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MEDICAL EDUCATION:
PART I Resident Wellness—A Chief Resident’s

Perspective
Faysal G. Saab, MD, Christine A. Haynes, MD, MPH, Angelica L. Zen,
MD, Jessica R. Howard-Anderson, MD, Kristin E. Schwab, MD

Dr. Saab (FSaab@mednet.ucla.edu) is a clinical instructor in the Depart-
ments of Medicine and Pediatrics at the David Geffen School of Medicine
at UCLA Medical Center. Dr. Haynes (Christine.Haynes@dhha.org) is a clini-
cal instructor in the Department of Medicine at the University of Colorado
School of Medicine and Denver Health and Hospital Authority. Dr. Zen
(Angelica.l.zen@kp.org) is an associate physician in the Department of
Adult and Family Medicine at Kaiser Permanente Oakland Medical Center.
Dr. Howard-Anderson (Jrhowa4@emory.edu) is a fellow physician in the
Division of Infectious Diseases at Emory University School of Medicine.
Dr. Schwab (KSchwab@mednet.ucla.edu) is a fellow physician in the
Division of Pulmonary and Critical Care at the David Geffen School of
Medicine at UCLA Medical Center.

W ellness is a new buzzword throughout the medical community.
Healthcare systems struggle to prevent burnout and encourage

wellness for physicians at every stage of their training and careers,
enough so that it was the focus of the Society of General Internal Medi-
cine (SGIM) national meeting in 2017. The topic has increasingly captured
the attention of residency programs, especially given the rigor of acade-
mic training programs and the various pressures they exert—intellectu-
ally, physically, and emotionally. Suicides and major depressive episodes
are illustrations of the challenges faced by residents, but often over-
shadow the less dramatic but similarly important struggles that all resi-
dents increasingly face.1 As residents strive to simultaneously provide
outstanding patient care, build on their medical education, and excel in
research activities, they often feel overwhelmed, and their profession
conflicts with their efforts to maintain a personal life.

It is no secret that the heavy workload during residency is a major neg-
ative contributor to resident wellness.2 At the onset of our chief residency

continued on page 10
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Gallagher, were equally adept in
their ability to respond, inform, and
inspire in their Forum columns. It’s
hard work writing something fresh
every month and, as Editor-in-Chief,
I’ve been amazed and appreciative
of their efforts.

In this issue, there is also much
that we can be reminiscent about.
Doctors Oyler and Bruti recap what
sounded like a great Midwest Re-
gional meeting that touched on
important themes related to profes-
sional development throughout
one’s career. Of note as well in this
issue is the work of Nandiwada and
colleagues shared some original re-
search evaluating the degree that
consult notes communicate the evi-
dence behind their recommenda-
tions. Saab, et al., also highlight a
robust and ambitious program to
promote wellness undertaken at
Denver that can serve as a model
for other programs. Steve Asch and
the new JGIM Editorial Team share
their vision for the next iteration of
our already outstanding Journal and
Nathan Mesfin reminds us of the
good old days how we learned so
much about our patients from visit-
ing them at home and why we be-
came better physicians for doing so.

We enter this New Year with
many challenges. Fortunately with a
passionate and able membership,
SGIM can have a positive influence
on the debate to deliver health care
with optimal health outcomes for
all. Our elected president and coun-
cil members, along with our new
CEO, will continue to work with the
team in Alexandria, VA, to accom-
plish SGIM’s mission to lead,
change, and innovate in clinical
care, education, and research in
general internal medicine.

As the song goes: “For auld lang
syne, my dear, for auld lang syne,
we’ll take a cup of kindness yet, for
auld lang syne.”

SGIM

With each passing of an old into a
new year, we often think about

the good old days with a bit of nos-
talgia, sadness, and occasional good
riddance. Auld Lang Syne, the song
oft-associated with New Year’s Eve,
describes exactly that sentiment. It
translates from an old, Scottish di-
alect, meaning “Good Old Days.”
The yearning for the good old days
can happen at many levels—at the
personal level (were you in good or
bad health?; great or worst year for
career?; personal achievements; loss
and grief, etc.) or societal (political
upheavals here and abroad; natural
disasters; favorite sports team win-
ning [I’m talking to you, Houston!]).

So what did you think of 2017?
Tom Staiger’s article this month

describes the year in review from
the perspective of SGIM’s Health
Policy Committee. You will all agree
that it indeed had a hell of a year!
From the inaugural class of the
Leadership in Health Policy (LEAHP)
program and the annual Hill Day, to
its relevant and timely responses to
the activities going on nationally, the
Committee has been tirelessly
working to advance SGIM’s mission.
Our outgoing and incoming presi-
dents, Eileen Reynolds and Tom

FROM THE EDITOR
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Joseph Conigliaro, MD, MPH, Editor in Chief, SGIM Forum
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The notion that treating our col-
leagues well is the first principle

of medical professionalism harkens
back to the Hippocratic Oath. The
oath begins not with our duties to
our patients, but rather “to hold my
teacher in this art equal to my par-
ents;… When he is in need of money
to share mine with him; to consider
his family as my own brothers, and
to teach them this art.”

Many of my columns have high-
lighted the importance of understand-
ing the culture of medicine. And
nowhere does this culture exert a
stronger influence than the way it af-
fects our behavior toward our fellow
physicians. While a strong sense of
collegiality has many benefits, it also
complicates our attempts to become
a self-regulating profession. In my
September 2017 column, I discussed
the importance of adopting a frame-
work of continuous self-improve-
ment, one that hinged on seeking
feedback on our performance. Yet a
continuous self-improvement mental-
ity calls on us not only to pursue
feedback but also to provide feed-
back to each other. However, for
many of us, the prospect of offering
peer feedback has all the appeal of
an ice-water colonic.

I became aware of how difficult
physicians find it to give their col-
leagues feedback during my work on

disclosing medical errors to patients.
The most common question I heard
from physicians was, “What do I do
when I am aware that a colleague
has made an error in the care of a pa-
tient I am responsible for? Should I
tell the patient about my colleague’s
mistake?” As we explored this topic,
it became clear that there were actu-
ally two challenging discussions1.
One was a potential conversation
with the patient about the colleague’s
mistake. But prior to talking to the
patient, clinicians struggled with
whether or not they should reach out
to the involved colleague and talk
with them about what happened.
The prospect of confronting a col-
league about an error was consider-
ably more intimidating to physicians
than the conversation with the pa-
tient. More often than not, physicians
decided to just skip talking with their
colleague altogether, preferring to
move the patient’s care forward
rather than dwelling on the past.

