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The Veterans Health Administra-
tion (VHA) is undergoing an
unprecedented transformation

driven by the desire to become a truly-
coordinated national system of patient-
centered health care services.1 Under-
pinning the entire system is the achieve-
ment and maintenance of high-quality
care. VHA assures quality through a
new comprehensive performance man-
agement system that (1) aligns VHA’s
vision, mission, and goals with quanti-
fiable strategic objectives; (2) defines
measures to track progress in meeting
those goals and objectives; and (3)
holds management accountable for re-
sults achieved.

In 1996, VHA published the follow-
ing five mission goals2:

♦ provide excellence in health care
value;

♦ provide excellence in service as de-
fined by customers;

♦ provide excellence in research and
education;

♦ be an organization characterized by
exceptional accountability;

♦ be an employer of choice.
Concurrently, VHA was creating a

new organizational structure that con-
solidated its 173 often-competing
medical centers into 22 integrated ser-
vice networks. Each Veterans Integrated
Service Network (VISN) is headed by
a director. The 22 directors reflect the
diversity of today’s health care manag-
ers, including physicians, as well as oth-
ers with a variety of health administra-

tion backgrounds.
In order to align the focus of the 22

networks, performance agreements
were negotiated between the Under
Secretary of Health and each of the
VISN directors in early 1996 to cover
performance in fiscal year 1996 (FY
96). Although the agreements will ul-
timately encompass a 12-month pe-
riod, this first set were only in effect
for the second 6 months of the fiscal
year. These agreements made individual
success dependent on network success.
Network success was defined in terms
of clinical outcomes/accomplishments,
and for the first agreement focused en-
tirely on the provision of excellent
health care value, operationally defined

The General Internal Medicine/
Women’s Health Residency
Track was created in 1993 at

Jacobi Medical Center and the Albert
Einstein College of Medicine where
there is a long tradition of interdisci-
plinary collaboration. Dr. B. Robert
Meyer, then Director of Medicine at
Jacobi Medical Center, invited Dr. Pam
Charney to develop a program to in-
crease the number of physicians com-
pleting internal medicine residencies

prepared to provide comprehensive care
to both women and men. Program de-
velopment has been supported by mul-
tiple departments including the De-
partment of Obstetrics and Gynecol-
ogy and Women’s Health, which has
provided secondary appointments to a
small number of internists. Ongoing
departmental collaboration has in-
cluded Internal Medicine attendings as
consultants in the High Risk Obstetri-

VA Performance Agreements: Changing VA Performance
David Lee, MD

General Internal Medicine/Women’s
Health Residency Track: Jacobi
Medical Center and the Albert
Einstein College of Medicine
Lori A. Lemberg, MD • Paul Marantz, MD
Matthew Love, MD • Pamela Charney, MD
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Domestic violence, ranging from
verbal harassment to physical attacks
and intimidation, is far too common
in the United States. It has been esti-
mated that one-quarter of all women
will be abused at some point in their
lives.1 Domestic violence may occur in
as many as one of every four U.S. fami-
lies. Though abused women do not
readily disclose their abuse histories to
physicians, they have been shown to
utilize more health care than other
women.2 In one study, abuse was the
most powerful predictor of physician
visits and outpatient costs. Another
study, involving primarily low-income
patients presenting to three primary
care internal medicine practices,
showed approximately 14% of women
had recently experienced domestic vio-
lence and 28% had experienced domes-
tic violence at some time in their lives.

Physicians play a pivotal role in as-
sessing and intervening in the cycle of
violence as victims most often seek

medical attention prior to any legal or
mental health intervention. Violence
victims report greater depression, alco-
hol abuse, sexual dysfunction, chronic
headaches, chronic pain syndromes,
and premenstrual symptoms than a
nonabused population. It has also been
determined that abuse history is asso-
ciated with gastrointestinal illness and
functional bowel disorders. The pres-
ence of sleep and eating disorders is
also common. When referred to a men-
tal health practitioner, Acute Stress
Disorder, Post-Traumatic Stress Disor-
der, as well as the spectrum of anxiety
disorders, are more clearly identified.
Comorbidity of medical and psych-
iatric diagnoses are frequent and illus-
trate how the body communicates the
intensity of distress which cannot be
spoken.

A core competence in identification,
assessment, and treatment of the short-
and long-term sequelae of violence is
becoming a standard of care for inter-

nists and other generalist and special-
ist physicians. Many physicians, how-
ever, do not question their female pa-
tients about physical and sexual abuse
because of lack of medical training and
widespread societal denial. The addi-
tion of one question in a health his-
tory—“At any time has a partner ever
hit you, kicked you, or otherwise physi-
cally hurt you?”—can increase identi-
fication of domestic violence as a prob-
lem in patients’ lives by 11.6%. Rou-
tine questions should be asked about a
history of current or past abuse during
the initial interview and thereafter.
Some questions can tease out the often
hidden signs of coercion and abuse,
such as, “What happens if/when you
disagree with your partner? Has your
relationship with your partner inter-
fered with your ability to work? Does
your partner destroy or threaten to de-
stroy things you care about?” Any in-
quiry about violence should be pre-

Domestic Violence: Assessment and Intervention in Primary
Care Internal Medicine Practices
Elizabeth Gatti, PsyD
Lisa Fusaro, PsyD

As the affirmative action debate
rages on, it is important to review the
history of affirmative action in higher
education and medicine and assess the
role of academic general internists in
the future. Until 1952, African Ameri-
can physicians could not have full
membership in the American Medical
Association. Up until the 1960s, only
1% of all U.S. medical students were
members of underrepresented minori-
ties and only a fraction were women of
any race or ethnicity. Many hospitals
in the southern United States were of-
ficially segregated; many in the North
were de facto segregated. Minority phy-
sicians were frequently unable to ob-
tain admitting privileges to hospitals.
Minority patients had woefully poor
access to care.

