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President’s

Report

John Ingle, MD

Learning Better Medicine from
the Patients Who Have the Least

W

here we
come
from
shapes who we are
as people and as
physicians.

Growing up in the
border city of El Paso, Texas, I didn’t have to
travel far to understand how unequal health
care and services are around the world. The
disparities there were self-evident. Within
the limits of a bustling U.S. city were the
colonias. Within these shanties built of
scrap materials, Mexican immigrants were
living without running water or sewage.
Charities would go into the colonias to
provide education on basic sanitation and
health. People in El Paso would criticize
the immigrants because they felt they were
living off the fringes of society without
paying taxes. Yet some of those same critics
would hire them to work on their farms.
I think a lot of my inspiration as a doctor
comes from the recognition of these
disparities at an early age. I understood
that the immigrants in El Paso wanted
something better for their families. People
from Mexico would risk their lives to
cross the border to receive medical care
in the U.S. They were doing what they
thought was best, and they were hoping
for better. I think that we all can identify
with that basic concept.
I was a medical student at Boston
Medical Center during the passage of
Massachusetts healthcare reform. People
in Boston had better access to care than
probably anywhere else in the country at
that time. Now, the Affordable Care Act
reflects some of the concepts of healthcare
delivery that began in Massachusetts. Yet
I remember as a medical student we often
struggled to discharge immigrant and
low-income patients from the hospital.
There were significant limitations for
these individuals to receive the outpatient
rehab or the mental health care they
needed.
2
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During my otolaryngology residency
in Albuquerque, New Mexico, I learned
particular skills working with poor and
disenfranchised patients: how to choose
the most effective yet least expensive
medications and which pharmacies
would provide them at low cost. I needed
my patients to be able to take their
antibiotics after being hospitalized for
life-threating infections.
We cared for a large Native American
population, plagued by obesity, diabetes,
alcoholism, mental illness, violence
and suicide, as are many vulnerable
populations in this country. I remember
seeing a provocative art exhibit by a
prominent Native American artist in
New Mexico. The exhibit displayed a
traditional funeral and burial scene.
Around the funeral setting were stacks of
government surplus food, convenience
foods and alcohol bottles. The artist felt
that these outside influences had eroded
Native American culture, leading to
premature death and a loss of dignity.
As we struggle to fill the gaps in health
care and eliminate health disparities, we
need to go back to the basics and figure
out how to best spend within the limits
of the finite dollar. Many of you who have
practiced medicine in other countries
understand the waste and cost inflation
occurring in the U.S. We need to find the
middle ground. We are spending a lot of
money on administrative costs, medical
technology and imaging that may not
result in improved outcomes or quality
of life. We are providing expensive and
intensive end-of-life care.
We are entrusted with great ethical
responsibility as healers. Let us do our
part to recommend the most effective and
lowest cost interventions. Brand name
drugs and expensive medical devices
with questionable benefit ought to be
approached with caution. People are
counting on us as professionals to make
the system better.
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around
the union

2012 CIR National Convention

The theme of this year’s convention “Residency, Culture and Community,” explored residents’ power to change the culture of medicine and to
advocate for their communities. Delegates elected a new executive committee (top right) and heard speeches by Dr. Josh Sharfstein (bottom
center) and Dr. Lucian Leape (bottom right). See speaker highlights at http://cir.seiu.org/circonvention2012

Contract Victory in Boston
CIR residents at Boston Medical Center were the first of BMC’s
bargaining units to successfully negotiate significant salary increases
following several years of a wage freeze, returning the housestaff
salaries to market competitiveness. Residents also collaborated with
BMC to eliminate duty hour violations, bargaining hard to protect
house officers from punitive action if they fail to log their hours on
a weekly basis and opening a dialogue on the systemic barriers that
prevent residents from timely logging.
“It’s tempting to have an ‘us versus them’ mentality,” said Rachael
Bonawitz, a PGY 2 in pediatrics, “but I really feel like both
management and the union had similar goals and united in the
future of BMC. It feels good to be able to bring back this tangible
result to our members.”
Additional gains include the establishment of a Quality
Improvement committee; improvements to their on-call
meals; new voluntary vision, law and life insurance benefits;
and continued funding for quality of life benefits, like the Taxi
Voucher Program.
“We all spend our days taking care of others,” said Zoe
Weinstein, a PGY 1 in internal medicine. “At the end of the day

it is also empowering to do something for yourself to make your
working conditions better, which will hopefully in turn improve
the patient experience.”

