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The Women’s Health Initiative
(WHI), that began in the fall
of 1992, is the largest U.S. clini-

cal trial ever undertaken. The National
Institutes of Health (NIH) contract for
the study was awarded to the Fred
Hutchinson Cancer Research Center in
Seattle, that serves as the coordinating
center overseeing the network of 40
clinical centers nationwide and all as-
pects of data management and analy-
sis. The projected cost of the study over
its 14-year duration is $625 million.

The WHI has three components:
the randomized clinical trial, the ob-
servational study, and a community
prevention study.

The Clinical Trial will enroll
64,500 postmenopausal women be-

tween the ages of 50 and 79. It is a ran-
domized controlled trial with three
study components based on three ba-
sic hypotheses:

1. Dietary Modification: a low fat/
high fruit, vegetable and grain diet will
reduce the incidence of breast cancer,
colorectal cancer, and coronary heart
disease.

2. Hormone replacement therapy:
hormone replacement therapy will re-
duce the incidence of cardiovascular
disease and osteoporosis-related frac-
tures.

3. Calcium/Vitamin D: calcium and
vitamin D supplements will reduce the
incidence of osteoporotic hip fracture
and colorectal cancer.

The incidence of endometrial can-
cer and breast cancer will be monitored
as secondary endpoints for the hor-
mone replacement therapy component.

Women who are eligible can enroll in
one, two or all three components of the
clinical trial.

The Observational Study will en-
roll 100,000 women who will be
tracked over an average period of 9
years. The study will examine the rela-
tionship between lifestyle, health and
risk factors, and specific disease out-
comes. The goals of the observational
study are to:

1. Give reliable estimates of the ex-
tent to which known risk factors pre-
dict heart disease, cancers, and frac-
tures; and,

2. Create a resource of data and bio-
logic samples that can be used to in-
vestigate new risk factors and/or
biomarkers for disease.

The Community Prevention Study
consists of 12 separate studies that are

Women’s Health Initiative: Trial by Fire
Mary Ann Gilligan, MD, MPH

The SGIM Clinician-Educator
Initiative that began several
years ago culminated in a num-

ber of activities at the 1997 Annual
Meeting. For the second year, Clini-
cian-Educator awards were presented
for Career Achievement (William
Branch) and Innovation (Rita Charon,
Mary O’Keefe, and Brent Williams).
An April supplement of JGIM entitled,
“Clinician-Educators: Resurgence of a
Tradition” was sent to all members
prior to the meeting and was also avail-
able for nonmembers attending the

meeting. This supplement will be dis-
tributed to key leaders in primary care
departments throughout the United
States, including deans, department
chairs, and program directors. SGIM
members are encouraged to use the
supplement as a resource to stimulate
promotion and career enhancement of
clinician-educators in their own insti-
tutions. A full-day precourse on “Ca-
reer Development for Clinician-Edu-
cators” was attended by over 200 indi-
viduals, and an Interest Group held in

Clinician-Educator Initiative: The
Annual Meeting and Beyond
Kurt Kroenke, MD
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Editor’s Note: This essay is Matt’s fi-
nal piece as Associate Editor. He has com-
pleted his fellowship and now moves on
to a position with the AMA’s Ethics In-
stitute. We greatly appreciate his contri-
butions to the Forum and wish him well
in his new endeavor. — WPM

In April I wrote an essay asking phy-
sicians not to manipulate the health
care system for the benefit of their pa-
tients. I called this “gaming” the sys-
tem, and lying, and I said that it was
ethically troublesome and not an effec-
tive way to cause the system to improve.
Further, I said that gaming the system
to get one’s own patients a service to
which they were not, strictly speaking,
entitled, was a cop-out. It represents
physicians pretending to agree with al-
location rules, but then skirting them
when it comes to their own patients.
Therefore, it perpetuates these alloca-
tion rules by hiding physicians’ dis-
agreement with them under a cloak of
acceptance.

But, as several readers have pointed
out, this is pretty easy moralizing for
me—I’m just sitting
here writing an es-
say—but it’s damn
hard to adhere to this
advice in the
trenches. It takes a
lot of time and en-
ergy, valuable com-
modities, for a phy-
sician to fight the
system for a patient.
As much as this may
be our responsibility,
and I believe it is, one
wonders how far it can extend. One
could spend quite a bit of time and
political capital (after all, fighting your
employer too often can’t be good for
your dossier) fighting patients’ battles
with their insurers/HMOs.

When one runs into an allocation
rule that is not in the best interest of
one’s patient, there are at least three

options. One is not to provide the ser-
vice, another is to provide the service
and trick the insurer into paying for it,
and a third is to fight the allocation rule
for your patient, or
even fight to
change the rule.
The third option is
the ethically supe-
rior choice, but it
requires both time
and a sense of em-
powerment. As em-
powered as physi-
cians may have
been in the past, I
have a sense that we
may be feeling less
so in today’s evolv-
ing health care sys-
tem.

One measure of
this might be phy-
sicians increasingly resorting to gam-
ing the system to get patients what they
need, rather than fighting the system.
I recently conducted a pilot survey of
134 practicing physicians who were

members of the
leadership of the
American Medical
Association. All
were active in pa-
tient care and they
came from all
around the country.
In this group, 43%
had gamed the sys-
tem “sometimes,”
“often,” or “very of-
ten” in the last year,
and only about 5%

had not done so at least once. More
than half felt that they had to game the
system more often now, to get patients
needed services, than they did 5 years
ago. Not surprisingly they were dis-
tressed by this fact, and those who were
gaming the system more often were also
significantly less likely to be satisfied
with their medical practice.

Unfortunately, there may be devel-
oping health care delivery systems that
encourage, and take advantage of, this
ethical discomfort. They may set up in-

numerable little ad-
ministrative barriers
to delivering services
to patients in the un-
spoken hope that
they will deter the
delivery of these ser-
vices. If it is time
consuming to fight
the system, or even
professionally or fi-
nancially risky, and if
gaming the system is
uncomfortable, then
perhaps some ser-
vices will not be de-
livered. I have called
this “rationing by
hassle,” but it might

more creatively be called “red-tape ra-
tioning.” Regardless of the alliterative
moniker one chooses, the practice re-
lies on placing physicians in ethically
difficult positions. And one must hope
that the services thus rationed are the
marginal ones.

