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CHS and Community Health Systems are tradenames/trademarks of Community Health Systems Professional
Services Corporation, which provides management services to affiliates of Community Health Systems, Inc.

Wherever you see yourself and your new practice, chances are a CHS-

affiliated hospital is nearby. And if you choose to practice with one, chances

are you’ll be glad you did. With more than 16,000 physicians – employed and

independent – serving on the medical staffs of 135 CHS-affiliated hospitals in

29 states, physician satisfaction is high (89% are satisfied or very satisfied),

and has been improving steadily since 2008.

Last year, more than $775 million was invested in these community hospitals

to improve services and access to care. Fifty of these hospitals – well over a

third – are designated Top Performers on Key Quality Measures by

The Joint Commission. Cumulatively, CHS-affiliated hospitals have achieved

20 consecutive quarters of improvement for CMS Core Measures.

While we’re literally “all over the map,” we’re also very focused on helping you

find a place to build a successful practice. Our affiliated hospitals have the

flexibility to meet individual needs and offer competitive recruitment

packages and start-up incentives, which

may include a commencement

bonus, paid malpractice insurance,

relocation assistance and

CME allowances.

Each year, hundreds of physicians

choose CHS-affiliated hospitals –

for the quality of care and quality

of life. One may be right for you!

For more information visit: www.chsmedcareers.com
Email: docjobs@chs.net Call: 800-367-6813

DoctorRecommended.
In 29 states and135hospitals.
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The Uniformed Services
Academy of Family Physicians

1503 Santa Rosa Road
Suite 207

Richmond, Virginia 23229
804-968-4436

FAX 804-968-4418
www.usafp.org

VISION

The USAFP will be the 
premier professional home 
that provides services to 
enhance the experience of 
current and future Uniformed 
Family Physicians.

MISSION

The mission of the 
USAFP is to support and 
develop Uniformed Family 
Physicians as we advance 
health through education, 
scholarship, readiness, 
advocacy, and leadership.

USAFP e-mail
Terry Schulte: tschulte@vafp.org
Mary Lindsay White: mlwhite@vafp.org

Newsletter Editor
Robert Oh, MD, MPH: Robert.oh@us.army.mil

This newsletter is published by the 
Uniformed Services Academy of 
Family Physicians. The opinions 

expressed are those of the individual 
contributors and do not reflect the 

views of the Department of Defense 
or Public Health Service.
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your academy leaders

Officers
President
Pamela M. Williams, MD
Travis AFB, CA
Pamela.williams@us.af.mil

President-Elect
Mark J. Flynn, MD, FAAFP
Camp Pendleton, CA
Mark.flynn@med.navy.mil 

Vice President
Robert C. Oh, MD, MPH
Tripler AMC, HI
Robert.oh@us.army.mil

Secretary/Treasurer
Joseph Perez, MD
US Coast Guard
New London, CT
joseph.l.perez@uscg.mil

Past President
Michael L. Place, MD
Ft. Carson, CO
Michael.place@us.army.mil

Executive Director
Terrence J. Schulte
Richmond, VA
tschulte@vafp.org

Directors
Air Force
Christopher Paulson, MD
Eglin AFB, FL
Paulson_nd@yahoo.com

John Hallgren, MD
Offutt AFB, NE
jdhallgren@yahoo.com

Christopher Jonas, DO
The White House, Washington, DC
Christopher.jonas@whmo.mil

Army
Douglas Maurer, DO
Madigan AMC, WA
Douglas.maurer@us.army.mil

Michael Oshiki, MD
Joint Base Lewis-McChord, WA
Michael.oshiki@us.army.mil

Laurel Neff, DO
Ft. Bragg, NC
Laurel.a.neff@us.army.mil

Navy 
Debra Manning, MD
Naval Hospital Pensacola, FL
Dr.deb.manning@gmail.com

Steve Kewish, MD
USNH Okinawa
Steven.kewish@yahoo.com

James Ellzy, MD
Ft. Belvoir, VA
ellzyj@gmail.com

Public Health Service
Trent Janda, DO
USCG Headquarters
Washington, DC
Trenton.a.janda@uscg.mil 

Edgardo Alicea, MD
USCG Savannah, GA
Edgardo.alicea@uscg.mil 

Residents
Haroon Samar, MD
Ft. Hood, TX
Haroon.samar@amedd.army.mil

Michelle Lynch, MD
Camp Lejeune, NC
Michelle.m.lynch@med.navy.mil

Sarah Avila, MD
Travis AFB, CA
Sarah.avila@us.af.mil

STUDENT
Rebecca Lauters
USUHS, MD
rebecca.lauters@usuhs.mil

AAFP 
Delegates
Maureen O. Padden, MD, MPH
Naval Hospital Pensacola, FL
scarlettmo@aol.com

Michael L. Place, MD
Ft. Carson, CO
Michael.place@us.army.mil

Alternates 
Pamela M. Williams, MD
Travis AFB, CA
Pamela.williams@us.af.mil

Mark J. Flynn, MD, FAAFP
Camp Pendleton, CA
Mark.flynn@med.navy.mil

Consultants
Air Force
Michelle Milner, MD
AFMOA, San Antonio, TX
Michelle.milner@us.af.mil

Army
Mark M. Reeves, MD
Ft. Sam Houston, TX
mark.m.reeves@us.army.mil

Navy
Jeffrey Quinlan, MD
USUHS, MD
jdquinlan@yahoo.com

USPHS/USCG
Michael Boquard, MD
Baltimore, MD
Michael.j.boquard@uscg.mil

Committee Chairs
Clinical informatics
Special Constituencies
Matt Barnes, MD
Lackland AFB, TX
matbarnes@gmail.com

Clinical Investigations 
Anthony Beutler, MD
USUHS, Bethesda, MD
thesportsmd@yahoo.com

Constitution And Bylaws 
James W. Keck, MD
NH Jacksonville, FL
jkeck@usna94.com

Education 
Douglas Maurer, DO
Madigan AMC, WA
Douglas.maurer@us.army.mil

Health Promotion And                        
Disease Prevention 
Todd May, DO
Camp Pendleton, CA
tjmaydo@gmail.com

Membership And                         
Member Services
Leo Carney, DO
Naval Hospital Pensacola, FL
leocarney@gmail.com

Newsletter Editor
Robert C. Oh, MD, MPH 
Tripler AMC, HI
Robert.oh@us.army.mil

Nominating 
Michael L. Place, MD
Ft. Carson, CO
Michael.place@us.army.mil

Pamela M. Williams, MD
Travis AFB, CA
Pamela.williams@us.af.mil

Mark J. Flynn, MD, FAAFP
Camp Pendleton, CA
Mark.flynn@med.navy.mil

Operational Medicine 
Shawn Alderman, MD
Ft. Lewis, WA
Shawn.alderman@us.army.mil 

Practice Management
Elizabeth Duque, MD
Ft. Hood, TX
Elizabeth.duque@us.army.mil

2013 Program Chairs
Kevin Kelly, MD
Ft. Hood, TX
kmkellymd2003@yahoo.com

Mark Stackle, MD
Ft. Bragg, NC
markstackle@gmail.com

2014 Program Chairs
Katie Crowder, MD
Travis AFB, CA
Katie.crowder@us.af.mil

Heidi Gaddey, MD
Travis AFB, CA
Heidi.gaddey@us.af.mil 

Resident And Student Affairs 
Kirsten Vitrikas, MD
Scott AFB, IL
kirsten.vitrikas@us.af.mil

Special Constituencies 
Luis Otero, MD
Travis AFB, CA
Luis_oterojr@yahoo.com

Stacy Fletcher, MD
Offutt AFB, NE
stacy.fletcher@offutt.af.mil 

Website
Leo Carney, DO
Naval Hospital Pensacola, FL
leocarney@gmail.com

Trent Janda, DO
USCG Headquarters
Washington, DC
Trenton.a.janda@uscg.mil 

officers and committees
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My friends and colleagues:
Thank you for the wonderful opportunity 

to serve as your President.  The year has been 
tumultuous, but I am confident that with the tre-
mendous professionalism and enormous dedica-
tion routinely displayed by each of you, we will 
continue to be the premier professional home to 
all Uniformed Family Physicians.   Your Board of 
Directors will be working very hard in the days 
to come to ensure that the USAFP continues 

our growing tradition of providing the very best 
in education, scholarship, readiness, advocacy 
and leadership.  Our collective creativity will be 
required, so please reach out to our elected lead-
ership to share your thoughts and some of those 
wonderful novel solutions to the challenges that 
we face.  I remain enormously proud to have 
served as your President and always honored to 
be counted among you.

				    Mike

Michael Place, MD
Ft. Carson, CO
Michael.place@us.army.mil

outgoing president’s message
Michael Place, MD

Greetings to each and every one of 
you wherever you are serving around 
the world!  First and foremost let me say 
thank you for the opportunity to serve 
as your President.  I relish this challenge 
and look forward to hearing from you 
about the course the USAFP needs to 
take on your behalf this year.  

As many of you know, the AAFP has 
always been very supportive of our chap-
ter, the members of the armed services, 
military families and veterans.  Because 
our Annual Meeting was cancelled, 

the AAFP took time at their recent 
Annual Leadership Forum to publically 
acknowledge the sacrifices made by the 
members of our academy and to induct 
the executive committee of USAFP in 
front of all those who had gathered for 

this national leadership meeting.  Later, 
AAFP President Jeff Cain attended 
our board meeting to induct the newly 
elected members of the Board of Direc-
tors.  We feel humbled and thankful for 
their ongoing support.

This past year has certainly proven that 
one true constant in our lives is change.   
It was with a heavy heart that we made 
the difficult decision to cancel the 2013 
Annual Meeting.  This necessary change 
requires further action that is founded in 

the USAFP’s mission and vision.  To move 
forward as an organization, we need to 
consider our strengths and stakeholder’s 
shared vision and values. As the board 
came together to meet in Kansas City, I 

Pamela M. Williams, MD
Travis AFB, CA
Pamela.williams@us.af.mil

incoming president’s message
Pamela M. Williams, MD

continued on page 6

“Change does not roll in on the wheels of 
inevitability, but comes through continuous 
struggle. And we must straighten our 
backs and work for our freedom. A man 
can’t ride you unless your back is bent.”
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challenged them to take this series 
of events as an opportunity to 
SOAR as an organization.  

Using an appreciative inquiry 
model of strategic planning, your 
board engaged in a series of critical 
conversations.  We discussed the 
Strengths of our Annual Meet-
ing and organization and consid-
ered the Opportunities that have 
been created by recent events.  We 
challenged each other to consider 
to what do we Aspire and what 
Results will mark that we are suc-
ceeding.  As I facilitated this dialog, 
I was filled with pride as the board 
members you elected represented 
your interests, ensuring that the 
USAFP continues to deliver to its 
members even in a time of fiscal 
uncertainty.  The energy in the 
room was truly remarkable.

I will share with you the bot-
tom line up front: the board unani-
mously voted to move forward with 
planning an Annual Meeting for 
2014.  As was the case for the 2013 
meeting, the board will remain 
good stewards of the financial 
assets of our organization through-
out this process.  The meeting will 
likely be different from those in 
recent years, but we are commit-
ted to making this signature event 
happen.  We are also committed 
to focusing on new opportunities.  
The new website which is under 
active development will be the 
most visible face of these opportu-
nities in the near future.

Martin Luther King, Jr said that, 
“Change does not roll in on the 
wheels of inevitability, but comes 
through continuous struggle. And 
we must straighten our backs and 
work for our freedom.  A man can’t 
ride you unless your back is bent.” 
I look forward to standing tall and 
walking forward with you this year.

ministryhealth.org

Ministry Health Care is an integrated system  
of hospitals and clinics located across Wisconsin.  
We are widely recognized as one of the top-rated  
health care systems in the state with 15 hospitals,  
47 clinics and more than 650 clinicians. We  
are seeking BC/BE Family Medicine physicians  
to join our clinics in Crandon, Stevens Point and Thorp, Wisconsin.  

FAMILY MEDICINE WITH MINISTRY HEALTH CARE:
Our physicians enjoy state-of-the-art facilities, leading edge technology and  
a lucrative compensation package. But most of all, they value the opportunity  
to work among a team of professionals as talented and passionate as they are. 

Physicians who have recently joined Ministry Medical Group indicate that the  
excellent work/life balance combined with friendly, thriving communities was  
ultimately what drew them here. 

Beautiful, safe and affordable neighborhoods, friendly communities and  
year-round recreational opportunities make Wisconsin a GREAT place  
to live and work. 

WE INVITE YOU TO EXPLORE OUR OPPORTUNITIES!

FAMILY MEDICINE OPPORTUNITIES

CONTACT: SHELLY ZIMMERMANN  |  715.346.5620
MMGRECRUITMENT@MINISTRYHEALTH.ORG

Come join our team of talented, 
passionate medical professionals!

Opportunities available statewide.
Visit www.tachc.org/careers or call our
team of recruiters at 1.800.856.2666.

With over 70 member centers, the Texas 
Association of Community Health Centers 
has the perfect opportunity for you!
•	 Live the metropolitan life in Dallas, Houston or         

San Antonio
•	 Enjoy the serenity of the rolling Texas Hill Country
•	 Delight the senses with the music, cuisine and 

sweeping vistas of the Texas Panhandle
•	 Experience the lushness of East Texas’ Piney Woods
•	 Find adventure hiking, biking or white water rafting   

in West Texas
•	 Take in the natural beauty of the Rio Grande Valley 

with its many state parks and wildlife refuges
•	 Soak up the sunshine on our fabulous Gulf Coast 

beaches
•	 B/E or B/C Family Medicine, Family Medicine              

w/Ob and PAs
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By now you are all aware of the 
many challenges faced by our various 
military branches with regards to the 
budget, and our ability to satisfy our 
respective missions.  The direct impact 
with our Academy was, of course, 
the cancellation of this year’s Annual 
Meeting in Orlando.  No doubt, each 
of you can cite any number of other 
changes and adaptations made locally, 
regionally, and DoD-wide which will 
be ongoing.