Medical schools and other institu-
tions of higher education responded to
the pressure to diversify and the pro-
file in medical education has improved.
Women have entered medical school in
high numbers and underrepresented
minorities (African Americans, Mexi-
can Americans, mainland Puerto
Ricans, and Native Americans) now
make up 12% of medical school en-
rollment (although they comprise 20%
of the U.S. population). A far smaller
percentage (only 3.8%) of medical
school faculty members were under-
represented minorities in 1995; only
25% of medical school faculty mem-
bers were female. Both underrep-
resented minorities and women are in-
adequately represented in the higher
ranks of academic medicine; for ex-

ample, in 1995 only 202 (0.95%) of
the 21,263 full professors of medicine
were African American, 35 (0.16%)
were Mexican American, and only
2010 (9.4%) were women. There were
only 29 (0.14%) African American fe-
male full professors, and 1 (0.005%)
Mexican American female professor in
the nation’s medical schools in 1995.1

There has historically been inad-
equate research into women’s health
and into health issues of special inter-
est to minority populations. Women
and minorities have been poorly repre-
sented in clinical trials.2,3 Women’s
health advocates have pushed for the
inclusion of women in clinical health
trials as subjects and investigators such
as the Women’s Health Initiative.

Where Should General Medicine Stand on Affirmative Action?
Susan Morales, MD
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One of the
things I have
appreciated
most about
SGIM has
been the op-
portunity it
has given me
to grow per-
sonally at the
same time I
have grown

professionally. The friends I have made
through SGIM continually strive to-
ward and understand the need for both
balance and excellence in their personal
and work lives. The Annual Meeting
has always provided opportunities to
work on this, as well as opportunities
to become a better doctor and teacher.
These opportunities include sessions on
interviewing, giving and receiving feed-
back, delivering bad news, dealing with

personal responses to difficult situa-
tions, and sharpening clinical skills.
One of the most useful for me was a
workshop entitled “Getting to No,”
that was about setting limits in one’s
life. In this workshop I learned a set of
wonderful techniques to help me turn
down a wide variety of requests and
new responsibilities. Some of these I
practice regularly. My favorite has been,
“I’d really like to do this, but my kids
and I have an agreement that before I
travel (or take on major new responsi-
bilities) I need to discuss it with them.”
It works well, and helps both the re-
quester and myself sort out the relative
priority of whatever it is I am being
asked to do.

When I was asked to consider be-
coming president of SGIM, I said, “I’m
way too busy...and I have this agree-
ment with my kids, so I need to dis-
cuss it with them.” I was sure they

would veto the idea and I’d have a rela-
tively guilt-free excuse. What surprised
me was the immediacy and strength of
the response: “Yes mom, we think you
should do it.” Here were some of the
reasons why: “SGIM has done a lot for
you. You’ve made a lot of great friends,
and it’s really helped your career…it’s
helped your research…it’s helped you

“I FEEL ENERGIZED,
HONORED, AND

EXCITED BY THE

OPPORTUNITY TO SERVE

AS YOUR PRESIDENT

THIS YEAR”
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During my first year of writing Di-
vision Spotlight, I have been privileged
to interview fascinating people who are
eager to tell me about their academic
medical centers, residency programs/
curricula, and the workings of their
Divisions. I have been struck by their
candor; the willingness to discuss prob-
lems as well as innovative solutions to
issues that GIM Divisions are facing
around the country.

This month I bring Forum readers
my institution, East Carolina Univer-
sity (ECU). I became GIM Section
Chief in August 1995. At this writing
I have been on the job 20 months. It is
a good time to reflect. ECU is a unique
institution with a number of novel pro-
grams and numerous problems that we
work on daily.

First, a little about me: I received my
MD from the University of Minnesota.
I completed my residency and served
as chief resident at the University of
Vermont. I was in the first cohort of
primary care residents at UVM that
included Howard Dean, now governor
of Vermont and keynote speaker at the
1994 SGIM annual meeting. A GIM
fellowship at University Hospital in
Boston was the next academic stop. I
received an MPH during my training
and became embroiled and intrigued
for the first time about “credentials” for
GIM fellows. Boston was personally
noteworthy for the birth of our first
child—my wife Jan went into labor in
Fenway Park (right field bleachers) in
the fourth inning of a game between
the Red Sox and the Milwaukee Brew-
ers. We measured contractions by the
half inning but stayed for the entire
game. Milwaukee won. The game
probably had nothing to do with it, but
a year later I took my first academic
position at the Medical College of Wis-
consin. Milwaukee was home for 11
years and I eventually became Associ-
ate Chief of Staff for Ambulatory (later
Primary) Care, and GIM Section Chief
at the VA. I spent 3 years as acting Di-
vision Chief serving under two acting

Chairmen, then a permanent Chair
(whew!). My most remarkable memo-
ries in Milwaukee were my patients, my
colleagues (we grew from 13 to 40), and
the fellows who matriculated and com-
pleted the program we initiated in
1988.

So, why move? A good question with
multiple answers. Academically, it was
a good time to move, the offer was great
(an opportunity to build a GIM sec-
tion of premier clinician educators) and

reasonable timing for children ages 12,
10, and 8. My wife and I were raised in
small towns and had always hoped our
children would get an opportunity to
be non-urbanized.

East Carolina University School of
Medicine is young: the first 4-year class
matriculated in 1977 when I was start-
ing my senior year at Minnesota. The
school is small, 72 students per class,
and personable. The school and its
teaching affiliate, Pitt County Memo-
rial Hospital, form the University
Medical Center of Eastern Carolina.
They share a common mission: provide
health care for the citizens of eastern
North Carolina, train primary care
physicians, and provide opportunities
to develop a diverse work force. The
mission is laudable and has an SGIM
ring to it.

