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The Leadership Forum is thrilled 
to welcome Dr. Sunil Sahai as an 

Editor. As Division Chief at University 
of Texas Medical Branch at Galveston, 
Dr. Sahai brings tremendous experience 
to the Leadership Forum. In this issue 
of the Leadership Forum, we bring 
you a collection of articles on leader-
ship during this challenging time. The 
winter—combined with pandemic surge 
and resulting staffing shortages—make 
wellness and relationship building more 
challenging than ever. Sahai reflects on 

maintaining leadership and attention to 
self-care through mindful phone use. 
Oyler and Jain debrief the Women in 
Medicine Summit, which focused on 
leadership during crisis, and calls to 
action on anti-racism and improving 
the experience of female physicians 
pursuing leadership roles. Catalanotti et 
al detail the rationale and key changes 
in Milestones 2.0 for Internal Medicine. 
The authors anticipate ensuing faculty 
development and technological needs 
for this new competency-based residen-

cy assessment. Suen and Kasanagottu 
advocate for extending telephone-only 
buprenorphine care beyond the pan-
demic to advance health equity for 
patients from underserved communities 
who may encounter barriers accessing 
care in person and via telehealth care. 
As each new chapter in the pandemic 
brings new challenges and opportuni-
ties, we look forward to reconnecting 
with colleagues at the national meeting 
and are keeping fingers crossed this will 
happen in person as planned.

Editorial Corner
From the Editors
Lauren Block, MD; Maureen Lyons, MD; Sunil Sahai, MD
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ACGME launched milestone assess-
ments in 2013, formally introducing 

a developmental framework to gauge 
the learning trajectory of residents 
along six core competencies (medical 
knowledge, patient care, systems-based 
practice, practice-based learning and 

improvement, communication, and 
professionalism). Each competency 
contains subcompetencies to further 
specify key skill areas. ACGME required 
all ACGME-accredited programs to form 
clinical competency committees (CCCs) 
to review residents’ written evaluations 

and assess their achievement of the sub-
competencies semi-annually. Residents 
should demonstrate progression along 
competency-based descriptors, called 
milestones, throughout training. Levels 
do not correspond with post-gradu-
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ate year—trainees may progress in 
achievement at varying paces. Milestone 
assessments are meant to be formative 
but are reported outside of the program.  
(See the figure for the life cycle of mile-
stones assessments, including major 
inputs and outputs.)

After extensive validity research and 
input from key stakeholders, ACGME 
released Milestones 2.0 for Internal 
Medicine in July 2021 with the goal 
of improved clarity and harmonization 
across training fields.1 New competen-
cies emphasize residents’ ability to meet 
societal needs related to social determi-
nants of health and knowledge of health 
systems and patients’ payment models 
when creating care plans. The new 
assessment scale emphasizes growth 
mindsets—interns may receive a level 
of 1 without being “critically deficient.” 
Supplemental Guides on the ACGME 
website describe the rationale behind 
changes and offer assessment tools and 
resources.2

Milestones 2.0 presents an opportu-
nity for programs to re-evaluate current 
assessment methods and improve 
them—but doing so requires significant 
up-front time and training. In the revi-
sion of evaluation tools, program lead-
ers must consider where performance 
relevant to each new subcompetency is 
observed. This requires balancing detail 
with ease of completion so CCCs can 
gather adequate assessment data with-
out overburdening faculty observers. 
Programs may need to create faculty 
tools for direct observation of skills 
(e.g., history-taking, counseling, proce-
dures). Programs may need to design 
peer evaluation tools to inform mile-
stone achievements in team leadership 
and communication. Programs may take 
advantage of evaluation tool-sharing 
available through evaluation software 
systems; however, these will require 
revision to ensure local relevance. 

Faculty development and protected 
time remain key to successful transi-
tion into Milestones 2.0 assessments. 
Faculty training should focus on appro-
priate use of evaluation tools, direct 
observation for competency-based 
assessments, re-calibration of current 

assessment scales, and delivery of 
actionable feedback to trainees. Any 
new technology for evaluation tools will 
require further faculty training in its use. 
Institutions must also allow faculty time 
for on-the-job direct observation, which 
may require longer patient visits or 
additional faculty preceptors. Academic 
leaders should also expect increased 
time needed for faculty members on 
CCCs to learn new milestones and 
incorporate data from a mix of old 
and new evaluation tools for accurate 
assessments of residents during the 
transition. Overall, Milestones 2.0 offers 
an important next step in competen-
cy-based assessment of residents.
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(The top half of the cycle represents formative feedback to trainees and the 
bottom half summative assessment. Program-level inputs include written 
evaluation tools that incorporate local educational objectives for CCC members 
to assess residents’ progress on milestones. CCC milestone assessments are 
reported to ACGME semi-annually and ABIM annually. Final milestones are 
shared with future fellowship programs upon residency completion.)
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Meeting Recap
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Many ACLGIM and SGIM members 
participated in the third annual 