CIR Leader Named to
National GME Advisory
Committee
Michael Core, MD, former CIR Regional
Vice President from Southern California,
has been named to a three year term
on the Council on Graduate Medical
Education (COGME). Dr. Core completed a chief resident/
faculty development fellowship at Harbor UCLA Medical
Center this June following his graduation from the Family
Medicine program at Harbor in 2011. He begins a two-year
USC Obstetric Fellowship at California Hospital in July.
COGME was created in 1986 to advise Congress and the
Executive Branch about physician workforce issues, including
the number, specialty mix and diversity of physicians; the
financing of graduate medical education; and the delivery of
health care.
CIR Vitals
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What Can Residents Gain by Sticking Together?
A NY CIR Leader Reflects on a Housing Dispute

W

hen the 2011 interns were not offered housing at St.
Luke’s-Roosevelt Hospital’s uptown apartment building
in New York, the first red flag was raised. The rumors
continued to circulate for months. Upon questioning, hospital
management admitted it was considering leasing or selling the
residential building—home to 35 to 40 residents and their families
as well as nursing staff—but promised that residents would be able
to reside in their homes for the duration of their training. But on
February 14, 2012, the hospital officially announced that all hospital
employees must vacate their apartments by July.
“So that’s when we got CIR involved,” said Dr. Scott Stein, a
PGY 3 in internal medicine. Dr. Stein, a CIR delegate, helped
rally the residents—even those not affected by the closure—and
called on the hospital to come to the table.
“Our message from the beginning, from our first negotiation, was
that no matter what’s going on and no matter what’s going to
change, we’ll have the strongest bargaining power, and we’ll have
the strongest point to make if we do this together.”
“We rounded everybody up to look at our options,” Dr. Stein
said. They considered whether they wanted to pursue legal
action or work with the hospital to seek a solution through
direct discussion with them.
“In the end we thought it would probably be easier and quicker
to work with the hospital to find a better resolution in terms of
making the transition.”
The residents approached the hospital administration as a united

group, and the hospital paid attention.
Residents were offered one month free rent,
and most were able to keep their rents at or
just above what they previously paid, despite
the increased fair-market value of the new
apartments. Moving boxes would be provided,
and the hospital would pay for movers or
the brokers’ fees for those who chose to live
outside hospital housing. On March 15,
CIR delivered all the housing applications
in one batch to the real estate office.

Dr. Scott Stein

“Most of our residents who have had to move out have been pretty
satisfied with what the hospital offered us,” Dr. Stein said. “The
hospital took our bargaining committee very seriously. Despite
the inconvenience, despite everyone having to move out of their
homes during a difficult time during residency, the effect and
burden on everyone’s life and everyone’s time was minimized.”
For Dr. Stein, who will be leaving SLR in June to start a Geriatrics
fellowship at Stony Brook University Hospital, this marks the
end of a long and active role within the CIR leadership at his
hospital. He said the most important aspect of his role within
CIR was to keep residents involved, informed and organized to
most effectively advocate for themselves and their patients, and to
communicate with residents outside of his department.
“I’m very fortunate that I was able to serve as a delegate in CIR
and not only help my patients but help my fellow physicians as
well. I feel honored, and I would do it again.”

CIR Residents at BMC Win Grant to Study Adverse Event Reporting

B

oston Medical Center put out
the call: submit a proposal for
a patient safety project and be
eligible to receive one of several $25,000
grants to make it happen.
Former CIR Massachusetts Vice President
Dr. Jessica Eng enlisted her geriatrics
attending Winnie Suen, MD to serve as
co-principal investigator, as well as CIR
staff to assist in a study to determine
why housestaff at BMC report so few
adverse events. They proposed a survey
of housestaff knowledge, attitude and
behavior regarding adverse event reporting
and medical malpractice, with the goal
of implementing strategies to increase
reporting.
4
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The grant proposal was accepted, and
the year-long project is now underway,
with an expanded resident team of CIR
delegates Jon Hatoun (PGY 3, pediatrics)
and Connie Liu (PGY 3, ob-gyn). The
project includes a program director needs
assessment, focus group and a test survey
of graduating BMC residents – all leading
up to the hospital-wide housestaff survey
sometime in the fall of 2012.
Dr. Eng said CIR and senior hospital
leadership agreed that avoiding medical
malpractice involves many areas,
including preventing, recognizing,
reporting, and disclosing errors.
“With proper administrative support,

