management and follow-up plans; understand institutional culture regarding
whether other team members should be notified (e.g. supervising physician, ICU physician, etc.)

9. Use team members’ expertise: if there is confusion or disagreement about disposition, seek additional input from members of
the rapid-response team, bedside nurse, unit charge nurse, nursing supervisor, ward supervising physician, or ICU physician
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• Reading and contributing to
resources curated on SGIM’s
Advocacy Web site, including a
core set of books, key papers,
online sources on policy basics,
and news feeds on health policy;

• Direct advocacy at SGIM’s Hill Day
in Washington, DC, March 2018.

At the national meeting in Denver
in April 2018, a new cohort of
LEAHP scholars will be welcomed.
And we will celebrate the accom-
plishments of the first graduating co-
hort of LEAHP scholars. The call for
applications for the 2018-19 LEAHP

improve the likelihood of acceptance
to the program. To sign up for a sub-
committee or for more information
about committee participation,
please contact Ms. Francine Jetton
at jettonf@sgim.org. Accepted appli-
cants will be notified in January.

In this year in which SGIM has
announced a fund-raising campaign
devoted to advocacy, the LEAHP pro-
gram aims to prepare a diverse set
of health policy scholars and advo-
cates that can represent our patients
and SGIM’s missions. We look for-
ward to seeing your application for
the 2018 LEAHP program! SGIM

cohort will be sent out in August and
applications will be accepted until
November 16th. For more informa-
tion, please go to SGIM’s Health Pol-
icy Web page: http://www.sgim.org/
communities/advocacy/leadership-
in-health-policy.

Passions for learning and for
making a difference are the essen-
tial attributes for LEAHP scholars,
but no prior health policy expertise
is required. We encourage prospec-
tive LEAHP applicants to sign up for
one of our Health Policy Committee
Subcommittees (clinical practice, ed-
ucation, research) which can help

continued on page 14
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National Institute on Drug Abuse
(NIDA) - Mentored Training Award in
Substance Use Disorder Treatment
Science Dissemination: Presented to
Tiffany Y. Lu, MD, (Montefiore-Ein-
stein). Supported by the National In-
stitute on Drug Abuse (NIDA) from
the National Institutes of Health
(NIH) and sponsored by the Society
of General Internal Medicine (SGIM).

Clinician-Educator Awards
National Award for Career Achieve-
ments in Medical Education: Pre-
sented to Daniel R. Wolpaw, MD,
(Penn State College of Medicine), for
a lifetime of contributions to medical
education.

Frederick L. Brancati Mentorship
& Leadership Award: Presented to
Margaret C. Lo, MD, (University of
Florida). The Brancati Award honors
an individual at the junior faculty level
who inspires and mentors trainees to
pursue general internal medicine and
lead the transformation of health
care through innovations in research,
education, and practice.

National Award for Scholarship in
Medical Education: Presented to
Abby L. Spencer, MD, MS, (Cleve-
land Clinic), for her individual contri-
butions to medical education in one
or more of the following categories:
Scholarship of Integration, Scholar-

ship in Educational Methods and
Teaching, and Scholarship in Clinical
Practice.

Mid-Career Mentorship in Educa-
tion Award: Presented to Alda Maria
R. Gonzaga, MD, MS, (University of
Pittsburgh School of Medicine). This
award recognizes the mentoring
activities of general medicine edu-
cators who are actively engaged in
education research and mentorship
of junior clinician educators.

Presentation Awards
Mack Lipkin Sr. Associate Member
Awards are presented to the scien-
tific presentations considered most
outstanding by students, residents
and fellows during the 2017 SGIM
annual meeting. Awards are made
based on participant evaluations of
the presentations and are endowed
by the Zlinkoff Fund for Medical Edu-
cation. The award winners for 2017
are as follows:

• Anna Goldman, MD, (Cambridge
Health Alliance), “Early Impacts
of the ACA on Out-of-Pocket and
Insurance Premium Spending”

• David Levine, MD, MA, (Brigham
and Women’s Hospital and
Harvard Medical School),
“Hospital-Level Care at Home for
Acutely Ill Adults: A Pilot