I wish to take this opportunity to 
speak to the purpose of this publica-
tion.  We have always had what I would 
consider a robust newsletter, with no 
shortage of qualified authors and top-
ics to easily fill our pages.  This issue 
is no exception!  However, because of 
the meeting cancellation, we are pub-
lishing the abstracts for all the win-
ning submissions from the Annual 
Research Competition.  Our Clinical 
Investigations committee, headed by 
Dr. Anthony Beutler, had the challenge 
of (with very little notice!) coming up 
with a fair way to assess each submis-
sion and still find a way to recognize 
those who devoted the time and effort 
on their works.  Congratulations to 
each of the winners!  We hope to do 
this live next year.

As for the future of this newslet-
ter, your Board of Directors has dis-
cussed the possibility of augmenting 
our usual slate of articles.  With the 
tight restrictions on our ability to 
travel for Continuing Medical Educa-
tion (CME) credits, we are beginning 
to look into what it might take to add 
CME articles to our newsletter.  It 
takes just one glance at a given month’s 
American Family Physician to see how 
many military FP’s are writing qual-
ity, evidence-based and peer-reviewed 
articles.  We, as a group, have the tal-
ent and the drive!

You should also be aware that our 
new website is under development, and 
we are excited about the possibilities 
for how our membership can best ben-
efit from its content and services.  That 
is another portal to take advantage of 
for CME, and will likely play a larger 
role in coming years as our budgetary 
belt-tightening lingers.

As I turn over the reins for the 
newsletter to the very-capable Dr. Rob 
Oh, and step into the President-Elect 
position of our Academy, I want to 
express my admiration for our Board 
of Directors - much heavy lifting has 
been done and continues to be done 
to keep our Academy vibrant, strong, 
and flexible to meet the challenges of a 
changing reality.  I also want to recog-
nize our chapter staff for the incredible 
behind-the-scenes work they do every 
day to keep our chapter one of the best 
in the nation.  And finally, for each of 
you and the work you do every day tak-
ing care of our soldiers, sailors, airmen, 
Marines, and all the dependents and 
retirees whom entrust us with their 
care.  I am proud to be one of you!

editor’s voice
Mark J. Flynn, MD, FAAFP

Mark J. Flynn, MD, FAAFP
Camp Pendleton, CA
Mark.flynn@med.navy.mil

Members in
the News

The USAFP Board of Directors en-
courages each of you to submit infor-
mation on USAFP “Members in the 
News” for publication in the news-
letter. Please submit “Members in 
the News” to Mary Lindsay White 
at mlwhite@vafp.org.

Newsletter
Submission

Deadline

REMINDER:  The deadline for 
submissions to the summer maga-
zine is 20 July 2013. 

Research Grants

The Clinical Investigations Com-
mittee accepts grant applications 
on a rolling basis. Visit the USAFP 
Web site at www.usafp.org for a Let-
ter of Intent (LOI) or Grant Applica-
tion.  Contact Dianne Reamy if you 
have questions. direamy@vafp.org.

Research Judges

Applications for research judges are 
accepted on a rolling basis. Please 
contact Dianne Reamy (direamy@
vafp.org) to request an application.

Do you feel strongly 
about something 

you read in the 
Uniformed Family 
Physician? About 

any issue in military 
Family Medicine? 

Please write to me...
Robert Oh, MD
Robert.oh@us.army.mil
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Installation of
2013-2014 USAFP Board of Directors

The 2013-2014 USAFP Board of Directors was officially 
installed by AAFP President Jeffrey Cain, MD during the 
AAFP’s Annual Leadership Forum/National Conference of Spe-
cial Constituencies April 25-27, 2013 in Kansas City, Missouri.  

The Officers were installed on Friday, April 26th during the 
ALF/NCSC Plenary Luncheon and the Directors were installed 
on Saturday, April 27th during the Board of Directors meeting.  
Congratulations to the 2013-2014 USAFP Board of Directors!!

board of directors

President
Pamela M. Williams, MD

President – Elect
Mark J. Flynn, MD 

Vice President
Robert C. Oh, MD 

Air Force Director
Christopher E. Jonas, DO

Army Director
Laurel A. Neff, DO

Navy Director
James A. Ellzy, MD 

CG/PHS Director
Edgardo Alicea, MD 

Air Force Resident
Sarah Avil

Army Resident
Haroon Samar, MD

Navy Resident
Michelle Lynch, MD

Pictured left to right are: Sarah Avila, MD, Air Force Resident 
Director, James Ellzy, MD, Navy Director, Laurel Neff, DO, Army 
Director, Installing Officer AAFP President Jeffrey Cain, MD, 
Christopher Jonas, DO, Air Force Director, Haroon Samar, MD, 
Army Resident Director and Michelle Lynch, MD, Navy Resident 
Director.  Not pictured is Edgardo Alicea, MD, CG/PHS Director.

AAFP President Jeffrey Cain, MD installs USAFP Officers during 
the ALF/NCSC Plenary Luncheon on Friday, April 26, 2013 in 
Kansas City, Missouri.  Pictured left to right are Dr. Cain, USAFP 
Past President Michael L. Place, MD, USAFP President Pamela 
M. Williams, MD, USAFP President-Elect Mark J. Flynn, MD and 
USAFP Vice President Robert C. Oh, MD.

USAFP Board of Directors
Meets in Kansas City

The 2012 and 2013 USAFP Boards of Directors met in 
Kansas City on April 27th for a joint meeting.  2012-2013 
USAFP President Michael Place, MD presided over the 
first part of the meeting and 2013-2014 USAFP President 
Pam Williams, MD presided over the second part of the 

meeting.  As noted in Dr. Williams Incoming President’s 
Message, the Board voted to move forward with the plans 
and programming of a 2014 USAFP Annual Meeting.  
Stay tuned for more information on the specifics of the 
2014 Annual Meeting!! 
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research competition
winners

•	 FIRST PLACE CLINICAL 
INVESTIGATION 

OBESITY AND MUSCULOSKELETAL 

INJURIES IN THE U.S. AIR FORCE: 

ASSOCIATIONS AND IMPLICATIONS

Nathaniel S. Nye, MD
RESIDENT CATEGORY

•	 SECOND PLACE CLINICAL 
INVESTIGATION 

EAR ACUPUNCTURE FOR ACUTE 

SORE THROAT: A RANDOMIZED 

CONTROLLED TRIAL

David Moss, MD
RESIDENT CATEGORY

•	 FIRST PLACE EDUCATIONAL 
RESEARCH  

CURRICULUM CHANGES TO 

INCREASE RESEARCH IN A FAMILY 

MEDICINE RESIDENCY PROGRAM

Anna Oberhofer, MD
RESIDENT CATEGORY

•	 FIRST PLACE CASE REPORT 

BILATERAL PATELLAR TENDON 

RUPTURE AFTER LEVOFLOXACIN 

USE: A CASE REPORT

Jamie L. Krassow, MD
STAFF CATEGORY

•	 FIRST PLACE CASE REPORT  

SUBSEGMENTAL PULMONARY 

EMBOLISM: TO TREAT OR NOT

TO TREAT

James T. Cassleman, MD
RESIDENT CATEGORY

•	 SECOND PLACE CASE REPORT  

HEART ASSAULT: A CASE OF 

ACCELERATED IDIOVENTRICULAR 

RHYTHM IN A SOLDIER WITH

HEAT STROKE

Michael Bybel, DO
RESIDENT CATEGORY

Congratulations to the
2013 USAFP Research

Competition Winners!!
The USAFP Research Judges received 115 submissions for 

the USAFP Research Competition.   Of these submissions, 38 
were initially accepted for presentation at the USAFP Annual 
Meeting (10 Clinical Investigations, 2 Educational Research 
Projects, 11 Case Reports, and 15 Posters).

Following the cancellation of the USAFP Annual Meeting, 
the following two options were made available to all partici-
pants accepted to the 2013 Research Competition:

 
Option 1: 
Defer acceptance to the 2014 USAFP Competition

If option 1 (deferment) was chosen, the project would au-
tomatically be accepted for presentation AS A POSTER at 
the 2014 USAFP Meeting.  If competing for a podium pre-
sentation slot, participant would need to re-apply before the 
Fall 2013 Call for Papers deadline.  If not selected for podium 
presentation, presenter would still be guaranteed a poster 
presentation slot. 

Option 2: 
Participate in the 2013 USAFP web-based Competition

If option 2 (web competition) was chosen, the presenter was 
responsible to make and upload a YouTube video of the presen-
tation.  Poster videos were no longer than 5 minutes.  Podium 
presentations were no longer than 10 minutes.  The USAFP 
judges scored the presentation video and scores were calculated 
per the usual protocol.   Projects in the 2013 web competition 
will only be eligible for presentation at future USAFP meet-
ings in the “previously published/presented research” category.

Congratulations to the winners! 

continued on page 10

Of these submissions, 38 were initially 
accepted for presentation at the USAFP 
Annual Meeting (10 Clinical Investigations, 
2 Educational Research Projects,
11 Case Reports, and 15 Posters).
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Practice Opportunity for
Full time provider. Inpatient and
out patient opportunities. 

•	 New state of the art building 
just west of Richmond, VA

•	 New Housing opportunities 
readily available

•	 Lab and x-ray on site

•	 Competitive compensation  
and benefit package 

Please contact Cathy Brown
804-794-5411 x155 or
cbrown@vaphysicians.com.

A Division of Virginia Physicians, Inc.

INSPIRING BETTER HEALTHTM

JOIN A TEAM THAT PUTS THE PATIENT FIRST

If caring for patients is the reason you became a doctor, join
the nearly 600 physicians of Carilion Clinic who share your
philosophy. A nationally recognized innovator in health-
care, Carilion is changing the way medicine is practiced. Our 
medical-home approach to primary care lets you focus your
energy on the highest risk patients, while the electronic 
medical record enables seamless coordination with Carilion
specialists in nearly 60 fields. And with online access to
their medical records, patients can become more involved
in their care, too. With tools that make you more efficient
and an environment that values better care, Carilion gives
you the freedom to focus on your patients’ well-being —
without overlooking your own.

Virginia’s southwest region is one of the best kept secrets.
Quality of life in the Blue Ridge Mountains is high and the
cost of living is low. The area offers a four-season play-
ground for mountain and lake recreation, as well as a rich
array of arts, humanities and cultural experiences. 

AA/EOE

Family Medicine opportunities are available in the 
following southwest and central Virginia communities:
Christiansburg (FP/OB) Bedford* (Outpatient)
Martinsville (Outpatient) Rocky Mount* (Outpatient)
Galax* (Outpatient/Inpatient) Weyers Cave (Outpatient)
Smith Mountain Lake (Outpatient) Pearisburg (Outpatient)
Tazewell* (Outpatient) Staunton (Outpatient)
Waynesboro (Outpatient) Roanoke (Outpatient)
Urgent Care (FT, Various Locations) Float (FT, Various Locations)

* For information on additional incentives available for designated
locations, contact Penny Daniel, physician recruiter, Cari lion
Clinic, 800-856-5206 or padaniel@carilionclinic.org.

CarilionClinic.org

J1412 Family Med Spring 2013 Recruit 5125x4875_Layout 1  4/29/13  1:26 PM  Page 1

•	 THIRD PLACE CASE REPORT 

BISPHOSPHONATES: PUSHING 

THEIR UTILITY TO THE 

BREAKING POINT

Michael O. Needham, MD
RESIDENT CATEGORY

•	 FIRST PLACE CLINICAL 
INVESTIGATION POSTER 
DISPLAY 

STUDENT FITNESS: 

PEDOMETRY AS INCENTIVE?

Robert M. Lystrup, 2nd Lt
MEDICAL STUDENT 
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Introduction/Background: Scholarly activity is an 
important component of residency programs accredited 
by the American Academy of Graduate Medical Education 
(ACGME ). Amidst the many other ACGME and profes-
sional obligations, finding time and support for resident 
research can be challenging. Thus it is important to equip 
residents with the tools needed to perform scholarly activity 
both during and after residency.

Methods/Intervention: We conducted a retrospec-
tive study of the implementation of a series of curriculum 
initiatives on scholarly productivity at Naval Hospital Jack-
sonville. Beginning in 2010, educational interventions were 
rolled out in three parts. First, a faculty research coordi-
nator (FRC) was established. Second, a scholarly activity 
point system was adapted from one published by Seehu-
sen et al, along research and conference tracking systems. 
Third, a resident research coordinator (RRC) position was 
created. The FRC and RRC acted as liaisons between 
residents, faculty, and non-faculty staff, and created an 
annual scholarly activity workshop. An analysis of scholarly 
productivity was performed using descriptive statistics.

Results/Outcome: In 2009, prior to the roll out of 
these curriculum changes, the number of resident schol-
arly projects per resident, defined as regional or higher 
posters/presentations and peer reviewed publications, was 
0.07 with 4 residents involved. In 2012, the research per 
resident was 0.91, with 26 residents involved, showing an 
expansion in resident participation and a 13-fold increase 
in productivity

Conclusion/Discussion: Our analysis reveals an 
association between our implementation of new curricular 
initiatives and increased research among residents, similar 
to growth demonstrated by the innovations of Seehusen et 
al, with the addition of increased participation. Limitations 
of this study include reliance on the accuracy of past re-
cords and a small sample size. We believe this is a model 
that could be implemented

CURRICULUM CHANGES TO INCREASE RESEARCH 
IN A FAMILY MEDICINE RESIDENCY PROGRAM 
Anna Oberhofer, MD, LT, MC USN, Naval Hospital 
Jacksonville, Jacksonville, FL, 32214, Robert Lennon 
MD, JD, LT, MC USN, Naval Hospital Jacksonville, 
Jacksonville, FL, 32214 Vanessa McNair MD, MPH 
Naval Hospital Jacksonville, Jacksonville, FL, 32214

First Place/Educational Research
RESIDENT CATEGORY

Objective: Does Battlefield Acupuncture (BFA), an ear 
acupuncture technique, reduce pain, medication usage, 
and missed work hours when added to standard therapy in 
patients with acute sore throat.

Design: Unblinded randomized controlled trial.

Setting: Nellis AFB Family Medicine clinic

Study Population: n=24; Men and non-pregnant women 
age ≥18 years with acute sore throat and pain level ≥5 on 
0-10 scale.

Intervention: Control group: Standard treatment (STD) 
consisting of NSAIDs and/or antibiotics. Treatment group: 
Standard treatment plus semi permanent gold ASP nee-
dles placed in BFA points in one or both ears until patient 
is satisfied with pain control or all 10 points are used.

