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The Midwest SGIM region had new and exciting energy at its 2008 re-
gional meeting, “Medicine and the Marketplace: What’s Right, What’s

Not, and What’s Next,” which was held on September 25-26 in Chicago.
We hosted a record number of 270 attendees representing 11 of our 13
states at the University of Chicago School of Business Gleacher Center.
Our new meeting venue provided beautiful views of the city and facili-
tated networking among attendees.

Our theme invited attendees to consider the complexity of academic
general internal medicine interactions with marketplace. Our plenary
speaker, Roy Poses, MD, spoke on “Understanding External Threats to
Ethical and Evidence-Based Practice.” The following day featured a panel
of three experts with different views on interactions between academia
and the pharmaceutical industry: William Lee Galanter, MD, PhD, Medical
Director of Clinical Information Systems and the UIC Physicians Group at
the University of Illinois-Chicago; Ahsan M. Arozullah, MD, MPH, a long-
time SGIM member and health services researcher previously at Univer-
sity of Illinois-Chicago who now monitors the safety of pharmaceuticals
for a large pharmaceutical company; and William M. Tierney, MD, former
president of SGIM and current executive director of the Regenstrief Cen-
ter for Healthcare Improvement and Research. This diversity of perspec-
tives produced an exciting dialogue. 

We featured 28 oral research abstracts, 48 oral vignettes, 6 oral inno-
vations, eight workshops, and 158 poster presentations. For the first
time we provided poster feedback to our presenters. Modeled after the
poster feedback efforts at the Southern region meeting, we pre-invited
and assigned mid and senior faculty to give written and oral feedback to
our presenters. Our faculty enjoyed the opportunity to meet and interact
with associates and junior faculty they may not have otherwise met, and
their evaluations suggested that an assignment of five posters for a 90-
minute session was reasonable. Also many felt that the oral feedback
and discussion was just as or more valuable than the written feedback.
Many of our associate-level attendees appreciated receiving feedback, as
it was their first time presenting a poster. 

The Midwest region also adopted and modified the panel mentoring
sessions that have been used in the Southern region. We used the
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tablishing a medical home model of
care, improving compensation for pri-
mary care, and reducing administra-
tive burdens—medical training
should be examined as a means to
enhance general internal medicine as
a viable primary care specialty.

The mantra of internal medicine
residency (and fellowship) programs
is that there are “tracks” of training.
A trainee can be taught as a clinician-
educator, a clinician-investigator, or 
a clinician. Certainly, to succeed in
today’s competitive research and
academic environments, the clinician-
educator and clinician-investigator
should devote a substantial portion
of their time toward education and
research activities. 

Traditionally, the trainee who
wants to do primary care general in-
ternal medicine enters a health care
environment very different from the
environment of an academic general
internal medicine training program.
What the newly minted internist has
been trained to do may not be what
they are expected to do in practice.
Primary care general internal medicine
residents are trained for delivery of
care in exam rooms and hospital
beds. Today, large systems of health
care delivery that embody prevention,
medical/medication management, and
aftercare are becoming ubiquitous,
and physicians (particularly those
trained in the 20th century and those
employed in large hospital systems)
may find it difficult to integrate with
this affiliated care. The problems mul-
tiply for a newly minted primary care
generalist physician entering private
practice. It is no wonder why young
primary care generalist physicians are
increasingly avoiding private practice.
The business tasks of private practice
(e.g., negotiating contracts, managing
employees, dealing with insurers) are
often killjoys to the physician who
wants only to help patients.

These are dire times for primary
care. Many authorities and re-

ports have warned that the shortage
of primary care physicians will con-
tinue to increase even as the patient
population ages and becomes more
complex. The reasons are multi-
faceted. On the front end, medical
students and residents in internal
medicine are opting for more lucra-
tive specialty career choices. On the
back end, existing primary care
physicians’ frustration regarding de-
clining reimbursement, administra-
tion overload, and poor work
environments is growing. 

Shortages of primary care physi-
cians will be particularly harmful for
patient populations in medically un-
derserved communities. Many states
and communities have advocated for
non-physician health care extenders
to fill the treatment gap. The primary
care practitioner of the future will
likely be an independently licensed or
a physician-affiliated non-physician,
such as a physician assistant, nurse
practitioner, or other advanced prac-
tice nurse. 

While initiatives are underway to
confront this problem—including es-
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Years ago I was working on a qual-
ity improvement project on im-

proving depression in primary care in
a large health maintenance organiza-
tion. The organization’s regional lead-
ership team assembled to discuss
the project and how the organization
as a whole could best improve de-
pression care. Someone pointed out
that extra time might be required for
physicians to deal with depression.
To my surprise, the leadership team
suggested that allowing back-to-back
appointments (double the appoint-
ment time) for depressed patients
could be cost-effective if accompa-
nied by a method for ensuring that
the time was used to enable quality
depression care. The proposal was
dropped, however, because these
leaders assumed clinicians might
just use the time for filling out
charts. No one could come up with a
feasible way to know whether the
time had been used effectively.

This perspective from leadership
challenged me and changed my
thinking. It made me consider the
purposes to which extra time might
best be put, and what outcomes
would show that the time had been
used well. We know that primary
care clinicians are deeply unhappy
with the erosion of time spent di-
rectly with patients. We have yet to
develop a cogent way to describe,
enable, and/or incentivize effective
uses of additional time.

Research has shown that expecta-
tions have risen for what primary care
does to meet quality standards. We
know that the patients occupying the
most visit slots in general internal
medicine practice are chronically ill.

We know that the number of minutes
required just to comply with the many
standard primary, secondary, and ter-
tiary prevention activities that apply to
each of our patients easily exceeds
the time available. Yet is marching
through reminders, as much as I love
them, the way to justify extra visit
time? I am reminded of my early ex-
periences as an intern learning to do a
review of systems. On the way up
the elevator, my resident demon-
strated how to ask the questions
quickly and thoroughly, in a rapid-fire
way that cut the patient off if he or
she started to wander or add detail.
This rapid-fire method was something
I unlearned later, as I understood that
patients have agendas too. 

We once made a videotape of a
senior internal medicine resident to
whom we were feeding back func-
tional status results, including results
of a depression screen. We first
videotaped a routine visit with an el-
derly African American woman who
was the resident’s long-time and
beloved continuity patient. The two
clearly cared about each other, yet as
the resident trekked religiously
through each of the patient’s prob-
lems—diabetes, hypertension, diet,
exercise—the interview seemed flat.
It took a full 20 minutes of hard work
to cover the topics. We then gave the
resident a list of problems based on
functional status feedback. He
walked back into the room and de-
cided to show the patient the list.
She talked about her difficulty walk-
ing and carrying out her errands. He
then said, pointing to her symptoms
of depression, “What about this one.
I noticed you skipped that.” She said,

PRESIDENT’S COLUMN

Visit Time Waits for No One: Can Generalists
Make Time for Healing?
Lisa Rubenstein, MD

The video tape clearly showed the
sudden sense of connection, of
getting to the right topic, as she
disclosed her depression—like the
plunk of a tennis ball hit perfectly
into the back court.
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“Oh yes, that one. I fight that daily.
Sometimes, I can’t even get out of bed.
And I don’t know why I feel that way...”
The video tape clearly showed the sud-
den sense of connection, of getting to
the right topic, as she disclosed her de-
pression—like the plunk of a tennis ball
hit perfectly into the back court. We re-
taped the patient a year later, at which
point she had improved her mood, lost
weight, and controlled her diabetes. She
was eternally grateful to her doctor.

