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PERSPECTIVE

want to use my voice as an internist to amplify how truly 
difficult and serious these private decisions are, rather 
than wanton and callous as the conservative media and 
politicians might portray.

In my role as a hospitalist, I mainly provide outpa-
tient patient care in our pre-operative medicine clinic. 
In my nearly a decade working in this clinic, I have 
evaluated dozens of women who are scheduled for 
abortions—first, second, and third trimester D&Cs 
or D&Es. (As a brief disclaimer, I use the term wom-
en throughout this piece. I acknowledge that there are 
times when transgender men or gender non-binary 
patients might seek abortions, but I use “women” for 
consistency.)

Portland, Oregon, has a very supportive family plan-
ning professional obstetrician community, and there are 
multiple venues in the community for women to receive 
their procedural care. If I am scheduled to see them in 
pre-op clinic, then that indicates that they have been 

INTERSECTING WITH  
ABORTION CARE AS AN INTERNIST

Avital O’Glasser, MD, FACP, FHM

Dr. O’Glasser (oglassea@ohsu.edu, Twitter @aoglasser) is a hospitalist and the medical director  
of the pre-operative medicine clinic at Oregon Health & Science University.

Abortion.

Let’s get that term out in the open—I’ve written it, you’ve read it.

Since the landmark Supreme Court decision in Roe 
v Wade in 1973, abortions have been legal, but not 
always safe and accessible in the United States, as 

years of regulation and exclusions have limited women’s 
choice. Abortion rights have remained a polarizing force 
in politics and healthcare discussions, with many states 
riding the momentum of the polarizing 2016 election 
cycle. More than two dozen states have passed or intro-
duced anti-abortion bills, including the recent near total 
bans passed in Georgia and Alabama.

Why am I now writing a piece about abortion rights 
and abortion care for SGIM Forum? What place does 
this subject have taking up space in a monthly newsletter 
for internists? As a physician who is not an obstetrician, 
how am I possibly qualified to write on the subject?

I am an American woman physician, and I strongly 
believe advocacy as physicians is a crucial element of 
our professional calling. I believe that we must use our 
informed, empowered voices, especially when the debate 
is fueled by misinformation, stigma, and fear-mongering: 
“to avoid the political fray through silence is impossible, 
because silence is now political. Either engage or assist 
the harm. There is no third choice”.1

But even more importantly, through my own practice 
of medicine, I have had a small role in the care of women 
seeking abortions. I want to share my experience of how 
a #ProudtobeGIM hospitalist can facilitate safe, compas-
sionate, patient-centered care through abortions. I also 

1

Women must have the right to be shepherded through 
these decisions with skillful, compassionate, pa-
tient-centered, safe medical care.  It does not matter 
to me if it was a planned pregnancy or not, if it was a 
desired pregnancy or not.
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FROM THE EDITOR 

AN APPRECIATION 
OF THOSE WHO 

MADE A DIFFERENCE
Joseph Conigliaro, MD, MPH, Editor in Chief, SGIM Forum

“No empire lasts forever, no dynasty continues  
unbroken. Some day, you and I will be mere legends. 
All that matters is whether we did what we could  
with the life that was given to us.”

—Krishna Udayasankar, Three

We have all lost people in our lives, and we each 
find our own personal ways to manage their 
loss and remember them. Over the last year, 

four of my friends and colleagues passed away: three, 
from my medical school class, and one with whom I 
was currently working. I am still of an age where my 
contemporaries dying is not at all usual and, therefore, 
not at all easy to take. All three were internists. I was 
friendly with each to varying degrees. Each was involved 
in academia, be it research or education, and each was 
an outstanding clinician. Each embodied what SGIM 
stands for although none of the three were members of 
the Society. Each was taken from us much sooner than 
they or anyone else could have expected. In the fol-
lowing months, a memorial was held for each of them. 
If I couldn’t make it in person, I read the transcript 
or watched a video of the friends or family who were 
asked to speak. In each case, I was moved by the totality 
of their lives. The work that they did, the people they 
touched, and the legacy that they left behind as wives 
and husbands, mothers and fathers. They were also 
physicians. They made a difference. I bring them up here 
in this column to pay homage to each and as a reminder 
that we are only here for a short time and we may not 
get to do all that we want in the amount of time that we 
think we have. 

We are fortunate to have vocations that inherently 
allow us to make a difference on an individual or even 
larger level with our patients, students, and trainees and 
through our research. My colleagues had careers and re-
lationships that went beyond that and so many of us are 
better for it. I appreciate all of you who contribute to the 
Society, your home institutions, and your families. 

There has been a lot of discussion with regards to 
next year’s annual meeting in Birmingham, Alabama. 
At the time of this writing, the state of Alabama just 
passed a measure limiting abortions in the state with-
out exceptions. Other states have or are following suit. 
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“Mr. Fisher” crossed my mind again 
today. He is one of those patients 
who sticks in your soul, so he comes 

to mind often. What happened to him 
should never happen to anyone, espe-
cially in a well-resourced country as the 
United States. The good news is that that 
nation’s healthcare system is starting to 

be more proactive about understanding all the drivers of 
health and disease, allowing us to prevent our patients 
from a death like his.

Mr. Fisher was a 60-year-old man who presented to 
the Charity Hospital emergency department with acute 
chest pain. The EKG revealed a pattern consistent with 
acute myocardial infarction and we launched a treatment 
protocol. On this visit, just like on his many, many others, 
before any needle penetrated his skin or other treatment 
ensued, an upper-level resident or nurse would recognize 
him and produce an old EKG that confirmed the same 
pattern as a chronic left bundle branch block. Mr. Fisher 

UNDERSTANDING CONTEXT:  
SCREENING FOR THE  

SOCIAL DETERMINANTS OF HEALTH
Karen DeSalvo, MD, President, SGIM

Like most aspiring internists, I went into my internal medicine training excited to become an expert in diagnosing 
and treating disease.  Over time, with the help of scores of patients and their families, I came to relish treating the 
person with the disease.

would avoid unnecessary treatment, be offered a meal 
instead, and then sent home in the morning light.

On one occasion, he presented to another hospital 
with the same complaint of chest pain. His history of 
a left bundle was not known and so they reacted to his 
presentation and EKG as if he were having an MI and 
intervened per protocol. He was ruled out for MI but 
they kept looking for a medical diagnosis to explain 
the chest pain. That led them to doing an arterial blood 
gas when all he really wanted was someone to talk to. 
Unfortunately, that blood gas was taken from the radial 
artery in an arm with a congenital absence of the ulnar 
artery, and when the radial artery thrombosed, he devel-
oped a necrotic hand. He died of complications.

