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FROM THE SOCIETY
SGIM Taking the Lead on Promoting
Education on Health Disparities
Elizabeth Jacobs, MD, MPP; Monica Vela, MD; and Susan Glick, MD

Drs. Jacobs, Vela, and Glick are co-chairs of the SGIM Disparities Task
Force.

continued on page 10

Disparities in health and health care are, unfortunately, widespread
and persistent in the United States. SGIM, its members, and partic-

ularly the SGIM Disparities Task Force (DTF) have exercised leadership
in drawing awareness to this problem and devising interventions to re-
duce them. This leadership has been in advocacy, research, and educa-
tion. Recently, the DTF, with funding from The California Endowment,
completed a several-year effort to enhance and make education on this
topic more accessible. This effort has culminated in online continuing
education health disparities education modules that are now available
on the SGIM website for use by educators interested in thinking about
how to best provide disparities curriculum at their institutions
(www.sgim.org/go/disparities).

This effort, led by Cristina Gonzalez and Dionne Blackman, builds on
the Health Disparities Education Symposium that was held at the Ameri-
can Association of Medical Colleges’ Annual Meeting in November 2009.
The purpose of this symposium was to inspire a critical conversation on
how to improve and promote effective health disparities education across
the medical education continuum—from medical school to continuing
medical education. This symposium provided an opportunity for the DTF
to share its expertise with medical school deans and curriculum leaders
involved in medical education. The entire meeting was videotaped, and
the presentations and discussions from these meetings have served as
the basis for five online learning modules. These online modules bring the
issues regarding disparities education to a broader audience of educators.

Module 1 opens with a keynote address by John Rich, MD, address-
ing the future of disparities education in medicine and public health. A
MacArthur Fellow and member of the Institute of Medicine, Dr. Rich is a
professor and chair of Health Management and Policy at the Drexel Uni-
versity School of Public Health.

Module 2 reviews educational strategies for addressing health dispari-
ties through provider-patient communication. Module 3 provides model
strategies for teaching about disparities in the clinical setting. Module 4
describes curricular models for disparities education and its role in im-
proving diversity. Module 5 focuses on challenges and strategies for de-
veloping and implementing a health disparities curriculum. The modules
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altered my perception. It dawned on
me that now, more than ever, these
words hold true and must not go un-
heeded.

It is said that to truly understand
the plight of those we treat, we
must become them. Many of us
have thankfully not experienced an
acute medical problem or been ad-
mitted to a hospital for any reason.
Thus, we may sympathize with our
patients but not truly empathize with
them. My moment of understanding
came while residing in Dublin, Ire-
land, when I herniated a lumbar disc
working out in the gym. 

Initially, I had excruciating back
pain and diminished sensation/motor
function in the right lower extremity.
This was unnerving, as I had never
experienced anything like this before.
In the emergency department, sev-
eral physicians saw me, and I was
subsequently bundled off to get an
MRI. Following this, I saw a neuro-
surgeon who examined me in
roughly 30 minutes. As I was a med-
ical colleague, he extended his usual
20-minute consultation slot. I was in-
formed that there was some unusual
contrast uptake on my scan that
could be due to an epidural
hematoma or a tumor. Then, I was
presented with the option of either
undergoing an exploratory laparo-
scopic discectomy or waiting three
months to have follow-up imaging.
At that stage, the hematoma should
have resolved, and the etiology of
the contrast uptake would be more
apparent. This ended the consulta-
tion! 

I had a thousand more questions
to ask and countless more fears to
quell, but there just wasn’t time. A
repeat scan in three months and a
follow-up appointment in possibly
four months seemed an eternity to
wait. I at least had the luxury of hav-
ing some medical wherewithal—that
is, I could find out on my own what

When the word physician comes
to mind, one conjures up the

image of an individual trained in and
licensed to practice the art of heal-
ing. Indeed, a physician must have a
wealth of medical knowledge, an as-
tute power of observation, and a
keen sense of diagnosis. He/she
must be able to promptly recognize
the presenting malady, devise a man-
agement algorithm, and create an ap-
propriate care plan. 

In the present day model of
health care, a good doctor is often
one who can efficiently diagnose and
effectively treat a patient in a 20-
minute consultation. However, we
must ask ourselves: Is this enough?
Does our current practice truly reflect
the warmth and humanity that the
physicians of old brought to their pa-
tients? In practicing the science of
medicine, have we lost the art of
medicine?

Over 80 years ago, renowned
physician Francis W. Peabody aptly
wrote, “One of the essential quali-
ties of the clinician is an interest in
humanity, for the secret of the care
of the patient is in caring for the pa-
tient.”1 To me, these words made
sense but had no meaning until three
life changing experiences completely
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Ivividly remember a discussion at a
department meeting 15 years ago

about a then-recent study by Jack
Billi and colleagues1 that sent shivers
down the spines of many academic
medical centers (AMCs). At the time,
the rising tide of managed care had
pushed AMCs to build capacity in pri-
mary care to ensure adequate refer-
ral volumes for their specialty
services. Billi’s article estimated the
primary care population needed to
support the numbers of clinical fac-
ulty at one AMC (University of Michi-
gan) under more widespread
adoption of managed care. For the
departments of medicine, neurology,
and radiology, Billi estimated the
number to be roughly 4 million, sug-
gesting that it was unrealistic to ex-
pect that his medical center could
develop a network large enough to
support the current number of clini-
cal faculty for most specialty ser-
vices. Billi concluded, “A more
reasonable option may be for AMCs
to reconsider the distribution of their
clinical faculty members. The tradi-
tional emphasis on tertiary care by
specialists may need to change to re-
flect the growing demand of the
marketplace for more providers of
primary and secondary care.” 

At the department meeting I at-
tended, some questioned the basic
premise that managed care would
shrink demand for specialists. How-
ever, most felt that the changes envi-
sioned by Billi were inevitable and
that it would be prudent for depart-
ments of medicine to consider re-
training subspecialists, such as

invasive cardiologists, as primary
care providers. While retelling this
discussion might prompt some to
ask, “What were they smoking?”, it
was the belief of most policy makers
(and high-priced consultants) that fur-
ther growth in managed care would
decrease demand for specialty ser-
vices. At the time, GIM was at a
zenith with an increasing number of
trainees interested in careers as am-
bulatory general internists.

Shift forward 15 years and most
AMCs are actively developing plans
to develop accountable care organi-
zations (ACOs). While ACOs do not
currently exist and remain ill defined,
the creation of ACOs figures promi-
nently in the Patient Protection and
Affordable Care Act (PPACA) and is
one of the only provisions of the leg-
islation that enjoys bipartisan sup-
port. ACOs are probably best viewed
as affiliations of health care
providers that are jointly accountable
for improving quality and controlling
costs and that accept internal pay-
ment arrangements.2,3 ACOs may as-
sume a number of different
structures, including integrated deliv-
ery systems, primary care or multi-
specialty medical groups,
hospital-based systems, or indepen-
dent practices associations of physi-
cians.3 The specific structures that
evolve in individual markets are likely
to be predicated on factors unique to
the market, such as the relative
strengths and sizes of hospitals and
physician practice groups, market
concentration, and the penetration of
managed care. 

