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HEALTH POLICY CORNER:
PART I New SGIM Career Development Initiative:

Leadership in Health Policy (LEAHP)
Program
Mark D. Schwartz, MD, and Thomas Staiger, MD

Dr. Schwartz is faculty in the Department of Population Health at the
New York University School of Medicine, and Dr. Staiger is chair of
the Health Policy Committee and medical director of the University of
Washington Medical Center.

We live in a time of unparalleled change in how medicine is paid for
and practiced. A few recent examples include: the Affordable Care

Act, the replacement of the Medicare Sustainable Growth Rate (SGR)
with the Medicare Access and CHIP Reauthorization Act (MACRA),
dozens of experiments underway by the Center for Medicare and Med-
icaid Innovation, the Centers for Medicare and Medicaid Services shift-
ing payment from fee-for-service to value-based models, and increasing
recognition by policymakers of how current payment models undervalue
general internal medicine (GIM) and other cognitive specialties.

SGIM’s opportunity to influence these policies and its need for ro-
bust advocacy have never been greater. SGIM’s Health Policy Commit-
tee (HPC) has been highly effective in advocating for our Society’s core
missions of generalist practice, education, and research. But the time
has come to expand our impact, deepen our bench, and build a sustain-
able pipeline of future health policy advocates, teachers, and leaders.

Therefore, SGIM has established an exciting new career develop-
ment initiative based on the successful models of the TEACH (Teaching
Educators Across the Continuum of Healthcare) and the Association of
Chiefs and Leaders in General Internal Medicine’s LEAD programs. Ap-
plication for the new program is open to all SGIM members; the only
prerequisite is a passion for learning about health policy and a desire to
affect policy change.

The Leadership in Health Policy (LEAHP) Program has launched with
the following aims:

• To develop an expanding national cadre of HPC members and future
HPC leaders, effective and active health policy advocates, and local
experts and teachers of health policy; and

continued on page 10

On September 4, 2016, SGIM Council voted to join a consortium of medical societies, patient groups,
pharmacists, and healthcare providers in endorsing The Campaign for Sustainable Rx Pricing (CSRxP),
see editorial page 4. To learn more, go to: www.csrxp.org.
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the relationship between these os-
tensibly opposite poles of human ex-
istence—life and death—to challenge
our assumptions.

Tolstoy chiefly challenges the
bourgeois assumption that we can
avoid suffering by making socially ap-
proved choices. We exercise, drink in
moderation, and follow US Preven-
tive Services Task Force recommen-
dations, but can we avoid illness and
death? Ivan would have exercised
regularly. After all, he was the good
son, the dutiful student, the social
climber who lived “the decorous life
approved by society”3 (p. 116) as an
examining magistrate.

And yet, he falls while hanging
curtains in his home one day. Pain
ensues. His wife insists he be seen
by a physician. When Ivan meets the
doctor, we find that “The entire pro-
cedure was just the same as in the
Law Courts. The airs that he put on
in court for the benefit of the pris-
oner at the bar, the doctor now put
on for him”3 (p. 126). Ivan’s doctors
were, like Ivan himself, enthralled by
the ritualized powers of their posi-
tions.

Ivan asks his doctors one thing—
“was his case serious or not?”3 (p.
127)—but never receives an answer.
Prognosis is forever delayed. Ivan’s
doctors instead try to mollify his dis-
tress by seeking a diagnosis. Ivan
asks, again, whether he will live or
die. The doctor becomes so frus-
trated with Ivan’s questions that he
terminates their encounter: “ ‘I have
already told you what I consider nec-
essary and proper,’ said the doctor.
‘The analysis may show something
more.’ And the doctor bowed”3 (p.
127).

The doctor leaves with his proper
bow. Ivan leaves with his fundamen-

Some stories are over-assigned but
under-read. While we pass these

stories around, we dodge the chal-
lenges they pose to our practices.

Consider Leo Tolstoy’s The Death
of Ivan Ilyich, perhaps the most fre-
quently anthologized and taught story
in the medical humanities. Our lead-
ing physician writers, Abraham
Verghese and Atul Gawande, have
both recently engaged the story,1,2

which still reads like a contemporary
illness narrative. The story is psycho-
logical; the significant events occur
within the protagonist’s mind. The
story is also allegorical; it teaches a
lesson.

The reader gets a sense of this
lesson when Tolstoy writes, “The
story of Ivan Ilyich’s life was of the
simplest, most ordinary and therefore
most terrible”3 (p. 109). From the be-
ginning, the tone is regretful, and the
setting is commonplace, but even in
that sentence, Tolstoy paradoxically
promises to tell about Ivan’s “life,”
despite the story’s title declaring
Ivan’s death. Life or death? Which
one will Ivan’s story be about?
Throughout the story, Tolstoy shifts

ESSAY

“Death is here, and I am thinking of an
appendix!”: On Reading The Death of
Ivan Ilyich
Abraham M. Nussbaum, MD, MTS

Dr. Nussbaum is chief education officer at Denver Health and associate
professor of psychiatry at the University of Colorado School of Medicine.

SOCIETY OF GENERAL
INTERNAL MEDICINE
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As I write this column, it is looking
more and more as if Hillary Clin-

ton will rise above our country’s most
visible glass ceiling to become presi-
dent of the United States. There are
so many reasons I hope she wins—
reasons more important than the fact
that she is a woman, although I’ve
been thinking a lot about that fact.
Maybe I just want to be able to say
someday that she and I were both
president at the same time. More se-
riously though, I’ve been thinking
about the importance of a woman as
president both because of some on-
going work I’m doing in my day job
and because a host of recent re-
search studies and articles in the lay
press shows there is still a glass ceil-
ing for women in medicine—or at
least, there is still a lot of gender in-
equity in many parts of clinical and
academic medicine. Lower pay for
the same work, gender differences in
National Institutes of Health funding,
slower rates of academic advance-
ment, and disproportionately low rep-
resentation in leadership positions
continue to be problems for women
in academic medicine (and for minori-
ties in many of the same ways, also)
despite no difference in initial career
aspirations.1-5

Just over two years ago, I was
asked to “fix the women’s problem”
in my department of medicine. Dur-
ing lunch for a visiting professor, the
frustration of a large group of women
faculty was palpable. The professor
then reported back to our depart-
ment chair about the lunchtime con-

versation. He proceeded to assemble
a group of women faculty he knew
relatively well and asked us to work
on the issues brought forward.

Until recently, I had not really
looked at my work environment
through a gender-oriented lens. My
medical school class had 40%
women, my primary care residency
program was about half women, and
in my first two faculty jobs there
were many women role models and
enough women leaders that I didn’t
feel a landscape or a future deter-
mined by my gender. My major pro-
fessional society, SGIM, always
seemed to have plenty of women
members and leaders.

