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Canoeing at Vinland’s main campus in Loretto, Minnesota

drug & alcohol treatment 
for adults with disabilities

A Comprehensive Approach
Vinland Center provides drug and alcohol treatment for adult 
men and women with cognitive disabilities. We make all possible 
accommodations for cognitive deficits and individual learning 
styles. 

At Vinland, we believe integrated treatment offers the best 
outcome for individuals struggling with substance abuse, mental 
health issues, and cognitive impairments. We know there are many 
barriers to achieving long-term sobriety, so our program addresses 
the needs of the whole person – mind, body, spirit. We offer 
several complementary care services such as therapeutic exercise, 
nutrition, mindfulness meditation, chronic pain management, and 
family programming.

Full lives for people with disabilities
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One day when he was in high school, 
my youngest son looked quizzically 
at my wife and asked, “Mom, when 

are you going to get a job that pays?” Like 
most tongue-in-cheek comments, his 
question contained more than a kernel 
of truth. I actually had dubbed my wife a 
professional volunteer after her director-
ship of children’s ministry was followed 
by moderator of the church which was 
followed by PTA president which was fol-
lowed by directorship of a chamber music 
series at our church—all time-consuming 
duties done purely for the joy of serving. 

Although clearly a minor leaguer com-
pared to my wife, I have done my share of 
volunteer activities—medical staff leader-
ship during the era when it wasn’t reim-
bursed, committee chair at church, Cub 
Scout leader during that phase of my sons’ 
lives. Each took ample amounts of time 
and more than a little brain space, espe-
cially when crises surfaced among medical 
staff and church members. During those 
brouhahas, tending to a full-time internal 
medicine practice seemed like child’s play 
compared with dousing the fires at my 
non-paying job. More than once I asked 
myself, “Do I need this additional hassle?”

Similar questions likely keep other gain-
fully employed physicians from diving into 
the volunteer pool. Why complicate my 
already hectic life? How much can I con-
tribute? What skills do I have to lend? Lots 
of reasons why not. 

And why should physicians make the 
stretch to volunteer? After all, they work 
in a service profession. They help people. 
They labor long hours dealing with diffi-
cult, frequently unsolvable problems. Add-
ing one more activity threatens to overflow 
an already crowded plate. Volunteering 
just doesn’t make it onto many physicians’ 
radar and, when it does, the “why nots” 
frequently win out. 

Our physician volunteers featured this 
month offer lots of reasons why including 
giving back, contributing to the com-
munity, and seeing a need and meeting it. 
Medical studies showing that volunteering 
may improve longevity add fuel to the pile 
of “whys.” And organizations like the Min-
nesota Medical Association Foundation 
try to guide interested physicians past the 
roadblocks to participation, making “why” 
more possible. 

I asked my wife, “Why do you volun-
teer?” As an unemployed woman who 
should have time on her hands, she gave 
a flip answer, “Because I can.” “But,” I 
persisted, “You could be playing tennis 
instead.” She thought for a minute and 
then reached back into her religious back-
ground and said, “Because we’re all God’s 
children, and we should help when we 
can.” 

Certainly that’s not the answer for ev-
erybody. God doesn’t have to play a role. 
But seeing beyond oneself does. We all 
rotate in our own orbits and realizing there 
are solar systems out there that may need 
our attention can make our lives fuller and 
more meaningful. 

In the Copper Country of Michigan’s 
Upper Peninsula, there is an almost-
abandoned mining town named Central 
with a lone Methodist Church. For the 
past 109 years for one Sunday in the sum-
mer, that church swings wide its doors and 
holds two services. For the past 35 years, 
at least half the choir for those services has 
been made up of Martins, my wife’s family. 
Two years ago, my wife accepted the job, 
unpaid, of directing that choir. The profes-
sional volunteer has added to her resume. 

Tending to a full-time 

internal medicine practice 

seemed like child’s play 

compared with dousing 

the fires at my  

non-paying job. 

Charles Meyer can be reached at  
charles.073@gmail.com.

Charles R. Meyer, MD, Editor in Chief

Why volunteer?
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SHORT TAKES    DOWNTIME

Selling good goods
When tourists, col-

lege students and 

residents of St. Peter, 

Minnesota, peruse 

handmade goods 

from around the 

world at The Fair 

Emporium, little do 

they know that the 

people assisting them 

behind the counter 

often are owners Carrie 

Stelter, MD, and her hus-

band, Keith Stelter, MD. 
About a year ago, the two family physi-

cians acted on a long-held dream to help 
people in economically disadvantaged 
areas, with a twist on what they initially 
envisioned. The couple always thought 
they would one day volunteer with an or-
ganization like Doctors Without Borders 
or do mission trips. Instead, they decided 
to launch a fair-trade business in their 
community. 

“This was a way we could help some of 
the marginalized parts of the world in a 
different way,” says Carrie Stelter, who sees 
patients at the Mayo Health System Clinic 

and the Minnesota Valley Health Center 
in Le Sueur, where she is medical director. 
“We had seen some Ten Thousand Villages 
Stores—fair-trade stores—and thought 
that was a fun idea and a way to give back 
to the world as a whole, as the artisans are 
fairly compensated for their work.” 

Keith Stelter, a family physician with 
Mayo Health System’s Eastridge Clinic in 
Mankato and associate director of the Uni-
versity of Minnesota Mankato family med-
icine residency program, traveled in south-
ern Asia between residency and practice. 
There, he became inspired by all of the 
beautiful crafts he saw, which fostered a 
desire to share such art with people in the 
United States. “Everything in our store is 
handmade, it’s unique, and it allows our 
customers to see that the world is a smaller 
place and that we’re all connected,” he says, 
explaining that goods are created by artists 
in about 40 countries. 

When an 1860 storefront in downtown 
St. Peter came on the market in June 2014, 
the Stelters bought the building and spent 
the summer getting it ready for occupancy. 
Although neither had retail or much busi-
ness experience, they created a business 
plan and converted the space, which had 
previously been a custom sewing shop, 
with help from their children, one of 
whom is in high school and the other in 
college. The store welcomed its first cus-
tomers in September 2014.

Open between 30 and 35 hours a week, 
the store is gaining business through 
word-of-mouth. The Stelters hope to 
educate customers about fair trade and 
continue building traffic for their jewelry, 
scarves, clothing, decorative items, table-
ware, gourmet chocolate and other goods 
over the next few years. 

PHOTO BY ART SIDNER 

Carrie and Keith Stelter, both family physicians, at their fair-trade store in St. Peter.



ENVIRONMENT    SHORT TAKES

Sounds of the hospital 
Hospitals are noisy places, but not 

every hospital sound is annoying 
or worrisome. Some, in fact, are 

celebratory. 
The sound of a bell ringing is com-

mon in radiation oncology depart-
ments across the country, marking 
a patient’s completion of radiation 
therapy. “We’ve had a bell in the radia-
tion oncology clinic for several years,” 
says Kathryn Dusenbery, MD, head of 
radiation oncology at the University 
of Minnesota. The bell, resembling 
the kind found in an old-fashioned 
schoolhouse, is attached to a wall in 
the radiation oncology clinic wait-
ing room at the university’s medical 
center. “Patients really like the idea 
of ringing the bell when they’re done 
with that phase of their cancer jour-
ney,” she says. “There’s a round of ap-
plause from other patients in the wait-
ing room, staff and anyone walking by. 
It’s very emotional.” 

Quieter, but equally joyful, is the 
sound of Brahms’ lullaby played on 
chimes in Fairview hospitals to an-
nounce a birth. The tradition “began 
as an idea from birthplace staff and 
management to share day-brightening 
news with everyone,” says Jennifer 
Amundson, Fairview Health Services 
communications manager. It started in 
the early 2000s at University of Min-
nesota Medical Center and expanded 
to all Fairview hospitals. “Staff enjoy 
it; it reminds us why we’re here.” 

The chimes play throughout hospi-
tal hallways on the overhead system, 
so they can be heard in people’s offices 
if their doors are open (they’re not 
heard in emergency departments). 
“People always smile when they learn 
the reason for them,” Amundson says. 

St. Cloud Hospital used to broad-
cast a lullaby to celebrate births, but 
recently discontinued the tradition be-

cause “it caused deep feelings of grief for 
families and staff who experienced infer-
tility, miscarriage, stillbirth and newborn 
death,” says Ann Weismann of CentraCare 
Health, which owns the hospital. She says 
the Family Birthing Center is considering 

other ways to note the occasion. 
Offering support during difficult times 

gave rise to the practice at HealthEast’s 
Woodwinds Health Campus in Woodbury 
and St. John’s Hospital in Maplewood of 
broadcasting chimes whenever “staff feel 
that a patient, family member or fellow 
staff member may need extra prayerful 
intention,” says HealthEast Patient Experi-
ence Leader Cindy Bultena. The chimes 
can be heard in many areas of the hospital. 

Woodwinds initiated “Pause for Prayer,” 
as the sound is called, eight years ago after 
learning of a similar practice at North Ha-
waii Hospital. 

Staff reaction to the chimes? “Many 
take a deep breath, then send their prayer-
ful energy to the universe, trusting it will 
go where it’s needed,” Bultena says.  
HealthEast plans to implement chimes at  
St. Joseph’s Hospital in St. Paul as well.  
 – JANET CASS
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The bell that patients at the 
University of Minnesota’s radiation 
oncology clinic can ring when they 

finish treatment. 

In the meantime, they both continue to 
practice medicine. Keith Stelter works full-
time and Carrie part-time. At the store, 
they have a rough division of labor: Keith 
handles the accounting, bookkeeping and 
back-end operations (insurance, security 
and credit-card processing); Carrie places 
orders from certified fair-trade organiza-
tions, manages inventory and designs dis-
plays for the products. 

On top of supporting artists and crafts-
people around the world, Carrie Stelter 
often finds her worlds colliding when 
patients come into the store or want to 
talk about it during an office visit. “It helps 
with burnout,” she says. “Sometimes in 
medicine at our age, you feel like you’re 
doing the same thing again and again. By 
doing something totally different, when I 
go to my clinic days I’m a little more tired 
but I’m more fresh. It’s a lot of work but it’s 
been good work.” – SUZY FRISCH

Share your 
passion
Do you have an interesting 
pastime? Do you know of a fellow 
physician whose passion we 
should showcase? Contact Kim 
Kiser at kkiser@mnmed.org.
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SHORT TAKES    FREE CLINICS

such as respiratory illnesses, headaches 
and skin rashes. Hadi is run entirely 
by volunteers, including Nathani’s 
daughter, Asiyah, and wife, Munira, 
and serves up to 10 walk-in patients on 
any given Saturday.  A number of those 
patients are immigrants from East and 
West Africa. 

Twenty-five miles south, Kacey 
Justesen, MD, and her husband, Jerad, 
began serving Minnetonka-area resi-
dents free of charge through the Mills 
Health Clinic that same year. Kacey 
Justesen, the clinic’s medical director 
and a family physician at the Univer-
sity of Minnesota’s Broadway Family 
Medicine Clinic, discovered that a free 
clinic was needed in the area when the 
couple was volunteering at ICA Food 
Shelf in Hopkins. A needs assessment 
indicted that about 18 percent of ICA’s 
clients did not have health insurance 
and had unmet medical needs. “That 
came as a surprise, because ICA serves 
Hopkins, Excelsior, Minnetonka, 
Greenwood—communities that many 
don’t consider to be ‘in need,’” she 
says. That misconception meant that 
there were not a lot of free health care 
services available in the area. 

Kacey Justesen says the conditions patients present with are 
similar to those she sees in her day job—diabetes, depression, 
asthma, hypertension, heart disease. “The difference is that many 
of the people we see at Mills Health Clinic haven’t been to a doc-
tor in years.”

The clinic, which, like the Hadi Medical Clinic, offers primary 
care and chronic disease management, is open Tuesday evenings 
by appointment and serves about six patients a night. (It also of-
fers optometry services every other Wednesday.) It is staffed by 
volunteer physicians, physician assistants, nurses and others who 
work the front desk, answer questions, coordinate follow-up ap-
pointments and help patients obtain medications. Jerad Justesen 
handles the clinic’s finances and administration. 

Learning curve
As newcomers to Minnesota’s free clinic network, Nathani and the 
Justesens are learning as they go—figuring out how to get the sup-

Abdulhussain Nathani, MD, has 
seen the toll a lack of health in-
surance can take on patients. A 

hospitalist with Mercy Hospital since 
2005, he felt helpless seeing so many 
people admitted with what he calls 
“extreme conditions”—kidney failure 
resulting from diabetes, massive heart 
attacks prompted by years of untreated 
high cholesterol and high blood pres-
sure, an amputation caused by an 
untreated foot ulcer. “Again and again, 
I would go home and tell my daughter 
and wife, ‘I wish I could have had the 
opportunity to help them much ear-
lier,’” he recalls. “I felt there had to be 
some way to reduce people’s suffering 
and lessen their medical problems.”

At his family’s urging, Nathani de-
cided to do something to address the 
issue. In 2013, he started the Hadi Med-
ical Clinic in Brooklyn Center, a free 
clinic offering primary care services 
for those who lack health insurance. 
Open every Saturday from 10:30 a.m. 
to 1 p.m., the clinic provides preventive 
screenings, monitors patients’ chronic 
diseases, offers routine checkups and 
sees patients with common ailments 

The newcomers

Help starting a free clinic
Volunteers in Medicine 
www.volunteersinmedicine.org

A national nonprofit dedicated to building a network of free 
primary care health clinics for the uninsured. 

State of Minnesota Administrative Services 
Unit Volunteer Health Care Provider Program
http://mn.gov/boards/asu/volunteer-health-care-providers/

This site provides a list of requirements for registering as a 
volunteer health care provider and receiving free malpractice 
insurance.

Hadi Medical Clinic’s 
Abdulhussain Nathani, MD

“I felt there had to be some way 

to reduce people’s suffering and 

lessen their medical problems.”
– Abdulhussain Nathani, MD
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FREE CLINICS    SHORT TAKES
nerable and in great need. And when you do something for them,
it becomes contagious. Our patients end up asking what they can 
do to lend a hand as well,” he says. Hadi Medical Clinic recently 
began providing meals to those in need and plans are underway 

to provide eye care services. In the future, Nathani hopes to es-
tablish a relationship with the University of Minnesota so medi-
cal students and residents can do rotations at the clinic.“We are 
always thinking about how we can further serve others and share 
resources.”– JEANNE METTNER

plies and volunteers they need to keep the doors open and how
they can best serve their patients.

Nathani says he has been touched by the amount of support 
he has received, particularly from health systems. North Memo-
rial donated medical equipment including 
exam tables and blood pressure machines; 
Allina, his employer, donated computers. 
The Imam Husain Islamic Center, which 
owns the clinic location, provides the space 
rent-free. Nathani’s son-in-law, an internal 
medicine resident in New York, set up a 
web-based EMR. Other supplies have been 
donated by individuals or purchased using 
contributions. “We don’t ask patients to pay, 
but they usually leave a little something,” 
Nathani says. 

When planning the Mills Health Clinic, 
the Justesens worked with Volunteers in 
Medicine (VIM), a national nonprofit that is building a network of 
free primary care clinics. “Through their online support and email 
chains, we were able to see examples of what other clinics did for 
things such as clinical policies and procedures, and intake forms 
for new patients,” Kacey Justesen says, adding that a representa-
tive from VIM visited the clinic site as they were getting ready to 
launch. In addition, VIM offers group purchasing accounts for sup-
plies and has an email exchange where free clinics share advice on 
how to deal with challenges they’re facing. 

Finding physician volunteers has been a challenge for both 
clinics. Nathani says many clinicians mistakenly believe they will 
need to bear the costs of obtaining liability insurance to serve at 
the clinic. (Physicians and nurses volunteering their medical ser-
vices need only to register with the Minnesota Health Licensing 
Boards’ Administrative Services Unit to receive free individual 
medical malpractice coverage.) But even with malpractice con-
cerns alleviated, physicians can be reluctant to take on volunteer 
work because of the time commitment. “These are people who 
are being stretched in many different directions, so I understand 
it’s a big ask,” Kacey Justesen says, adding that she is one of four 
physicians who serve at the Mills Health Clinic. 

The clinic refers patients to Portico Healthnet, a St. Paul-based 
nonprofit that can help them apply for Medical Assistance or 
enroll in MNSure. As a result of more patients becoming insured, 
the Justesens have been able to reduce the clinic’s hours (until this 
summer, it was open two evenings a week). “We know that our 
patients will ultimately be better off if they have health insurance,” 
Kacey Justesen says.

Sense of satisfaction
Nathani says physicians don’t always realize how rewarding work-
ing at a free clinic can be. “It’s more than anything money can buy 
because you are truly making a difference for people who are vul-

The Mills Health Clinic’s 
Kacey Justesen, MD “Many of the people we 

see at Mills Health Clinic 

haven’t been to a doctor 

in years.”
– Kacey Justesen, MD

Your Link to Mental Health Resources
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Vivian worked as a nurse and administra-
tor at St. Joseph’s from 1972 to 2000 and 
co-founded the Lakes Area Habitat for 
Humanity 25 years ago.

“She’s part of the reason I’m at Essentia,” 
says Henry, an emergency physician at  
St. Joseph’s and chief medical officer for 
Essentia’s Central Region. “During my 
interview 17 years ago, she asked me how I 
felt about the Benedictine values of hospi-
tality and caring for those in need. No one 

Doing good works is part of the Benedic-
tine way. So when representatives from the 
Lakes Area Habitat for Humanity in Brain-
erd asked Essentia Health–St. Joseph’s 
Medical Center and Clinics in Brainerd, 
which was founded by the Benedictine 
Sisters, to build the area’s 101st Habitat for 
Humanity home to honor Sister Vivian 
Arts’ legacy, David Boran, MD, and Peter 
Henry, MD, were quick to volunteer. Sister Peter Henry, MDDavid Boran, MD

In their 
backyards
How some Minnesota 
physicians go beyond 
the clinic to make their 
communities better.

BY HOWARD BELL

Busy as they are, many physi-
cians still find time to get 
involved in charitable activi-

ties outside of work. It’s especially 
the case for those living in smaller 
communities, where they’re often 
civic leaders as well as caregivers. 
Minnesota Medicine spoke with a 
few about how they’re making a 
difference—and making it work 
with their medical practices.

Raising the roof 
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most personal and direct questions,” he 
says. “Many are as unsure about how to 
navigate the teenage world as the kids are.” 
Research shows parents do influence their 
children’s decisions about sex and other 
risky behaviors, Cox says. Studies also 
show that teens want to get this type of 
information from their parents as well as 
their peers.

Cox says kids who are now in college 
tell him how helpful the program was and 
how it made a difference in the choices 
they made. He says parents also tell him 
how it helped them start the conversation 
with their teens. 

Cox says he wants to give kids the self-
confidence and tools they need to deal 
with peer pressure “It’s good for the kids, 
good for parents and good for the com-
munity,” he says, “and it’s an example of 
how an ounce of prevention is worth a 
pound of cure.”

father of two boys, ages 7 and 10, helped 
create the content for the training pro-
gram, which is partly based on research 
and partly on the experiences, insights  
and creativity of the high school kids 
themselves. 

The teen mentors present skits, pose 
questions and dispel surprisingly wide-
spread myths (that you can’t get pregnant 

the first time, if you have sex 
in water or if the guy doesn’t 
ejaculate). Middle schoolers 
learn that most high school 
kids are not sexually active, as 
well as how to say “no,” change 
the subject or walk away when 
they’re in a risky situation. “The 
message,” Cox says, “is that 

you will be pressured to have sex and take 
drugs. You will be bullied and tempted to 
bully. But it’s OK, even cool, to say ‘no’ to 
all of this.”

Once or twice a year, Cox also speaks 
to parents about how to talk to their teens 
about preventing pregnancy and risky 
behaviors. “Sometimes parents ask the 

Chaun Cox, MD, a family physician with 
Mayo Health System’s North Ridge Clinic, 
knows that teens are strongly influenced 
by their peers when it comes to 
sex, drugs, drinking and bully-
ing. That’s why he and his wife, 
Kate, a pediatric/adolescent 
medical social worker for Mayo 
Health System, volunteer for 
Project for Teens, which trains 
high school students to teach 
middle schoolers how to resist 
these temptations. P4T, as it’s called, is a 
Mankato School District program that’s 
been around since the 1990s. The couple 
has been involved for five years. Kate 
serves as program director. 