PRESIDENT’S COLUMN

ACOs: New Frontier for GIM or 
Déjà Vu All Over Again? 
Gary Rosenthal, MD

…ACOs have a much stronger 
focus on improving quality and 
more equal sharing of economic
incentives and risk between
generalists and specialists.

continued on page 12
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SGIM Forum

Despite their nebulous character,
ACOs have once again created a seat
at the table for GIM. At a meeting of
chiefs and leaders of GIM in Scotts-
dale last December, many in atten-
dance recounted their discussions
with their institution leaders regarding
strategies for creating ACOs and re-
building primary care networks within
their AMCs. Interestingly, these dis-
cussions typically bypassed the chairs
of medicine (and often medical school
deans) and put chiefs in direct contact
with health system CEOs, COOs, and
CMOs. Indeed, the central goals of
ACOs—improving coordination of care
across providers, improving chronic
disease management, developing
more effective information systems to
monitor and report quality metrics, and
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Irecently posted a query on the As-
sociation of Chiefs and Leaders of

General Internal Medicine (ACLGIM)
listserve requesting information
about hospitalist fellowships. We
had recently developed a hospitalist
research training fellowship at the
University of Michigan, and I wanted
to know who else was preparing
hospitalists for careers in academia.
I found no shortage of options for
aspiring academic hospitalists.

A review of hospital medicine
fellowships by Ranji and colleagues
reported that in 2006 there were 16
active hospitalist fellowships in the
United States, ten of which were 
intended for graduates of internal
medicine residencies. Several of
these fellowships focused not on 
research training but rather empha-
sized quality improvement method-
ology, skill building for educators, or
additional clinical work. The authors
reported that hospital medicine 
fellowships were a “work in
progress,” and they anticipated 
their number and influence would 
increase over the coming years.1

The recent listserve postings
strongly suggest they were correct.
While certainly not a comprehensive
assessment, postings from Johns
Hopkins, Alabama, Chicago, Michi-
gan, Northwestern, UCSF, and the
Medical University of South Carolina
highlight just a few of the many in-
stitutions now targeting hospitalists
for their fellowship programs. Some
institutions have created separate
fellowships specific to hospitalists,
while others have taken existing
generalist fellowships and have
sought to include hospitalists within
their ranks. It appears that formal
training in research is increasingly
the main focus, but many programs
also provide an opportunity for ad-
vanced training in education or qual-
ity improvement methodologies.

The need for fellowship-trained

What can we do as leaders in
general medicine? Of most impor-
tance in my opinion is timely mentor-
ing.3 Academic general internal
medicine divisions faced this issue in
the 1980s. The advantage these divi-
sions had were two major programs
that “jump started” academic ca-
reers—the RWJ Clinical Scholars and
the Kaiser GIM Fellowships. This
cadre of fellowship-trained generalist
researchers and education scholars
gave their divisions a scholarly bent.
The big advantage in the 1980s
came from these trained academi-
cians and the programs they started.
Still, many academic GIM divisions
have struggled with the same issues
facing hospital medicine.

Hospital medicine lacks this 
initial bolus of fellowship-trained 
researchers and educators. Too often,
academic hospitalists start in primarily
clinical jobs for a few years before
they understand that they need addi-
tional skills if they want to do rigor-
ous quality improvement work, lead
educational programs, or conduct re-
search. At that point it is hard to
make a decision to go “back” and do
a fellowship. Had they understood
during residency the path for success
in academic medicine and how a 
fellowship might better prepare
them, I suspect many would have
strongly considered fellowship train-
ing. That being said, not everyone
will—nor should they—choose fel-
lowships. Many academic hospitalists
have found great success getting tar-
geted training (short of a fellowship)
in quality improvement, education,
leadership, and health care adminis-
tration. But I would argue that even a
few fellowship-trained hospitalists
can raise the whole ship. A cadre of
scholarly academic hospitalists can
do for academic hospitalist groups
what scholarly academic general in-
ternists have done for their GIM divi-

Needed: Fellowship Trained Academic Hospitalists
Scott Flanders, MD

Dr. Flanders is associate division chief of General Medicine for Inpatient Programs and director of the Hospitalist
Program at the University of Michigan in Ann Arbor, MI.

EDITORIAL

academic hospitalists has never been
greater. The number of hospitalists in
the United States has increased dra-
matically over the past decade, and
data from the 2008 American Hospi-
tal Association Survey suggest that
more than 90% of “major teaching
hospitals” have hospitalist programs,
with an average of 16 hospitalists per
program. Despite this impressive
growth, many academic hospitalists
are struggling. A consensus confer-
ence in 2007, jointly sponsored by
the Society of Hospital Medicine, the
Society of General Internal Medicine,
and ACLGIM, sought to identify the
problems facing academic hospital-
ists and propose solutions.2 Chief
among the issues identified was the
fact that the word “academic” was
an afterthought in many academic
hospitalist programs. Hospitalist jobs
were primarily aligned with the hos-
pital, whose focus was on clinical
care, productivity, efficiency, and
quality improvement. The depart-
ments in which hospitalists resided,
however, emphasized education, re-
search, grants, and dissemination of
scholarly work. This misalignment re-
sults in hospitalists not feeling valued
by their home departments, with
subsequent promotion difficulties,
job dissatisfaction, and high faculty
turnover. Suggestions on how to
solve those problems were many,
but key solutions proposed by con-
ference attendees were enhanced
training and mentoring along with en-
hanced research career pathways.
Fellowship training, while not the uni-
versal solution, does go a long way
toward addressing many of the prob-
lems and helps start academic hospi-
talists off on a pathway that is likely
to lead to success in academic medi-
cine. More of our internal medicine
residency graduates who are inter-
ested in careers in academic hospital
medicine should consider fellowship
training. continued on page 12
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It is now apparent how the Afford-
able Care Act (ACA) 2010 will favor-

ably influence primary care practice.
Although Congress enacted the law,
the Centers for Medicare and Medic-
aid Services (CMS) are charged with
publishing the regulations. These are
called the “rules” and were released
in the November 2010 Federal Regis-
ter, becoming operable on January 1,
2011. There are many that specifi-
cally apply to primary care practice.

The Annual Wellness Visit
With the ACA, Congress established
two new service codes legislatively,
the initial and subsequent Annual
Wellness Visits (AWV) (Table 1). CMS
has very specifically defined the con-
tent needed for these visits in the
2011 “rules.” These codes allow pri-
mary care physicians an opportunity
to bill for services that have hereto-
fore not been covered under the E/M
(evaluation and management) guide-
lines. Furthermore, CMS has stated
that the AWV codes can be combined
with E/M codes if the visit includes
both the AWV content and problem
evaluation and management. For ex-
ample, a patient might be seen for
the comanagemant of diabetes, hy-
pertension, and hypercholesterolemia.
If all the requirements for a new or
subsequent AWV are met and docu-
mented as well as the E/M visit re-
quirements, both codes can be
submitted (the E/M with a -25 modi-
fier), and both will be fully paid. If the
AWV code is G0438 (the first AWV)
and the E/M code is 99214, the total
work relative value units (RVUs) =
2.43+1.50 = 3.93. Practice expense
and liability RVUs would also be com-
bined.

For years, Medicare patients have
been eligible for a “Welcome to
Medicare” visit (Initial Preventive
Physical Examination or IPPE), but
this code has rarely been employed
because physicians cannot easily de-
termine when patients transition to

physicians or to their billing entity on
their behalf. Medicare carriers are re-
quired to post the names of eligible
physicians online so SGIM members
should be able to determine how
much money has been paid to their
institution or practices on their behalf.

