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T he Federal Government,
through Medicare, is the larg-
est single source of money for

graduate medical education (GME).
When the Prospective Payment System
started in 1983, two add-ons to the
basic DRG were created for GME. The
one for direct medical education
(DME) was supposed to pay for the
actual costs of educating residents and
fellows. This has become a fixed
amount per trainee per year multiplied
by the percentage of hospital discharges
who are Medicare beneficiaries. The
amount varies between hospitals. It was
calculated using cost data from a base
year in the 1980s including resident

stipends, faculty salaries, and adminis-
trative costs, and has been adjusted for
inflation since then. The add-on for
indirect medical education costs came
about to compensate hospitals for the
added costs that are supposed to be due
to having trainees care for patients and
to the more complex case mix seen in
teaching hospitals. This was originally
set at 11.1% of the basic DRG amount
and has been decreased in steps to 7.4%
on average. The IME adjustment var-
ies with how many trainees a hospital
has per bed, so major teaching hospi-
tals get the most money.

Medicare reform may be a very im-
portant issue in Congress in 1997. The

trust fund for Part A of Medicare,
which pays for hospital care and du-
rable medical equipment, will be bank-
rupt in 3 or 4 years while the increas-
ing costs for Part B, a majority of which
is paid for out of general Federal rev-
enues, threaten to send the Federal defi-
cit shooting up again. In the last Con-
gress, Republicans tried to reduce the
rate of increase in Medicare costs by
$270 billion over the next few years
while Democrats suggested smaller re-
ductions. Even though Republicans
controlled both houses of Congress
they were unable to overturn a Presi-
dential veto. They then suffered sub-

Although the 1997 annual na-
tional meeting seems far  away,
the Precourse Selection Com-

mittee has completed the precourse
program. As the Precourse Chair, I have
been fortunate to have great assistance
with this project, including Dr. Sally
McNagny, Program Co-Chair; Dr.
Mary Lee, Precourse Co-Chair; and, of
course, Elnora Rhodes, SGIM Execu-
tive Director, to advise and coordinate
the effort. At one point I commented
that many individuals would not ex-
pect precourse selections to be already
underway, Elnora replied, “The meet-
ing is all I think about! Doesn’t every-
body?”

In creating the precourse program,
we received submissions from mem-
bers, invited submissions from a few of
the most highly-rated 1996 meeting
workshops, and also invited individu-
als for specific topics based upon sug-
gestions from members after last year’s
meeting. We had several goals for plan-
ning precourses:
1. Include “Managed Care,” the over-

all theme of the meeting.
2. Expand the depth of research pre-

courses.
3. Offer clinical topics of high rel-

evance and interest
4. Provide a Clinician-Educator focus

SEE “BATTLEGROUND?” PAGE 6
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NAVAPAM Meeting Highlights Clinical Computing
Thomas A. Parrino, MD
NAVAPAM Past President

NAVAPAM (National Association
of VA Physician Ambulatory Manag-
ers) is a group of VA physicians dedi-
cated to advancing ambulatory care
within the VA system, a system which,
for many years, had been bound to its
inpatient programs. Each year,
NAVAPAM hosts an annual meeting
to address important issues which have
arisen in the practice of primary care
medicine in ambulatory settings. Last
year’s successful gathering, organized by
Dr. Dennis Cope, focused on managed
care and featured speakers from large
private sector health care organizations.

This year, Ken Klotz, MD, Associ-
ate Chief of Staff for Ambulatory Care
at VAMC Indianapolis, Dr. Cope, and
Arnold Gass, MD, ACOS for Ambu-
latory Care at San Diego, organized
another highly-successful meeting. Tak-
ing advantage of the innovative pro-
gram in clinical data management at
Roudebush VA Medical Center in In-

dianapolis, which is closely tied to the
University of Indiana/Regenstrief In-
stitute data system, the organizers de-
vised a program to showcase this land-
mark collaboration between govern-
ment and the private sector. The meet-
ing also provided an opportunity for
VA computing experts to demonstrate
many new programs designed to assist
busy clinicians in their efforts to de-
liver high-quality care to veterans.

The program opened with a keynote
address by Dr. Ron Gebhart, Chief
Consultant for Primary Care, VA
Headquarters. Ron described many re-
cent advances in the delivery of ambu-
latory care to veterans, focusing on the
importance of a unified, online data
management system for tracking the
progress of individual patients and pro-
viding useful information for practice
management and assessment of clini-
cal quality. Ron was followed by Dave
Albinson, newly-appointed Chief In-

formation Officer for VHA, who
painted a clear and impressive picture
of VA’s goals and objectives in the area
of computerized clinical data manage-
ment.

Clayton Curtis, Chief Information
Systems Architect, VAMC Boston,
then discussed the evolution of VA’s
clinical information system. Clayton
went on to discuss the evolution of a
computer-based patient record. Cur-
rently, the computerized record is avail-
able to most clinical services, although
it has not been uniformly imple-
mented. At present, laboratory, radiol-
ogy, pharmacy, problem lists, and dis-
charge summaries are uniformly avail-
able, with order entry, clinical imaging,
and text management capabilities soon
to follow. An interim step, Patient Care
Encounter, will capture encounter data
and provide a number of new clinical
items to clinicians in the field. Follow-
ing this, Curtis indicated, would come
the true implementation of artificial in-
telligence, with data-based clinical sup-
port systems, online databases, and in-
teractive systems for clinical decision
support. Combined with Internet links,
VA’s clinical information system will
place an array of tools on the desktop
of every practicing clinician. An impor-
tant innovation is CIRN (Clinical In-
formation Resources Network), which
is designed to support care in VA’s 22
Integrated Service Networks. CIRN
will make it possible for clinicians to
access information about all the activi-
ties of patients receiving VA care
throughout the network, so that all the
information about a patient treated for
coronary artery disease at one facility,
an orthopedic problem at another, and
admitted at a third, will be available to
all the clinicians at all the sites, thus
improving the basic aspects of clinical
decision making.