Having the time to develop healing
connections of the kind this resident and
patient achieved seems critical. But
what is it that causes that plunk? What
skills and circumstances does it take to
achieve it? And can it be recognized in
some way? I feel sure that this sense of
connection—and of being able to work
with the connection effectively to
achieve important health outcomes—is
one of the things that motivates primary
care clinicians. It creates both continual



The Internet is public, but we in-
teract with it in a very private

way. It is a place where our profes-
sional and personal lives tend to in-
tersect. Gmail Chat is open even as
I check my patients’ labs and write
notes in the EMR; my professional
and personal contacts overlap and
befriend each other on Facebook.
Medical blogs frequently contain
both personal and professional con-
tent, and although blogs may be
written spontaneously and without
editing, they are much more perma-
nent than a passing comment.

In blogging, therefore, a very thin
line exists between free expression
and harmful commentary that
should be reserved for locker rooms
and therapists’ offices. It is not sur-
prising that medical bloggers who
are experiencing intense frustration
at work might forget that patients
may see content that is intended for
friends or coworkers. While blog-
ging in one’s pajamas in the living
room, it is easy to forget that provid-
ing details about a patient might
make her identifiable. When pre-
sented with the opportunity to pro-
mote a product in a personal blog,
it’s an intellectual leap to realize that
this compensation is a professional
conflict of interest.

The free nature of blogging rep-
resents a marked change from pre-
vious forms of medical
communication, such as presenta-
tions at professional meetings or ar-
ticles in SGIM Forum, but our
profession has not previously hesi-
tated to provide guidance on profes-
sional behavior and ethical
dilemmas. Even when standards are
widely understood, these norms are
constantly reinforced. Medical stu-
dents are required to take classes in
professional responsibility, and pro-
fessional organizations publish
guidelines aimed at both current
members and future physicians. The

have a conflict of interest. Because
these authors identify as physicians,
negative tone and unprofessional
content reflects not only on the au-
thors but on our profession. 

However, we cannot expect
bloggers to magically know how to
maintain professionalism while still
taking advantage of the freedom of
expression that blogs offer. As a
profession, we must consider these
issues carefully and take initiative to
provide guidance. Education should
start with medical students who
have the opportunity to use blogs to
describe their first glimpse into the
medical world to friends, family, and
the public. To assist bloggers who
have finished training, professional
organizations should make adden-
dums to existing charters on profes-
sionalism, and established bloggers
should continue to set standards for
others within the community.
Through these mechanisms, I firmly
believe that we can encourage pro-
fessionalism without stifling the
power and potential of medical
blogs.
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American Board of Internal Medi-
cine’s Charter on Professionalism,1

for example, recommends that
physicians respect patients’ confi-
dentiality and report potential con-
flicts of interest with the goal of
“defining and organizing the educa-
tional and standard-setting process
for current and future members.” 

There are precedents for adapting
professional standards to new chal-
lenges as well. When studies indi-
cated that patient information was
being discussed openly in hospital el-
evators, the profession and individual
institutions took steps to alert and
educate health care workers to be
mindful of patient confidentiality in
public situations.2 At the same time,
it is understood that a sign in an ele-
vator is a reminder, not a law, and
that appropriate behavior is situation-
dependent. (When I’m alone in an el-
evator, for example, I frequently sing
and/or dance.) Similarly, even if it
were desirable, no one could enforce
restrictions on physicians’ personal
blogs, but discussing blog content is
part of an important conversation
about the public face of medicine.

Blogs have the incredible poten-
tial to present important and unfil-
tered medical and health policy
content, provide an insider’s view
into the challenges we face as
providers working within a broken
system, unite isolated or disenfran-
chised physicians, and help provide a
personal face to our profession.
Most bloggers write with profes-
sional tone and content, and many
bloggers have agreed to adhere to a
code of ethics. A recent study,3 how-
ever, revealed that some blogs con-
tain negative comments about
patients, unprofessional tone (includ-
ing profanity and negative comments
about colleagues), and violations of
patient privacy. Other blogs promote
products within blog entries when
authors have not revealed that they

4
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Two recent articles suggest that
physicians should not blog or, if

they do, that they should follow
carefully constructed guidelines.
While the authors of these articles
clearly have good intentions, I will
argue that they do not really under-
stand the blogging phenomenon. I
will argue that we do not need
guidelines for blog authors. I will
concede that one could develop rec-
ommendations for blog readers.

As part of full disclosure, I have
written a medical blog—db’s Med-
ical Rants—for more than six years
(http://www.medrants.com). Thus, I
have a clearly biased view of the
world of medical blogging.

Medical blogging takes many
forms. The phrase medical blogging
is a generic phrase. I assume that
medical blogging occurs when
someone—physician, medical stu-
dent, other health care professional,
or layperson—writes entries about
medical topics. Clearly, medical
blogging can occur with physician 
involvement.

However, for the sake of this de-
bate I will restrict my comments to
physician-authored blogs. What is a
blog? Blog is a contraction of web
log. A blog is a public journal. Blog-
gers use dedicated software to pub-
lish their thoughts.

Physician-authored blogs address
many issues. Many discuss health
policy issues. Others discuss fi-
nances, malpractice, training issues,
insurance companies, hospitals, and
other such issues. Some write sto-
ries about patients. Some write
about medical topics, reviewing new
articles or discussing issues com-
monly considered as continuing
medical education topics.

Several issues concerning physi-
cian-authored blogs have stimulated
concerns. The first concern involves
telling stories about patients. Clearly
some patient stories that have ap-

provoke discussion or take a posi-
tion, even passionately, but he also
must create an atmosphere in which
others want to participate.

Medical blogs represent an op-
portunity to accomplish several
goals. One can inform the readers
with links and discussion about im-
portant medical topics. During the
writing of this op-ed, I have blogged
about data showing no benefit from
aspirin as primary prevention and
about the growing problem of com-
munity-acquired C. difficile. I have
blogged about analyzing electrolyte
disorders. These entries may have
educational value. 

I have also recently blogged
about the controversy over continu-
ity clinic in internal medicine resi-
dency and how we explain internal
medicine to a naïve audience. Many
other blogs address similar issues.
The world of medical blogs provides
a rich spectrum of medical topics
each day and each week.

Blogs work precisely because
they have no rules. Bloggers can take
chances and explore medicine from a
scientific basis or from a policy view-
point. We can rant against malprac-
tice lawyers and embrace palliative
care. We can criticize new articles or
champion new information.

Hopefully, blog readers under-
stand that the opinions and com-
ments are meant to stimulate
thought and conversation. Writing a
blog has helped me become more
organized in thinking about many
medical issues. It has informed my
reading and writing.

I strongly oppose rules for med-
ical bloggers. Medical blogs provide
unfettered opinions that strengthen
the discussion. If you do not already
read medical blogs, I recommend
that you explore them. Perhaps you
will find opinions and controversy
that enhances your thoughts.     SGIM

peared in blogs seem inappropriate to
most readers. Some bloggers have
broken patient confidentiality in their
posts. Some critics point to these
posts as a need for an external policy.
I would argue that in the United
States the HIPAA guidelines would 
already apply, thus an extra policy
would only provide redundancy.

One could argue that some sub-
jects should be avoided. Without
talking about individual patients,
some bloggers express their feel-
ings about specific patient groups
(drunks, drug users, obese patients,
whiners). Should we (the blogging
community) make public our feel-
ings? Should we rather keep these
issues as deep dark secrets?

Blogging represents the Internet-
age equivalent of the Hyde Park
soapboxes. Blogging allows the
blogger to comment on the issues
of the day. Blogging is raw, usually
unedited, and spontaneous. 

