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EDITORIAL

Can I Fire My Hospitalist?
Robert Centor, MD

I received an email from a patient. He directed the email to me
because I was quoted in the Wall Street Journal blog about
hospitalists.

He is a 49-year-old man with diabetes mellitus type II, CAD,
CHF, and hypertension. He has an excellent relationship with
his internist and his cardiologist. Unfortunately, he strongly
dislikes the hospitalist to whom he was assigned during two
hospitalizations.

He wrote, “To me, my life is worth far more than them
having to run a few tests and put me on a nitro drip. I am not
sure if all hospitalists act in this manner, but to me this
particular hospitalist does not treat all patients with appropriate
medical care, respect, and dignity—especially when he feels it
conflicts with saving the IPA/HMO money. One thing I wish I
knew is: Do I have the right to essentially ‘fire’ this hospitalist
so that he never has a hand in any future medical care I may
need or get if I am a patient in this particular hospital?” 

This patient raises a disturbing question. If this patient does
not think that I am the proper internist, he can fire me and get
another internist. If he does not like the cardiologist, he can ask
for another cardiologist. Does he have the same rights when
dealing with hospitalists? I also wonder if some hospitalist
programs have an implicit conflict with patient preferences.

If you received this complaint and were heading a
hospitalist program, how would you respond?

John Bulger, DO
Geisinger

This is an infrequent yet real issue that our hospitalist group faces. The
short answer is: The patient is always right. If patients want a different

physician caring for them, that is their right, and we comply without ques-
tion. As a teaching institution, the request may be for a change in the
treating hospitalist, resident, or physician assistant.

When a request is made, it is my philosophy that a change must be ad-
dressed. A healthy and uninhibited patient-physician relationship is a critical
ingredient for providing quality medical care. These requests usually come
from the patient to either a treating provider, nurse, care management
agent, or patient liaison staffing the Action Line (24-hour patient concern
hotline). The concern is then forwarded to the leadership of the hospital

continued on page 12
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out could come with little profile pic-
tures of the patients in bed, I’d be
very happy. At my current practice, I
feel we do quite well in following
most of the handoff suggestions. Al-
though I still have trouble falling
asleep on Sunday nights, at least I
have an idea of what’s going on, who
to triage, etc., and I know that as the
day progresses, I’ll be generating a
satisfying, possibly even color-coded,
series of check boxes for Tuesday.

Here’s what I really need a white
paper on: the hospitalist-to-mommy
handoff. And not just the literal sign
out from our superb nanny, which is
another discussion altogether. I’m
neither idealistic nor dumb enough to
think that at 5 pm—the prime witch-
ing hour for two- and four-year-old fa-
tigue—there will be time or
technology for interruption-free, inter-
active, insightful discussion of ill
events or anticipated near-future
melt downs. No, what I need instruc-
tion on is how to mentally transition
from doctor mode to mom mode.
From predictable and in control, for
the most part, to “if you give a child
a kiss on the cheek, she’ll tell you it
feels funny and then she’ll want to
show you her boo-boo from school
which will make her want to do an
art project which will definitely make
her dirty and want to take a bath
which will make her think of swim-
ming and ask if we can go to the
pool, the negative answer to which
will make her cry, especially when
she learns that vegetable chili is
what’s for dinner.” (My daughter
wonders why I like Laura Numeroff’s
If You Give A Cat A Cupcake chil-
dren’s book so much. It’s just so very
comforting.)

I certainly don’t mean to imply
that a physician’s career doesn’t ne-
cessitate flexibility and reaction. Cer-
tainly, the diagnostic detective work
and the uniqueness of each patient
keep us going. But really, outside of

The hospitalist-to-hospitalist hand-
off is a hot topic currently, and

with obvious good reason: As inpa-
tient medicine becomes ever more
shift-work dependent, seamless tran-
sitions of care are a must for patient
safety. How should it be standard-
ized? What should it cover? Are
there outcomes data?  Somewhat
ironically, the taskforce within the So-
ciety of Hospital Medicine, after re-
view of the literature and expert
discussion, came up with “3T’s, 4I’s,
and 3A’s” as the mnemonic for an
adequate sign out. Reference to a
cerebrovascular event notwithstand-
ing, their recommendations are cer-
tainly logical and useful: Time,
Template, Technology, and Training;
Interruption-free, Interactive, Ill pa-
tients, and Insight; Administrative-re-
lated, Anticipated events, and Action
plans. In reality, the time one is will-
ing to devote, and thus adhere, to
the described guideline continues to
vary greatly. Personally, I tend to be
the type who wants to know it all, as
in, “I’m sorry, but can you tell me if
they’ve had their pneumovax and flu
shots yet, when their last BM was, if
their hearing aids are working, and
when they last spoke with their
grandmother?” Honestly, if my sign
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One of the most painful issues
confronting us as physicians,

teachers, and researchers is our own
fallibility. On one level, we know that,
as human beings, mistakes are part
of the territory. As an esteemed
elder colleague recently remarked at
a meeting, “If mistakes were a
crime, I’d be behind bars.” We know
that no matter how important the
issue, we can only go so far in over-
coming our own limitations and
those of our environments. We make
mistakes with our children, our par-
ents, our spouses, and our finances.
And, no matter how well intentioned
we are, and how careful we try to
be, we make mistakes in our work. 

There are so many reasons for
mistakes. I once cared for a frail el-
derly man soon after my father died.
I was the attending physician, and
when the house staff team argued to
discharge the patient, as is natural
for them to do, I backed them up, in-
stead of insisting the patient and his
family be better prepared. He died
chaotically at home soon after. I real-
ized, as I suffered through my own
self-criticism, that my perspective
had been clouded by my father’s
death just a few weeks prior. I felt it
was unfair that my father died de-
spite being less frail than my patient.
I had also been unable, in my own
grief, to confront the end-of-life plan-
ning issues the patient’s situation
posed. When the patient’s wife
called me in distress to tell me how
wrong I had been, I told her I had
made a mistake, that I had not seen
clearly, that it was due to what had
been going on in my own life, and I
apologized. She reached out from

her own grief to forgive me, showing
the deep humanity that is within
most of our patients when we allow
it to surface. I learned from her about
myself and about clinical care. 

The work on mistakes by SGIM
members, including articles in JGIM
by Christensen et al. (1992) and Fis-
cher et al. (2006), have helped me
understand my experience in a
broader context. Healing and learn-
ing from mistakes, however, seems
to demand an experiential dimen-
sion as well. I found this dimension
in a beautiful new movie by SGIM
Past-President Tom Delbanco. On
another level, Tom’s journey toward
this film is an example of the cre-
ativity and learning that can come
from paying focused attention to
what we and our patients experi-
ence together. Through film, dis-
comfort becomes shared experience
that can help us improve. I asked
him to tell us what drew him to film,
what it was like to make this one,
and for general thoughts on use of
film by general internists. Tom
wrote the following in response.

Peering Through a Lens
Tom Delbanco, MD

It was as if a tornado came in and
out... by the time the tornado left,
there was a whole wake of ques-
tions, conflicts, and emotional trau-
mas and dramas...

—Son of man who died 
after a medical error

With our diverse patients, wide-
ranging interests, and love for col-
laboration, we generalists are ideally

PRESIDENT’S COLUMN

When Things Don’t Go Right: Turning
Mistakes into Learning
Lisa Rubenstein, MD

We make mistakes with our children,
our parents, our spouses, and our
finances.  And, no matter how well
intentioned we are, and how careful
we try to be, we make mistakes in
our work.
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poised to make films. I first gave the
camera a try 20 years ago and have
learned that clinical care, teaching, and
research can all profit from its ability to
capture insights, energy, and passion. 

