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Awiki (/wik-ee/) is a technology that allows a community of online col-
laborators to add and edit the content of a webpage using a simple

user-friendly interface. The content of a wiki is posted immediately with-
out further review. Wikipedia, “the free encyclopedia,” is created and
maintained using wiki technology. Its success as a knowledge manage-
ment tool is hard to overstate with more than 4,062,639 current articles.
In contrast, medical professionals generally regard Wikipedia with skepti-
cism. We are accustomed to scholarly peer-reviewed literature in which
the author and his or her credentials are clearly identified. That skepti-
cism should be balanced, however, by the reality that bits of information
from different vantage points accumulated in one place will paint a more
diverse, accurate, and current account of the subject. 

Wiki for medical care? Really? The current generation of learners is,
and should be, castigated for using sites like Wikipedia as a medical ref-
erence. Yet, we boldly suggest that the wiki approach can effectively be
applied to electronic medical documentation.

We know that in order to make optimal medical decisions, physicians
must understand the unique disease experience of a patient. This includes
the patient’s risks factors, early manifestations of illness, and evaluation
establishing the diagnosis, treatments, and responses. We also need to
know what information was provided to the patient, including his/her deci-
sions and preferences. Without this patient-centered understanding, we
are prone to management errors. Unfortunately, the vast amount of data
in a modern-day medical record, whether paper or electronic, promotes in-
formation overload that results in losing the forest for the trees. Further-
more, key elements of a patient history must be quickly ascertained
before meeting with a patient and making management decision.1,2

Traditionally, we have captured these key elements as narratives in our
progress notes. These progress notes have served us well over the past
40 years but are proving inadequate in a shared medical ecosystem. In a
paper chart, progress notes disappear from sight as they form deeper and
deeper sediment layers. In electronic record systems, they vanish into
giant spreadsheets with hundreds of rows. As a consequence, many clini-
cians fail to look back more than a couple of notes in the record.

Welcome to the Health IT Theme Issue
This month, we offer a smattering of columns based on health IT. From the power of the “wiki” and
its capacity to reform how we update the electronic health record (EHR) to the impact of personal
devices on medical education and professionalism, we know this month’s content will help you
think about the changing culture of health IT, as well as cautions about letting it flourish uncon-
strained in our clinical practices, as expressed in Ann Nattinger’s column on the EHR. Enjoy!
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ings to patients and colleagues.1 The
goal of this integrated clinical en-
counter is to ensure that appropriate
emphasis is given to clinical sciences
and basic patient-centered skills as
the foundation for the safe and effec-
tive practice of medicine.1

In recent times, state-of-the-art
electronic mobile devices have literally
brought real-time medical information
to the fingertips of health care
providers. These handheld devices or
“smartphones” are increasingly being
used by medical professionals and
have been shown to be useful tools in
the day-to-day practice of evidence-
based medicine.2,3 Traditionally, physi-
cians as a group have been slow to
adopt information technology, includ-
ing electronic medical records.4 How-
ever, when it comes to mobile devices
there has been a significant increase
in their use by physicians from 25% in
2004 to more than 50% in 2010.5

These devices are available at
reasonable prices and have easy
learning curves—both attractive fea-
tures for resident physicians in train-
ing programs. There is little debate
over the fact that portable computa-
tion improves point of care practice,
medical decision making, effective
clinical communication, cost, patient
education, and overall coordination of
care. However, the relevance and
suitability of such devices in the
training process of medical students
and residents is questionable and
may even negatively impact the
problem-based learning format that
has historically been an integral part
of educational programs in the
United States. “Bring your own de-
vice (BYOD)” is a business strategy
in the technology world that is in-
creasingly being used by companies
to boost employee productivity,
morale, and convenience by allowing
them to use their own devices, per-
haps at the risk of potentially com-

Listen to the patient, he is telling you
the diagnosis.

—Sir William Osler, MD

And if you listen more, he will tell
you the treatment. The art of his-

tory taking and physical examination
is a vital and fundamental aspect of
clinical care. Well-trained doctors de-
pend predominantly on these clinical
skills to make decisions and deliver
optimal medical care. Educational
programs in US medical schools and
across the globe emphasize early ini-
tiation into clinical training, mostly in
the second or third year of medical
school, and require one year of
mandatory rotating internship prior to
specialty training. In 1998, a Clinical
Skills Assessment section was
added to the qualifying United States
Medical Licensing Examinations to
assess the ability of foreign medical
graduates to gather and interpret
clinical patient data and communicate
effectively in English. This has since
been replaced by the Step 2 Clinical
Skills examination that uses stan-
dardized patients to test all exami-
nees on their ability to collect
pertinent medical information from
patients, perform physical examina-
tions, and communicate their find-
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According to the US government’s
Office for the National Coordina-

tor for Health Information Technol-
ogy, “health information technology
(health IT) makes it possible for
health care providers to better man-
age patient care through secure use
and sharing of health information.”1

As general internists, we may be
uniquely positioned to recognize
both the opportunities and the pit-
falls of health IT.

When I think back over the past
couple of decades, it is truly amaz-
ing how much clinical practice has
been affected by health IT. The
transition from paper to electronic
medical records has greatly im-
proved the availability of informa-
tion to the numerous members of
different health care teams (e.g. in-
patient, emergency, and ambulatory
teams). Having always practiced in
large multispecialty settings, I can
remember clinic days when only
50% to 60% of the patient’s paper
medical records arrived at the clinic
prior to the appointment time. This
led to many opportunities for exer-
cising the provider’s memory—but
also many opportunities for mis-
takes. The situation was not much
better on the inpatient side, with
the chronic problem there being the
inability to find the chart in reason-
able temporal proximity to one’s
visit to the bedside—leading to nu-
merous unnecessary return trips to
the wards.

So when our institution decided
to commit to an electronic medical
record some time ago, my initial
thoughts focused on how wonderful
it would be to almost always be

able to have access to the notes,
lab results, imaging reports, and
myriad other pieces of data needed
to care for my patients. I did not
comprehend for some time the
many other ways that health IT
would provide opportunities for im-
proved care. For example, I now
have access to all my patients’ im-
munizations if administered any-
where in the state of Wisconsin and
can see glimmers of a future when I
will be able to see the entire care
record for episodes of care taking
place anywhere in the country. 