The checks and balances of blog-
ging are other blogs and comments.
Andrew Sullivan in a brilliant Atlantic
Monthly essay (November 2008) de-
scribes the world of blogging with
these words:

To blog is therefore to let go of your
writing in a way, to hold it at arm’s
length, open it to scrutiny, allow it to
float in the ether for a while, and to
let others, as Montaigne did, pivot
you toward relative truth. A blogger
will notice this almost immediately
upon starting. Some e-mailers, un-
surprisingly, know more about a
subject than the blogger does. They
will send links, stories, and facts,
challenging the blogger’s view of
the world, sometimes outright refut-
ing it, but more frequently adding
context and nuance and complexity
to an idea. The role of a blogger is
not to defend against this but to em-
brace it. He is similar in this way to
the host of a dinner party. He can

COUNTERPOINT

Medical Bloggers Do Not Need External Guidelines
Robert Centor, MD



clinics, asthma is not the cause of
wheezing in the majority of patients.
Wheezing occurs as a result of air-
way narrowing at any point in the tra-
cheal-bronchial tree. Thus, the
differential diagnosis of wheezing
can be considered at each level and
include extrathoracic tracheal narrow-
ing (post nasal drip, vocal cord dys-
function or paralysis, malignancy, and
other causes of extrinsic airway com-
pression) and intrathoracic tracheal
compression (malignancy, goiter, for-
eign body obstruction, tracheobron-
chitis). Other causes of small airway
obstruction in addition to asthma
need to be considered and include
chronic obstructive pulmonary dis-
ease, congestive heart failure,
bronchiectasis, allergic bronchopul-
monary aspergillosis, and aspiration.

The patient was treated for an
asthma exacerbation with a pred-
nisone taper (beginning at 60 mg
daily). A few days after completing
the prednisone taper, the patient re-
turned for follow-up examination. He
was again noted to have diffuse in-
spiratory and expiratory wheezing on
physical examination, and his vital
signs were notable for a stable oxy-
gen saturation of 96%. 

A chest x-ray was obtained and
did not reveal any acute cardiopul-
monary disease. Laboratory testing
was significant for a white blood cell
count of 6.9 with 17% eosinophils.
The remainder of his laboratory data
was unrevealing. 

Most patients with an acute
asthma exacerbation have improve-
ment of their symptoms within a few
days of starting systemic glucocorti-
coids. The lack of improvement in
this patient makes other etiologies
more likely. In addition to the differ-
ential diagnosis of wheezing dis-
cussed above, attention should also
be directed to nonbacterial infectious
causes, including viral infections (in-
fluenza or other flu-like viruses), para-
sitic infections (e.g., strongyloides),

A72-year-old man with a history of
asthma, hyperlipidemia, and gas-

troesophageal reflux disease pre-
sented to primary care with one
week of worsening shortness of
breath and a nonproductive cough.
He denied having a fever, chills, or
known sick contacts. He denied any
recent travel; he had family in Puerto
Rico but had last traveled there two
years prior to presentation. He denied
any new pets or contact with birds.
He reported being compliant with his
oral inhaler regimen, which consisted
of albuterol/ipratropium, formoterol
fumarate, and mometasone furoate.

The physical examination revealed
a temperature of 98.2˚ F, blood pres-
sure of 110/65, heart rate of 80, and
a respiratory rate of 20 with an oxy-
gen saturation of 95% on room air.
He appeared mildly dyspneic after
walking approximately 50 feet from
the waiting room but maintained an
oxygen saturation of 95%. Pulmonary
examination was significant for dif-
fuse inspiratory and expiratory
wheezes with adequate air move-
ment. There was no observed acces-
sory muscle use on examination.

This patient has a presentation
that is classic for an asthma exacer-
bation. The patient’s prior history of
asthma and progression of dyspnea
with wheezing on physical examina-
tion make an acute asthma exacerba-
tion the most likely etiology. In
patients with a known history of
asthma, a thorough history can aid in
identifying a trigger for the acute
symptoms. Possible triggers include
upper respiratory tract infections, en-
vironmental antigens (pollen, grass,
animal dander, fumes, mold, dust
mites), cigarette smoke, gastroe-
sophageal reflux disease, and new
medications, including aspirin. 

While asthma is the most likely
diagnosis based on the patient’s prior
history, other causes of wheezing
should still be considered. In fact, in
individuals presenting to outpatient

A 72-year-old Man with Asthma
Jeffrey D. Kravetz, MD (presenter), Susan S. Kashaf, MD, MPH (discussant, in italics)

Dr. Kravetz and Dr. Kashaf are Assistant Professors of Medicine, Section of General Internal Medicine, 
at Yale University School of Medicine.
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and autoimmune causes, including al-
lergic bronchopulmonary aspergillosis
and Churg-Strauss syndrome. Finally,
some cases of acute asthma require
intravenous glucocorticoids or pro-
longed courses of prednisone for im-
provement of symptoms.

He was treated with a repeat
course of prednisone, again with
minimal improvement of his pul-
monary symptoms. Following the
second prednisone taper, he returned
for follow-up examination and was
noted to have persistent inspiratory
and expiratory wheezing, with a sta-
ble oxygen saturation. 

Further work-up, including spu-
tum culture, chest CT, and ANCA
testing, may be helpful. Testing for
strongyloides can be done via exami-
nation of stool but is limited by its
poor sensitivity. ELISA for strongy-
loides IgG antibodies is very sensitive
and specific but can remain positive
after treatment and be negative in
immunocompromised patients.

Repeat laboratory testing was sig-
nificant for a white blood cell count
of 5.5 with 23% eosinophils. Sputum
culture grew only normal flora. A CT
scan of the chest revealed multiple
nodular and ground glass densities
throughout both lungs. A serum IgE
level was markedly elevated at 938
kU/L (normal range, 0-114). Serologi-
cal testing revealed a strongyloides
IgG level of 9.71 (normal range, 0-
0.9). P-anca and c-anca titers were
undetectable. Stool studies for ova
and parasites failed to reveal any par-
asitic infection.

Strongyloides is endemic in tropi-
cal and subtropical regions and spo-
radic in temperate areas. The highest
rates in the United States are in the
Southeastern states, Appalachia,
Puerto Rico, and in immigrants from
endemic areas. Larvae enter the skin
from soil contaminated by human
feces, travel in the bloodstream to
the lungs where they penetrate the

continued on page 12



As an advocate for fundamental re-
form of payment for primary

care,1,2 especially for patient-centered
medical home (PCMH) services, I am
astonished to see the three major
primary care professional medical so-
cieties (AAFP, ACP, AAP) signing on
so readily to maintaining fee-for-ser-
vice payment, albeit supplemented
by a management fee and some pay
for performance.3 The obvious ratio-
nale is that it makes for readily
achieved evolutionary change, but it
strikes me as ironic that we are ask-
ing the very system and its institu-
tional processes and players who got
us into our current sorry state to dig
us out. 

Fee for service works well for de-
livery of discrete procedural services
but, by its very nature, is antithetical
to delivery of comprehensive, coordi-
nated care—the defining mission for
us primary care physicians. How silly
and unprofessional we sound when
we contemplate billing for each
phone call, email, or letter (not much
different than the ridiculous piece-
meal charges of the airline industry).
Fee for service has resulted in the
proverbial “hamster-wheel” environ-
ment that is so discouraging to cur-
rent and would-be primary care
physicians, where time for anything
more than superficial evaluation and
management is a luxury and visiting
(forget managing) our patients in the
hospital (at the very time they need
us most) has become a fantasy. The
situation has gotten so bad that we
contemplate scaling back the primary
care role to one of “ambulist care.”
Do you think our concierge col-
leagues would get away with charg-
ing high retainer fees if they failed to
show up in the ER or at the bedside?
Modern moment-to-moment inpa-
tient management may certainly ben-
efit from care by our hospitalist
colleagues, but not to write an ad-

mental payment reform—reminds
me a bit of some slaves after eman-
cipation. Yes, comprehensive pay-
ment sounds like the previously
disparaged “C” word (capitation),
and indeed it shares similarities. But
if payment is sufficiently substantial,
significantly risk-adjusted, and mod-
erated by a substantial bonus for
achievement of desired outcomes
(again risk-adjusted), it should avoid
the pitfalls of prior iterations of capi-
tation (i.e., shunning the sick and
needy, skimping on or delaying nec-
essary care). 

