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Like the preceding 21 national con-
ferences, the 1999 SGIM Annual
Meeting established new records. A

record-breaking 1526 people came to San
Francisco, up from 1327 in 1998; of par-
ticular relevance to the continued vital-
ity of SGIM, a total of 563 were first-time
attendees, and 74 individuals traveled
from 11 countries outside the United
States. In addition, at least 17 former
SGIM Presidents were actively engaged
in workshops, symposia, and paper pre-
sentations, and the number of people who
participated in precourses (835) repre-
sented a 30% increase over 1998. This
article describes some of this year’s high-
lights, recognizing that no summary could
ever adequately capture the amazing en-
ergy that infuses the Society’s Annual
Meeting.

The opening plenary session of out-
standing papers included several given by
well-known senior SGIM members. Se-
lection of the papers for this session re-
sulted from a radically redesigned classi-
fication system for abstract submissions—
a tribute to the efforts of Scientific Pro-
gram co-chairs Roy Poses and Wally
Smith. Unfortunately, the new approach
could not mitigate the usual frantic rush
from one abstract session to another in
an effort to get to the “best” abstracts in
concurrent sessions. However, this year,
for the first time ever, participants could
develop a customized schedule by com-
puter to make their running more
efficient!

The theme of this year’s meeting,
“General Internal Medicine in the 21st
Century: Career Paths,” was emphasized
in multiple sessions throughout the meet-
ing, most notably in a second plenary sym-
posium in which Ed O’Neil from the Cen-
ter on the Health Professions at UCSF,
Lee Goldman from UCSF, JudyAnn Bigby
from Harvard, Nicole Lurie from the Of-
fice of Public Health and Science, Depart-
ment of Health and Human Services, and
John Eisenberg from AHCPR provided
brief overviews of a number of key chal-
lenges and opportunities for general in-
ternists as we approach the millennium.
A virtual stampede to the microphones
resulted in a vigorous discussion that con-
tinued for a half-hour past the allotted
time. The issue that sparked the most dis-
cussion was the growing hospitalist move-
ment—there was no shortage of passion-
ate and articulate opinions on this emerg-
ing career path!

An additional innovation for this
year’s meeting that generated enormous
excitement was the exhibit session en-
titled “Innovations in Medical Educa-
tion.” For the first time, clinician educa-
tors had the opportunity to submit their
tools and programs for peer review so that
the best examples of computer applica-
tions in medical education, instructional
design or evaluation of clerkships or resi-
dency programs, community-based pro-
grams, and ambulatory education could
be shared broadly. As Jan Shorey on the
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In early 1996, I received an unex-
pected call from Carol Ashton
asking me whether I might be

interested in applying for the editorship
of the SGIM Forum. Not really knowing
what was involved and employing my
internist’s instinct for gathering more
data before reaching any conclusion, I
asked for a job description and a list of
what the Council might be looking for.
The inquiry came at a time in my career
when I was not really seeking additional
assignments, given a schedule that was
already full, but I was intrigued by the
possibilities. After submitting a written
statement of my vision for the Forum
followed by expansion on a number of
points, further discussions with Gail
Povar and others, and deliberation by
the Council, I was contacted by Wendy
Levinson, who informed me that I
would start as editor that summer.

Thus began my 3-year association
with the Forum that is now reaching its
conclusion. I’m pleased to say that, with
the help of a host of others, the major
goals set forth in that initial vision
statement have been achieved. The
Forum is now fully electronic in its
production and layout, saving time and
personnel hours that used to be ex-
pended in retyping handwritten or
faxed copies of typewritten articles. It
has appeared in a PDF (full graphical)
version since the August 1996 issue on
the SGIM Website, that moved from
borrowed space to its permanent URL,
www.sgim.org, in December 1996. An
HTML version was added in December
1997. While we have not yet, and may
never, outgrow the need for a hard copy
version of the newsletter, the electronic
format makes news about SGIM
available to interested persons around
the world who may wish to find out
more about us and ultimately become
members. Moreover, interest in the
electronic version has been rising, based

on the evidence of monthly hits
(accessions) of our site.

In the final analysis, any publica-
tion lives or dies on the basis of its
content. So, I looked for a group of 10
associate editors with diverse but
focused interests committed to engaging
SGIM members for 3 years. To a person,
I believe they have done just that, and
they deserve full credit for their
accomplishments. Jim Byrd interviewed

Editor’s Note: Dr. Shapiro’s remarks
have been excerpted from the Glaser
Award presentation at the Friday noon
session.

This year’s recipient of the Robert J.
Glaser Award is John Noble. The

task of our committee was a challenging
one, because there are so many wonder-
ful and deserving individuals. It is clear
that we won’t have any trouble identify-
ing outstanding candidates for this
honor for years to come. Nonetheless,
John stood out as a particularly deserv-
ing candidate this year.

John is a unique and remarkable
individual. His birth in Boston in 1937
helped fill the cultural void left in the
city by Babe Ruth’s departure for the
Yankees 18 years earlier. He showed an
aptitude for medicine early on when,
while visiting his ailing grandfather at
age 7, he would bring dead moles up to
his grandfather’s bed and would skin
them with his grandfather’s help on
some newspaper spread across the elder
Noble’s bed. In high school, he was a
member of the wrestling team, and was
captain of the Harvard team when in



3

PRESIDENT’S COLUMN

ACTIVE LISTENING
C. Seth Landefeld, MD

continued on page 13

EDITOR

W. Paul McKinney, MD • Louisville, KY
wpmcki01@athena.louisville.edu • (502) 852-7945

EDITORIAL COORDINATOR

Eric J. Nunn • Louisville, KY
ejnunn01@gwise.louisville.edu • (502) 852-7945
(502) 852-8980 FAX

ASSOCIATE EDITORS

James C. Byrd, MD, MPH • Greenville, NC
jbyrd@brody.med.ecu.edu • (919) 816-4633

Kathleen Jennison Goonan, MD • Worcester, MA
kgoonan@ummhc.org • (508) 334-0314

David Lee, MD • Boise, ID
lee.david@boise.va.gov • (208) 422-1102

Mark Liebow, MD, MPH • Rochester, MN
mliebow@mayo.edu • (507) 284-1551

Marilyn M. Schapira, MD, MPH • Milwaukee, WI
mschap@post.its.mcw.edu • (414) 384-2000, X 2685

Jane D. Scott, ScD, MSN • Baltimore, MD
jscott@nsc.ummc.ab.umd.edu • (410) 328-5085

Christine Stoltz, MD • Philadelphia, PA
cstoltz@mail.med.upenn.edu • (215) 662-3796

Valerie Stone, MD, MPH • Providence, RI
Valerie_Stone@mhri.org • (401) 729-2395

Eric C. Westman, MD, MPH • Durham, NC
ewestman@duke.edu • (919) 286-0411, X 6281

Brent Williams, MD • Ann Arbor, MI
bwilliam@umich.edu • (734) 936-5222

Published monthly by the Society of General Internal Medicine as a supplement to the Journal of General Internal Medicine.
SGIM Forum seeks to provide a forum for information and opinions of interest to SGIM members and to general internists and
those engaged in the study, teaching, or operation for the practice of general internal medicine. Unless so indicated, articles do not
represent official positions or endorsement by SGIM. Rather, articles are chosen for their potential to inform, expand, and chal-
lenge readers’ opinions.
SGIM Forum welcomes submissions from its readers and others. Communication with the Editorial Coordinator will assist the
author in directing a piece to the editor to whom its content is most appropriate.
The SGIM World-Wide Website is located at http://www.sgim.org

SGIM

FORUM

I’ve heard from many of you in the
last month. Your thoughts show the
wonderful vitality that first drew me

to SGIM. It is remarkable that our
vitality is flourishing at a time when
medicine is being buffeted badly and
many of our colleagues have retreated
to survival mode.

In this column, I will tell you some
of what I’ve heard and listened to. We
can listen together and respond.