ECU is located in a small city,
Greenville, that is growing at a rate of
2.4% annually from its current popu-
lation of 56,000. Greenville is located
in the coastal plain region of North
Carolina that is mostly rural and im-
poverished. Diseases of poverty: AIDS,
tuberculosis, STDs, and stroke, are far
more prevalent than in North Carolina

as a whole, or in the United States, and
demand that the University Medical
Center achieve its mission.

Pitt County Memorial Hospital is a
unique public facility. It is modern, well
managed, making money ($30 million
last year), and, unlike the small city and
small school, a large institution.
PCMH has 700 beds and over 32,000
admissions last year. The mission to
serve the region is being met, at least
partially, as over 70% of the admissions
are from outside Pitt County. Managed
care has made few inroads into area,
but is closing in quickly. The hospital,
run by a corporation hired by the
county, wants to change from a public
nonprofit entity to a private nonprofit.
The hospital needs to make the move
to remain competitive in the foresee-
able future. For SGIM members
around the county who have watched
mergers of academic medical centers,
and even closures, like those of the
Milwaukee County Medical Complex,
it should come as no surprise that the
county commissioners are resisting the
move. They do not believe that man-
aged care is all that threatening and are
concerned that a private not-for-profit
institution will not meet the needs of
the elderly and underserved. Business
decisions are not without strong emo-
tions, so please stay tuned.

As a primary care medical school,
ECU has early and ample clinical skills
training for the first- and second-year
medical students. In the first year there
is a year long, 2 hour per week course
on basic exam techniques and skills.
Another offering is a course on critical
thinking, taught by clinicians and epi-
demiologists, that serves as the intro-
duction to evidence-based medicine
and critical review of the medical lit-
erature. In the second year, the clinical
skills course evolves, focusing on ab-
normal findings and special exam tech-
niques. A group of standardized pa-
tients representing an extended family
visit throughout the year to develop

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

GIM at East Carolina University
James C. Byrd, MD, MPH

SEE GIM AT ECU PAGE 7
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ceded by a statement of one’s aware-
ness of the prevalence of domestic vio-
lence and that the physician is routinely
asking all patients about this important
issue. An assessment of risk is required
once the presence of domestic violence
has been identified. The woman’s own
assessment of her risk and safety are
critical determinants for her present
and future danger. The physician can
ask, “How safe do you feel right now?
Are you afraid?” The availability of
weapons, threats of homicide or suicide
by the partner, and violence that is in-
creasing in intensity and frequency are
also important factors to note.

Even though many abused women
will choose to return home, the provi-
sion of resources and referral to com-
munity services is vital. Each patient
should be referred to at least one of the

following: telephone hotline, a battered
woman’s shelter, a court advocate or
legal services center, or a mental health
professional. The National Domestic
Violence Hotline is an important 24-
hour resource (1-800-799-SAFE). Bro-
chures, posters, and other patient edu-
cation materials, obtained from shel-
ters and local District Attorney offices,

should be available in the physician’s
reception area as well as in private ar-
eas such as bathrooms and examination
rooms. SGIM

Drs. Gatti and Fusaro work as Con-
sulting Psychologists at Blue Cross Blue
Shield of Massachusetts.

References
1. American Medical Association. Diagnostic

and Treatment Guidelines on Domestic
Violence. Chicago: American Medical As-
sociation, 1992.
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Women in the United States: A Compre-
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“…VICTIMS MOST

OFTEN SEEK MEDICAL

ATTENTION PRIOR TO

ANY LEGAL OR MENTAL

HEALTH INTERVENTION”

Domestic Violence
CONTINUED FROM PAGE 2

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

The Mountain West Region held its
7th Annual Meeting in Breckenridge,
Colorado, February 3–4, 1997. The
theme was "The Future of General
Internal Medicine Teaching." Our
evening session featured a panel that
included Jack Peirce, Good Samaritan
Regional Medical Center, Phoenix;
Curtis Kapsner, Albuquerque VAMC;
Gwyn Barley, University of Colorado
Health Sciences Center; and honorary
Mountain West member, Stephan
Fihn, Seattle VAMC. Their comments
triggered a lot of discussion and feel-
ings ranging from bold optimism to
rank despondency! A highlight was
Steven and Sylvia Oboler's Geography
Challenge. They are accomplished
landscape photographers and the au-
dience was tested on their knowledge
of the West and Mountain West
Region's history with a fantastic slide
presentation. The plenary sessions in-
cluded a range of topics from innova-
tions in outpatient resident teaching by
Bob White of the Albuquerque VAMC
to interdisciplinary fellowship training
by John Steiner, University of Colo-

rado. The
w o r k s h o p s
on Medical
Orthopedics
by Bruce An-
derson, Port-
land, broke
all attendance
records and
even dragged
a lot of people
away from
the foot of
powder that
fell on the
first day of
the meeting.
The Clini-
cian-Educa-
tor Award
was given to
Thomas MacKenzie of Denver Health
Medical Center.

The 1998 meeting will be held in
Santa Fe, New Mexico, at the Hotel
Santa Fe and our theme will be "Hu-
manities in Medicine."

For information about the 1998

1997 Mountain West Regional Meeting

(L-R) General internal medicine fellows Lisa Cyran and Lisa
Latts and SGIM member Mark Earnest from the University of
Colorado head for the slopes of Breckenridge between
sessions of the Mountain West Regional Meeting.

meeting, contact Rich Hoffman,
Albuquerque VAMC at (505) 256-
2727. SGIM

Allan Prochazka, MD, MSc
Denver BA Medical Center
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as balanced performance in the follow-
ing five domains:
♦ cost/price
♦ customer satisfaction
♦ functional status
♦ technical quality
♦ access

Measures chosen for inclusion in the
performance agreements were a subset
of the larger comprehensive measure-
ment and monitoring system of VHA.
Incorporating select performance mea-
sures into performance agreements al-
lows top management to focus perfor-
mance improvement activities on both
administrative and clinical issues that
are topical and timely.