New physicians will be eligible to
participate if they have any Part B
billings from the previous calendar
year (CY) (i.e. even if the physician
has only a claim or two from late De-
cember). Payments will be made
quarterly. For new physicians, the
first payment will come at the third
quarter of the CY but will cover the
whole CY back to January 1.

RBRVS Reform
ACA specifies that the Secretary of
Health and Human Services review
“misvalued” codes but allows the
Secretary to use existing sources,
such at the American Medical Associ-
ation’s Relative Value Update Commit-
tee (RUC). Whether CMS focuses on
this final but essential component of
payment reform will depend on the
willingness of CMS leaders to initiate
and fund the health services research
needed to provide a more reliable al-
ternate source for assigning values to
CPT service codes.

Patient Costs
The ACA eliminates patient costs
(copayment and deductibles) for all
wellness and prevention visits, US
Preventive Services Task Force level
A and B screening tests, and AICP-
approved vaccinations. Amazingly,
this applies to all insurance products.
When codes are combined at a visit,
such as the example provided
above, the patient will only be liable
for the copayment on the E/M ser-
vice, not the AWV. 

For non-Medicare patents, the pri-
vate insurance companies have not
shown any interest in following the
Medicare example and paying for

Medicare and because the documen-
tation needed to support these visits
has not been standardized. For E/M
visits, there are chart documentation
conventions that have been widely
disseminated. Such standards do not
exist for the IPPE, so physicians opt
out because they have been under-
standably confused. Note that the
AWVs codes can only be used after
the first year of Medicare eligibility.

There are several implications for
office operations. Registration
processes will have to inform
providers about insurance status and
the dates of Medicare enrollment.
Schedules will have to inform physi-
cians when patients are eligible for
an IPPE, an initial AWV, or any subse-
quent AWV (one year after the last
AWV) and allow physicians to specify
to the scheduler at check out if the
next visit will include the AWV so
added time can be booked.

Importantly, there is no require-
ment for physical examination or
medical decision making in the
AWVs. This is an opportunity for pri-
mary care physicians to educate,
plan, and counsel.

The Primary Care Bonus
The ACA specifies that primary care
providers (physicians, PAs, and NPs)
will be paid a 10% bonus based on
Medicare billings from 2011 through
2015. This PC bonus will be automati-
cally paid to all primary care physi-
cians (and DOs, PAs, and NPs—the
latter if they bill with their own NPI)
with over two years of existing
Medicare B billings. There will be a
10% bonus if the total outpatient
billings from new and established
outpatient visits, new and established
nursing home visits, and new and es-
tablished home care visits are more
than 60% of all Part B billings, exclud-
ing new and follow-up inpatient and
ER visits. Payments will be generated
automatically by the regional CMS
contractor and sent to individual

SIGN OF THE TIMES

The ACA is a Powerful Endorsement of Primary Care
John Goodson, MD

Dr. Goodson is associate professor of medicine at Harvard Medical School, Massachusetts General Hospital, in
Boston, MA.

continued on page 9
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You may have noticed a lot of
press for the medical home in the

past couple years. You may be won-
dering what all the hype is about and
where the idea came from. You also
may be wondering how this could af-
fect your life as a primary care
provider. Since it is a care model that
is gaining momentum in the policy
world, and it could in fact affect the
practice of primary care, it is impor-
tant for all internists to learn about it. 

History
The medical home concept began in
the pediatrics literature as an attempt
to provide coordinated care to chil-
dren with special health care needs.
More recently, the medical home has
been receiving increasing attention
as a model of practice change that
can improve the quality, access, and
efficiency of our health care system.
In fact, the medical home has found
remarkable traction with the major
stakeholders in the health care sys-
tem including physician organiza-
tions, health care companies, and
large employers. This has prompted
a large investment in demonstration
projects throughout the country
sponsored by Medicare, Medicaid,
and private insurers. The idea has
even gained a foothold in the health
care reform legislation, with funding
for the medical home through the
Center for Medicare and Medicaid In-
novation and the creation of teams to
assist small community practices
with medical home implementation. 

What is the medical home?
The medical home is a model for
practice transformation that provides
comprehensive primary care and co-
ordinated chronic care in a patient-
centered environment that facilitates
partnerships with individual patients
and personal physicians. The model
generally focuses on an outpatient
clinic or group of clinics but does
make recommendations for interact-
ing with specialists and hospitals.

a group of patients. That money is in-
tended to reimburse the staffing and
operational requirements of medical
home activities, but it is unclear if it
will lead to higher physician salaries.
Funding based on savings from re-
duced patient expenditures is another
possibility, but it remains to be seen
how much money would be available
and if physicians would benefit. 

Regarding job satisfaction, the
medical model could reduce physi-
cian burden by transferring some re-
sponsibilities to other staff members
at the practice. For instance, adminis-
trative tasks could be shifted to ancil-
lary staff, and in between visit care
could shift to other clinical staff. In
addition, providers might benefit
from a more efficient and satisfying
work environment. In contrast, the
model could increase physician work-
load and significantly change staff
roles. Therefore, strained providers
may feel the medical home model is
simply adding to their list of un-
achievable goals. At least one med-
ical home pilot study provided
evidence for increased physician sat-
isfaction, but additional evidence
from further studies is necessary.4

The medical home model also has
the potential to improve primary care
physicians’ stature. To be sure, health
care in the United States is specialty
oriented, so a dramatic shift to preven-
tive care and public health may sound
fanciful. However, the medical home
does establish internists as leaders of
a health care team. In addition, the
medical home and other innovative
models, such as accountable care or-
ganizations, could put internists at the
center of delivery system redesign. 

Given the potential effects of the
medical home on primary care, physi-
cians must continue to stay informed
about new developments. In addi-
tion, primary care physicians should
get involved in research and advo-
cacy work to take the lead in influ-
encing the medical home field. There

Many policy groups have released
conceptual models for the medical
home, but the National Committee
for Quality Assurance has taken a
large role in defining the operational
requirements of the model. In fact,
the 2008 accreditation tool has been
the gold standard “certification” used
in many medical pilots, especially in
the private sector.1 The NCQA just re-
cently released the 2011 standards,
but it is unclear if these will become
the new standards.2

Proponents of the model believe
it formalizes many of the essential
components of primary care and pro-
vides reimbursement for previously
unrecognized patient care activities.
However, critics believe it is simply 
a rebranding of the managed care
“gatekeeper” model. To be sure,
much of the medical home may
sound familiar for those who lived
through the managed care era and
funding strategies that involved capi-
tation. However, proponents would
say that the medical home model in-
corporates aspects of the managed
care model but merges them with a
patient-centered approach that will
hopefully avoid the backlash to 
managed care. 