reporting about adverse events should
help create systems to make patients and
clinicians safer,” she said. “We hope that
this is the beginning of a long collaboration
with hospital leadership to educate house
officers on how to incorporate quality
improvement into medical practice.”
The grant is administered through the CIR
Joint Quality Improvement Association
(CIR-JQIA), a non-profit organization
established by CIR and several New York
hospital employers to support safety and
quality improvement work. Dr. Eng will
continue to work on the project from her
new position as Patient Safety Fellow at the
San Francisco VA Medical Center.

Innovations

& Initiatives

Residents Make an Impact through
Housestaff Safety Councils

“Y

ou guys can’t imagine how
many unnecessary transfusions
patients get,” said Dr. Say
Salomon, an internal medicine resident
at Woodhull Hospital in Brooklyn.
“Transfusing blood is not a good thing. If
you asked doctors if they would rather have
a blood transfusion or an alternative means
to get treatment, most of us would choose
to get the alternative instead of blood, so
why give our patients what we know might
be harmful?”
That’s the question being asked by the
Housestaff Safety Council as they tackle the
issue of transfusion safety. Are there viable
alternatives to blood transfusion, and do
residents fully understand those options in
order to lower the risk? The HSC is working
to ensure that the answer is “yes.”
Woodhull’s Housestaff Safety Council is
one in a growing trend among New York
City HHC hospitals as residents take strides
to improve patient safety and identify
breakdowns in the system of care. Residents
are on the hospital’s front lines, and many
are working to make their voices heard
in the ever-present debates over how to
enhance care, safety and efficiency.
Dr. Rafael Hernandez, a former CIR
Regional Vice President and internal
medicine resident at Woodhull, helped
initiate Woodhull’s Housestaff Safety

Council when he and his colleagues decided
that residents needed to have a say in the
improvement of patient care.
“It’s really good for the residents, the
patients, the hospital,” Dr. Hernandez said.
“The administration sees us as allies. They
listen to us.”
Woodhull’s Housestaff Safety Council
is made up of residents, program
directors, patient safety officers, and
GME representatives all committed to
interdepartmental cooperation towards
increased patient safety. For projects such as
Project RED (Re-engineered Discharge), an
effort to lower readmission rates for patients
with heart disease, this cooperation is key.
“Pharmacists know more about
medication,” said Dr. Salomon.
“Case managers know more about
socio-economic factors. Nurses . . . tend
to see the patient at the bedside more
than we do. Everybody’s involved.” That
involvement includes tracking readmission
rates, educating patients on heart disease,
and scheduling immediate follow-up
appointments post-discharge.
“It’s not fair for our patients and our
hospitals for us to close our eyes,” said
Dr. Hernandez, noting that residents
have knowledge of what goes on in their
hospitals, ideas for new policies, and the
commitment to make changes happen.

How to Start A
Resident Safety
Council In Your
Hospital
CIR members in hospitals across the
country are forming resident safety
councils to improve care in their programs.
Are you interested in forming a council
at your hospital, but don’t know where to
begin? Follow these guidelines from Dr.
Frances Briones, PGY 5, gastroenterology
fellow, Harlem Hospital Center:
¼¼ Invite representatives from every
department — residents who will
be committed to attending the
monthly meetings.
¼¼ Set a specific date, time and place
for meetings: this helps all members
when requesting “protected time”
and in designating a proxy if they
are unable to attend.
¼¼ Get the support of the administration.
¼¼ Invite your DIO (Designated
Institutional Officer) or her equivalent to attend your meetings,
this ensures that your issues are
prioritized, and it helps with faster
resolution.
¼¼ Request GME representation for
your council where you can get
answers from program directors
and heads of departments and
provide feedback on the impacts of
hospital policies on patient care.
¼¼ Invite the Patient Safety Officer of
your hospital to your meetings.
¼¼ Finally, identify elected officers who
will lead the group and follow up
on projects.
Following these steps is a great way
to begin fostering your council.
Remember that “protected time” is
important. Creating a safety council
is a lot of work, but it is fun and
fulfilling–you’ll be surprised with the
number of housestaff who would want
to get involved. Good luck!

