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I don’t think I could get into medical 
school today. Looking at the qualifica-
tions of the entering classes of Min-

nesota’s medical schools and comparing 
them to my college record makes me think 
that I would have had to seek other gainful 
employment if the competition that exists 
today existed in 1970. I suppose I could 
sport my old-guy curmudgeon hat and 
say that a 1970 A was a “real” A. But I fear 
grade inflation, real or imagined, isn’t the 
whole explanation.

Despite the impressive backgrounds of 
today’s incoming medical students, the 
question of whether medical schools are 
choosing students with the right quiver 
of skills to become the kind of doctor we 
all want to go to still remains. No doubt 
they are smart and can navigate the ava-
lanche of facts and concepts that will be 
dumped on them during medical school 
and postgraduate training. Clearly, they 
possess stamina, having weathered organic 
chemistry, biology and physics in college, 
and having run the gauntlet of the medical 
school application process, sometimes two 
or three times. This should prepare them 
for the long hours of residency and medi-
cal practice. And they are children of the 
digital age, growing up when computers 
were as much a part of life as toothbrushes. 
So they should be ready for today’s tech-
nology-heavy medicine. Yet these char-
acteristics don’t guarantee burn-out-free 
survival in medicine. 

Tomorrow’s doctors need to leave their 
competitive, A-centric striving at their 
medical school graduation and embrace 
the cooperative nature of medical practice 
today. After the luster of grades fades, the 
care of patients must offer its own reward, 

Tomorrow’s doctors need 

to leave their competitive, 

A-centric striving at 

their medical school 

graduation and embrace 

the cooperative nature of 

medical practice today.

Charles R. Meyer, MD, Editor in Chief

From student to physician
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one in which getting an A is harder to de-
fine. Few are the doctors who strike out to 
form their own practice. Most physicians 
today are not “in charge” and must rely on 
a team to help them get the job done. In 
most practices, the thrill of seeing unusual 
cases will happen less frequently than 
during training, and more of a physician’s 
time will get eaten up by fulfilling quality 
standards. In the future, doctors will need 
to resist the sucking emotional vortex that 
the Scylla and Charybdis of endless com-
puter clicks and questionnaire comple-
tion can exert and have the maturity and 
insight to see the broader picture of what 
they do for patients.

Medical schools are taking more mature 
students than in the past, and the student 
who stays on the academic track from col-
lege to medical school to residency is be-
coming the exception. By gaining life ex-
periences before going to medical school, 
students hopefully will keep their focus on 
the big picture. And that means that long 
after you have forgotten your GPA and 
MCAT scores, your main duty is to listen 
to your patients, know your patients, and 
care for and about your patients. 

So I don’t know whether I could get into 
medical school today, but I do know that I 
would join the 52,000 students who tried. 
I would survive organic chemistry, the 
MCAT, the application process and resi-
dency call just so I could have the privilege 
of shutting the exam room door, sitting 
down and saying, “So what’s going on with 
you today?”

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

Going to the mat
With bulging muscles, a 

Roman nose and a tree-

trunk neck, John Wechter, 

MD, looks like a potential  

Olympian.  

In April, the soft-spoken 35-year-old 
orthopedic surgeon from Willmar nearly 
earned a trip to Rio de Janeiro this sum-
mer, placing fourth in his weight class at 
the U.S. Olympic Greco-Roman Wrestling 
Trials in Iowa City.   

A world-class athlete, Wechter is ranked 
third in the United States in the 98 kg (215 
lbs.) weight class. In addition to qualifying 
for the Olympic trials this year, he also did so 
in 2004 and 2008 but didn’t make the teams. 
Then in 2009, he dislocated his shoulder so 
badly he was unable to wrestle for two and 
a half years. Wechter came back to win his 
weight class at the U.S. Nationals in 2013. 
That earned him first seed to represent the 
United States in the World Team Trials. But 
when he tore his adductor longus in the first 
round, it ended his bid. 

By then Wechter had the wrestling 
world’s attention because he was able to 
accomplish all of this while working 80-
hour weeks in residency, making it to only 
10 percent of practices with the Minnesota 
Storm Wrestling Club in Minneapolis, 
while his opponents trained full time. In 
2014, he took second at Nationals and be-
came the U.S. World Team alternate.

Focus and determination have always 
been Wechter’s hallmarks, whether in 
the operating room or on the wrestling 
mat. At Saginaw High School in Michi-

gan where he grew up, Wechter started 
wrestling “without much success,” he says. 
He continued with the sport at Michigan 
State University “where I improved, but 
still wasn’t happy with my performance.” 
(His obstetrician father had already in-
spired Wechter to become a doctor.) With 
encouragement from his friend, Ramin 
Mammadov, an international wrestling 

champion who came to Michigan State 
from Azerbaijan, Wechter switched to 
Greco-Roman style wrestling.

Unlike in high school and college wres-
tling, Greco-Roman wrestlers can’t use 
their legs to take down an opponent. Nor 
can they grab their opponent below the 
waist. That narrows the options for scoring 

John Wechter, MD, (right) 
in the 2013 U.S. National 
tournament.

PHOTO BY TONY ROTUNDO/WRESTLERSAREWARRIORS.COM
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DOWNTIME    SHORT TAKES
Wechter’s training regimen is equal 

parts weight lifting, aerobic conditioning 
and wrestling. His coaches have described 
him as having “almost freak strength and 
power,” but Wechter knows that’s not 
enough. “Some guys make the Olympic 
team even though they aren’t the strongest 
in their weight class,” he says. “Technique 
is just as important.” 

Wechter says he studies films of himself 
and his opponents. “It’s a very cerebral 
sport, where small changes make you better 
and technique trumps strength every time,” 
he says. “Speed and knowing when to make 
your next move are key. Some guys have 
only one or two good moves, but they’re 
champions because they’re really good at 
knowing when to make that move.”

 Although he won’t be competing in Rio 
this summer, Wechter will be cheering on 
his teammates. And he’ll be doing it along-
side his biggest fans: his wife, Katie, and 
their three children, ages 1, 3 and 8.  
– HOWARD BELL

points and opens the possibilities for big, 
often explosive throws and take-downs. 
Body locks, head locks, arm drags, bear 
hugs and gut-wrenches are used to take 
down the opponent or turn him so his 
back faces the mat. 

Wechter did his residency at the Uni-
versity of Minnesota and his hand surgery 
fellowship at Regions Hospital in St. Paul 
because he wanted to wrestle with the Min-
nesota Storm. He says Minnesota is one of 
three places in the country where you have 
to train if you’re serious about making the 
World or Olympic teams, the others being 
northern Michigan and the U.S. Olympic 
Training Center in Colorado Springs. 

Once Wechter finished his fellowship 
in July 2015 he joined Affiliated Commu-
nity Medical Center in Willmar. He now 
trains 12 to 14 hours each week, spending 
20 days each month in Minneapolis with 
the Storm and 10 days in Willmar, where 
he works with the high school wrestling 
coach, an accomplished wrestler himself. 

Paula Schwartz, Au.D., 
Doctor of Audiology

Courtney Sterk, Au.D., 
Doctor of Audiology

Jason Leyendecker, Au.D.,
Doctor of Audiology

“We believe in the delivery 
of hearing healthcare based 
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the purchase of a gizmo 
online or from a big box 
retail store. Our patients 
receive doctoral level 
assessments to address 
not only hearing loss but 
lifestyle, cognitive abilities 
and budget. We thank our 
referring physicians for their 
continued referrals, belief 
in this medical model and 
ongoing support.

”—Dr. Paula Schwartz
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www.audiologyconcepts.com

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    THE HIDDEN CURRICULUM

Unscripted 

lessons
Fred Hafferty, PhD, has been studying and writing about medi-

cal education for more than 40 years. A medical sociologist, 
he is professor of medical education at Mayo Clinic, Roch-

ester. In Hafferty’s most recent book, The Hidden Curriculum in 
Health Professional Education (co-edited with Joseph O’Donnell, 
Dartmouth Press, 2015), he explores the wealth of learning that 
takes place outside the formal curriculum. He recently spoke with 
Kim Kiser about the role of the hidden curriculum in medical 
student, resident and other health professionals’ training.

What is meant by the term “hidden curriculum”? 
The hidden curriculum is a conceptual framework for thinking 
about learning that takes place within the context of becoming 
a health professional. It seeks to explore the difference between 
“the talk” (what schools say they do) and “the walk” (what schools 
actually deliver).

It includes the teaching and learning that takes place on 
rounds, at the bedside. It’s the role-modeling, the conversations 
and interactions among physicians and students. It’s also those 
messages that are reinforced by the work environment and orga-
nizational practices. For example, if a medical school designates 
a course as “elective,” it sends a message that the course isn’t as 
important as those found in the required curriculum because 
not everyone has to take it. If a medical school’s primary place of 
learning is the lecture hall and there is little space for small-group 
learning, the actual layout of the building tells both students and 
faculty that lectures are what’s important. Trainees (including new 
faculty members) constantly are reading their environments in an 
attempt to make sense of what is important and not important, 
what they should be paying attention to and what they should 
not be paying attention to, what they should be doing and not be 
doing. The hidden curriculum tries to home in on these  
“lessons.” 

Can you give an example of how this plays out in a clinical setting? 
There’s a lot of stuff we can’t formally teach—how to deal with 
issues of power and hierarchy, how things “get done” (eg, work-
arounds), how to deal with particular types of patients. Students 
learn these things by observing how their attending handles a 
situation, for example. And the lessons they learn may change 
with the attending. 

What can practicing physicians do to better understand how their 
actions might influence medical students and other trainees?
Attendings and residents, who happen to do a lot of teaching, are 
constantly on stage, whether they’re aware of it or not. Being a 
role model is not necessarily a comfortable place. You may do an 
excellent job of modeling compassion in a particular situation or 
it might be the opposite. You have to be willing to reflect on how 
you’re coming across. And that can be very hard to do in an envi-
ronment where you have a lot of responsibilities.

Why did you decide to focus on interprofessional education?
Interprofessional education represents a new educational venue, 
and it comes with new challenges. How do you make education 
work when each sector—nursing, medicine, pharmacy, for ex-
ample—is coming from its own organizational and cultural back-
ground? It’s just not enough to come up with a formal curriculum 
and put everyone in the same classroom. There’s a lot more that 
has to be dealt with that happens within the workplace, especially 
around teamwork and collaboration. 

Is the hidden curriculum a hindrance or help? 
The hidden curriculum is neither good nor bad. It asks you to be 
sensitive to the messages organizations such as medical schools, 
residency programs, hospitals and clinics send out within the 
context of the work they do. Those messages may or may not jibe 
with what’s being taught in the formal curriculum. The goal is to 
make it work for you and not work against you.

Mayo Clinic’s 
Fred Hafferty says 
medical trainees 
learn much from the 
hidden curriculum 
and that educators 
need to pay 
attention. 
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SHORT TAKES    WORKFORCE

THE INCOMING 
The class of 2019

THE OUTGOING 
Those matching for residency in 2016

MALE/FEMALE RATIO 
Twin Cities: 67 male/93 female 
(42%/58%)

Duluth: 28 male/32 female (47%/53%)

Mayo: 20 male/26 female (43%/57%)

Nationally, males make up 52% and 
females 48% of the class of 2019.

AVERAGE AGE
Twin Cities: 24

Duluth: 23

Mayo: 25

More and more students take time off 
between undergraduate and medical 
school. Some have had previous 
careers in engineering, the arts, 
architecture and the military.

NUMBER OF 
APPLICATIONS  
(MD-ONLY PROGRAMS, 
2015) 
Twin Cities: 4,118

Duluth: 1,628

Mayo: 4,347

82% of successful University of 
Minnesota Medical School applicants 
were involved in medically related work.

NUMBER ENROLLED  
LAST FALL
Twin Cities: 160

Duluth: 60

Mayo: 46

In 2017, Mayo Medical School will double 
in size with the opening of its Arizona 
campus.

NUMBER MATCHING 
University of Minnesota*: 
241

Mayo Medical School: 61

*Students from Duluth transfer to the Twin Cities  
medical school after their second year.
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MAYO 
MEDICAL 
SCHOOL

UNIVERSITY 
of  

MINNESOTA, 
DULUTH

UNIVERSITY  
of  

MINNESOTA, 
TWIN CITIES

GPA/MCAT AVERAGE
Twin Cities: 3.72/31.89

Duluth: 3.68/28.44

Mayo: 3.8/33

In addition to having good grades 
and MCAT scores, 73% of successful 
University of Minnesota Medical School 
applicants were involved in community 
service or volunteer work.

TOP UNDERGRADUATE 
MAJORS
Twin Cities: Biology, chemistry, 
biochemistry

Duluth: Biology, chemistry, cell and 
molecular biology

Mayo: Biology, chemistry, physics, 
biochemistry, biomedical engineering

MINNESOTA RESIDENTS 
Twin Cities: 137

Duluth: 55 

Mayo: 8
80% of students in the Duluth medical 
school come from hometowns with a 
population of less than 20,000

PERCENTAGE 
REMAINING IN 
MINNESOTA 
University of Minnesota: 40%

Mayo: 36%

TOP RESIDENCY 
SELECTIONS
University of Minnesota: Family 
medicine (17%), internal medicine (17%), 
pediatrics (10%)

Mayo: Surgical specialties (22%); internal 
medicine (12%), emergency medicine and 
pediatrics (9% each)

STUDENT DIVERSITY
Twin Cities: 36% (58 multicultural 
students); 19% of the class are members 
of groups underrepresented in medicine 
(African American, Hispanic/Latino, 
American Indian, Hmong) 

Duluth: 18.3% (11 students); Native 
American students account for seven of 
the 11

Mayo: 46% (21 students); Asian Indian 
students account for eight of the 21
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NN athan Chomilo, MD, re-
members applying to medi-
cal school before a simple 

Internet search made it easy to find out 
what schools wanted in a candidate and 
how their admissions process worked. 
“Every school had different prerequisites, 
and not all of them had good websites,” 
he recalls. “A lot of information about the 

application process came from message 
boards where students talked about their 
interview experience.”

Chomilo, who entered the University 
of Minnesota Medical School in the fall of 
2005, says his experience applying to and 
interviewing for medical school honed 
an interest in how he and his classmates 
were chosen. As a second-year student, he 
volunteered as an admissions ambassador, 

leading tours of the campus for prospects 
who came for interviews. In his fourth 
year, he was elected to the medical school’s 
admissions committee as a student repre-
sentative. 

Now practicing internal medicine/pedi-
atrics with Park Nicollet Health Services, 
Chomilo has returned to that committee. 
He views serving on it as an opportunity to 
be part of something bigger: “We have the 

FEATURE

How Minnesota’s 
medical school 
admissions 
committees 
are shaping the 
profession’s future.

BY KIM KISER

Generation nextnext



FEATURE

MAY/JUNE 2016 | MINNESOTA MEDICINE | 13

Twin Cities medical school committee
since 2010. 

Committee members interviewed for 
this article agree that the job of winnow-
ing down the candidates has become more 
difficult as the number of applicants has 
increased in recent years. According to the 
AAMC, 52,550 individuals submitted ap-
plications through AMCAS in 2015, a 6.2 
percent increase over the previous year. 
First-time applicants increased by 4.8 per-
cent to 38,460. A total of 20,630 students 
enrolled in medical school last fall. 

Minnesota’s medical schools have seen 
similar increases. “The number has gradu-

muster with the full admissions committee 
receive an offer the following spring. 

The entire process takes nearly a year 
and can involve multiple meetings and 
discussions on the part of committee 
members. “We want to make sure you 
can really say why someone should or 
should not be admitted,” says Julia Joseph-
DiCaprio, MD, MPH, assistant chief of 
provider services and senior medical 
director of primary care at Hen-
nepin County Medical Center, 
who has served on the 
University of 
Minnesota’s 

opportunity to shape the next generation 
of our profession,” he says. “And that’s a 
unique responsibility.” 

As admissions committees undertake 
the heavy lifting of building the physician 
corps of the future, what do they look for 
in candidates? And how do today’s appli-
cants differ from those who came before 
them?  

A big job
Understanding what goes into the selec-
tion process begins with understanding 
how medical school admissions works. 
The cycle begins in June, when prospec-
tive students begin submitting their ap-
plications through the American Medical 
College Application Service (AMCAS), 
which is operated by the Association of 
American Medical Colleges (AAMC). The 
AMCAS application is used by nearly all 
medical schools in the United States. Pro-
spective students indicate on the form the 
schools in which they’re interested. 

At Minnesota’s medical schools (the 
University of Minnesota Twin Cities and 
Duluth medical schools and Mayo Medi-
cal School), admissions staff take the first 
pass at applications to make sure prospec-
tive students meet the minimum require-
ments such as having taken the necessary 
prerequisite classes and achieved a certain 
MCAT score. At Mayo, members of the 
admissions committee (see “Admissions 
committees at a glance,”) then review the 
applications of those who pass the initial 
screening. Admissions officers from both 
University of Minnesota medical schools 
send selected students a supplemental 
questionnaire that asks about their reason 
for wanting to go into medicine, the extent 
to which they’ve explored the field, their 
commitment to improving the human 
condition and their dedication to 
life-long learning among other 
things. Committee members 
then review both the primary ap-
plications and supplementary question-
naires and select individuals to interview. 

Applicants who are selected for an in-
person interview meet with committee 
members, get a tour of campus and talk 
with current students. Those who pass 

Admissions  
committees  
at a glance

Who makes up the committees?

UNIVERSITY OF MINNESOTA MEDICAL SCHOOL, TWIN CITIES 

34 members; 21 faculty, six third- and fourth-year medical students, 
seven representatives of physician organizations, including the MMA 
and Twin Cities Medical Society, or retired faculty

UNIVERSITY OF MINNESOTA MEDICAL SCHOOL, DULUTH 

19 members; 14 faculty, one community physician, three retired faculty/
staff, one staff member

MAYO MEDICAL SCHOOL

25 members; 10 faculty, eight third- and fourth-year students, three 
residents, two emeritus faculty, one community member (may or may 
not be an MD), one operations specialist (a nonvoting member)

WE HAVE THE OPPORTUNITY TO SHAPE THE  
NEXT GENERATION OF OUR PROFESSION, AND 
THAT’S A UNIQUE RESPONSIBILITY.”  
–NATHAN CHOMILO, MD

‘‘ 
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industry has been built around preparing 
students for medical, law and business 
school, upping the ante among those com-
peting for a limited number of positions. 

“I joke and say I would never get into 
medical school these days,” Joseph- 
DiCaprio says. “These applicants are so 
much more qualified. They’re dedicated 
and hard-working and all are really com-
mitted to the advancement of others.” 

Looking for more than academics
Although having a solid grounding in 
science is important (and must be dem-
onstrated through MCAT scores), the 
journey to medical school at the University 
of Minnesota has changed in the last 10 
years. No longer must students follow a 
narrow path as undergraduates. Chomilo, 
who recalls having to take calculus as a 
college senior in order to meet a require-
ment, served as a student member of then 
Dean Deborah Powell’s Task Force on 
Qualifications for Admissions in 2007, 
which took a hard look at the prereq-
uisites for medical school. At the time, 
prospective students had to complete 15 
courses—the equivalent of about two years 
of college. “Dean Powell was interested 
in a more holistic admissions process,” 
Chomilo recalls. “She recognized that if 
you’re required to take courses just to get 
into medical school, it doesn’t allow you to 
develop other interests.” 

The task force recommended changing 
the requirements from nine semesters of 
science to six (one of biology with a lab, 
one of chemistry with a lab and four ad-
ditional semesters of science), dropping 
the calculus requirement and condensing 
the humanities requirement from two se-
mesters of English and three of humanities 
to one humanities or social science course. 

received 4,522 applications (up from 4,347 
in 2015), screened 1,785 applicants and 
interviewed 249 for 46 positions in the 
MD-only class.