At the Picker Institutes here and in
Europe, we called on patients and their
families to serve as expert witnesses to
care. We published papers and a book,
but these efforts left me feeling that
something was missing—they didn’t
capture the vividness of the patient ex-
periences. It all came together for me in
my first foray into film. I watched, then
joined, as my colleagues filmed patients
describing their recent hospital experi-
ences in the film Through the Patient’s
Eyes. As examples: 

I don’t think it should be totally up to
the patient to ask questions. I think
they should be led to ask questions.

—Musician after CABG surgery



Som Saha, MD, MPH
Oregon Health & Science University 
sahas@ohsu.edu

Mentoring relationships are like
marriages. They are the units

that form the foundation of any pro-
ductive academic community. There
are good mentoring relationships and
bad ones. Bad relationships result
from poor matching, neglect, manip-
ulation, or abuse of power. Good re-
lationships are characterized by
commitment, responsiveness, and
mutual appreciation. The best ones
are enduring, but like marriages, they
take effort to sustain. 

There are different ways to create
mentoring relationships. Sometimes
they are arranged. This works best in
more traditional and paternalistic cul-
tures, such as basic science, where
mentor and mentee roles and re-
sponsibilities are well defined. The
mentee is taken into the mentor’s lab
and serves as part of the mentor’s
scientific “family.” Eventually, the

forums for “speed dating” to expe-
dite pairing. It may also be important
to look beyond one’s own institu-
tion. While there is no substitute for
a face-to-face relationship, Dr. Right
may be out there somewhere, and
in our modern culture, it is all right
to break with tradition if the best 
relationship is a long-distance one.

As opposed to marriage, in men-
toring polygamy is the rule. Mentors
fill many needs: helping develop 
research agendas, providing career
guidance, assisting with navigation
of rough academic waters, etc. 
Senior mentors can offer wisdom 
at 30,000 feet, while junior mentors
can often relate better to the 
challenges of being a fellow or new 
faculty member. It is relatively rare
to find a single person to meet all 
mentoring needs.

Like good marriages, mentoring
relationships must be nurtured. Few
institutions adequately reward faculty
for mentoring. The reward is in see-
ing mentees develop and succeed,

mentee becomes more senior, starts
a lab, takes on mentees of his/her
own, and continues the lineage.

Academic general internal medi-
cine is a more modern, less tradi-
tional culture. We usually want to
blaze our own career paths rather
than follow someone else. In this
context, arranged relationships tend
not to last. Finding the right mentor
in GIM usually requires a process not
unlike dating. When looking for a
mentor, find someone who seems
like a good fit, and approach him/her.
Find a way to work together (e.g., a
project to collaborate on) to see if the
mentor is someone with whom you
want a long-term relationship. Does
he/she seem genuinely interested in
you? Do you enjoy working with
him/her? Does he/she “get” you? If
not, move on. 

When time for finding a mentor
is of the essence, such as in fellow-
ship, it is important for someone,
usually the program director, to
serve as matchmaker or to create

4

HOW DO YOU DO THAT?

Finding a Mentor and Making it Work
Robert Centor, MD

These three takes on mentorship start to paint a picture for aspiring academic internists.
Mentorship does not lend itself to easy description. Each junior faculty (and many mid-level
faculty) should develop a personal strategy for growth. For some, that strategy will involve
one particular wise mentor; others will need a team approach. 

Many junior faculty members assume that their division chief will function as a mentor. 
I would advise some caution here. Division chiefs have a conflict of interest with junior
faculty. They have work that needs doing—clinical sessions, committees to staff, etc.—and
thus may assign tasks that do not really help the faculty member with career development.
Division chiefs often actively coach junior members and perform some mentorship
functions. But they are less likely to give pure advice on some professional decisions.

I would also recommend that junior faculty develop peer-to-peer mentoring. This works
both locally and nationally. As a junior faculty member I benefitted greatly from
conversations and exploration with local and national peers. Find colleagues at other
institutions, and compare notes. Part of growth comes from knowing the possibilities.
Colleagues at other institutions can provide a different view of academic medicine than
those at one’s own institution.

When I think back to my mentors, I now realize that I never thought of them in that way. 
I learned from them through philosophical discussions, practical discussions, and role
modeling. I remember trying to emulate their strengths. Now I could name these mentors;
then they were heroes or friends

The three descriptions presented here provide a good starting point. I personally believe
that one should not worry greatly about mentorship; remember, many relationships are
serendipitous.  As one minor mentor reminded us often, using a quote from Louis Pasteur:
“In the fields of observation chance favors only the prepared mind.” Both look for
mentorship, and also discover when it occurs. 
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so be sure to share your successes
with your mentor—not just your
needs. And like bad marriages, some
mentoring relationships must be
abandoned. If a mentee is not follow-
ing through with commitments, or if
a mentor is using the relationship for
personal gain, get out. There may be
political or personal consequences to
leaving a mentoring relationship, but
in the end, it is rarely worth staying
with an abusive mentor or neglectful
mentee. There are plenty of other
fish in the sea.

Judy Zerzan, MD, MPH
University of Colorado, Denver
Judy.Zerzan@ucdenver.edu

“Managing up” is a common corpo-
rate concept in the employee/super-
visor dyad that also applies to
mentoring relationships. The principle
concept is that the mentee owns the
relationship by letting the mentor
know what he/she needs and com-
municating in his/her mentor’s pre-
ferred style. A motivated mentee
manages the work of the relationship
by planning and setting the meeting
agenda, asking questions, listening
actively, and requesting feedback. 

Managing up gives you a frame-
work that makes it easier to ask for
what you need and overcome per-
ceived barriers, such as not having a
specific direction. 

Managing up also makes it easier
for mentors to help you by targeting
advice, critique, and support to spe-
cific issues. It also makes the rela-
tionship more rewarding for both
parties because your mentor can
make the most of his/her expertise.
Lastly, managing up leads to a more
productive relationship because the
mentor is able to look for specific op-
portunities for you.

Managing up means you, as the
mentee, direct the relationship. Start
with a self assessment. Think about
your goals, motivations, strengths,
weaknesses, pressures, and stres-
sors. Identify your preferred work

come buried under the pressure of
clinical work, productivity demands,
and educational responsibilities. 

How do you find that special
mentor relationship? I advise faculty
members to look within their home
institution and their professional soci-
eties. Start with your division chief,
who can help you find your career
passion and run interference for you.
After discussing my hectic schedule
with my division chief that first year,
he suggested that I run all requests
for committee membership through
him. Doing this ensured that all my
work either furthered my career or
met the needs of the division. 

Consider different mentors for
the multiple aspects of your life. Are
there faculty members in your divi-
sion, department, or institution who
have qualities that you admire? Find
a reason to work with these individ-
uals, and ask for their advice. You
may acquire research, clinical, edu-
cation, and “lifestyle” mentors over
your career. Set regular meetings
with these people, talk about goals,
and set deadlines.

Attend your professional society
meetings, and get to know your fel-
low members. Even a conversation
with the presenters of a workshop
can become an opportunity to find a
mentor. Ask colleagues for introduc-
tions to Society members whose
work you wish to emulate, and ex-
change business cards. An electronic
relationship may soon ensue that will
be continue in person in the years to
come. 

SGIM

style and your short- (three to six
months) and longer-term (two to four
years) goals. 

