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Sheldon Greenfield, MD—Recipient of the 12th Annual
Robert J. Glaser Award
Harry P. Selker, MD

At this
s p r i n g ’ s
SGIM An-
nual Meet-
ing, Sheldon
Greenfield,
MD, will re-
ceive our So-
ciety’s high-
est honor,
the Robert J.
G l a s e r
Award. Shel-
ly has made

exceptional contributions to research
and education in general internal medi-
cine, always having had the practice,

assessment, and outcome of generalists’
care at the center of his focus. Also, he
has been a major contributor to gen-
eral medicine’s role and particularly to
the life of SGIM in many roles over
our organization’s entire life span. Hav-
ing received honors from many other
organizations, including, most recently,
election to the Institute of Medicine,
it was felt that the time is well due that
his “home” organization recognize his
extraordinary contributions as well.

Shelly graduated from Harvard Col-
lege in 1960 and from the University
of Cincinnati College of Medicine in
1964. He did his internship and jun-
ior residency at the Boston City Hos-
pital, spent 2 years as an Epidemic In-
telligence Service Officer at the Cen-
ters for Disease Control, and then re-

turned to Boston to the Beth Israel
Hospital for his senior residency, infec-
tious disease training, and chief resi-
dency. He then joined the UCLA Di-
vision of General Internal Medicine
and Health Services Research in 1972
(although he retained his connection
with the Beth Israel and other Boston
institutions as a staff member of the
Ambulatory Care Project). Over the
ensuing decade and a half at UCLA,
he served in leadership roles in the
Department of Medicine, the Medical
Center Hospital, the School of Public
Health, the Robert Wood Johnson
Clinical Scholars Program, and the Pew
Fellowship, and moved from assistant,
to associate, to full professor. It was at
UCLA that many of his research en-

The appointment of John M.
Eisenberg, MD, MBA, as Ad-
ministrator of the Agency for

Health Care Policy and Research
(AHCPR) was announced March 26th

by HHS Secretary Donna E. Shalala.
Dr. Eisenberg, 50, was a founding

Commissioner of the Congressional
Physician Payment Review Commis-
sion from 1986 through 1995, serving
as its Chairman from 1993–1995.

“John Eisenberg is one of the finest
health leaders in this country. With his
knowledge of the health care system
and his breadth of experience, Dr.
Eisenberg is uniquely qualified to lead

AHCPR in its mission to conduct and
support the critical research needed to
improve the quality of health care ser-
vices in this nation,” said Secretary
Shalala. “We are delighted that he will
be joining President Clinton’s team.”

Dr. Eisenberg will also serve as the
Senior Advisor to the Secretary on
Quality, with AHCPR designated as
the Department’s lead agency for health
care quality improvement issues. One
of his initial projects will be to coordi-
nate HHS’s work on behalf of the Sec-
retary regarding the National Advisory
Commission on Consumer Protection

Just In: HHS Secretary Appoints New
AHCPR Administrator

SEE EISENBERG APPOINTED PAGE 11

Sheldon Greenfield, MD
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When the Quantity of Mercy Is Strain’d
Matthew K. Wynia, MD

SEE MERCY PAGE 11

“Please, doctor, must you send him
home today? Just because he doesn’t
have a fever doesn’t mean he can take
care of himself, you know. He’ll need
one of us with him every day to make
sure he takes his medicine on time, and
we can’t afford to take that kind of time
off work. You understand, he didn’t
have any idea that he would get this
sick when he signed up for his new
Medicare plan... and now you’re say-
ing that he has to go home today?
Please, give us a break on this one, doc-
tor. What would you want for him if
he were your father?”

So goes the lament of a modern day
Portia. In The Merchant of Venice, her
lover’s friend, the merchant, had agreed
to give Shylock a pound of his flesh,
and Portia came to plead for his release
from the contractual debt. Today, she
pleads to spare a wayward parent’s—or
her own—“pound of flesh,” asking for
mercy from a physician who is enforc-
ing the new rules of health care: the
physician enforcing the contract. Portia
the patient asks for a specific quantity
of mercy—just a few more days, just
an “extra strong” antibiotic, just a little
fudging on the seriousness of an illness
so that she can go to a local ER instead
of driving all the way downtown. “Just
say you felt a lump, okay doctor? That
way Medicare will pay for the mam-
mogram.” These are today’s patients
requesting lenience, hoping their doc-
tor will help them to squeeze a little
more from the contract than it actu-

ally contains. Hoping to cajole an ex-
tra service, a smaller co-pay, a more
convenient visit, from a reluctant sys-
tem where the doctor holds the key but
does not own the resources.

Ah, but there’s the rub. Unlike Shy-
lock, the doctor is protecting that
which is not hers. One should always
expect one’s doctor to provide a full

measure of knowledge and caring to
every patient, but doctors also control
access to expensive technologies, lim-
ited resources, and costly therapies. Yes,
doctors are capable, through deceit,
through “gaming the system,” to ob-
tain almost every possible resource for
their patients. But are these the doc-
tors’ resources to give? Not really. They
are the resources of taxpayers, of policy-
holders, of employers. Dare I say it,
they are sometimes the resources of
stockholders. Despite her apparent

control over their distribution, they are
rarely the doctor’s. So, to get them from
an unwilling system for a desirous pa-
tient, the doctor may lie.

But how much mercy is the doctor
to display at the cost of a lie? For gam-
ing the system, even if done for mor-
ally understandable reasons, is lying,
and lying itself has costs. First, how long
will the patient be appreciative before
he begins to realize the potential im-
plications of having a willing liar for a
doctor? Second, fudging to get one
patient a resource may mean another
patient is denied that resource (as in
exaggerating one patient’s need for a
scarce organ), or that the community
of patients is denied services (the clas-
sic example is breaking the bank on
bone marrow transplants, and failing
to deliver adequate vaccinations in a
Medicaid program). It may also mean
that stockholders or CEO’s don’t earn
the profit they had hoped for—not nec-
essarily a bad outcome (see Wynia MK.
Managed care: a fundamental extension
in morality? SGIM Forum, August,
1996;19(8):2,7). Third, only rarely will
gaming provide a needy patient with a
service that is completely unavailable
to him otherwise. Other avenues, such
as educating the patient and family,
providing charity care, or fighting the
system will often work. They will also
be more broadly effective, perhaps lead-
ing to changes in how the patient un-
derstands and interacts with the system,
or even to changes in the system itself.