Chomilo says candidates’ GPA and 
MCAT scores have crept upward as well. 
“And they have very polished applica-
tions,” he says, acknowledging that a whole 

ally gone up,” says Dimple 
Patel, associate dean of ad-
missions at the Twin Cities 
medical school. The Twin 
Cities school received 4,226 
applications through AMCAS 
during the current cycle 
(the school received 4,118 in 
2015). Of those, 2,694 com-
pleted supplementary appli-
cations and 651 were interviewed for 160 
seats in the MD-only (as opposed to MD/
PhD) class that will begin this fall. The 
Duluth medical school received 1,700 ap-
plications through AMCAS (up from 1,628 
in 2015); 842 submitted supplementary 
applications and 180 were invited to in-
terview for 60 seats. Mayo Medical School 

Increasing diversity
As a medical student at the University of Minnesota in the mid 2000s, 
Nathan Chomilo, MD, was passionate about trying to encourage 
more students from diverse backgrounds to pursue medicine. In his 
second year, he started a mentoring program that paired medical 
students with Twin Cities high school students from underrepresented 
populations who were interested in medicine and health care. 
Chomilo, who practices internal medicine/pediatrics with Park Nicollet 
Health Services and is a member of the medical school’s admissions 
committee, admits his efforts were “short lived.” However, the 
university went on to create the Minnesota Future Doctors Program, 
which prepares students from underrepresented groups for medical 
school. Eleven graduates of the program are members of the class of 
2019 at the University of Minnesota Medical School, Twin Cities. 

“They’ve done an excellent job,” Chomilo says of the program. “It’s 
very helpful for those of us on the admissions committee because we 
know what it takes to get into and complete that program. We have 
a good sense of the students in the program and know that they will 
succeed in medical school and beyond.”

The University of Minnesota, Duluth’s Center of American Indian 
and Minority Health, which is housed in the medical school, offers 
a six-week summer enrichment program for Native American 
undergraduate students who are interested in health care careers 
as well as a preadmissions workshop for those who wish to apply to 
medical school. 

Ray Christensen, MD, a family physician and member of the admissions 
committee at the Duluth medical school, says he would like to see 
similar programs for Latino, Hmong and Somali students. “Along I-90 
in rural Minnesota, 30 percent of students are Latino,” he says. “How 
do we get more of those students ready for medical school?”—K.K.

Julia Joseph-DiCaprio, MD, MPHNathan Chomilo, MD J. Michael Bostwick, MD Ray Christensen, MD
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“The idea was to develop more well-rounded students who are
more attuned to what they hope to accomplish in their career 
personally and professionally,” Chomilo says. “They also have a 
chance to see if medicine is the best thing for them or if, along 
the way, something else is more their calling.” Mayo requires two 
semesters of biology with a lab, two of inorganic chemistry with a 
lab, two of organic chemistry with a lab, two of physics with a lab 
and one of biochemistry.

But it’s an applicant’s outside activities, experience and per-
sonal story that sets them apart in the eyes of admissions commit-
tee members. “The student needs to take the opportunity in their 
application and in their interview to make a good accounting of 
themselves, to explain how all the things they’ve done make them 
into the kind of person they are or they’re becoming,” says J. Mi-
chael Bostwick, MD, senior associate dean of admissions for Mayo 
Medical School. 

“Metrics are nice—MCAT scores, GPA—but that doesn’t make 
the story for us. We want a student who has social responsibility, 
who has shown altruism and who’s given back intensively,” says 
Ray Christensen, MD, a family physician and University of Min-
nesota Medical School, Duluth faculty member who has served 
on their admissions committee since 2004. He says many who 
apply to the Duluth program, whose mission is to train primary 
care physicians for rural Minnesota, have volunteered or served 
with organizations such as the Peace Corps or AmeriCorps. 

Healthcare Liability Insurance & Risk Resource Services 
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lish. “He blazed an amazing academic path
and is now in medical school,” Bostwick 
says. 

Admissions committees are also look-
ing for those who are representative of the 
population they will serve—and perhaps 
are more willing to work in communities 
where physicians are most needed. “If you 
look across the state, we’re becoming much 
more diverse,” Chomilo says. “The Uni-
versity of Minnesota trains the vast major-
ity of physicians in Minnesota, and we’re 
behind in having physicians who look like 
the communities they’re serving.” That’s 
changing. Nearly 20 percent of the 2019 
class at the Twin Cities medical school 
come from underrepresented populations 
(see “Increasing diversity,” p. 14). 

At the Duluth medical school, 11 mem-
bers of the class of 2019 are from minority 
groups including seven Native Americans. 
In addition, more than 90 percent of the 
class come from communities within Min-
nesota, and 80 percent hail from towns 
with populations under 20,000. “If you’re 
going to train someone to practice rural 
medicine [where there’s currently a short-
age of physicians], they ought to come 
from rural areas,” Christensen says. “Peo-
ple like to go back to where they grew up.” 

Bostwick believes having more students 
with diverse and unusual backgrounds 
will make medicine a richer, more diverse 
and more interesting profession. “Those 
students will come out confident in their 
medical skills and bring what’s special and 
unique about them to the medical field,” 
he says. “And that’s good for patients.” MM

Kim Kiser is editor of Minnesota Medicine.

West Point
graduates, and the 
second-year class has a 
student who attained the rank 
of colonel before coming to medical 
school.

Students at the Twin Cities medical 
school have worked in the culinary arts, 
theater, engineering, social sciences and 
other health professions. One Mayo stu-
dent worked as an architect for 10 years; 
another was an opera singer in New York; 
yet another worked as a clothing designer 
before pursuing medicine.

Christensen says such nontraditional 
students bring a maturity that’s important. 
“They’ve learned how to deal with life and 
people,” he says. 

Choosing a class … building a
profession
Bostwick admits there’s an art to building
a medical school class. “We start thinking 
very early on about how we can come up 
with a class that represents the breadth and 
depth of our country, if not the world,” he 
says, adding that there’s no formula. “We 
try to get a class that has all kinds of pas-
sionate people.” 

Bostwick says they look closely at ap-
plicants who are first-generation Ameri-
cans or who’ve had a difficult start and 
managed to change the course of their life. 
“We do require they demonstrate their 
academic prowess through the MCAT, 
but we may forgive a low GPA early on if 
they’ve gone on and made something of 
themselves.” He describes one student who 
came to the United States from the former 
Soviet Union at age 10 knowing little Eng-

In addition, many have had exposure to 
health care. Some have worked as personal 
care attendants or CNAs in nursing homes 
during their undergraduate years. Oth-
ers worked on research teams or served 
as medical scribes before applying to 
medical school. “Being a scribe 
gives you a very good idea of 
what the day-to-day routine of 
a physician is like,” Chomilo says.

Bostwick says that while having expo-
sure to patients and medicine is important, 
showing leadership and initiative are the 
true game changers. “Did the student 
make the most of the opportunities he or 
she had? Not every student has the oppor-
tunity to do basic science or medical re-
search. It’s not going to exist on every un-
dergraduate campus. But did they explore 
what they could? Do they have the work 
ethic? The organizational skills?” he says.

Bostwick recalls one student who came 
from a school that was strong in agricul-
ture but not medicine. “She took every 
possible opportunity to get exposure to 
medicine, and she did well on her MCAT,” 
he says. Another spent a year in college 
being treated for cancer and wrote a book 
about her experience. “She’s deeply com-
mitted to helping children with serious 
illnesses. And she comes with a very com-
pelling story that she’s using to inform her 
plans,” he says.

In addition, applicants are a bit older 
than they used to be. According to Patel, 
only 25 to 30 percent of those admitted 
to the Twin Cities medical school come 
straight out of undergraduate school. “The 
rest take time to do other things—maybe 
improve their academic profile, or gain 
experience and knowledge of the profes-
sion,” she says. Bostwick says at least half 
of Mayo’s class of 2019 spent at least two 
years doing other things before applying. 
“No longer is it the four years of under-
graduate work and a little shadowing with 
the local physician like it was back in my 
day,” he says. 

In many cases, applicants already have 
one career under their belt. All three Min-
nesota medical schools have students 
who’ve spent time in the military. The 
current first-year class at Mayo has two 

NONTRADITIONAL STUDENTS BRING A MATURITY 
THAT’S IMPORTANT. “THEY’VE LEARNED HOW TO 
DEAL WITH LIFE AND PEOPLE.” –RAY CHRISTENSEN, MD
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lecting a new dean a few years back had 
set out to find someone who could help 
restore the stature of the medical school. 
In Jackson, they saw a scientist—someone 
who knew how to do research, publish 
and get funding. Moreover, he knew how 
to motivate others to do the same. During 
the years he led the department of pathol-
ogy at Johns Hopkins, it had gone from 
fifth to first in the nation in terms of NIH 
funding.  

“He was leading a stellar department of 
pathology that had outstanding academic 
performance, outstanding clinical perfor-
mance and was a renowned training pro-
gram,” says Bobbi Daniels, MD, who co-
chaired the search committee. In addition, 
he never lost touch with teaching—he 
taught nearly every Hopkins medical stu-
dent how to draw blood—and continued 
to see patients.

He was a leader, a clinician, a teacher. 
But most of all, he was a scholar. 

The potential and the problems
When approached about the position, 
Jackson was interested. He had done a 
residency and fellowship and been part 
of the University of Minnesota faculty in 
the 1980s, and his wife, a Carlson School 
graduate, was from the state. He liked that 
the medical school was set in the middle 
of a major university in the middle of a 
major city with many cultural offerings. 
He liked that it was part of the Academic 
Health Center. “We’re one of the very few 
academic health centers that has all these 

A
t 9:45 a.m. on a Friday, Brooks Jack-
son, MD, is buying a sandwich. The 
dean of the University of Minnesota 

Medical School and vice president of the 
Academic Health Center cuts a rather un-
assuming figure as he stands at the small 
counter, eyeing his choices before deciding 
on turkey. 

That the medical school’s top doctor is 
snacking well before noon isn’t surpris-
ing. He gets up before 5 a.m. every day in 
order to work in an hour-long run along 
the Mississippi River near his home in 
downtown Minneapolis. Running is a 
longtime habit. In fact, as of May 25, he 
will not have missed a day in 37 years.

Jackson runs in all kinds of weather, 
usually alone and outside, averaging six 
miles a day (it used to be more like eight, 
he admits). He even runs when he’s sick. 
“It makes you get well faster,” he says, 
quickly adding, “At least, I think it does, 
but I don’t have good data to support that.” 

It’s a joke a researcher makes. And Jack-
son is first and foremost that, a fact that 
is obvious when you walk into the dean’s 
suite and see, tacked to the wall, the 14 
papers he’s published since moving back to 
Minnesota two years ago. Over his career, 
he’s published more than 200, been on 
the receiving end of hundreds of millions 
of grant dollars, and, most importantly, 
done groundbreaking work on preventing 
mother-to-child HIV transmission. 

Jackson’s prodigious scholarship is in 
large part why he now occupies the dean’s 
suite. The committee charged with se-

Can Brooks Jackson help the University 
of Minnesota Medical School become 
one of the nation’s top institutions?  
A look at the dean’s progress so far.  

great other schools: pharmacy, nursing, 
veterinary medicine, dentistry.”  He saw 
potential.

He also knew the medical school had 
experienced “real troubles,” as he puts it. 
Once renowned, especially for cardiol-
ogy and transplant medicine, it had been 
struggling since the 1990s, when a scandal 
over ALG, an immunosuppressive agent 
used in kidney transplantation, gave it a 
very bad black eye. In fact, in 1993, Eliza-
beth Craig, MD, then a member of the 
university’s Board of Regents, was quoted 
in the Los Angeles Times as saying, “The 
impression of the public is the university 
has gone to pot.” Its image was hardly 
helped when the university decided to 
sell its hospital to Fairview Health System 
in 1997 because of financial problems, 
nor when it lost about a hundred tenured 
faculty in the wake of the sale. To many, it 
had lost its way. 

One who has been outspoken about 
that is Robert Wilson, MD, a former 
professor of cardiology who came to the 
university in 1986 from the University of 
Iowa to develop an interventional cardiol-
ogy program. The university appeared to 
be “lurching from crisis to crisis,” he says. 
“There really wasn’t a lot of planning or vi-
sionary management.” When the hospital 
was sold to Fairview, he says, “the wheels 
came off.” 

Fairview’s and the university’s missions 
weren’t aligned, he explains. For example, 
when Wilson approached leaders about 
buying CT equipment for a new coronary 
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national committees, not going to attract 
the best students. It’s how you have impact. 
People are not going to adopt a new way 
of practicing medicine or a new procedure 
unless it’s been studied, peer-reviewed, val-
idated. If you want to change the practice 
of medicine, you’ve got to publish!”

Jackson was insistent and set the bar 
high: Faculty needed to publish at least 
once a year in a peer-reviewed journal. He 
worked with technical experts to develop 
software to help track their progress. He 
created new incentives for department 

chairs, basing part of their salaries on the 
productivity of those in their departments. 
And he installed a “Wall of Scholarship” on 
the second floor of the Phillips-Wangen-
steen Building, a central spot in the medi-
cal school complex with lots of foot traffic, 
showcasing papers by current faculty 
members that have been cited a thousand 
or more times in the medical literature.

Some like Stephen Haines, MD, who 
chaired the department of neurosurgery 
for a dozen years, were pleased with the 
new push to publish. In fact, Haines says 
it was helpful to have the dean supporting 
an idea he’d been pushing for years. “It’s 

Jackson says, kick-starting the U’s efforts 
to climb from its No. 32 spot on NIH 
funding lists and to lead scientific achieve-
ments. With input from an external panel, 
medical school faculty identified its four 
areas of focus: addiction, the biology of 
aging, optical imaging and brain science, 
and rural/American Indian health dispari-
ties. Last year, the Legislature approved 
$12 million per year for two years, and 
the U began recruiting for the teams. It is 
currently conducting final interviews with 
several candidates. 

The idea reflects Jackson’s core belief 
that the medical school needed to be more 
strategic about where it was investing its 
resources. “You don’t want to sprinkle re-
sources all around,” he says. 

Jackson soon started expressing his be-
lief that all full-time medical school faculty 
needed to be engaged in scholarship. To 
him, that meant faculty had to publish. 
“You can’t be a top-notch medical school 
unless your faculty, as many as possible, 
are publishing,” he says. “You’re not going 
to get funding, not going to get national 
awards, not going to be asked to be on 

angioplasty technique, he was told to wait. 
“I went to them and said, ‘This is impor-
tant and we need to develop [expertise] in 
this.’ The response was, ‘Well that might be 
a good idea. Let’s see how other people do 
this and if it works.’ That told me I was no 
longer at a major academic institution,” he 
says. They were to follow the pack rather 
than lead it. “We coasted and the rest of 
the world sped ahead,” Wilson says of the 
decade that followed. 

More recently, though, the medical 
school has been working to catch up. In 
2013, the faculty created an ambitious 
strategic plan that set as its target being 
at the forefront of learning and discovery. 
The plan called for improvements in re-
search, education and clinical care and laid 
out specific strategies for achieving them, 
such as hiring early-career faculty with 
the potential for excellence in research 
and “cluster” hiring, bringing in groups of 
researchers to work together. Moreover, 
it called for a leader who could transform 
the culture of the medical school “by de-
manding and supporting excellence.”

Jackson liked the plan and the fact that 
the school was in motion. It had tightened 
its relationship with Fairview, launching 
the M Health brand, which it was market-
ing with an exciting new campaign. A 
new clinic and surgery center was under 
construction. And the medical school 
had hired some of those promising young 
faculty members. “It’s clear that now more 
than ever, we are extremely well-poised for 
the future,” he said in a video shortly after 
arriving in 2014. 

Asserting himself
Almost immediately, as a member of a 
Blue Ribbon Committee created by the 
governor to improve the medical school, 
Jackson had an opportunity to further 
define that future. Borrowing from the 
faculty’s idea of cluster hiring, he sug-
gested creating “medical discovery” teams. 
The university would identify areas where 
it could be world class, recruit a national 
leader to head each team and hire eight 
to 10 faculty members who would work 
together on a common scientific problem. 
“They’d all be bringing their own grants,” 

One of Brooks Jackson’s 
priorities is making 
medical school more 
affordable, and he’s proud 
that the university has 
kept tuition flat for four 
years and decreased fees. 
“Students have so much 
debt, it’s affecting their 
choice of specialty,”  
he says. “I really feel  
they should follow  
their passion.”
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part of being a faculty member of a medi-
cal school. That’s what you sign up for,” he 
says. 

Others pushed back. One was Macaran 
Baird, MD, chair of family medicine and 
community health, who was concerned 
that the new mandate to publish might put 
some of his already hardworking faculty 
members who had focused on clinical 
care and teaching in jeopardy. “I felt it 
takes a balance of clinical, educational and 
research agendas,” he says. “I didn’t under-
stand at first how that balance was going 
to be struck.” 

Baird challenged Jackson in meet-
ings and alone, asking how people who 
hadn’t been expected to publish could be 
expected to do so now. He says the dean 
listened but didn’t waver. “He understood 
[the concern] and thought we could 
do better.” Even as Baird pushed back, 
Jackson held his ground. The process of 
conducting research—formulating a good 
question, reviewing the literature, design-
ing a study, gathering data and then writ-
ing about it, would sharpen their thinking. 
If they published their findings, they’d get 
feedback from across the country, even the 
world, he explained. 

Jackson described his own painstak-
ing process and then told how he’d been 
meeting with a graduate student for six 
months trying to come up with a research 
question. That struck a chord: “If he’s one 
of the world’s greatest people in pathology 
and it takes him six months to define a 
research question, why do we think we can 
do it in an afternoon, which is what we’ve 
been doing?” Baird says. “He has probably 
saved more lives than this entire medical 
school put together with his research on 
lowering the rate of transmission of HIV 
in mothers and infants. We could probably 
learn from this fellow.”

Leading by example
Soft-spoken yet articulate, Jackson per-
suades by simply explaining his own 
actions. He doesn’t ask the faculty to do 
anything he doesn’t do. Research? His 14 
papers on the wall are proof of that. Clini-
cal care? He does that, too, seeing patients 

Wall had invited Todd to be the 
inaugural speaker at a new lecture series 
designed to spotlight anesthesiology 
research. The morning of the day of the 
lecture, Wall happened to be meeting 
with Jackson, who asked him what was 
new. Wall told him about the upcoming 
lecture, and the dean asked him if he 
could come. “I said, ‘Sure you can come. 
You’re the dean,’” Wall says.

That evening, Jackson sat next to Todd 
during dinner, and the two talked for 
an hour. After the lecture, Todd came to 
Wall and asked if he’d consider him for 
the new vice chair for research position 
he was trying to fill. Todd was retiring 
from Iowa but still loved research and 
mentoring junior faculty. He also liked 
what he had heard from the dean.  

Would he have decided to come to 
Minnesota if he had been sitting next 
to someone else that night? “It’s hard 
to know, but probably not,” Wall says. 
“Brooks is a research guy, and  
they hit it off.” – C.P.

To Michael Wall, MD, chair of the 
department of anesthesiology, having 
a dean who’s an academic heavy-
hitter matters, especially when it 
comes to recruiting new faculty.  
And that is in large part what Wall has been 
doing since he arrived at the University of 
Minnesota in 2013.

Shortly after he became chair, most of 
the anesthesiology faculty left for private 
practice. That, coupled with a number of 
retirements, left the department with low 
numbers. Wall had to rebuild almost from 
the ground up. Last year, he hired 10 new 
faculty members; this year 16 are coming on 
board.

One of those is Mike Todd, MD, former chair 
of the University of Iowa’s department 
of anesthesiology and editor-in-chief of 
Anesthesiology. Todd will hold a new 
position: vice chair of research. Wall explains 
that Todd’s signing on with the university 
is largely because of a chance meeting 
between Todd and Medical School Dean 
Brooks Jackson, MD.  

Why the man 
matters
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Known as “a research 
guy,” Jackson has been 
involved in clinical trials 
in Uganda since 1989. 
He estimates he’s been 

to the country 65 times. 
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procedures, the university could ensure 
the safety of research participants. It was 
a top priority. Then in response to a ques-
tion about how the university was going 
to rebuild trust among staff and faculty, 
Jackson spoke off the cuff, as if to say the 
new policies and procedures were only 
part of the issue. The key, he said, was to 
get investigators to be more inclusive, to 
build relationships, to consider staff and 
participants partners. It was insight from 
a researcher who has been involved with 
more than 100 clinical trials himself.