However, as I’ve advanced in
years and in my career—or perhaps
as I’ve picked my head up out of the
sand—it has started to become obvi-
ous to me that the system is not al-
ways set up to encourage
transparency and equity or to dis-
courage bias. In my work in my
home department, we have learned
that most leadership jobs are given
out without a “process.” These are
positions that don’t require national
searches but might be very substan-
tial leadership roles with protected
time and power. Examples include
medical director of a practice, a divi-
sion’s research chief, or even a resi-
dency program director. A chair’s
convenience sample of potential
candidates might not include the
best or most innovative faculty
member; jobs given out without a
formal process can lead to the per-

PRESIDENT’S COLUMN

Hillary, SGIM, Glass Ceilings, and Transparency
Eileen E. Reynolds, MD

…as I’ve advanced in years and in
my career—or perhaps as I’ve picked
my head up out of the sand—it has
started to become obvious to me that
the system is not always set up to
encourage transparency and equity
or to discourage bias.

continued on page 9
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ception of bias even when the best
candidate gets the job.

Like at many of your institutions,
photos of former department chairs
(all men), former chairs of the board
(all men save one), and former hospi-
tal presidents (all men) line many of
our boardrooms and corridors. These
visual cues send implicit messages to
women students and residents, not
to mention faculty members. Even in
speaking invitations for the residents’
noon conference or the department’s
medical grand rounds, organizers can
unintentionally contribute to unequal
distribution of opportunity for ad-
vancement. My department’s salary
system relies on individual negotia-
tion; raises typically come only to
those who ask (and we know from
many previous studies which gender
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EpiPen, Colcrys, Daraprim,
Glumetza, Humulin R U-500, Dio-

van, Lipitor. What do these products
have in common? They are each
drugs that have been on the market
for years whose prices have re-
cently become grossly inflated. At a
time when the phase of investment
in research and development for
these products has concluded,
hunger for financial profits has con-
tinued to drive these increases.

You probably have heard about
the EpiPen pricing controversy by
now. As reported in the New York
Times on August 25, 2016, the man-
ufacturer, Mylan, has raised the
price of a pack of two pens by
500% since 2007, from “little more
than $100” to a current price of
$609. Thanks to a petition launched
on the website Petition2Congress.
com titled “Stop the EpiPen Price
Gouging” by Mellini Kantayya
(whose husband uses the product),
a consumer awareness campaign
begun on Facebook by patients and
their families, and a Twitter cam-
paign that has gone viral (#EpiGate),
this issue is now making national
and international headlines.

The reason for this pricing in-
crease is quite simply lack of com-
petition in the marketplace.

To compound the insult of these
usurious cost increases comes the
necessity to replace EpiPens on an
annual basis. According to the man-

FROM THE EDITOR

Drug Pricing and Health Care Expenditures
Karen R. Horowitz, MD

ufacturer’s website, the product
cannot be considered reliable after
the expiration date on its label—the
stated shelf life is approximately 12
months. We should, however, ques-
tion the built-in obsolescence of
products such as these with short
shelf lives and ask if expiration
dates are determined by scientifi-
cally demonstrable decreases in
clinical efficacy or by the desire on
the part of manufacturers to create
increased demand on a more fre-
quent basis.

The issue has come to the atten-
tion of congressional leaders includ-
ing Senator Amy Klobucahr (D-MN),
Senator Richard Blumenthal (D-CT),
Senator Joe Manchin III (D-WV),
Representative Elijah E. Cummings
(D-MD), and Senator Charles Grass-
ley (R-IA). It has caught the interest
of the Senate Special Committee on
Aging, and an inquiry into this issue
has been suggested for both the
Senate Judiciary Committee and the
Federal Trade Commission. Democ-
ratic presidential nominee Hilary
Clinton as well as her former rival
Bernie Sanders have also echoed
the importance of this issue. But, in
reality, how much can be legislated?

Current systems of cost contain-
ment for health care spending fail
when they allow:
• Monopolies that lead to usurious

price fixing for essential
medications,

• Extended patent protections long
after a reasonable time has
lapsed to recoup research and
development costs,

• Pharmacy benefits management
companies to strike deals that
prioritize products with inflated
prices and to pass those inflated
prices on to consumers in the
form of direct pharmacy costs for
those on high-deductible plans,

• Commercial profits to take
precedence over bending the
curve on health care spending,

• Backroom deals that delay the
rollout of competitive product,
and

• Offshore corporate relocation for
the purpose of financial gain.

The Choosing Wisely campaign
has served as a wake-up call for
physicians in every medical disci-
pline. Bending the health care spend-
ing curve, however, cannot be the
burden of physicians alone. As we
have targeted ways to reduce expen-
ditures in the last few years, our ef-
forts have been dwarfed by
increases in drug costs, health insur-
ance costs, and even by health care
systems themselves that seek to
maximize billings by exploiting cur-
rently allowed processes. To slay this
beast will truly require Herculean ef-
forts. Providers cannot do this alone.
First and foremost will be to gain the
buy in of industry stakeholders in-
cluding insurers, pharmaceutical
manufacturers, regulators, and legis-
lators. It seems like an insurmount-
able problem and is beyond the
scope of a small organization like
SGIM to take on. That is not to say
our voices cannot make a difference.
The recent success of patients’
grassroots efforts to raise awareness
regarding these issues should inspire
us all.

SGIM

As we have targeted ways to reduce expenditures in
the last few years, our efforts have been dwarfed by
increases in drug costs, health insurance costs, and
even by health care systems themselves that seek to
maximize billings by exploiting currently allowed
processes.
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Assistant/Associate Professor
The Center for Behavioral Health and Smart Technology invites applications for full-time tenure-track investigators at

the rank of Assistant/Associate Professor to join a successful community of health services investigators who
collaborate with faculty across the University of Pittsburgh, the University of Pittsburgh Medical Center, Carnegie Mellon
University, and the VA. Candidates must have an MD (board-certified) and/or PhD degree with training and experience in

two or more of these areas: online-delivered interventions, consumer health technology, social media, biomedical
informatics, behavioral economics, comparative-effectiveness trials, and/or implementation science.

Interested individuals should send a statement of interest and CV to:
Bruce L. Rollman, MD, MPH

Director, Center for Behavioral Health and Smart Technology
Division of General Internal Medicine

Suite 600, 230 McKee Place, Pittsburgh, PA 15213 or email:
rollmanbl@upmc.edu

Applicants must have U.S. citizenship or permanent resident status.
The University of Pittsburgh is an Affirmative Action, Equal Opportunity Employer.

https://www.healthtech.pitt.edu/

TEACHand LEADapplication period is now open!

Looking to improve your skills?
SGIM offers the following one year hybrid in-person and online certificate programs:

• LEAD- for junior to mid-career faculty wanting to further develop leadership skills.
To learn more visit http://www.sgim.org/aclgim-tools--programs/lead.

• TEACH- for junior clinician educators wanting to improve their teaching skills.
To learn more visit www.sgim.org/go/TEACH.*

*Attendance is required at two consecutive annual meetings with online activities during the year between.