Similarly, health IT has opened
patient records to the patient. My in-
stitution has a patient portal that
permits patients to view their prob-
lem lists, medical/family/social his-
tory information, medications,
allergies, selected test results, and
immunizations—almost anything
other than notes. Former SGIM
President Tom Delbanco is actively
studying the consequences of per-
mitting patients routine access to
their medical notes,2 which I suspect
will become standard practice. 

Less anticipated benefits have
been the changes in workflow attrib-
utable to the health IT system.
While careful scrutiny of exactly
who does what and in what order
may be a painful process to un-
dergo, I am convinced that this
process can increase the efficiency
of the care we provide. An unantici-
pated benefit for those of us resid-
ing in Wisconsin has been the fact
that the large EMR firm Epic is lo-
cated here, and its growth has led to
a kind of full employment plan for
many college graduates in this state.

PRESIDENT’S COLUMN

The Electronic Health Record: 
Hopes and Cautions
Ann Nattinger, MD

…we should determine what we 
wish to accomplish in order to
improve health and then use 
the technology as needed to 
help accomplish the aim.

continued on page 11

I have to say that my initial ex-
pectations of health IT were so low
that those expectations have largely
been met, even exceeded. The pa-
tient data I need (at least data from
my own institution) is almost al-
ways available, I can use the chart
while other team members also use
it, and the ability to have access to
data while covering for other col-
leagues has been wonderful. The
challenges now have to do with pit-
falls that were typically not antici-
pated in the past and the greater
expectations that have developed
now that we are gaining a clearer
vision of what may be possible in
the future.

For example, we now under-
stand the incredible temptation to
import material gathered or created
during prior clinical encounters into a
current encounter. The ability to do
this is sometimes a benefit to the
patient. However, this temptation is
leading not only to poor communica-
tion (via rambling “cut and paste”
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There are multiple surveys that re-
port physician compensation and

production each year. Each has
slightly different survey techniques.
For instance, the American Medical
Group Association (AMGA) 2012
Medical Group Compensation and Fi-
nancial Survey provides data on com-
pensation from 225 medical groups
representing 55,800 providers and
124 specialties. The 2012 Medscape
physician compensation study sur-
veyed 24,216 US physicians across
25 specialty areas between February
1-17, 2012.

Changes seen in the 2012 reports
include a 4% to 5% increase in me-
dian compensation for primary care
physicians based on both the Med-
ical Group Management Association
(MGMA) Physician Compensation
and Production Survey: 2012 Report
and AMGA 2012 Medical Group
Compensation and Financial Survey.
Other medical specialties averaged
an increase of 2.8%, and surgical
specialties averaged around 3.4%.
This is likely secondary to the in-
creased focus on preventive care and
health care reform. However, based
on the 2012 Medscape physician
compensation survey, 54% of pri-
mary care physicians felt that they
weren’t being fairly compensated.
Similarly, a QuantiaMD study of
physician well-being in July 2012,
which included approximately 5,700
physicians, showed that 26% of pri-
mary care physicians reported poor
financial health, 43% had trouble
covering costs, and 18% had their
salary reduced over the last one to
two years. Reasons for the financial
difficulties include decreased reim-
bursements and increased costs.
Without primary care physicians, it
will be difficult to fulfill primary care-
centric models such as the patient-
centered medical home and to
accommodate new patients brought
in by the Affordable Care Act (ACA).
In response to this, insurance com-

Report: 2012 results. Of these, 61%
felt that they would choose medi-
cine again as a career, but only 25%
would choose the same specialty. In
contrast, 71% of dermatologists sur-
veyed on the Medscape Dermatolo-
gist Compensation survey felt that
they were fairly compensated, and
69% said they would choose the
same specialty. These factors con-
tribute to dermatologists being
some of the “happiest physicians 
on the block.” 

In conclusion, although increases
in salaries and bonuses were seen
for internal medicine this year, a large
number of internists feel undercom-
pensated—especially with increasing
overhead costs and decreasing reim-
bursement. A physician’s financial
health plays a large role in overall job
satisfaction, but other factors such
as personal family time, respect
among colleagues, and lessening the
burden of administrative work play
important roles as well. Because
general internal medicine and family
medicine physicians are essential to
health care reform policies as out-
lined in the ACA, care needs to be
taken to improve the overall satisfac-
tion of physicians. 

Suggested Reading
Flatt T. 2012 Medical Group

Compensation and Financial
Survey finds continued financial
losses, average increases in
physician compensation at 2.8%.
http://www.amga.org/AboutAMG
A/News/article_news.asp?k=592
(accessed on August 2, 2012)

Hyden M. Highlights of the 2012
Physician Compensation Survey
Report. MGMA In Practice Blog,
July 15, 2012.

Kane L. Medscape physician
compensation survey: results
2012. http://www.medscape.
com/features/slideshow/compens
ation/2012/public

panies such as WellPoint, the na-
tion’s second largest insurer, began
paying bonuses to primary care
physicians in their networks. 

The MGMA Academic Practice
Compensation and Production Sur-
vey for Faculty and Management:
2012 Report, which is based on 2011
data from more than 20,000 faculty
physicians and non-physician
providers across all specialties, found
that physician compensation in acad-
emic settings continues to trail that
of physicians in private practice. For
instance, anesthesiologists earned
$326,000 in median compensation in
academic settings and $407,292 in
private practice.

In addition to salaries, many
physicians qualify for bonuses and in-
centives based on performance. In a
2011 Today’s Hospitalist Compensa-
tion and Career Survey, 70% of hos-
pitalists reported having some form
of bonus and incentive program. On
average, hospitalists reported that
18% of their annual income (or
$45,000 per year) came from
bonuses and incentives. Measures
used to calculate bonuses and incen-
tives include meeting productivity
standards, improving quality and/or
core measures, and participating on
committees. Factors associated with
higher bonuses include working in a
local hospitalist group, having high
volumes, and living in a higher-paying
geographic area. (Southwest aver-
aged $77,000, while Northeast aver-
aged $33,000 in bonuses.) 