What I came to understand about Mr. Fisher was 
that he was coming to the ER because he was lonely. 
He wanted to be with people. To have a light meal. He 
would stay with us for a bit and then be discharged. 
Unfortunately, on discharge from the ER no one connect-
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HEALTH POLICY: PART I

MANAGING HEALTH POLICY AND 
ADVOCACY ACTIVITIES FOR SGIM 

Mark Earnest, MD, PhD; Jennifer Bracey, MD; Tom Staiger, MD

Dr. Earnest (Mark.earnest@ucdenver.edu) is the GIM division head at the University of Colorado Anschutz Medical Campus and 
is the current chair of SGIM’s Health Policy Committee. Dr. Bracey (bracey@musc.edu) is an assistant professor of medicine, 

Division of General Internal Medicine Medical University of South Carolina. Dr. Staiger (staiger@u.washington.edu) is professor of 
medicine, associate dean, UW School of Medicine and Medical Director, UW Medical Center.

Background 

Executives of the Health Policy Committee (HPC) 
and SGIM leadership met at the SGIM headquar-
ters for a retreat back in March 2019. Our goals 

were to review SGIM’s health policy work and develop a 
plan for how we can most effectively manage it. Outputs 
of the retreat included a conceptual model of the policy 
and advocacy activities of SGIM and a SWOT (strengths, 
weaknesses, opportunities, and threats) analysis of our 
health policy activities. We began by establishing these 
basic background points:

• SGIM is a small professional society in numbers and 
resources. 

• Significant assets include:
 o A membership that includes many members who 

are influential leaders with significant local, region-
al, and national impact. 

 o A top notch government relations team.
 o An excellent, talented staff, and organizational 

leadership.
• Our challenges include:
 o A broad set of missions and a creative, passionate 

membership that together make it hard to focus. 
 o A history of taking on more missions than our ca-

pacity can support.
• Finally, we face broader social/political trends that 

have increased the importance of health policy and 
interest among our members at a time when our re-
sources are not expanding. 

After identifying a need to more clearly conceptualize 
and communicate our approach and process for work in 
health policy and advocacy, we developed categories of 
our health policy activities represented in the adjoining 
graphic and table. The pyramid graphic demonstrates the 
different categories of policy and advocacy activities. The 
vertical lanes behind the pyramid show the criteria by 
which we will discern what level of institutional support 
to assign to a given priority. The table shows some exam-
ples of what activities will fall into each tier.  

Tiers of Activity Examples
SGIM Supported Active priorities for lobbying and  
 member education

 Policy-related professional  
 development activities like LEAHP

 Official member-engaged  
 lobbying activities like Hill Day  
 and Health Policy Alerts 

SGIM Endorsed Coalition membership and  
 participation

 Policy positions

 White papers

SGIM Enabled Networking activities like interest  
 groups

 Policy-focused activities at  
 national and regional meetings  
 (advocacy and policy focused  
 workshops, abstracts, plenaries,  
 and mentoring activities)

Member Enabled Local and/or national advocacy  
 and policy related activities that  
 are not consensus issues for SGIM 
 which members pursue outside of  
 SGIM structure/resources, etc.
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HEALTH POLICY: PART I (continued from page 4)

through which younger members 
can connect with a growing network 
of more senior and experienced 
members who can, and do, serve as 
mentors and advisors.

Member Enabled
“Every member an advocate” has 
for years served as an aspiration-
al organizational goal. While our 
organizational bandwidth is limited, 
SGIM does a great deal to support 
this concept. Indeed, SGIM’s great-
est impact may be the tremendous 
amount of advocacy work our mem-
bers do as leaders and citizens from 
their home communities and places 
of work. Our members advocate and 
lead in countless ways that may never 
be visible to SGIM nor necessarily 
bear the imprimatur of our society. 
If SGIM is living up to our goal of 
“every member an advocate,” then 
we will do a great deal to support 
and encourage such individual action 
through many of the means described 
above. Being part of SGIM should 
be inspiring and empowering in a 
way that encourages such individual 
action. We want members to feel 
supported in their advocacy through 
their membership and connections to 
the SGIM community. We encourage 
our members in this work, recogniz-
ing that many members will advo-
cate for issues where SGIM cannot. 
This may particularly be the case for 
issues which are regional or local in 
nature. We need to recognize this not 
as a weakness of SGIM but rather a 
strength. Our diversity is an asset, 
particularly when our membership 
is enriched with empowered, effec-
tive advocates dispersed across this 
country. Because the number of items 
which can be addressed by SGIM as 
an organization is limited, much of 
the collective advocacy impact of our 
society will be the result of what our 
members accomplish at the state and 
local level.

Discussion and Summary
We receive many requests for advo-
cacy support on a range of important 

SGIM Endorsed
SGIM can influence policy and 
opinions by lending our name and 
our collective endorsement to certain 
positions, policies, groups, ideas, 
and actions. SGIM is an institutional 
member of a number of coalitions. 
Although we support certain coa-
litions which are aligned with our 
interests, we do not necessarily have 
to support all of the positions of any 
particular group we belong to. We 
work continually to get our members 
seated on boards and task forces 
that further our mission. SGIM 
has endorsed policies and policy 
principles that we have defined in 
position statements and white papers 
and those positions bear the official 
stamp of the organization. These can 
be found on SGIM’s webpage in the 
Policies and Positions section of the 
“About Us” link and in the “Policy 
White Paper” link.

Before SGIM endorses a policy 
or policy position, Council must 
approve it. Our Council is busy with 
a wide range of activities. To make 
the best and most efficient use of 
Council’s time, the process of vetting 
policy and advocacy positions for 
SGIM is delegated to the HPC. Most 
endorsements start as a proposal 
from a member to the HPC. We 
are planning a future Forum article 
outlying the process of white paper 
proposals and approval.

SGIM Enabled
Advocacy and policy activities are 
increasingly visible at the national 
and regional meetings. The number 
of interest groups with an advocacy 
or policy focus has grown steadily 
as have the number of abstracts and 
workshops presented. SGIM national 
and regional meetings offer oppor-
tunities to develop health policy 
and advocacy knowledge and skills 
through activities such as abstracts, 
workshops, career development, 
networking, and mentorship. These 
activities build the capacity of our 
members and of our society collec-
tively. They are also the components 
of our advocacy and policy pipeline 

SGIM Supported Policy and 
Advocacy Activities
These are the issues and activities 
that are the highest priority for the 
organization. Annually, the SGIM 
Council and the Health Policy 
Committee (HPC) create an advo-
cacy agenda for SGIM. This agenda 
sits atop this pyramid. To reach the 
top, agenda items must be issues 
that are national in their scope and 
impact. These top agenda items must 
also have significant clarity with 
near consensus among our members. 
Priorities in this category will receive 
more attention from leadership and 
will be given priority in terms of time 
and attention by our own SGM staff 
and the government relations team.