Residents at Woodhull are leading the way on quality and patient safety.
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Alumni Corner

Drs. Asif and Samina Azam

CIR Alumni Couple Reflects on
Service Trip to Haiti

“S

ince I heard about the
earthquake I had wanted to go
there, but I never got a chance
because of work and resources,” said
Dr. Samina Azam. “Then my husband
saw an ad on the CIR [website] about
volunteering through Project Medishare,
and we jumped on the opportunity.”
Dr. Samina Azam did her internal medicine
residency and geriatrics fellowship at New
York Methodist Hospital in Brooklyn, while
her husband, Dr. Asif Azam, completed
his family medicine residency at Jamaica
Hospital in Queens. The couple shared their
experience after a week spent volunteering
at Hospital Bernard Mevs in Port-au-Prince
through CIR and Project Medishare.
“My first one to two days, I was
somewhat overwhelmed by the new
culture, new people, new atmosphere
with a totally different way of working,”
said Samina.
While Asif worked night shifts, his wife
worked days, and they saw each other in
passing as they signed out to one another at
the start and end of each twelve-hour shift.
“There was limited space for patients,
but we made do with what we had,” he
said. “If not a bed, then a stretcher, if not
that, a wheelchair, if none of those then a
bench or a chair.”
Samina found Hospital Bernard Mevs
to be a good facility, well-stocked with
medical donations. “But some things
were scarce,” she said. “So we had to use
things very wisely.”
The couple noticed some distance between

[Left to Right] Drs. Samina and Asif Asam, both CIR Alumni, volunteered in Haiti through a
travel grant from the CIR Policy and Education Initiative.

permanent staff and the volunteers at first,
but they were able to build relationships as
the week progressed.

bring back – yes! Only $7, but the sad
thing was that some of them could not
afford even that.”

“Once we got to know each other, I
should say that they were the most
wonderful and kind people I have ever
met,” Samina said. “I realized how
difficult it must be for them to see every
week new faces, to get to know them, like
them, and to say goodbye.”

When asked if they would encourage
others to volunteer in Haiti, both doctors
gave a resounding yes, noting that the
experience is an incredible eye opener
and a way not just to help those in need
in Haiti, but to reflect on life in the
United States as well.

“When we were leaving, they were asking
over and over again when we are coming
back again,” she said.

“I feel people need to see and be able to
compare how wasteful we as Americans
can be,” said Asif.

One of the more difficult aspects of the
experience was the lack of long-term
care for patients, as incomes and literacy
rates remain low in the years since
the earthquake. “It’s challenging, not
knowing if the patient can or will follow
up,” said Asif, “. . . knowing that some
things need to be done, but cannot
because the patient can’t afford the test.”
Samina agreed, recalling patients who
had to be transferred out for a CT scan.
“In American dollars it would cost them
$7 with transport, CT scan, and a CD to

“Even though I left Haiti, I left part of my
soul there,” said Samina, “And every time
I think about the Haitian people I keep
remembering all the smiling faces and
their song for me – ‘Samina mina OO
waka waka AA’.”
Drs. Samina and Asif Asam applied for
funding to work in Haiti through the CIR
Alumni Network and the CIR Policy and
Education Initiative. For information on
Haiti and other programs available to
former CIR members, please visit
www.cirseiu.org/alumni.

R ecr u i t C I R A l u mni !
Is your practice short a specialist? Are you starting a new clinic and looking for primary care physicians? Know a
hospital administrator looking for new faculty? You can now share opportunities with current CIR members and
alumni on our website at www.cirseiu.org/job-opportunities. Submit job descriptions to communications@cirseiu.org.
6

summer 2012

Rin esidents
the Global

Health Community
W

ith the start of the new academic year, thousands
of freshly graduated doctors come from medical
schools around the country to begin their
residencies at U.S. hospitals. They will move across city and
state lines, some crossing the country to begin their specialty
training. Others will come from even further away.
About 25 percent of residents currently in the United States
completed medical school outside of the U.S., coming from
all corners of the globe. India, the Philippines, Mexico, Egypt,
and Grenada are among the top countries from which medical
students graduate before starting residency in the U.S., and they
end up primarily in states with diverse populations, such as
New York, New Jersey, California, and Florida.
But the great resident migration doesn’t end with the U.S.
Thousands of physicians who train and practice in the U.S. spend
time abroad in a variety of capacities, ranging from short-term
volunteer missions to opening practices and moving permanently
to other countries. Within CIR’s ranks, thousands of members
have travelled to other countries since the union’s inception
out of a desire to serve and care for patients around the globe
who may have limited access to medical services. In 1982 CIR
Executive Committee member Dr. Joanna Palmisano travelled
to El Salvador as part of a delegation of physicians investigating
allegations of medical rights abuses following the 1979 coup d’état.
In 2005, several members volunteered in Sri Lanka, Thailand,
India, and Indonesia in response to the devastation caused by the
December 2004 earthquake and tsunami.