Yet does money equate with
happiness? The 2012 results for the
Medscape Physician Lifestyle Re-
port show that on a Likert scale,
with 1 being very unhappy and 5
being very happy, internists ranked
themselves as 3.88, which was tied
with gastroenterologists and neurol-
ogists in the least-happy group. Only
45% of internists felt that they were
fairly compensated according to the
Medscape Internist Compensation

NEW PERSPECTIVES: PART II

Physician Compensation: 2012 Report
Michele Fang, MD

Dr. Fang is a member of the Forum Editorial Board and can be reached at michele-fang@uiowa.edu.
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Ensuring robust and sustained ap-
propriations for the Title VII work-

force training and diversity programs
is a critical advocacy activity of
SGIM’s Health Policy Committee.
While most SGIM members are not
direct Title VII grantees, many of us
are products of such training pro-
grams. Since the 1960s, Title VII leg-
islation has catalyzed the growth of
the generalist workforce and helped
establish many divisions of general
internal medicine (GIM), primary
care clerkships, residencies, and
GIM fellowship programs. These
Health Resources and Services Ad-
ministration (HRSA) programs are
unique in their focus on training a
workforce to address health care
disparities and the health care needs
of medically underserved communi-
ties, both urban and rural. 

HRSA’s Bureau of Health Profes-
sions (BHPr) oversees grant pro-
grams of potential interest to SGIM
members, including pipeline and di-
versity programs (Centers of Excel-
lence, Health Careers Opportunity
Program, Area Health Education
Centers) and seven primary care
training grants in: 1) predoctoral
training, 2) residency training, 3)
physician faculty development, 4)
academic administrative units (re-
search infrastructure grants), 5)
physician assistant training, 6) inter-
disciplinary and intraprofessional
joint degrees, and 7) National Re-
search Service Awards (NRSAs).

During the 1960s and 1970s,
HRSA Title VII programs addressed
the shortage of health care profes-
sionals by funding the expansion of
medical schools and student loan
programs. In the 1980s, the focus
shifted to building the infrastructure
for academic primary care in divi-
sions of GIM, general pediatrics, 
and departments of family medicine
and providing funding for generalist
research training. In the 1990s,
HRSA responded to growing con-

cycle from three to five years, and
increased the funds authorized to be
appropriated to $150 million per
year. The expansion of the grant
funding cycle, along with flat fund-
ing, has resulted in less frequent
competitions (Table 1).

The Advisory Committee on
Training in Primary Care Medicine
and Dentistry (ACTPCMD) advises
and makes recommendations to the
secretary of Health and Human Ser-
vices concerning policy and pro-
gram development for the HRSA
BHPr. Their ninth report recently
submitted to the secretary and to
Congress highlights improvements
in primary care education, faculty
development, and workforce capac-
ity due to Title VII Section 747 grant
programs despite significant reduc-
tions in funding over several years.
The committee suggests as areas
of emphasis for future Title VII grant
guidance: interprofessional training
in the patient-centered home
model, skills to address population-
based health, and increased funding
for faculty development. 

cerns about health care inequities by
focusing Title VII programs on the
care of vulnerable populations. New
grant scoring mechanisms were im-
plemented for training grants. The
Primary Care Funding Priority added
points to the final grant score if the
applicant met specific targets for
placement of graduates in primary
care careers. The Medically Under-
served Community Preference
moved submissions to the top of the
list of approved grant applications if
specific targets for placement of
graduates in medically underserved
communities were achieved. All
grant applicants were required to
propose innovative curricula de-
signed to prepare trainees to care ef-
fectively for segments of the
medically underserved community. 

Moving Forward
With the enactment of the Afford-
able Care Act in 2010, Title VII was
reauthorized. The new authorization
eliminated a funding preference for
family medicine, earmarked 15% of
the funding for physician assistant
education, expanded the funding

5

HEALTH POLICY CORNER

HRSA Title VII Shaping the Primary Care Workforce
Angela Jackson, MD

Dr. Jackson is chair of the Education Committee and can be reached at Angela.Jackson@bmc.org.

Table 1. Title VII Grant Cycles, 2011-2012

Reviewed/ Current $ in first 
funded grants funding year

Academic 2011: 39/19 34 $2.9 million 
Administrative
Units

Pre-doctoral 2011: 45/21 41 $3.8 million
Training

Inter-professional 2012: 32/10 13 $2.5 million
Joint Graduate 
Degree Program

Residency Training 2011: 77/30 58 $5.8 million

Physician Faculty 2011: 69/23 33 $4.4 million
Development

Physician Assistant 2012: 19/12 39 $2.3 million
Training

Source: Shannon Bolon, MD, MPH, Branch Chief, Division of Medicine and
Dentistry, Primary Care Medical Education Branch, ACTPCMD meeting, July
2012.

continued on page 11



The Society of General Internal
Medicine is pleased to announce

its new logo and website at
www.sgim.org. Over the past year,
SGIM has been working to redefine
itself as the premier society for aca-
demic general internists. We think
our new touch-points logo repre-
sents the future of the field and the
connections that academic physi-
cians can make through member-
ship in the Society.

Aside from the new logo and
color scheme, the most tangible el-
ement of our new brand is the com-
pletely re-envisioned SGIM website.
Built with our members needs in
mind, this site is full of ways to con-
nect to each other. Networking is
the cornerstone of the new web-
site, which is fully integrated into
social media outlets like Facebook,
Twitter, LinkedIn, and YouTube.
There are online areas in which peo-
ple can discuss the latest Forum ar-

vations popping up on the website,
including the brand new www.
jgim.org microsite and the newly 
designed directories for fellowship,
residency, and public health training
(a collaborative effort with the 
Association of American Medical
Colleges, George Washington Uni-
versity, and the Centers for Disease
Control and Prevention). We plan to
invigorate the clinical practice area
and add more resources in the advo-
cacy section as well.

We’re proud of the work we’ve
accomplished over the past year and
are pleased to be able to present
this new look and new site to you.
We’d love to hear your feedback.
Feel free to contact SGIM through
Francine Jetton, Director of Commu-
nications, at jettonf@sgim.org with
comments or questions. 