The 1996 performance agreements
contained several nonquantifiable
“pass/fail” measures that emphasized
start-up activities critical to network
development such as hiring key person-
nel and writing tactical and strategic
business plans. Additional focal points
were: the implementation of various
programs such as VISN-wide utiliza-
tion management minimally consisting
of 100% preadmission screening; tele-
phone liaison/triage systems; admission
and discharge planning programs; tem-
porary lodging facilities for patients

needing hotel services while receiving
outpatient therapies; and the imple-
mentation of five nationally-developed
clinical practice guidelines. A passing
grade was required on each qualifying
measure to be eligible for consideration
of a financial award.

In addition to qualifying measures,
there were six incentive measures for
which numeric targets were set. Each
measure had two levels of achievement
specified: fully successful and excep-
tional. Exceptional performance on
each incentive measure made the direc-
tor eligible for an award. The 1996 in-
centive measures addressed (1) cost re-
duction through changes in acute care
and ambulatory care utilization; (2)
increases in patient satisfaction; (3)
quality improvement through increases
in primary care enrollment and ad-
equately performed special compensa-
tion and pension exams; and (4) im-
proved access through shorter waiting
times to receive clinic appointments.

The evaluation plan for qualifying
measures involved VISN self-report
and a random sample of site reviews.
Incentive measures were evaluated
through redesigned VHA-wide admin-
istrative databases and mail-out/mail-

back patient surveys.
Results from the first set of perfor-

mance agreements suggest that the
agreements were working. All 22
VISNs achieved the objectives outlined
in the pass/fail qualifying measures, and
their collective performance met na-
tional targets on each of the incentive
measures highlighted below.3

Cost Reductions
By the end of the fiscal year, the na-

tional target of reducing acute bed-days
of care (BDOC) per 1,000 unique us-
ers by 20% was exceeded with a 21%
decline from 3,183 to 2,525 BDOC/
1000 SSNs. VHA also increased the
percentage of appropriate surgeries and
diagnostic procedures performed in the
ambulatory setting by 33% which met
the national target to reach an absolute
rate of at least 50%.

Patient Satisfaction
While these results reflect dramatic

reductions in utilization, performance
agreements can not be considered suc-
cessful unless quality outcomes improve
as well. To date, the results from our
most recent patient satisfaction survey

VA Performance
CONTINUED FROM PAGE 1

CONTINUED NEXT PAGE

ful, supportive, creative, and participa-
tory membership. They were adamant,
and I had to listen.

I agreed to run, and they appeared
the next day with a mock bumper
sticker that they wanted to mail to all
SGIM members. It suggested that if I
became the society’s president, I would
try to “ban all assault medicines.” They
clearly understood something about the
essence of general internal medicine
better than I’d realized.

Thanks to them I feel energized,
honored, and excited by the opportu-
nity to serve as your president this year.
We have some initial challenges to get
through—a move to new headquarters,
and the search for a new Executive Di-
rector who can help us take some bold
new steps, thinking through the chal-

lenges and opportunities for our mem-
bers and our patients as the health care
system around them undergoes rapid
and radical transformation. Ultimately,
the job of president of an organization
like ours is to facilitate its work and
mission and the varied missions of its
members. To that end, as we think
about our goals for the next several
years, I’d like to hear from you about
how we can help with your goals; about
the ways in which we can harness the
incredible energy and talent of the so-
ciety in order to be true to our personal
and collective missions in education,
patient care, and research; to advance
the field of general internal medicine;
and to help you grow as I have, both
professionally and personally...and
never to stop growing. SGIM

to be a better doctor...we think you
should do something for SGIM in re-
turn. Elnora makes the world’s best
spaghetti, and we’ll get to see her
more.” They shared an observation:
“Lots of times you go to meetings and
come back frazzled. Whenever you go
to SGIM you come back happy and
have more energy, even if you’re gone a
really long time.”

I protested. I explained that al-
though I had a strong commitment to
SGIM for the very reasons they identi-
fied this would mean extra work and
extra trips, and sometimes calls at night
from home. I explained that I don’t like
hierarchies, and that being president
might feel uncomfortable. They re-
minded me that SGIM was a different
kind of organization, with a wonder-

Getting to “Yes”
CONTINUED FROM PAGE 3
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of inpatients revealed that significant
improvements were made in all of the
inpatient customer services standards
resulting in overall satisfaction increas-
ing 5%. In addition, all VISNs met the
goal of improving their outpatient
satisfaction scores by 15% on at least
two customer services standards.

Quality Improvements
A performance objective was set that

at least 65% of patients would be en-
rolled in primary care by the end of FY
96. Nationally, enrollment reached
72%. In addition to increasing primary
care enrollment, network directors were
asked to improve the percentage of spe-
cial compensation and pension exami-
nations sufficient for claims rating pur-
poses at the first rating review. Nation-
ally, the target of 97% was reached.

Improved Access
By the end of FY 96, the mean wait-

ing time for a routine appointment to
a specialty clinic was 22 days, while the
mean wait for a primary care appoint-
ment dropped to 29 days. Median waits
for specialty and primary care appoint-
ments were 5 and 10 days respectively.

The performance agreements were
based in part on the rational empirical
strategy of planned change—that
people will follow their self-interest
once it is revealed to them. Just as im-
portantly, however, was the normative
re-educative strategy that emphasizes
the need to improve the problem-solv-
ing capabilities of the system. As such,
we invested time and energy in discus-
sions with network directors to develop
acceptance of feedback roles and func-
tions as well as to build consensus for
the measures chosen. We also worked
to design data collection strategies that
were easily replicated and would pro-
vide timely feedback for continuous
quality improvement. Not every net-
work met the national target on every
measure, but every network did
demonstrate remarkable, statistically-
significant achievement compared to
baseline performance. Of course, teas-
ing out the effect of implementing the
network structure from the effect of the
performance agreements still needs to
be done. Historically, however, the VA
has shifted structure without demon-
strating changes in clinical practice.
The challenge for the future will be to

VA Performance
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clarify the effects of these various
changes and to sustain this level of fo-
cused improvement. Accordingly, this
year the performance agreements in-
clude high performance in preventive
health measures and comprehensive
management of chronic disease. One
excellent example is quantifying appro-
priate secondary prevention of coro-
nary heart disease by evidence-based
management of hyperlipidemia. Link-
ing performance measures and clinical
outcomes management across a large
health care system is a promising en-
deavor changing VA in a positive di-
rection to meet its defined goals for the
future. SGIM

References
1. Kizer KW. VA becomes true “system” of

care. US Med. 1997;1:8–11.
2. Office of Under Secretary for Health. Pre-

scription for Change: The Guiding Prin-
ciple and Strategic Objectives Underlying
the Transformation of the Veterans Health-
care System, March 1996.