Protesting the Dismissal of
George Lundberg
Many of you expressed support for the
letters Steve Fihn and I wrote on behalf
of SGIM to Nancy Dickey, MD,
President of the AMA, (see Forum,
March 1999, page 5) and the Editors of
JAMA (see JAMA 1999;281:1790–1)
protesting the dismissal of George
Lundberg. Everyone who spoke or wrote
to me, from past presidents to incoming
fellows, supported our protest of AMA’s
action as an unacceptable assault on
editorial independence. (I hope I’ll hear
from those of you who do not agree,
too!) Many, but not all, supported our
call for the reinstatement of Lundberg
and a public apology by the AMA.
These actions seemed to us the only just
redress, but some thought we should do
more (see for example the letter from
several of our colleagues at UCLA
calling on all of us to boycott JAMA
[JAMA 1999;281:1793]). Others viewed
our call as quixotic and some thought
we should not be sticking our noses so
directly in the AMA’s business. But
everyone supported the protest of an ill-
advised and worrisome attack on
editorial freedom.

I was surprised that we didn’t
receive a response from Dr. Dickey. But
Steve and I did receive a letter from E.
Ratcliffe Anderson, Jr, MD, the AMA
Executive Vice President who fired
Lundberg. Anderson pledged that he,

too, was concerned
with the scientific
integrity of JAMA,
implying that we
ought not worry
further. This re-
sponse was less than
reassuring.

Prior to selecting
the next JAMA editor,
a group representing
the journal’s constitu-
encies was working to develop proce-
dures that would promote its future
editorial independence. But four
months after Lundberg’s dismissal, the
outcome of this process remained in
doubt, and we decided to follow-up with
letters of continued concern to Dr.
Dickey and the members of the AMA
Board of Trustees. We were happy,

therefore, to learn at
the end of May that
the AMA working
group had completed
its work and released
a hard-nosed gover-
nance plan “to
guarantee editorial
independence” for
JAMA (see http://
www.ama-assn.org/
sci-pubs/journals/

archive/jama/vol_281/no_23/co900
84x.htm).

Is this a small triumph for SGIM?
Absolutely! We can hardly claim credit
for having changed the course of history
single-handedly, but SGIM contributed
to the community of concern that
demanded a strong, forthright statement
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1999 PRESIDENTIAL ADDRESS:
WHITHER GENERALISM?
Stephan D. Fihn, MD, MPH

continued on page 16

Editor’s Note: For the benefit of those
members unable to attend the national
meeting, Steve Fihn’s presidential address
has been excerpted below. My apologies to
Steve that we were not able to include
photos of the remarkable artwork accompa-
nying his presentation.

This has been a wonderful year, in
part because SGIM has made a
number of notable achievements.

I do not, however, wish to dwell on
them at present, but plan to review our
accomplishments, at least briefly, during
tomorrow afternoon’s business meeting.
Rather, I want to address another aspect
of the importance of this year for me,
for it has been a time to reflect upon the
nature of generalism. And during the
next few minutes I would like to share
some of the insights and observations
that have been instructive to me. In the
process, I will try to make three basic
points. The first is that we, as general-
ists, are carrying on a venerated and
cherished intellectual tradition. Second,
that there are threats abroad to this
tradition that we must recognize and
combat. And third, there are tremen-
dous opportunities for us now that will
enable us to weather the turbulent
times ahead.

Interestingly, the concept of
generalism is a relatively recent one in
historical terms and has a distinctly
academic pedigree. In the Oxford
English Dictionary, a generalist is
defined as one who pursues general
studies as opposed to concentrating in
one narrow field. In its original usage,
the term had a strongly positive
connotation. The earliest cited use of
the term was in an article in the
Westminster Gazette just prior to the
turn of the century, i.e., Y1.9K: “a man,
as a man, is wiser, greater, happier, freer,
in proportion as he is a generalist rather
than a specialist.” I vote we adopt this

statement as our mantra. The moniker
“Renaissance man,” epitomizing, for me,
a pinnacle of generalism, was coined
only in this century.

Harkening back to the origins of
science in the Renaissance, there was
no great distinction between men of
science and those in the arts. For
example, the great masters played a
vital role in the genesis of the biological
and physical sciences. Michelangelo’s
meticulous anatomic studies and those
of other masters, such as Da Vinci,
formed the basis of the later work of
great anatomists and physiologists such
as Vesalius, Harvey, and Willis. As we
all know, Da Vinci was also a keen
observer of other natural phenomena as
well, including hydrology, astronomy,
and aeronautics. The great English

architect, Christopher Wren, illustrated
Willis’ text on neuroanatomy. Artisans
and academics frequently commingled
as depicted in this 16th century
aquatint by Passarotti.

The great painters of the day were
heavily influenced by science as well.
John Constable diligently studied
physics, optics, and early texts on
meteorology to give his huge canvases a
unique realism. Constable’s contempo-
rary, Joseph Turner, studied the chemis-
try of color and physics of optics that
provided a remarkable ability to render
color and light as in this painting. Thus,
in a sense, all knowledge was essentially
general knowledge.

The same patterns applied to
medicine. The early luminaries of

Awards Presented at the 1999 Annual Meeting
Robert J. Glaser Award: John Noble, MD
Elnora M. Rhodes SGIM Service Award: Oliver T. Fein, MD
National Award for Career Achievements in Medical Education:

Jack Ende, MD
National Awards for Innovation in Medical Education:

Linda E. Pinsky, MD, and Scott M. Wright, MD
Mack Lipkin, Sr. Associates Awards: Marcia L. Burman, MD;

Kenneth Langa, MD, PhD; and Christina Wee, MD
Milton W. Hamolsky Junior Faculty Awards: Pamela Ganschow, MD;

Ralph Gonzales, MD, MSPH; Bruce Landon, MD; and
Michael Pignone, MD

Zlinkoff Foundation Clinical Vignette Award: Rajesh S. Mangrulkar, MD
Lawrence S. Linn Awards: Gary Sinclair, MD, and Molly Stenzel, MD

Previous Recipients of the Robert J. Glaser Award
David L. Sacket, MD, 1986; Alvan R. Feinstein, MD, 1987; Charles E. Lewis,
MD, 1988; John D. Stoeckle, MD, 1989; Kerr L. White, MD, 1990; George L.
Engel, MD, 1991; Alvin R. Tarlov, MD, 1992; Thomas S. Inui, ScM, MD,
1993; Robert H. Brook, MD, ScD, 1994; John M. Eisenberg, MD, MBA, 1995;
Steven A. Schroeder, MD, 1996; Sheldon Greenfield, MD, 1997; Suzanne W.
Fletcher, MD, 1998

Previous Recipients of the Elnora M. Rhodes SGIM Service Award
Elnora M. Rhodes, 1997; Annie Lea Shuster, 1998



5

Section Heads
Assemble at National
Meeting, Decide to Share
Data and Meet Again
Mark Linzer, MD

1999 Lawrence S. Linn Award
Recipients Announced
Valerie E. Stone, MD, MPH

continued on page 18

The Lawrence S. Linn Trust grants
awards to young investigators to
study or improve the quality of life

for persons with AIDS or HIV infec-
tion. Applicants may include SGIM
members (associates or full) who are
students, residents, fellows, or faculty
members early in their research careers.
Appropriate research projects for the
Linn Award include studies of HIV/
AIDS quality of care, access to HIV/
AIDS health care services, studies of
measures and determinants of quality of
life, patients’ perspectives about their
care and/or life experiences, cost-
effectiveness of various HIV treatments
and other interventions, studies of
adherence to antiretrovirals and
evaluations of interventions to improve
adherence, and studies of the clinical
epidemiology of HIV/AIDS including
disease severity measures, survival, or
prognostic measures.

The Linn Award was established by
an endowment from Dr. Lawrence S.
Linn, a medical sociologist, faculty
member, and researcher at UCLA. In
his role at UCLA, Dr. Linn contributed
to the training of numerous medical
students, residents, and fellows. In
addition to the Linn Award endowment
to SGIM, Dr. Linn’s estate also en-
dowed the Linn House, which is now

the largest AIDS hospice in southern
California.

This year is the seventh year that
SGIM has given the Linn Award to
fund grant proposals of junior investiga-
tors which best meet the spirit and
intent of the Linn Award and are
judged to be of highest overall quality.
The Linn Award selection process is
administered through the SGIM AIDS
Task Force. This year’s Linn Awards
were given out at the recent SGIM
Annual Meeting. The recipients were:
Molly Stenzel, MD, of Brown Univer-
sity School of Medicine for her project
entitled “Care of HIV-Infected Patients
in Hospital-Based Resident Clinics: An
Analysis of Quality of Care and Resi-
dent Education,” and Gary Sinclair,
MD, of Case Western Reserve Univer-
sity for his project entitled “The
Relationship Between Adherence,
Symptoms, and Health Related Quality
of Life in People with HIV Infection.”