Women in Medicine® (WIM) Summit 
on September 24-25, 2021. The WIM 
summit was held virtually again this 
year due to the pandemic, but this 
did not prevent lively discussions and 
interactions via chat and post presenta-
tion Q & A sessions. Friday started off 
with a keynote talk by Helen Burstin, 
MD, MPH, CEO for Council of Medical 
Specialty Societies entitled “Leading 
in Crisis: Why Women Leaders Excel.” 
Illinois Department of Health Director, 
Ngozi Ezike, MD, followed with a talk 
about “Leading Through a Crisis” during 
the COVID pandemic. 

A record-breaking number of 
nominations were received for the 
WIM #IStandWithHer awards. The 
#HeForShe award winner was Dr. Mark 

Shapiro, a hospitalist at Santa Rosa 
Hospital in California and the Creator, 
Producer, and Host of Explore the Space 
Podcast that elevates women using the 
podcast platform. #Resilience award 
winner was Dr. Maya Vijayaraghavan, 
internist at UCSF, who embodied 
strength, grit, tenacity, and grace in the 
setting of difficult family circumstances, 
all while submitting NIH R01 to scale 
up her tobacco cessation interventions. 
Finally, #SheForShe awards winners 
included Dr. Reshma Jagsi, radiation 
oncologist at University of Michigan, 
and Dr. Julie Silver, physical medicine 
and rehabilitation physician at Harvard 
University, not only for their amazing 
contributions to elevating women in 
their local environment but also national 
contributions to promote gender equity 
in the medical literature.

Afternoon breakout sessions each 

day included workshops on using social 
media, advocacy, financial health, 
storytelling, amplification, and culture 
change to elevate the voice of women in 
medicine. Day one ended with a fireside 
chat between internists Dr. Vinny Arora, 
University of Chicago, and Dr. Lucy 
Kalanithi, Stanford, discussing managing 
grief and loss. 

Saturday started off with a call to 
action on “Anti-Racism” by Dr. Brittani 
James and Dr. Brandi Jackson, co-found-
ers of The Institute of Antiracism in 
Medicine, and ended with a call to 
action to “Change the Female Physician 
Experience—Moving from Ideas to 
Action” by Dr. Nisha Mehta, radiologist 
and co-founder of Physician Side Gigs. 
This work parallels the amazing work 
of SGIM’s Women in Medicine Task 
Force and SGIM’s leadership in elevating 
female physician leaders. 

Work-Life Balance
Work-Life Balance: Of Apples and Androids
Sunil K. Sahai, MD, FACP, FAAP, SFHM

Dr. Sahai (sksahai@utmb.edu) is professor and division chief of general medicine at The University of Texas  
Medical Branch at Galveston.
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In the early days of the republic, much 
thought was given to limiting power 

among the various established societal 
institutions at the time. The leaders of 
time understood that there had to be 
limits to the influence of religion on 
statecraft. In 1802, Thomas Jefferson 
famously wrote that there should be 
a “wall of separation between church 
and state” as established by the First 
Amendment to the Constitution of the 
United States. What does this have to do 
with work life balance? Read on …

As we progress in our leadership 
journeys, we need to be available to an 
increasingly wider group of people for 
increasingly more amounts of time. As a 

junior faculty member, I was only respon-
sible to my patients and the call sched-
ule. Now, as a Division Chief, I am “on” 
24/7/365 for any issues that may arise. 
These calls and e-mails may come from 
any and all parts of the institution and 
health system. My progression up the 
leadership rungs has roughly paralleled 
the rise of smartphones in our society. 
As such, we have all found ourselves 
checking and responding to e-mails 
while at the grocery store, the movies, 
on family game nights, date nights, and 
on vacation. The irony here is that I have 
been a fierce advocate for work-life bal-
ance my entire career. 