How will it affect primary care
providers?
Given widespread concern over the
primary care shortage and its affect
on costs, proponents of the medical
home are certainly aware that re-
building the primary care system re-
quires recruitment of primary care
physicians. While there are many
reasons for the current workforce
shortage, most would agree that two
issues that must be addressed are
salary and job satisfaction.3

As for salary, many of the current
medical home pilots involve increased
reimbursement contracts for prac-
tices. There are different models for
increased payments, but many in-
volve monthly payments to practices
to perform medical home activities for

NEW PERSPECTIVES

The Patient-centered Medical Home: What’s All the Hype?
Jonathan Birnberg, MD

Dr. Birnberg is a fellow in general internal medicine at the University of Chicago.

continued on page 9
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CHALK TALK

Objective: To provide a framework
for approaching the differential di-

agnosis of ascites 

Case: A 63-year-old woman with coro-
nary artery disease, emphysema, and
post-menopausal vaginal bleeding pre-
sents with new abdominal and lower
extremity swelling. Exam reveals pit-
ting edema to the knees bilaterally
and bulging flanks with shifting dull-
ness. Ascites is confirmed with ab-
dominal ultrasound. How will you help
your team think through the differen-
tial diagnosis of this patient’s ascites? 

Teaching Logic: New onset ascites
has a broad differential diagnosis.
Grouping potential etiologies based
on “portal hypertension absent” ver-
sus “portal hypertension present”
helps to organize learners’ thought
processes and suggests a rational ap-
proach to diagnosis using the serum-
ascites albumin gradient. When
considering ascites associated with
portal hypertension, the exercise of
following blood from the capillaries of
the intestine through the liver and
back to the heart helps us remember
the various etiologies of this process. 

Ascites Formation
The exact location(s) of ascites forma-
tion is a topic of some debate but
probably includes two sites: liver si-
nusoids and intestinal capillaries.1

Capillaries in the liver are called sinu-
soids and normally have a fenes-
trated, discontinuous endothelium
without a basement membrane. This
allows the passage of fluid, small
molecules, and many large molecules
across the walls of the sinusoids into
the extrasinusoidal space of Disse.
When hydrostatic pressure increases
in the sinusoids, more fluid moves
into the space of Disse. Although
under normal conditions extra fluid in
the space of Disse is returned to the
circulation via lymphatics, ascites
forms when the lymphatics are over-

nately, there is a simpler test that cor-
relates well with portal hypertension,
the serum-ascites albumin gradient
(SAAG), which requires only simulta-
neous measurement of serum albu-
min and ascitic fluid albumin.3 The
difference between these two is the
gradient. A SAAG greater than 1.1
g/dL has a 93% positive predictive
value for portal hypertension.4 The
SAAG is not affected by diuresis, ther-
apeutic paracentesis, or concomitant
infection. 

Portal Hypertension Absent: SAAG
less than 1.1 g/dL
Disruption of lymphatic drainage or in-
creased permeability of the vascula-
ture of the peritoneum will result in
ascites formation in the absence of
portal hypertension and without a
substantial gradient between the
serum and ascites albumin. Examples
include infections such as tuberculo-
sis or peritonitis from a perforated
viscus. Peritoneal carcinomatosis is
one way that malignancy can lead to
ascites. Patients with severe hypoal-
buminemic states such as that seen
in nephrotic syndrome may also have
low SAAG ascites and absence of
portal hypertension.

Portal Hypertension Present: SAAG
greater than 1.1 g/dL
After paracentesis and simultaneous
measurement of serum and ascites
albumin, you calculate the SAAG to
be greater than 1.1 g/dL and are con-
fident that the patient’s ascites is a
result of portal hypertension. How do
you know what is causing the portal
hypertension? 

Portal hypertension can be caused
by either increased resistance to
blood flow or increased volume of
blood flow through the portal circula-
tion. It is helpful to think through the
potential etiologies by imagining the
flow of blood starting from the intesti-
nal capillaries and moving through the

whelmed, resulting in fluid accumula-
tion in the peritoneum. 

The other site of ascites formation
is thought to be splanchnic or intesti-
nal capillaries. In portal hypertension,
there is increased hydrostatic pres-
sure within the intestinal capillaries,
as well as vasodilatation of the intesti-
nal arterioles. This vasodilatation in-
creases the volume of blood flow,
which leads to further increases in hy-
drostatic pressure. Intestinal arteriolar
vasodilatation is also associated with
increased capillary permeability. The
increased hydrostatic pressure and in-
creased capillary permeability favor in-
creased lymph production—when
lymph formation exceeds lymphatic
drainage, ascites forms. 

Portal Hypertension Absent versus
Portal Hypertension Present
It is helpful to approach the differen-
tial diagnosis of ascites with the first
major branch point being whether or
not portal hypertension is present. In
one large study in the United States,
only 4% of patients with ascites did
not have portal hypertension. In 85%
of patients, the cause was portal hy-
pertension due to cirrhosis. The re-
maining 11% was divided between
portal hypertension associated with
cardiac disease (3%) and portal hyper-
tension due to mixed disease (8%).2

Serum-Ascites Albumin 
Gradient (SAAG)
The portal pressure gradient repre-
sents the difference between the
pressures in the portal vein and the
intra-abdominal inferior vena cava. The
portal pressure gradient is normally
less than 5 mm Hg. Portal hyperten-
sion becomes clinically significant at
gradients greater than 10 to12 mm
Hg, when esophageal varices and as-
cites may form. Portal hypertension
can be measured invasively with the
hepatic venous pressure gradient
(wedged hepatic vein pressure minus
free hepatic vein pressure). Fortu-

Ascites
Meridale Baggett, MD

Chalk Talk is edited by Douglas Wright, MD, PhD, who is faculty, along with Dr. Baggett, in the Inpatient Clinician
Educator Service of the Department of Medicine at Massachusetts General Hospital in Boston, MA.
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portal system. The blood starts in the
intestinal arterioles, capillaries, and
venules (pre-sinusoidal) and moves
along the portal venous system to
the sinusoids of the liver (sinusoidal)
before collecting in the hepatic vein,
emptying into the inferior vena cava,
and going back to the right side of
the heart (post-sinusoidal). Drawing a
simple schematic will help the learn-
ers remember this anatomy and orga-
nize their differential diagnosis. 

Pre-sinusoidal. Presinusoidal
causes of portal hypertension typi-
cally cause splenomegaly and varices
but rarely cause significant ascites in
the absence of another diagnosis
(e.g. concomitant cirrhosis). This
makes sense if you think about the
differences between the sinusoids in
the liver and the intestinal capillary
system. Increased pressure that is
post-sinusoidal or sinusoidal results in
increased flow across the fenestrated
discontinuous walls of the sinusoids.
But increased pressure that is pre-si-
nusoidal is transmitted back to the in-
testinal capillaries, which have
smaller fenestrations and a basement
membrane that can maintain a strong
osmotic gradient to counterbalance
the increased hydrostatic pressure.
Portal and splenic vein thrombosis
can result in portal hypertension, as
can schistosomiasis. In schistosomia-

the terminal hepatic venules. SOS
most often follows hematopoetic cell
transplantation but may be seen fol-
lowing chemotherapy or high dose ra-
diation to the liver in non-transplant
settings. Moving out of the liver, any
cause of hepatic vein or inferior vena
cava obstruction can cause ascites;
examples include intravascular throm-
bosis, such as in Budd-Chiari syn-
drome, and tumors compressing or
invading the vasculature. Traveling to-
wards the heart, right-sided conges-
tive heart failure, severe tricuspid
regurgitation, constrictive pericarditis,
and restrictive cardiomyopathy can all
cause portal hypertension and ascites. 