In this interim period of change
and foment in primary care, there are
lots of ideas and little data. It’s time
to test hypotheses, especially about
payment, since payment ultimately
determines the practice environ-
ment. If, as presently construed, our
primary care societies, in their rush
to get “something done,” put for-
ward only one payment model for
medical home demonstrations (i.e.,
RBRVS + management fee + P4P),
we will lose a once-in-a-lifetime op-
portunity to test other models that
might better achieve more funda-
mental reform of primary care.    

SGIM

mission note and participate in major
decisions and discharge planning is
tantamount to desertion. No wonder
we are being called “providers”
rather than physicians and “can’t get
no respect.” Our practice managers
typically refer to visit volume as “pro-
ductivity,” underscoring that volume
is our only “product.”

The management fee idea is de-
signed to buy time for the non-face-
to-face work—all well and good,
especially if it represents a truly sub-
stantial payment, but the few dollars
per patient per month that are being
talked about will not shut down the
hamster wheel. Similarly, pay for per-
formance is good in theory as a re-
ward for value-generating care, but
operationally it tends to emphasize
process at the expense of desired
outcomes and pays little for it. 

That leaves us back to maximiz-
ing number of visits if we are to sur-
vive financially. Yes, we could go hat
in hand to the AMA’s RBRVS Up-
date Committee (RUC) and argue for
revaluing the RVUs for evaluation
and management codes, but if the
value goes up substantially it is
likely to trigger an intramural food
fight among medical and surgical
specialties in a zero-sum game of
carving up the Medicare budgetary
pie. The same is true for getting
RBRVS management fee codes es-
tablished, as they have been for the
proposed Medicare Medical Home
demonstrations. 

We argue for abandoning fee-for-
service payment for primary care and
paying comprehensively for compre-
hensive care. This realignment of
payment with desired outcomes is
long overdue but scary to many.
Even in the context of a disintegrat-
ing and unsustainable primary care
practice environment, many maintain
a better-the-devil-you-know attitude
and a fearful stance toward funda-
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Payment Reform for Primary Care: Clinging to Fee for Service 
or Ready for More Fundamental Reform?
Allan H. Goroll, MD, MACP

Dr. Goroll is Professor of Medicine, Harvard Medical School; physician, Massachusetts General Hospital, and Chair,
Massachusetts Coalition for Primary Care Reform.
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Residency training has changed
and in some aspects unquestion-

ably for the better. Work-hour restric-
tions are a major paradigm shift
acknowledging that patient safety is
paramount. Transitions and tradeoffs
have become a new challenge,
borne of that change, but these are
better problems. We can create
mechanisms to improve handoffs
and transitions; we will never over-
come the basics of human physiol-
ogy that prevent good mental
function in people who are acutely or
chronically sleep deprived. This will-
ingness to rethink the work hours of
residents reflects a willingness to
take new approaches to improve pa-
tient safety and quality of care. Ein-
stein said, “We can’t solve problems
by using the same kind of thinking
we used when we created them.”
We are finally changing our thinking.

Another side effect of the work-
hour restrictions has been an increas-
ing trend toward customer satisfac-
tion in residency training. Medical
educators are being taught to edu-
cate—to function as teachers in addi-
tion to being expert clinicians. The
ability to teach has not always been
a priority in people choosing to prac-
tice academic medicine. This process
of creating a “safe” learning environ-
ment and constantly giving and re-
ceiving feedback has had its own
side effects. The residents have be-
come “customers,” and the role of
educators has been to maintain posi-
tive customer satisfaction and to re-
model education to fit the desires of

form has made essential changes
that mean residents are treated far
more humanely. Ultimately, however,
work-hour reform was enacted to
benefit patients. Concern about
safety and quality, and evidence of
increased errors by sleep-deprived
residents, was the basis for creating
work-hour limits. Improving educa-
tion strategies and educating clini-
cians to be effective educators is for
the benefit of patients—safe and
high-quality care depends on knowl-
edgeable providers with the neces-
sary skills to apply strong evidence to
their practice. Residents are not the
customers.

To solve the problem, we need to
change the thinking that created it.
Thinking of residents as customers
who can define their own training ex-
perience to meet their immediate
perceived needs and priorities is
thinking that has created a system
that fails to achieve the goals of resi-
dent education. We need to change
the thinking that created this environ-
ment to improve the environment.
The patients are the customers who
should demand that the environment
meet their immediate perceived
needs and priorities. Safety and qual-
ity of patient care is the first respon-
sibility of any endeavor that involves
patients. Changing our thinking back
to patient-centered medical educa-
tion realigns the role of teachers with
the responsibility of the profession to
prioritize the patient. Excellence in
clinical teaching, resulting in physi-
cians with extensive knowledge and
expert skills, is the priority of medical
education because it serves patients.
The patients are the customers. Cus-
tomer satisfaction in Graduate Med-
ical Education is an admirable and
attainable goal when we seek to
serve the patient and the patient be-
comes the customer.

SGIM

the “customers”—the residents.
This paradigm creates a setting

where educators are expected to ac-
commodate feedback from trainees
that is often subjective and prioritizes
residents’ lifestyle expectations with-
out as much emphasis on maintain-
ing a rigorous learning environment
and developing professional behavior.
Residents are adult learners that
need to develop a strategy for effec-
tive life-long learning, personal com-
mitment to excellence in clinical
care, and self-sufficiency. There is
less sense, based on conversations
with long-time clinical educators, that
the teachers can and should except a
degree of rigorous academic perfor-
mance and demand that residents in-
vest the time and effort necessary to
perform to the level expected by the
educator. Instead, residents can and
should expect that educators invest
the time and effort necessary to per-
form at the high level they expect.
There is resistance among trainees
that medical education involves
some external assessment of what
residents need instead of what they
want or that their education should
be patient oriented instead of trainee
oriented. This shift in focus funda-
mentally undermines our sense of re-
sponsibility in medicine. 

The flaw is not that medicine is a
customer-satisfaction-driven profes-
sion. The flaw is that residents are
not the customer. Patients are the
customer. All aspects of clinical care
and training should revolve around
the patient. Resident work-hour re-
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Dr. Egan is Assistant Professor, Department of Medicine, at the University of Colorado, Denver, and visiting lecturer
at the Neiswanger Institute for Bioethics and Health Policy at Loyola University, Chicago.
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From an academic standpoint, sepa-
rating the hospitalist group from

GIM represents uncharted territory. It
can certainly be done, as several pro-
grams around the country are
demonstrating, but there are real ad-
vantages to being part of an acade-
mic GIM division. 

Unless the hospitalist program is
subsidized by the hospital or health
system, it is not a given that it will be
a “for-profit” entity.

If you develop a hospitalist group,
can they participate successfully in
the teaching program, or are they
strictly patient care providers? I main-
tain that the skill sets required for
these two jobs are quite different. As
the non-teaching component grows,
the opportunities for each hospitalist
to round on the teaching service will
shrink, and pretty soon one either
has reverted to the traditional model
of rounding two to four weeks per

Creating separate or independent
divisions of hospital medicine

used to be uncharted territory but is
now increasingly common. The in-
dependent hospitalist divisions that
have successfully formed generally
mirror the mission of the GIM divi-
sion from which they split. In other
words, if the parent GIM division
was academically oriented (empha-
sizing scholarly productivity, teach-
ing, training fellows, and excellence
in clinical care), so too was the hos-
pitalist division that subsequently
formed. The University of Chicago,
Northwestern, and UCSF are three
such examples. There are far
greater numbers of clinically ori-
ented hospitalist divisions that have
split from predominantly clinical GIM
divisions. In many of these cases,
the differing culture, clinical focus,
and independent financial and ad-

year to allow most hospitalists some
teaching exposure or one has a two-
class system. I would find this tough
to manage. 

How does one account for teach-
ing time when the hospitalists re-
ceive their salary from the health
system or hospital? Although we all
see the value of teaching, we have
difficulty attributing a dollar amount to
a bottom line. This leads to a tempta-
tion to focus on RVUs to the detri-
ment of teaching and supervision. 