How physicians approach feed-
back is a paradox. In a national survey
of internists, 94% said it was impor-
tant to get feedback on their clinical
care, yet only 27% reported receiving
such feedback2. Similarly, physicians
express an eagerness to know about
mistakes they have made, and a de-
sire that their colleagues let them
know if they were concerned about

PRESIDENT’S COLUMN

Do You Have a Minute to Talk?: Feedback,
Face, and Becoming a Learning Organization
Thomas H. Gallagher, MD, President, SGIM

There is a range of communication
skills that can help peer feedback
discussions go better. (It) is useful to
approach these discussions from a
perspective of curiosity (assuming
you do not have all the relevant facts)
rather than accusation. Pay equal attention to both
information sharing and emotion-handling dimensions
of these discussions. Yet, most critical may be our
willingness to take the initiative to have such
discussions in the first place.

continued on page 13
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their performance. Many of us also
routinely provide feedback to learn-
ers. Yet, this desire for feedback on
our own performance and experience
giving feedback to learners seldom
translates into a willingness to speak
with a colleague about a potential
care problem. In the words of Jack
Handey, “Before you criticize some-
one, be sure to walk a mile in their
shoes. That way, when you criticize
them, you are a mile away and have
their shoes.”

The reasons why we hesitate to
provide feedback to our colleagues
are complex. For instance, we realize
we may have incomplete information
about what happened, and don’t want
to jump to conclusions. There can be
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The midwest is home to SGIM’s
second largest region, spanning

13 states with approximately 700
members. This year, the Midwest
SGIM Annual Meeting was held at
the Northwestern Convention Cen-
ter in downtown Chicago, IL, on
September 14-15, 2017. We had
great attendance with >250 atten-
dees and 247 submissions. Our
theme was “Optimizing Professional
Development and Patient Care
across the Career Spectrum.” Our
meeting focused on understanding
how physicians can focus on profes-
sional development during early,
mid, and late career.

Each plenary speaker addressed
a component of our Professional
Development theme with 4 main
objectives:

1. Define three best practices for
maximal physician engagement in
personal and professional
development.

2. Develop a personal strategy to
align one’s career mission with
the needs of one’s academic
institution.

3. Describe four factors that lead to
optimal patient care and its
delivery across the physician
career lifespan.

4. Appreciate that ongoing coaching
and mentoring is essential to
physician professional
development.

The Thursday plenary session
was devoted to top-ranking vi-
gnettes, innovations, and scientific
research. Dr. Jennifer Merrill from
the Ohio State University presented
“Isolated Elevation of Serum Alkaline
Phosphatase”—a case to remind us
to assess isolated elevations in alka-
line phosphatase which could be the
first sign of metastatic lung cancer.

FROM THE REGIONS

Midwest SGIM 2017: Optimizing Professional Development and
Patient Care Across the Career Spectrum
Julie Oyler, MD, and Christopher Bruti, MD

Dr. Oyler (joyler@medicine.bsd.uchicago.edu) is an associate professor of medicine at University of Chicago Medical
Center. Dr. Bruti (Christopher_P_Bruti@rush.edu) is an assistant professor at Rush University Medical Center.

continued on page 11

Alexa Minc described efforts at the
University of Chicago to validate a
computerized adaptive screening test
for depression and anxiety in primary
care. Finally, David Liss from North-
western University presented a
smartphone app that uses location
based alerts to coordinate care after
ER visits and hospitalizations.

Meeting highlights include up-
dates from national SGIM by
ACLGIM president Laurence McMa-
hon, MD, of the University of Michi-
gan; JGIM updates presented by the
newly named JGIM editor, Jeffrey
Jackson, MD, from Medical College
of Wisconsin; and, a highly informa-
tive update in GIM in both primary
care by Elizabeth Schulwolf, MD,
from Loyola University, and hospital
medicine by Manya Gupta, MD, from
Rush University and Joshua Lennon,
MD, from Northwestern University.
Dr. Eric Bass, the newly named part-
time CEO for SGIM, was able to at-
tend the meeting and share his vision
for leading SGIM. We had great op-
portunities for networking with small
group round tables, a panel on navi-
gating the academic career lifespan,
and an informal happy hour on the
Chicago River. Innovations included
going paperless and using a Midwest
SGIM smartphone application for the
agenda and poster/oral judging and
changing the workshop/oral sessions
to 60 minutes to mirror the SGIM na-
tional meeting.

On Friday, Liz Jacobs, MD, imme-
diate past president for ACLGIM,
shared about opportunities to get
more training though SGIM by apply-
ing for LEAD and TEACH. She also
shared that ACLGIM was not only for
chiefs but also for clinical, educa-
tional, and research leaders in GIM
across the nation. Health Policy Com-
mittee member Mark Liebow, MD,
of the Mayo clinic presented health

policy updates and invited Midwest
SGIM members to participate in
SGIM Hill day on March 2018, learn
about how SGIM lobbies Congress,
and apply for LEAHP.

We were also honored to have
Dr. Andrea Sikon, chair of Cleveland
Clinic General Internal Medicine and
Geriatrics and the director of the
Cleveland Clinic Center for Excel-
lence in Coaching and Mentoring talk
to us about “Optimizing Professional
Development across the Career
Spectrum”. Dr. Sikon started with
the concept of “finding your why” in
medicine. This came from her experi-
ence reading author Simon Sinek’s
“Start with Why: How Great Leaders
Inspire Everyone to Take Action.”
Finding what you are passionate
about in medicine can be at the core
of professional development. Dr.
Sikon also talked about the differ-
ence between mentoring and coach-
ing. Mentoring is often an experience
where the mentor gives advice, op-
portunities, and does most of the
talking. On the other hand, coaching
is more of a listening role, hearing
what the mentee’s goals are and
helping shape those goals into oppor-
tunities. Dr. Sikon finished by giving
members a framework for the three
stages of relationship-centered,
asset-based coaching:

1. Goal setting: self-assess and
establish well defined specific
goals, motivations, and tie these
to values.

2. Action planning: Build confidence
using prior successes and
strengths and identify resources
to overcome barriers for action.

3. Create accountability: Narrow
focus towards achievable
outcomes and commitment, and
engage accountability partners.



Mr. A is a 96-year-old male with a
medical history of dementia,

uncomplicated type 2 diabetes melli-
tus, hypertension, benign prostatic
hyperplasia, hypercholesterolemia,
and hearing loss, who lives in a
nursing home. He ambulates with a
walker, is dependent on others for
all of his instrumental activities of
daily living and some of his basic ac-
tivities of daily living, such as
bathing. During a physician visit, his
nurse reports an ongoing issue of
the patient repeatedly shaving his
face and neck throughout the day.
This behavior was first noticed sev-
eral weeks prior, continuing to
worsen, and now resulting in skin ir-
ritation and abrasions. His current
medications include aspirin, hy-
drochlorothiazide, simvastatin, losar-
tan, melatonin, and donepezil.
Physical exam is notable for erythe-
matous, dry, irritated skin over bilat-
eral jaw and neck. He is alert and
oriented to person and place but not
to time, and has 1+ bilateral pitting
edema in the lower extremities.