Randomized Controlled Trial”
• Adam Markovitz, BS, MD/PhD

Candidate, (University of
Michigan), “Incremental Effects
of Antihypertensive Drugs: An
Instrumental Variable Analysis of
the SPRINT Trial”

Milton W. Hamolsky Junior Fac-
ulty Awards are presented to the sci-
entific presentations considered most
outstanding by junior faculty during
the 2017 SGIM annual meeting.
Awards are made based on partici-
pant evaluations of the presentations
and are endowed by the Zlinkoff Fund
for Medical Education. The award
winners for 2017 are as follows:

• Michael Barnett, MD, (Harvard
T.H. Chan School of Public
Health), “Emergency Physician
Opioid Prescribing Patterns and
Risk of Long-Term Use”

• Melissa Wei, MD, (University of
Michigan), “Multimorbidity and
Physical and Cognitive Function
in Nationally-Representative US
Adults: Performance of a New
Multimorbidity-Weighted Index”

• Renuka Tipirneni, MD, (University
of Michigan, Michigan Medicine),
“The Impact of Michigan’s
Medicaid Expansion on Low-

HEALTH POLICY
continued from page 8
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Income Enrollees’ Functional
Status, Ability to Work, and
Employment: A Mixed Methods
Study”

SGIM Clinical Vignette Oral
Presentation Award recognizes the
best presented clinical case by a
medical students, internal medicine
residents or GIM fellows (not fac-
ulty) at the SGIM National Meeting.
This year’s recipient is Kaylan
Christopher, MD, (New York Presby-
terian–Columbia), “Don’t Always
Follow Your Heart: A Caveat to
Troponon-T.”

Outstanding Quality & Patient
Safety Oral Presentation Award rec-
ognizes the most outstanding oral ab-
stract presentation related to quality
assessment, gaps in quality of care,
medical errors, quality improvement
or patient safety in the inpatient or
outpatient setting at the SGIM Na-
tional meeting. This year’s awardee is
John Mafi, MD, MPH, (David Geffen
School of Medicine, UCLA Depart-
ment of Medicine), for the abstract
entitled “Evaluation of Choosing
Wisely

TM
Intervention to Reduce Low

Value Preoperative Care for Patients
Undergoing Cataract Surgery at a
Safety Net Health System.”

Women’s Health Oral Abstracts
Award: Carolyn Gibson, PhD, MPH,
(San Francisco VA Medical Center),
for “Interpersonal Violence, Post-
Traumatic Stress Disorder, and Age-
Related Genitourinary Dysfunction in
Women.”

Best Geriatrics Research Poster
Presentation: Maria Patanwala, BA,
(University of California, San Fran-
cisco), for “Prevalence, Severity, and
Factors Associated with Multi-dimen-
sional Symptoms in Older Homeless
Adults: Results from the HOPE
HOME Study.”

Best Geriatrics Research Oral Ab-
stract: Timothy Anderson, MD, (Uni-
versity of California, San Francisco),
for “Changes to Outpatient Hyper-
tension and Diabetes Medications in
Older Adults Following Unrelated
Hospitalizations.”

Best Cancer Research Oral Pre-
sentation Award: Leland Hull, MD,

(Boston VAMC), for “Screening
Rates for Genetic Counseling Refer-
ral are LOW Among a National Sam-
ple of Women at Risk for a BRCA
Mutation.”

Best Cancer Research Poster Pre-
sentation Award: Arjun Theertham,
MD, (Creighton University) for “Inci-
dence of Colorectal Carcinoma Fol-
lowing Lung or Heart Transplant–A
Descriptive Study Using the UNOS
Database.”

SGIM

FROM THE EDITOR
continued from page 2

“Every time I give a lecture or a moti-
vational talk on the topic of burnout, I
begin with the caveat that I hate talk-
ing about burnout; I want to talk
about the good things. So, I was
pleased that the organizers of SGIM
2017 chose to emphasize “Resilience
& Grit,” as opposed to their absence.
As clinician educator, I’m constantly
searching for new ways to access the
deep wells of meaning that lie be-
neath our work, and I found the many
workshops and presentations on nar-
rative medicine particularly inspiring. I
also found it fitting that we gathered
in our nation’s capital at a time when
our patients and our healthcare sys-
tem require our advocacy and ac-
tivism more than ever. Leaving SGIM
feeling energized and recommitted to
our work is nothing new, but there’s
nothing like a march on Washington
to punctuate the experience.”.