Although Jackson knows the medical 
school has its problems, he believes it is 
moving in the right direction. He sees his 
role less as steering the ship and more as 
stoking the fire to keep it going. “What 
we’re trying to do is accelerate the speed,” 
he says. Will it get it to where he wants it—
the No. 1 spot in national rankings during 
his tenure? Jackson admits even he isn’t 
sure. “I probably won’t be able to do that in 
my lifetime, but I want to be able to make 
a significant contribution to getting us 
there,” he says. In the meantime, he is tak-
ing all the steps he can. One by one. The 
job, he admits, is a lot like a long run—a 
marathon. MM

Carmen Peota is a Minneapolis writer and 
former editor of Minnesota Medicine.

Jackson says having a larger network 
would give more patients access to the 
university’s experts and the university ac-
cess to more patients. It also would enable 
the university to expand its clinical trials, 
something he says needs to happen, and 
provide more training spots for residents, 
medical students and allied health profes-
sions students. 

Whether the merger will happen re-
mains to be seen, but Jackson is giving it 
all he’s got, spending half his time on the 
negotiations. 

The rest of his time is split between his 
“normal” duties and responding to prob-
lems that arise. One is a very thorny issue 
that started 12 years ago in the psychiatry 
department when a patient in a clinical 
trial died. Continued allegations about the 
mishandling of that trial and the univer-
sity’s response have led to multiple inves-
tigations of not just the psychiatry depart-
ment but also the U’s institutional review 
board and overall research methods. 

In March, Jackson, along with Uni-
versity President Eric Kaler and Medical 
School Vice President for Research, Brian 
Herman, PhD, testified before a legislative 
committee about the university’s efforts 
to improve in these areas. In prepared 
remarks, Jackson reassured lawmakers 
that with newly instituted policies and 

one weekend a month at the hospital and 
clinics. Education? He still mentors stu-
dents and trainees.

Jackson says his walk-in-their-shoes ap-
proach actually serves his own purposes. 
By working in the clinic and hospital, for 
example, he sees firsthand the issues he 
hears about. “There’s nothing like experi-
encing problems if you want to make the 
system better,” he says. “I understand their 
frustration about an Epic software or cod-
ing issue or when I can’t get a procedure 
done that I need for a patient.”

“He talks the talk, walks the walk,” 
says Michael Wall, MD, head of the an-
esthesiology department, who interacts 
regularly with Jackson at meetings of the 
clinical faculty heads. Wall adds that he’s 
also straightforward. “He’s got a transpar-
ent moral compass. You know where he’s 
headed.”

Bevan Yueh, MD, MPH, chair of the de-
partment of otolaryngology/head and neck 
surgery as well as of the board of Univer-
sity of Minnesota Physicians, holds a simi-
lar view. “He exudes honesty. He tells you 
where he is. He tells you what he wants. … 
He has no hidden agenda. It’s nice leader-
ship for this time.”

It’s a style that appears to be working in 
the latest round of conversations between 
the medical school and Fairview. Jackson 
and Fairview interim CEO Dave Murphy 
are in discussions about a full-fledged 
merger between the two institutions, an 
idea that’s been floated in the past but al-
ways sank under its own weight. “They got 
together and started talking about what 
they could do together. Those two have 
been the force to initiate discussions we’ve 
never had before,” Yueh says.

The idea is to create a new entity called 
University of Minnesota Health. The 
hope is that the university and Fairview 
can move from what Daniels, who also 
was one of the architects of M Health, 
calls “functional integration” to complete 
“structural integration,” and form an in-
tegrated academic health system that will 
extend the university’s reach to all of the 
places where Fairview now has a presence.

Unanticipated medical career
After graduating from Kenyon College in 1975, where he majored in history, Brooks Jackson 
had no intention of going to medical school. He went instead to Dartmouth’s Tuck School 
of Business and earned an MBA. That led to a hospital administrator job in the pathology 
department at Dartmouth–Hitchcock Medical Center. A year later, he started at Dartmouth 
Medical School. “Business school was much harder than medical school,” he says, explaining 
that it required more problem-solving, while medical school was more about memorization. 
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It was a Thursday when an ambulance 
brought my aunt to the hospital. Her 
breast cancer had metastasized to her 

femur, and the bone had shattered.
The next day, she traded stories and 

jokes with my parents from her bed. They 
learned from my uncle that she had three 
months to live.

When my sister and I visited her the 
following morning, she was unconscious. 
Her breathing was heavy, uneven. An hour 
later, after I dropped off my sister at school 
for play practice, I sobbed over my steering 
wheel in a corner of the parking lot. 

I drove back to the hospital. Within an 
hour of my return, my aunt passed away. 

Afterward, I could only think of how I 
had stood silently in her room that morn-
ing; of her labored breathing and the hum 
of the air conditioner; of my uncle’s words: 

“Tina, Patrick and Kelly are here. They 
came to say hello”; and of how I stood 
there unable to summon the strength to 
simply say, “Hi, Aunt Tina, I am here.” 

I have never forgotten my silence.

Our conversations were long and ani-
mated. He would ask me about my life, 
my running, my education or fuss over 
whether I was wearing appropriate cloth-
ing for the cold weather. I would listen to 
his recounting of the latest of his medical 
maladies and his sometimes “colorful” de-
scriptions of the nurses or residents.

I listened as he talked about his pain 
meds and physical therapy. About how he 
could no longer see. About how he could 
no longer walk. About the back pain that 
would wake him at night. About the lone-
liness that would engulf him. Many times 

we laughed about the food in the cafeteria 
or the latest failures of the local college 
football team. Other times, I would try to 
comfort him as he sobbed; his head would 
heave and tears would roll, all in utter 
silence.

I remember one time in particular 
when he asked me what the year was. “Six 
years ... I’ve had this for six years,” he mur-
mured. “And all I can do is sit here and 
wait to die.”

I did not know what to say. 

When did I decide to commit myself to 
medicine? It could have been during one 
of those clichéd childhood moments we 
all reference in retrospect. But I doubt it. 
After all, I wanted to be a train conductor, 
courtesy of Thomas the Tank Engine. As 
my mom will tell you, the intricacies of 

I am here
When silence speaks volumes

BY PATRICK J. BOLAND
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I want to be there when no one else 
is. And in those times, I will not remain 
silent. For I know that what they need to 
hear is simply, “I am here.” MM 

Patrick Boland is a third-year medical student 
at the University of Minnesota who blogs 
at www.patrickjamesboland.com. He wrote 
this essay while pondering what can be done 
when medicine has no more to offer. “Where 
does that leave us as physicians? Where does 
that leave us as human beings?” 

More likely, it happened during those 
silent moments. The day I could not find 
the voice to say hello to my aunt when I 
visited her in her hospital room. The win-
ter afternoon when my friend at the hos-
pital began to cry. Or during the car ride 
with a friend who shared her unfulfilled 
plans for suicide. 

What do you say when words are in-
adequate? When people expect you to 
make things better but you are helpless to 
change them? I didn’t know. But I could 
see that it is not only illness, but isola-
tion, that destroys people. Above all else, 
I decided to go into medicine to break the 
silence. 

Although I may not be able to be my 
patients’ No. 1 confidante or their go-to 
for moral support, I want to be someone 
they can trust when all else fails, even 
when there is not a single thing I can do to 
cure them. Ultimately, that is the real side 
of life, and that is the real role I intend to 
play as a physician.

trains were my singular obsession during 
grade school.

It could have been the first time I heard 
about replacing an eardrum with a piece 
from the outer ear—a procedure called 
“cartilage tympanoplasty.” Then again, 
maybe it was the moment in which I first 
heard the surgeon’s rhythmic, almost 
musical cant: “irrigation, please…” “suc-
tion…” “suture…” Or perhaps it was the 
nerdy thrill of actually seeing a derma-
tome outside of that one medical textbook,  
p. 487, figure 13.5.

Perhaps it was the day I stood with 
two young parents as their wheezing, 
3-month-old baby tested positive for 
RSV. Or when I placed my stethoscope 
on a scar and heard the repaired heart of 
a young boy with Down syndrome. Or 
when I stood near a 32-year-old woman 
as she heard sound on her left side for the 
first time following an aggressive ear sur-
gery. In those moments, I knew I wanted 
to have a real and palpable role in shaping 
patients’ care. 



PERSPECTIVE   THE WRITER’S VOICE

26  |  MINNESOTA MEDICINE  |  MAY/JUNE 2016

Family medicine
Inspired by their grandfather’s legacy, two brothers reflect on their time together in medical school.

BY DOMINIC DECKER AND JOSEPH DECKER

Bunk beds were a staple in our house. 
These sturdy bedroom fixtures be-
came a symbol of our brotherhood. 

In a household of five siblings, they rep-
resented the daily compromise of shared 
space. They also were where Joe, being 
four years older than Dom and having 
dibs on the top bunk, could display his 
seniority. Additionally, they were a quiet 
place where we listened to our father tell 
us bedtime stories. It was in those bunk 
beds where we first heard stories about our 
grandfather, a family physician, whose leg-
acy cultivated our earliest interest in medi-
cine. Now, at the ages of 32 and 28, we are 
both graduating from the University of 
Minnesota Medical School, the alma mater 
of the grandfather we never met.

Charles Decker’s figure loomed large, 
yet mysterious, over us as children, even 
though his untimely death when our fa-
ther was 14 prevented us from personally 
knowing him. Dr. Decker, as our aunts and 
uncles reverently called him, was brought 
to life in stories shared both at bedtime 
and during family gatherings—stories 
about house calls he made, babies he de-
livered, his capable presence in his St. Paul 
neighborhood.

We learned that Dr. Decker often went 
out of his way to look after his patients. 
One story that was passed down was about 
an elderly patient who was living alone 
and struggling to care for herself and her 
home. During a house call, Dr. Decker 
discovered there was no food in her refrig-
erator or pantry. He left her, drove to the 

grocery store and returned with food in 
hand. This act of kindness revealed much 
about how our grandfather approached the 
doctor-patient relationship.

Now more than 75 years after Charles 
Decker graduated from the University of 
Minnesota Medical School, we have the 
privilege of continuing on as the next gen-
eration of Drs. Decker. 

Growing up, our different ages and 
interests often led us on divergent paths. 
We overlapped in grade school for four 
years, then went on to different middle 

and high schools. We graduated from high 
school and eighth grade in the same year. 
As adolescents preoccupied with our own 
activities and friends, we didn’t talk much 
about the future. Yet individually, we were 
grappling with the question of career. And 
unbeknownst to each other, we found our-
selves recalling stories of Dr. Decker and 
wondered if medicine might be an option.

It was during college that we each began 
to feel certain that medicine was the only 
field that would offer both challenge and 
fulfillment, although we both completed 
English degrees. Afterward, Dom worked 
as an emergency department scribe before 
earning a master’s degree in narrative 
medicine. Joe worked as an operating 
room technician and later in pacemaker 
and ICD sales for Boston Scientific. Dur-
ing those years, we separately met physi-
cians who inspired and mentored us. Our 
mutual interest in medicine finally turned 
into a shared passion.

As we applied to medical schools, we 
shared MCAT study resources, discussed 
personal statements and offered support 
as we waited to hear about admission 
decisions. On a spring day in 2012, we re-
ceived telephone calls each within several 
minutes of the other informing us of our 
acceptance into the University of Minne-
sota. Although we had other options, our 
grandfather’s being an alumnus and the 
opportunity to go to school together made 
our decision obvious.

During our first two years of medical 
school, as we started to build the founda-
tion of our medical knowledge during 

The authors’ grandfather, Charles Decker, MD, as a 
family medicine resident at Mercy Hospital in Janesville, 
Wisconsin, in 1942-43.
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a large number of underserved patients.  
Some brought all of their personal be-
longings with them in a suitcase. Others 
didn’t have a safe place to go after being 
discharged. The experience gave us insight 
into what our grandfather saw when he 
opened his patient’s empty refrigerator. 
And it broadened our understanding of 
the doctor-patient relationship, an alliance 
that Charles Decker had artfully mastered 
decades earlier.

The unique nature of our situation has 
not been lost on us. We were particularly 
aware of that on Match Day, as we stood 
next to each other, envelopes in hand, 
nervously waiting to find out where we 
had been placed. When we learned we 
had both matched into our first-choice 
programs, we were overcome with happi-
ness for ourselves and for each other. Our 
mother caught this seminal moment on 
camera, panning back and forth, somehow 
perfectly capturing each of our reactions. 

Although geography will separate 
us during residency, the bond we have 
formed during medical school will con-
tinue to sustain us as we each become  
Dr. Decker. We leave medical school with 
a transformed understanding of medicine 
and with a strengthened relationship as 
brothers and, now, colleagues. MM

means to be a doctor and practice medi-
cine.

For each of us, our time on the pal-
liative care service at Hennepin County 
Medical Center stands out. On this rota-
tion, we had the unique opportunity to 
work with terminally ill patients. Having 
completed the rotation within several 
months of each other, 
we spoke often about the 
spectrum of emotions that 
accompany a dying patient 
and their family. We talked 
about family meetings, 
in which acceptance and 
gratitude prevailed, and also 
about devastating disease 
processes that sadly seemed 
to steal our patients far too 
quickly.

By processing our own 
raw emotions with each 
other, our bond deepened 
in ways that simply had not 
been possible before.

The hospital, in the heart 
of downtown Minneapolis, 
brought us in contact with 

countless hours in lecture halls, our rela-
tionship as brothers began to blossom. We 
engaged with one another daily, sharing 
new knowledge and clarifying difficult 
concepts, speaking to each other about 
medicine as only two English majors 
could.

More importantly, we overcame chal-
lenges together. We sat near each other 
during seemingly endless exams, often 
exchanging anxious yet reassuring glances 
before our tests were handed out. After 
each exam, we were the first to congratu-
late one another. We felt a great pride in 
seeing each other succeed, knowing the 
sacrifice and diligence that goes into each 
passing grade in medical school. It was 
like we were once again childhood bunk-
mates.

The camaraderie brought about by our 
shared experience in the classroom be-
came the bedrock of our relationship and 
served us throughout our clinical years 
as well. We processed countless stories 
together—both tragic and uplifting—and 
in doing so have started to learn what it 

Dominic Decker and Joseph Decker are 2016 graduates of the 
University of Minnesota Medical School. Both will begin internal 
medicine residencies in June; Dominic at Brown University and 
Joseph at the University of Minnesota. As English majors, they 
considered writing a natural outlet to process their emotions in 
the quest for a better understanding of themselves and their 
patients. This essay is their first joint piece of writing.

Charles Decker in 1970 working in a newborn nursery.
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White coats 
lobby their 
legislators
PHOTOGRAPHY BY 
KATHRYN FORSS

More than 100 physicians and physicians-
in-training met with their legislators 
in St. Paul on March 23 as part of the 

MMA’s annual Day at the Capitol event. 
Physicians, residents and medical students 

from across the state gathered to discuss with 
lawmakers the need to reform medication prior 
authorization, ensure the sunset of the provider 
(sick) tax and strengthen the state’s immuniza-
tion laws. 

The day ended with a reception at the 
Doubletree by Hilton in St. Paul with Rep. 
Erin Murphy (DFL-St. Paul). Rep. Tara Mack 
(R-Apple Valley) was scheduled to speak to the 
group earlier in the day but was unable to at-
tend because of a legislative conflict. 

“We had a great turnout once again,” says 
Dave Renner, MMA director of state and fed-
eral legislation. “It’s always encouraging to see 
physicians, students and residents take time out 
of their busy schedules to get involved in the 
legislative process. Lawmakers always tell us 
how influential it is to hear directly from their 
constituents.”

A large crowd of physicians, students and residents attended this year’s event.

1   Erin Peterson, MD   
2   Medical student Salman Ikramuddin  
3   Medical student Kim Uy   
4   Medical students Stephen Palmquist and  
Courtney Moors

1 2

4

3
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5   LRT came in handy to get from downtown St. Paul to the Capitol.   
6   Physicians and physicians-in-training didn’t let the spring snow slow them down.   
7   Carrie Borchardt, MD, shares a laugh with Sen. Greg Clausen.   
8   Medical student Aaron Kramer; Douglas Pryce, MD; T. Michael Tedford, MD; and Elizabeth 
Elfstrand, MD, enjoy a moment with their legislator.   
9   Robert Moravec, MD.   

10  Maria Loerzel, MD, and her fellow WIllmar physicians speak with Rep. Dave Baker.

11  Rep. Erin Murphy 
meets with physician 
constituents then…  
12  addresses attendees 
at the end-of-day 
reception. 

7

9 10 12

11

8

5 6
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cused of criminal activities or impairment as a result of abuse of 
a controlled substance. The bill further allows PMP staff access 
to the database during an investigation of a prescriber accused 
of inappropriately prescribing controlled substances. The House 
bill has been amended to include mandatory registration of all 
prescribers.

Importantly, the bill does not require consultation of the PMP 
before a prescription can be written, a step some legislators have 
sought. The MMA and other physician groups have raised con-
cerns about the administrative burden such a mandate would 
have on physicians and other prescribers.

Push to re-instate provider tax dies
The MMA testified in opposition to a bill that would re-instate 
the 2 percent provider (sick) tax in mid-March. Ultimately, efforts 
failed and the tax is still set for repeal on December 31, 2019.

Dave Renner, the MMA’s director of state and federal legisla-
tion, argued that:
• The tax is regressive, selective and falls most heavily on the sick
• The tax was repealed in 2011 with bipartisan support because 

there was less need for the Health Care Access Fund (HCAF), 
which gets its revenue from the tax, with the passage of the 
ACA

• Both the General Fund and HCAF have surpluses 
• The tax would add more than $720 million to the overall cost 

of health care in 2021, if it continues past its current 2019 
sunset date.
Opposition to the provider tax has been a top priority for the 

MMA.

Work group on reducing health care costs meets
A new MMA steering committee that will focus on health care af-
fordability in Minnesota began meeting in late March. The group 
is calling its effort the MARCH (Minnesota Action to Reduce 
Costs in Healthcare) Campaign.

The group’s charge is to focus on administrative burden and 
inefficiencies; prescription drug costs; and low-value and unnec-
essary care. 

The committee includes representatives from a range of 
specialties and group sizes and will meet approximately six to 
eight times in 2016.  It is chaired by Macaran Baird, MD. Other 
members include: Katherine Clinch, MD; David Herman, MD; 
Kenneth Holmen, MD; Kourtney Kemp, MD; Phillip Kibort, 
MD; Thomas Kottke, MD; Lisa Mattson, MD; Robert Nesse, MD; 
George Schoephoerster, MD; Kevin Smith, MD; Mike Tedford, 
MD; Laamy Tiadjeri, MD; Robert Wieland, MD; Douglas Wood, 

News Briefs

Prior auth bill progresses in Senate, stalls in House   
An MMA-backed bill that will help patients get needed medica-
tion in a timelier manner and reduce the hassles physicians face 
with prior authorization continues to live on in the Senate.

Sen. Melisa Franzen (DFL-Edina) amended her bill (SF 934) 
in an attempt to address critics and reduce the cost to the state 
associated with it, while keeping elements critical to protecting 
patients. So far, the House version of the bill has not been heard 
in committee despite vigorous efforts by the MMA and the Fix PA 
Now coalition.

“We continue to be disappointed that the House did not hear 
this important issue in committee,” says Dave Renner, MMA 
director of state and federal legislation. “But we’re continuing to 
work with legislators who want to fix PA now.”

Bill to fight drug abuse with PMP gains traction
Legislators remain interested in finding solutions to the issue of 
prescription drug abuse, particularly opioid abuse. A House bill 
(HF 1652) that would enhance the state’s Prescription Monitoring 
Program (PMP) has passed through several committees.  

Under the proposed legislation, the PMP would be allowed to 
use its database to substantiate investigations of prescribers ac-
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MD; and James Woodburn, MD. Janet Silversmith, MMA director 
of health policy, staffs the committee.