Junior investigators with areas of
research appropriate for the Linn Award
are encouraged to consider applying for
the Linn Award in the coming year.
Proposals for consideration in 2000 will
be due on November 15, 1999. A
detailed announcement will be posted
on the SGIM Webpage and in the
SGIM Forum in the fall. SGIM

Wendy Levinson (Chicago), Bob
Centor (Birmingham) and Mark

Linzer (Madison) coordinated a
workshop for section heads in GIM.
Even though it was Saturday afternoon
at 4 PM, over 40 section heads (includ-
ing 4 SGIM Presidents) turned out to
discuss mechanisms for sharing informa-
tion and supporting each other during
turbulent times.

The meeting began with Mark
presenting a regional survey he had
performed of midwest section heads and
midwest private practice divisions of
general internal medicine to develop
standards for number of hours in clinic per
week for a full-time clinician. (The
average was slightly less than eight 4-hour
sessions or 31.5 clinical contact hours per
week). This “regional benchmarking” was
useful in demonstrating the current
standards to Mark’s institution.

Wendy then charged the group
with developing a list of topics for
future investigation.  Bob noted that
sections today are the size of depart-
ments 20 years ago, and that complex
management skills are needed. He
suggested annual meetings with an
educational bent, inviting experts to
share information about benchmarking,
standards, management, etc.

The group then dived into the task
of developing a list of topics. The list
included: 1) benchmarking productivity
standards; 2) Graduate Medical Educa-
tion (GME) passthroughs—how to gain
access to the dollars; 3) quantifying
teaching time and supporting it; 4)
protecting time for clinician educators;
5) career development for junior
faculty; 6) incentive plans; 7) mission-
based management programs; 8)
leadership training; 9) issues for focused
programs—e.g., women’s health,
geriatrics; 10) faculty recruitment,
development, and retention; 11)
community based networks—mergers;

12) citizenship—how to encourage it
and support it; 13) are big sections
necessarily better?; 14) practice effi-
ciency; 15) time management skills; 16)
evaluations; 17) special issues for public
hospitals and the VA; 18) visioning and
strategic planning; 19) connecting with
each other to facilitate faculty job
searches; 20) developing a research
mission, faculty, and program.

The group decided to ask SGIM for
technical support in organizing a
meeting for this fall, proposed for

Chicago in early November. The next
meeting after that might be at next
year’s SGIM national meetings in
Boston during the precourses. The
theme of the first meeting was suggested
to be benchmarking and productivity,
with the thought of inviting some local
experts from the University Hospital
Consortium or MGMA.

The group will strive to develop
several potential listserves. The first
would be a national listserve of all
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Robert Wigton (right) presents
a Hamolsky Junior Faculty
Award to Ralph Gonzales.

John Noble receives
the Glaser Award

from Robert J.
Glaser (left) and
Martin Shapiro

(right).

HIGHLIGHTS FROM THE ANNUAL MEETING…

Eileen Reynolds and Bobby Baron flank Clinical Vignette
Award winner (given to the top-rated clinical vignette,
based on attendees’ evaluations, and endowed by the
Zlinkoff Foundation’s Fund for Medical Education)

Rajesh S. Mangrulkar for “Human Immunodeficiency
Virus: Whom Do We Test? When Do We Tell?”

Malcolm Peterson Honor Lecturer Christine K. Cassel
(right) exchanges observations with Wendy Levinson
(left) and ACP-ASIM President Whitney Addington.

Valerie Stone presents the
Lawrence S. Linn Award
to Gary Sinclair and Molly
Stenzel (not pictured).

Steve Fihn
acknowledges Jack
Ende (right) on
receipt of the
National Award for
Career Achievement
in Medical
Education.
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Gordon Noel
congratulates Linda
Pinsky and Scott
Wright (not
shown), recipients
of the National
Awards for
Innovation in
Medical Education.

Elnora Rhodes
embraces Oli Fein
upon his receipt of
the service award

named in her honor.

East Carolina University faculty member Wilhelmine Wiese discusses
her poster presentation with interested attendees.

Program Chair Carolyn Clancy
opens the plenary session on

Friday morning.

Bob Centor reviews
the bylaws changes
before the vote at the
annual business
meeting.

Robert Wigton
presents one of 3

Mack Lipkin Senior
Associate Awards to

Christina Wee.
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Nicole Lurie, Lee Goldman, and JudyAnn Bigby (left to
right) present to a full house during the Saturday

afternoon plenary theme symposium. Steve Fihn passes the Presidential gavel to incoming
President Seth Landefeld (left).

Judith Walsh
discusses the fine
points of her
research during
one of the three
poster sessions at
the Annual
Meeting.

Lisa Rubenstein
responds to questions

from the audience
following presentation

of her paper.

The Minorities in Medicine interest group gather for a photo
during their meeting on special populations.

Steve Fihn delivers his Presidential
address to the Society on Friday morning.
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Kelly Skeff conducts a
standing room only Meet
the Professor session.

Roy Poses (left) and
Wally Smith (right)
chair and co-chair
respectively of the

Scientific Abstracts
Committee, introduce

the speakers for the
plenary abstract

session.

SGIM Abstracts and Vignettes Online offered attendees
a chance to customize their meeting schedules.

Wishwa Kapoor poses a question to the expert panel
during the SGIM/AFMR joint public policy session.

Attendees review the electronic information resource
UpToDate during a meeting break.

Mark Liebow, John Eisenberg, and Mary Charlson shared
their views during the SGIM/AFMR joint public policy
sessions entitled “Fostering Patient Oriented Research:

The Role of the Federal Government.”
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Take a moment to answer the
following questions from the
modified CAGE questionnaire:

• Have you ever prescribed Celebrex™?
• Do you get Annoyed by people who

complain about drug lunches and
free gifts?

• Is there a medication loGo on the
pen you’re using right now?

• Do you drink your morning Eye-
opener out of a Lipitor™ coffee mug?

If you answered yes to two or more
of the above questions—and even if you
didn’t—read on.

Pharmaceutical companies spend
over $10 billion annually on marketing
their products in the United States, and
half of this goes to sending drug reps
into doctors’ offices. Yet, I have never
met a single health care provider who
believes that he or she is in any way
influenced by pharmaceutical promo-
tion. On the contrary, most quite
adamantly—and sincerely, I believe—
insist that despite all the pizza, pens,
penlights, notepads, and trips to Vail,
their prescribing practices are soundly
grounded in scientific principles.

Now this is very interesting,
because, of course, someone is making an
awfully big mistake. Either the drug
companies are throwing away billions of
dollars, or health care providers are
foolishly naïve. I for one think it’s the
latter.

In fact, many—including myself—
would maintain that the mere fact that
the drug companies spend this extraor-
dinary sum of money is proof that all
this promotion works. However, in
these days when even toilet-training
decisions are expected to be evidence-
based, this pronouncement is unlikely
to qualify as even “Grade C” evidence.
Though while the field’s PIOPED study
(Promotional Influence on Physician
Education) has yet to be done, there is
nevertheless an accumulating body of

evidence suggesting
that pharmaceutical
promotion does affect
physician behavior,
and often in ways that
run counter to good
patient care. A few
examples: Chren and
Landefeld,1 using a
case-control design,
compared physicians
who had requested additions to the
hospital formulary (the cases) to
physicians who had made no such
requests (the controls). Physicians who
had requested changes (n = 40) were
much more likely than the controls
(n=80) to have met with pharmaceuti-
cal representatives (OR = 13.2; 95% CI
= 4.8–36.3). In addition, physicians
who had interactions with specific
companies were more likely to request
drugs made by these companies.

Orlowski and Wateska2 looked at
usage of two drugs at their hospital
before and after two all-expense-paid
symposia (one at a “luxurious resort” on
the west coast, the other in the Carib-
bean). Usage of both drugs increased
following the symposia, in contrast to
national usage patterns at the time,
despite the stated belief of the partici-
pating physicians that these entice-
ments would not alter their prescribing
patterns.

Caudill et al.,3 in a survey of
primary care practitioners, found a
significant positive association between
the perceived credibility of information
provided by pharmaceutical reps and
the cost of physician prescribing (based
on responses to treatment choices for
clinical scenarios).