This last argument is the most com-
pelling one for limiting the quantity of
mercy we dispense through gaming the
system for our patients. Routinely
showing mercy by quietly subverting
the system may appear to be merciful
to the individual, but it is highly de-
structive to the entire system. Pretend-
ing to agree with allocation rules but
then skirting them for one’s own pa-
tients, if widely adopted as a practice,
will cause the whole allocation system
to collapse from ineffectiveness. More-
over, pretending to agree with a system
that is unfair or unjust perpetuates this

The Northwest Region of SGIM
held its 13th Annual Meeting in Port-
land, Oregon, on February 28, 1997.
The day-long program was chaired by
Heidi Nelson, MD, MPH, and in-
cluded workshops and concurrent ab-
stract sessions on clinical, teaching, and
research topics as well as a noontime
panel presentation on the medical im-
plications of domestic violence. Wendy
Levinson, MD, immediate past presi-

dent of SGIM and long-time North-
west Regional representative, was pre-
sented with a gift of appreciation from
the Northwest Region members. Mark
Helfand, MD, MS, was the recipient
of this year’s Excellence in Research
Award and Robert Pearlman, MD, and
Alex Schafir, MD, were elected to serve
3-year terms on the Northwest
Council. SGIM

Northwest Regional Meeting

N e w s  f r o m  t h e  R eg i o n s

“DOCTORS ARE

CAPABLE…THROUGH

‘GAMING THE SYSTEM,’
OF OBTAINING ALMOST

EVERY POSSIBLE

RESOURCE FOR THEIR

PATIENTS…”
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Farewell to a Great Lady
William M. Tierney, MD
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There are
only a few
times in your
life, if you are
lucky, when
you get to
know a truly
great person:
s o m e o n e
who changes
your life,
whose effect

upon you reverberates down the corri-
dors of your days. I had no inkling in
1988, when Steve Wartman asked me
to chair the 1989 SGIM national meet-
ing, that I would meet such a person.
But I did. As I haltingly called the
SGIM office to see what in the world I
had gotten myself into, I was met full
force by the overwhelming energy and
vitality of Elnora Rhodes.

Elnora came to SGIM from a stint

at the American College of Physicians,
but in reality she came from the Peace
Corps. Although she has never regaled
me with stories of her exploits, it is clear
from her many references to those days
that the experience had a profound ef-
fect upon her life. You could see it in
the fervor, strength, and focus with
which she attacked her work.

When Elnora came to SGIM, it had
just emerged from its formative years
where, under the wing of the ACP, it
had received major funding from the
Robert Wood Johnson Foundation. At
that time, its financial status was shaky
at best, having only a few hundred
members and $100,000 in debt. When
Elnora took SGIM’s administrative
reigns, she set high goals for the orga-
nization which, at the time, must have
seemed ludicrous: to develop SGIM
into a thriving organization with a $1
million budget, $0.5 million in the

bank, and an influential role in U.S.
health care. She also wanted SGIM to
be applying for and receiving competi-
tive grants and contracts that produced
information critical to general internal
medicine’s three foci of education, re-
search, and high quality clinical care.

As those of you who attend this
year’s Business Meeting will discover,
SGIM has met and indeed surpassed
Elnora’s goals. We have more than 2800
members, and the FY 98 budget that
Seth Landefeld will present to the
membership is slightly more than $1
million. Moreover, including the Rainy
Day fund, endowments for awards, in-
vestments, and liquid assets, SGIM has
well over $1 million in the bank. This
has allowed the Finance Committee
and Council to make plans for strate-
gic investments in SGIM’s present and
future.
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Early last month, President Clinton
released his proposed budget for fiscal
year 1998. Following is a description
of the budget for the programs impor-
tant to members of SGIM.

Title VII Health Professions
Programs at the Health Resources
and Services Administration

The FY 98 request for the Title VII
health professions programs is very dis-
appointing. For the “Primary Care
Cluster,” which includes the general
medicine funding, the request includes
a 90% cut below the current $82 mil-
lion funding level for a budget of $8
million. This was justified by HRSA
with their statement that “the nation
has had substantial increases in the sup-
ply of primary care physicians and most
of the allied health professions.” The
HRSA administrator stated during the
House Labor/HHS/Education Appro-
priations subcommittee hearing that
HRSA felt that the private market
would provide for the education of
physicians in primary care fields in
underserved areas.

Agency for Health Care Policy and
Research

The overall level for the AHCPR
looks good. The budget requests a to-
tal budget of $149 million, a $6 mil-
lion increase over FY 97. The fine print
tells a slightly different story for extra-
mural grant support. The allocation for
extramural grants would decrease by
$14 million while the allocation for
contracts will increase by $18 million.
Finally, the overall budget for the Medi-
cal Expenditures Panel Survey would
decrease in the coming year.

Medical Research at the
Department of Veterans Affairs

Overall, the VA medical care bud-
get shows an increase but (as in the
AHCPR budget) the fine print shows
a different story. In this budget, the VA
proposes to retain revenues from the
Medicare Care Cost Recovery effort,

through which the VA bills third party
payers for services provided to VA pa-
tients. The budget projects that this
would allow VA to net $468 million—
almost the entire increase for FY 98.
Many groups in Washington have ex-
pressed concern about this proposal. In
terms of the VA research budget, the
President’s proposal includes a 10.5%
cut in the budget from $262 million
to $234 million.

