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In 2005, an Institute of Medicine report, titled “Improving the Quality
of Health Care for Mental and Substance-Use Conditions,” bluntly

stated that failure to address alcohol consumption in clinical practice
represents a significant threat to patient health. Symbolic of internists’
lack of attention to our patients’ alcohol consumption and illicit drug use
is our relegating this information to the social history, the Siberia of the
medical record. To address the marginalization of alcohol and drug use
in clinical practice, SGIM launched the Program of Research Integrating
Substance Use Information into Mainstream Healthcare (PRISM).
PRISM’s goals are to: 

1. Synthesize evidence regarding the impact of alcohol and illicit drug
use on common medical conditions; 

2. Evaluate primary care management of these effects; and 
3. Develop interventions to improve quality of care related to these

effects.

PRISM focuses not only on abuse/dependence but also on any level
of use of alcohol or illicit drugs. The thesis is that even small amounts
of these substances may have important effects—both negative and
potentially positive—on the development, management, and outcomes
of diseases.

PRISM received its initial funding from the Robert Wood Johnson
(RWJ) Foundation with supplements from the Centers for Disease Control
and Prevention (CDC), the National Institute on Drug Abuse (NIDA), the
Center for Substance Abuse Treatment (CSAT), and the National Institute on
Alcoholism and Alcohol Abuse (NIAAA). For PRISM, SGIM has been collab-
orating with three other primary care medical organizations: the American
College of Physicians (ACP); the American Geriatrics Society (AGS); and the
American Academy of Family Physicians (AAFP). These four organizations
are conducting complementary projects related to PRISM’s mission and
convened three conferences where experts met with an advisory panel
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writing; and organizational savvy that
will allow the individual to juggle sev-
eral things with minimal stress.

Deyo: Well, if maximizing your in-
come is an important career goal, re-
search may not be the right avenue.
But then, choosing General Internal
Medicine suggests that’s not an
issue for most of our trainees! Be-
yond that, it’s important to ask what
gets you excited in the morning as
you go to work. If you’re most ex-
cited when your day will be devoted
to patient care and teaching, then a
clinician-teacher pathway may be
best. But if your research day is your
favorite day of the week, it’s a sign!
Pursuing a research career requires
real curiosity, willingness to chal-
lenge conventional wisdom, and a
desire to answer puzzling clinical or
health care delivery questions with-
out fixed preconceptions. If you
enjoy writing, it helps. 

Fellowship research opportunities
are often limited to the natural
areas of academic strength at the
institution where the fellowship is
offered. For fellows who have a

General internal medicine 
research fellows are trying to 

decide whether or not they’re cut
out for a research career. What
more do you need to know?

Samet: Deciding if one is “cut out”
for research as an academic general
internist depends on a few things: a
passion for internal medicine; fascina-
tion with the study of issues affecting
personal and public health; writing
skills and satisfaction derived from
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Two Mentors Weigh in on Questions
Commonly Facing Junior Faculty
Jeffrey Samet, MD, MA, MPH, and Richard Deyo, MD, MPH, in
conversation with G. Caleb Alexander, MD, MS, and Stefan Kertesz, MD

Dr. Samet is Professor of Medicine at Boston University Schools of Medicine
and Public Health. Dr. Deyo is Kaiser Permanente Professor of Evidence-
Based Family Medicine, Departments of Family Medicine and Internal
Medicine, at Oregon Health and Sciences University in Portland, Oregon.

It’s often possible to sculpt a project that’s related to a
mentor’s work but with threads that begin building a
foundation for the trainee’s independent research
interests.
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Ihave a sense of tectonic shift, of
change that is large and unpre-

dictable. Right now the economy is
in turmoil, and we don’t know who
will be elected on November 4. 
By the time you read this column,
though, we will have elected a new
president and, it seems to me now,
begun a new era. One thing is 
certain—whichever party is elected,
and whatever the economy does,
we can expect change, possibly
more in health care than in any
other area of our lives. And despite
the eagerness with which our candi-
dates embrace the concept, change
is disconcerting. 

In my personal life, the last few
weeks have had a theme of change
as part of the contemplation that 
accompanies Rosh Hashanah and
Yom Kippur, which together mark
the start of the Jewish new year.
We are admonished to learn, to
change, and to turn in new direc-
tions. We are told that change is
possible and inevitable, is greater in
some generations than others, and
can be approached with hope and a
commitment to making the world a
better place. Our hope is strength-
ened if we seriously contemplate
what went wrong last year and vow
to improve upon it. Some years I
hardly think about change as the
new year rolls in.  This year, the idea
of change has dominated my
thoughts. Partly I feel my own life
changing as my children stop being
children and turn into adults. But a
major part comes from the certainty
of upcoming changes in health care
and the sense of adventure, oppor-
tunity, and intermittent fear those
changes elicit. I thought health care

would change by 2015, given the
impact of the aging of the popula-
tion, but it now looks as if change
will begin in 2009, driven by the
stresses on our economy and the
ways in which health care affects it. 

First, rounding upwards, health
care accounts for nearly one fifth of
the gross domestic product of this
country (17%). That’s a much higher
proportion than is spent on educa-
tion (close to 5%) or on the military
(a bit over 5%) and substantially
more than the proportion of GDP
spent on health care by European
countries (10%). Our societal return
on investment in terms of access to
care, quality of care, or life ex-
pectancy is lower than for European
systems, creating pressure for
change. At a state health care re-
form conference I attended along
with representatives from Wal-Mart
and Blue Cross, to name a few, I
heard businesses as well as legisla-
tors saying that government needed
to re-level the playing field—busi-
nesses alone couldn’t solve the cur-
rent problems.

Second, health care represents a
large taxpayer investment. Econo-
mists tell us that nearly 60% of the
17% of the GDP spent on health
comes out of tax dollars. This 
includes tax subsidies for employer-
provided insurance as well as direct
costs for publically financed care.
Taxpayers furthermore support the
research that fuels the health care
we deliver and the education that
produces health care providers.
Thus, though the majority of physi-
cians work in small offices, those of-
fices are actually connected under
the surface by the net of public

PRESIDENT’S COLUMN

Change As a New Way of Life in Health Care
Lisa Rubenstein, MD

Given that change is happening, and
that each of us plays a part in the
current system, what went wrong
last year that we could fix this year?
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funding. We are not Marcus Welby,
MD, the quintessential television gen-
eralist, living independently through the
support of our individual patients alone.

