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elaxation of documentation requirements can be nicians across three large healthcare systems revealed that
Rtransformative for the busy clinician, inundated 74% viewed note sharing as a positive and valuable way to

by electronic communications within the patient engage and empower patients in their own medical care.?
portal, prior authorizations, forms completion, and Here, we aim to highlight new methods of documenta-
medication refills—piled on top of the increasing show tion that (1) uncouple “quantity of information” from the
rates that have occurred with increased telehealth usage.  complexity of medical decision-making, resulting in more
But there is yet another, arguably more important, reason  focused, relevant notes and (2) offer commentary in ways
why changes to documentation requirements may prove that meet patients’ perceptions, expectations, and under-
beneficial: they allow us to document at the level of the standing of their medical illness(es) through open notes.
patient, who now has same-day access to our clinical
thinking and medical decision-making via our notes. Framing Documentation around Medical Complexity

The new documentation requirements from the The outpatient evaluation and management codes (E/M)
Centers for Medicare and Medicaid Services for office for new patients (99202-5) and established patients
visits offer internists an extraordinary opportunity to (99212-5) have been redefined. Service code selection can
address the form and content of our notes. With the be made on either the time spent in care or the complexi-
elimination of all stipulations for specific historical ty of medical decision-making (MDM). In addition, time-
elements, Medicare allows us to set a new direction for based codes now include total time spent on patient care
communication and documentation within health care. on the day of service, including same-day pre-visit review,
At the same time, the 21st Century Cures Act and the face-to-face time, visit note preparation and completion,
OpenNotes movement (opennotes.org) present us with a ~ and any other communication related to a patient seen
unique opportunity to organize medical documentation that day. When billing by complexity, now unencumbered
in patient-centered ways, with renewed focus on empow- by the inclusion of history and physical elements, how do
ering patients with access to their own health care. you design the best note to meet medical complexity?
Are patients, caregivers, and physicians interested? Begin with Problem-Oriented Charting. This in-

YES! A large-scale survey of patients using OpenNotes cludes diagnoses, undifferentiated complaints, findings,
across multiple institutions revealed patients think note and test results. It may be best to reframe “problems” as
reading is important for their health.! Another study of cli- continued on page 14
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FROM THE EDITOR

START YOUR
ENGINES!

Tiffany I. Leung, MD, MPH, FACP, FAMIA,
Editor in Chief, SGIM Forum

n U.S. academic medicine, July is a vital time of transi-

tion, marked by caution and excitement, according

to Monica Lypson, SGIM President. She reminds us
that the so-called July Effect does not lead to poorer
patient outcomes or errors. In fact, it is a time of renewal,
restarting a cycle notable for learning, activation, and
empowerment for individuals and academic medical cen-
ters engaged in training new physicians and developing
established faculty physicians.

With the summer transition in mind, SGIM Forum
warmly welcomes two inaugural associate member
Associate Editors! Dr. Shivani Jani is a Patient Safety
and Quality Improvement Fellow at the James A. Haley
Veterans’ Hospital in Tampa, Florida. In this issue, Jani
writes about Reflejos, an arts and humanities online
publication, for which she served as editor. Dr. Eric
Kutner is a third-year Internal Medicine-Primary Care
resident at NYU Langone Health. He previously wrote
for SGIM Forum in February 2021 about the importance
of COVID-19 test counselors.! As Jani and Kutscher join
the team, SGIM Forum reinforces its commitment to rep-
resent and amplify the diverse voices of Society member-
ship, especially those of our trainees.

This mid-summer issue of SGIM Forum offers
an educational potpourri. Eric Bass, SGIM CEOQ, and
Rita Lee, chair of the 2021 Annual Meeting Program
Committee, reflect on a successful virtual annual meet-
ing. Mulligan, et al, summarizes the advantages and
disadvantages of block grants, discussed at a LEAHP
scholars journal club. Schmidt, et al, offer documentation
tips to meet both patient needs and new CMS documen-
tation requirements. Buell, et al, explains assessment of
residents’ interest in performing procedures and impli-
cations for educational curricular planning. Le, et al,
share high-yield insights on POCUS usage in evaluating
patients with COVID-19. Finally, Levine recommends
Closing the Gender Pay Gap in Medicine, a timely book
that features contributions from members of the SGIM
Women and Medicine Commission. Maybe the July
Effect is just us revving our (learning) engines!

References
1. Kutscher E, Kladney M. A call for COVID-19 test
counselors. SGIM Forum. 44(2):10-11. https://con-
nect.sgim.org/sgimforum/viewdocument/a-call-for-
covid-19-test-counselors. Accessed June 15, 2021.
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PRESIDENT'S COLUMN

THE JULY EFFECT AND
SGIM'S LIFECYCLE OF RENEWAL

Monica L. Lypson, MD, MHPE, FACP, President, SGIM

Every July, we approach this time of year with excitement and caution. The excitement comes from welcoming new
faculty, fellows, residents and interns; the caution from the varied abilities of new faculty, residents, fellows, and interns
and our lack of appreciation of their skills sets. They enter our programs, centers, and settings with energy and op-
timism and are thrilled by the opportunity to engage in efforts to achieve “optimal health” for everyone, as stated in

SGIM's vision. But is there a real July effect?

very July, we approach this time of

year with excitement and caution.

Why excitement and caution? The
excitement is because we welcome new
faculty, fellows, residents, and interns;
the caution is due to the varied abilities
of new faculty, residents, fellows, and in-
terns and our lack of appreciation of their
skills sets. They enter our programs, centers, and settings
with energy and optimism and are thrilled by the oppor-
tunity to engage in efforts to achieve “optimal health” for
everyone, as stated in SGIM’s vision.

But is there a real July Effect? The July Effect is the

perception that there are more medical errors in July
due to the introduction and turnover of trainees in the
American healthcare system. A 2021 meta-analysis by
Zogg, et al, might have put this age old question to rest.!

SGIM Forum

They found that despite the vast number of studies on
the topic, the majority (~80%) show no July Effect in
the inpatient clinical setting. Despite data that suggests
no difference in inpatient care during the month of July,
many of us academic internists kzow and feel something
different as June quickly transitions into July.