If it is time consuming and risky to
fight the system for one’s patients, then
what physicians need is a structure to
help us fight these ethical battles. Such
a structure to re-empower physicians
is important, because fighting the sys-
tem for our patients may be most ef-
fective when done collectively.

And this is where my new position
at the AMA comes in. The AMA has
shown foresight, and great courage, in
founding an independent Institute for
Ethics for research in medical ethics.
One of our first, largest, and most am-
bitious projects is a nationwide ethics
report card that will cover every major
health care delivery organization. We
will involve clinicians, patients, plans,
employers, the government, and oth-
ers in establishing and validating mea-

Of Empowerment, Allocation Rules, and Ethical Alternatives
Matthew Wynia, MD
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SEE ETHICAL ALTERNATIVES PAGE 11
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A few
months ago,
I went home
to visit my
Mom, who
still lives in
the commu-
nity in which
I grew up. To
me, she is the
model of an
older person:

healthy, wise, and possessing boundless
energy. At age 70-something, she still
works nearly full time. Whatever pos-
sessed me I don’t know, but I decided
we should visit an old family friend—
a woman who was my neighbor when
I was a young girl and who is now in
her 80s. I’d heard she injured her back
and wasn’t getting out much.

Driving to her house, I was awash

in memories: stories of how her hus-
band lost a job in the McCarthy Era
and of her life as a social worker, learn-
ing to press autumn leaves in wax pa-
per and heavy books in her basement,
catching toads and butterflies behind
her house. I hadn’t seen her for a year
or two but imagined she’d look the
same, with long gray hair pulled up
neatly in a French twist, twinkling eyes,
and radiant smile.

We walked into the house without
ringing the bell. The musty smell was
familiar. What was unfamiliar was to
see Victoria huddled on the couch,
wrapped in a blanket. Next to her was
a pill bottle with one remaining pill—
a single NSAID tablet that she was
hoarding for when the pain became too
unbearable. The bottle was marked “no
refills” and she hadn’t wanted to call her
doctor for more. Her living room was

a hazardous obstacle course, even for
someone as agile as I am. Newspapers,
magazines, and unopened mail were in
piles everywhere. There were no work-
ing light bulbs.

I glanced into the kitchen and noted
that the stove was tipped over on its
side. Spewing from the oven were old
cans of dried, half-eaten food, and pans
caked with grease. The refrigerator con-
tained nothing edible, but more con-
tainers of petrified food and countless
dried banana peels. Apparently,
Victoria was searching for her medicine
in the middle of the night. While try-
ing to open the refrigerator (because it
contained the only working light bulb)
she had grabbed the oven door to steady
herself. It fell over on her, knocking her
to the floor. She crawled to the couch.
Fortunately, we showed up the next day.

SEE VICTORIA PAGE 10
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In late April, Dr. Wendy Levinson
presented testimony on behalf of SGIM
before the House Labor, Health and
Human Services, and the Education
Appropriations Subcommittee chaired
by Congressman John Edward Porter
(R-IL). In her testimony, Dr. Levinson
recommended increases for both the
Title VII health professions programs
of the Health Resources and Services
Administration (HRSA) and for the
Agency for Health Care Policy and
Research (AHCPR).

In terms of the Title VII health pro-
fessions programs, Dr. Levinson ex-
pressed concern about the low fund-
ing level in the President’s proposed
budget. The President’s budget recom-
mended a 90% cut to primary care
education programs of Title VII. Her
testimony highlighted the successes of
the program and discussed the need for
adequate funding to provide primary
care training opportunities in ambula-
tory settings. She thanked the Subcom-
mittee for their support of these pro-
grams in the past and recommended
that the Subcommittee increase fund-
ing by a modest 3% in fiscal year 1998
(FY 98).

Dr. Levinson’s tes-
timony also dis-
cussed funding for
the AHCPR. She ex-
plained SGIM’s con-
cern about the diver-
sion of funds from
the investigator-initi-
ated research pro-
gram to fund the
Medical Expendi-
tures Panel Survey
(MEPS). Despite the
$18 million increase
the Agency received
in FY 97, the extra-
mural research pro-
gram was cut by $12
million to fund
MEPS. Dr. Levinson recommended a
$16 million increase for the Agency for
a total budget of $160 million for FY
98. Her testimony recommended that
the entire $16 million increase be tar-
geted to the extramural investigator-
initiated research program. Finally, Dr.
Levinson recommended that the
AHCPR begin to develop a training
program focused on new young inves-
tigators.

SGIM Urges House Labor/HHS/Education Appropriations
Subcommittee to Support Primary Care Education and Health
Services Research Funding
Michele Sumilas, SGIM Health Policy Consultant

The Porter Subcommittee will take
action on FY 98 funding in mid-July,
to be followed in early fall by a deci-
sion from the Senate Subcommittee,
chaired by Senator Arlen Specter (R-
PA). SGIM members in the states of
Subcommittee members will be con-
tacted about sending well-timed letters
in support of the highest possible level
of funding for the Title VII programs
and the AHCPR. SGIM

Landmine production and use must
be banned. Extensive field research on
the impact of landmines on civilian
populations around the world reveals:
♦ Landmines damage the body either

by blast or by driving dirt, bacteria,
clothing, and metal and plastic frag-
ments into the tissue and bone, of-
ten causing secondary infection;

♦ The severity of injury and degree of
contamination are rarely seen in ci-
vilian practice, making surgery and
other medical care for mine victims
extremely problematic because of
cost and lack of medical supplies;

♦ Mine victims require twice as much
blood and antibiotics as other war
wounded, thereby placing a heavy
burden on the health systems of de-
veloping countries. Mine victims
remain in the hospital longer than
those wounded by other munitions;

♦ Once they leave the hospital, most
victims require a prosthetic device
and physical therapy—both luxuries
in a developing country. The aver-
age cost for prosthetics for a lifetime
of a child landmine victim is $3,125;

♦ One out of every 236 Cambodians
is an amputee due to mine injury.