Based on the information so far,
it is important to think of the differ-
ential diagnoses for this behavioral
change. A broad differential for the
new onset of obsessive-compulsive
behaviors in this individual would in-
clude a mood disorder, worsening
dementia, a structural brain lesion or
new onset obsessive-compulsive
disorder (OCD). Geriatric aged pa-
tients, particularly those with co-mor-
bid memory dysfunction, can exhibit
differing manifestations of depres-
sion as compared to younger individ-
uals. Older depressed adults with
memory impairment can present
with increased agitation or somatic
symptoms instead of the typical
symptoms of depression.1 In addi-
tion, mood disorders are common in
the setting of cognitive impairment

However, it is important to note that
he did not exhibit this behavior be-
fore his wife died.

While OCD symptoms may in-
crease in the setting of acute dis-
tress, these are overall generally
thought to decrease with age and
are usually preceded by past OCD
symptoms, in addition to other asso-
ciated areas of neurological impair-
ment.5,6 Some intracerebral lesions,
particularly in the frontal or caudate
nuclei, can produce OCD symptoms
in older adults.3 In this case, imaging
would not be indicated in the ab-
sence of other neurological findings
and likely not be beneficial for the
patient, given his co-morbidities and
goals of care.

Behavioral modification strate-
gies were instituted to help with
this symptom, which included fre-
quent discussions with the patient
about the need to minimize his
shaving activities, and taking pic-
tures of the facial abrasions to
show him. He continued to insist
that he required additional daily
shaves. Ultimately, his access to
the electric razor was limited to
once per day and gentle reorienta-
tion was provided if he requested
repeat shaves throughout the day.
A geriatric psychiatry consultation
was also sought with recommenda-
tions for continued behavioral modi-
fication. Over time, he continued to
exhibit the same behavioral issues
and was eventually started on esci-
talopram, a selective serotonin re-
uptake inhibitor (SSRI) with some
improvement in his symptoms.

In this case, a simple behavioral
intervention was initially chosen
given the ease of implementation,
the patient’s advanced age and co-
morbidities, and the lack of clear evi-
dence for a mood disorder. This

with an estimated prevalence of up
to 40%.2 New onset OCD after age
50 is rare and, in the majority of
cases, is related to structural cere-
bral damage or lesions.3

About six weeks prior to this
evaluation, his wife of 60+ years
died. When asked how he felt about
his wife’s death, he smiled and
pointed to her picture above his bed
saying “I am the luckiest man
alive… I am grateful to have spent
so long with such a lovely woman”.
He denies depressed or anxious
mood, though he became tearful
when talking about his wife and
could not recall the exact date of her
death. Otherwise, he does not dis-
play any acute changes in cognitive
function, sleep or appetite.

With this additional information,
one should consider bereavement as
a possible factor in his presentation.
There is very little data on the im-
pact of grief and bereavement in
older adults with memory impair-
ment or dementia. However, several
studies link bereavement to adverse
health outcomes such as depres-
sion, anxiety, and even death.4 Older
adults with dementia may be unable
to verbalize their grief or lack the
cognitive ability to process and ap-
propriately develop an acceptance of
the death of their loved one. There
are also several reports of grief re-
lated distress presenting in varying
forms in older adults with dementia
such as perseveration, psychosis,
and increased anxiety. In our patient,
while he maintains an awareness of
his wife’s death, he does not recall
when it occurred and he may be un-
able to completely process the
event. Alternatively, there may be a
decline in cognitive function, such
that he forgets that he shaved and is
misinterpreting his abrasions from
prior repetitive shaving as stubble.

5

MORNING REPORT

Shave and Repeat: New Onset Obsessive Behavior in a Nonagenarian
Janelle L. Weaver, PhD (presenter), Seki A. Balogun, MBBS, FACP, AGSF (discussant)

Dr. Weaver (JRL3C@virginia.edu) is a fourth-year medical student at the University of Virginia. Dr. Balogun
(sab2s@virginia.edu) is the director of the Geriatric Fellowship Program and associate professor of medicine,
University of Virginia, Charlottesville, VA.

(The texts in italics below are comments from the discussant.)

continued on page 11
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Home visits are a relic of a bygone
era of medicine. The quintessen-

tial family doctor with a black bag car-
rying his stethoscope rarely occurs
these days. Yet, as part of the global
health track in my internal medicine
residency program, I was afforded a
unique opportunity to visit two of my
patients, who, before then, I had only
seen at 30-minute intervals.

My first visit was to a younger
African-American man with poorly
controlled hypertension living on the
west side of Chicago. The drive to
his house was muraled with
boarded-up houses, closed down
storefronts, and overgrown lawns.
His neighborhood, North Lawndale,
has witnessed 34 homicides and 63
shooting victims already this year.
There was a murder less than two
blocks from his home. The theoreti-
cal consequences of uncontrolled hy-
pertension are trivial compared to the
palpable fear of gun violence that
pervades his neighborhood.

During my drive, I took notice of
the schools in the area. Most were
charter schools, and most of which
were new, without clear reputability
or accountability. I remember cring-
ing when my patient talked about en-
rolling his kids in charter schools
under the misguided hope of a better
education.

My second visit was with an older
gentleman who illustrated the visceral
struggle of poverty while suffering
from worsening health. He was can-
did, and went through his and his
wife’s monthly finances in detail. At
the end of each month, they would
have no money left, and recently re-
sorted to sharing a single pay-as-you
go cell phone. The instability of living
pay-check to pay-check coupled with
his mounting medical issues creates
an unbearable situation. From my visit,
it became clear to me how ridiculous
our expectations for our patients can

could I truly begin to grasp the inter-
connectedness of these factors.
How the lack of educational opportu-
nity spills into the lack of employ-
ment opportunity. Only when I
sensed the danger that my patient
faces every day could I understand
how these factors could be as deter-
minative as the person’s genes.
When you become proximate to your
patient’s neighborhood, you become
emboldened to challenge the status
quo in their lives.2

More than a year ago, I applied
for the Global Health track with the
aim of learning about health in-
equities on a local and global scale. I
was eager to learn about different
healthcare infrastructures, most of
which are ill equipped to serve both
the haves and the have nots. The
Global Health program helps apply
the tenets of global health to local
issues. These home visits help con-
nect residents to different neighbor-
hoods and communities they might
otherwise never be exposed to. It
also exposes residents to volunteer-
ing and community engagement op-
portunities that may serve the
patients further than the medications
prescribed in the office. It contextual-
izes patients in a way that cannot be
seen in clinic. Most importantly, it
makes us more forgiving clinicians
towards our non-complaint patients
since we form new bonds with our
bridged communities.

References
1. World Health Organization. Social

determinants of health.World
Health Organization. http://www.
who.int/social_determinants/en/.
Published July 5, 2017. Accessed
November 27, 2017.

2. Stevenson B. Just Mercy: A
Story of Justice and Redemption.
New York: Spiegel & Grau; 2014.
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be when we don’t understand their
day-to-day struggles. He currently
takes 85 units of a long acting insulin
every morning and 90 units of a rapid
acting insulin with each meal. It took
me some time to understand the
mere logistics of having to go through
this insulin regimen. That means he
needs to prick and inject himself
seven times each day. His insulin dose
is so large that his injection pens last
no more than a day. Although he does
his best to follow this regimen, I can
better understand his trip ups.