Third, the combination of public
money and private companies produces
complexities I never studied in school.
As tax dollars flow from government
hands back into the private sector
through, for example, Medicare, who is
in charge? Is it a free market when pub-
lic dollars dominate spending? Is it so-
cialist when government does not
control the fate of those dollars?  Ac-
cording to the articles by John McCain
and Barak Obama in the New England
Journal, it seems that one side would
change this public/private mix by efforts
to pull government funding out of health
care, while the other would change it by
more active exercise of public interest
in setting rules. Both sides recognize
imbalances that need correction.



Multiple pressures have stimu-
lated the rapid expansion of

academic hospitalist groups. Most
university hospitals (as well as 
community hospitals) have an ever-
increasing inpatient clinical volume.
As the demand for inpatient care has
increased in the setting of work hour
restrictions and admission caps, 
residency programs have downsized,
leaving hospitalists, nurse practition-
ers, and physician assistants to fill
the gap left by resident coverage.
This has led to a proliferation in aca-
demic medical centers of inpatient
internal medicine services without
residents, commonly referred to as
“uncovered,” “non-resident,” or
“non-teaching” services.

As hospitalists helped solve the
inpatient internal medicine volume
crisis, surgical programs sought hos-
pitalist coverage, too. Limited by
housestaff duty hours, surgical pro-
grams attempted to “back-fill” clini-
cal need with hospitalists. This has
been especially true in orthopedic
and neurosurgery programs. 

Demand for hospitalists has also
grown with the rise of the quality
and safety movement. In a new era
of public reporting focusing on pa-
tient safety and medical errors, hos-
pitals have recognized the value (and
need for) physicians who are in-
vested in improving all aspects of in-
patient care. Thus, in most hospitals,
hospitalist groups are at least partially
supported by hospital funds, and
hospitals have encouraged the
growth of hospitalist groups.

During the summer of 2007, 
representatives from the Society 
of Hospital Medicine (SHM), the 
Society of General Internal Medicine
(SGIM), the Association of Chiefs of
General Internal Medicine (ACGIM),
the Association of Program Directors
in Internal Medicine (APDIM), the
Association of Specialty Professions

academic success. January’s ACGIM
Leadership Forum will announce 
the fruit of these discussions: an 
Academic Hospitalist Academy. This
intense, practical, hands-on, four-day
conference will benefit aspiring 
hospitalists, Departments of Internal
Medicine, and teaching hospitals.

SGIM

(ASP), and the Association of Profes-
sors of Medicine (APM) met to dis-
cuss the rapid growth of academic
hospitalist sections and divisions and
the resultant problems with job sat-
isfaction, retention, and promotion.
We identified three varieties of acad-
emic hospitalists. The first group in-
cludes hospitalists who already fit
into a traditional academic job de-
scription. They are often fellowship
trained, maintain scholarly output
(broadly defined), and are integrated
into the current academic milieu.
This group represents a minority of
all academic hospitalists.

The second group includes the
aspiring clinician-educators. To fill
clinical needs, members of this
group initially spend the majority of
their clinical time on “uncovered”
services but frequently participate on
“teaching” services (either general
medicine or consultation). Some of
these faculty members have gone on
to assume educational leadership
roles in their department (e.g., pro-
gram directors, associate program di-
rectors, clerkship directors). Many
newly hired hospitalists aspire to join
this group.

Finally, those who spend the ma-
jority of their job caring for patients
without residents comprise the third
group. Hospitalists in this group are
often right out of residency and may
plan on only spending a year or two
in the role before moving on. Some
of them, however, aspire to become
true clinician-educators and to be
more integrated into the academic
community.

In examining the rapid expansion
of academic hospitalists as well as
the challenges faced by the three
groups above (some unique to each
group and some overlapping), we
identified several specific training
areas that new academic hospitalists
need to increase their chances of
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Developing Academic Hospitalists
Jeff Glasheen, MD; Bradley Sharpe, MD; and Robert Centor, MD

Dr. Glasheen is Associate Professor of Medicine and Director, Hospitalist Training Program, at the University of
Colorado at Denver and Health Sciences Center. Dr. Sharpe is Assistant Clinical Professor of Medicine at the
University of California, San Francisco.
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Given that change is happening,
and that each of us plays a part in
the current system, what went
wrong last year that we could fix
this year? One thing is that most of
us didn’t take an active enough role
in helping the public (and their repre-
sentatives) understand health care.
We are far more educated about
and experienced in medicine than
most others in our society. We owe
it to the factory workers, small busi-
ness owners, and others who sup-
ported our education and pay for our
services through hard-earned tax
dollars to help lead change. Our re-
search, educational activities, patient
care, or advocacy might have better
informed or supported needed
change. This year, we can change
by considering which of our last
year’s activities had unrealized po-
tential for supporting positive health
care change and improving upon
that potential. Change begins one
person at a time. Together, as we
each act in small ways, we 
can become a large force for the
changes needed to produce truly 
patient-centered, cost-effective 
health care.

To provide comments about this
column, please contact Lisa Rubenstein
at Rubenstein.Lisa@gmail.com.
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Did you know that cocaine is
sometimes “laced” with a ro-

denticide to enhance its effects?
We did not know either. In morning
report, a resident once presented a
patient with significant epistaxis and
coagulopathy (INR 5.8). The patient
denied warfarin use or exposure to
rodenticides. He received fresh-
frozen plasma and high-dose vitamin
K with complete resolution of his
symptoms; however, he was lost to
follow-up. Testing during the admis-
sion demonstrated a rodenticide,
brodifacoum (D-Con, Talon-G). After
the second bleeding episode re-
sulted in retroperitoneal hemor-
rhage, he acknowledged smoking
crack cocaine mixed with rat poison.
This case was later published and
now reaches a wide audience (N
Engl J Med 2001; 345:700). 

What does this and other cases
teach us? Is there any benefit to
writing a case report? 

Top Five Reasons Why You
Should Write a Case Report

You can document scholarship in
an educational teaching portfolio.
Clinician-educators and trainees can
demonstrate scholarship by publish-
ing a case report. Residency program
directors can document scholarship
activity as a way to fulfill an Accredi-
tation Council on Graduate Medical
Education (ACGME) requirement.
Residents and students can demon-
strate scholarly activity when pursu-
ing residencies, fellowships, or
academic positions. Completing a
case report provides a sense of ac-
complishment and confidence—a
motivator that may lead to more
scholarly projects. 