And, most recently, in an abstract
presented at this year’s SGIM meeting
in San Francisco, Ubel and Adler4 sent
mail surveys to 1200 primary care
physicians. Forty percent of respondents

incorrectly believed that calcium
channel blockers and ACE inhibitors
had been shown to reduce the risk of
stroke in hypertensive patients. Physi-
cians who said they occasionally
provide drug samples to patients were
significantly more likely to recommend
ACE inhibitors and calcium blockers
(for hypothetical patients) than
physicians who never provided samples.

It is time, then, that we as health
care providers rid ourselves of the taint
of pharmaceutical company influence.
As individuals, refraining from accept-
ing any pharmaceutical company gifts
(including pharmaceutical samples) will
have many beneficial consequences:
◆ It will result in more rational and less

expensive patient care, as suggested
by the above mentioned studies.

◆ There will be no need to grapple with
difficult philosophical questions such
as: Which gifts are acceptable and
which are unacceptable (A pen? A
dinner? A basketball game? A trip to
the Caribbean?).

◆ It will provide an additional opportu-
nity to be a positive role model for
medical students and residents.

◆ Your pizza will taste much better
knowing that it was paid from your
pocket rather than your patients’.

What can we do as SGIM members
to eliminate pharmaceutical company
influence? Let SGIM know that we
think the Society should continue to set

IT’S TIME TO JUST SAY NO TO DRUG REPS
Bob Goodman, MD

continued on page 18

Either the drug companies are
throwing away billions of
dollars, or health care providers
are foolishly naïve. I for one
think it’s the latter.
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Even though the national economy
is booming and revenue is flowing
into Washington at a record rate,

the Agency for Health Care Policy and
Research (AHCPR) and Title VII
programs for medical education, along
with other domestic programs that
depend on annual appropriations from
Congress, may have problems even
getting the money they received last
year. How could this happen?

This odd situation is happening
because of Congressional budget rules.
A few years ago, in a time of large
budget deficits, Congress decided to set
maximum limits on each area of

discretionary appropriations and to
build a “firewall” between those areas so
that savings realized in one area, such as
by closing military bases, would go to
reducing the deficit rather than be used
to increase spending in another area,
such as biomedical research. Even
though the Federal government’s budget
situation has improved dramatically, the
rules continue to govern the budgeting
and appropriations processes. This
means that health services research and
primary care medical education pro-
grams compete with biomedical
research, college loan subsidies, and
housing programs for a fixed pot of
money. This would make it a challenge

to get appropriate funding for “our”
programs even if that pot of money were
growing to reflect the extra dollars the
Federal government is getting due to
the vibrant economy; but due to other
budgetary rules, the pot of money is
actually smaller than it was last year.
The budget limit for the House Appro-
priations subcommittee that handles
the AHCPR and Title VII appropria-
tions was $88.8 billion for FY 1999
(which runs from October 1998 through
September 1999) but is only $78.1
billion for FY 2000. The subcommittee
also handles appropriations for the NIH
and for human services programs, such

as heating assistance, for
which there are adminis-
tration or significant
Congressional pushes for
more money. As a result,
programs that have only
a few advocates or do
not catch public
attention the way
biomedical research or
providing heat to poor
people in the winter do
may not do well when
the money is divided up.
Many of us who support

the AHCPR and Title VII programs
getting more money also think it’s good
to increase spending for biomedical
research and to help poor people pay for
heat, leaving us in an awkward position
if it seems that helping the former will
hurt the latter. The solution is to
change the rules that put an unrealistic
limit on spending for health and human
services in a booming economy. It won’t
help those people who die unnecessarily
because we didn’t fund health services
research, primary care training, bio-
medical research, or heat for the poor
that we save the budget surplus for the
needs of Social Security or Medicare
in 2020. SGIM

Starving Amidst Fields of Plenty
What Will Happen to AHCPR and
Title VII Programs?
Mark Liebow, MD, MPH

I have the good fortune to head an
institution-wide effort to initiate

managed care curricula across four
primary care residencies at the Univer-
sity of Michigan. In this capacity, I have
had the opportunity to interact with
other Michigan residency programs also
developing managed care curricula, and
to lead a workshop on managed care
curricula at the spring meeting of the
Association of Program Directors of
Internal Medicine (APDIM) this year.
Through these experiences, several
lessons have emerged that may prove
useful to other programs, especially
those in the early stages of developing
or implementing a managed care
curriculum.

1. Much work has already been
done to develop written managed care
curricula. There now exist many
resource documents that define the
basic components of a managed care
curriculum. We decided to use a recent
paper from the Council on Graduate
Medical Education (COGME),1 which
was based in large part on work carried
out by Nicole Lurie. The COGME
document outlines nine areas of
competency which will prepare clini-
cians for work in a managed care
environment: health systems finance
and organization, epidemiology and
evidence-based medicine, ethics,
patient-provider relationships, leader-
ship and teamwork, quality improve-
ment, medical informatics, systems-
based care, and clinical primary care.
These topics capture the vast majority
of domains that might be included
under a managed care curriculum. The
COGME document provides a good list
of potential curricular enhancements,
source documents, and institutional
contacts for programs in the early
phases of a managed care curriculum.

2. The term “managed care

The Managed Care
Curriculum for
Residency: What Is It
and How Do We Do It?
Brent C. Williams, MD, MPH

continued on page 19

…health services research and
primary care medical
education programs compete
with biomedical research,
college loan subsidies, and
housing programs for a fixed
pot of money.
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The Department of Veterans Affairs
has launched a major new
initiative to deal with pain in a

comprehensive way across its entire
health care system. Impressive data
exist that demonstrate pain is a major
issue, that it is not consistently treated
well, and that considerable patient
suffering results.

Clinically, significant pain is very
common. Estimates are that 20–30% of
the population experiences serious
acute or chronic pain in any year. Lesser
pains like headache (73%) and back
pain (56%) afflict even more persons
for at least one day every year, accord-
ing to surveys. The pharmaceutical bill
for analgesics is estimated between $60–
$100 billion annually. The largest
percentage of individuals using alterna-
tive therapies are seeking relief from
pain.1 The World Health Organization
listed improved pain control as its sixth
priority in 1997. The prevalence of pain
appears even higher in aging popula-
tions, increasing its relevance to the
Department of Veterans Affairs.

Despite the acknowledged magni-
tude and importance of pain as a
symptom that affects human well-being,
the health care system as a whole does
not seem to treat it well. Any discussion
of pain needs to make a clear distinc-
tion between malignant pain and pain
that is not related to malignancy. Pain
associated with a terminal cancer is a
major concern. Inadequate pain relief at
the end of life is a stated fear of 73% of
Americans. Surveys within cancer
institutions demonstrate commitment
to pain relief, but less ability to pass
tests related to the knowledge, skills,
and abilities required for effective pain
relief. Stated reasons include a knowl-
edge deficit, fears of habituation and
addiction of patients, fears that opiate
drugs may be diverted into illegal
channels, concerns of adverse action

against medical licenses, and lack of
adequate reimbursement for complex,
time-consuming patients. Relief of
malignant pain is thought to be com-
promised by clinician experiences with
classic “heart-sink” patients with
nonmalignant pain, such as those that
have low back pain without objective
findings who also are prone to complain
loudly, be dissatisfied, overuse time and
resources, and may or may not be
narcotic-seeking. (VA may have
distinctive problems in this regard,
because its comparatively hierarchical
structure gives additional avenues for
complaint all the way to national
headquarters, and patients can also
express concerns to Congressional
representatives.) Although such
patients are a small minority of patients
with pain, they are very memorable,
and require both special skills and
systemic organizational approaches to
achieve good results. In any event, a
sentinel survey demonstrated that only
58% of cancer patients had adequate
pain control, at a time when 90%
control was considered achievable. In
launching the new intiative, Dr.
Kenneth Kizer, VA’s Undersecretary for
Health, commented, “No patient in the
veterans health care system should
suffer preventable pain.”

The stated objectives of the new
national pain management strategy are
to reduce suffering from preventable
pain, to assure that pain assessment is
performed in a consistent manner, that
treatment is prompt and appropriate, to
involve patients and families, to
monitor outcomes, to provide interdis-
ciplinary approaches, and to be sure
that clinicans are adequately prepared
to assess and manage pain effectively.