Following the presentations by
Albinson and Curtis, Dr. Clem Mc-
Donald, Distinguished Professor, Indi-
ana School of Medicine, and one of the
originators of Indiana’s landmark

Although the debate over who
should measure the quality of medical
care has not been resolved, it is clear
that the demand for information on
managed care organizations continues
to increase. The primary drivers of this
trend are the large purchasers of health
care (large corporations, employer coa-
litions, and the federal government)
and the media, often with anecdotal
stories about denial or delays of neces-
sary care. Whatever the reason, there is
no question that measurement is here
to stay and that patient satisfaction sur-
veys and measures of preventive care are
not sufficient to allay public anxieties
over managed care. Increasingly, health
plans are being asked to demonstrate
objectively that timely and appropri-
ate care is provided for acute and
chronic medical conditions. However,

providing data that is both valid and
useful requires more sophisticated
methods than have previously been
available.

One Organization that has taken a
leading role in attempting to address
these concerns is the National Com-
mittee for Quality Assurance. NCQA’s
two major roles are accreditation of
health plans and the measurement of
their performance through its Health
Plan Employer Data and Information
Set (HEDIS). The newest version
(HEDIS 3.0) has now been released for
1997 reporting and represents a signifi-
cant new development in the field of
health plan performance measurement
and quality assessment in general. What
makes this data set different and how
does it compare to others? Why is it

HEDIS 3.0 and the Evolution of Health
Plan Performance Measuring
Wade M. Aubry, MD
Blue Cross Blue Shield Association

SEE “HEDIS 3.0” PAGE 8 SEE “MEETING HIGHLIGHTS” PAGE 5
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One of the
most reward-
ing aspects of
p r a c t i c i n g
medicine is
the degree to
which we can
peek into the
lives of persons
very different
and distant
from our-
selves, strang-

ers who we would never encounter in such
a personal way but for our vocation. At
such times, the experience can be intensely
meaningful. We all have such experiences.
Occasionally, I have tried to capture the
moment on paper….

The ringing of the telephone in a
dark on-call room always startled me,
even far into my internship (after I had
stopped sleeping with my shoes on).

“Hello” I answered dully, my heart
pounding.

“Dr. Tierney?”
“Yeah.”
“I have an IV that needs re-starting.”
“Who?”
“24B - Bridgewater.”
“The quad?”
“Yeah.”
My heart sank. Donny Bridgewater

had a C6 transection that he acquired
in an automobile accident. His arms
were of little use except as IV sites for
treating his innumerable urinary tract
infections and decubiti. Every house
officer on campus had treated him at
some time or another.

“What’s he getting?”
“D5 half-normal.”
Hope! If he were only getting flu-

ids, perhaps the IV could wait until
morning!

“...and tobramycin.”

Groan! No way out. “Okay. I’m
coming.” I kicked off my blanket, sat
up, and pulled on my shoes. My room-
mate rolled over.

“Bilgewater?” [I always wondered if
the cynical housestaff and students even
recognized the reference to Huckle-
berry Finn.]

“Yeah.”
“Good luck.” He meant it.
The walk to the ward was punctu-

ated by yawns. After picking up an IV
tray at the nurse’s station, I walked to
his room and turned on the grossly in-
adequate light, a single yellowed bulb
at the head of his bed.

“Hi, Donny. I’m Dr. Tierney. I’m
here to re-start your IV.”

He glanced up, lanced me with an
expression that was a mixture of dis-
dain and indifference, then closed his
eyes and ignored me. As I cleaned his
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Two important faculty development
programs targeted toward under-
represented minority faculty who are
planning or beginning careers in aca-
demic medicine have recently an-
nounced the current year’s application
cycle and made a call for interested ap-
plicants. These two programs are the
Association of American Medical Col-
leges (AAMC) Health Services Re-
search Institute and the Robert Wood
Johnson Minority Medical Faculty De-
velopment Program. Neither program
is focused only on those in general in-
ternal medicine or generalist careers,
but rather are open to applicants from
any discipline within medicine. Both,
however, have had a number of train-
ees from general internal medicine and
other generalist fields and these indi-
viduals have found both of these pro-
grams to be incredibly useful and well
suited to their needs.

The AAMC’s Health Services Re-
search Institute, which is funded
through the Agency for Health Care
Policy and Research , is designed to pro-
vide training in health services research

over a period of 18 months for up to
25 junior underrepresented minority
faculty. The program is targeted toward
faculty at the assistant professor level
or below who are still actively develop-
ing their research interests. Once se-
lected to participate in the Health Ser-
vices Research Institute, trainees will
work from their own initial concept
paper to develop a full-fledged grant
proposal suitable for submission to
AHCPR, the NIH, or other funding
agencies. The overall objectives of the
Health Services Research Institute are
to: 1) familiarize participants with cur-
rent issues in health policy and health
services; 2) provide instruction and
technical assistance in such areas as
framing research questions, critical
evaluation of the health services re-
search literature, and statistical and
sampling design techniques; 3) teach
participants how to construct a clear
and concise proposal to a funding
agency and how to avoid common
problems that result in unsuccessful
proposals; 4) foster mentoring relation-
ships with senior health services re-

searchers; and 5) to facilitate the de-
velopment of a network of junior mi-
nority investigators doing health ser-
vices research.