Main And Secondary Outcome Measures: 1) 
Pain scores at presentation, 15 min, 6 hrs, 24 hrs and 48 
hrs post-randomization. 2) Ibuprofen doses up to 48 hrs 
post-procedure. 3) Total missed work hours up to 48 hrs 
post-procedure.

Statistical Analysis: 2 sided t-test

Results: Similar initial pain scores between both groups 
(5.83 STD vs 6.42 BFA p=0.134). Lower pain scores in the 
BFA group at all other time points (15 min, 5.67 STD vs 
3.00 BFA p=0.003; 6 hrs, 4.17 STD vs 2.92 BFA p=0.190; 
24 hrs, 3.92 STD vs 1.75 BFA p=0.005; 48 hrs, 2.67 STD 
vs 0.67 BFA p=0.001). Less total ibuprofen doses in the 
BFA group at 48 hrs (4 STD vs 2.25 BFA p=0.115). Less 
hours of work missed in the BFA group at 48 hrs (6.75 
STD vs 0.83 BFA p=0.010).

Conclusions: BFA decreases pain scores, and missed 
hours of work for up to 48 hours in clinic patients with 
acute sore throat. The decrease in NSAID doses was not 
statistically significant. As a technique easily learned by 
non-acupuncturists, BFA can be a valuable treatment op-
tion for sore throat pain.

EAR ACUPUNCTURE FOR ACUTE SORE THROAT. A 
RANDOMIZED CONTROLLED TRIAL David A Moss, 
MD, Nellis AFB, Las Vegas, NV 89081; Heather 
Pickett, DO, Nellis AFB, Las Vegas, NV 89081

Second Place/Clinical Investigation
RESIDENT CATEGORY
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Introduction: Chest pain is a common complaint with 
etiologies ranging from benign to life threatening. Recent 
advancements such as the troponin-I have increased phy-
sician’s ability to detect myocardial damage shortly after 
symptom onset and with increased specificity. Presented 
is a young adult patient on monotherapy with Vancomycin 
who developed chest pain and troponinemia.

Case Presentation: 24 year-old Caucasian male with 
no cardiac risk factors admitted for intravenous therapy for 
cellulitis. Patient was started on Vancomycin and no other 
medications; while hospitalized, patient developed palpita-
tions, diaphoresis, and acute chest pain immediately after 
the third IV administration of Vancomycin. Subsequent 
studies demonstrated peak troponin-I of greater than 8. 
Electrocardiogram, echocardiogram, cardiac computed 
tomography angiogram, and cardiac magnetic resonance 
imaging showed no evidence of ischemia, wall motion 
abnormality, or other irregularities. Cardiology consult 
obtained and patient given diagnosis of myonecrosis, likely 
secondary to Vancomycin.

Discussion: While this case cannot definitively prove 
an association with cardiac necrosis, our patient’s unre-
markable history, ancillary studies, and imaging are highly 
suggestive. Literature review reveals that Vancomycin has 
rarely been associated with sudden cardiac arrest, but 
these few cases were with rapid infusion in neonates. The 
pathophysiology behind this potential Vancomycin-induced 
myonecrosis remains uncertain, as known mechanisms 
of local tissue necrosis typically involve the integument. 
Without central venous access, this mechanism is unlikely 
in our patient. Another potential mechanism would include 
medication contamination, which is rarely described in 
literature. Our case would contradict previous findings in 
preoperative patients who underwent slow infusion of Van-
comycin prior to cardiac surgery without evidence of tissue 
effect or depression.

Scholarly Question: Has Vancomycin previously 
been associated with myonecrosis?

Conclusion: This case presents a possible adverse drug 
reaction. Should further cases be encountered, surveil-
lance studies may be warranted.

“Don’t Go Vanc-ing My Heart”: Vancomycin-
associated Myonecrosis in a Male with No Cardiac 
Risk Factors Elisabeth Chang, MD and Shane Larson, 
MD, Department of Family Medicine, Tripler AMC, 
Honolulu, HI 96859

Second Place/Case Report Poster Display
RESIDENT CATEGORY

Introduction/Objective: Pulmonary embolism (PE) 
isolated to subsegmental arteries is an area of emerging 
research. Inadequate understanding about limitations of 
current decision models has potential to delay diagnosis of 
subsegmental PE while new studies suggest a dangerous 
trend of overtreatment. Presented is a case of sub-seg-
mental PE in a healthy female who had a normal d-dimer 
and bilateral lower extremity ultrasound.

Case presentation: 34 year-old female presented 
to the emergency room for transient episodic substernal 
chest pressure without dyspnea. History was remarkable 
for intercontinental air travel within the 10 months preced-
ing symptom onset, during which time the patient experi-
enced single episode self-limited bilateral lower extremity 
swelling. She had no other risk factors for PE. Heart, lung 
and extremity exams were normal. Labs showed normal d-
dimer and mildly elevated troponin I. Chest x-ray, EKG and 
bilateral lower extremity Doppler ultrasound were normal. 
CT pulmonary angiogram revealed subsegmental PE to 
the left lower lobe. Subsequent workup excluded occult 
malignancy and hereditary thrombophilia.

Discussion: Isolated subsegmental PE represents about 
5% of all diagnosed PE. Its clinical significance remains 
unclear given many cases are asymptomatic and without 
increased morbidity/mortality. PE is thought to be reliably 
excluded when pre-test probability and d-dimer measure-
ment are appropriately combined using validated clinical 
decision rules. However, d-dimer sensitivity for subseg-
mental PE is only 50%, raising concern about whether cur-
rent diagnostic decision models are valid for subsegmental 
PE. Treatment decisions present similar challenge given 
recent research indicates that risks of anticoagulation to 
include major bleeding (as high as 7%) outweigh potential 
benefits for certain populations with subsegmental PE. 
Still, numerous organizations recommend treatment of PE 
regardless of subtype.

Conclusion: This case emphasizes the limitations of 
current diagnostic tests and decision models used for 
sub-segmental PE. It also highlights the available evidence 
regarding treatment decisions, which promotes prevention 
of potential dangers.

SUBSEGMENTAL PULMONARY EMBOLISM: TO 
TREAT OR NOT TO TREAT James Cassleman, MD, 
Capt., MC, USAF; Air Mobility Command Travis 
Department of Family Medicine, Travis AFB, CA 94535

First Place/Case Report
RESIDENT CATEGORY
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Introduction: Tendon rupture is a rare but debilitat-
ing side effect of fluoroquinolones. Presented is a patient 
who suffered bilateral patellar tendon rupture after levo-
floxacin use.

Case Presentation: A 32 year old active duty male 
presented to a local clinic with complaints of two week his-
tory of sinus congestion, sinus tenderness and subjective 
fevers. He was diagnosed with acute bacterial rhinosi-
nusitis and prescribed fluticasone nasal spray, a methyl-
prednisolone dose pack, and levofloxacin. His symptoms 
improved. One month later, while playing basketball, he 
experienced abrupt pain in both knees. He was evalu-
ated at the local emergency room where x-rays and exam 
demonstrated complete bilateral patellar tendon rupture. 
He was referred to orthopedics and ultimately underwent 
bilateral patellar tendon surgical repair. Despite surgery, 
nearly twenty months after injury, he still experiences pain 
and requires duty restrictions.

Discussion: The fluoroquinolone class of antibiotics is 
a well-accepted therapy for multiple infectious processes. 
Tendinitis and tendon rupture are rare side effects of 
fluoroquinolones with rates reported of 0.14% to 0.4%. 
90% of cases are localized to the Achilles tendon. Upon a 
literature review, this is the first reported case of bilateral 
patellar tendon rupture after levofloxacin use. Factors 
which enhance the risk of fluoroquinolone associated 
tendon pathology in our patient included: concomitant sys-
temic steroid use and involvement in athletics shortly after 
use. Guidelines for fluoroquinolone use in athletes were 
first published in 2003 which include recommendations of 
avoidance of fluoroquinolones but close monitoring if used.

Scholarly Question: Given the inherent risk factors 
in athletes and military members, should fluoroquinolone 
prescribing guidelines be encouraged?

Conclusion: Military and athlete physicians should 
understand risk factors that increase the threat of tendon 
disorders with fluoroquinolone use given the physical 
expectations placed on athletes and military members. 
Physicians should consider adopting fluoroquinolone pre-
scribing guidelines for these populations.

BILATERAL PATELLAR TENDON RUPTURE
AFTER LEVOFLOXACIN USE: A CASE REPORT
Jamie L. Krassow, MD, Capt, USAF, MC, Hurlburt 
Field, FL 32544

First Place/Case Report
STAFF CATEGORY

Introduction/Objective: Obstructive sleep apnea 
(OSA) is an increasingly common diagnosis in the active 
duty population. Reviewed is a case of OSA initially pre-
senting with seizures.

Case Presentation: A 39 y.o. AD male was seen after 
having seizures the previous night. Prior to the 30 minute 
event, his spouse reported apneas and facial cyanosis. 
He then became unresponsive with arms and legs rigidly 
extended, and was post-ictal afterwards for 30 minutes. 
Evaluation four months earlier for an identical episode 
demonstrated normal labs and head CT, and brain MRI 
was normal. The patient was referred to Neurology and 
ENT. The sleep study showed AHI=26 and arousal index 
of 38.4. EEG and MRI were normal. CPAP was initiated 
with no further seizures. The patient was diagnosed with 
seizures secondary to OSA.

Discussion: OSA typically presents with daytime fatigue 
despite adequate sleep time, and commonly with a history 
of snoring and/or apneas. The literature does not describe 
OSA as the primary cause of seizures, although it has been 
known for hypoxia to cause seizures. There are publications 
documenting the coexistence of seizures and OSA, with 
10% in adult and 20% in pediatric epilepsy patients. Sei-
zures have also been shown in some cases to be worsened 
by OSA, however relation of the two continues to be vague.

Scholarly question: Should OSA screening be part 
of initial work up for new onset seizures

Conclusion: As primary care providers, Family Medi-
cine Physicians are often involved in the initial work up of 
seizures. This case presents the possibility of OSA causing 
seizures. Further study into the relationship between sei-
zures and OSA may help determine if there is a role of the 
sleep study in the initial work up of new onset seizures.

SEIZURE AS AN UNUSUAL PRESENTATION OF 
OBSTRUCTIVE SLEEP APNEA (OSA) Justin Huang, 
MD, MAJ, MC, USAF, Family Medicine Residency, 
Travis AFB, CA 94535

First Place/Case Report Poster Display
RESIDENT CATEGORY
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Introduction/Background: Scholarly activity is a 
fundamental component of Family Medicine residency 
training. Despite the flexibility and variety of options for 
scholarly activity that have been implemented in Family 
Medicine residency curricula nation-wide, the output of 
resident presentations and publications is disappointingly 
low and many residents voice frustration with fulfilling the 
research requirements.

Methods/Intervention: This project involves 1) 
increasing awareness of conferences for scholarly sub-
mission 2) assignment of research “champions” to head 
research efforts in each year group 3) pairing of interns/
students with senior resident “mentors” with similar 
interests, 4) faculty to include 1 resident in all research 
projects, and 5) monthly resident research meetings 
to track research progress, share research ideas, and 
trouble-shoot areas of difficulty. The following goals were 
used to measure the success of this process improve-
ment project: 1) Doubling the number of peer-reviewed 
published articles by residents and 2) Doubling the 
number of scholarly presentations at regional, national, or 
international conferences by residents.

Results/Outcomes: Currently our residency has 
reached both goals with more than double the peer 
reviewed publications (increase from 2 last year to 5 
this year) and scholarly presentations (increase from 3 
last year to 24 this year) at regional, national, or inter-
national conferences. Sixteen residents participated in 
these events compared to 3 the previous year. Even more 
impressive is that these results occurred within the first 6 
months of this academic year. With half a year remaining, 
there are still several scholarly presentations and publica-
tions pending acceptances that are not included in the 
above totals.

Conclusion/Discussion: The implementation of this 
resident-led initiative has vastly improved our residents’ 
scholarly footprint. The authors recommend that other 
residencies consider having more senior residents work 
in tandem with their junior colleagues in order to improve 
residency scholarly activity output.

INCREASE IN RESIDENCY SCHOLARY ACTIVITY AS 
A RESULT OF A RESIDENT-LED INITIATIVE CPT Kyle 
Hoedebecke, MD, Womack Family Medicine Residency, 
Ft Bragg, NC 28307. Co-authors: CPT Caitlyn Rerucha, 
MD and MAJ Lloyd Runser, MD, Womack Family 
Medicine Residency, Ft Bragg, NC 28307

Second Place/Educational Research
RESIDENT CATEGORY

Introduction: Heat stroke is a potentially life-threat-
ening condition encountered during summer months at 
military training facilities. Presented is a soldier suffering a 
heat stroke with an associated accelerated idioventricular 
rhythm (AIVR) which has never previously been described 
in the medical literature.

Case Presentation: A 24 year-old active duty male 
presented to the emergency department with heat stroke 
sustained during a road march on the final day of Air 
Assault School. At presentation he had altered mental 
status, fever of 105.3F, acute kidney injury, transaminitis, 
and sinus tachycardia. Laboratory investigation showed 
an elevated troponin-I of 0.44 ng/mL. The patient was 
admitted to the ICU, and on hospital day two he was noted 
on telemetry and electrocardiogram to have an AIVR. An 
echocardiogram showed mild enlargement of bilateral atria 
and right ventricle, and a mild pericardial effusion. The 
patient had no significant electrolyte abnormalities during 
hospitalization. With recovery from the heat stroke the 
AIVR resolved. Subsequent evaluation failed to yield any 
additional contributory etiologies.

Discussion: AIVR may represent an abnormal ectopic 
focus in the ventricle that is accelerated by sympathetic 
stimulation and circulating cathecholamines or myocardial 
injury. In heat stroke there is a surge of catecholamines. 
Mechanisms of myocardial injury in heat stroke include 
increased oxygen demand due to high fever, tachycardia, 
and a hyperdynamic cardiac state, and diffuse coronary 
vasospasm due to endothelial damage. These mechanisms 
are a plausible etiology for the findings in this patient.

Scholarly Question: What is the incidence of AIVR in 
patients suffering heat stroke?

Conclusion: Uniformed Family Physicians will likely 
manage heat stroke during their career. When associ-
ated heat-related myocardial injury is present, resultant 
arrhythmia is a concern. AIVR is considered a benign 
cardiac rhythm which should be considered in this setting, 
and differentiated from more malignant rhythms such as 
ventricular tachycardia.