Once you identify a potential
mentor, you need to think about how
your mentor’s preferred work style,
vision, goals, strengths, weaknesses,
pressures, and stressors match up to
yours. You should ask directly about
your mentor’s preferred communica-
tion style. Does your mentor like to
know the detailed facts and figures,
or is a broad overview with specific
problems better? Does your mentor
like to communicate by email, phone,
or both? Is your mentor a “listener”
or a “reader”? 

Managing communication and
mentoring meetings is key to a suc-
cessful relationship. You can start by
agreeing with your mentor on a regu-
lar schedule feasible for time com-
mitments and adequate to reach
your intended goals. Prepare for each
meeting with a mentor by writing out
an agenda, even if it’s just for you.
Discuss relationship expectations
and review progress on a regular
basis (e.g. quarterly). Finally, you
need to make the effort to stay en-
gaged and be appreciative.

Mentoring is a learning relation-
ship that requires time and attention
to develop and results in successes
and challenges. By managing up,
both parties benefit from mentoring
in terms of productivity, sharing of
ideas, and satisfaction.

Elisha Brownfield, MD
Medical University 
of South Carolina
brownfe@musc.edu

As a new faculty member in my first
academic position, I remember
throwing myself into every opportu-
nity. As my calendar filled rapidly
with assorted committee work, clini-
cal time, and projects, I realized that I
would need to find direction in order
to carve out a true career. General in-
ternists need mentorship today more
that ever. Career interests can be-

Lastly, managing up leads to a

more productive relationship

because the mentor is able to

look for specific opportunities 

for you.



A61-year-old Caucasian man pre-
sented with two weeks of pro-

gressive swelling of his legs and feet
and weight gain. He denied short-
ness of breath.

His past medical history was no-
table for hypertension, hyperlipi-
demia, obesity, elevated fasting
glucose, mildly elevated transami-
nases, and psoriasis. A recent
echocardiogram was normal. Medica-
tions were amlodipine, lisinopril,
atenolol, simvastatin, aspirin, and
topical treatments for psoriasis. He
drinks four alcoholic beverages per
day and does not smoke. 

Examination showed a weight of
263 lbs, up 18 lbs from three months
earlier. Blood pressure was 153/71.
Cardiac exam was normal, and his
lungs were clear. No jugular venous
distension, ascites, or organomegaly
was noted. 2+ peripheral edema was
present bilaterally. He had psoriatic
plaques on his elbows. 

This patient presents with new
lower-extremity edema. Edema is a
frequent presenting complaint and
physical finding in the primary care
setting and has a variety of etiologies. 

Edema may be caused by either
retention of sodium and water or a
disruption of hydrostatic/oncotic
pressures in peripheral capillaries.
Retention of sodium and water may
be due to renal dysfunction or med-
ication effects (e.g. thiazolidine-
diones), a compensatory response
from the kidneys to poor cardiac
output (e.g. CHF), or to decreased
systemic vascular resistance (e.g.
cirrhosis). At the capillary level, an
increase in hydrostatic pressure
(e.g. venous insufficiency or throm-
bosis), a decrease in oncotic pres-
sure (e.g. hypoalbuminemia), or an
increase in capillary permeability
(e.g. sepsis) may lead to an accumu-
lation of excess interstitial fluid.

In this case, I’m concerned about
the acuity of the presentation and

The kidneys normally excrete
less than 150 mg of protein a day;
urine dipstick testing can usually de-
tect urinary protein that exceeds
300 mg/day. In cases of persistent
proteinuria, it is important to quan-
tify the amount of protein loss with
a spot urinary protein to creatinine
(UPC) ratio. The UPC ratio correlates
very well with 24-hour urine protein
measurement1 and is less burden-
some for patients.

Microscopic hematuria is usually
defined as the presence of two or
more RBCs per high powered field. If
persistent, both non-glomerular and
glomerular causes must be consid-
ered. Abnormalities within the kidney
(e.g. cancer, polycystic disease, papil-
lary necrosis), ureters (e.g. stones,
urothelial malignancy), bladder (infec-
tion, cancer), prostate, or urethra
cause non-glomerular hematuria. In
this case, dysmorphic red cells and
the concomitant presence of protein
suggest a glomerular origin of his
hematuria.

The spot UPC ratio was 3. A CT
scan of the abdomen and pelvis was
normal.

Once again, the proteinuria,
hematuria, and dysmorphic RBCs all
suggest an active glomerular
process. I would obtain a renal con-
sultation and consider a renal biopsy.

In general, glomerular diseases
present along a spectrum of two clin-
ical patterns: the nephrotic syndrome
and the nephritic syndrome.
Nephrotic syndrome is characterized
by > 3 g of proteinuria per day, hy-
poalbuminemia, edema, and hyper-
lipidemia. Nephritic syndrome is
characterized by hypertension, hema-
turia, and variable degrees of renal in-
sufficiency. However, there may be
considerable overlap between these
two patterns.

The patient’s edema, hypoalbu-
minemia, hypercholesterolemia, and
proteinuria suggest nephrosis; the

the dramatic weight gain, which
make more chronic conditions like
venous stasis unlikely.

A normal cardiac exam and recent
echocardiogram make cardiac dis-
ease less likely. The patient reports
significant alcohol use and elevated
transaminases, raising concern for cir-
rhosis. I would order a serum albumin
and other indices of liver function, 
as well as a serum creatinine and 
urinalysis to assess for proteinuria.

Laboratory studies showed: crea-
tinine, 0.9 mg/dL; albumin, 2.3 g/dL
(baseline of 3.8 g/dL); normal liver
panel; BNP, 111 pg/mL [5-100]; CBC
normal except platelets 111 K; INR,
1.2; and cholesterol, 228 mg/dL. 
Urinalysis revealed 2+ protein, 
3+ blood, 1 wbc/hpf, and 61 rbc/hpf;
no casts were noted.

He was prescribed 40 mg of
furosemide daily, and his edema 
resolved.

I’m impressed by the abrupt de-
cline in his serum albumin. I would
assume that this low serum albumin
has contributed to his edema. Hy-
poalbuminemia may result from nu-
tritional factors (e.g. poor intake or
malabsorption), decreased produc-
tion (e.g. cirrhosis), or loss of albumin
in the urine. In this case, the pres-
ence of marked proteinuria suggests
urinary losses as the culprit. 

The presence of microscopic
hematuria also merits further evalua-
tion. The first step would be to re-
peat the urinalysis and personally
examine the urinary sediment under
light microscopy. False positive dip-
stick protein results can occur, with
highly concentrated or very alkaline
urine or with gross hematuria. Simi-
larly, transient microscopic hematuria
may occur from physical exertion,
mild trauma, or sexual intercourse.

A repeat urinalysis showed 1+
protein, 3+ blood, 2 wbc/hpf, and 46
rbc/hpf. Dysmorphic RBCs were also
noted, without RBC casts. 
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OUTPATIENT MORNING REPORT

A 61-year-old Man with Lower Extremity Edema, Proteinuria, and
Microscopic Hematuria 
Amy Schwartz, MD (presenter), and Juliette Spelman, MD (discussant, in italic)

Dr. Schwartz is Assistant Professor, Yale University School of Medicine and VA Connecticut Healthcare System. Dr.
Spelman is Assistant Professor at Yale-New Haven Hospital.
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presence of hypertension, hematuria,
and dysmorphic RBCs indicate a con-
comitant nephritic component. 