As part of the Health Services Re-
search Institute’s training program, all
trainees will participate in the follow-
ing activities: an intensive 6-day train-
ing seminar during the initial summer;
a 3 to 4 day research symposium the
following winter; a mock study section
review in the spring where all partici-
pants’ research proposals will be re-
viewed; and a final seminar the follow-
ing fall. As part of the program, par-
ticipants will be matched with a senior
health services researcher who will serve
as a technical consultant and advisor.

To be considered for acceptance into
this program, applicants must meet the
following criteria: candidates should
hold the rank of assistant professor or
instructor at a U.S. medical school (al-
though fellows and associate professors
will be considered on a case by case
basis); candidates should be either Af-
rican American, American Indian/

Spotlight on Two Minority Faculty Development Programs
Valerie E. Stone, MD, MPH

“Cardiovascular Health: Coming
Together for the 21st Century” will be
a major event in 1998 marking the 50th
anniversary of the National Heart,
Lung, and Blood Institute (NHLBI).
This national conference, to be held
February 19–21, 1998, at the Hyatt
Regency Embarcadero Center in San
Francisco, will be cosponsored by the
NHLBI, the California Cardiovascular
Disease Prevention Coalition, and the
Cardiovascular Disease Outreach, Re-
sources, and Epidemiology Program.

The Society of General Internal
Medicine (SGIM) will participate in
the conference as a member of the Na-
tional Heart Attack Alert Program
(NHAAP), which is coordinated by the
NHLBI. Harry Selker represents SGIM
as a member of the NHAAP Coordi-

nating Committee and will have an
opportunity to share in planning the
event. If you have recommendations or
comments please contact him at New
England Medical Center, Division of
Clinical Care Research, 750 Washing-
ton Street, Box 63, Boston, MA 02111,
phone: 617-636-5009, fax: 617-636-
8023, email: hpselker@es.nemc.org.

Reflecting upon the remarkable
progress that has been made in fight-
ing heart disease over the past half-cen-
tury, the conference will look to the
future and where nurses, physicians,
researchers, emergency services person-
nel, dietitians, pharmacists, health edu-
cators, program planners, and other
health professionals need to direct their
efforts in entering the next millennium.
“Coming Together,” which encom-
passes collaboration among disciplines,
building partnerships, and means for

joining resources, will be the focus. The
conference will showcase the latest re-
search in relation to the prevention and
treatment of cardiovascular disease with
major sessions on clinical management,
health care delivery, community pre-
vention strategies, and health commu-
nications. It will also emphasize skills
development, program evaluation, and
innovative ways of reaching special
populations such as minorities and
women.

Please share your comments and
ideas with Dr. Selker. To submit an
abstract or to be put on the conference
mailing list, contact Greg Oliva, Con-
ference Planning Manager, CORE Pro-
gram, California Department of Health
Services, 601 North Seventh Street, MS
725, P.O. Box 942732, Sacramento,
CA 94234-7320; email: goliva@hw
1.cahwnet.gov. SGIM

Cardiovascular Health: Coming Together for the 21st Century
Harry P. Selker, MD

SEE “PROGRAMS” PAGE 9
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The California Regional SGIM
Meeting is scheduled for March 14,
1997, at the Santa Monica Sheraton in
Santa Monica, California. The pro-
gram, “The Art and Science of the
Clinical Examination,” is designed to
renew enthusiasm for clinical diagno-
sis and provide the opportunity to up-
grade clinical skills. Through applied
epidemiology and hands-on experi-
ence, the program will emphasize the
facts and skills we need to be confident
in the physical examination as a diag-
nostic test. We have invited two ex-
perts in physical diagnosis to spend the
day with us and to help us plan the
program.

In the morning, Jim Nishikawa,
from McMaster University, will begin
with a discussion on an evidence-based
approach to the physical examination.
Participants will have the chance to
apply the lecture material in the fol-
lowing workshops. There will be five
simultaneous workshops, each on a
common clinical problem. In a case-
based discussion, the usefulness of in-
dividual aspects of the history and

physical examination will be discussed,
applying diagnostic test properties of
sensitivity, specificity, and likelihood
ratios. Groups will be no larger than
25 and will be lead by local faculty with
expertise in the McMaster approach to
literature review.

Mid-day will be devoted to scien-
tific and educational presentations,
educational displays, a business meet-
ing, and a gourmet lunch buffet. The
scientific presentations will allow par-
ticipants to become aware of the re-
search interests of regional colleagues.
This year will be the first that we have
solicited abstracts specifically related to
medical education. We hope this will
give presenters the chance to share
novel approaches to improving, teach-
ing, or evaluating medical curriculum.
Currently, we are recruiting vendors
and local medical schools to display
the latest in computers in medical
education.

Dennis Cope, from the Ralph H.
Johnson VA Medical Center in Charles-
ton, South Carolina, will lead off the
afternoon session. He will lecture on

California Regional SGIM Meeting
the important aspects of a successful
clinical encounter and potential out-
comes of an improved patient care in-
terview. The afternoon workshops will
be focused on skill building in selected
aspects of the history and physical ex-
amination. Centered around five clini-
cal problems, small groups will have the
opportunity to practice interviewing
and perform discrete parts of the physi-
cal examination on real or standardized
patients under the direction of local
faculty renowned for their clinical skills.