You can sharpen and learn new
skills. Writing a scientific manuscript is
no small task—it requires time, com-

new. Case reports allow the recogni-
tion of new diseases, the detection
of new drug side effects, and the
recognition of a rare manifestation
of a disease. For example, remem-
ber the first cases of eosinophilia-
myalgia syndrome (MMWR 1989;
38:765-7)? It was later found that a
contaminant in the production of
tryptophan was the culprit (N Engl 
J Med 1990; 323:357-65). Some of
you may have cared for a patient
with this syndrome. A case report
can identify new problems or gaps
in knowledge and can guide future
clinical research.3

Step-by-step suggestions on how
to get your case report published are
available.4 We recommend several
key points. First, be clear and concise
about the main message and empha-
size why the message is important
and adds to the current published lit-
erature. Know your audience; under-
stand how the case report solidifies
your learning objectives. Remember
that good writing is essential—great
cases written clearly are the ones
published, and a great case can be
lost in poor-quality writing. Finally,
brainstorm and collaborate with your
colleagues, and repeat your literature
search. These steps help identify
unique teaching points and determine
if your case report is publishable.

Clinician-educators in the audi-
ence, we invite you to submit (or
mentor someone to submit) a case
report to the national SGIM meeting
in Miami. The deadline for submis-
sion is fast approaching in January
2009. Consider those cases where
you or a trainee had an “A-ha” mo-
ment, and see how that moment
translates into learning opportunities
for others. After the meeting, take a
moment to consider which cases are

mitment, and skills. The process trains
you how to conceptualize an idea, per-
form a literature search, and commu-
nicate succinctly. Writing a case report
helps you improve scientific writing
skills. The first step to writing a case
report for publication is to submit for
an academic meeting. This first step
of presentation allows you not only to
organize your case and define the
learning objectives but you can also
learn to prepare a poster, create
slides, and master public speaking
skills. This experience can be valuable
for the next step of writing your case
report for a manuscript publication.  

You can mentor someone. Cre-
ate a mentoring opportunity by re-
cruiting a trainee (or colleague) and
guiding them through the process.
Getting to know others and working
together to understand a patient’s
disease are powerful motivators
(known as the drive to bond and
comprehend).1,2 Mentoring is a re-
warding experience and can serve
as a recruiting tool for future acade-
mic general internists.

You can learn something new.
Performing a literature search and
becoming an expert in a clinical
topic is intellectually stimulating and
rewarding. We recently heard of a
patient with recurrent episodes of
ataxia and confusion. The team car-
ing for this patient was puzzled by
the recurrence of the symptoms and
by the previously unrevealing evalu-
ations. After further reading, the
team correctly identified D-lactic aci-
dosis as the cause of her symp-
toms. Preparing this case for
presentation and publication will
help the team have a better under-
standing of D-lactic acidosis. We
learn medicine from our patients—
every day.

You could discover something

NATIONAL MEETING REPORT

Why Should I Write a Case Report or Clinical Vignette?
Carlos Estrada, MD, MS; Mukta Panda, MD, FACP; and Michael Landry, MD, MS 

Dr. Estrada is Associate Professor of Medicine at the University of Alabama at Birmingham/Birmingham VAMC and
2009 Annual Meeting Chair; Dr. Panda is Professor of Medicine at the University of Tennessee at Chattanooga; and
Dr. Landry is Associate Professor of Internal Medicine at Tulane University School of Medicine/Southeast Louisiana
Veterans Health Care System.

continued on page 9



history; medication use; and a fo-
cused review of systems based on
this differential. For example, we will
want to know if he has associated
dysarthria, choking, odynophagia, or
coughing, as such would more likely
be due to an oropharnygeal or upper
esophageal dysphagia explaining his
findings. We will also want to be re-
assured that globus-type symptoms
are not present. In addition, a fo-
cused physical examination of at
least the head and neck for symme-
try, masses, lymphadenopathy, thy-
romegaly, ptosis, diplopia, and
distention of the neck veins will be
important to help inform the likely di-
agnostic considerations and direct
further work-up and consultation.

Vital signs are remarkable for
temperature, 100.2 F; pulse, 130 and
regular; respiration, 20; and BP
150/84 without orthostatic changes.

Routine labs show:
Sodium 139
Potassium 3.2
Chloride 92
Bicarb 33
BUN 12
Creat 0.5
Glucose 179
Calcium 13.1
Albumin 3.8

Chest X-ray shows left lower-lobe
atelectasis. A diagnosis was enter-
tained and confirmed.

We will now need to expand our
syndrome to at least include a tachy-
cardia (presumably sinus), low-grade
fever, and tachypnea in a patient

proceed with his work-up in a very
informed and efficient fashion. 

Our clinical reasoning process is
obviously an iterative one, as it is in-
formed by additional information
based on further questioning, physi-
cal examination, and directed work
up. However, by beginning with the
“end in mind,” we are able to pro-
ceed in an informed fashion and ex-
pedite further evaluation.

The patient complains of general-
ized weakness. He believes that his
neck is swollen. Over the past week
he has not slept well.

He is single, denies cigarette
smoking, and admits to “social mari-
juana” use. He also uses cocaine but
has abstained for the past month.

An oropharyngeal or upper
esophageal etiology, such as a diver-
ticulum, may explain his dysphagia
syndrome anatomically due to his be-
lief that his “neck is swollen” and his
prior history of vomiting undigested
food. However, we will also need to
consider that he has reported gener-
alized weakness and not sleeping
well recently. Neuromuscular sys-
temic etiologies that represent this
entire syndrome and that affect the
upper or lower esophagus include: 1)
a neoplastic etiology due to an under-
lying anterior mediastinal mass, such
as a thymoma combined with a
myasthenia gravis paraneoplastic
process; 2) an endocrine disorder,
such as hypo- or hyperthyroidism; or
3) other idiopathic, connective tissue,
and infectious conditions.

We will next want to explore a
more complete social and sexual his-
tory; past medical, allergic, and family

A24-year-old African American pre-
sents to clinic as a new patient.

He complains of dysphagia. He re-
lates a one-month history of an inabil-
ity to keep food down. His vomitus
appears undigested. Over the past
week he has had the same problem
with liquids. He claims significant
weight loss (belt size has decreased
by two notches).

We systematically consider likely
diagnoses (beginning with the end
in mind) as the patient describes his
symptoms. The constellation of
these symptoms (a syndrome) and
subsequent signs/laboratory findings
must be explained anatomically,
physiologically, or biochemically.
This very young man’s dysphagia is
most likely explained anatomically
due to either an intrinsic or extrinsic
process mechanically obstructing his
lower esophagus or physiologically
due to a neuromuscular process af-
fecting it. 

At this point, specific disorders in
several categories of disease are
likely to explain his syndrome of
dysphagia for solids and later liquids
over four weeks with associated
weight loss. These include connec-
tive tissue disorders (scleroderma),
neoplasia (mediastinal and primary
epithelial), and idiopathic and inflam-
matory disorders (achalasia and dif-
fuse esophageal spasm). We will
not discount other categories of dis-
ease, such as congenital, vascular,
or infectious (particularly if this pa-
tient has HIV/AIDS) or toxic expo-
sure but will first need additional
information. By formulating this dif-
ferential diagnosis early on, we can

24-year-old Man with Complaint of Dysphagia
Robert Centor, MD (presenter), and Greg Rouan, MD (discussant, in italic)

Dr. Rouan is Associate Chair for Education, Department of Internal Medicine, at the University of Cincinnati.

