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SIGN OF THE TIMES
Personalized Health Care Five Years Later
Kathryn A. Teng, MD, MBA, FACP

Dr. Teng is faculty at MetroHealth Medical Center, Case Western
Reserve University School of Medicine.

The year was 2010. It was seven years since the completion of the
Human Genome Project in 2003, and the excitement and anticipa-

tion of the promise of genomics was palpable. Our hope was that ge-
nomics would finally allow the ability to more precisely predict disease
risk, customize therapies, and prevent disease—the concept of which is
commonly referred to as “personalized health care.” But in 2010, we
rarely used genomic technologies in clinical practice. Why was it taking
so long for us to see the fruits of this project?

When I entered the field of personalized health care, the charge I
was given by our visionary leader and chief executive officer Toby Cos-
grove, MD, was to integrate genomics into mainstream clinical practice.
The timing was ideal, I thought, as President Obama had just brought to
national attention the crisis of health care spending in the United States.
We were spending more than any other developed country on health
care1 and yet scoring the worst in measures of access, quality, equity,
and efficiency of care.2 As a general internist, I knew this was true. We
were ordering too many unnecessary tests, we allowed care to be deliv-
ered haphazardly by specialists who were only focused on one piece of
the puzzle, and we were incentivized to do more—particularly more pro-
cedures. My hope was that by leading this charge at Cleveland Clinic, a
national model for coordinated care, I might be able to help shift the
curve of health care spending, allowing us to deliver more precise
care—the right care for the right patient—that might result in targeted
interventions and screening, higher quality, and lower cost.

I am a primary care general internal medicine physician, trained in
the 1990s when genomics was a very very small piece of the medical
school curriculum. First on my list was to read up on genomics to sep-
arate hype from fact. In my mind, personalized genomic health care
served two purposes: predicting risk and customizing therapies. What I
found from scouring the medical literature was that there were very
few genomic tests that could predict risk for disease accurately be-
cause most of the diseases we see as internists are multi-factorial.
Even if we carry a gene or group of genes that are associated with a

continued on page 10
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home with family may be choosing
specialties other than general inter-
nal medicine, given that I have not
encountered male physicians work-
ing part time in our field.

Surveys indicate that in the
United States 20% to 30% of fe-
male physicians are practicing less
than full time compared to 4% to
9% of their male counterparts.1

Most frequently, the reason cited for
this is to provide care for family
members. Certain specialties, such
as outpatient pediatrics, have higher
numbers of men working part time.2

Personally, I’ve received a variety
of positive and negative reactions to
my plans. One female colleague
said, “Oh, if you do that, your divi-
sion won’t involve you in much of
anything. It was only when I went
full time that I began to be included
in projects.” Another senior mentor
said, “That sounds like a wonderful
way to manage the rigors of acade-
mic medicine.”

There are multiple reasons why
male physicians may not consider
part-time employment. Many may
not consider it an option, given that
they do not see others doing it.
Most of us are still influenced by a
narrowly defined cultural expecta-
tion around men and women’s
spheres of influence. Medical
school debt is also highly influential,
and thus limiting work time and
earnings seems simply impractica-
ble. Additionally, many are con-
cerned about implications for career
advancement and promotion and
may believe that they cannot suc-
ceed without working full time and
giving up many of their evenings
and weekends as well. The New
York Times recently profiled millen-
nial men, who have more egalitarian
views than previous generations but

People reading this title may re-
mark that they are not aware of

any male colleagues in academics or
full-time clinical practice who have
chosen to work part time. The few
men I know who have scaled back
are nearing the end of their careers
and not—like me—at the beginning.
In 2015, I began a new academic
position with one and a half days
free to provide child care or attend
to other family responsibilities. I
chose this consciously, but my only
role models in this choice have been
female physicians. Why is it that in
2015 many of us are aware of fe-
male but not male colleagues work-
ing part time?

The last few decades have seen
a serious change in gender roles
within the home and the workplace,
with women increasingly taking their
place in the workforce in medicine
and elsewhere and men taking more
of a share of domestic tasks. Many
of the non-physician young fathers I
know have an expectation of hands-
on parenting, carving out of their ca-
reers more time to parent. I have a
sense that young male physicians in-
clined toward prioritizing time at

NEW PERSPECTIVES

Part-time Academic Male Physicians:
A Call for Role Models
Patrick Hemming, MD, MPH

Dr. Hemming is a medical instructor in the Division of General Internal
Medicine at Duke University.

SOCIETY OF GENERAL
INTERNAL MEDICINE
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Improving the general internal medi-cine (GIM) work and practice envi-
ronments is one of the six strategic
priorities for SGIM and a fundamental
issue for the survival of GIM. Surveys
indicate that many physicians experi-
ence burnout and that a fair number
of physicians would not enter a ca-
reer in medicine if they were to
choose again.

The times are changing. The days
of highly reimbursed fee-for-service
care are waning as reimbursement
rates are reduced and more care is
paid for with capitated global pay-
ment mechanisms. Value and effi-
ciency are buzzwords now, and most
physicians at academic health cen-
ters are tracked, evaluated, and at
least partially rewarded or penalized
based upon their productivity as mea-
sured in RVUs.

My outpatient continuity clinic is
the Primary Care Group (PCG) at the
University of Chicago. PCG is in the
middle of transformation. We’re
about three years into implementa-
tion of our Epic electronic health
record (EHR), and we are actively try-
ing to manage population health, im-
prove team-based care, and
implement care management. Like
many other academic medical cen-
ters, we realize that the old ways of
doing things won’t suffice. We un-
derstand the general principles that
should guide the way we organize
and provide care, and our challenge
is to figure out how to achieve them.
Chicago supports a predominantly
fee-for-service market, but various
forms of value-based payment and
global payment are increasing. When
the market transitions predominantly
to alternative payment and delivery
models, the change will probably be

fast. This uncertainty causes anxiety
for each of us, yet we can embrace
the very exciting opportunity to con-
sider new innovations.

The highs of clinical medicine are
truly great—connecting with and
helping patients; figuring out diagnos-
tic challenges and working with pa-
tients to develop therapeutic plans
that will work; being the person who
patients and families entrust to be
their advocate and healer; entering
people’s lives and learning more
about humanity, life, and oneself.
However, the daily challenges of
being a clinician are considerable.

I think it comes down to having
the time, resources, and team nec-
essary to care for diverse patients,
many of whom are medically and
socially complex. Perhaps the most
immediate challenge is the EHR. No
doubt being able to access records
immediately is a big plus. Nowa-
days, however, clinicians are subject
to the tyranny of feeding the com-
puter during the patient visit, giving
new meaning to the phrase the
“third entity in the room.” In addi-
tion, more work has shifted to the
physician (e.g. medication refills, re-
ferral forms, lab test ordering, click,
click, click, etc.).