The Program Planning Committee
has worked hard to provide an inter-
esting and clinically applicable program
that will attract students, residents, and
clinicians, as well as researchers and
teachers of medicine. SGIM

Carole Warde, MD
Program Director and President-Elect
California Chapter of SGIM
Assistant Clinical Professor of
Medicine, UCLA
(310) 438-6292 (phone)
(310) 438-1649 (fax)
cwarde@medicine.medsch.ucla.edu

Regenstrief Clinical Data System, re-
viewed recent developments at the
Institute and discussed the partnership
with VA. He presented an exhilarating
perspective on coming advancements
in medical computing in the United
States.

Randy Cox, Chief of Software Sup-
port and Development at VAMC In-
dianapolis, then described several re-
cent local developments. One, the Bar-
Code Waiting/Tracking project, began
as a way to measure patient waiting
time. He described how the project has
resulted in reduced patient waiting
times and an increase in information
available to clinicians regarding the sta-
tus of the diagnostic and therapeutic
process. He also described the Lead
Time Report, designed to give imme-
diate and current information about
appointment lead times, the first avail-
able appointment enhancement, and a

number of other products designed to
enhance the effectiveness of clinicians
and clinical managers.

Susan Fenton, Health Information

Manager, VHA Headquarters, followed
with a description of VA’s Ambulatory
Data Capture Project (ADCP), a com-
prehensive project designed to make
VA’s clinical information systems a

model for the delivery of comprehen-
sive care. Critical steps in the project
will include data definitions of encoun-
ter-related activity, basic required data
elements, and the software to be de-
ployed in support of the clinical en-
counter.

The NAVAPAM meeting included
workshops, practical demonstrations of
specific programs, and an opportunity
for VA clinicians and information man-
agers to interact. The meeting served
as a showcase for VA’s leadership in the
area of clinical computing, and pro-
vided VA health care providers an op-
portunity to take new information back
to their medical centers and networks
which will clearly contribute to im-
provement in access, continuity, and
quality of patient care for veterans
throughout the United States. SGIM

Meeting Highlights
CONTINUED FROM PAGE 2

“…VA’S CLINICAL

INFORMATION SYSTEM

WILL PLACE AN ARRAY

OF TOOLS ON THE

DESKTOP OF EVERY

PRACTICING PHYSICIAN”
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stantial political damage when Demo-
crats were able to tie the size of the pro-
posed reduction to the tax cut congres-
sional Republicans had also sought,
suggesting Republicans were willing to
cut care to the elderly in order to give
the wealthy a tax cut.

The recent elections returned Clin-
ton to the White House and Republi-
cans to control of Congress. Early signs
are that the Republicans, not anxious
to suffer even more political damage
over Medicare, are planning to sit back
and let President Clinton lay out his
plans for “saving” Medicare and then
react to them. Another possibility is
that a bipartisan commission with
Presidential and Congressional appoin-
tees, similar to the one that rearranged
Social Security in the early 1980s, may
be created to defuse some of the politi-
cal hazards of paring down an entitle-
ment. The fraction of Medicare dollars
that go to GME funding is small, but
those dollars may seem an attractive
target to those wishing to cut back on
Medicare growth. Changes in the
amount of money paid to physicians,
hospitals, and other providers for di-
rect patient care will be vigorously op-
posed by those groups and by consumer
groups (e.g., the AARP). Changes in
hospital payments, which are inevitable
if the Part A trust fund is to avoid bank-
ruptcy, will lead to cries that hospitals
will be forced to close. Since hospital
closures are generally bad news for
elected officials, there will be pressures
to limit the damages to the average
hospital’s revenues. Cutting more GME
dollars may seem politically more at-
tractive but would be disastrous for

many SGIM members. The combined
IME and DME payments to many
teaching hospitals approach or even
exceed the operating margins for the
hospitals. Even a small reduction in net
patient revenues with a relatively larger
reduction in GME revenues may throw
these hospitals into the red. It is still
unclear how steep the cuts in the rate
of increase of Medicare spending will
be and how much of those cuts will
come from GME financing.

Cuts in Federal GME financing may
be even heavier in 1997 than a few years
ago. When more patients had indem-
nity insurance, most teaching hospitals
could charge a premium price to pri-
vate patients with much of that pre-
mium going to fund GME expenses.
The increasing penetration of managed
care into the commercial insurance
markets in many cities has meant that
many teaching hospitals are being paid
per diem or per case rates similar to
those paid non-teaching hospitals for
the patients insured by managed care
organizations cared for in those teach-
ing hospitals, so no money is available
from these patients to fund GME. This
has made the Medicare money for
GME more necessary and welcome.
Many people feel that an all-payer sys-

tem for funding GME will ultimately
be necessary, but it is unlikely the po-
litical will to create it is present today.