HEART ASSAULT: A CASE OF ACCELERATED 
IDIOVENTRICULAR RHYTHM IN A SOLDIER WITH 
HEAT STROKE Michael Bybel, DO, CPT, MC, USA, 
Carl R. Darnall Army Medical Center Family Medicine 
Residency Program, Ft. Hood TX, 76544

Second Place / Case Report
RESIDENT CATEGORY
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Introduction: Bisphosphonate therapy has been 
shown to reduce the incidence of osteoporotic hip frac-
tures; however, appropriate duration of therapy is still not 
well established, and therapy is not without risk.

Case Presentation: A series of three elderly women, 
all with osteoporosis on long term bisphosphonate therapy, 
developed femoral shaft cortical stress fractures which 
were diagnosed radiographically after the women pre-
sented with insidious onset of thigh pain. One patient 
progressed to a subtrochanteric mid-shaft fragility fracture 
of the femur requiring surgical fixation. She subsequently 
underwent prophylactic intramedullary nail fixation of the 
contralateral femur. Another underwent bilateral prophy-
lactic intramedullary nail surgery by orthopedics, and the 
third continues to be managed medically.

Discussion: The benefit of bisphosphonates for 
preventing hip and femoral neck fractures in patients 
with osteoporosis is well established. Studies observing 
bisphosphonate therapy for 3 to 5 years report up to a 
50% decrease in the incidence of typical fractures (hip 
and femoral neck fractures) in osteoporotic women, as 
well as a reduction in mortality. Emerging literature now 
questions the safety of long term bisphosphonate therapy 
(greater than 3 to 5 years), and further, has brought 
into question the benefit of long term bisphosphonates. 
Higher incidences of complications such as atypical 
femur fractures, potentially related to prolonged bisphos-
phonate therapy, have been observed in patients on long 
term bisphosphonates. Studies suggest that the effects 
of bisphosphonate therapy continue for 3 to 5 years after 
discontinuation, while there is little improvement in femo-
ral neck bone mineral density (BMD) or lumbar spine 
BMD with continued treatment versus discontinuation.

Scholarly Question: When does the risk outweigh the 
benefit for bisphosphonate therapy in osteoporotic women?

Conclusion: When treating osteoporosis, the risks and 
benefits of continued bisphosphonate therapy must be 
carefully considered, particularly after 3-5 years of therapy.

BISPHOSPHONATES: PUSHING THEIR UTILITY TO 
THE BREAKING POINT Michael O. Needham, MD, 
CPT, MC, USA, DDEAMC, Fort Gordon, GA, 30905 
and Edwin A. Farnell, MD, MAJ, MC, USA, DDEAMC, 
Fort Gordon, GA, 30905

Third Place/Case Report
RESIDENT CATEGORY

Objective: To describe relationship between obesity and 
incident musculoskeletal injuries in US Air Force personnel.

Design: Retrospective cohort. Setting: Active duty US Air 
Force (USAF).

Study Population: All personnel from fiscal year (FY) 
2005 to FY 2011 who had ≥1 physical fitness test each 
year of this period were eligible for inclusion. Members 
with musculoskeletal injury ≤12 months prior to study pe-
riod or other confounding conditions were excluded. Study 
sample included 67,904 individuals.

Interventions: Observational study. Data sources: 
outpatient electronic medical records and USAF Fitness 
Management System database.

Main Outcome Measures: Documented new muscu-
loskeletal injury relative to biometric data and time elapsed 
from start of study.

Statistical Tests Used: Subjects stratified by age, 
body mass index (BMI), adjusted BMI (aBMI), and ab-
dominal circumference (AC). Cox proportional hazard re-
gression and Kaplan-Meier analysis were used to estimate 
risk for musculoskeletal injury within each group.

Results: Kaplan-Meier curves showed increased injury 
risk with successive increases in BMI, aBMI, or AC category. 
Cox proportional hazard regression revealed increased haz-
ard ratios (HR) for musculoskeletal injury in those with high-
risk AC (males: >39in., females >36in.) compared to low-
risk AC (males: ≤35in., females: ≤32in.) in all ages (18-24 
years: HR=1.68, 95% Confidence Interval (CI) 1.42-2.00; 
25-44 years: HR=2.48, CI 2.35-2.61; 45+ years: HR=2.33, 
CI 1.73-3.16). Hazard ratios for obese (BMI≥30kg/m2) 
compared to normal individuals (BMI<25kg/m2) were signif-
icant only in younger age groups (18-24 years: HR=1.18, CI 
1.08-1.30; 25-44 years: HR=1.42, CI 1.37-1.46, 45+ years: 
HR=1.16, CI 0.93-1.45). Only AC categorizations showed 
differences between all categories across all age groups.

Conclusions: Obesity is associated with increased risk 
of musculoskeletal injury for all age groups in a dose-re-
sponse relationship in the USAF. AC, a measure of central 
obesity, discriminates musculoskeletal injury risk better 
than BMI. Effective treatment and prevention strategies for 
obesity may increase force readiness and decrease costs.

OBESITY AND MUSCULOSKELETAL INJURIES 
IN THE U.S. AIR FORCE: ASSOCIATIONS AND 
IMPLICATIONS Nye Ns,1 Carnahan Dh,2 Jackson 
Jc,1 Covey Cj,1 Zarzabal La,2 Bockhorst A,2 Chao S,2 
Nellis Family Medicine Residency, Nellis AFB, NV 
891912 Air Force Medical Support Agency, Healthcare 
Informatics Division, San Antonio, TX 78226

First Place/Clinical Investigation
RESIDENT CATEGORY
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Objective: To determine the extent to which pedometry 
mitigates changes in body mass index (BMI) and physical 
fitness scores during medical school.

Design: Prospective, randomized, unblinded clinical trial.

Setting: Uniformed Services University of the Health 
Sciences (USU).

Study Populations: 115 USU medical students.

Interventions: Participants randomized to the inter-
vention group receive an electronic pedometer and are 
encouraged monthly to obtain 10,000 steps per day.

Main Outcome Measures: 1) Service-specific physi-
cal fitness test scores. 2) Self-reported and pedometer-
based step counts.

Statistical Tests Used: Basic descriptive statis-
tics will be used for categorical variables. Mixed-model 
ANOVA for repeated measures followed by post-hoc tests 
for linear trends over time will be used to compare fit-
ness scores. Changes over time will be assessed using a 
linear mixed model for repeated measures, with time as a 
within-subjects variable.

Results: This is a work in progress. Baseline and 
preliminary data are presented. To date, randomization 
has occurred and physical fitness scores and BMIs were 
obtained for 2011 and 2012. Pedometers were distrib-
uted to the intervention group three weeks prior to the fall 
2012 fitness testing cycle. To date, 30 (63%) students in 
the intervention group provided self-reported step counts. 
Interestingly, the 6 (13%) students who reported obtain-
ing at least 10,000 daily steps maintained or improved 
their overall fitness scores over their 2011 baseline.

Discussion: We have previously shown that physi-
cal fitness levels of USU students decline during their 
preclinical years. This study uses pedometry and step-
count goals to motivate students to be physically active. 
We will prospectively examine this as one way to mitigate 
declines in fitness among USU medical students during 
their undergraduate medical education.

Student Fitness: Pedometry as an Incentive? 
Robert Lystrup, BS; Jennifer Hall, BS; Cara Olsen, 
EdD, MS; Mark B. Stephens, MD, MS; USUHS-
Departments of Family Medicine and Biostatistics, 
Bethesda, MD 20814

First Place/Clinical Investigation
Poster Display

MEDICAL STUDENT CATEGORY

Introduction: Called the ‘forgotten disease’, Lemierre’s 
syndrome can be an elusive diagnosis, as symptoms 
include fever, sore throat, neck pain, and others commonly 
present in viral illness. Clinical suspicion along with appro-
priate imaging and lab studies allows for the diagnosis.

Case Presentation: 30 year-old Caucasian male 
admitted with a febrile illness, neck pain, dysphagia, and 
imaging suggestive of pneumonia noted to have Group 
C Streptococcus bacteremia on aerobic blood culture. 
Patient started on antibiotics and CT of the neck revealed 
deep soft tissue infection. CT scan repeated and revealed 
left jugular vein thrombosis. Clinical diagnosis of Lemierre’s 
syndrome was made. Further imaging demonstrated 
pulmonary septic emboli. Long-term intravenous antibiot-
ics and anticoagulation was initiated and patient recovered 
over months.

Discussion: The largest meta-analysis conducted 
includes 86 studies and 114 total cases. Patient’s com-
plaints of sore throat and neck pain are predominant, seen 
in 20-33%. Radiographic consolidation exists in 75% of 
patients at presentation, with our patient being diagnosed 
with pneumonia. While anaerobic Fusobacterium species 
are most typically associated, aerobic organisms constitute 
less than 10% of pathogens. Streptococcus has rarely 
been described, with approximately 5 reported cases. 
Group C Streptococcus has not been described previously. 
Atypical organisms have previously been linked to cases in 
advanced age; our case suggests a new causal organism 
or disease variant.

Scholarly Question: Is Group C streptococcus as-
sociated with Lemierre’s syndrome?

Conclusion: Supprative thrombophlebitis of the 
jugular vein, Lemierre’s syndrome, is a serious infection 
which demands the full range of skills of the family physi-
cian, as a detailed history and examination can suggest 
the diagnosis and allow for appropriate lab studies and 
imaging to be considered. While classic pathogens are 
described, diagnosis should be considered in the setting 
of Streptococcus infection with classic symptoms. Treat-
ment duration is not standardized but requires antibiotics 
with consideration of anticoagulation.

“Don’t Strep on Me…” Group C Streptococcus and 
Lemierre’s Syndrome Shane L Larson, MD, Amina 
Moghul, DO, Derek G. Zickgraf, DO , Department of 
Family Medicine, Tripler AMC, Honolulu, HI 96859

Third Place/Case Report Poster Display
RESIDENT CATEGORY
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consultant report
air force

Michelle R Milner, MD
AF Chief Consultant for Family Medicine Services

San Antonio, TX
michelle.milner@us.af.mil

We are living in austere times. Seques-
tration has changed how military medicine 
is viewed by the line and we find ourselves 
obligated to prove our relevance. How do 
we do this? We look in our own houses and 
ensure they are in order – ensure our tech-
nicians and nurses are allowed to work to 
their scope of practice. I know as you read 
that, many of you groaned and thought, 
“Yeah, you don’t know my (nurse/tech)!” 

I agree; there exist personality types 
that are challenging to work with. Also, 
some of your staff may be afraid of get-
ting back into direct patient care. Consider 
this, as well, though: are you creating an 
environment that encourages expand-
ing skills? Think about when you were 

in medical school – when did you feel the 
most comfortable and learn the most? Did 
you have faculty that gently pushed you 
(“So the ear hurts; what does it look like?” 
“He has a sore throat that is red and has 
pus. What do you think is going on?”) or 
did you have faculty that encouraged self-
exploration (“Perhaps you could look that 
up online – the Kx has numerous databases 
and USAFP is a great website for learn-
ing”)? These same techniques will allow 
your nurse or technician feel comfortable 
growing their skills and refreshing their 
knowledge. You will find that the support 
you provide as they explore will pay off in 
a thoughtful technician who is a confident 
team member. Your nurse will trust you, 

will be able to discuss cases with you as an 
equal, so you can trust his/her judgment 
when s/he says a patient must be walked in. 
Your team mates will shift from working as 
individuals to working as a team – a benefit 
you and your patients will experience. Get 
familiar with the scope of care your team 
members can provide – discuss a piece of 
the CF-ETP at each huddle and then look 
for opportunities so your technician can 
work on that skill. Encourage your 4A, 
if you are lucky enough to have one, to 
truly be the office manager of your team. 
S/he should be able to run your schedule 
throughout the day, assist with keeping 
you on time, and provide handouts and 
documentation for ASIMS. 
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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.

The Department of Family Medicine at the University of Tennessee College of Medicine is seeking highly qualified family physicians to train the physicians of 
tomorrow at their unopposed (8-8-8) residency program in Memphis.  We seek energetic, enthusiastic family physicians that love to teach and want to make a 
difference in the lives of students, residents and practicing physicians along with patients, families and the community.  We are especially interested in physicians 

with several years of experience in the clinical setting.   Are you at a point in your career where you want more than your practice can provide?  Teaching medical 
students and residents provide faculty variety each day and a host of administrative, clinical and leadership challenges that will keep you motivated for many years.  

Memphis, Tennessee has a population of 690,000 (1.3 million in area) and is located on the Mississippi River.  Due to its central location, travel anywhere in the US 
and throughout the world is easy.  This family-oriented community has excellent public and private schools, major public and private universities (University of 
Memphis, Rhodes, and Christian Brothers), the Memphis Zoo, museums, parks, minor league baseball and hockey, professional basketball (Grizzlies) and many 

other indoor and outdoor activities.  

The successful candidates will have the wonderful opportunity to work with a dynamic faculty, practice the full-spectrum of family medicine in a very supportive 
academic and practice environment to include obstetrics, C-sections, and endoscopy; and help train a great group of medical students, residents and fellows.  

Qualified applicants should hold the MD/DO degree, be board certified, and have proven experience as a physician, leader and clinician educator.  Duties include 
teaching students, residents, and fellows, patient care, administration, community service and research.  Obstetrics and research are negotiable.  Academic rank and 

salary are commensurate with qualifications and experience.

Family Medicine Faculty Positions at
UT-Memphis Family Medicine

Interested applicants should submit a cover letter and CV to:
Dr. David L. Maness, Professor and Chair

UT Department of Family Medicine
1301 Primacy Parkway, Memphis, TN  38119

We also need to take full advantage of 
the electronic resources we have. If you 
don’t have Secure Messaging/MiCare yet, 
it is coming. If you do, please know that 
there is a significant amount of up-front 
work but, much like the TSWF form, you 
will not know how you lived without it once 
you’ve reached the tipping point. Most fa-
cilities find they are extremely happy after 
they’ve accomplished a 30% or more reg-
istration level. A quick discussion of this: 
both my mother and mother-in-law (MIL) 
were diagnosed with the same pathology in 
the past month. One is part of the Cleve-
land Clinic medical conglomerate and one 
is reliant on hodge-podge care as pieced 
together by the PCM (Oncology, Surgeon 
based on who the PCM knows).  Mom has 
the Cleveland Clinic version of MiCare – 
she has immediate access to her results, ap-
pointments, and her PCM team. At every 
step, she’s felt very informed and in fact, 
has had minimal questions for me, the only 

medic in the family.
On the other hand, my MIL has had 

challenges simply ensuring her documents 
and images were available to the special-
ists responsible for her care. We’ve been 
to appointments where the provider had 
not seen the mammogram and ultrasound, 
the surgery appointment was scheduled 
without the actual diagnosis being at-
tached (and therefore a potential delay 
that wouldn’t have occurred had the rea-
son for the appointment been clear) and 
the different teams are not talking to each 
other. Don’t get me wrong, each provider 
is thoughtful and well respected. These are 
the roadblocks they are working around as 
only the PCM has electronic medical re-
cord and none have any sort of electronic 
communication with their patients. It be-
comes the responsibility of the patient and 
the PCM to ensure all these pieces are 
working in concert but neither have a tool 
to facilitate this.