I think an equally big challenge is
caring for those patients whom you
know will take a lot of time. When
you see your schedule for the day,
you know who those time-consum-
ing patients will be. If you have a
number of these patients during a
session and maybe a surprise patient
with an urgent problem, and on top
of that a student working with you,
something will suffer—whether it’s
failing to cover each issue thoroughly,
shortchanging the patient with the

PRESIDENT’S COLUMN

Improving Work and Practice Environments
Marshall H. Chin, MD, MPH

A major focus for improving
the physician’s work and practice
environments involves creating
systems that enable physicians
to succeed in caring for diverse
patient panels.

continued on page 12
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quality of your interpersonal commu-
nication and interaction, cutting back
on your teaching, or eating into fam-
ily time as you stay late at the office
or complete notes at home. You feel
that you’re not providing the care you
want to provide and that you’re not
the type of physician, teacher, or
partner/father/mother/friend you
want to be.

About a dozen years ago, Bill Tier-
ney, formerly of Indiana University
and now at the University of Texas at
Austin, gave a plenary talk at the na-
tional SGIM meeting in which he pre-
dicted that general internists would
eventually take care of only the sick-
est patients. He predicted that risk
stratification would occur and that all
the clinicians in a team would prac-
tice to the top of their license. Physi-
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In January 2014, the AmericanBoard of Internal Medicine (ABIM)
created the world of Maintenance of
Certification (MOC) 2.0, increasing
the requirements for demonstrating
up-to-date knowledge in internal
medicine (IM) as well as including
new patient safety and “patient
voice” requirements. In the new era
of MOC, those with “grandfathered”
status (i.e. certified prior to 1990)
would be labeled as “not meeting
MOC requirements” if they did not
sit and pass the secure exam by
2024. These changes prompted an
outcry from the IM community. The
ABIM listened and has since made a
number of significant changes. In
February 2015, the president of the
ABIM sent the now famous “We got
it wrong” letter to diplomates,1

which was followed by regular up-
dates throughout the course of the
year. Some of the changes that the
ABIM has made include:

• Suspending the practice
assessment, patient voice, and
patient safety requirements
through December 31, 2018;

• Changing the wording describing
physician status reported on the
ABIM website from “meeting
MOC requirements” to
“participating in MOC”;

• Revising the blueprint for the
secure MOC exam to focus on
topics commonly addressed by
internists; and

• Partnering with the Accreditation
Council for Continuing Medical
Education (ACCME) to allow
selected continuing medical

FROM THE SOCIETY

The Members Speak: Results from a SGIM Member Survey about
Maintenance of Certification (MOC)
Toshi Uchida, MD; Alfred Burger, MD; Katherine Julian, MD; Cara Poland, MD, MEd; and Eric Green, MD

Dr. Uchida is an associate professor of medicine and medical education in the Division of General Internal Medicine
and Geriatrics, Department of Medicine, at Northwestern University Feinberg School of Medicine in Chicago. Dr.
Burger is the associate program director of the Internal Medicine Residency at Mount Sinai Beth Israel and an
assistant professor of medicine at the Icahn School of Medicine at Mount Sinai in New York. Dr. Julian is a professor
of medicine in the Division of General Internal Medicine, Department of Medicine, at the University of California, San
Francisco. Dr. Poland is an assistant professor at Michigan State University and a staff physician at Spectrum Health.
Dr. Green is the program director of the Internal Medicine Residency at Mercy Catholic Medical Center in Darby, PA,
and a clinical professor of medicine at Drexel University College of Medicine in Philadelphia, PA.
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education (CME) activities to also
count for MOC.

Most recently the ABIM released
a commissioned report, Assessment
2020, that among other things recom-
mended replacing the every-10-year
exam with more frequent, smaller,
likely home-based assessments.2 The
ABIM is currently reviewing this re-
port and discussing whether and how
to implement these types of changes.

In an effort to understand how
SGIM members feel about the MOC
process, the SGIM MOC Task Force
surveyed the SGIM membership via
GIM Connect from January through
April 2015. The survey contained
eight items and inquired about mem-
bers’ overall impressions of MOC at
that time, their opinions about the
2014 increased requirements for
MOC, and their preferences for spe-
cific medical knowledge, practice as-
sessment, patient safety, and patient
voice modules.

Since the survey closed at the
end of April (after the annual meet-
ing in Toronto), there have been
additional changes to MOC. Inter-
estingly, our survey found the
changes in MOC requirements to
be largely congruent with the SGIM
membership’s opinions expressed in
the survey. We are releasing our re-
sults here to stimulate further reflec-
tion and discussion.

Over the four-month survey pe-
riod, 146 out of the approximately
3,400 GIM Connect subscribers
completed the survey. The survey
was designed as a needs assess-
ment to solicit opinions from our

members but not as a scientifically
rigorous instrument. The respon-
dents were a self-selected group
who may be expressing particularly
strong views of MOC.

Of the 146 respondents, 98.6%
were currently ABIM certified, and
85.3% were currently enrolled in
MOC. Of those not enrolled in MOC,
40% were certified before 1990 and
were “grandfathered” into the pro-
gram, and an additional 33% planned
to enroll in MOC but had not yet had a
chance to do so. Of the remaining re-
spondents not enrolled in MOC, sev-
eral commented that enrolling in MOC
was not worth the time and the cost.

Just over half (56%) of survey re-
spondents agreed/strongly agreed
with the statement: “MOC is an im-
portant professional responsibility.”
In contrast, the majority of respon-
dents disagreed/strongly disagreed
with the 2014 changes that signifi-
cantly increased MOC requirements
as shown in Table 1.

Regarding the new patient safety
requirement, 49% of the respon-
dents disagreed/strongly disagreed
that it was a positive change, and an
additional 45% were neutral about
the change.

In line with these survey results,
the ABIM has suspended the pa-
tient voice and patient safety re-
quirements through December 31,
2018. The ABIM has not made any
changes to either the requirement
for some MOC activity every two
years or to the requirement for 100
points of MOC activity every five
years. Allowing continuing medical



The management of complex
chronic disease and fraud are

among the two largest drivers of ris-
ing home health care (HHC) costs.1,2

In an effort to rein in costs, the Af-
fordable Care Act included provi-
sions that increased physician
responsibility for overseeing the uti-
lization of ongoing HHC services.
While HHC services are important
for implementing care plans that are
developed in the office setting, we
found that residents and their super-
vising attending physicians who
work in our resident continuity clinic
(RCC) were frustrated with the com-
plexity of the oversight process and
infrequently billed for the oversight
services they provided. Developing
efficient and instructive workflows
has helped our practice save time,
reduce frustration, and improve fi-
nancial performance.