Our government relations 
team is Cavarocchi Ruscio Dennis 
Associates (CRD). For almost 40 
years, CRD has worked with many 
nonprofit organizations and aca-
demic institutions. CRD provides 
“Washington updates” and “policy 
alerts” regularly to SGIM members. 
Policy issues which SGIM identifies 
as important are triaged with CRD’s 
assistance. CRD helps us to navigate 
the political landscape and under-
stand how we can maximize our 
influence within the contemporary 
political environment. They help us 
effectively harness our passions and 
expertise to maximize our impact. 
CRD knows how to help SGIM 
get, and keep, a seat at the negoti-
ating table. CRD recognizes that, 
although our membership represents 
various states and regions of the 
country, we must be mindful, fo-
cused and strategic to be effective in 
moving our agenda. They have been 
invaluable in helping SGIM leverage 
its resources to move the field of 
GIM forward. 

Another crucial consideration 
SGIM must attend to in our policy 
and advocacy activities is our status 
as a 501c3 tax-exempt organization. 
Council and the HPC must carefully 
avoid advocacy which could violate 
the conditions of our 501c3 status 
such as supporting particular candi-
dates or adopting partisan positions. 
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LINDEN AVENUE BLUES
Gaetan Sgro, MD

Dr. Sgro (Gaetan.Sgro@va.gov) is an academic hospitalist and  
clinical assistant professor of medicine, VA Pittsburgh Healthcare System and University of Pittsburgh.

People always ask me
Where’d you get shot?

I tell them Linden Avenue
and they laugh 

but that’s where it happened. 
Went all the way to Vee–Et–Naam

didn’t get a scratch.
Come back get shot 

on Linden Avenue.
True story man.

Shortly after the measure was 
passed, there was a lively discus-
sion on GIM Connect about what 
we should as a Society do, given 
that the National Meeting next 
year will be in Birmingham. How 
should the Society respond? How 
should individual members re-
spond? There is no simple or single 
answer. Each potential approach 
varies in its effectiveness in sending 
the message of where SGIM and 
its members stand on the issue and 
also the related costs and conse-
quences to the Society. So what do 
internists have to do with abortions 
beyond our personal opinions? In 
this month’s issue, Forum associate 

FROM THE EDITOR  
(continued from page 2)

editor Dr. Avital O’Glasser reminds 
us how general internists can play an 
important role in the care of women 
seeking to terminate a pregnancy. 
The Alabama situation is contro-
versial and the options are not as 
straightforward as one would hope. 
Over the next year, I expect that 
the dialogue within and outside the 
Society will allow us to respond in 
the most effective and reasonable 
way possible.

Also in this issue, SGIM 
President Dr. Karen DeSalvo contin-
ues her reflections on social deter-
minants of health, and she cautions 
that the current enthusiasm for 
screening needs to be informed by 

the accumulation of evidence based 
care. Drs. Mark Earnest, Jennifer 
Bracey, and Tom Staiger of the 
Health Policy Committee report on 
a framework for SGIM’s approach 
to policy and advocacy related 
activities. Dr. Latonya Riddle-Jones 
shares how physicians and medical 
students are working to reduce the 
threat of gun violence, Dr. Savannah 
Duckworth and her colleagues 
present a primer on podcasts, and 
some faculty from the University 
of Pittsburgh describe a novel way 
to teach nutrition through culinary 
medicine. 

Thank you all for making a dif-
ference!                                       SGIM
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are worried about your health, 
and that concern is why you are 
seeing me in pre-op clinic. I want 
to reassure you that, overall, a 
D&C (or a D&E) is a “minor 
procedure”. I use the word “mi-
nor” only to refer to how physi-
cally stressful the procedure might 
be on your body—it’s short, it 
doesn’t require an incision, and 
you likely won’t need general 
anesthesia. However, I do not 
want you to think that the word 
minor refers to the significance of 
the procedure, and I do not want 
you to think that I’m trying to 
trivialize how hard the decision to 
schedule it must have been. Yes, 
it’s a “major” decision, but based 
on our visit today, I think you are 
ready for the “minor” procedure 
as safely as possible through the 
care of your obstetrician and 
anesthesia team.”

Compassionate, respectful, 
medically-informed, privacy-minded 
abortion-related care needs to be the 
norm not the exception. I think inter-
nists do have a role in this, through 
physician-advocacy, pre-operative 
risk evaluations, or peri-procedure 
support and counseling through the 
primary care setting. We must trust 
and support women to make their 
choice, and we must care for them 
before and after that choice has been 
made. As an internist, I will amplify 
once more, “I will stand up for that 
right”.
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procedure that might require more 
extensive anesthesia support in the 
OR setting. These are the women 
who almost always learned of some 
fetal abnormality on the 18-20 week 
scans—severe congenital abnormali-
ties that are not compatible with life.

The role I’m serving in these 
women’s care struck me during one 
of the 2016 presidential debates. In 
response to inaccurate and gruesome 
language about what second trimes-
ter and late term abortions entail, 
Hillary Rodham Clinton said: “the 
kinds of cases that fall at the end of 
pregnancy are often the most heart-
breaking, painful decisions for fami-
lies to make. I have met with women 
who toward the end of their preg-
nancy, get the worse news one could 
get, that their health is in jeopardy 
if they continue to carry to term or 
that something terrible has happened 
or just been discovered about the 
pregnancy…This is one of the worst 
possible choices that any woman 
and her family has to make. I do not 
believe the government should be 
making it…I can tell you the govern-
ment has no business in the decisions 
that women make with their families 
in accordance with their faith, with 
medical advice, and I will stand up 
for that right.”2

I tell you from dozens of expe-
riences of my brief time intersecting 
with these women’s lives—these are 
not easy decisions. They are heart-
breaking, and they have been taken 
extremely seriously by the women 
and whomever they have chosen to 
be involved in that decision making 
process. Women deserve and must 
have the right to be shepherded 
through these decisions with skillful, 
compassionate, patient-centered, safe 
medical care. It does not matter to 
me if it was a planned pregnancy or 
not, if it was a desired pregnancy or 
not. These are not easy decisions.