Clearly, having Secure Messaging and 
an electronic medical record, including all 
the issues we are intimately familiar with, 
can revolutionize our communication with 
our patients and our colleagues. We need to 
use these tools to the fullest. Play around 
with the systems. Have you ever used the 
Task function in AHLTA? Do you know 
how to use reminders in Secure Messaging? 
Do you know about this Macro, developed 
by the Army (https://www.youtube.com/
watch?v=wkq12C2dAxM&nofeather=True
&hd=1 )? These are ways to get the most 
out of the tools you have. Be bold and share 
your secret tools with others.

The bottom line is this: we are not go-
ing to see an influx of cash anytime soon. 
Therefore, we need to make the most of 
our team and the tools we have in order to 
show our relevance to the line. But in the 
end, it is really about making the patient 
experience look more like my mom’s and 
less like my mother-in-law’s. Isn’t it?
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consultant report
army

These are interesting, dynamic, and 
challenging times in which we live.  
We’re twelve years into the war on ter-
ror.  North Korea and Iran remain areas 
of interest while the conflict in Syria con-
tinues to escalate and then we see terror-
ism within our own borders during the 
Boston marathon.  Interestingly, many 
of the first responders, the hospital based 
medical staff cited their experience, new 
techniques, and technology developed 
during recent deployments as incredibly 
beneficial in the acute and ongoing care 
for those injured in the bombing inci-
dent.  No question, the world remains a 
dangerous place.  No question about the 
relevance of military medicine.  In addi-
tion we face other threats with ongoing 
sequestration, DoD budget cuts, a re-
structuring military and military health 
system, fiscal constraints requiring care-
fully considered, swift and decisive action 
with long lasting implications.  No ques-
tion, there have been frustrating changes 
(hiring freeze, TDY regulation, USAFP 
cancelled, etc).  No question, we all must 
be well informed leaders and subject 
matter experts at every level, commit-
ted to the mission, to those we serve, and 
to one another.  Just as the Army will be 
reshaped, so will Army medicine.  Rest 
assured Army Family Medicine, Army 
Family Physicians will be at the forefront 
in these important times.  Now, onto a 
few routine updates.

Recruiting/Retention:
To date, 61 Family Physicians (FPs) 

with active duty service obligations (AD-
SOs) thru January 2014 elected to con-
tinue to serve in uniform; five of whom 
changed their minds after submitting 
their paperwork.  Twenty-four FPs made 

the decision to separate either by retire-
ment or elective termination of service 
(ETS).  Twenty-six FPs remain undecid-
ed (see figure 1).    Among our majors, 22 
elected to stay, 11 separated, and 14 are 
undecided.  “Iron Majors” lead as clinic/
practice officers-in-charge and brigade 
surgeons or junior faculty and truly are 
essential for the future of Family Medi-
cine.  Tremendous opportunities exist for 
FPs at this level; truly the possibilities are 
nearly infinite.  MAJs Lee, Knight, and I, 
among others are actively engaged with 
this group and will continue to work to 
find viable options to retain these qual-
ity officers and their Families within the 
Army Family Medicine Family.  Please 
help us make sure these quality profes-
sionals know their value to the organiza-
tion.   Civilian accessions are numerous 
for Army Reserve, but have become rare 
for AD service.  LTC(P) Tom Hustead 
has been selected to lead as the physician 

lead at Recruiting Command beginning 
this summer.  His addition should bring 
big dividends to medical student and 
physician recruiting!

Assignments:
We’re down to the last few assign-

ments at this point.  Family Physicians 
remain in exceedingly high demand for 
clinic/hospital based, operational, and 
leadership positions. We’ll have approxi-
mately 260 assigned to military treat-
ment facilities, 80 assigned as battalion, 
brigade, group or regimental surgeon 
positions.  Of note, this year sub-spe-
cialists accounted for 20% of newly as-
signed operational surgeons.  FPs were 
selected to lead in 23 of 48 60A positions 
as, Command Surgeons, Chiefs of Clini-
cal Operations,  Deputy Commanders 
for Clinical Services, Division Surgeons 
jobs, or senior staff officers at OTSG or 
AMEDD C&S.  Sixteen FPs were se-
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Mark Reeves, MD
Ft. Sam Houston, TX

mark.m.reeves.mil@mail.mil
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lected as primaries or alternates for 06 
and 05 Command (LTC(P)s Bailey and 
Costello, COLs Kyle, Leggit, O’Connor, 
and Smith). Five FPs of 13 total from the 
AMEDD were selected as principals for 
Senior Service College (COLs Domin-
guez, Murray, Place, Bailey, Krueger).  
Clearly FPs are leading the way as physi-

cian leaders and Soldier docs. The fact 
that we make up nearly half of these 
boarded, selected leaders speaks volumes 
about the exceptional professionals and 
to the quality preparation throughout 
the 61H community. We’re proud of 
each of you and thank you for your self-
less service and continued dedication. 

Quick Hits:
PCMH/SCMH is rolling along.  

Currently at 48% complete with 59 
validated Army PCMHs with 656K en-
rollees in NCQA recognized practices.  
Criteria to be a valid Army PCMH 
include: 1)readiness assessment score 
(evaluates state of manning, training, 
and equipping)  >7.5, 2)successful staff 
assistance visit utilizing the transforma-
tion assessment tool (equivalent to OIP 
checklist), 3)level 2 or above NCQA 
recognition.  We project 85 practices by 
end of this FY, 124 practices by Dec13, 
all 144+ by 30Sep14 to be thru initial 
implementation (see figure 2).   Region-
al Medical Commands briefed BG(P) 
Lein on their plan to implement Soldier 
Centered Medical Home (SCMH) on 21 
installations around the world.  SCMH 
is the Soldiers’ version of the PCMH, 
intends to provide 90% of all Soldier 
care on site, and is exactly the same as 
all other PCMHs EXCEPT: 1)integrat-
ed staffing model including the organic 
medical staff from the line units in com-
bination with MTF staff to make a com-
plete team, 2)augmented with additional 
behavioral health capability and capac-
ity, and 3)includes physical therapy ca-
pability on site.  All these SCMHs will 
be located in CAT500 buildings owned 
and operated by the MTF, include basic 
lab, RAD, and pharmacy on site.  They 
will be located in “close proximity” to 
the Soldiers primary work area.  Pri-
ority of effort will be determined by 
the line units assigned to the SCMH 
practice.  Healthcare standards will be 
defined and upheld by the Director of 
Health Services (MTF Commander).  
These SCMHs will support no smaller 
than a brigade size and no larger than 
a division size population (see figure 
3).  At present RMCs project 45 SCMH 
practices, most of which will be modi-
fied PCMHs rather than established de 
novo.  USASOC and TRADOC specific 

MEDCOM PCMH Implementation Overview 
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models are still being confirmed in con-
junction with these Commands.

Congratulations to Col (select) Jeff 
Kueter and LTC(P) Tim Caffrey for 
their selection to lead as the Department 
Chair and FT Belvoir and FT Benning, 
respectively.  Both will do a great job in 
two of our most important 61H leader-
ship positions.  They will shape the future 
of Family Medicine as they train and lead 
residents and faculty.  We’re counting on 
them as leaders with vision, passion, vast 
experience, and commitment to excellence 
in Family Medicine and scholarly activity.

Speaking of excellence in scholarly ac-
tivity, congratulations to the Army win-
ners in the USAFP annual research com-
petition! CPTs Kyle Hoedebecke (R3, 
Bragg), Mike Bybel (R3, Hood), Mike 
Needham (R2, Gordon), Shane Larson 
(R3, Tripler), and Dr. Elisabeth Chang 
(R3, Tripler) stand out for their academic 
and scholarly excellence with award win-
ning original research, case reports, and/
or poster presentations.  They, along 
with Lt Col Anthony Beutler and the 
judges’ panel, stand-out not only for 
their scholarly accomplishments but also 
for their innovation, resilience, and com-

mitment to complete this event utilizing 
the virtual space as a consequence of the 
cancelled assembly.  Job well done by all!  
Thanks for leading on the cutting edge 
of Family Medicine.

When it comes to excellence in lead-
ership as a premier Soldier doc, Army 
Family Physician, role model, advisor, 
and mentor to all, no one stands above 
MG Phil Volpe.  On 5 April we celebrat-

ed a 30 year career in which he excelled 
as a clinical, academic, operational leader 
and Commander at every level during 
deployments to Panama, Somalia, Haiti, 
hurricane relief in Florida and North 
Carolina as a junior faculty and depart-
ment chair in two FM residency pro-
grams, Academy President,  a Command 
surgeon with 82nd, JSOC,  VIII Army/
US Forces Korea, Commanding General 
for 44th Medical Command/XVIII Air-
borne Corps, WRMC, and culminating 
at the AMEDD C&S leading Warrior 
medics in a joint environment where it 
all begins.  MG Volpe truly embodies 
the Army core values: Loyalty, Duty, Re-
spect, Selfless Service, Personal Courage 
and the Warrior Ethos: always place the 
mission first, never accept defeat, never 

quit, and never leave a fallen comrade.  
MG Volpe, You truly are an American 
hero in every sense of the word and leave 
an enduring legacy for which we are 
eternally grateful (see figure 4).

Conclusion:
Thanks to each of you for all you do 

every day!  Serving to Heal, Honored 
to Serve!

MG Phil Volpe 

Family Physician, Leader, Mentor, 

Hero! 

Thank 

YOU! 

figure 4

To date, 61 Family Physicians (FPs) with 
active duty service obligations (ADSOs) 
thru January 2014 elected to continue to 
serve in uniform; five of whom changed 
their minds after submitting their 
paperwork.  Twenty-four FPs made the 
decision to separate either by retirement 
or elective termination of service (ETS).  
Twenty-six FPs remain undecided.
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7657 SW Mohawk St., Tualatin, OR 97062  |  Tel:  888.740.7734  |  Fax: 503.597.3741  |  www.healthcois.com  |  @healthcois  

Y e a r s 
1  5  Celebrating the Customer Experience!Celebrating the Customer Experience!  

Contact your local sales representative to find out more! 
 

sales@healthcois.com 
888.740.7734 

Your EMR solution... 
Have you realized the results you’ve hoped for? 

Our clients enjoy unique specialty content, meaningful use support and on-going compliance with industry changes. 

Is your vendor providing the level of service you deserve? 

HealthCo provides outstanding support, personalized attention and a high-level of satisfaction. 

Are you seeing better results for your patients? 

Our physicians realize patient-specific care alerts and proactive disease management. 

 

If you’re ready for a change and ready to step up to your final solution, then you’re ready for HealthCo Information Systems  

and the New GE Centricity. 
 

The story from the hospital was an “integrated” system, but… 
Your EMR was implemented without consideration of your unique requirements. With GE Healthcare’s Centricity Practice  

Solution®, you are given the power to make choices. 

  Centralized call support staffed by knowledgeable and experienced EMR experts, real people answer the phone.  

  Interoperability for ACO and HIE initiatives with a focus on quality data and patient outcomes. 

  A wide variety of documentation options provide flexibility and freedom in how you choose to see your patients. 

  Professional consult and progress notes that you can be proud to present. 

  Multiple deployment options include but are not limited to the cloud. 

See a demo or visit   www.healthcois.com 

We make it our practice to know yours! 

Partner 
GE Healthcare 
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Greenville Health System (GHS), the largest healthcare provider in South Carolina, is 
currently seeking:

FM or ED Physicians for state-of-the-art Urgent Care Centers 
Outpatient Family Medicine and Internal Medicine Physicians

Internal Medicine Hospitalists 
Occupational Medicine Physicians

FM Vice Chair  
GHS employs over 10,000 people, including over 600 physicians on sta�. Our system 
includes clinically excellent facilities with 1,268 beds on 5 campuses. The GHS catchment 
area is 1.3 million people. We o�er 7 residency programs, 7 fellowships and a 4-year 
medical education program: University of South Carolina School of Medicine–Greenville, 
located on GHS’ Greenville Memorial Medical Campus. We are a designated Level I 
Emergency Trauma Center and also have a separate research facility. 

Greenville, South Carolina is a beautiful place to live and work. We enjoy a diverse and 
thriving economy, excellent quality of life and wonderful cultural and educational 
opportunities. Greenville Health System is an equal opportunity employer which proudly 
values diversity. Candidates of all backgrounds are encouraged to apply.

Please submit letter of interest and current 
CV to In-House Physician Recruiter,
Kendra Hall, kbhall@ghs.org, 
Ph: 800-772-6987.

THIS PLACE IS AMAZING
So is the di�erence you can make.

PUBLISHING CONCEPTS INC. SJA011797B

GALONSO
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FAMILY PRACTICE PHYSICIANS 
At the very core of  Physician Affiliate Group of New York (PAGNY) is an ensemble
of over 2,300 dedicated physicians and healthcare professionals committed to caring for
our communities. As a member of a team responsible for providing services to NYC
Health and Hospital Corporation, the largest public health system in the U.S., you’ll
be empowered to use your unrivaled credentials to deliver the highest level of quality
healthcare to patients throughout New York City.

Rewarding opportunities at the following locations: 
• Metropolitan Hospital 
• Jacobi Medical Center 
• Lincoln Medical & Mental Health Center 
• Harlem Hospital 
• North Central Bronx Hospital 
• Coney Island Hospital

Candidates must be BE/BC in Family Medicine and be eligible for a NYS License.   