Form 485, usually referred to as
simply “485,” is the Home Health
Certification and Plan of Care Form.
This is the primary means by which
physicians and HHC agencies com-
municate orders and care plan up-
dates for their patients. An attending
physician’s signature is required on
the 485 for a HHC agency to bill for
the services they provide. Renewal
of services must be approved by a
physician every 60 days. It is the
physician’s responsibility to review
diagnoses, orders, and patient up-
dates located in the 485 and, based
on his/her knowledge of the patient,
determine whether the services are
appropriate.3

However, HHC agencies are reim-
bursed for the complexity of the care
they provide, and they have become
adept at detailing patients’ complex
medical conditions and the services
they provide in the 485s. From 2000
to 2007, 90% of the case-mix com-
plexity increase observed in patients
receiving HHC services was related
to changes in coding practices as op-

section of the problem list, residents
are asked to include information de-
tailing why the patient is home-
bound, why the patient needs HHC
services, what services the patient
is receiving, and the last date HHC
was addressed in an office visit.
During an office visit, residents are
asked to verify and include this in-
formation in their office visit note
and indicate whether HHC services
should continue. After an office visit
in which HHC services are dis-
cussed, the information in the prob-
lem list is updated by the resident.
Patients receiving HHC services
have complex medical conditions,
and routine follow-up for these con-
ditions is often warranted every
three to six months. If it is noted
that a patient has not been seen in
more than six months, outreach to
the patient or HHC provider is per-
formed to ensure that the patient is
medically stable and to arrange a fol-
low-up visit. This system allows for
regular review and documentation
of the patient’s ongoing HHC needs.
With improved documentation and
education, attending physicians felt
more comfortable billing for their
oversight services (Table 1).

Improved documentation led to
improved billing practices in our RCC
but did not necessarily decrease resi-
dent and faculty frustration with the
volume of work associated with
overseeing HHC services. In the
past, 485s were not tracked as they
passed among office personnel. Sub-
sequently, duplicate forms were
often processed when one member
of the team was unaware that an-
other member of the team already
completed the work. Additionally,
HHC agencies frequently called ask-
ing for 485 completion status up-
dates, which resulted in redundant
messaging among staff, residents,
and preceptors.

posed to increases in complexity of
care.1,4 This translates to more com-
plex 485s and greater challenges for
physicians who try to provide appro-
priate oversight. The Healthcare
Common Procedures Codes G0180
(physician certification of HHC ser-
vices) and G0179 (physician recertifi-
cation of HHC services) are meant to
help reimburse physicians for their
time spent establishing HHC care
plans, communicating with HHC
agencies regarding patient care, and
reviewing 485s. Estimated reim-
bursement for G0180 is $50 to $60
while G0179 reimburses between
$40 and $50.5

In our RCC, more than 250 pa-
tients receive HHC services. Addi-
tionally, many patients receive
services from multiple agencies. As
a result, we estimate that physicians
and staff associated with the RCC
process more than 2,000 HHC-re-
lated forms annually. This is in addi-
tion to work associated with filtering
duplicate forms and responding to
phone calls from HHC agencies.
However, when polled in August of
2014, only 30% of our preceptors
stated that they were billing for
HHC services; 37% of preceptors
stated that they did not know that
billing was possible. The lack of ade-
quate office visit note documenta-
tion supporting a patient’s need for
continuing HHC services was fre-
quently cited as a reason not to bill
for oversight services. As a first
step, we focused on improving the
documentation of patients’ HHC
needs by leveraging tools within the
electronic health record (EHR). Our
EHR has a problem list available for
documenting patients’ active prob-
lems. This is a universally accessible
and editable list. For every patient
receiving HHC services, residents
are asked to update the problem list
to reflect that the patient is receiv-
ing HHC services. Within the HHC

5

ESSAY

Home Health Care Oversight: From Burden to Opportunity
Jared M Moore, MD, FACP, and Neeraj H Tayal, MD, FACP

Dr. Moore is assistant professor of clinical medicine and Dr. Tayal is associate professor of clinical medicine in
the Division of General Internal Medicine at The Ohio State University Wexner Medical Center.
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It’s Saturday morning, and I am sit-
ting at my kitchen table for another
session of “death by mouse-click!”
Like every primary care physician
(PCP) in America, I try my best to
keep up with alerts. I complete my
progress notes and encounter forms
at the point of care. I review and cor-
rect deficiencies in documentation as
soon as I am notified that they exist. I
try to address abnormal lab results as
soon as I receive them. There are
weeks, however, when the tasks are
too many, the meetings are too intru-
sive, and my “administrative time” is
sacrificed in the name of other priori-
ties. Where did the time go this
week? It may have been spent plan-
ning and presenting a lecture, meet-
ing with students, completing TMS
(i.e. mandatory online training), com-
pleting student evaluations, or finish-
ing a maintenance of certification
module before the end of the year.
There are department meetings, qual-
ity improvement (QI) projects, and
the occasional writing commitment.
Dare I mention I have a family? I try
not to commit to all of these in the
same week, and I’m not writing this
to complain. On the contrary, I am no
different than any other general inter-
nal medicine (GIM) physician in an
academic medical center. I saw pa-
tients this week, and the electronic
health record (EHR) is an unrelenting
taskmaster. And so, on this quiet win-
ter morning, the family is sleeping,
the coffee is brewing, and I begin.

I logon to the EHR remotely and
click “messages” to sort my alerts.

Pharmacy alerts. I usually start
here, as they are the most straight-
forward. Renew a diuretic—potas-
sium, ok? Check…renew…sign.
ACEI…check creatinine…normal…
renew…sign. Methotrexate… check
diagnosis RA…check CBC…normal
…renew…sign. These were all ap-
propriate for the PCP to manage.

time to create solutions, time for
provider engagement. It takes time.

Each time I batch my alerts and
complete an EHR marathon, I see
things a little differently. This exer-
cise gives me an overview of the
tasks and the workflow that has
been created for the PCP by well-in-
tended but ever-expanding systems
of care. “Evolved” is a better word
than “created” because rather than
develop with purpose and oversight,
EHR tasks have been assigned to
the PCP from every department and
interest group as a final common
pathway. We have assumed the role
of insurers of patient safety and the
ultimate contact point between the
health care system and the patient.
We may have brought this on our-
selves as a remnant of the “PCP as
gatekeeper model” from the 1990s.
But while everyone else is working
“at the top of his/her license,” the
PCP is serving the efficiency needs
of the institution and working for
every other department. This needs
to change.

I am not writing this to incite an-
archy in our profession. Instead, this
is a call to arms. GIM divisions
everywhere are struggling under the
burden of an ever-expanding list of
tasks. We can learn from each
other. We must share our best prac-
tices to reshape the burden of EHR-
related tasks. We cannot leave this
to the commercial EHR vendors and
institutional IT teams. Without our
collaboration and input, things will
not change.

What have you done to
address EHR workflow challenges
in your division? Let’s start a conver-
sation. Please respond to Editor.
SGIMForum@gmail.com or post a
response on GIM Connect. Let’s get
the workflow under control. We
owe it to ourselves and to the future
of GIM. SGIM

But docusate, acetaminophen, cal-
cium, and alcohol wipes? Does it
really require a five-step process—
messaging from patient to a pharm
tech to the PCP and back—to
renew these?