In addition to learning about my
patient’s daily struggles, I also
learned about his joys in life. I saw
my patient’s craftsmanship in the
dream catchers covering his walls.
He is able to interlace and weave
these beautiful pieces of art despite
thick callouses from his finger pricks.

I was also able to tag along with a
home health nurse, a physical thera-
pist, occupational therapist, and so-
cial worker to get a clearer picture of
their impact on patient care. I learned
about the therapists’ flexibility in
working in patients’, often cluttered,
homes. I was impressed by the prac-
tical solutions they can provide work-
ing in a patient’s own home.

I remember one patient had a
small bathroom with a high-edged
bathtub. A cramped bathroom, slip-
pery bathtub, long shower curtains,
and ill-placed bath chair were in-
evitably going to lead to a dangerous
fall. However, we were able to re-
arrange a few things to reduce his
risk of falling. Every living situation
has its own hazards, and the best
way to identify them is to visit a pa-
tient at home.

The World Health Organization
recognizes social determinants of
health as the economic, educational,
and environmental factors that shape
a person’s overall health.1 Only when
I stepped into my patients’ homes

6

BREADTH

A Rare Call for the Old Medicine
Nathan Mesfin, MD

Dr. Mesfin (Nathan_M_Mesfin@rush.edu) is a second-year internal medicine resident at Rush University Medical Center.
He completed his medical education at University of Iowa and spent most of his life in Minnesota and Ethiopia.



We are very excited to assume
the helm at JGIM! The Journal

of General Internal Medicine (JGIM)
has a long history of employing ex-
cellent editors (see table) and we are
grateful that our predecessors have
done such a wonderful job and
handed us a journal in excellent
shape. There are many measures
that one can use to assess the
strength of a journal—the most com-
mon is the impact factor, a simple
ratio of the number of citations di-
vided by the number of “counted”
publications over the past 2 years.
JGIM is currently at an all-time high
with an impact factor of 3.7. This is
22nd on the list of general and inter-
nal medicine journals and 13th on list
of healthcare sciences and services
journals. The impact factor has be-
come so important that many jour-
nals have taken drastic steps to
massage their impact factor. JAMA,
for example, publishes fewer re-
search articles than before, thereby
reducing the number of counted arti-
cles that figure into its ratio. While
we believe that the impact factor is
important, it is not the only measure
of a journal’s health. JGIM’s Google
h5 index is the number of times an
article has been cited h times in the
previous 5 years. On this measure,

strategic goals: 1) Improving work
and practice environment for gen-
eral internists, 2) Ensuring that
reimbursement systems fairly com-
pensate generalists for their work,
3) Increasing the value of SGIM for
members, 4) Increasing career de-
velopment opportunities, 5) Leader-
ship in cutting-edge issues, and 6)
Growing SGIM membership at a
healthy rate.

Steve is very interested in help-
ing to grow the field of implementa-
tion science, an important step in
moving research from the bench to
the bedside. Often, traditional re-
view approaches can be constraining
and there is a lack of understanding
of what represents excellence.
Steve is hoping to help clarify the re-
view methods and guide researchers
in using appropriate techniques. Lisa
Rubenstein has joined him in this
venture and if this is an interest for
you, please feel free to contact
them.

Carol’s goal is to increase the clin-
ical content published in JGIM. Two
new series that are contemplated in-
clude “News Flashes for Daily Prac-
tice” and “Controversies in Clinical
Care.” She’s also working closely
with the JGIM educational affinity
group, and we expect to announce
another call for a dedicated issue on
medical education very soon. Carol’s
focus on education is particularly
timely in that JAMA has recently de-
cided to no longer publish its annual
medical education symposium. We
believe that medical education is a
critical component of what academic
medicine is about as a majority of
SGIM members identify themselves
as clinician-educators. We encourage

JGIM has an h5-index of 55, placing
it #1 on journals focused on primary
health care. With an average monthly
download of 84,022 in 2017, we also
know that JGIM is being copied and
read; we therefore encourage SGIM
members and other authors to pub-
lish in JGIM.

One of the advantages of having
three editors is that it allows us to
have a more ambitious agenda of
goals. Each of us has a particular
focus that represents the breadth
of GIM and the diversity of the Soci-
ety’s membership. As the flagship
journal for SGIM, we believe that
JGIM can play an important role in
helping SGIM accomplish its six
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One advantage of having three editors is that it allows
us to have a more ambitious agenda of goals. Each of us
has a particular focus that represents the breadth of GIM
and the diversity of the Society’s membership. As the
flagship journal for SGIM, we believe that JGIM can play
an important role in helping SGIM accomplish its goals.

Table. Former Editors of JGIM

1986-1989 Robert H. Fletcher &
Suzanne W. Fletcher

1990-1994 David C. Dale

1995-2000 Sankey V. Williams

1999-2004 Eric Bass

2004-2009 William Tierney,
Martha Gerrity

2009-2017 Richard Kravitz,
Mitch Feldman

2017-2022 Steve Asch, Carol Bates,
Jeffrey Jackson



The practice of medicine is con-
stantly evolving, requiring physi-

cians to be aware of new research
and the impact it may have in the de-
livery of high quality and high value
care (HVC). Over the past 20 years,
the use of evidence-based medicine
(EBM) techniques in clinical practice
has become increasingly recognized
as a critical part of residency training
and a key component in physician
life-long learning.1 The deliberate,
daily use of EBM is called Evidence-
based Practice (EBP). The Accredita-
tion of Graduate Medical Education
(ACGME) has incorporated the prac-
tice of EBM into its milestone com-
petency framework, one of which is
under the competency of practice-
based learning and states the learner
should “learn and improve at the
point of care.” EBP teaching is most
effective when it is tied to directly to
patient care. Real-time EBP learning
(in the clinics, on rounds) is more ef-
fective than journal clubs and group
didactics, which create a temporal
and physical space between the evi-
dence and the patient.2,3 Teaching
trainees ways to promote value
through evidence-based medicine to
help with cost containment and re-
duce waste has become paramount.4

An integral part of EBP is including
the patient’s perspective, expert opin-
ion, and clinical reasoning in areas
where the evidence is gray. Commu-
nication of these thought processes
is an essential skill for residents and
fellows on consult services who are
at the edge of expert opinion and
EBP in direct patient care.

There have been limited studies
assessing facilitators and barriers to
residents using Evidence-Based Prac-
tice. In a 2010 review in Academic

signed after an extensive literature
search for published assessment
tools yielded no validated assessment
tools for EBM consult communication
practices. Questions were designed
and piloted by an expert group of
medical educators based on existing
quantitative and qualitative assess-
ments within the literature. Surveys
for fellows contained questions that
overlapped with both attendings’ and
residents’ surveys. Residents an-
swered questions from two perspec-
tives: as the primary team placing the
consult and as residents on a consult
service rotation. Residents and fel-
lows were asked to report perceived
frequency of communication of clini-
cal reasoning and evidence base med-
icine. Fellows and attendings were
asked to report on their perceptions
of resident communication behaviors
of evidence-based medicine and clini-
cal reasoning. Questions utilized a
five-point agreement Likert scale
(strongly disagree, disagree, neutral,
agree, strongly agree), a frequency
Likert scale (almost never, seldom,
half the time, usually, almost always),
and a free text option for ideas on
how to promote EBP. The study was
approved by the University of Pitts-
burgh Institutional Review Board.