This year, 80 Mankato high school stu-
dents will be trained as mentors; they will 
work with 2,300 6th, 7th and 8th grad-
ers in Mankato and St. Peter during the 
younger students’ health classes. Cox, the 

ever asked me those questions before, and 
they helped me decide that Essentia was 
the right place for me.” 

Boran, a family physician at Crosslake 
Clinic and former chief medical officer, 
worked with Sister Vivian for almost 30 
years. As co-chair of the planning com-
mittee for the 101st house, he personally 
helped raise $10,000 from former employ-
ees and physician colleagues to help pay 
for materials. He also spoke at the August 
blessing ceremony for the project. 

Volunteers broke ground September 25, 
and Boran and Henry have been among 
those swinging hammers and hanging 
drywall. A single mom who works two 
jobs and has three young children is 
scheduled to move into the house in mid-
November.

Both describe the experience of helping 
build the house as gratifying. “At the bless-
ing ceremony, the family was emotional 
and grateful,” Boran says. “Many from the 
community came in support, and six nuns 
made the trip from Duluth to celebrate the 
Benedictine philosophy in action and to 
honor Sister Vivian. It all made for a very 

Chaun Cox, MD

moving experience.” He says working on 
a Habitat project makes him a more em-
pathetic physician. “It gives me a deeper 
understanding of the hardships some of 
my patients face.”

Henry has been impressed by how will-
ingly Essentia employees have donated 
time and money. “Various departments 
have volunteered as a team to help build 
the house,” he says. “The whole process 
has built camaraderie within departments 
and strengthened connections between 
Essentia and the community.” Sister Vivian 
would be pleased.

Avoiding 
teenage 
temptations
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“Do a good turn daily” is Scouting’s slo-
gan. St. Cloud pediatrician Wendi John-
son, MD, has been doing a good turn for 
nine years, volunteering as leader for her 
16-year-old daughter’s Girl Scout troop. 
She also led her son’s Cub Scout troop for 
seven years, saying she agreed to take on 
the “little bit crazy” job when 
she saw her son’s enthusiasm 
after a local Boy Scout Centen-
nial event. “I wanted to keep 
that excitement going,” she says. 

As leader for both troops, she 
ran weekly meetings, planned 
activities and trained new adult 
volunteers. She still does all of 
that for the Girl Scouts. Now that her son 
has crossed over from Cub Scouts to Boy 
Scouts, she’s stepped down as troop leader 
but stays involved by chaperoning at sum-
mer camp and serving as a counselor for 
Scouts earning their emergency prepared-
ness and first-aid merit badges. Johnson, 
who practices half-time, says she makes 
the time for these activities “because I like 
showing young people how they can shape 
the world they’re in right now in a positive 
way, so that they’ll continue to do the same 
as adults.” 

She says it’s been especially gratifying to 
watch her Scouts blossom into mature, re-
sponsible young people who enjoy making 
their community a better place. When her 
Girl Scouts stood before the Sartell City 
Council asking permission to do their Sil-
ver Award project in one of the city’s parks 

(planting trees, adding mulch 
beneath playground equipment 
and installing fitness stations 
along a trail), Johnson sat in 
the audience. “I knew they 
could do it by themselves.” 

Once a month, the Girl 
Scout troop cooks a meal for 
residents of the local women’s 

shelter. At Christmas, they bring presents 
for their children. “I like watching the 
pleasure the girls get from giving and 
doing for others, from talking with the 
women, and everyone enjoying each oth-
er’s company. I enjoy the girls’ creativity 
and sense of fun,” says Johnson, who was a 
Girl Scout herself through high school.

Doing a good turn 
Through the years, she’s become adept 

at the art of what she calls “pushing from 
behind,” which she says requires getting 
close to the kids and working alongside 
them, rather than simply telling them what 
to do. “You can’t nag. Kids get enough of 
that as it is, and that’s where you get resis-
tance.” 

Johnson says being a Scout leader helps 
her better understand and connect with 
her patients. “Young people let their guard 
down when you spend a lot of time with 
them,” she says. “So you get insights into 
their motivations and interests, the choices 
they make, and the world they live in—a 
world that is way different from the one I 
grew up in.”

The Lees learned from their neighbors 
how to cook Somali food and, in turn, 
taught their Somali neighbors how to 
cook American style. In other small-but-
important ways, the couple helped these 
recent immigrants navigate a culture very 
different from their own. 

Two years ago, they both accepted jobs 
at Affiliated Community Medical Centers 
in Willmar—she in urgent care and he as 

When Michael and Noelle Lee moved 
from Pennsylvania to Minneapolis three 
years ago for Michael’s hand surgery fel-
lowship, they moved into a 550-square-
foot apartment, where many of their 
neighbors were Somali immigrants. “I was 
home alone with a baby,” says Noelle Lee, a 
family physician, “and so were a lot of our 
neighbors, so we became friends.”

a hand surgeon. About 20 percent of Will-
mar’s population is now Somali, and many 
live in apartments near the Lee’s house. 
The couple knew that back in Somalia 
most women had vegetable gardens, but 
living in apartments they couldn’t have 
one, nor did they know what would grow 
in Minnesota. So the Lees bought three 
vacant lots next to their home and started 

Love thy neighbor

Peter Henry, MD

Wendi Johnson, MD

Michael Lee, MD Noelle Lee, MD
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MAKE A DIFFERENCE IN YOUR COMMUNITY

Volunteer!
Make a difference in the lives of 
children, women and men across the 
state by volunteering your time and 
talents in the Physician Volunteerism 
Program (PVP). 

PVP is a one-stop resource that 
connects physicians with eight 
community clinics in need of skilled 
medical professionals. 

• Physicians are needed in 20 specialties, 
from primary care to cardiology. 

• Positions in 17 Twin Cities and Greater 
Minnesota locations are available.

• More clinical and non-clinical 
opportunities coming soon!

Find the right volunteer opportunity at 
www.mmafoundation.org/PVP.

Contact Dennis Kelly, CEO, at 
612-362-3767 or dkelly@mnmed.org.

MMAF thanks UCare and the 
physicians of Minnesota for their 
generous support.

a community garden, where they and oth-
ers from their church taught their Somali 
neighbors the basics of Midwestern gar-
dening. Noelle Lee taught one mother how 
to grow and pick sweet corn. That mother, 
in turn, taught her daughters.

At work, the Lees saw there was much 
their Somali neighbors didn’t understand 
about health care in the United States. 
“Coming from their background, it’s a 
learning process for them to understand 
that a chronic condition requires regular 
testing and maybe taking medicine for the 
rest of your life,” Noelle Lee says.

Last spring, Noelle Lee started giving 
presentations on health issues at an apart-
ment building near her house, with help 
from a volunteer interpreter. During the 
talks, she explains the concept of over-the-
counter medications; how to read a medi-
cine label; what to do for upper respiratory 
infections, vomiting, diarrhea and diaper 
rash; temperature-taking; and when to go 
to urgent care or the emergency room ver-
sus when to self-treat. “The Somali moms 

are appreciative,” she says, “and many 
have said they can’t believe a doctor would 
spend so much time with them.

The Lees are members of a task force 
formed by Norris Anderson, MD, medical 
director of the Southern Prairie Commu-
nity Care Organization, to come up with 
ways to improve the health and care of So-
malis in Willmar. The couple also has been 
assisting a Somali man with creating a 
women’s-only fitness center. They are help-
ing him find funding to remodel an older 
building into a gym and recruiting women 
to staff the fitness center when it opens.

Noelle Lee is waiting to hear about a 
grant to buy Fitbit digital exercise bracelets 
that monitor the number of steps taken 
each day. “We’d like to start a virtual walk-
ing group for Somalis where once a month 
we’d compare how much we walked, 
exchange healthy recipes and talk about 

other health-related topics,” she says, add-
ing that the couple makes time for these 
activities because they’re “a priority for us.”

“We try to follow Jesus literally when 
He says to love our neighbors as we do 
ourselves,” Noelle Lee says. “To do that, we 
have found that we first must get to know 
our neighbors.” MM 

Howard Bell is a medical writer and frequent 
contributor to Minnesota Medicine.
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volunteer work. Most surprising was the 
fact that a mere 26 percent felt confident 
in their ability to find a suitable volunteer 
position, suggesting the search is not al-
ways easy or straightforward. “It’s not a 
one-size-fits-all kind of activity,” Kelly says 
of volunteering. 

Finding the right fit
Physicians often find themselves over-
whelmed when searching for opportuni-
ties. “If you Google ‘physician volunteer 
opportunities,’ more than 1,000 listings 
will appear,” Kelly says. “Some are travel 
opportunities, and some listings may not 
be legitimate. It becomes hard to sort 
through.” What’s more, finding the right 
volunteer job is particularly important 

because a negative experience can sour a 
person on the idea.

A number of physicians find positions 
on the American Medical Association, 
American College of Physicians, Ameri-
can Association of Family Physicians and 
other medical society websites. Others 
find opportunities through their church 
or another religious organization. Just last 
year, the MMAF launched the Physician 
Volunteerism Program, a service that con-
nects physicians with clinics and organiza-
tions in need of their assistance (see “Mak-
ing Connections,” p. 18). 

In addition to making sure the op-
portunity is a good fit, physicians may 
have other concerns, as Olivari did when 
she began searching for a local site: If she 

who haven’t had the same opportunity. I 
wanted to give back,” she says. 

For many physicians, the desire to vol-
unteer is a familiar one. In fact, when the 
Minnesota Medical Association Founda-
tion (MMAF) sent out an online ques-
tionnaire in 2013 asking physicians about 
their volunteering interests and habits, 
responses came back at the highest rate of 
any MMAF survey. “It was clearly a topic 
people are passionate about,” says chief 
executive officer, Dennis Kelly. 

But the survey also revealed some im-
portant gaps. Although an impressive  
92 percent of respondents said they’d be 
interested in offering their time if they 
found the right opportunity, only 38 
percent said they were currently doing 

a few years ago, when cardiolo-
gist Maria Teresa Olivari, MD, 
was 62 and beginning to con-

template retirement, she started thinking 
about what she wanted to do with her 
time. She was certain she wanted to volun-
teer, but she wasn’t sure how—or where. A 
native of Italy who has lived in the United 
States for 35 years, Olivari was eager to 
offer her skills locally in the Twin Cities. 
But she also had a long-standing curios-
ity about volunteering in a developing 
country, where she could use her medical 
expertise and stretch her horizons. Above 
all, she wanted to contribute to the well-
being of others. “I’ve worked hard all my 
life, but I’ve also been lucky and had a lot 
of advantages. There are a lot of people 

back
isn’t as easy 
as one might 
think. BY KATE LEDGER
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barriers to volunteering were more per-
ceived than actual.” 

In addition to searching online, Olivari 
began asking around about possible vol-
unteer gigs. As it turned out, a colleague in 
cardiology had been volunteering several 
nights a month at La Clinica, at West Side 
Community Health Services in St. Paul, 
and he was eager to share his shifts. La Cli-
nica, a Federally Qualified Health Center 
whose patients pay on a sliding-fee scale, 
had a grant to provide malpractice insur-
ance for its volunteers, so Olivari began 
spending one or two Wednesday evenings 
a month at the clinic. 

for care and attesting that their licenses are 
active and nonrestricted. In addition, Kelly 
says, retired physicians or subspecialists 
in private practice can purchase low-cost 
volunteer-centered insurance from MMIC.

Another issue is credentialing. Physi-
cians who are already credentialed by 
health plans typically are approved to work 
in community clinics. For retired physi-
cians whose licenses are current but whose 
credentials may have lapsed, many clinics 
have staff who can help them obtain the 
necessary credentials. “What we found,” 
Kelly says, of the MMAF’s research into 
these and other legal questions, “was the 

volunteered a few hours a week in a Twin 
Cities clinic, would she have malpractice 
insurance coverage? She found some 
places offered coverage, but others didn’t. 
“This was clearly an important issue, and 
the answer I got at each place wasn’t always 
the same,” she says.

Although the laws vary by state, Min-
nesota has a program in place to address 
physicians’ insurance needs in order to 
encourage volunteering. Clinics can in-
sure all their physician volunteers for $50 
a year through Minnesota’s Volunteer 
Health Care Provider Program. In order to 
qualify, physician-volunteers must sign pa-
pers agreeing not to receive compensation 

making connections
When it became clear from a 2013 survey that physicians interested in volunteering faced a 
morass of Internet information and had a slew of questions, the Minnesota Medical Associa-
tion Foundation (MMAF) stepped up to make things easier. In 2014, it launched the Physician 
Volunteerism Program to help doctors easily identify sites in the area that need them, provid-
ing job descriptions to help facilitate a good fit. On its website, the program’s advisory panel 
also offers answers to frequently asked questions about volunteering, such as, What if I’m not 
covered by my regular malpractice insurance? (The answer: Ask the clinic. Most now are able 
to cover volunteers.) Does the noncompete clause in my employment contract prevent me 
from volunteering? (There are no specific laws in Minnesota regarding noncompetes, but use 
a common-sense approach and talk with your employer about your volunteering plans.)  

A year after getting started, the program has an online listing of about a dozen participat-
ing clinics seeking physician volunteers at locations in the Twin Cities and in Greater Minne-
sota. More than 250 physicians have signed up to receive the program’s emails, which provide 
updates about new volunteer jobs. Over the next two years, the foundation plans to assess the 
program’s impact on volunteering and patient care.

Right now, program staff are talking with clinics about how to expand opportunities to use 
even those specialists, such as radiologists, whose skills don’t easily lend themselves to under-
served primary care clinics. “Ultimately, our goal will be to form a wide network of organiza-
tions in the community, whether community clinics, advisory boards or other organizations, 
that are eager to use the expertise of physician volunteers,” says the foundation’s chief execu-
tive officer, Dennis Kelly.

The following are volunteer opportunities available through the MMAF’s Physician Volun-
teerism Program. To learn more about them go to www.mmafoundation.org/PVP  

Hadi Medical Clinic
Brooklyn Center
Provides free consultations and follow-ups 
for the uninsured and underinsured 

Specialties needed: Family medicine, inter-
nal medicine, endocrinology

HealthFinders Collaborative
Faribault, Dundas, Northfield
Provides primary medical and dental care, 
patient advocacy and wellness programs 
to people in Rice County who have limited 
health care alternatives

Specialties needed: Family medicine, 
mainly for adults

Mills Health Clinic
Minnetonka
A free clinic for people without health insur-
ance or who cannot afford care

Specialties needed: Primary care, internal 
medicine, emergency medicine, urgent care

Neighborhood HealthSource
Minneapolis
A Federally Qualified Health Center providing 
care to low-income, uninsured and underin-
sured individuals at three north Minneapolis 
locations 

Specialties needed: Family medicine, inter-
nal medicine, dermatology, endocrinology, 
neurology
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labs or tests, she refers them to Regions 
Hospital, which partners with La Clinica.) 

Four years after she began at La Clinica, 
Olivari continues to see patients there 
every other Wednesday evening, even 
while working occasional shifts for pay 
at Abbott Northwestern Hospital in Min-
neapolis. “The patients are so limited in 
what they can afford. In many cases, they 
couldn’t otherwise see a cardiologist,” she 
says of her reason for giving her time.

Many roles to fill
For others, volunteering provides a way 
to address big-picture issues in medicine. 
Many organizations, including the MMA 

reading material.) “You learn to temper 
your expectations,” she says, “both about 
what you can do, and how patients follow 
up, because of their social or economic 
limitations.” 

She also found that working without 
the help of high-tech diagnostics, having 
to interpret a heart murmur without an 
expensive echocardiogram, for example, 
put her back in touch with medicine’s 
fundamentals. “It keeps you sharp,” she 
says. “When you don’t have all the tools 
that you usually use, it forces you to really 
use and pay attention to your basic clini-
cal skills.” (When patients need additional 

Treating patients who are “largely im-
migrants, hard-working and very poor,” 
she found herself addressing common 
conditions such as hypertension, diabetes, 
coronary disease, heart palpitations and 
valvular disease caused by untreated strep-
tococcus, which turns up less frequently 
in the United States than elsewhere in the 
world. The staff helped her adjust to the 
clinic, teaching her to use the electronic 
health record and providing a translator, if 
needed. Still, she encountered occasional 
frustrations: Some evenings she found 
herself stood up by patients who couldn’t 
get off work or get a ride to the clinic. (She 
learned to prepare for the lulls by bringing 

NorthPoint Health and  
Wellness Center
Minneapolis
Multispecialty medical, dental and mental 
health center and human service agency 
located in north Minneapolis

Specialties needed: Family medicine, in-
ternal medicine, OB/GYN, pediatrics

Open Cities Health Center
St. Paul
A Federally Qualified Health Center providing 
care for members of the low-income com-
munity 

Specialties needed: Family medicine, pe-
diatrics, behavioral health, ophthalmology

Open Door Health Center
Marshall, Worthington
A Federally Qualified Health Center that of-
fers medical, dental, and behavioral health 
services

Specialties needed: Family medicine, ne-
phrology, urology, cardiology, gastroenterol-
ogy, podiatry, pulmonology

People’s Center Health Services 
Minneapolis
A safety net health center offering the full 
continuum of care (from primary care to be-
havioral and oral health services) to patients 
regardless of their ability to pay 

Specialties needed: Pediatrics, internal 
medicine, family medicine, behavioral health, 
orthopedics as well as physicians with signifi-
cant experience with orthopedics, OB/GYN, 
ophthalmology, hepatology

Phillips Neighborhood Clinic
Minneapolis
Run by University of Minnesota medical 
students and their physician preceptors, the 
clinic offers comprehensive health services 
to patients with unmet needs

Specialties needed: Internal medicine, 
family medicine, emergency medicine, ur-
gent care

St. Mary’s Health Clinics
Seven clinic locations in Minneapolis, St. 
Paul, Shakopee, Spring Lake Park and 
Apple Valley
St. Mary’s Health Clinics provide free medical 
care, outreach and education to low-income, 
uninsured families and individuals in the 
Twin Cities metropolitan area who are not 
eligible for government programs

Specialties needed: Primary care for chil-
dren and adults

Southside Community  
Health Services 
Minneapolis, Richfield
A Federally Qualified Health Center serving 
members of the low-income community

Specialties needed: Family medicine, 
cardiology, orthopedics, gastroenterology, 
neurology

United Family Medicine
St. Paul
An independent, nonprofit provider of 
primary health care, physician training and 
outreach that strives to meet the needs of 
people of all income levels including medi-
cally uninsured, underinsured and under-
served residents of St. Paul

Specialties needed: General surgery, gas-
troenterology, cardiology

West Side Community  
Health Services
Two clinic locations in St. Paul (La Clinica 
and East Side)
Minnesota’s largest Federally Qualified Health 
Center that provides care regardless of a pa-
tient’s ability to pay

Specialties needed: Most specialties are 
needed, but especially orthopedics, nephrol-
ogy, dermatology, psychiatry and cardiology
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But some physicians keen to travel look for 
volunteer work in places of ongoing need. 
For Olivari, volunteering internationally 
represented a personal challenge: “I fig-
ured I’m getting older. If I don’t do it now, 
I may never do it,” she says. 

She considered Doctors Without Bor-
ders, which focuses on war zones, refugee 
camps and natural disaster sites, but wasn’t 
able to make the six-month minimum 
commitment (surgeons and anesthetists 
can sign on for shorter terms). Ultimately, 
she enrolled with Health Volunteers Over-
seas, which she learned about on the New 
England Journal of Medicine website and 
which provides education in developing 
countries. During a month-long visit to 
Cambodia, she taught clinical skills at a 
local hospital, including reading X-rays 
and ECGs. Olivari saw diseases such as 
leprosy, which she had never seen before. 
Her husband, a computer scientist whose 
schedule was flexible, helped the hospital 
develop its IT system. 

