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SIGN OF THE TIMES The Distortion of the Doctor-Patient
Relationship in China
Zhan-wen Xu, MD

Dr. Xu is affiliated with the Department of Cardiology at Hebei University,
Baoding, Hebei, China.

Although the transformational changes to the health care system in
China have gained wide public attention, the distortion of the doctor-

patient relationship has been less visible. On October 25, 2013, Wang
Yunjie, MD, was stabbed to death at the Wenling No. 1 People’s Hospital
in Zhejiang province. The attack was the third incident in a single week
and one of many that have occurred in recent years in China. A survey
showed the average number of assaults on doctors increased to 27.3
per hospital in 2012, up from 20.6 in 2008.1

What makes the doctor-patient relationship so strained? Patients’ per-
ception of receiving medical treatment in the absence of government
guidance may be the main cause of deteriorating doctor-patient relation-
ships. In China, high-quality medical resources are insufficient and poorly
distributed. The maldistribution of care is not so severe as to force the
majority of patients to seek health care outside their communities. There
is, however, a common belief that local health care is not good enough,
which has resulted in government-funded mega-hospitals becoming
overcrowded with dissatisfied patients representing a large geographic
area. Estimates say that a doctor in some large hospitals will see 70 to
80 patients a day, with an average visit length of five to six minutes. Pa-
tients coming to the city for health care become frustrated when they
travel far, wait a long time to be seen, and have so little time with a doc-
tor in the exam room.

There are deeper historical reasons for physician mistrust. Public hos-
pitals in China enjoyed full government funding before 1985. After eco-
nomic reforms, hospitals were expected to generate income to cover
costs. Because the main source of hospitals’ income comes from diag-
nostics and treatment, there is a financial incentive to over-investigate
and over-treat. Patients pay most treatment costs themselves—even
those who are insured—because reimbursement is poor. The phrase “I
cannot afford to get sick” has become a grim reality for many people.
With a limited level of social security, many patients have to give up
everything they have for the care they need.

continued on page 11
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better align the GME system. A full
discussion of these recommenda-
tions is under review by the Journal
of General Internal Medicine. These
recommendations have also been
sent to key members of Congress
as part of the SGIM’s advocacy cam-
paign during the current period of
budget negotiations. They include:

1. Workforce Analysis: Congress
should fully fund the National
Health Care Workforce
Commission. The creation of a
physician workforce of the
appropriate size, specialty mix,
diversity, and geographic
distribution requires accurate
data. Today’s GME system, in
contrast, allows most aspects of
workforce composition to be
determined by specialty-specific
Residency Review Committees
and the programmatic needs of
teaching hospitals.

2. Funding Mechanisms: All
entities that pay for health care
should contribute to GME
funding, which should reflect the
true cost of training a physician
workforce aligned to the nation’s
health care needs. Medicare was
established as the major federal
source for GME funding in 1965
as a temporary program, and its
formula no longer reflects the
actual costs of training residents
and fellows. All elements of the
health care system will benefit
from an appropriate physician
workforce, and we believe that
all health care funding
mechanisms should support
physician training. SGIM also
supports the principle that
portions of GME funding should
be used to incentivize further
changes in GME.

3. Transparency: GME dollars must
be spent transparently and

Ongoing pressures to reduce the
federal deficit have placed many

programs of vital interest to SGIM
members at risk. However, one pro-
gram on almost every list of poten-
tial cuts is federal funding for
graduate medical education (GME).

The federal government provides
approximately $10 billion each year
to US teaching hospitals via the
Medicare program, covering approxi-
mately 40% of teaching hospital’s
GME costs. Although state Medic-
aid programs, the Department of
Veterans Affairs, the Department of
Defense, the Health Resources and
Service Administration (HRSA), and
other programs also support GME
programs in essential ways,
Medicare has by far the largest
share. It is hard to imagine any
major attempt at deficit reduction
without cuts to GME funding.

But GME in the United States
will not be improved by funding
cuts; rather, the US GME system
needs dramatic reform to better
meet the dynamic needs of the US
health care system. The Health Pol-
icy Education Subcommittee, with
full endorsement of the Health Pol-
icy Committee and the SGIM Coun-
cil, recommends six reforms to

EDITORIAL

SGIM Supports Comprehensive Graduate
Medical Education Reform
Robert B. Baron, MD, MS

Dr. Baron is chair of the Health Policy Education Subcommittee.
SOCIETY OF GENERAL
INTERNAL MEDICINE
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What are the most important
things that SGIM is doing for

patients and members? I asked that
question at the end of the SGIM
Council’s retreat in December, after
we had finished reviewing the
progress of the committees, task
forces, and work groups. At the be-
ginning of the Council’s review of our
progress, I asked the Council to
focus on how we are creating value
for patients and members (as indi-
cated in my last column).1 Nearly all
of our efforts to create value for pa-
tients depend on how we support
the work of members as clinicians,
educators, and investigators. So
here’s what the Council said in re-
sponse to my question.

When asked what we do for pa-
tients, the Council pointed to our ad-
vocacy efforts that are intended to
improve the delivery of primary care
to our patients. Those efforts focus on
strengthening the primary care work-
force. Although such efforts could be
viewed as self-serving, I believe that
our Health Policy Committee has con-
sistently taken positions that are in
the best interests of people who need
better access to primary care.

The Council also cited SGIM’s
participation in the Choosing Wisely®

campaign. Earlier this year, we re-
leased five evidence-based recom-
mendations that were intended to
support conversations between pa-
tients and physicians about what
care is necessary (see http://www.
sgim.org/about-us/news/sgim-re-
leases-choosing-wisely-list). One of
those recommendations has gener-
ated controversy within our member-

ship—the idea of not performing rou-
tine general health checks for asymp-
tomatic adults. I encourage you to
read the letters to the editor on this
topic (page 4). We owe it to our pa-
tients to discuss these kinds of is-
sues in an open manner that will help
make transparent the reasons why
we do or do not recommend ser-
vices such as a routine annual visit
for asymptomatic adults. I hope the
discussion will help us improve com-
munication with patients about what
they should expect to gain from rou-
tine health checks.