Avera Marshall lawsuit enters next phase
Attorneys representing three physicians who are suing the ad-
ministration of Avera Marshall Regional Medical Center filed an 
opening brief in the Minnesota Court of Appeals in mid-Febru-
ary. The MMA and AMA Litigation Center are providing finan-
cial support for the physicians’ appeal.

Last October, the Lyon County District Court in Marshall, 
Minnesota, ruled that the medical center administration has the 
authority to amend the medical staff bylaws without approval 
from two-thirds of the medical staff. The three physician plain-
tiffs, as well as others, dispute this. 

The ruling came 10 months after the Minnesota Supreme 
Court ruled in favor of the medical staff in its case against the 
administration. The Court said that the staff is a legal entity that 
may bring suit on behalf of its member physicians, and that by-
laws agreed to by a hospital and its medical staff constitute a con-
tract to which both parties must adhere. However, the Court did 
not decide on whether the hospital’s administration could unilat-
erally change the medical staff bylaws. It remanded this issue to 
the District Court.

Following the District Court’s ruling, the physician plaintiffs 
decided to continue fighting the hospital administration.  

MMA meets with Congress members to discuss 
health care 
Two MMA members and two staffers met with members of Min-
nesota’s Congressional delegation in late February in Washington, 
DC, to discuss the new MACRA regulations, among other topics.

The MMA contingent included: MMA Trustee Randy Rice, 
MD, MMA member and AMA Board member Maya Babu, MD; 

MMA CEO Robert Meiches, MD; and Dave Renner, MMA di-
rector of state and federal legislation. They met with Rep. Erik 
Paulsen, Rep. Rick Nolan and Sen. Al Franken, and with staff 
from the offices of Rep. Betty McCollum and Sen. Amy Klobu-
char.

Along with MACRA, the group discussed: 
• reducing administrative work related to “meaningful use” re-

quirements for EHRs 
• efforts to combat the opioid abuse crisis by educating prescrib-

ers on appropriate use of narcotics and increasing the commit-
ment to treat drug addiction

• the MMA’s new MARCH campaign, which is targeting health 
care costs. 
The MMA group was in the nation’s capital to attend the AMA’s 

National Advocacy Conference.

Rapping MD 
and best-selling 
author signed 
for Annual 
Conference
The MMA has signed 
a rapping MD from 
Las Vegas and a best-
selling psychiatrist 
to headline its 2016 
Annual Conference. 
Zubin Damania, MD, 
(aka ZDoggMD) and 
Damon Tweedy, MD, 
will keynote the event 
on September 23-24 
at the Doubletree 
Park Place in St. Louis 
Park. 

Damania, who pro-
duces award-winning 
medical rap videos 
that educate and en-
tertain, will discuss 
physician burnout and 
resiliency and per-
form one of his songs. 
The former Stanford hospitalist has spoken at a variety of medical 
association events including those held by the Wisconsin Medi-
cal Society, Texas Medical Association and the American Medical 
Student Association.  

Damania will discuss:
• the root causes of dysfunction in the U.S. health care system
• the causes, signs and symptoms of provider burnout

On the calendar

Event Date Location

Physician Social – 
Twin Cities

May 25 Surly Brewery, Minneapolis

Payment Reform 
Forum with 
Harold Miller

June 1 University of Minnesota’s 
Continuing Education and 
Conference Center, St. Paul 
Campus

Physician Social - 
Rochester

June 8 Cambria Showroom, Rochester

2016 Annual 
Conference

Sept. 
23-24

DoubleTree by Hilton,  
St. Louis Park

Check the MMA’s website (www.mnmed.org/events) for more 
information and to register. 

Damon Tweedy, MD

Zubin “ZDoggMD” Damania, MD
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Social events set for physicians, residents, students
The MMA will hold free networking events in Minneapolis and
Rochester for physicians and physicians-in-training this spring. 
The metro social will take place May 25 from 5 to 8 p.m. at Surly 
Brewery, 520 Malcolm Avenue SE in Minneapolis. The Rochester 
event will take place June 8 from 5 to 8 p.m. at the Cambria Gallery, 
400 South Broadway in Rochester. The events are a celebration of 
medicine, a thank you to members, and a welcome to new and pro-
spective members. Hors d’oeuvres and drinks will be served.  

MMA asks court to rule on contract
On March 30, 2016, attorneys representing the MMA filed an ac-
tion seeking declaratory judgment in Hennepin County District 
Court requesting that MMIC, the Edina-based medical liability 
insurance company, honor the contract the two parties agreed to in 
2011. On March 16, 2016, the MMA received a letter from MMIC’s 
legal counsel informing the association that MMIC would no lon-
ger pay the agreed-to royalty. Minnesota physicians and the MMA 
created MMIC in 1980 and have had a long-term relationship to 
improve the medical liability environment in the state.

MMA debuts new website
The MMA has launched its new website (www.mnmed.org). It
features a revamped home page with links to the most popular 
pages on the site, plus easier access to the award-winning maga-
zine, Minnesota Medicine. The home page also has a new polling 
feature and a live Twitter feed. We hope you find the site easier to 
navigate.

• how to communicate with patients through social media
• new models of health care delivery and financing.

Tweedy is author of the New York Times bestseller Black Man 
in a White Coat, which was selected by Time magazine as one of 
its Top 10 nonfiction books of 2015. Tweedy has written and lec-
tured on the intersection of race and medicine, publishing articles 
in the New York Times, Washington Post and Chicago Tribune, in 
addition to JAMA and the Annals of Internal Medicine.

Tweedy will discuss health care disparities in his talk, “Is there 
a black doctor in the house?”

Tweedy is a graduate of Duke University School of Medicine. 
He completed both his medical internship and psychiatry resi-
dency at Duke Hospital. He is currently an assistant professor of 
psychiatry at Duke University Medical Center and a staff psychia-
trist at the Durham VA Medical Center.

MMA begins leadership nomination process
The process for nominating physicians for 2016-17 MMA lead-
ership positions is underway. Leaders will be elected during the 
MMA’s second member-wide electronic election this fall. Nomi-
nations from members and component medical societies will be 
accepted through May 20. 

The available offices include: president-elect, three MMA 
trustee positions, two AMA delegate positions and three AMA 
alternate delegate positions. One of the three MMA trustee posi-
tions must be filled by a member from the Northwest Trustee dis-
trict, while the remaining two positions will be elected from the 
at-large membership.

The nominating committee will meet in early June 2016 and 
later in July to recommend a slate of candidates for each posi-
tion. Ballots will be electronically distributed on August 12 to all 
members who have provided the MMA with an email address. 
The election will be open for 30 days. Results will be announced 
no later than September 23, the start of the MMA Annual Con-
ference. If you are interested in submitting a nomination or have 
questions contact George Lohmer at glohmer@mnmed.org or 
612-362-3746. 

National expert to address payment reform
The MMA will host a payment reform discussion with Harold
Miller June 1 from 5:30 to 8 p.m. at the University of Minnesota, 
St. Paul campus. Miller, president and CEO of the Center for 
Healthcare Quality and Payment Reform, works at the local, state 
and national levels on initiatives to improve the quality of health 
care services and change the fundamental structure of health care 
payment systems in order to make it more value-based. Miller 
is also an adjunct professor of Public Policy and Management at 
Carnegie Mellon University.  

Twin Cities
Wednesday, May 25
5 - 8 pm 
Surly Brewing Company
520 Malcolm Ave. SE
Minneapolis, MN 55414

Rochester
Wednesday, June 8th

5 - 8 pm 
Cambria Gallery

400 S. Broadway #105
Rochester, MN 55904



MMA NEWS    THE PHYSICIAN ADVOCATE

MAY/JUNE 2016  |  MINNESOTA MEDICINE  |  33

Election preview
BY PHIL RAINES 

down pharmaceutical costs. If the Republicans make gains in the 
Senate and continue to control the House, it will make passing a 
PA reform bill more difficult. If the DFL wins majorities in both 
bodies, the bill will likely pass easily.

The MMA is working hard to cultivate relationships with 
legislators on both sides of the aisle; long-term fixes must have bi-
partisan support.

Phil Raines is the MMA’s manager of grassroots and political 
engagement.

What’s at stake for medicine this November? Plenty. This year, the 
entire Minnesota House of Representatives and Senate are up for 
election. Because it’s a presidential year, more voters are expected 
to turn out. This could potentially upset the current balance of 
party control in each body. 

Here’s a look at what’s happening in the Senate and House:

Senate
Although the DFL currently holds a 39-28 majority, control of 
this body following the election is uncertain. The Senate GOP 
need to pick up only six seats currently held by Democrats to shift 
the balance of power. Although the 2014 election was about as 
favorable to Republicans as possible, this year’s dynamic seems 
completely different. 

The big question is whether rural DFL senators will face chal-
lenges and whether the higher anticipated turnout of a presiden-
tial year will help them.

House
The GOP holds a 73-61 majority in the Minnesota House. Repub-
licans nearly swept all rural areas of the state in 2014 but gained 
no traction in the Twin Cities metro area. In fact, only one Re-
publican Representative lives inside the 494/694 beltway. 

Will the GOP maintain its advantage in the House? Will it hold 
its ground in rural areas, which favor conservative social issues? 
Or will the DFL reclaim seats they lost in 2014? 

How the election could affect the MMA
Once the dust has settled, the MMA will work with legislators on 
both sides of the aisle to achieve the best outcome for physicians 
and their patients. Here’s how the parties weigh in on the MMA’s 
top two issues:

Provider (sick) Tax Repeal. The MMA strongly supports the 
December 31, 2019, repeal of this tax. Although Republicans gen-
erally favor the repeal, their support of the underlying programs 
the tax funds is softer. There are also DFL legislators who support 
repeal of the tax (some even call for immediate repeal), but many 
are concerned with the impact a repeal will have on the public 
subsidy programs for low-income Minnesotans.

If Republicans retain control of the House, it is likely that the 
repeal will stay in place, especially if the state continues to have 
a budget surplus. If the DFL controls both bodies, or if there is a 
significant budget deficit, the repeal may be put on hold.

Prior Authorization Reform – Similarly, there are Republicans 
and Democrats who support legislation to fix the flawed prior 
authorization process. The support has been less strong among 
some Republicans who favor market-based solutions to hold 

How you can get involved 
The MMA asks all physicians to get out and vote in the 
upcoming election. The MMA also urges you to get to know 
your lawmakers (regardless of whether you agree with 
them on all of the issues) and offer to serve as a resource on 
medical issues.

The MMA can help you become politically active through:

• Action Alerts/Issue Updates. When legislation is pressing, 
the MMA sends Action Alert emails asking physicians to 
write their legislators. The alerts take just a few minutes to 
read and respond to, and you can always post to legislators’ 
Facebook or Twitter accounts. 

• Capitol Rounds. If you missed the Day at the Capitol, 
the MMA is happy to set up your own personal advocacy 
campaign and tour of the Capitol. Our staff maintains 
contact with all legislators and will provide talking points 
and accompany you to meetings.

• District Dialogues. Legislators need to have a roster of 
physicians who can help them understand what really 
happens in health care. The MMA can set up a meeting 
with a lawmaker at a clinic or coffee shop in your district, 
giving you and your colleagues an opportunity to share 
what is affecting you and your patients.

To learn more about how you can become a resource 
for legislators in your community, please contact the 
MMA (praines@mnmed.org). 
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VIEWPOINT 

Physicians MARCH  
toward lower costs

We have a problem. Health care is un-
affordable. This is hardly a surprise, 
but the scale of the problem often 

leaves us feeling helpless. As physicians, 
we have all seen the effects of unafford-
able health care on our patients. It can take 
many shapes—delayed treatment, unfilled 
prescriptions, insurance with out-of-reach 
deductibles, personal debt. Something 
has to change. And who better to lead this 
change than physicians? 

A tough job? Sure, but we’ve done the 
hard work before; the MMA isn’t afraid of 
stepping out front on important issues. We 
stand up to the tobacco industry; we stand 
up against insurance company hassles; 
we stand up for access to care for low-
income Minnesotans; we stand up for the 
physician-patient relationship. And we’ve 
demonstrated our ability to lead and bring 
about big changes. 

Before the Affordable Care Act, Min-
nesota moved forward on its own with 
comprehensive state-based health care re-
form. That was the direct result of work by 
the MMA. Based on the MMA’s Physicians’ 
Plan for a Healthy Minnesota, we created 
the Healthy Minnesota Partnership for 
Reform and brought together physicians, 
legislators, educators and leaders of health 
plans, hospitals, clinics and consumer 
groups to rally around a set of reform pro-
posals. The group developed legislation in 
2007 that laid the groundwork for the pas-
sage of Minnesota’s precedent-setting 2008 
reform bill.

Now it’s time to stand up for afford-
able health care. The MMA is launching a 
new initiative this spring called MARCH, 
which stands for Minnesota Action to 
Reduce Costs in Healthcare. The initia-
tive’s steering committee is being led by 
the University of Minnesota’s Mac Baird, 
MD, a long-time engaged member, and 
includes 16 other physician leaders and 
clinicians. 

It is easy to point fingers when we talk 
about the rising cost of health care both in 
Minnesota and throughout the country, 
but the reality is that there is plenty of 
blame to go around. The MMA’s MARCH 
effort will look at external drivers of 
health care costs and also at what physi-
cians can and should do to control those 
costs. MARCH expects to start its work by 
focusing on three issues: prescription drug 
costs, administrative inefficiencies and 
low-value care. 

Share your thoughts, ideas and experi-
ences with the MMA. And stay tuned for 
updates on how your profession is helping 
to lead the way in making health care in 
Minnesota more affordable.

It is easy to point fingers 

when we talk about 

the rising cost of health 

care…but the reality is 

that there is plenty of 

blame to go around.
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Dave Thorson, MD 
MMA President



We ask that you RSVP/register at www.mnmed.org/socials to help ensure there is 
enough food and beverages for all attendees. 

Twin Cities
Wednesday, May 25
5 - 8 pm 
Surly Brewing Company
520 Malcolm Ave. SE
Minneapolis, MN 55414

Rochester
Wednesday, June 8th

5 - 8 pm 
Cambria Gallery

400 S. Broadway #105
Rochester, MN 55904

Come celebrate the 
practice of medicine!

Enjoy free food and beverages along with your colleagues at a free, casual event 
for physicians, residents and medical students.

It’s a thank you to members, and a welcome to new and prospective members. 

SPONSORS:

Advising for the discerning investor

Tandem
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You’ve been served with a subpoena  
Now what?
Answers to physicians’ frequently asked questions

BY CHRISTINE HINRICHS, JD, AND JESSICA KLANDER, JD 

Most medical professionals can ex-
pect at least once in their career to 
be served with a subpoena demand-

ing that they provide protected health 
information. This can be intimidating 
for those who are unfamiliar with the law 
and the way the courts work. Most physi-
cians are keenly aware of the importance 
of keeping a patient’s health information 
private, but they are unsure about what 
information they should or should not 
provide in response to a subpoena. This 
article answers common questions about 
subpoenas. It also addresses how you can 
protect yourself if you are served. 

What is a subpoena and what is 
its purpose?
A subpoena is essentially a demand that 
you provide information in the form of 
documents and/or oral testimony. Being 
served with one does not mean you have 
been or will be sued by your patient (only 
service of a Summons and Complaint can 
commence a lawsuit). That being said, a 
subpoena should be taken seriously and 
handled quickly and correctly. 

You may be served with a subpoena 
duces tecum, a subpoena for an appear-
ance, or both. A subpoena duces tecum 
requires you to produce documents (likely 
your patient’s medical records) by a certain 
date. If you have received a subpoena duces 
tecum, forward it to your organization’s 
health information office. Your patient’s 
medical records belong to the organiza-
tion, and only the organization is autho-
rized to release them. 

A subpoena for an appearance requires 
your attendance at a legal proceeding to 

provide oral testimony. The proceeding 
could be an informal conference, a deposi-
tion, a court hearing or a trial. The sub-
poena should include the date, time and 
location of the appearance. It also should 
include contact information for the attor-
ney who is requesting the documents and/
or your oral testimony. 

What should I do if I am 
subpoenaed?
Your first call should be to your manager 
and/or your in-house or outside legal 
counsel. Although you do not necessarily 
need an attorney to represent you, it may 
be best to have one review the subpoena 
and assist you in responding. Your organi-
zation’s representative or legal counsel can 
provide guidance regarding: 1) whether 
or how you should respond to the sub-
poena; 2) how to prevent improper and/or 
inadvertent disclosure of protected health 
information; and 3) how to avoid waiving 
your rights when responding to the sub-
poena.

It is not uncommon for a subpoena to 
be accompanied by a letter from the at-
torney requesting that you contact him or 
her directly to discuss it. Although you are 
not prohibited from calling the attorney 
or the patient, it may be unwise to do so, 
as the attorney requesting the informa-
tion does not represent you, cannot give 
you legal advice, and does not have you or 
your organization’s best interests in mind. 
And while you are not prohibited from 
contacting the patient to discuss the sub-
poena, there may be legal reasons why you 
shouldn’t. 

What if the patient’s attorney 
calls me directly and asks for 
information?
If you receive an informal request for re-
cords or information about your patient’s 
care without a subpoena, hang up and 
notify your manager or attorney immedi-
ately. Without the patient’s authorization 
permitting release of the requested health 
information (a requirement under the fed-
eral Health Insurance Portability and Ac-
countability Act [HIPAA] and Minnesota 
Health Records Act),1,2 you should never 
answer questions or provide documents 
about a patient. And if you provide off-
the-cuff responses to the attorney’s ques-
tions, you may unwittingly become part of 
the lawsuit. 

What are my rights and 
responsibilities when responding 
to a subpoena?
Both federal and state rules state that a 
party cannot place an “undue burden” on 
the person being subpoenaed.3 However, 
what constitutes an “undue burden” is not 
clearly defined and varies depending on 
the state and/or federal rules that apply 
in your situation. That caveat aside, there 
are some general principles that apply. 
For instance, a subpoena should provide a 
“reasonable time” for you to comply.4 This 
will certainly depend on the type of infor-
mation being sought. A request for you to 
show up to testify or provide documents 
the next day is generally considered unrea-
sonable. In addition, you generally should 
not be required to drive any further than 
100 miles to provide testimony or docu-
ments.5 Moreover, you may be entitled to 
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in your being held in contempt of court.17 
There are, however, certain actions that 
can be taken to prevent problems. For in-
stance, you could contact the attorney who 
issued the subpoena to determine whether 
the deficiencies can be rectified. If your 
concerns are not adequately addressed 
by the patient’s attorney, you can seek 
relief from the court. You (or, preferably, 
your attorney) may initiate a proceeding, 
referred to as a “motion to quash,” which 
asks the court to release you from all or 
some of your obligations to respond to the 
subpoena.18

What should I do to prepare for 
oral testimony? 
You may or may not remember the patient 
or the treatment you provided that is the 
subject of the subpoena request. But even 
if you do, you should review the patient’s 
chart to refresh your memory and prepare 
for your testimony. HIPAA allows for the 
use of protected patient health informa-
tion for “health care operations,” which 
includes conducting legal services.19 Under 
these HIPAA provisions, you do not need 
the patient’s consent to review the chart. 

You should avoid talking to the patient 
or about the patient with your colleagues 
in order to help you remember. Testimony 
about a patient based on such a conversa-
tion is speculative. The general rule in 
these proceedings is to tell the truth, and 
the truth is only what you remember. If 
you do not remember details beyond what 
is in the patient’s medical record, it is per-
fectly acceptable to say “I do not recall.”

Can I bring a patient’s medical 
record to the hearing? 
Not unless you are specifically ordered to 
do so and your organization received a 
court order or written authorization from 
the patient permitting the release of those 
records. In most instances, the attorney 
asking you questions will have a copy of 
the relevant patient records. If you need 
to refresh your memory, ask to see the 
records during the proceeding. If you are 
not provided with the documents and you 
do not have an independent recollection, 

medical record. If the subpoena request is 
inconsistent with the authorization, seek 
clarification from the court or the patient’s 
attorney, if possible. When in doubt, rely 
on the authorization, not the subpoena, 
when determining which documents to 
disclose. Also, remember that authoriza-
tions do expire, so be sure that the autho-
rization you have received is still effective.