Olivari’s commitment to Cambodia has 
become an enduring one. She and her hus-
band have gone back six times, spending a 
month there each winter. She pays for her 
airfare and all her expenses, keeping her 
receipts, which can be submitted for tax 
deductions. She finds the work deeply re-
warding, as it aligns with her values: “I go 
by the saying of teaching someone to fish 
instead of giving them fish.”  

In fact, says University of Minnesota 
and North Memorial family physician 
Shailey Prasad, MD, education is one way 
to offer sustainable help to a community. 
Although many countries have need for, 
and even request physician volunteers, 
showing up short-term to do clinical work 
or a medical mission can actually turn 
out to be disruptive and even harmful. 
When he speaks to groups about the eth-
ics of global health volunteering, he urges 
physicians to research the organization, 
its history and its approach to health care. 
Physicians who pop into a country for a 
brief visit may undermine the local doc-
tors and nurses, which can be detrimental 
to their incomes and even the community’s 

nursing supervisors to determine how best 
to meet patients’ needs. 

Lenarz says she finds it gratifying to 
be “serving patients who otherwise have 
no access to health care and who are so 
grateful for the care they get.” She notes 
the overlap between her work at Fairview, 
where she helps employed physicians 
expand their interests, and volunteering: 
Both involve understanding what moti-
vates and sustains. “It’s about staying con-
nected to our inner landscape, knowing 
why we say yes to what we do everyday,” 
she says. “I need to understand why I vol-
unteer, so that I’m doing the right volun-
teer work. I need to know what’s meaning-
ful to me, and I need it to be connected to 
relationships and purpose.” 

Over there
Natural disasters and catastrophic events 
are sometimes the impetus for physicians 
to begin volunteering. Several organiza-
tions including the World Health Organi-
zation and the National Disaster Medical 
System provide disaster-relief training and 
can help doctors find a role. (Experts say 
doctors who show up at a disaster on their 
own, without the infrastructure and guid-
ance of an organization, can turn out to 
be more of a burden at the site of a crisis.) 

and the MMAF use physician volunteers 
on boards and committees. “Their roles 
here are in governance, program and pol-
icy development, advocacy. Even though 
they don’t see patients, their volunteer 
service is nevertheless essential for the 
conduct of our work on behalf of medicine 
in Minnesota,” Kelly says. 

Nearly 15 years ago, family physician 
Loie Lenarz, MD, got involved as a board 
member of St. Mary’s Health Clinics. The 
Catholic nonprofit, which emerged when 
St. Mary’s Hospital in Minneapolis closed, 
serves uninsured and underinsured pa-
tients at seven sites around the Twin Cities. 
The clinics depend on volunteer clinicians, 
receptionists, interpreters and drivers. “It’s 
gratifying to see what we make possible 
with 250 to 300 volunteers. It helps me stay 
purposeful,” she says.

Six years ago, Lenarz became volun-
teer medical director for the clinics. She 
works a 60 percent schedule at Fairview as 
medical director for clinician professional 
development and devotes approximately 
half a day each week to St. Mary’s. There, 
she reviews complex cases and works with 

Maria Teresa Olivari, MD, with some of the Cambodian residents she taught in Kampot last February.
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were still wearing fiberglass casts because 
no one in the area had a proper saw to 
remove them. Lownik recalls how she and 
others used knives to whittle off the casts. 
She notes that this is one of the quandaries 
of international drop-in care: “It’s your 
responsibility to think about what happens 
when you leave.”

Both Prasad and Lownik note that the 
most effective international volunteers will 
interact closely with the existing medical 
community, a permanent organization 
in the area or even the government. For 
example, Lownik’s group in Haiti worked 
with the government to establish official 
certification of midwives, an effort that 
took two-and-a-half years. Their work 
has resulted in 100 trained and certified 
midwives in the country. “Working with 
the government, things take longer, it’s 
frustrating and there are lots of hoops,” 
she says. “Sometimes people just want to 
act, but it’s important not to lose sight of 
the bigger context, which is helping people 
have access to the appropriate care all the 
time.” 

Next year, Lownik will serve as a junior 
faculty member for an undergraduate pre-
med course offered through the University 
in Mysore, India. She also will be involved 
with a group that focuses on ethical, 
community-based volunteering. Although 
she tells others to be careful and thought-
ful about the international volunteering 
they do, she also encourages them to do it. 
After all, serving those in need can have a 
big impact on the volunteer. In her case, 
her experiences influenced her decision to 
go into medicine. Says Lownik: “I can say 
I’m the person I am today because  
of it.” MM

Kate Ledger is a St. Paul writer. 

important as hands-on care. And, what’s 
more, he notes, the results can be lasting. 

 University of Minnesota North Memo-
rial family medicine chief resident Eliza-
beth Lownik, MD, points out that interna-
tional health interventions need to be well 
thought out. Lownik, who has volunteered 
in Haiti several times since high school, 
has seen firsthand how good intentions 
can have unintended consequences. Fol-
lowing Haiti’s 2010 earthquake, she ar-
rived as a medical student five months 
after an orthopedic group from the United 
States left the area. “It was a wonderful 
example of an acute need that was met by 
a specific skill set,” she says. But there was 
a hitch: Nearly 20 Haitian patients whom 
the group had treated for broken limbs 

long-term health. Some visiting physi-
cians, even medical students, get asked to 
perform procedures that are beyond their 
training. “Physicians should ask them-
selves, ‘What could the untoward effects 
be?’” He urges potential volunteers to “Ask 
what the organization has achieved, and 
see if it fits your ethos, too.” 

The counterargument Prasad most 
often hears, particularly from doctors who 
have spent time volunteering, is that the 
need in underserved countries is so great 
even small efforts are helpful. But clinical 
medicine is just one type of help, he says. 
A culturally sensitive effort to work on 
something such as destigmatizing AIDS 
or encouraging people to seek treatment 
and take preventive measures, can be as 

good for you, too
Recent research suggests giving one’s time can be good for the volunteer as well as for the 
community in need. In a study conducted two years ago by UnitedHealth Group and the 
Optum Institute, people who served in volunteer positions reported higher levels of physical 
and emotional well-being than those who did not. Volunteering also reduced stress and gave 
people a sense of purpose and connectedness to their communities. 

Interestingly, volunteering actually may contribute to improved work-life balance, accord-
ing to an article published this year in the Journal of Occupational and Environmental Medicine. 
And findings from a study published in Health Psychology in 2012 showed volunteering may 
result in reduced mortality, especially among those who do it regularly and often. (A critical 
point, however, is the reason people offer their services. The study found those who volun-
teered for the sake of others enjoyed reduced mortality, while those who volunteered for self-
serving reasons had mortality rates similar to nonvolunteers.)

For physicians, one of the surprising side effects of volunteering can be relief from the feel-
ings of burnout that have been on the rise in the profession. According to several medical-
career websites, a change of pace from a typical workday—a change in the setting or the pa-
tient population—can refresh a physician’s sense of purpose. “It might seem counterintuitive 
that volunteering would be a solution, but sometimes if you get the opportunity to lift your 
head out of the database, you can look at medicine in a different light,” says Dennis Kelly, chief 
executive of the Minnesota Medical Association Foundation, which recently started a program 
to help connect interested physicians with volunteer opportunities, “Plus, there are so many 
ways to be of service, you don’t have to repeat what you do at work.”—K.L. 
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The scorching water sears my 
skin. I’ve made it home and am 
determined to purge myself of 

the last eight months. Raking my fin-
gers across my body, I ache for Cam-
eroon to loosen its hold, but the dust 
has infiltrated so deeply I can’t tell where it stops and I begin. The 
more I scrub, the more the red filth clings to me. Heavy crimson 
droplets swirl toward the drain. My stomach twists as the memo-
ries surface, heaving with waves of nausea.

She was possibly my age. What was left of her face was beauti-
ful. But instead of a mouth, fragments of jaw ripped through her 
skin, caked with blood. Her leg was mutilated, a twisted mass 
of skin and bone inviting infection. The flies delighted at the 
macabre feast; the perfume of impending death thickened. The 
stretcher pad was becoming an enormous sponge. The man who 
carried her in had disappeared.

She screamed as she gasped. Blood gurgled. She couldn’t 
breathe like this for long. The doors of the storage closet groaned 
in protest when flung open. A cloud of dust billowed. The chaotic 
room overflowed with masses of tangled tubing, archaic machin-
ery and cockroach corpses. An antique suction machine rattled 
to life, wheezing as it quickly surrendered to the years of dust 
that had besieged it. Her blood dripped to the floor like sand in a 
gruesome hourglass. Hands shaking, I reached for her thin wrists. 
She needed an IV and blood. Did we have either?

“Should we start fluids?” I stammered in French.
Blood dripped in reply. 

I stood alone at the patient’s side.
The emergency department nurse looked up from her phone. 

Clicking her tongue, she surveyed the patient, as if selecting 
meat at the Saturday market. She rifled through the pages of a 
thin book. She held her hand up in a gesture that was a haunting 
omen: No money, no treatment. It was a death sentence.

“But … can’t we … ? ” my voice trembled, confused. Tears pre-
cariously poised. 

“If she doesn’t pay, we’ll continue without salary,” she said, 
turning away. Before any assessment or lifesaving treatment could 
begin, before even the tiniest bandage or syringe could be used, 
payment was required in full. Another scream sliced the air. I 
stared numbly at the crimson droplets swirling toward the drain. 
Her gasping slowed and finally stopped. Her husband had beaten 
her to death. He had carried her in and never returned.

I could feel my emotions evaporating in defense against the 
despair and agony that permeated everything around me. How 
could I have been so naïve, I thought? Exchanging privilege for 
solidarity? My pale skin betrayed me. Entering into authentic dia-
logue? I would never speak Fulani. Openhearted accompaniment? 
I wanted to retreat into isolation. Idealistic platitudes published 
in distant ivory towers were easier read than done. My bloodshot 
eyes smarted from the clouds of dust. Unable to see the way for-
ward, I switched to autopilot on my way home. 

THE 
weight 

OF dust
A medical student discovers she 
needs to embrace, rather than 
avoid, her painful memories of 

Cameroon.

BY MISSY MCCOY
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“How was your first day at the hospital?” My 10-year-old host
sister Mariette beamed, until she saw my tearstained face. 

“Fine,” I lied, wiping my eyes. 
”The dust makes your eyes water,” she deduced, hugging me 

for good measure. I agreed, relieved to have an excuse. 
I collapsed on the bed in silent exhaustion. Her head on my 

shoulder, she chattered in French about the impending dry sea-
son. It hadn’t rained today and she warned that yesterday might 
have been the last rain for months. Soon the red dust would cover 
everything. It would be insidious, and we would struggle to re-
member the sound of rain, to recall anything but the death that 
accompanied the dry heat. “Sometimes when you are coated in 
dust you quit noticing its weight on your skin,” she concluded. 

The dry days strung together into one never-ending dry sea-
son.  And for the next eight months, my self-efficacy withered 
and ultimately cracked like the hardened sands of the Sahel. 

The thick sludge congealed, clogging the shower drain, tri-
umphing over my last attempt to scrub away the heartache. 
Crumpling to the bathtub floor, I lay limp and defeated, sobbing 
into the rising flood of memories.

I painfully recall when the 13-year-old girl was told she was 
HIV-positive. I ache for the 60-year-old man with shattered 
bones, who was carried in on remnants of cardboard boxes. The 
young woman who was beaten to death is still securely under 
my fingernails. I can no longer tell where these individuals end 
and I begin. Tears boldly splatter and plop, colliding with the 
drops of water, colliding with me. Distant echoes of forgotten 
rain intensify. 

Although in the face of unspeakable tragedy, it’s easy to isolate 
our hearts from pain, we need to let memory accompany us, 
moving us toward humility. Although it’s easier to assign blame, 
we need to wrestle with our conflicted consciences. Although it 
is safer to protect ourselves with privilege, we need to struggle 
to achieve authentic solidarity with those who are in need. True 
hope can only be found when we allow ourselves to collide with 
the cracked earth and witness the desiccation. To cultivate cour-
age, we must intentionally hold both despair and reflection in 
delicate equilibrium to generate action.

With fingernails still holding her story, I rise and abruptly 
cease scrubbing. She has transformed me, and I need her to 
stay with me. If I am to begin to help transform the cracked 
system I witnessed, layered with dust and despair, I need Cam-
eroon to stay with me. I need to keep feeling the weight of its 
dust on my skin. MM

Missy McCoy is a fourth-year medical student at the 
University of Minnesota. She says this story, which 
received honorable mention in Minnesota Medicine’s 
2015 writing contest, grew out of a year of reflection 
following an eight-month experience in Cameroon. 
“Since that time. I have been wrestling with creating 

meaning out of what I witnessed, particularly how to construct hope 
and meaning out of a difficult experience.”
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Almost a year ago, I tried to bring a 
29-year-old woman back from car-
diac arrest. It was 90 minutes of hell, 

during which I crawled somewhere deep 
inside my head so as to only allow the 
analytical and logical parts of my brain to 
carry out the algorithm of resuscitation. 
The humanistic portions hid, for fear of 
causing the all-knowing physician façade 
to crumble. 

I’d lost all hope when we started CPR 
for the fifth time that morning. Her eyes 
stared off into space, their stark white 
already fading into a bluish-grey, pupils 
fixed, blood pooling in her mouth and 
spilling onto the bed. I’d picked a spot on 
the wall to stare at while I was feeling the 
sickening spring of her chest wall backing 
up into my hands each time I released the 
pressure. 

Her soul had vacated. It was off in the 
universe somewhere, far from the hospital 
bed, swimming past perpetually burn-
ing stars and wandering in the echoless 
expansive nothingness. We tried to resus-
citate her, perhaps more for ourselves than 
for her; but she was dead long before we 
stopped trying. We could hear the wailing 
of her family in the background, occasion-
ally breaking through the calls for epi-
nephrine and bicarbonate. After we pro-
nounced her dead, we struggled to wipe 
her clean before her mother came in the 
room. The young woman lay lifeless, the 
breathing tube jutting out but hooked to 
nothing. Her mother shrieked the moans 
of someone facing the world-destroying 
loss of a child. 

Afterward came the pronouncements 
that maybe in the end, it was better that 
she’d died. My colleagues argued that 
living could be worse than death. I had 
trouble picturing an existence worse than 

death and couldn’t help but feel that we 
were creating an illusion in order to cope 
with the horror. I felt no comfort in her 
death. She was someone’s baby, someone’s 
friend. At some point, she’d made plans 
and dreamed, and hoped and laughed and 
cried. At some point, not long ago, she had 
a glimmer of hope that perhaps everything 
could be fixed. Thoughts of God came 
to me, but they offered no comfort. I felt 
nothing except fear and sadness combined 
with the sense of overwhelming failure.

I’d always believed that if a miracle 
had taken place—if the number of fixable 
factors became zero—then, definitively, 
it would be God’s hand at play. But as I 
watched the mother weep over her dead 
child, I thought that perhaps God was in 
the intricacies, the ever-evolving atomic 
pathology. Perhaps God was complica-
tions. 

PERSPECTIVE   THE WRITER’S VOICE

Infinite and singular
Re-examining life, death and the divine—and the physician’s 
role in all of it

BY SEAN SCHULZ, DO
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I thought of the labyrinth again. Each 
person wandering along, some confident 
in their turns, others looking up with fear 
and disappointment, afraid to put one foot 
in front of the other. I thought of God or 
whatever was out there, waiting at the end, 
regardless of our path. 

I found comfort in that image and 
found hope in the man as he faced the 
great unknown. He didn’t blame God and 
he wasn’t asking to be saved. He was fight-
ing and we were there to help. 

We were in the trenches of the labyrinth 
with him helping to guide his way.   

There is no divinity in the hospital 
wards—not for me, not the way I’d imag-
ined. God exists in the miracle of life and 
the singularity of death, and in between 
we have only ourselves and each other. In 
my search for answers, I ended up back 
where I’d started.  

I don’t pray for miracles now, though 
they happen from time to time. I do my 
best to save who I can, while the others 
pass away. I kiss my wife every morning 
and every night. I hold my son when I 
get home from work. I stay out in the sun 
too long, until my skin is brown. I trudge 
through yellow and orange leaves blanket-
ing the forest. I try and find peace in the 
maze. MM

Sean Schulz is a 
third-year resident 
in the University of 
Minnesota Smiley’s 
family medicine 
residency program. 
He wrote this in 
honor of the patients 
he’s lost during 
residency and to 
acknowledge the 
undeniable truth 
and randomness 

of mortality. His essay received honorable 
mention in Minnesota Medicine’s 2015 writing 
contest.

one person could hope to carry.  When 
we turned off the vent and I watched that 
mother hold her daughter’s lifeless hand, 
the finality of her death burned deep in 
my chest. I was left searching my mind for 
what more we could have done. All of her 
complexity, gone in an instant as a billion 
paths converged into one. 

These deaths left me confused and dis-
traught, and when I tried to make sense of 
the chaos of life, I wondered about God’s 
“plan,” or rather, the universe’s lack of one. 
Maybe we are all an experiment with no 
guiding hypothesis, simply an explosion 
of life meant to collide repeatedly, with 
unpredictable reactions and outcomes. 
I’d always conceptualized God as a divine 
director, the master architect of a web we 
trundled along with unpredictable deus ex 
machina interventions. But the web image 
had faded, and I was now left with that of 
a labyrinth. God had laid the brick while 
we blindly chose left or right within a 
puzzle never meant to be solved, but only 
to occupy us. Some resigned themselves to 
the conclusion that they were perpetually 
lost; others were confident they’d found 
the one true path. 

Not long ago, I was sitting on the bed of 
a patient after I’d told him he had cancer, 
again, for the third time. He cried. His 
wife hugged me.

“You just hate that word. The C word. 
But it doesn’t mean death. It just means we 
have to gear up for another fight,” she said.

I came back to the room a few hours 
later to find the patient in good spirits. He 
told me about bike rides he’d taken across 
the Midwest, football games with family, 
and we commented on the nice weather 
breaking through winter’s freeze.  I told 
him I was sorry about the diagnosis and 
then thought privately, What type of God 
would give this man a third cancer?

“I’ll fight. There’s nothing left to do,” he 
said, smiling. 

I was envious of his bravery. Perhaps 
he was confident in God’s plan, perhaps 
he was comfortable with death—perhaps 
he was oblivious to his own impending 
mortality. 

Watching human bodies break down 
from poorly understood illnesses made 
me wonder if believing in God simply 
meant believing in chaos and finality. In 
medicine, there are two outcomes. One 
is infinite and leads to an ever-branching 
dendritic network of repercussions. The 
other is a singular answer: Death. As the 
complications multiply, the outcomes be-
came singular—divine.

A few months ago, a 27-year-old leu-
kemia patient died. On the molecular 
level, her body had become mutinous as 
it created greedy and invasive blood cells. 
They formed their own agenda, no longer 
able to coexist in the symbiosis of her 
being, and revolted, encroaching on the 
passive flesh until they’d staged a massive 
occupation and siphoned off all the vital 
resources. 

I could only imagine the madness that 
surrounded the young woman when she 
was first given the prognosis. But she’d 
been saved. Her brother, magnanimous in 
his sacrifice, was able to donate his bone 
marrow. His cells grew in the formerly 
malignant bed of bone and gave her new 
life. Her cancer stayed in remission and 
she was able to live a normal life again. 

Only a year later, her immune system 
was again set on destruction—perhaps 
distrusting and war-torn from the prior 
battles. It was fierce in its coup d’état. 
Graft-versus-host disease left her lungs in-
curable. She’d been on the ventilator four 
times in the two months before she died, 
rapidly decompensating—a downward 
spiral likely too fast for the patient or any-
one around her to comprehend. 

When I’d sat down with her mother, I 
was taken aback by her anger. Not at me 
specifically, but at us in general. Us, the 
medical professionals who play God from 
time to time, mostly when it is convenient, 
but who shy away when the probabilities 
for recovery reach zero. But I didn’t at-
tempt to shield myself from her anger; 
instead, I absorbed it. It was more than 
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resiliency, mobile apps, patient and team 
communications; policy forums on end-
of-life issues and value-based payment; 
and receptions for the MMA Foundation, 
the MMA Policy Council and MEDPAC, 
the MMA’s political action committee. 
The MEDPAC reception featured an ap-
pearance by Rep. Tony Albright (R-Prior 

MMA tackles the future of medicine 
at huge Annual Conference
BY DAN HAUSER     PHOTOGRAPHY BY KATHRYN FORSS

More than 200 physicians, residents, 
medical students and health care ven-
dors gathered in St. Louis Park in late 

September to discuss the future of medicine 
at the MMA’s 2015 Annual Conference. 