When asked about the most im-
portant things we do for members in
their roles as clinicians, the Council
identified the top activities as the in-
creased clinical content in the annual
meeting, our advocacy for physician
payment reform, development of
maintenance of certification (MOC)
modules in areas of interest to mem-
bers, and development and dissemi-
nation of the Evidence-Based
Medicine (EBM) Bottom Line sum-
maries. Although the annual meeting
has evolved gradually over many
years to include more clinical con-
tent, the other activities are relatively
new developments. We have de-
cided to continue focusing on physi-
cian payment reform in our advocacy
efforts. At the retreat, the Council ap-
proved additional funding for CRD
Associates to go beyond their usual
advocacy work on our behalf to de-
vote more time to garnering broad
support for action on key recommen-
dations of the National Commission
on Physician Payment Reform.2 The
Council also determined that we

PRESIDENT’S COLUMN

What is SGIM Doing to Create Value for
Clinicians, Educators, and Investigators?
Eric B. Bass, MD, MPH

We owe it to our patients to
discuss…why we do or do not
recommend services such as
a routine annual visit for
asymptomatic adults.

continued on page 12

should provide more support to the
MOC Task Force to enhance its abil-
ity to develop new modules in a
timely manner. We were pleased to
hear that the EBM Task Force re-
mains committed and on track to de-
velop more Bottom Line summaries
on timely clinical topics.

The Council felt that the top activi-
ties supporting educators are the
TEACH Program (Teaching Educators
Across the Continuum of Healthcare),
medical education content in the an-
nual meeting, mentoring programs,
publication of scholarly work in edu-
cation by JGIM, and our regional and
national awards for educators. The
Education Committee has done a fab-
ulous job launching the TEACH Pro-
gram, which is half way through its
inaugural year (see http://www.sgim.
org/communities/education/teach).
The Committee is in the process of
selecting participants for the second
TEACH cohort, which will begin the
certificate program at the 2014 an-
nual meeting in San Diego. This pro-
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Dear Dr. Radhakrishnan:

We are dismayed by an SGIM
committee’s recent admoni-

tion that physicians should see pa-
tients only “for acute illness,
specific evidence-based preventive
strategies, or chronic care manage-
ment.“1 This advice to avoid peri-
odic visits with patients that are not
driven by a specific disease-based
agenda ignores the human connec-
tion that has been central to the
doctor-patient relationship for mil-
lennia and oversteps (and even mis-
represents) the relevant evidence.

Doctors—especially primary care
physicians—are not merely techni-
cians of the body who perform
maintenance at prescribed intervals.
Truly patient-centered care requires
intimate knowledge of our patients
and an understanding of their values
and perspectives about life and dis-
ease. Time spent getting to know
patients as human beings may not
yield readily measurable improve-
ments in disease outcome but is
essential to the art of healing. “Rou-
tine” visits allow us to learn about
patients’ changing life circum-
stances, understand their social situ-
ations and mental states, and raise
our antennae for subtle signs of de-
teriorating health or substance mis-
use. We cannot expect patients to
feel comfortable divulging painful
secrets unless we have a relation-
ship built over time. “The physical is
not merely an anatomic exploration,
but also a trust-promoting endeavor.
It is the doctor’s most ancient tool.
Beyond providing a wealth of infor-
mation it is an act of bonding.”2

The two systematic reviews that
the committee cited as the basis for
its recommendation mainly demon-
strate the paucity of relevant evi-
dence—not evidence against health
checks or so-called “routine” visits.3-5

Moreover, the bottom line of one of
those reviews was that “evidence of
benefits in this study justifies imple-
mentation of the PHE [periodic health
evaluation] in clinical practice.”

The other more-negative review
specifically excluded elderly pa-
tients, found negligible data from
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Dear Dr. Radhakrishnan:

We appreciate the response re-
garding SGIM’s recommenda-

tion about the value of periodic
health examinations for the Choos-
ing Wisely® campaign. The objec-
tive of the American Board of
Internal Medicine’s Choosing
Wisely® campaign is “to promote
conversations between physicians
and patients by helping patients
choose care that is: supported by
evidence, not duplicative of other
tests or procedures already re-
ceived, free from harm, and truly
necessary.”1 We believe our recom-
mendation regarding the value of

nance measures, such as immuniza-
tions and screening examinations,
should be individualized based on
the circumstances of each patient.
This is most consistent with pa-
tient-centered care.

The emotional heart of the au-
thor’s letter centers on how “be-
yond providing a wealth of
information [the periodic visit] is an
act of bonding.” These subjective
benefits need further evaluation and
are not always patient centered.
While concerns about threats to pa-
tient-physician trust with changes in
the health care system are not new,
there is little information about
what defines trust and what inter-
ventions improve patients’ trust in
their physicians.6 There is clearly a
subset of patients for whom “bond-
ing” with their physician is impor-
tant. If patient bonding is the
purpose of a regular visit, it should
be driven by the values of patients
and understood as such by payers.
It should be an informed reflection
of our patients’ values, not ours.
When a healthy patient takes an af-
ternoon off work and has her blood
drawn, does she know that the ac-
tual reason for the visit is to rein-
force a personal connection? Is this
a patient-centered visit? The value
of “bonding” must be considered
through a patient-centered lens
within the larger context of the ben-
efits and harms of routine visits.

Perhaps most importantly, the
criticism of our recommendation
misses its true purpose. As much
as we also appreciate the impor-
tance of a patient-provider connec-
tion, it is not clear why it should
happen at pre-specified intervals
that are equal for all patients. Our
recommendation was about assur-
ing that these visits are tailored to
individuals’ needs, not based on
pre-specified time intervals. We be-
lieve that focusing on individual pa-
tient needs for preventive care will
best serve patients and our health
system alike.