Some of our own members have highlighted the
issues in patient care that often happens in our resident
clinics with this annual shift, or the every three-year turn
over.? Essien, et al, noted the interplay of the education-
al learning environment and its ability or inability to
achieve optimal health outcomes.?> Our members continue
with their scholarly efforts on debating the orthogonal
questions that might lead to interventions to ensure a
“just system of care in which all people can achieve op-
timal health.” T am left with asking is the July Effect an

continued on page 13
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FROM THE SOCIETY

Q & AWITH SGIM’S CEO
ABOUT LESSONS LEARNED FROM
SGIM’S 2021 ANNUAL MEETING

Eric B. Bass, MD, MPH; Rita Lee, MD

Dr. Bass (basse@sgim.org) is the CEO of SGIM. Dr. Lee (rita.lee@cuanschutz.edu)
was the Chair of the 2021 Annual Meeting Program Committee.

What did the Program Commiittee see as the biggest
challenges in planning a virtual Annual Meeting?
hen the Program Committee was formed in
; N- / May 2020, we were in the early throes of the
COVID-19 pandemic. SGIM had just can-

celled the in-person meeting that was scheduled to be
held in Birmingham, Alabama, and the 2020 Program
Committee was scrambling to convert at least a portion
of the planned content into a virtual meeting. When it be-
came apparent that the pandemic was going to last long
enough to jeopardize the 2021 Annual Meeting sched-
uled for Boston, the SGIM Council asked the Program
Committee to plan for a fully virtual meeting. That
decision created challenging questions for the Program
Committee. What types and how much of the usual
meeting content could be delivered virtually? How could
we offer opportunities for SGIM member engagement
and human connection virtually? How would Program
Committee members and staff juggle meeting prepara-
tions with extra responsibilities and stressors imposed by
the pandemic?

What were the most successful aspects of the 2021
Annual Meeting?

The Program Committee and staff worked together
extremely well to meet the enormous challenges they
faced in uncharted territory. We applied lessons learned
from the SGIM regional meetings. The team ultimate-

ly decided to include all of the usual types of Annual
Meeting content in the 2021 meeting—plenary lectures
by guest speakers and special symposia on timely topics
related to the theme of Transforming Values into Action,
special lectures by distinguished professors, oral abstract
presentations, poster presentations, interactive work-
shops, mentoring panels, interest group meetings, and
updates in clinical medicine, education, and research, as
well as a new Clinical Update Jeopardy game featuring
regional teams.! Perhaps the greatest success was deliv-
ering all of this content in the four-day period that ran
from April 20-23. Despite concerns about people being
Zoomed out, 2,271 people participated in the meet-

ing, a number comparable to registration rates in many
previous years. Moreover, as we checked in on as many
sessions as possible, we found a high level of engagement
in nearly all sessions, from 10:00 AM to 7:15 PM EST.
The most common complaint we heard was that people
were not able to take advantage of all the content that
was of interest to them. That concern is being addressed
by making much of the meeting content available on our
new learning management system, GIM Learn.?

How could the Annual Meeting be conducted more
effectively in a virtual format?

The meeting team took notes throughout the meeting
about problems that arose. Many of the challenges relat-
ed to technical difficulties with accessing sessions on the
Event Pilot platform. Thankfully, SGIM’s superb staff
had organized themselves to be available for all sessions
so that most issues were addressed quickly. Some of

the technical problems will require adjustments in how
sessions are set up if we plan to use the platform again
for future meetings. Although we observed a high level
of engagement in the vast majority of sessions, we noted
that many poster presenters did not receive comments or
questions about their work, and there was some confu-
sion about where to post discussion content. We need

to explore new ways to ensure that all poster presenters
have more dynamic opportunities to discuss their work
with meeting participants.

What are the most important lessons learned from
the Annual Meeting?
What impressed us most was the level of engagement and
the dedication that members have for each other and for
the organization. So many members submitted content,
led interactive sessions, created posters (many with
recorded mini-presentations), and actively participated
in the meeting. We interpret that engagement as evidence
of how much members value the diverse meeting con-
tent and the associated connection with and inspiration
from their peers. The lectures by the guest speakers and
continued on page 13




BOOK REVIEW

BOOK REVIEW: CLOSING
THE GENDER GAP IN MEDICINE

Rachel Levine, MD, MPH

Dr. Levine (rlevine@jhmi.edu) is professor and associate dean for
Faculty Educational Development, Johns Hopkins University School of Medicine.

How do you address a problem that is easily identified and quantified and yet remains stubbornly
slow to improve despite genuine calls to do so? How do you unstuck an effort that is stuck?

for Healthcare Organizations and the Women

Physicians Who Work for Them,! edited by Dr.
Amy Gottlieb, answers these questions by moving beyond
evidential descriptions of gender-based pay inequity in
medicine to presenting a comprehensive road map of
guidelines, policies, and actions to ensure that equal work
results in equal pay. Although there is no quick fix to the
gender pay gap, a path forward is foreseeable with deeper
understanding of the problem, intentionality, commit-
ment, and planning. Such a path is elegantly laid out in
this book.

Gottlieb and co-authors appropriately acknowledge
and lean into the tension at the core of this problem—
that we remain stuck in addressing the problem in a
meaningful and long-lasting
way even though most in
our field agree that equal
pay for equal work is con-
sistent with our professional
and personal values and
makes good sense from an
organizational and business perspective. Difficult prob-
lems require new ways of seeing. Threshold concepts do
just that. They are commonly used in education and are
likened to portals that can transform the way learners
think about or understand an issue and help them to
integrate seemingly dissimilar elements to gain a more
comprehensive view. Threshold concepts are also trou-
blesome, meaning they may appear counterintuitive or
challenge one’s prevailing views.?

Closing the Gender Gap in Medicine begins with a
foundational threshold concept describing the drivers of
the gender pay gap known as second-generation gender
bias. Second-generation gender bias describes the com-
plex interplay of implicit expectations and unconscious
gender stereotypes with organizational culture and struc-
tures in a way that disproportionately and negatively im-
pacts women in the workplace. Second-generation gender
bias sheds light on and refutes existing assumptions that
have been used to explain differences in pay by gender.