The conference included keynotes on 
the future of the health care marketplace 
and technology; educational sessions on 

Lake), the House author of the MMA’s 
medication prior authorization legislation. 

A Hippocrates Cafe event, led by MMA 
member and MPR commentator Jon Hall-
berg, MD, took place the evening before the 
start of the conference. Approximately 60 
physicians, medical students and their guests 
were entertained by professional musicians 
and Guthrie Theater actors who read poems 
and essays from Minnesota Medicine.Hippocrates Cafe

MPR contributor and MMA member Jon Hallberg, MD, emceed Hippocrates Cafe, an artistic event featuring 
work from Minnesota Medicine read by Guthrie Theater actors.

Policy forum:  
End-of-life

Opening keynote: Ian Morrison

Audience members at Hippocrates Cafe the evening before the 
Annual Conference.
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Distinguished Service Award. This year’s 
recipient is Patrick Zook, MD, a family 
physician in St. Cloud. Zook, who is presi-
dent of Stearns Benton Medical Society, 
was recognized earlier this year as a CDC 
Childhood Immunization Champion for 
his work in the battle against pertussis in 
the St. Cloud area.

portunity and the policy discussions were 
well-planned and engaging.”

MMA Foundation awards
Five physicians and one medical student 
were honored with MMA Foundation 
awards during the President’s Inaugural 
dinner on September 25. 

At an open-issues forum, participants 
discussed topics ranging from adding 
intractable pain to the list of qualifying 
conditions for the state’s medical cannabis 
program to revisiting the MMA’s policy 
on physician-assisted suicide. Following a 
discussion, the group prioritized topics for 
the Policy Council to discuss.  

 “It was a fantastic event,” 
said incoming President Dave 
Thorson, MD. “We had great 
mix of attendees—students, 
physicians, residents, retir-
ees—and everyone was really 
engaged. There was great en-
ergy during both days.”

Here are a few comments 
from attendees: “Great meet-
ing. Felt significantly more 
engagement than past meet-
ings.” “The turnout of the 
registered students and physi-
cians was very impressive! It 
was a great networking op-

Award winners

Board Chair Douglas Wood, MD, presents Patrick Zook, 
MD, with the Distinguished Service Award.  

Former President Patricia Lindholm, MD, presents 
Ashok Patel, MD, with the Community Service Award.

Outgoing President Donald Jacobs, MD, poses with 
President’s Award winner Jane Willett, DO.

Jacobs congratulates President’s Award recipient 
George Schoephoerster, MD.

Jacobs poses with poster session winners Kristen Sessions 
(left) and Courtney Moors, both medical students.

Lindholm presents Elizabeth Fracica with the Medical 
Student Leadership Award.

Passing the torch: Dave Thorson, MD, dons the 
President’s medallion to signify the begining of his term. 
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his leadership with Bounce Day, a commu-
nity-wide disaster-preparedness training 
event. Last December, the Rochester May-
or’s office gave Patel its Medal of Honor for 
his diversity promotion efforts.

Medical Student Leadership Award. 
Third-year medical student Elizabeth
Fracica received the Medical Student
Leadership Award. Fracica has been ac-
tive with the MMA, serving on its Policy 
Council as well as on the board of 
MEDPAC. 

long-time involvement with the MMA, its 
Board, its committees and, most recently, 
as a champion for legislation to improve 
the state’s medication prior authorization 
processes. 

Community Service Award. This award, 
which recognizes civic-minded individu-
als who demonstrate tremendous altru-
ism in their personal life, was presented 
to Ashok Patel, MD, a pulmonologist
with Mayo Clinic. He has been recognized 
numerous times for his volunteer work in 
the Rochester area. In 2014, the Zumbro 
Valley Medical Society recognized him for 
his service to the community, including 

President’s Award. Three MMA members 
were honored with the President’s Award, 
which recognizes a physician who has 
given much of his or her free time to help 
improve our association. The recipients 
included Steven Meister, MD, and Jane
Willett, DO, two family physicians with
Affiliated Community Medical Centers, 
for their work representing the Avera 
Marshall Regional Medical Center staff 
in its lawsuit against the hospital’s admin-
istration; and George Schoephoerster,
MD, a geriatrician in St. Cloud, for his 

Policy forum:
Open Issues

Educational program:  
Reclaim Joy

SAVE THE DATE 
2016 Annual Conference  
is September 23 and 24
It’s not too early to mark your 

calendar for next year’s Annual 
Conference. The 2016 event will be 
held September 23 and 24 at the 
Doubletree by Hilton in St. Louis 

Park. Expect more national speak-
ers, educational opportunities, 

engaging vendors and plenty of 
networking with your peers.

Many students attended this year’s 
Annual Conference in St. Louis Park. 

Educational program:  
Motivational Interviewing

Section meeting: Medical students
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Officers announced
At the inaugural dinner, Thorson officially
became the 149th president of the MMA. 
He outlined his vision for the coming year 
and emphasized his desire to address phy-
sician burnout during his tenure. 

Other officers for 2016:
David Agerter, MD, a family physician
with the Mayo Clinic Health System-Aus-
tin, president-elect. 
Doug Wood, MD, a cardiologist with
Mayo Clinic, MMA Board of Trustees chair. 
Keith Stelter, MD, a family physician
with Mayo Clinic Health System-Eastridge 
in Mankato, secretary-treasurer. 

Donald Jacobs, MD, immediate past-
president. 
Robert Moravec, MD, a field surveyor
for the Joint Commission, continues as 
the Speaker of the House. The House of 
Delegates will reconvene at next year’s An-
nual Conference after being suspended for 
three years. 

Poster session winners
Medical students Courtney Moors, of the
University of Minnesota Medical School, 
and Kristen Sessions, of Mayo Medical
School, received the most votes in this 
year’s Annual Conference Poster Session. 
Nearly 20 students displayed their work on 
Friday afternoon and evening. MM

Keynote: Kyra Bobinet, MD

Physicians, residents and medical students 
took turns getting captured on film before 

the President’s Inaugural dinner. 

Educational program:  
Emerging Tech

Nearly 50 vendors 
displayed 
their wares 
at the Annual 
Conference. 

Medical student Alexander Feng shares a story 
with the closing session audience.

Rep. Tony Albright, author of 
medication prior authorization 
legislation, met with members 
at the MEDPAC reception. 
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News Briefs

Independent practice issues to be explored at forum
Nationally known practice redesign expert Bruce Bagley, MD, 
MAAFP, will discuss ways to improve patient care and reduce 
burnout at “Opportunities and Challenges for Independent 
Practice.” The program, which will take place November 11 from        
6 to 8 p.m. at the University of Minnesota, St. Paul campus, will 
feature topics from the AMA’s Steps Forward program. All physi-
cians and administrators are welcome. For more information, 
visit www.mnmed.org/IPevent.

Clinical preceptor group begins work
The MMA’s Preceptor Initiative Advisory Group began develop-
ing tools and resources to improve training and support for clini-
cal preceptors in late September. The group, which is made up of 
representatives from health systems across the state, was formed 
following the initial work of the MMA Primary Care Physician 
Workforce Expansion Advisory Task Force.   

In order to examine Minnesota’s clinical training sites more 
closely and assess how to ensure that the capacity meets the cur-
rent need, MMA staff conducted interviews with health system 
leaders across the state. After assessing their comments, the 
MMA and the University of Minnesota Medical School have 
partnered on this new preceptor initiative.   

Physicians encouraged to join an MMA committee
Minnesota physicians are encouraged to become active in the 
MMA by joining one of its standing committees. Several cur-
rently have openings including Public Health, Membership and 
Communications, Quality, and Finance and Audit. To be eligible 
to serve on an MMA committee, physicians must have an ac-
tive MMA membership. In addition to openings for physicians, 
each committee has a designated slot for a medical student and a 
resident. Although members can join any time, terms last for two 
years and are based on the calendar year. You can serve a total 

of three consecutive terms. For more information, visit www.
mnned.org/committee.

Community Measurement releases second          
TCOC report
In mid-September, MN Community Measurement posted its 
2015 total cost of care (TCOC) measure results for medical 
groups in Minnesota and neighboring communities in North 
Dakota, Wisconsin and Iowa. The overall average TCOC per 
commercially insured patient per month was $449 in 2014, a $14    
(3.2 percent) increase over the previous year. Results are available 
for 132 medical groups, representing 954 clinics.

The results are based on the 2014 health insurance claims of 
more than 1.5 million commercially insured patients enrolled in 
four Minnesota health plans: Blue Cross and Blue Shield of Min-
nesota, HealthPartners, Medica and PreferredOne.

TCOC measures risk-adjusted costs associated with treating 
commercially insured patients, including professional, facility 
inpatient and outpatient, pharmacy, lab, radiology, behavioral 
health and ancillary service fees. It uses the total cost paid by both 
patients and health insurance companies in its calculations.

Ramsey County joins growing list restricting e-cigs
The Ramsey County Board voted in September to approve a new 
ordinance that restricts the use of e-cigarettes in bars, restaurants, 
movie theaters, churches and other public places. The new ordi-
nance mandates that e-cigarette use must take place at least 25 
feet from all doors into public places and places of business.

MMA members Tom Kottke, MD, and Lisa Mattson, MD, have 
been strong supporters of these bans. Kottke testified during the 
public hearing for Ramsey County. The MMA has made preserv-
ing indoor air quality by restricting e-cigarette use a top legisla-
tive priority. 

Thirty Minnesota counties and cities have added e-cigarettes to 
their clean indoor air policies.  

MMA hosts “Preparing for Practice” event for 
residents, fellows  
Residents and fellows gathered in person and online at the 
University of Minnesota Continuing Education and Confer-
ence Center in St. Paul in September for “Preparing for Practice, 
from Creating your CV to Signing your Contract.” This was the 
first-of-its-kind comprehensive event sponsored primarily by 
the MMA and Metro Minnesota Council on Graduate Medical 
Education. Topics included credentialing, how to make your CV 
stand out, what to expect during the interview process, what’s 
negotiable in physician contracts, and which practice type is right 
for you. Speakers included MMA members (Cindy Firkins Smith, 
MD, Lisa Mattson, MD, Dionne Hart, MD, and Maria Loerzel, 
MD) as well as four subject matter experts. The response was 
overwhelmingly positive and several attendees indicated it should 
become an annual event.  



Sponsored by:

Opportunities and Challenges for 
Independent Practice

Program details 
Wednesday, Nov. 11
6-8 pm (hors d’oeuvres at 5:30) 

University of Minnesota Continuing Education and 
Conference Center  |  1890 Buford Ave, St. Paul

Can’t attend in person? The program 
will be webcast to physicians around 
Minnesota.

All physicians and administrators are welcome.

MEMBERS: $25

NONMEMBERS: $40

WEBCAST PARTICIPANTS: $20  
(Groups of five or more: $100)

To register or for more information: 
Go to www.mnmed.org/IPEvent  
or call 612-362-3728.

Join nationally known practice redesign expert Bruce 
Bagley, MD, MAAFP, to discuss independent practice 
issues at a one-evening program offered by the MMA.  
Bagley will present a new AMA program, “Steps 
Forward™,” that helps physicians revitalize their 
practices, reduce burnout and improve patient care. 

Program
 Overview of today’s changing marketplace.

 Why you need to change the way you practice!

 How increasing practice efficiencies can decrease burnout.

 Overview of AMA’s Steps Forward™ program. 

 Tackling practice issues — participants can present current issues 
and discuss solutions with Dr. Bagley and audience members.  

Bruce Bagley, MD, FAAFP, a senior advisor for Professional Satisfaction 
and Practice Sustainability, American Medical Association, is a 
nationally known leader in practice redesign. 
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MMA in Action
In early September, Robert Meiches, 
MD, MMA CEO, and Brian Strub, 
MMA manager of physician outreach, 
met with PrairieCare CEO Joel 
Oberstar, MD. They toured the new 
PrairieCare hospital in Brooklyn Park 
and discussed mental health’s impact 
on all of health care in Minnesota.

Strub and Teresa Knoedler, JD, 
MMA policy counsel, discussed the 
state’s new medical cannabis law at the 
Cambridge Medical Center in Cam-
bridge.

Immediate Past President Donald 
Jacobs, MD, Board of Trustee Edwin 
Bogonko, MD, and Kathleen Baum-
bach, MMA manager of physician out-
reach, met with Suburban Emergency 
Associates in early October. 

The MMA hosted the quarterly 
meeting for the Minnesota Association 
of Black Physicians at the Annual Con-
ference in St. Louis Park. 

The MMA Foundation hosted two 
Care Where It Counts events—one in 
the Twin Cities on October 15 and one 
in Rochester on October 22.

Eric Dick, MMA manager of state 
legislative affairs, has been appointed to 
the Task Force on No-Fault Insurance 
Issues as the MMA’s representative. The 
task force was established by the 2015 
Legislature to study issues related to 
no-fault auto insurance, including the 
independent medical exam process, 
treatment standards and fee sched-
ules. The task force will report its find-
ings to the Legislature. Dick is joined 
on the task force by representatives 
from the Academy of Emergency Phy-
sicians-Minnesota Chapter, the Medi-
cal Group Management Association 
of Minnesota, the Minnesota Hospital 
Association, other health care provider 
organizations, the legal community and 
insurance carriers.  

Kathleen Baumbach

Robert Meiches, MD

Brian Strub

Edwin Bogonko, MD

Donald Jacobs, MD

Teresa Knoedler
CHANNEL YOUR PASSION

Join a  
committee
The MMA is seeking volunteers to serve 
on its policy committees.  
As a committee member you
• influence the MMA’s direction, 
• acquire new leadership skills, and 
• network with physicians who care about the 

same issues you do.
It is easy and only includes four evening meetings 
annually. If you can’t make a meeting in person, you 
can also call in.
For specific committee assignments, go online to: 
www.mnmed.org/committee.
If you are interested in volunteering, send an email 
to mma@mnmed.org and indicate the specific 
committee. An MMA staff person will follow up 
with you.
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Douglas Wood, MD
MMA Board Chair

VIEWPOINT 

Leading by example

Since I graduated from medical school 
in 1977 and completed my specialty 
training in cardiology in 1983, much 

about medicine has changed. I am re-
minded of this every day when my son, 
who just started medical school, calls with 
questions about physiology and immunol-
ogy. As I reflect on what else has changed 
since I started my career, I realize the 
politicization of almost all aspects of life 
has had an impact on our profession. Add 
to that the way the Internet has made so 
much information available to the public, 
and we end up with real change in the way 
people understand their own health and 
infirmity. 

But there is one thing that is constant 
about medicine: its stature as a profession. 
Despite our emphasis on professional-
ism, I believe we have somehow missed 
an important point regarding our work as 
physicians; that is, we must be leaders in 
our own communities. This need was elo-
quently expressed by William Mayo, MD, 
more than a century ago in his commence-
ment address to Rush Medical College:

“American physicians should no longer 
evade their citizenship. Their obligation to 
the community which has enabled them to 
acquire their knowledge should be paid in 
public service.” 

At that time, Mayo envisioned physi-
cians’ obligation as not only caring for 
individuals, but also caring for the public. 
We now speak of population health with-
out much sense of the true meaning of the 
words. 

From my perspective, each of us must 
think about how we might be leaders in 
our communities. As busy as we are, we 

must find time to help our neighbors 
achieve and enjoy health by understand-
ing and making the needed investments to 
address its social determinants, including 
better education, safer streets and eco-
nomic stability. We can help people under-
stand the true meaning of health, and that 
it does not simply mean health care. We 
can also help people understand that all of 
us can make health care more affordable 
by making better choices about our behav-
iors and use of resources. 

This kind of leadership requires us to 
collaborate with local government and 
public health leaders, social service agen-
cies, schools, businesses, community and 
faith-based organizations, and philan-
thropic groups. 

At a higher level, the MMA will soon 
launch a follow-up to its highly successful 
Healthy Minnesota campaign of 10 years 
ago, which built on our work to create a 
physician’s plan for a healthy Minnesota. 
Watch for more on this important topic. 
We will be seeking volunteers to work on 
this effort. But first, we must think about 
what we can do at the local level. So, I ask 
you to consider what you will do to be-
come a leader for health in your own com-
munity. This is the spirit of the MMA. MM

Physicians can help 

people understand that 

all of us can make health 

care more affordable by 

making better choices 

about our behaviors and 

use of resources.



Pain, Opioids and Addiction 
LECTURE SERIES

The Minnesota Medical Association (MMA), the Steve Rummler Hope Foundation (SRHF), and 
the University of Minnesota Medical School began a collaboration to bring medical education 
on the topic of opioids to medical students, residents, and practicing doctors. The lectures are 
recorded live at the University of Minnesota Medical School and made available for CME on 
the MMA website, with underwriting by the SRHF. The hope of the series is to create a medical 
curriculum on pain, opioids, and addiction, as it should be in a medical school setting: balanced, 
practical, evidence-based information free of commercial bias.

NEW >> Spring 2015 Lectures
VIDEO 1: “Opioid Therapy for Chronic Pain” Erin E. Krebs, MD, MPH, Associate Professor of 
Medicine, University of Minnesota and Minneapolis VA

VIDEO 2: “Opioid Addiction in Pregnancy” Amy Langenfeld, MSc, APRN, CNM, PHN, SANE-A

VIDEO 3: “How to Choose an Opioid: Practical Pharmacology” Charles Reznikoff, MD, Division 
of Addiction Medicine, Hennepin County Medical Center, Assistant Professor of Medicine, 
University of Minnesota Medical School

VIDEO 4: “A Differential Diagnosis for ‘Pain” Charles Reznikoff, MD, Division of Addiction 
Medicine, Hennepin County Medical Center, Assistant Professor of Medicine, University of 
Minnesota Medical School

VIDEO 5: “What is Buprenorphine?” Charles Reznikoff, MD, Division of Addiction Medicine, 
Hennepin County Medical Center, Assistant Professor of Medicine, University of Minnesota 
Medical School

Fall 2014 Lectures
VIDEO 1: “Opioid Addiction and Pain, A Quagmire for Healthcare Professionals”
Marvin D. Seppala, MD, Chief Medical Officer, Hazelden Betty Ford Foundation

VIDEO 2: “An Editorial on Pain” Bret Haake, MD, MBA, HealthPartners Medical Group, Regions Hospital

VIDEO 3: “Pain Psychology, Mental Status Exam, and Non-Opioid Options for High Risk Patients” 
Charles Reznikoff, MD, Division of Addiction Medicine, Hennepin County Medical Center, Assistant 
Professor of Medicine, University of Minnesota Medical School. Adeya Richmond, PhD, LP, Senior 
Clinical Psychologist, Psychology Department, Hennepin County Medical Center. Sebastian Ksionski, 
MD, Pain Program/CMC Director, Hennepin County Medical Center

VIDEO 4: “Pain Management in the Emergency Department”

James R. Miner MD FACEP, Chief of Emergency Medicine, Hennepin County Medical Center, Professor 
of Emergency Medicine, University of Minnesota Medical School 

All lectures are free of cost.
CME Available: This activity has been planned and implemented in accordance with the Essential Areas and Policies of 
the Accreditation Council for Continuing Medical Education through the joint providership of the Minnesota Medical 
Association and The Steve Rummler Hope Foundation. The Minnesota Medical Association (MMA) is accredited by the 
Accreditation Council for Continuing Medical Education to provide continuing medical education for physicians. 

The Minnesota Medical Association designates this web based activity for a maximum of 

 1 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their 
participation in the activity. 

For more information: mnmed.org/painseries
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Life after SGR 
What’s Next for Physician Practices?
BY JANET SILVERSMITH

In 2015, Congress repealed the Medicare Sustainable Growth Rate (SGR) formula and passed a new law that 

replaces it with two payment strategies: the Merit-Based Incentive Payment System (MIPS) and Alternative 

Payment Models (APMs). This article describes how these new payment strategies are expected to work. 