We offer competitive salaries, comprehensive benefits,
and an environment fostering professional and 
academic growth. To learn more and discover
how you can grow your professional career with
PAGNY, please apply online at:

www.pagny.org/careers 
EOE M/F/D/V

JOINT COMMISSION ACCREDITED

Family and Internal
Medicine Providers

Board Certified with a TX license 
multiple locations in Austin, TX

CommUnityCare is a 
Federally Qualified Health 
Center system or FQHC. This 
means that the practice has met 
strict guidelines set forth by the 
federal government regarding 
the care and services we 
provide. We serve as a “safety 
net” for those without access to 
health care in our community. 
Over 20.7% of Travis County 
residents are uninsured. 
CommUnityCare is the largest 
provider of local safety net 
primary care in the county.

Interested applicants can apply 
by emailing Trena Robinson, 
Senior Human Resources 
Recruiter at trena.robinson@
communitycaretx.org.
no correspondence or contact from recruitment firms
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WeCare TLC is looking for
Experienced, Skilled, and Team-oriented

Clinicians for our state-of-the-art 
clinics. Our compensation packages
are extremely competitive and include
a comprehensive benefits package.

Come work with state-of-the-art tools
and an advanced philosophy toward

patient care.  Best of all, practice in a
wellness and prevention based model!

Doctors…
Be Part of the Solution

For additional information,
please contact Lauren Krebs, 

Recruitment Specialist,
at (800) 941-0644 or

email your CV/resume to 
wecarerecruitment@wecaretlc.com.Northwest Permanente, P.C.,

Physicians and Surgeons

Help Build a 
Gateway for Better Health 

At Northwest Permanente, P.C., we want every patient we see to receive the medical care 
they need to live long and thrive. We also offer NWP physicians the opportunity to pursue 
their personal and professional goals with equal passion through cross- specialty collabora-
tion and work-life balance. Together, our engaging practice allows our members— from 
the people we treat to the practitioners we employ—to live longer, healthier, happier lives. 
We’re currently seeking BC/BE physicians who are interested in our non-RVU based pay 
structure that allows you to earn more while working less hours.

FAMILY MEDICINE & URGENT CARE OPPORTUNITIES
We invite FM and Urgent Care physicians to join us in Vancouver, WA and are offering a 
sign on bonus for this location. We also have positions available in our Salem & Portland, 
OR and Longview-Kelso, WA locations. All of our unique communities boast diverse 
neighborhoods, affordable housing, excellent school systems and a variety of recreational 
and cultural opportunities.

Our physician-managed, multi-specialty group of 1,000 physicians care for over 480,000 
members throughout Oregon and Southwest Washington. NWP offers physicians the 
opportunity to have sustained, fulfilling careers in their practices while enjoying the 
benefits of one of the largest integrated health care organizations in the country. Apply 
to: http://physiciancareers.kp.org/nw/. Or call (800) 813-3763. We are an equal 
opportunity employer and value diversity within our organization. 

http://physiciancareers.kp.org/nw/

Magnolia Medical Clinic is a well-
established Family Practice Clinic lo-
cated in sunny Fort Walton Beach, 
Florida.  We have an immediate opening 
for a board certified family physician to 
join our four physicians, two of whom 
are retired military and current USAFP 
members.  Our offer is for employment 
to partnership with excellent benefits.

The clinic is within minutes of the 
Gulf of Mexico.  The Emerald Coast’s 
white sandy beaches are breathtaking!  
Water sports, deep-sea fishing, boat-
ing, golfing, hunting and a wide variety 
of activities along the coast are part of 
daily living in northwest Florida.  We 
are located close to Eglin Air Force 

Base and Hurlburt Field in a military-
friendly town.  We have an excellent 
school system.  Okaloosa County rat-
ed the highest number of “A” schools 
in the state of Florida.  The excel-
lent three-season weather and quality 
schools make this a wonderful place to 
work and raise your family!  

Our reputation for personalized and 
outstanding patient care combined with 
our established relationship and network 
with specialty physicians make our prac-
tice rewarding.  You will find autonomy 
to practice medicine to your liking, 
within the security of a well-run group 
practice.  We are affiliated with the Fort 
Walton Beach Medical Center.  

Our clinic has a full service laborato-
ry and imaging department that includes 
X-ray and Dexascan.  We provide the full 
spectrum of out-patient family medicine.  
No OB or in-patient care requirements.  
Call is phone only.  Our physician in-
come is consistently in the top 5-10th 
percentile of family physicians nation-
ally while working a four-day work week.  
Additionally, Florida is notable for hav-
ing no state income tax.  

If you are interested in joining our 
very successful medical home, please call 
Peter Senechal, MD FAAFP (USAF re-
tired) or Chris Pappas, MD FAAFP (US 
Army retired) at (850) 243-7681.  Don’t 
miss out on an opportunity of a lifetime!

FAMILY PHYSICIAN OPENING IN
FORT WALTON BEACH, FLORIDA
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As a Junior Staff, there’s only one thing 
that scares me more than a challenging pa-
tient, having an emergency, or just being 
hated:  it’s going to that infamous hallway 
with the royal blue carpeting, with the sol-
id oak furniture and discussing the “busi-
ness of medicine.”  Most new providers are 
scared by ghastly appointment numbers, 
goulish RVUs, and that always looming 
“bottom line” – how much can you prove 
that you work?  When are summoned to 
the frightening hallway, you have two 
choices:  1) you can ignore the business of 
medicine, and emotionally plead your case, 
or 2) you can learn a tool that’s only a cou-
ple of clicks, but may allow you to argue 
your case in a Commander’s language.

It requires no computer expertise to 
do this, and most reports can be run in a 
minute or so.  Follow these instructions to 
see what information you can gather.

Step One:  Open AHLTA.
Step Two:  Open the “Reports” tab.
Step Three:  Choose a Report from 
the drop-down menu.  Under “With 
Scope Of” click provider, and name 
the provider (this can be any pro-
vider you’re mapped to).  Enter an 
appropriate time period – the shorter 
the time period, the less time it takes 
to run a report.
Step Four:  Click Run Report.
Step Five:  Wait and be amazed.

Number of Appointments:  
This is the most basic of reports.  

When you choose the appointment re-
ports, you’ll see a quick list of the ap-
pointments seen, how many charts are 
open, how many no-showed, and how 
many were cancelled.   

Uses:  
•	 A raw number of the patients that 

you’ve seen in a given amount of time 
– this is your raw workload.

•	 This can be used to create goals for 
your team – for instance, you could 
track your no-show rates, bookable ap-
pointments, etc…

•	 By seeing the notes “in progress”, 
you’ll know how many charts you have 
open – a big ticket issue.

Pitfalls:  
•	 An appointment is an appointment -- 

specialty clinics (like an EFMP clinic) 
will count the same as other appoint-
ments, even though they may require 
less work.

•	 It does not take workload into ac-
count.  A complicated 84 year old 
cardiac patient will count exactly the 
same as that healthy 21 year old with 
a cough.

E&M Code:
Another method to prove your work-

load – this counts the appointment of cod-
ed appointments.  You can use this in con-
junction with the Procedures report to 

capture other areas of workload – EKGs, 
Pulse Ox, and Peak Flow.
Uses: 
•	 More appropriate measures of workload.
Pitfalls: 
•	 Most visits are 99214s; even compli-

cated ones.
•	 If you have open charts, they won’t count.
•	 These numbers can be meaningless with-

out comparing to a universal standard. 
•	 If you code well, you’ll look great.  If you 

code poorly, you won’t look so great.

Diagnosis: 
This counts the numbers of each di-

agnosis that you’ve seen (i.e. in the past 
month, you’ve seen 90 cases of back pain, 
40 cases of high blood pressure, etc.)
Uses: 
•	 You can use this to prepare for your 

clinic the best way possible.  
•	 Where are you going to get the most 

“bang for your buck” as it applies to 
training your techs and nurses?  

•	 What diagnoses will run rampant in 6 
months time, possibly being mitigated 
through PCMH activities (pharmacy 
and nursing protocols)?

committee report Matthew Barnes, MD
Lackland AFB, TX

Matgbarnes@gmail.comClinical Informatics

Finding Out *GASP* Your Numbers…

When are summoned to the frightening 
hallway, you have two choices:  1) you 
can ignore the business of medicine, and 
emotionally plead your case, or 2) you can 
learn a tool that’s only a couple of clicks, 
but may allow you to argue your case in a 
Commander’s language.
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At Legacy Health, our legacy is all about doing what’s right – for our employees, our patients, our communities and our world.  That means helping 
people get healthy and staying that way.  Encouraging medical professionals to set a higher standard.  Tending to the little things that help patients heal.  
And supporting our staff in doing whatever it takes to meet the needs of those we serve.  

But it’s not just what we do, it’s why we do it.  At Legacy, our fundamental responsibility is to improve the wellness of everyone we touch, to empower 
people to live healthier lives, and to create a legacy that truly lives on.

Primary Care Physicians 
 
As a system of clinics and hospitals, Legacy Health offers a unique depth of expertise and services.  With 18 primary care clinics and dozens of specialty 
clinics currently in the Portland metro area, Legacy Medical Group is continuing our vision to be essential to the health of the region by growing our  
services through opening new clinics and expanding in our current locations.   We are looking for patient-focused physicians dedicated to Legacy’s  
mission of good health for our people, our patients, our communities and our world.  

Legacy Primary Care offers: 
•  Flexible schedules with full-time and part-time positions. 
•  Diverse clinics in urban, suburban and rural settings -  clinics range in size from 2-12 providers with  
   each location having its own unique personality. 
•  Excellent support staff for physicians including additional clinic and care management support. 
•  Primary Care Health Home transformation in process in all of our clinics.  Recognized as a Tier 3 
   health home by the state of Oregon. 
•  Educational Loan Repayment Program.

We strive to be a diverse, culturally competent organization. We strongly encourage individuals with diverse  
backgrounds and those who promote diversity and inclusion to apply.

To learn more about Legacy Health and to apply online, please visit our website at www.legacyhealth.org/jobs.    
For additional information, please contact Mandie Thorson, Physician Recruiter, 503-415-5454.   
Toll free: 866-888-4428 x8.  Email:  mthorson@lhs.org.  AA/EOE

Pacific NorthwestOur legacy is yours.

Pitfalls:
•	 Last year’s numbers don’t always mean 

this year’s numbers.
•	 If you aren’t coding the same diagnoses 

persistently, your data won’t be as strong.

Mammogram and Pap Reports:
Beware.  When the warning says this 

takes a few minutes, it’s not lying.  This re-
port generates those that are delinquent for 
mammograms (by USPSTF guidelines).  
Uses:
•	 Can use your team to proactively manage 

disease. Your techs, with a script, can en-
courage women to get mammograms.

Pitfalls: 
•	 If the patient has a civilian or VA mam-

mogram, then they’ll still be shown as 
delinquent.

•	 If the patient is over 75 years old (above 
the USPSTF guidelines, they’ll still be 
placed on the list).

Radiology/Medication Reports:
Do you MRI everything that moves?  

Are you giving Aciphex when you should 
be giving Nexium?  Run these reports to 
understand your practice patterns.  
Uses:
•	 Medication reports can be run by 

your local pharmacist (especially clin-
ical pharmacists) to see what medica-
tions are cheaper and more effective 
to prescribe.

•	 Radiology reports can be great to ca-
ter your exam and practice patterns.  If 
you see a lot of L-Spine MRIs, make 
your back exam as strong as it can be 
(refer to the CPG).

Pitfalls:
•	 There are no standards on how many 

MRIs are standard practice, nor how 
many medications.  These numbers 
can vary WILDLY from month to 
month, and from case to case.

•	 If you have a complicated panel, you’ll 
order complicated medicines.
Boo.  See?  Not scary.  No monsters in 

your closet. Make your data work for you.  
Not against you.

You can find Procedures Counts, Pro-
vider Top 20 Drugs, ER Top Utilizers 
and much more within AHLTA.  Give 
anything you want a try.  You never know 
when it will come in handy.

Most new providers are scared by ghastly appointment 
numbers, goulish RVUs, and that always looming 
“bottom line” – how much can you prove that you work?  
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committee report
education

Shortly after the launch of the origi-
nal iPod in October 2001, users began to 
look for ways to obtain “news” on their 
devices in addition to music. Already 
available as RSS feeds, developers be-
gan releasing these feeds as MP3 files 
for download to Apple’s wildly popular 
music player.  In 2004, Apple introduced 
Podcasts to their iTunes software and 
podcasting as we now know it was born.  
Today there is an estimated 100,000 
different podcasts available for mobile 
devices running a variety of operating 
systems.  Luckily for the average family 
physician, there are some high quality 
medical podcasts available.  This article 
will review some of the “best” podcasts 
available for family physicians. This list 
is not meant to be exhaustive and I wel-
come your feedback on what podcasts 
you have found useful. 
1)	 The Therapeutics Education Col-

laboration (TEC) is by far my favorite 
podcast.  Introduced to me by Dr. Re-
ese, this podcast most closely resem-
bles NPR’s Car Talk with Click and 
Clack.  Dr. Mike Allan, a family phy-
sician, and Dr. James McCormack, a 
PharmD, from Edmonton and Van-
couver, Canada, respectively, provide 
chatty evidence-based podcasts every 
week on numerous primary care top-
ics.  The podcasts are completely free, 

though a “premium membership” 
($50.00) gets you access to additional 
podcasts.  Occasional audio issues oc-
cur as they record their podcasts using 
Skype, since they are over 700 miles 
away from each other, but overall the 
audio quality is quite good.  

Website: http://therapeuticseducation.
org/ or available through iTunes free of 
charge.