Hypercalcemia can further direct our work-up, as
unless this patient is significantly volume depleted, 
this degree of hypercalcemia is more apt to be
explained by a malignant etiology and less by an 
endocrinologic or infectious etiology.

OUTPATIENT MORNING REPORT
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Most choose a career in Internal
Medicine because of the core

values inherent to our profession. We
value excellence in patient care, intel-
lectually challenging diagnoses, and
developing longitudinal relationships
with patients. These values should
not to be mistaken for “old school
values” or be dismissed as “genera-
tional differences.” Regardless of
generation, we can all agree on the
immutable aspects of what we offer
as physicians. As our medical system
becomes increasingly complex and
fragmented, we must not forget
other fundamental values our profes-
sion has preserved for the last 2,500
years: ownership of our patients and
accountability of our actions. 

Work duty hour limitations initi-
ated in 2003 by the Accreditation
Council for Graduate Medical Educa-
tion (ACGME) brought tremendous
changes to the structure of residency
programs. Programs adapted to the
duty hour requirements in different
ways, including development of night
float (NF), day float, and procedure
team rotations. Some programs in-
creased the number of resident posi-
tions in their institutions, modified
clinical rotations and call schedules,
and incorporated hospitalist pro-
grams to off load service volume.
With the changes in graduate med-
ical education, and incorporation of
work duty hour limitations, owner-
ship and accountability have been

tient level, we structured our NF
such that the intern only cares for
patients that he or she admits. We
also sought to maintain continuity
within the resident team. The interns
have the same two supervising resi-
dents for the entire rotation: one res-
ident as the supervising day team
resident and one resident on the NF
team. The specifics are as follows:
each inpatient team has one resident
and two interns (plus medical stu-
dents). The NF team is one resident
and one intern. At 8 pm, the NF resi-
dent comes in to relieve the day res-
ident (who leaves at 9 pm after an
hour of overlap) and admits
overnight with one of the team’s in-
terns. The interns alternate the
overnight call every eighth night. The
overnight team is joined the next
morning by all team members and
the attending for post-call rounds to
discuss the admissions from the day
before. This allows the intern the in-
valuable experience of continuity, fol-
lowing patients from admission to
discharge and providing care only for
patients he or she admitted without
hand-offs. It also lends itself to team
care. When the post call intern
leaves at 1 pm, the day team resi-
dent provides care for those pa-
tients. This resident was present for
the post call presentation and is able
to follow up on tests and consults
and ensure appropriate orders were

threatened. Have the structural
changes impacted the philosophical
underpinnings of our profession? 

At our institution, we made sev-
eral changes to our residents’ sched-
ules to comply with duty hours.
Some were successful; some were
not. One of our great successes was
our NF. In a complex medical institu-
tion, with three different hospitals
and eight subspecialty services, in-
corporating a NF was a challenge.
We decided from the beginning that
we would make every attempt to
preserve the core values we so
dearly treasured, including ownership
and accountability. In designing our
NF, we aspired to maintain patient
and resident continuity and not allow
our internal medicine inpatients to fall
under the shift work mentality with
hand-off diagnoses. 

We began the process a year be-
fore implementation and involved
our residents as much as possible.
We developed a task force of resi-
dents and chief medical residents
who met over several months and
put great thought into how the final
product of a NF team would func-
tion. We piloted the system for a
month at one hospital, tweaked
minor concerns, and deployed it pro-
gram wide. We had continual surveil-
lance of the NF, monitored hours,
and specifically watched for the im-
pact on our value system.

To maintain continuity at the pa-
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We later realized an unintended
benefit of our system was continuity
of care at the cross cover level; with
the same NF intern in-house each
night, he/she knew the patients
he/she was cross-covering well and
was able to provide continuity during 
the evening hours.

Lisa L. Willett Gustavo R. Heudebert

continued on page 12



Willett and Heudebert have de-
scribed the creation of a night

float (NF) rotation at their Internal
Medicine Residency Program that
has solved some of their work hours’
limitation issues while preserving
some of the core values of an inter-
nal medicine residency. In the
process of looking for a solution to a
scheduling issue, they recruited the
creative thinking of residents and fac-
ulty. They prioritized certain core prin-
ciples such as individual sense of
ownership of the patient, account-

tumors, hematologic malignancies,
and sarcomas/carcinomas of the
head, neck, and esophagus; en-
docrinologic causes include hyperthy-
roidism and (again now with the
hypercalcemia) hyperglycemia,
adrenal insufficiency, and diabetes
mellitus; and infectious disorders in-
clude extrapulmonary tuberculosis,
histoplasmosis, HIV with associated
candidiasis, and other granulomatous
infections. Due to this gentleman’s
age and race, it is worthy to mention
idiopathic causes such as sarcoidosis.

A serum phosphorous would help
stratify this patient further and, if <3,
one would then be more likely to
consider neoplastic etiologies. The
evaluation might be further pursued
with a parathyroid hormone-related
protein (PTHr-P) level, nasopharyn-
goscopy, EGD with biopsy and/or
barium swallow, and other laboratory
studies to include CBC, liver function
studies, imaging study of the head
and neck (and perhaps of the chest),
and an ultrasound with FNA of a po-
tential neck mass. 

This patient may be hyperthyroid,
causing hypercalcemia and perhaps
myopathy due to a toxic multinodular
goiter or an autoimmune etiology

with hypercalcemia and increased
glucose. In addition, there are no
findings on CXR to suggest a 
mediastinal mass at least based 
on widening, hilar adenopathy, or 
interstitial infiltrate.

The dysphagia could be secondary
to an anatomic compression from a
goiter or mass with a substernal com-
ponent or thoracic inlet location
based upon the description of neck
fullness by the patient. Alternatively,
a neuromuscular explanation of the
dysphagia in light of this patient’s hy-
percalcemia may be secondary to re-
duced contractility, particularly in the
smooth muscle of the lower two
thirds of the esophagus. Moreover,
the hypercalcemia helps explain the
fatigue, weight loss, and weakness. 

Hypercalcemia can further direct
our work-up, as unless this patient is
significantly volume depleted, this
degree of hypercalcemia is more apt
to be explained by a malignant etiol-
ogy and less by an endocrinologic or
infectious etiology. 