2016 ACLGIMWinter Summit - December 4 - 6
"Maximizing your Role as a Leader in GIM"

Register Now!We hope you'll join us at the 2016 ACLGIM Winter Summit, December 4 - 6 at
The Driskill in beautiful downtown Austin, Texas! The theme of this year's ACLGIM Winter
Summit is "Maximizing your Role as a Leader in GIM".

Our ACLGIM and SGIM community members have many inspiring and informative stories to
share, including examples of our success in areas such as:

• Strategic planning for academic leadership
• Skills and challenges across the leadership continuum
• Maintaining the educational mission under increased pressure for clinical dollar
• Hospital medicine integration and collaboration
• Value based payment for care
• MACRA and more!

The Summit promises to be inspiring, interactive, and to offer practical skills and strategies you
can bring home to your institution. Visit http://www.sgim.org/aclgim-meetings/summit to see this
year's incredible lineup of speakers and register today!

Contact Jillian Gann at gannj@sgim.org with questions.



SGIM is completing a three-year
Agency for Healthcare Research

and Quality (AHRQ)-sponsored pro-
ject to investigate how primary care
providers stay current on medical
information in a broad and crowded
network of new and traditional
sources—journals, social media,
news media, online clinical refer-
ence tools, and government re-
ports. The goal of this project was
to identify and assess how
providers and other medical profes-
sionals learn and make practice-
changing decisions based on the
availability of new medical informa-
tion. Updated and new evidence
from a variety of sources is con-
stantly flowing along the informa-
tion highway used by physicians,
researchers, trainees, and teachers.
How health care professionals ac-
cess this information is a matter of
preference and capacity, including
whether the format is accessible
and if the information is timely
and/or comprehensive.

This program was led by Princi-
pal Investigator Richard M. Frankel,
PhD, professor of medicine and geri-
atrics, Indiana University School of
Medicine, with a team of SGIM ex-
perts who shared their unique per-
spectives and experience
throughout the project. These in-
cluded Vineet M. Arora, MD, MAPP,
associate professor, University of
Chicago Department of Medicine;
Bradley H. Crotty, MD, MPH, FACP,
associate director for informatics
training, Beth Israel Deaconess
Medical Center Clinical Informatics;
Neil B. Mehta, MBBS, MS, Journal
of General Internal Medicine (JGIM)
web editor assistant dean, Cleve-
land Clinic; and Alexander K. Smith,
MD, MS, MPH, associate professor
of medicine, University of California,
San Francisco, School of Medicine.

and Learning Preferences among
General Internists in the Information
Age” provided opportunities for our
lead group members to interact with
conference attendees and gather
additional feedback on their personal
experiences. In addition, we con-
ducted two focus groups at the
2015 SGIM Annual Meeting to delve
more specifically into participants’
responses to the initial survey. Sur-
vey respondents were asked a se-
ries of follow-up questions, which
revealed several themes. Because
people obtain information through a
variety of approaches, participants
valued most those that were sys-
tematic, came from a trusted
source, and did not just add to the
myriad of multiple information
sources. The final results from the
study will be presented in a journal
article planned for submission later
this year.

During the course of the project,
the team reviewed strategies used
to share information, including the
Bottom Line publications created by
the SGIM Evidence-Based Medicine
Task Force. Bottom Line is an ongo-
ing series of summaries on specific
research designed for providers to
use in discussing new medical
knowledge with their patients. To
view the list, currently housed on
the JGIM and SGIM websites, go to
http://www.sgim.org/communities/ta
sk-forces/evidence-based-medi-
cine/ebm-current-projects.

At the 2016 SGIM Annual Meet-
ing in Hollywood, FL, we held a
symposium titled “Navigating the
Information Highway.” This session
presented skills-building techniques
and tools to filter out the “noise”
of information coming to partici-
pants through e-mails, social media,
and journals. The purpose of the in-

We began by focusing on the
process for providers to access new
research from AHRQ and other
sources and to identify how differ-
ent social media platforms affect
how they share that information
with their patients for prognosis and
treatment options. A 2014 survey
targeting SGIM, the American Col-
lege of Physicians, the Society of
Hospitalist Medicine, and the Ameri-
can Geriatrics Society highlighted
the type and modality of resources
that impact physicians’ learning and
behavior with patients.

Survey results indicated that de-
spite regular efforts to stay apprised
of new medical information, most
general internists in this sample
found it difficult to keep up. Re-
liance on guidelines, topic updates,
and e-mail alerts may signify an in-
creasing reliance on pre-digested
data in this fast-paced information
age. Interestingly, print was the
most highly ranked medium for
reading in-depth overall and a very
close second to the web among
early adopters of technology. Social
networks had a mixed result, par-
tially due to the separation of those
for personal vs. work use.

Information sources that provide
synopses and context to busy gen-
eralists, with links to the primary ar-
ticles, may help better disseminate
new knowledge. Despite the in-
creasing trend for journals to aban-
don print media, print media was
considered the best source for in-
depth reading. Engaging peers and
reputable colleagues in spreading
this information may be synergistic.

Initial findings of the surveys
were presented at a scientific ab-
stract poster session at the 2015
SGIM Annual Meeting in Toronto,
Canada. A poster titled “Stop the
Presses? A Survey of Information
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SIGN OF THE TIMES

New Medical Information
Richard Frankel, PhD, and Leslie Dunne, MPA

Dr. Frankel is professor of medicine and geriatrics at the Indiana University School of Medicine, and Ms. Dunne is
the Director of Development at SGIM.

continued on page 12



The changes imposed by MACRA
(Medicare Access and CHIP Reau-

thorization Act) have settled over the
physician community as a dark cloud.
Though widely hailed by Congress as
an innovative response to the com-
bined challenges of an aging demo-
graphic and increasingly expensive
health care, the implications of the
“value-based” paradigm have sud-
denly jumped into hyperfocus as the
regulations proposed by the Centers
for Medicare and Medicaid Services
(CMS) have been reviewed and di-
gested by the physician community.
“High quality” and “cost control” are
broad aspirational goals, but the day-
to-day work of physicians and their
enterprises do not lend themselves
easily to rapid change. Furthermore,
there has been scant attention to pa-
tients and doctors. Will patients buy
into a payment model that can penal-
ize their doctors or their site of care
on the basis of the tests ordered?
How will it feel to know that your
work will be watched for every ac-
tion you take?

Congress passed this “fix” due to
the annual failure of the sustainable
growth rate—the dreaded SGR—as
the volume-based target dictated
cuts in physician reimbursement
each year. SGIM and physician spe-
cialties went hat in hand each year to
ask Congress for yet another re-
prieve from the mandated cuts.

We all cheered in relief last year,
but now we know better after sift-
ing through CMS’ almost-1,000-page
proposed rule implementing the
new payment system. Beginning in
2019, MACRA requires that physi-
cians either participate in the Merit-
Based Incentive Payment System
(MIPS) or an alternative payment
model (APM). However, 2019
comes more quickly than expected.
The first performance period for
MIPS and APMs will be based on

It is critical that physicians receive as
close to real-time feedback as possi-
ble so they have sufficient time to
correct any deficits and successfully
report before the close of the report-
ing period. SGIM urges CMS to pro-
vide participating providers with a
comprehensive feedback report on a
quarterly basis and ensure that the
final report is provided no later than
October 1 of the reporting year. This
would provide more regular feedback
and also allow those participating to
have a more complete picture of
where they are succeeding and areas
in which they may be subject to
penalties. CMS should make these
reports available to practice staff des-
ignated by the provider, as well as
the provider.