Almost as good as their podcast, 
are their numerous free web-based 
resources!  First, Dr. Allan and his 
colleagues have created “Tools for 
Practice”.  Think of this as the Ca-
nadian version of the Family Physi-
cians Inquiries Network (FPIN), but 
for FREE!  They have evidence-based 
summaries on over 200 topics avail-
able here: http://www.acfp.ca/What-
WeDo/ToolsforPractice.aspx

Dr. McCormack and Dr. Allan 
have also created an online Journal 
Club of sorts providing short sum-
maries of several hundred of the most 
discussed primary care articles called 
MyStudies.  You can access MyStud-
ies at https://mystudies.org or down-
load their beautiful iPad (only) app 
from the iTunes App Store.  A one-
year subscription to MyStudies is 
$10 and includes both web and iPad 
access.  Finally, Dr. McCormack has 

released a free iPad (only) book en-
titled, “How to Critically Appraise 
an RCT in 10 minutes”.  This inter-
active book is a fantastic review for 
seasoned EBM gurus and a great in-
troduction for those who are still a 
bit hesitant to jump into the deep end 
of the EBM pool. You can find it in 
the iTunes Bookstore on your iPad 
or via this link:  https://itunes.apple.
com/us/book/how-to-critically-appraise/
id524600667?mt=11

2)	 “Patient Oriented Evidence that Mat-
ters”, the POEM of the Week Pod-
cast, is another outlet to review the 
POEMs that have become one of 
the mainstays of EBM in the United 
States.  Created in the 1990’s by Dr. 
Mark Ebell as InfoPOEMS/InfoRe-
triever, the company is now owned by 
Wiley and called Essential Evidence.  
Dr. Ebell still leads the weekly podcast 
covering evidence-based summaries 
of recent research important to pri-
mary care physicians.  Audio quality 
is excellent, but if you already receive 
the Daily POEM (which is available 
for free to all USAFP members), the 
POEM of the Week Podcast may be 
redundant.  Simply reading the Daily 
POEM email is significantly less time 
consuming.  You can find the podcast 

Douglas M. Maurer, DO, MPH, FAAFP
Madigan Army Medical Center
Fort Lewis, WA
douglas.m.maurer.mil@mail.mil

Tyler R. Reese, MD
Madigan Army Medical Center
Fort Lewis, WA
tyler.r.reese2.mil@mail.mil

“What Are You Listening To?
Podcasts and Quality Medical Information

for the Mobile Family Physician”

continued on page 30
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here: http://www.essentialevidencep-
lus.com/subscribe/netcast.cfm or free 
of charge via iTunes.

3)	 Hospital Medicine Podcast is excel-
lent for the family physician who 
continues to provide inpatient care.  
This podcast is not from The So-
ciety for Hospital Medicine, but 
rather an independent producer, Dr. 
Gil Porat, MD.  Hospital Medicine 
Podcast provides brief reviews on a 
variety of topics ranging from end-
of-life care to immune thrombo-
cytopenia.  Be aware of occasional 
sound issues and editorializing. 
Available only via iTunes: https://
itunes.apple.com/us/podcast/hospital-
medicine-podcast/id541752791

4)	 ercast is an outstanding evidence-
based, but mostly interview driven, 
podcast providing great reviews of 
common emergency medicine top-
ics.  Chatty and fun at times with 
good audio quality, ercast is pro-
duced by Dr. Rob Orman who also 
runs his own blog.  You can ac-
cess ercast from Dr. Orman’s blog: 
http://blog.ercast.org/ or via iTunes: 
https://itunes.apple.com/us/podcast/er-
cast/id353141357

5)	 Keeping Up Podcast from the 
Vanderbilt University Department 
of Emergency Medicine provides 
brief (4-10 minute) reviews of cur-
rent articles in emergency medicine 
and acute care for free. The Keeping 
Up website contains links to show 
notes with articles to review. Great 
sound quality with some editorial-
izing and practice pointers as well. 
http://keepingup.vanderbiltem.com/
index.php?option=com_content&view=
section&id=9&Itemid=75 or through 
iTunes: https://itunes.apple.com/us/pod-
cast/keeping-up-emergency-medicine/
id458709587?ign-mpt=uo%3D4

6)	 Pediatrix University Grand Rounds 
is a podcast provided by a large ac-
credited academic group of gen-

eral and subspecialist pediatrics and 
OB/GYN providers with a focus 
on grand rounds style presenta-
tions in neonatal and maternal/fetal 
medicine.  Somewhat dry, but good 
topics from expert speakers cover-
ing areas we all could improve at 
anyway. http://media.pediatrix.com/
audio/ or via iTunes.  

7)	 Pedcasts are pediatric podcasts 
from the University of Arizona Pe-
diatrics Residency Program.  Due 
to duty hour constraints, the resi-
dency moved to a completely pod-
cast based curriculum for their resi-
dents. The Pedcasts are interview 
based with expert discussion and 
occasional POEMS with an empha-
sis on prevention.  Audio quality is 
good. http://www.peds.arizona.edu/
residency/podcast.asp or via iTunes.

8)	 Audio Digest is really the “gold stan-
dard” in audio medical education. 
They have been providing tapes, then 
CDs, and now MP3 files for over 
60 years.  Best of all you can access 
this outstanding resource for free 
as a USAFP member. The USAFP 
provides free access to several Audio 
Digest categories including: Fam-
ily Medicine, Pediatrics, OB/GYN 
and Emergency Medicine. These can 
be a bit dry, but the audio quality is 
outstanding.  Audio Digest has their 
own iPhone/iPad app that works 
great with our USAFP membership.  
Please e-mail mlwhite@vafp.org to ob-
tain the user id and password to ac-
cess Audio Digest MP3 files.

Luckily for the average 
family physician, there are 
some high quality medical 

podcasts available. This 
article will review some of the 
“best” podcasts available for 

family physicians. 
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The AAFP National 
Conference of Family 
Medicine Residents 
and Medical Students is 
quickly approaching!!
Join your peers for leadership forums, 
nationally recognized speakers, a 
huge Expo Hall, hands-on sessions, 
workshops, and social events. 

National Conference Important Deadlines
*	 June 27

	 Advance registration
	 (students and residents save $50)

*	 July 3
	 Housing Reservations 

Notice
from the

Membership
and Member

Services
Committee

If you are looking for oppor-
tunities to complete face-to-face 
CME, please visit the AAFP’s 
Chapter Meeting Site via the link 
below or attend the AAFP Scien-
tific Assembly September 24-28, 
2013 in San Diego, CA.
https://nf.aafp.org/MyAcademy/con-
tactmychapter/Index/ChapterMeetings 

Congratulations to the
USAFP Members that Received

the AAFP Degree of Fellow
The Degree of Fellow recognizes 

AAFP members who have distinguished 
themselves among their colleagues, as 
well as in their communities, by their 
service to Family Medicine, by their ad-
vancement of health care to the Ameri-
can people and by their professional 
development through medical education 
and research. Fellows of the AAFP are 
recognized as Champions of Family 
Medicine. They are the physicians who 
make family medicine the premier spe-
cialty in service to their community and 
profession. From a personal perspective, 

being a Fellow signifies not only ‘tenure’ 
but one’s additional work in your com-
munity, within organized medicine, 
within teaching, and a greater commit-
ment to continuing professional devel-
opment and/or research. 

Congratulations to the following 
USAFP members!
Courtney Ann Dawley, DO, FAAFP
Amanda S.  Cuda, MD, FAAFP
Devin P. McFadden, MD, FAAFP
Erich R. Heinz, MD, FAAFP
Theodore R. Brown, DO, FAAFP
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Dr. Payne suggested in last quarter’s 
Practice Management committee article 
that practice managers “ride switch”, or try 
new things to keep their practice interest-
ing and dynamic. Marketing is a very in-
teresting business concept that has great 
potential for interesting and dynamic ap-
plication for practices. Management pro-
fessionals recognize the enormous benefit 
of marketing on their business. Wikipedia 
defines marketing as “the process of com-
municating the value of a product or ser-
vice to customers.” Marketing may well 
be the spark that transforms our practices 
and our specialty. Family Medicine needs 
effective marketing right now. 

Marketing in military medicine is ob-
viously not intended to increase financial 
profits, but consider other profits that 
might increase with marketing: the shares 
of patient enrollment, patient satisfaction 
and loyalty (especially to family medi-
cine), front line employee satisfaction 
and productivity, retention and recruit-
ment of family physicians and staff loyal 
to family medicine. Perhaps medicine, 
particularly military medicine, has shied 
away from traditional business models be-
cause “medicine is not a business.” Medi-
cine may not be a business like Apple or 
Nike, but those of you in practice man-
agement roles recognize that business 
management principles are alive and well 
in our practices, especially when it comes 
to people.  And that’s who marketing is 
all about: people. Entire courses are dedi-
cated to marketing principles. Three are 
presented here with immediate applica-
tions that may or may not be feasible in 

your practice. Take these brainstorming 
seeds, plant them, and see what grows in 
your specific environment. 

“I’m lovin’ it”: Branding
This key concept to marketing theory 

was adopted from cattle owners in an ef-
fort to differentiate their animals from an-
other rancher’s cattle. The marketing ap-
plication is obvious:  the symbol, design, or 
name that differentiates one product from 
another. You will think quickly of logos 
of your favorite consumer products. You 
may then think of the logo of your Service, 
your Medical Command, your Hospital…
how about your Clinic? Consider the im-
pact of an identifying, unifying symbol on 
your patients and your front line employ-
ees. T-shirts, website, front desk, business 
cards, letterhead…within financial reason, 
of course. It might not have any impact, 
or it might build confidence and loyalty 
among your patients, potential patients, 
and employees. 

The evolution of the Fam-
ily Medicine identity seems to 
be centering on the brand of the 

“Personal Physician”. Decide with your 
medical staff if this is how the family 
physicians and providers in your clinic 
will be branded. Perhaps your practice 
will have a slightly different brand: “My 
Health Coach”, “My Doc”, or “My Medi-
cal Home”. By having the discussion, you 
may help lead your family physicians and 
providers to a values based vision for 
the practice: does the clinic provide full 
spectrum care, holistic wellness, patient 
centered care, soldier centered care, or 

all of the above. Create a brand and in-
spiration may follow.

“Just Do it”: Customer Service
and Satisfaction 

Alarm bells going off again? “Patients 
are not customers?” Again, business the-
ory helps us with this. Specifically, take 
a look at the following diagram from 
the Harvard Business Review. Heskett 
etal describes the diagram in the article: 
“here’s how the chain works: enhancing 
internal service quality (equipping em-
ployees with the skills and power to serve 
customers) raises employee satisfaction, 
which fuels employee loyalty and produc-
tivity, which boost external service value-
which then increases customer satisfac-
tion and loyalty.”1

Again, do not emphasize revenue or 
profits in this model; rather consider the 
progression of concepts. Internal service 
quality and employee satisfaction will 
drive customer satisfaction. The current 
furlough has not been satisfying to many 
employees, especially those on the front 
lines of our clinics. How can we best mar-
ket the furlough to our employees? New 
programs and process improvements, 
including the Patient Centered Medical 
Home change the way employees do busi-
ness, or the internal service quality. Con-
sistent with most change management 
theory, this model confirms that progres-
sive changes should be marketed to the 
employees as well as patients. 

Consider creative communica-
tion strategies to reach your em-
ployees other than email. Record a 

committee report Amanda S. Cuda, MD
Faculty Development Fellow,

Madigan Army Medical Center, JBLM, WA
amanda.cuda@us.army.milPractice Management

Marketing Family Medicine and Our Clinics:
I’m Lovin’ It…Just Do It… It Gives You Wiiiings!
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monthly video update and post to a shared 
site with a creative title like “The Month-
ly Show”. Schedule lunch walks with 
your front line employees, especially the 
Medical Support Assistants, Nursing As-
sistants, and Enlisted administrative sup-
port. Consider a “personalized” welcome 
letter or secured email to new patients as 
a method of establishing lines of commu-
nication. Invite new patients to a “meet 
and greet” with the providers, clinic staff, 
and clinic leadership. It could be held on a 
semi-annual interval, located in the clinic 
or other centralized place. 

“It Gives You Wiiiings!”: Challenge
(and change) Your Mental Models2

This MIT Sloan Management review 
article calls the business world to ideals 

that our clinics and specialty could seek to 
achieve, as well: “we need to rethink our 
mental models to embrace the evolving 
segment of empowered consumers with 
new ways of understanding their behav-
ior, capturing the data on their behavior, 
analyzing it, and designing strategies to 
affect their behavior in a way that is con-
sistent with the company’s objectives.”2 
Creativity and innovation are required in 
the marketing of Family Medicine clinics, 
the PCMH, and the specialty of Family 
Medicine to the Military Health System. 
This is the fun part, but does require dili-
gent knowledge of all the links in your 
clinic’s service profit chain. 

The article suggested an interesting 
application called “reverse mentoring”. 
Experienced managers would seek the 

understanding of “younger” mentors in 
order to learn about new markets and 
technologies. Young medics have consis-
tently been a wealth of ideas and energy 
for practice managers. Seek the feedback 
of a variety of generations and perspec-
tives from among your employees and 
your patients.

Best Practices
Whether you knew what you were do-

ing or not, perhaps you have already ap-
plied many of these marketing principles 
and ideas to your practice. Maybe you have 
ideas for how to market specific aspects of 
Family Medicine clinics, the PCMH, or 
Family Medicine as a specialty? Would 
you email those best marketing ideas and 
practices to the Practice Management 
Committee? We’d love to collect them 
and post them to our new area on the US-
AFP website: elizabeth.duque@us.army.mil 
and amanda.cuda@us.army.mil.

Can you match the brands and the 
slogans?
I’m Lovin’ It. 	 Redbull
Just Do It. 	 McDonalds
It Gives You Wiiiings!	 Nike

References
1.	Heskett JL, Jones TO, Loveman GW, Sasser 

EW, Schlesinger LA. Putting the Service-
Profit Chain to Work. Harvard Business 
Review. 2008(July-August):118-129.

2.	Wind YJ. A Plan to Invent the Marketing We 
Need Today. MIT Sloan Management Review. 
2008;49(4):20-28.

Every Doc  Can Do Research
Have you wanted to do a research project but were not sure how? Would you like a user friendly 
workbook to help you over the inertia of starting a project? The Clinical Investigation Committee 
is pleased to offer user friendly tools for organizing, planning, and starting a research project.

If interested, please send a request to direamy@vafp.org. Tools Available:
•	 Every Doc Can Do Research Workbook
•	 Every Doc Can Do A Poster
•	 Every Doc Can Do A Scholarly Case Report Workbook

Clinical Investigation Research Tools also available on-line at www.usafp.org.
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Family Medicine Faculty Positions at 
UT-Jackson Family Medicine

The Department of Family Medicine at the University of Tennessee College of Medicine is seeking highly qualified family physicians to train the physicians of tomorrow
at their unopposed (8-8-8) residency program in Jackson. We seek energetic, enthusiastic family physicians that love to teach and want to make a difference in the
lives of students, residents and practicing physicians along with patients, families and the community. We are especially interested in physicians with several years of
experience in the clinical setting.  Are you at a point in your career where you want more than your practice can provide? Teaching medical students and residents

provide faculty variety each day and a host of administrative, clinical and leadership challenges that will keep you motivated for many years.  