We appreciate the deeply held be-
liefs and commitment to patients that
were demonstrated by the critique of-
fered by our fellow SGIM members.
We look forward to their constructive

periodic health examinations meets
this goal.2

Himmelstein et al. critique the
evidence behind our selection.
While we acknowledge that there
are limitations to the existing data,
we disagree with the authors’ re-
sponse. Their citations include anec-
dote and process measures (the
positive study they cite refers to
benefits like “receipt of cholesterol
screening”), and the cited meta-
analysis found no benefit in clinical
endpoints. In addition, their criticism
fails to acknowledge the harms and
burdens of unnecessary visits to pa-
tients, to doctors, and to the health
care system. Indeed, in keeping
with our recommendation, the most
recent comprehensive Cochrane Re-
view of the subject, the United
States Preventive Services Task
Force, and the Canadian Task Force
on Periodic Health Examination have
all recommended against routine
general health checks for asympto-
matic adults.3-5

It may not be surprising that the
routine periodic health examination
in healthy adults provides little ob-
jective clinical benefit. The first
comprehensive assessment of a pa-
tient provides the most information.
From the patient’s history we learn
about their genetic risk (i.e. family
history), their social and economic
circumstances, and physical condi-
tions. Basic laboratory testing with
this initial assessment seems rea-
sonable. Once we have obtained
this information and stratified pa-
tients by their cumulative risks, the
value of repeating the review of the
same information at a defined inter-
val is unclear at best. Repeating the
collection of the same information a
week later would clearly provide lit-
tle new information. The question
becomes: What is the appropriate
interval in low-risk adults for repeat-
ing the examination in the absence
of clinical problems or the need for
recommended evidence-based
screening? A conversation around
this issue is the point of our Choos-
ing Wisely® recommendation. The
healthy 30-year-old patient likely re-
quires a different follow-up interval
than the healthy 65-year-old patient.
The provision of ongoing mainte-
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The recent brutal gang rape and
subsequent death of a young

woman in New Delhi, India, captured
the attention of people worldwide. As
we heard, read, and watched in grow-
ing horror, the vicious attack in the
heart of the capital city brought to the
forefront a problem that has escalated
in the last few decades to become
a shocking depiction of the current
state of women in India and other
developing nations across the world.

The event led to much soul-
searching and an increase in social
consciousness that is unusual for a
country of immense contradictions.
While the political power of New
Delhi rests predominantly with
women leaders of different electoral
groups, the middle and lower socioe-
conomic classes exist in a primarily
patriarchal society. This contrast in
culture is prevalent in other regions
of the subcontinent, Asia, and Africa.
Sexual violence against women
(VAW) in these societies continues to
be a serious human rights and public
health problem; its effects transcend
all humanity and result in long-lasting
negative physical, mental, and psy-
chosocial impacts. Legal procedures,
including the collection of forensic evi-
dence, and irregularities in the con-
duct of routine investigations can
affect the administration of justice.
Even as the travesty of the unfortu-
nate Indian girl unraveled, we wit-
nessed an atrocity in our own country
as Ariel Castro—a 53-year-old man
from Cleveland—was discovered to
have held three women captive for
more than a decade as his sex slaves.
His story is another gruesome and
sickening account of VAW.

The United Nations defines VAW
as “any act of gender-based violence
that results in, or is likely to result in,
physical, sexual or mental harm or
suffering to women, including threats
of such acts, coercion or arbitrary de-
privation of liberty, whether occurring
in public or in private life.”1 In an in-

ing that more women than men (47%
vs. 37%) agreed that it was accept-
able for men to beat their wives for
sex. The authors used a Gender-Equi-
table Men (GEM) scale to capture the
perceptions of men in regard to the
roles of both genders in family, do-
mestic, and sexual life and defined a
gender-equitable man as one “who is
respectful to women, who believes
that men and women should have
equal rights, and who shares respon-
sibility in the household” and is thus
opposed to VAW. This acquiescence
of gender-biased practices is perva-
sive in many other countries. The liter-
ature is replete with case reports,
narrative reviews, and cohort and lon-
gitudinal studies that chronicle the ex-
istence of these practices in all parts
of the world, including the so-called
developed nations where women are
presumed to be more emancipated
and independent.

Apart from the physical, mental,
and psychosocial impacts, the eco-
nomic toll of IPV against women was
documented in 2003 to cost the
United States approximately $8.3 bil-
lion.10 It is well established that sexual
assault victims have a higher preva-
lence of hypertension, obesity, dys-
lipidemia, and negative lifestyle
choices, like smoking, which may be
adaptive responses to violence.11 The
global economic burden can only be
presumed to be higher and that any
report would underestimate the true
prevalence of IPV. Additionally, there
is substantial evidence of violence
outside the home, as in the case of
juvenile sexual offenders and those
who attack women veterans. In fact,
military sexual trauma (MST) is a
well-recognized psychiatric disorder
that is known to cause depression,
post-traumatic stress disorder, and
alcohol abuse.12

Why does VAW continue to hap-
pen even after being widely recog-
nized as a serious public health

depth review of global VAW, Lancet
published an article that describes the
complex nature of the problem, which
includes intimate partner violence
(IPV); sexual abuse by non-intimate
partners; trafficking, forced prostitu-
tion, exploitation of labor, and debt
bondage of women and girls; physical
and sexual violence against prosti-
tutes; sex-selective abortion, female
infanticide, and the deliberate neglect
of girls; and rape in war.2 Of late, the
term VAW has been broadened to en-
compass other types of attacks on
women including acid attacks, harass-
ment, stalking, and eve-teasing.

The past two decades have seen
an increase in the reporting of such
acts and constant media coverage
but not necessarily an appropriate in-
crease in prosecution and conviction.3

In a recent study from Bangladesh,
the authors opined that sexual ha-
rassment results in negative psycho-
logical impacts on adolescent girls,
including loss of self-esteem and per-
sistent feelings of insecurity.4 It is
also well established that violent ex-
posures are associated with depres-
sive symptoms in women, including
post-partum depression and in-
creased under-five child mortality.5-7 In
another recently published study,
gender equity policies in select South
Asian countries were described.8 Five
countries (Bangladesh, India, Nepal,
Pakistan, and Sri Lanka) were found
to have several gender-sensitive poli-
cies that were measurable by indica-
tors that contribute to health.
However, the study concluded that
the mere presence of such policies
was inadequate to realize true gender
equity or empowerment of women
and that large inequities in women’s
health outcomes persist as a result.

In a not-so-surprising analysis from
South Sudan, the world’s newest na-
tion, 82% women and 81% men
agreed that women should tolerate vi-
olence to keep the family together.9

Even more worrisome was the find-
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Sexual Violence Against Women: A Sinister Public Health Problem
Tanu Pandey, MD, MPH

Dr. Pandey is assistant professor of medicine at Rush University Medical Center and patient safety officer at
John H. Stroger Jr. Hospital of Cook County in Chicago, IL.
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The Women and Medicine Task
Force (WAMTF) is the key SGIM

member vehicle for promoting
women’s health and the academic
careers of women in medicine. The
WAMTF facilitates communication
among interest groups related to
women’s health, promotes women’s
health as a generalist issue in both
clinical practice and health policy, and
supports the career development of
academic women physicians and of
all physicians pursuing careers in
women’s health.