Common etiologies for nephrotic
syndrome include: diabetic glomeru-
losclerosis, minimal change disease
(often related to NSAIDs or lympho-
proliferative disease), membranous
nephropathy (often related to hepati-
tis B infection or solid tumor malig-
nancies), focal segmental
glomerulosclerosis, amyloidosis, or
HIV-associated nephropathy. 

Common etiologies of nephritic
syndrome include membranoprolifer-
ative glomerulonephritis (often re-
lated to autoimmune disorders,
hepatitis C infection, or bacterial en-
docarditis), post-streptococcal nephri-
tis, lupus nephritis, vasculitis, or IgA
nephropathy.

To initiate the workup, I would
send Hepatitis B and C serologies, HIV
test, SPEP and UPEP, ANA, ANCA,
and serum complement levels.

Hepatitis B and C serologies, HIV,
ANCA, and ANA were all negative.
SPEP, UPEP, C3, and C4 levels were
normal. A renal biopsy performed
one month later showed findings
consistent with IgA nephropathy. 

IgA nephropathy, an immune
complex-mediated glomerulonephri-
tis, is the most common primary
glomeruolonephritis in the world. It
is defined immunohistochemically
by the presence of glomerular IgA
deposits and a variety of histopatho-
logical features, most commonly ex-
pansion of the mesangium and
deposition of other immunoglobu-
lins. The cause of IgA nephropathy
is unknown.

Aberrant glomerular IgA deposi-
tion can occur as an isolated entity
(primary IgA nephropathy) or as part
of a systemic illness (Henoch-Shon-
lein purpura, HSP). Our patient did
not have the systemic findings, such
as purpura, arthralgias, or abdominal
pain, that typify HSP. Secondary
causes of IgA nephropathy include
autoimmune disease, psoriasis, and
possibly alcoholic liver disease,
which may explain why our patient
was affected.

IgA nephropathy has a 6:1 male
predominance in the United States. It
can occur at any age but typically af-
fects patients in their 20s or 30s.
Younger patients often present with
flank pain and gross hematuria (e.g.
“tea-colored urine”) after an upper
respiratory illness. Older patients
tend to present with incidental find-
ings on urinalysis. 

The clinical course of IgA
nephropathy is variable, with 15% to
40% of patients progressing to end
stage renal disease. Treatment of IgA
nephropathy is usually reserved for
patients with persistent proteinuria
and hypertension who are at high
risk for disease progression. 

While studies are limited, ACE in-
hibitors are generally accepted as
first-line therapy because they effec-
tively lower blood pressure and limit
proteinuria. Angiotensin receptor
blockers may be added as adjunctive
therapy. Corticosteroids are reserved
for patients with significant protein
wasting or progressive renal dysfunc-
tion. Based on their anti-inflammatory
properties, fish oil, or N-3 polyunsatu-
rated fatty acids, has been studied

with varying results. Finally, rapidly
progressive disease may merit treat-
ment with cytotoxic drugs.

The patient was already on an
ACE inhibitor at the time of presenta-
tion. Due to the degree of his pro-
teinuria, he was also started on
systemic corticosteroids. His renal
function has remained normal.

Key Points
• Significant dipstick proteinuria

should be quantified with a
urinary protein-to-creatinine ratio.

• Persistent microscopic hematuria
can be classified as either
glomerular or nonglomerular in
origin. The presence of
dysmorphic cells and protein
strongly suggests the latter.

• IgA nephropathy is the most
common primary
glomerulonephritis worldwide. It
is often asymptomatic in older
patients and may present with
incidental urinalysis findings.

• Treatment of IgA nephropathy
depends on disease severity and
the likelihood of disease
progression. Typically, it involves
tight blood pressure control, ACE
inhibitors, corticosteroids, and/or
cytotoxic agents.
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code blues, a lot of it is quite pre-
dictable. If you give a patient Lasix, it
will make her pee and become hy-
pokalemic, which will make the resi-
dent give IV potassium, which will
burn, requiring replacement with po
horsepills, which will make the pa-
tient vomit. You can choose to see
that patient before or after the unfor-
tunate series of events. But you sim-
ply can never create a to-do list or
set of goals with children or try to

needs to be washed.” “Mom, did
you check on Baby while I was at
school?” “Mom, Baby needs sun-
screen.” “Wow, you are such a good
mommy,” I say, concomitantly think-
ing to myself, “better than I am,” as
I stare at my scrubs walking them-
selves to the laundry. “Yes, well I
want to be a mommy, a princess,
and a doctor when I grow up—just
like you Mom,” my daughter replies.

multitask, such as reading an article
while they play. And after seven days
and more than 80 hours of immer-
sion in patient care, the transition to
nebulous pretend world and whimsi-
cal toddler and pre-school mood
swings is—I’m convinced—the most
challenging thing I do. And one I feel
I don’t do well at all. 

My eldest daughter spends a re-
markable amount of time mothering
her baby doll. “Mom, Baby’s dress continued on page 13



Kim Davis, MD 
Medical University of South Carolina 
Charleston, SC

Would you please describe your innovation?
Faced with consolidation of two clinics, we needed to
improve efficiency of patient care within a university
teaching and faculty practice while enhancing quality of
care and patient satisfaction. This was done by:

1. Enhancing practice environment with four room
pods and visit process changes;

2. Making nurse case managers accountable to
patients, physicians/residents, and nursing;

3. Placing a computer and printer in every room for
accessing the EMR;

4. Creating a matrix management structure for
physicians and hospital staff;

5. Developing strategies to manage excessive
telephone calls;

6. Improving access to care;
7. Standardizing physician schedule templates;
8. Reconciling outpatient medication at every visit; and
9. Improving payer mix.

Pod Structure and Visit Process. Architectural renova-
tions, ostensibly made to increase the number of exami-
nation rooms on the floor from 29 to 33, resulted in a
group of four-room clusters called PODs, each with an
assigned nurse and patient-care technician located at the
center. The POD environment improved professional ac-
countability between nurses and physicians, helping en-
hance patient flow. Nurses perform pre-visit chart review
and preparation (e.g. mammogram request is printed
prior to patient visit) and address care coordination. Pro-
tocols for medication refills and standing orders for pre-
ventive care and screening (e.g. influenza immunization,
mammogram forms) were implemented. The RN sees
the patient prior to the physician and reviews the med-
ication list with the patient. All needed medication refills
are printed and left for the physician for signature. This
POD structure and case manager/nurse accountability
ensures that all of the data needed to efficiently care for
the patient are available to the physician at the point of
care. The physician is not tasked with spending time
searching for information—support staff are responsible
for gathering or cueing up information.

Case Management. To build close, accountable work-
ing relationships among 24 faculty, 98 resident physi-
cians, two PAs, and 23 clinical staff and their respective
patients, teams were assembled around 10 nurse case
managers. These case managers served as the primary
contact for both the physician and the patient. Teams
consisted of three to four attending physicians/nurses

and seven to eight residents/nurse case manager, and
each patient was introduced to his/her case manager at
the initial visit. Nurses were empowered to channel pa-
tients into University Internal Medicine (UIM) clinic using
freeze-thaw schedules, Rapid Access Clinic (RAC) ap-
pointments, or residents rotating on UIM acute care ro-
tation. In February 2009, renovations were completed
for a new centralized precepting area away from exam
rooms and patient traffic to protect confidentiality and
enhance the teaching environment.