Where would any cuts in GME
funding occur? Congress could cut the
DME amount per resident, the IME
percentage for each admission, or the
number of trainees supported. I don’t
believe the first is likely, since the num-
ber is based on actual costs and thus is
the most supportable. There isn’t as
much to get by squeezing here anyway.
The IME percentage is a tempting tar-
get. Almost everyone agrees it was set
too high originally and it has already
been trimmed at times in the past.
Many previous budgets have proposed
cuts in the percentage and it is a minor
miracle the percentage is still as high as
it is. The amount going to IME adjust-
ments is higher than the amount for
DME so a cut may not seem as oner-
ous. Reducing the number of residents
supported is popular for other reasons,
mostly having to do with assuring an
appropriate physician supply in the
future, and has the added attraction of
reducing both DME and IME expen-
ditures. I think Congress would try to
reduce the IME percentage and the
number of residents. However, chang-
ing Medicare will lead to political
battles of the first order and GME fi-
nancing may be settled in a peripheral
skirmish, so it is difficult to predict
what will happen. The Health Policy
Committee and the Council will be
following this issue closely and will re-
port back to you as legislative action
occurs. SGIM

“CUTTING GME

DOLLARS…WOULD BE

DISASTROUS”

Battleground?
CONTINUED FROM PAGE 1

A NEW LOOK FOR THE FORUM
You may have noticed a few style changes in this month’s Forum. These changes reflect our commitment to a
more up-to-date, informative publication. Note: these are the first major changes the Forum has undergone
since its inception 20 years ago. We’ve overhauled most aspects of the publication’s appearance and hope to
mirror this improvement in the content of the newsletter. As a result, we hope you find the text more inviting
and easier to read with an enhanced visual appeal by way of improved graphics and new features. If you have
any comments or suggestions regarding these changes, or if you have any other issues you would like to ad-
dress, please feel free to e-mail us at: jcbowe01@homer.louisville.edu.
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atrophic, contracted arm, I noticed a
wire contraption attached to his hand.
After a few moments, I realized that it
must hold a pen or pencil. A look to
his bedside tray-table revealed the pen-
cil and a sheet of paper covered with
barely legible scrawl:

of his vision and the
depth of his feeling. Of
the two of us, who was
more handicapped?
Whose mobility was
more limited? Which
one of us was mired
in the mud? Whose
numbness was greater?
In a small, dark room
amidst terror, hope,
and pain, his angry

D-5…
CONTINUED FROM PAGE 3

“OF THE TWO OF US, WHO WAS

MORE HANDICAPPED?”

spark of defiance and feeling had
blinded me in my weary performance
of routine tasks. I realized that I was a
nameless, annoying, meaningless detail
in his life.

Later, as I sat on my on-call bed and
pulled off my shoes, my roommate
rolled over again.

“Get it?”
“First stick.”
“Lucky.”
“Yeah.” SGIM

Quiet and cold Stone and unyielding
Spinning and stark Whispering orb
Old silent singing Blinding dark crescent
Metronomes dark Unending chord

Been and begun Feeling and giving
Withered and young Furrows, dead fields

Wisdom unhurried Order in chaos
Refrains but unsung Taking, she yields

I was shaken. I could not reconcile
his physical incapacity with the breadth

Bill Tierney, president of SGIM, met with Clifton Gaus, former administrator of the Agency for Health Care
Policy and Research, to discuss future directions for health services research at the agency. Dr. Tierney
reiterated SGIM’s position that the AHCPR should protect the extramural health services research portfolio.
The AHCPR is conducting an active search for a new administrator.
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important to practicing internists and
to efforts to improve the quality of care?

The answers to these questions can
be found in both the content and the
process that led to the development of
HEDIS 3.0. The earlier versions (2.0/
2.5) contained a small number of qual-
ity indicators that were predominately
process measures and focused prima-
rily on preventive services, such as
mammography, cholesterol screening,
and immunization rates. This limita-
tion has been addressed in HEDIS 3.0
by adding measures addressing the care
of patients with acute and chronic
medical conditions and by increasing
the number of outcome measures. For
example, one new measure reviews the
use of beta blockers after discharge from
the hospital for an acute myocardial
infarction, while another looks at the
use of antibiotics for uncomplicated
otitis media. Perhaps the most signifi-
cant new measure is an outcome mea-
sure related to the functional status of
seniors using the SF-36 survey instru-
ment, addressing health improvement
of enrolled members for the first time.

The process that led to HEDIS 3.0
was a careful and broad-based effort
that began in the summer of 1995 with
the appointment of the NCQA Com-
mittee on Performance Measurement.
This committee included health plan
medical directors, purchasers, consum-
ers, government representatives
(HCFA, CDC, and a state Medicaid
director), and methodologists expert in
the science of measurement. Ten Phy-
sicians served on the Committee and
many more served as liaisons and con-
sultants during the monthly delibera-
tions of 1995 and 1996. It was the in-
tent of the Committee to create a na-
tional standard that could be used to
compare health plans and drive qual-
ity improvement initiatives. A public
call for measures was sent to 1700 or-
ganizations and resulted in more that
800 responses, the most promising of
which were worked up by consulting
methodologists for relevance, scientific
strength, and feasibility. Final decisions
regarding the measures were then made
by the Committee. A process for the
continuing evolution of HEDIS was

also a priority and was accomplished
by creating a “testing set” of measures
to accompany the “reporting set” that
health plans would be expected to pro-
duce each year. This has set the stage
for further improvement of HEDIS in
future years. Although HEDIS 3.0 is
far from perfect, the reliance on scien-
tific evidence for determining measures
and the broad participation of many

stakeholders make it a very credible ef-
fort that, for the purpose of plan-to-
plan comparisons, has not been
matched by other organizations such
as the Foundation for Accountability
(FACCT) and JCAHO.

One of the major goals of HEDIS is
to identify opportunities for quality
improvement by health plans on spe-
cific measures. Public release of HEDIS
reports by NCQA, by employers dur-
ing open enrollment season, and by the
media, will accelerate these efforts, es-
pecially by plans operating in competi-
tive markets. Examples of quality im-
provement initiatives include notifica-
tion and reminder systems for preven-
tive services and disease management
programs for chronic illnesses such as
diabetes. Plans that are committed to
quality should be more attractive to
purchasers and practicing physicians
alike, resulting in success over the long
term. There is also an opportunity for
physicians to improve their own per-
formance on important indicators and
develop a closer, mutually beneficial
partnership with certain health plans.
Internists are ideally suited for this role,
as many of the measures are relevant to
internal medicine and have the poten-

tial to significantly improve the health
and quality of life of these patients.