In Angolia, the ratio is 1:470, in
Northern Somalia 1:1000, com-
pared to an amputation rate in the
United States of 1:22,000.
The stark reality is that many more

mines are deployed every day than are
removed. It costs about 100 times more
to remove one mine than to produce
it. Leading producers and exporters of
antipersonnel mines in the past 25 years
include China, Italy, the former Soviet
Union, and the United States. More
than 50 countries have manufactured
about 200 million antipersonnel mines

Landmines: A Global Epidemic
P. Preston Reynolds, MD, PhD

Dr. Wendy Levinson presenting testimony before the
House Labor, Health and Human Services, and the
Education Appropriations Subcommittee.

SEE  LANDMINES PAGE 8
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GIM Spot-
light in recent
issues has fo-
cused on Di-
visions in the
South. With
s u m m e r
upon us, it’s
a good time
to venture
n o r t h — t o
New York
Medical Col-
lege. Marty
G r a y s o n ,

MD, spoke to me about “New York
Med,” its affiliates, and the programs
that she has helped shape over the past
decade.

New York Medical College is a pri-
vate school with state support. The class
size is 190 per year with the majority
of the students coming from out of
state. New York Medical College is in
Westchester county and has major af-
filiates throughout metropolitan New
York including Westchester County
Hospital, Metropolitan and St. Vin-

cent’s Hospitals in Manhattan, and Our
Lady of Mercy in the Bronx. Each
Hospital has its own medicine resi-
dency. There is no school-wide Divi-
sion of GIM: each hospital has its own
Section. They fall under the umbrella
of the Office of Primary Care at New
York Med.

Dr. Grayson received her bachelor’s
degree in psychology from Tufts Uni-
versity and did her premedical require-
ments at Columbia. She received her
MD from Albert Einstein, then did a
Social Medicine Residency at Monte-
fiore. Her residency was more primary
care than most programs with primary
care in their titles. She spent 3 half-days
per week in a neighborhood health cen-
ter and shared a patient panel with a
resident colleague who was there at
other times. There was a strong public
health and preventive medicine com-
ponent that sounded enviable even to-
day. Upon graduation she joined the
faculty at New York Med at the Met-
ropolitan Hospital affiliate. In her 8
years at Metropolitan, she helped es-
tablish their Med-Peds program and

eventually became the Program Direc-
tor. She also was named GIM Section
Chief. In 1988 she assumed a medical
school position, “as the first senior As-
sociate Dean for Primary Care in the
nation.” Marty felt her Dean had great
foresight to establish such a position
and that she was fortunate to be se-
lected by him to head the program. In
1990 Dr. Grayson switched affiliates
and moved to St. Vincent’s Hospital in
Greenwich Village. There she remains
GIM Section Chief, Director of the
Med-Peds program and a practicing
internist. When she arrived at St.
Vincent’s, GIM had 3.5 faculty. She has
expanded her group to 14 faculty who
are nearly all clinical educators. “My
section is fabulous,” she said. “We’re
thrilled to have the growing pains. . .of
a young section.” She noted that her
faculty “love their jobs, are all New
Yorkers, and can’t be recruited away.”

As the faculty grew at St. Vincent’s,
the medicine residency programs ex-
panded. They have a categorical track
(20 per year), a primary care track (2–

D i v i s i o n  S p ot l i g h t

GIM at the New York Medical College
James C. Byrd, MD, MPH

“Screening for Breast and Prostate
Cancer” was the theme of the 17th
Mid-Atlantic Regional Meeting held at
the Doubletree Hotel in Philadelphia
on March 7, 1997. One of the innova-
tions at this year’s meeting was calling
for workshops and abstracts around the
meeting’s theme. Plenary sessions fo-
cusing on each cancer began with a
case. Breast cancer screening was dis-
cussed by Dr. Elizabeth Patterson, a
radiologist nationally known for her
work in assuring mammography qual-
ity. Prostate cancer screening was re-
viewed by Dr. Sankey Williams, Edi-

tor of the Journal of General Internal
Medicine. Workshops focused on bar-
riers and ethical issues in screening,
communication, or clinical examina-
tion skills. For example, one panel dis-
cussion after the prostate cancer ple-
nary included the perspectives of a
urologist, epidemiologist, and prostate
cancer survivor.

Special programming and outreach
resulted in higher attendance by medi-
cal students (n = 26) and residents/fel-
lows (n = 21) than prior regional meet-
ings. During the morning breakfast re-
ception, students and residents social-

ized with each other and interested fac-
ulty. In addition to a panel on careers
in general medicine, an abstract session
was held by two senior SGIM mem-
bers exploring how to turn clinical vi-
gnettes into research projects or publi-
cations. For the second year in a row,
25 regional medical schools were in-
vited to send students (two per school
without a registration fee). In addition,
an announcement about the meeting
was posted on the AAMC Student
Organization Board with a dramatic
response! Outreach to community phy-

N e w s  f r o m  t h e  R eg i o ns

Innovations Highlight 1997 Mid-Atlantic Regional Meeting
David S. Kountz, MD
Pam Charney, MD

Marty Grayson, MD

SEE  GIM AT NYMC PAGE 9

SEE INNOVATIONS PAGE 8
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being conducted at 8 of the Centers for
Disease Control and Prevention’s
(CDC) university-based Prevention
Research Centers through a coopera-
tive agreement between NIH and
CDC. The CDC/NIH collaboration is
supporting health promotion and dis-
ease prevention research and demon-
stration projects that are community-
based and focus on healthy behaviors
that prevent the major causes of death
and disability and that promote health
practices that lead to more effective
public health interventions.

Recruitment for the WHI clinical
trial and observational study began in
the fall of 1993 for the 16 Vanguard
Clinical Centers and in February 1995
for the 24 additional Clinical Centers.
Recruitment is projected to continue
through January 31, 1998. Ten of the
40 clinical centers are designated mi-
nority recruitment sites and anticipate
recruiting at least 60% women of color.
All other clinical centers are recruiting
women of color proportional to their
numbers in the general population.