Feedback reports should allow pri-
mary care physicians to see the im-
pact of their own decision making on
resource use, as well as how other
providers’ decision making influences
resource use for their panel of pa-
tients. For example, it should enable
them as much as possible to look at
resource use measures for local spe-
cialists so this can be considered in
referral decisions. However, it will be
essential that all feedback be based
on statistically valid measures and
that appropriate risk adjustment
methods be used to provide mean-
ingful and accurate feedback.

The Case for Risk Adjustment
Appropriate risk adjustment is critical
to ensure that physician performance
is properly evaluated in quality report-
ing programs. CMS will not have a
new risk-adjustment methodology
ready for 2017. We expressed con-
cern that this methodology must be
accurate and transparent to prevent
physicians from cherry picking their
patient panels in an attempt to avoid

practice patterns starting in 2017.
SGIM and virtually all other profes-
sional societies called for a delay,
and CMS has created three options
for reporting in 2017. However, the
first adjustments will start in 2019
unless Congress intervenes. It
would be unwise to be complacent.

CMS will issue a final rule on
these programs later this year, leav-
ing less than three months to pre-
pare to report either under MIPS or
as part of an APM. In our response
to the proposed regulations, SGIM
addressed key elements of MACRA,
outlined below, that demand ongoing
attention either within the rulemaking
by CMS or by Congress.

MACRA and the Flawed Physician
Fee Schedule
CMS is building this new payment
system using the very same poorly
defined and undervalued evaluation
and management (E/M) codes that
have plagued primary care since the
beginning of the resource-based rela-
tive value scale (RBRVS) payment in
1992. In our comments, we contin-
ued to advocate for CMS to develop
new E/M codes based on a strong
research base:

SGIM believes it is critically impor-
tant that new models of care delivery
be built from trustworthy building
blocks. CMS must prioritize the re-
working of the E/M service codes
using a strong evidence base. With a
well-constructed and valid represen-
tative knowledge-base, new service
codes can be defined and provided
with appropriate relative valuations
that recognize the complexities and
demands of current medical practice.

Actionable Data
Physicians cannot make meaningful
changes if data are late or unreliable.
SGIM made the following suggestion:

7
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SGIM Responds to the Proposed Implementation of MACRA
Erika Miller, JD, and John Goodson, MD

Ms. Miller is senior vice president and counsel at Cavarocchi–Ruscio–Dennis Associates, a Washington, DC-based
government relations firm. Dr. Goodson is an associate professor of medicine at the Harvard Medical School and a
physician at Massachusetts General Hospital in Boston, MA.

continued on page 13
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A38-year-old man with HIV (last
CD4 count 75) comes to clinic

with three weeks of abdominal pain.
The pain is diffuse and crampy and
associated with bloating and loose
stools. He reports intermittent eme-
sis, poor oral intake, and about a 15-
pound weight loss. He denies fevers
or night sweats. He also notes in-
creased urination. He does not drink
alcohol or use NSAIDs.

He takes antiretrovirals and
pneumocystis prophylaxis and de-
nies any recent new medications.
He has a history of cytomegalovirus
(CMV) viremia. He does not smoke.

The differential diagnosis for ab-
dominal pain in a patient with HIV
and a low CD4 count is long. The
two main concerns would be infec-
tions or malignancy, but we should
also consider common causes of ab-
dominal pain unrelated to the HIV.

Regarding infections, the suba-
cute nature of symptoms (i.e. three
weeks) argues against an acute bac-
terial or viral gastroenteritis. Suba-
cute causes of gastroenteritis are
possible such as CMV, parasites (i.e.
giardia, cryptosporidium), or my-
cobacterial infection (i.e. TB or My-
cobacterium avium intracellulare
(MAI)). He notably does have a his-
tory of CMV viremia, so gastroin-
testinal symptoms from CMV colitis
are very possible.

Although he lacks fever or
sweats, malignancy should be con-
sidered especially with the weight
loss. Lymphoma or Kaposi’s sarcoma
(KS) are two concerns, the latter of
which can present with gastrointesti-
nal involvement without skin disease.

Lastly, common diagnoses should
be considered that are not necessar-
ily related to HIV. Peptic ulcer dis-
ease could cause diffuse pain and
weight loss via food avoidance. Gas-
troesophageal reflux disease should
not cause weight loss, and pancreati-

considered, including malignancy or
granulomatous due to TB or MAI,
which could be related to his HIV.

For the renal failure and hypercal-
cemia, he should be given IV fluids
and a bisphosphonate. I would rec-
ommend abdominal imaging to look
for lymphadenopathy.

PTH is low at 5.4 pg/ml. CT ab-
domen shows prominent mesen-
teric adenopathy suspicious for
lymphoma. No masses are seen.
The patient is given IV fluids, calci-
tonin, and a bisphosphonate with
improvement in his acute kidney in-
jury and reduction in serum calcium.

With the appropriate low PTH,
we can rule out primary hyper-
parathyroidism and FHH as causes
of hypercalcemia. Malignancy or
granulomatous disease remain the
top two concerns.

The lymphadenopathy is concern-
ing for malignancy or an opportunis-
tic infection (i.e. TB or MAI). While
fungal infections like histoplasmosis
could lead to pancytopenia, the
prominent adenopathy would be
less common.

The patient should undergo a
lymph node biopsy or bone marrow
biopsy for further evaluation of the
pancytopenia. Additionally, a PTHrP
and 1,25-OH vitamin D should be
checked, the latter of which can be
elevated with some lymphomas or
granulomatous disease.

A PTHrP was negative, but a
1,25-OH vitamin D returns elevated
at 164 pg/mL. As there is no easy
target for lymph node biopsy, a
bone marrow biopsy is performed
that demonstrates non-caseating
granulomas. Rare acid-fast bacilli are
visualized within the granulomas,
consistent with mycobacterial infec-
tion. Cultures eventually grow MAI.

For the MAI, he is started on
ethambutol, azithromycin, and ri-

tis would lead to a more acute pre-
sentation. Electrolyte abnormalities
could cause gastrointestinal distress,
such as hypokalemia or hypercal-
cemia, but these would not cause
weight loss (although they could ex-
plain polyuria).

On physical exam, I would look
for KS lesions on the skin and do a
careful exam for lymphadenopathy
and hepatosplenomegaly, which
could suggest underlying malignancy.

On exam, his blood pressure is
107/67 with a normal heart and respi-
ratory rate. No lymphadenopathy or
skin lesions are noted. Heart and lung
exam is normal. On abdominal exam,
he has slight suprapubic tenderness
without rebound or guarding.