A helpful test to differentiate car-
diac ascites from ascites due to cir-
rhosis in patients with portal
hypertension (both with SAAG
greater than 1.1 g/dL) is the ascitic
fluid total protein.2 In a normal liver,
because of the large fenestrations,
proteins move more easily across
the sinusoid walls, and ascitic fluid
often has high levels of protein. This
is the case with post-sinusoidal
causes of portal hypertension such
as cardiac ascites, where the ascitic
fluid total protein is typically greater
than 2.5 g/dL. However, in cirrhosis,
the sinusoids of the liver become
“capillarized” with collagen deposi-

sis, adult worms live in the superior
mesenteric vein and lay eggs that
travel toward the liver and become
trapped in portal venules. This leads
to inflammation and fibrosis, resulting
in increased resistance to blood flow
and portal hypertension. Alternatively,
increased volume of blood flow
through the portal vasculature, such
as that seen with splenomegaly, can
also cause portal hypertension. 

Sinusoidal. Increased pressure in
the sinusoids is most commonly
caused by fibrosis and distortion of
hepatic architecture associated with
cirrhosis, including sinusoid defenes-
tration and appearance of basement
membranes.5 Acute hepatitis and ex-
tensive malignancy can also lead to
sinusoidal portal hypertension. Un-
common causes include vitamin A
toxicity in which excess vitamin A
stored in fat cells in the liver bulge
into the sinusoids, decreasing their
volume and leading to portal hyper-
tension. Arsenic and vinyl chloride
poisoning have also been implicated
in non-cirrhotic portal hypertension. 

Post-sinusoidal. Processes that in-
terrupt the normal flow of blood out
of the liver can result in portal hyper-
tension and ascites. Sinusoidal ob-
structive syndrome (SOS) is a rare
disease in which injury to endothelial
cells leads to fibrosis and occlusion of

CHALK TALK
continued from page 7
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tion in the space of Disse, loss of the
large fenestrae, and formation of
basement membranes.5 In cirrhosis,
the increased hydrostatic pressure
causes fluid to move into the space
of Disse, but loss of large fenestrae
slows the passage of larger mole-
cules across the capillary walls, so
the ascitic fluid total protein is typi-
cally less than 2.5 g/dL. 

Case Resolution
The SAAG in your patient was
greater than 1.1 g/dL, confirming 
ascites due to portal hypertension.
The ascitic fluid total protein was 
3.2 g/dL, raising suspicion for a post-
sinusoidal etiology with a normal
liver. An echocardiogram revealed 
severe right ventricular dysfunction
and pulmonary hypertension.

Summary
Ascites is most commonly caused by
portal hypertension due to cirrhosis.
This Chalk Talk provides a framework
for reasoning through the differential
diagnosis beyond cirrhosis. Ask learn-
ers to group potential etiologies
based on the presence or absence of
portal hypertension, using the SAAG.

If portal hypertension is confirmed, a
simple sketch can help learners use
basic anatomy to recall the causes of
portal hypertension. 
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is finally momentum to reinvigorate
the primary care system, so we
must ensure we shape those efforts. 
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AWVs. However, many private insur-
ance products allow the use of the
prevention codes (Table 2). There will
be no patient cost for these visits. Like
the IPPE, there in no national consen-
sus about the chart documentation re-
quirements for these prevention visits,
so you will need to check with your
local carriers. Medicare allows physi-
cians to use the prevention codes for
Medicare patients. However, there is
no Medicare payment provided for
these codes, so practices may be fully
liable. Patients can justifiably claim that
these visits should be fully covered,
and physicians and practices may not
get any reimbursement. For Medicare,
it is best to use the AWVs.

What does this mean for us?
SGIM members have much to sup-
port in the ACA. Congress has clearly
and powerfully endorsed primary
care. For our patients, cost barriers
for screening, vaccination, and well-
ness and prevention services have
been completely removed. For pri-
mary care providers, specific service
codes were created for us to use as
we work with patients to improve
their health through wellness and
prevention education and coaching.
We have been given a five-year
bonus to supplement our income.
Congress recognized that the en-
trenched inequities of the resource-
based relative value scale (RBRVS)
discriminated against primary care.
These legislated changes give pri-
mary care some breathing room.

Medical schools, such as Harvard
and others, have found a new enthu-
siasm for primary care career train-
ing. There are profound practice
innovations around the country that
give all of us hope for a better work
life. The final and most important es-
sential part of primary care’s rebirth
is payment reform, the third leg of
the stool. The ACA has given us
new tools to assure appropriate pay-
ment for our work to improve the
lives of our patients (the AWVs), a
10% bonus (for five years), and hope
that the RBRVS system will finally
be reformed. 

SIGN OF THE TIMES
continued from page 5
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the DTF has developed an engaging
interactive educational program in on-
line format to address some of these
concerns and to promote more effec-
tive teaching on health disparities and
evaluation of this type of teaching. 

SGIM

FROM THE SOCIETY
continued from page 1

are free and open to the public for
viewing. Nine hours of CME credit is
available at $100 for members and
$130 for non-members. 

To date, health disparities educa-
tion has had limited acceptance and
implementation in medical schools

and residency training programs. This
reluctance is due, in part, to uncer-
tainty about what should be taught in
such a curriculum and how it should
be taught. SGIM and the DTF con-
tinue to take the lead in advancing
education on this topic. To this end,

ESSAY
continued from page 2

the probability was of this possible
tumor being malignant. But what
would another patient without any
medical background or resources
do? Who would they turn to? How
would they make the passage of
time any easier?

My mind brought me back to the
patients with new onset diabetes that
I had seen in the endocrine clinic. The
20-minute slot had been barely
enough time to complete an exam,
give them a quick overview of their di-
abetes, and book a follow-up appoint-
ment. I could imagine the
innumerable number of questions that
went unanswered. These patients too
were left anxiously awaiting their next
appointment. It was then that I truly
began to gain a sense of empathy
and understanding for my patients.

A second case that reminded me
of the words of Francis W. Peabody

was that of an elderly illiterate lady
with vascular dementia and depres-
sion who presented to a geriatric
evaluation clinic with memory loss.
She was depressed, tearful, and ini-
tially very reluctant to engage. As fate
would have it, due to a couple of no
shows, I found myself with 40 pre-
cious minutes to spend with her. In
an attempt to understand the person
behind the consult, the traditional line
of disease-specific questioning was
abandoned to allow her to fully ex-
press her feelings. Then, lightening
struck! The patient, not having men-
tioned anything to any of her previous
providers, now voiced a sense of
abandonment by her family, disclosed
thoughts of suicide, and revealed that
she had urges to cut herself. 

This took me completely by sur-
prise! The patient’s daughter was
also flabbergasted and dumfounded.

Not knowing what to do next, I let
the patient continue. The patient
then volunteered that she had re-
cently been prescribed Cymbalta by
a consulting neurologist, unbe-
knownst to both her primary care
physician and psychiatrist. My at-
tending and I realized that the com-
bination of Aricept and Cymbalta
may have over activated her and
caused her suicidal ideation. Late
that afternoon, the patient’s psychia-
trist was contacted and saw her
soon thereafter. The remainder of
the visit was spent counseling the
patient and organizing social sup-
port. Both she and her daughter
were contracted for safety. When I
look back on that day, I feel that
compared to any medical interven-
tion we helped her the most by lis-
tening and understanding her
complex psychosocial dynamic.