Use of Information Technology. The clinic merger
was an opportunity to expand electronic resources and
enhance the use of the electronic medical record, Prac-
tice Partner ® (PP). Each of the 33 examination rooms
was equipped with a computer workstation and printer,
facilitating the use of PP features such as prescription
printing, drug interaction checking, and patient medica-
tion lists. All faculty and residents are expected to up-
date and print all medications on PP and print an
accurate, updated medication list for patients at the end
of each visit. All PCs are linked to Medical University of
South Carolina (MUSC) library knowledge resources
such as Up-To-Date™, PubMed, e-journals, Micromedex,
and others. The commitment to information technology
in the UIM has been substantial: 89 desk-top comput-
ers, two computers on wheels, and 53 printers in the
UIM clinic space support faculty, residents, and clinical
staff, including two PharmDs and a certified diabetic ed-
ucator, in 33 exam rooms and five conference areas. 

Management Structure. The “triad” of leaders from
each major area of the clinic—physician clinic director,
nursing director, and scheduling/registration liaison—
meet on a monthly basis. The group reviews opera-
tional and patient flow patterns and communicates
opportunities for improvement. The meeting provides a
forum for creative ideas, dissemination of changes, and
communication among clinic faculty and staff. Each
leader is responsible for communicating back to his/her
constituent group.

Telephone Volume. Managing telephone call volume
remains a challenge—more than 1,200 calls are directed
to UIM scheduling and nursing each week. To manage
and direct this volume of calls, a patient Message Tem-
plate with drop-down menus was developed to collect
initial call data into PP and route the message appropri-
ately. All physicians are encouraged to draw labs prior to
appointments so that the results can be reviewed at the
time of the visit. UIM purchased ISTAT meters to adjust
warfarin dosage before patient leave the clinic. After
alerting area pharmacies, the UIM-recorded phone mes-
sage was changed to ask patients to request refills
from their pharmacies, and the pharmacies were asked
to fax the refill requests. In February 2009, e-prescribing
will begin to replace the fax refill mechanism. 
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Improved Access to Care. We established a same-
day Rapid Access Center (RAC). UIM guarantees that
existing patients or employees will be seen by a fac-
ulty member the same day if they call before 4 pm.
Faculty also began using the IDX feature called
“freeze-thaw,” which opens a pre-determined number
of appointments 48 hours before the session opens.
These appointments are only accessible to POD
nurses. POD nurses are empowered to add patients
to schedules or route patients to the RAC as they see
appropriate.

Standard Schedule Templates. Faculty templates
were standardized to schedule new patient visits for 40
minutes and return visits for 20 minutes. The faculty
and resident practice start times were varied so that pa-
tients did not arrive at registration at the same time.
Clinic cancellations must be requested six weeks in ad-
vance to minimize rescheduling of patients. 

Medication Reconciliation. Medication reconciliation
is a part of each visit at UIM. The medication list is
printed out from the electronic record and reviewed
with the patient via the nursing staff; those medications
needing refills are highlighted and left for physicians. 

Improve Payer Mix. We used the Rapid Access
Clinic as an opportunity to build our Faculty and Resi-
dent Practice with new patients that are commercially
insured. 

What stimulated your organization to make 
these changes?
The Department of Medicine and University Hospital
mandated that the two large resident and faculty Gen-
eral Internal Medicine clinics consolidate on a single
floor in the ambulatory care tower. Although the UIM
clinic sees more patients per day than any clinic at
MUSC, it was allocated less space, fewer support staff
offices, and fewer examination rooms (a reduction from
40 to 29 rooms) than the two clinics historically. Addi-
tionally, faculty compensation was tied to productivity
incentives.

What was critical to your success?
Teamwork among the nursing staff, administration,
and physicians led UIM to its success. All planning ac-
tivities were guided by an all-day strategic planning
meeting, held off-campus by two facilitators. Both clin-
ics were closed, and all staff, faculty, and schedulers
were included. Seventy-five participating faculty and
staff were carefully assigned to tables to assure a mix
of faculty, nursing, and administrative staff and leader-
ship at each table. Staff and faculty shared successes
and frustrations. For example, non-standard appoint-
ment templates among faculty caused scheduling
problems; MD clinic cancellations at short notice were
causing large amount of rework for schedulers; nurses
wanted and needed more autonomy and requested
standing orders; phone call volume was excessive es-
pecially for medication refills; and acute care capacity
was very limited, putting schedulers and nurses in the
position of turning away patients. 

What challenges did you face and how did you
overcome them?
Importantly, the faculty and staff of the two clinics re-
flected two medical cultures. The University Diagnostic
Center (UDC) was a traditional academic Internal Medi-
cine diagnostic clinic serving the insured Charleston
population for more than 30 years. McClennan-Banks
was a County Hospital-based clinic developed to serve
Medicaid managed care patients. Clinical and adminis-
trative staff, many of whom had never met, would
work closely together in the merged clinic. Physicians
from two different age generations would come to-
gether and develop a new set of goals for University In-
ternal Medicine leaving behind the “this is the way
things have always been done” mentality. In addition,
there was a “new productivity pressure” placed on the
faculty that had not existed in the past, which brought
the group together. This emphasis on through-put
pulled the group together. 

Do you have any data demonstrating the 
effectiveness of your innovation?
Press-Ganey patient satisfaction measures have fluctu-
ated, but we have been quite pleased with our overall
satisfaction scores. The impact of our innovations is re-
flected by several scores that are at least one standard
deviation above our peer group: ease of scheduling,
phone courtesy, helpfulness, wait time in exam room,
convenience of office hours, and information provided
about medications. In the Press-Ganey report for the
second quarter of FY 09, UIM ranked in the 95%ile for
General Internal Medicine comparison practices.

Aggregated physician productivity, patient visits, and
gross collections have all risen since the clinics merged
in the fourth quarter of FY 05. Figure 1 shows annual
UIM faculty RVU growth exclusively for the outpatient
setting. Almost all UIM faculty now exceed the MGMA
75%ile RVU productivity. 

Figure 1

Figure 2 shows relatively steady and sustained
growth in clinic patient volume, despite fluctuation in al-
located faculty physician and resident clinical time. Al-
though faculty would readily admit they are busier than
in the past, they do not feel that the current visit vol-
ume is unmanageable. 
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PRESIDENT’S COLUMN
continued from page 3

My major concern, regardless of
what it is, is that I need information.
That’s my basic food.

—Young man with AIDS, when
AZT was the only drug

It’s very, very important to listen to
what the patient is saying. Patients
may not have the foggiest idea what
they’re talking about, but it’s their
problem, their life, their concern,
and you’ve got to listen to the poor
bastards!

—Retired bank president with
cardiac disease

Next came Clinical Crossroads.
Focusing on dilemmas patients and
their doctors face, each JAMA publi-
cation records a live grand rounds.
No matter how accomplished our
expert discussant, the highpoint is
almost always our short film pre-
senting the patient’s perspective.
We worried initially about how pa-
tients would do on camera, but our
fears proved unfounded. Among
155 patients, almost all have had
something unexpected and eloquent
to say. Just this February:

I broke out in a cold sweat. I be-
came incredibly hot, then incredibly
cold...and it was like looking at my-
self, watching this happen, and feel-
ing completely helpless...

—Office manager with a 
pulmonary embolism

Five years ago, a close friend and
great violinist experienced a medical
error that led to his death. I filmed
him, and then other patients and
families in the midst of life-altering
trauma following a medical error.
This trip into the unknown proved
both more exhilarating and frighten-
ing than any I had experienced dur-
ing my years as a doctor.

As it evolved, we interviewed 51
individuals who offered not only
striking words and pictures but also
structure. Their experiences fell into
discrete categories, obviating any
need for confidence intervals or p

values. We learned that medical
error invariably assaults the emo-
tions, places enormous demands on
communication and trust, invokes
the currently hot topic of apology,
and poses the question: How can all
concerned approach closure? 