Initial lab studies show white
count of 3.3, hemoglobin of 12, and
platelets of 80. A metabolic panel
shows a creatinine of 2.3 and a cal-
cium of 17.4.

The striking findings from the ini-
tial labs are the pancytopenia, acute
kidney injury, and marked hypercal-
cemia. Hypercalcemia causes an in-
ability to concentrate the urine
leading to polyuria, so the patient’s
renal failure could simply be due to
both low intake and excess fluid loss.

However, an additional concern
is a bone marrow problem, such as
disseminated infection or malig-
nancy, leading to both the low blood
counts and hypercalcemia.

Primary hyperparathyroidism and
malignancy account for about 90% of
causes of hypercalcemia, so investi-
gation of these causes is critical. A
first step in the workup of the hyper-
calcemia would be to get a parathy-
roid hormone (PTH) level, which if
high or normal would suggest pri-
mary hyperparathyroidism or familial
hypocalciuric hypercalcemia (FHH).

In contrast, if the PTH is appro-
priately suppressed, a broader list of
causes of hypercalcemia should be

MORNING REPORT

A Man with AIDS and Abdominal Pain
Istiaq Mian, MD (presenter), and Sam Ives, MD (discussant, in italic)

Dr. Mian is an internal medicine resident at Hennepin County Medical Center, and Dr. Ives is an associate program
director at Hennepin County Medical Center.

continued on page 13
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PRESIDENT’S COLUMN
continued from page 3

asks more often). As we’ve tried to
review salaries in the department, we
have come to appreciate not only the
complexity of our system and the
many salary inputs but also the vari-
ety of resources that contribute to in-
come, such as rooms, procedure
suite time, or the assignment of fel-
lows or nurse practitioners.

The combination of national poli-
tics and my own work-based politi-
cal challenges around gender equity
led me to wonder how SGIM, the
Association of Chiefs and Leaders
in General Internal Medicine
(ACLGIM), and our organizations’
members are doing in leadership
achievement by gender. Many
thanks to Kay Ovington and Jillian
Gann from the SGIM office for
pulling these data regarding the pro-
portion of women who are mem-
bers, professors, and division chiefs
(Table 1, personal communication,
August 12, 2016). Many division
chiefs aspire to become department
chairs; thanks to Bergitta Controneo
and Sheila Costa for sharing infor-
mation from the Alliance of Acade-
mic Internal Medicine (AAIM) about
how many women (both generalists
and specialists in AAIM) hold educa-
tional leadership positions (e.g.
clerkship director, residency director)
and who are department chairs (per-
sonal communication, August 8,
2016).

What do I take away from Table
1? First, about SGIM. Unexpectedly
(at least to me), our society has con-
tinued to have substantial increases
in the percent of members who are
women since 2000. Women are now
the majority of our members. In the
early decades, men were the major-
ity of members and held most lead-
ership positions in the organization,
but since 2000, nearly half of SGIM
presidents have been women. It’s
great news that we are doing well
with women as leaders; however,
we have not done nearly as well with
the winners of our major awards.
Listed on the SGIM website are
three “career achievement”
awards—the Glaser (achievement
across generalist domains), the

Eisenberg (career achievement in re-
search), and the Career Achievement
in Medical Education awards.6 Exami-
nation of the lists of past winners
shows that a very small fraction of
award winners has been women—
even for awards begun in 1996 and
2001. In fact, the Career Achieve-
ment in Medical Education Award, an
area where women have been lead-
ers for many years, saw its first fe-
male awardee nearly 15 years after it
was created in 2010.

ACLGIM’s statistics are interest-
ing. ACLGIM’s name, “Chiefs and
Leaders,” suggests that membership
is limited to those who are leaders of
some variety; members must some-
how self-identify as leaders and then
join. Psychologists report that
women often downplay their roles
and take less credit than they are
due. It’s therefore encouraging that
40% of ACLGIM’s members are
women. However, it’s disappointing
that only 23% of members who are
general internal medicine division

chiefs are women.
AAIM is also an organization

made up of leaders. Under the
AAIM umbrella sit five member or-
ganizations, including the Associa-
tion of Professors of Medicine (the
organization of chairs of internal
medicine departments), the Clerk-
ship Directors, and the Association
of Program Directors in Internal
Medicine. It is encouraging to see
the substantial proportion of educa-
tional leaders who are women. And
although the number of women
who chair departments of medicine
is a small percentage, the absolute
number is much higher than I had
thought it would be.

How many future SGIM women
will follow Wendy Levinson and Kat-
rina Armstrong—two SGIM leaders
and former general medicine division
chiefs who have gone on to chair
major academic departments of
medicine? To ensure a pipeline, our
medical centers and departments

Table 1. Representation of Women by Category: SGIM, ACLGIM, AAIM6

Total Number Proportion
of Women of Women

SGIM Members:

2000 2,763 774 28%

2005 2,971 1,188 40%

2010 2,891 1,388 48%

2015 3,107 1,616 52%

SGIM Full Professors 487 218 45%

SGIM Presidents, 1978- 39 9 23%

SGIM Presidents, 2000- 17 8 47%

SGIM Career Achievement Awards 31 4 19%
Glaser 1986-

Career in Med Ed 1996- 21 4 19%

Eisenberg 2001- 16 3 19%

ACLGIM Members 179 72 40%

ACLGIM Division Chiefs 73 17 23%

ACLGIM Presidents 15 6 40%

AAIM Members (MD only) 7,797 2,807 36%

AAIM Clerkship Directors 195 83 43%

AAIM Program Directors 415 135 33%

AAIM Chair/Interim Chairs Dept of 134 22 16%
Medicine



10
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• To offer career development
resources and opportunities to
all SGIM members and broaden
engagement in the Society’s
health policy efforts.

The LEAHP program is the first
national health policy career devel-
opment program of its kind. As part
of a larger effort to expand career
development opportunities for SGIM
members, LEAHP is a year-long pro-
gram (starting at one SGIM annual
meeting through the next) focused
on federal health policy knowledge
and advocacy skills and aligned with
SGIM’s core missions. Participants
in the program will learn to:

• Describe the key structures and
functions of the US health care
system;

• Analyze innovative health care
delivery and economic models;

• Explain the impact of health care
reform on the practice of
medicine, education, and
research in GIM;

• Critically evaluate current health
delivery and policy problems;
and

• Conduct in-person advocacy with
policymakers.

Co-led by current and past HPC
chairs (Tom Staiger and Mark
Schwartz), program faculty will be
drawn from recent HPC subcommit-
tee chairs, former SGIM presidents,
and other SGIM health policy ex-
perts. Ten to twelve trainees will be
selected for the 2017-2018 program
and will begin their LEAHP year with
an in-person half-day workshop on
Wednesday, April 19, 2017, at the
SGIM annual meeting in Washing-
ton, DC. This workshop will orient
participants to the program, intro-
duce them to others in the national
cohort, and begin teaching core
health policy knowledge and skills.
Participants will have one-on-one
mentoring with program faculty
based on common interests and ca-
reer goals throughout the year. Men-
tors will help participants draft an
individual development plan (IDP).