—Gaetan
Sgro

As is the tradition, the August
issue of SGIM’s Forum is dedicated
to our Annual Meeting where read-
ers will see engaging photographs,
read incisive recap essays, and con-
gratulate again the award winners. In
addition, we recap the 40

th
annual

event celebrating Generalism, the
LEAHP program, and a piece on resi-
dency competencies around rapid re-
sponse teams.

SGIM
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Summary of the Event
The SGIM 40th Anniversary Sympo-
sium, on the last day of the National
Meeting in April 2017, actively en-
gaged senior and junior members to
“look back” and “look forward”
about SGIM’s past and future in an
evolving health care system. The
symposium had two components:
First, four past presidents from each
of four decades since SGIM’s found-
ing offered brief reflections about the
key issues confronted by SGIM at
the time and ways in which it ad-
vanced academic general medicine.
Second, SGIM leaders* directed dis-
cussions by attendees at each table
about future directions for SGIM in
response to one of three questions:
1) How can SGIM grow as a leading
organization in GIM? 2) How can
SGIM expand its role in healthcare
delivery research and primary care
practice redesign? and 3) In what
ways can SGIM encourage trainees
to pursue GIM?

For each table of attendees, a
designated scribe took notes about
the discussion and submitted them
to the session leaders. Notes were
analyzed using ATLAS.ti qualitative
software.

Results
Fifty-two SGIM leaders served as
table leaders for this event that had
533 attendees. Of 46 table groups,
43 (93 percent) submitted notes re-
garding discussions about at least
one question, with 40 percent an-
swering more than one question.
The following section describes
themes that emerged from the dis-

4) SGIM should partner with
other generalist societies to in-
crease our voice in health care re-
form (16 tables).

“We need to align forces with
STFM, Pediatric societies, AAFP,
ACOG.”

Question 2. What are ways for
SGIM to expand its role at the
forefront of research on health-
care delivery and primary care
practice redesign?
Groups at only six tables responded
to the second question about pri-
mary care practice redesign and all
endorsed SGIM’s health policy advo-
cacy as the most effective way to
operationalize our role in primary
care practice redesign. Four groups
suggested collaborating with other
like-minded societies and organiza-
tions on this effort.

“SGIM should team up with fam-
ily medicine and pediatrics to see
how they are doing this. Why re-in-
vent the wheel?”

In addition to policy efforts,
five groups recommended that
SGIM should promote research by
directly addressing practice transfor-
mation. Suggestions included using
the annual meeting, publications,
and webinars to showcase health
services research related to health
systems and primary care practice
redesign in which our members are
engaging.

“SGIM’s annual meeting, the
Forum and JGIM would be great
outlets to showcase current efforts
and work of leaders in these areas.”

cussion about each of the questions
with illustrative quotes.

Question 1. How can SGIM con-
tinue to grow as a leading organi-
zation and integral voice in aca-
demic general internal medicine?
Attendees at 25 tables discussed
this question about SGIM’s role as a
leading organization and the follow-
ing four key themes emerged:

1) Trainees are critical for growth
(25 tables).

“Students, residents, and fellows
are our future. We must find a way
to get them to our meetings, and get
them excited about general internal
medicine. If the spark is lit early, it
often stays lit”

2) SGIM needs to continue advo-
cating for patients through its health
policy work at the regional and na-
tional level (24 tables).

“Lobbying for our values, for so-
cial justice—this is key. Especially
now.”

Several related comments urged
SGIM to invite patients to meetings
as some other organizations have
done.

“Patients have the opportunity to
attend other medical conferences and
meet with researchers and physicians.
Perhaps SGIM could consider this.”

3) SGIM should further increase
its efforts to integrate hospitalists (15
tables).