Many requests seek disclosure of the 
“entire medical file.” The “medical file” in-
cludes all health information contained in 
the patient’s written or electronic file, in-
cluding billing statements, progress notes, 
imaging/labs and physician notes.12 It does 
not include internal investigations or peer 
review notes, which may be prohibited 
from disclosure by federal and state peer 
review protections.13 

In addition, an authorization for con-
sent to release “the entire medical file” 
does not permit the release of informa-
tion pertaining to a patient’s chemical/
substance abuse treatment records or 
psychotherapy notes. A separate release 
is required expressly consenting to the re-
lease of such records or notes.14 Moreover, 
there are situations in which a court order 
may be insufficient to release chemical/
substance abuse treatment records15 or 
where a patient’s authorization may not 
justify the release of psychotherapy notes.16 
For instance, if a physician determines 
that providing information would be det-
rimental to the patient’s physical or mental 
health or is likely to cause the patient to 
inflict self-harm or to harm another, the 
physician must not disclose the informa-
tion. Under those circumstances, it is best 
to seek the advice of an attorney.

What should I do if I am unable 
or unwilling to comply with the 
subpoena?
If you decide you are unable or unwilling 
to comply with a subpoena, you should 
seek the advice of an attorney regarding 
how best to proceed. You should never 
ignore the subpoena, even if it fails to 
comply with state or federal laws or fails 
to provide the proper authorization. Your 
failure to comply with the subpoena’s 
terms without adequate cause may result 

compensation for the time you spend pre-
paring for and responding to a subpoena.6 
Under most circumstances, the attorney 
serving the subpoena should be willing 
to work with you on location, timing and 
reimbursement in order to accommodate 
you and your schedule. 

What happens to the information 
or testimony I provide in response 
to a subpoena?
It is important to remember that all con-
versations you have about a subpoena or 
the information requested by it, other than 
communications with your legal counsel, 
can be discovered and inquired about in 
a deposition, hearing or trial.7 Such infor-
mation has the potential to be harmful, 
unflattering or, at the very least, unneces-
sary. Plus, the more you talk about the 
subpoena, the more questions you will be 
asked during the proceeding. Although 
you are free to discuss the subpoena to co-
ordinate your absence at work, you would 
be well-advised to limit any other discus-
sions/questions/communications to those 
with your legal counsel as those commu-
nications will remain confidential.8

What is my obligation regarding 
medical records?
As a physician, you do not have the au-
thority to release a patient’s medical re-
cords, as they belong to your organization. 
If you are responsible for providing health 
records, remember that any request for 
documents, even with a subpoena, must 
be accompanied by a qualifying court 
order authorizing disclosure of the infor-
mation being requested or the patient’s 
written consent.9 If you are being asked 
to provide documents and oral testimony, 
you should obtain separate authorizations 
for the release of the medical records.10

When authorization is obtained, the 
disclosure is subject to the “minimum nec-
essary” standard.11 That means you must 
only provide the documents expressly 
authorized by the court order or patient’s 
consent. For instance, if the authoriza-
tion consents to the disclosure of records 
within a certain time frame, only provide 
the documents specified and not the entire 
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The bottom line
If you have an understanding of the pro-
cess, being served with a subpoena can 
be less painful. Although there are many 
variables to consider when responding 
to a subpoena, perhaps the most impor-
tant thing to remember is that you need 
proper authorization to provide a patient’s 
protected health information—no mat-
ter what. If you are ever unsure of what is 
being requested or how to respond, ask 
your organization’s leadership and/or your 
legal counsel for assistance. MM

Christine Hinrichs practices health care and 
appellate law. Jessica Klander focuses on 
professional liability. Both are associates at 
Bassford Remele, PA, in Minneapolis. 
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simply say you don’t know or cannot re-
member.

What should I do if I’m asked
about the care given by another
physician?
It is unnecessary for you to comment
about another physician’s treatment deci-
sions, which may be outside your area of 
expertise, if you were not present at the 
time and if you do not have the full story. 
Unless you have first-hand knowledge 
of the situation (for example, if you were 
involved in the decision or you saw the 
patient at that time), such testimony would 
be considered speculative. Some attorneys 
may try to get around this by asking hy-
pothetical questions. Often, hypotheticals 
are incomplete or missing information you 
might need in order to make a treatment 
decision. Think carefully before respond-
ing or decline to answer hypothetical ques-
tions all together. 

What if I’m asked my opinion
about standard of care or the
cause of a patient’s injuries?
In general, you are not obligated to answer
opinion questions. You are being called to 
testify as a treating physician, not as an ex-
pert witness. Additionally, expert opinions 
are considered proprietary and without 
compensation, you are not obligated to 
divulge any opinions. If you are asked 
about the standard of care or causation in 
a particular case, tread carefully and think 
about whether you have the information 
necessary to provide a full and complete 
answer. If you don’t, simply say so. 

Being asked to appear at an “informal 
conference” is different. An informal con-
ference allows attorneys to ask treating 
physicians about their treatment and care 
of patients who have brought a medical 
malpractice case against another physi-
cian.20 You may be asked to give opinions
on standard of care or causation, but there 
are limits as to what sort of opinions you 
are obligated to provide. If you are asked 
to appear at such a conference, you should 
obtain legal counsel to represent you and 
offer guidance on your rights and respon-
sibilities. 

Minnesota 
Medicine invites 
contributions 
including:
• Original research and 

literature reviews

• Case reports

• Opinion pieces related 
to medical practice in 
Minnesota

• Personal essays

• Poetry

• Letters to the editor

All articles are reviewed by the editors 
and members of our advisory committee. 
Contributions should not have been 
published or submitted elsewhere for 
consideration.

Send manuscripts to  
kkiser@mnmed.org. For more 
information visit our website, 
www.mnmed.org or call Kim 
Kiser at 612-362-3758.
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The Opioid Epidemic and the Minnesota 
Board of Medical Practice
BY STEVEN J. WAISBREN, MD, PHD

America is suffering from an epidemic of opioid misuse that has been attributed to the narcotic prescribing 

practices of physicians. This article focuses on the State of Minnesota and the role that its Board of Medical 

Practice (BMP) played in this crisis.  It presents a review of guidelines issued by the BMP over the last 30 years, 

showing that it followed national trends in emphasizing increased prescribing of narcotics for pain up until last 

year, when a much more cautious and nuanced approach to opioid prescribing was advised. 

Those of us who applied for our medi-
cal license 25 years ago remember 
having to trudge over to the offices of 

the Minnesota Board of Medical Practice 
(BMP) for an in-person interview to con-
firm that we were indeed the person who 
appeared on our application. We also may 
recall being required to watch a 15-minute 
video encouraging us to be more aggres-
sive in treating patients who complained 
of pain. Fast forward to today: Prescrip-
tion opioid abuse is front-page news, and 
the president of the United States has 
announced broad initiatives aimed at com-
bating it and the related heroin epidemic.1 
More prescriptions are written for narcot-
ics than there are patients in the United 
States.1 Americans, constituting only 
4.6% of the world’s population, consume 
80% of the global supply of opioid pain 
medications.2 Each year, there are more 
than 16,200 deaths from opioid use in the 
United States.3

In Minnesota, the problem is less severe. 
Minnesotans are less likely than people 
in other states to be prescribed narcotics. 
On a per capita basis, we rank 44th over-
all in prescription morphine equivalents 
consumed. We receive only a quarter of 
the narcotics on a per-person basis than 

residents of Nevada, the highest ranking 
state, and about 60% less than the mean 
for all the other states.4 Still, deaths from 
opioid use are on the rise. Data collected 
by the Minnesota Department of Health 
and reported in the Minneapolis Star Tri-
bune show that 317 deaths in the state in 
2014 were linked to prescription opioids, 
up from 23 in 2000.5,6  

The contrast between today and a quar-
ter century ago is sharp. Many are trying 
to understand how we got to where we are 
and who is to blame. Some point to physi-
cians, saying they have been too quick to 
prescribe opioids. Although the ultimate 
responsibility for inappropriate prescribing 
does indeed fall on individual providers, it 
must be pointed out that physicians have 
taken their cues on opioid prescribing 
from their medical societies and boards. 

This article looks at the role the BMP 
appears to have played in bringing on the 
opioid epidemic in Minnesota and how it 
is now beginning to respond to this crisis.  

A Delicate Balance
Most historians who have examined the 
origins of the current epidemic look back 
to November 11, 1996, the day James 
Campbell, MD, president of the American 

Pain Society, introduced the phrase “pain 
as the 5th vital sign.” During his presiden-
tial address, he contended that if physi-
cians assessed pain “with the same zeal” 
as they addressed other vital signs, they 
would be more likely to treat it properly. 
“We need to train doctors and nurses to 
treat pain as a vital sign,” he said. “Qual-
ity care means that pain is measured 
and treated.”7 In Minnesota, the push to 
prescribe more narcotics for pain actu-
ally began years before Dr. Campbell’s 
presentation. Even then, the practice was 
controversial. 

In the Fall 1988 edition of the BMP’s 
newsletter, Update, an article titled “A 
Delicate Balance” addressed the somewhat 
conflicting issues surrounding narcotics 
for treatment of pain. The report stated: 
“Despite the unequivocal efficacy of these 
drugs in treating pain, there is great con-
troversy surrounding their usage. Some 
argue that physicians tend to overprescribe 
opioids for chronic pain, while others 
argue that for acute pain, physicians un-
derprescribe these potentially useful drugs. 
Both arguments are correct.”8 Among the 
list of reasons for underprescribing opi-
oids is “opiophobia”—the fear of turning 
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continued unabated resulting in the 2007 
publication of a Minnesota BMP Work 
Group’s report “Appropriate Prescribing 
of Controlled Substances for the Man-
agement of Pain.”13 The language in this 
report was extreme in concluding that 
“undertreated or untreated pain when 
controlled substances are indicated is a 
public harm, a serious departure from the 
prevailing standard of care, and a violation 
of the Medical Practice Act.” What was 
a physician to do? What provider in the 
state has not had a drug-seeking patient 
claim that they remain uncomfortable and 
unable to function normally after no dis-
cernible source could be found for the se-
verity of their symptoms? Such statements 
by the BMP were, it appears, designed to 
pressure physicians to prescribe narcotics 
for their patients or face the threat of cor-
rective or disciplinary action.

This same report appeared to actively 
discourage primary care physicians from 
referring patients to pain management 
specialists. A finding of a shift or migra-
tion to pain specialists for these patients 
“indicated that primary care practitioners 
were abdicating their responsibility to 
manage pain patients within their prac-
tices out of fear of having their prescrip-
tions monitored by the data base, and 
hence a deviation from acceptable stan-
dards.”13 Furthermore, the report discour-
aged “interventional techniques to manage 
pain as a substitute” to pharmaceutical 
management because they carried a far 
higher dollar cost and a “significantly 
higher risk of complications.”13 The report 
went on to say that such a shift from the 
use of pharmaceuticals to interventional 
techniques constituted a deviation from 
the standard of care and would subject 
Minnesota physicians to corrective action. 

Thus, as recently as 10 years ago, pri-
mary care physicians were being given 
little choice but to care for these patients 
themselves and encouraged to prescribe 
for them relatively inexpensive narcotics. 
These reports and guidelines did not sug-
gest that the emphasis should have been 

published a long article on the assess-
ment and management of acute pain.11 
This report, which coincided with the 
introduction and marketing of Oxycontin, 
appeared to contradict the 1990 recom-
mendation that “the use of narcotics for 
chronic benign pain is usually not indi-
cated.” In contrast, the 1997 report con-
cluded that “in carefully selected chronic 
pain patients, opioids may provide sub-
stantial benefit and can be maintained for 
years with acceptable side effects, includ-
ing a low risk of iatrogenic addiction and 
a manageable amount of tolerance…. in 
the right patient, opioid maintenance can 
work, allowing the patient to restore func-
tion and hope.”11 

The liberalization of recommendations 
for the treatment of chronic pain was con-
sistent with the widely accepted sample 
guidelines published by the Federation of 
State Medical Boards (FSMB) a year later.12 
The FSMB’s model guideline, adopted by 
many medical boards including Minne-
sota’s, stated that “The Board recognizes 
that controlled substances, including 
opioid analgesics, may be essential in the 
treatment of acute pain due to trauma or 
surgery and chronic pain, whether due to 
cancer or non-cancer origins.” The sample 
guidelines went on to address the issue 
of opiophobia: “Physicians should not 
fear disciplinary action from the Board 
or other state regulatory or enforcement 
agency for prescribing, dispensing or 
administering controlled substances, in-
cluding opioid analgesics, for a legitimate 
medical purpose and in the usual course 
of professional practice. The Board will 
not take disciplinary action against a 
physician for failing to adhere strictly to 
the provisions of these guidelines.” The 
guideline also stated that “the Board will 
judge the validity of prescribing based on 
the physician’s treatment of the patient 
and on available documentation, rather 
than on the quantity and chronicity of 
prescribing.”   

The momentum to push Minnesota 
physicians to prescribe more narcotics 

hospitalized patients into addicts upon 
discharge, fear of respiratory depression 
and the sentiment that having some pain 
“strengthens moral character.” (The term 
“opiophobia” was not coined by the BMP. 
Earlier articles, including one written in 
1985, encouraged physicians not to suc-
cumb to the fear.9)  

A 1990 Minnesota Board of Medical 
Examiners report presented a more nu-
anced argument. It concluded that under-
prescribing was a concern in the treatment 
of acute pain and cancer pain, and that 
aggressive treatment with a controlled 
substance may be necessary for these types 
of pain but that “the use of narcotics for 
chronic benign pain is usually not indi-
cated.”10 

That same year, the BMP, along with 
the Minnesota Medical Association, held a 
number of continuing education seminars 
on this topic. Recommendations were 
based on national guidelines and included 
a detailed nine-step program: 1) make an 
accurate diagnosis, 2) create a treatment 
plan including the use of nonaddictive 
modalities and referrals to appropriate 
specialists, 3) document the failure of 
nonaddictive treatments, 4) confirm that 
the patient was not drug-seeking, 5) ob-
tain consent from the patient prior to pre-
scribing medications that have addictive 
potential, 6) monitor the patient at regular 
intervals, 7) keep records of the quantity 
of medications prescribed, 8) have ongo-
ing contact with the patient’s family and 
9) confirm that steps 1-8 were followed. 
Underlined in these recommendations 
was the following: “What’s important is 
how well you manage a patient’s care, and 
create a record of that care, not what you 
prescribe.”10 

Continued Push
The issue of pain control continued to be 
a major concern for the BMP, so much so 
that the 1988 “Delicate Balance” article 
was reprinted and distributed to all Min-
nesota doctors in the fall of 1993. Four 
years later, in 1997, just as the fifth vital 
sign revolution was beginning, Update 
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other supervisorial entity. It appears that 
when it came to making recommendations 
about treating pain, the Board followed 
national initiatives and was trying to “do 
the right thing” at the time. The emphasis 
on “better” treatment of pain by prescrib-
ing more narcotics appeared consistent 
with the general trends in our country.  

The finding that Minnesota provid-
ers were much less likely to prescribe 
narcotics than their peers in other states 
suggests that the BMP either failed in its 
previous efforts to encourage physicians 
to prescribe narcotics for pain or that 
physicians in our state were ahead of the 
curve and more prudent in the judicious 
use of these potentially abused drugs than 
those elsewhere. It is also fair to note that 
the BMP does not establish the standards 
of care but encourages Minnesota physi-
cians to practice within the norms of their 
communities. Yet, given the dangers of 
overprescribing opioids, it makes sense 
that the BMP should now pursue efforts 
to curb opioid use with same vigor it had 
when it encouraged their use in the past. 
Minnesota physicians need to take the lead 
with our governing and regulatory bodies 
to better address this crisis. MM

Steven Waisbren is a staff surgeon at the 
VA Medical Center Minneapolis and an 
assistant professor of surgery at the University 
of Minnesota. He has served as a surgical 
consultant to the Minnesota Board of Medical 
Practice for the past 15 years.
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on finding and eliminating the source of 
the chronic pain.  

In 2009, a Joint Statement on Pain 
Management by the Minnesota boards of 
Medical Practice, Nursing and Pharmacy 
reaffirmed the earlier report imploring 
providers in our state to “effectively ad-
dress the dimensions of pain and to pro-
vide maximum pain relief with minimal 
side effects.” The statement noted that 
“the effects of unmanaged pain are serious 
and wide-ranging and yet, pain is widely 
under-treated.” The boards recognized that 
experts were “more concerned about pa-
tients receiving sufficient pain relief ” than 
the potential abuse of these narcotics.14,15 

A Change of Course
Over the past seven years, the pendulum 
has swung back. The emphasis of the most 
recent joint statement from the boards of 
Medical Practice, Nursing and Pharmacy 
is dramatically different from that of the 
one published in 2009. Instead of stress-
ing the undertreatment of pain, the 2015 
statement centers on the growing concerns 
of prescription drug misuse and overdose. 
Nowhere to be seen are suggestions to 
prescribe more “cost-effective” narcotics 
or recommendations to curb referrals to 
pain-management specialists. Instead, the 
boards recommend using a multi-disci-
plinary approach to identify all treatment 
options including pharmacologic and non-
pharmacologic modalities. “Consider the 
integration of nonmedication and multi-
modality therapeutic approaches and set 
functional goals.”16 

It is important to remember that prac-
ticing physicians have many layers of 
oversight: their employers, the hospitals 
in which they admit patients, malpractice 
insurers and third-party payers. Still, none 
of these has the ability to completely shut 
down a doctor’s practice. Only the Minne-
sota Board of Medical Practice has the au-
thority to determine whether a physician 
is practicing within the “minimal standard 
of care” and has the right to see patients. 
Thus, it can be argued that their recom-
mendations carry more weight than any 
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Being an Effective Teacher
Five Tips for Busy Clinicians
BY JASON SZOSTEK, MD

Teaching is challenging, and most clinicians have little-to-no formal training on how to teach.  For many, the 

extent of their experience has been limited to teaching medical students during residency. Many clinicians would 

benefit from learning about effective teaching practices. This article offers practical tips to help busy clinicians 

who teach medical trainees of all levels.  

See one, do one, teach one” is an adage 
with which most, if not all, physi-
cians are acquainted. It captures the 

essence of the medical education para-
digm of learning through observation and 
implementation. It also implies that being 
content-competent is adequate for being 
an effective teacher.  

Multiple studies, however, have demon-
strated that most of the characteristics of 
effective teaching are not related to having 
medical expertise.1,2 Thus, effective teach-
ing transcends the physician-teacher’s 
own mastery of knowledge, skills and atti-
tudes—the domains of learning as defined 
by Bloom’s taxonomy.3 

Unfortunately, most physicians receive 
little, if any, formal training on how to teach 
and may be unaware of effective teaching 
practices and techniques.4 Many medical 
schools offer faculty-development op-
portunities for educators; however, patient 
care responsibilities, research, administra-
tive tasks and lack of awareness may limit 
some from participating. Physicians who 
work in the community not only face these 
same barriers but also lack access to such 
opportunities. The goal of this article is to 
empower all physician-teachers by offering 
practical tips they can use when working 
with medical students, residents and  
fellows.   

1. Create a Positive Learning 
Environment 
Studies of what makes an effective learning 
experience consistently identify the impor-
tance of a positive learning environment—
one in which a learner can safely and com-

fortably engage with the content and the 
teacher.1,5,6 Teacher behaviors that may foster 
such an environment include listening to 
the learner, encouraging learner participa-
tion, avoiding dogmatism, demonstrating 
respect for the learner, and conveying en-
thusiasm for the learner and the topic.1,2,5,6 

There are a number of ways to create 
a positive learning environment. One is 
to encourage students to articulate what 
they want to learn. For example, follow-
ing a case presentation, one might ask the 
learner what he or she wants to gain from 
the discussion about the case. By allowing 
the learner to articulate what he or she 
wants to learn, the teacher conveys interest 
in the learner, gains the learner’s buy-in, 
and communicates that he or she expects 
the learner to have their own needs, goals 
or interests. The goal is a learner-centered 
dialogue rather than a teacher-centered 
monologue, which is a natural tendency. 