Outlook
The Washington office has already

started to work with Congressional sup-
porters of all of the programs described
above. Both Republican and Demo-
cratic members of Congress are work-
ing to decrease overall discretionary

President Clinton Starts Ball Rolling For Fiscal Year 1998
Budget Battle
Michele Sumilas
SGIM Health Policy Consultant

spending in order to reach a balanced
budget. Therefore, the Appropriations
subcommittees will be limited in the
increases they can recommend for
all programs in the Department of
Health and Human Services and in the
Department of Veterans Affairs.
Grassroots activity by SGIM members
will be critically important during the
next few months as we work with mem-
bers of Congress. Please contact our
Washington representatives, Lynn
Morrison and Michele Sumilas, by
phone at (202) 543-7460, or E-mail at
healthadvocate@worldnet.att.net, if
you have any questions or would like
to get involved in public policy
activities. SGIM

R e s e a r c h  Fu n d i n g  Co r n e r

In April, 1997 there are several funding
opportunities of note for SGIM
members:

TITLE:

Role of Tobacco Dependence in
Alcoholism Treatment
FUNDING AGENCY:

National Institute on Alcohol Abuse
and Alcoholism
BRIEF DESCRIPTION:

The NIAAA is seeking research grant
applications to study the alcohol-
tobacco interaction in its implications
for alcoholism treatment. The
objective of this program announce-
ment is to encourage research that
will lead to improved strategies for
treating alcohol and nicotine depen-
dence in patients receiving care for
problem drinking. Such research may
identify and test relevant clinical
intervention strategies; identify
interactions between the two sub-
stances that have implications for
relapse prevention, or further under-
standing of the alcoholism treatment
process by investigating reinforce-

ment mechanisms underlying
conjoint abuse of the two substances.
Research support may be obtained
through applications for a regular
research grant (R01), FIRST Award
(R29), or an Exploratory/Develop-
mental Grant (R21). Applicants for
R01s may request support for up to 5
years. In FY 96, the average total cost
per year for new R01s funded by the
NIAAA was approximately $200,000.
CONTACT PERSONS:

Division of Extramural Outreach and
Information Resources, National
Institutes of Health, 6701 Rockledge
Drive, MSC 7910, Bethesda, MD
20892-7910, Telephone (301) 435-
0714, E-mail ASKNIH@odrockm1
.od.nih.gov

TITLE:

WHI Minority Investigator Career
Development Award
FUNDING AGENCY:

Retirement Research Foundation
BRIEF DESCRIPTION:

The purpose of this Request for
SEE RESEARCH FUNDING PAGE 7
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The Role of Health Psychology in Primary Care
Brian D. Ott, PhD
Blue Cross Blue Shield of Massachusetts
Massachusetts General Hospital / Harvard Medical School

SEE HEALTH PSYCHOLOGY PAGE 10

“THOSE WITH

PERSISTENT

COMPLAINTS AND

NORMAL PHYSICAL

EXAMINATIONS WERE

REFERRED TO THE

MENTAL HEALTH

PROVIDER FOR

MANAGEMENT OF

‘HYSTERIA’… ”

While the links between behavior
and health have long been noted by
health care professionals, it is only over
the past 25 years that research has pro-
vided verification of these anecdotal
observations. This growing body of
empirical data has prompted the health
care community to develop initiatives
aimed at integrating behavioral health
interventions within general medical
settings. Much of this research, as well
as the associated clinical applications,
has been generated by a branch of
health care known as Health Psychol-
ogy (HP). The aim of this article is to
familiarize the Primary Care Provider
(PCP) with the models and interven-
tions of HP.

Evolving Models of Health
and Illness

Historically, the PCP’s task was to
assess the presence or absence of physi-
cal pathology as a cause of the patient’s
presenting complaints. The charge in-
cluded a differentiation of physical ill-
ness, that for which there was demon-
strable physical pathology, from psy-
chological illness in which there would
be no observable pathology correlated
with the patient’s complaints. Physical
pathology was treated medically with

any concurrent psychological findings
assigned the status of independent is-
sue or artifact. Those with persistent
complaints and normal physical exami-
nations were referred to the mental

health provider for management of
“hysteria,” “conversion,” or “somatiza-
tion.” Later, with the rise of holistic
perspectives, the importance of consid-
ering both physical and psychological
aspects of the patient’s functioning be-
came more generally recognized, but

the dichotomy of physical and psycho-
logical illnesses often remained. A lim-
ited number of “psychosomatic ill-
nesses” were seen as crossing the physi-
cal-psychological barrier, but even then
psychological treatment was most of-
ten focused on resolving the patient’s
intrapsychic issues.

In the last quarter century there has
been a dramatic change in perspective
due to studies which, for example, have
shown that 25% or less of cases pre-
senting to internists have an etiology
that is predominantly organic in nature
and that a high percentage of visits to
PCPs and hospital emergency depart-
ments have been identified either
wholly, or in part, as related to issues
of illness behavior and emotional dis-
tress.1 Also, over 50% of a PCP’s nor-
mal caseload consists of patients whose
physical health complaints were due
predominantly to behavioral or emo-
tional factors.2 These findings have
shifted the attention of researchers to
the role of psychological variables (e.g.,
behavior, psychophysiological response
patterns) as contributing etiological
factors in all physical disorders. Find-
ings like these have resulted in a dra-

The AHCPR Clinical Practice Guideline Program: Lessons
Learned and Future Direction
Francis D. Chesley, MD
Agency for Health Care Policy and Research U.S. Public Health Service

Clinical practice guidelines have be-
come commonplace in clinical medi-
cine. They have proliferated in response
to increased interest by providers, pur-
chasers, and payers in improving health
care quality, reducing uncertainty and
variability in medical practice, and re-
ducing the growth in health care costs.
Guidelines are intended to address
documented disparity in health care
delivery and disparity in medical and

surgical procedure use, hospitalization
rates, and use of medications. Guide-
lines have also been used by educators,
review organizations, payers, and policy
makers to assess, review, or improve the
provision of health care.

The Agency for Health Care Policy
and Research (AHCPR) has supported
the development of clinical practice
guidelines since its inception in 1989.