Closing the Gender Gap in Medicine: A Roadmap

if not addressed now.

The timing for reading this book could not be more

important. The COVID-19 pandemic highlighted and
exacerbated existing gender disparities and has the
potential to significantly worsen the gender pay gap

When not viewed through the threshold concept of sec-
ond-generation gender bias, one might accept differences
in pay and attribute these to “choices” that women make
about for example specialty, number of hours worked,
or how they may or may not promote their own career
advancement or leadership aspirations.

Chapter 2 covers the many areas where gender
stereotypes and unconscious bias may, through formal
and informal channels, influence the career trajectories of
women and which impact pay including specialty choice,
performance evaluations, clinical productivity measures,
childbearing and domestic responsibilities, role congruity
and fit, and differences in sponsorship. This chapter also
references studies that refute common assumptions about
the career and other “choices” women make which may
impact pay. Gottlieb and
co-authors are correct to
start with this threshold
concept as one cannot plan
for meaningful change and
avoid unintended conse-
quences without under-
standing the pervasiveness and impact of second-genera-
tion gender bias. Readers will appreciate that this lens is
carried through the remaining chapters.

Chapters 3 and 4 address common physician com-
pensation models and the legal context and consider-
ations related to salary equity. The discussion of compen-
sation models demonstrates the structural ways in which
women physicians are disadvantaged with regard to pay
equity. For example, there are more women in part-time
positions and less in procedurally based specialties due to
the myriad reasons listed in Chapter Two. Additionally,
the majority of compensation models in the United States
combine base salary (typically the largest portion of sala-
ry) with an incentive plan; the authors describe how both
salary components are subject to gender bias. Base salary
determination rests on several factors which are influ-
enced by gender bias, including expected renumeration
(gender norms may lead women to expect a lower salary

continued on page 15




MEDICAL EDUCATION: PART I

WHO WANTS TO DO
INTERNAL MEDICINE PROCEDURES?
A CROSS-SECTIONAL SURVEY

Kevin G. Buell, MBBS; Lawrence Tyson Heller, MD; Kathleene Wooldridge, MD, MPH;
Muhammad Hayat, MBBS; Eduard E. Vasilevskis, MD, MPH; David Walsh, MD

All authors are members of the Southern Bedside Procedure Consortium.

Introduction
raining in invasive bedside procedures has long been
I considered a cornerstone of Internal Medicine train-
ing. However, the number of procedures performed
by internal medicine residents across the United States is
declining and few Internists will regularly perform these
procedures after training.! Upon graduation from residen-
cy, a significant proportion of residents feel anxious, lack
proficiency, and seek additional training in their procedur-
al skills.? The challenges and consequences of inadequate
training during residency extend into early career faculty
who are required to supervise residents performing the
same procedures in which they lack procedural expertise.?
However, there is debate regarding the overall ne-
cessity of training all residents to achieve competence in
all invasive bedside procedures. The American Board of
Internal Medicine (ABIM) advocates that residents must
have the opportunity, not a requirement, to develop com-
petence in procedures that will further their development
as fellows or independent practitioners.* Identifying and
describing the characteristics of internal medicine resi-
dents who are highly interested in performing procedures
are important prerequisites in achieving ABIM guide-
lines to provide procedural opportunities for interested
residents. In order to address this first step, we sought to
describe the current self-reported interest level in proce-
dural training and identify factors associated with high
procedural interest among internal medicine residents at
a single large tertiary academic medical center.

Methods

Internal medicine residents were invited to complete an
anonymous online survey in July 2017 prior to the launch
of a Medical Procedure Service (MPS) at Vanderbilt
University Medical Center (VUMC), a large quaternary
academic hospital in Nashville, Tennessee. In the survey,
potential responses for initial interest level included: 1)
Very interested 2) Interested 3) Somewhat interested 4)
Not very interested or 5) Not interested at all. Residents
categorized as having “high” procedural interest were de-

fined as those who marked “very interested” on the survey
questionnaire. All other responses were categorized as a
“lower” group. Statistical analyses were performed using
SAS 9.4. Statistical significance was assessed using an al-
pha level of 0.05. Descriptive statistics were reported to in-
clude frequencies and percentages for categorical variables.
Continuous variables were reported as means with stan-
dard deviations (SD) or medians with interquartile ranges
(IQR), depending upon variable central tendency. To exam-
ine differences between groups (high interest v. lower) for
demographic or procedure-related variables, chi-square

or t-tests were used. The non-parametric Fisher’s Exact

or Wilcoxon Rank Sum tests were used if the assump-
tions to the chi-square or t-tests were violated—VUMC
Institutional Review Board deemed the study exempt.

Results

Of 155 residents, 92 (59.4%) completed the survey—the
average age was 28.6 years, with nearly 40% first-year
residents and 60% male residents, and sixty-six (72.5%)
residents had high interest in performing procedures (see
table). Residents with high interest performed more pro-
cedures under supervision than lower residents (p=0.03).
Those interested in cardiology and pulmonology as intend-
ed subspecialties tended to have high interest in proce-
dures. Age, gender, postgraduate year, and total number
of procedures performed without supervision or observed
procedures were not predictive of procedural interest.