All data was entered into Redcap
and then analyzed using STATA with
support from the University of Pitts-
burgh Clinical and Translational Sci-
ence Institute. ANOVA was used for
comparison of means and paired t-
test for within group comparisons.
Free text comments were evaluated
and divided into categories based on
content by two independent review-
ers with an adjudication process to
come to a consensus on categories.

Medicine, nine studies were identi-
fied to assess facilitators/barriers to
EBP and, of these, 4 assessed inter-
nal medicine or family medicine.
They reported that time, EBM
skillset, and learning environment
were significant barriers to practicing
EBM.5 The majority of studies as-
sessing curricular interventions fo-
cuses on lecture or modules rather
than the use of EBP and point of
care HVC.2,3,5 Although point of care
barriers and facilitators have been ex-
plored in the literature, few studies
describe what residents and attend-
ings feel would be a non-burden-
some, sustainable point-of-care
intervention to promote evidence-
based practice on consult services.

The consult services are an ideal
place to deliberately practice the use
of EBP as a tool to create high value
consults. Residents have more time
and are primed with a clinical question
with each consult. Residents also
serve a unique dual role as both a con-
sulting physician and primary physician
who request consults during their
training. There are few studies assess-
ing communication of clinical reason-
ing or EBP on consult services.

Our study was designed to as-
sess current attitudes and percep-
tions and to receive input from all
physicians who interact with resi-
dents on the consult service in order
to develop sustainable and feasible
curricular interventions that routinize
EBP on the consult service to pro-
mote high-value consults.

The survey covered four domains:
teaching practices, communication of
evidence-based practices, communi-
cation of clinical reasoning, and ideas
to promote daily practice of evidence-
based medicine. The survey was de-
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The iconic 1978 photo “Blown-
away Man” shows a man sitting

in a chair with his hair and tie blown
back by the sound from a set of
speakers in front of him. This image
conveys what it has sometimes felt
like to be involved in SGIM’s many
health policy activities during the past
year. Our Health Policy Committee’s
expected annual activities include ad-
vocating for policies that improve pa-
tient care, strengthening education
and training, and promoting re-
searchers and their research in gen-
eral internal medicine.

In addition to these activities, the
committee, in partnership with for-
mer and present SGIM presidents
Eileen Reynolds and Tom Gallagher,
with council, and with CRD Associ-
ates—our governmental affairs liai-
son—also engaged in the following
unanticipated activities, during the
last year:

1. Revised our health policy agenda
to include the following language
regarding access to affordable
healthcare services:

The implementation of comprehen-
sive health care reform under the
Affordable Care Act (ACA) has fun-
damentally improved how patients
obtain insurance and access care.
As Congress develops legislation to

national meeting on “Health
Reform 2017: Preserving Access
to Health Care at the Nexus of
Policy and Politics,” which was
accepted and moderated by Mark
Schwartz.

4. Worked with council and CRD
Associates to initiate monthly
updates on health policy issues
for all SGIM members and to
expand the number of individuals
allowed to attend the March
2017 Hill Day.

5. Developed a set of principles on
legislation that could affect the
ACA to distribute at Hill Day that
included the following:
• We believe access to health
care is a fundamental right and
that keeping Americans
healthy strengthens our
economy, families,
communities, and security.

• Any changes to the ACA
should maintain or increase
the number of Americans with
health insurance.

• States that have chosen to
expand Medicaid eligibility
through the ACA should be
able to maintain this
expansion. Medicaid provides
critical health care services for
our most vulnerable patients.
We oppose any changes to
the Medicaid program that
would result in coverage loss
for low-income Americans.

• Other patient protections in
the ACA should be
maintained, including ensuring
those with pre-existing
conditions have access to
affordable coverage,
prohibiting the retroactive
denial of coverage, and
eliminating lifetime and annual

repeal the ACA and replace it with
an as yet undefined set of “re-
forms,” SGIM will advocate to en-
sure that patients continue to have
access to affordable health care
services. Any future reforms target-
ing access to insurance and pay-
ment models must continue to
improve patient access to needed,
quality health care services.

2. In response to concerns from
numerous members, sent letters
to the leaders of the Association
of American Medical Colleges
(AAMC) and the American
Medical Association (AMA)
regarding their endorsements of
Dr. Tom Price as Secretary of
Health and Human Services.
Given his opposition to the ACA,
the letters expressed the concern
“that if Dr. Price’s past policy
proposals are pursued under the
new administration, it would
severely harm our ability to
adequately care for and serve our
patients.” The letters also
detailed SGIM’s concerns
regarding the impact of Dr.
Price’s voting record on
vulnerable populations and asked
these organizations to reconsider
their endorsements.

3. Submitted a proposal for a
special symposium at the

9

HEALTH POLICY

Looking Back at an Active Year for SGIM’s Health Policy Committee
Thomas Staiger, MD

Dr. Staiger (staiger@uw.edu) is a professor at the University of Washington School of Medicine, medical director of the
University of Washington Medical Center, and chair of SGIM’s Health Policy Committee.

continued on page 15

This has been an unusually active and important year
for SGIM’s health policy activities. I am exceedingly
grateful to our health policy committee members and
our organization’s leaders for their commitment and
efforts necessary to support this level of important
health policy activity.
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in internal medicine, we collectively
agreed that while we could not mod-
ify ACGME duty hour rules and while
there was value in our rigorous train-
ing, we could focus on promoting the
well being of our residents within the
confines of this system. With the
complete support of our program
leadership, we were allowed the op-
portunity to innovate and advocate for
our residents. We set out to both im-
plement new programs and re-inter-
pret existing rules in order to create
an environment that prioritized well-
ness and cultivated a more balanced
life for our residents.

Scheduling and the Jeopardy
System
At the beginning of the year, our
chief group agreed that the jeopardy
system should apply to any case
where a resident felt unfit to work.
Traditionally, this included sick days
and instances of a personal or family
emergency. Yet we believed that it
should also include days when a resi-
dent felt particularly exhausted, de-
pressed, or stressed. Whether it was
due to lack of sleep from a sick child
at home or feeling burnt out from a
prolonged call schedule, we agreed
that such residents should be ex-
cused both to support their mental
health and to protect patient care.
Residents are a highly select group
of individuals who have continuously
proven to be hardworking and ambi-
tious. We believed it was important
to trust them and found that they did
not abuse the system. Instead of
worrying about the short amount of
time a resident would miss from
their training, we believed it was im-
portant to support them through their
training and avoid the harmful per-
ception that they were working in an
inhumane system.