GI notes for co-signature. I have
referred my patient for colonoscopy.
There are notes to cosign acknowl-
edging: 1) patient attendance at ori-
entation session, 2) the procedure
note, 3) the biopsy result, 4) the
consultant’s note with recommenda-
tions, 5) updates to the problem list
(“tubular adenoma, repeat proce-
dure in 3/5 years”), and 6) the pa-
tient results letter.

Normal test results. I often re-
ceive duplicated notifications about
normal test results. A “Birad-1”
mammogram generates two radiol-
ogy reports, a note to cosign from
women’s health, and a patient re-
sults letter. Every vascular ultra-
sound and pulmonary function test
is reported separately when the
technician does the test and again
when the specialist reviews the re-
sult. Every inpatient radiology report
comes to me. So do referrals for
ambulatory physical therapy, home
health care and other services, and
“no show” notes from every spe-
cialty to cosign when patients miss
appointments.

ER visits. Each lab and X-ray re-
port comes back separately in addi-
tion to the ER note, which I review
and cosign. My PACT team nurse
calls every patient, and we do follow-
ups for every ER visit and discharged
patient. Why do we need to review
every result separately? How many
different alerts does this generate?

I have now identified multiple QI
projects for the coming year. Next
steps? It’s time to create interest,
time to build interdisciplinary collabo-
rations, time to identify targets for
change, time to form committees,

Alert Fatigue
Karen R. Horowitz, MD
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Trainees at the West Haven VA
Center of Excellence in Primary

Care Education Clinic include physi-
cian interns and residents and nurse
practitioner residents. The nurse
practitioner residency is a full-time
12-month intensive primary care
training program for new nurse prac-
titioner graduates. In these clinics,
where there is a fair amount of cross
coverage of patients within teams,
both trainees and preceptors often
struggle to maximize efficiency while
ensuring that sufficient information is
provided to preceptors who may not
know the patients.

Here are eight tips that we devel-
oped for our interprofessional
trainees on the art of presenting in a
busy team-based ambulatory clinic
setting:

1. Provide a preamble. Before
starting your presentation, give a
brief overview to your preceptor.
Indicate if this is an urgent visit or
a regularly scheduled follow-up;
state how well you know the
patient, and include any pressing
questions or challenges. Your
preceptor wants to know what
you’d like to get from this
precepting session.

• “This elderly man, a retired
policeman, just moved here
from Las Vegas, and he has a
new liver mass that hasn’t
been worked up yet.”

• “This is a middle-aged woman
who is a manager at Stop and
Shop, and it’s the first time I’m
seeing her. She has a lot of
chronic conditions plus new
abdominal pain and a lot of
financial problems.”

• “This is a regular patient of
mine, a high-school principal,
and you’ve met her several
times; I just want to go over
her diabetes management.”

you get the story right. When you
need to veer into medical jargon,
explain to the patient that you’re
going to use medical language for
a few minutes.

5. Don’t look at your notes while
presenting. You remember more
than you think you do, and you
come across as more patient
centered, intelligent, and
competent to both your patient
and your preceptor. Refer to your
notes for lab results and
medication doses if you must,
but memorize the HPI (history of
present illness) and other
pertinent information. If you don’t
remember some small details, it’s
unlikely that they’re important for
your presentation.

6. Ask for feedback. Most
preceptors are happy to give you
feedback on your presentation
but may not offer it if you don’t
ask. Let your attending know—
before you present—if there’s a
particular area (e.g. some aspect
of history-taking, physical exam
skills, patient education,
communication skills, note

• “This patient is here with
vomiting and diarrhea and a
fever, and I’m worried about
him. I think he may need to
be admitted.”

Preambles help your preceptor
get an immediate sense of the
big picture and allow you to
focus your presentation.

2. Appreciate the difference
between the case presentation
and the written note. The note is
a medicolegal document and
should be in the SOAP
(subjective, objective,
assessment, plan) format. The
case presentation may be more
conversational, depending on
your preamble and the context.

3. Appreciate that preceptors have
different styles. Some will
interrupt and ask for clarification
during your presentation; others
will listen to the whole case and
then pose questions. The more
streamlined and organized your
presentation, the easier it will be
to read your attending and adapt
as you go.

4. Ask for bedside precepting. Many
patients appreciate the
transparency that comes with
precepting in the clinic room.
Presenting in front of the patient is
much more patient centered than
disappearing for five or ten
minutes and coming back with a
plan. Your patients will feel
listened to and taken seriously.
Your preceptor will have the
chance to see you interact with
the patient and can give you better
feedback. Plus, bedside precepting
often takes less time. When
you’re describing the history,
present to the patient as much as
to the preceptor, and make sure
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One role of the SGIM’s advocacy
efforts in research and health

policy involves closely following pro-
posed legislation that might impact
SGIM researchers. Since last spring,
the Research Subcommittee of the
SGIM Health Policy Committee has
been following bipartisan legislation
titled the 21st Century Cures Act.

Last July, the US House of Rep-
resentatives overwhelmingly
passed the 21st Century Cures Act
(HR 6) by a vote of 344-77. The bill,
sponsored by Representative Fred
Upton (R-MI), had unanimous sup-
port (51-0) in the House Energy and
Commerce Committee. The biparti-
san legislation seeks to expand
funding for medical research and
streamline approvals and regula-
tions for drugs and devices. In its
most widely discussed provision,
the bill will establish a temporary in-
novation fund for the National Insti-
tutes of Health (NIH) and the Food
and Drug Administration (FDA) with
a goal of supporting major chal-
lenges in biomedical research that
have the potential to lead to thera-
peutic breakthroughs. The fund is a
mandatory appropriation, which
means that it is not subject to the
annual budgets that must be ap-
proved by Congress. The fund will
direct $1.75 billion per year for five
years to the NIH and $100 million
per year for five years to the FDA.
This innovation fund will be offset
(i.e. matched with cuts elsewhere
in the federal budget) by future sav-
ings, with the idea that money
spent now will develop treatments
and cures that will lower spending
on health care in the future. The
legislation also proposes to increase
the authorized ceiling on appropria-
tions to the NIH by about 3% per
year for three years and includes
provisions to invest more resources
in the next generation of scientists.

and gifts from companies without
disclosing them as long as they are
for medical education.

The bill includes several other
provisions intended to accelerate
the development of new therapies.1

First, it seeks to improve access,
sharing, and use of de-identified
health data generated in research
and clinical settings with a goal of
increased research collaboration.
Second, it removes regulatory un-
certainty for the development of
new medical apps for cell phones
and devices that are designed to im-
prove clinical care with a goal of
speeding the creation and adoption
of these tools. Third, it provides
new incentives for the development
of drugs for rare diseases.