Discussion

We sought to identify and describe the characteristics of
internal medicine residents with high interest in medi-
cal procedures. Our survey suggests that most residents
have high interest in procedural training. Performing
more procedures under supervision was associated with
a greater interest in procedures. Residents with high
interest in procedures had career ambitions to work in
subspecialties with a procedural focus. They also report-
ed performing more procedures under supervision than

lower residents. continued on page 7
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MEDICAL EDUCATION: PART Il (continued from page 6)

Descriptive Statistics Overall, by Interest Level, and Results of Tests for Differences between Interest Levels

Interest Level
Variable Level Overall High Low p-value
N=66 (72.5%) | N=25 (27.5%)
Age - mean (SD) 28.6 (1.9) 28.4 (1.6) 29.4 (2.4) 0.0627
1 36 (39.1) 29 (43.9) 7 (28.0)
2 20 (21.7) 1(16.7) 9 (36.0)
PGY - n (%) 01397t
3 34 (37.0) 25 (37.9) 9(32.0)
4 2(2.2) 1(1.5) 1(4.0)
Female 36 (39.1) 22 (33.3) 13 (52.0)
Gender - n (%) 0.1023
Male 56 (60.9) 44 (66.7) 12 (48.0)
Unknown 2(2.2) 2(3.0) 0(0.0)
Cardiology 26 (29.3) 21(31.8) 5(20.0)
Gastrointestinal 10 (10.9) 8 (12.1) 2(8.0)
General Internal Medicine 5(5.4) 1(1.5) 4 (16.0)
Subspecialty Interest - n (%) Hematology/Oncology 7 (7.6) 2 (3.0) 4 (16.0) 0.0012t
Hospital Medicine 7 (7.6) 6 (9.1) 1(4.0)
Infectious Disease 3(3.3) 1(1.5) 2(8.0)
Pulmonology 18 (19.6) 17 (25.8) 1(4.0)
Rheumatology 2(2.2) 0(0.0) 2(8.0)
Other/Undecided 12 (13.0) 8 (12.1) 4 (16.0)
Procedures Observeq 8.0 (8.6) 8.8(9.2) 6.1(6.7) 01535t
- mean (SD) and Median (IQR) 5.0 (2.0-10.0) | 7.4 (2.0-10.0) | 5.0 (2.0-5.0)
- mean (SD) and Median (IQR)
:/ri(t)ﬁSStuéiTaZ?\:{;gEed 8.6 (12.2) 9.5 (13.3) 6.4 (8.9) 0.9751+
~ mean (SD) and Median (IQR) 4.0 (0.0-12.0) | 5.0(0.5-13.5) | 3.0 (0.0-10.0)

t Fisher’s Exact or Wilcoxon Rank Sum Test

The overall strength of the study
includes the level of detail provid-
ed regarding the characteristics of
internal medicine residents who
have high interest in performing
procedures. To our knowledge, such
findings have not previously been
reported. However, our study has
several limitations. The study was
carried out at a single site, limiting
generalizability; VUMC has a histor-
ically large proportion of residents
pursuing procedural subspecialties.
Also, the questionnaire was optional
for residents, potentially introducing
selection bias for residents interested
in performing procedures.

Further studies should examine

resident perspectives across mul-
tiple institutions. Secondly, future
investigation should look to identify
additional drivers of procedural
interest such as prior exposure both
positive and negative as a learner
during a procedure, number of pro-
cedures observed prior to attempt-
ing a procedure, and qualitative
analysis of educational exposure
prior to performing procedures.
Finally, studies that pilot prospec-
tive interventions like dedicated
medical procedure targeted to
increase procedural interest among
residents are warranted. Despite the
lack of graduation requirements for
procedural competence, residents

continue to have an interest in bed-
side procedures. It is important that
academic medical centers continue
to have robust training experiences
in procedures given residents’ high
interest.

Acknowledgements: The au-
thors would like to thank Dr. John
McPherson, Vanderbilt University
Medical Center, for permission and
assistance in surveying the Internal
Medicine Residents, and Dr. Jennifer
Waller for her statistical support. This
work was supported by Vanderbilt
University School of Medicine Faculty
Fellowship to Advance Medical
Education Grant, 2016-2018.
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BEST PRACTICES

LUNG ULTRASOUND IN COVID-19

Minh-Phuong T. Le, MD; Robert Nathanson, MD; Jason Phillip Williams, MD; Ria Dancel, MD; Nilam J. Soni, MS

Dr. Le (Lemt@uthscsa.edu) is an assistant clinical professor in the department of medicine at the Long School of Medicine at
the University of Texas Health San Antonio. Dr. Nathanson (nathansonr3@uthscsa.edu) is an associate clinical professor in the
department of medicine at the Long School of Medicine at the University of Texas Health San Antonio. Dr. Williams (Jason.Phillip.
Williams@emory.edu) is an assistant professor in the department of medicine at the Emory School of Medicine. Dr. Dancel (Ria.
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combination of clinical presentation with positive
Areverse transcriptase polymerase chain reaction

(PCR) testing is the current standard to diagnose
Coronavirus Disease 2019 (COVID-19).":2 Challenges
to this approach include lack of specificity of signs and
symptoms, and limitations of PCR testing including test
availability, delays in obtaining test results, and false
negative test results early in the clinical course."?

Chest computed tomography (CT) scans have high
sensitivity (98%) for detecting pulmonary infiltrates com-
pared to PCR testing (78 %) in COVID-19.' However, CT
scans are costly, require extensive disinfection, lack por-
tability, and expose patients to radiation. The American
College of Radiology explicitly recommends against
routine use of CT scans in COVID-19 patients. Lung
ultrasound (LUS) has shown strong correlation with chest
CT scans for diagnosing and monitoring COVID-19 lung
disease.! Its portability, ease of disinfection, and immediate
availability of results are major advantages in COVID-109.

This article describes common LUS findings, diag-
nostic accuracy of LUS compared to CT scans, different
LUS protocols and scoring systems, and potential use for
prognostication in COVID-19.

Diagnostic Accuracy

LUS has comparable diagnostic accuracy as chest CT
scans for severe COVID-19 lung disease.? In an observa-
tional study of suspected COVID-19 patients, LUS had a
sensitivity of 92%, specificity of 71%, positive likelihood
ratio of 3.1, and negative likelihood ratio of 0.1 compared
to chest CT scans, and no significant difference was seen
in sensitivity and specificity of LUS versus chest CT scan.
Another study demonstrated similar sensitivity (89%) for
LUS in patients suspected of COVID-19 presenting to an
emergency department.’

LUS Findings in COVID-19

The posterior and lower lung zones are most often
affected in COVID-19.2 New or worsening infiltrates in

the anterior zones may herald clinical deterioration.® LUS
findings in COVID-19 typically extend to the periphery,
making them easily visualizable with ultrasound. LUS
patterns have been progressively described as follows (see
images):b?