The guideline program’s mission is to
narrow the gap between what is known
from research about effective health
care practices and what is done in
health care settings. AHCPR-spon-
sored guidelines are based on rigorous
reviews of scientific evidence and are
intended to assist health care providers
and consumers in determining how

SEE GUIDELINE PROGRAM PAGE 8
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deavors began, where he mentored in-
creasing numbers of residents, fellows,
and junior faculty, and from where he
became increasingly recognized as a
national and international leader based
on his contributions to issues of re-
search, training, clinical care, and
health policy. Since 1988, at New En-
gland Medical Center and Tufts Uni-
versity School of Medicine, Shelly has
been Professor of Medicine and Chief
of the Division of Health Services Re-
search, as well as Senior Scientist in the
New England Medical Center Health
Institute and as Director of the Primary
Care Outcomes Research Institute. He
also has been a key faculty member for
our AHCPR-sponsored Health Ser-
vices Research Training Program. And,
not surprisingly, he has continued yet
further growth in his research, his
teaching and mentoring, and his lead-
ership in general internal medicine. The
hallmark of Shelly’s research is the ap-
plication of innovative and creative
approaches to the core problems in the
delivery of general medical care, applied
in such a way that there can be direct
application of results to the practice of
medicine by individual clinicians and
by systems of care. One such example
is Shelly’s devising of the method of
criteria mapping for the assessment of
clinical care, allowing far more useful
assessment of care than had been pre-
viously possible. These “maps” are de-
cision tree-like structures that allow
analytic representation of clinical care
beyond the mere tally lists of certain
actions that had been used previously
for the assessment of care. Allowing for
far more flexible and appropriate mea-
sures of the quality of care related to
the particular issues that alter care for
individual patients, these maps were
applied by Shelly to a range of condi-
tions that are central to primary care,
such as diabetes, chest pain, and os-
teoarthritis. He also applied criteria
maps to care by non-physician provid-
ers for such conditions as respiratory
tract complaints, urinary tract com-
plaints, low back pain, headache,
lymph node enlargement, and other
conditions.

In a separate stream of work, long

before it was the trend, Shelly was criti-
cally evaluating the appropriate use of
diagnostic technologies. His work on
the role (or, largely, lack of role) of the
“routine baseline” electrocardiogram
remains a seminal article on this issue.
Also, he helped demonstrate the appro-
priate application of white blood cell
counts, serum alkaline phosphatase
tests, routine admission chest x-rays,
and other technologies’ use. Related to
this, also long before the current crop
of buzz phrases for clinical protocols/
guidelines for the use of diagnostic
technologies, Shelly was demonstrating
this approach in the work-up of dys-
pepsia and other areas, and his more
recent writings on clinical practice
guidelines have provided continuing
leadership in this area.

Another entire area of research, also
characterized by Shelly’s distinctly cre-
ative approach to a key issue in clinical
care, is his work in measuring and
quantifying comorbidity. He took the
work of Charlson and created a much
more directly useful and generalizable
tool, that he demonstrated in a series
of studies of comorbidity-adjusted
outcomes in patients with cancer and
other severe illnesses. By demonstrat-
ing the robustness and general appli-
cability of his very clinically-based
comorbidity measurement system, he
has made a major contribution to the
clinical basis of research on outcomes
of medical care.

His contributions to the assessment
of medical outcomes include much else
as well. As the lead clinician investiga-
tor for the landmark Medical Out-
comes Study, he was largely responsible
for its central focus on assessing the
impact on common medical conditions
of care by family practitioners, general
internists, and sub-specialists. For ex-
ample, in a recent article (among many)
in JAMA, Shelly provided the first clear
comparison between care (for diabetes)
by these different types of clinicians in
outcomes over long-term (4-year) fol-
low-up, and also between prepaid and
fee-for-service medical care. When he
concluded that there were no substan-
tial differences between the outcomes
of care by different types of clinicians,

except for one particular area (endocri-
nologists appeared to achieve somewhat
better foot ulcer and infection out-
comes for diabetic patients, particularly
when compared to family practitio-
ners), using well-demonstrated meth-
odologies rather than heuristics or mere
opinion, he also greatly raised the level
of discourse in this critical arena. In
concert with the Medical Outcomes
Study, his diabetes mellitus Patient
Outcome Research Team (PORT)
project also continues to generate re-
sults that further our understanding of
the primary contributors to outcomes
in this common chronic disease. The
methodologic contributions of the
Medical Outcomes Study and Shelly’s
PORT, and their specific findings that
have been generated in recent years and
that will be coming forth for many
more, represent massive contributions
to medicine, and particularly to the
objective and proper understanding of
the role of generalism in the care of
medical patients.

In yet another line of work that also
relates directly to primary patient care,
Shelly has worked with Sherrie Kaplan
and others to better understand the
interactions between patients and phy-
sicians and their impact on the out-
comes of care. Although many SGIM
members would agree that patients
should be “empowered” to participate
in their own care, this work has been
at the forefront of demonstrating this
in quantitative ways in a variety of pri-
mary care conditions. By carefully de-
scribing, measuring, and then correlat-
ing the key elements of patient-physi-
cian interaction with care outcomes,
Shelly again provides us with research
directly applicable to improving gen-
eral medical care.

Shelly has also been a great mentor
to many. Indeed, a review of the coau-
thors of Shelly’s articles gives a long but
very incomplete list of those he has
mentored. Unlike many, he is always
willing to assist fellows and junior fac-
ulty without himself having a direct role
in their project as co-author. Over his
years at UCLA, Robert Wood Johnson

Award Recipient
CONTINUED FROM PAGE 1

SEE AWARD RECIPIENT NEXT PAGE
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Clinical Scholars, Pew Scholars (a pro-
gram which he directed), and the many
other fellows and junior faculty knew
that they could go to Shelly to get
sound methodologic, professional, and
personal advice, and they all did so fre-
quently. Now at New England Medi-
cal Center, as faculty of our AHCPR-
supported Health Services Training
Program, he remains a very active men-
tor and has contributed greatly to the
development of the overall program
and to the development of each fellow
with whom he has worked. He contin-
ues to be one of the most sought-after
mentors, evidence of his continued vi-
tality in this role despite his multitude
of national and international commit-
ments and his large ongoing research
program.