The Medicare Access and CHIP Reau-
thorization Act of 2015 (MACRA), 
which was signed into law on April 

16, 2015, permanently repeals Medicare’s 
Sustainable Growth Rate (SGR) formula, 
averting a 21.2% cut to Medicare fee-
for-service physician payments that was 
scheduled to take place April 1, 2015. This 
action ended at least 12 years of annual 
showdowns between Congress and the 
physician community over the sched-
uled payment cuts, which were typically 
stopped at the last minute. But with the re-
peal of the SGR came a complex new strat-
egy for physician payments. This article 
introduces highlights of the new Medicare 
physician payment policies as defined in 
MACRA.

Two Payment Mechanisms 
The original intent of the SGR was to in-
troduce economic constraints on Medicare 

spending for physician and other provider 
services paid for using the physician fee 
schedule. The SGR formula compared 
growth in actual Medicare spending on 
physician services with a spending target 
based on growth in the overall economy, a 
formula that was widely viewed as flawed. 
Although the SGR failed to accomplish 
Congress’ intent to manage spending for 
physician services, its repeal ushers in both 
new and refined approaches for paying for 
physician services. 

MACRA provides for annual updates 
to the Medicare fee schedule: 0.5% from 
2015 through 2019, and 0.25% and 0.75% 
in 2026 and beyond. But MACRA is not a 
return to the fee-for-service payments of 
the past; rather, the law articulates greater 
expectations for measurable outcomes of 
physician performance. It also seeks to 
expand on new payment models, some 
of which were introduced in the Afford-

able Care Act, that shift more and more 
accountability to physicians for the cost 
and quality of care delivered to Medicare 
patients. MACRA advances these goals 
by effectively establishing two options for 
future Medicare physician payments: the 
Merit-Based Incentive Payment System 
(MIPS) and Alternative Payment Models 
(APMs). 

MIPS
The Merit-Based Incentive Payment Sys-
tem can best be construed as a pay-for-
performance bonus (or penalty) on top of 
fee-for-service payment rates. Although 
paying for quality reporting is not new 
for Medicare, paying for actual results is 
a big shift. MIPS, however, is designed to 
combine and build on existing Medicare 
reporting and incentive programs (mean-
ingful use of electronic health records, 
the Physician Quality Reporting System 

2015 2016 2017 2018 2019 2020 2021 2022

Meaningful use penalty -1% -2% -3% -4%

Physician Quality Reporting System penalty -2% -2% -2% -2%

Value-based modifier (possible bonus) 1% 2% 4% 4%

Value-based modifier (possible penalty) -1% -2% -4% -4%

MIPS (possible bonus) 4% 5% 7% 9%

MIPS (possible penalty) -4% -5% -7% -9%

MIPS exceptional performance bonus 10% 10% 10% 10%

TABLE

Medicare bonus and penalty potential before and after MIPS
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The law defines two primary criteria for 
eligible alternative payment models. First, 
the APM must be:  
• a model developed by the Center for 

Medicare and Medicaid Innovation 
(such as episode-based payments or a 
patient-centered medical home) 

• a Medicare shared-savings program ac-
countable care organization (ACO)

• a health care quality demonstration or
• a demonstration project required by 

federal law.3 
In addition, physician practices must be 

using certified electronic health records, 
receive payments based on quality mea-
sures comparable to those outlined in the 
MIPS quality category, and bear “more 
than nominal” financial risk.1 Under the 
law, qualified patient-centered medical 
homes would not be required to assume 
financial risk. 

Second, at least 25% of Medicare Part 
B payments must be earned through the 
APM during 2019 and 2020. That thresh-
old increases to 50% in 2021 and 2022 and 
to 75% in 2023 and beyond. An APM also 
may qualify if a practice earns 25% of its 
Medicare Part B revenue and 50% of all 
other revenue through it in 2021 and 2022, 
and if it earns 25% of its Medicare Part 
B revenue and 75% of all other revenue 
through it in 2023 and beyond.4  

This provision ensures that the highest 
performers will be recognized, even if all 
physicians score above the defined thresh-
old. A comparison of current bonus and 
penalty potential and that which will be 
available through MIPS is shown in the 
Table. 

An analysis conducted by the American 
Medical Association identified several as-
pects of MIPS that appear to be improve-
ments over the current quality incentive 
programs and that also may make it easier 
for physicians to earn bonus payments. 
Unlike the current PQRS and meaningful 
use programs, which are considered “all or 
nothing” in terms of physicians’ ability to 
earn a bonus, MIPS will recognize physi-
cians for partially meeting performance 
metrics. The addition of the clinical prac-
tice improvement activities category will 
acknowledge participation in quality im-
provement activities, not simply achieving 
targets. In addition, measures will be risk-
adjusted for patients’ health and socioeco-
nomic status and other factors.1 

Recognizing the challenges that MIPS 
poses for small practices (those with up to 
15 eligible professionals), MACRA autho-
rized technical assistance grants of $200 
million per year between fiscal years 2016 
and 2020 to help with collection and re-
porting of measures, quality improvement 
efforts and other activities. Practices in 
rural or health professional shortage areas 
or those with low composite scores will 
have priority when grants are awarded.

Alternative Payment Models
Separate from MIPS is the second pay-
ment option available to physician 
practices—Alternative Payment Models 
(APMs). The APMs option is intended for 
practices that are looking for significant 
alternatives to Medicare fee-for-service. 
Congress intends to encourage broad par-
ticipation in this option and established 
a 5% annual bonus from 2019 to 2024 for 
physicians and other professionals who 
take part in it. Sixty percent of Medicare 
spending on physician services in 2019 
is expected to be for services provided 
through an APM, with that percentage 
increasing thereafter.2

[PQRS] and the value-based modifier) 
beginning in 2019. Those individual pro-
grams will end in December 2018. 

Performance by physicians and other 
eligible professionals will be assessed in 
four categories. Quality will comprise 30% 
of the score; resource use or efficiency, 
30%; EHR meaningful use, 25%; and clini-
cal practice improvement activities,  
15% (Figure). Those scores will be com-
bined for a composite score. (The Sec-
retary of Health and Human Services 
may modify the weights assigned to each 
category.)

Initially, the measures in each category 
will be largely the same as those in the 
existing meaningful use, PQRS (quality), 
and value-based modifier (resource use/
efficiency) programs. However, it is ex-
pected that other measures will be added 
and/or modified over time. Activities that 
will qualify under the clinical practice im-
provement category include telehealth and 
remote patient monitoring, population 
management, care coordination, and pa-
tient safety and practice assessment.1 The 
law directs the Centers for Medicare and 
Medicaid Services to define the specific 
criteria and measures relevant to the clini-
cal practice improvement activities.

To be eligible for MIPS bonus pay-
ments, physicians must have a composite 
score above an annual, predefined perfor-
mance threshold determined by the Secre-
tary of Health and Human Services. That 
threshold (the mean or median of scores) 
may be reassessed every three years.  Gen-
erally, physicians with composite scores 
above the threshold will earn bonuses up 
to 4% in 2019, 5% in 2020, 7% in 2021, 
and 9% in 2022 and beyond. For those 
who score below the threshold, similar 
penalties will be applied (-4% in 2019, -5% 
in 2020, etc.).

Those with scores in the highest 25th 
percentile will be eligible for an “excep-
tional performance” bonus of 10%, up to 
$500 million per year (from 2019 to 2024). 

FIGURE

MIPS performance 
categories

Quality 30%

Resource Use/
Efficiency 30%

Meaningful Use 
of EHRs 25%

Clinical 
Practice 

Improvement 
15%
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The 5% annual APM incentive payments, awarded between 
2019 and 2024, are in addition to any shared savings or other 
revenue that may be earned through the APM. The bonus will 
be paid as a lump sum each year and will be equal to 5% of the 
Medicare payments a physician receives in that year. 

It is important to note that the MIPS and APM programs are 
mutually exclusive. Physicians in an eligible APM would have to 
comply with the APM-specific quality and cost measures. Those 
participating in MIPS must meet its defined measures and goals. 

A technical advisory committee will consider proposals for 
new payment models. The Secretary of Health and Human Ser-
vices must publish rules defining the criteria the panel will use 
by November 1, 2016. MACRA also allows for developing and 
testing models that focus specifically on services provided by 
nonprimary care physicians; can be used by small practices (fewer 
than 15 physicians/other providers); and provide for assumption 
of risk by small practices as well as statewide payment models.

Conclusion 
Physician practices will need to assess which payment op-
tion—MIPS or an APM—is best for them. This will be difficult, 
as many of the details, including measure specifications and 
alternative payment model designs, remain undefined or are sub-
ject to future regulatory determinations. In addition, questions 
remain about the viability of the options outlined in MACRA. 
For instance, how well will the MIPS measures assess the actual 
performance of a physician’s practice? Will the APMs succeed in 
reducing Medicare spending growth? Will the new fee schedule 
updates keep pace with practice inflation? Although the annual 
showdowns over SGR are a thing of the past, Congress will no 
doubt revisit Medicare physician payment methods again in the 
future. MM

Janet Silversmith is director of health policy and member services for the 
Minnesota Medical Association.
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Call for 
submissions
Attention medical 
students, residents and 
fellows 
Minnesota 
Medicine will 
highlight the work 
of Minnesota 
medical trainees 
by publishing 
select abstracts 

of original research and clinical 
vignettes in its May 2016 issue. 
Submissions will be evaluated by a panel of reviewers 
from a variety of disciplines; they will select those 
demonstrating appropriate quality for publication. 

Criteria: Submissions should be no longer than 
500 words plus references. Research abstracts should 
include a brief description of the research problem, 
methodology, results and a discussion of the fi ndings. 
Clinical vignettes should include a description of the 
case, the diagnosis and treatment approach, and a 
discussion of the implications of the case.  

Deadline for submissions
January 30, 2016

Submit your abstracts and vignettes at 

MinnesotaMedicine.com/
Abstracts

Questions? Contact Kim Kiser at 
kkiser@mnmed.org
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Vaccination Rates among Adolescents  
in Minnesota as Compared with the 
United States
Not “Above Average” 
BY ROBERT M. JACOBSON, MD, BRIANNA ROGACKI, MPH,  DAVID M. THOMPSON, PHD, JAMES R. ROBERTS, MD, 
MPH, BENYAMIN MARGOLIS, PHD, MPH, AND PAUL M. DARDEN, MD

Because adolescents make relatively few visits to clinics for preventive care, their vaccination rates suffer. We 

examined rates among Minnesota youths to see how they compared with those among teens throughout the 

United States. We used National Immunization Survey-Teen (NIS-Teen) data to estimate vaccination rates for 

13- to 17-year-olds in Minnesota from 2008 through 2013 and compared them to national rates for MCV4, 

Tdap and HPV vaccines. We also examined rates of provider recommendation for each of the three vaccines 

and rates of parental intention to vaccinate against HPV. We found rates for all three vaccinations increased 

between 2008 and 2013, but they continue to be low for both MCV4 (69%) and HPV (38% of females and 

9% of males completed the three-dose series in 2013). Fortunately, the percentage of Minnesota clinicians 

recommending those vaccines is increasing (the percentage recommending HPV vaccination for females 

increased from 55% in 2008 to 74% in 2013; however, only 44% recommended it for males in 2013). The 

percentage of parents in Minnesota reporting intent to vaccinate their female children against HPV rose from 

52% in 2008 to 58% in 2013; the percentage intending to vaccinate their male children rose from 16% in 

2010 to 47% in 2013. Clinicians and public health officials must address how we can improve HPV vaccination 

rates among adolescents.

In 2005, the Advisory Committee on 
Immunization Practices (ACIP)  recom-
mended adding the tetravalent menin-

gococcal conjugate vaccine (MCV4) to 
the Td vaccine for routine administration 
for 11- to 12-year-olds.1 The next year, the 
ACIP published the first recommendation 
for Tdap to replace Td for children 11 to 12 
years of age.2 In 2007, it published its first 
official recommendations for routine use 
of human papillomavirus (HPV) vaccine.3 

From 2007 to 2011, the ACIP recom-
mended that females (but not males) 
routinely receive the three-dose series of 
HPV vaccine between 11 and 12 years of 
age.3 On May 28, 2010, following the 2009 
FDA licensure of the Gardasil (4vHPV) 
vaccine for males, the ACIP published 
guidelines permitting but not recommend-
ing routine 4vHPV vaccination for males.4 
On December 23, 2011, the organization 
recommended that males routinely receive 

the 4vHPV vaccine series at 11 to 12 years 
of age.5

Rates of immunization in adolescents 
are problematic, in part because they make 
relatively few clinic visits for regular pre-
ventive care. Nordin et al. studied claims 
data from a large health plan in Minnesota 
with about 700,000 members (representing 
15% of the state’s population).6 Although 
the health plan offered preventive care vis-
its without a deductible or copay for teens 
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two populations. To compare Minnesota 
and the United States more formally on 
the percentage of participants with a given 
outcome, we calculated and tested  
z statistics using weighted-point estimates 
and standard errors.

We used SAS PROC SURVEYLOGIS-
TIC to generate, for both Minnesota and 
the United States, estimates of odds ratios 
that describe the six-year trends in vac-
cination rates for a given vaccine, for the 
percentage of parents who recall a pro-
vider recommending that vaccine, and for 
the percentage of parents who intend to 
vaccinate their teens for HPV. These ratios 
compare the proportional odds of vaccina-
tion (or of physician recommendation or 
of intent to vaccinate) in a given year com-
pared with the odds of that outcome in the 
prior year across all of the years studied. 

Results
The NIS-Teen surveys sampled ap-
proximately 19,000 U.S. teens with verified 
provider data for each of the years 2008 
through 2013; approximately 330 teens 
from Minnesota were included each year. 
Table 1 shows how NIS-Teen respondents 
in Minnesota compared with those in the 
United States by household poverty status 
and race/ethnicity for each of the six years. 
Table 2 shows how the vaccination rates 
varied by vaccine in 2008 and 2013. 

The proportion of teens receiving the 
MCV4 vaccine increased from 2008 to 
2013 both in Minnesota and in the United 

11 to 17 years of age, approximately 30% 
of its teen members had no preventive 
care visits and another 40% only had one 
visit over a four- to five-year period. 

As our primary objective, we examined 
the NIS-Teen data from the Centers for 
Disease Control and Prevention (CDC) to 
determine how Minnesota compared with 
the United States in its up-to-date MCV4, 
Tdap and HPV vaccine rates from 2008 
through 2013. We also compared rates of 
provider recommendations for each of the 
three vaccines as well as parental intention 
to vaccinate their children against HPV.

Methods
Although the CDC has conducted the an-
nual National Immunization Survey (NIS) 
for children 19 to 35 months of age since 
1994, it only started  conducting a  
parallel survey for teens 13 to 17 years of 
age in 2006.7 Each year, the CDC’s Na-
tional Centers for Immunization and Re-
spiratory Diseases and for Health Statistics 
jointly conduct the NIS-Teen survey—a 
stratified, random-digit-dialing telephone 
survey of U.S. households with teens 13 to 
17 years of age. 

The survey is executed in two phases.7 
The first consists of an interview with an 
adult in the home (usually the parent), 
who is identified as most knowledgeable 
about the teen’s immunization history 
about the vaccines the teen has received. 
That adult also is asked if a clinician has 
ever recommended each of the vaccines 
the ACIP recommends for the teen. If the 
teen has not completed the three-dose 
HPV vaccine series, the adult is asked 
whether they intend for the teen to receive 
the vaccination in the next 12 months. 
Parents or guardians of female teens were 
asked about intent in the 2008 and 2009 
NIS-Teen surveys; parents or guardians 
of both male and female teens were asked 
about intent in the 2010 through 2013 
surveys.

In the second phase, immunization pro-
viders identified through the household 
interviews receive mailed surveys to verify 
a teen’s immunization history. The indi-
vidual contributions from those surveyed 
are weighted to 1) account for the lack of 

participation by households that do not 
respond or do not have telephones and 2) 
represent the total number of teens in the 
population.7 Our study reports results only 
from survey data in which providers veri-
fied teens’ immunization histories.

We obtained the public-use NIS-Teen 
files from 2008 through 2013.8 For our 
study, we defined the vaccination rates 
in terms of the up-to-date status at the 
time of the survey by applying the ACIP 
recommendations for the years studied.9-13 
We defined being up-to-date on MCV4 as 
having received at least a single dose; on 
Tdap as having received at least a single 
dose at 10 years of age or older; and for the 
HPV vaccine as having received three or 
more doses. Adopting the NIS-Teen defi-
nition for “poor,” we calculated the per-
centage of respondents from households 
with incomes below 100% of the federal 
poverty level. For all statistical significance 
testing, we used an alpha value of 0.05. We 
provide details of our methods for analysis 
elsewhere.14

We used SAS PROC SURVEYMEANS 
(SAS Institute, Cary, North Carolina) to 
account for the complex survey design and 
produce appropriately weighted estimates 
(and 95% confidence intervals) of the 
percentages of teens in Minnesota and the 
United States who are up-to-date in each 
year studied. When a corresponding pair 
of confidence intervals fully overlaps for 
Minnesota and the United States, we can-
not say the percentages differ between the 

TABLE 1

Demographic distribution of 13- to 17-year-olds  
from the NIS-Teen surveys, 2008 and 2013

MINNESOTA UNITED STATES

2008 2013 2008 2013

Unweighted Sample* 338 369 17,835 18,264

Female (%†) 49.4 45.3 48.3 47.7

Poor (%) 5.3 8.1 12.0 16.9

Hispanic (%) 3.3 4.9 11.3 15.0

White (%) 88.2 83.2 70.8 66.1

Black (%) 3.9 2.2 10.8 9.0

Other (%) 4.7 9.8 7.0 9.9

* The unweighted sample is the only unweighted estimate in this table. All other population 
estimates are weighted. 
† Percentages are population estimates, calculated from weighted analyses.
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the three-dose series in 2008; 9% percent 
had completed it in 2013. In the United 
States, the rate increased from 0.3%  
to 14%.

The rates of reported clinician recom-
mendations for vaccinations in Minnesota 
resembled those in the United States for 
each of the three vaccines. Table 3 shows 
that the percentage of respondents in 
Minnesota reporting a clinician recom-
mending the MCV4 vaccine mirrored 
those in the United States. In 2008, 31% of 
respondents in Minnesota reported that 
a clinician had recommended the MCV4 
vaccine; the rate increased to 36% in 2013. 
In the United States, the rates increased 
from 31% to 36%. Tdap generated higher 
rates. In 2008, 52% of respondents in Min-
nesota reported a clinician recommend-
ing the Tdap vaccine; the rate increased 
to 65% in 2013. In the United States, the 
rate increased from 48% to 57%. Reports 
of clinicians recommending HPV for 
females were also higher. In 2008, 55% 
of Minnesota respondents reported clini-
cians recommending the HPV vaccine, 
increasing to 74% in 2013. The U.S. rates 
increased from 49% to 70% in those years. 
The rates for those who reported clinicians 
recommending the HPV vaccine for males 

Similarly, the rates for the HPV vaccina-
tion in Minnesota mirrored those in the 
United States but lagged behind those for 
MCV4 and Tdap. In 2008, 34% of females 
13 to 17 years of age in Minnesota had 
received at least one dose of the HPV vac-
cine; this percentage increased to 59% in 
2013. The U.S. rate increased from 37% to 
57% in those years. As for completing the 
three-dose series, 15% of female teens in 
Minnesota had completed it in 2008 and 
38% in 2013. In the United States, the rate 
increased from 18% to 38%. The Figure il-
lustrates how the rates for three-dose HPV 
series completion in Minnesota are not 
statistically significant from the rates for 
the United States but are consistent with 
sampling variability.