Recruitment and retention in a clini-
cal trial of this magnitude is a major
challenge. To recruit the 64,500
women necessary for the clinical trial
it is estimated that roughly twice that
number will need to be screened. Re-
tention is a challenge due to the length
of the trial, an inherent feature of pre-
vention trials. Each time the media
spotlight shines on issues surrounding
the basic hypotheses of the study, WHI
faces challenges in recruitment and re-
tention. WHI has been steeped in po-
litical and scientific controversy from
its inception, however, and meets each
new obstacle head-on. Controversy sur-
rounding the dietary modification
component of the trial has come mainly
from within the scientific community.
Even before recruitment began, an In-
stitute of Medicine report on the
project ordered by the House Appro-
priations Committee described the di-
etary fat-breast cancer link as weak and
recommended a shift in emphasis to
dietary fat-coronary heart disease. The
trial group argued successfully to keep
the dietary fat-breast cancer component
as a primary hypothesis of the study.

Another point of contention surround-
ing the dietary modification compo-
nent of the trial is the skepticism in the
world of biomedical science regarding
the behavioral change intervention
employed in the di-
etary modification
component of the
trial. The question
raised is, “Can you
expect women to
make and sustain
the dietary changes
proposed and trust
it to be true without
any biomedical
marker to docu-
ment the change?” The Women’s
Health Trial (WHT), which preceded
WHI, addressed this question directly
and found the answer to be yes.

The hormone replacement therapy
(HRT) component of the trial has been
more publicly controversial. One of the
controversies was the potential for de-
veloping endometrial cancer for
women on estrogen alone. Currently
in this component of the trial, women
are randomized to receive estrogen/
progesterone in combination (or estro-
gen alone if they have had a hysterec-
tomy) or placebo. Early on in the trial,
women who had not undergone hys-
terectomy could be randomized to an
estrogen-only arm. These women were
to be monitored closely, including pe-
riodic endometrial biopsies and biopsy
for any bleeding after the first 6 months
of the trial. If biopsy results showed
simple hyperplasia, a progesterone
would be added to her regimen. If hy-
perplasia persisted, hormones would be
discontinued. In December 1994,
preliminary results from the Post-
menopausal Estrogen/Progestin In-
terventions (PEPI) study showed that,
if not treated, a small percentage of
adenomatous hyperplasias may
progress to cancer. In part, responding
to these preliminary data and the pub-
licity surrounding them, WHI investi-
gators stopped recruitment into the
estrogen only group (for women who
had not had a hysterectomy), and con-
verted those women already in this
group to either the estrogen/progester-

one or placebo group. Given the safe-
guards built into the study regarding
the estrogen-only group, the decision
to discontinue this group lies more with
the observation that a good number of

these women would
end up in the estro-
gen/progesterone
group anyway, re-
ducing the power to
analyze the estro-
gen-only group as
intended.

Another contro-
versy surrounding
the hormone re-
placement therapy

component of the trial is the opinion
of some scientific groups that the ob-
servational data on HRT and coronary
heart disease (CHD), and the associa-
tion between HRT and CHD risk fac-
tors, is strong enough to make a ran-
domized controlled trial looking at this
question unnecessary and possibly even
unethical. They believe that all post-
menopausal women with few excep-
tions should be on hormone replace-
ment therapy. There are potential bi-
ases in observational studies, however,
that are not present in randomized
clinical trials. The WHI has the poten-
tial to prove the effect of HRT in re-
ducing CHD.

In addition to the information WHI
will give us at its conclusion regarding
its basic hypotheses, a tremendous
amount will have been learned about
the conduct of large clinical trials in
general, and especially those with the
unique features of prevention research.
WHI is laying the groundwork for fu-
ture prevention trials. Future funding
of prevention research will depend, in
some part, on the success of WHI.

For more information on the
Women’s Health Initiative, visit their
home page on the internet at: <http://
whi.nih.gov> SGIM

Dr. Gilligan completed a Cancer Pre-
vention Fellowship at the Fred Hutch-
inson Cancer Research Center and dur-
ing that time served as Associate Project
Director at the WHI Seattle Clinical
Center.

Trial by Fire
CONTINUED FROM PAGE 1

“FUTURE

FUNDING…WILL

DEPEND, IN SOME

PART, ON THE

SUCCESS OF WHI”
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the evening resulted in a number of
exciting suggestions for future SGIM
activities to foster the clinician-educa-
tor (CE) movement, which can be cat-
egorized under several major themes:

Teaching Activities
Make GME funding for ambulatory
education a health policy priority.
Develop relative value units (RVUs)
for reimbursement of clinical teach-
ing.
Develop quality assurance standards
for teaching in the outpatient set-
ting.
Develop ways of quantifying the
impact a teacher has on students.
Create a clearing house for curricula,
key articles, and other educational
resources. Consider working with
APDIM and/or CDIM on this
project.
Organize a group with expertise to
evaluate proposed curricula and pro-
vide feedback (i.e., peer review pro-
cess).
Develop tools to evaluate each
other’s teaching skills.
Develop strategies of effective teach-
ing in this setting. Also, work on
getting managed care organizations
to protect teaching time.

Clinical Activities
Develop standards for promoting
clinical excellence as well as teach-
ing excellence. Who are the expert
clinicians? How do we provide them
academic recognition?
Create awards (national and re-
gional) for the best clinicians.
Integrate community physicians
into teaching programs in a mutu-
ally beneficial fashion.
What do clinicians need for profes-
sional gratification? Can SGIM
help?
Develop better tools to evaluate
clinical competency of residents

Promotion and Career
Enhancement

Collaborate with Association of Pro-
fessors of Medicine on national stan-
dards for promotion of CEs.

Adopt a position of advocacy and
even activism for accelerating the
movement to achieve recognition
and promotion of CEs at a national
level.
Define scholarship as well as the
techniques for both doing and docu-
menting it.
Offer one-on-one mentoring for
CEs at the Annual Meeting.
Create a handbook on CE career is-
sues (e.g., pros and cons, practical
tips)
Since letters of support from outside
one’s own institution are often re-
quired for promotion, SGIM might
develop a network of individuals
willing to review CVs and provide
such letters of support.