Other specific pieces of the
House legislation relevant to SGIM
researchers include requirements
that NIH issue a strategic plan and
also work on streamlining the grant
process for researchers and de-
crease administrative burdens. The
legislation also improves loan repay-
ment programs for NIH researchers
and encourages the NIH director to
expand programs for young emerg-
ing scientists at NIH. It also seeks to
refocus national efforts on making
information technology systems in-
teroperable and to increase price
transparency at the site of service
for Medicare beneficiaries.

Lamar Alexander (R-TN) and Patri-
cia Murray (D-WA) from the Senate
Health, Education, Labor and Pen-
sions Committee have been working
on similar legislation, currently identi-
fied as the Senate Innovation Initia-
tive. The goal of this bipartisan
initiative is “to examine how we get
drugs, devices and treatments from
the discovery process through the
regulatory process into our medicine
cabinets and doctors’ offices.”2 The

Another major focus of the legis-
lation is to streamline the drug and
device approval process at the FDA
with the goal of accelerating the
pace of approvals for promising ther-
apies. Nonetheless, these provisions
have led to some concerns that
standards for approvals could be
lowered too much. Examples of
such provisions include allowing ex-
panded approval of drugs based on
biomarkers and blood tests rather
than relying on improved clinical out-
comes. In seeking to get effective
therapies to market, the legislation
would also allow consideration of
drug approvals based on clinical ex-
perience and “real world evidence”
from patients rather than well-de-
signed clinical trials. Antibiotics
could be approved based on animal
and in vitro studies and very small
trials in patients. Approvals of med-
ical devices, which some already
view as too lenient, would be re-
laxed further, allowing high-risk de-
vices to be approved based on case
studies, registries, and articles in the
medical literature while also allow-
ing changes to devices with only no-
tification but not review by the FDA.

David Kessler, MD, a former FDA
commissioner, coauthored an editor-
ial in the New York Times where he
described the FDA as a flexible and
creative institution where new drug
approvals have become the fastest
in the world. He and his coauthors
raised concerns that the 21st Cen-
tury Cures Act could substantially
lower the standards for approval of
many medical products resulting in
unnecessary risk of injury or death.
Another provision highlighted by crit-
ics of the bill is its proposal to elimi-
nate disclosure requirements
intended to limit the influence of
pharmaceutical companies on physi-
cians, with a provision allowing
physicians to receive speaking fees

HEALTH POLICY CORNER

21st Century Cures
Nancy Keating, MD, MPH

Dr. Keating is chair of the Health Policy Research Subcommittee.
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find themselves taking a more tradi-
tional bread-winner role.3

Leaders in academic and clinical
medicine are grappling with these
issues for both male and female
physicians. Addressing male physi-
cians’ need to contribute in the
home may actually foster opportuni-
ties for their spouses. As Nancy An-
drews, dean of Duke School of
Medicine stated, “Many of the most
successful women physician-scien-
tists owe their success, at least in
part, to enlightened partners who
have made their own unrecognized
and unrewarded career sacrifices to
help the women succeed.”4 The ef-
fect of male physician partners tak-
ing more of a role in the home
assisting in the careers of their part-
ners may be amplified, since acade-
mic women physicians are more
likely than men to have physician
spouses and spouses who work full
time.5 Additional benefits of part-
time work include decreased
burnout, lower stress levels, higher
work-related satisfaction, and a bet-
ter sense of control over work life.

A number of leaders and organi-
zations have taken steps to create a
more egalitarian supportive culture
in their institutions:

• SGIM supports part-time careers
through interest groups and a
career development award, the
Mary O’Flaherty Horn Scholars
Progam, for junior faculty
seeking to support an academic
career while raising children.

• The Alliance for Academic
Internal Medicine in 2009
sponsored a task force report
with recommendations for
academic leaders. The task force
has challenged us to conduct
research to determine “best
practices” in part-time hiring that
will enhance the attractiveness
of internal medicine careers and
improve recruitment, retention,
and productivity in a cost-
effective manner.

• Online forums like “Mothers in
Medicine” allow opportunities for
women physicians to share

contrast between Karl’s path and my
own. My perception of the medical
work culture contributed at times to
my feeling as if my absence from
work unfairly added to the workload
of my fellow residents. During the
days around his funeral, I worried
about a lack of continuity for my pri-
mary care patients; I even worried
that I was ineffectively using valu-
able downtime. In the ensuing
years, remembering Karl’s example
has assisted me in maintaining per-
spective and setting priorities for
achieving balance between home
life and career. By having mentors
who modeled the kind of balance I
desired, I created my own approach
for managing these pressures. My
mentors never gave me a false
sense that working part time in aca-
demic medicine was easy; rather,
they have shown me that it is possi-
ble to do and worth aspiring to.

A growing body of literature sug-
gests that it is possible to have an
impactful personally meaningful aca-
demic career while working part
time. Recent evidence suggests
that part time providers may have
more satisfied patients.6 As many
female (and a few male) part-time
colleagues have shown, being open
about one’s intentional choice to
work part time can help to create
opportunities for community, men-
torship, and improved strategies for
improving our professional contribu-
tions. More men should share our
thought processes, experiences,
and results in navigating part-time
employment. Let us ask important
testable questions about these
choices. For those who are curious
about part-time practice, look for ex-
amples within your institution or in
larger professional organizations of
those who seem to have the work-
life balance that you seek. I believe
that greater sensitivity to these is-
sues will positively transform acade-
mic medicine and lead to more
satisfied physicians (and, potentially,
patients). I am convinced that the
results for our families and our-
selves will be well worth the effort.

personal experiences, successes,
and frustrations. I am not aware
of a similar resource for men.

• The American College of
Physicians has included
guidance for trainees considering
part-time work on their career
counseling website.

• Some divisions directly confront
negative stereotypes and
encourage part-time providers.
During my fellowship, my
division proudly highlighted the
number of part-time faculty in
the division in reports to
departmental and institutional
leaders.

During my residency and fellow-
ship, I received the indispensable
guidance of multiple women who
work part time. They gave valuable
advice about navigating logistical
problems related to clinical time,
employee benefits, and career ad-
vancement and recognizing the po-
tential for stigma. These stories and
advice are unlikely to be shared un-
less students, residents, and faculty
feel safe and supported in telling
them.

Why is this issue so important
for me? Put simply, I have seen the
benefits among my non-physician
male friends and family of prioritiz-
ing time for family. The most signifi-
cant example—one that remains a
regular reminder—was my brother-
in-law Karl, who died unexpectedly
at the end of my intern year. At the
end of a long overnight call, I was
jarred by an urgent call letting me
know that Karl, a healthy 40-year-old
man, had died suddenly in his sleep.
For years he had been one of my
role models. He had chosen to
teach high school rather than pursue
a more lucrative career because he
wished to achieve work-life balance
and be at home with his children
after school and during the summer.
After he died, friends and family re-
peatedly remarked on how well he
had used his time.