Adequate, consistent assessment
leads to the headline notion of “pain as
the fifth vital sign.” Both paper and
electronic data entry will capture pain

VA LAUNCHES MAJOR
INITIATIVE ON PAIN
David K. Lee, MD

scales in all settings of health care
delivery across the system. Clinical
practice guidelines will be developed
and disseminated. Interdisciplinary
approaches and effective referral
systems will be established and refined.
Major endeavors in education, in
conjunction with academic affiliates,
will be designed to increase knowledge
and expertise in dealing with pain
management, and pain will become a
major research initiative.

SGIM members are frequently
involved in primary care delivery and
education. Pain issues are indeed
commonplace and challenging. For
those involved with the VA pain
initiative, it is certainly to be hoped it
will be helpful and productive. For
those who are not directly involved, the
lessons learned may be helpful in other
settings.

As the editorial staff changes, I
would like to express my gratitude to
Dr. McKinney and his colleagues in
Louisville, to the rest of the associate
editors, and to all the readers for the
opportunity to be the VA associate
editor. Feedback has been very appreci-
ated. Health care in general, and VA
specifically, is still in a time of change.
In chaos theory terms, we are “far from
equilibrium.” It has been exciting to
have a chance to report on many of the
developments that have occurred in this
environment. SGIM
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Program Committee noted, “The energy
in that room was incredible! I was only
able to attend for 30 minutes or so, but I
‘caught the wave!’” Kudos go to Jamie
Kerr and Ellen Yee of the Program
Committee who stepped up to the
challenge of developing and imple-
menting a peer-reviewed process for
submissions, and to Deb Shapiro of the
SGIM national office for her masterful
organizing skills. One innovation—the
“after hours” sessions—did not quite
catch fire, perhaps an indicator that the
apparently unlimited enthusiasm at
each Annual Meeting has some limits!

As I write this, evaluations are still
pouring into the national office. These
will be carefully reviewed by the 1999
Program Committee for “lessons
learned” and by the 2000 Program
Committee for opportunities for

that will promote future editorial
independence. The letter from SGIM
was, after all, the only letter from a
professional society published in JAMA
among the letters on the Lundberg
dismissal (see JAMA 1999;281:1789–
94). (Parenthetically, the governance
plan for JAMA provides a new bench-
mark for procedures to assure editorial
independence, one that we in SGIM
can use as we draft our own policies to
assure the independence of our journal.)

Changing the Society’s Bylaws
SGIM’s Bylaws are, in a sense, the
structural skeleton of our Society, but,
like the skeletons of living vertebrates,
our Bylaws are invisible to most of us.
They are readily accessible (see http://
www.sgim.org/about/bylaws.html) but,
I bet, largely unread. (I have to admit
I’d not even looked at them until I was
first elected to Council.) In fact, a
substantial change in the Bylaws—
adding the positions of Secretary and
Secretary-elect to SGIM’s officers— was
considered and voted on at the Business
Meeting at this year’s Annual Meeting.

Assuming that the Bylaws were in
fact largely unread and unknown, I was
surprised a few weeks ago when David
Karlson, our Executive Director,

forwarded a note from Michael Nathan,
a member in Boston. Michael read the
Bylaws more carefully than I had and
pointed out that Article 3.4 says “A
meeting of members duly called in
accordance with these Bylaws shall not
be organized for the transaction of
business unless a quorum is present,”
and Article 3.3 says a quorum is 10% of
members. Article XII says “these Bylaws
may be amended or repealed and new
Bylaws adopted by the affirmative vote
of two-thirds of the voting members.” It

is unclear whether Article XII applies
only when a quorum is present, but this
seems a reasonable interpretation. If a
quorum wasn’t present at the Business
Meeting where the proposed changes in
the Bylaws were presented, was the vote
valid?

Bob Centor chairs the Bylaws
Committee, and I asked his advice. He

responded simply,
“We are stuck.” We’ve
agreed the Bylaws
Committee needs to be
reconvened to consider
the issues Michael
Nathan raised and to
propose a solution. His

point about the importance of a careful
reading of our Bylaws and of adherence
to them is a good one that I am glad to
have heard.

UpToDate
Many people attending the Annual
Meeting had a chance to explore the
first edition of UpToDate in Adult
Primary Care and Internal Medicine, a
new CD-ROM–based reference edited
by three SGIM members: Mark
Aronson, Bob Fletcher, and Suzanne

Fletcher. According to friends of mine
who have bought UpToDate, the
product is a tour de force—as one would
expect from its lineage.

UpToDate was featured at the
meeting as an “Official Educational
Program” of SGIM because a carefully
crafted agreement had recently been
signed defining and creating the
relationship between SGIM and
UpToDate, Inc., the privately held
company that produces and sells this
product. UpToDate had approached
SGIM earlier this year about establish-
ing a formal relationship, and a flurry of
E-mail and telephone discussions by
Council ensued about the pros and
cons. Everyone on Council wanted to
secure real and compelling benefits for
the Society and its members, and all
wanted to avoid entanglements that
might tar SGIM with the AMA-
Sunbeam brush. This process of delib-
erations and negotiations and the
agreement will be described in an
upcoming Forum article by Steve Fihn.

Shortly after the meeting, I
received a letter from Jay Orlander, a
long-standing member now at the

ACTIVE LISTENING
continued from page 3

continued on page 18

improvement. It is not possible to
describe adequately the enormous
contributions of David Karlson and the
SGIM staff. Their efforts allowed the
Program Committee to work with the
many members who reviewed abstracts,
workshops, and medical education
innovations with full confidence that
the meeting would come together
smoothly. Next year SGIM 2000 moves
to the east coast. Gary Rosenthal and
Carol Bates, chair and co-chair, are
already asking questions that didn’t
occur to us until August, so I expect
that once again, records for the Annual
Meeting will be broken. See you in
Boston! SGIM

Dr. Clancy, Director of the AHCPR’s
Center for Outcomes and Effectiveness
Research, was the Program Chair for the
1999 Annual Meeting.

I believe that a central struggle
for SGIM is how to “live in the
world but not of it.”
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and capably edited a variety of aca-
demic chiefs for the Division Spotlight
feature, before and during his term on
the Council. Valerie Stone, another
Council member, took upon herself the
task of handling minority affairs,
informing SGIM and academic medi-
cine of the present status of under-
represented minorities and challenging
us to shape the future by eliminating
racial and ethnic barriers to full
equality. Eric Westman supplied perhaps
the largest number of columns of any
individual, keeping the membership up
to date with research opportunities. Oli
Fein, Mark Liebow, and Jane Scott,
together with Lynn Morrison and
Michele Sumilas at Washington Health
Advocates, carefully monitored and
reported on a wide range of health
policy issues affecting SGIM. David
Lee, from his post as Chief of Staff of
the Boise VA Medical Center, gave us
bimonthly updates on the rapid changes
within the Department of Veterans
Affairs. Marilyn Shapira monitored
women’s health and issues involving
women in medicine. Jim Wagner and
Brent Williams kept us well informed of
trends in medical education. Kate
Goonan kept her finger on the pulse of
health care management, informing us
when current trends accelerated,
decelerated, or missed beats. Christine
Stoltz, Lisa Latts, and Matt Wynia
reported on issues pertinent to residents
and fellows, keeping us in touch with
some of our newest members—the
future of SGIM.

There were many others working
behind the scenes who assured that the
authors’ contributions made it into
print. The production staff at Blackwell
Science, Leslie Gaffney and Liz St.
Germain, assisted with revisions in the
design of the Forum, assured the
graphical integrity of each issue,
completed final editing of the copy, and
kept us on time with production so the
Forum could be mailed each month
together with JGIM. Judy Davison
capably completed the layout of each
issue. Numerous SGIM staff, especially

Lorraine Traction and Janice Clements,
assisted with gathering critical informa-
tion and coordinating advertisements.
David Karlson was magnificent in his
suggestions for the redesigned layout of
the Forum that premiered in January
1998. Both of my editorial coordinators,
Eric Nunn and Jason Bowen, were
superb, going well beyond the call of
duty to keep the Forum on its monthly
production schedule. The Council and
Officers of SGIM were consistently
supportive and uniformly helpful.

The period 1996–1999 was mo-
mentous, a time of significant change
for the Society. In the summer of 1997,
Dr. David Karlson was recruited to
administrative leadership of SGIM,
receiving the Executive Director’s
mantle from Elnora Rhodes, the
inspiration of a generation of leaders of
the organization. Now a veteran of two
national meetings and numerous
Council retreats and teleconferences,
David has demonstrated not only that
he is a competent administrator, but
also that he understands and supports
the essential values of the Society. It
has been a time of increasing recogni-
tion of our members, as noted in the
pages of the Forum. It has also seen a
determination to embark very carefully
on a course of development for SGIM as
means of exploring many new opportu-
nities for its membership.