Miscellaneous
Continue offering a CE precourse;
possibly expand it to 3 days and or-
ganize it thematically (e.g., curricu-
lum development, effective teach-
ing, faculty development); offer a
certificate of completion for attend-
ees.
Expand the number of workshops
at the Annual Meeting relevant to
CE issues.
Publicize job opportunities for CEs
by expanding the booths and notices
at the Annual Meeting, using the
Forum, and fostering use of the
SGIM Home Page for this purpose.
Define the range of CE careers from
those that are predominantly clini-
cal with a small amount of time al-
located to teaching to others which
involve larger amounts of time and
responsibility for educational pro-
grams.
Create a Clinician-Educator Corner
on SGIM Web Page. SGIM

For those interested in helping with
these or other activities or who have ad-
ditional suggestions, please contact the
SGIM Clinician-Educator Task Force
Leader, William Branch at: (404) 778-
5472; Fax (404) 778-2919; E-mail
william_branch@anes.eushc.org.

Clinician-Educator Initiative
CONTINUED FROM PAGE 1

AC A D E M I C  C A L E N DA R

Regional
Meetings & Dates

Midwest
September 26–27,1997
Chicago, IL

California
November 9, 1997
Long Beach, CA (tentative)

New England
December 5, 1997
Boston, MA (tentative)

Southern
February 8–9, 1998
New Orleans, LA

Mountain West
February 16–17, 1998
Santa Fe, NM

Northwest
February 20–21, 1998
Seattle, WA

Mid-Atlantic
March 6, 1998
New York City

National Research
Service Awards

Stipends are available from HRSA
for National Research Service
Awards. The purpose is to train
future researchers and academi-
cians in primary care research.
Eligibility: accredited public or
primary non-profit schools of
medicine, osteopathy, dentistry,
or a public or private non-profit
hospital or other entity located in
the States that is affiliated with
an entity that has received grants
or contracts under Section 747,
748, or 749 of the PHS Act. Ap-
plications are available on the In-
ternet: http://www.hrsa.dhhs.
gov/bhpr/grants.html. Deadline
for submission September 22,
1997. For more information, con-
tact Shelby Biedenkapp (301)
443-1467; E-mail  sbiedenkapp
@hrsa.dhhs.gov.

AWA R D S
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in the past 25 years.

United States Involvement in the
Production of Landmines

The United States produced more
than 4 million new antipersonnel
mines from 1985 through 1996. At the
same time President Clinton was urg-
ing the rest of the world to move to-
ward total elimination of landmines,
the Pentagon was awarding dozens of
contracts to U.S. companies to manu-
facture antipersonnel
mines to replace
those used in the Per-
sian Gulf War. The
United States cur-
rently has a stockpile
of 15 million anti-
personnel mines, al-
though 3 million
older mines are
scheduled to be de-
stroyed by the end of
1999.

Human Rights
Watch—as part of a coordinated na-
tional effort to promote a total ban of
antipersonnel mines—identified 47
U.S. companies that have been in-
volved in the production of landmines,
their components, or delivery systems.
These 47 companies are located in 23
states; 6 are foreign owned. Alliant
Techsystems in Hopkins, Minnesota,
appears to be the largest recipient of
landmine production contracts. The
Department of Defense records show
that Alliant won $336,480,000 in an-
tipersonnel and antitank landmine pro-
duction contracts from 1985 to 1996.
Alliant is also the parent company of
Accudyne Corporation in Janeville,
Wisconsin, which reaped an estimated
$150,000,000 in contracts.

United States Policy
The United States has steadfastly

refused to ban or formally suspend an-
tipersonnel mine production even
though President Clinton in 1994 was
the first world leader to call for the
“eventual elimination” of antiperson-
nel mines. In November, 1996, the
United States introduced a United

Nations General Assembly resolution
urging nations to “pursue vigorously”
an international ban treaty with the
goal of completing “bans, moratoria,
or other restriction” on production,
stockpiling, export, and use of antiper-
sonnel mines. The U.N. General As-
sembly passed the resolution in Decem-
ber by a margin of 56-0.

Yet the United States has not heeded
its own call by putting in place a mora-
torium or ban on mine production. In

addition to a ban
on production, ex-
isting landmines in
the United States
should be destroyed
as is being done in
Canada.

These are steps
that easily could be
taken since several
large contracts for
a n t i p e r s o n n e l
mines were com-
pleted in 1996 and

it does not appear that there is any pro-
duction of antipersonnel mines cur-
rently underway in the United States.
Moreover, according to Pentagon docu-
ments, there are no plans for antiper-
sonnel mine procurement at least
through fiscal year 2004. In response
to public information of those compa-
nies responsible for landmine produc-
tion by Human Rights Watch, 17 busi-
nesses have agreed to halt all assembly
activities, with Motorola taking the
lead. In July 1996, Motorola stated,
“We will do everything reasonably pos-
sible to make sure that Motorola does
not knowingly sell any component part
that is intended for use in antiperson-
nel mines.” It drew up a 40-page inter-
nal document to inform its employees
of the policy. The International Cam-
paign to Ban Landmines applauded
Motorola saying, “Motorola has
emerged as the best kind of industry
leader. They have set the standard and
we hope other companies will follow
suit.” SGIM

Dr. Reynolds is Chair of the SGIM
Human Rights Cluster.

Landmines
CONTINUED FROM PAGE 4

sicians by mail and phone was less suc-
cessful, with a few individuals recruited
to co-chair committees or present a case
at the plenary sessions.

The recipient of the Regional Cli-
nician-Educator Award was Dr. Gerry
Pascione who directs both the Primary
Care Residency and Social Medicine
Programs at Montefiore Medical Cen-
ter and the Albert Einstein College of
Medicine, New York City. It was an-
nounced that Dr. Jeffrey Carson, Chief
of General Internal Medicine at
UMDNJ-Robert Wood Johnson Medi-
cal School, New Brunswick, New Jer-
sey, has been recently honored as the
first Richard C. Reynolds Professor of
General Internal Medicine (an En-
dowed Chair of General Medicine).

There were two workshop awards:
“Breast Cancer Screening and Under
Utilization Issues” given by Drs. Carol
Fleischmann, Lori Gardines, Kim
Pham, Sallyann Bowman, Helen
Coons, Jaime Seigal, and Susan Day;
“Overview of Testicular Cancer” was
given by Dr. Glenn Egelman.