* mild to moderate (early): Irregular and thickened
pleural line; discrete B-lines alternating with normal
lung with A-lines (“skipped lesions”); small consoli-
dations (~1 cm).

e severe (progressive): Confluent or fused B-lines; large
consolidations.

e critical (advanced): Extensive confluent B-lines and
consolidations in upper and anterior lung zones;
bilateral interstitial pattern with consolidations = air
bronchograms in the posterobasal lung zones.

Pleural effusions and lymphadenopathy are only seen
in 7-9% of COVID-19 patients.! A smooth pleural line
with discrete B-lines in the upper lung lobes is suggestive
of cardiogenic pulmonary edema, while an isolated lower
lobe consolidation with dynamic air bronchograms is
more likely bacterial pneumonia.>*

Protocols
Multiple LUS protocols have been described for evaluat-
ing COVID-19 patients. A low-frequency phased-array™®
or curvilinear transducer’ is used to evaluate the lung pa-
renchyma while a high-frequency linear-array transducer
allows detailed assessment of the pleural line. A lung or
abdominal exam preset with tissue harmonic imaging
turned off is typically used, and the screen depth is set to
12-15cm.3
Data comparing various COVID-19 LUS scanning
protocols are limited. Heldeweg, et al, found a 6- and
12-zone protocol may be equivalent when correlating
findings to a CT scoring index to predict a composite
outcome of death and prolonged ICU stay. Similar to the
continued on page 9
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Lung Ultrasound Findings in COVID-19. (A) Normal lung ultrasound is characterized by
pleural sliding and A-lines, (B) Discrete B-lines are hyperechoic, laserlike artifacts seen in
early COVID-19 disease, (C) Confluent B-lines are seen when individual B-lines coalesce,
and (D) Subpleural consolidations, small hypoechoic areas just below the pleura, are
seen in progressive COVID-19 disease. (Nilam J. Soni, MD)

popular BLUE protocol (Bedside
Lung Ultrasound in Emergency), a
6-zone protocol allows faster imag-
ing and reduces clinician exposure
time.?

Scoring System and
Prognostication

Soldati, et al, proposed a standard-
ized COVID-19 LUS scoring system
that can be used for triage, severity
classification, and prognostication.
1.2,5.¢ Each lung zone is scored 0

to 3 and the total score of all lung
zones reflects the following degree of
reduced lung aeration:?

e (0 =Normal aeration pattern
with continuous pleural line and
A-lines.

e 1 =2>3 Discrete B-lines suggest-
ing some loss of aeration. Pleural
line may appear thickened and
irregular.

e 2 = Confluent B-lines with or
without small subpleural consoli-
dations, suggesting severe loss of
aeration.

3 = Large consolidation, signifying
complete loss of aeration.

This scoring system was applied
to hospitalized COVID-19 patients
and the predictive ability of an
abnormal LUS exam was superior
to CXR. Patients with a high (19-
36 points) versus low (0-18 points)
LUS score had a 2.6-fold increased
mortality and a 4.2-fold increased
composite outcome of death or need
for mechanical ventilation.®

Areas of Uncertainty

Several areas of uncertainty ex-

ist for future research of LUS in
COVID-19. First, consensus on a
standardized protocol and scor-
ing system is needed. Second, even
though LUS outperforms CXR for
detection of pulmonary infiltrates
due to COVID-19,*¢ the effect of
LUS-guided care versus routine care
on patient outcomes, healthcare
costs, and resource utilization are
needed. Additionally, the role of
LUS to guide decisions about me-

chanical ventilation and proning of
critically ill COVID-19 patients with
respiratory failure warrants further
investigation.

Conclusion

LUS outperforms CXR for detection
of pulmonary infiltrates and cor-
relates well with chest CT findings
in COVID-19.13 A 6- or 12-zone
LUS scanning protocol provides high
diagnostic accuracy in COVID-19,
and a LUS score can be used for
prognostication.> ¢ Future research
and consensus are needed to develop
standardized protocols and evaluate
the impact of LUS on health out-
comes of COVID-19 patients.
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n January 8, 2021, Tennessee became the first
O state to undertake block grant funding for its

Medicaid program. Entitled “TennCare I1I” and
approved by the Centers for Medicare and Medicaid
(CMS) as a Section 1115 waiver, Tennessee’s block grant
caps federal funding for Medicaid programs, instead
of the traditional open-ended matching of state funds.
Lauded by the Trump administration as a means of
delivering more efficient health care but met with concern
from patient and physician advocacy groups, including
SGIM, wanting to preserve patient access, block grants
are a controversial policy tool to refashion Medicaid
financing. It is vital for internists to be familiar with this
important policy debate, as block grants for Medicaid
have important consequences for health equity, access,
and caring for a complex, low income population. In this
article, we further describe block grants and highlight
the main arguments for and against them. The authors

adapted content from a Leadership in Health Policy
Program (LEAHP) Journal Club for this article.

Background

Medicaid is a public health insurance program that
covers nearly 79 million low-income Americans repre-
senting nearly 1 in 4 Americans. Medicaid accounted

for 16% of national health expenditures in 2019, and at
the state level accounted for, on average, 29% of state
budgets.! Medicaid is jointly funded by individual states
and the federal government. In the traditional open-end-
ed arrangement, the federal government matches a state’s
Medicaid spending using the Federal Medical Assistance
Percentage (FMAP). The FMAP calculates the proportion
of federal matching for each dollar each state spends on
Medicaid, ranging from a statutory minimum of 50% to
a maximum of 83%. The FMAP rate is based on each
state’s average per capita income, so states with lower
average incomes have a higher FMAP. The FM AP creates
flexibility in Medicaid financing during times of in-
creased program costs, either due to increased enrollment

or increased beneficiary costs. This has important impli-
cations during economic downturns, such as during the
COVID-19 pandemic, when enrollment historically in-
creases, because federal funding increases proportionally.

There are federal statutory requirements for
Medicaid. However, historically states have used Section
1115 waivers, which grant authority to the Health and
Humans Services Secretary to approve demonstration
projects, to individualize their Medicaid program outside
of these requirements. Section 1115 waivered demonstra-
tions need to promote the objectives of Medicaid and be
federally budget neutral. They are typically approved for
a 5-year period with the possibility of extension based on
review of the program.