My third unforgettable experi-
ence involved a middle-aged lady
with Werner’s syndrome (progeria)
and severe coronary artery disease.
She was referred to geriatrics for the
evaluation of possible cognitive im-
pairment. During the interview, she
appeared to be quite distressed by
her phenotypic appearance—in par-
ticular, her hair loss. The patient in-
teracted in a very child-like manner
and took a great deal of time to re-
spond to questions. She resisted
cognitive testing, attempting to con-
ceal her limitations. 

A careful history revealed exten-
sive deficits, particularly in executive
function and memory. These were
the root cause of her dependence
and “noncompliance” with therapy
for her heart disease and diabetes.

continued on page 13



Table 1. What is an Annual Wellness Visit (AWV)?

Who can deliver the AWV?
1. Any PC provider (MD, DO, NP, PA—the latter two have to bill with a separate NPI number) 
2. Any health professional “under direct supervision in the suite and immediately available” to the MD, DO, NP, PA
3. Someone other than the provider billing for the service (Health professionals include health educators, nutri-

tional professionals, and others; there are no credentialing requirements.)

When is a patient eligible?
1. Medicare patients are eligible after the completion of their first year of Medicare participation. 
2. For the first year of Medicare Part B eligibility, only the initial preventive physical examination (IPPE), the Welcome

to Medicare visit code, can be used. This is a glitch in the system that will create confusion for the first calendar 
year of a patient’s Medicare eligibility.

3. A patient’s first AWV (G0438) will be reimbursed at 2.43 RVUs (99204).
4. All subsequent AWVs (G0439) will be reimbursed at 1.50 RVUs (99214).
5. The AWV codes can be combined with another service code with a -25 modifier. (For example, a 75-year-old patient

new to your practice can be billed as an initial G0438 AWV and a 99204-25 new patient visit. The work RVUs would
be 2.43+2.43=4.86. The practice expense RVUs and liability RVUs are likewise combined.)

6. A patient can have only one initial AWV in their lifetime; all others will be subsequent AWVs. 
7. It will be the responsibility of providers to ensure that the data from the AWVs travels with the patient to other

providers. 
8. Separate documentation for the AWVs is recommended when combined with an E/M code.

What are the requirements for the AWV?
1. Medical history
2. Medications, prescription and non prescription (OTC, vitamin, etc.)
3. Family history
4. List of “current providers and suppliers that are regularly involved in providing medical care to the individual” 

(not every single MD who has been involved, such as the colonoscopist) 
5. Basic vital signs including height, weight (BMI is then calculated), BP, and “routine measures based on the 

individual’s medical and family history” 
6. Detection of cognitive impairment based on the provider’s “best clinical judgment” (No instrument is specified, 

and no formal testing is required.)
7. Review of individual’s “potential” (risk factors) for depression based on provider’s “best clinical judgment,” with 

encouragement to use “screening instruments for persons without a current diagnosis of depression...” (No 
instrument is specified, and no formal testing is required.)

8. An assessment of functional ability “based on direct observation or the use of appropriate screening questions or 
a screening questionnaire...” 
a. Hearing c. Fall risk 
b. ADLs d. Home safety 

9. A written schedule for the needed USPSTF recommended (Grade A or B) screening and Advisory 
Committee on Immunization Practices vaccination needs for the upcoming 5 to 10 years

10. A list of risk factors and conditions for which primary, secondary, or tertiary interventions are recommended (This is
highly discretionary, and there are no details specified.) 

11. Written advice or referral to appropriate health education or prevention services or programs (This allows 
primary care providers to creatively fulfill the intent of the AWVs.)

12. Any other elements determined in the future through the National Coverage Determination process (This has not
been defined by CMS, but CMS will update this in the future.)

Table 2. 2011 Work RVUs for Select Service Codes (2011 Conversion Factor = $33.98)
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E/M codes
New patients
• 99201 0.48
• 99202 0.93
• 99203 1.42
• 99204 2.43
• 99205 3.17

Established patients
• 99211 0.18
• 99212 0.48
• 99213 0.97

• 99214 1.50
• 99215 2.11

“Welcome to Medicare” visit
• G0402 (IPPE) 2.43
• AWVs

• G0438 (initial) 2.43
• G0439 (subsequent) 1.50

Prevention codes
Initial
• 99383 (Ages 5-11) 1.36
• 99384 (Ages 12-17) 1.53
• 99385 (Ages 18-39) 1.53
• 99386 (Ages 40-64) 1.88

Subsequent
• 99393 (Ages 5-11) 1.19
• 99394 (Ages 12-17) 1.36
• 99395 (Ages 18-39) 1.36
• 99396 (Ages 40-64) 1.53

Service code Work RVUs Service code Work RVUs Service code Work RVUs

SGIM
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limiting the use of unnecessary and in-
effective treatments—all play to the
strengths of general internists. GIM
may once again be rising to the top of
the mountain.

However, given that numerous
details regarding ACOs need to be
clarified (e.g. strategies for equitably
attributing patients to specific ACOs,
integrating smaller medical practices
into ACOs), it is reasonable to ask
some serious questions. For exam-
ple, will ACOs prove to be too chal-
lenging to create and sustain? Will
ACOs prove ineffective at improving
quality while controlling costs? Given
the short stay at the mountain top
that GIM enjoyed in the mid to late
1990s, will history once again repeat
itself? (Remember I’m from Cleve-
land and still recovering from the de-
parture of LeBron James.) 

For several reasons, I think not.
First, the fall of managed care and
capitation more than a decade ago
can be traced to a preoccupation
with decreasing costs, setting up
general internists as gatekeepers,
and limiting access to specialists. In
contrast, ACOs have a much
stronger focus on improving quality
and more equal sharing of economic
incentives and risk between general-
ists and specialists. Second, reducing
the federal budget deficit has be-
come a priority on both sides of the
aisle, and controlling federal health
care expenditures has never been
more important. Third, the increasing
adoption of electronic health records
and tools for communicating with pa-
tients outside of patient visits make
it feasible to introduce new efficien-
cies in care. Lastly, the creation of in-
creased accountability for patient
outcomes among providers is a no-
tion that strongly resonates with con-
sumers and policy makers. 

Thus, while it would be foolish to
ignore the many challenges that lie
ahead on the road to creating effective
ACOs, it’s a journey that needs to be
taken and one for which GIM is partic-
ularly well suited to play a leading role. 

I’d like to conclude this column
(my last as president) with a heartfelt
thank you to members for giving me

the opportunity to serve as president
and for everyone’s hard work in ad-
vancing SGIM’s missions and goals.
My year as president further con-
firmed the wealth of talent that exists
within the Society and the collective
passion and dedication of members.
The past year has also confirmed for
me the special role that SGIM holds
as a thought leader and a beacon in a
professional world that is increasingly
tainted by economic self-interest and
conflicts of interest. 