To encourage learners to share their 
thoughts and willingly engage in such a 
dialogue, the teacher can show respect for 
the learner’s ideas. Even if the learner is 
wrong, the teacher can correct them while 
still being respectful of their thought pro-
cess and their willingness to commit to an 
answer. The teacher also can communicate 
enthusiasm for the learner’s growth and 
success through words, body language 
and eye contact. Maintaining eye contact, 
leaning in and nodding can convey that 
the teacher is present and invested in the 
learner. Finally, the teacher can acknowl-
edge that it is acceptable to have limita-
tions. By saying “I don’t know” when they 

don’t have an answer, teachers can help 
lift the false veil of omniscience learners 
perceive in them and that they believe may 
be necessary. 

Teachers may need to consciously 
implement these behaviors in order to 
help create an environment in which the 
learner thrives. 

2. Establish Clear Goals and 
Expectations for the Learner and 
the Teacher
Learners are best-positioned to succeed 
when teachers are explicit about their goals 
and expectations. Yet many teachers fail to 
articulate these, assuming they’re obvious 
or implied. Trainees know that teachers 
can have widely varying expectations and 
goals, and they want their instructors to 
be explicit about them. For example, con-
sider articulating how much time medical 
students should spend with patients, how 
long their presentations should typically 
be, what elements of the case presenta-
tion they should communicate and how 
much of a diagnostic/therapeutic plan 
they should develop independently. By 
communicating expectations, the teacher 
has a basis for assessing the learner’s per-
formance and the learner has clear goals 
to work towards. When learning goals 
are not clear, both teachers and students 
can experience confusion and frustration. 
Therefore, it is important to ensure learn-
ers know what is expected of them.7 

When developing goals, consider mak-
ing them specific, measurable, actionable, 
realistic and time-sensitive (SMART).8 For 
example, a teacher may wish to set a goal 

“
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domains although they are not mutually 
exclusive (skills inherently require some 
knowledge, skills may be driven by atti-
tudes, etc.). 

By considering these domains sepa-
rately, the teacher can identify a teaching 

point that goes beyond medical knowledge 
and decision-making. For example, the 
teacher might say: “When asking a patient 
about medication adherence, consider 
asking how many times a week they miss 
their medication. Asking in this way may 
promote candor by communicating that 
you understand that patients may miss 
doses.”

There are a number of other teaching 
frameworks that can help a teacher focus. 
These include:
• The One-Minute Preceptor. This 

makes the student responsible for com-
ing up with an answer, probing for 
supporting evidence, teaching general 
rules, reinforcing positives, correct-
ing mistakes and identifying the next 
learning experience. An example of 
how this approach, also known as the 
6-Step Microskills, can be used is pro-
vided in Figure 2. Note that the teacher 
may choose not to sequentially follow 
all the steps in each case. When time is 
limited, a teacher may decide to teach a 

general rule and provide one element of 
feedback.9

• SNAPPS (Summarize briefly the history 
and findings, Narrow the differential 
to two or three possibilities, Analyze 
the differential, Probe the preceptor by 
asking questions, Plan management, 
and Select a case-related issue for self-
directed learning).10

• The Five-Minute Moment. This is a 
method for teaching physical exam 
skills by 1) attaching a memorable story 
or fact to convey the importance of 
the skill and promote retention and 2) 
demonstrating the exam finding while 
explaining how to clinically interpret it 
and avoid common mistakes.11 

4. Deliberately Assess the 
Learner’s Performance 
“Evaluation” is the teacher’s assessment 
of the learner’s performance, whereas 
“feedback” is communication of that as-
sessment. Thus, evaluating a learner’s 
performance is essential to providing ef-
fective feedback. So how does one assess 
a learner’s performance? As mentioned 
earlier, the goals and expectations agreed 
on by both the teacher and learner may 
serve as the basis for doing this. Assessing 
performance takes focus and attention. 
That can be challenging if the clinician-
teacher’s attention is on the patient and 
not on the learner.  

Using frameworks such as the Ac-
creditation Council of Graduate Medical 
Education’s (ACGME) core competencies 
and Bloom’s taxonomy may be helpful. 
Although created for graduate medical edu-
cation assessment, the ACGME core com-
petencies are commonly used in medical 
education to assess students’ performance 
through the lenses of patient care, medical 
knowledge, interpersonal and communica-
tion skills, professionalism, practice-based 
learning and improvement, and systems-
based practice.12 By using either of these 
frameworks, the teacher can assess different 
aspects of the learner’s performance in a 
clear, systematic manner.

regarding length of case presentations. 
Instead of saying that presentations should 
be kept short, they might instead say: 
“By the end of the rotation, give all case 
presentations in five minutes or less.” The 
goal is time-specific (it should be accom-
plished by the end of the rotation), mea-
surable (the presentation can be timed), 
actionable (the learner can demonstrate 
the behavior and receive feedback), and 
realistic (although potentially challeng-
ing).  

At the outset, consider meeting briefly 
with the learner to discuss goals and ex-
pectations. Involving learners in setting 
goals early on engages them, encourages 
self-reflection and identifies their inter-
ests.1,2,5 For example, in a recent encoun-
ter, a learner set a goal of developing an 
algorithm for approaching a patient with 
hyponatremia. Having such a specific goal 
allowed the teacher to address the learner’s 
interest, making the time more worth-
while and useful for both. 

During the initial meeting, the teacher 
might also ask the learner about his or her 
expectations of the teacher; the teacher 
also might articulate what the learner 
can expect of him or her. Thus, both the 
teacher and learner can begin with a clear 
understanding of what they can expect 
from one another. This can be useful when 
the learner is assessing the teacher’s per-
formance and vice versa.  

3. Teach Digestible Amounts 
Across the Domains of Learning 
A common tendency amongst teachers is 
to teach more than a learner can remem-
ber or understand. By providing a vast 
amount of information, it is easy to lose 
the learner—and the point—as there are 
limits to the learner’s attention span, the 
amount of time they have and their ability 
to remember what they learn. Therefore, 
consider limiting teaching points to one or 
two per case. Also, consider setting a time 
limit on the teaching session. 

As a guide for identifying teaching 
points, consider using Bloom’s taxonomy, 
which separates learning into three dis-
tinct domains (Figure 1).3 This frame-
work artificially compartmentalizes these 

FIGURE 1

Bloom’s taxonomy

Knowledge: Cognitive Domain 
• Medical decision-making
• Medical knowledge

Skills: Psychomotor Domain
• Physical exam
• Procedures and surgeries
• Communication including case presen-

tations, interactions with colleagues 
and phrasing of consult questions, 
patient interactions 

• Note writing

Attitudes: Affective Domain
• Professionalism, values, emotions, 

feelings
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Conclusion
Teaching is undeniably challenging. It 
forces many clinicians to go outside their 
comfort zone. Physicians can become bet-
ter teachers by learning even a little about 
effective teaching practices. By learning 
these practices, it is possible for both 
teachers and learners to get more out of 
the time they spend together. MM

Jason Szostek is an assistant professor of 
medicine at Mayo Clinic. One of his interests is 
education leadership. 
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with the learner and evaluated the learner’s 
performance using a clear, systematic ap-
proach, the teacher will be better prepared 
to deliver feedback and the learner will 
be better prepared to receive it. How that 
feedback is delivered is very important. 
The teacher may wish to phrase it in a way 
that communicates what they think of 
the learner’s performance or behavior and 
not what they might think of the learner 
himself.13  

In addition to communicating an as-
sessment of a particular behavior (behav-
ior-specific feedback), the teacher may 
consider communicating the criterion for 
that assessment so the learner understands 
what makes their behavior effective or 
less effective.13 For example, the teacher 
might say: “The way you communicated 
bad news was effective because you started 
the conversation with a valuable question: 
What is your understanding of your cur-
rent medical situation? That allowed you 
to determine where to begin the conversa-
tion (criterion).”  

Providing behavior-specific feedback 
with a criterion encourages learners to 
keep doing what they’re doing or consider 
changing their behavior. Performance- 
specific or behavior-specific, criterion-
based feedback may be formative or sum-
mative. Formative feedback is specific to 
the behavior and may be offered following 
a case presentation, a medical decision, a 
physical exam maneuver, a patient interac-
tion, a review of a learner’s patient note, 
etc. Summative feedback can provide the 
learner with an understanding of their 
overall performance or their performance 
in a particular area. It might sound like 
this: “Overall, your performance was truly 
outstanding, and these are the elements of 
your performance that resulted in that as-
sessment. …”  

Providing learners with feedback, both 
formative/summative and positive/nega-
tive, helps them understand which behav-
iors to continue and which ones to change. 
Furthermore, providing learners with 
more comprehensive feedback on their 
knowledge, skills and attitudes may help 
them more fully develop as physicians.

5. Provide Learners with Feedback 
on their Performance
If the teacher has cultivated a positive 
learning environment, established goals 

FIGURE 2

The One-Minute Preceptor 
or 6-Step Microskills 
approach

1. Get a commitment
Teacher: In this 76-year-old woman with 
osteoporosis who has been on alendronate 
(and adherent) for eight months, do you 
consider her recent T12 compression 
fracture, resulting from a fall from standing 
height, a treatment failure?  

Learner: Maybe … but probably not.

2. Probe for supporting evidence
Teacher: Tell me about your rationale.  

Learner: I think that bisphosphonates are 
intended to reduce fracture risk and that a 
patient experiencing one fracture while on 
therapy is not indicative of treatment failure, 
but I’m not certain.

3. Teach a general rule
Teacher: In general, consider 
bisphosphonate treatment failure in patients 
who experience two or more fractures while 
on therapy.

4. Provide positive feedback/tell 
them what they did right
Teacher: Continue to ask patients about 
their adherence to medications (behavior) 
because their adherence or non-adherence 
can drastically influence your management 
plan (criterion).

5. Provide negative feedback/tell 
them what they did wrong
Teacher: Next time you have a patient on a 
bisphosphonate who sustains a fracture, ask 
yourself if this is a treatment failure (behavior) 
because the patient may need a different 
treatment plan (criterion). 

6. Identify the next learning steps
Teacher: What more do you want to learn 
about in regards to osteoporosis treatment?

Learner: I want to look into other definitions 
of bisphosphonate treatment failure and also 
into other treatment options. 
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What is a Good Doctor?
BY ALAN M. JOHNS, MD, MED

Health systems, medical societies, medical school faculty and academic leaders have all attempted to define the 

characteristics of a good physician. What has been absent in these endeavors is the patient’s voice. This article 

explores patients’ definitions of the term “good physician” found in the literature and in a recent informal 

qualitative study of retired university staff and faculty. Common themes include communication, expertise, 

compassion and respect for patient autonomy. This work will be used to inform changes to the curriculum for 

first-year medical students at the University of Minnesota, Duluth.

I need a doctor. Can you recommend 
someone?” Many of us have been asked 
this by patients, family members and 

friends. When faced with this question, I 
often have to stop and think. Sometimes, 
I’ll ask the person about their preferences. 
Do they want someone young or mature? 
Male or female? Would they prefer a clinic 
in their neighborhood or a downtown lo-
cation? Their usual response: “I don’t care. 
I just want a good doctor.” 

There have been numerous attempts to 
identify what constitutes a good doctor. 
Medical schools and residency programs 
use as criteria a physician’s research ac-
tivity, publications and ratings by peers. 
Health systems use quality metrics related 
to patient care such as chronic disease 
management data, timely chart comple-
tion, number of patients seen and online 
educational modules completed. City and 
regional magazines devote entire issues to 
identifying “best doctors” based on recom-
mendations of their peers. Medical societ-
ies recognize physicians through yearly 
awards. All of these efforts are missing one 
important perspective: the patient’s.

The Missing Perspective
A PubMed search using the term “good 
physician” produced only three articles 
and a thoughtful editorial that considered 
the patient’s perspective. In one of the 
articles, Pellegrino identified medicine, 
law, ministry and some academic occu-
pations as “learned professions.” 1 What 
distinguishes them from others, he wrote, 

is their focus on the welfare of the people 
they serve. In the case of physicians, they 
commit themselves to patients whenever 
they ask the question, “What can I do 
for you?” Pellegrino further stated that 
patients look for virtues such as trust, be-
nevolence, intellectual honesty, courage, 
compassion and truthfulness in members 
of the medical profession.1

Two other articles reported results from 
studies in which patients were asked di-
rectly to identify characteristics of good 
physicians. Schattner, Rudin and Jellin 

surveyed 445 hospitalized and ambulatory 
adult patients over one month. The pa-
tients were asked to pick the four most im-
portant attributes of a good physician from 
a list of 21. The results showed a variety 
of opinions, with only six patients mak-
ing identical choices. The attributes most 
frequently chosen were “experienced” 
(50%), “patient” (38%), “informed” (36%) 
and “attentive” (30%). Other frequently 
chosen attributes were: “representing the 
patient’s interests,” “truthfulness,” “up-to-
date knowledge” and “respectful of patient 
preferences.” 2

Bendapudi and colleagues asked pa-
tients to identify ideal physician behav-
iors. In their study, they contacted 192 
patients from Mayo Clinic by phone and 
asked them to describe a “best physician” 
experience and identify ideal physician 
behaviors. This qualitative study found the 
ideal physician is confident, empathetic, 
humane, personal, forthright, respect-
ful and thorough.3 Technical skills were 

not specifically discussed, although the 
authors said they thought patients gener-
ally assume their physician is technically 
competent.

In his review of Bendapudi’s article, Li 
stated “The quality of care and the quality 
of caring are inseparable.” 4 Li also noted 
the ideal clinical encounter involves car-
ing by both the physician and the health 
system. 

I recently gave a talk about medical 
education to a group of retired univer-
sity faculty and staff. They were a bright, 
motivated group who returned to college 
to continue their learning. During the 
question-and-answer session, I decided to 
take advantage of their collective wisdom 
as patients. I asked them to work together 
to describe “a good physician.” I wanted 
to compare the common themes in their 
discussion with those in published articles 
on the topic. 

The retired faculty and staff identified 
many of the same qualities a noted in the 
published articles. Participants said good 
physicians do the following: They listen, 
explain, work as partners with the patient, 
work in teams with other providers, are 
available and have expertise. These cor-
relate with Schattner’s identified attributes 
of a good physician and Bendapudi’s list 
of ideal behaviors. Some of the retired 
faculty and staff indicated that a focus on 
prevention should be on the list of desired 
qualities. The group also felt physician as-
sistants and nurse practitioners should be 
held to the same standards. Interestingly, 

“
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attention in an increasingly impersonal 
health care system. We need to teach the 
next generation of physicians how to give 
them what they deserve. MM

Alan Johns is associate dean for curriculum, 
medical education and technology at the 
University of Minnesota Medical School, 
Duluth.
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and real patients rather than faculty may 
assess students’ communication skills. 

The new curriculum also should empha-
size how to appropriately use an electronic 
health record (EHR) while talking to a 
patient. In a review of articles on the EHR’s 
effect on physician-patient communication, 
Shachak and Reis noted that EHRs have the 
potential to negatively influence patient-
doctor communication.5 One article in the 
review found screen-gazing was present 
during 40% of patient visits and heavy 
keyboard use was noted in 24%.5 Teaching 
appropriate methods for EHR use such as 
getting fingers off the keyboard and eyes off 
the screen will encourage better connection 
between patients and future physicians.

Conclusion
After reviewing the scant literature, doing 
the exercise with retired faculty and staff, 
and reflecting on my 36 years as a general 
internist, I’ve concluded that being a good 
physician comes down to listening, car-
ing and engaging patients in their medical 
care. Patients hunger for our personal 

in my group and in the published studies 
time spent with a patient was rarely men-
tioned as an indicator of a good physician. 
Perhaps that is because time is not always 
a good metric for “caring.” Some physi-
cians are able to demonstrate the virtues 
patients are looking for during a 10-min-
ute visit; conversely, others can spend an 
hour with a patient and leave them cold. 

Communication is Key
The findings from this literature review 
and qualitative study will be used in a 
curriculum redesign presently underway 
at the University of Minnesota Medical 
School, Duluth. Many of the attributes 
identified relate to communication skills. 
For that reason, greater emphasis will be 
placed on those skills in an introductory 
course on fundamentals for success as a 
primary care physician. Students will be 
made aware of the literature related to 
patient preferences in the way physicians 
communicate. Scenarios may be devel-
oped to illustrate what patients want in a 
physician. As part of the redesign, actors 
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A 64-year-old-male presented with left 
scrotal swelling that had progressed 
over several years. Presentation 

was delayed, and physical examination 
during a urologic consultation demon-
strated watermelon-sized swelling of his 
scrotum with significant lymphedema. 
The patient denied left testicular pain but 
indicated discomfort because of the size 
of his scrotum. His initial imaging assess-
ment included a testicular ultrasound that 
showed multiple complex solid and cystic 
masses throughout his left scrotum with-
out definite visualization of the left testicle. 
Testicular tumor markers, including alpha 
fetoprotein and beta hCG, were negative. A 
contrast-enhanced computed tomography 
(CT) exam showed a large complex left 
extratesticular scrotal mass (Figure 1). The 
patient underwent a radical left orchiec-
tomy, left hemiscrotectomy, left retroperi-
toneal lymph node dissection and complex 
scrotoplasty. He was discharged from the 
hospital two days later.

Discussion
Tumors in the scrotum are generally clas-
sified as intratesticular or extratesticular. 
Statistically, intratesticular tumors are 
more likely to be malignant than extra-
testicular tumors, which are typically 

Figure 1. CT images demonstrate a large, complex 
extratesticular left scrotal mass containing fat (red 
arrow), cystic components (blue arrow) and enhancing 
solid components (green arrow). 

Each year, Minnesota Medicine highlights research and clinical work undertaken by Minnesota medical 
students, residents and fellows. The goal is to not only showcase the good work these medical trainees are 
doing but also to inform readers about pertinent topics. 

This year, nearly 30 trainees submitted brief papers describing original research or interesting cases. The 
manuscripts were evaluated with regard to these and other questions: Did the authors provide an adequate 
description of the case or the problem? Was their methodology sound? Did they conduct an adequate review 
of relevant scientific literature? Do the findings or does the case have implications for practice or further 
research? The reviewers selected seven submissions for publication in this issue. Others will be published in 
future issues.

We thank both those who submitted their work and our reviewers: Angela Buffington, PhD; Peter 
Kernahan, MD, PhD; Zeke McKinney, MD, MHI, MPH; and Barbara Yawn, MD.

Extratesticular Liposarcoma
BY NOELLE HOVEN, MD, AND JAMES BOYUM, MD

benign.1-3 Extratesticular tissue includes 
the epididymis, vestigial remnants, tunica 
vaginalis and spermatic cord. 

The majority of extratesticular abnor-
malities include epididymal head cyst/
spermatocele, scrotal fluid collections 
(eg, hydrocele or pyocele), hernias and 
inflammatory lesions (eg, epididymi-
tis).3 The most common extratesticular 
soft-tissue neoplasm of the scrotum is a 
lipoma, which represents up to 45% of 
extratesticular masses.1,3 Other benign 
nonepididymal mesenchymal masses of 
the scrotum include leiomyoma, neuro-
fibroma, granular cell tumor and fibrous 
pseudotumor.1 Most malignant extrates-
ticular tumors are sarcomas that arise 
from the spermatic cord. These neoplasms 
include liposarcoma, rhabdomyosarcoma, 
leiomyosarcoma and malignant fibrous 
histiocytoma—all of which are rare.1,2 

This was a case of liposarcoma, which 
typically presents as an enlarging, pain-
less scrotal mass.3 This patient’s tumor was 
classified as a myxoid liposarcoma with 
areas of dedifferentiation (Figure 2); it mea-
sured 25.4 x 21.5 x 20.0 cm and weighed 
18 lbs. 