More recently, dozens of CIR members have taken advantage of
CIR Policy and Education Initiative scholarships to volunteer
their medical services in Haiti following the 2010 earthquake,
while others have travelled to Eritrea, Ecuador, Jamaica, and
elsewhere for similar volunteer efforts.
What are the effects of this global medical migration? Statistics
and research paint contradicting pictures, suggesting a complex
set of issues. Ghana currently has about 3,600 doctors serving
its population of 24 million, giving it a rate of .15 doctors
per 1,000 people, as roughly half of the country’s medical
professionals leave the country to work elsewhere. In Grenada,
medical schools must train 22 doctors in order to retain just
one. There have been concerns about the long-term effects of
short-term medical missions abroad, specifically citing the
inability of short-term volunteers to provide lasting care or to
establish preventative care standards.
But statistics can’t tell the personal side of migration, including
the reasons many from outside of the United States choose
to complete their residencies here as well as the difficulties
faced in making the transition from medical school outside
of the U.S. to a residency program, or the importance of
medical missions to areas in need of more doctors. CIR
Vitals spoke with several current and former residents who
have participated in this international exchange in different
capacities to get their perspectives on health care in the global
community.

CIR Vitals
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Three IMG
Experiences

F

or physicians who
decide to migrate to
the United States to
continue their training,
the transition is fraught
with challenges, lessons
and sacrifice. International
Medical Graduates comprise
approximately 25 percent of
the U.S. physician population
and the highest concentration
of IMGs are in states where
CIR members train: New York
at 42 percent, California at 23
percent, Florida at 36 percent
and New Jersey at 45 percent.

Drs. Raidel Valdes-Crespo, Nouraddin Nouraddin, Olukola Adelek

Dr. Nouraddin N. Nouraddin, Iraq

D

r. Nouraddin
Nouraddin,
who is finishing
his last year in
internal medicine
at Lincoln
Hospital, is
surprised to have
found himself
becoming a strong
union advocate
during residency.
“I never wanted to get involved in unions
in Iraq because I felt they were politically
motivated. When I was in 8th grade, a
local official came to my school after I was
elected as a class representative. He told
us in a firm tone ‘you, as representatives
of your class, should get involved with
the Baath party.’ I really was dismayed
by what he said and procrastinated in
signing up with the Baath party, and I am
grateful I never did.”

A number of scholars and
journalists from JAMA to the
New York Times have attempted
to analyze the effects of
physician migration on the U.S.
and the countries of emigration,
yet rarely do readers get insight
into the journeys of the nearly
230,000 individuals and their
families who’ve migrated
in pursuit of personal and
professional fulfillment in
medicine.

“I lived in the north of the country, the
Kurdistan region, which had separated
from the central government in 1992.
From my previous experiences with
student unions, I was turned off by
politics.”

CIR Vitals sat down with
three members who began
their training outside of the
U.S. to learn about their paths
to pursuing residency in the
United States.

Upon finishing medical school, he
intended to begin residency in the
United States but encountered difficulty.
“I graduated from medical school in
2000, but it was around the time of
9/11 when I first started to search for
residency programs in the U.S. It was
difficult to get visas at that time,” Dr.
Nouraddin said. He used the time to
provide medical support to underserved
communities. “In medical school in Iraq,
we follow the British system: study for

8
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Throughout medical school, the student
unions he encountered continued to have
strong political affiliations.
“Kurdish government back then had
a number of conflicts. The two main
student unions were related to the two
main Kurdish parties. Were you to join
one, you would have the stigma of that
party.”