I am also highly cognizant that 
the language I need to use in my pa-
tient counseling needs to be tailored: 

“you have reached this point 
because you and your physicians 

referred to the university hospital be-
cause the community or clinic-based 
ambulatory setting is concerned that 
their health care requires a step up 
in care for the procedure to be per-
formed as safely as possible. 

Who are these women? These 
are the women with underlying 
medical conditions for whom car-
rying a pregnancy to term could be 
life threatening. Maybe this was an 
undesired pregnancy and they were 
keenly aware of the risk of conceiv-
ing, but their birth control failed. Or 
maybe this was a desired pregnancy, 
and she had pursued extensive coun-
seling with her continuity medical 
team—and the pregnancy originally 
deemed safe is now made abundantly 
clear to not be safe.

I think of the woman. . . :

• with previously stable congenital 
heart disease who is not tolerat-
ing the hemodynamic changes of 
pregnancy as well as anticipated.

• who has recovered from tricus-
pid valve endocarditis, is stable 
on methadone for her substance 
use disorder recovery, and 
whose birth control failed. 

• with a hypercoagulable disor-
der and a history of a dural vein 
thrombus who could not safely 
take hormonal birth control and 
every form of non-hormonal birth 
control simultaneously failed.

• whose long-standing stable 
epilepsy is now practically refrac-
tory because the pregnancy so 
dramatically lowered her seizure 
threshold.

These are also women who 
developed a new medical condition 
either during or as a result of the 
pregnancy, and their health is now 
in jeopardy. For example, she who 
has acute severe proteinuric kidney 
disease, spilling grams of protein 
daily, thought to have some pregnan-
cy induced nephropathy.

The other women I evaluated 
in pre-op clinic may be healthy, 
but they are scheduled for second 
trimester D&Es, a more extensive 



8

continued on page 9

#ThisIsOurLane—Physicians working with medical 
students, law enforcement, and politicians in local 
medical societies to push gun safe storage legislation 
to Washington DC.

HEALTH POLICY: PART II

PHYSICIANS WORKING WITH MEDICAL 
STUDENTS, LAW ENFORCEMENT, AND 

POLITICIANS TO PUSH GUN SAFE 
STORAGE LEGISLATION

Latonya Riddle-Jones, MD

Dr. Riddle-Jones (lriddle@wayne.edu) is an assistant professor at Wayne State University School of Medicine in the Department 
of Internal Medicine, Division of Med-Peds, Medical Director for Corktown Health Center, associate medical director for Tri-

County Breast & Cervical Cancer Control Program (BCCCP), vice chair of diversity and inclusion in the Department of Internal 
Medicine, SGIM LEAHP Scholar 2018-2019, Harvard T.H. Chan School of Public Health MPH Candidate 2020, Epidemiology. 

In 2015, Detroit suffered a record number of deaths 
of children who accidentally killed themselves after 
accessing guns in their own homes. That same year, 

the Journal for Urban Health conducted a survey esti-
mating that at least 7% of U.S. children (4.6 million) live 
in a home with at least one firearm that is stored loaded 
and unlocked. (This number was more than twice that re-
ported in 2002.) The most recent National Vital Statistics 
Report shows something never before seen in the United 
States—life expectancy decreasing for the second con-
secutive year with increasing mortality from uninten-
tional injuries, homicides, and suicides.1 In 2016, 38,658 
Americans suffered firearms related deaths, raising this 
age-adjusted rate by 6.3%. Some would say this is only a 
problem in major large cities, but according to the CDC, 
the age-adjusted firearm death rates in 2017 were highest 
in more rural places, such as Alaska (24%), Montana 
(22.5%), and Alabama (21.5%). 

Being not only a primary care physician in Michigan 
but also a human in America, I have personally been af-
fected by firearms. Growing up in the lower-middle class 
Detroit suburb of Inkster, Michigan, I had friends caught 
in cross-hairs of drive-by shootings; I’ve had to drop to 
the floor in my living room to avoid windows so that my 
family and I would not be innocent victims of gun vio-
lence. As a student at Michigan State University, a friend 
from Northern Michigan accidentally killed himself from 
playing with his father’s rifle at home. Not to least men-
tion being a medical student at Wayne State University 
in Detroit on a Trauma Surgery rotation at Sinai Grace 
Hospital, the hospital that cares for the highest num-
ber of penetrating trauma in the city. This is why the 
#ThisIsMyLane social media campaign from physicians 
in response to the NRA’s #StayInYourLane messages hit 
home for me.

In response to my #ThisIsMyLane post on Facebook, 
internationally recognized Wayne County Prosecutor, 

Kym Worthy, and star of the HBO documentary I Am 
Evidence, asked me what we could do about firearm-re-
lated deaths and why this was not a mandatory part of 
a medical history? As a LEAHP (Leadership in Health 
Policy Program) Scholar, my response was...we write a 
resolution! As a county delegate to the Michigan State 
Medical Society, we embarked on writing two resolu-
tions: the first, to mandate physician training in safe 
firearm storage and patient counseling; the second, the 
addition of firearm safe storage questions to preventative 
health visits for all ages in the state of Michigan, and 
ultimately all states in this country. Based on current 
American Medical Association (AMA) policy statements, 
we needed to start at the state level. If it gets through the 
state AMA House of Delegates, we will have a chance to 
take it to the national AMA House of Delegates.

How can these actions help curb unintended fire-
arm-related deaths in America? First, we must confirm 
we are not stepping on, or taking away anyone’s rights! 
According to the American Bar Association, Second 
Amendment rights are not affected by asking and coun-
seling about firearms.2 Literature shows that counseling 
by physicians, performed in a non-biased and non-judg-
mental way, has a positive effect on patients’ firearm 
storage habits; reports show that up to 64% change gun 
storage practices and up to 12% percent of patients who 
received counseling removing firearms from their homes.

How does a full-time physician, wife, mother of two, 
and part-time Harvard MPH student get this all done? 
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1. telling our aging patients to re-
move the bullets from their guns;

2. reminding them to store bullets 
and guns separately; and

3. stressing the importance to 
lock weapons out of reach of 
children/grandchildren.