If the Medical Home concept re-
ally takes hold, I worry that hospital-
ists who have separated themselves
from GIM may be positioned poorly.
I’m not sure any of us can predict
with confidence what the GIM envi-
ronment will look like in five to 10
years. It’s probably best not to stray
too far from our original roots as 
internists. 

—Dan Hunt, MD
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What is the Best Home for Hospitalists?
Dan Hunt, MD, and Scott Flanders, MD, with Robert Centor, MD

Dr. Hunt is Director, Inpatient Clinician Educator Service, Department of Medicine, at Massachusetts General
Hospital. Dr. Flanders is Associate Professor, Department of Internal Medicine, Division of General Medicine, at the
University of Michigan Health System in Ann Arbor, Michigan.

With the rapid growth of hospital medicine, we (the academic general internal
medicine community) have developed a new growing pain. Where do we put
hospitalists in our organizational structure? Most hospitalist programs start in divisions
of general internal medicine. As I have visited many institutions, I find that most
general internal medicine divisions have increased their inpatient educational
commitment over the past 10 to 15 years. Some institutions developed hospitalist
programs to improve their ward attending capacity, but more often I have seen
hospitalist programs start to provide direct patient care (without students and
residents). These programs provide care in the context of housestaff volume limits.
With an increasing number of internal medicine admissions, hospitalists provide a
solution to the volume problem. 

Many programs are faced with a growing hospitalist group that receives some
funding from billing and additional funding from the hospital or health system. Some
health systems want more direct control of these hospitalists. Some hospitalist groups
want independence from the traditional general internal medicine group. Many
department chairs (who are ultimately making the decision) are actively debating
where hospitalists should reside: within a division of general medicine or as an
independent division.

Dan Hunt and Scott Flanders agreed to discuss the pros and cons of separation.

—Robert Centor, MD

continued on page 10
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ministrative structures made split-
ting seem logical. There are also ex-
amples where GIM divisions a
decade ago wanted nothing to do
with hospitalists. These orphan hos-
pitalist programs grew up within
other divisions (i.e. pulmonary or
critical care) or were formed as inde-
pendent groups from the outset. In-
terestingly, some of these
hospitalist groups have a diverse
faculty that includes not just gener-
alists but also subspecialty-trained
faculty who call themselves hospi-
talists. It does not make much
sense to argue that these programs
should sit within GIM. I do, how-
ever, agree with Dan that in some
situations hospitalists may be better
off within a GIM division. Examples
would include hospitalist programs
at academic institutions where: 1)
the scholarly portfolio remains un-
derdeveloped, 2) the outpatient- and
inpatient-oriented faculty have some
overlap in roles, and 3) inpatient
medicine is seen as a core GIM ac-
tivity. And finally, the financial and
administrative structure of the hos-

vice that is critically important for the
population.

I agree that teaching is a skill that
needs to be developed, and when
done well, it should be financially
supported. Unfortunately, the latter
happens too infrequently. The chal-
lenges for clinically busy hospitalists,
however, are no different than those
faced by many outpatient internists.
Many GIM divisions employ general-
ists who see patients seven or eight
half days per week in the clinic and
then have one half day per week
precepting a resident clinic. The
same situation exists in busy hospi-
talist divisions. Faculty see inpatients
on their own for many months and
then may rotate onto a teaching ser-
vice for a month or more. The teach-
ing service is actually much more
profitable for the faculty member
who can bill for the work of the
team, just as the outpatient general-
ist bills for the work of the pre-
cepted residents. If a hospitalist
rotates on to an inpatient teaching
service for two to four weeks,

pitalist program would need to allow
for easy integration into the fabric of
the “parent” GIM division.

I am not a fan of the word sub-
sidy. It is akin to saying that a cardiol-
ogy division would not survive unless
insurance companies and other pay-
ers subsidized its procedures. I find
both statements true but misleading.
The term subsidy has a negative con-
notation. Hospitalist programs receive
payment for providing a valuable ser-
vice for patients, hospitals, and pay-
ers. From a hospital standpoint,
hospitalists provide a substantial re-
turn on investment. Many hospitals
and departments of medicine would
have a lot of trouble caring for all their
inpatients and remaining profitable if
it were not for hospitalists. In many
departments of medicine, these
“profits” are re-invested in research,
programmatic development, or other
divisions. Similarly, financial support
for the advanced medical home con-
cept is required to pay for the care
(and coordination of care) of an aging,
chronically ill population. Let’s not call
that a subsidy. It is payment for a ser-

DEBATE
continued from page 9

I’m 5 foot 7 inches tall, 155 pounds,
and haven’t played organized sports

(other than beer league softball) since
not making my high school’s varsity
soccer team in 1978. Perhaps it is
this non-athletic foundation that led to
my utter bewilderment after reading
that a Division II football player, Trevor
Wikre, of Mesa State College in Col-
orado, opted to have his broken
“pinkie” finger amputated, rather
than undergoing season-ending surgi-
cal repair, in order to finish the sea-
son (USA Today 10/14/08). 

While I certainly admire the dedi-
cation and commitment of this fero-
cious gladiator of the offensive line,
my stupefaction lies more with the

everyone with a backache. 
I think we physicians must reflect

on those things that we do that
sometimes reside in that expansive
gray area somewhere north of
“right” and south of “wrong.” While
Trevor Wikre chose to play football
rather than have the ability to easily
type the letter “p” for the rest of his
life, we, too, can and should make
choices. While we should assume
the responsibility of being our pa-
tients’ advocate, we must not jettison
professional ethics to the wind simply
to mollify patients. Sometimes,
though difficult, saying “no” may be
in everyone’s ultimate best interest. 

SGIM

surgeon who performed the opera-
tion than with this young man’s de-
sire to compete on the field during
his senior year. While we physicians
and surgeons are morally and ethi-
cally obligated to try to aid and assist
our patients, we are not obligated to
commit acts that are not in the best
interest of our patients simply be-
cause they desire it. If we did that,
we might as well be prescribing an-
tibiotics for obvious viral upper-respi-
ratory infections, “stretching the
truth” to insurers in order to obtain
restricted and costly medications for
our patients, and ordering CT scans
or MRIs for most anyone with a
headache or lumbosacral films for

EDITORIAL

Just Say “No”
Dan Federman, MD

Dr. Federman is Professor of Medicine at Yale University School of Medicine and VA Connecticut Healthcare System
in West Haven, Conn.

continued on page 11
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We should consider new training
modalities for primary care general in-
ternal medicine physicians in graduate
medical education. Certainly, these
physicians need to learn about sys-
tems of care, integrating care with
other health care providers, quality im-
provement techniques, and more
“business” or “corporate” ap-
proaches to health care delivery. By
and large, most physicians did not
choose their career path to run or in-
tegrate with businesses; physicians
want to take care of patients. Be-
cause health care delivery increasingly
involves teams and systems, general
internal medicine training should in-
clude development of team leading
skills. The training should include sys-
tem integration, advocacy for patients,
and quality patient care. 

We should be training general in-
ternal medicine physicians to be clini-
cal advocates. 

Certainly, if primary care physi-
cians are to be the coordinators and
leaders of the health care team, we
should be training physician coordina-
tion and leadership skills. As sup-
posed future leaders of the health
care team, general internal medicine
trainees should first receive formal
leadership training. They should learn

how to negotiate (or at least know
about) contracts with health insurers
and health care systems. Perhaps
general internal medicine primary
care physicians of the future should
be taking business classes. Primary
care physicians of the future need to
know about system integration, qual-
ity improvement strategies, and eval-
uation of models of care. 

But just knowing the business
side of medicine is not enough. If pri-
mary care is to survive as a physi-
cian-directed profession, we should
be teaching our trainees how to be
effective patient advocates. The well-
being of patients is often the initial
primary reason why many choose
primary care as a profession. Yet in
today’s environment, we need physi-
cians to be patients’ advocates.
Where do we, as physicians, get
training to effectively change a regu-
lation, ruling, or policy impacting pa-
tient care? Where is the training to
address declining reimbursements?
Where is the training regarding the
art of effective communication with
insurers, health care providers, and
even other physicians?