Further efforts were undertaken by
Barbara Turner at the business meet-
ing to improve the developing Institu-
tional Representatives network. Dr.
Kathleen Ward is the next Regional
President and the meeting co-chairs are
Drs. Thomas McGinn and Tariq Malik.
Everyone is welcome to contact Drs.
Malik or Ward to join the planning
process for next year’s regional meet-
ing which will be held in New York
City. SGIM

Innovations
CONTINUED FROM PAGE 5

“MORE THAN 50
COUNTRIES HAVE

MANUFACTURED ABOUT

200 MILLION

ANTIPERSONNEL MINES

IN THE PAST 25 YEARS”

Part Two will appear in the next is-
sue: “The International Campaign to
Ban Landmines and the 1997 Ottawa
Conference.”
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4 per year), a Med-Peds program (4 per
year), and an honors program that al-
lows New York Medical College stu-
dents to complete their medical degree
and residency in 6 years. Residents
spend 2 half-days per week in clinic.
Ambulatory block residents have a
morning report 3 days per week that is
resident directed.

Dr. Grayson did not have fellowship
training after residency. She partici-
pated in the Michigan State Faculty
Development Program. That proved so
valuable for her that she developed a
Center for Primary Care Education and
Research at New York Med. The cen-
ter is funded internally and via a Gen-
eral Physician Program from the Rob-
ert Wood Johnson Foundation. The
Center has a year-long faculty devel-
opment program for the academic gen-
eralists at New York Med. The faculty
are selected from the affiliated training
programs. They convene for a full day
each week for an entire year. The goals
of the program are to develop an un-
derstanding of research fundamentals
and conceive and complete a research
project including presentation and
publication. In addition to the year-
long research program, the Center
sponsors a series of teaching workshops
for faculty. Recent offerings include
sessions on precepting in the outpatient
setting, evidence-based medicine
(EBM), surfing the Internet, and teach-
ing nutrition. The faculty are expected

to utilize this training in similar cur-
ricular offerings for residents and stu-
dents. Dr. Grayson was particularly
pleased with her group’s EBM program.
Each Friday is formal evidence-based
ambulatory morning report. Three fac-
ulty members serve as the experts (re-
source people) for articles on diagno-
sis, therapy, and prognosis. Residents
choose the clinical topic. They work
with another faculty to perform a lit-
erature search if they are lacking the
expertise. The resident then reviews her
article(s) with the topic expert to bet-
ter understand how to read and ana-
lyze the article. Together they present
the findings at morning report. The
process has a powerful mentoring com-
ponent and raises the intellectual level
of the discussion about common am-
bulatory issues.

In addition to her other duties, Dr.
Grayson is the PI for the Robert Wood
Johnson Generalist Grant. She laments
that her positions do not allow her the
time she would like to spend seeing
patients and working with students and
residents. Nonetheless, she has her own
panel of patients 1 half-day per week,
supervises in the resident clinic, and
attends on the wards and consult ser-
vice 1 month each year. Faculty who
work with programs that serve the in-
digent recognize how rewarding yet
difficult that opportunity is on a day-
to-day basis. St. Vincent’s has the usual
and special indigent and uninsured

GIM at NYMC
CONTINUED FROM PAGE 5

Please join us at the 14th Annual Midwest SGIM Meeting, Septem-
ber 26-27, 1997, at the Drake Hotel in Chicago. This year's theme
is "Care at the End of Life" and the meeting will feature keynote
speaker Joanne Lynn, MD, of the Center to Improve Care of the
Dying at George Washington University Medical School. There will
also be a special research presentation on predictors of outcome in
peripheral arterial disease by Mary McDermott, MD, of Northwest-
ern University Medical School. The format of the meeting mirrors
the national meeting and will include workshops, abstract presen-
tation, interest groups, and one-on-one mentoring. Awards will be
presented for outstanding junior faculty, trainee, workshop, and
clinician-educator.  For more information, call 612-347-7756.

M I DW E ST M E E T I N G

populations. Due to its location in the
Village, the GIM residents and faculty
care for aspiring actors and artists who
have chosen New York as the location
to start their careers and hone their
craft. Sounds romantic—I’m sure it is
still hard work.

Dr. Grayson expressed an interest in
getting together with other SGIM
members who have become Deans for
Primary Care. It appears to be a career
path that SGIM members are pursu-
ing, including two previous Division
Chiefs interviewed for this column,
Drs. Centor and Lofgren. She would
like to hear from them and, in the elec-
tronic era, E-mail may be most effi-
cient: Grayson@NYMC.edu SGIM

Associate Editor’s Note: In the March
Division Spotlight, I announced the first
annual SGIM golf tournament. The
tournament was held on the afternoon of
the Precourses. Much like SGIM, we
started out with a small field of three (Drs.
Byrd, Centor, and Young). The outing
took place at Congressional where the
U.S. Open was held in June. It was a
great day, a fantastic course, and we fin-
ished in alphabetical order. So, golfers,
next year in Chicago we anticipate an
expanded event to be played at Cog Hill
or Medinah.

Beginning August 1, 1997,
our address will be:

Society of
General Internal Medicine
2501 M Street, NW
Suite 575
Washington, DC 20037

(202) 887-5150
(800) 822-3060

A D D R ESS  C H A N G E
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VO L U N T E E R S  N E E D E D

We spent a few hours making sense
of the situation, installing light bulbs,
cleaning out the kitchen to the point
of minimal safety, and calling her
doctor’s office to refill her medicine.
She did not want to have her back pain
evaluated further. “You know,” she said,
“I used to think that getting old just
meant that your hair turned white.”

Driving to the pharmacy, I first
erupted in anger and then broke into
tears. Why didn’t her doctor know
about this? Why hadn’t he done some-
thing about it? Doesn’t primary care
involve some assessment of one’s living
situation, especially for older people?

As I began to calm down, my ques-
tions changed. What does it mean to
live in a community or a neighborhood
for 50 years? Why didn’t anyone else
know or do something? Then I began
to question myself. How many of my
own patients live like this and how of-
ten am I totally clueless? If I’m respon-
sible for my patients’ well being and
they don’t seek care in person, how do
I learn what’s going on, especially with-

out being intrusive and invading
someone’s privacy? How far does my
role as a doctor reach? I can beat on
myself, but up to what point should I
reasonably hold myself accountable?