Under the Healthy Adult Opportunity program, the
Trump administration has proposed using these waivers
to authorize block grant programs. While Tennessee has
used Section 1115 waivers to tailor its own Medicaid pro-
gram since 1994, TennCare III marks the first time any
state has sought to employ a block grant structure.

Block Grants

Block grants differ from traditional Medicaid financing.
States with Medicaid programs funded through block
grants would no longer receive open-ended matched
funding from the federal government based on the
FMAP. Instead, they would be allocated a fixed amount
of federal funds (either in aggregate or on a per capita
basis) to cover their Medicaid program. Because federal
funds are capped, the state would assume more financial
risk. Although states would be responsible for higher
costs of their Medicaid program, they have the potential
to share in savings from lower costs.

Block Grants Through TennCare Ill—A First in the

Nation

TennCare III—Tennessee’s Section 1115 waiver—fol-

lows an aggregate block grant structure, approved for an
continued on page 11
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1

unprecedented 10-year period.? It
also contains the following unique
features:

1. an aggregate cap, which is
subject to change if enrollment
changes more than 1% from
base year enrollment;

2. value-based savings, where the
state would be eligible for up
to 55% of any savings pend-
ing meeting vet to be defined
performance metrics, which
must be reinvested in state health
programs;

3. increased flexibility to add cover-
age and benefits without approv-
al from the Centers for Medicare
and Medicaid Services (CMS),
but not to restrict benefits or
reduce coverage;

4. a commercial-style, closed drug
formulary; and

5. state control over the amount of
uncompensated care funding for
hospitals.

Argument for Block Grants—The
Ten-thousand-foot View

Support for block grants like
TennCare III fall under fiscal and
programmatic design arguments
that favor value-based care and
increased flexibility to improve
health outcomes for low-income
Americans. As argued by former
CMS Administrator Seema Verma,
the sustainability of Medicaid pro-
grams has been a concern, placing
state budgets under increasing stress
at the risk of “crowding out other
priorities like public safety and
education,” without clearly defined
improvement in health outcomes.?
There are also concerns regarding
inflexible federal Medicaid man-
dates which limit “routine or inno-
vative” changes to individual state’s
programs. In removing these limita-
tions, block grants are a proposed
solution to curtail rising Medicaid
costs “by giving states unprecedent-
ed flexibility” in program design in
exchange for greater accountabili-
ty for managing Medicaid, which
ultimately “aligns financial incen-

tives to improve quality of care and
health outcomes.”

Many of the same arguments
for block grants have been high-
lighted in Tennessee. The Tennessee
Department of Health has itself
argued that the opportunity for
savings given the ‘successful manage-
ment of its Medicaid program’ can
be reinvested to improve the health
of TennCare members, and the
improved flexibility for Tennessee to
operate its own Medicaid program.
Additionally, Tennessee’s administra-
tion contends that block grants will
not lead to reductions in populations
served, benefits, quality, or provider
rates.

Arguments Against Block
Grants—Preserving Health Care
for Low-Income Americans

Block grants have drawn criticism
from patient and physician groups,
as well as health policy experts,
concerned about whether block
grants fulfill the overall mission of
Medicaid. Physician based organi-
zations, such as Society of General
Internal Medicine and the American
College of Physicians, argue that
block grants have the potential to
reduce access and healthcare bene-
fits to low-income Americans, cap
program benefits, reduce provider
payments, or increase cost sharing—
all of which limit Medicaid’s funda-
mental role as a critical safety net
program caring for complex and vul-
nerable populations.*?* Furthermore,
block grants undermine the health-
care of low-income Americans at
times of increased financial hardship,
such as during the COVID-19 pan-
demic, by reducing Medicaid’s ability
to expand coverage.

Future Direction: Reversed Under
a New Administration?

To date, no further action regarding
block grants has occurred. While
future block grant Section 1115
waivers are unlikely to be approved,
the Biden administration has not yet
walked back TennCare III, unlike
work requirements for Medicaid

eligibility, another key policy
during the Trump administration.
TennCare III’s fate could also be
determined in the courts as experts
determine whether block grants are
allowed under Section 1115 demon-
stration waivers. Health policy
experts continue to watch this space
and its impact on vulnerable popu-
lations. However, as internists con-
cerned about the health equity im-
plications of providing high quality
care to low-income Americans, we
recommend SGIM advocate to CMS
for TennCare III’s rescindment. We
also recommend that internists in
Tennessee advocate for legislation
that would increase access to health
care and reduce health disparities,
such as Medicaid expansion. Block
grants for Medicaid may lead to
savings, but they have the potential
to cause irreparable harm to the
health of vulnerable residents of
Tennessee.
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five-year-old girl, her big brown eyes

a window into her childlike inno-
cence. She’s wearing a shirt that is two
sizes too big and a frown. The setting
seems to be a small room with walls
made of bamboo. A simple piece of
paper in front of her reads, “fever and
cough for three days and discharge from
the left. PE- left ear TM red. Diagnosis:
Otitis Media.” The photograph is
titled, “Finding Normal Within the
Abnormal.”

This image is striking for many
reasons. I see the juxtaposition of a typical diagnosis in
childhood with an atypical setting. I think about the sub-
ject, an innocent-five-year-old girl in a refugee camp, and
the emotions her face conveys. Finally, I feel inspired by
the image and a call to service. This thought-provoking
piece was taken not by a professional photographer, but
by a pediatrician who has paused to reflect and brought
humanism to her work.

Reflejos, a first-edition print publication by the USF
Department of Internal Medicine, includes 53 pages of
poetry, essays, photography, and paintings by physicians
in our department. This is no simple picture book. A
deeper look reveals insightful human beings behind the
white coats of our attendings, fellows, and residents.
Named after the Spanish word for “reflections,” Reflejos
is just that: each poem, essay, and photograph reveals
each physician’s humanity in a unique way. It is truly a
beautiful and powerful idea to be behold.

Reflejos is a bounty of inspiring work—you can feel
the human spirit exuding from its pages. A haiku written
by a resident describes the emotions of welcoming your
first child into the world—you feel the writer’s anticipa-
tion and excitement. Another piece by a leading infec-
tious disease specialist is a still life painting of a green
apple. Turn the page and you will find professional-quali-
ty photographs from all over the world.