Neoplastic etiologies include thy-
moma, thyroid carcinoma, Hodgkin’s
or non-Hodgkin’s B-cell lymphomas,
and (now with the hypercalcemia)
neuro-endocrine and germ cell 
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OUTPATIENT MORNING REPORT
continued from page 6

ability, and continuity. The solution fit
their unique hospital situation and, as
such, may or may not be generalize-
able. However what is clearly gener-
alizable is their process of change.
By first stating the core principles
that must be preserved throughout a
change process and recruiting those
most knowledgeable about the
“front line” needs of the patients
and residents, they were poised to
succeed. They came up with a solu-
tion characterized by clinical, educa-
tional, and professional integrity. 

The discussion section in the
paper also reminds us that although
there are clearly acknowledged gener-
ational differences in the way Gen X
and Gen Y see themselves and priori-
tize personal values, medical educa-
tors should never compromise on the
core values that represent the very
best of being a physician. Their insis-
tence on preserving these values in
the process of creating a genera-
tionally respectful solution to their res-
idency program should be seen as a
model for all medical educators. SGIM

such as Graves’ disease. This is less
likely due to the degree of hypercal-
cemia unless again he is volume de-
pleted.

I suspect if the aforementioned
diagnosis was made, it was based
simply on a thyroid profile. In this
case, an ultrasound would help de-
fine the anatomy of the gland and
dictate additional work-up to include
radionuclide scintigraphy.

In fact, the patient did have a goi-
ter with a loud bruit. His lab values
showed a very low TSH (0.01),
markedly elevated free T4 (>5.8), and
elevated total T3 (>8). While clinical
examination made the diagnosis rela-
tively easy, we presented the patient
without the physical exam to expand
discussion of the differential diagno-
sis. Dr. Rouan performed admirably!

One of the key points that I take
from this patient is that dysphagia is
a relatively imprecise term. When
patients present with “dysphagia,”
we must take a very careful history
to explore this general complaint
and make our understanding more
specific. Second, we should always
remember that hyperthyroidism is in
the differential diagnosis of hyper-
calcemia.   SGIM



As a medical student on my pedi-
atric clinical rotation, the very

first patient I helped take care of
was an 18-month-old girl on a venti-
lator with pneumocystis pneumonia.
It was April 1984, and she died
within days. Her mother had died
from HIV just a few months earlier.
Neither of them had a chance.
There was no HIV treatment. As I
reflect on all the HIV-infected pa-
tients I have cared for since then—
many of whom have died—it is easy
to realize what an amazing differ-
ence the past 24 years has made.

Early in the epidemic, HIV care
was the management of acute ill-
nesses as they occurred, with little
to do to prevent ultimate death.
Most complications were oppor-
tunistic infections, cared for with the
guidance of an infectious disease
specialist. Since 1996 and the intro-
duction of highly active anti-retroviral
therapy, HIV has evolved into a
chronic disease. I now care for many
patients who have been HIV infected
over 20 years and never hospitalized.
The most important skills in caring
for patients with HIV have became
those same skills I learned as a gen-
eralist—excellence in communica-
tions, rapport building, promotion of
medication adherence, and use of
evidence-based knowledge. 

As an academic generalist, I have
been taking care of HIV patients in a
university primary care practice for
15 years. The practice consists of
five general internists and a nurse
practitioner taking care of more than
400 HIV-infected patients in a setting
where an inner city injection drug

ral drug or understanding resistance
tests is not difficult and doesn’t re-
quire particular skill. What is challeng-
ing is talking comfortably and
non-judgmentally with patients about
drug use, sexual practice, spirituality,
isolation, hope/hopelessness, depres-
sion, domestic violence, feelings of
suicide, and medication burnout. Un-
fortunately, when the quality of HIV
care provision is analyzed in the liter-
ature, the measures judged are in
the realm of administering a PPD and
flu vaccine, performing a PAP smear,
and checking an HIV viral load and
CD4 count. Maybe we need our pa-
tients to come up with the true qual-
ity measures.                            

SGIM

user is in the same waiting room as
a faculty member. All of us are in the
clinic five days per week and do all
we can to save our patients from
going to an emergency room. In the
primary care setting, our patients re-
ceive from a single provider HIV
treatment, gynecologic care, and
overall medical care for problems in-
cluding diabetes, hypertension, hy-
perlipidemia, and mood disorder. The
practice receives Ryan White fund-
ing to care for uninsured patients
and to support a nurse educator who
helps with medication adherence
and case management issues. 

My patients with HIV include at-
torneys and business executives,
but most of my patients have ac-
quired HIV related to drug use. They
are individuals least suited to take
even simple medication regimens
perfectly. For most of them, ad-
dressing the ravages of addiction
must come first. Even this has be-
come possible within the primary
care setting with the use of
buprenorphine. I can see a patient
ready to get help for opiate depen-
dence and that same day prescribe
buprenorphine to ease withdrawal
and get drug treatment started. 

Certainly, I recognize that provid-
ing HIV care is not for all generalists.
Providing ideal care requires staying
current with treatment, but isn’t that
true for all of medicine? What HIV
care requires more than anything
else is a devotion and passion to
enter patients’ lives in a more private
and detailed way than we enter most
other patients’ lives. Learning about
the side effects of a new anti-retrovi-
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What HIV care requires more than 
anything else is a devotion and
passion to enter patients’ lives in a
more private and detailed way than
we enter most other patients’ lives.

worth pursuing for potential publica-
tion. We know we learn something
new every time we read one, and
we look forward to your contribution.
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“core passions” that are not
strong at their home institutions,
what are the options for success-
ful research during fellowship?
How much should they “settle”
and do the best possible work
with the people close by?

Deyo: Tough call. I like to see fellows
pursue their passions because that’s
when the best work emerges. It’s
often possible to sculpt a project
that’s related to a mentor’s work but
with threads that begin building a
foundation for trainees’ independent
research interests. It’s also feasible
to seek out mentors at other institu-
tions who share fellows’ core pas-
sions. Most faculty members are
willing to work with a distant fellow
when their interests strongly align.
Fellows may be shy about approach-
ing a senior mentor, especially one
they don’t know well, but it can
work. Often, a successful strategy in
this circumstance is to engage the
distant mentor, maintain a mentor in
the home institution with a related in-
terest, and build plenty of opportuni-
ties for communication with the
distant mentor.

As fellows contemplate research
as part of their post-fellowship 
careers, do they need to be certain
about their desire for a research
career in order to seek research
jobs? How common is ambiva-
lence, and how much ambivalence
is safe to have?

Samet: Making decisions can be
tough, but by the time one is looking
for an academic position, it should be
clear in the individual’s mind whether
or not the faculty position will be as a
clinician-investigator. Ambivalence is
normal and not uncommon, but as
we all know, decisions often need to
be made, one way or the other, with-
out all ambivalence resolved. 