The vaccination rates for males lagged 
those for females. Although the ACIP 
published its first recommendations for 
females in 2007,3 it only began routinely 
recommending three doses of the HPV 
vaccine for males 11 to 12 years of age 
in 2011.5 In 2008, 0.4% of males 13 to 17 
years of age in Minnesota had received at 
least one dose of the HPV vaccine; this 
increased to 22% in 2013. In the United 
States, the rate increased from 0.3 to 35%. 
In Minnesota, 0% of males had completed 

States. During those years, the ACIP rec-
ommended all adolescents receive one 
dose of the MCV4 vaccine at 11 to 12 
years of age. In 2011, the ACIP published 
recommendations to add a booster dose 
at age 16.15 In 2008, 39% of teens in Min-
nesota received a single dose of the MCV4 
vaccine; that percentage increased to 69% 
in 2013. During those same years, the U.S. 
rate increased from 42% to 79%. We do 
not report the rates of booster doses. Our 
results showed the rates for MCV4 vac-
cination for Minnesota are not statistically 
significant from the rates for the United 
States but are consistent with sampling 
variability.

The rates of teens in Minnesota receiv-
ing the Tdap vaccine reflected the rates 
among teens in the United States  
(Table 2). In 2008, 41% of teens 13 to 17 
years of age in Minnesota had received a 
single dose of the Tdap vaccine; that per-
centage increased to 91% in 2013. In the 
United States, the rate increased from 41% 
to 86%. Our results showed the rates for 
Tdap vaccination for Minnesota are not 
statistically significant from the rates for 
the United States as a whole but are consis-
tent with sampling variability.

TABLE 2

Vaccination rates of 13- to 17-year-olds from the NIS-Teen Surveys, 2008 – 2013 

Percentages are population estimates calculated from weighted analyses. Brackets contain 95% confidence intervals.

MINNESOTA UNITED STATES

2008 (%) 2013 (%) 6-Year Trend (OR*) 2008 (%) 2013 (%) 6-Year Trend (OR*)

1 MCV4
39.1 

[33.0, 45.2]
69.0† 

[62.9,75.1]
1.31** 

[1.22, 1.40]
42.3  

[40.9, 43.8]
78.8† 

[77.8,79.9]
1.39**  

[1.37, 1.41]

1 Tdap
40.7 

[34.6, 46.8]
91.4† 

[87.7,93.2]
1.78** 

[1.62, 1.95]
40.8 

[39.3, 42.2]
86.0† 

[85.1,87.0]
1.61** 

[1.58, 1.63]

1 HPV (females)
33.6 

[25.8, 41.3]
59.3 

[49.9,68.6]
1.23** 

[1.12, 1.34]
37.2 

[35.1, 39.3]
57.3 

[55.4,59.2]
1.17** 

[1.15, 1.19]

>3 HPV (females)
14.7 

[9.4, 20.0]
37.6 

[28.5,46.6]
1.19** 

[1.09, 1.31]
17.9 

[16.3, 19.5]
37.6 

[35.7,39.6]
1.18** 

[1.16, 1.21]

1 HPV (males)
0.4 

[0,1.1]
22.0† 

[15.2,28.7]
2.64** 

[2.01, 3.47]
0.3 

[0,0.8]
34.6† 

[32.7,36.5]
2.83** 

[2.67, 3.00]

>3 HPV (males) 0
8.6 

[4.1, 13.2]
2.29** 

[1.39, 3.77]
0.3 

[0,0.7]
13.9 

[12.4,15.3]
3.09** 

[2.64, 3.62]

* The odds ratios describe the six-year trend; these ratios compare the odds in a given year with the prior year across all the years studied.
** P <0.05
† The percentage of participants with this outcome differed in this year between Minnesota and the U.S. based on a z statistic calculated using 
weighted point estimates and standard errors with a P value of 0.05.
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same time, the rates of teens being vac-
cinated against HPV lag greatly behind 
the rates for those receiving both Tdap and 
MCV.

Our study is limited by the nature of 
collecting NIS-Teen data through tele-
phone surveys, although NIS-Teen em-
ploys sampling weights designed to adjust 
for households without telephones. The 
survey is further limited by respondents’ 
incomplete recall with regard to clini-
cian recommendations. Problems with 
respondents’ recalling vaccinations teens 
received were addressed through confir-
mation of vaccination by the identified 
providers. Because NIS-Teen’s complex 
sampling frame included a relatively small 
sample in Minnesota, many comparisons 
of vaccination rates did not meet statisti-

both Minnesota and the United States. In 
2010, 16% of respondents in Minnesota 
reported intent to vaccinate male teens, 
but this increased to 47% in 2013. The U.S. 
rate saw a similar increase from 30% in 
2010 to 52% in 2013. 

Discussion
Over the six years studied, the rate for 
Minnesota teens receiving each of the 
three vaccines were consistent with the 
rates in the United States; the rates of 
reports of clinicians recommending the 
vaccines also were consistent. Rates for 
MCV4 vaccination lag behind those for 
Tdap both in Minnesota and the United 
States; however, the HPV vaccination rates 
are most concerning. Although all three 
vaccines debuted at approximately the 

lagged, however. The rates were only mea-
sured beginning in 2010 and increased 
from 3.9% in Minnesota and 5.5% in the 
United States to 44% in both Minnesota 
and the United States in 2013.

Respondents whose teens had not 
completed the three-dose HPV series 
were asked if they intended to vaccinate 
their teens in the next year. We analyzed 
responses separately for females and males 
(Table 4). In Minnesota, 52% reported 
intent to vaccinate their females in 2008. 
This rate fell to a low of 42% in 2010 and 
then increased to 58% in 2013. In the 
United States, the intent to vaccinate fell 
from 57% to 48% between 2008 and 2010 
and then increased to 56% in 2013. The 
percentages of those intending to vac-
cinate males were much lower overall for 

TABLE 3

Reports for clinician recommendations from the NIS-Teen surveys, 2008 – 2013 

Percentages are population estimates calculated from weighted analyses. Brackets contain 95% confidence intervals.

MINNESOTA UNITED STATES

2008 (%) 2013 (%) 6-Year Trend (OR*) 2008 (%) 2013 (%) 6-Year Trend (OR*)

MCV4
30.9  

[24.7, 37.0]
36.4 

[29.9, 42.9]
1.07 

[1.00, 1.15]
31.2 

[29.8, 32.6]
36.2 

[34.8, 37.6]
1.05** 

[1.04, 1.07]

Tdap
51.9 

[45.3, 58.5]
64.7 

[58.1, 71.4]
1.12** 

[1.05, 1.20]
48.2 

[46.7, 49.8]
57.1 

[55.7, 58.5]
1.06** 

[1.05, 1.08]

HPV 
(females)

54.7 
[45.6, 63.7]

74.3 
[65.4, 83.1]

1.15** 
[1.04, 1.26]

49.2 
[47.0, 51.3]

69.5 
[67.5, 71.4]

1.17** 
[1.15, 1.19]

HPV 
(males)

-
44.1 

[35.0, 53.1]
1.77** 

[1.61, 1.95]
-

43.8 
[42.0, 45.6

1.63** 
[1.61, 1.66]

* The odds ratios describe the six-year trend; these ratios compare the odds in a given year with the prior year across all the years studied.
** P <0.05
† The percentage of participants with this outcome differed in this year between Minnesota and the U.S. based on a z statistic calculated using 
weighted point estimates and standard errors using a P value of 0.05.

TABLE 4

Intention to vaccinate against HPV by gender from the NIS-Teen surveys, 2008 – 2013 

Percentages are population estimates calculated from weighted analyses. Brackets contain 95% confidence intervals.

MINNESOTA UNITED STATES

2008 2013 Multi-Year Trend (OR*) 2008 2013 Multi-Year Trend (OR*)

HPV 
(females)

52.1 
[42.2,62.0]

58.0 
[46.0,70.0]

1.07 
[0.96, 1.19]

56.9 
[54.6,59.2]

55.7 
[53.3,58.1]

1.00 
[0.98, 1.02]

HPV 
(males)

No data
47.1 

[37.9,56.2]
1.70** 

[1.40, 2.06]
No data

51.6 
[49.7,53.6]

1.35** 
[1.31, 1.40]

* The odds ratios describe the six-year trend; these ratios compare the odds in a given year with the prior year across all the years studied.
** P <0.05
† The percentage of participants with this outcome differed in this year between Minnesota and the U.S. based on a z statistic calculated using 
weighted point estimates and standard errors using a P value of 0.05.
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were more likely to have received the vac-
cination.35 Opel et al. found that presump-
tive language appeared to work better than 
participatory language, even among par-
ents who express hesitance with the vac-
cine recommendation.36 Previously, in this 
journal, we encouraged using the C.A.S.E. 
approach developed by Allison Singer to 
address both vaccine-hesitant parents and 
vaccine-hesitant teens.37,38 

Conclusion
Clinicians need to learn how to make 
every teen visit count—assessing the ado-
lescent’s vaccine status, engaging them in 
the conversation, making strong or pre-
sumptive recommendations, addressing 
hesitancy and vaccinating those who are 
not up-to-date. Such an approach is criti-
cal given how infrequently teens present 
for office visits, much less preventive care 
visits.6 Minnesota’s vaccination rates for 
its teens are similar to those in the United 
States, but they are nowhere near where 
they should be. MM

that in Minnesota and the United States, 
only about half of households perceive that 
their adolescents’ clinician is recommend-
ing all three vaccines. The information 
regarding the intent to vaccinate against 
HPV as well as the up-to-date rates them-
selves are concerning. This universally 
needed vaccine is remarkably effective and 
addresses cancers that are growing in fre-
quency. We are nowhere near our goals ei-
ther as a state or a country, and substantial 
numbers of U.S. households (judging from 
surveys done between 2008 and 2013) ap-
parently do not intend to pursue HPV vac-
cination for their adolescents.

Clinicians need to adopt popula-
tion health management tools such as 
reminder-recalls,29-31 offer vaccination in 
alternative settings such as schools 32-34 
and continue to work in the office setting 
to increase vaccination rates. They also 
need to make their recommendations 
clear. Rosenthal et al. reported that those 
individuals who perceive clinician recom-
mendations for HPV vaccination as strong 

cal significance. Still, the rates measured 
in this survey compared favorably with 
our Minnesota Immunization Information 
Connection measures of teen vaccine sta-
tus.16 Those measures, however, lack infor-
mation about clinician recommendations 
and intent to vaccinate. The comparisons 
that are significant should be viewed in the 
context of the many different comparisons 
in the project. The many comparisons 
mean that the overall probability of a Type 
1 error is higher than 0.05. 

Although studies demonstrate school 
requirements for vaccination clearly im-
prove uptake of vaccines, Minnesota’s 
requirements did not include Tdap, MCV4 
or HPV vaccines between 2008 and 2013. 
Revisions to Minnesota law that took ef-
fect September 1, 2014, now require vacci-
nation with Tdap and MCV4 but not HPV. 

Nearly a dozen studies have docu-
mented the importance of clinician rec-
ommendation in improving vaccination 
rates.17-28 The data we present here show 

FIGURE 

Comparison of Minnesota and the United States for up-to-date rates of three-dose HPV series in 
females, 2008 – 2013
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Improving Confidence in Competencies 
for International Medical Trips Using a 
Curriculum with Simulation
BY BRANDON J. BIRCKHEAD, TREY C. MULLIKIN, ADEEL S. ZUBAIR, DEMA ALNIEMI, WALTER B. FRANZ III, MD, AND 
JOHN W. BACHMAN, MD

Many incoming medical and undergraduate students seek out international medical mission trips to supplement 

their education and training. However, few have the necessary skills to perform simple clinical tasks such as 

taking vital signs or conducting an initial patient interview. We conducted a small pilot study to assess the 

impact of simulation exercises on teaching incoming first-year medical students and undergraduate students 

basic clinical skills and teamwork. Our study population consisted of nine incoming medical students and 11 

undergraduate students who participated in a training session involving simulated tasks prior to taking a medical 

mission trip to Nicaragua. Participants completed a survey before and after the simulation and at the end of 

the trip. All 20 indicated the simulation was effective in teaching clinical and team-building skills. In addition, 

the simulation exercise improved participants’ confidence in their ability to perform certain clinical tasks and 

work as a team prior to the mission trip. We concluded that simulation is effective for incoming medical and 

undergraduate students and can be used prior to global health trips to increase their confidence in performing 

tasks required for a successful experience.

Students often enter medical school 
eager to serve patients but lacking the 
necessary skills to perform simple 

clinical tasks such as taking vital signs or 
conducting an initial patient interview. 
Their lack of skills can have an impact on 
global health service trips, where, under 
supervision, potentially naïve students 
will be asked to perform basic tasks such 
as taking pulse measurements, listening to 
heart and lung sounds, and doing prelimi-
nary medical history interviews. 

Learning clinical skills is a critical part 
of medical school training and often can 
be a stressful trial-and-error process. Sim-
ulated clinical exercises have been shown 
to increase medical students’ confidence 

in doing clinical procedures.1 Previous 
studies have shown that confidence with 
clinical tasks and surgical skills is critical 
in that it has a major impact on patient 
safety.2-5 Moreover, two systematic reviews 
of physician training demonstrated that 
taking part in simulated exercises im-
proves their clinical skills.3,6 In undergrad-
uate medical education, the use of simula-
tion has often been evaluated in the third 
and fourth years,7-11 but there is new focus 
on including simulation earlier in the 
curriculum, even with incoming medical 
students.12 Yet, no one has explored its use 
with students planning an international 
medical trip. We conducted a pilot study 
to assess students’ confidence in their abil-
ity to perform clinical skills and work as 
a team in preparation for an international 
medical mission after participating in a 
simulation exercise. 

Methodology
This pilot study was deemed exempt by 
the Institutional Review Board at Mayo 
Clinic, Rochester. Nine incoming medi-
cal students and 11 college undergraduate 
students completed a three-hour training 
session that included a simulation exercise 
prior to leaving for a medical mission trip 
to Nicaragua in 2013. Half of them had a 
previous global health experience. 

Six physicians participated in the medi-
cal mission: two from Mayo Clinic and 
four from the host country. 

Training Session, Simulation and  
Mission Trip
The three-hour training session was di-
vided into three parts: a hands-on didactic 
portion, detailing the clinical skills neces-
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Discussion
The purpose of this study was to assess 
students’ confidence in their ability to 
perform clinical tasks following training 
that included a simulation exercise. It was 
designed to prepare them for an interna-
tional medical mission trip. Participants 
reported increased confidence in their 
ability to perform a physical examination 
and in their interviewing skills follow-

pared survey results before and after the 
training. The second compared results 
before the training and after the trip. A  
P value of < .05 was considered statistically 
significant. Each participant’s confidence 
was assessed with a Likert scale. The mean 
was calculated for each survey. Analyses 
were performed using Statistical Analysis 
Software version 9.2 (SAS Institute, Inc., 
Cary, North Carolina).

Results
Clinical Skills 
As detailed in Table 2, there was a statisti-
cally significant improvement after the 
training session in the students’ confi-
dence with measuring blood pressure 
(mean = 0.6, P = 0.04), heart rate (mean = 
1.0, P = 0.005), interviewing (mean = 1.0, 
P = 0.0002), and heart and lung examina-
tion (mean = 1.6, P = <0.0001). Their con-
fidence with speaking Spanish marginally 
increased after taking part in the simula-
tion portion of the training (mean = 0.5, 
P = 0.03).  

Teamwork
Confidence in performing team-based ac-
tivities before the simulation and after the 
medical trip showed significant improve-
ment (Table 3). Following the trip, there 
also was a statistically significant increase 
in the students’ confidence in their abil-
ity to handle stressful situations (mean = 
0.4, P = 0.04). In addition, the participants 
also demonstrated increased confidence in 
delegating tasks (mean = 0.75, P = 0.0001) 
and being a leader (mean = 0.50, P = 
0.008) both after the simulation and after 
the medical trip. 

Participants’ Opinions  
of Simulated Experience 
As shown in Table 4, the students felt the 
simulation improved their ability to record 
vitals (4) and work with a team (4.5) dur-
ing the medical trip, and they agreed that 
this simulation should be included when 
preparing students for future medical mis-
sion trips. 

sary for the trip; a simulation exercise; 
and a debriefing session. The 20 students 
were divided into four groups of five 
participants each. In the didactic por-
tion, they learned in small groups how to 
measure blood pressure, record heart rate, 
perform a basic history-taking interview, 
and perform a heart and lung examina-
tion. The simulation exercise was a clinical 
experience involving a Spanish-speaking 
patient and an interpreter. It was divided 
into three sections that focused on re-
cording vitals, taking a medical history in 
English, and taking a medical history on 
a Spanish-speaking patient with a Spanish 
interpreter present. 

The medical trip to a small town near 
Esteli, Nicaragua, was organized through 
Global Brigades (www.globalbrigades.
org). Each student-doctor team had an 
interpreter who was either a student with 
several years of Spanish-speaking experi-
ence or a local Nicaraguan with significant 
English-speaking ability. More than 1,000 
patients were seen and treated over four 
days. 

The Study
All 20 participants completed a question-
naire before and after taking part in the 
training, and after the mission trip (Table 
1). They were asked to rate their level 
of confidence based on a 5-point Likert 
scale (1 = strongly disagree, 5 = strongly 
agree) with certain tasks such as taking 
blood pressure, recording heart rate, tak-
ing a history, performing a heart and lung 
examination, speaking Spanish, working 
with a medical team, delegating tasks, 
leading a group and handling stressful 
situations. After the training and medical 
mission trip, the participants were asked 
whether the simulation helped them learn 
how to take vital signs and perform other 
clinical tasks and work as a team. They 
also were asked whether the simulation 
should be used to prepare students for fu-
ture medical trips. 

A Wilcoxon signed rank test was com-
pleted with paired data and was used for 
two main comparisons. The first com-

TABLE 1

The questionnaire 

Participants were asked to rate the follow-
ing statements using a 1 to 5 scale 

(1: Strongly Disagree, 2: Disagree, 3: Neu-
tral, 4: Agree, 5: Strongly Agree)

1. I am confident in taking a patient’s 
blood pressure.

2. I am confident in taking a patient’s 
heart rate/pulse.

3. I am confident in taking a patient’s chief 
complaint/medical history.

4. I am confident in using a stethoscope to 
listen to heart and lung sounds.

5. I feel confident communicating in  
Spanish.

6. I feel confident delegating tasks to  
others in a medical team

7. I am confident assuming leadership 
roles in a medical team.

8. I am confident following another’s  
assignments or delegations.

9. I am confident that I work well under 
stress/pressure.

After the trip, these statements 
were added to the previous nine: 

10. The simulation experience completed 
before the trip was an effective tool at 
teaching basic skills.

11. The simulation experience completed 
before the trip was an effective team 
building activity. 

12. I would encourage a simulation experi-
ence for next year’s mission trip. 
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mechanical ventilation that lasted up to six 
months. Our study, unfortunately, did not 
measure the students’ confidence after the 
medical mission trip, but it is encouraging 
to see a sustained effect after the simula-
tion experience.  Overall, our study is the 
first to show that incoming medical and 
undergraduate students have a significant 
increase in confidence regarding their 
physical examination and interview-
ing skills following a simulation exercise 
specifically designed for an international 
medical mission trip.

Many undergraduate and medical 
students seek out international medical 
mission trips to supplement their educa-
tion and training. Some may participate, 
in part, to improve their foreign language 
skills. Following our simulation exercise, 
there was a marginal, yet statistically 
significant, increase in participants’ con-
fidence in their ability to speak Spanish, 
and an incremental increase in their con-
fidence in speaking Spanish after the mis-
sion trip. Despite these minor increases, 
their mean level of confidence went from 
“less confident” to “neutral” by the end of 
the trip. Previous work has demonstrated 
large increases in medical students’ Span-
ish fluency after a four- to six-week rota-
tion in a Spanish-speaking country that 
also included medical Spanish course 
work.15 In our study, the results suggest 
that a short simulation experience and 10 
days in a foreign country are not enough 
to produce large gains in confidence with 
speaking Spanish. Therefore, students 
solely wanting to improve their foreign 
language skills should be cautioned from 
participating in short trips and should 
look for a longer immersion experience. 