3. 1996 Veterans Health Administration Per-
formance Report, November 1996

history taking. In the second semester,
the “Medicine” course has 8 to10 hours
per week. This course serves as the
pathophysiology bridge to the third
year, and in small groups students be-
gin to develop clinical reasoning skills.
Half the students have a year-long con-
tinuity clinic experience, the other half
have independent clinical projects. In
April, regular classes are suspended for
a week, and students scatter all over the
region to have an intensive, week-long
experience with a primary care pro-
vider.

The clinical experiences in the first
2 years of medical school have hundreds
of curricular hours dedicated to them.
The primary care faculty, particularly
GIM and Family Medicine, direct and
teach these courses. When the students
become third-year clerks, the majority

of GIM faculty know a majority of the
students and vice versa. That is remark-
able and rewarding.

The medicine residency program at
ECU and PCMH is composed of
twelve categorical trainees, six Medi-
cine-Pediatrics residents, and two
Medicine-Psychiatry (a 5-year pro-
gram) residents each year. There is a
Preliminary year with five to six posi-
tions. The ward teams, specialty ser-
vices, and ambulatory rotations are
fairly standard. In October of their sec-
ond year, residents retreat to “Director’s
Month.” This unique month has mul-
tiple purposes. One is to build team-
work and camaraderie among the R2s,
the other is to incorporate hard-to-get-
at curricular topics that are felt to be of
importance to all graduate trainees. The
residents revisit interviewing skills,

learn how to be critical literature re-
viewers, and delve into behavioral
medicine and substance abuse. They
also learn about practice management
and informatics.

Unlike many programs, our resi-
dents do not have two continuity clin-
ics per week. We do not, at present,
have space in our practice sites. The
largest clinical site at the medical school
has significant deficiencies for care de-
livery and teaching. As a state institu-
tion, ECU does not readily build or
renovate clinical office space. We
opened a small satellite site in 1996
where one-third of the residents relo-
cated their practices. The change of
venue, resisted by many, has been a
boost to the practice and training pro-
gram. When I came to ECU, over 70%

GIM at ECU
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A 1995 Commonwealth Fund study
demonstrated that minority Americans
do not enjoy equal health opportuni-
ties. They are more likely to be unin-
sured and have severe financial barri-
ers to care, have less access to regular
care and choice of care, and more dif-
ficulties obtaining appropriate and
needed care. Language differences pre-

sented a problem for 21% of minority
Americans in receiving health care. One
in twenty minority adults were refused
health care during the prior year. Mi-
nority groups reported more negative
experiences with the health care sys-
tem.4 Health outcomes are worse in
minority groups, including higher in-
fant and maternal mortality rates
among some groups, poor access to
preventive services such as mammog-
raphy and pap smears, and higher rates
of breast and cervical cancer deaths
than among the general population.

It has become more clear that train-
ing a diverse physician workforce will
be crucial to addressing the health
needs of the increasingly diverse U.S.
population. Linguistic and culturally
concordant physicians have been asso-
ciated with enhanced adherence to
medical regimens and clinical outcomes
in minority populations.5 Minority
physicians have been shown to be more
likely to care for poor and minority
populations.6 In addition, training all
providers in cultural competence skills
has been identified as a priority for
medical education.

Despite persistent health and edu-
cational inequities and the need for
physicians from diverse backgrounds,
affirmative action has come under in-

creasing fire in the courts and the leg-
islative arena. The 1978 Bakke case was
an important legal challenge to affir-
mative action in higher education. The
U.S. Supreme Court’s Bakke decision
eliminated quotas but stated that there
was a compelling state interest in di-
versity within a student body and in
remedying the effects of past discrimi-
nation. However, in July 1996 the U.S.
Supreme Court declined to review the
Hopwood vs. Texas Fifth Circuit Ap-
pellate Court decision. This decision
struck down the University of Texas
Law School’s use of race as a factor in
admissions. The Fifth Circuit Court
reversed an August 1994 Texas federal
district court judgment which stated
that race could be a factor although the
UT School of Law’s admissions process
was unconstitutional because minori-
ties were reviewed separately. Two of
three judges on the Fifth Circuit panel
stated that the promotion of diversity
was not a compelling state interest. This
was a direct rejection of the U.S. Su-
preme Court’s Bakke decision as writ-
ten by Justice Powell which stated that
race could be one of many factors con-
sidered in admissions. The decision was
extremely unusual as it countered the
higher court’s precedent. In addition,
the Fifth Circuit said that only rem-
edying effects of past discrimination at
the law school itself, not within soci-
ety, was felt to be justifiable. The UT
School of Law was desegregated 45
years ago as a result of a legal challenge
by Herman Sweatt when it was ruled
that Sweatt could not be denied admis-
sion because he was black, and since
that time has enhanced minority rep-
resentation in its student body. Other
anti-affirmative action initiatives have
occurred in California. The University
of California Board of Regents decided
in July 1995 to stop race, gender, and
ethnicity preferences in employment,
admissions, and financial aid decisions.
Proposition 209, “the California Civil
Rights Initiative” abolishing affirmative
action in all state education, hiring, and
contracting practices was passed in
November 1996. The ACLU has filed
a suit and a temporary restraining or-

der has been issued against its enforce-
ment.