Deyo: Doing research isn’t an all-or-
nothing proposition. Many clinician-
teachers want to have some
research involvement, while many

others, a generous startup package
might be in the offing. Departmental
funding being what it is, it’s getting
harder to offer, say, three years of
hard funding while a junior faculty
person seeks extramural support. In
part, this accounts for extended fel-
lowships, which provide time for ju-
nior investigators to find significant
research salary support. It’s also why
K awards and other career develop-
ment awards are so valuable.
Nonetheless, some institutions are
able to offer substantial salary sup-
port for research time as well as
start-up funds for collecting prelimi-
nary data. If you’re not getting at
least an office and a computer, be
nervous. 

Say that they end up not taking a
“research position.” Do people
ever end up moving into research
later in their careers? What about
folks interested in transitioning
from outside academics (i.e., gov-
ernment, private practice, founda-
tion work) to academics? Can it be
done, and what is a reasonable
time frame for such a transition?

Deyo: This is a hard transition to
make but not impossible. I’ve
known people who successfully
moved from practice into research
early in their careers but few who
have made a successful transition in
mid- or late-career. Succeeding in
the competitive world of research
grant funding requires, for most,
sound research training, mentored
research experience, and significant
time to establish a track record of
published productivity—all of which
require a few years, often with a re-
duced income. People trying to
make this move late in their careers
often find these hurdles to be formi-
dable, and they’re more likely to end
up having some involvement in
other investigators’ projects rather
than their own. 

Does a position as a dedicated
hospitalist better ensure their

clinician-scientists don’t want to do
research exclusively. So it’s really a
question of finding the right balance.
Some ambivalence is fine. However,
given the realities of competition for
funding and the need for persistence
in the often tedious process of grant
and manuscript writing, having some
deep enthusiasm is important for
someone who plans to become a
principal investigator and seek signifi-
cant grant funding.

Say that they decide that they do
want to “become a researcher.” Is
there a standard “start-up pack-
age” that is reasonable for them
to expect or request in a new job?

Samet: As of 2008, I do not think
that there is a “standard” start-up
package. The offer will depend on
the institution’s financial resources,
leadership perspective, history in this
regard, and the individual’s talents
and area of focus. A new faculty
member will often need a minimum
of two to three years to gain suffi-
cient external support. Until this oc-
curs, dedicated and supported time
for research pursuits will be invalu-
able. Given that such support can be
a major expense for a department,
different arrangements to provide
that support can be concocted in-
cluding being given funding from and
specific responsibilities for existing
research projects presumably related
to one’s interests. Having funds to
use for a variety of purposes (e.g.,
salary for research associates, statis-
tical support, travel) can be part of
the offer, but the specifics of the re-
search environment will preclude
generalizations as to what one may
expect in this regard. Broadly speak-
ing, one should seek out an acade-
mic home in which the individual’s
success is clearly seen as the organi-
zation’s success and resources are
available to enable that perspective
to take on real positive dimensions. 

Deyo: This is highly institution-spe-
cific. At some places, you would be
lucky to get an office and a title; at continued on page 12
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comprised of members from each of
these medical societies. 

To address gaps in medical litera-
ture on the impact of alcohol and drug
use on common conditions treated by
primary care physicians on a daily
basis, PRISM has been commission-
ing systematic reviews to assess the
evidence on this broad topic. Five of
these reviews address the effects of
alcohol consumption on diabetes,
sleep disorders, hypertension, bone
disease, and depression.1-5 

These reviews reveal why physi-
cians might be confused about ad-
dressing alcohol use with their
patients. Although alcohol use has
risks for hypertension control, mood
disorders, and sleep quality, sensible
drinking within the NIAAA’s recom-
mended guidelines (i.e., up to 7
drinks weekly for women or 14 drinks
for men) appears to protect against
diabetes and bone disease. PRISM is
currently commissioning several
SGIM members to examine the
strength of the evidence that alcohol
protects against coronary artery dis-
ease. While salutary effects of alco-
hol may be attributed to a healthy
user effect, the team is also examin-
ing biomarkers that may help under-
stand the pathophysiology of any
protective effect. However, unques-
tionably alcohol can be highly danger-
ous for some patients, so physicians
need to draw upon a strong body of
evidence when counseling patients
about their personal risks and bene-
fits of alcohol consumption. 

Certainly, ignoring the topic is not
the answer. At present, when we
treat patients with hypertension, do
we mention alcohol use along with
salt? Probably not. When we see pa-
tients with sleep apnea, do we men-
tion that alcohol worsens their
apnea? Unlikely. When we see a pa-
tient at increased risk of diabetes, do
we suggest a couple of drinks a
week? Now that is hitting a nerve
that needs to be addressed with evi-
dence. PRISM intends to demon-
strate to the NIH and other funding
agencies where gaps must be ad-
dressed by research. 

Two commissioned reviews have
evaluated marijuana’s effects on the
lung,6-7 and another examines the ef-
fectiveness of opioid drugs in
chronic, non-cancer back pain.8 Simi-
lar confusion appears about the ef-
fects of marijuana on the lung.6-7

Marijuana acutely appears to be a
bronchodilator, whereas longer-term,
it can produce symptoms similar to
those of obstructive lung disease. Al-
though some histopathological
changes indicate that marijuana use
can promote lung cancer, observa-
tional studies do not yet support this
association after adjusting for to-
bacco use. 

Despite the widespread use of
opioids for chronic low back pain, an-
other of our commissioned reviews
found that evidence for a benefit of
longer-term use was disturbingly
weak.8 We desperately need sound
evidence to guide our management
because aberrant behaviors, including
personal opioid abuse and diversion,
are serious public health threats.
PRISM is also commissioning re-
views of the evidence underpinning
practice-based supports to assist
physicians when prescribing opioid
drugs, including narcotic agreements
(or contracts), urine drug testing, and
screens for persons at increased risk
of misusing opioid drugs. 

Dr. Cary Reid of the AGS has con-
ducted focus groups to evaluate physi-
cian and patient comfort with use of
opioid drugs at Cornell and in Harlem
practices. His work has revealed
provider concerns and patient reluc-
tance to take these drugs due to fear
of becoming dependent. Dr. Joanna
Starrels at Montefiore Medical Center
is leading a PRISM study for SGIM of
more than 4,000 primary patients who
are receiving long-term opioid treat-
ment for non-cancer pain to under-
stand adverse outcomes and use of
practice-based supports to increase
safer use of opioids.

PRISM has also commissioned a
review of the impact of alcohol use
on adherence to medications for sev-
eral common clinical conditions as
well as another on the role of non-

physicians in providing screening and
brief interventions to problem
drinkers in primary care practices. Fi-
nally, we have an ongoing survey
about the effects of alcohol use on
sleep disorders conducted by the
AAFP and an intervention study of
web-based tools to help primary care
physicians address the effects of al-
cohol on sleep, hypertension, and de-
pression conducted by the ACP.