The public has increasing expecta-
tions of primary care providers and we
have high expectations of ourselves.
Caring for our patients, especially in
this rapidly evolv-
ing health care
system, must in-
volve a set of part-
nerships with dif-
ferent parts of the
community, and
finding new ways
to care for “the
community” at
large.

In my Monday
clinic I felt com-
pelled to share
this story with the
residents, adding
yet another di-
mension to my

Victoria
CONTINUED FROM PAGE 3

questions: How can and should I teach
about this, especially when the answers
to my own questions are not yet clear?
How can and should we push our own
local systems of care to evolve so we
can best practice primary care and pre-
vention, both in the office and in our
communities?

What do you do? SGIM

The 1998 SGIM National Meeting: Volunteers Needed!

Christopher M. Callahan

The 21st annual National Meeting of the Society of General Internal Medicine will take place April 23–25, 1998, at
the Sheraton Cityfront Center in Chicago. The theme of the meeting is “Promoting the Health of Communities: The
Role of Primary Care.” The Call for Precourses, Workshops, Abstracts, and Clinical Vignettes will be mailed to SGIM
members in early September 1997.

The 1998 Program Planning Committee is seeking volunteers to help shape the content of this year’s program. We
need volunteers to help review proposals for precourses, workshops, abstracts, and clinical vignettes. The work of review-
ing precourses and workshops will take place in October 1997 and the work of reviewing abstracts and clinical vignettes
will take place in January 1998. If you would like to volunteer to help with these reviews please E-mail the appropriate
Chair below. Include the following information in your E-mail: name, address, phone number, fax, E-mail address,
previous experience with planning the SGIM National Program, and previous experience in reviewing or conducting
precourses, workshops, abstracts, or clinical vignettes. If you do not have access to E-mail, fax your information to the
National SGIM office at (202) 783-1347. If you already volunteered using the form in the back of last year’s program
booklet you do not need to recontact the Committee—we have your information already!

➪ Chair, Precourses: Judith Walsh, jmwalsh@itsa.ucsf.edu

➪ Chair, Workshops: Halina Brukner, brukner@uhs.bsd.uchicago.edu

➪ Chair, Abstracts: Harry Selker, hpselker@es.nemc.org

➪ Chair, Special Programs (clinical vignettes): David Calkins, dcalkins@kumc.edu

Joint Meeting
of the American Association of Bioethics, Society for Bioethics
Consultation, and the Society for Health and Human Values

WHERE: Baltimore Marriott Inner Harbor,
Baltimore, MD

WHEN: November 5–9, 1997

HIGHLIGHTS: Keynote speakers Ruth Faden, William May,
and Kenneth Starr

Onsite bookstore selling books at a discount
to attendees.

Career Development and Mentoring opportu-
nities.

REGISTRATION: A preliminary program and registration bro-
chure will be mailed this summer.

QUESTIONS: Contact the Joint Meeting office by fax at
(703) 556-8729 or by e-mail at shhv@aol.com
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ASSOCIATE PROGRAM DIRECTOR. The
Department of Medicine of the Medical Col-
lege of Georgia is seeking an Associate Program
Director for Ambulatory Education for the
Internal Medicine Residency Program. This po-
sition would be responsible for development,
implementation, and evaluation of ambulatory
medicine education for housestaff. This posi-
tion would include time spent in direct patient
care, precepting residents and time for research
related to resident education or outpatient care
delivery. Candidates should have prior experi-
ence and/or training in ambulatory medicine
education for housestaff. This individual would
have an appointment in the Section of Gen-
eral Internal Medicine at either an Assistant or
Associate Professor level, depending upon ex-
perience. If interested, please forward a CV to
Dr. John A. Hardin, Chairman, Department
of Medicine, 1120 15th Street, BIW-540, Au-
gusta, GA 30912. J1745.

ASSISTANT/ASSOCIATE PROFESSOR
(CLINICAL TRACK). The University of Min-
nesota Medical School is seeking a Clinical Pro-
gram Director to manage the daily clinical op-
erations of the Division of General Internal
Medicine at the University of Minnesota. Re-
sponsibilities include overseeing patient care ac-
tivities for the division, including the ambula-
tory setting and inpatient consult service; man-
aging staff; developing and implementing clini-
cal standards and quality measurement plans;

coordinating clinical needs with teaching pro-
grams; participating in outreach activities; and
participating in the budgeting process. Program
leadership and mentorship of faculty in regard
to clinical credentialing, medical education, and
participation in University-wide practice man-
agement committees are important compo-
nents. This individual is also expected to be
clinically and educationally active. Opportu-
nities for collaborative research are readily avail-
able if desired. Demonstrated leadership and
operations experience, preferably in an ambu-
latory care setting, is essential. Experience with
quality measurement/improvement is highly
desirable. Application deadline is September 30,
1997. Send CV along with three references to:
Nicole Lurie, MD, MSPH, Professor of Medi-
cine and Public Health, Director, General In-
ternal Medicine, Box 741 UMHC, 420 Dela-
ware Street, SE, Minneapolis, MN 55455. Tele-
phone (612) 624-8984.

UNIVERSITY OF MISSISSIPPI MEDICAL
CENTER. The Department of Psychiatry and
Human Behavior, under the leadership of
Angelos Halaris, MD, is expanding its clinical
program. We are seeking to fill the following
full-time, tenure track position effective Octo-
ber 1, 1997, or later. Associate Director-Inter-
nist, medical-psychiatric inpatient unit. This
is an 18-bed, newly-renovated teaching unit
under the direction of the Department of Psy-
chiatry. Patients with combined medical-psy-
chiatric or neuropsychiatric illnesses will be
admitted to this unit. Trainees will include resi-
dents and fellows in psychiatry, medicine, and
neurology. Tenure track faculty appointment
commensurate with qualifications. Salary and
rank commensurate with qualifications and ex-
perience. Submit CV, cover letter outlining in-
terest, and names of three references to: Angelos
Halaris, MD, Professor and Chairman, Dept.
of Psychiatry and Human Behavior, Univ. of
Mississippi Medical Center, 2500 North State
Street, Jackson, MS 39216-4505.