It’s an exciting time to be an
SGIM member. Welcome to the
new SGIM!                               SGIM

ticles; learn about the work being
done in SGIM committees, task
forces, and workgroups; and find
out about innovations in education,
research, and clinical practice. The
Association of Chiefs and Leaders
in General Internal Medicine
(ACLGIM) has a new look and web-
site as well and can now be found
at www.aclgim.org. Here you’ll find
information about the Association,
including links to ACLGIM meet-
ings, publications, and tools for
ACLGIM members.

One of the most exciting parts of
the new website is GIM Connect
(http://connect.sgim.org). Available
to SGIM and ACLGIM members
only, GIM Connect is a portal filled
with opportunities for information
exchange. It is a great way to collab-
orate, document share, and interact
with your peers in real time.

Over the next few months,
members will continue to see inno-
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The increase over the last decade
in the cost of running clinical tri-

als is well documented. Phase III
clinical trial costs account for 90%
of the cost of drug development.1

Several issues have contributed to
this increase and the disproportion-
ate costs of late-stage clinical trials
in the drug development process.
One of these issues is the duration
of clinical trials. A Tufts University
study showed that the average
length of a clinical trial increased by
70% between 1999 and 2005.2

While the reasons for this are
many and varied, delays in study
start-ups are a significant contributor.
A 2011 industry study showed that
clinical trial delays were primarily
due to contract and budget negotia-
tions. Other frequent factors leading
to delays were patient recruitment,
protocol amendments, legal review,
and review of consent forms.3

Both parties—the study sponsor
as well as the investigator—can play
a role in streamlining the start-up and
therefore expediting the process.
This article addresses how study in-
vestigators can prepare for the start-
up of a study so it runs on time.

There are benefits to both physi-
cian and patient participation in clinical
trials. Physicians gain greater aware-
ness of new therapies and are able to
provide them to their patients. Their
practice becomes attractive to pa-
tients who are seeking the latest treat-
ments. Additionally, investigators have
opportunities to meet, collaborate, and
network with leaders in the field. 

The relationship between an in-
vestigator and a sponsor is impor-
tant not only to ensure good science
but also to prevent miscommunica-
tions and conflicts. We recommend
several strategies to strengthen the
sponsor-investigator relationship.

Dedicate an employee to staff
the study. Larger multi-specialty

there may be a conflict of interest
committee to ensure possible or
perceived conflicts are appropriately
addressed and managed.

Create a template workflow ap-
proach. If you plan to participate in
more than one clinical trial, you
should consider developing a check-
list of policies and procedures as
well as expected timelines. You can
then re-purpose this template
across all your trials to ensure con-
sistency and to avoid skipping any
steps. Workflow can be managed
through simple paper-based check-
lists or project management soft-
ware. There are also Clinical Trials
Management Systems (CTMS)
specifically designed to track 
clinical trials. 

Whichever system you choose, it
should be detailed enough to allow
for tracking of activities, timelines,
and assignment of tasks.

Understand the timelines. Your
workflow should include all the dates
and deadlines for meetings. Accord-
ing to the Association for the Accredi-
tation of Human Research Protection
Programs (AAHRPP), the mean time
from submission of a research proto-
col to approval is 45.2 days.4

Consult with your colleagues.
Before agreeing to participate in a
trial, you may want to discuss it
with others in your department. Your
department chair may have ques-
tions, or there may be concerns
about whether you have a large
enough patient population to meet
recruitment goals. 

Develop a patient-participant 
recruitment plan. The holy grail of
successful clinical trials is the 
recruitment and retention of partici-
pants. Clinical trial enrollment rates
are dropping, and up to 20% of 
research sites never enroll a single
patient.5

medical groups and hospitals may
have specially trained study coordi-
nators. Working under the direction
of the investigator, these specialized
staff act as a single point of contact
among the principals—the sponsor,
the institutional review board (IRB),
and the department, among others.
Even if you do not have the re-
sources to hire or retain a clinical re-
search coordinator or research
nurse, it is important to identify one
employee as the point person to fa-
cilitate the administrative tasks criti-
cal to starting and running clinical
trials. A coordinator can help the
physician to prepare the regulatory
documents for the IRB review, pre-
pare a budget, maintain documenta-
tion and study-specific forms, and
track source documents. 

Another benefit to having a dedi-
cated employee working on clinical
trials is in responding to sponsors’
monitoring visits and inspections by
regulatory agencies. At least one
person should be intimately familiar
with all the study documentation
and materials.

If you expect to participate in
several clinical trials, it may be bene-
ficial to invest in special training and
education for your staff member.
Training courses can familiarize your
employee with fundamentals of clin-
ical research, federal guidelines,
ethics, and clinical trial budgeting.

Understand the process. In addi-
tion to an IRB review, the protocol
may also need to undergo additional
reviews by other committees. For
example, some institutions have
specialty-specific committees in on-
cology or surgery. While the IRB’s
focus is on protecting the rights and
ensuring the welfare of research
subjects, other committees may
consider additional issues such as
the feasibility of the study or biohaz-
ard material safety. Additionally,
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An otherwise healthy 25-year-old
woman presents to her primary

care physician concerned that she is
tired all the time, “dragging through
the day.” She first had trouble stay-
ing awake at school around age 14
and has experienced worsening of
her symptoms since then. She occa-
sionally nods off while driving and
often falls asleep during work
breaks. Her medical history only in-
cludes seasonal allergies, and she
takes an oral contraceptive. She
works as a research assistant, de-
nies smoking or illicit drug use, and
rarely consumes alcohol. Nobody in
her family experiences similar symp-
toms. Her Epworth Sleepiness Scale
score is 17/24.