Affirmative action is also attacked on
the airwaves and has been used on the
campaign trail as a wedge issue. Racist,
anti-immigrant, and sexist commentary
on radio and television has become
mainstreamed, setting the stage for the
assault on affirmative action by extrem-
ists in the debate and influencing more
centrist members of the public. After
years of supporting affirmative action
measures, Bob Dole and Jack Kemp
declared opposition to affirmative ac-
tion in the heat of the Presidential cam-
paign. The harsh provisions of the fed-
eral welfare and immigration bills ac-
centuated the split over “deserving” and
“undeserving” people in our society.

Multiple questions have been gen-

erated about the goals of admissions
into higher education. Should only
“objective” measurements of scholastic
ability like test scores and course grades
be considered? The objectivity of stan-
dardized tests has been questioned.
College grades and test scores have been
shown to be imperfect measures of fu-
ture performance, particularly in medi-
cal education. In addition, other fac-
tors have always influenced admissions,
including special consideration for
alumni and donor offspring, athletes,
musicians, artists, and other skills and
attributes. Is admission to higher edu-
cation a personal reward for students
with high test scores? Or should the
need in our society for diverse profes-
sionals be taken into consideration? Is

Affirmative Action
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the need for race, ethnic, and gender
considerations over? Or do we live in a
striving but imperfect society where
race and gender are still barriers to
progress?

The United States health care sys-
tem is undergoing rapid changes as our
society becomes more diverse. What
should the role of SGIM and academic
general internal medicine be in address-
ing affirmative action and facing the
health care needs of the future? Here
are some suggestions.
♦ We should be involved as advocates

in medical schools and residency
programs to ensure access to educa-
tion and training for women, mi-
norities, and other historically dis-
advantaged groups.

♦ We should challenge the concept of
“color-blind” admissions in a nation
that is far from color-blind.

♦ We should recruit and mentor fe-
male/minority/disadvantaged fac-
ulty.

♦ We should continue to support his-
torically black colleges, universities,
and medical schools and the His-
panic Centers for Excellence.

♦ We should promote research into
women’s and minority health issues
and encourage the development of
female and minority investigators.

♦ We should develop curricula in
women’s health and cultural compe-
tence.

♦ We should reach out to female, mi-
nority, and disadvantaged students
to expand the “pipeline” of the ap-
plicant pool.

♦ We should ensure that managed care
organizations do not exclude minor-
ity physicians from their panels, a
complaint being voiced more and
more.

♦ We should join in protecting com-
munity-based and safety net provid-
ers, many of whom have historically
been minority physicians. SGIM

Dr. Morales is Assistant Clinical Pro-
fessor of Medicine and Assistant Division
Director for Education and Training at
Columbia University College of Physi-
cians and Surgeons, New York.
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of patients in the practice were seen
primarily by residents. In 20 months
we have expanded our faculty and prac-
tice. Now, 60% of patients are seen
primarily by faculty. Residents need to
learn how to do ambulatory medicine
in thriving, efficient, and effective prac-
tices with an infrastructure that facili-
tates care. We are attempting to build
such a practice, but it will take time.
Each resident is supervised by a prac-
tice faculty who handles calls and sees
patients for the resident when she is not
available. Our goal is to develop a clini-
cal and teaching partnership among the
faculty, residents, and patients.

In 1995 the GIM Section had atro-
phied to seven faculty. I have been for-
tunate to be able to recruit ten new fac-
ulty. We are able to cover our student
teaching responsibilities, three inpa-
tient services, a nursing home/consult
service, supervise a 60-resident practice
and begin to establish a viable faculty
practice. Three of the faculty have GIM
fellowship training, four others had
advanced training as faculty or in
unique fields, e.g., pharmacology.
Nearly half the faculty were chief resi-

dents, a fertile recruiting ground for
clinical educator faculty. Research is
nascent but real. Three first-year fac-
ulty received local seed grants to get
their work started.

We have a lot of junior faculty who
need mentoring and faculty develop-
ment. Fortunately, the medical school
office of faculty development has cre-
ated two educational leadership semi-
nars. One is a 3-day retreat. The other
program is a year long, one day per
month. The programs bring together
diverse medical school faculty to learn
from each other as well as local and
national experts, most from SGIM and
the American Academy on the Physi-
cian and Patient.

It is an exciting time for GIM at
ECU. Our faculty are youthful and vig-
orous, possessing the positive attributes
needed to meet the challenges we face.
As I’ve learned to say in the past year,
y’all come pay us a visit so we can share
ideas and solve problems. SGIM

GIM at ECU
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cal Clinic since its creation over a de-
cade ago, and interdisciplinary research
programs such as the Women’s Health
Initiative. The new residency track has
reflected the major elements in most
definitions of women’s health: focus on
the integration of physiologic, psycho-
logical, and sociological aspects of
health throughout the female life span
(Fig. 1).

The extended faculty for the Gen-
eral Internal Medicine/Women’s
Health Track provides a support net-
work for the residency program and
increases the bridges between disci-
plines at our medical school and affili-
ated institutions. Currently, the ex-
tended faculty consists of over 100 cli-
nicians and researchers from multiple
departments active at the interface of
gender and health. Interdisciplinary
conferences have provided opportuni-
ties for discussion of clinical and re-
search issues. The core faculty involved
with the General Internal Medicine/
Women’s Health Track have special in-
terests including cardiovascular disease
in women, prevention, evidence-based
medicine, comprehensive care of the
pregnant patient with medical prob-
lems, medical consultation, physician-

patient communication skills, and do-
mestic violence.