The Power of Debriefing
Evening resident rounds—where
second- and third-year residents
come together for separate monthly
sessions to discuss difficult cases
with their peers—are a longstanding
feature of our program. We assign
three residents ahead of time to in-

days” whereby residents on outpa-
tient rotations take turns planning an
outdoor catered lunch for their co-
residents. This is a chance for all resi-
dents to have a meal away from the
normal noon conference didactics
and enjoy the company of their co-
workers while decompressing over
lawn games and desserts.

One of the most powerful ways
to reset from the stress of the work
environment is to completely discon-
nect. In the fall, a full day at our out-
door university recreation center is
dedicated to team-building activities
with events such as a high and low
ropes course and to hear resident
feedback on rotations and review
program policies and changes. In the
spring, we spend two full days at a
local beachside resort dedicated to
similar activities. Our supportive fac-
ulty and fellows cover resident shifts
and the accommodations are funded
by the department.

Transforming the Program into a
Community
This year, we formed a residency
council that asks three representa-
tives from each class to solicit their
co-residents’ feedback and sugges-
tions and to bring them to a
monthly discussion over dinner with
a chief. The topics ranged widely
and included improving certain call
schedules, revising admitting rules,
diversifying conference lectures,
and requesting work room ameni-
ties. The council was successful in
cultivating a culture of inclusiveness
and open-mindedness, as well as
allowing the leadership to hear the
thoughts of the residents more
frequently.

We also asked our house staff
to send us “shout-outs” acknowl-
edging the hard work or impressive
skill of a co-resident that were in-
cluded in our weekly newsletter to
the entire program. In response, we
were inundated with examples of
residents providing exemplary pa-
tient care, going above and beyond
in their work. We cannot overstate
how important it is to openly recog-

formally share a case that was chal-
lenging from a non-medical perspec-
tive, often sharing experiences with
patient deaths, difficult social situa-
tions, or mistakes they feel they
have made. For the first time, we
began implementing similar forums
for the intern class, recognizing that
our residents experience challenging
cases early on in residency and de-
sire this opportunity for decompres-
sion and reflection. Given the high
emotional toll of the rotation, we also
initiated a similar debriefing interven-
tion with our residents on the solid
oncology service, which helped
transform it into one of the more
highly rated inpatient rotations.

Our program also conducts a
rapid mortality review in our inten-
sive care unit, whereby residents re-
view deaths from the previous week
with ICU attendings, fellows, and
nurses. Chief residents ask the
house staff whether anything about
the case particularly bothered them.
This is intended to extract any lin-
gering feelings of guilt, worry, or
unanswered questions they may
have about the death. The aim is to
establish a sense of closure for the
resident and to avoid any instance
of prolonged self-blame that would
have a negative impact on their
mental health.

Professional Services
To further support our residents’ well
being, this year our institution devel-
oped a Behavioral Wellness Center
consisting of psychiatrists, psycholo-
gists, and a full-time therapist to
serve medical and graduate students
and residents and fellows. The Cen-
ter provides confidential counseling
and psychiatric services with no
“out-of-pocket” expenses to those
seeking care. We were lucky enough
to have our institution recognize how
invaluable is this service, as having
reliable referrals available when resi-
dents need them can be challenging.

Stepping Away from Work
In an effort to be able to experience
a sense of normalcy while at work,
we instituted monthly “Wellness Fri-



nize admirable work, as residents
may often feel that their deeds go
unnoticed.

Progress, not Perfection
Medicine is caught at a crossroads. It
is a fascinating and rewarding career,
but the scheduling and emotional de-
mands it requires, especially during
residency training, often lead to
burnout. With increasing ACGME
focus in the Common Requirements
on resident well-being and burnout
mitigation, programs are looking for
strategies to help provide these re-
sources for residents.3 While we

12, 2017. Accessed November
27, 2017.

2. Rosen IM, Gimotty PA, Shea JA,
et al. Evolution of sleep quantity,
sleep deprivation, mood
disturbances, empathy, and
burnout among interns. Acad
Med. 2006;81(1):82-85.

3. Common Program Requirements.
Accreditation Council for
Graduate Medical Education.
http://www.acgme.org/Portals/0/
PFAssets/ProgramRequirements/
CPRs_2017-07-01.pdf. Published
February 2017. Accessed
November 30, 2017. SGIM

await radical innovations that help
balance these interests, we believe
that there are tangible changes a pro-
gram can make to improve the resi-
dent experience. Given their unique
roles as departmental leaders who
have a fresh memory of the chal-
lenges trainees face, chief residents
can play a key role in advocating for
house staff wellness.

References
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approach proved to not be effective
for this patient and he was ulti-
mately started on an antidepressant
(SSRI), to treat possible bereave-
ment-related depression. It is not
clear how effective antidepressants
are in treating complicated bereave-
ment in older adults with cognitive
impairment, though in this patient, it
led to improvement in his symp-
toms. SSRIs are also the suggested
first-line medical treatment for OCD
in older adults.5

Overall, it is important to remem-
ber that symptoms of bereavement
in older adults with cognitive impair-
ment can be atypical and assess-
ment for bereavement-related
depression is indicated in these pa-
tients. Behavioral modification inter-
vention should be considered first in
the management of bereavement-

obsessive-compulsive disorder: A
case series. J Neuropsychiatry
Clin Neurosci. 2000;12(2):265-
268.

4. Grief CJ, Myran DD.
Bereavement in cognitively
impaired older adults: Case series
and clinical considerations. J
Geriatr Psychiatry Neurol.
2006;19(4):209-215.

5. Calamari JE, Faber SD, Hitsman
BL, et al. Treatment of obsessive
compulsive disorder in the
elderly: A review and case
example. J Behav Ther Exp
Psychiatry. 1994;25(2):95-104.

6. Skoog G, Skoog I. A 40-year
follow-up of patients with
obsessive-compulsive disorder.
Arch Gen Psychiatry.
1999;56(2):121-127.

SGIM

related obsessive behaviors in older
adults with cognitive impairment.
While new onset OCD is possible in
geriatric aged patients, it is rare in
individuals who have not experi-
enced OCD symptoms before.
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MORNING REPORT
continued from page 5

Our meeting was a huge suc-
cess. We were able to offer the sec-
ond annual Midwest Young Scholars
Scholarship to one student and one
resident and multiple faculty, poster,
and oral presentation awards. We

moderators, meeting participants,
committee chairs, and institutional
champions.

We look forward to building on
the success of this conference as
we look forward to 2018! SGIM

learned, collaborated, and became re-
juvenated from all of the inspirational
stories and talks. Finally, we could
not have accomplished this without
our member volunteers who served
as abstract reviewers, poster judges,

FROM THE REGIONS
continued from page 4
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Participants: Surveys were de-
signed and sent to first-year subspe-
cialty fellows (n=49) (cardiology,
pulmonology, rheumatology, palliative
care, endocrinology, hematol-
ogy/oncology, nephrology, gastroen-
terology, infectious disease), all
internal medicine residents (n=159),
and coinciding subspecialty attend-
ings who had spent at least two
weeks on the consult service (n=141)
between May and October 2015.