In summary, HEDIS 3.0 is a scien-
tifically credible assessment tool which
will provide better information for con-
sumers and purchasers to choose
a health plan. It is not a finished prod-
uct but rather a work in progress that
will become more useful over time as
the science of measurement advances.
Its greatest promise is to stimulate qual-
ity improvement for both health plans
and practicing physicians by focus-
ing attention on quality rather than
costs. SGIM

Bibliography
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HEDIS 3.0
CONTINUED FROM PAGE 2

“ONE OF THE MAJOR

GOALS OF HEDIS

IS TO IDENTIFY

OPPORTUNITIES

FOR QUALITY

IMPROVEMENT…”

The Agency for Health Care Policy
and Research (AHCPR) has
developed a pocket guide for
primary care clinicians and a quick
reference guide for smoking
cessation specialists. For a free copy
of either guide, contact AHCPR by
mail, phone, fax, or on-line.

MAIL:

AHCPR Publications Clearinghouse
P.O. Box 8547
Silver Spring, MD 20907

PHONE:

800-358-9295

FAX:

AHCPR’s InstantFAX, a fax-on-demand
service that operates 24 hours a day, 7
days a week. Dial 301-594-2800 from
the handset of a fax machine, wait for
the automated voice instructions,
press 0 and enter 960693 for the
Primary Care Clinician Guide or
960694 for the Smoking Cessation
Specialist Guide.

ON-LINE:

AHCPR’s World Wide Web site:
http://www.ahcpr.gov/

HELPING
SMOKERS QUIT
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and other topics in education.
As a result, we have a large program,

with fifteen precourses covering a new
group of topics that will contribute to
an outstanding meeting and accommo-
date the growing SGIM meeting atten-
dance. For example, there will be an
all-day precourse on “Managed Care.”
Four research precourses at intermedi-
ate and advanced levels, such as “Sur-
vey Methodology” and “Advanced Lo-
gistic Regression Modeling,” will be
conducted by expert speakers. Clinical
topics include “The Heart of a Woman:

Precourse Selection
CONTINUED FROM PAGE 1

Alaska Native, Mexican-American,
Puerto Rican, or Native Hawaiian; and
candidates must have 20% release time
to develop their research skills and pro-
posal. For additional information or to
receive an application packet, interested
individuals should call Lois Bergeisen
at the AAMC at (202) 828-0579. The
application deadline for the current
cycle is January 10, 1997.

The purpose of the Robert Wood
Johnson Foundation’s Minority Medi-
cal Faculty Development Program is to
increase the number of minority fac-
ulty who can achieve senior rank in
academic medicine by providing a
mechanism for selected junior minor-
ity physicians to receive intensive re-
search training under the supervision
of an accomplished senior mentor. This
program offers 4-year post doctoral re-
search career development awards to
underrepresented minority physicians
who have demonstrated superior aca-
demic and clinical skills and who are
committed to careers in academic
medicine. Each trainee will receive an-
nual salary support of up to $50,000
and a $25,000 grant for support of re-
search activities. Each fellow is to
choose a senior faculty member at their
institution who will serve as their re-
search mentor. Trainees are required to
spend at least 70% of their time in
pursuit of research activities. The pro-
gram is open to individuals who are
pursuing biomedical research interests
and training in clinical research, basic

Cardiac Issues in Women’s Health,”
“Dermatology for the Internist,” and
“Alternative Medicine.” All-day
precourses will be held on “Minority
Health” and “Career Development for
the Clinician-Educator.” Medical Edu-
cation sessions include “The FCIM
Curriculum” and “Project Profession-
alism.” In addition, there are several
other precourses on a variety of popu-
lar general medicine topics. Look in
future issues of the SGIM Forum for
more details on the 1997 meeting pro-
gram. The 20th anniversary meeting of

Programs
CONTINUED FROM PAGE 4

science research, clinical epidemiology,
or health services research. As part of
the program, trainees will also meet as
a group with the program’s National
Advisory Committee for an Annual
Program Meeting and research sympo-
sium on a yearly basis. To be eligible
for the RWJ Minority Faculty Devel-
opment Program, applicants must be
minority physicians who are U.S. citi-
zens and who have completed formal
clinical training (residency, and if ap-
propriate, fellowship). In the first phase
of the application process, applicants
are asked to submit a completed appli-
cation, including academic records, re-
search experience and interests, career
objectives, references, and a preliminary
plan for training with the proposed
mentor. Based on review of these ma-
terials, the National Advisory Commit-
tee will select semi-finalists to be inter-
viewed. Based on the evaluation of can-
didates using these interviews, up to 12
trainees will be chosen. The deadline
for request of applications for the cur-
rent cycle is February 28, 1997, and
the deadline for receipt of completed
applications is March 28, 1997. For
more information about this program
or to request an application, interested
individuals should contact James R
Gavin III, MD, PhD, or Nina Ardery
at the National Program Office of the
Minority Faculty Development Pro-
gram at (301) 913-0210. SGIM

SGIM promises to include many spe-
cial events and a terrific program of
precourses and workshops! Precourses
will fill up fast, so register early for your
first choice!