All of these measures matter for 
their own safety as well of that of 
their loved ones. Active advocacy 
from all professional and community 
groups will hold those who represent 
us in Washington accountable!
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is not a matter of guns; rather, it is 
a matter of ensuring patient safety 
and enhancing provider knowledge.” 
The students kept this in mind while 
writing the resolution. They pre-
sented the resolution to the county 
AMA chapter, the Wayne County 
Medical Society, on February 13, 
2019, and received a strong support 
for the premise of both resolutions, 
but some resistance to one. The 
resistance was not to mandating 
questions about having guns in the 
home but to requiring more physi-
cian “training.” Though all physi-
cians in the room, except for one, 
raised their hands stating that they 
felt they could benefit from addition-
al training in safe gun storage and 
methods of counseling patients, their 
frustration with required Continuous 
Medical Education credits and 
Maintenance of Certification caused 
them to propose a friendly amend-
ment. In order to gain traction on 
this important issue, the medical 
students accepted the amendment 
to provide and develop materials for 
physicians to counsel patients on safe 
gun storage.

It is absolutely time for physi-
cians to #StayInOurLane by working 
together with law enforcement agen-
cies and politicians to advocate for 
our patients and ourselves. It is sick-
ening to witness preschoolers’ terror 
during “Active Shooter Drills” or to 
resuscitate toddlers who are vic-
tims of drive-by shootings on local 
freeways. We will continue doing our 
jobs caring and advocating for our 
patients. Without a trace of doubt, 
our job includes the following: 

As assistant professor at Wayne 
State University (WSU) School of 
Medicine, I was able to engage 
student participants in our student 
chapter of the American Medical 
Association. The Medicine & 
Political Action in the Community 
(Co-Curricular program) was eager 
to assist in the research, writing, 
and presentation of the two resolu-
tions, led by innovative WSU faculty 
Jennifer Mendez, Ph.D. I shared the 
premise of the resolutions and the so-
cial media conversation between my-
self and Wayne County Prosecutor, 
Kym Worthy, along with two key 
articles, “Gun Violence Is a Health 
Crisis: Physicians’ Responsibilities”3 
and “Yes, You Can: Physicians, 
Patients, and Firearms”4. We used 
these articles as our foundation for a 
literature review, searched the AMA 
Policy Finder for similar resolutions 
and policies making sure of the 
uniqueness of our endeavor. The 
existing policies they found were too 
broad, generalized, and focused on 
developing further plans on local or 
state levels. These passionate stu-
dents attended a resolution writing 
workshop on a Saturday morning 
in December, and attended county 
AMA medical society meetings to 
witness the process of reviewing and 
approving resolutions to prepare for 
state AMA house of delegate meet-
ing in late spring. Subsequently, we 
discussed the importance of being 
non-partisan and non-judgmental 
in the language of the resolution. 
In the words of the WSU School 
of Medicine students in the local 
AMA student chapter, “the focus 
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HEALTH POLICY: PART I (continued from page 5)

issues. There are great benefits that 
come from us speaking with one 
voice, but we must recognize the lim-
its of our resources and the risk that 
comes from diffusing our efforts. 
The number of health policy topics 
we can effective address as a society 
is limited and we must be intention-
al about choosing which topics we 

prioritize. A key part of our strategy 
has been and should remain, prepar-
ing and supporting our members as 
leaders and advocates as individual, 
dispersed advocacy by our members 
can lead to enormous collective 
impact. Finally, we must also remain 
aware of our 501c3 status and of the 
limits of our resources. We hope this 

model provides a useful framework 
to clarify the range and types of 
SGIM’s health policy activities.

Stay tuned for an upcoming 
article describing the process of 
white paper proposals, approvals and 
official SGIM position statements!

SGIM
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Culinary medicine is an emerging field that “blends 
the art of food and cooking with the science of 
medicine.”1 Medical schools are introducing culi-

nary medicine electives into their undergraduate medical 
curricula in response to growing interest from medical 
students and physicians who report lack of confidence and 
knowledge to effectively guide their patients on making 
healthy diet choices.2 An integrated clinical nutrition and 
culinary medicine elective can provide medical students 
with the basics of clinically relevant nutrition science, 
practical hands-on culinary skills, and patient education 
skills so that they are able to (i) improve self-care, (ii) vali-
date the importance of diet and address common nutrition 
concerns in patient encounters, and (iii) appropriately 
coordinate care with nutritionists. We describe our efforts 
to develop and implement a culinary medicine elective at 
the University of Pittsburgh with an aim towards increas-
ing awareness of culinary medicine and providing guiding 
points for others who may be interested in creating a 
similar program at their academic institutions. 

To gain familiarity with culinary medicine, we (ZF, 
BLR) attended the annual Goldring Center for Culinary 
Medicine at Tulane University’s 2018 Health Meets Food 
conference.3 Attended by approximately 250 individuals 
from across the United States, the conference includ-
ed several keynote presentations and sessions on food 
insecurity, microbiome, mindful eating, and barriers to 
healthy eating. Additional modules covered the basics of 
culinary medicine, kitchen safety/knife handling skills, 
effectiveness of Mediterranean and DASH diets, and pa-
tient communication methods. We participated in hands-
on cooking classes off-site offered at both the Goldring 
Center and at a local culinary school, where we prepared 
meals under the direction of trained program chefs with 
a clinical focus on (i) neurocognition (dementia, ADHD) 
and (ii) food allergy/ intolerance. At the end of each cook-
ing session, we enjoyed the foods we prepared together 
while listening to case studies and sharing experiences 
with other participants. Using the background we gained 
from the culinary medicine conference, we returned to 
Pittsburgh and consulted with our school’s Dean for 
Student Affairs (JH) and a local content expert (RG). 

Local Environment (Medical School)
Wellness surveys previously distributed to Pitt medical 
students (ZF) indicated they had a strong interest in 
cooking-related nutrition events. Since our medical insti-
tution has an established system of offering mini-electives 
for exploration and growth in areas not typically avail-
able to medical students in the pre-clinical years, we opt-
ed to create a two-part didactic and hands-on elective for 
first year medical students interested in gaining culinary 
medicine skills that they can apply to achieve personal 
nutrition goals as well as improve future discussions with 
patients regarding nutrition and dietary changes. 

Teaching Kitchen
While some culinary medicine programs have their own 
institutional teaching kitchens, others collaborate with 
professional culinary schools or use home kitchens of 
participating faculty.2 We decided to include a hands-
on component and were able to partner with the Phipps 
Conservatory and Botanical Gardens, a community or-
ganization located within one mile of our medical school 
that recently installed a state-of-the-art teaching kitchen 
able to accommodate up to 18 students per class.4 Phipps 
leadership was excited to partner with our medical school 
and offered us use of their kitchen at no cost for our pilot 
elective. 