Feeling “tired” can be interpreted
various ways, making it important to
distinguish fatigue from sleepiness
during initial evaluation. While fa-
tigue can result from prolonged
physical or mental exertion, exces-
sive daytime sleepiness (EDS) refers
to the tendency to fall asleep; fa-
tigue can improve with short work
breaks or rest without sleep,
whereas sedentary conditions often
exacerbate true EDS.1 A commonly
used subjective sleepiness measure-
ment tool is the Epworth Sleepiness
Scale (ESS). This self-administered
questionnaire records sleepiness on
a scale from 0 to 24, with a score
greater than 10 representing sleepi-
ness and a score greater than 15
suggesting pathological sleepiness.2

Given the patient’s history and the
results of her ESS, she appears to
be pathologically sleepy.

The differential diagnosis for EDS
is quite broad. Common non-sleep
disorder etiologies include medica-
tion effects, hypothyroidism, and
mood disorders such as depression.
Illicit drug use should also be consid-
ered. Basic laboratory work-up (e.g.
chemistries, complete blood count

The patient reports ongoing sleepi-
ness and anxiety over what could be
wrong with her.

Since the most common sleep
and non-sleep-related disorders are
unlikely to be contributing to our pa-
tient’s symptoms, there is now in-
creased likelihood of a primary
hypersomnolence disorder such as
narcolepsy or idiopathic hypersomnia. 

Narcolepsy is a lifelong condition
that often develops in adolescence
and early adulthood. It is character-
ized by an inability to maintain wake-
fulness due to abnormal intrusions of
rapid eye movement (REM) sleep (or
features of REM sleep). REM sleep
is an active stage of sleep where
brain activity is similar to that of
wakefulness or very light non-REM
sleep; there is also an active paraly-
sis of all skeletal muscles (known as
REM muscle atonia) with the excep-
tion of the ocular muscles, the
cricothyroid muscles, and the
stapedius muscle. The patient should
be queried for features comprising
its classic tetrad (not all need be pre-
sent for a diagnosis of narcolepsy):3

1. EDS
2. Cataplexy (sudden bilateral loss

of skeletal muscle tone often
elicited by strong emotion)

3. Hypnagogic hallucinations
(sensory experiences upon
transitioning between
wakefulness and sleep that
appear real)

4. Sleep paralysis (sensation of
complete skeletal muscle
paralysis when transitioning
between sleep and wakefulness)

EDS in the setting of cataplexy is
considered pathognomonic for nar-
colepsy. However, cataplexy may
not be seen at all or may occur sev-
eral years after the onset of signifi-

[CBC], thyroid function tests [TFTs],
and urine toxicology screen [Utox])
along with a depression screen can
rule out many of these diagnoses. In
addition to laboratory testing, a de-
tailed sleep history should be ob-
tained to evaluate for sleep disorders
leading to EDS such as:

• Disorders of sleep quantity: sleep
deprivation (“insufficient sleep
syndrome,” poor sleep hygiene) 

• Disorders of sleep quality: sleep
apnea, restless leg syndrome
(RLS)

• Disorders of circadian rhythm:
advanced sleep phase, delayed
sleep phase, jet lag

• Primary disorders of
hypersomnolence: narcolepsy,
idiopathic hypersomnia

The patient sleeps between about
8:30 pm and 6:30 am nightly; she has
a similar sleep schedule on both
weekdays and weekends. There are
frequent, temporarily refreshing two-
hour daytime naps on weekends. Our
patient reports no recent travel. She
does not snore and never awakens
choking or gasping. The patient de-
nies nighttime lower extremity
dysathesias (aches, pains, crawling
sensations) as can be seen in RLS.
Her depression screen is negative. On
physical examination, her vital signs
include a pulse of 76 beats/minute,
blood pressure of 120/68 mmHg, and
BMI of 21.5 kg/m2. There are no signs
of macroglossia (enlarged tongue),
retro/micrognathia (recessed/small
mandible), enlarged tonsils, or low-
lying soft palate to suggest that the
upper airway could obstruct during
sleep. The rest of her examination, in-
cluding neurologic assessment, is
also normal. 

Her chemistry panel, CBC, thyroid
function tests, and urine toxicology
screen are all within normal limits.
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Be prepared to engage your col-
leagues to discuss clinical trial oppor-
tunities with their patients, and
leverage other marketing and out-
reach activities in your community.
These may include community lec-
tures, traditional advertising, flyers,
letters to colleagues in the commu-
nity, and listing trials on your web-
site. Be aware that some of these
activities require IRB review as well
as sponsor approval.

performance. Raj Pharma, May
2008.

3. Thomson CenterWatch, 2007
Survey of Investigative Sites in
the United States.

4. http://www.aahrpp.org/
www.aspx?PageID=406

5. Pierre C. Recruitment and
retention in clinical trials: what
works, what doesn’t and why.
http://www.fdanews.com/confere
nce/detail?eventId=525         SGIM

Being awarded a study is just the
beginning of the process. Having a
clearly defined process for starting the
study will improve relationships with
the sponsors, making your site more
likely to be included in future studies.

References
1. http://www.manhattan-institute.

org/html/fda_05.htm
2. Getz KA. Protocol design trends

and their effect on clinical trial
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cant sleepiness. The other REM-re-
lated phenomena may be seen in id-
iopathic forms of hypersomnia or,
more commonly, in patients with
significant acute or chronic sleep de-
privation. Prevalence of narcolepsy
among individuals of European an-
cestry (such as our patient) is 0.02%
to 0.05%, although prevalence rates
up to 0.16% have been reported in
East Asian populations; possession
of the human leukocyte antigen
(HLA) DQB1*0602 predisposes pa-
tients to the loss of hypothalamic
hypocretin neurons seen in some
cases of narcolepsy.4 Idiopathic hy-
persomnia, in comparison, is charac-
terized by EDS despite adequate or,
more commonly, significantly in-
creased sleep amounts. REM sleep-
related phenomena (items 2-4
above) are less commonly seen than
in narcolepsy, and post-awakening
confusion (“sleep drunkenness”) is
common in this population.