Effective teamwork is important in all 
aspects of health care, and other studies 
have shown improvements in delegating 
tasks and leading a team following simu-
lation exercises.16, 17 Our study explored 
participants’ confidence with working on 
a medical team, delegating tasks, being 
a leader and handling stressful situa-
tions. As with previous studies,16, 17 ours 

and fourth years of training.7, 9-11  We also 
found that participants reported similar 
levels of confidence after the simulation 
and after the medical mission trip, sug-
gesting a sustained confidence boost from 
the simulation exercise. A previous study 
of nursing students saw a significant im-
provement in their ability to mechanically 
ventilate patients after simulation training 
and an increase in their confidence with 

ing the simulation. Previous studies with 
nursing students showed large improve-
ments in confidence after completing 
simulation exercises,13 but none of these 
were conducted in the context of a medi-
cal trip. Moreover, most of these studies 
evaluated medical students in their third 

TABLE 2

Participants’ self-assessed confidence to perform clinical skills 
and communicate in Spanish (mean)

SKILL PRE-SIM POST-SIM POST-TRIP

P-VALUE
 PRE-SIM VS. 
POST SIM* 

P-VALUE 
PRE-SIM VS. 
POST TRIP* 

Blood pressure 3.8 4.4 4.6 0.04 0.002

Heart rate 3.8 4.8 4.7 0.005 0.004

History-taking 3.4 4.4 4.5 0.0002 0.001

Heart and lung exam 2.8 4.4 4.1 <.0001 0.0008

Speaking Spanish 2.3 2.8 3.0 0.03 0.003

Note: Scored on a 5-point Likert scale (1 is lowest, 5 is highest) 
*paired Wilcoxon signed rank test

TABLE 3 

Participants’ self-assessed confidence to perform team-based 
activities (mean)

Activity Pre-Sim Post-Sim Post-Trip

P-value
Pre-sim vs. 
Post-Sim* 

P-value 
Pre-Sim vs. 
Post-Trip* 

Being a leader 3.4 3.9 4.4 0.008 0.006

Delegating tasks 3.2 4 4.6 0.0001 <0.0001

Working in a team 3.6 4.2 4.7 0.05 0.0001

Handling pressure 3.9 4.1 4.3 0.45 0.04
 
Note: Scored on a 5-point Likert scale (1 is lowest, 5 is highest)
*paired Wilcoxon signed rank test

TABLE 4 

Participants’ opinion of training session after simulation and 
after trip (mean)

Questions Post Sim Post Trip

Effective at teaching basic skills 4.3 4.3

Effective team-building activity 4.5 4.3 

Encourage a simulation experience for next year 4.6 4.6 

Note: Scored on a 5-point Likert scale (1 is lowest, 5 is highest).
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Conclusion
Simulation has become an integral part 
of health care training. It has the capabil-
ity to prepare a wide range of learners 
for many experiences. Although real-life 
experience may be more beneficial for 
team building, simulations are an effective 
means of initiating hands-on training and 
building confidence in specific skill sets. 
Our study shows that simulation is effec-
tive for teaching the necessary skills for an 
international medical trip, and that stu-
dents believe such experiences should be 
included in their medical education. MM

Brandon Birckhead, Trey Mullikin, Adeel Zubair 
and Dema Alniemi are students at Mayo 
Medical School. Walter Franz III and John 
Bachman are with the department of family 
medicine at Mayo Clinic in Rochester.

R E F E R E N C E S

1. Nitschmann C, Bartz D, Johnson NR. Gynecologic 
simulation training increases medical student confi-
dence and interest in women’s health. Teach Learn 
Med. 2014;26(2):160-163.

2. Khan K, Pattison T, Sherwood M. Simulation in 
medical education. Med Teach. 2011;33(1):1-3.

3. Nesbitt JC, St Julien J, Absi TS, et al. Tissue-
based coronary surgery simulation: medical student 
deliberate practice can achieve equivalency to 
senior surgery residents. J Thorac Cardiovasc Surg. 
2013;145(6):1453-8; discussion 1458-9.

4. Deering S, Auguste T, Lockrow E. Obstetric simula-
tion for medical student, resident, and fellow educa-
tion. Semin Perinatol. 2013;37(3):143-5.

5. Sakawi Y, Vetter TR. Airway management and 
vascular access simulation during a medical student 
rotation. Clin Teach. 2011;8(1):48-51.

6. Kennedy CC, Cannon EK, Warner DO, Cook DA. 
Advanced airway management simulation training 
in medical education: a systematic review and meta-
analysis. Crit Care Med. 2014;42(1):169-78.

7. DeWaay DJ, McEvoy MD, Kern DH, Alexander LA, 
Nietert PJ. Simulation curriculum can improve medical 
student assessment and management of acute coro-
nary syndrome during a clinical practice exam. Am J 
Med Sci. 2014;347(6):452-6.

8. Zendejas B, Brydges R, Wang AT, Cook DA. 
Patient outcomes in simulation-based medical 
education: a systematic review. J Gen Intern Med. 
2013;28(8):1078-89.

9. Acton RD, Chipman JG, Gilkeson J, Schmitz 
CC. Synthesis versus imitation: evaluation of a 
medical student simulation curriculum via Objective 
Structured Assessment of Technical Skill. J Surg Educ. 
2010;67(3):173-8.

10. Dudas RA, Colbert-Getz JM, Balighian E, et al. 
Evaluation of a simulation-based pediatric clinical 
skills curriculum for medical students. Simul Healthc. 
2014;9(1):21-32.

11. Wayne DB, Cohen ER, Singer BD, et al. Progress 
toward improving medical school graduates’ skills 
via a “boot camp” curriculum. Simul Healthc. 
2014;9(1):33-9.

showed improvement in confidence in 
delegating tasks and being a leader after 
the simulation and after the mission trip. 
However, our simulation exercise did not 
affect participants’ confidence in their 
ability to handle pressure or work as part 
of a medical team, as seen in previous 
studies.18 Nevertheless, the medical mis-
sion trip to Nicaragua provided many 
challenges, including having to contend 
with limited resources and a large patient 
volume, which we did not replicate in our 
simulation exercise and which effectively 
gave participants the opportunity to work 
together in stressful situations and handle 
demanding schedules. This substantial 
experience might explain why there was 
increased confidence in handling pressure 
and delegating tasks following the medical 
trip. 

Finally, several studies that evaluated 
students’ experience with simulations 
found this type of training helpful.19-22 

Our findings were no different. The par-
ticipants found the simulation exercise 
helpful for learning physical examination 
skills, patient interviewing skills and to 
work in a team. They highly recom-
mended it be used to prepare participants 
for future medical mission trips. The sim-
ulation exercise has since been used prior 
to medical mission trips in 2014 and 2015. 

Our study had several limitations. It 
was small, nonrandomized and involved 
only one institution. Therefore, the find-
ings may not be able to be generalized. 
The scaled score of confidence with an ac-
tivity is a subjective outcome. Future stud-
ies may benefit from measuring quantita-
tive outcomes, such as accuracy of tasks 
performed. Finally, our study followed 
participants only until the end of the trip. 
We would suggest follow-up over the aca-
demic year with regards to the students’ 
confidence in their physical examination, 
history-taking and interpreting skills.  
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2015 American Academy of Pediatrics–
Minnesota Poster Competition Winners

Every year, the Minnesota Chapter of the American Academy of Pediatrics invites medical students and residents 
to take part in a scientific poster competition by submitting posters for consideration at the chapter’s annual 
meeting. This year, both of Minnesota’s pediatric training programs (the University of Minnesota and Mayo 

Clinic) were well-represented with submissions in the clinical vignette, research/quality improvement and medical  
student categories.  

Posters were judged by practicing pediatricians, pediatricians from the state’s academic medical centers, and the 
students’ and residents’ peers. “Poster Rounds” were conducted for the peer-judging process. Criteria used by the 
judges included clinical relevance and originality, as well as written and visual presentation. A “People’s Choice” win-
ner also was selected. Special thanks to Andrew Olson, MD, from the University of Minnesota for coordinating the 
competition.

Winners presented their posters at the American Academy of Pediatrics annual meeting last month in Washington, 
D.C. Congratulations to all on their excellent work.  

MEDICAL STUDENT CLINICAL VIGNETTE WINNER 

Ondansetron Promotes Expression of Sudden 
Cardiac Arrest in a Child with Long QT Syndrome
BY JARROD TEMBREULL AND PARVIN DOROSTKAR, MD, UNIVERSITY OF MINNESOTA   

to the hospital after cardiac arrest with 
pulseless electrical alternans while being 
treated with ondansetron for gastroen-
teritis-associated vomiting. Prior to the 
arrest in April 2014, his most recent ECG 
showed a QTc of 520 msec and abnormal 
T waves throughout the precordial leads 
while being atrially paced. 

Emergency Medical Services arrived 
within five minutes of the witnessed car-
diac arrest. The patient was resuscitated 
with continued CPR, intubation and 
multiple rounds of resuscitative medica-
tions and fluids. He was then admitted 
to the ICU for further resuscitation with 
a Glasgow Coma Scale score of 3. A 12-
lead ECG revealed ventricular pacing and 
capture at 90 beats per minute. Despite 
maximal resuscitative efforts, the patient 

Ondansetron use for control of gastro-
intestinal symptoms in the pediatric 
population has drastically increased 

during the last decade.1  Prolongation of 
the QT interval is a well-known side ef-
fect of ondansetron therapy. Expression 
of Torsades de Pointes in association with 
ondansetron-induced prolongation of the 
QTc has not been reported previously in 
a pediatric patient with clinical long QT 
syndrome. 

Case: An 8-year-old boy with a history 
of neonatal intermittent complete atrio-
ventricular block underwent neonatal dual 
chamber epicardial pacemaker implanta-
tion for a clinical diagnosis of long QT 
syndrome. Eight years later, he presented 

was pronounced dead one day later due to 
anoxic brain injury.   

Discussion: To the best of our knowl-
edge, this is the first case report of a car-
diac arrest in and death of a child with 
long QT syndrome in association with 
ondansetron therapy. We recommend 
that clinicians maintain a high level of 
suspicion and respect for QTc-prolonging 
medications such as ondansetron, given 
the associated risk of Torsades de Pointes 
and sudden death. MM
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Length of Stay of Pediatric Head Injuries in a General 
Emergency Department: To Scan or Not to Scan?
BY HAI NGUYEN-TRAN, JEFF LOUIE, MD, AND THUY NGUYEN-TRAN, UNIVERSITY OF MINNESOTA MEDICAL SCHOOL

MEDICAL STUDENT RESEARCH/QUALITY IMPROVEMENT CO-WINNERS

Student-Initiated, Specialty-Specific Selective 
as a Tool for Preclinical Medical Student Career 
Exploration
BY M. EARTH HASASSRI, KIRI SUNDE, CROIX FOSSUM AND AMIE JONES, MD, MAYO MEDICAL SCHOOL 

and clinical shadowing based on findings 
from a student needs assessment. Students 
were surveyed to determine whether the 
selective changed their level of interest 
in pediatrics. Students were asked to rate 
each component of the selective using a 
10-point Likert scale. Analyses were con-
ducted to evaluate the impact of this expe-
rience on student interest in pediatrics.

Results: Each year, more than 25% of 
first- and second-year medical students 
participate in the selective. A total of 121 
medical students participated in the se-
lective between 2010 and 2014. During 
the last session, there was a 74% survey 
response rate among the 27 participants. 
Their self-reported interest in pediatrics 
increased significantly after the selective 
(mean difference: 1.35, P< 0.0014). Expe-

riences in which medical students had a 
chance to interact with faculty or patients 
received more positive ratings than the 
lecture-based components of the selec-
tive (mean difference: 1.14, P< 0.0001). 
The majority of students who completed 
the selective agreed that this experience 
heightened their interest in and expanded 
their knowledge of pediatrics.    

Conclusion: Our preclinical pediatrics 
selective serves as an effective model for 
providing early exposure to a specific spe-
cialty. Participants were shown to be more 
engaged with this than with more passive 
learning methods. Future selectives should 
be designed with opportunities for inter-
action. Students found the group selective 
beneficial and recommend continuing to 
offer it in the future. MM

Medical students have advocated for 
opportunities to explore various 
specialties earlier in their medi-

cal education. However, few studies have 
reported the best approach to introducing 
medical students to different fields during 
their preclinical years. In an effort to offer 
early exposure to pediatrics and to equip 
students with basic clinical skills that will 
enhance their clinical clerkship experi-
ence, we developed a preclinical specialty-
specific selective in pediatrics.

Methods: For five consecutive years, 
Mayo Medical School’s Pediatric Interest 
Group student leadership team has created 
a peer-designed, student-led, weeklong 
group elective (‘‘selective’’) experience 
that includes clinical skills workshops, 
faculty and resident mentoring sessions, 

Decreasing length of stay in the emer-
gency department (ED) has been 
shown to increase patient satisfac-

tion. Prior to recent knowledge of radia-
tion exposure and risk of malignancy, 
ED staff commonly performed head 
CT (HCT) scans on children with head 
injuries versus observing them prior to 
discharge. Clinical observation of neu-
rological status has been considered an 
alternative to HCT. Although studies have 
compared the efficacy of HCT with that of 
clinical observation, only a few compare 

the length of stay of those receiving either 
modality.     

Objective: The purpose of our study 
was to determine the length of stay for pe-
diatric patients who presented with a head 
injury. We hypothesized that children 
undergoing HCT would have a shorter 
length of stay compared with those who 
did not receive a HCT. We also applied the 
PECARN head injury guidelines to clas-
sify children into high-, intermediate- and 
low-risk groups.      

Methods: This retrospective study 
included 666 patients between birth and 
18 years of age who were evaluated at a 

community ED between January 2012 and 
June 2014. From the electronic medical 
record, we determined the patient’s length 
of stay in the ED (time of triage to time of 
discharge), pertinent time intervals, HCT 
results, disposition and clinically impor-
tant traumatic brain injury (CiTBI) status.     

Results: Of the 666 patients, 237 re-
ceived a HCT and 429 did not. The mean 
length of stay for patients who had a HCT 
was 156.16 minutes, compared with 88.36 
minutes for patients who did not have a 
HCT. For all patients discharged to home, 
none returned to the ED with a CiTBI nor 
were there any deaths.     
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who did have a HCT. Increased length 
of stay for patients receiving HCT may 
further justify decreasing the use of HCT. 
Finally, children observed or discharged 
home after HCT did not return to the ED 
nor were they later found to have a CiTBI.  
Therefore, observation may be a safe and 
time-effective alternative to HCT for chil-
dren with certain head injuries. MM

in the intermediate and low-risk groups 
did not return to the ED for CiTBI.      

Limitations: As a retrospective study, 
we could not ascertain selection bias. In 
addition, children may have been lost to 
follow-up.     

Reflections: Children who did not un-
dergo HCT had a length of stay that was 
1.77 times shorter compared with those 

Discussion: Our data demonstrate 
that children who do not undergo HCT 
have a shorter length of stay by almost 70 
minutes. Several factors played a role in 
increasing the length of stay for the HCT 
group: time to order a HCT, time to HCT 
completion, time to radiology read and 
time to discharge. Our data also demon-
strate that children managed without HCT 

PEOPLE’S CHOICE WINNER

Compliance of Advertisements for  
Children in Leading Parenting Magazines  
with American Academy of Pediatrics 
Recommendations over Five Years
BY JENNIFER BERGER, MD, KAREN SHEEHAN, MD, AND MICHAEL B. PITT, MD, UNIVERSITY OF MINNESOTA 

Frequent exposure to health-related 
messages in advertisements can have 
an impact on an individual’s decisions. 

The American Academy of Pediatrics 
(AAP) issues consensus statements on 
many concerns facing children. Several of 
those speak against products or actions 
often advertised in the media (ie, infant 
walkers, unsafe sleep practices). 

Purpose: The purpose of our study was 
to determine the frequency of advertise-
ments for children’s products that violate 
AAP recommendations in the top two 
parenting magazines (based on circula-
tion) and compare them over five years. 

Methods: All advertisements from the 
two parenting magazines in 2009 and 2014 
were reviewed. Ads for products intended 
for use by children were included. Any ad 
with images or products that went against 
an AAP recommendation (from the 
AAP’s Policy Statements, Clinical Prac-
tice Guidelines, Where We Stand State-
ments and its textbook, Injury Prevention 

and Control for Children and Youth) was 
deemed a violation and categorized ac-
cording to the statement it violated. Total 
violations and types of violations for each 
year were compared using Fischer’s exact 
tests. 

Results: We reviewed 3,218 advertise-
ments (1,845 in 2009; 1,373 in 2014), of 
which 2,047 (63.6%) were for products 
for children. Of those, 337 (16.5%) con-
tained one or more violations of AAP 
recommendations. Categories of recom-
mendation violations ranked by percent-
age of violations from most to least were 
as follows: non-FDA-approved medical 
treatments, age-defined choking hazards, 
vitamins/supplements (excluding vitamin 
D), cold medicine, infant formula, nutri-
tion (based on juice volume per serving), 
oral care, screen time, sleep safety, fall risk, 
unsafe toys and water safety. There was no 
significant difference in the total percent-
age of violations between 2009 and 2014 
(215 [17.7%] vs. 122 [14.6%]; P = 0.069). 
However, several violation categories 
showed significant (P < 0.05) decreases 

over the five years, including nutrition, 
oral care, screen time and sleep safety.

Conclusion: Nearly one in six adver-
tisements for children’s products in the 
top two parenting magazines contains 
images or products that violate AAP rec-
ommendations. Despite a difference in 
the percentage of several violation types, 
there was no significant change in the total 
number of violations over the five years 
studied. The significant decrease in viola-
tions in the categories of nutrition and 
oral care are likely because of liberaliza-
tion of AAP recommendations regarding 
juice intake and fluoride toothpaste use. 
However, the significant decrease in the 
safe sleep violation and screen time cat-
egories may reflect improved awareness of 
the importance of these topics as a result 
of recent advocacy campaigns. MM
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re-administered and the annual ACGME 
survey completed.  

Results: Baseline data included six 
event reports by trainees during a six-
month period and a mean SAQ score 
below previously published benchmark 
goals. During the first five months of our 
intervention period, 37 events were re-
ported by our trainees.    

Discussion: We observed a statisti-
cally significant increase (P = 0.0232) 
in trainee event reporting within five 
months of WeCare implementation. More 
information is needed to determine if the 
increase in reporting is the result of our 
intervention. We will assess the impact of 
the WeCare project at the end of the study 
period and revise the curriculum for the 
upcoming academic year. MM

Questionnaire (SAQ) in seven months; 2) 
increase our baseline culture of safety pro-
gram rating to above the national average 
of 4.5 for the fellow and resident ACGME 
surveys from 2014 to 2015; and 3) increase  
the mean score for trainee knowledge 
about patient safety topics by a measure of 
1 on the post-intervention survey.  

Methods: The SAQ was adminis-
tered to all trainees to assess the baseline 
safety climate prior to the intervention. 
In September 2014, we included iCare 
in our hospital orientations. In October 
2014, we began the WeCare educational 
intervention. This involved distributing a 
monthly electronic flyer on core patient 
safety concepts followed by a discussion 
applying those concepts to error report-
ing and management. At the conclusion 
of the intervention, the SAQ would be 

Knowledge regarding the frequency 
and nature of medical errors is neces-
sary to improve patient safety within 

a hospital. The University of Minnesota 
Masonic Children’s Hospital (UMMCH) 
uses “iCare,” an anonymous reporting sys-
tem to document and respond to errors. 
Graduate medical trainees are the primary 
physicians interacting with patients at our 
institution but they rarely use the iCare 
event reporting system.   