SGIM has had a tremendous
year—a new home, a successful cap-
ital campaign, building our influence
in organized medicine, and conven-
ing an agenda-setting conference on
patient-centered medical home edu-
cational issues to name a few ac-
complishments. Nonetheless, it has
also been a year that has had its
challenges, most notably the difficult
decision we reached last summer to
keep our annual meeting in Phoenix
and the difficult task taken on by
Council of developing a plan for long-
term fiscal stability without seeking
support from the pharmaceutical in-
dustry. We’ve also been on a roller
coaster ride with regard to advancing
our agenda in health policy. While the
year began with unbridled enthusi-
asm as a result of provisions in the
Affordable Care Act that called for in-
creased reimbursement for primary
care and funding for primary care
training, comparative effectiveness
research, and innovative practice
models, the year is ending with
some uncertainty with regard to the
ultimate fate of these provisions, as
a new Congress begins its tenure. 

Through it all, though, I remain
bullish on SGIM and the broader field
of GIM. Our collective desire to build
a more effective and more equitable
delivery system and to center patient
care on the patient will ultimately win
out. As Churchill adroitly noted, “You
can always count on Americans to
do the right thing—after they’ve tried
everything else.” 
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sions. For example, these faculty can
serve as mentors for non-fellowship-
trained hospitalists, provide method-
ological expertise for hospitalist
quality improvement projects, and
provide role models for residents and
students considering academic hospi-
talist careers. For academic hospital
medicine to thrive, we must grow the
ranks of fellowship-trained hospital-
ists. Internal medicine residents con-
sidering academic hospitalist careers
often meet with hospitalist program
directors, general medicine division
chiefs, and department chairs. Those
meetings provide us the opportunity
to ask, “Have you considered hospi-
talist fellowship training?” For those
interested, the good news is that
there are now many options out
there.
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Prior visits with multiple providers
had been focused on her burden of
cardiovascular disease. Thus, the
extent of her dementia had not
been revealed, and her family had
not been offered the proper sup-
port and assistance for coping with
her limitations. Again, I felt that
only by spending time with the pa-
tient and letting her express herself
were my attending and I able to
make a difference in her care.

When I think back to these turn-
ing points in my life, I feel that we
as a profession must rethink our
present day practice. Modern medi-
cine is at great risk of overempha-
sizing the technological advances
that have rapidly enhanced our sci-
entific understanding and diagnos-
tic capabilities. Physicians today
often rely heavily on investigations
to expedite care plans, with pa-
tients being viewed as conglomera-
tions of lab results and
systems-based problem lists. Cur-
rent health care models and finan-
cial constraints have led to the
shortening of office visits. 

Patients are often unable to ex-
press themselves. Elders are fre-
quently limited in their ability to
communicate and are challenged
by a variety of complex psychoso-
cial problems that require attention
and deserve evaluation. By limiting
the time devoted to physician-pa-
tient interactions, we run the risk
of blunting the expression of hu-
manity that the physicians of old
brought to their practices. To them,
the time needed to connect and
communicate with patients was
paramount in understanding not
only disease processes but also
the struggle to accept the burdens
of those maladies. 

Finally, the rapid expansion of
sub-specialization in medicine risks
further fragmentation and the dis-
continuity of care. Multi-provider
and multi-specialty medicine can re-
sult in individuals being exposed to
a world of expertise. However, this
can be a double-edged sword due
to poor communication—not only
between doctors and patients but

ESSAY
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also among health care providers.
Poor continuity and lost opportuni-
ties for communication can result in
missing a crucial diagnosis or ad-
verse drug reaction.

In summary, the true nature of
medicine is often the topic of schol-
arly debate; it is both art and sci-
ence. The science clarifies
pathophysiology and may lead to dis-
ease-specific interventions and even
cure. However, the art allows us to
understand the patient behind the ill-
ness and holistically care for com-
plex human needs. It is this art that
the physicians of old brought to the
profession, and it is this art that we
must not forget. More than ever, the
key to successfully treating our pa-
tients and avoiding adverse out-
comes lies in the art of skilled and
empathic communication, the art of
understanding the individual behind

the illness, and the art of practicing
patient-centered care. Only then will
we provide care that is satisfying to
both patients and physicians. 
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Clinician-Investigator position 
at the Assistant/Associate

Professor level
The Center for Quality of Care Research
at Baystate Medical Center/Tufts
University School of Medicine seeks
applicants for a Clinician-Investigator
position at the Assistant/Associate
Professor level within the Center. The
position offers substantial protected time
and the opportunity for close mentoring
within a small and successful health
services research group for a period of
up to 3 years. Interests include the
implementation and evaluation of local
and policy level approaches to improve
health care delivery, and observational
studies of treatment effectiveness and
comparative effectiveness. The research
environment includes diverse patient
populations, an integrated EMR, a close
link to hospital quality improvement
activities, the Tufts CTSI, the Hospital
Medicine Research Network (HOMERN)
and collaborative relationships with
Premier and the Oklahoma Foundation
for Medical Quality. Applicants should be
board-certified; research fellowship
trained, and is committed to pursuing a
career as an independent investigator.
Baystate Medical Center is located in the
beautiful and culturally-rich Pioneer Valley
of Western Massachusetts. Salary and
academic appointment commensurate
with qualifications. Send letter of interest
and CV to:

Peter K. Lindenauer, MD, MSc,
Director, Center for Quality of Care
Research; 
280 Chestnut Street; 3rd Floor;
Springfield, MA 01199.
Peter.Lindenauer@bhs.org

Academic Hospitalist
Walter Reed Army Medical Center,
Section of General Internal Medicine in
Washington, DC, seeks BC/BE Aca-
demic Hospitalist for our inpatient
teaching service. Duties include teach-
ing, quality improvement and patient
safety initiatives, and some committee
work. Prior training or clinical experience
at a major academic medical center is
preferred. Research opportunities are
available for qualified candidates.
Successful candidates will receive a
faculty appointment at the Uniformed
Services University of the Health
Sciences. Inpatient service six months
annually, no overnight call required.

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.

Benefits include competitive salary,
health, dental, life and disability
insurance, retirement savings plan, and
malpractice coverage.

The position is civilian and no prior
military experience is required.
Interested candidates should forward
their CV to: Ethel Hackett at
ethel.hackett@us.army.mil

Assistant/Associate Professor of
Health Policy and Management

The Department of Health Policy and
Management at the Harvard School of
Public Health is seeking candidates for
the position of assistant or associate
professor to teach and conduct research
in health policy. This is a tenure-ladder
position, with the academic rank to be
determined in accordance with the
successful candidate’s experience and
productivity. We are particularly inte-
rested in candidates with scholarly
interests in quality of care, although the
successful candidate should possess a
broad knowledge of both health care
and health policy. Candidates will be
expected to undertake empirical re-
search on quality of care and related
topics employing statistical and eco-
nometric methods. Candidates should
have demonstrated the experience and
skills necessary to play a central role in
research and teaching.

Candidates should hold a doctoral
degree in medicine (M.D.) and
additional training in research. Advanced
graduate level training in health policy or
another closely related social science
discipline is highly desired, but not
required. We expect that this individual
will conduct research on quality of care
and related delivery system issues.
Other qualifications include advanced
methodological training, evidence of
ability or the potential to manage
national and international projects, to
collaborate with professionals in other
disciplines, and to teach health policy
and management courses at the
graduate level.

Please send a letter of application,
including a statement of current and
future research interests, curriculum
vitae, sample publications, and the
names of four referees to the address
below. The electronic submission of
application documents to the email
below is welcome.