The clinical educator and clinical in-
vestigator tracks in primary care gen-
eral internal medicine do not

NEW PERSPECTIVES
continued from page 2

adequately prepare physicians for the
challenges they will face in the real
world—outside of education and inves-
tigation. Many leaders in academic
general internal medicine have come
from those pathways. Many have
“matriculated” through trials and tribu-
lations to be advocates for our patients
and profession. Could it have been an
easier road? Could we have trained our
general internists to be leaders and ad-
vocates earlier in their careers?

A general internal medicine clini-
cal advocate track in graduate med-
ical education may entice medical
students to become primary care in-
ternists. Medical students are accus-
tomed to being leaders; many have
experienced leadership, advocacy,
and team-building activities already,
but these concepts are not sustained
through their graduate education or
into practice. It is no wonder that
many students and trainees abandon
the idea of primary care. At the sys-
tem level, these clinicians can direct
health care and health system 
reforms. If the predicted shortage 
of primary care physicians comes to
pass, it will be even more imperative
that general internal medicine is 
positioned to train future physician
leaders and patient advocates.   SGIM

DEBATE
continued from page 10

he/she will be teaching and manag-
ing a team in a familiar and comfort-
able environment. This is very
different from “reverting to the tradi-
tional model” in which outpatient
generalists or outpatient specialists
rotated on to the relatively foreign in-
patient services and struggled to
teach in that setting. Our experience
shows that learners embrace clini-
cally oriented hospitalists who teach
for only one to two months per year.
As in both inpatient and outpatient
settings, the outstanding teachers
will excel, have more contact with
trainees, and may even take leading
roles in training programs.

The medical home will never 
be complete unless it adequately 

addresses the issues that result
when members of the household
need hospitalization. It seems short-
sighted to not prospectively consider
the role hospitalists will play in the
medical home regardless of whether
they reside within a GIM division. If
the concept is truly intended to be
viewed as a restructuring of care de-
livery that better supports the needs
of patients (rather than a protection-
ist stance designed to earn primary
care practices more money to do the
same things they are doing now),
the issues that surround hospitaliza-
tion must be factored in.

Like Dan, I do not know what
the GIM environment will look like
in 10 years, but I expect the land-

scape will include a variety of orga-
nizational structures (as we have
seen with Geriatrics) and is likely 
to result in many more divisions of
hospital medicine. I believe, how-
ever, that this will not result in the
downfall of GIM. If divisions of hos-
pital medicine, and the ambulatory
based GIM divisions from which
they sprouted, realize they have
much to gain by working together
on areas of mutual interest, such as
care transitions, teaching, training
generalists, and managing patients
with chronic disease, they can both
thrive together within the fabric of
internal medicine. 

—Scott Flanders, MD
SGIM
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alveolar air sacs, and are coughed up
and swallowed. The larvae mature
into adult worms in the GI tract and
can live for many years, producing
eggs that are passed in the feces
and larvae that can reinfect the host.

The presentation of strongyloides
can range from asymptomatic
eosinophilia to years of waxing and
waning symptoms. Pulmonary symp-
toms are due to transpulmonary mi-
gration of the larvae and can range
from a dry cough to wheezing, dysp-
nea, hemoptysis, and asthma, which
paradoxically worsens with steroids.
GI manifestations include epigastric
pain, bloating, and diarrhea. Patients
can also develop a pathognomonic
rash called larva currens which is a
serpiginous, raised, and pruritic rash,
typically occurring in the buttocks due
to repenetration of larvae leaving the
GI tract. Hyperinfection syndrome
can occur when cell-mediated immu-
nity is impaired by malignancy, malnu-
trition, or steroid administration,
resulting in massive dissemination of
larvae and multiorgan dysfunction.

Ivermectin is first-line for treat-
ment and can be administered in two
doses of 200mcg/kg, two weeks
apart. Patients with hyperinfection
syndrome require longer treatment.
The effectiveness of treatment can be

assessed with decreasing titers of an-
tibodies and reduced eosinophilia and
rechecking stool ova and parasites.

The patient was treated with iver-
mectin 18 mg twice with a two-
week interval between dosing. One
month following ivermectin therapy,
he reported complete resolution of
wheezing with rapid improvement of
his exercise tolerance. Physical ex-
amination revealed clear lungs with-
out wheezing. Repeat laboratory
testing revealed a WBC count of 6.4
with 15% eosinophils and an IgE
level of 637 kU/L. 

Three months following iver-
mectin treatment, the patient contin-
ued to be free of pulmonary
symptoms on physical examination.
Follow-up laboratory testing revealed
a WBC count of 6.3 with 10%
eosinophils, an IgE level of 404 kU/L,
and a strongyloides IgG level <1.00.

The complete resolution of his
pulmonary symptoms raises the
question of whether his “asthma”
was actually wheezing and dyspnea
due to strongyloides. Furthermore,
given that strongyloides can cause
vague gastrointestinal symptoms, it
would be interesting to see if his
“GERD” had also improved after
treatment. It is important to note that
although his clinical condition did not

worsen with courses of prednisone,
his eosinophilia increased, and his
CT scan showed multiple nodular
and ground glass densities, possibly
due to an increased parasite load as
a result of immunosuppression by
prednisone.

Key Points
• Strongyloides should be

considered in a patient with
eosinophilia; exposure to an
endemic area; pulmonary
symptoms such as wheezing,
cough, and dyspnea; and
gastrointestinal symptoms such
as abdominal pain, diarrhea, or
the pathognomonic rash of
strongyloides (larva currens).

• Strongyloides can complete its
life cycle within the human host
and persist in the host for
decades through autoinfection.

• Serologic testing for
strongyloides is highly sensitive
and specific and useful in making
the diagnosis in the appropriate
setting.

• Immunosuppression of a patient
with strongyloides due to
malignancy or steroids can result
in hyperinfection syndrome,
which is potentially deadly.

SGIM

One in Five Hospital Admissions Are for Patients with Mental Disorders

About 1.4 million hospitalizations in 2006 involved patients who were admitted for a mental illness, while another
7.1 million patients had a mental disorder in addition to the physical condition for which they were admitted, according
to the latest report from the Agency for Healthcare Research and Quality. 

The 8.5 million hospitalizations involving patients with mental illness represented about 22 percent of the overall
39.5 million hospitalizations in 2006. AHRQ’s analysis found that of the nearly 1.4 million hospitalizations specifically for
treatment of a mental disorder in 2006: 

• Nearly 730,000 involved depression or other mood disorders, such as bipolar disease. 
• Schizophrenia and other psychotic disorders caused another 381,000. 
• Delirium—which can cause agitation or inability to focus attention—dementia, amnesia and other cognitive 

problems accounted for 131,000. 
• Anxiety disorders and adjustment disorders—stress-related illnesses that can affect feeling, thoughts, and

behaviors—accounted for another 76,000. 
• The remaining roughly 34,000 hospitalizations involved attention-deficit disorder, disruptive behavior, impulse 

control, personality disorders, or mental disorders usually diagnosed in infancy or later childhood. 

These findings are based on data from Hospital Stays Related to Mental Health, 2006 (HCUP Statistical Brief #62)
http://www.hcup-us.ahrq.gov/reports/statbriefs.jsp. The report uses statistics from the 2006 Nationwide Inpatient 
Sample, a database of hospital inpatient stays that is nationally representative of inpatient stays in all short-term, 
non-Federal hospitals. The data are drawn from hospitals that comprise 90 percent of all discharges in the United 
States and include all patients, regardless of insurance type, as well as the uninsured.



intellectual challenge and emotional
satisfaction in our work. I know that
my best days in the clinic or in the
hospital are those on which I have a
feeling of channeling all kinds of ex-
plicit and implicit clues from patients,
integrating the clues with my bank of
medical knowledge, and funneling it
all back into a focused dialogue with
the patient that integrates a medical
and a patient-generated agenda for
both of us to work on.