Key Results: Response rates for
attendings, residents, and fellows
were 45% (64 of 141 attendings),
40% (63 of 159 residents), and 84%
(41 of 49 fellows) respectively. In
general, lack of standardized orienta-
tion and lack of teaching about how
to write consult notes were reported
by more than 60% of all groups.
Overall, attendings agreed it was
more important to communicate clin-
ical reasoning (mean 4.6, SD 0.8) as
compared to evidence (mean 4.1, SD
0.9, p=.0001), although both were
rated highly. Residents and fellows
both communicated clinical reason-
ing (mean 4.5, SD 0.7) more fre-
quently than evidence (mean 2.5, SD
.6, p=.0001). From the perspective of
the primary team requesting the con-
sult, residents agreed that they value
evidence in the note and that they
are more likely to follow a consult
recommendation if evidence is pro-
vided. However, they do not provide
evidence in their notes when re-

sponding to consults on their consult
electives (Figure 1).

Regarding internal communication
on consult services, attendings and
fellows felt that residents seldom
communicated evidence in notes.
Conversely, residents felt they com-
municated evidence in notes more
frequently, about half the time, signif-
icantly higher than their supervisor’s
perceptions (p=0.002). Attendings
and fellows alike rated “as seldom”
that residents provided evidence on
rounds without prompting. Attend-
ings and fellows perceived residents
communicated clinical reasoning in
their notes about half the time com-
pared to residents who rated them-
selves at almost always (p=0.001).

To assess communication of evi-
dence and clinical reasoning be-
tween a consulting service and the
primary team, we grouped residents
and fellows on consults together and
did a mean comparison to the pri-
mary teams’ perception of communi-
cation patterns. The combined group
consulting team perceived that it
communicated clinical reasoning “al-
most always” (mean 4.5, SD 0.7)
compared to the primary team plac-
ing the consults perception of “usu-
ally” (mean 3.9, SD 0.8, p=0.001).
Overall communication from the con-
sultant team to the primary team of
evidence was “low” (mean 2.5, SD
0.6) and was corroborated by similar
low ratings from the primary team

perspective (mean 2.5, SD 0.9).
Four EBM promotion categories

were generated from the free re-
sponse questions: improved account-
ability, the need for expectations on
rounds, increased transparency in
notes, and development of online
shared resources. Ideas proposed in-
cluded online blogs, shared e-li-
braries, questions of the day, and to
require evidence as part of morning
presentations and in the notes.

Conclusions: This assessment
shows that although EBM and clinical
reasoning are deemed important by
all groups, communication of evi-
dence on consults is poor and resi-
dents have higher self-perceptions of
communications skills of CR and evi-
dence as compared to their supervi-
sor’s perceptions. In the development
curricula for high value consults pro-
moting communication of evidence is
clearly a need. This highlights a target
for application of the EBM promotion
categories to develop future curricular
innovations.
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power dynamics stemming from level
of training, gender, financial relation-
ships, and hierarchy. We all make mis-
takes, and hope our colleagues would
treat us with kindness and deference
if the roles were reversed.

A professional culture that prizes
collegial relationships has significant
advantages. Medicine is a team
sport, and a responsibility to interact
respectfully with one another is es-
sential for patient care. As the Hippo-
cratic Oath notes, the medical
profession also relies on senior physi-
cians passing their knowledge down
to younger colleagues. However, a
blind commitment to collegiality has
downsides. Most patient complaints
cluster around a small number of
physicians. In one study, 50% of all
complaints against Australian physi-
cians were attributed to just 3% of
doctors, with some physicians accu-
mulating more than 10 complaints3.
How do individual physicians accumu-
late such a high number of com-
plaints? All of us know which of our
colleagues are struggling to interact
effectively with patients because
they are also having difficulty interact-
ing effectively with us. But rather
than stepping forward, we look the
other way, hesitating to have a poten-
tially uncomfortable interaction with a
colleague. While some training mod-
els have been developed to make it
easier to communicate against power
gradients, such as TeamSTEPPS4,
speaking up in these situations is not
our strong suit5.

While speaking up when a col-
league is struggling is an important
litmus test of the bounds of collegial-
ity, the more pressing need is for us
to get better at providing each other
with routine feedback. This may be
one of the few areas where our sur-
gical colleagues have an advantage.
Morbidity and mortality conferences
are a valued aspect of surgical cul-
ture. Surgical M&Ms reinforce the
notion that professionalism includes
having frank conversations among
peers about breakdowns in quality.
Accepted criteria exist for which
cases will be discussed at surgical
M&M conferences, with all of the

ronment7. Most peer feedback mod-
els start by asking the subject of the
feedback to provide their perspective
on the topic at hand, followed by be-
haviorally anchored feedback includ-
ing both reinforcing and constructive
comments, and a closing that in-
cludes reflecting on the feedback
and developing a shared approach to
moving forward.

There is a range of communica-
tion skills that can help these peer
feedback discussions go better.
When it comes to having difficult dis-
cussions with peers about potential
breakdowns in the care, it is useful
to approach these discussions from a
perspective of curiosity (assuming
you do not have all the relevant
facts) rather than accusation. Pay
equal attention to both the informa-
tion sharing and emotion handling di-
mensions of these discussions. Yet,
most critical may simply be our will-
ingness to not look the other way
and take the initiative to have such
discussions in the first place.

For SGIM to become a learning
organization, we also must do a bet-
ter job of providing each other with
feedback. At present, our mecha-
nisms for soliciting feedback are lim-
ited to a periodic member survey,
discussions via GIM Connect, and in-
formal feedback via e-mail and hall-
way meetings. Committees and Task
Forces receive bi-annual feedback
from Council on their annual plan and
progress towards meeting these
goals (though the reverse is not true;
i.e., Council does not receive formal
feedback from Committees or Task
Forces about its goals and progress
towards meeting them).

How can we start nudging our
SGIM culture a little bit away from po-
liteness and more towards feedback
and improvement? Ultimately, our
obligations towards one another as
colleagues, as well as our obligations
as members of SGIM, require that we
start taking small steps towards mak-
ing providing such feedback the norm,
rather than the exception. I welcome
your thoughts about how we can
move in this direction.

cases meeting these criteria pre-
sented and reviewed (such as every
surgical site infection or unplanned
return to the operating room). In-
ternists might question what can ap-
pear to be a blaming tone of the
stereotypical surgical M&M confer-
ence. Nonetheless, the importance
of discussing quality of care and pro-
viding each other feedback is more
deeply integrated into surgical culture
than it is in internal medicine.

If sociologists were to observe in-
ternal medicine physicians struggling
with whether and how to provide
each other with feedback, most would
turn to the work of Erving Goffman,
and later Penelope Brown and Steven
Levinson on politeness theory. Goff-
man wrote, “Just as the member of
any group is expected to have self-re-
spect, so also he is expected to sus-
tain a standard of considerateness; he
is expected to go to certain lengths to
save the feelings and the face of oth-
ers present, and he is expected to do
this willingly and spontaneously be-
cause of emotional identification with
the others and with their feelings”6.
Face, in Goffman’s terms, is “the posi-
tive public image you seek to establish
in social interactions.” Contemporary
scholars distinguish between “fellow-
ship face” (the want to be included),
“competence face” (the want to have
one’s abilities respected by others),
and “autonomy face” (the want to not
be imposed on). Much of politeness
theory goes on to describe “face-
work”—the behaviors we exhibit dur-
ing social interactions to maintain,
restore, or save face.