As the second oldest residency track
focusing on women’s health, there were
dual goals. First, to provide special
training for residents in the track, and
second, to influence the categorical
Internal Medicine training program.
An elective for residents and fourth-
year medical students has also been
developed. Special educational pro-
grams and clinical rotations for the resi-
dents in the General Internal Medicine/
Women’s Health Track include educa-
tional courses of 1 month’s duration:
“Cancer and Gender” and “Coronary
Artery Disease and Gender: Prevention,

Diagnosis, and Management.” A course
for next fall on “Mental Health and
Gender” is currently being developed.
Each 30-hour course utilizes case dis-
cussions, lectures, formal participant
presentations, and journal clubs. Small
reading groups research a specific ques-
tion guided by senior faculty and then
present what they have learned to the
group. These courses have been devel-
oped to review important basics with
attention to patient diversity including
gender, age, ethnicity, and race with a
complementary psychosocial curricu-
lum. During the rotation participants
also attend a variety of ambulatory
clinical settings: adolescent medicine,
gynecology, dermatology, and high-risk
obstetrics. All second- and third-year
residents provide continuity care in two
ambulatory clinical sites: medicine and
gynecology.

The “Cancer and Gender” course
opened with a review of the epidemi-
ology of cancer incidence. While lung
cancer is the most common cause of
cancer death, the highest incidence of
new cancer diagnoses (excluding skin)
is breast cancer in women and prostate
cancer in men. As well as focusing on
the natural history and screening for
these cancers, lung, colon, cervical, and
melanoma were reviewed, i.e., the usual
site of melanoma occurrence varies by
gender (back of the leg for women
and back for men). The “Palliative
Case” curriculum developed for this
course is now being offered to all
Internal Medicine residents. Resident
reading projects included PSA levels
in African American and Caucasian
men and gender differences in lung
cancer. A project on the clinical breast
examination in breast cancer screening
led to a workshop presentation at the
recent Mid-Atlantic Regional SGIM
meeting and a new educational pro-
gram for all housestaff.

The “Coronary Artery Course” fo-
cused on prevention, diagnosis, and
management. Innovative sessions in-
cluded a workshop on the differential
diagnosis and evaluation of chest pain
as well as a critical review of lipids. This

Women’s Health
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FIGURE 1: National Academy on Women’s Health Medical
Education’s Definition of Women’s Health:

Women’s Health is devoted to facilitating the:
• preservation of wellness, and
• prevention of illness in women

and includes screening, diagnosis and management of conditions which:
• are unique in women
• are more common in women
• are more serious in women
• have manifestations, risk factors or interventions that are

different in women.
Women’s Health also:

• recognizes the importance of the study of gender differences
• recognizes  multidisciplinary team approaches
• includes the diversity of women’s health needs over the

life cycle, and how these needs reflect differences in race, class,
ethnicity, culture, sexual preference, and levels of education and
access to medical care

• includes the empowerment of women, as for all patients, to be in-
formed participants in their own health care.

“…RESIDENTS

SELECTED TO

PARTICIPATE IN THE

TRACK RECEIVE

ENRICHED TRAINING IN
THE DISCIPLINE…”
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OPPORTUNITIES FOR HEALTH SERVICES
RESEARCHERS. The Agency for Health Care
Policy and Research (AHCPR) announces research
opportunities for post-fellowship physicians or
other clinician-researchers who are interested in
non-career Federal research appointments. Ap-
pointments are normally 2 to 3 years duration,
but not more than 4 years. Candidates will have
strong interest in applying research skills to na-
tional health policy issues and will complete, di-
rect, or develop research as part of a team. Candi-
dates generally will have completed fellowship
training that includes health services and/or clini-
cal research; clinical epidemiology; clinical deci-
sion making or related fields; or have received a
related Master’s degree. AHCPR’s interests are
broad and include primary care, quality and out-
comes research, and organizational and financing
issues. Employment will be in the “excepted ser-
vice.” Opportunities also exist for regular civil
service and US Public Health Service Commis-
sioned Corps appointments. Opportunities for
clinicians who wish to practice one or two ses-
sions per week can also be arranged. Please con-
tact: Carolyn M. Clancy, MD. Telephone (301)
594-1485, ext. 1199.

ACADEMIC INTERNIST/DECISION ANA-
LYST. The Department of Medicine of the Uni-
versity of California San Diego and the VA Cen-
ter for the Study of Provider Behavior (CSPB) are
seeking an internist interested and experienced in
decision analysis, Markov modeling, and/or clini-

C l a ss i f i e d  A d s

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

ASSOCIATE PROGRAM DIRECTOR. The
Department of Medicine of the Medical College
of Georgia is seeking an Associate Program Di-
rector for Ambulatory Education for the Internal
Medicine Residency Program. This position
would be responsible for development, implemen-
tation, and evaluation of ambulatory medicine
education for housestaff. This position would in-
clude time spent in direct patient care, precepting
residents, and time for research related to resident
education or outpatient care delivery. Candidates
should have prior experience and/or training in
ambulatory medicine education for housestaff.
This individual would have an appointment in
the Section of General Internal Medicine at ei-
ther an Assistant or Associate Professor level, de-
pending upon experience. If interested, please
forward a CV to Dr. John A. Hardin, Chairman,
Dept. of Medicine, 1120 15th Street, BIW-540,
Augusta, GA 30912.

CONTINUED NEXT PAGE

led to a successful, all-day C.M.E.
course on April 15, 1996, entitled “Pre-
vention of Coronary Artery Disease in
Women.” Keynote speakers included
Drs. Nanette Wenger and Bill Harlan
and the development of the book Coro-
nary Artery Disease in Women: Preven-
tion, Diagnosis, and Management, cur-
rently being edited by Dr. Charney for
the American College of Physicians.

Clinical electives developed include
the “Medical Care of the Pregnant
Patient,” a 1-month elective where the
PGY-2 GIM-WHT residents join the
Obstetrical Perinatal team caring for all
ill/pregnant patients in the inpatient
and outpatient settings. Specific clin-
ics attended by the Perinatal team in-
clude: Diabetes in Pregnancy, High
Risk OB, HIV in Pregnancy, and Peri-
natal Loss. During the elective month,
the GIM-WHT resident is responsible
for all medical consultations for the
obstetric service during daytime hours.