Each piece shows us that we bring our own expe-
riences, backgrounds, and perspectives to our jobs as
physicians, and we should not forget who we are in our

I’m looking at the photograph of a

This photograph serves as the cover page of
the first edition of Reflejos. The orb reflects

a beautiful sunset in Tampa Bay, FL. Elimarys
Perez-Colon, MD

embrace of the profession. Our

. lives with and without the white
coat are intertwined, each a re-
flection of the other. In a world of
increasing screen time, data, and
numbers, these reflections matter
even more. Art reminds us that
when we hang up our coats at the
end of the day, we are people first:
It seeks to recenter us as individuals
and to remind us to look inward.
As physicians and healthcare work-
ers, we must pause to reflect and
take a moment to nurture ourselves
and our minds. Only then can we continue to nurture
and care for those around us.

Van Doren and Henry put it so well in a previous
SGIM Forum article: we have to normalize a culture of
introspection in our field of work.' Reflejos embodies this
view, and I cannot agree more. Also, by leading this proj-
ect, I discovered the depth and breadth of talent within
our physician community. Reflejos offers a platform that
not only fosters an environment of openness and creativi-
ty among our physicians and trainees but also provides a
medium for vulnerability and individualism. As a result,
I felt connected to my colleagues in a way that was not
possible before. To me, a successful infectious disease
attending physician is a skilled painter. A co-resident is
an emotional, proud father. A pediatrician on a mission
trip is a photographer and storyteller. Each physician is
an individual, their humanity reflecting in their work and
their work reflecting in their humanity.

Reflejos is available for free online: online.anyflip.
com/iqzsq/ewfd/mobile/index.html.
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inpatient or outpatient phenomenon?
I sincerely hope that our members
will continue to investigate the July
Effect as it relates to academic gener-
al internal medicine.

In addition to the changes within
the learning environment, the July
Effect may have another meaning to
our Society as it marks the beginning
of a new fiscal year. In the business
world, the cycle follows the path
of 1) the Startup, 2) Growth, 3)
Maturity phases, and the final phase
of 4) Renewal/Decline.* This four-
stage cycle aligns well with SGIM’s
efforts: for the past two months, the
SGIM Council established a budget
and program for the upcoming year
with the guidance from the finance
committee. The Commissions and
Committees submitted their annual
plans and work is well underway to
align these plans with our Councils’
strategic direction to move us into
the growth phase.

In the fall, we will be using
best practices to implement these
plans. During this time, SGIM will
also begin to follow through on
our Diversity, Equity, and Inclusion
(DEI) Statement issued in May’ to
ensure a diverse, inclusive society
for all. The winter will provide the
opportunity for us to enter into
the Maturity phase. The Board

of Regional Leaders (BRL) and
Association of Chiefs in General
Internal Medicine (ACLGIM) will be
in the midst of their programming
year and will be testing the waters
for what it will be like for us to gath-
er together face-to-face. It is within
the Maturity phase that the SGIM
Annual Meeting program commit-
tee will be preparing the Society’s
inflection point towards the meeting
in Spring 2022 when the Renewal
phase returns and new possibili-

ties come. During that phase, all
SGIM members are poised to deeply
engage; after the annual meeting we
always make a generative decision.
Was it worth it? Yes! What can we
do better? A lot! It is at that moment
that we work to prevent the Decline
phase, and begin the cycle all over
again. In June and July, we then ask
the same questions and there are
often critical choices to be made. For
example, what new research ques-
tions should be considered? How do
you improve your clinical operations
year after year? How can we ensure
a robust learning environment for
the next generation? What should

I submit for the Round 1 call for
SGIM Annual Meeting workshop
and clinical update submissions? As
July begins, we can again approach it
with caution and excitement.

FROM THE SOCIETY (continued from page 4)
e

distinguished professors were quite
inspiring. The abstract presentations
and workshops demonstrated how
members are applying their interests
and expertise in education, clinical
care, policy, and research to the chal-
lenges we face amidst the pandemic
and the ongoing problems of social
injustice. Despite the limitations of a
virtual format, participants seemed

to appreciate the networking op-
portunities provided by the national
meeting. Ultimately, we learned and
felt inspired that SGIM members
are actively engaged in our mission
of cultivating innovative educators,
researchers, and clinicians in aca-
demic general internal medicine,
leading the way to better health for
everyone!
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MEDICAL EDUCATION: PART I (continued from page 1)

patient characteristics and conditions.
Importantly, this includes the social
determinants of health. MDM is
calibrated based on the number of
problems addressed and the com-
plexity or status of those problems.
For this reason, problems should be
designated as an acute exacerbation,
a chronic condition requiring active
management, or a stable chronic con-
dition for which you plan to continue
current management. Thus, the note
should focus on the key information
used to formulate the assessment and
the plan, but there is no need to copy
anything that is otherwise readily
obtainable in the electronic medical
record. Similarly, personal interpre-
tation of data or a consultant’s report
is more informative than copying and
pasting a radiologist’s findings, which
are already in the medical record.

Put the core content at the top.
There is no reason that notes need to
build to a conclusion and no need to
separate the key history from the as-
sessment and planning. These should
all flow together in the charting
under a given condition, problem, or
characteristic.

Consider how the information
will be used. Your notes both sup-
port your own continuity of care and
summarize the information needed
by the next clinical person, perhaps
including any barriers to care, side
effects to previous regimens, and pa-
tient preferences (e.g., a personal de-
sire by the patient to avoid injections
or to focus on lifestyle modification).

Framing Documentation for Open
Notes

OpenNotes access is now a part of
federal legislation. Our notes have

to be simultaneously written for
ourselves, our colleagues, and our
patients. A recent article published

in JGIM highlights the many ways
our medical jargon can be jolting to
patients, and suggests ways we might
document differently for the lay com-
munity who can—and should—read
our notes.> Composing patient-friend-
ly notes may require a different per-
spective than most of us were taught

1.

in training. What are some practical
tips for documenting notes that better
meet patient expectations?