During the past seven annual
meetings, the WAMTF has spon-
sored the Distinguished Professor of
Women and Medicine (DPWM, for-
merly Distinguished Professor in
Women’s Health). At the 2013 an-
nual meeting, Karen Freund, MD,
served as the DPWM. To a standing-
room-only crowd, Dr. Freund pre-
sented a keynote address, titled
“Working in Teams: Moving For-
ward While Keeping Your Balance.”
She also served as expert discus-
sant for the women’s health oral ab-
stract and poster sessions.

We are pleased to announce that
the 2014 SGIM DPWM will be
Melissa McNeil, MD, MPH. Dr. Mc-
Neil has a longstanding interest and
involvement in medical student, res-
ident, and fellow education and has
a career focus on women’s health.
She is a founding member of the
Academy of Master Educators at
the University of Pittsburgh, where

sor candidates should be associate
professors or professors and should
identify themselves on SGIM’s One-
on-One Mentoring Survey by check-
ing “advancement of women in
medicine” under areas of expertise.
Advisee candidates should be resi-
dents, fellows, instructors, or assis-
tant professors and should check
“advancement of women in medi-
cine” and either “early-career advice”
or “mid-career advice.” For questions
about the CAP, please contact Amy
Gottlieb, MD, at agottlieb@wihri.org.

For 2014, we are pleased to an-
nounce a collaboration between
WAMTF and the VA Task Force.
WAMTF members partnered with
Kristina Cordasco, MD, MBA, chair of
VA Task Force, to develop a sympo-
sium, titled “Using Lessons from VA
to Improve Care for Women with
Mental Health and Trauma Histories.”
This session will introduce and dis-
cuss gender-based research findings
and lessons learned from VA health
services research and VA clinical care
to inform primary care providers who
serve women Veterans and other
women with trauma experiences.
This symposium will be sponsored by
VA Health Services Research & Devel-
opment. We thank the VA for its sup-
port and look forward to collaborating
to further our mutual goals of improv-
ing health for women, VA-served pop-
ulations, and trauma survivors
everywhere.

SGIM

she chairs the Educator Mentoring
Task Force. She serves as associate
chief of general internal medicine
and as the director of the area of
concentration in women’s health, a
certificate program for medical stu-
dents. She is also director of the
University of Pittsburgh’s Women’s
Health Fellowship. As the DPWM at
the 2014 annual meeting, Dr. Mc-
Neil will deliver a keynote address,
titled “Life Lessons Learned: Things
I Wish I Had Known,” and will also
serve as expert discussant for the
women’s health oral abstract and
poster sessions. The WAMTF will
once again employ a peer-review
process to award high-quality oral
abstracts and posters addressing
women’s health topics.

At the 2013 annual meeting in
Denver, the WAMTF launched its Ca-
reer Advising Program (CAP), an initia-
tive to help female junior faculty
successfully navigate the academic
promotion process. Twenty-four ca-
reer advisees were matched with 24
senior career advisors. CAP is a two-
year longitudinal mentoring experi-
ence that focuses on CV preparation,
targeted committee membership, and
strategies for relationship-building
with external letter writers. The sec-
ond class of CAP advisee-advisor
pairs will be matched just prior to the
2014 annual meeting in San Diego. As
was done last year, potential partici-
pants will be selected from SGIM’s
One-on-One Mentoring Survey. Advi-

ANNUAL MEETING UPDATE

News from the Women and Medicine Task Force
Jennifer S. McCall-Hosenfeld, MD, MSc; Amy S. Gottlieb, MD; and Bevanne Bean-Mayberry, MD, MHS

Dr. McCall-Hosenfeld is chair and Dr. Gottlieb is co-chair of the SGIM Women and Medicine Task Force;
Dr. Bean-Mayberry is the VA liaison to the Women and Medicine Task Force.



In efforts to reduce health care
costs and improve quality, there

has been a growing push to deliver
care in more innovative ways, in-
cluding through the patient-centered
medical home (PCMH) concept as
well as more novel initiatives, such
as the results-only work environ-
ment (ROWE).

The PCMH concept incorporates
several core features, including pro-
viding care that is team based, pa-
tient centered, and coordinated
across the health care system and
patients’ communities. This model
has demonstrated some promising
results in both civilian and US mili-
tary medical practices.1-4

The Walter Reed National Mili-
tary Medical Center (WRNMMC) in
Bethesda, MD, began to implement
the PCMH concept in its internal
medicine clinic in 2008. A recent
evaluation of the WRNMMC PCMH
showed positive results, with an
11% and 7% cost reduction among
patients with chronic and without
chronic medical conditions, respec-
tively, and increased patient satisfac-
tion with overall care within the
PCMH.4

that precipitated other changes for
the team at WRNMMC. First,
providers were given the opportu-
nity to telework from home one day
per week and did not have a mini-
mum number of appointments for
other clinic days. Second, the team
was given more control over its own
appointment schedule for patients.
(Vice is a centralized scheduling sys-
tem for all appointments.)

The providers had a set telework
schedule that they followed, which
was coordinated and adjusted as
needed by registered nurses. When
providers were teleworking, they
could focus on disease prevention
by using a clinical database to query
and call patients who required age-
appropriate cancer screenings.
Providers also used the database to
identify patients with chronic condi-
tions who were not at established
goals, such as hemoglobic A1c lev-
els for diabetes mellitus type 2.
Providers could then offer phone
counseling, referrals, and laboratory
tests as needed. They could also
conduct more telephone consults
and respond to secure e-mail mes-
sages from patients, which gave pa-
tients alternatives to the standard
in-office visit for communicating
with their providers.