Our thanks to all of the SGIM mem-
bers who contributed ideas and submis-
sions for the precourse program. We are
impressed by your high level of creativ-
ity, and appreciate your willingness to
take on the hard work of developing
and conducting a precourse. SGIM

ACADEMIC CALENDAR

Some of the meeting dates
and locations have been
revised. Please update your
calendars!

Regional Meetings & Dates
Mountain West:

February 2–4, 1997
Breckenridge, CO

Southern:
February 6–7, 1997
New Orleans, LA

Northwest:
February 28, 1997
Portland, OR

Mid-Atlantic:
March 7, 1997
Philadelphia, PA

California:
March 14, 1997
Santa Monica, CA

National Meeting
The National SGIM Meeting
is May 1–3, 1997, at the
J.W. Marriott Hotel,
Washington, DC
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A N N O U N C I N G

J G I M
The Journal of General Internal Medicine

CREATIVE MEDICAL WRITING CONTEST

CREATIVE MEDICAL WRITING CONTEST
The editors of JGIM solicit manuscripts in poetry or prose about the experience of being a
patient, a patient’s family member, a healthcare provider, or a medical researcher. Submissions
from students, residents, and fellows are particularly encouraged. For more information about
the type of manuscripts we want and the requirements for submission see: J Gen Intern Med.
1995;10(9):525, 536.

PRIZE
A prize for the best manuscript will be awarded at the 1997 Annual Meeting of the Society
for General Internal Medicine. The prize includes featured publication of the manuscript in
the Journal of General Internal Medicine and $250. All submitted manuscripts will be considered
for publication.

DEADLINE
The deadline for submission of manuscripts is March 1, 1997. Manuscripts will be judged by
a committee composed of Associate Editors and two external reviewers with backgrounds in
creative writing. The committee may request revisions prior to publication, but decisions will be
based on the original manuscript.

There are two formats for these submissions:

◆ REFLECTIONS (short works consisting of 500 words or less); and

◆ PERSPECTIVES (longer submissions, not to exceed 2000 words).

Send your creative writing (typed and double-spaced) in triplicate to:

Sankey V. Williams, MD, Editor
Journal of General Internal Medicine
Philadelphia VA Medical Center (JGIM-111)
University and Woodland Avenues
Philadelphia, PA 19104

For an especially fast response send materials to our e-mail address:
walklett@mail.med.upenn.edu or fax to: 215-823-4450.

◆ For further information, call Hope Walklett, Managing Editor, at 215-823-4471.
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Farmington, CT 06030-1920. (Search Code 96-
136). An Affirmative Action/Equal Opportunity
Employer. M/F/PwD/V.

FAITH AND MEDICINE CURRICULAR
AWARD. The John Templeton Foundation and
the National Institute for Healthcare Research
(NIHR) announce the 1997–98 cycle of the
Templeton Faith and Medicine Curricular Award
Program for undergraduate medical school courses
which address spirituality and medicine. Top
course proposals receive a $10,000 award. Dead-
line for entry is June 15, 1997. Contact: NIHR,
6110 Executive Blvd., Suite 908, Rockville, MD
20852; Telephone (800) 580-6447.

THE ROBERT WOOD JOHNSON CLINI-
CAL SCHOLARS PROGRAM has positions
available beginning July, 1998. The program is
open to applicants in any of the medical/surgery
specialty fields including psychiatry, pediatrics,
OB/Gyn, and family medicine. The program of-
fers physicians who plan to complete the clinical
requirements of residency training by the time of
appointment an opportunity to pursue graduate-
level study and research in one of the priority ar-
eas designated at a participating institution in the
nonbiological sciences important to medical care.
The 2-year program is offered at the University
of California, Los Angeles; the University of Chi-
cago; Johns Hopkins University; the University
of Michigan; the University of North Carolina,
Chapel Hill; the University of Washington, Se-
attle; and Yale University. Applications for ap-
pointment July 1, 1998, should be submitted
January–February 15, 1997, with on-site inter-
views conducted by April 1. Scholars will be se-
lected in June, 1997. For further information con-
tact: Annie Lea Shuster, Director, RWJ Clinical
Scholars Program, Center for Outcomes Research
and Effectiveness, University of Arkansas for
Medical Sciences, 5800 West 10th Street, Suite
605, Little Rock, AR 72204; (501) 660-7554.

FELLOWSHIP IN GENERAL INTERNAL
MEDICINE. Beginning July, 1997, MCV/VCU
will offer a 2-year fellowship to board eligible
physicians interested in pursuing careers in aca-
demic general internal medicine, government ser-
vice, health care delivery administration, and in-
dustry service. Fellows will receive intense train-
ing in health services research through campus
degree programs and supplemental seminars. Each
fellow will be assigned career and research men-
tors and will choose a research track and individual
research project. Contact Wally Smith, MD, at
(804) 828-6938 or wrsmith@gems.vcu.edu for
more information.

PRIMARY CARE PHYSICIAN RESEARCHER.
The George Washington University is seeking
applications for a mid- or senior-level primary care
internist, pediatrician, or family practitioner with
demonstrated achievement in outcomes research.
Tenure stream appointment at associate or full
professor level. Broad set of opportunities includ-
ing participation with a substantial group of col-
leagues in our research institute, managed care
clinical practice, and medical, public health, and

health services educational programs. Review of
applications will begin January 1, 1997, and con-
tinue until position is filled. Send cover letter, CV,
and three references to: L. Gregory Pawlson, MD,
MPH, Chairman, Department of Health Care
Sciences and Director, Institute for Health Policy,
Outcomes, and Human Values, George Washing-
ton University Medical Center, Room 2B-418,
2150 Pennsylvania Avenue, NW, Washington,
DC 20037.