The UT-Jackson Family Medicine Residency Program has openings for two full-service family physicians. The successful candidates will have the wonderful opportunity
to work with a dynamic faculty, practice the full-spectrum of family medicine in a very supportive academic and practice environment and help train a great group

of medical students, residents and fellows. Qualified applicants should hold the MD/DO degree, be board certified, and have proven experience as a physician,
leader and clinician educator. Duties include teaching students, residents, and fellows, patient care, administration, community service and research.  An obstetrical

practice is negotiable.  Academic rank and salary are commensurate with qualifications and experience. JMCGH provides a sign-on bonus.  

Jackson, Tennessee is a medium-sized city in West Tennessee that is two hours from Nashville and one hour from Memphis. This family oriented community 
provides an outstanding school system, several colleges including Union University, minor league baseball, hunting, fishing and many other community activities.
Our residency is located in a 28,000 square foot building immediately adjacent to Jackson Madison County Hospital. The hospital has added a new wing that
opened less than two years ago. We receive the best support from Jackson Madison County General Hospital and West Tennessee Healthcare.  All specialties 

are represented in our community.  

Interested applicants should submit a cover letter and CV to:
Dr. David L. Maness, Professor and Chair

UT Department of Family Medicine
1301 Primacy Parkway, Memphis, TN 38119

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.

If you’re a physician looking for a career that engages your heart, as well as your mind... 




Dorothy Reed, CMSR 

(541) 868-3454 
dreed@peacehealth.org 

www.peacehealth.org 



• 

• 

• 

Oregon  •  Washington   



We value wllssand a swk-lblc while offering our 
physicians ccs, bustbfits, lcand 
bus; studtlytfor those who qualify.


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operational medicine

1.	 Safe approach:  Helicopter and fixed 
wing aircraft save lives every day in 
deployed operations, but they can also 
kill.  A number of medical personnel 
have been seriously injured or decapi-
tated by inadvertently walking into 
an aircraft’s ‘danger area.’  Do not ap-
proach an aircraft without a clear hand 
signal from a crewmember.  Never 
approach toward a rotor system or 
jet engine blast area, especially from 
downsloping terrain.

2.	 Manage physiologic stresses of 
flight:  Trapped gas expands.  Once in 
flight, even small amounts of trapped 
gas can grow into a significant medical 
problem.  The jury is still out on the 
benefits of filling the endotracheal tube 
cuff with normal saline.  No one doubts 
the wisdom of nasal gastric tubes for 
patients who have recently undergone 
abdominal surgery or who are other-
wise at risk for ileus.  Afrin can help re-
lieve the sinus pressure that occurs with 
altitude changes in patients with upper 
respiratory infections. Unless other 
life-threatening injuries are present, do 
not air evac a patient with trapped air 
in the globe until cleared by an optom-
etrist.  If a chest x-ray is unavailable, err 
on the side of inserting a chest tube in a 
patient with suspicion for a pneumotho-
rax.  A small pneumothorax can rapidly 
expand in flight.  Prepare for increased 
pain requirements. 

Pain from fractures typically in-
creases two-fold with rotary wing 
transport. Aggressively prevent hypo-
thermia and hypoxia. Temperature and 
oxygen saturation drops predictably 

with altitude.  Angel Warmers or oth-
er thermal blankets are life-savers for 
poly-traumatic patients; temperature 
dots placed on a casualty’s forehead 
can help monitor dangerous tempera-
ture drops.  Flying patients without 
adequate warming measures, even in 
a desert environment, sets them up 
for coagulopathy.  Patients without an 
oxygen requirement on the ground 
may develop one in flight due to alti-
tude alone.  If even the thought of ‘in-
tubation’ enters your head, the time is 
probably right to definitively secure 
the airway of that patient preparing for 
a long air transport.  Likewise, it is best 
to wait 24 hours after an extubation to 
fly.  Intubation is challenging in-flight 
especially when complicated by evasive 
maneuvers, vibration and poor lighting.  
Anticipate the need for anti-emetics 
and, unless contraindicated, load your 
patient prior to flight.  Casts should be 
bi-valved unless a full cast is critical to 
the integrity of a fracture.  Similarly, 
any casualty with a wired jaw should be 
transported with equipment to cut the 
wire in the event of airway problems.

3.	 Stay current and train before you 
go:  Aeromedical transport skills can 

be just as perishable as critical care 
skills.  Seek extra or refresher training 
if you know you will be involved with 
aeromedical transportation.  CENT-
COM Clinical Practice Guidelines 
are updated routinely in order to re-
flect best practices for aeromedical 
transport based on outcome evidence: 
http://www.usaisr.amedd.army.mil/.

4.	 Patient packing techniques:  There 
is no one “right way” to package.  Fo-
cus on: safety, access, organization.

5.	 Know the right way to communi-
cate:  Be sure every patient that you 
send out through fixed wing trans-
port has a patient movement request 
(AF3899).  The documentation you 
provide ensures that the right patient 
gets to the right location with the right 
receiving medical support and bed 
space.  Be sure to annotate as needed 
medications.  Once air transport is 
underway it will be very difficult for 
an in-flight team to get in touch with 
you for verbal pain, sedation or nausea 
medication orders.  If flying MEDE-
VAC, follow the lead of the en-route 
care team and do not use white light 
during night operations, which can 
mark the aircraft to the enemy.

Nicole Powell-Dunford, MD, MPH, FAAFP
Medical Director
SHCS USAHC-SBHC
nikkipd@gmail.com

What Every Deploying Doc Should
Know About Aeromedical Transport

Pain from fractures typically increases 
two-fold with rotary wing transport. 
Aggressively prevent hypothermia and 
hypoxia. Temperature and oxygen 
saturation drops predictably with altitude.
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Why Direct Observation?
Sir William Osler was prophetic in 

his thoughts on observation, perhaps es-
pecially when it comes to medical edu-
cation.  Core clinical skills including 
history-taking, physical examination, and 
patient education rely heavily on obser-
vation.  Several studies exist suggesting 
that deficiencies in these areas persist, 
both amongst learners and even faculty. 
(Holmboe, 2008, p.120)  Given the well-
established importance of accurate his-
tory and physical exam findings in correct 
diagnosis, a high emphasis must be placed 
on resolving these shortcomings.  One 
critical evaluation tool available to educa-
tors is direct observation (DO) of learn-
ers.  Both the ACGME and the LCME 
mandate continual assessment of learn-
ers’ clinical proficiency, including direct 
observation.  Further, the Next Accredi-
tation System (NAS) will incorporate 
milestone assessment semi-annually, re-
quiring increased specificity in reporting 
learner behaviors.  Direct observation of 
trainees with actual patients is a cross-
competency evaluation tool, retaining 
high utility even as standardized patients 
and simulation gain further prominence 
in medical education.  

Challenges to increased use of di-
rect observation include the need for 
dedicated time in a 1:1 faculty to learner 
ratio, initial faculty and learner discom-
fort, and a need for repeated episodes to 
increase reliability, validity, and learner 
perception of value.  These challenges 

may account for clear evidence in the 
literature noted by Holmboe (2008, p. 
121) and others that direct observation 
is lacking in both frequency and qual-
ity in medical education.  Conversely, a 
national survey of students and residents 
found that increased direct observation 
is associated with perception of increased 
educator knowledge of learners, and a 
resultant increase in feedback (Mazor et 
al., 2011).  Tools for implementation of 
DO with accompanying faculty develop-
ment methods have emerged to ease de-
velopment of the art of observation, both 
for educators and medical learners.

Effective Implementation
Two primary steps exist in assuring ac-

curate direct observation.  First, faculty 
must be trained to ensure consistency.  
Second, selection from amongst several 
available tools can improve ratings’ valid-
ity, reliability, and increase error detection.  

Faculty training can use one of several 
published approaches:

•	 Behavioral Observation Training 
combines increased observation epi-
sodes, use of observational tools such as 
those described below, and preparation 
of specific DO learning objectives.

•	 Performance Dimension Training 
(PDT) specifically familiarizes raters 
with detailed criteria for trainee be-
haviors, using a deeper understanding 
of specific norms and benchmarks to 
standardize ratings across faculty.

•	 Rater Error Training (RET) extends 
PDT to focus on the levels of perfor-
mance of the learner in each perfor-
mance dimension or competency.  
The transition to the NAS with mile-

stone reporting will make some form of 
PDT and RET highly valuable for resi-
dency faculty.  Novel approaches being 
described include rating standardized 
residents, using an audience response sys-
tem to rate videotaped learner scenarios, 
and Objective Structured Teaching Ex-
aminations focused on evaluation.  A full 
description of these approaches and re-

teaching and learning Garrett Meyers, MD, MACM, FAAFP
Faculty Development Fellow
Madigan Healthcare System

Joint Base Lewis-McChord, WA
garrett.meyers@us.army.mil

Direct Observation of Learners
“There is no more difficult art to acquire than the art of observation, and for some it is quite

as difficult to record an observation in brief and plain language.” – Sir William Osler

Similar to feedback, a culture in which DO is routine 
and expected will help to improve learner, patient, 
and faculty comfort with the technique, and improve 
accuracy of and satisfaction with evaluation.  Train 
faculty, choose a tool, and the difficulty noted by 
Osler can be significantly alleviated.
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Promoting Research in the 
Military Environment 

Visit us online at www.usafp.org/research.htm for resources or to find a mentor. 

Have a great idea for operational research but are 
unsure where to start or how to get approval? 
 

Whether you are 
deployed or in 

garrison, the USAFP 
research judges

can help! 
 

sources for their implementation can be 
found in Eric Holmboe’s Practical Guide 
to the Evaluation of Clinical Competence 
(2008), cited below.  

Various authors have described step-
by-step approaches to DO, including 
Holmboe in the Practical Guide.  Com-
mon lessons from various authors include:
1.	 Clearly establish protocol and ex-

pectations with the patient and the 
learner alike, and consider obtaining 
patient consent.

2.	 Ensure appropriate positioning.  Rater 
presence should not physically inter-
fere with the exchange between the 
learner and the patient, but faculty 
need to be in a position to adequately 
assess the interaction.

3.	 Avoid interjecting if at all possible.  
Once a rater injects himself into the 
learner-patient interaction, it is altered 
irretrievably.  Corrections and discus-
sion are best left for the end of the visit.

4.	 Provide a clear, structured debriefing 
employing the principles of effective 
feedback.

Tools
A systematic review conducted by Ko-

gan et al. (2008, p. 1316) identified and 
compared 55 tools for direct observation 
of actual patient encounters published in 
the medical education literature.  Eleven 
of these had validity evidence, and 26 
described associated faculty training.  
The tool with the most robust evidence 
is the Mini-Clinical Evaluation Exer-
cise (Mini-CEX).  The mini-CEX is 
designed to be employed in daily prac-
tice, with faculty observing learners in 
various settings and for varying lengths 
of time.  A 9-point rating scale is used 
to evaluate specific skills, assess overall 
competency, and structure feedback.  
Tools can also be as simple as checklists, 
which have been shown to increase de-
tection of errors in learner performance, 
although not to improve overall assess-
ment of competence.  

 Tools may be constructed and tai-
lored to the specific needs of a learning 
event, or accessed through several online 
resources.  The STFM Residency Com-

petency Assessment Toolkit is a robust re-
source for DO tools, as well as further ex-
ploration of direct observation.  The RC 
Toolkit is available at http://www.stfm.
org/RCtoolkit/Tools_Observation.cfm.  

So What?
The bottom line for direct observation?  

Do it early, and do it often.  Similar to 
feedback, a culture in which DO is routine 
and expected will help to improve learner, 
patient, and faculty comfort with the tech-
nique, and improve accuracy of and sat-
isfaction with evaluation.  Train faculty, 
choose a tool, and the difficulty noted by 
Osler can be significantly alleviated.

Works Cited:
Holmboe ES, Hawkins RE (2008). Practical 

Guide to the Evaluation of Clinical Competence. 
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Direct Observation and Assessment of Clini-
cal Skills of Medical Trainees: A Systematic 
Review. JAMA 2009; 302(12) 1316-1326. 

Mazor KM, Holtman MC, et al. The Relation-
ship Between Direct Observation, Knowledge 
and Feedback: Results of a National Survey. 
Acad Med 2011; 86(10); S63-67.  
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ACTIVE
Eric Edward Abbott, DO
Lisa Leith Abels, DO
Daniel Bradley Algert, MD
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Mr. Michael James Eliason
Ms. Kristin Jean Finn
Ms. Elyse Colfax Fiore
Mr. Christopher Flinton
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Mr. Karl Raymond Swinson
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new members
The USAFP Welcomes the Following New Members…
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• Unique Compensation 

• Flexible Schedules

• Personalized Benefits Packages

• Generous Vacation & CME Allowances

• Malpractice Insurance Coverage

• Team-Oriented Workplace

• Career Advancement Opportunities

Are you looking for a satisfying career 
and a life outside of work?  Enjoy both
to the fullest at Patient First.

Founded and led by a physician, Patient First has been a
regional healthcare leader in Maryland and Virginia since
1981.  Patient First has 45 full-service neighborhood medical
centers where our physicians provide primary and urgent care
365 days each year.  In fact, over 260 physicians have chosen
a career with Patient First.  We are currently looking for more
Full and Part-Time Internal and Family Medicine Physicians
in Virginia, Maryland and Pennsylvania.  At Patient First, each
physician enjoys: 

To discuss available positions please contact
Eleanor Dowdy, eleanor.dowdy@patientfirst.com 
or (804) 822-4478. We will arrange the opportunity
for you to spend time with one of our physicians
to experience firsthand how Patient First offers
each physician an exceptional career.
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Make a Difference.
As the largest community health center in 
the Pacific Northwest, the Yakima Valley Farm 
Workers Clinic offers the perfect balance 
between work, community and quality of life. 

Primary care opportunities:
• Family Medicine  • OB/GYN
• Pediatrics   • Internal Medicine
• Med/Peds   • Child Psychiatry

We offer:
• Market Competitive pay • Great benefits
• Loan repayment  • Visa sponsorship

Call 1-877-983-9247 or
email providerjobs@yvfwc.org

Explore the Possibilities.
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