On obtaining a more detailed his-
tory, the patient states that when
laughing intensely or suddenly an-
gered, her jaw feels weak and her
body feels “heavy” as if she might
“crumble.” Additionally, she de-
scribes monthly episodes where she
awakens from a dream completely
paralyzed for almost one minute.
Less frequently, she has awakened
from sleep to observe a “ghost” or
“life-sized action figure” standing
near her bed. The patient was re-
ferred to sleep medicine for further
evaluation of possible narcolepsy.

patient remained in the sleep labora-
tory through the next afternoon. She
was given five opportunities to nap
and fell asleep each time after an
average of 6.9 minutes (a mean
sleep onset latency of less than 8
minutes is consistent with nar-
colepsy). Additionally, REM sleep
was observed on two naps within
15 minutes of falling asleep. The
presence of two sleep-onset REM
periods (SOREMPs) is reasonably
specific for the diagnosis of nar-
colepsy (Figure 1).6

The patient was diagnosed as
having narcolepsy with cataplexy,
and modafinil was prescribed. She
has experienced considerable im-
provement in her EDS without no-
ticeable side effects. There has been
no change in her cataplexy.

The patient’s weakness with
strong emotion is suggestive of cat-
aplexy. Although pathognomonic for
narcolepsy, cataplexy can be difficult
to assess; a cataplectic episode
need not involve complete physical
collapse but may include more sub-
tle features such as jaw dropping
and head nodding. 

With a strong suspicion for nar-
colepsy, a Multiple Sleep Latency
Test (MSLT) should be obtained. The
MSLT complements the subjective
ESS as an objective measure of
pathological sleepiness and is con-
sidered the gold standard used to di-
agnose narcolepsy.5

After undergoing in-laboratory
overnight polysomnography (PSG),
which demonstrated normal sleep
quality and quantity in the absence
of sleep-disordered breathing, the

MORNING REPORT
continued from page 9

Figure 1. Patient’s MSLT Report
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notes) but also the inflation of billing
levels and allegations of fraud.3,4 An-
other example of an unanticipated
pitfall is the fact that alerts for possi-
ble errors have become so common
that they are sometimes ignored,
leading to suboptimal care.

Brad Crotty, SGIM Council asso-
ciate member representative, is de-
veloping a plan for an SGIM Health
Information Technology Task Force.
As envisioned, this group would
help the Society’s members conduct
research related to IT; improve their
clinical use of IT; better engage pa-
tients in IT; and examine health dis-
parities, professionalism, and
education related to the role of
health IT. Please contact Brad at
crotty@post.harvard.edu if you have
ideas or would like to be involved.

When thinking about the poten-
tial uses of health IT, we need to be
careful not to be a slave to the tech-
nology. Rather, we should deter-
mine what we wish to accomplish
in order to improve health and then
use the technology only as needed
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to help accomplish the aim. For ex-
ample, Tom Delbanco’s goal of in-
creasing transparency in health care
may be accomplished in part by the
availability of electronic records, but
the electronic records are not what
drives that goal. This point is also
made in the excellent management
book Good to Great by Jim Collins.5

In describing empirically based re-
search on the characteristics of
companies that outperformed their
peers, Collins observed, “The idea
that technological change is the
principal cause in the decline of
once-great companies (or the per-
petual mediocrity of others) is not
supported by the evidence. Cer-
tainly, a company can’t remain a lag-
gard and hope to be great, but
technology by itself is never a pri-
mary root cause of either greatness
or decline.” We must continue to
be driven by our vision for better
health and better health care out-
comes rather than by the availability
of alluring technology, including
health IT.

PRESIDENT’S COLUMN
continued from page 3

Title VII Funding Levels
In its early years, Title VII provided
the equivalent of $2.5 billion (in
2008 dollars) for new medical and
dental schools. Current Title VII
funding remains modest with ap-
proximately $200 million available
for health professions. Medicine
has been flat funded at approxi-
mately $39 million for the past two
years (Figure 1), despite calls for
substantial funding increases from
the Council on Graduate Medical
Education ($560 million) and others,
dramatically limiting the program’s
ability to impact workforce develop-
ment as effectively as it has in 
the past. 

SGIM members can take advan-
tage of future CapWiz alerts and
send letters to legislators urging
their support for full funding of
these critical programs.           SGIM

HEALTH POLICY CORNER
continued from page 5

Figure 1. Title VII Funding, 1977-2009
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promising data security.6 In health
care, there is no such formal strat-
egy, but the use of personal mobile
devices at work is fast becoming an
integral component of delivery of
care and medical education.

In a recent study published in the
British Medical Journal that examined
the use of mobile devices in medical
education by trainees and faculty,
concern was expressed over the
problems associated with their wide-
spread use, including superficial learn-
ing, inappropriate use, distraction in
the classroom and during clinical
care, access to ambiguous learning
resources, and breach of privacy.7

Participants also expressed concern
over possible compromise of profes-
sional behavior due to the fact that al-
most always a single device is used
for both personal and professional
purposes without any specific guide-
lines about how to maintain bound-
aries. Moreover, the majority
anticipated that these devices were
going to become more integrated
into daily practice and learning and
might even replace textbooks.

My concern as a faculty member
in an academic medical center is all
of the above but predominantly the
impact on the overall learning
process for the trainees. There are
several observations that I have
made during my day-to-day work that
I would like to share. Residents
seem to spend less time with pa-
tients and more time in front of their
electronic devices. They often place
orders based on the documentation
from other provider’s notes before
completing their history and examina-
tion. This can compromise medical
care. Poor physical examination skills
are pervasive, and a certain indiffer-
ence has developed toward learning
these skills. Medical care in the
United States has trended progres-
sively toward using tests to guide di-
agnosis and treatment, and,
consequently, trainees are misguided
toward excessive dependence on
easily accessible tests like X-rays,
echocardiogram, CT scan, and MRI
due to the widespread availability of
mobile devices. The inclination to

schools and academic centers meet
the challenges associated with tech-
nological advancement by developing
clear strategies and guidelines that
can enhance the quality of medical
education.10

Sir William Osler (1849-1919), a
pioneer of clinical medicine, insisted
that his students learn from seeing
and talking to his patients. He imple-
mented the clinical clerkship for third-
and fourth-year students and spear-
headed bedside teaching rounds
with them.11 He said, “To study the
phenomenon of disease without
books is to sail an uncharted sea,
while to study books without pa-
tients is not to go to sea at all.” He
also proclaimed that “the primary
work of a professor of medicine in a
medical school is in the wards,
teaching his pupils how to deal with
patients and their diseases.” 