The competitive application for
LEAHP will open October 15, 2016.
The deadline for submitting an appli-
cation is December 15, 2016. Appli-
cations must include a CV, personal
statement, and nomination letter
from a chief or chair. Eligible appli-
cants may be at any career level but
must be SGIM members

To apply or receive more informa-
tion, visit the advocacy section of
the SGIM website at http://www.
sgim.org/communities/ advocacy.

SGIM

During the 2017–2018 educational
year, LEAHP trainees will participate
in:

• Quarterly webinars led by core
LEAHP faculty with curriculum
presentations, aWashington Post
journal club, and case
discussions;

• Quarterly health policy/advocacy
teleconferences for health policy
updates;

• Monthly phone calls with
mentors to check in on progress
on the IDP, guide learning, and
discuss challenges and
opportunities;

• HPC subcommittee work and
monthly phone calls;

• Multiple asynchronous resources
curated on SGIM’s website: a
core set of books, key papers,
online sources on policy basics,
and a daily news feed on health
policy;

• Direct advocacy at SGIM’s Hill
Day in Washington, DC (March
2018); and

• End-of-curriculum in-person
workshop/reporting out at the
2018 SGIM annual meeting in
Denver, CO (April 2018).

LEAHP trainees will also complete
a capstone project consisting of at
least two of the following products:

• A health policy white
paper/perspective article;

• A curriculum in a health policy
topic;

• An advocacy project with leave-
behind materials and talking
points; and

• A workshop in health policy to be
delivered at an SGIM meeting.

While most program activities are
specifically designed for LEAHP
trainees, several resources will be
available for all SGIM members, in-
cluding: access to curriculum compo-
nents of the annual pre-course,
select call-ins for quarterly webinars
and teleconferences, and online
health policy/advocacy resources at
www.sgim.org.

HEALTH POLICY CORNER: PART I
continued from page 1

ESSAY
continued from page 2

tal question—life or death?—unan-
swered. In the absence of an an-
swer, Ivan’s identity is now narrowed
from son, husband, and magistrate to
a patient following doctor’s orders:
Ivan’s “principal occupation became
the exact observation of the doctor’s
prescriptions regarding hygiene and
the taking of medicine, and watching
the symptoms of his malady and the
general functioning of his body”3

(p. 128). Was Ivan’s life overwhelmed
by his status as a patient, by his
entry into the sick role? The narrator
believes so, telling us that Ivan’s
“condition was rendered worse by
the fact that he read medical books
and consulted doctors”3 (p. 129). Ivan
obsessively reads medical texts and
visits “medical celebrities”3 (p. 129),
just as, in our own moment, the
wealthy visit renowned specialists
seeking miracle cures. Ivan finds that
doctors, with their conflicting diag-
noses and treatments, distract him
from realizing his illness will kill him.
Ivan has moments when he sees the
truth—“Death is here, and I am
thinking of an appendix! I am thinking
of how to get my bowels in order,
while death knocks at the door”3 (p.
136)—but continues visiting the doc-
tor to divert his attention. He knew
he was dying, the narrator assures
us, but “he simply did not and could
not grasp it”3 (p. 137).
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ESSAY
continued from page 10

We know the ending of the
story. Ivan Ilyich dies. It is the usual
ending of every life, our shared fu-
ture. We are all, whether abruptly or
gradually, diminished unto death.
And yet, Tolstoy tells us that death
is the beginning because it is only in
death that we become aware that
the marriages, jobs, friendships, and
rituals of the bourgeois are expected
courtesies. Their disingenuous for-
malities distract us from the reality
of our existence, namely that we
will all die. Tolstoy implies we die
twice—first when we submit to cul-
tural expectations and again when
we literally die.

That seems obvious, a cliché
even, but the story still attracts
readers because it offers a clear
hope, embodied in Ivan’s servant
Gerasim, that we can resolve the
confusion between life and death.
Ivan’s doctors could neither diag-
nose his illness nor explain why
death would intrude into Ivan’s
decorous life. In contrast, Gerasim
provides a clear-eyed explanation for
why Ivan suffers illness and death.
In every way, Gerasim stands in
counterpoint to Ivan and his inti-
mates. Gerasim is youthful and
strong, while Ivan is aging and
weak. Gerasim is cheery, while Ivan
is dully embittered. So Ivan recruits
Gerasim to sit with him. In
Gerasim’s company, Ivan does not
feel as though he has to maintain
what he calls “the pretence, the lie,
… that he was merely ill and not
dying, and that he only need stay
quiet and carry out the doctor’s or-
ders”3 (p. 142). Alone among the
people Ivan encounters, Gerasim
dissolves deception, telling Ivan that
since we all suffer and die, it is not
disconcerting to attend to a dying
man. Gerasim solves the problem of

the confusion of life and death,
telling Ivan: If we embrace the real-
ity of our death, we can truly live.

Tolstoy suggests this under-
standing is embodied by a particular
class, the peasantry, and is unintelli-
gible to another class, the bour-
geois. When the doctor witnesses
Gerasim’s attention to Ivan, he dis-
misses Gerasim’s care as “foolish
fancies” and reiterates his ground-
less belief that Ivan will survive3 (p.
148). Every doctor deceives Ivan
about his death. Gerasim nurtures
Ivan as he dies. Tolstoy encourages
his readers to identify with Ivan, but
he wants his readers to emulate
Gerasim. Tolstoy places hope in a
peasant who knows that we all die
but cheerfully endures anyway.
Gerasim is the hope of the story. He
is also the contemporary equivalent
of a hospice volunteer. When we
celebrate this story in the medical
humanities, we rarely reckon with
its suggestion that young people
could better serve the ill as hospice
volunteers than as medical stu-
dents. After all, Tolstoy identifies the
peasant class as the only people
who can have true empathy.

Too often, we teach medical stu-
dents that they should embody the
empathetic care of Gerasim even as
they aspire to a social position more
analogous to Ivan’s decorous life as a
judge. Tolstoy offers little hope
within the story that one can have
Gerasim’s peasant wisdom and
Ivan’s decorous life. Yet when we
read this story to students in con-
temporary academic medical centers,
we imply that this very thing is possi-
ble. We implicitly encourage stu-
dents to read the text against itself.

We do this even though Tolstoy
seems to anticipate many of our
contemporary humanistic hopes.

Could we not make Ivan’s experi-
ence more humane by calling in his
wife, doctor, or priest? Death is
near? Here is a family meeting, here
is a PCA pump, here is the chaplain;
that is what we offer for the existen-
tial questions posed by Ivan. In the
story, Tolstoy tells his readers again
and again that Ivan’s wife, doctor,
and priest are the curators of the
veils that shield Ivan from the truth
of his existence: “All you have lived
for and are living for is a lie and a de-
ception, hiding life and death from
you”3 (p. 158). The gift of truly read-
ing this text is that it anticipates all
of our contemporary hopes, reveals
their flaws, and then offers a radical
critique that still pertains today.