Finally, although Shelly’s many lead-
ership roles in general internal medi-
cine are well-known, it is worth draw-
ing attention to a uniquely broad in-
volvement in the life of SGIM. Shelly
was a member of the initial group of
members of our Society, he served as
Program Director for our National
Meeting in 1983, and he was President
in 1984–1985. It was during his ten-
ure as President that our Journal of Gen-
eral Internal Medicine was started, and
it was a period that started increasing
growth that continues to this day. Also,
over many years, Shelly has led work-
shops and teaching sessions at our an-
nual meetings and has served as men-
tor and leader for a wide variety of key
SGIM activities. However, perhaps the
most emblematic aspect of Shelly’s
commitment to SGIM and to our
field’s vitality and growth is his being,
I believe, the most senior investigator
to continue to present abstracts him-
self at our annual meetings. His mes-
sage in doing this is unequivocal. He is
telling us with his actions that there is
no role that he honors more than that
of presenting fresh research to his
SGIM colleagues. In turn, we do our
organization honor to reflect back to
him our great esteem for him and his
many contributions to general medi-
cine and to SGIM by honoring him
with the Robert J. Glaser Award. SGIM

Award Recipient
CONTINUED FROM PAGE 6

Applications (RFA) is to increase the
number of underrepresented minor-
ity investigators participating in the
clinical trial and observational study
of the Women’s Health Initiative
(WHI) using the mechanism of the
NIH Mentored Career Development
Awards. Awards in response to this
RFA will use the K01 or K08 mecha-
nism.
CONTACT PERSON:

Joyce Rudick, Office of Research on
Women’s Health, National Institutes
of Health, Building 1, Room 201,
Telephone (301) 402-1770, Fax
(301) 402-1798, E-mail
rudickj@od1tm1.od.nih.gov

TITLE:

Small Research Grant in Secondary
Analysis in Demography and Eco-
nomics of Aging
FUNDING AGENCY:

National Institute on Aging
BRIEF DESCRIPTION:

The NIA is soliciting small grant
(R03) applications to: (1) stimulate
and facilitate secondary analyses of
data related to the demography and
economics of aging; (2) provide
support for pilot projects that could
lead to subsequent applications for
individual research awards; and (3)
provide support for rapid analyses of
new databases (including experimen-
tal modules) for the purpose of
informing the design and content of
future waves.
APPLICATION DUE DATE:

July 17 and November 17, 1997
CONTACT PERSON:

Georgeanne E. Patmios, Behavioral
and Social Research Program,
National Institute on Aging, 7201
Wisconsin Avenue, Suite 533 - MSC
9205, Bethesda, MD 20892-9205,
Telephone (301) 496-3138, Fax
(301) 402-0051, E-mail
Georgeanne_Patmios@nih.gov

TITLE:

Internet Connection for Medical
Institutions

FUNDING AGENCY:

National Library of Medicine
BRIEF DESCRIPTION:

To accelerate the pace with which
health-related institutions become
part of the electronic information
web, NLM is offering grants to
support institution-wide Internet
connections. For a single institution,
support is available up to $30,000; a
group of institutions may receive up
to $50,000 to support development
of a multi-institution network
including extending extant connec-
tivity to outlying sites, or otherwise
furthering NLM’s goal of expanding
information outreach. NLM consid-
ers these grants to be projects, not
research applications, and will
evaluate the applications in that
spirit.
CONTACT PERSON:

Ms. Frances E. Johnson, Division of
Extramural Programs, National
Library of Medicine, Building 38A,
Room 5S-506, Bethesda, MD 20894,
Telephone (301) 496-4621, Fax
(301) 402-0421, E-mail
FJOHNSON@NLM.NIH.GOV

For early notification of grant opportu-
nities, try these web sites:
Federal Grants:
http://www.nih.gov
Agency for Health Care Policy and
Research:
http://www.ahcpr.gov
Non-profit Organization Listing with
hot links:
http://fdncenter.org

Please send content areas and funding
opportunities of interest to SGIM
members to: Eric C. Westman, MD,
MHS, Ambulatory Care (11-C),
Durham VAMC, 508 Fulton Street,
Durham, NC 27705, Telephone
(919) 286-0411 x6257, Fax
(919)416-5881, E-mail
ewestman@acpub.duke.edu SGIM

Research Funding
CONTINUED FROM PAGE 4



8 APRIL 1997

various diseases, disorders, and other
health conditions can most effectively
and appropriately be prevented, diag-
nosed, treated, and clinically managed.

The foundation of AHCPR’s
methodologic approach to the devel-
opment of guidelines has been a com-
prehensive review and thorough analy-
sis of relevant scientific evidence, in-
cluding the evaluation of empirical evi-
dence of effectiveness and all significant
outcomes, including benefits and
harms. To date, 19 guidelines have been
released. Completed guidelines range
in subject from treatment of acute post-
operative pain and management of
cataracts to prevention of pressure ul-
cers and cardiac rehabilitation.

Lessons Learned
Many lessons have been learned

since the first AHCPR-sponsored
guideline was released 5 years ago.
Implementation of AHCPR’s acute
pain management and pressure ulcer
prevention guidelines, and the result-
ing shortened surgical patients’ hospi-
tal stays, improvement in patients’ self-
reported pain levels, and reduced inci-
dence of pressure ulcers, has demon-
strated that guideline use can improve
clinical outcomes.

Systematic studies of guideline
adaptation and implementation have
also been instructive. The Kaiser
Permanente Center for Health Re-
search in Portland found that success-
ful implementation of a national guide-
line required adaptation and translation
into a local document in order to
achieve credibility and buy-in among
intended local users.1 This project dem-
onstrated the importance of translat-
ing evidence-based national guidelines
into user-oriented documents tailored
to local users and settings in order to
enhance successful implementation.

Investigators at the Massachusetts
General Hospital demonstrated that
the guidelines on prevention and treat-
ment of pressure ulcers could be used
to develop a decision support system
to assist practitioners with patient-
specific decision making.2

An investigation of the effect of

implementing recommendations from
AHCPR’s unstable angina guideline
demonstrated the importance of using
empiric data from target clinical set-
tings during guideline development to
ensure that guideline recommendations
are applicable to a significant clinical
population.3

New Direction
In response to significant changes

within the health care industry, and in
response to the need of public- and
private-sector organizations for strong
scientific foundations for use in devel-
oping their own evidence-based guide-
lines and quality improvement tools,
AHCPR has restructured its clinical
practice guideline program to focus on
three activities.