Teaching Faculty/Staff
Culinary medicine programs are often run by health 
professionals and physicians with a strong interest or 
background in the culinary arts; other culinary and con-
tent providers include chefs from the Culinary Institute 
of America, dieticians, behavior change experts, medical 
specialists (endocrinologist, gastroenterologist), and pub-
lic health faculty.2 In our case, the Phipps has a regis-
tered dietician on staff and connections with chefs who 
participate in community cooking classes. They kindly 
volunteered their registered dietician and community 
educators’ time to assist with our pilot program together 
with a pediatrician who volunteered his time to guide 
students in our hands-on kitchen sessions. 

MEDICAL EDUCATION
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Curriculum: Didactic and Hands-
On Components
Educational content for culinary 
medicine programs is typically 
organized by (i) specific diets (ex: 
Mediterranean), (ii) health conditions 
(diabetes, cancer) or (iii) culinary be-
haviors (cooking legumes/vegetables, 
preparing breakfasts, using whole 
grains).2 Our elective encompassed 
these topics through six didactic 
sessions focused on the scientific 
underpinnings of nutrition and three 
hands-on sessions focused on prepar-
ing meals following these guidelines 
(each session was two hours). 

The content for the didactic ses-
sions (organized and taught by RG, 
EK) included discussion of scientific 
articles, related basic science princi-
ples, clinical nutrition applications, 
and self-selected dietary changes 
(Table 1). Co-presenters of the didac-
tic sessions included a registered di-
etician, an integrative health coach, 
a functional medicine physician, and 
three naturopathic physicians. Each 
class included a healthy plant-based 
snack illustrating the principles of 
the specific class. Additionally, the 
course was concurrent with the MS1 
required Behavioral Medicine course 
in which the Stages of Change model 
is prominently featured. 

All hands-on sessions focused on 
preparing meals (food provided by 

the Phipps) in accordance with evi-
dence-based Mediterranean, Dietary 
Approaches to Stop Hypertension 
(DASH), and plant-based diets (Table 
2). These sessions incorporated 
discussion on how dietary changes 
are related to primary and secondary 
disease prevention with specific focus 
on adapting dishes to have lower 
salt, animal fat, and/or sugar content 
while incorporating more herbs and 
spices to enhance the flavor of food. 
An important component of these 
sessions was learning elements of 
motivational interviewing and tips 
for brief nutritional counseling in 
addition to discussing the scientific 
evidence for health benefits of meals 
prepared and practicing hands-on 
culinary skills. 

Evaluation
Outcome measures commonly as-
sessed include (i) providers’ perceived 
personal habits (culinary skills, con-
fidence, healthy food consumption), 
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(ii) perceived attitude and knowledge 
regarding nutrition and cooking, and 
(iii) confidence and extent of nutri-
tional and culinary counseling.2 In 
addition to documenting attendance, 
we sent post-elective evaluations 
electronically after the third hands-
on session with a modified version of 
a validated psychosocial assessment 
for evaluating the impact of culinary 
nutrition education on cooking and 
healthful eating.5 We also invited 
open-ended feedback from students 
for improvement in future iterations 
of this elective. 

Summary
Culinary medicine is a great oppor-
tunity for interprofessional program-
ming across all healthcare profes-
sions where students and providers 
can personally benefit from improved 
culinary knowledge and skills. 
Additionally, the variety of profes-
sionals involved in development and 

Table 2. Hands-On Teaching Kitchen
Session 1 Culinary Skills, Mediterranean Diet, Motivational Interviewing
 Sanitation/ food safety, knife skills, using basic kitchen equipment.
 Recipes: Salmon, Tabbouleh Salad
Session 2 Food Safety, Spices, Dressings, Plant-Based Diet, Pantry Foods
 Recipes: Moroccan Chickpea Stew, Moroccan Quinoa Salad

Session 3 Culinary Skills (Roasting), Motivational Interviewing in a  
 Clinical Setting
 Recipes: Pan Roasted Vegetables and Chicken

First-year PittMed students making 
Moroccan chickpea stew (Phipps 
Botany Hall Kitchen)

continued on page 15

Table 1. Didactic Classroom Education 
Session 1 Obesity, CAD, T2DM, Metabolic Syndrome
 The impact of diet and essential fatty acids on inflammation,  
 metabolism of omega 3s/arachidonic acid, atherosclerosis,  
 diabetes processes

Session 2 Mental Health
 Research on the role of micronutrients and their relation to  
 depression, AD/HD, and bipolar disorder

Session 3 Cancer
 Diet, environmental toxins, and hormonal factors on the  
 development of cancer, antioxidants, free radicals 

Session 4 Fatigue, Krebs Cycle
 Energy metabolism, mitochondrial function, and micronutrients

Session 5 Autoimmune Disease
 The role of diet on immune function and ketones, fat digestion,  
 ketogenesis 

Session 6 Clinical Nutrition
 How do we approach conversations with patients about their diet?  
 Individual reflections on diet modification
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LISTEN AND LEARN: A GUIDE  
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During a long, grinding commute, you quickly 
(and safely) pick a podcast to listen to as you 
gear up for a busy day. Why not learn about the 

latest and relatable medical topics to share during rounds 
or during the next faculty meeting? Besides, you just re-
membered you needed to earn some extra CME credits. 

Podcasts, downloadable digital audio and video files, 
have become increasingly popular. Over the last decade, 
more than 18.5 million episodes were produced and made 
available for download on Apple Podcasts, although 
numerous platforms offer podcasts, such as Google 
Podcasts, SoundCloud, and others. If you own a smart-
phone, you have podcasts at your fingertips. Podcasts on 
medical subjects are also growing in popularity, including 
medical news, editorial supplements to review peer-re-
viewed literature, case report discussions including clinical 
diagnostic and management principles, and discussions 
about humanities and medicine. Many, but not all, are 
recorded by practicing physicians and clinician research-
ers, creating an audio archive of medical knowledge to 
learn from at your own pace. Dr. Adam Rodman, host of 
the podcast Bedside Rounds, views it as something that is 
“as important as anything I’ve ever taught in a classroom. 
It’s a chance to teach about important subjects that I never 
got in medical school and residency to a global audience 
of learners.” He explains how through podcasting he has 
been able to connect with people worldwide. “Medical 
podcasting is exciting new territory.”

For the busy student, trainee, or clinician, podcasts 
can be a convenient way to stay up-to-date with the 
flood of new medical knowledge and associated critiques, 
from clinical practice guidelines to the latest clinical trial 
results. They are especially helpful for those who prefer 
an auditory learning style or simply find it convenient to 
listen to a podcast during a workout, commute, or other 
activity. Podcasts can also serve as supplementary educa-
tional tools for teaching and faculty development, even if 
there are no formal curricular guidelines for this yet.