See your note from the patient’s
perspective. Avoid jargon, acro-
nyms, and pejorative language.
Summarize in a way that is not
intimidating. Cite the patient’s
reason for the appointment as
their primary concern rather
than their chief complaint;
name a problem as elevated
BMI rather than morbid obe-
sity. Additional considerations

include referencing a person’s age

rather than describing as elder-
ly and to refer to disease states
such as a person with sickle cell
disease in place of a sickler.?
Replace dyspnea or “SOB” with
difficulty breathing and cardio-
myopathy with enlarged heart.
Stating a patient “denies tobacco
use” may sound accusatory; the
objective comment that “the
patient does not smoke tobacco”
makes the same point.*

Use a conversational tone. Write
as if you are speaking to your
patient. Consider a second-per-
son perspective: “We discussed
starting metformin this evening
and checking the blood sugar
each morning” instead of third
person: “Metformin prescribed
and instructed the patient to
check qam fingersticks daily.
Tell what happened. Use your
note to reinforce the plan of care
you discussed at the visit. If your
note includes the possibility of
cancer, your conversation with
the patient should have already
communicated this thought
process.*

Provide support, not judgment.
For example, “The patient chose
not to pursue treatment” instead
of “The patient refused treat-
ment” or was “non-compliant.
Encourage your patients to read
the notes. These notes can serve
as a reminder of the visit and
next steps as well as a tool for
patients to share information
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with others on their care team.
Ask the patient to view the note
as a means to solidify mutual
decision making between the
primary care physician and
patient. For example, write, “We
discussed the side effects of this
medication and ways in which it
could be helpful,” or “We decid-
ed on starting at a half dose to
lower the risk of side effects.”

As physicians, we have become
unwilling participants in the docu-
mentation burden, both creating and
bemoaning “note bloat.” We have
used note templates, cut and paste,
etc. to meet unreasonable and anach-
ronistic expectations. We hope that
this summary guides SGIM members
in preparing notes that are not only
less burdensome and more useful for
the next clinician, but most impor-
tantly, for the patient.
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then men), one’s prior salary, nego-
tiation skills, leadership positions,
productivity, and distribution of ef-
fort in tasks that are less likely to be
remunerated (so-called housekeeping
tasks that are more often assigned to
women). Incentive compensation is
often driven by clinical productivity.
Research demonstrates that women
may see fewer patients but provide
higher quality care; however, this
can perpetuate the gender pay gap as
most current compensation mod-

els do not yet reward quality over
quantity.

An important and sobering take
away of this chapter is that women
are at risk for lower salaries begin-
ning immediately upon completion
of training and throughout their
careers, resulting in an initial pay
gap that is perpetuated and poten-
tially worsened across one’s entire
career. The financial significance
of this difference over a career and
the importance of a comprehensive
approach that recognizes the impact
of second-generation gender bias, is
illustrated in a study that simulated
accumulated wealth based on exist-
ing gender-based pay disparities be-
fore and after institution-wide gender
equity interventions. The gender eq-
uity interventions in this study,® are
similar to many that are described
Chapter 6, and include: making
gender equity an explicit part of the
institutional mission and creating a
gender equity monitoring committee,
conducting regular salary reviews
with mitigation of gender-based
gaps, establishing efforts to recruit
and retain women, ensuring trans-
parent promotion criteria, assessing
faculty satisfaction, and addressing
work-life issues. The authors found
a difference of $500,000 between
men and women in accumulated
wealth with no interventions to ad-
dress second-generation gender bias
versus a difference of $66,000 over a
career when gender equity initiatives
were instituted.® Other studies have
estimated much higher differences
between men and women physicians
in accumulated wealth.

It is discouraging to note that
in this simulated exercise a gap
remains despite extensive efforts to
address gender equity, thus demon-
strating the need for a broad-based
and ongoing institutional approach.
Chapter 5 provides a framework for
doing so using a change management
approach to salary equity. Change
management operationalizes the
difficult work of turning the state-
ment, equal pay for equal work, into
a reality. This involves a stepwise
approach beginning with identifying
and characterizing the problem, en-
visioning a solution, communicating
the plan, and persuading stakeholders
to buy in and finally implementing
and maintaining the plan. Threshold
concepts, such as second-generation
gender bias, can assist in this work
by engaging all stakeholders in a
new way of seeing the problem and
potential solutions. Strategies specific
to supporting and sustaining culture
change around salary equity are pre-
sented in Chapter Six. Readers will
note that these strategies address the
many causes of salary inequity out-
lined in Chapter 2 and focus on en-
suring salary equity at the beginning
of one’s career and across inflection
points that may result in widening
pay gaps such as academic promo-
tion and leadership appointments.
Specific processes related to recruit-
ment, retention, and how leadership
roles are determined are outlined.
Implicit bias training is recommend-
ed, especially around the ways that
gender stereotypes can influence
hiring, performance evaluations, and
promotion. Equitable compensation
plans are critical in these processes as
are routine salary reviews.

Recognizing that all culture is
local and that institutions must work
with local stakeholders and contexts
when following a change man-
agement model, a case example is
provided. From the Medical College
of Wisconsin, the case example
emphasizes the need for leadership at
the very highest levels to commit to
change, clarification of all processes
and tying these to clear benchmarks

and expectations, transparent and
frequent communications, and ac-
countability through reporting and
annual reviews. The case highlights
lessons learned at the local level and
the need to anticipate unintended
consequences, for example, around
the challenge of salary transparency
at a private institution.

Chapters 5-7 emphasize that
addressing salary equity is not a
women’s problem but rather an
institutional imperative grounded in
fairness and sound business practic-
es. Equity in pay benefits all aspects
of the healthcare mission.

Closing the Gender Gap in
Medicine provides a comprehensive,
detailed, evidence-based approach to
addressing the gender pay gap and is
a must read for all stakeholders and
especially for leaders in medicine.
The timing for reading this book
could not be more important. The
COVID-19 pandemic highlighted
and exacerbated existing gender
disparities and has the potential to
significantly worsen the gender pay
gap if not addressed now. This book
provides a transformative approach
to understanding the problem and an
actionable plan for getting unstuck.
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