Since the team had more control
over its own schedule (vice central-
ized scheduling), it could determine
which appointments were most ap-
propriate for in-person visits and
which could be handled by phone or
secure e-mail message. By eliminat-
ing unnecessary office visits, the
team had more availability to see pa-
tients for same-day appointments

WRNMMC initiated a pilot of the
ROWE concept within a single team
in its internal medicine PCMH start-
ing in 2011. In a ROWE environ-
ment, employee performance is
judged based on results produced,
not hours worked. Autonomy is es-
sential. Teams work more effec-
tively because members cross-train
more to ensure coverage of key
functions. The ROWE model began
at Best Buy, a consumer electronics
store, in 2003,5 and several recent
studies have revealed positive as-
pects of the ROWE model, including
decreased employee turnover6 and
positive changes in health behav-
iors, such as getting an extra hour of
sleep on work nights.7 The ROWE
concept offers a unique opportunity
to help reduce physician burnout8

and improve satisfaction by giving
staff more flexibility over their work
schedules while maintaining access,
continuity, satisfaction, and high-
quality patient care.

The clinic leadership gave the
team the autonomy to implement
ROWE in the manner that best
worked for the team. There were
two primary ROWE-specific changes
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Implementing a Results-only Work Environment in a
Patient-centered Medical Home
Amanda Borsky, MPP; Susan George, MD; Linda Pikulin, MA; Lidiya Leshko, MD; Nancy Baxi, MD;

Eric Christensen, PhD; and CAPT. Kevin Dorrance, MD

Ms. Borsky is a researcher at the American Institutes for Research in Washington, DC; Dr. George is a
hospitalist at Fairview Southdale Hospital in Edina, MN; Ms. Pikulin is an advisor and Dr. Christensen
a research team leader in Health Research and Policy at CNA; Drs. Leshko and Baxi are internists at
Walter Reed National Military Medical Center in Bethesda, MD, and assistant professors of medicine
at Uniformed Services University of the Health Sciences in Bethesda, MD; and CAPT. Dorrance is chief
of medicine at Walter Reed National Military Medical Center in Bethesda, MD.
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When providers were teleworking, they could focus
on disease prevention by using a clinical database to
query and call patients who required age-appropriate
cancer screenings. Providers also used the database
to identify patients with chronic conditions who were
not at established goals…
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Iam pleased to report back from an
exciting day of stimulating lectures,

networking, and collaboration at the
Mountain West Regional Meeting on
October 25 in Aurora, CO, at the Uni-
versity of Colorado School of Medi-
cine. In alignment with the theme
“Wellness: Improving Quality of Life
for our Patients and Ourselves,”
keynote speaker Colin P. West, MD,
PhD, gave a captivating talk on physi-
cian burnout, titled “Physician
Burnout: Why Should We Care and
What Can We Do?” We also had an
invited lecture from the medical direc-
tor of the Colorado Physician Health
Program, Doris C. Gundersen, MD, ti-
tled “Physician Stress/Physicians in
Relationships and Families.” Finally,
Jacinda Niclas, MD, MA, MPH, and
Nia Mitchell, MD, MS, MPH, ad-
dressed patient wellness in their ple-
nary talk, titled “Treating Obesity:
New Choices, New Evidence.”

New initiatives this year included
free abstract submissions for trainees
and a new trainee track featuring a
trainee mentorship panel, a workshop
on health care exchanges, and a
trainee-oriented plenary session. We
continued a favorite new initiative
from 2012: the clinician-educator and
clinician-investigator guided poster
tours. We were fortunate to have
outstanding lectures by our 2012 Clin-
ician-Educator of the Year, Rachel
Swigris, DO, who presented “Florish:
Thriving is Not Just Surviving Your
Medical Career,” and 2012 Clinician-
Investigator of the Year, Daniel Mat-
lock, MD, who presented “Living in a
World with Implanted Defibrillators.”

I would also like to congratulate
our 2013 Mountain West award re-
cipients:

• Clinician-Investigator of the Year:
Lisa Schilling, MD (University of
Colorado School of Medicine)

• Clinician-Educator of the Year:

Kathleen Heist, MD (University of
Colorado School of Medicine)

• Best Oral Presentation: Brian D.
Blaker, MD, and Robert E. Burke,
MD (University of Colorado
School of Medicine), “A Novel
Case Of Dress Syndrome
Induced By Hydrochlorothiazide”

• Best Research Abstract or
Innovation in Medicine Poster: SS
Yun, ND Vincelette, AE Wahner
Hendrickson, KL Knorr, KS
Flatten, and SH Kaufmann
(University of Arizona Medical
Center), “Mechanism Of Dual
Mtorc1/2 Inhibitor-Induced
Cytotoxicity in Human Lymphoid
Malignancies”

• Best Clinical Vignette Poster:
Trang Nguyen, MD (Exempla
Saint Joseph Hospital in
Superior, CO), “Hemophagocytic
Lymphohistiocytosis: Double
Affliction”

Finally, I would like to thank the
2013 Meeting Planning Committee.
This meeting could not have hap-
pened without the work and dedica-
tion of these valuable SGIM
members!

• President Elect & 2013 Meeting
Chair: Amber Wobbekind, MD
(Denver Health)

• Past President: Adam Tsai, MD,
MSc (University of Colorado
School of Medicine/Denver
Health)

• Secretary-Treasurer: Heather
Brislin, MD (University of New
Mexico)

• Membership Chair: Maria Gaby
Frank, MD (Denver Health)

• Associate Member: Joseph
Johnson (University of Colorado
School of Medicine)

• Abstract Committee Chair: Mim
Ari, MD (University of Colorado
School of Medicine) SGIM

Mountain West SGIM 2013 Regional Meeting: “Wellness:
Improving Quality of Life for our Patients and Ourselves”
Danielle Loeb, MD

Dr. Loeb is an assistant professor at the University of Colorado School of Medicine and the past president for the
Mountain West Region.

FROM THE REGIONS

Daniel Matlock

Heather Brislen and Richard Hoffman

Mark Earnest, Joseph Johnson,
Rachel Swigris, and Kelly White

Nia Mitchell



SGIM is pleased to announce the
hiring of four new staff members

at the national office! We are ex-
cited to have them all on board:

Brittany Benton (Committees and
Initiatives Assistant) assists with
the coordination of committee con-
ference calls and retreats, prepares
minutes, provides day-to-day over-
sight of committee activities and
programs, and works with volunteer
leaders and governing council in
support of the Society mission and
goals. Brittany comes to us with
much experience in government and
non-profit positions—most recently
in the marketing and membership
department of the American Nurses
Association.

Katherin Cooper (Meetings Assis-
tant) assists with the management
of a variety of meetings (e.g. re-

opment, elections, and continuing
medical education.