Evidence-Based Practice Centers
(EPCs) will be established and will, in
partnership with medical specialty so-
cieties, health plans, hospitals, and
other public and private organizations,
respond to the growing demand for lit-
erature reviews, evidence tables, deci-
sion analyses, meta-analyses, and other
analyses used in improving the quality,
effectiveness, and appropriateness of
clinical practice. EPCs will assess and
synthesize scientific evidence and pro-
duce evidence reports and technology
assessments that will provide guideline
developers with the scientific founda-
tion to develop and implement their
own clinical practice guidelines, perfor-
mance measures, and other quality
improvement tools.

In response to the growing number
of guidelines, the difficulty in assess-
ing differences between guidelines on
similar topics and the challenge of gain-
ing access to these guidelines, AHCPR
will co-sponsor the development of a
National Guideline Clearinghouse that
will be a comprehensive electronic re-

pository for clinical practice guidelines.
The Clearinghouse will promote more
widespread access to guidelines than is
currently available.

The funding of new research on
translating evidence into practice is the
third component of AHCPR’s revised
guideline program. Research will focus
on strategies for implementing guide-
lines, evidence reports, technology as-
sessments, and other quality improve-
ment tools into various practice settings
and assessing the impact of these tools
and implementation strategies on prac-
titioner and patient behavior and pa-
tient outcomes and satisfaction.

Conclusions
Clinical practice guidelines are now

developed by numerous public and pri-
vate organizations. Restructuring the
guideline program will allow AHCPR
to focus its available resources on its
well-recognized strengths—the synthe-
ses and analyses underlying the 19
guidelines that AHCPR has released.
This change will help strengthen the
scientific underpinnings of guidelines
and continue to increase the science
base supporting improvements in clini-
cal practice, contributing to closing the
gap between science and clinical
practice. SGIM
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(and will truly miss from my own life)
her warmth, humor, and trademark
exclamations: “We’re off and running!”
“This is a friendly reminder....” “We’re
going to make it!” A broad smile and
bear hug from Elnora could charge your
battery for a month.

When I left the Council in 1992
after my first stint as an SGIM officer,
withdrawing from Elnora’s energetic
aura left a hole in my life. Yet her pres-
ence resonated for months and years,
reinforced at intervals by her smiling
eyes and husky voice bursting with life.
She is now leaving SGIM to pursue
other goals, and I’m sure the entire So-
ciety and many of its individual mem-
bers will feel a profound sense of per-
sonal loss. Yet, when better to leave the
organization she built with her own
loving hands than when it is doing well,

being a productive leader in its field?
Instead of mourning her leaving and
ruminating on the unfillable void she
will leave behind, I’d like to have this
year’s annual meeting be a celebration
of Elnora, the years she graced SGIM,
and the lives she touched. We are what
we are, both as an organization and,
for many of us, as persons because of
the influence of this great lady. Like
George Bailey in Bedford Falls, she is
one of those special persons without
whom the world would have been a
very different place. Thank you, Elnora,
from the bottom of my (aching)
heart. SGIM

SGIM is also now a player on the
national health care scene. Mack
Lipkin, then our president, was among
the elite group that forged the Clinton
Health Plan. (Never mind its ultimate

fate.) We became full members of Fed-
erated Council of Internal Medicine
(FCIM), an influential consortium of
internal medicine organizations that
represents 130,000 internists, more
than a quarter of all American physi-
cians. SGIM has had a more promi-
nent role in FCIM than its size alone
would dictate, due to the emphasis in-
ternal medicine has placed on equaliz-
ing the number of residents pursuing
careers as generalists vs. specialists. Sev-
eral of our former presidents and Coun-
cil members were instrumental in
founding the Primary Care Organiza-
tions’ Consortium (PCOC), and al-
most daily I field requests from national
and international governmental, pub-
lic, and private groups asking for
SGIM’s participation, endorsement,
and support.

SGIM has clearly “made it” on the
national scene, and truly, much of this
prominence is due to Elnora’s drive and
persistence. When the Council balked
in 1991 at the cost of FCIM member-
ship and our seeming lack of influence,
Elnora insisted that we stay the course
and take the longer view that general-
ism will be increasingly important, and
SGIM will assume a leadership role in
FCIM. Today, these thoughts she ex-
pressed at the Endicott House retreat
seem almost prophetic.

Under Elnora’s guiding hand (and
due mostly to her own “sweat equity”),
SGIM has competed for and obtained
a number of contracts from both fed-
eral agencies (e.g., Health Resources

and Services Administration [HRSA]
and The Agency For Health Care Policy
and Research [AHCPR]) and private
foundations (e.g., Robert Wood
Johnson, Zlinkoff, and Pew, among
others). The results of this work have
consistently been high quality and in-
fluential. One example is the Junior
Clerkship Curriculum, funded by
HRSA, directed by Allan Goroll of
SGIM and Gail Morrison of the Clerk-
ship Directors of Internal Medicine,
and ably administered by Elnora. This
massive document has been requested
in great numbers from U.S. medical
schools and from as far away as Argen-
tina and Australia. It has been placed
on the SGIM Web site where it consis-
tently gets “hits” from all over the
world. Other examples of such projects
include the Physician Satisfaction
Project, spearheaded by Mark Linzer,
which has produced a number of in-
fluential publications, and JGIM
supplements emanating from the 1989
and 1996 national meetings.

Yes, Elnora has done much for
SGIM, turning it from a fledgling or-
ganization to a thriving, active partici-
pant in the national education, re-
search, and clinical arenas. But as re-
markable as that record is, it doesn’t
really capture the essence of Elnora. To
call her SGIM’s Executive Director is
to demean the effect she’s had on the
members of SGIM, in particular those
members who were lucky enough to
work closely with her. Elnora has the
remarkable combination of drive and
compassion that forces you to produce
good works (that positively influence
the public good) while doing well for
oneself and SGIM. When she disagreed
with a statement or an action, she re-
sponded with a silence or thoughtful
“Hmmm” that got one’s attention like
dropping china on a marble floor.
When she agreed with a direction, you
were blinded by her beaming approval
and knew that you were on the right
track.

Elnora has the knack of convincing
everyone with whom she works that
even peripheral, mundane activities are
important, worthwhile, and fun. Per-
haps more than anything else, I recall

Farewell
CONTINUED FROM PAGE 3
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Health Psychology
CONTINUED FROM PAGE 5

matic shift in our attention both on an
individual basis and in health care plan-
ning and policy.