One might ask whether, had I
known in 1996 what I do today about
the inner workings of SGIM and the
effort required to produce the newslet-
ter, I would still have accepted the
editorship of the Forum. Without
hesitation, I would answer “yes.” That
sentiment is what I would like most to
convey as my parting message to our
membership: SGIM is not just another
professional medical organization. In an
era of rampant materialism and focus on
individual gain, SGIM refuses to
compromise its core values. This is no
hollow sentiment, but a credo the
leadership has demonstrated time and
time again during my association with
it. Thus, when the opportunity for

service arises for you, I hope that you
will likewise affirm these values by
“getting to ‘yes’ for SGIM” as Nicki
Lurie titled one of her presidential
columns.

As of the August 1999 issue, the
editorial leadership of the Forum passes
to David Calkins at the University of
Kansas. I wish him and his staff well as
the Forum prepares to enter the next
millennium of service to SGIM. SGIM

FOND FAREWELL
continued from page 2

college, acquiring skills that would serve
him well in the grueling combat of
academic medicine departments.

He attended medical school at
Columbia, then did 2 years of internal
medicine at the Massachusetts General
Hospital. Here he can be seen with his
intern class. He then went to Atlanta at
the National Communicable Diseases
Center, eventually serving as Chief of
the Vesicular Disease Laboratory,
participating in the Smallpox Eradica-
tion Program and later receiving a
commendation from Surgeon General
Koop for his role in smallpox eradica-
tion.

He returned to Harvard after 5
years, finished his residency, and took a
faculty position while serving as Chief
of Staff of Middlesex County Hospital.
In 1973 he was recruited to the Univer-
sity of North Carolina as Director of
Primary Care. The next year he became
the founding Chief of their Division of
General Internal Medicine. He returned
to Boston in 1978 as Professor of
Medicine at Boston University, serving
as founding Chief of the GIM section
and Director of the Primary Care
Center at Boston City Hospital. He
held that position for 19 years.

He served as secretary-treasurer of
SREPCIM in the early 1980s, then as
President of SGIM from 1989–1990. He
also served for a considerable period as
Chair of the Health Policy Committee

GLASER AWARD
continued from page 2

continued on next page
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of the Society. He has been a Regent of
the American College of Physicians and
will become the next chair of JCAHCO
in 2 years. He has received the Pew
Primary Care Achievement Award for
Patient Care.

It is almost as much fun to talk
about John to his friends and colleagues
as it is to spend time with him. Perhaps
my favorite story about him relates to
his career as a scoutmaster. John has
five sons. Ever the energetic individual,
he was not an absentee parent, and
spent 10 years as scoutmaster for some
of them. On one occasion, he traveled
with his scouts and assistant scoutmas-
ter Bob Lawrence from Boston to
Colorado for one of those outdoor
things that John loves to do. They had a
few hours between trains in Chicago, so
John dragged them all to the Art
Institute, backpacks and all. He
marched them into the galleries where a
Mondrian exhibition was featured. The
group gathered round in a large semi-
circle and John proceeded to give an
erudite discussion of the role of
Mondrian in 20th century art.

The story piqued my curiosity, but I
now understand that Mondrian was in
many ways like John. His art is de-
scribed as embodying both order and
randomness. His works have asymmetry
that belies complexity. His career was
characterized by the absorption of ideas
from younger colleagues and taking
them in even more radical directions.
His final years of work were perhaps his
most youthful. It is hard to think of a
better set of descriptors of the career of
John Noble.

His importance in pioneering
General Internal Medicine in two major
institutions cannot be understated. It is
noteworthy that he had perhaps the
greatest success of any institution
outside of traditionally minority
medical schools in recruiting a diverse
faculty. Valerie Stone notes that he was
unabashedly committed to recruiting a
faculty that mirrored the diverse
population whom they were serving at
Boston City. Long before it was fashion-

able, John became a strong proponent
of the development of systematic health
care services for the homeless, and
influenced the thinking about the issues
involved among many others who were
developing such programs in Massachu-
setts and elsewhere.

He was an activist President of
SGIM. I had the privilege of serving on
the Council with him for 3 years. He
made three principal contributions to
the society during that time. First,
SGIM was trying to figure out whether
it should take positions on controversial
political questions. John strongly
supported the effort to develop a
position in support of a national health
program; that led to SGIM’s statement
of principles on health care reform.
Second, the direction of federal funding
for health services research was unclear.
John brought together diverse elements
in academic medicine in support of
establishment of an Agency for Health
Care Policy and Research, and thereby
helped to avoid the balkanization of
funding along disciplinary lines. Third,
John was a tireless advocate of Title VII
programs that were continually in
danger of being zeroed out during those
years.

More recently, as a Regent of the
ACP, he has become involved in
programs in Russia, with a particular
interest in developing better programs
for the control of tuberculosis and the
management of diabetes.

Throughout all these years he has
been erudite in his scholarship and
tireless in his commitment to educa-
tion. His textbook of Primary Care
Medicine is an essential tool in our
practices, happily going into a third
edition in the not-too-distant future.

John is passionate in his academic
pursuits and in his athletics ever the
competitor. He is civil and honorable,
kind and generous. Between his trips to
Russia, athletic pursuits, textbook
writing, teaching, and many national
and international responsibilities, he
still finds time to be an accomplished
hillbilly guitarist. Apparently, he

currently is composing a piece for his
wife’s birthday. He and his son Johnny
(a fiddler) can really whoop it up, by all
accounts. He also has had an interesting
career as a beekeeper. Sam Putnam
reports that his energy and enthusiasm
for the task were not always sufficient to
keep him out of trouble, and recalls a
case in which the bees (Sam’s in this
instance) escaped from the hive and
ventured up John’s pants in swarms.

John’s presidential address to SGIM
9 years ago is a wonderful piece of
scholarship, full of insights from the
history of medicine, and infused with
John’s passion and idealism. In it, he
talked about the kinds of physicians
whom we need to train, referring to Earl
Scarlett’s concept of seven pillars of the
medical profession. These are technical
skill and craftsmanship, sense of social
responsibility with an interest in
community life, knowledge of history,
knowledge of literature and the arts,
personal integrity, faith that there is
some meaning and value in life, and the
grace of humility. What better role
model can there be than John, who
embodies so much of what our organiza-
tion aspires to?

So John, it is with great pleasure
that I present you this award. We hope
that you won’t ride off into the sunset,
but rather, like Gary Cooper’s marshall
in “High Noon,” will continue to fight
for the structures, processes, and
outcomes that you care about, even
when they are politically unpopular. As
befits your unique mix of remarkable
attributes, along with the usual compo-
nents of this award, we are giving you
three books, one is historian Meyer
Schapiro’s essay on the art of Mondrian,
the second is a book on Irish fiddle
playing, and the third is the complete
guide to beekeeping. May you continue
to harvest much that is sweet and
fertilize many more young minds in the
years ahead. SGIM

Dr. Shapiro, Professor of Medicine at
UCLA, was the Chair of the 1999 Glaser
Award Committee.

GLASER AWARD
continued from previous page
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being eclipsed by specialization.
Returning briefly to the historical
perspective, after 300 years during
which the generalist was paramount,
the meteoric post-WWII explosion of
technology led to the rapid ascendancy
of a new breed of academic—the
specialist.

In medicine, the process was
propelled by economic incentives and
by changing perceptions. Prior to
WWII, 80% of physicians were general-
ists. After the war this changed rapidly,
and for the past 25 years two-thirds of
physicians have been
specialists. Fortunately,
for me, and those
present here this
morning, the devalua-
tion of generalism was
only transient and did
not spell permanent
extinction. In recent
years we have seen the
stock of generalism rise
again largely due to a
resurgent public affinity
for primary care. And
although the large majority of physi-
cians in this country are still specialists,
the absolute number of generalist
physicians has grown steadily and their
proportion in relation to the total
number of physicians in this country
has remained constant.