PRISM has identified many high-
priority areas for research and is work-
ing closely with funding agencies to
create grant opportunites to address
these gaps. SGIM has leaders in the
area of substance abuse research as
well as practice redesign who are
well positioned to conduct this re-
search and to make it relevant to daily
practice. The long-term impact of
PRISM depends on clinicians, re-
searchers, and educators starting to
move alcohol and illicit drug use infor-
mation out of the social history and
into our daily management of pa-
tients. PRISM’s efforts come at an op-
portune time because the
patient-centered medical home, with
its team-based care, EMR, and patient
education, can greatly help physicians
manage alcohol and illicit drug use. 
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completed. When the intern is off,
the resident provides seamless care
and the team functions as a unit to
assume responsibility and maintain
ownership of the patient.

With our NF system, the NF resi-
dent is an integral part of the team.
The NF resident gains skill in super-
vising and teaching, has autonomy in
medical decision-making, and is ac-
countable for his/her actions by re-
ceiving feedback the next morning on
post call rounds. The NF intern has 
an important educational role as well.
This intern is responsible for cross
cover issues only, without the com-
peting interests of admissions. The
NF intern, under NF resident supervi-

sion, learns the important skills of car-
ing for a patient he/she may not
know well, recognizing and managing
urgent issues, and communicating
with the primary team. We later real-
ized an unintended benefit of our sys-
tem was continuity of care at the
cross cover level; with the same NF
intern in-house each night, he/she
knew the patients he/she was cross-
covering well and was able to provide
continuity during the evening hours. 

Overall the process was, and still
is, a success. Although not perfect,
our system provides for continuity at
the patient and resident level, which
in turn fosters accountability and
ownership. More changes are in-
evitable. The new Residency Review
Committee in Internal Medicine
guidelines have lower caps, and
there may be further decreases in
duty hours with the upcoming 
release of the Institute of Medicine 

report on work duty hours and sleep
deprivation. Programs will tackle
these changes differently, according
to their institutional culture and sup-
port. As educational leaders of train-
ing programs, we need to be
prepared to embrace these chal-
lenges and implement changes while
being mindful of unintended conse-
quences that may result. We learned
important lessons with our NF suc-
cess. When major changes occur,
we must remember the core princi-
ples of Internal Medicine. We must
develop systems around those princi-
ples that preserve the values of our
profession and strive to protect our
trainees from service without educa-
tion. We must remember the rea-
sons we are internists and our
obligation to our future colleagues
and next generation of internists.
When this is the priority, we will
have success. SGIM
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success in health services re-
search than a position combining
inpatient and outpatient care or
an outpatient-only position?

Deyo: It really boils down to time. At
least in some institutions, hospital-
ists may be more likely to have a
significant block of time without
major clinical commitments than
people involved with continuity out-
patient care. That helps. On the
other hand, those who do outpatient
work or a combination of inpatient
and outpatient work, if they have
enough research time, can also be
very successful. Certainly, many of
the challenging and important re-
search questions today have to do
with making primary care more suc-
cessful and attractive, and this
would be easiest for someone
who’s actively involved in delivering
primary care. 

Next month, we will publish the sec-
ond part of this series with additional
reflections from Drs. Samet and
Deyo.                                

SGIM



An article by Elizabeth Jacobs in
the June issue of Forum called at-

tention to the state of public safety-
net hospitals in some of our major
cities, specifically Martin Luther King,
Jr.-Harbor General Hospital in Los An-
geles, Grady Memorial in Atlanta, and
Stroger in Chicago. In addition to the
challenges of rising costs, burgeoning
health care bureaucracies, and under-
funded health care systems, these
hospitals were characterized as being
plagued by fiscal mismanagement
and inadequate oversight by elected
officials.

Against this bleak picture of
safety-net health care, my institution,
Boston Medical Center (BMC),
stands out as an example of what is
possible when the public and private
sectors join forces and strive for ex-
cellence. BMC, the largest safety-net
hospital in New England, has endeav-
ored not only to survive but to be-
come one of Boston’s premier
hospitals. This is no small matter,
since our competition includes Mass-
achusetts General, Beth Israel-Dea-
coness, and Brigham and Women’s
Hospitals, to name a few. 

BMC is the result of the 1996
merger of Boston City Hospital
(BCH), a financially strapped, public,
130-year-old hospital devoted to serv-
ing the poor, and University Hospital,
a small private academic hospital affil-
iated with the Boston University
School of Medicine. University Hospi-
tal didn’t have the reputation to com-
pete successfully; BCH was not
unlike the safety-net hospitals de-
scribed by Jacobs. Although it was
not in imminent financial danger,
Boston’s mayor, Thomas Menino,
worried that BCH might go the way
of other public hospitals in tough eco-
nomic times. Both BCH and Univer-
sity Hospital needed a partner to
survive. Since both were located on
the same campus, a merger between
the two seemed a logical next step.

The merger took two long years

support. As examples, in 1998 we be-
came a John A. Hartford Foundation
Center of Excellence in Geriatrics; we
received Donald W. Reynolds Founda-
tion funding for educational program
development in 2003, and this year
BMC was awarded a Claude D. Pep-
per Older Americans Independence
Center grant from the National Insti-
tute on Aging. 

At the institutional level, BMC’s
fiscal and philanthropic successes
have supported the development of
an ambitious building program. The
Moakley Building, a state-of-the-art,
multi-disciplinary cancer care facility
opened in 2006. Over the next five to
seven years, BMC will build a new
$196 million ambulatory care facility
and a $440 million emergency trauma
and inpatient facility. 

Importantly, although it enjoys the
support of the city’s mayor, BMC is a
private, non-profit institution with ex-
perienced, effective management
and an independent, 30-member
Board of Trustees that includes some
of the region’s most distinguished
leaders in business and finance. In
fiscal year 1997, the first following
the merger, there were 400,000 out-
patient visits to BMC; 10 years later,
there were nearly one million. Emer-
gency room visits (BMC’s ER is the
busiest in New England) increased
from 85,000 in FY 1997 to more than
126,000 10 years later. In 1997, BMC
offered translation services in nine
languages, while today we offer
translation services in 30 languages.
A decade ago, our interpreters served
almost 38,000 patients visits; in 2007,
more than 192,000. In addition, our
network of community health centers
has expanded from 11 to 15.