Coming during a time when I
was deeply immersed in the work
culture of medicine, I saw the sharp
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specific disease, we usually need
some sort of environmental or other
exposure to actually change pheno-
type and trigger expression of the
disease. While scientists continued
to search for the right combination
of genes that would enable accu-
rate prediction of disease risk (and
offer potential drug or vaccine tar-
gets to prevent disease), it was
clear from the medical literature
that the best predictor of disease
risk continued to be family health
history (FHH). FHH is often over-
looked, and while crude, it encom-
passes a combination of both
genetic and environmental risk fac-
tors. Yes, it’s true! FHH, a portion of
the history that we clinicians often
spend less than 2.5 minutes collect-
ing and that the literature indicates
we do not routinely discuss with pa-
tients,3 has been proven repeatedly
to be a better predictor of risk than
genomic testing for many condi-
tions we see in clinical practice—
breast cancer, colon cancer,
diabetes, and AAA, to name a few.4

In contrast, when it came to
predicting response to therapies,
there were many evidence-based
successes in the realm of cancer
genomics (Table 1) with broad ac-
ceptance and implementation of
these already taking place in major
medical centers such as mine. I
also found a large body of scientific
literature in the field of pharma-
cogenomics (i.e. genes that predict
drug response and adverse events)
and rising national interest in the
use of pharmacogenomics in stan-
dard medical practice. One such na-
tional group is the Clinical
Pharmacogenomics Implementation
Consortium (CPIC), a branch of
PharmGKB that has since published
34 peer-reviewed recommenda-
tions on the use of pharmacoge-
nomics in clinical practice.9 A few
examples of clinically relevant phar-
macogenomic tests are outlined in
Table 2. CPIC’s recommendation
statements provide useful guidance
on how to change clinical manage-
ment based on a pharmacogenomic
test, but we still do not have clear

nomics and understanding of when
genomic tests are clinically helpful
or how to interpret them. As such,
we dedicated large amounts of time
and effort providing education
around topics of FHH, pharmacoge-
nomics, and basic principles of ge-
netics and genomics. I am
incredibly grateful to my personal-
ized health care team members; to
my mentor David Bronson, MD; to
the many clinicians who supported
our efforts; and to the Personalized
Medicine Coalition, an advocacy
group under the direction of Ed
Abrahams, MD, who provided us
with education and advocacy oppor-
tunities and helped us to forge key
strategic collaborations.

We made great strides in the in-
tegration of genomics into clinical
practice, and I am incredibly proud
of the work we did. We also
learned some important lessons.
This investment in the future of
medical practice was costly and
time consuming. We need to spend
more effort on research—discovery,
implementation science, and the
randomized controlled trials that

consensus on when these tests
should be ordered.

What was clear from my investi-
gation was that we were very early
in the process of integrating ge-
nomics into mainstream clinical
practice and that the opportunities
for implementation fit two cate-
gories: 1) the consistent collection
and systematic use of FHH for dis-
ease risk prediction and 2) laying a
framework and structure for the in-
tegration of pharmacogenomics into
clinical practice. These became our
initial projects, and along with a
team of talented and dedicated indi-
viduals, we built a FHH collection
and risk assessment tool with clini-
cal decision support (MyFamily) and
an alert-based pharmacogenomics
program (Personalized Medication
Program) that are both still in use
today. The importance of these pro-
grams is not only in their current
use but also in the foundation they
provide for future incorporation of
genomic information into clinical
practice. At the same time, we rec-
ognized that many clinicians, myself
included, who were trained before
2000 had limited knowledge of ge-
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Table 1. Examples of Clinical Indications for Cancer Genomics

Disease Indicator Therapy References

Non-small cell EGF-R over-expression Gefitinib/erlotinib 5, 6
lung cancer

Chronic myeloid BCR-ABL Philadelphia Imatinib 7
leukemia chromosome +

Breast cancer BRCA1 mutation Parp inhibitors 8

Table 2. Examples of Clinically Relevant Pharmacogenomics Tests from
CPIC Website

Drug Test Clinical relevance FDA warning
exists

abacavir HLA-B*5701 High risk for hypersensitivity Yes
positive

allopurinol HLA-B*58:01 High risk for severe cutaneous No
positive adverse reactions (SCAR)

carbamazepine HLA-B*1502 High risk for severe cutaneous Yes
positive reactions (SJS/TEN)

warfarin CYP2D6/VKORC1 Result may guide initial dosing Yes

clopidogrel CYP2C19*17 allele High risk for bleeding Yes
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many want to see before changing
clinical practice. We need to advo-
cate for funding for such research.
We need to continue the good work
being done in personalized cancer
care. And we need to increase our
efforts to educate and keep all of
our clinicians up to date on the lat-
est that genomics has to offer, in-
cluding developing an increased
understanding of when these tests
are useful. There is much to be
done, and I continue to hope that
genomics and a better understand-
ing of FHH risk will allow patients to
be healthier for longer periods of
time. In the meantime, I urge clini-
cians to keep abreast of current re-
search in this field and seek
opportunities to learn how ge-
nomics may influence an individ-
ual’s risk for disease and response
to therapies. We should re-dedicate
our efforts toward accurate FHH
collection and use of FHH for risk
prediction. As for me, it is clear that
genomics and FHH are important in-
gredients, but they are just one por-
tion of our overall ability to provide
personalized care. Personalized
health care will require a conver-
gence of biology and science; com-
munity and individual health and
wellness; patient engagement; and
coordinated, team-based, accessible
health care. Some call this popula-

tion health; some call this value-
based care. Regardless of the
name, we need to move together
as a team of clinicians, scientists,
teachers, patient advocates, and in-
novators so that we can achieve the
goal of better health for our patients
and communities and the vision of
the right care for the right patient.
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cians would take care of the most
complex patients, while more
straightforward patients would be
cared for by nurse practitioners and
physician assistants. Medical assis-
tants and licensed practical nurses
would play increased roles in care
management as well.

I was jolted by Bill’s talk, as this
was not the common thinking at that
time. If we consider the current
health policy and market landscapes,
Bill’s ideas sound strikingly similar to
concepts of population health man-
agement, including risk stratifying the
overall patient population and direct-
ing patients into different care path-
ways that vary in intensity depending
upon the complexity and needs of
the patients. I first met Bill through
the Midwest SGIM One-on-One
Mentoring Program. He has consis-
tently provided wise advice and in-
sights based on outstanding
judgment shaped by extensive front-
line experience.

A major focus for improving the
physician’s work and practice envi-
ronments involves creating systems
that enable physicians to succeed in
caring for diverse patient panels.
Mark Linzer has identified autonomy
as critical for a physician’s sense of
well-being. I don’t think he means
autonomy in the sense of the lone
wolf doing it on his/her own but
working in a system that doesn’t
overwhelm the doctor and in which
the physician feels he/she can easily
mobilize the people and resources
necessary to give that patient the
best possible care. Clinical operations

should be efficient, and teams and
clinics should be structured in ways
that enable seamless patient care
across the continuum of home self-
care, outpatient, and inpatient care.
Autonomy also means the provider
can control workload and thus man-
age work-life balance.