The faculty of the General Internal
Medicine/Women’s Health Track have
also increased the training for all Inter-
nal Medicine residents by adding cur-
riculum to ambulatory block mini-
courses. Skills and knowledge about
domestic violence and adolescent medi-
cine are incorporated into a Prevention
course. The care of the medically ill
pregnant patient with diabetes, hyper-
tension, and thyroid disease is included
in the Consultation Medicine course.
In addition, a special minicourse has
been implemented on Geriatrics/
Women’s Health that focuses on meno-
pause, hormonal therapy, osteoporosis,
dysfunctional uterine bleeding and fi-
broids, breast examination and the
evaluation of breast mass, and screen-
ing for breast cancer. The response to
these educational programs has been
positive. The standard clinical pharma-
cology course provided to the house-
staff focuses on gender differences in
drug absorption and metabolism, re-
view of birth control agents, and the
treatment of vaginitis and pelvic in-
flammatory disease.

This special residency track, with its
focus on women’s health, is a model
similar to that of the earliest Primary

Women’s Health
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Care residencies that have transformed
the training of Internal Medicine resi-
dents. While residents selected to par-
ticipate in the track receive enriched
training in the discipline, the activation
of faculty and the development of pro-
grams has effected our entire residency.
The revised ABIM guidelines require
all training programs to include edu-
cation in women’s health. However, this
goal is currently far from the reality at
most institutions.

Within the various subdisciplines of
academic general medicine, many lead-
ers have been self-taught. Over the past
two decades, this “on-the-job training”
approach has been supplemented by,
and in many cases replaced by, special
training programs with specific cur-
ricula. Women’s health represents an
emerging discipline of academic gen-
eral medicine, and programs such
as this one will provide training for

the next generation of academic
leaders. SGIM
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cal simulations for a faculty position in the Health
Services Research Unit at the VA San Diego
Health System on the La Jolla (main) campus of
UCSD. At least 70% of the appointee’s time will
be protected for scholarly work, including collabo-
rations with CSPB sites: RAND, UCLA, and the
VA West LA and Sepulveda as well as with other
Units, Divisions, Departments, and Centers at
UCSD, the HCSUS (HIV Cost and Service Uti-
lization Study) Consortium, and the ACTG Out-
comes Committee. Contact Dr. Sam Bozzette by
telephone (619) 552-4325; fax (619) 552-4321;
or E-mail sbozzette@ucsd.edu

CHIEF, DIVISION OF GENERAL INTERNAL
MEDICINE. The Department of Internal Medi-
cine at the University of Iowa seeks an individual
to provide strong leadership in General Internal
Medicine (GIM). This Division will spearhead our
departmental and institutional efforts in the de-
livery of ambulatory care; provide leadership in
the education and training of students, residents,
and fellows in GIM; and perform scholarly re-
search in a variety of areas related to the delivery
of GIM. Successful applicants for this position
should have a broad vision for GIM, be a nation-
ally recognized scholar in GIM, be an outstand-
ing general internist, have extensive experience
mentoring trainees and young faculty, and have
strong interpersonal skills. Opportunities exist for
substantial programmatic development. Please
direct CV and all inquiries to: David A. Schwartz,

MD, MPH, Chair, Search Committee, Dept. of
Internal Medicine, Room C33-GH, Univ. of
Iowa, Iowa City, IA 52242-1081.

PRIMARY CARE INTERNISTS, WASHING-
TON, DC. The George Washington University
is seeking Primary Care Internists for faculty po-
sitions in its downtown Primary Care Center. Join
an innovative Adult Medicine division and be part
of a progressive academic department that pro-
vides primary care clinical practice, teaching, re-
search, and administrative activities with a focus
on public health, community, and preventative
medicine, health services, and ethics. High po-
tential for growth of clinical, academic, and ad-
ministrative skills. Opportunity for advanced de-
gree with tuition benefits; excellent benefits pack-
age. Primary care, managed care, and teaching
experience desired. Applications accepted and re-
viewed on an ongoing basis until each vacancy in
this academic year is filled. Send CV and cover
letter indicating interest in full-time or part-time
to: Debbie Eiland, Faculty Recruitment Assistant,
Dept. of Health Care Sciences, George Washing-
ton University Medical Center, Room 2B-408,
2150 Pennsylvania Avenue, NW, Washington,
DC 20037.

PRIMARY CARE INTERNISTS, SUBURBAN
MARYLAND/VIRGINIA. The George Washing-
ton University is seeking Primary Care Internists
to work in suburban small group settings that serve

as group model practices for its Primary Care
Center. Primary care and managed care experi-
ence desired. Opportunities exist for teaching and
faculty appointment as well as pursuit of advanced
degree with tuition benefits. Excellent benefits
package. Applications accepted and reviewed on
an ongoing basis until each vacancy in this aca-
demic year is filled. Send CV and cover letter in-
dicating interest in suburban Maryland and/or
Virginia; full-time or part-time to: Debbie Eiland,
Faculty Recruitment Assistant, Dept. of Health
Care Sciences, George Washington University
Medical Center, Room 2B-408, 2150 Pennsylva-
nia Avenue, NW, Washington, DC 20037.

FACULTY MEMBER, GENERAL INTERNAL
MEDICINE. The Washington Hospital Center,
the largest private teaching hospital in Washing-
ton, DC, is seeking a full-time general internist
to join its seven-member section of General In-
ternal Medicine. Responsibilities include teach-
ing in both the inpatient and ambulatory settings,
curriculum development, and inpatient and out-
patient clinical practice. Opportunities for re-
search exist. Experience in medical education is
desirable. Interested applicants should send their
CV to: Carmella Cole, MD, Director, Section of
General Internal Medicine, 110 Irving Street,
NW, Room GA-48, Washington, DC 20010.
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