I genuinely believe that reemer-
gence of generalism as a respected and
desirable discipline of medicine can be
credited in substantial part to many of
the individuals in the audience. For the
past 2 decades, members and leaders of
this Society have labored and perse-
vered to reestablish the basic values and
principles of generalism consistent with
the historical tradition I have described.
And I think it is important to note that
this was not accomplished by self-
aggrandizing campaigns or savvy
political maneuvering, but through
disciplined scholarship and leadership.
That we are here today, with the
largest attendance in the history of
the Society, is a testament to their

dedication and wisdom.
And yet there are new threats to

the health of generalism on the horizon,
and general internal medicine is
approaching even more stormy times. A
worrisome trend is the gradual disap-
pearance of the true clinician scientist.
Until very recently, many academic
positions in general internal medicine
permitted a reasonable balance between
teaching, clinical work, and research.
Currently, junior faculty are being
forced to choose between clinical work
and research. If unchecked, this trend

could ultimately lead to an insuperable
rift between clinician-teachers and
investigators, a breach that would
indisputably harm the discipline.

Another threat is the progressive
partitioning of patient groups. Having
run out of body parts by which to divide
up patients and physicians, we now see
this dissection being performed on the
basis of demographic characteristics, for
example, gender or age, or disease state,
diabetes or AIDS, or most worrisomely,
the site at which care is delivered. The
latest of these on the scene is hospital-
ism. And, although there are cogent
and very legitimate reasons for some
physicians to devote their entire
energies to the care of hospitalized
patients, we should seek to maintain
this evolving field of practice within the
fold of the primary care disciplines. The
same can be said of primary health care
for women or for the elderly.

There are other areas in which

1999 PRESIDENTIAL ADDRESS
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modern medicine were often men of
letters with varied talents and interests.
Virchow, the father of pathology and
the most eminent physician in Europe
in the late 1800s, was also a respected
scholar in anthropology, archaeology,
history, and sociology. James Parkinson
was a renowned paleontologist. Pioneer-
ing surgeons Benjamin Brodie and
William Fergusson were esteemed
philosophers and musicians, respec-
tively. Sir Charles Bell, of the palsy, was
a superb neuroanatomist as well as
historian and draftsman. As a sidelight,
he was also probably Conan Doyle’s
model for Sherlock Holmes. And there
are myriad other examples. It is my first
point, that this is the historical mantle
that we have inherited—a scholarly
devotion to the pursuit of knowledge, in
general, and a commitment to creating
new knowledge. This heritage is at the
heart of generalism and it is crucial that
we do not forsake it.

None of us needs reminding that
these are difficult times for physicians.
When I speak with the faculty within
my own division of GIM and those
elsewhere, I am impressed by their
apprehension and, at times, disaffection,
particularly among more junior faculty.
The increasing demands for clinical
productivity and compliance with
onerous administrative requirements are
fostering a sense of beleaguerment. The
constantly changing nature of the
delivery system and chronic fiscal
uncertainties are creating profound
anxiety. And possibly, most trouble-
some, diminishing opportunities for
collegial interaction are engendering a
perception of professional isolation.

There are many who aver that the
“Golden Age” of medicine has passed
and the future is bleak. I do not mean to
trivialize the serious problems afoot in
medicine, but I sincerely believe that a
clear understanding of our heritage and
a commitment to the ageless percepts of
generalism will provide stability and
purpose during tumultuous times. As we
close the 20th century, we have
weathered a very serious threat—that of

We, as general internists,
are not only going to survive
but prosper during these
turbulent times. Our skills are
cognitive and amenable to
continual renewal.
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generalists, and SGIM members in
particular, have been prominent
contributors and leaders, but that
require better recognition of their
complexity and far more research.
Prevention is one of these. It is gener-
ally acknowledged that prevention is
primarily the responsibility of the
generalist. As the options for preventive
services grow rapidly in number,
expense, and complexity, there is
serious need for a better understanding
of the relative costs and benefits at the
level of the individual patient. The
science and practice of prevention must
be advanced to the next level and we,
as generalists, should be in vanguard.

In addition there are newly
emerging fields of clinical practice that
demand our involvement and leader-
ship. Clinical genetics is a prime
example. A few SGIM members are
becoming involved in helping to define
the looming scientific, clinical, and
ethical developments in genetics that
will confront the generalist, but I would
submit that most of us are woefully
unprepared.

And, thus, the second point I
would like to make this morning is that,
as a discipline, we should redouble our
efforts to define and expand the unique
knowledge base that is essential to the
highest caliber of generalist practice. Do
I advocate a new certificate or creden-
tial for General Internal Medicine as we
have debated in the past? I would argue
no. Paradoxically, even though the
unique knowledge base of generalist
practice is expanding, the rationale for a
special certificate is diminishing.
Increasingly, the scope of practice is
defined by competency and experience
rather than certification. Moreover, in a
rapidly changing environment, creden-

tialing requirements can restrict flexibility
and encourage rivalry between groups.
Flexibility and cooperation are key
features to successful practice in the
current era and special certification will
impede, not advance, these aims.

And this brings me to my third and
final point. We work in an unpredict-
able, volatile, and often hostile world.
The changes we are witnessing in
health care are likely neither to reverse
nor cease. How our health system will
look and function a decade from now is
nearly impossible to guess. None of the
experts predicted the direction and
ferocity of the transformation that the
system has undergone. But it is impor-
tant to recognize that these alterations
have been in process for longer than
many of us realize. The drop in hospital
beds in the United States has actually
been steady for nearly 35 years. The
drop in national hospital census has
followed a similar course and has
exceeded a remarkable 50% decline.

Constant change is disquieting,
disruptive, and distasteful. So how are
we to cope? Very well, thank you. We,

as general internists, are
not only going to
survive but prosper
during these turbulent
times. Our skills are
cognitive and amenable
to continual renewal.
Our futures are not

mortgaged to the persisting popularity
of a particular procedure or the exist-
ence of a physical edifice. The outpa-
tient clinic is the focus of our practice
today just as the hospital was two
decades ago. In the future, frequent
contact with patients may be via
telecommunications. I am sure we will
not only be prepared, but will help to
blaze the trail.

Another reason for success is that
we are driven by our dedication to our
patients, our students and colleagues far
more than to more self-serving interests.
There is no doubt in my mind that this
altruism will serve us well in the long
term. As disillusionment with the

health care system spreads, the dedi-
cated generalist physician will maintain
his or her stature in the eyes of the
patient and the community.

Yet another reason for success will
be our commitment to scientific
evidence and our willingness to seek
ways to implement change. Those who
are able to adapt to change are those
who will flourish.

And a final reason is that the skills
and knowledge base of the modern
generalist are the very ones that will be
needed to deal with the issues that
emerge in the future. In addition to
exceptional clinical skills, the physician
of the 21st century will require strong
grounding in epidemiology, health
services, provider-patient communica-
tion, ethics, critical appraisal, and
decision-sciences, the very categories of
research and practice presented at this
meeting. In addition, generalists have
the background and collaborative links
to participate and often lead the
processes of knowledge management
and system improvement—which will
be invariant themes shaping the face of
medicine for years to come.

And I think that this organization,
SGIM, will be an integral part of
defining the future. This is the only
venue where generalist clinicians,
teachers, and investigators converge for
a vigorous exchange of information.
SGIM is changing too and it is chang-
ing to better facilitate this dialogue, be
it at our Annual Meeting, in our
publications, or over the Internet. This
Society has never been healthier nor
has it had a more important role to play.

And that is my third, and last,
point. That we must accept and,
whenever possible, foster change. In
this painting by Gustave Courbet, a
giant wave approaches the shore. Yet
the scene is not an ominous one. The
crashing wave, like change itself, looks
to be a natural part of life.

And so, whither general internal
medicine? Directly ahead, with a dutiful
respect for our origins and our tradi-
tions, bravely into the future. SGIM
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I think that this organization,
SGIM, will be an integral part
of defining the future.
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Boston VAMC. Jay expressed “grave
concerns when our organization begins
entering into financial relationships
with for-profit companies that deviate
from unconditional educational grants
or rental of display space at our meet-
ings.” I listened to this letter with great
interest, since all of us on Council want
to ensure SGIM’s independence, which
we all recognize may be threatened by
relationships with organizations whose
interests and motivations may differ
from ours.