Imagine, for example, a health in-
formation technology system that
risk stratifies patients, identifies the
key medical and social problems of a
given patient, provides decision sup-
port to facilitate the provision of key
clinical processes of care, and links
patients to the community resources
they need to thrive at home and in
their neighborhoods. Imagine that
high-risk patients with chronic dis-
ease are routinely monitored and
contacted between visits by nurses
and medical assistants to help them
do well at home and detect early ex-
acerbations of disease and prevent
hospitalizations.

SGIM has several initiatives to im-
prove work and practice environ-
ments for general internists. The
theme of the 2016 annual meeting is
population health, which will address
many relevant health care delivery is-
sues. SGIM has been developing col-
laborations on population health with
the family medicine and general pedi-
atric societies and will participate in a
joint meeting with them in the spring
that will focus on population health
and other topics. The Association of
Chiefs and Leaders of General Inter-
nal Medicine (ACLGIM) has a work
wellness program in progress that in-
volves surveying clinicians at partici-
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writing) you’d like feedback on.

7. Ask for explanation. If your
attending comes up with a
recommendation you hadn’t
considered, ask about the
decision-making process. If
you’re discussing a topic you
don’t know much about, request

shared patients to highlight
important events. This conveys
to them both your interest in their
ongoing participation and your
clinical concerns. It will also
clarify what you need from them
in terms of follow-up.

SGIM

suggestions regarding guidelines
or articles that might help you
better understand the issue.

8. Communicate with other team
members regarding significant
issues, preferably face to face.
Request that team members
cosign or alert you to notes on

pating institutions about their well-
being and helping to design and im-
plement interventions to improve
physician wellness.

The SGIM Clinical Practice Com-
mittee recently held a retreat to con-
sider how it can build upon its
current efforts and improve the prac-
tice environment. As noted in a re-
cent Forum column by Jim Bailey
and Martin Arron who chair the Clini-
cal Practice Committee Practice
Management Subcommittee, the
Committee is beginning a number of
initiatives including enhancing prac-
tice improvement resources on
SGIM’s website, increasing practice
management workshop offerings at
the regional and national meetings,
writing a regular “Improving Care”
column in Forum, and exploring a po-
tential SGIM-American Medical Asso-
ciation STEPS Forward collaboration
around free practice transformation
toolkits (www.stepsforward.org). Im-
proving work and practice environ-
ments was a key issue discussed at
the December 2015 SGIM and
ACLGIM retreats. In addition, plans
are underway to coordinate and syn-
ergize efforts of pertinent groups
such as the SGIM Clinical Practice
Committee, ACLGIM, and the Acade-
mic Hospitalist Task Force.

The challenge of improving work
and practice environments draws
upon some of the best of SGIM—our
skills in developing innovative care
delivery systems and delivering truly
patient-centered care. We can do
much to improve care and our work
environment. SGIM
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education activities to count for
MOC, however, will certainly make
reaching these point totals much
easier for diplomates.

Although there will now be many
more ways to accumulate MOC

that respondents would most
strongly recommend to a colleague
are presented in Table 2.

Nonetheless, even the highest-
ranked modules may not be viewed
as very valuable since 47% of re-
spondents disagreed/strongly dis-
agreed with the statement that the
medical knowledge modules “…are
an accurate test of my medical
knowledge” and another 41% were
neutral about this statement. It re-
mains to be seen whether activities
that have traditionally counted for
CME credit will be seen as accurate
assessments of medical knowledge.

Also using a five-point scale, the
practice assessment modules re-
spondents would most strongly rec-
ommend to a colleague are included
in Table 3.

A full 73% of respondents dis-
agreed/strongly disagreed with the
statement: “The current MOC prac-
tice assessment products are a use-
ful way to measure quality in my
practice.” As noted above, the
ABIM has currently suspended all
practice assessment requirements
through December 31, 2018.

The majority of the free text
comments expressed negative opin-
ions about MOC, including concerns
about high costs, lack of relevance
to daily practice, the limited value of
doing “busy work,” difficulty for re-
searchers or others to fulfill certain
requirements, and requests to have
access to clinical resources during
the secure exam. Some representa-
tive comments included:

• “MOC feels like busy work.”
• “The primary problem with MOC

is that questions are often too
academic—not covering the
‘meat-and-potatoes’ concepts
that practicing internists in the
community deal with on a daily
basis.”

• “CME should be counted toward
MOC. Most of the courses I take
or teach are much more pertinent
to my practice than MOC
materials.”

• “Verification of competency by

points, we were interested in learn-
ing which medical knowledge and
practice assessment modules were
the most popular among SGIM
members. Using a five-point scale,
the medical knowledge modules

Table 2. Respondent Scores for Medical Knowledge Modules

Medical Knowledge Module Average score
1 = strongly not recommend
3 = neutral
5 = strongly recommend

ACP MKSAP 15 4.0

ACP MKSAP 16 4.0

ACP Online High Value Care Cases 3.9

ABIM 2012-14 Update in Hospital Medicine 3.7

ABIM 2011-14 Update in Internal Medicine 3.7

NEJM Interactive Medical Cases 3.7

ABIM 2012-14 Update in Geriatric Medicine 3.6

ABIM 2011 Update in Hospice and Palliative Medicine 3.6

NEJM Knowledge+ Internal Medicine Review 1-8 3.6

SGIM: Cultural Competence and Disparities in 3.5
Health/Healthcare

Table 1. Disagreement with New 2014 MOC Requirement

New 2014 MOC Requirement % of respondents who
disagree/strongly disagree

The new MOC requirement of some MOC
activity every two years (instead of 100 points 59%
every 10 years) is a positive change.

The new MOC requirement of 100 points of
MOC every five years (instead of 100 points 73%
every 10 years) is a positive change.

The new MOC Patient Survey (now called “Patient 79%
Voice”) requirement is a positive change.

Table 3. Respondent Scores for Practice Assessment Modules

Practice Assessment Module Average score
1 = strongly not recommend
3 = neutral
5 = strongly recommend

CDC: STEADI Fall Prevention Quality 4.3
Improvement Program

ABIM Clinical Supervision Practice Improvement 4.0
Module (PIM)

ABIM Completed Project PIM 3.7

ABIM Palliative Care for Primary Care & 3.7
Subspecialist Physicians PIM

ABIM Cancer Screening PIM 3.5
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periodic testing is not a valid
approach.”

• “The exam questions did not
reflect the way I practice general
internal medicine.… Other board
groups allow their members to
take exam questions from their
office or home, look up the
answers for self-directed
learning, and then submit their
answers for certification. This is
something the board should
consider.”

• “I do not think I will take the
exam 10 years from now—
too much time, money, and
effort.”

A number of the changes imple-
mented and planned by the ABIM
address the issues above, including
revising the blueprint for the secure
exam, allowing CME to count for
MOC, and potentially doing away
with the 10-year secure exam
altogether.