In addition, we gained three in-
sights virtually absent from the liter-
ature. First, we often shy away from
those we harm, isolating patients
and families just when they need us
most. Second, I know how guilty
we feel after making mistakes, but
both patients and family members
may agonize over similar or even
greater guilt (“If only I had...”). 
Third, patients and their families
may fear further harm from doctors
and institutions. Many are terrified
of speaking up; fear of retribution
was the main reason for refusing
our camera. 

Showing the first rough cut of
When Things Go Wrong: Voices of
Patients and Families to doctors at a
conference on medical error was
not easy. The film is tough, bad-tast-
ing medicine. Why rub it in, when
doctors often feel similar emotions?
Yet that day, the power of film
struck deep. Signed by an internist I
know and respect, an evaluation
form vilified me for attacking doc-
tors and for showing starkly only the
patient and family perspective—just
one side of the coin. But shortly
after handing it in, the internist
rushed up to me and exclaimed,
“I’ve just been through denial,
anger, and depression, and have I
learned a lot! Tear up my form. This
film has changed the way I think...” 

Some suggestions for creating
film: 

• Remember the rule of the
generalist: We can’t do
everything well. We know about
medicine. Film producers,
“shooters,” and editors know
about film. As we do so often in
our work, collaborate!

• Roll the camera, and don’t talk
too much. Ask open-ended

questions. Let silence speak.
Remember that the best “stuff”
comes just when everyone
thinks the interview is over. 

• Stay away from actors and
narrators! No one can play the
part as well as the patient, family
member, or clinician.

• Don’t try to make film didactic,
but aim rather to move
audiences. Emotions breed
powerful response, interaction,
and debate.

Recall the dismal facts about our
didactic lectures: A week later, stag-
geringly few who came to listen re-
member points we made or even
the topic itself. But I find that film
can turn people on to what excites
me, at times persuading them to
pursue the topic further well after
my words fade. 

Those I have filmed have made
me a better doctor. Except when
equipment fails, I never teach small
or large audiences without showing
some film. (And if you don’t make
your own, you can likely find rele-
vant footage to make your point.)
And finally, I believe that what our
cameras have captured over the
years has proven vital to bona fide
research. 

But we shouldn’t be surprised by
the power of film for our profession.
It both invites people to speak...and
helps us listen. 

Special thanks to Dr. Delbanco
for his contribution to the SGIM
Forum. He can be reached at tdel-
banc@bidmc.harvard.edu, and the
educational DVD When Things Go
Wrong is available from
http://www.rmf.harvard.edu. We are
working on getting SGIM members
a major discount when ordering the
educational DVD that contains the
film and a lot more. To provide com-
ments or feedback about this col-
umn, please contact Lisa
Rubenstein at Rubenstein.Lisa@g-
mail.com.

SGIM
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Gross collections for UIM increased 15% in FY06,
33% in FY07, and 8% in FY08, rising from $900,000 in
FY05 to more than $1.5 million in FY08. This growth,
however, reflects not only volume and productivity in-
creases but also changes in payer mix. 

We are striving at UIM to achieve a model of care
for our patients, residents, and students that empha-
sizes safe, timely, patient-centered, effective, efficient,
and equitable care. In our most recent round of renova-
tions, we have constructed a resident precepting room
that creates a more conducive teaching/learning envi-
ronment and improves patient confidentiality. It is with
pride that we note that General Internal Medicine has
been chosen Division of the Year by vote of the Internal
Medicine residents for the last five years in a row. 

In the past, financial performance and visit volumes
were the only accurate data available on clinic perfor-
mance, but UIM has begun tracking and reporting nurse
and physician process of care data. For example, JCAHO-
required annual screening by nurses rose from 35% in
FY07 to more than 90% in FY08. We have begun using
“green sheets” as a reminder for nurses to vaccinate pa-
tients. Nurses check a box on this “green sheet” to com-
municate immunization status with one of three choices:
accepted today, received elsewhere, and refused. More
than 95% of all UIM patients were screened in the past
year; in the last three months of CY08, UIM nurses ad-
ministered more than 2,400 immunizations.

Any closing thoughts?
Our success is reflected by the following: The faculty
practice is close to full, patient satisfaction has im-
proved, physicians and staff are happy, and we have
had no clinical staff turnover in two years. We feel that
UIM is well prepared to become an outstanding Patient-
Centered Medical Home.

Jada Bussey-Jones, MD
Grady Memorial Hospital
Atlanta, GA

In a nutshell what was your innovation?
We developed a plan to merge the Urgent Care Center
with the Medical Clinic to become the Primary Care 

Center (PCC) of Grady Memorial Hospital. With this inno-
vation, two distinct practices became one and maintained
open and advanced access for same-day and urgent visits
as well as increased emphasis on and ability to establish
primary care. Specifically, the planning and eventual merg-
ing of these practices had several outcomes including: de-
creased patient barriers and improved access to primary
care, provision of subacute care in patients’ primary care
setting with the medical record available, improved re-
source utilization (decreased non-billable visits), provision
of new services (phone-in prescription refill, urgent ap-
pointment scheduling, phone messaging, and triage sys-
tem), and improved clinic efficiency.

What problem or opportunity stimulated your 
organization to make these changes?
In 2005, our internal medicine physicians staffed both
the “Medical Clinic” and the “Urgent Care Center”
(UCC) in separate areas. The UCC provided episodic
care that required patients to walk in and wait to receive
all services. Simultaneously, the Medical Clinic (continu-
ity clinic) had limited telephone and acute care access.
Early in 2005, we conducted a study of the patients pre-
senting to the UCC for treatment. The results demon-
strated that a significant majority (72%) of patients had
no primary care physician. Additionally, nearly 20% of
the visits were not billable (e.g. writing refills and refer-
rals). Before the change, the UCC functioned much like
many emergency departments—patients were evalu-
ated without medical records, had to walk in and wait
hours to be seen, and had limited access to primary
care. (A referral was required to the medical clinic even
though the providers were the same.) At the same time,
a long-term Medical Clinic patient wanting to be evalu-
ated for an attack of gout would be required to utilize
the walk-in-and-wait model in the UCC. We sought to
address all of these issues with our innovation.

What two or three elements were critical 
to your success?
The development of the primary care call center and in-
tegration with the medical records computer request
system were central components of our innovation.
While call volumes are high and many issues remain, pa-
tients now have unprecedented telephone access to the
PCC. This includes access to scheduling services, phar-
macy services and refills, interpreting services, financial
counseling, social services, customer service/advocates,
advice nurses, and nurse/ physician messaging. 

Organizational buy-in and engagement were also
critical, as wide spread changes impacted the daily re-
sponsibilities of hundreds of physicians and staff. We
had multiple sessions over the year designed to gather
input, build teamwork, and provide information. Staff
and physician feedback as well as continued objective

PRACTICE INNOVATIONS
continued from page 9

continued on page 14

Figure 2



seems to be no way for him to ad-
dress it with the parties involved. 