How can we focus less on polite-
ness and more on providing feed-
back to one another? SGIM’s
membership is fortunate to include
national leaders in medical educa-
tion—individuals to help us under-
stand models of peer feedback
developed for the teaching setting
and apply them to a broader array of
peer discussions. Mookherjee and
colleagues highlighted the benefits
that peer feedback can have both for
the observer and for the feedback re-
cipient, such as promoting collegiality
and strengthening the learning envi-
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anyone interested in helping Carol
with any of these initiatives to con-
tact her.

Jeff is focusing on increasing the
number of systematic reviews JGIM
publishes. While systematic reviews,
when well done, can provide a solid
evidence base for clinicians and pol-
icy makers, poorly conducted ones
can mislead readers. We’re offering
streamlined two-week reviews for
meta-analytic and systematic review
submissions. In addition, we hope to
publish articles on systematic meth-
ods to help readers better understand
how to interpret and incorporate and
be critical consumers. An upcoming
February JGIM editorial outlines
some common weaknesses in sys-
tematic reviews.

JGIM’s success, however, has
not come without some unintended
consequences. Recently, the accep-
tance rate has fallen to less than
9%. We believe this discourages
submissions to our journal. In a pre-
vious study, we evaluated the out-
come of articles that were rejected
by JGIM and found that articles that
were “close” to acceptance had the
same impact factor as those that
were accepted.1 In an effort to in-
crease the number of publications,
we believe we can accept many of
these articles on the cusp with no

deleterious effect on quality. In addi-
tion, we’re launching a new cate-
gory of submissions, called the
“Concise Research Report.” Since
many articles don’t need a full 3,000
words to make their point, we be-
lieve these brief, focused research
missives will be attractive to authors
as there is no need to delve deeply
into the background and discussion
and the shorter length will allow for
an increase in the number of re-
search articles published in JGIM.

Several other ideas include an
occasional series on the history of
medicine and facilitating the publica-
tion of articles from outside the
United States by naming “JGIM
Ambassadors” from countries that
currently have significant SGIM
membership. Akira Kuriyama has
been named a JGIM Ambassador to
Japan. He will liaise with the Japan-
ese Medical Society to promote
JGIM and will serve as deputy edi-
tor for submissions from Japan; we
welcome additional volunteers from
Japan and from other regions out-
side the United States. This will in-
crease the diversity of SGIM and
JGIM by soliciting international per-
spectives and articles. We also plan
to increase JGIM’s social media
presence; any of our readers who
are interested and experienced in

this area would be most welcome
to join our team.

We are excited about the next
five years, look forward to your help
and involvement, and welcome your
suggestions. One of our charges is
to continue the practice of publishing
special issues of JGIM and welcome
your ideas on supplement topics.
We believe the journal belongs to all
the members of SGIM and there are
a number of ways that members can
get involved. Serving as a reviewer
and then as a deputy editor is a
great way to advance your career by
allowing you to give back to the So-
ciety and the medical profession. If
this or one of our initiatives is of par-
ticular interest to you, we strongly
encourage you to volunteer. Like
SGIM, we believe in a JGIM that is
inclusive, our journal will be all the
better for it. Please send us your
ideas on how to improve the journal.
We even welcome your criticisms.
We’re strong, we can take it.
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coverage limits. Insurance
plans should continue to be
required to provide access to
essential benefits, including
laboratory services, mental
health and addiction
treatment, maternity and
newborn care, and ambulatory
care.

6. Had more than 60 SGIM
members attend our March 13th
Hill Day on the day following the
introduction to the House of
Representatives of the American
Health Care Act (AHCA) repeal
and replace legislation. Those
who attended were among the
first healthcare providers to have
the opportunity to talk to
legislators about the impact of
this proposed legislation on our
patients.

7. Sent multiple “call to action”
messages to all members and
targeted messages to members
in key states regarding a series of
attempts to “repeal and replace”
the ACA.

8. Sent multiple letters to
congressional leaders based on
our health insurance principles
regarding SGIM’s opposition to
these “repeal and replace”
efforts.

on providers serving high risk
populations.”

12. Worked with the Board of
Regional Leaders and with the
scholars in the Leadership in
Health Policy (LEAHP) program to
encourage submission of
advocacy workshops to multiple
regional meetings.

13. Sent a letter to congressional
leaders urging them to remove
the provision in the Senate’s
version of the Tax Reform and
Jobs Act of 2017 that would
effectively repeal the individual
shared responsibility (individual
mandate) provision of the ACA
because of our concern that
elimination of the mandate would
result in a significant increase in
premiums and create an exodus
from individual insurance
markets.

This has been an unusually active
and important year for SGIM’s health
policy activities. I am exceedingly
grateful to our health policy commit-
tee members and our organization’s
leaders for their commitment and ef-
forts necessary to support this level
of important health policy activity.

SGIM

9. Signed a multi-society letter
indicating SGIM’s opposition to
President Trump’s executive
order on immigration and visas.

10. Joined the Medical Consortium
on Climate Change and appointed
Elizabeth Gillespie as SGIM’s
representative to the group.

11. Submitted a detailed response to
a draft Health and Human
Services strategic plan. Included
in our response was a suggestion
to add to the objective to
“Expand safe, high-quality
healthcare options, and
encourage innovation and
competition,” the following
language:
• “Develop payment models
and incentives to encourage
high value, high quality care
that are timely, easy to
understand and simple to
implement, while avoiding
additional administrative
burden.”

• “Develop innovations and
payment incentives to
encourage high value, high
quality care, that take into
account illness burden and
baseline population risk, to
preserve patient access to
care and avoid punitive effects

HEALTH POLICY
continued from page 9

RESEARCH FACULTY - Division of General Medicine and Primary Care, Boston’s Beth 
Israel Deaconess Medical Center (BIDMC, major teaching affiliate of Harvard Medical 
School), seeks entry-level and mid-career research faculty.  The Division’s  research focuses 
on improving the health of vulnerable populations and those with chronic conditions, 
fostering patient-centered care, improving clinical decision making, and developing, 
implementing, and testing innovations in primary care and hospital medicine. Eighteen 
M.D. and Ph.D. investigators conduct research, seek external funding, and provide 
mentoring within Harvard’s general medicine and integrative medicine fellowships. M.D. 
and/or Ph.D. required, with general medicine research interests. M.D.s practice in BIDMC’s 
faculty inpatient and outpatient settings. Under-represented minorities, women, and persons 
with disabilities encouraged to apply. EEO/AA/M/F/Vet/Disability    
 
Please apply by going to https://hmfphysicians.org/. Please enter 171454 in keyword 
search to locate the job posting, and apply. 
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