SABBATICAL/VISITING PROFESSOR OP-
PORTUNITY. The City University of New
York Medical School (CUNY MED), a 7-year

C l a ss i f i e d  A ds

Positions Available and Announcements are
$50 for SGIM members and $100 for non-
members. Checks must accompany all ads.
Send your ad, along with the name of the
SGIM member sponsoring it, to SGIM Fo-
rum, Administrative Office, 700 Thirteenth
Street, NW, Suite 250, Washington, DC
20005. Ads of more than 50 words will be
edited. Unless otherwise indicated, it is as-
sumed that all ads are placed by equal oppor-
tunity employers, and that Board-certified
internists are being recruited.

program that combines BS and MD degrees, is
recruiting for an individual who has extensive
experience in developing community-based
primary care curriculums for first- and second-
year medical students. The School's mission is
to train students for careers in primary care in
underserved communities of NYC and it is
committed to recruitment of underrepresented
minority students. Responsibilities include
working with community health center-based
clinicians in faculty and curriculum develop-
ment. Rank commensurate with experience.
This is a 1- to 2-year appointment to begin fall/
winter 1997. For further information, contact:
Dr. Marthe Gold, Dept. of Community Health
and Social Medicine, CUNY Medical School,
138th Street and Convent Avenue, New York,
NY 10031. Telephone (212) 650-7794; E-mail
goldmr@scicun.sci.ccny.cuny.edu.

HOW TO CONDUCT A SYSTEMATIC RE-
VIEW. A workshop sponsored by San Antonio
Cochrane Center and The University of Texas
Health Science Center at San Antonio, Sep-
tember 29 - October 1, 1997. Accredited for
15 hours CME credits. Deadline for applica-
tions is August 20, 1997, and on a space avail-
able basis after that. Please contact Linn Mor-
gan at (210) 617-5190 for more information.

ACADEMIC PRIMARY CARE INTERNIST.
Seeking enthusiastic primary care internist to
work in expanding hospital-sponsored Family
Health Center, supervise residents, and partici-
pate in program planning. Exciting opportu-
nity to transform the practice of primary care
in an underserved area. Training or work expe-
rience in a primary care setting highly desir-
able. Spanish fluency an asset. Competitive
compensations and attractive benefit package
including malpractice. Please send CV to Pearl
Korenblit, MD, Chief of Primary Care, St.
Elizabeth’s Hospital, 225 Williamson Street,
Elizabeth, NJ 07207 or fax (908) 351-7930.

sures of ethical high standards, and we
will call all parties to the delivery of
health care to account for these high
standards, just as individual physicians
are held accountable to the high stan-
dards of the AMA Code of Medical
Ethics. For example, I believe that if
physicians participating in a plan feel
that they must routinely game the sys-
tem in order to get patients in that sys-
tem needed services, this constitutes a

Ethical Alternatives
CONTINUED FROM PAGE 2

breach of medical ethical standards on
the part of the plan and it should be
redressed or made public.

It is with some sadness that I com-
plete my fellowship and write this last
column as Associate Editor for the Resi-
dents’ and Fellows’ Corner of the SGIM
Forum, but it is with an even greater
energy and excitement about facing the
challenges to come. I believe that a pa-
tient, above all, has a right to medical

care delivered in a climate of trust in
their physician. This is a fundamental
right that derives from being a human
being with intrinsic value—and from
a proper understanding of the role of
the physician. If, in my role at the Eth-
ics Institute, we can help the nation to
make progress towards realizing this
right, then the next few years will be
thrilling indeed. SGIM
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Society of General Internal Medicine
700 Thirteenth Street, NW
Suite 250
Washington, DC 20005

21st Annual AMERSA National Conference21st Annual AMERSA National Conference21st Annual AMERSA National Conference21st Annual AMERSA National Conference21st Annual AMERSA National Conference

November 13-15, 1997November 13-15, 1997November 13-15, 1997November 13-15, 1997November 13-15, 1997

Old TownOld TownOld TownOld TownOld Town ••••• Alexandria, VAAlexandria, VAAlexandria, VAAlexandria, VAAlexandria, VA

Our MissionOur MissionOur MissionOur MissionOur Mission
AMERSA is an association of multidisciplinary health care professionals in the field of substance abuse dedicated to improving
research and education about alcohol, tobacco, and other drugs. The goals of the organization are 1) to expand academic
preparation in substance abuse so that it is a requirement in the training of all health care professionals; 2) to initiate
rigorous scientific research in substance abuse; 3) to foster a multidisciplinary and multicultural approach to prevention,
intervention, and treatment; 4) to promote and disseminate a body of knowledge and literature about substance abuse that
emphasizes technology, transfer, medical education, and research through conferences and publication in Substance Abuse;
and 5) to support faculty development programs and to provide mentorship for health professionals interested in becoming
teachers, clinicians, and researchers in the field.

Plenary SessionsPlenary SessionsPlenary SessionsPlenary SessionsPlenary Sessions
••••• Dual Diagnosis Among Substance Abuse Populations in Prison Systems
••••• Complementary Therapeutics for Substance Abuse
••••• Outcome Measurement for Substance Abuse Treatment in Managed Care Networks

Keynote SpeakerKeynote SpeakerKeynote SpeakerKeynote SpeakerKeynote Speaker
••••• Mary R. Haack, PhD, FAAN “Drug Dependent Mothers and Their Children: Issues in Public Health and Public Policy”

NetworkNetworkNetworkNetworkNetwork
with health professional educators in the field of substance abuse

ParticipateParticipateParticipateParticipateParticipate
in a multidisciplinary exploration of new developments in substance abuse education, treatment, prevention, and research

DevelopDevelopDevelopDevelopDevelop
new skills at our workshop

EarnEarnEarnEarnEarn
••••• Continuing Medical Education Credits for Physicians
••••• Continuing Medical Education Credits for Nurses
••••• Continuing Medical Education Credits for Social Workers

For further information call Phyllis Arnold at (401) 444-1817, or E-mail at AMERSA@caas.caas.biomed.brown.edu
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