The ability to develop such con-
nections may also be part of the rea-
son that a higher availability of
primary care clinicians in a geo-
graphic area is associated with lower
costs and better health outcomes.
Healers in all cultures cultivate the
power to mobilize the minds and
bodies of their patients. In modern
generalist care, we can bring sophis-
ticated healing, prevention, and be-

Leaders in General Internal Medicine
Award. Mark Leibow, MD, from the
Mayo Clinic was acknowledged with
the 2008 Midwest SGIM Advocacy
and Community Service award for
his ongoing regional and national
health policy work. 

Presentations recognized for
awards included the following:

Best Abstract Overall
The Effectiveness of Education-

laboratory Linked Computerized
Alerts for Gadolinium and Radio-
contrast Imaging in Patients with
Chronic Kidney Disease (CKD) W.
L. Galanter1; C. Jung; B. L. Lambert;
G. D. Schiff. 1University of Illinois at
Chicago, Northbrook, IL

Best Resident Award
Surveillance Colonoscopy: Poor

Compliance and Underutilization
in an Urban Academic Institution.
A. J. DiChiara1; D. P. Schauer1; E. J.
Warn1. 1University of Cincinnati Acad-
emic Health Center, Cincinnati, OH

Best Resident Vignette
Clot with an Interesting Plot.

Rapid Advising Roundtable (RAR) to
provide panel feedback to associate
and junior members. Each mentee
was paired with a panel of three
mid- to senior-level faculty members
from diverse backgrounds (investiga-
tors, educators, administrators) for
45 minutes of intense advice and
counseling about their careers.
Mentees were asked to prepare one
to three key questions in advance
that were submitted (along with
their CVs) to the panel mentors to
help facilitate purposeful discussion.
Each mentor participated in a 1.5-
hour panel session (two sequential
mentees per session). The program
was well-received, and we antici-
pate continuing and expanding this
program in subsequent Midwest
SGIM meetings. 

Each year the Midwest region
recognizes three individuals with
awards. The 2008 Clinician Educator
Award went to Lia Logio, MD, from
Indiana University School of Medi-
cine, for her work in resident educa-
tion and faculty development.
Deborah Burnet, MD, from Univer-
sity of Chicago, received the 2008
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havior change approaches into a
medical framework in ways that
guide and empower our patients. En-
abling visit time for healing could
well be cost-effective.

Yet the importance of healing con-
nections or relationships is not recog-
nized in our guidelines or measures.

A recent article by Hsu in the An-
nals of Family Medicine found, in
qualitative interviews about healing,
that patients and primary care clini-
cians agreed on the importance of
healing in clinical care. Care that pro-
vides healing focuses on developing
realistic goals, restoring function, and
optimizing the patient’s own sense
of balance and peace. This kind of
care only takes place, according to
these interviews, within a relation-
ship, and the development of healing
relationships is impeded primarily by
lack of primary care clinician time.  

If time-pressed primary care visits
are squeezing healing relationships
out of generalist practice, and loss of
healing relationships with patients is
squeezing these clinicians out of the
workforce, we need to fight for more
time. We need to answer health care
managers and policy makers with in-
formation about the skills, goals, and
outcomes associated with clinical re-
lationships that maximize healing.
We need to engage those SGIM
members who have studied physi-
cian-patient relationships for decades
in showing how generalists can use
extra visit time to promote better
care, patient outcomes, and provider
satisfaction. 

To provide comments or feedback about

President’s Column, please contact Lisa

Rubenstein at Rubenstein.Lisa@gmail.com.” 

GIM

P. Hirudayaraj1; T. Shah1; M. Wells1;
R. Krippendorf1. 1Medical College of
Wisconsin, Milwaukee, WI

Best Student Vignette
Neuroleptic Malignant Syn-

drome Due to Dopamine With-
drawal in a Patient with Parkinson’s
Disease. S. E. Brickner1; D. Diers1; D.
Lippe1. 1University of Cincinnati Col-
lege of Medicine, Cincinnati, OH

Best Innovation
Ambulatory Training Groups: 

A Novel Mechanism to Ensure 
Longitudinal Relationships with 
Community Clinic Preceptors for
Internal Medicine Residents.
S. H. Glavin1; T. Baker2; L. Vinci1;
J. Woodruff1; V. Arora1.1University of
Chicago, Chicago, IL; 2University of
Nevada, Reno, NV

Congratulations to all of our
awardees.The Midwest Region in-
vites you to attend our 2009 meeting
to experience first hand all we have
to offer! Save September 17 and 18,
2009!

SGIM
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Primary Care Physician
Tulane University School of Medicine is
seeking a community oriented Internal
Medicine or Internal Medicine-
Pediatrics faculty physician for our New
Orleans East community health center
which serves a Vietnamese language
and Latino population. The physician
will play a leadership role in the
development of this new medical home
caring for all patients, irrespective of
ability to pay. Experience and desire to
work in a culturally diverse, patient-
centered, holistic atmosphere required.
Applications will be accepted until
qualified candidates are identified.
AA/EOE. Vietnamese speaking
physician preferred.

Interested applicants should submit a
CV and cover letter to: Karen DeSalvo,
MD, Chief, Section of General Internal
Medicine and Geriatrics, Tulane
University Medical School, 1430 Tulane
Avenue, SL-16, New Orleans, LA
70112, kdesalv@tulane.edu.

Academic Hospitalists/Clinician-
Educator

Tulane University School of Medicine,
Section of General Internal Medicine is
seeking BE/BC general internists to join
our academic hospitalist program. Rank
will be commensurate with experience.
These faculty provide inpatient and
medical consultative care at University
affiliated hospitals in concert with
housestaff. Applicants will join a robust
academic hospitalist group active in
scholarly activities including quality
improvement and medical education.
Those with experience and interest in
student and resident education desired.
Physicians enjoy competitive salaries
and benefits package. Candidates from
underrepresented minorities are
encouraged to apply. No J-1, O-1 or H1-
B visas please.

Interested applicants should submit a
CV and cover letter to: 
Alys Alper, MD, MPH, Associate Chief,
Section of General Internal Medicine
and Geriatrics, Tulane University
Medical School, 1430 Tulane Avenue,
SL-16, New Orleans, LA 70112,
aalper1@tulane.edu or 504-988-7518.
Applications will be accepted until
qualified candidates are identified.
AA/EOE.

General Internal Medicine
Teaching Faculty

The University of Iowa’s Division of
General Internal Medicine is recruiting
BC/BE general internists for teaching
positions in our non-tenure Clinical
Track. Opportunities are available in
both AMBULATORY and HOSPITALIST
tracks. The primary practice site for both
opportunities is the University of Iowa
Hospitals and Clinics, which has
consistently been ranked by US News
and World Report as one of the top 15
medical centers in the US. Ambulatory
positions involve a mix of practice and
supervising residents and medical
students in the on-campus Family Care
Center, a multi-specialty unit that
provides primary and consultative care
for our geographical region. Hospitalist
positions involve a mix of staffing the
Internal Medicine teaching services and
providing general medical and
preoperative consultation to patients on
other services. All positions provide
opportunities for ongoing professional
development and to collaborate on
research projects to improve health care
quality and efficiency. Candidates
should have outstanding abilities in
teaching and clinical medicine. We are
interested in applicants for all ranks.
Salary is based on the academic level of
entry and on the applicant’s
qualifications and responsibilities. The
University of Iowa is located in Iowa
City, a diverse and family-friendly
community that provides affordable
housing, exceptional public schools, and
access to many of the cultural amenities
of a larger city with the ease of living in a
college town. 