Chair, Search Committee for
Assistant/Associate Professor of Health
Policy and Management

c/o Hayden Rockson, 
Search Administrator
Department of Health Policy and
Management
Harvard School of Public Health
677 Huntington Avenue
Boston, MA 02115
Email: hrockson@hsph.harvard.edu

Harvard University is committed to
increasing representation of women
and minority members among its
faculty and particularly encourages
applications from such candidates.

Director - Patient Safety and
Quality Research Program

The Department of Medicine at Mayo
Clinic in Rochester, MN invites
applications for the Director of the
Patient Safety and Quality Research
Program (PSQR). The successful
candidate is anticipated to lead a multi-
disciplinary collaborative team and enjoy
a strong reputation in patient safety and
quality research. Additional
opportunities will be available to partner
with the Mayo Healthcare Delivery
Research Program and Mayo Clinic
practice initiatives focused on patient
safety. Generous resources will be
available for both the individual’s
research program and broader PSQR
initiative. Candidates with an MD or
MD/PhD or equivalent degree with
practicing skills in internal medicine or
one of its subspecialties are preferred,
although applications from non-
clinicians will be considered as well.
Mayo Clinic is a world-class academic
medical center with over 2900 staff
physicians and scientists and
exceptional resources for both clinical
and academic activities. Its location in
Rochester, MN, combines the ease of
small city living with easy access to
additional cultural and entertainment
opportunities in nearby Minneapolis/St.
Paul. Local schools are excellent. The
compensation package at the Mayo
Clinic is highly competitive and includes
exceptional professional benefits. To
learn more about Mayo Clinic and
Rochester, MN please visit
ww.mayoclinic.org/physician-jobs.
Interested applicants should submit a
curriculum vitae, a statement of
interests and goals, along with the
names and contact information of three
references via email to either:

Vijay Shah, M.D. Co-Chair, PSQR
Search Committee, Assistant Chair of
Research, Department of Medicine
Email: shah.vijay@mayo.edu
Victor Montori, M.D. Co-Chair, PSQR
Search Committee, Director,
Healthcare Delivery Research
Program Email: kerunit@mayo.edu
Mayo Clinic 200 First Street SW,
Rochester, MN 55905

Mayo Foundation is an affirmative
action and equal opportunity employer
and educator. Post-offer/pre-
employment drug screening is
required.

Director of Interdisciplinary
Clinical Simulation Center

The University of Tennessee Health
Science Center (UTHSC) in Memphis,
Tennessee is actively seeking a Director
of Interdisciplinary Clinical Simulation
Center. The Director will be responsible
for all aspects of building an inter-
disciplinary, teamwork-focused simula-
tion curriculum at UTHSC, supervise the
Center staff, and oversee the financial
resources of the Center. The Director
should have a minimum of two years
experience in design and delivery of
clinical simulation programs, leadership
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experience, have demonstrated the
ability to bring together divert groups of
people, and have an advanced degree in
a health care field, such as DNS/DNP,
EdD, or MD. Time will be divided
between administrative responsibilities,
and instructional design and oversight.
Academic rank will depend upon
qualifications and experience. Send
cover letter and CV to:

Dr Cheryl Scheid, Vice Chancellor of
Academic Affairs, UTHSC, 62 S.
Dunlap, Room 400, Memphis, TN
38163 or cscheid@uthsc.edu. 

The University of Tennessee is an
EEO/AA/Title VI/Title IX/Section
504/ADA/ADEA institution in the
provision of its education and
employment programs and services.

MD or PhD-trained researchers
at Assistant/Associate Professor

level
CLINICAL/HEALTH SERVICES
RESEARCHERS. Division of General
Internal Medicine, University of Texas
Southwestern Medical Center, Dallas,
TX is seeking MD or PhD-trained re-
searchers at Assistant/Associate Pro-
fessor level. Great research infra-
structure: university/safety net health
systems with same EPIC EMR, CTSA,
KL2, research cores (informatics,
biostatistics, social science, CBPR).
Areas of interest: epidemiology,
outcomes, health services research,
quality, patient safety, chronic disease

management, adherence, disparities,
CBPR, informatics, hospital medicine,
geriatrics, palliative care. Salary/rank
commensurate with experience. Send
letter/cv to: 

Ethan Halm, MD, MPH, University of
Texas Southwestern Medical Center,
5323 Harry Hines Blvd, Dallas, TX
75390-8889 or email:
Ethan.Halm@utsouthwestern.edu 

Equal opportunity/affirmative action
employer.

Instructor/Assistant Professor
Charleston, South Carolina. Medical
University of South Carolina—Full-time
faculty position at the
Instructor/Assistant Professor level
available April 2011 in our on-campus
University Internal Medicine (UIM)
academic primary care practice in
Charleston, SC. Board certification in
Internal Medicine is required, and
fellowship training and/or MPH is
preferred. Responsibilities include both
resident outpatient clinic supervision as
well as participation in our faculty
practice. The faculty member will be
expected to participate in the resident
quality improvement program. This is a
great opportunity to relocate to beautiful
Charleston and work in a thriving
academic training and practice
environment. Academic rank and
compensation are commensurate with
experience with excellent benefits.
Send CV to:

Kimberly S. Davis, MD, Director
UIM—davisks@musc.edu. Tel: (843)
792-5386.

MUSC is an equal opportunity employer,
promoting workplace diversity. m/f/v/d

Professor and Chief, Division of
General Internal Medicine

The Department of Medicine, University
of Oklahoma Health Sciences Center, is
recruiting an academic internist to lead
the research, clinical and educational
programs in general internal medicine.
We seek an accomplished internist with
experience in clinical research, clinical
operations and education. The selected
individual will possess accomplishments
allowing for appointment at the
Associate Professor or Professor level.
Opportunities exist to conduct research
that complements departmental
programs in vascular and coagulation
biology, immunology, congestive heart
failure, geriatrics, diabetes, connective
tissue disorders, oncology and
hypertension. Interested candidates
should submit their curriculum vita to:
Eileen Blake, of Alexander, 
Wollman and Stark at
eblake@alexanderwollmanstark.com
or Michael S. Bronze, MD, Professor
and Chair of Medicine, 
PO Box 26901, WP1140, 
Oklahoma City, OK 73190. 
E-mail: Michael-Bronze@ouhsc.edu.

OUHSC is an equal opportunity
institution.
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Society of General Internal Medicine
2501 M Street, NW
Suite 575 
Washington, DC 20037
www.sgim.org

SGIM
FORUM

Director, Internal Medicine 
Residency Program

Woodhull Hospital, 
Brooklyn, NY

NYU School of Medicine seeks a well-
organized, enthusiastic physician for
Woodhull Hospital, a member of NYC
Health and Hospitals Corp. This
position reports to the Chief of
Medicine and oversees 54 Residents. 

Qualifications: BC IM with 5 years as
active Faculty member of AGME
accredited IM Residency Program,
preferably with 3 years leadership
experience. Candidates with less
leadership experience are also
welcome to apply. The ideal candidate
should enjoy teaching and be a hands-
on director who can shape Residents’
careers. He/she should have excellent
clinical and interpersonal skills. 

NYU School of Medicine offers a
competitive salary and strong benefits
package.

Contact: Lois Sacks, PPA Search  914-
251-1000x117 LSacks@ppasearch.com

We are an Equal Opportunity Employer and

provide a drug free workplace