six years, two year of internship, then a
year in an underserved area.”
In 2003, Dr. Nouraddin began to study
in Turkey under Dr. Ihsan Dogramaci, a
world-renowned pediatrician, diplomat
and philanthropist. He went on to
work with the Ihsan Dogramaci Arbil
Foundation to help establish a clinic to
provide free healthcare to local children
in his home region of Iraq.
“Our greatest challenge was figuring
out how to get schools actively involved
who were skeptical of the idea of a
private clinic providing health care
free of charge, so we sent buses to the
school and a couple of nurses to provide
education about coming to clinic.
Ultimately, we had 20 or 25 schools that
were getting care from our clinic.”
During this period he never gave up on
his goal of training in the United States,
he took the USMLE in 2006 and in
2009 was accepted to Lincoln Hospital’s
Internal Medicine program.
“I chose to get involved in CIR, because
the main focus is resident life—fighting
for residents, not hidden agendas.” He
also saw CIR tackling similar issues to
those he faced in Iraq.
“As a delegate, I explained the Healthy
Bronx Initiative to other residents. In
Arbil I worked in an underserved area
and I work in one now in the Bronx. Both
are economically disadvantaged and in
both I saw similar issues—like medication
safety, preventative care, and getting care
before diseases progress to a more critical
stage. Healthy Bronx efforts are mainly
preventative and educational and our
work at the Arbil clinic was similar.”
As he finishes his final year of residency,
he looks back on the experience with
gratitude.
“I’m thankful to my colleagues that
gave me the opportunity to serve as a
delegate for two years. I was able to be
an advocate for my residents and the
community.”

ke

Dr. Raidel Valdes-Crespo, Cuba

C

Cuba, you can hopefully join some medical
mission and then you decide whether you
want to go back or not. But that decision to
leave altogether comes with some risks. For
example, we cannot go back to Cuba now.
It’s not written down or anything, you just
can’t go back. You are separated from your
family and childhood friends so it’s pretty
tough. That’s one thing that’s different for
Cubans than for other immigrants.”

uba, Angola, Venezuela, the United
States…Dr. Raidel Valdes-Crespo’s
resume contains as many countries as
your average Amazing Race contestant.
This year, the internal medicine resident
at Wyckoff Heights Medical Center in
Brooklyn began practicing medicine
full-time after a five-year hiatus.
“I finished medical school in 2000,”
recalled Dr. Valdes-Crespo. “In Cuba, it’s
mandatory to do a residency in family
medicine. So I finished four years of
family medicine in Cuba and afterwards
I was sent to Venezuela to work as a
community doctor.”

“I

Hospital in the Bronx.

’ve always
been a
political animal
you could say,”
said Dr. Olukola
Adeleke,
who recently
completed
his podiatry
residency at
St. Barnabas

Dr. Adeleke knows a thing or two about
organizing. During his tenure at St. Barnabas
Hospital he helped form a CIR chapter and
bargain the first housestaff contract. But his
political work began long before in his home
country of Nigeria.

“I stayed in Angola for two and a half
years as a general physician in different
hospitals. I enjoyed it and acquired a good
sense of the clinical part of medicine.”

From 1982 to 1996 he was involved
as an undergraduate in the National
Association of Nigerian Students, serving
in 1986 as the National President.

He then hit a crossroads. Under a 1995
U.S. Policy, Cuban citizens are eligible
for permanent residency in the United
States. “I also had the option to go to
Spain where they speak my language, but
I decided that the U.S. presented a good
opportunity for me. I knew that America
has its arms open to Cubans.”

“I knew from a young age I wanted
to be a doctor. When I was growing
up in my country there were only two
noble professions that people wanted
to be, a doctor or a lawyer. And with
the compassion I had for people, seeing
a lot of suffering, especially infectious
diseases, tuberculosis and diabetes, I
knew I wanted to practice medicine.”

“There are five residents from my country
in my hospital and we all have a similar
story. Cuban citizens aren’t allowed to
travel. If you want to leave the country
or experience what life is like outside of

“I knew I was going to study hard and
do everything to become a physician
because it’s my life. I don’t think I can do
anything other than this.”

Dr. Olukola Adeleke, Nigeria

Dr. Valdez-Crespo hails from a family
of physicians, and after his year on a
medical mission in Venezuela, he decided
to join his mother who had already been
practicing in Angola for four years.

But the decision to move to the U.S.
wasn’t without sacrifice.

He moved to Kentucky in 2007 where he
found work as a medical assistant and began
studying for the boards. Now, five years later,
he begins his journey through residency
anew at Wyckoff Heights Medical Center.