These and other studies highlighted
the need to consider not only the rela-
tive contributions of physical and be-
havioral factors in etiology and course
of illness, but also the role of psycho-
logical intervention in treating physi-
cal pathology. Within HP, there has
been a gradual shift away from the psy-
chopathology model to one of behav-
ioral skill training. That is, rather than
seeking out hypothesized psychopatho-
logical mechanisms, the health psy-
chologist identifies areas of poorly de-
veloped skills in self regulation of be-
havioral, cognitive-emotional, and psy-
chophysiological processes.

Activities of the Health
Psychologist

A common error is to assume that
the health psychologist is a supportive
counselor who assists the medically ill
patient in coping with the distress of
their maladies. In reality, such interac-
tions make up a small proportion of
the health psychologist’s activities.
These professionals both study and
treat individuals suffering from physi-
cal illness with a wide array of tech-
niques aimed at changing physical
functioning through modification of
behavior, thinking, emotion, and psy-
chophysiological response to stress.

Intervention includes a reorienting
of the patient to a skills training model,
followed by education to improve self
regulation through instruction in ap-
proaches ranging from behavior modi-
fication to improve compliance with
dietary regimens, to instruction in au-
tonomic nervous system regulation
through physiological monitoring and
feedback. The patient is helped to so-
lidify these new self-regulatory skills,
generalize these skills to their “real
world” environment, and maintain
their use over time.

Effect on Health and the Cost
of Health Care

Research has demonstrated the ef-
fectiveness of HP interventions in the
reduction of blood pressure, improved

immune system function, and reduc-
tion in frequency and intensity of head-
aches and IBS complaints. Further,
these positive changes in health status
affect utilization of health care re-
sources.

Those with chronic and serious
medical illnesses, such as hypertension
or diabetes, utilized 10% fewer medi-
cal services during and after behavioral
interventions.3

Between 1989 and 1992,
CHAMPUS increased its annual out-

patient behavioral/mental health ex-
penditures from $81 million to $103
million. In the same period, there was
a reduction in inpatient costs of over
$200 million.

Patients receiving mental health
counseling reduced their non-psychi-
atric usage by 30.7% and their use
of laboratory and x-ray services by
29.8%.4

At Kaiser Permanente, patients re-
ceiving behavioral/mental health ser-
vices showed a 77.9% decrease in aver-
age length of stay in the hospital, a
66.7% decrease in frequency of hospi-
talizations, a 48.6% decrease in num-
ber of prescriptions written, 46.1%
decrease in physician office visits, and
a 45.3% decrease in emergency room
visits.5

At Kennecott Copper Corporation,
providing mental health counseling
for employees reduced health care
claims 64.2%. For every dollar spent
on mental health care, the company
saved $5.78.

The availability of an educator or

coach during labor and delivery reduces
perinatal problems and, in one study,
resulted in a 56% percent reduction in
Cesarean sections, an 85% reduction
in epidural anesthesia and shortening
of the duration of labor by 2 hours.

An HP Initiative at Blue Cross Blue
Shield of Massachusetts (BCBSMA)

As mentioned earlier, HP interven-
tions have the dual benefit of improv-
ing the quality of health while reduc-
ing health care costs. The term Cost
Offset has been used to describe this
phenomenon and has been defined as
the offset in medical utilization rates
as a result of instituting mental health
intervention. The term Total Offset
refers to the situation where general
health care savings due to providing
mental health services exceed the cost
of the mental health treatment.6

While the health care crisis has pro-
duced numerous “supply-side” or ac-
cess-related solutions to health care
costs such as utilization review,
capitated payments, decreasing practice
variation, and limiting technology,
there is an increasing awareness of “de-
mand-side” solutions. At BCBSMA an
effort is underway to help reduce un-
necessary hospital emergency depart-
ment visits. Research has shown that
25% of patients reporting to hospital
emergency departments (EDs) with
chest pain suffer from panic disorder, a
condition in which there is a sudden
and intense rise in sympathetic nervous
system activity leading to a host of
physiological symptoms that can eas-
ily be misinterpreted as physical pathol-
ogy. While highly-effective treatments
are available, many persons suffering
from panic disorder are dismissed as
“worried well” or “hysterical.”

At BCBSMA, a three-part approach
is being instituted to provide appropri-
ate and effective care for these patients
while reducing overall health care costs.
First, an educational initiative is being
undertaken to instruct the PCPs on our
provider panels and emergency room
personnel in our affiliated hospitals to
better recognize the panic disorder pa-
tient. Second, these professionals will

SEE HEALTH PSYCHOLOGY NEXT PAGE
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system right up until the point of its
collapse. It does nothing to improve it.
Because it can get our patients what
they need, it is a quick choice that
seems easy to justify; however, since it
fails to improve the system for others,
it is a false economy.

Our society has chosen a market and
contract-based system for allocating
health care resources—for better or
worse, with more or less information,
and perhaps with little forethought of
the consequences. Patients often have
no choice in the contract they sign and
are often ill-informed of the potential
consequences of their choices when

Mercy
CONTINUED FROM PAGE 2

they do exist, but this system has
evolved within a democratic process.
Subverting it through gaming is anti-
democratic and anarchic.

If our system is unjust, inefficient,
morally repugnant, or unacceptable,

then it should be changed within the
context of our democracy. Indeed, as
physicians practicing within this sys-
tem, it is our responsibility to act pub-
licly on our knowledge of it. Like the
conscientious objector, like the civil
rights marcher, like the non-violent
protester of an unjust law, we should
act openly, realizing that injustice is
best exposed. To lie for our patients,
even if out of mercy, is to hide perceived
injustice under a cloak of agreement,
or at least obeisance. True justice, and
a broader mercy, cannot thus be
served. SGIM

“BUT HOW MUCH

MERCY IS THE DOCTOR

TO DISPLAY AT THE

COST OF A LIE?”

be instructed in methods of framing the
referral within the integrative and skill-
based intervention models. It is ex-
pected that referral for self-regulatory
skills training may be met with greater
compliance than a suggestion for “psy-
chiatric consultation.” This may help
reduce the patient’s concern over the
“mental illness” stigma. Finally, a spe-
cific group of behavioral health provid-
ers will be identified for the PCP to
ensure that the referral will be made to
someone with the necessary skills to
effectively treat the patient. It is hoped
that in the future this program will be
expanded to other populations with
high ED utilization rates who can be
better treated through outpatient
health psychology, such as those indi-

viduals suffering from migraine head-
aches.