After all, do not we physicians
think of our patients’ organs instead
of the reality of their existence, as in
Ivan’s self-reproaching statement
that he is thinking of his appendix as
death nears?

Many students enter medical
school to, in part, assure themselves
of lives of bourgeois propriety. So
we teach students to abstract peo-
ple into syndromes, disorders, case
series, and teaching points. We also
teach them to abstract people into
billing codes, RVU reports, promo-
tion portfolios, tax shelters, and sec-
ond homes. We can disrupt this
teaching by reading this over-as-
signed text seriously and asking our-
selves how to care for an ill person
as Gerassim does. Can we, as physi-
cians, help patients avoid the traps
that Ivan falls into as he, in the com-
pany of doctors, thinks only of his
appendix as death nears?
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12

PRESIDENT’S COLUMN
continued from page 9

still have a long way to go toward
gender equity and the promotion and
retention of women leaders.

There is a complex web of rea-
sons why inequity persists, and
there are no simple solutions. How-
ever, simple transparency plus cata-
loging and counting are places to
start. Here are a few simple no-cost
interventions that might make a dif-
ference where you work; they form
the basis of some of my group’s ini-
tial strategy within our department:

1. All positions that bestow title,
money, or power should be
offered publicly with a
transparent selection process.

2. Every unit or division should
commit to an annual salary
review looking specifically at
salary equity but also at space,
equipment, and personnel if
pertinent.

3. Visible signals matter; survey
your hallways and conference
rooms with fresh eyes, and be
sure that what is on your walls
sends the message you intend.

4. Be sure that each faculty
member has appropriate named
mentorship, and learn how to
best reward and value those
mentors.

5. Not everything that can be
counted counts, but counting is
a great first step. Develop an
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annual dashboard: number of
applicants and demographics for
each open position even if
internal; proportion of grand
rounds speakers who are
women (and minorities);
proportion of photos of women
in your annual report and on your
website; and number of women
and men put up for promotion
each year. Make the dashboard
and its results transparent.

Hillary Clinton has announced
that she plans to be sure at least half
her cabinet members are women.7

I’m not a big fan of that strategy—I
would think she would want the
best candidate for each of those
jobs—and I bet a good number of
those would be women. I hope she
will use a fair, open, and transparent
process to choose those cabinet
members. And I hope that, after the
election, we have a picture of a
woman president to hang on the
walls with all the paintings of men.

References
1. Jena AB, Olenski AR, Blumenthal

DM, Jena AB. Sex differences in
physician salary in US public
medical schools. JAMA Intern
Med 2016; Jul 11 [Epub ahead of
print].

2. Ly DP, Seabury SA, Jena AB.
Differences in incomes of

SIGN OF THE TIMES
continued from page 6

teractive symposium was not only
to impart usable information but
also to assess participants’ pro-
jected and actual behavior change
regarding how they respond to new
medical information. Neil Mehta,
Bradley Crotty, and Richard Frankel
presented on information manage-
ment strategies that help general-
ists proactively access and use
information. The session evaluation
indicated that most participants felt
only somewhat confident in the in-
formation they learned on a regular

their study to assess whether using
infographics to promote new med-
ical literature leads to increased arti-
cle readership and dissemination. In
an effort to answer this question,
the study authors will prospectively
assess the effects of promoting ar-
ticles with infographics over the
course of several publication issues
of the JGIM and the Canadian Jour-
nal of Emergency Medicine. We
look forward to sharing the results
of this project.

SGIM

basis and that ease of use of vari-
ous modalities, as well as reliability
of the information provided, were
highly valuable. Further, they identi-
fied a need to distill the best med-
ical information, and they felt this
session gave practical guidance to
accomplish this.

This project continues to gener-
ate interest from within and outside
SGIM. In 2016, we started a collab-
oration with Brent Thoma, MD, at
the University of Saskatchewan and
a Canadian team participating in
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the sickest patients. Inaccurate, in-
complete, or invalid risk adjustment
could adversely affect patient access
to care and would be especially detri-
mental in areas where access to care
is already limited.

Attribution of Cost
CMS has been experimenting with
patient attribution models in its exist-
ing quality programs. SGIM made the
following recommendation to CMS:

…we recommend that MIPS and
APMs use a prospective attribution
method with a retrospective review
process at the end of the payment
period to correct for actual utilization
patterns. A patient who is prospec-
tively attributed to one provider, but
then receives most of their primary
care from a different provider,
should be attributed to the second
provider rather than the first. Pa-
tients should be asked to designate
their primary care provider, and
providers should be able to review
their panel at the beginning of each
monitoring period. This method
would enable primary care providers
to have a clear idea of the patients
they are responsible for, while not
holding them responsible for care
they do not participate in. This
would also facilitate the use of

Small Practice Pressures
CMS estimated that nearly all (al-
most 90%) practices with fewer than
ten clinicians will face penalties.
SGIM is extremely concerned about
the impact that MACRA will have on
the financial viability of these prac-
tices, particularly primary care prac-
tices, as well as the potentially
strong incentives to consolidate or
sell a smaller practice to a larger en-
tity. The education, training, and tech-
nical assistance promised by CMS is
insufficient to support these prac-
tices. SGIM recommended amend-
ing the low-volume threshold to
include more of these practices.

Next Steps
We await CMS’ response to the hun-
dreds of comments they have re-
ceived. However, much of what
physicians fear about MACRA was
baked in by Congress, including the
2019 start date, the 9% maximum
penalties by 2022, and the high bar
for APM participation. We will con-
tinue to focus our efforts to achieve
better payment for primary care work
within the fee schedule to ensure
that improvement in payments for
primary care services will have a ben-
eficial impact that enables general in-
ternal medicine to thrive in the world
of MACRA. SGIM

“population health” and preventive
care strategies to proactively inter-
vene to help patients achieve opti-
mal health outcomes. At the same
time this would help ensure that pa-
tients have a designated source of
care while still enabling them to
choose freely among providers.

The Special Circumstances of Aca-
demic Medical Centers
The attribution methodology poses
unique challenges for providers in
academic medical centers (AMCs).
General internists in these settings
serve highly complex patients and
receive the same MIPS composite
score as all of the physicians report-
ing in that group. How will CMS
capture the diversity of care and pri-
orities for quality improvement of
many different specialties?

Furthermore, CMS did not ad-
dress the challenges that attending
physicians who supervise residents
will face in AMCs. These physicians
typically oversee multiple residents
who may work under different at-
tending physicians. These shifting
supervisory relationships and patient
panels will impact performance in
these sites, making the need for im-
proved feedback paramount. SGIM
called on the agency to address this
issue.

MORNING REPORT
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fampin. In clinic follow-up two
months later, his blood counts have
improved, and his calcium levels
have remained normal.