Objectives: We aimed to increase the 
monthly incidence of iCare event reports 
by pediatric trainees at UMMCH by 
100% from baseline after seven months of 
WeCare intervention. Our secondary aims 
regarding trainee experience and educa-
tion were threefold: 1) increase the per-
centage of agree (% agree) scores for safety 
climate on the UMMCH Safety Attitudes 

RESIDENT RESEARCH/QUALITY IMPROVEMENT WINNER

WeCare: Engaging Pediatric Trainees in Patient 
Safety and Event Reporting
BY ABBY MONTAGUE, MD, SAMEER GUPTA, MD, ABRAHAM JACOB, MD, CATHERINE BENDEL, MD, MELISSA ENGEL, MD, IFE OJO, MD, 

AND EMILY BORMAN-SHOAP, MD, UNIVERSITY OF MINNESOTA  

RESIDENT CLINICAL VIGNETTE WINNER

Vitamin K Refusal: Another Dangerous Trend
BY HEATHER PHILLIPS, MD, UNIVERSITY OF MINNESOTA  

A 4-week-old girl presented from clinic 
with bradycardia and seizure. She 
was the product of an uncomplicated 

pregnancy and delivery. Her parents had 
declined immunization and vitamin K. 
Over the three to four days prior to pre-
sentation, she had been lethargic, with 
poor feeding and frequent emesis. At a 
midwife visit for routine care, she was ob-
tunded, bradycardic and seizing, and was 
transferred to our ED. Her initial exam 
was significant for tense, bulging fonta-
nelle and hypertonic extremities. She was 
hyponatremic and coagulopathic. A head 

CT demonstrated a large left-sided intra-
cranial hemorrhage (ICH) with midline 
shift and uncal herniation. She underwent 
emergent hemicraniotomy, evacuation 
of the ICH and a large subgaleal hema-
toma, and a left temporal lobectomy. She 
required large amounts of blood products 
and pressors, but she eventually stabilized 
and was ultimately discharged home pend-
ing planned cranioplasty. Further evalua-
tion confirmed that ICH was caused by vi-
tamin K deficiency. At discharge, the girl’s 
parents were still considering whether they 
would immunize her. 

Discussion: Vitamin K deficiency 
bleeding (VKDB) is divided into early 
(first 24 hours of life), classical (days 2 to 
7 of life) and late (2 to 12 weeks of life) 
forms. Early VKDB is seen primarily in 
infants whose mothers were taking drugs 
that inhibit vitamin K; classical and late 
forms are caused by inadequate vitamin 
K intake and are seen almost exclusively 
in infants who are breastfed and whose 
parents refused vitamin K at birth (breast 
milk does not contain adequate amounts 
of vitamin K). Late VKDB is the rarest 
and most severe form; ICH occurs in 
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50% of cases, with a 20% mortality rate. 
The AAP recommends that all infants 
receive a single dose (0.5 mg to1 mg) of 
intramuscular vitamin K at birth, which 
has been shown to prevent all forms of 
VKDB and has virtually eliminated the 
late form of this disorder. Oral vitamin K 
provides some benefit but not as much as 
parenteral. Recently, there has been a rise 
in reports of parents declining this inter-
vention, which seems to parallel the rise in 
reports of parents declining immunization. 
Parents offer many reasons for refusal, in-
cluding concern about causing pain, desire 
to only provide “natural” interventions, 
belief that it is unnecessary and belief that 
vitamin K is associated with increased 
incidence of childhood leukemia (which 
has been found to be false). Unfortunately, 
increased refusal rates have been followed 
by increasing rates of VKDB, especially the 
late form. 

Conclusion: VKDB is almost entirely 
preventable with a single, virtually risk-
free intervention at birth. Pediatricians 
need to be aware of the dangers of vitamin 
K refusal and the reasons parents give for 
this decision. Additionally, vitamin K re-
fusal is associated with later vaccine refusal 
and may provide an early opportunity to 
discuss the benefits of other childhood 
preventive services. MM

Competitive salary and benefits with 
recruitment/relocation incentive and 
performance pay possible.
For more information:
Visit www.USAJobs.gov or contact 
Nola Mattson (STC.HR@VA.GOV)
Human Resources
4801 Veterans Drive
St. Cloud, MN 56303
(320) 255-6301
EEO Employer

Located sixty-five miles northwest of the twin cities of 

Minneapolis and St. Paul, the City of St. Cloud and adjoining 

communities have a population of more than 100,000 people.  The 

area is one of the fastest growing areas in Minnesota, and serves 

as the regional center for education and medicine. 

Enjoy a superb quality of life here—nearly 100 area parks; 

sparkling lakes; the Mississippi River; friendly, safe cities and 

neighborhoods; hundreds of restaurants and shops; a vibrant and 

thriving medical community; a wide variety  of recreational, cultural 

and educational opportunities; a refreshing four-season climate; a 

reasonable cost of living; and a robust regional economy!

Opportunities for full-time and part-time staff are 
available in the following positions:
•  Associate Chief of Staff, Primary Care
•  Dermatologist
•  Internal Medicine/Family Practice
•  Occupational Health/Compensation & Pension 

Physician
•  Physician (Compensation & Pension)
•  Physician (Pain Clinic)/Outpatient Primary Care
•  Physiatrist
•  Psychiatrist
•  Radiologist 
•  Urgent Care
     Applicants must be BE/BC. 
 
US Citizenship required or candidates must have proper
authorization to work in the US. Physician applicants should
be BC/BE. Applicant(s) selected for a position may be eligible
for an award up to the maximum limitation under the
provision of the Education Debt Reduction Program. Possible
recruitment bonus. EEO Employer

Since 1924, the St. Cloud VA Health Care 
System has delivered excellence in health 
care and compassionate service to central 
Minnesota Veterans in an inviting and 
welcoming environment close to home. We 
serve over 38,000 Veterans per year at the 
medical center in St. Cloud, and at three 
Community Based Outpatient Clinics 
located in Alexandria, Brainerd, and 
Montevideo.

St. Cloud VA Health Care System
OPPORTUNITY ANNOUNCEMENT 

Olmsted Medical Center, a 220-clincian multi-specialty 
clinic with 10 outlying branch clinics and a 61 bed hospital, 
continues to experience signifi cant growth. Olmsted Medical 
Center provides an excellent opportunity to practice quality 
medicine in a family oriented atmosphere. The Rochester 
community provides numerous cultural, educational, and 
recreational opportunities. Olmsted Medical Center offers a 
competitive salary and comprehensive benefi t package. 

Opportunities available in the following specialties:

Psychiatrist– Child & 
Adolescence

Rochester Southeast Clinic

Sleep Medicine
Rochester Northwest Clinic

Urology
Hospital

ENT
Rochester Southeast Clinic

Family Medicine
Rochester Clinics

Pain Medicine
Rochester Northwest Clinic

Psychiatrist
Rochester Southeast Clinic

Send CV to:

Olmsted Medical 
Center
Human Resources/
Clinician Recruitment
210 Ninth Street SE, 
Rochester, MN 55904

EMAIL: dcardille@
olmmed.org

PHONE: 507.529.6748

FAX: 507.529.6622

www.olmsted 
medicalcenter.org

EOE
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The Department of Ophthalmology at Mayo Clinic in Rochester, 

MN is seeking a board-eligible/board-certified, fellowship-trained 

Glaucoma Specialist to join our established practice.

This position involves clinical care of patients, resident 

and fellow teaching, and candidates should have a strong 

academic interest in clinical and/or laboratory research. 

Start-up support is available for early stage investigators. 

The department provides services for more than 80,000 

patients per year and has 31 members who cover all 

subspecialty areas of ophthalmology. Both inpatient and 

outpatient facilities are state-of-the-art and you will have 

access to leading-edge procedures and equipment.

Interested applicants should apply online:  

mayocareers.com/MNMed

Heal the sick, advance the science, share the knowledge.

GLAUCOMA SPECIALIST

©  2015 Mayo Foundation for Medical Education and Research.  
Post offer/pre-employment drug screening is required.  
Mayo Clinic is an equal opportunity educator and employer  
(including veterans and persons with disabilities).

Employment Opportunities:

Alexandria was named one 
of the Top 10 Small Towns 
in the country by Livability.
com. We are located two 
hours west of the Twin Cities  
in the heart of Lakes Country.

 Urology  Dermatology 
 OB/Gyn  Family Medicine
 Pediatrics Internal Medicine 
 Emergency Room Physicians

For more information, contact:
Alexandria Clinic
Attn: Brad Lenertz
610 30th Ave W 
Alexandria, MN 56308
Phone: (320) 763-2500
email: blenertz@alexclinic.com
www.alexclinic.com

Trusted Care. For Generations.

Production Bonus Incentives 
Comprehensive Benefits 
Competitive Compensation 
Service Area Close to 100,000

Join a Top 10 
Team & Location

Family Medicine and Community Health

z.umn.edu/familymedjobs

 
ASSISTANT/ASSOCIATE PROFESSOR 
appointments available through the U of M. 

TEACH family medicine residents, medical  
students, and fellows.  

PRACTICE with the multi-specialty group for  
U of M Medical School faculty.
 
OPPORTUNITIES FOR RESEARCH.
 
COMPETITIVE SALARY AND BENEFITS. 

 
 
E-mail fmch@umn.edu to learn more. 

 

The University of Minnesota is an equal opportunity educator and employer.
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FAMILY MEDICINE
INTERNAL MEDICINE

OB/GYN
PEDIATRICS

Lakeview Clinic is seeking BE/BC physicians 
to join our independent, multispecialty, physi-

cian-owned group in the southwest metro.  Enjoy 
the best of both worlds, from rural to suburban in 
one of our 4 sites.  Our top-notched group consists 
of family physicians, internists, pediatricians, OB/

GYNs, and surgeons.
CONTACT: Sandra Beulke, MD 
PHONE: 952-442-4461  
EMAIL: administration@lakeviewclinic.com 
WEB: www.lakeviewclinic.com

Join our team
At Allina Health, we’re here 
to care for the millions of 
patients we see each year 
throughout Minnesota and 
western Wisconsin. We 
care for our employees 
by providing rewarding 
work, flexible schedules 
and competitive benefits 
in an environment where 
passionate people thrive 
and excel.

Make a difference. 
Join our award-winning team.

1-800-248-4921 (toll-free)  
Katie.Schrum@allina.com

physicianjobs.allinahealth.org
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EO M/F/Disability/Vet Employer  

Sorry, no J1 opportunities.

fairview.org/physicians  

TTY 612-672-7300
EEO/AA Employer

Visit fairview.org/physicians to explore our current 
opportunities, then apply online, call 800-842-6469  
or e-mail recruit1@fairview.org

Fairview Health Services
O P P O R T U N I T I E S  T O  F I T  Y O U R  L I F E

Fairview Health Services seeks physicians to improve the health of the 
communities we serve. We have a variety of opportunities that allow 
you to focus on innovative and quality care. Be part of our nationally 
recognized, patient-centered, evidence-based care team.

We currently have opportunities in the following areas:

• Allergy/Immunology

• Dermatology

• Emergency Medicine

• Family Medicine

• General Surgery

• Geriatric Medicine

• Hospitalist

• Pain

• Pediatrics

• Psychiatry

• Sports Medicine

• Urgent Care

• Urology

• Vascular Surgery

• Internal Medicine

• Med/Peds 

• Neurosurgery

• Neurology

• Ob/Gyn

• Orthopedic  
Surgery

YOU’D MAKE A REALLY GOOD 
DOCTOR IF YOU WEREN’T BUSY 
BEING AN OFFICE MANAGER.

As a Physician in the U.S. Air Force, you’ll have one job: treat patients. 
You won’t manage finances, wrangle insurance red tape or worry about 
overhead expenses. We’ll give you all the support you need—from 
personnel to equipment—so you can be the doctor you were meant to be. 
For more information, contact your local recruiter or visit airforce.com.

©2015 Paid for by the U.S. Air Force. All rights reserved.

Contact TSgt Dustin Weyenberg for more information    EMAIL: dustin.weyenberg@us.af.mil    OFFICE: 402-292-1815 x106



EMPLOYMENT OPPORTUNITIES

NOVEMBER/DECEMBER 2015 | MINNESOTA MEDICINE | 55

www.siouxfalls.va.gov

Sioux Falls VA Health Care System
“A Hospital for Heroes”

Working with and for America’s Veterans is a privilege and 
we pride ourselves on the quality of care we provide. In return 
for your commitment to quality health care for our nation’s 
Veterans, the VA offers an incomparable benefits package.

The Sioux Falls VAHCS is currently recruiting for the 
following healthcare positions. 

• Cardiologist
• Emergency Medicine
• Endocrinologist
• ENT (Part-time)
• Gastroenterologist

• Hospitalist
• Primary Care/Family Practice
• Psychiatrist
• Pulmonologist
• Urologist (Part-time)

Applicants can apply online at www.USAJOBS.gov 

They all come together at the Sioux Falls VA Health Care System. 
To be a part of our proud tradition, contact:

 Human Resources Mgmt. Service
 2501 W. 22nd Street
 Sioux Falls, SD 57105
 (605) 333-6852

Contact: Todd Bymark, tbymark@cuyunamed.org

(866) 270-0043 / (218) 546-4322  |  www.cuyunamed.org

Cuyuna Regional Medical Center (CRMC) is seeking a Family Medicine 
physician for its Baxter Clinic. Located in the Brainerd Lakes Area, CRMC’s 
Baxter Clinic opened in December 2013. 

Family Medicine 
• Full time “outpatient” position equaling 36 pt contact hours per week 
• 1 in 11 Peds call schedule. 
• Multi-specialty support with 40 + physicians and APC’s 

Baxter Community
• Population – 7,781 (Brainerd/Baxter 22,759)
• Median resident age 38.7 years
• Clinic located in heart of Baxter community

This position supported by subspecialty providers 
in cardiology, internal medicine, OB/GYN, 
orthopaedics, urology, surgery, oncology and 
more. Very competitive comp package, generous 
sign-on bonus, relocation and full benefits.  Within 
two hours of Minneapolis/St. Paul, you will find a 
personal and professional fit in Baxter, MN.

Family Medicine opportunity 

in Baxter, Minnesota

The perfect match of 
career and lifestyle.

Affiliated Community Medical Centers is a physician owned multi-
specialty group with 11 affiliated sites located in western and southwestern 
Minnesota. ACMC is the perfect match for healthcare providers who are 
looking for an exceptional practice opportunity and a high quality of life. 
Current opportunities available for BE/BC physicians in the following 
specialties:

For additional information, please contact:

Kari Lenz, Physician Recruitment
karib@acmc.com, 320-231-6366

Richard Wehseler, MD
rickw@acmc.com

• ENT
• Family Medicine
• Gastroenterology
• General Surgery
• Hospitalist
• Infectious Disease
• Internal Medicine

• Med/Peds Hospitalist
• OB/GYN
• Oncology
• Orthopedic Surgery
• Outpatient Internist/ 

Geriatrician
• Pediatrics

• Psychology
• Psychiatry
• Pulmonary/Critical Care
• Rheumatology
• Sleep Medicine
• Urgent Care
• Urologist

Family Medicine

Minnesota and Wisconsin

We are actively recruiting exceptional board-certifi ed family 
medicine physicians to join our primary care teams in the Twin 
Cities (Minneapolis-St Paul) and Central Minnesota/Sartell, as 
well as western Wisconsin: Amery, Osceola and New Richmond.

All of these positions are full-time working a 4 or 4.5 day, 
Monday – Friday clinic schedule. Our Minnesota opportunities 
are family medicine, no OB, outpatient and based in a large 
metropolitan area and surrounding suburbs.

Our Wisconsin opportunities offer with or without obstetrics 
options, and include hospital call and rounding responsibilities. 
These positions are based in beautiful growing rural communities 
offering you a more traditional practice, and all are within an 
hours’ drive of the Twin Cities and a major airport.

HealthPartners continues to receive nationally recognized 
clinical performance and quality awards. We offer a competitive 
salary and benefi ts package, paid malpractice and a 
commitment to providing exceptional patient-centered care. 
Apply online at healthpartners.com/careers or contact 
diane.m.collins@healthpartners.com, 952-883-5453, 
toll-free: 800-472-4695. EOE

h e a l t h p a r t n e r s . c o m
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There are days when I need a day
BY HOLLY BELGUM

There are days when I need a day.
A day to close the books and the 

laptop and ignore the incessant no-
tifications from classmates posting study 
resources and must-read articles—and did 
anyone get that detail from slide 32?

A day to forget about the impending 
test, the ticking hours, the list of antibiot-
ics yet to memorize and the brain regions 
to review. A day to stay up late and write. 
Yes, write. Do medical students do that? Is 
it allowed, beyond the concise medical his-
tories, lists of chief concerns, assessments? 
Can medical students really have other tal-
ents, other skills grown dusty with disuse, 
other lives they could have chosen? 

A day to dig into the feelings you let slip 
beneath a surface littered with the day-to-
day—the to-do lists, the lab reports. Those 
feelings that need more than a 15-turned-
to-90-minute Facebook, Netflix, Reddit or 
other vegging site of choice mental break. 
The ones that need a turning of the earth, 
a walk, a glass of wine and time to sort. 
The relationship that ended. The family 
matters. The attitude adjustment, for what-
ever just feels off. They need a day.

And more than that, a day to wake up in 
the Boundary Waters with only the water 
and buzz of mosquitoes at dawn beyond 
the tent walls. A day for a walk through 
woody silence, bare soles slipping through 
the grasses, a gentle toss of unbrushed hair, 
a light and flowing summer dress donned 
again. A day that’s not your one day free 
so you better fill it with those friends you 
never see, the grocery store, the bank, the 
errands. Don’t forget to relax.

So maybe not just a day. Maybe a long 
guilt-free weekend, a month, a sweet last 
summer? But shouldn’t you be research-
ing? Shadowing? Building a clinic some-
where? 

Another life, then? The other lives you 
might have lived, the lives you plan to 
weave into this large and lovely one you 
chose that only now, you realize, takes up 
your time and energy so easily. When will 
the time come to write the book and keep 
up with those novels and biographies and 
sing jazz and send cards to your Granddad 
and sleep enough and do your hair and 
find that one person who’ll put up with 
your long hours and studying on Friday 
nights and fall in love and bike across 
southern France and satisfy those parts of 
you that could have lived another life, with 
philosophy and theology, and all the other 
-ologies you could have chosen for a field? 

But you chose medicine, and when you 
place that stethoscope around your neck 
and don the white coat that needs wash-
ing, those dreams and that day-wishing 
disintegrate. 

A knock on the door and I’m no longer 
my focus, it’s not a day for me I’m dream-
ing of. It’s for him, cradling his arm. It’s for 
her, head upon the chair. A day for him, 
without the pain of an 8-out-of-10 inten-
sity all-day, all-night headache. (How that 
must feel, I can’t imagine.) A day knowing 
it’s not a stroke, like your husband had. 

(I’m so sorry to hear he passed. 
How are you doing?) A day free 
from the cancer that’s come back. 
(I don’t know how to tell you this.) 
Give them a day, I don’t need 
mine. Give them a month. A sum-
mer. A year. Another life.

I go back home to bring out the 
books, to write the reports, so that 
I may learn and learn and learn. 
I’m so lucky to be here learning, 
learning how to help.

So I give my days to you. My days, my 
months, my summers, the other lives I 
might have lived. Yes, I’ll take some for 
myself. I’ll sing a song at the talent show 
and find the time to fall in love. I’ll stay up 
late one night and write; neuroscience will 
wait. I’ll visit my Granddad and see my 
friends, if not as often as they’d like.

But many, many days I’ll give to you, in 
hopes that I might help you live out yours. 
As you choose to live them, like I, so grate-
fully, have been able to live mine. MM

Holly Belgum is a third-
year medical student 
at the University of 
Minnesota. She wrote 
this story, which received 
honorable mention in 
Minnesota Medicine’s 
2015 writing contest, 
after a long day of 

lectures and studying. “When I began writing, 
I was feeling the drain of long hours and 
memorizing scientific facts day after day. I 
missed the balance I’d come to love during 
my liberal arts education. As I continued to 
write, my thoughts wandered from each day’s 
tasks to those I was here to serve. It was a bit 
of a personal revelation, and one that I kept 
with me through my first two years of medical 
school. Now in my third year, those reminders 
of my purpose–the patients–are with me every 
day, and I feel only more grateful to be here.”



At MMIC, we believe patients get the best care when their doctors feel 

calm and confi dent. So we put our energy into creating risk solutions 

designed to eliminate worry. Solutions such as medical liability insurance, 

physician well-being, health IT support and patient safety consulting. 

It’s our own quiet way of revolutionizing health care.

To join the Peace of Mind Movement, give us a call at 1.800.328.5532 
or visit MMICgroup.com.

Relax.
Discover solutions that
put you at ease.



You can get there. We can help.

Visit www.MN529today.com or call Chris McLeod at 952-830-3127

We’ve  made a great plan even better!