Alas, the science of this scholarly
activity seems to be dying in this
modern world of technology-savvy
trainees. Educational programs in
medical schools across the United
States are working on initiating the
introduction to clinical medicine ear-
lier than before by providing better
structure for teaching clinical skills.
Universities and academic medical
centers with resident training pro-
grams should enhance the contin-
uum of clinical training by
understanding the inroads made by
technology into medical practice and
education. Clear guidelines should be
set for the use of mobile devices
within training programs to standard-
ize instructional formats and avoid
compromise of medical education
and patient care. Mobile devices can
be tremendous assets in current
times, but barriers to optimal use
must be recognized also. 

I end with another quote from 
Sir Osler:

I desire no other epitaph...than 
the statement that I taught medical
students in the wards, as I regard
this as by far the most useful and
important work I have been called
upon to do.

treat the test results and numbers
from laboratory evaluations runs
deep, thus inspiring the term “iPa-
tient.” The difference between a
good physician and a great physician,
as Sir William Osler would have said,
is that a good physician treats the
disease whereas a great one treats
the patient with the disease.

Confidence in diagnostic skills
based only on history taking and
physical examination has been signif-
icantly eroded. This can result in poor
patient-physician relationships, lack
of compassion and understanding of
the psychosocial aspects of patient
care, and a paucity of collaborative
learning. Moreover, teachers seem to
have increasingly lost interest in
teaching the dying art of in-depth his-
tory taking and physical examination.
The role of the educator is rapidly
evolving into one of facilitator rather
than disseminator, possibly compro-
mising competency-based education.
I am especially concerned about the
use of mobile devices during morn-
ing rounds. Residents increasingly
depend on their devices to present
updates on their patients instead of
knowing facts and being able to re-
call them on demand. This depen-
dence cannot be construed as
anything but harmful to long-term
learning. Interruptions from their de-
vices can be detrimental to overall
care delivery, resulting in errors and
incomplete tasks.8,9

Accessing medical information
that is sound, evidence based, well
organized, and easy to internalize can
also be a problem. Instead of learn-
ing the old way by reading text
books to formalize basic concepts of
medicine, students and residents
skim over easily available sources on-
line on their devices and move on to
the next thing on their agenda.7,10

This is detrimental for retention of
knowledge and application into clini-
cal practice. The information available
on the Internet is vast and of varying
quality. This can become a challenge
for students and teachers both, as
they struggle to understand how to
effectively manage this. It has been
recommended for years that medical

NEW PERSPECTIVES
continued from page 2

continued on page 15
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recurred at doses below 7 mg. Cur-
rent functional status remains good,
and condition considered controlled.
Monitoring for signs/symptoms of
temporal arteritis. Followed primarily
by Dr. Smith, Rheumatology.” Not
all conditions on a problem list
would require all of these proposed
elements. However, conditions that
have an extended natural history
and include various diagnostics and
treatments lend themselves particu-
larly well to this approach. We
should consider these elements
when creating overviews for cancer,
heart disease, mental health, and
other chronic disease states. It also
would work well for conditions that
are not fully defined and require a
team of individuals to coordinate ef-
forts in establishing a diagnosis and
treatment plan (e.g. abdominal pain
and weight loss).5

Several barriers would need to
be overcome in order to establish
this Wiki problem list as the focus of
the medical record. There would
need to be consensus, extending
from clinicians to all levels of acade-
mic medicine. The inherent discom-
fort of allowing multiple users to
edit such an important medical doc-
ument must be overcome. This
would include moving away from
the notion, taught to us by lawyers
in regard to paper records, that doc-
uments cannot be deleted but only
crossed out and initialed if subse-
quently found to be in error. It would
also include acknowledging that
some potential editors may be less
conscientious stewards of what is
placed in the problem lists than oth-
ers. One new focus of professional-
ism could be teaching that great
care and responsibility should be ap-
plied to editing problem lists so that
errors, redundancies, and sloppiness
are avoided as much as possible.
There might even be required train-
ing before users obtain electronic
record authority to edit problem
lists, and there will undoubtedly be
discussions as to which medical
providers and staff should be autho-
rized to do this.6

SIGN OF THE TIMES
continued from page 1

The problem in both the paper
and electronic record includes infor-
mation storage based on the source
of information and the narrative that
is buried in notes that are rarely if
ever read. Progress notes are stored
in the “notes” tab, labs in the “lab”
tab, and X-rays in the “imaging” tab.
This results in the navigation of six
to seven screens as we struggle to
reconstruct the patient’s story; fur-
thermore, this exercise is performed
at each encounter. We believe there
is a better way. Let’s take a fresh
look at our documentation process
with the new documentation tools
available in an electronic medical
record. With some creativity and
courage, something much better
than the traditional progress note
can be developed. 

Two electronic medical record
tools to explore in more depth are
the shared problem list and the
“wiki” functionality that accompa-
nies the problem list. Ironically, we
can look to the originator of the
SOAP note, Lawrence Weed, for
guidance. In his visionary writings of
more than 40 years ago, Dr. Weed
described standards for what should
exist in a problem list. He wrote that
the list should include both active
and inactive problems and informa-
tion on a patient’s social and psychi-
atric status. The list should be
concise and practical. Problem list
entries that are the result of one par-
ent condition should be consolidated
to keep the list concise (e.g. ad-
vanced cirrhosis in place of ascites,
edema, encephalopathy). Dr. Weed
also described including signs and
symptoms of disease on the list but
stated that these should be refined
as conditions are better understood
(e.g. “chest pain” changed to 
coronary artery disease after heart
catheterization confirms stenosis). 
If a community of health care
providers chooses to manage a prob-
lem list using this shared approach,
our efficiency and ability to coordi-
nate care will be greatly enhanced.
Dr. Weed’s vision also included a
common approach to managing the
details associated with each prob-

lem. Unfortunately, his ideas have
not yet been completely realized.3

We now have a new opportunity.
Electronic medical records can be
configured to provide wiki function-
ality. Simply defined, a wiki is a soft-
ware application that allows a
community of users to freely create
and edit the content of a shared
web page. It has been a profoundly
successful tool on the Internet to
maintain up-to-date and informative
web content, with Wikipedia being
the most well-known application.
Topics and their associated content
are constantly under scrutiny with
additions and edits being made as
new knowledge is gained. Could we
use the same conceptual ideas in
the medical chart to manage a pa-
tient’s medical story? Many elec-
tronic medical records allow the
creation of a problem list-associated
free-text field, allowing users in a
community to document additional
details of each problem. In an ideal
system it would allow easy editing
and even include the ability to link to
other documents in the record and
import images such as ECG strips,
X-rays, pathology images, and pho-
tographs. An ideal overview for each
problem would synthesize content
from all the various sources of the
chart and allow users to quickly un-
derstand the condition in a patient-
centered manner.4