In 2015, I was appointed Section 

Chief of Consultative Medicine at the 
University of Texas MD Anderson Cancer 
Center, and we were gearing up to go 
live with a new EMR in spring 2016. My 
responsibilities grew and, as a part of the 
EMR implementation, we had the option 
of enrolling our personal phones into 
the IT infrastructure or opt for a second, 
institution owned phone. For privacy 
concerns, I opted for a second phone 
governed by the institution, keeping my 
personal phone personal.

Despite the added inconvenience 
of carrying two phones around during 
working hours (not to mention that one 
is Android while the other is Apple), I 
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quickly came to appreciate the benefits 
of having “work” on my work device and 
“life” on my personal device. I started 
leaving my work phone on the charger as 
soon as I came home and did not look at 
it until the next morning. Due to two-fac-
tor authentication, it takes some effort 
to check my work e-mail on my personal 
phone. I found myself not checking work 
e-mails at the dinner table. I would leave 
it at home during date nights and vaca-
tions thereby allowing me to focus on 
what is important—my family and friends.

When I moved institutions to become 
Division Chief in February 2020, I had 

to give up the company phone. My new 
place did not provide a separate device, 
firmly belonging to the camp of “bring 
your own device.” I thought about going 
back to one phone for everything, but 
quickly realized that the balance I had 
achieved would be lost. Also, my person-
al phone number would be spread across 
the whole enterprise, from the call 
schedule to the pharmacy, and subject 
to leaking out to the wider world. So, at 
my own expense, I purchased an iPhone 
SE on an inexpensive data plan and have 
been using it as my work phone ever 
since. I spend less than $400 a year on 
the separate line, and, for me, it is an in-
vestment towards achieving that balance 
that I seek.

My entire team, including institutional 
leadership, knows my personal phone 
number and how to get a hold of me if 
I don’t respond to calls or texts to my 
work phone. They also know that I don’t 
expect them to be available 24/7/365 to 
me. If I do send the occasional e-mail 
or text after hours, there is no expec-
tation of immediate response, some-
thing I make clear to them repeatedly. 
Conversely, the family is ecstatic that I 
have an Apple device! Since I work for 
a publicly funded state institution, I have 
nicknamed my work phone “State” and, 
therefore, my personal phone becomes 
“Church” as it is sacrosanct to maintain-
ing a semblance of work and personal 
life separation.

Clinical Innovations
Buprenorphine Telehealth Advocacy: Telephone-Only  
Treatment Essential to Addressing Disparities
Leslie Suen, MD, MAS; Koushik Kasanagottu, MD
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Primary care physicians are seeing a 
growing number of patients struggling 

with opioid use disorder (OUD). COVID-19 
exacerbated the overdose crisis, where 
drug overdose deaths skyrocketed in 
2020, claiming almost 100,000 lives.

One of the few effective medications 
for treating OUD is buprenorphine, with 
greater than 50% mortality reduction; 
however, several barriers make accessing 
this life-saving treatment impossible for 
some. Only 5% of physicians are licensed 
to prescribe. More than half of rural 
counties (those most in need) lack access 
to a prescriber. Racial disparities exist, 
where Black adults have 77% lower odds 
of being prescribed buprenorphine than 
white adults.

Telemedicine poses a potential solu-

tion to meet patient care needs during 
the pandemic. The federal government 
eased restrictions to improve access to 
buprenorphine in March 2020. For the 
duration of the COVID-19 public health 
emergency, in-person visits are no 
longer required to initiate buprenorphine. 
Instead, licensed prescribers can initiate 
and maintain buprenorphine treatment 
through video- or telephone-only visits. 

The telephone-only provision is key, as 
studies show populations with the highest 
disparities for OUD treatment, including 
Black, rural, and publicly insured commu-
nities, are most likely to lack broadband 
Internet access. These populations have 
relied heavily on telephone-only visits to 
access care during the pandemic. In our 
practices, offering telephone-only bu-

prenorphine treatment has been a game 
changer, leading to increased prescriptions 
for at-risk individuals. 

Extending telephone-only buprenor-
phine care beyond the pandemic is 
essential. Congress is considering 
permanent changes through the TREATS 
Act, which would maintain buprenor-
phine telehealth. However, this proposed 
legislation still requires the initial visit to 
be video-enabled or in-person, preclud-
ing buprenorphine access for tens of 
thousands of Americans. 

Physicians grappling with the dev-
astating overdose crisis should compel 
their elected officials to support tele-
phone-only buprenorphine treatment. 
Buprenorphine telehealth equity can and 
should be maintained. 