At my hospital, we have a system
(phone number) for patients and their
families to raise without fear any
questions or concerns at anytime
about any aspect of their care while
they are in the hospital. We strongly
believe that patients should not
worry that they may suffer retaliation
for raising concerns about their inpa-
tient care. Patients are encouraged
to speak directly with the hospitalist
caring for them. Hospitalists are en-
couraged to take time to communi-
cate with their patients. The “service
excellence” staff collects the infor-
mation from the patient, which usu-
ally begins with feedback about the
hospitalist caring for the patient. If it
can’t be resolved at that level, then
either the hospitalist arranges for a
colleague to take over the patient’s
care per the patient’s preference or
have me handle it. It’s rare that
things ever get to that, but I will re-
assign the patient to another hospi-
talist if it’s requested or in my best
judgment. We strive to resolve all pa-
tient complaints on the same day.
The system definitely works because
patients and their families use it
whenever they feel they need to do
so. We want to address all patient
concerns while the patient is still in
the hospital and not after discharge. 

Yes, this patient has the right to
ask for another hospitalist to care
for him. Most hospitalists would
also agree that the “fired” hospital-
ist needs feedback so that behavior
is modified or needed changes
made. In a very small program, the
patient may not have a choice, but
the same could be said for choice of
internist in a very small or rural com-
munity. When the patient fires the
internist, most of the time the in-
ternist never receives any feedback.
The patient just stops coming to
clinic, and nobody asks why. 

James D. Franko, MD, and 
Bruce E Johnson, MD
Virginia Tech Carillon
The only simple answer, analogous
to “firing” an outpatient doctor, is

medicine group. A short review of
the case is done, and concerns are
elicited. Initial attempts are made at
service recovery and reconciliation if
possible. If a change is indicated, a
leader discusses the change with the
current team and a receiving team.
Choice of receiving team is informed
by the specifics of the concern. We
currently have seven hospitalist-led
general internal medicine services—
six teaching and one non-teaching—
so there is ample availability of
alternate caregivers.

All cases are retrospectively peer
reviewed. In most cases, there are no
overt medical issues. There is gener-
ally much to be learned in the area of
communication with patients and
families. Specific concerns that arise
are the time spent with providers, at-
tention to family as well as patient
needs, cultural competence, listening
skills, and non-verbal communication.

Patience Agborbesong, MD
Wake Forest University
I suppose some hospitalist programs
have an implicit conflict with patient
preferences, but I think those are in
the minority. Hospitalists are used to
being measured, and patient satisfac-
tion scores and feedback are things
we have embraced since the begin-
ning of our field. Patient satisfaction,
in particular, was important to us be-
cause of legitimate concerns raised
early on about taking care of patients
whom we would not follow in the
outpatient setting. Most of those con-
cerns proved to be unfounded partly
because we were sensitive to them.
Patient satisfaction remains so impor-
tant to us that quite a lot of us have
some percentage of our pay tied to it.

I don’t have enough of a context in
the case presented to make specific
comments, but something is striking.
It appears the hospitalist is not aware
that this patient has a grievance and
doesn’t want him/her involved in his
care. That’s unacceptable. He/she
needs that feedback even if the pa-
tient switches doctors. It’s also sad
that the patient has to write to a com-
plete stranger to express his frustra-
tion with the situation because there
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EDITORIAL: CAN I FIRE MY HOSPITALIST?
continued from page 1

yes, if the patient can name a re-
placement outside the hospitalist
group and that doctor readily ac-
cepts. Otherwise, the challenge is
to search for a cause of discontent
and address that cause. (The ethi-
cally correct action in the meantime
is for the hospitalist to continue pro-
viding medical care to the patient.)

The following suggestions may
help the medical team understand the
root cause of the patient complaint:

• The hospitalist should ask for,
and document, the specific
reason(s) why the patient wishes
to change doctors.

• The hospitalist should seek a
remediable issue—hopefully little
more than a misunderstanding
regarding diagnostic workup or
treatment plan. The patient who
makes unreasonable demands
requires greater patience.

• Issues related to caring,
attention, incorrect assumptions
(“saving the IPO/HMO money”)
are equally important but are
much more difficult to resolve.

• Eliciting the support of a third
party, such as a nursing
supervisor, may help identify
unknown information leading to
resolution.

Changing doctors within the
same hospitalist group is fraught
with difficulties. Scheduling issues
cannot guarantee the patient will re-
tain the new hospitalist through the
remainder of the hospitalization or
that the “new” doctor will be avail-
able at subsequent admissions. The
afflicted doctor may unfairly gain the
reputation as a “slacker,” and the
patient may feel empowered to
“fire” other doctors.

These issues are quite important
to the hospitalist group, especially if
that group provides the only hospital
inpatient medicine admitting services.
Patient accusations inevitably affect
the entire group through disruption of
patient load/numbers, damaged repu-
tation, and even poor medical care.
Frequent occurrences can lead to re-
crimination and enmity within the
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hospitalist group. Consequently, the
hospitalist doctor, or the group/sec-
tion head, should make every effort
to resolve the patient concern with-
out changing the hospitalist doctor.

If no resolution is forthcoming, it
should be made clear to the patient
that he/she has responsibility to assist
in contacting an acceptable receiving
doctor. Nonetheless, there seem to
be only two ethical solutions: reassign
the patient to another doctor, even in
the same hospitalist group, or arrange
transfer to another hospital. 

Ben Taylor, MD 
University of Alabama 
at Birmingham
I think of this post as having an 
easy answer, while raising tougher 
questions. 

First, “Can I fire my hospitalist?”.
The answer is yes. It may be as easy
as changing to someone else on ser-
vice or working on that same floor.
Smaller programs may have to be a
little more creative, but usually even
the smallest groups have some capa-
bility for alternative arrangements if
things aren’t working.

Now, to the tougher and perhaps
more salient question: “What is it be-
tween this hospitalist and this patient
that just isn’t working?” 

Not to get too Dr. Phil-ish, but the
first question that comes to mind is
“What else is going on?”. If this
were a case being presented to us
on morning rounds, I think most of
us would be waiting for the “punch
line” or the real reason we’re even
talking about this in the first place.
The crucial framing or context
seems to be missing here. I just
can’t escape the sense that there is
something else going on. Am I cyni-
cal in thinking that this patient loves
his cardiologist and internist because
they are the “same” people, be it in
language, belief, or skin color? I
hope I’m wrong, but unfortunately,
that still comes to mind.

Maybe it is this hospitalist. We
recognize and have mechanisms to
address the “impaired physician” but
no great way of identifying and deal-
ing with the plain-old “major league
jerk”—a slightly altered version of
the descriptive moniker so eloquently
used by our former president. Identi-

fying such physicians is crucial for
many reasons since communication
(or lack thereof) is inextricably linked
with patient care experience and
often serves as a major contributor in
decisions to pursue malpractice litiga-
tion. “Nitro drips and a few tests”
sound like appropriate medical care
for the conditions described, so why
does this patient feel that this hospi-
talist treated him so inappropriately? 

Maybe it is this patient. I’ve been
hired for being “the best doctor in
the world” and “the only doctor who
would listen.” I’ve also been fired for
being “the worst doctor in the
world” and “just like everyone else”
—often by the same patient. The
“difficult patient” is a well-recog-
nized and nuanced concept in medi-
cine and medical education. Thus,
we are often better prepared to deal
with the “difficult patient” than we
are the “difficult colleague.”

So back to our original question:
Can a patient fire the hospitalist?
Sure, but fixing the problem requires
truly understanding why one wants
to do so in the first place. That is the
question that must be answered. SGIM

ESSAY: THE VARIOUS HANDOFFS
continued from page 7

“Yes, well, you’ll likely feel that you
do none of them very well then.” I
don’t actually say that, and I also
don’t comment on the state of my
princess-hood.