The proposed content of a prob-
lem list overview could include treat-
ing physicians, condition onset,
goals of therapy, basis for the diag-
nosis, status of the condition, result-
ing disabilities, subjective and
objective findings (including treat-
ments with associated responses),
next steps in evaluation and treat-
ment, and complications to watch
for. As an example, the overview as-
sociated with the problem polymyal-
gia rheumatica in a 65-year-old man
might read: “Shoulder and hip pain
with morning stiffness developed at
age 62. Sedimentation rate at the
time was 90, and he experienced a
prompt response to prednisone 20
mg. Goal is to wean steroid to low-
est tolerated dose. Symptoms have continued on page 15
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Medical treatment of narcolepsy
is symptomatic. Current first-line
therapy for narcolepsy-associated
EDS includes wakefulness-promot-
ing agents such as modafinil and 
armodafinil.7 Common side effects
when starting these medications—
nausea and headache—typically re-
solve within days. Our patient’s oral
contraceptive could be less effective
while taking either of these medica-
tions due to their possible induction
of drug metabolizing enzyme
CYP3A4; she should be encouraged
to use barrier contraception while on
modafinil or armodafinil. Patients
should stop these medications im-
mediately at the first sign of drug-
related rash due to a slight risk of
Steven-Johnson Syndrome. Stimu-
lants such amphetamine, dextroam-
phetamine, and methylphenidate
remain effective treatments but
carry more burdensome side effects
(anxiety and tachycardia as well as
hypertension and stroke in older in-
dividuals). When present, cataplexy
does not respond to stimulant ther-
apy and requires additional specific
therapy. Cataplexy can typically be
managed easily with REM suppress-
ing medications. Historically, tricyclic
antidepressants were used, but se-
lective serotonin uptake inhibitors
(SSRIs) are now considered first-
line therapy for cataplexy. Patients
with refractory cataplexy, daytime
sleepiness, and nighttime sleep
fragmentation (which can develop 
in patients with long-standing nar-
colepsy of more than five years)
may benefit from sodium oxybate,
which requires specialized patient
training and use of a single national 
pharmacy.7

In addition to taking medication,
patients with narcolepsy should get
at least eight to nine hours of sleep
nightly. They should also pay strict
attention to proper sleep hygiene
(sleeping in a darkened cool room,
eliminating bright light within one
hour of bedtime, avoiding caffeine
six to eight hours before bedtime).
Two regularly scheduled 15-minute
naps daily are recommended to pa-
tients with residual EDS. Further-

4. Akintomide BS, Rickards H.
Narcolepsy: A review.
Neuropsychiatric Dis Treat 2011;
7:507-18.

5. Littner MR, Kushida C, Wise M,
et al. Practice parameters for
clinical use of the multiple sleep
latency test and maintenance of
wakefulness test. Sleep 2005;
28:113-21.

6. Sullivan SS, Kushida CA. Multiple
sleep latency test and
maintenance of wakefulness test.
Chest 2008; 134:854-61.

7. Morgenthaler TI, Kapur VK,
Brown T, et al. Practice
parameters for the treatment of
narcolepsy and other
hypersomnias of central origin.
Sleep 2007; 30(12):1705-11.

8. Littner M, Johnson SF, McCall
WV, et al. Practice parameters for
the treatment of narcolepsy: an
update for 2000. Sleep 2001;
24(4):451-6.                         
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more, our patient should not drive
until her sleepiness is adequately
controlled.7 Safer driving practices,
such as strategic caffeine consump-
tion before driving, pulling over to
take a 15-minute nap at the earliest
signs of sleepiness, and limiting dri-
ving distances without breaks,
should also be adhered to strictly.
Patients with narcolepsy qualify for
benefits under the Americans with
Disabilities Act8 and may be entitled
to accommodations including longer
time for task completion and longer
breaks that allow for 20 to 30
minute naps. Long term, patients
with narcolepsy should be queried
for development of cataplexy and
nighttime sleep fragmentation,
which may require additional spe-
cific pharmacologic therapy.

Learning Points
• The ESS is a reliable tool for

differentiating between fatigue
and sleepiness, which is
important when formulating an
appropriate differential diagnosis
and work-up plan. 

• Narcolepsy’s classic tetrad
includes EDS, cataplexy,
hypnagogic hallucinations, and
sleep paralysis, though many
patients with the disorder do not
manifest all of them initially.

• Wakefulness-promoting agents,
such as modafinil and armodafinil,
have been shown to manage
narcolepsy-associated EDS
effectively, especially in
conjunction with sufficient sleep
time and proper sleep hygiene
practices.
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North Carolina—
Assistant Professor. 

The Internal Medicine Program of
Cone Health, a tertiary care,
community teaching hospital in
Greensboro, NC, affiliated with
the University of North Carolina at
Chapel Hill, seeks an academic
general internist to join full-time
faculty. Role is that of clinician-
teacher to residents and medical
students in a general internal
medicine oriented program.
Special interest in health services
or health education research
helpful. Time and support
provided for scholarly work and
clinical research. The Cone Health
System is an Equal Opportunity
Employer. Please respond with
CV and references to:

Lawrence Klima, MD, Chief,
Internal Medicine Program
Moses Cone Hospital 
1200 North Elm Street
Greensboro, NC 27401-1020
gaye.galyon@conehealth.com 
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