Here, we offer a set of curated podcasts for internists 
at any career stage to achieve these learning objectives. 
Download your favorite podcast app and get searching! 

Bedside Rounds by Adam Rodman, MD, MPH, an 

academic hospitalist at Beth Israel Deaconess Medical 
Center in Boston, explores the history of medicine. He 
describes Bedside Rounds as “a monthly story ranging 
from Joseph Goldberger’s filth parties to prove pellagra 
wasn’t infectious to the last days of the oldest ice mummy 
ever found.” The goal is to “show how modern medicine 
was made—the philosophical assumptions, the accidents 
of history, scientific controversies, the nature of medical 
epistemology. Because ultimately we are a part of living 
medical history, and if we can better understand our 
past, we can see better where we’re headed.” 

Annals On Call is a podcast that showcases arti-
cles from Annals of Internal Medicine and is hosted 
by Robert Centor, MD, Professor of General Internal 
Medicine at University of Alabama at Birmingham. “As 
host, I invite an expert (sometimes an author) to discuss 
the article and put the findings into clinical context,” says 
Centor. “We try to highlight various types of articles—
original research, guidelines, commentaries, On Being a 
Doctor, In the Clinic and even older articles. We aim for 
20-30 minutes and publish twice each month. We also 
hope that we address a good balance of inpatient and 
outpatient internal medicine.” 

The Curbsiders, a weekly to twice-weekly hour-long 
discussion providing clinical pearls and up-to-date med-
ical knowledge spanning multiple specialties and topics, 
offers more than 150 episodes for download at the time 
of this writing. The series has received excellent ratings 
from nearly one thousand reviewers on Apple Podcasts. 
One of its hosts—Matthew Watto, MD, an internist and 
clinician educator in Philadelphia—explains that the pod-
cast “started as a way for three early career physicians to 
build a better ambulatory morning report curriculum.” 

Many popular journals also offer podcasts highlight-
ing their issues and published articles as well, including 
JAMA, NEJM, Annals of Internal Medicine, BMJ, and 
The Lancet. Subscription to JAMA provides access to 
JN Listen, and members may request CME credit for 
episodes completed. Annals of IM Podcast is available 
without membership, but CME and MOC credits are 
eligible for those who subscribe to Annals of Internal 
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BEST PRACTICES (continued from page 12)

time constraints, and (c) a lack of 
confidence to act as authorities for an 
international audience.” Now more 
than three years old, the podcast is 
“run by a decentralized, volunteer 
team of approximately 20 students, 
residents, and clinician educators,” 
says Watto. “Each week we pursue 
practice-changing knowledge and ex-
pertise in internal medicine through 
long form interviews with thought 
leaders from all over the world.” 
Finally, Watto speaks of the net-
work he and his cohosts have gained 
of “like-minded friends on social 
media (who also enjoy terrible puns) 
and educational partnerships with 
various medical societies. Personally, 
I can’t believe what this team has 
accomplished and I’m excited every 
day to see what happens next.” 

Learners across the spectrum, 
from student to practicing physi-
cian, can benefit from podcasting in 
internal medicine. It shows promise 
in education, physician networking, 
and dissemination of new research. 
We hope our review has familiarized 
you with listening options for an 
escape from the daily routine.     SGIM

topics like leadership, management, 
innovation and technology, which 
are non-clinical but still relevant to 
the daily work of some physicians. 
For example, podcasts on innovation 
or women in professional roles are 
offered by HBR Ideacast, produced 
by Harvard Business Review.

Many podcasts also have as-
sociated websites and show notes 
for review. Several offer CME or 
MOC credit for listening as dis-
cussed above including Annals on 
Call, Bedside Rounds, and The 
Curbsiders. In addition to finding 
these podcasts on listening plat-
forms, many hosts are active in other 
social media platforms. For example, 
The Curbsiders has an Instagram 
account to promote the podcast and 
recap episodes. Facebook, Twitter, 
and LinkedIn are also ways the hosts 
may connect with their audiences.

For those who see a gap in 
podcast content, the possibilities to 
create and build are endless. Watto 
and his internist co-creators for 
The Curbsiders saw an opportunity 
to conduct “expert interviews aka 
‘curbsides’ due to (a) laziness, (b) 

Medicine. The BMJ Podcast, NEJM 
This Week, and The Lancet podcasts 
are all available without membership 
or subscription to their respective 
journals.

Additionally, there are broader 
topics for physicians of all special-
ties. The White Coat Investor by Jim 
Dahle, MD, is an extremely popular 
financial resource for physicians. It 
includes a vast review of financial 
and investment information. In 
addition to work-life balance and 
hidden curriculum discussions in The 
Curbsiders, one podcast is dedicated 
specifically to humanistic discussions. 
This is The Nocturnists and is hosted 
by Emily Silverberg, MD, an academ-
ic hospitalist in San Francisco, and 
is focused on humanities in which 
doctors share their stories of joy, 
sorrow and self-discovery. Explore 
the Space, by Mark Shapiro, MD, a 
hospitalist in Santa Rosa, CA, aims 
to explore and examine “the inter-
face between healthcare and society” 
through interviews with medical and 
non-medical thought leaders. NEJM 
Catalyst offers medical leadership 
podcasts. Some podcasts may cover 

Podcast Frequency Episode CME or MOC credit? 
  duration  
  (minutes)
Annals of Internal Medicine  Bi-monthly 15  Both, for journal members

Annals on Call  Bi-monthly  30  Both, for members of the American College of  
   Physicians (ACP)

Bedside Rounds  Monthly 45  Both, certain episodes for ACP members

BMJ Podcast Bi-weekly 20-45 None

Clinical Problem Solvers Variable 15-30 None

Core IM  Bi-monthly  25  None

Curbsiders Weekly-twice weekly 60 Both, certain episodes for ACP members 

Explore the Space Weekly 45 None

HBR Ideacast Weekly 25 None

Hospital and Internal Medicine  Variable  15  None

JN Listen  Variable  20  CME only for journal members

The Lancet Weekly 10-20 None

NEJM Catalyst Variable 10-20 None

NEJM This Week  Weekly  30  None

Nocturnists Variable 30 None

Plenary Session Weekly 60-90 None

The White Coat Investor Weekly 30-60 None
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PRESIDENT’S COLUMN (continued from page 3)

ed him to primary care, and since 
he was uninsured no home health or 
other services were available. He just 
went back to living on the margins 
of society, by himself. For me, it 
seems clear that though the proxi-
mate cause of Mr. Fisher’s death was 
iatrogenic, he may have died because 
he was lonely, an independent risk 
factor for premature death.1