As safety-net hospitals around the
country experience increased pres-
sures, BMC is an example of what is
possible. Even in times of economic
uncertainty, an urban safety-net hos-
pital devoted to caring for the most
vulnerable can succeed.             SGIM

of often contentious negotiations.
BCH was unionized, and workers
feared that the merger would result
in job losses. Many at BCH were also
concerned that the hospital’s mission
of caring for the poor would be lost.
Although they were located on the
same campus, divisions of culture,
class, and race made a merger all the
more complicated. Further, combin-
ing a public, urban safety-net hospital
and a private academic medical cen-
ter into a private not-for-profit hospital
had never been done before. 

In some ways, what came after
the business merger was more diffi-
cult. There were duplicate depart-
ments in almost every clinical
specialty that had to be merged, and
the new hospital was losing $25 mil-
lion a year. Although it took several
years to truly merge the two institu-
tions, BMC today is both profitable (it
first turned a profit in 2001) and has
begun a major building effort. The op-
erating budget is $2 billion a year, and
the hospital has no debt.

My section, the Section of Geri-
atrics, was the first clinical program at
BMC to merge (we did so even be-
fore the overall merger took place in
July 1996). Our struggles mirrored the
larger institutional struggles. Cultures
clashed and several clinicians left.
With time, hard work, and compro-
mise, we have built a model collabo-
rative practice staffed by 16
physicians, 12 advance practice
nurses, and a social worker. Our inte-
grated practice (home care, nursing
home, ambulatory clinic, and inpatient
service) is linked by BMC’s electronic
medical record and is a state-of-the-art
model of geriatric care for vulnerable
elders. Since I became chief in 2000,
our clinical revenues have grown from
$750,000 to nearly $2 million. More-
over, our educational and research
programs are thriving and well-
funded. We enjoy substantial institu-
tional support and have been
successful in obtaining external grant
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Academic general internal
medicine position available for

board eligible or certified
physician.

Position includes inpatient and outpatient
responsibilities; outcomes research and
clinical trial experience are available.
Excellent benefit package with generous
incentive plan. Salary and starting date
negotiable. Contact Susan S. Beland,
M.D., Director, Division of General
Internal Medicine, University of Arkansas
for Medical Sciences, 4301 W. Markham
#641, Little Rock AR 72205, fax 501-686-
5609, e-mail belandsusans@uams.edu.

Academic faculty position 
at the Assistant or Associate

Professor level
Rhode Island Hospital, Division of
General Internal Medicine, Department
of Medicine, Providence, RI is accepting
application for an academic faculty
position at the Assistant or Associate
Professor level at the Warren Alpert
School of Medicine at Brown University.

The individual must qualify for a full-
time medical faculty appointment at the
level of Assistant or Associate Professor
at the Brown Alpert Medical School.
Associate Professor level candidate
should have a national reputation and
scholarly achievements. 

The successful candidate must have
or develop an independent research
program that includes one of the
following areas: cardiovascular disease,
cancer prevention, quality of care,
decision sciences, behavioral medicine,
health services, correctional health
and/or substance abuse research.

Please send CV and letter of interest to:

Peter D. Friedmann, MD, MPH
Rhode Island Hospital
Division of General Medicine
593 Eddy Street-Plain St. Bldg.
Providence, RI 02903

Review of applications will begin
immediately and continue until the
search is successful or closed.

Rhode Island Hospital is an EEO/AA
employer and actively solicits
applications from minorities and women.

Medicine Institute—Department
of Internal Medicine

The Medicine Institute at Cleveland
Clinic is seeking board certified/ eligible
physicians for the Department of
Internal Medicine at its main campus
location. 
Candidates interested in an academic
career combining inpatient and
ambulatory patient care needs with
expertise in outcomes and quality
improvement research preferred.
Opportunities for Clinician-educator
faculty and Geriatric Medicine faculty
with experience in medical education
and clinical research in geriatric
medicine also exist. 

The Medicine Institute is
responsible for Cleveland Clinic medical
student, resident, and fellow education,
as well as in geriatric medicine. The
practice uses an electronic medical
record system and is focused on quality
improvement and innovation in care
delivery. Candidates should qualify for
faculty appointment at the Cleveland
Clinic Lerner College of Medicine.
Candidates must be eligible for Ohio
medical license. 

Interested candidates should apply
online at my.clevelandclinic.org and
attach a current copy of their CV in
WORD format to the attention of:

Joe Vitale, Senior Director, 
Office of Physician Recruitment,
Professional Staff Affairs

We are proud to be an equal
opportunity employer. 
Smoke/drug free environment.

The University of Arizona,
College of Medicine

The Department of Medicine, Section of
General Medicine, seeks an academic
general internist at the assistant level,
who is committed to medical education.
The selected candidate will rotate
through resident teaching clinic, private
outpatient clinic, inpatient medicine
attending, and hospitalist rotations.
There will be substantial resident and
medical student teaching involved.
Tucson offers unsurpassed quality of
life. Department of Medicine Interim
Chairman, Thomas D. Boyer, MD invites

Positions Available and Announce-
ments are $50 per 50 words for
SGIM members and $100 per 50
words for nonmembers. These fees
cover one month’s appearance in
the Forum and appearance on the
SGIM Web-site at http://www.sgim
.org. Send your ad, along with the
name of the SGIM member spon-
sor, to ForumAds@sgim.org. It is
as-sumed that all ads are placed by
equal opportunity employers.

interested candidates to go online to:
http://www.hr.arizona.edu/01_rec/applic
ants/, click on “Apply for Jobs”, “Search
Postings”, search for job #41985 and
follow direction to submit application.
The University of Arizona is an EEO/AA-
Employer-M/W/D/V.

Junior Faculty Position:
Opening for a full-time academic
geriatrician at Bellevue Hospital.
Appointment at the Instructor or
Assistant Professor level at New York
University. S/he will see patients in
geriatric clinic and teach geriatrics
fellows and medicine residents in
academic division with focus on
population health in inner city setting.
Opportunities for collaboration in
medical education, informatics, health
services research and immigrant health.
Must be board certified or board eligible.
Research or curriculum development
experience a plus. Send cover letter and
CV to 

Julianne Southwell at
julianne.southwell@nyumc.org 
or fax (212) 263-6271. For questions 
please contact Ms. Southwell 
at (212) 562-6380.

Clinical Epidemiology Research
Training Fellowships: Cancer,

Cardiopulmonary,
Gastroenterology, Neurology,

Nephrology,
Pharmacoepidemiology, Primary
Care, Reproductive, and Sleep.

Deadline: 12/15/08. Applicants:
advanced degree (health-related) and
clinical experience. 2-3 year fellowships,
leading to MS in Clinical Epidemiology
degree. Minority applicants encouraged.
Contact Shanta Layton 215-573-2382 
(shanta2@mail.med.upenn.edu).
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