Donté Shannon (Manager, Volun-
teer Services) works with SGIM com-
mittees, task forces, and work groups
to ensure annual goals and objectives
are met and ensures that all work
from these groups is documented to
allow for continuity in work flow and
easy archival. He provides support to
other staff liaisons to manage annual
committee policies and procedures, in-
cluding leadership transition, selection
of new committee members, and
submission of annual plans. Donté co-
ordinates collaboration among volun-
teer members via electronic
communication, teleconference, and
in-person meetings. He comes to
SGIM after six years with the Associa-
tion of American Medical Colleges
where he specialized in applicant and
medical school relations. SGIM

gional and national educational
events, board meetings, and re-
treats) and provides strong adminis-
trative and project management
support. This position works closely
with the regional meetings coordina-
tor in executing the details of
seven annual regional conferences
as well as several leadership and
board meetings. Katherin most re-
cently worked in the meetings de-
partment of the National Association
of Chemical Distributors.

Tracey Pierce (Regional Meetings
Manager) comes to SGIM after
seven years as the associate direc-
tor of meetings at the National Os-
teoporosis Foundation. Tracey works
with regional leaders to strengthen
SGIM at the all-important grass-
roots level, including helping re-
gional leaders with meetings, Web
sites, finances, membership devel-
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Introducing the New SGIM Staff Members
Francine Jetton, MA

Ms. Jetton is Director of Communications for SGIM.

Donté Shannon, Tracey Pierce, Brittany Benton, and Katherin Cooper
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Additionally, doctors are widely
viewed as underpaid, which makes
the lure of honoraria—some legal,
some not—very enticing. The Glaxo-
China Bribery Scandal shines a light
on China’s fast-growing but deeply
underfunded medical system. Some
doctors accept speaking fees or
arrange to receive a cut of the sales
of drugs they prescribe. Most Chi-
nese are aware of the financial kick-
backs doctors receive from drug
companies, which in combination
with insufficient medical resources,
high expenses for patients, and poor
doctor-patient communication has
widened the gap of trust between
doctors and patients.

Many patients blame the deterio-
ration of their health directly on doc-
tors, claiming that doctors lack
devotion and skills. If a treatment is
not satisfactory, patients and their
relatives will vent their dissatisfac-
tion with doctors. In recent years,
Chinese hospitals have seen numer-
ous violent incidents involving dis-
satisfied patients and medical staff,
which has caused the health care

SIGN OF THE TIMES
continued from page 1

system to respond defensively. On
October 25, 2012, a pregnant
woman whose unborn baby had
died was refused admission by four
hospitals in Yunnan province be-
cause doctors were afraid of being
attacked or sued. The fact that pa-
tients with serious illnesses are
being refused admission to hospitals
because doctors are afraid of being
sued has led to increased patient
morbidity and mortality.

Unfortunately, some media pay
too much attention to scandal associ-
ated with hospitals and doctors and
have reported false medical disputes
to increase audience ratings. For ex-
ample, three years ago, a popular
newspaper in Guangdong province
falsely accused a midwife of stitch-
ing a patient’s anus closed who was
being treated for hemmorhoids. This
had a profound impact in China and
fomented doctor-patient conflicts be-
cause of public misunderstanding of
what doctors do.

Despite the launch of health care
reforms five years ago, the doctor-
patient conflict has intensified. The

failure to address this issue is a fail-
ure of reforms. How does the doc-
tor-patient relationship return to
normal? The government could start
by spending more money on med-
ical treatment and accelerating the
creation of a medical security sys-
tem. Laws are needed to address
medical disputes, perhaps using me-
diation to bridge communication
gaps between doctors and patients
and direct patients to legal assis-
tance as a last resort to settling con-
flicts. The media must report news
truthfully to protect trust in the med-
ical establishment. Lastly, China’s
health system reforms must ad-
dress the social and economic sta-
tus of doctors by involving doctors
in shaping health policy and giving
them a voice to share their experi-
ences and improve the health care
system.

Reference
1. http://africa.chinadaily.com.cn/

china/2013-08/16/content_
16897940.htm

SGIM

exclusively for resident training
and related costs. SGIM supports
annual reporting of GME funds
received and their associated
costs and expenditures by
training institutions.

4. Competency-based Curriculum
Accountability: GME-funded
training programs must
demonstrate that their graduates
have the competencies
necessary to practice medicine in
the 21st century. Multiple
stakeholders have argued that
current GME graduates do not
have all of the competencies
required to practice in and
improve the current and future
health care system. Accreditation
changes implemented by the
Accreditation Council for GME
(ACGME) will likely serve to

EDITORIAL
continued from page 2

better measure competence in
the desired domains. SGIM
supports this process and
suggests that GME funding be
tied to training outcomes.

5. Distribution of Physician
Specialties: The GME system
should provide incentives to
institutions and training programs
to align the practice patterns of
their graduates with national and
regional workforce needs. SGIM
supports a workforce with
adequate numbers of primary
care physicians. SGIM also
supports the use of incentives
from GME funding to reward
institutions that train higher
numbers of physicians who
practice primary care.

6. Education Innovations: Funding
must be available for GME

innovations designed to positively
impact the workforce. SGIM
supports the creation of a federal
center to support and promote
innovations in GME, just as the
Center for Medicare and
Medicaid Innovation (CMMI)
supports innovation in clinical
practice.

These reforms are clearly com-
plex and will require changes at the
federal and state level, in regulatory
bodies and the private sector, in
teaching hospitals and clinics, and in
residency programs. We believe
that SGIM members have much to
add to this process as we create a
GME system that can support a
high-performing patient-centered
health care system.

SGIM
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factor that into your votes. You may
even want to review the article that
the Council published in June 2013
outlining a mission for the future of
academic general internal medicine.5

In the meantime, I’d like to hear
from you if have ideas, suggestions,
or concerns that you’d like the
Council to consider.

References
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gram will remain a high priority. An-
other priority in 2014 is to reinvigo-
rate our mentoring programs. The
Membership Committee is working
on that now. In the meantime, we
will continue to recognize leading ed-
ucators with awards, and we will con-
tinue to offer diverse workshops and
sessions on innovations in medical
education at our meetings. Keep an
eye out for the release of the exciting
agenda that the Program Committee
has prepared for our San Diego meet-
ing on “Building the Bridges of Gen-
eralism: Partnering to Improve
Health” (see http://www.sgim.org/
meetings/annual-meeting).