Extratesticular liposarcoma is a rare 
neoplasm. Cases are typically reported 
individually or in larger studies of liposar-
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coma throughout the body; the 
mean age of presentation is 63 
years.1,3,4 Radical orchiectomy 
is the primary treatment. Lipo-
sarcomas are the most radio-
sensitive of sarcomas. There-
fore, radiation therapy can 
be used to treat intermediate 
or high-grade tumors.3 Local 
recurrence has been described 
in up to 25% and metastasis in 
10% of patients. Positive lymph 
nodes can be seen in nearly 
40% of cases; in this case, sus-
picious lymph nodes shown on 
CT were negative upon histo-
pathologic analysis.3

Ultrasound is the best imaging modal-
ity for initial testicular evaluation given 
its accessibility, low cost and ability to 
produce high-resolution images in real-
time.2,3 However, ultrasound findings can 
be inconclusive given variable and non-
specific characterization.2 CT and/or MRI 
is often the next step in evaluation. CT is 
useful for excluding an inguinal hernia 
and for characterizing the morphology of 
a mass and staging a mass. The wide field 
of view and high-contrast spatial resolu-
tion of MRI is useful for localization, 
defining anatomic relationships and tissue 
characterization (eg, fat, fibrosis, blood 
products, etc.).2,3

In summary, extratesticular liposar-
coma is a rare neoplasm treated with 
orchiectomy. It tends to have a prolonged 
clinical course and potential for recur-
rence and metastasis. MM

Noelle Hoven is a resident and James Boyum 
is a staff radiologist and assistant professor in 
the department of diagnostic radiology at the 
University of Minnesota.

Learning points
• Testicular tumors are generally 

classified as intra- or extratesticu-
lar. Intratesticular tumors are usu-
ally malignant, and extratesticular 
tumors are most likely benign.

• Ultrasound is the initial imaging 
modality of choice for evaluation 
of the testes. Further characteriza-
tion of a testicular abnormality 
can be achieved with contrast-
enhanced CT or MRI.

• Liposarcoma is a rare extratesticu-
lar neoplasm. Such tumors often 
present as a painless, enlarging 
mass that can be mistaken for 
other benign extratesticular abnor-
malities including an inguinal her-
nia. An extratesticular liposarcoma 
is most commonly treated with 
radical orchiectomy and some-
times with radiation and chemo-
therapy, depending on histologic 
grade and staging.

Figure 2. Myxoid liposarcoma surgical specimen
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Discussion
This case illustrates the diagnostic chal-
lenges associated with exfoliative muco-
cutaneous disease. Although our patient’s 
disease was most likely secondary to 
sulfasalazine ingestion, the potential role 
of Mycoplasma pneumonia could not be 
dismissed, given her striking mucositis, 
young age and positive Mycoplasma IgM 
serology. Most cases of MIRM show sparse-
to-moderate skin involvement rather than a 
TEN-like appearance (Table 1). 

Optimal treatment of SJS/TEN is not 
well-elucidated. Early identification and 
discontinuation of the inciting drug are 

Upon admission, she exhibited epider-
mal detachment with positive Nikolsky 
sign (epidermal separation with shear 
force) and prominent mucositis of the lips 
(Figure 1) and vagina. A biopsy demon-
strated full-thickness epidermal necrosis 
without significant inflammation, consis-
tent with TEN. Infectious disease work-up 
revealed positive Mycoplasma IgM anti-
bodies. Chest X-ray showed interstitial 
and airspace opacities. IVIg was increased 
to 0.78 mg/kg/day for five days, azithro-
mycin was started for possible MIRM, and 
the patient underwent surgical debride-
ment with xenograft placement (Figure 2). 
Prednisolone acetate solution, cyclospo-
rine emulsion and artificial teardrops were 
recommended for ocular involvement. 
Vaginal dilators and intravaginal triamcin-
olone 0.1% cream were recommended to 
prevent vaginal strictures; a Foley catheter 
was placed to prevent urinary strictures. 
Four days after presentation, skin slough-
ing had stopped and re-epithelialization 
begun. The patient’s mucositis resolved 
without cicatrix formation.    

Toxic epidermal necrolysis (TEN) is 
a life-threatening exfoliative skin re-
action that lies on a spectrum with 

Stevens-Johnson syndrome (SJS). Recently, 
Mycoplasma pneumoniae-induced rash 
and mucositis (MIRM) has been described 
as a separate-but-similar entity. MIRM is 
more common in children and is character-
ized by prominent mucositis with a sparse 
(often vesiculobullous) skin eruption—al-
though cases mimicking TEN have been 
described.1  

Case 
Two weeks after an 11-year-old female was 
started on sulfasalazine for juvenile idio-
pathic arthritis, she developed redness of 
her cheeks, bullae of the lips and vaginal 
erosions. The eruption rapidly progressed 
to a diffuse erythematous rash (60% body 
surface area) studded with large tense bul-
lae (30% body surface area), involving the 
trunk and proximal extremities. She was 
seen at a local hospital, diagnosed with 
SJS/TEN, started on IVIg at 0.5 mg/kg/
day and transferred to Hennepin County 
Medical Center for burn-unit–level care.   

Figure 1. Patient’s lips demonstrate hemorrhagic 
crusting and severe mucositis characteristic of TEN.

Figure 2. Left: Patient’s skin prior to debridement and xenograft placement. Right: Patient’s skin following debridement and xenograft placement.

Toxic Epidermal Necrolysis in a Pediatric Patient
BY SOLVEIG HAGEN, KATHERINE GREY AND SARA HYLWA, MD 
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most important. Prompt transfer to a burn 
unit for aggressive skin care improves 
the chance of survival.2 Although mul-
tiple medical therapies have been studied 
(Table 2),3–7 IVIg is often the mainstay of 
treatment.8 In severe cases, early debride-
ment removes sloughed skin—a nidus for 
infection.9 Coverage with xenograft, col-
lagen or cadaveric grafts promotes wound 
closure and may change the local cytokine 
milieu, favoring cessation of detachment.9 
Children with TEN are at greatest risk for 
airway compromise early in the disease 
process because of airway edema; prompt 
bronchoscopy is recommended with re-
peat bronchoscopy within 24 to 48 hours 
if symptomatic.8 Without timely and com-
prehensive treatment, serious long-term 
sequelae may ensue including dyspigmen-
tation, nail changes, dry-eye syndrome, 
chronic conjunctivitis with scarring and 
vulvovaginal synechiae.10   

Dermatologists and primary care physi-
cians need to be aware of these rare-but-
serious diseases. MM

Solveig Hagen and Katherine Grey are medical 
students at the University of Minnesota. Sara 
Hylwa is with Hennepin County Medical 
Center’s Parkside Occupational and Contact 
Dermatitis Clinic and the University of 
Minnesota department of dermatology.
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TABLE 2

Proposed systemic treatments for SJS/TEN 

THERAPY PROPOSED MECHANISM OF ACTION
EVIDENCE-BASED 

RECOMMENDATIONS
Systemic 
corticosteroids

Anti-inflammatory; reduces immune 
response to exogenous agent

Equivocal for SJS; inconsistent results 
with some studies showing increased 
morbidity (risk of sepsis)
Not recommended for TEN; associated 
with increased mortality

Human intravenous 
immunoglobulin 
(IVIg)

Autoantibodies versus Fas in IVIg 
prevent Fas/FasL-mediated apoptosis

Equivocal; considered first-line therapy 
despite studies demonstrating spectrum 
of outcomes

Cyclosporine Immunosuppressive; inhibits apoptosis 
by down-regulating NF-kB

May improve outcomes; associated 
with reduced mortality compared to 
IVIg

Tumor necrosis 
factor (TNF)-alpha 
inhibitors

Inhibition of TNF-alpha prevents 
apoptosis

Equivocal; thalidomide is associated 
with increased mortality, although 
other TNF-alpha inhibitors may 
provide benefit as second- or third-line 
therapies in severe cases

Cyclophosphamide Inhibit cell-mediated cytotoxicity Not recommended; associated with 
increased mortality

Plasmapheresis Eliminates pathogenic elements found 
in plasma

Limited data; generally safe

TABLE 1

Clinical features of SJS, TEN and MIRM

SJS SJS-TEN OVERLAP TEN MIRM

Mucosal involvement 2+ sites 2+ sites 2+ sites Predominant
mucosal 
involvement

Skin findings Erythematous to 
dusky macules
Flat atypical 
targets
Bullae
Necrosis

Erythematous to 
dusky macules
Flat atypical 
targets
Bullae
Necrosis

Erythematous to 
dusky macules
Flat atypical 
targets
Bullae
Necrosis

Vesiculobullous 
targetoids
Macules

Epidermal detachment 
(% body surface area)

< 10% 10-30% > 30% < 10% (usually)

Cause Medications
Herpes simplex 
virus
Mycoplasma 
pneumoniae

Medications Medications Mycoplasma 
pneumoniae
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Traumatic gluteal compartment syn-
drome (GCS) can result from high- or 
low-energy blunt trauma.1 Most cases 

present with concomitant hip or pelvic 
fracture.1 We report a case of traumatic 
GCS without fracture that was managed 
using a hybrid strategy that combined an-
gioembolization and fasciotomy. 

Case
A healthy 52-year-old male was brought 
to our institution by EMS after being 
struck by a motor vehicle while riding his 
bicycle. He was hemodynamically normal 
on arrival and throughout his course. 
His primary complaint was severe pain 
in his right hip that was accompanied by 
numbness and subjective coolness in the 
extremity. Exam revealed 0/5 strength and 
decreased sensation in the right leg with a 
normal vascular exam. The patient’s right 
buttock was tensely distended and ecchy-
motic, and he had severe pain with passive 
range of motion of the hip. Compartment 
pressures were not measured. The re-
mainder of the examination was normal. 
Laboratory evaluation was unremarkable, 
including a serum hemoglobin of 12 mg/
dL. CT scan of the abdomen and pelvis 
demonstrated extravasation of contrast 
within the right buttock (Figure 1), sug-
gesting the diagnosis of GCS related to a 
gluteal artery injury.

The patient underwent emergent selec-
tive angiogram of the right pelvis. It dem-
onstrated active extravasation from a distal 
branch of the right internal iliac artery, 
thought to be the inferior gluteal artery, 
into a large pseudoaneurysm cavity in the 

right buttock (Figure 2). 
Coil embolization of the 
bleeding vessel was per-
formed proximally and 
distally to the site of ex-
travasation; a completion 
angiogram demonstrated 
no further filling of the 
pseudoaneurysm cavity 
(Figure 3).

The patient was then 
brought to the operating 
room, where he under-
went right buttock fasci-
otomies via the middle 
segment of a Kocher-Lan-
genbeck approach. When 
the fascia of the gluteus 
maximus was incised, 
the muscle was tensely 
distended and approxi-
mately 500 cc of clot was 
evacuated from the space. 
No active hemorrhage 
was noted. The fascia lata 
also was incised with no 
bleeding or clot noted. 
The wound was closed 
primarily over drains.

Full strength returned 
to the right lower ex-
tremity within hours 
postoperatively. He was discharged home 
on postoperative day 7 without residual 
paresthesia. He was ambulating without 
assistance within two weeks following 
discharge.

Figure 1. CT scan 
demonstrating extravasation 
of contrast within distended 

right buttock.

Figure 2. Selective 
angiogram of right 
pelvis demonstrating 
extravasation of 
contrast into large 
pseudoaneurysm 
cavity associated 
with arterial injury.

Gluteal Compartment Syndrome:  
Successful Management with Combined 
Angioembolization and Surgical Decompression
BY JOHN R. SPRATT, MD, PETER A. BRETZMAN, MD, PAUL M. LAFFERTY, MD, AND MICHAEL D. MCGONIGAL, MD
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ment pressure measurement in this setting 
is controversial.2-5 In a review of 28 cases 
of GCS, six (21.4%) were traumatic in 
nature, all of which were managed with 
surgical decompression alone.1 In our pa-
tient, we used angiography to identify and 

control intracompart-
ment hemorrhage, which 
was followed by surgical 
decompression. This ap-
proach prevents ongoing 
bleeding at the time of 
exploration, which may 
be difficult to control 
because of an individual 
patient’s anatomy. It also 
is superior to immediate 
decompression in prop-
erly selected cases. MM

John Spratt is a resident 
in general surgery at the 
University of Minnesota. 
Peter Bretzman, Paul 
Lafferty and Michael 
McGonigal are with Regions 
Hospital in St. Paul. 

Discussion
Traumatic gluteal compartment syndrome 
is a rare and dangerous condition result-
ing from both high- and low-energy blunt 
trauma. Diagnosis is generally made 
through a combination of clinical exam 
and imaging. The necessity of compart-

Drug-Induced Lupus: Treating One Ailment Can  
Lead to Another 
BY CLAIRE JANSSON-KNODELL, MD, AND MARY JO KASTEN, MD

A 65-year-old male with a history of 
papulopustular rosacea presented 
to rheumatology with a six-month 

history of polyarticular joint pain, night 
sweats and an unintended 12-pound 
weight loss. He reported pain in his DIP 
joints, PIP joints, feet and knees. Associ-
ated symptoms included 15 minutes of 
morning stiffness, dry eyes and subjective 
weakness. He had no rash, joint swell-
ing or erythema. His pain improved with 
NSAIDs and time. He had been taking mi-
nocycline for papulopustular rosacea for 
five years. Minocycline was discontinued 

after consulting an internist about night 
sweats, so that cultures could be obtained 
off antibiotics. His arthralgias rapidly im-
proved, and all symptoms were nearly re-
solved 10 days after stopping minocycline.   

On exam his vitals were normal. He was 
in no distress and appeared well. Skin exam 
revealed no rash. There was no lymphade-
nopathy or organomegaly. Cardiopulmonary 
exam was unremarkable.  Musculoskeletal 
exam revealed no synovitis in any joint; He-
berden’s and Bouchard’s nodes were present. 
His joints had normal range of motion. His 
motor strength was 5/5 on neurologic exam.          

White blood cell and platelet counts 
were normal. The patient was mildly ane-
mic with hemoglobin of 13.2 g/dL. These 
labs were obtained prior to discontinu-
ing minocycline and showed C-reactive 
protein elevated at 46.7 mg/dL and sedi-
mentation rate elevated at 47 mm/hour.  
Rheumatoid factor and anti-cyclic citrul-
linated peptide antibody (anti-CCP) were 
negative. Antinuclear antibody (ANA) was 
weakly positive at 2.4. Nonrheumatologic 
etiologies for his positive ANA were con-
sidered and deemed less likely by history 
and physical exam (Table). Additional 

Figure 3. 
Completion 
angiogram 
of right pelvis 
demonstrating 
resolution 
of arterial 
extravasation 
following 
coiling.
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*With minocycline-induced lupus, the ds-DNA 
antibody is more likely to be positive than the anti-
histone antibody: 92% versus 13%. This discrepancy 
makes the ds-DNA antibody a more useful diagnostic 
test. (Source: Schlienger RG, Bircher AJ, Meier CR. 
Minocycline-induced lupus. A systematic review. 
Dermatology. 2000;200:223–31.)
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Conclusion 
This case illustrates the potential of iat-
rogenic complications: creating a second 
illness by treating the first one. Although 
drug-induced lupus is somewhat rare, it 
is a potential complication of treatment 
with a medication such as minocycline. 
Recognizing that this patient’s arthralgias 
may not have been caused by osteoarthri-
tis alone was essential in determining the 
cause of his inflammatory arthropathy.  
The case highlights the importance of a 
broad differential for new and unusual 
joint pain in the setting of co-existing de-
generative joint disease and a high index of 
suspicion for the adverse effects of medi-
cations—even if those medications have 
been well-tolerated in the past. MM

Claire Jansson-Knodell is an internal medicine 
resident in the Mayo School of Graduate 
Medical Education. Mary Jo Kasten is a 
consultant in the General Internal Medicine 
and Infectious Diseases divisions at Mayo 
Clinic. 

studies showed a positive double-stranded 
DNA antibody.*  Hand X-rays ruled out an 
erosive arthritis.  

The patient’s history, positive ANA and 
clinical course of improvement after dis-
continuing minocycline were indicative 
of drug-induced lupus. This phenomenon 
was observed in the setting of underlying 
osteoarthritis.  

Discussion 
Drug-induced lupus is an autoimmune 
disorder characterized by having at least 
one clinical feature of lupus (malar rash, 
photosensitivity, discoid rash, oral ulcers, 
arthritis, serositis, proteinuria, seizures or 
psychosis), no prior history of lupus, a pos-
itive ANA and improvement with elimina-
tion of the offending medication.1  

Drug-induced lupus is a relatively rare 
phenomenon. A matched case-control 
study in the United Kingdom found only 
three medications—hydralazine, carba-
mazepine and minocycline (odds ratio 
4.23)—have a causal relationship with 
drug-induced lupus.2 It occurs in only one 
in 1,000 patients exposed to minocycline.3   
Eighty-four percent of cases of drug- 
induced lupus have been reported in 
females—usually young women being 
treated with minocycline for acne.4  
Arthralgia is the most common present-
ing feature in drug-induced lupus and is 
seen in 73% to 100% of patients.5 Clinical 
features usually include constitutional 
symptoms, arthralgias, arthritis, serositis 
and myalgias. Typically, features of lupus 
resolve quickly with discontinuation of the 
offending agent, but lab abnormalities can 
persist for months to years.6 The treatment 
for drug-induced lupus is discontinuation 
of the offending agent. 

Viral diseases
   EBV
   HCV 
   HIV
   Parvovirus 19  

Bacterial diseases
   Subacute bacterial endocarditis
   Syphilis 

Malignancies
   Lymphoproliferative diseases 
   Paraneoplastic syndromes

Inflammatory bowel disease

Interstitial pulmonary fibrosis 

Source: Diseases Associated with a Positive ANA.
www.uptodate.com/contents/image?imageKey=RHEU
M%2F89802&topicKey=RHEUM%2F1822&rank=1%
7E150&source=see_link&search=ana&utdPopup=true] 
Courtesy of Donald B Bloch, MD.  Graphic 89802

TABLE

Other diseases associated with 
a positive ANA
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ing him substantial pain. The patient also 
reported increasing fatigue over several 
months, which had notably worsened in the 
last few weeks. He was admitted to our hos-
pital service for work up.

Initial labs revealed significant pancy-
topenia with a hemoglobin of 3.4, white 
blood cell count of 1.0 and platelet count 
of 16,000. Further peripheral blood smears 
and bone marrow biopsy were performed 
revealing AML. The AML was difficult 
to classify with cytology. The patient un-
derwent biopsies of both the border of 
the necrotic area of his left antihelix and 
the mass on his upper back. Both were re-
vealed to be basal cell carcinoma, nodular 
type. The patient’s AML was given priority 
for treatment over the basal cell carci-
noma. He underwent multiple platelet and 
red blood cell transfusions. The decision 
was made for a trial of chemotherapy. 
After one month, the patient entered 
hospice because of his inability to toler-
ate chemotherapy. He died approximately 
three months after initial presentation.

Basal cell carcinoma is the most com-
mon skin malignancy in the United 
States, and its incidence continues to 

rise.1 Risk factors include environmental 
exposure and genetic predisposition. Pre-
vention of morbidity and mortality focuses 
on early screening, diagnosis and treat-
ment.2 

Acute myeloid leukemia (AML) is the 
most common leukemia in adults. It is a 
group of defined hematopoietic neoplasms 
characterized by proliferation of precur-
sor myeloid cells with reduced potential to 
mature. Patients with AML usually present 
with vague, generalizable symptoms sec-
ondary to their pancytopenia.3

Case
A 68-year-old Caucasian male, who was 
self-employed as a farmer and had not seen 
a primary care physician in more than 40 
years, presented to the emergency depart-
ment reporting severe pain and an ulcer 
located on his left ear that had persisted 
for several months. He said the symptoms 
started following a spider bite more than 
a year earlier. Initially, he noticed a silver-
appearing lesion in his antihelix that had 
progressed over months, becoming more 
painful and eventually necrotic in the center. 
He attempted to tamponade the then nickel-
sized bleeding lesion with tissue (Figure 1) 
and indicated the pain had become excruci-
ating in the past few weeks. He also reported 
a similar lesion on his upper back, noting the 
mass had been growing for four to five years 
(Figure 2). He believed he had been bitten 
by a spider there as well. The mass on his 
upper back measured 3x3 cm. He described 
it as “not terribly bothersome” compared 
with the one on his left ear, which was caus-

Discussion 
This case highlights two issues: The first 
is the importance of having an established 
relationship with a primary care physician 
or other clinician. This patient had not 
been seen by a physician for many years. 
Citing that he was raised only to seek medi-
cal care when it was “really needed,” he was 
not aware of the need for routine visits and 
preventive screenings. Had our patient had 
an established relationship with a primary 
care provider, he may have felt comfortable 
making an appointment to discuss his on-
going and evolving symptoms.