RESIDENCY DIRECTOR, PRIMARY CARE
INTERNAL MEDICINE. The George Washing-
ton University is seeking applications for Direc-
tor of a well-established, highly-innovative Pri-
mary Care Internal Medicine Residency Program.
Applicants should have experience in primary care
and academic medicine. Background or compe-
tency in health services research highly desirable.
Full-time, regular faculty appointment in depart-
ment with national reputation for educational
excellence linking all specialties of primary care
with education in managed care, ethics, public
health, and health services research. Co-appoint-
ments in Public Health and Outcomes Research
Institute possible. Review of applications will be-
gin January 1, 1997, and continue until position
is filled. Send cover letter and CV to L. Gregory
Pawlson, MD, MPH, Chairman, Dept. of Health
Care Sciences, George Washington University
Medical Center, Room 2B-418, 2150 Pennsylva-
nia Avenue, NW, Washington, DC 20037.

GIM OUTCOMES RESEARCH POSITIONS.
The University of Cincinnati Medical Center
(UCMC) and The Christ Hospital, partners in
The Health Alliance of Greater Cincinnati, and
the Cincinnati Veterans Affairs Hospital are seek-
ing three general internists with clinical research
training and experience in outcomes research,
clinical epidemiology, health services research,
health decision sciences, or clinical practice im-
provement to further their mission in promoting
practice-based outcomes research. The candidates’
primary responsibility will be to conduct collabo-
rative outcomes research with both internal insti-
tutional and extramural funding. In addition, the
candidates will be involved in the clinical teach-
ing programs and in part-time clinical practice.
The candidates will have a faculty appointment
in the Section of Outcomes Research of the
UCMC Department of Internal Medicine and an
appointment in The University of Cincinnati’s
Center for Clinical Effectiveness. The VA posi-
tion is a 5/8ths position, enabling the faculty
member to be eligible for VA funding. Salary and
academic appointment based on experience and
background. Send CV and cover letter to: Joel
Tsevat, MD, MPH, Director, Section of Out-
comes Research, Division of GIM, University of
Cincinnati Medical Center, Box 760535, Cincin-
nati, OH 45267-0535. Phone (513) 558-7532;
Fax (513) 558-8581; Email Joel.tsevat@UC.Edu.
Direct inquiries regarding the VA position to:
Gary A. Roselle, MD, Chief, Medical Service, VA
Medical Center, 3200 Vine Street, Cincinnati,
OH 45220. Phone (513) 475-6317; Fax (513)
475-6399.

Positions Available and Announcements are
$50 for SGIM members and $100 for non-
members. Checks must accompany all ads.
Send your ad, along with the name of the
SGIM member sponsoring it, to SGIM Fo-
rum, Administrative Office, 700 Thirteenth
Street, NW, Suite 250, Washington, DC
20005. Ads of more than 50 words will be
edited. Unless otherwise indicated, it is as-
sumed that all ads are placed by equal oppor-
tunity employers, and that Board-certified
internists are being recruited.

C l a ss i f i e d  A d s

GENERAL INTERNAL MEDICINE FEL-
LOWSHIP. The University of Pittsburgh offers a
2-year Postdoctoral Fellowship Program in Gen-
eral Internal Medicine, providing advanced skills
in clinical medicine, education, research method-
ology, and health care economics and adminis-
tration. Advanced study is available in epidemi-
ology, biostatistics, medical informatics, medical
ethics, decision analysis, geriatrics, and women’s
health. Positions available for July 1997 and July
1998. Contact Mark Roberts, MD, MPP, Divi-
sion of General Internal Medicine, 200 Lothrop
Street, Room W933, Montefiore University Hos-
pital, University of Pittsburgh School of Medi-
cine, Pittsburgh, PA 15213-2582, (412) 692-
4824.

HEALTH SERVICES RESEARCHERS. The
University of California, Davis, seeks health ser-
vices researchers (MD with appropriate fellowship
training or PhD in social sciences or health policy)
for tenure track positions in the newly-established
Center for Health Services Reseach in Primary
Care. Successful applicants will have substantial
protected time for research and will develop ex-
tramurally-funded programs in collaboration with
Center faculty. Rank dependent on qualifications.
Submit CV and letter outlining research interests
to: Richard Kravitz, MD, MSPH, Director, UCD
Center for Health Services Research in Primary
Care, PSSB Suite 2500, 4150 V Street, Sacra-
mento, CA 95817. Open until filled but no later
than November 30, 1997.

CHIEF, DIVISION OF GENERAL MEDI-
CINE AND PRIMARY CARE. The University
of Connecticut (UCHC) seeks a board certified
General Internist to be Chief of the Division of
General Medicine and Primary Care, an endowed
chair. He/she will provide leadership for practice,
research, and teaching activities of the 25-person
group. Duties include development of a research
program in primary care/health services/out-
comes; fiscal management of the Division, includ-
ing staffing, budget development, scheduling; fac-
ulty development; and medical supervision of the
general medicine and primary care practices. Can-
didates should be Associate of Full Professors and
active clinicians. Address inquiries with copy of
CV to: Peter C. Albertsen, MD, Chairman, Search
Committee for Chief, Division of General Medi-
cine and Primary Care, c/o Ms. Lynn Donatelli,
Medical Dean’s Office, University of Connecti-
cut Health Center, 263 Farmington Avenue,
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