Like most aspiring internists, 
I went into my internal medicine 
training excited to become an expert 
in diagnosing and treating disease. 
Over time, with the help of scores of 
patients and their families, I came 
to relish treating the person with the 
disease. The more I understood their 
dreams, perspectives, and challenges, 
the more I learned to appreciate and 
value them as people and worked to 
accommodate my care plan to meet 
their expectations and context. I also 
became more certain that we have an 
obligation to contextualize our care 
because it matters not only for the 
art of medicine, but also for practic-
ing quality, safe care.2

Understanding the context of 
someone’s health (i.e., social de-
terminants of health), including an 
important context like loneliness, 
can happen through careful listen-
ing and asking questions during the 
course of the clinical relationship.3 
Increasingly, however, the nation is 
moving to develop systematic assess-
ments of the social determinant risk 
status of individuals. In all cases, the 
goal is to enable identification within 
the clinical environment of social 
factors that relate to health risk. 
Most healthcare systems engaged 
in this work consider it an essential 
first step toward fulfilling unmet 
social needs and improving health by 
linking people with social care and 
public health system resources. 

Though there are many prom-
ising practices for identifying social 
risk, there is not yet a best practice 
or standard. Active areas of explo-
ration include developing screening 
or survey tools for use in the clinical 
environment, leveraging secondary 
data sources and scraping clinical 

notes through natural language pro-
cessing. While significant progress 
has been made to better assess social 
and environmental risk factors as a 
means of predicting and improving 
health outcomes, there remain many 
challenges with both primary and 
secondary screening mechanisms 
and the utility and reliability of 
the data they produce. There also 
remains important work to identify 
the best approach to systematically 
and proactively assessing social risk 
to develop a solid evidence base to 
guide future screening efforts.

Some professional societies are 
advocating for this to occur in the 
clinical setting by physicians and 
offer tool kits to support imple-
mentation of screening.4 A suite of 
screening tools have been deployed 
in the field and have varying levels of 
evidence to indicate their psychomet-
ric robustness.5 Innovations in the 
field have also led organizations to 
leverage big data across a wide range 
of sources and sectors to paint a 
detailed picture of social needs at the 
individual and the population level. 
These “secondary” social risk assess-
ment approaches may help to allevi-
ate the burden of primary screening. 
These approaches can also inform 
population-level interventions when 
the methodologic approach uses 
community level data like income, 
housing ownership and healthy food 
availability. Finally, there is a third 
pathway emerging to help identify 
social needs and support contextual-
ization of care that leverages natural 
language processing to pull informa-
tion from narrative notes and create 
risk profiles to target interventions to 
those most in need.

As social determinates of health 
screening proliferates, the healthcare 
system and others engaged in this 
work will need to consider and ad-
dress challenges, such as: 1) screen-
ing goals; 2) scalability of assessment 
methods; 3) psychometric properties 
and the scientific basis of screening 
tools and approaches; 4) availability 
of social care system resources; and 
5) opportunity to reduce respondent 

burden, including avoiding multiple 
entities asking the same person to 
“prove loneliness” several times. 
Strategies to understand and solve 
these challenges are well underway 
and achievable. 

Being able to screen for social 
determinants of health like loneli-
ness in an evidence-based, effective 
and efficient manor doesn’t mean 
that the healthcare system should. 
Though the healthcare system has 
a role to play in understanding and 
addressing the social determinants 
of health, expecting it to completely 
“own” the social determinants of 
health may lead to “medicalization” 
of the social determinants of health 
and is unlikely to lead to the long 
term, upstream change needed to 
prevent people from having individ-
ual impacts of the social determi-
nants of health or to create a healthy 
community context.6

As excited as I am about our 
national interest in a more system-
atic approach to understand how 
the social determinants of health 
is impacting our patients, I also 
believe we should take a cautious, 
evidence-based and intentional 
approach to ensure that using sys-
tematic screenings will improve the 
health and well-being of our patients 
in addition to improving health 
care outcomes. Social determinants, 
like the loneliness that Mr. Fisher 
faced, not only bring people to the 
health care system, but they can also 
exacerbate their health problems, 
and lead to their premature death. By 
being more deliberate in our iden-
tification of the social needs of our 
patients, we can help our patients get 
the right supports and avoid disas-
trous outcomes. 
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delivery of curricula (physicians, 
community health educators, chefs, 
dieticians) ensures exposure to a va-
riety of perspectives and approaches 
regarding an important area of clini-
cal focus. Given the ongoing diabetes 
and obesity epidemic and the benefits 
of nutritional counseling for many 
patients, elective culinary medicine 
training for interested students and 
residents provides an invaluable op-
portunity for clinicians-in-training to 
work closely with patients within the 
community as a continuum of this 
elective in the future. 

Lessons Learned
For those interested in implementing 
a culinary medicine elective at their 
medical school, consider the follow-
ing points: 

• Benchmark from established 
programs. Attending the 
Culinary Medicine Conference 
at Tulane and seeing models 
of other programs across the 
country (ex: Teaching Kitchen 
Collaborative) provided us a bet-
ter understanding of the basics of 
culinary medicine, the necessary 
steps to develop and implement 
a culinary medicine program, as 
well as different potential models 
for medical students. We were 
then able to adapt and custom-
ize these elements to the unique 
resources within our institution. 

• Bridge silos. We found culinary 
medicine to be an area of great 

interest and enthusiasm among 
students, faculty, and communi-
ty partners across the board, but 
stakeholders had previously been 
in separate “silos.” Bringing 
stakeholders from different silos 
to the same table for discussion 
greatly raised inter-organization-
al awareness of resources and 
interests, allowing us to move 
forward in building an inter-
disciplinary culinary medicine 
elective in partnership with a 
community organization. 

• Start small. When starting a 
culinary medicine elective, a 
lot of moving parts need to be 
worked out including identifi-
cation of a faculty champion, 
nutrition curricula, logistics with 
a teaching kitchen, trained staff 
and faculty time, cost of food for 
sessions, etc. Starting small with 
a few hands-on sessions allows 
for trialing various food options, 
chefs and educators, and itera-
tively revising the elective before 
attempting to roll-out to an 
entire class. 

• Consider elective options. 
Adding required material to the 
undergraduate medical curricu-
lum is challenging due to com-
peting interests and limited time. 
By making the culinary medicine 
program elective and working 
with a medical school dean, we 
were able to develop and deploy 
our elective within 6 months 
rather than go through the often 

years-long full curriculum com-
mittee process. 
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