I believe that a central struggle for
SGIM is how to “live in the world but
not of it.” To achieve our mission—to
promote improved patient care,
research, and teaching in primary care
and general internal medicine—we
must find ways to act in a complex
world without being seduced or compro-
mised. SGIM’s “Policy on Acceptance
of External Funds” is unusual among
professional societies, and provides
careful consideration of many relevant
issues and guidelines for the Society’s
actions (see Forum 1994;17(11):5–7.)
But this policy was written before
relationships such as that negotiated
with UpToDate were envisioned.
Listening to Jay Orlander’s concerns
made me wonder again, How should
SGIM relate to organizations such as
UpToDate? This seemingly simple
question has many layers of complexity
and no single answer.

Finding solutions to such issues,
solutions that foster our mission in
acceptable ways, will take careful
thought, talk, and listening by all of us.
It is for this reason that I have greatly
appreciated the input from so many of
you over the last month, whether it was
on the Lundberg affair, our bylaws, or
UpToDate. Keep it coming! SGIM
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section heads in GIM. The next would
be regional listserves, perhaps culminat-
ing in annual section head discussions
at regional meetings. Topic-oriented
listserves (e.g., education, research,
career development) could also be
developed in the future.

Senior mentors were noted for
newer section heads. A preliminary list
of section heads who have been in the
position for 5 years included: David
Brody (Philadelphia), Larry McMahon
(Ann Arbor), Wishwa Kapoor (Pitts-
burgh), Al Hubbell (Irvine), Jeff Carson

SECTION HEADS ASSEMBLE
continued from page 5

(New Brunswick), and the three
workshop coordinators (Centor,
Levinson, Linzer). A more complete list
of section heads interested in serving as
mentors will be developed.

Section heads who were unable to
attend this first meeting who are
interested in joining this working group
are invited to write via E-mail to Bob
Centor at rcentor@uab.edu and we will
add you to the list! SGIM

Dr. Linzer is Professor of Medicine
and Chief, General Internal Medicine at
the University of Wisconsin at Madison

the standard for other professional
societies by eliminating pharmaceutical
companies at its meetings and thus
maintaining these meetings as “drug
company free zones.” Encourage SGIM
to create—and participate in the
creation of—a meaningful formal
statement or position paper on the
physician–pharmaceutical company
relationship. Raise awareness at our
own institutions, set examples, educate
residents and students, give talks, speak
with program directors and department
heads and encourage and assist them in
seeking alternate sources of funding for
lunches and ground rounds. Do re-
search—additional evidence on the
effects and costs of promotion and on
the use of samples is needed. And, of
course, start an SGIM interest group on
the physician–pharmaceutical company
relationship.

And for those who are CAGE (+),
below is a 4-step (who has time for 12?)
program for drug company-free living.
1. We admitted we were powerless over

pharmaceutical paraphernalia, that
our lives had become unmanageable.

2. We made a searching and fearless
moral inventory of ourselves and our
desks.

3. We were entirely ready to remove all
these defects of character, as well as

JUST SAY NO
continued from page 10

pens, penlights, and notepads.
4. Having had a spiritual awakening as

the result of these steps, we tried
to carry this message to others and
to practice these principles in all
our affairs.

Contact me at http://www.nofree
lunch.org with your comments and
suggestions. SGIM

Dr. Goodman is Director of the
Primary Care Residency Program at
Columbia University College of Physicians
and Surgeons.
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http://www.pqe.org/. It is worthwhile
perusing the program descriptions to
identify resources or contacts that may
be useful to your program.

4. Developing effective teaching
methods for many managed care
competencies is challenging, especially

for programs in which
residents have negative
attitudes or little self-
perceived need to know,
managed care competen-
cies are not explicitly
practiced by teaching
physicians, or the
clinical information
infrastructure is inad-
equate to provide timely
information to clinicians

on their own patterns of care. Also,
because some competencies, such as
continuous quality improvement, are
not directly linked to the care of
individual patients, methods for
teaching outside the context of a single
clinical encounter must be developed.
Since lectures on managed care are
often deadly, new teaching formats must
be developed, such as facilitated
discussion of case studies, clinic-based
projects, and participation in policy-
making bodies (e.g., formulary commit-
tees). Overcoming these challenges
requires careful selection of a limited
number of curricular goals, time-
consuming development of teaching
materials such as case studies and
readings, and careful allocation of
scarce resources such as resident time
and faculty expertise.

5. The development of local
resources for teaching managed care
may be necessary. At our institution,
for example, it has become clear that we
will need to develop interest and skills
among faculty in health systems
financing and organization and quality
improvement before moving much
further with the residency curriculum in
these areas.

Having learned these lessons, I
offer the following advice to residency
programs that are developing or

implementing managed care curricula:
1. You are probably already doing more

than you think in areas that fall under
the rubric of managed care. Take a
moment to congratulate yourself.

2. Priority areas for a managed care
curricula should be selected carefully;
you can’t do it all, at least not right
away. Choices should be guided by
the availability (now or in the future)
of quality teachers and learning
experiences for the residents.

3. Faculty development is important.
4. Support from institutional leaders is

necessary to garner the resources and
backing to implement new types of
training experiences.

I look forward to learning more
about the exciting changes occurring in
training programs across the country as
we attempt to prepare our residents for
practice in the 21st century. SGIM
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curriculum” is probably not useful,
since (a) it includes a great number of
topics, with ill-defined borders from the
traditional curriculum, and (b) residents
view the term and subjects they associate
with skeptically. The competencies
described under a managed care curricu-

lum should be viewed as part of the basic
curriculum, since they are useful to
practicing physicians as they see patients
day-to-day (e.g., quality improvement,
informatics, evidence-based medicine),
residents as they enter the job market
(e.g., health systems financing and
organization), and those who will assume
leadership or administrative positions
(e.g., systems-based care).

3. Resources for teaching man-
aged care competencies are rapidly
being developed and made available.
One initiative of particular note is
Partnerships for Quality Education
(PQE). PQE is an $8.3 million initia-
tive funded by The Pew Charitable
Trusts, whose mission is to prepare the
nation’s future primary care physicians
to practice high-quality, cost-effective
medicine by forging partnerships
between academic health centers and
managed care organizations. Eight
partnerships and several associate
partnerships are currently established,
along with over 50 grants to other
institutions. These institutions have
developed lectures, case studies,
descriptions of their own curricula, and
training programs that are useful in
teaching managed care. Overviews and
contact information for the partnerships
and associate partnerships can be
obtained through the PQE Website:

You are probably already doing
more than you think in areas
that fall under the rubric of
managed care. Take a moment
to congratulate yourself.
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Hyatt Regency Hotel
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Positions Available and Announcements
are $50 per 50 words for SGIM members and
$100 per 50 words for nonmembers. Send
your ad, along with the name of the SGIM
member sponsoring it, to SGIM Forum, Ad-
ministrative Office, 2501 M Street, NW,
Suite 575, Washington, DC 20037. Unless
otherwise indicated, it is assumed that all
ads are placed by equal opportunity employ-
ers, and that Board-certified internists are
being recruited.

GERIATRIC EDUCATIONAL TOOLS FOR PRI-
MARY CARE RESIDENCY TRAINING. Innova-
tive educational resources are available for enhanc-
ing the geriatric content in primary care residency
training programs. Included are: geriatric curricu-
lum manuals; packaged methods for teaching geri-
atric skills; stand-alone teaching aids; faculty de-
velopment programs; consultation services. These
tools are the fruits of a unique collaborative ven-
ture among Hartford Consortium sites including the
American Academy of Family Physicians and eight
nationally recognized academic institutions: Baylor
College of Medicine, Harvard University, Johns

Hopkins University, Stanford University, Univer-
sity of California–Los Angeles, University of Chi-
cago, University of Connecticut, and University of
Rochester. For a free catalog of resources, contact
Stanford University Geriatric Education Resource
Center (SUGERC). Telephone (650) 723-8559 or
visit us at http://www.stanford.edu/group/SFDP/
surgerc/
New in 1999—updated version of the CD-ROM
by Baylor College of Medicine with five new mod-
ules, a geriatric consultation service administered
by APDIM and a listing of additional resources.

American Board of Internal Medicine
1999 ABIM Recertification Examination in Internal Medicine, its Subspecialties and Added Qualifications

Registration Period: Ongoing and continuous since July 1, 1995
Examination Date: November 3, 1999

For more information and application forms, please contact:

Registration Section – American Board of Internal Medicine
510 Walnut Street, Suite 1700 • Philadelphia, PA 19106-3699

Telephone: (800) 441-2246 or (215) 446-3500 • Fax: (215) 446-3590
E-mail: request@abim.org • Website: http://www.abim.org