The second is the need for skin screen-
ing whenever patients are in their physi-
cian’s office using USPSTF screening 
guidelines. Basal cell carcinoma is 100% 
curable when it has not metastasized 
and 95% curable when it has.4 Physicians 
should be especially diligent with those 
patients who have risk factors for skin 

Spider Bites: More than Meets the Eye
BY ANGELA R. OLERICH, DO, KEITH STELTER, MD, AND SUSAN LAABS, MD

Figure 1. Left ear lesion Figure 2. Upper back lesion

(continued on page 56)
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Pediatric Ingestion of Rare-Earth Magnets:  
A Growing Problem
BY KENDALL MCEACHRON, MD, BRENT BAUMAN, MD, AND BRADLEY SEGURA, MD, PHD

to 15,500), with an absolute
neutrophil count of 8.6/μL 
(normal: 0.8 to 7.7) and an 
elevated C-reactive protein 
of 110 mg/L (normal: < 
8.0). Abdominal plain films 
revealed a foreign body in 
the right lower quadrant and 
gas-filled loops of bowel in 
a nonobstructive pattern. 
There was no intra-abdomi-
nal free air (Figure).

The patient was taken 
to the operating room 
for an urgent diagnostic 
laparoscopy to exclude small 
bowel injury and potential 
fistulization. Laparoscopy 
demonstrated dilated loops 
of bowel, dense adhesions 
and free fluid in the pelvis; 
therefore, the procedure was 
converted to laparotomy. 
One perforation was found 
at the base of the cecum and 
an additional pair of perfo-
rations were found at  
40 cm and 60 cm, respec-
tively, proximal to the ileo-
cecal valve. These perfora-
tions were associated with 
chronic-appearing fistuli-
zation of the two involved 
small-bowel segments with 

Accidental ingestion of foreign bodies
is a well-known cause of morbidity 
in the pediatric population. Unfor-

tunately, the incidence of small-magnet 
ingestion (particularly those made of 
alloys of rare-earth elements) has been 
increasing since 2006.1 It is particularly
dangerous when multiple magnets are 
ingested individually. Unless ingested 
simultaneously, magnets may connect be-
tween multiple loops of bowel leading to 
potential obstruction, perforation and fis-
tula formation.2,3 Physicians, public health
officials and parents need to be aware of 
this danger associated with magnets com-
monly used on refrigerators, in jewelry 
and in other household items. 

Case
A 2-year-old boy presented to the emer-
gency department following 12 hours of 
nausea, vomiting, poor oral intake and 
worsening abdominal pain. Family mem-
bers stated that he swallowed a magnet the 
previous evening while playing with his 
sister. His mother noted that the child had 
ingested rocks and other small objects in 
the past, seemingly without complications. 
The child’s maternal aunt works at a fac-
tory that produces rare-earth magnets and 
brings these for the patient and his older 
sister to play with. His mother stated that 
he had previously ingested these magnets.

The patient presented to the ED with a 
temperature of 37.9°C and elevated heart 
rate (145 beats per minute). On physi-
cal exam, he was noted to be lethargic; 
however, abdominal exam elicited diffuse 
tenderness to palpation and attempts on 
the part of the patient to push away the 
examiner’s hand. The patient’s white blood 
cell count was 12,400/μL (normal: 5,500 

Figure. Supine (top) and upright 
(bottom) abdominal plain films. 

The right lower quadrant shows a 
radiopaque cylindrical foreign body 

measuring 8 x 6 mm. Scattered 
air-fluid levels are nonspecific. No 

pneumatosis, portal venous gas or 
free air is present. 
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several magnets as lead points. The cecal 
perforation was repaired with partial ce-
cectomy. The ileo-ileal fistula was taken 
down and the two bowel perforations 
were repaired primarily with suture. Intra-
operative fluoroscopy confirmed removal 
of all foreign bodies. The child did well 
postoperatively and was discharged seven 
days later.

Discussion
Since 2006, there have been changes to the 
mandatory standards pertaining to the use 
of rare-earth–variety magnets in children’s 
toys.4 However, these standards do not 
extend to other household items.1 As with 
the boy who presented in our ER, children 
will treat these magnets as toys if allowed. 
Our patient does not have developmental 
delay, pica or other hyperoral disorders. 
Children who do are at even greater risk  
of injury from magnet ingestion. Physi-
cians, public health officials and parents 
need to press for changes to the standards 
for rare-earth magnet use in items other 
than toys and, in the meantime, support 
public health initiatives to better protect 
children from this avoidable source of 
morbidity. MM

Kendall McEachron and Brent Bauman are 
general surgery residents at the University 
of Minnesota. Bradley Segura is an assistant 
professor in the department of surgery and 
a pediatric surgeon at the University of 
Minnesota Masonic Children’s Hospital.

cancer such as personal and family his-
tory, UV radiation exposure, advancing 
age and fair skin. The latter three risk 
factors were relevant for our patient. It 
is recommended that all persons be-
tween 20 and 40 years of age undergo 
routine skin screenings every three 
years and that they get screened annu-
ally after age 40.5 MM

Angela Olerich is a resident in the University 
of Minnesota Family Medicine Residency 
Program in Mankato. Keith Stelter is 
associate director of the program and a 
family physician at Mayo Clinic Health 
System’s EastRidge Clinic in Mankato. Susan 
Laabs is a family physician at Mayo Clinic 
Health System’s NorthRidge Clinic in North 
Mankato.
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Effective Treatment of Decompression-Related 
Spinal Cord Injury with a Novel Hyperbaric Oxygen 
Treatment: A Case Report
BY KERRI CHUNG, DO, AND DIANE MORTIMER, MD

A 64-year-old male, who was an expert 
scuba diver, suffered decompression 
sickness upon accidentally ascending 

from a 220-foot dive in less than two min-
utes instead of the planned 45 minutes. 
He initially required emergent treatment 
for severe cardiopulmonary and gastro-
intestinal symptoms. As these conditions 
improved, it became clear that he had 
sustained a spinal cord injury (SCI). His 
spinal cord perfusion pressure was com-
promised by inert nitrogen gas bubbles 
that settled in his blood vessels and tissues 
as a result of the decompression pathology. 
MRI demonstrated ischemic-type abnor-
malities at C2-7, T3-4 and T7-8.1  

Medical management included a 
two-week course of hyperbaric oxygen 
(HBO) recompression therapy. Air pres-
sure and oxygen levels in the chamber 
were increased in an attempt to facilitate 
the safe escape of injurious bubbles from 
the patient’s body. By post-injury day 4, 
however, his neurological status had not 
yet stabilized. He was then taken for an 
unprecedented 53-hour HBO session with 
pressures simulating a depth of 165 feet. 
Additional treatments involved one to two 
hours at pressures simulating depths of up 
to 100 feet. Traditional treatments, by con-
trast, last an hour at pressures simulating 
depths of less than 60 feet.2,3

Prior to his prolonged and deep HBO 
treatment, this patient was able to weakly 
shrug his shoulders and had patchy sen-

sation in the left upper limb. Afterward, 
his motor and sensory function steadily 
improved. At one week post-injury, his 
American Spinal Injury Association Im-
pairment Scale (AIS) classification was 
C6-B, or sensory incomplete. That is, he 
had sensation but demonstrated no reli-
able motor function in his shoulders, el-
bows and wrists. 

On day 14, he was admitted to an acute 
rehabilitation unit. He made impressive 
functional progress as he worked with the 
SCI rehabilitation team. At six weeks post 
injury, his AIS classification was T1-C, or 
motor incomplete, meaning he had consis-
tent motor and sensory function through-
out his upper limbs. Upon discharge from 
rehabilitation, he could move his upper 
and proximal lower limbs and had intact 
sensation in most dermatomes. He was 
able to self-propel a manual wheelchair 
but was unable to transfer from a bed to 
a chair independently because of chronic 
shoulder issues that limited his ability to 
bear weight. Once in a chair, however, he 
was independent with upper body  
activities. 

The patient was discharged to another 
rehabilitation facility closer to his home 
eight weeks post-injury and continued his 
recovery there. One year later, he is active 
in his community and has returned to his 
teaching job part-time. He uses a wheel-
chair for mobility as well as other adaptive 
devices. 

Discussion
Ischemic SCI in divers who develop de-
compression sickness during rapid ascent 
is often catastrophic. Survival and recov-
ery are not assured even with widely ac-
cepted treatment protocols.4 In this case, 
prolonged and deep HBO therapy helped 
treat this patient’s injury in a manner that, 
to our knowledge, has not been previously 
described. MM

Kerri Chung is a third-year resident in the 
physical medicine and rehabilitation program 
at the University of Minnesota. Diane Mortimer 
is a staff physician in physical medicine and 
rehabilitation at the Minneapolis Veterans 
Affairs Medical Center.
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Grow your full spectrum family medicine practice 
in central Minnesota:

• Long Prairie
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� Competitive compensation and full 

benefits package
� Loan repayment assistance
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About CentraCare:
• Regional referral center serving 690,000 
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payment 
reform

Come hear Harold Miller discuss MACRA, 
payment reform and how physicians can 
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“Physician-Led Payment Reform: 
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levels on initiatives to improve the quality of health care services 
and to change the fundamental structure of health care payment 
systems in order to support improved value. 

Learning objectives:

• Describe the role of MACRA in changing Medicare 
physician payments

• Examine the features of current payment models 

• Evaluate ways for physicians to lead in the 
development of new payment models 

• Explore how physician-designed payment models 
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Medical Center provides an excellent opportunity to practice quality medicine in a 
family oriented atmosphere. The Rochester community provides numerous cultural, 
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competitive salary and comprehensive benefi t package. 

Opportunities available in the following specialties:

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.olmstedmedicalcenter.org

EOE

Plastic Surgery
OMC Hospital

Women’s Health Pavilion 

Psychiatrist–Adult
Rochester Southeast Clinic

Psychiatrist
Child & Adolescence
Rochester Southeast Clinic

ENT
Rochester Southeast Clinic

General Surgery
OMC Hospital

Sleep Medicine
Rochester Northwest Clinic

Urology
OMC Hospital
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At HealthEast, our patients are our 
neighbors and we are dedicated to 
their, and our, optimal health and 
well-being. We are guided by our 
faith-based heritage, a call to healing 
that respects the dignity and culture of 
every person. We empower our patients 
with user-friendly access to their health 
information, dependable service, and 
affordable, high-quality care.

Our providers enjoy:
• Fulltime and Part-time schedules
• Exposure to the best and latest clinical 

skills and new technology
• Competitive compensation
• An excellent benefits package that 

includes health, dental, short and long 
term disability, life, matched 403b, 
retirement plans, cash benefit plan of 
3%,  CME, and medical malpractice

We put new, more efficient models of 
care into practice, allowing our 7,500 
employees and 850 physicians to 
focus on what’s important: providing 
compassionate health care that puts 
the patient and their needs first. 
With 14 clinics, home care, a medical 
transportation center, and four 
hospitals — Bethesda Hospital, St. 
John’s Hospital, St. Joseph’s Hospital, 
and Woodwinds Health Campus —  
we provide excellent family health 
and specialization, including primary, 
maternity, orthopaedics and post-
acute care.

We invite you to contact us
PHONE:  1-866-610-7219 
EMAIL:   providerrecruitment@ 
 healtheast.org
WEB:  www.healtheast.org

For your consideration, we are currently recruiting for the following:
• Family Medicine - with or without OB
• Hospitalist
• Emergency Medicine
• Pulmonary/Critical Care Medicine
• Endocrinology

• Vascular Surgery
• PM&R
• Psychiatry
• Rheumatology

He 
needs 
you.

North Memorial is hiring  
MDs, NPs and PA-Cs.
We are a fiercely independent, physician-led 
organization. Our physician leaders, including 
our CEO, CMO and VPs see patients every 
week. Healing defines us. Not bureaucracy. 
We treat our patients and our employees 
better. We’re committed to ensuring our 
providers have fulfilling clinical work, 
competitive salary and benefits, and work-life 
balance. Interested applicants may contact:

Robert McDonald, MD
Medical Director, Primary Care
Robert.McDonald@NorthMemorial.com

Todd Gengerke, MD
Medical Director, 
Urgent Care and Convenient Care Medicine
Todd.Gengerke@NorthMemorial.com

MMA’s 2016 
Annual 

Conference
September 23-24, 2016  
DoubleTree Park Place 

St. Louis Park

Save 
the 
Date!
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Lakeview Clinic is seeking 
BE/BC physicians to join our independent, 
multispecialty, physi cian-owned group 
in the southwest metro. Enjoy the best 
of all worlds, from rural to suburban in 
one of our 4 sites. Our top-notch group 
consists of family physicians, internists, 
pediatricians, OB/GYNs, and surgeons.
• Outpatient Position
• 4-day work week, 32 contact hours, 

occasional Saturday.
• Call is phone only coverage from home
• Opportunities for leadership
• Excellent work/life balance
• Outstanding compensation and benefits 

with profit sharing/401K
• Top notch schools, private/public
• Signing bonus

Now hiring for the  
following positions:
Internal Medicine
Family Medicine
Family Medicine/OB (In/Outpatient)

CONTACT:  
Sandra Beulke, MD

PHONE: 952-442-4461 

EMAIL: administration@
lakeviewclinic.com

WEB: www. 
lakeviewclinic.com

The perfect match
of career and lifestyle.

www.acmc.com  |  

FOR MORE INFORMATION:

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

Affiliated Community Medical Centers is a physician owned 
multispecialty group with 11 affiliate 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:

• Dermatology
• ENT
• Family Medicine
• Gastroenterology
• General Surgery
• Geriatrician
• Outpatient  

Internal Medicine 

• Hospitalist
• Infectious Disease
• Internal Medicine
• OB/GYN
• Oncology
• Orthopedic Surgery 
• Pediatrics

• Psychiatry
• Psychology
• Pulmonary/ 

Critical Care
• Rheumatology
• Sleep Medicine
• Urgent Care

The University of Minnesota Medical School Duluth invites 
applications for a full-time Assistant Professor (teaching 
track; non-tenured) in the Department of Family Medicine 
and Community Health Duluth. 

Candidates must have a M.D. or D.O. degree with Board 
Certification in Family Medicine or other primary care specialty, 
licensed or license eligible in Minnesota, with a minimum of 3 
years of related clinical practice. Evidence of essential verbal and 
written communication skills, including clarity in the delivery of 
lectures, as well as evidence of medical student and/or resident 
teaching is required. Preference will be given to candidates in 
the Family Medicine Specialty with experience with collaborative 
relationships including work in team settings with other health care 
professionals. Experience with teaching in a variety of settings and 
formats, including lectures, small groups and clinical instruction and 
interest in or evidence of medical education research is preferred. 
Experience in curriculum development, innovative teaching and 
learning practices and grant writing is strongly desired. 

For additional details regarding the position and to ensure 
consideration follow the application instructions online at:  
http://www1.umn.edu/ohr/employment/index/html (Job Opening 
ID #307392) Questions concerning the online application process 
should be directed to Linda Liskiewicz at lliskiew@d.umn.edu. 

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

Hour

Life in the heartland moves at 
a whole different pace, which is 
exactly why you’ll love it here. 

If you’re looking for the good life 
in an amazing place, come to 
Minnesota’s beautiful, lake-filled 
heartland. 

• Production bonus incentives
• Comprehensive benefits 
 & compensation
• Service area = nearly 100,000 For more information, 

contact Brad Lenertz 
(blenertz@alexclinic.com) 
or visit www.AlexClinic.com.

Employment
Opportunities:

• ER
• Dermatology
• Neurology
• OB/GYN
• Oncology
• Pediatrics
• Urology
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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 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
• Psychiatrist
• Pulmonologist
• Rheumatologist (part-time)
• 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

Fairview Health Services seeks physicians with an 
unwavering focus on delivering the best clinical care and  
a passion for providing outstanding patient experience.

We currently have opportunities in the following areas:
• Allergy/Immunology
• Dermatology
• Emergency Medicine
• Family Medicine
• General Surgery
• Geriatric Medicine
• Hospitalist
• Internal Medicine
• Med/Peds

Neurology•
OB/GYN•
Orthopedic Surgery•
Pain Medicine•
Palliative Medicine•
Pediatrics•
Psychiatry•
Pulmonary Medicine•

• Urology

THERE’S CARING
BEYOND TREATING,

W E L L  A N D  B E Y O N D

Sorry, no J1 opportunities.

TTY 612-672-7300
EEO/AA Employer

To learn more, visit fairview.org/physicians, call 
800-842-6469 or email recruit1@fairview.org

You focus on taking care of patients.
We’ll take care of the rest.

To learn more, visit allinahealth.org/physicianjobs.
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Roberta Beach is a cardiology 
administrative coordinator 
with M Health. 

On what inspired this 
poem: “One of our retired 
cardiology professors died 
and donated his body to the 
University of Minnesota’s 
Anatomy Bequest Program. 
Several weeks later, during 
a conversation with a 
member of his family, I was 
asked what seemed to be 
a rhetorical question: ‘I 
wonder where he is now…
physically?’ ‘Grace Anatomy’ 
began as an attempted 
answer. Having read about 
anatomy students and their 
complex reactions to gross 
lab, I also wanted to address 
these. Every physician who 
was involved in medical 
education and becomes an 
anatomy donor is not yet 
finished being a teacher.”

Grace anatomy 
BY ROBERTA M. BEACH

Every person in this room has already
Given one gift simple and profound: 
Difficult to give, harder to receive.
For each life and death, information provided 
Is limited enough to fold 
Into one small square of gauze. 
All deserve recognition. And yet ...
Stand at attention. Here. This man. 
How he died is not what is most important. 
His life? If you could only imagine. 
The aorta, coronary arteries 
Valves (cusped and semilunar), ventricles, atria ... 
He would have taught everything 
You need to know. And more. 
How to tell a patient a test was false 
Positive, a wife the situation is serious 
But her husband should survive 
A grandmother she needs open-heart surgery 
And will be healed for her grandchild’s wedding. 
Many times he entwined empathy, hope 
And sorrow into handpicked bouquets 
Placing vases in the angled plasma light 
Of hospice windows, certain his blooms 
Would last. For patients. 
For himself. Always respect who he was 
What he will teach you 
And, if you play requests 
Listen to Bach while you memorize 
The vascular system. 



Pain, Opioids and Addiction 
LECTURE SERIES

The Minnesota Medical Association (MMA), the Steve Rummler Hope Foundation (SRHF), and 
the University of Minnesota Medical School are collaborating 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.

For more information: mnmed.org/painseries

Topics featured in the lecture series:
• A Differential Diagnosis for Pain

• An Editorial on Pain

• How to Choose an Opioid: Practical Pharmacology

• Opioid Addiction and Pain, A Quagmire for Healthcare Professionals

• Opioid Addiction in Pregnancy

• Opioid Prescribing in Primary Care (NEW)

• Opioid Therapy for Chronic Pain

• Pain Management in the Emergency Department

• Pain Psychology, Mental Status Exam and Non-Opioid for High Risk Patients

• Symmetry and Asymmetry in Addiction Medicine (NEW)

• Ten Tips to Safely Prescribe Controlled Substances (NEW)

• The Opioid Epidemic (NEW)

• What is Buprenorphine? 

All lectures are free of cost.

These activities have been approved for AMA PRA Category 1 CreditTM 