Overall, the ABIM is moving in a
direction concordant with the views
expressed in this survey of SGIM
members. Although MOC 2.0 only
went into effect at the beginning of
2014, since then we have seen a
rapid change in course by the ABIM.
We also see the recommendations of
the 2020 task force as a very for-
ward-thinking approach to the con-
cerns about MOC and will be very
interested in possible implementation
solutions to making MOC “work” for
the physicians enrolled.
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There were also a few respon-
dents who noted that MOC is an im-
portant professional responsibility as
reflected in these comments:

• “I am generally in favor of
requiring some sort of
meaningful, relevant continuing
education for physicians...”

• “While a bit inconvenient, I think
that there is a social contract
between the profession/GIM
specialty to stay ahead of
evidence, promote safety,
promote hi [sic] value care,
promote the preservation of
Medicare, teach trainees in a
high-quality effective way…. The
MOC requirements are just a
way to keep us honest. It’s not
too tough on me to meet the
obligations of the program
because I’m simultaneously
doing it and teaching it...”

• “MOC is an important concept
and a good idea...”
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Our solution to these problems
was to develop a process that al-
lows all members of the clinic to
know the completion status of the
documents at any given time. Addi-
tionally, with revenue generated
from improved HHC billing, we were
able to justify assigning a member
of the clinic staff to assist in over-
seeing this administrative process.
When a 485 comes into the office, it

individual. If it has been greater than
six months since the last office visit,
a note is sent to a medical assistant
to schedule an appointment for the
patient. The staff member then cre-
ates a note in the EHR that includes
this information and passes the EHR
note (electronically) and the 485
(paper mailbox) to the resident. As
personnel complete their work on
the HHC document, they update the
EHR note and pass the 485s to the
next member of the team. A com-
plete cycle includes the note and
the 485 passing from the staff
member to the resident, to the at-
tending, to the staff member, and fi-
nally to the clinic manager for billing.
The EHR notes are viewable by all
members of the clinic, thus allowing
others to know the completion sta-
tus of the documents at any time.
This process has cut down on dupli-
cate work and the game of phone

is first passed to the clinic staff
member. This person is assigned to
monitor the completion status of the
forms and is also responsible for en-
suring that the HHC agency listed
on the 485 is the correct agency
based on our records. Checking to
make sure that the form is not a du-
plicate and identifying the last office
visit in which HHC services were
addressed are key functions of this

Table 1. Home Health Care Oversight Billing

Recertification Certification Total
# G0179 Billed # G0180 Billed

June-July 2014 33 3 36

August-September 2014 91 19 110

October-November 2014 100 37 137

December-January 14/15 113 33 146

February-March 2015 144 25 169

Total 481 117 598
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tag that often occurred when HHC
agencies inquired about the comple-
tion status of these forms

In order to help residents under-
stand how to best utilize HHC ser-
vices and how the HHC workflows
can help them monitor the services
their patients are receiving, we have
developed an HHC curriculum that is
delivered annually through didactic
sessions. In these sessions, we re-
view how the HHC can be used to
help patients, the structure of 485s
and the information included in them,
documentation required to receive
HHC services, signs of fraud when
reviewing HHC services (i.e. changes
in start of care dates, unexpected
changes in HHC agencies, documen-
tation of services provided for condi-
tions that have resolved, and
unexpected changes in diagnoses
that could justify prolonged services),
and understanding the basics of HHC
waiver programs. Waiver programs
often provide patients with a greater
intensity of service than would be
typically allowed or provide services
to patients who would not qualify for
HHC services based on typical re-
quirements (i.e. need to be home-
bound or need for skilled services).

managing oversight of HHC services
that has been well accepted by
physicians and staff and has resulted
in positive financial gains.
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After implementing this workflow
and the educational programming,
85% of residents stated that they
felt more confident in monitoring and
managing HHC services. Additionally,
100% of faculty stated that they
were aware that they could bill for
HHC oversight services, and 92% of
faculty stated that they billed for
these services regularly. Our clinic
staff member tasked with oversee-
ing this workflow states that the
process is easy to follow. Call center
staff state that they are able to more
easily handle queries from HHC
agencies asking for updates on form
completion and can avoid sending
messages to residents.

Oversight of HHC services is
complex and time consuming, yet
the inappropriate utilization of HHC
services is costly, and inadequate
oversight can lead to poor patient
care. In a large practice with many
new physician learners who are car-
ing for a highly complex population,
creating a standardized process that
allows for maintenance of learner au-
tonomy and preceptor supervision,
safe patient care, and decreased clin-
ical resource utilization is important.
We have described one model for

HEALTH POLICY CORNER
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Senate bill is expected to be re-
leased and discussed this year. Al-
though the legislation was reportedly
on a “parallel track” with the House
bill, the Senate bill will likely be dif-
ferent. Senate Republicans have ex-
pressed a preference for funding
that remains discretionary instead of
mandatory. They are also sure to be
examining the language addressing
regulation closely. Moreover, in light
of the recent budget deal passed in
December 2015, which provides a
$2 billion (6.6%) increase in NIH
funding, the Senate may feel less ur-
gency to push forward legislation
whose primary aim is to increase
NIH funding.
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There are certainly things to like
about 21st Century Cures legislation,
particularly the promise of direct
funding to the NIH that is not sub-
ject to appropriations. That said, it is
not yet clear if this funding will focus
solely on drug discovery or if it may
also be used to fund health care de-
livery research. The expansion of de-
identified health data also holds
great promise for SGIM researchers,
as does expanded loan repayment
programs, but concerns about other
provisions remain. The Health Policy
Committee Research Subcommittee
will be watching closely as the Sen-
ate crafts and deliberates its legisla-
tion in the coming year.
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Call for Authors
The Society of General Internal Medicine (SGIM) Forum seeks articles
for our Morning Report column. SGIM Forum offers articles, essays,
thought-pieces and editorials that reflect on health care trends, report
on Society activities, and air important issues in general internal
medicine and the health care system at large.

Morning Report articles are short clinical cases (750-1,000 words with less than six
references) with clear learning points.

• Choose a case that will engage the audience (either because it is common, scary,
or interesting).

• Use a presenter and discussant format with discussant typically in italic.

• Aim for up 750-1,000 words with less than six references.

• Feel free to use poetic license in recreating the case in order to make the details of
the case more or less cumbersome for your audience. Given our limited amount
of space, it is best to emphasize a particular part of the patient encounter—either
the history-taking, physical exam, work-up, or treatment.

• Early on, create a prioritized differential by the discussant. Emphasize the differential
diagnosis, discuss all possibilities, and then sort the diagnoses emphasizing what is
thought to be most likely and which diagnoses should not be missed.

• Focus on some aspect of the case in the didactic portion (i.e. the presenting signs
and symptoms, physical exam, differential, work-up, or treatment). Don’t try to
present the whole topic…just one area in better detail.

• End with summary including two to three teaching points.

Submission: E-mail mmfang@yahoo.com or Editor.SGIMForum@gmail.com.