In summary, HP interventions hold
great promise in improving public
health while reducing overall health
care costs. Our current task will be to
generate innovative programs to deliver
these interventions on a wider basis and
to create a health care environment in
which behavioral and physical health
care interventions are offered together
within a truly integrated approach. SGIM
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and Quality in the Health Care Indus-
try and to chair an interagency com-
mittee on quality.

A clinician and researcher, Dr.
Eisenberg has held a number of key
positions in both academic and clini-
cal medicine. Most recently, he was
Chairman of the Department of Medi-
cine, Physician-in-Chief, and Anton
and Margaret Fuisz Professor of Medi-
cine at Georgetown University Medi-

cal Center. Previously, he served as
Chief of the Division of General Inter-
nal Medicine and was SolKatz Profes-
sor of General Internal Medicine at the
University of Pennsylvania.

Dr. Eisenberg replaces Clifton R.
Gaus, who served as AHCPR Admin-
istrator from 1994–1997. More infor-
mation on the appointment of Dr.
Eisenberg will follow in future issues
of the Forum. SGIM

Eisenberg Appointed
CONTINUED FROM PAGE 1
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Society of General Internal Medicine
700 Thirteenth Street, NW
Suite 250
Washington, DC 20005

Classified Ads

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.

CLINICAL PROGRAM DIRECTOR. The De-
partment of Medicine is seeking an assistant pro-
fessor (clinical track) or associate professor (clini-
cal track) to manage the daily clinical operations
of the Division of General Internal Medicine at
the University of Minnesota Medical School. Re-
sponsibilities include overseeing patient care ac-
tivities for the division, including in the ambula-
tory setting and inpatient consult service; man-
aging staff; developing and implementing clini-
cal standards and quality measurement plans; co-
ordinating clinical needs with teaching programs;
participating in outreach activities; and partici-
pating in the budgeting process. Program leader-
ship and mentorship of faculty in regard to clini-
cal credentialing, medical education, and partici-
pation in university-wide practice management
committees are important and educationally ac-
tive. Opportunities for collaborative research are
readily available if desired. Individuals with dem-
onstrated leadership and operations experience,
preferably in an ambulatory care setting, and ex-
perience with quality measurement/improvement
are preferred. Deadline for receipt of applications
is May 15, 1997 with a start date of July 1, 1997.

Send CV along with 3 references to: Nicole Lurie,
MD, MSPH, Professor of Medicine and Public
Health, University of Minnesota, Box 741
UMHC, 420 Deleware Street, SE, Minneapolis,
MN 55455. Telephone (612) 624-8984.

CLINICIAN-EDUCATORS. The University of
Chicago’s Section of General Internal Medicine
has full-time clinical faculty opportunities for well-
trained BC/BE internists to join a large section of
academic general medicine. Responsibilities would
focus on outpatient clinical care and housestaff/
student education. Send CV to Wendy Levinson,
MD, Chief, Section of General Internal Medi-
cine, MC 6098, 5841 S. Maryland Ave., Chicago,
IL 60637. Fax (773) 702-3538. AA/EOE

GENERAL INTERNAL MEDICINE/
WOMEN’S HEALTH FELLOWSHIP. The Di-
vision of General Internal Medicine and Brown
University School of Medicine. Fellowship posi-
tion available for July 1, 1997, in general internal
medicine or women’s health. This 2-year fellow-
ship designed to prepare Board eligible or certi-
fied internists for a career in academic general
internal medicine includes a formal curriculum
in research methodology, teaching, and adminis-
tration. Fellows are expected to develop, carry out,
and complete an independent research project
with the assistance of a faculty research mentor.
The faculty in the DGIM at Brown are nation-
ally recognized in areas such as clinical epidemi-
ology, health services research, and medical edu-
cation. Diverse research interests in women’s
health include: HIV/AIDS, substance abuse, ge-
riatrics, and medical education. The majority of
graduates have become faculty in Divisions of
General Internal Medicine. Direct inquiries to
Anne W. Moulton, MD, Fellowship Director,
Rhode Island Hospital, 593 Eddy St., Providence,

RI 02903, Telephone (401) 444-8472, Fax (401)
444-4730 or to Valerie Stone, MD, MPH, Asso-
ciate Director of Fellowship, Telephone (401) 729-
2395, Fax (401) 729-2950.

CHIEF, GENERAL INTERNAL MEDICINE.
The Department of Medicine, Boston Medical
Center (formerly Boston City Hospital and Bos-
ton University Medical Center Hospital) and
Boston University School of Medicine is seeking
a Chief of a newly merged Section of General In-
ternal Medicine (GIM). The consolidated Section
has over 35 full-time clinical and research faculty
and an equal number of part-time and affiliated
faculty. The successful candidate will be an indi-
vidual with excellence in patient care, teaching,
and research who is eligible for appointment at
the Associate or Full Professor level. The candi-
date should have demonstrated experience in ad-
ministrative management. Experience in caring
for a culturally diverse population in an urban
environment is desirable as is clinical experience
in a managed care environment. Interested can-
didates should send a CV to Jack Ansell, MD,
Department of Medicine (E113), Boston Medi-
cal Center, 88 E. Newton Street, Boston, MA
02118.

SECTION HEAD. The University of Massachu-
setts Department of Pediatrics is seeking a sec-
tion head for adolescent medicine. Specialty train-
ing in adolescent medicine is required and research
experience preferred. Commitment to clinical care
a must. Benefits include faculty appointment at
the University of Massachusetts Medical School’s,
strong, active Department of Pediatrics. For re-
plies, send CV and letter of interest to: Lynn A.
Manfred, Division of Adolescent Medicine, Uni-
versity of Massachusetts Medical Center, 55 Lake
Avenue North, Worcester, MA 01655.