Hypercalcemia has been de-
scribed in granulomatous disease,
most commonly in TB and sarcoido-
sis. Other granulomatous diseases to
consider include histoplasmosis, coc-
cidiomycosis, and other mycobac-
terium (such as MAI). Activated
macrophages within granulomas con-
vert 25-OH vitamin D to 1,25-OH vit-
amin D leading to hypercalcemia.

While primary hyperparathy-
roidism is the most common cause
of hypercalcemia, in a patient with

3. In hypercalcemia with low PTH,
granulomatous disease is
suggested by a high level of
activated vitamin D (1,25-OH
vitamin D).
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HIV and a low CD4 count, malig-
nancy or granulomatous infections
should be considered.

A high 1,25-OH vitamin D should
suggest granulomatous disease,
with treatment of the underlying in-
fection leading to resolution of hy-
percalcemia.

Learning Points
1. The vast majority of cases of

hypercalcemia are due to either
primary hyperparathyroidism or
malignancy.

2. A high or normal PTH level is
due to either primary
hyperparathyroidism or FHH.



After almost 20 years of minimal
incremental change, the mainte-

nance of certification (MOC) process
by the American Board of Internal
(ABIM) is in a period of almost ex-
plosive change. The pace is at times
dizzying. On behalf of the SGIM’s
MOC Task Force, we want to up-
date our membership on the current
state of MOC.

What is MOC?
ABIM was founded in 1936 to “an-
swer a public call to establish more
uniform standards for physicians.”1

MOC was adopted by ABIM in 1990
and explicitly acknowledges that
competence at the end of residency
(i.e. initial certification) does not au-
tomatically equate to competence
throughout a doctor’s professional
career. ABIM feels that MOC repre-
sents a physician’s “keeping up”
with the knowledge and skills of a
modern internist.

How long am I certified?
Depending on when you were initially
certified, this answer is different:

• If you certified or most recently
recertified after 2014, your
certification is valid only as long
as you remain current in MOC.

• If you originally certified from
1990-2013, your certification is
valid for 10 years from your
certification or most recent
recertification.

• If you were initially certified
before 1990, you will remain
certified indefinitely.

• However, regardless of the type
of certification you hold, the
ABIM website will also state
whether or not a physician is
“participating in MOC.”

ABIM has acknowledged that the
“traditional” 10-year secure exam
should not remain the only method
for MOC assessment. They are cur-
rently investigating a variety of strate-
gies, including “open” vs.
“closed-book” exams, home or of-
fice-based computerized testing, and
different intervals (i.e. two or five
years). They are planning on an alter-
native to the 10-year exam by the
end of calendar year 2016 with im-
plementation beginning in 2018. It is
expected that the traditional 10-year
exam will remain an option. Finally,
the ABIM has recognized that MOC
has a financial cost and has frozen
fees through 2017.

Putting this all together in order
to remain current in MOC (or remain
certified if your certificate was issued
in 2014 or later) you must:

• Enroll in MOC and pay required
fees;

• Complete at least one MOC
activity every two years—this can
be CME-based MOC, multiple-
choice-question-based MOC, or
practice self-assessment;

• Complete 100 points every five
years—this is the equivalent of
100 hours of MOC CME; and

• Pass a secure exam every 10
years.

What about recent graduates?
Researchers? Educators?
For recent graduates, ABIM gives a
one-year MOC program fee waiver
for newly certified internists. In addi-
tion, ABIM grants an MOC program
fee “credit” each year for physicians
who successfully complete an
ACGME-approved fellowship. Fel-
lows are also granted 20 MOC

What do I need to do to remain
current in MOC?
In the past, physicians needed to
complete a number of medical
knowledge and practice assessment
modules at defined intervals. Medical
knowledge self-assessment modules
were multiple-choice question-based
learning activities. These activities
were produced by ABIM as well as
third parties, including SGIM. Each
module was worth a set number of
points, which were proportionate to
the number of questions asked. A
self-reflective examination of a physi-
cian’s practice, either using a struc-
tured tool developed by the ABIM or
others, was also required. Finally, a
secure computer-based closed-book
exam was required every 10 years.

Over the last two and a half
years, the landscape has changed.

ABIM has partnered with the Ac-
creditation Council for Continuing
Medical Education (ACCME) to ap-
prove certain CME activities for dual
credit for MOC points. Many CME
activities, including live conferences,
journals, and online materials, meet
ABIM’s criteria for MOC-granting
CME. SGIM anticipates that this
year’s annual meeting will allow for
MOC as well as CME. MOC credit
for these activities is granted accord-
ing to the number of CME hours
claimed. In addition, it is still possible
to gain MOC credit from the “tradi-
tional” multiple-choice question mod-
ules, either produced by ABIM or
other organizations (including SGIM).

In 2015 ABIM put “on hold” the
requirement for self-assessment of
practice. While physicians can still
earn MOC points for completion of
practice assessment activities, they
are not required through at least De-
cember 31, 2018.
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points for each year of fellowship.
No program fee credit or MOC
points are awarded for non-ACGME
approved fellowships like a GIM
fellowship.

ABIM otherwise treats clinically
active physicians alike, regardless of
their job description. To no small de-
gree this reflects ABIM’s obligation
to the public. With the increased
number of MOC opportunities avail-
able through MOC-based CME, it is
hoped that we will be able to find
more MOC activities relevant to our
current practice. A comprehensive
list of MOC-CME is available
through the ACCME (http://www.
cmefinder.org/).

What is SGIM’s role in MOC?
Although MOC is a program of
ABIM, the concept behind MOC—
ensuring the public can identify high-
quality internists who are “keeping
up”—resonates with each of us.
ABIM is actively seeking input from
both internal medicine specialty so-
cieties and internists in general as it
reshapes its MOC program. SGIM
has provided representation to

ABIM in its efforts to “co-create”
a future MOC program that we
hope will include robust ongoing
self-regulation that the public has
confidence in.

In addition to advising Council in
this effort, SGIM’s MOC Task Force
has created three different MOC
modules and is working actively with
both the Annual Meeting Planning
Committee and regions to incorpo-
rate MOC into all of our meetings.

What should I do in this rapidly
changing landscape?
For many of us, the last thing we
wish to do is try to understand a po-
tentially confusing and ever-evolving
set of requirements. Given the po-
tential consequences to hospital and
insurance credentialing status for
lapsed board certification, it is im-
portant to not procrastinate in this
process. At a minimum:

1. Log in to ABIM’s web site
(http://www.abim.org/). ABIM’s
portal clearly states your progress
under the current rules in effect
(Figure 1). If you have questions

about your status contact ABIM
at request@abim.org.

2. Make sure to pay required fees
and complete some MOC activity
every year—this will ensure you
remain active in MOC.

3. If your certificate expires before
the new MOC assessment is
available, plan to fulfill current
requirements, including the
secure exam.

4. If you have a certificate expiring
in 2019 or 2020, pay careful
attention to the ABIM’s
announcements over the next
year. It is very likely that you will
have flexibility to complete the
shorter assessment option.

5. Make sure your voice is heard.
Go to http://transforming.abim.
org/. Read what the ABIM is
saying, and fill out the Get
Involved form!
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