Initial inquiries should be directed to
Gary Rosenthal, M.D., Director,
Division of General Internal Medicine, 
UIHC 319-356-4241; 
email gary-rosenthal@uiowa.edu

Interested candidates are invited to
search the Jobs@UIOWA

site: http://jobs.uiowa.edu/content
/faculty/ and search for requisition
#56351

The University of Iowa is an equal
opportunity/affirmative action employer.
Women and minorities are strongly
encouraged to apply.

Physician Ethicist 
Weill Cornell Medical College

The Division of Medical Ethics at Weill
Cornell Medical College invites
applications for a full-time academic
physician ethicist. The successful
candidate will conduct clinical ethics
case consultations, take an active role in
undergraduate and graduate medical
education, and take a leadership role in
conducting research and scholarship in
medical ethics. The physician ethicist
will also assume clinical activities. 

Weill Cornell Medical College is located
on the Upper East Side of Manhattan
within a neighborhood complex of some
of the most esteemed institutions of

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.

medicine and science: NewYork-
Presbyterian Hospital, Memorial Sloan
Kettering Cancer Center, Rockefeller
University, and the Hospital for Special
Surgery.

Qualifications include an MD degree
from an accredited medical college;
board certification in an accredited
specialty (internal medicine preferred);
training in clinical ethics; and expertise
in ethics case consultation. Candidates
should have an established record of
scholarly publications, teaching, and a
demonstrated record of extramural
support. 

Faculty rank and salary are dependent
on training, prior accomplishments, and
experience.

Send a cover letter, CV, list of 3
references and 2 writing samples
(published or in press) to: 

Joseph J. Fins, M.D., Chief, 
Division of Medical Ethics, Professor 
of Medicine and Public Health, 
Weill Cornell Medical College, 
435 East 70th Street, Suite 4J, 
New York, NY 10021

Weill Cornell Medical College is an
equal opportunity affirmative action
employer/educator.

Clinical educator at the Assistant
Professor level

The Section of Geriatrics, Yale
University School of Medicine, is
seeking a well-trained clinical educator
at the Assistant Professor level;
fellowship training in Geriatric Medicine
is required. This physician will work with
Yale faculty in developing and
implementing educational interventions
to enhance the knowledge and skills of
Yale students and resident physicians.
Yale University is an Affirmative
Action/Equal Opportunity Employer.
Qualified women and members of
under-represented minority groups are
encouraged to apply. Please send all
enquiries to: 

Leo M. Cooney, Jr., M.D., 
Chief, Section of Geriatrics, c/o Adler
Geriatric Assessment Center, Yale-New
Haven Hospital, 20 York Street, 
New Haven, CT 06510, or e-mail
enquires to: leo.cooney@ynhh.org. 
Please include a CV with your response
by February 15, 2009.

Assistant, Associate or 
Full Professors. 

The Dartmouth Institute for Health
Policy and Clinical Practice and the
Norris Cotton Cancer Center at
Dartmouth Medical School seek
candidates with experience in health
services research in cancer care using
administrative data sets. The
successful candidate will become a
Tenure Track member of a highly
collaborative multidisciplinary research
team exploring the causes and
consequences of regional and provider-
specific differences in clinical practice
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Chair, Department of General Internal Medicine
The Cleveland Clinic is seeking a Chairperson for the Department of General Internal Medicine.
The department includes 24 physicians who see more than 50,000 patient visits each year and

actively participate in the inpatient medicine service. The department plays a pivotal role in
preparing Cleveland Clinic Lerner College of Medicine medical students for careers as clinician

investigators and it provides leadership in training for more than 120 medicine residents.
Candidates should have a record of clinical and academic accomplishments leading to qualification

for academic appointment at the Professor/Associate Professor level.

Applicants should have strong clinical expertise and a successful track record in educational or
electronic health record linked clinical research. In addition to overseeing the General Internal
Medicine’s clinical care mission, the Chair is expected to collaborate with other departments to

further develop clinical research, scholarship and outcomes activities.

Interested candidates should forward a copy of their CV in MS Word format to the attention of:
Joe Vitale, Senior Director of Physician Recruitment

Professional Staff Affairs
vitalej@ccf.org

or apply online at www.clevelandclinic.org

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

www.clevelandclinic.org

GENERAL INTERNIST

Dartmouth-Hitchcock Clinic is an affirmative action/equal opportunity employer and is
especially interested in identifying female and minority candidates.

wwwwww..DDHHMMCC..oorrgg

Dartmouth-Hitchcock Clinic in Lebanon, NH is seeking one
BC/BE General Internist to join our growing academic section of
General Internal Medicine. Affiliated with Dartmouth Medical
School, we offer outpatient clinical practice, resident and student
teaching, and research opportunities. Full-time is preferred, but part-
time candidates will be considered for the position. Interest/training
in GGeerriiaattrriiccss encouraged.

Dartmouth is located in the Upper Valley of New Hampshire &
Vermont, a vibrant community offering excellent schools and out-
standing quality of life in a beautiful rural environment.

Please send your cover letter and CV to:

LLiissaa GGiillmmaann cc//oo
GGeenneerraall IInntteerrnnaall MMeeddiicciinnee

DDaarrttmmoouutthh--HHiittcchhccoocckk
MMeeddiiccaall CCeenntteerr

OOnnee MMeeddiiccaall CCeenntteerr DDrriivvee
LLeebbaannoonn,, NNeeww HHaammppsshhiirree 0033775566

FFaaxx:: 660033--665533--66111100
MMeelllliissaa..MM..GGiillmmaann@@HHiittcchhccoocckk..oorrgg

and health outcomes. Prerequisites
include an MD and/or PhD degree,
demonstrated research experience and
a successful track-record of peer-
reviewed publication. Interested
applicants should send letter, CV, and
related publications to 

Dr. David Goodman, TDI, 
35 Centerra Parkway, Lebanon NH,
03766. Dartmouth AA/EOE. 

North Carolina—Assistant
Professor.

The Internal Medicine Program of
Moses Cone Hospital, a tertiary care,
community teaching hospital in
Greensboro, NC, strongly affiliated with
the University of North Carolina at
Chapel Hill, seeks an academic general
internist to join full-time faculty. Role is
that of clinician-teacher to residents and
students in a general internal medicine
oriented program. Special interest in
health services research and evidence-
based medicine helpful. Time and
support provided for scholarly work and
clinical research. The Moses Cone
Health System is an Equal Opportunity
Employer. Please respond with CV and
references to: 

Samuel Cykert, MD, 
Chief, Internal Medicine Program
Moses Cone Hospital
1200 North Elm St., Greensboro, NC
27401-1020 
sam.cykert@mosescone.com 
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Plenary Speakers at Annual Meeting Announced

Join your fellow SGIM members at these exciting plenary sessions at the 
32nd Annual Meeting in Miami, Florida, May 13–16, 2009 at the Fontainebleau Hotel.

Opening Plenary Session/Malcolm L. Peterson Honor Lecture
May 14

Robert H. Brook, MD, ScD will be presenting the Malcolm L. Peterson lecture. Robert Brook is
Professor of Medicine and Health Services and he directs the Clinical Scholars Program and 

is a Corporate Fellow at RAND and the Director of RAND’s Health Sciences Program.

Friday Plenary Session
May 15

Steffie J. Woolhandler, MD, MPH (Harvard Medical School) will be speaking on 
“Single Payer Health Reform: A Medical Emergency” and Richard A. Epstein, the 

James Parker Hall Distinguished Service Professor of Law at the University of Chicago, 
will be presenting “Expanding Health Care Access through Deregulation.”

Saturday Plenary Session
May 16

Daniel D. Federman, MD will present the Saturday plenary lecture. He has served as 
Chairman of the American Board of Internal Medicine and President of the American College 

of Physicians and is a member of the Institute of Medicine.

Register NOW for the annual meeting to ensure your seat at these 
exciting presentations! Visit www.sgim.org/go/am09 and register by 

March 11 to take advantage of early registration. 
Registration closes April 24. 