In the Council’s view, the top ac-
tivities that should help support in-
vestigators are the research
presentations and methods work-
shops at the annual meeting, the
publication of primary care and hos-
pital medicine research by JGIM,
and our regional and national awards
for investigators. Admittedly, these
are not new activities. However, I
would like to emphasize that neither
the annual meeting nor JGIM has re-
mained unchanged in recent years. I
have been extremely impressed by
the energy and creativity of the Pro-
gram Committee, which is deter-
mined to host SGIM’s best meeting
ever by building on the successes of
previous meetings while also incor-
porating new ideas. Similarly, I have
been delighted to see how much en-
ergy and creativity the JGIM editors
continue to devote to our journal.

For example, in the November 2013
issue, the editors announced a call
for cases for a new JGIM feature—
Implementation Science Work-
shop—that will bridge research and
practice.3 I encourage investigators
to take advantage of the efforts that
the editors have made to support
the full spectrum of research being
performed by our members. The
Council also discussed opportunities
for new research initiatives related
to the patient-centered medical
home, team-based health care deliv-
ery, and other efforts to improve the
quality and efficiency of health care,
such as the work of the Health Ser-
vices Research and Development
Service of the US Department of
Veterans Affairs. The Council was
pleased to see that many SGIM
members have been successful in
winning support for their innovative
research from the Patient Centered
Outcomes Research Institute. Their
success indicates that our members
are taking advantage of the opportu-
nities to be an “engine of innova-
tion” as put forth by the JGIM
editors in their June editorial.4

So are we doing enough to sup-
port members in our mission to lead
excellence, change, and innovation
in clinical care, education, and re-
search? Soon you will have a
chance to vote for new members of
the SGIM Council. Each candidate
will present a vision for what we
can do better. I urge you to reflect
on what you expect from SGIM and
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Contextualising sexual
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So what has changed since the
Delhi gangrape? I would say nothing
if I was a cynical person. But I am
not, and thus I prefer to acknowledge
what indeed has changed: a) Sexual
violence incidents are reported more
frequently in India; b) the very power-
ful Indian media has taken upon itself
to fight for victims, discuss related is-
sues freely, and create awareness; c)
the immense stigma associated with
rape is eroding (and I would consider
this a sign of progress); and d) prose-
cution and punishment of culprits is
on the rise. Having said that, the sum
total of all changes is only slightly
above zero, and we still have a long
way to go improve the safety of
women in our society. I, a citizen of
the United States of Indian origin, feel
anxious about traveling to the country
where I was born and where the rest
of my family still resides. I look for
flights that arrive during the day, and I
don’t think I will ever get into a cab
alone in New Delhi. Here in the
United States I have started to feel
anxious about being alone after dark,
even as I recently sat in my car in
front of Best Buy while my son went
in to buy a video game at 8 pm.

Is it unreasonable that my anxiety
extends to the wellbeing and safety
of my young niece in India who has
all the support needed to have a
wonderful education, career, and life
there? Is it absurd and irrational that
I fervently hope on a daily basis that
she will one day come to live in the
United States, just so that she
doesn’t get raped or murdered?
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problem? Why do we, as health care
providers and human beings, let this
happen? And more importantly, what
can we do to stop it?

Screening for sexual violence is
still not a routine practice in primary
care, and no guidelines by peer institu-
tions like the United States Preventive
Services Task Force have emerged to
establish such a practice. Health care
providers and practices are ill
equipped to help victims. Apart from
non-governmental organizations who
may be able to help on a short-term
basis, there remains a dearth of pro-
grams that address the proper rehabili-
tation of victims of VAW. Over the
past two years, I have seen a young
patient covered in new bruises every
time she sees a provider in my clinic.
She attributes the bruises to various
accidents, but no one—including
me—has documented any concern for
domestic violence or abuse. I realize
that her history does not make sense
but did not act earlier due to a lack of
training emphasizing early recognition
of symptoms and signs of abuse.

The problem has to be addressed
on many different levels: political, leg-
islative, judicial, social, medical, and
personal. Emancipation of women re-
mains critical, but a more crucial fac-
tor is a change in social attitudes
toward women. India has seen
tremendous financial independence
of women based on its commitment
to the education of girls. By itself, this
has not led to safety and in fact may
have contributed to the problem, as
women travel alone between school,
college, and work at all hours of the
day, thus exposing themselves to
risks of attacks in a culture holding on
fiercely to its patriarchal underpin-
nings. After the gang rape incident,
India saw changes made to its laws
based on the recommendations of
the Justice Verma committee. Laws
related to sexual crimes were re-
assessed, and the very definition of
rape was extended. However, marital
rape was not recognized, and army
personnel remain immune to prose-
cution for sex crimes. It remains to
be seen if stricter laws result in a re-
duction of crimes against women.
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and more time to work on popula-
tion health.

In order to begin to understand
the impact of ROWE, we used a dif-
ference-in-difference approach that
allowed us to compare changes in
the ROWE team before (January
2010 through January 2011) and
after (September 2011 through May
2012) implementation minus
changes in the other non-ROWE
teams over the same time period.
We examined the overall impact for
all patients and the impact for pa-
tients with and without chronic con-
ditions. The data source for this
assessment was the Military Health
System Management Analysis and
Reporting Tool (M2).

During this time period, there
were approximately 3,500 patients
enrolled to ROWE team providers
(intervention group) and 36,000 pa-
tients enrolled to non-ROWE team
providers (comparison group). To ac-
count for demographic differences
between the groups, we statistically
controlled for characteristics such as
age, gender, and whether or not the
patients had chronic conditions.

Overall, controlling for trends
among the non-ROWE teams, we
found that implementation of ROWE
was associated with reduced utiliza-
tion and costs for its patients. These
changes were largely among patients
with chronic conditions. Patients with-
out chronic conditions saw increases
in most utilization and cost metrics,
which may have been due to in-
creased referrals for preventive
screening tests. For example, among
the overall ROWE team patients, after
the implementation of ROWE, we
found reductions in emergency room
and urgent care clinic visits (ER/UCC)
(-9.4%), pharmacy (-21.4%), ancillary
costs (-7%), and per-person per-
month costs (-4.5% or -$43). The only
overall increase was for specialty care
encounters (5.5%).