“SGIM members are general in-
ternists. That means we are primary
care doctors and hospitalists. We
need to include hospitalists more,
particularly as transitions of care work
and QI aligns us more than ever.”
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Insights from SGIM’s 40th Anniversary Symposium: Learning from the
Past and Preparing the Future
Madeline Sterling, MD, MPH, and Barbara J. Turner, MD, MSEd

Dr. Sterling (mrs9012@med.cornell.edu) is an AHRQ health services research fellow at Weill Cornell Medical College and
the associate member representative on SGIM Council. Dr. Turner (turner@uthscsa.edu) is the James D. and Ona I. Dye
Professor of Medicine at the University of Texas Health San Antonio and a past president of SGIM (2005-2006).

continued on page 16
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“Special symposium on these
topics—at annual meetings or at
webinars”

Question 3. How can SGIM
continue to encourage medical
students and residents to pursue
general internal medicine as a
career specialty?
Groups at 30 tables discussed pro-
moting GIM as a career. Related to
the theme of engaging trainees from
the discussion about the first ques-
tion, many endorsed attendance by
trainees at regional and annual meet-
ings to stimulate enthusiasm about
GIM as career. Another strategy was
offering more trainee scholarships
and travel stipends, suggested by
groups at 25 tables.

“We must encourage students
and residents to attend. SGIM ought
to offer more scholarships and travel
stipends.”

Fostering and growing the GIM
pipeline was a theme from discus-
sions at 25 tables. Specific ways to
accomplish this included: payment re-
form, decreasing burnout, increasing
mentoring at the institutional level as
well as at regional and annual SGIM
meetings; involving trainees in GIM
and health services research; expand-
ing the “Proud to Be GIM” campaign;
and offering leadership opportunities
for trainees within SGIM.

”The pipeline is the key to our
success. In order to inspire the next
generation, SGIM must continue to
do what it does best—mentor!”

Next Steps
The newly identified member-driven
themes were the subject of lengthy
discussion by the SGIM Council dur-
ing its June 2017 retreat. Council
identified initiatives that are already
underway related to themes from
the Anniversary Symposium, such
as:

• SGIM’s new year-long Leadership
in Health Policy (LEAHP) course,
that teaches SGIM members to
become effective and active
health policy advocates, local
health policy experts, leaders,
and teachers.

• The Primary Care Collaboration
(PCC), a newly formed
consortium of GIM, family
medicine, and pediatric societies
which is working to advance
policies that support generalists.

• The Hospital Medicine Task
Force, which works to better
engage and incorporate
hospitalists within SGIM.

• The #ProudtoBeGIM Campaign,
that aims to cultivate the next
generation of general interests.

• The Young GIM Scholars
program, which offers
scholarships for medical students
and residents to attend the
annual SGIM annual meeting.

Thus, in addition to improving
how ongoing activities are commu-
nicated to SGIM members at large,
the themes from the Symposium

provided an impetus to advance ad-
ditional initiatives. Specifically, Coun-
cil committed to further developing
initiatives that align with SGIM’s six
strategic priorities: 1) Improving the
work environment, 2) fair reimburse-
ment for primary care providers, 3)
increasing the value of SGIM for
members, 4) increasing career de-
velopment opportunities, 5) leader-
ship in cutting-edge issues, and 6)
growing SGIM membership at a
healthy rate.

Although the data presented
herein reflects suggestions from
only a subset of SGIM’s members,
the themes are likely to resonate
within a broad membership. This
conversation needs to be continued
into the next year as we celebrate
our previous successes as a thriving
organization but also consider ways
to increase its role in advancing the
role of GIM in education, research,
clinical care, and national health pol-
icy. Additionally, upcoming annual
meetings might consider adopting
this event’s format to solicit the per-
spectives of members about SGIM’s
future.

* Leaders were defined as past
presidents, current and former
council members, current and for-
mer regional leaders, chiefs of
GIM divisions, and current and for-
mer committee and/or task force
members. In addition, we sought
to achieve a geographically repre-
sentative sample. SGIM

ANNUAL MEETING UPDATE: PART III
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