This tension between motherhood
and a career as a physician is con-
stant. Why don’t they call it the Prac-
tice of Motherhood just like the
Practice of Medicine? I’ve often dis-
cussed with colleagues a shared
sense of anxiety upon returning to
work after a couple of weeks off. But
it’s not a hot topic to discuss feeling
“out of practice” with motherhood.
Who wants to admit that, even to
themselves? It’s one thing to be finan-
cially employed part-time, but no one’s
a part-time mother. When I’m not at
work, of course I’m in Mom Mode,
right? I have all the patience in the
world when one daughter can’t get rid
of her wedgie and falls on the floor in
a heap of sobbing exasperation or
when the other screams “No, 

the constant learning, and the close
relationships to families are what I
have thrived upon since residency.
And of course, the hours allow me to
work “part-time” without call and
have weeks at a time as Mom. But
there’s the catch: For both practices, I
must and want to be fully present.
Can you really do either part-time?

New literature comes out con-
stantly, standards of care change, and
the differential diagnosis is a practiced
skill. But my children change daily and
thus need a parent practiced in flexi-
bly responding to their emotional
needs. But I’ll admit that it takes me a
good two days, sometimes more, to
feel seasoned in motherhood again
after a week at the hospital. And for
the next four days I’ll love and blos-
som and relish in the practice of it and
wonder why I ever leave it. But then
Sunday rolls around...and the Handoff
call comes in...and it’s anything but a
seamless internal transition.       SGIM

Mahself” and demands to climb into
her own car seat when it’s raining. I
love playing princess, especially when
the basic rule is “No, Mommy, you
make the dolls talk.” My mind never
wanders to what’s happening with my
recent patients or what recent litera-
ture shows about their disease. And
come 9 pm when everyone is finally
asleep and the kitchen is clean
enough to at least prevent ants, of
course I’m ready to sit down and read
the New England Journal of Medicine.
Just because I work part-time doesn’t
mean I can read part-time. “The Bach-
elor” or “American Idol”? Never.

I don’t think there are any review
articles or research papers on how to
do this physician/mother mental hand-
off, and certainly there are no out-
comes data. And as for a white paper,
I’m struggling to write one for myself.
I enjoy working, and I love my job as
a hospitalist—the type of patient care,
the interaction with subspecialists,
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Physician-Researcher
Center for Healthcare 

Knowledge Management 
East Orange, New Jersey

U.S. Department of Veterans Affairs
Research and Development Program at
VA New Jersey Health Care System,
East Orange, New Jersey, is recruiting
for a physician-researcher to serve as Co-
Principal Investigator of the Center for
Healthcare Knowledge Management.
The Center is a interdisciplinary group of
more than 15 core and affiliated
researchers in the fields of medicine,
social work, psychology, health
economics, demography, public health,
and statistics, with an emphasis upon
care coordination  and outcome

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.

PRACTICE INNOVATIONS
continued from page 11

measurement of progress were used to validate or re-
direct actions. 

What were two or three of the biggest challenges
you faced, and how did you overcome them?
Undoubtedly, the largest challenge was limited re-
sources in a cash-strapped public hospital. Ordering
new supplies and adequate staffing for new innovations
required constant negotiations. The hospital administra-
tion accepted our premise of increased quality and abil-
ity to meet the needs of Medicaid managed care, but
increasing telephone demand remains an issue. Impor-
tantly, we were able to use this major structural change
to enlist multidisciplinary institutional support.

Do you have any data demonstrating the 
effectiveness of your innovation?
Our large-scale practice overhaul resulted in several ob-
jective improvements over a short period of time, includ-
ing improvements in forms, patient flow via use of
flagging system, rooming, and patient registration and
triage. Improvements in access have decreasing average
time to next-available appointment by seven days and in-
creased availability of non-urgent visits and phone refill. 

We saw objective improvements in several indices,
including patient and provider satisfaction, wait time,
and billing; 92% of patients and 65% of physicians
agreed that “things have improved” in the PCC com-
pared to the prior year. We also found that patients
spent an average of 36 minutes (20%) less time in
clinic. Finally, our professional billing increased by ap-
proximately 16%, largely due to decreased non-billable
visits and improved documentation on new forms.

Any closing thoughts?
The PCC of Grady Memorial Hospital is one of the
largest ambulatory practices in Georgia, with approxi-
mately 250 providers, including faculty and residents
from both Emory and Morehouse schools of medi-
cine. The PCC is a hospital-based academic ambula-
tory center that provides wide-ranging services to
largely urban, minority, and underserved communities,
with less than 5% of our patients having commercial
insurance.

While we still have multiple challenges and limited
resources, we were able to utilize organizational leader-
ship at all levels to support large-scale quality improve-
ment initiatives and transform a large comprehensive
urban teaching practice. In doing so, we improved effi-
ciency and increased billing. More importantly, we im-
proved quality for a broad range of patients by
providing services like phone triage and telephone
medication refills that were previously unavailable.
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evaluation of complex chronic Illness.
The Center works closely with the War
Related Illness and Injury Study Center,
and the Mental Health Service Line.

The position requires excellent
communication and interpersonal skills,
a track record in federally peer-reviewed
grant support, a strong publication
record, and mentorship experience.
He/she must also hold the scientific,
research and academic credentials to
qualify for an academic appointment at
New Jersey Medical School or Robert
Wood Johnson Medical School. The
Department of Veterans Affairs is an
Equal Opportunity Employer. Qualified
candidates (US Citizenship required)
should submit a letter of interest and
curriculum vitae to: 
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VA New Jersey Health Care System,
Human Resources (05), 385 Tremont
Avenue, East Orange, NJ 07018,
Attention: Catherine Jordan 
Fax: (973) 395-7148 or 
e-mail: Catherine.Jordan1@va.gov.

The Department of Medicine, Section
of Infectious Disease, seeks a
physician at the rank of Assistant
Professor of Clinical Medicine, who is
committed to medical education and
able to work with diverse students,
trainees and colleagues. The selected
candidate will be able to rotate through
infectious disease outpatient clinics,
inpatient medicine attending and
consults. There will be inpatient
service responsibilities involving
substantial resident and student
teaching. Seeking an enthusiastic,
personable educator and clinician;
scholarly interests encouraged. Tucson
offers unsurpassed quality of life.
Department of Medicine Interim
Chairman, Thomas D. Boyer, MD
invites interested candidates to
forward Curriculum Vitae to

tboyer@deptofmed.arizona.edu,
P.O. Box 245099, Tucson, AZ  85724.
The University of Arizona is an
EEO/AA-Employer-M/W/D/V.

Faculty Position
Academic Clinician,

Division Of Internal Medicine

Department of Medicine at the
Jefferson Medical College and the
Thomas Jefferson University are
seeking applications for a faculty
position in the Division of Internal
Medicine. The successful candidate will
have responsibility for patient care
primarily in the outpatient setting,
teaching and the opportunity for clinical
research. Applicants must hold a
medical degree and be board
certified/board eligible in the field of
Internal Medicine. Experience as an
academic clinician and interest in
conducting clinical research are highly
desirable.

Located in Center City Philadelphia,
Jefferson Medical College is one of the
oldest and most highly respected
medical schools in the U.S. Founded in
1824, the Medical College is part of
Thomas Jefferson University and is
affiliated with Thomas Jefferson
University Hospital and the Jefferson
Hospital for the Neurosciences.
(Thomas Jefferson University is an
equal opportunity/affirmative action
employer.)

Please send curriculum vitae to:
Barry Ziring, MD, Division Director,
Division of Internal Medicine 
c/o Janet Desimone,
janet.desimone@jefferson.edu
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