Among patients with chronic con-
ditions, there were even greater de-
creases in most utilization and cost
measures than what we saw in the
overall population. For example, we
found a 6% decrease in costs per-

NEW PERSPECTIVES
continued from page 8

person per-month (-$77) and an 11%
decrease in specialty care encoun-
ters. Among patients without chronic
conditions, we saw increases in
some utilization and cost measures,
including a 51.3% increase in spe-
cialty care encounters and a 40.9%
increase in per-person per-month
costs ($185). However, we found a
16.3% decrease in ER/UCC.

Given that one of the hallmarks
of ROWE is increased flexibility in
work hours and location, we exam-
ined the use of telephone consults
(TCONs) and provider continuity. We
found that there was an increase in
TCON use in the overall population
(12.2%), among patients with
chronic conditions (8.5%), and
among patients without chronic con-
ditions (23.5%). These increases
were driven by an increase in the
number of users rather than an in-
crease in the amount of use for ex-
isting users. For provider continuity,
we found a decrease among the
overall population (-16.6%) as well
as among patients with chronic con-
ditions (-20.4%) and patients without
chronic conditions (-15.7%). Since
team members may fill in for
providers on telework days, future
research should assess team conti-
nuity as well.

In a rapidly changing health care
system, the ROWE concept offers an
innovative approach to the delivery of
care. Our preliminary study showed
that ROWE reduced utilization and
costs, particularly among patients
with chronic medical conditions.
Given that ROWE is an extremely
novel concept in health care, these
findings are promising. In the era of
primary care burnout and dissatisfac-
tion, ROWE may be a good model to
help improve provider satisfaction
and allow providers more flexibility in
their work schedule with the goal of
better work-life balance. With in-
creased flexibility, providers may be
able to focus more on improving pa-
tient outcomes. In addition, the
ROWE concept and its flexibility are
not limited to providers; they can also
be applied to other staff in health
care settings, and each setting can

adapt the concept to its environment.
Future research should also continue
to examine the effect of ROWE on
staff and patient satisfaction as well
as patient health outcomes.
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research engagement in providing
new knowledge regarding the peri-
odic physical exam. We support the
goal of the Choosing Wisely® cam-
paign to foster constructive evidence-
based conversations between doctors
and patients and are grateful for the
opportunity to participate in substan-
tive conversations among physicians
to help advance that goal.

Laurence McMahon, Jr., MD, MPH,
University of Michigan

Rebecca Jennifer Beyth, MD,
University of Florida
Alfred Burger, MD,

Beth Israel Medical Center
Vineet Chopra, MD, MSc,

University of Michigan
David Feldstein, MD,

University of Wisconsin
Deborah Korenstein, MD,

American College of Physicians
Brent Petty, MD,

Johns Hopkins University
Usha Subramanian, MD,

Indiana University
Jeremy Sussman, MD, MSc,

University of Michigan
Jeffrey A. Tice, MD,
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Dear Dr. Radhakrishnan:

Many thanks for devoting an en-
tire issue of Forum (November

2013) to mental health. The further
along I go in my career, the more I
realize that our lack of adequate
training in behavioral health meth-
ods and therapies is a major weak-
ness in our ability to provide (and to
role model) excellent care.

I’m disappointed that the Afford-
able Care Act mandates parity (men-
tal health benefits equal to other
health services) but that we seem
only to fall further behind, relegating
our most seriously mentally ill to the
very margins of society. Those with
chronic mental illness have more co-
morbidities, die younger, and almost
never vote or donate to political cam-
paigns. It’s incumbent on our profes-
sion (and I mean especially internists)
to raise our voices and improve our
knowledge base to help cope with
the burdens of mental illness.

John Henning Schumann, MD
Gussman/Adelson Chair in

Internal Medicine
Program Director,

Internal Medicine Residency
University of Oklahoma School of

Community Medicine, Tulsa



16

Society of General Internal Medicine
1500 King Street Suite 303
Alexandria, VA 22314
202-887-5150 (tel)
202-887-5405 (fax)
www.sgim.org

SGIM
FORUM

The ISSN for SGIM Forum is: Print-ISSN 1940-2899 and eISSN 1940-2902.

For years, one of the best perks of
SGIM membership was posting

and finding information on resi-
dency and fellowship programs.
These directories started in a paper
format in 1982 and were put online
15 years later. Unfortunately, by the
time the revised SGIM.org was
launched in 2012, the directories
had fallen victim to spam and were
not carried over.

Now we are pleased to an-
nounce that the newly improved pri-
mary care internal medicine (PCIM)
residency and fellowship directories
are back online at SGIM.org.
Located at http://www.sgim.org/
career-center/residency-directory,
the PCIM residency directory in-
forms medical students about resi-
dency programs in general (primary
care) internal medicine. For stu-
dents who are interested in primary
care medicine and considering ca-
reers as general internists, the di-
rectory provides information and
guidance about the field of general
internal medicine as well as the

content of residency programs. For
students committed to becoming
general internists, the directory
helps prospective applicants evalu-
ate programs and select which
ones to contact. Located at
http://www.sgim.org/career-center/
fellowship-directory, the fellowship
directory provides similar informa-
tion on fellowship programs in pri-
mary care nationwide and has
served previously as the only com-
prehensive listing of fellowships in
primary care.

The revised directories have
been joined by the new public
health training directory at
http://www.sgim.org/career-
center/public-health-training-direc-
tory/public-health-directory. This
database includes internal medicine
residency programs that offer spe-
cialized training in domestic public
health. Programs listed here have
special educational tracks, elective
rotations in public health, and pri-
mary care tracks that emphasize
community health. This project was

supported by a cooperative agree-
ment from the Centers for Disease
Control and Prevention through the
Association of American Medical
Colleges.

But SGIM needs your help!
While these directories are fan-

tastic tools for students, residents,
and fellows, they are not yet com-
plete. Each residency or fellowship
must enter its own information into
the directory and keep it current. If
you have responsibility for one of
these programs at your institution,
simply visit the appropriate direc-
tory online and request “add a
record.” The simple tutorial will
walk you through the steps of
adding your program online. SGIM
will then contact you annually and
remind you to update your pro-
gram’s listing.

We look forward to completing
the directories in the very near fu-
ture and to once again having valu-
able information on general internal
medicine training programs on the
Web. SGIM

Fellowship, Residency, and Public Health Directories Now Open
for Business