“I lost my father when I was 3-years-old,
so I was raised by my mother with six
other children. It was tough, because she
was uneducated. She was doing many
jobs here and there to support our family,
to feed us and to put clothes on our

backs. In fact, my older brother stopped
going to high school so that I could go
because my mother could not pay for the
two of us at the same time. I observed all
of this, and it shaped me and prepared
me to be more active in university.”
“When I got to university, I found that
they already had a well-run student
union. The Nigerian students’ mission
was to bring social justice and equity into
Nigerian politics and represent a silent
majority because at that time most of the
Nigerian population lacked education,
and there was broad inequality between
the haves and the have-nots. If you find
your way to the institution of higher
learning like that, you have no choice but
to be involved.”
When Dr. Adeleke began residency at St.
Barnabas, the housestaff were in the thick
of an organizing campaign to establish a
union in the hospital. “My colleagues in
CIR brought memories back. I saw that
there were people who were dedicated
to fighting for changes and providing
representation to residents and interns.
And not only in terms of our work but
also for patients and hospitals around the
country in general.”
Of commonalities between his work in
Nigeria and his experiences working to
establish CIR at St. Barnabas he says,
“In both efforts we wanted to make sure
that the people are well taken care of,
whether they are patients or workers.
You have to ask in any situation you find
yourself, ‘what did I do when I was there
to contribute to society?’”
CIR Vitals
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spotlight on

Drs. Benjamin Chandler, Wendy A. Ramlall, Svjetlana Lozo

Volunteering on Surgical Resident Helps Provide
Medical Missons Financial Stability in Sierra Leone
abdominal wall. Consequently, many experience a weakness by
the groin. “As this weakening gets bigger and bigger, over years
their intestines can fall into it and become trapped. The area can
grow to be quite large, making it difficult to walk and impossible
to work,” explained Dr. Chandler.
The conditions that Dr. Chandler treated were not only
life-threatening, they also threatened the economic stability
of entire families, towns and cities. “When patients in Sierra
Leone can’t work, they can’t feed their families. And if a family
can’t work or eat, they cannot go to school or farm the land. As
a result, the land goes into disuse.”

Benjamin Chandler is a PGY 2 surgical resident at the University of
Medicine and Dentistry in Newark, NJ.

D

r. Benjamin Chandler, a surgery resident at UMDNJ
in Newark, NJ, couldn’t turn down the opportunity
to join a medical mission to Sierra Leone. The
organization, International Surgical Health Initiative (ISHI),
runs humanitarian surgical missions to countries that don’t
readily have access to surgical care.
Thirteen people joined Dr. Chandler on this mission. The
surgical team consisted of three surgeons, an anesthesiologist,
a certified registered nurse, a surgical scrub nurse, a recovery
nurse, and a nurse practitioner. Equally important was the
team’s community liaison, Muhammed, who helped integrate
the team into the community.
What struck Dr. Chandler was how prevalent hernias, hydroseals
and other basic surgical issues were. Most of the hernias he saw
developed from heavy lifting resulting in a weakening of the

Dr. Chandler acknowledged that deciding to travel abroad on
a medical mission is a daunting prospect for many residents.
“Residents have valid concerns about practicing abroad—such
as being away from family. To them I would say, if you can’t
leave your family members, bring them with you. There’s a
need for people beyond the medical team to join international
missions as supporting staff. They are equally integral to the
success of a mission.”
“In Sierra Leone physicians felt more free to follow their clinical
judgment and avoid practicing defensive medicine because the
climate was less litigious,” Dr. Chandler noted.
Dr. Chandler intends to continue supporting international
missions beyond his residency. “My ‘a-ha’ moment came on the
third or fourth day we were there,” said Dr. Chandler. “I realized
this was exactly why I went to medical school. We were doing
visibly good work. The experience reawakened and reaffirmed
the humanitarian I wanted to become.”
For more information on the International Surgical Health
Initiative, visit www.ishiglobal.org.

Q & A with Dr. Svjetlana Lozo

D

r. Svjetlana Lozo is a New York Regional Vice President
for CIR and an ob-gyn resident at Maimonides Medical
Center in Brooklyn. When she’s not treating patients
there, she is often volunteering her services abroad performing
reconstructive pelvic surgery at fistula clinics. This work has taken
her to Tanzania, Jamaica and Eritrea on medical missions, and she
spent time in Mexico in a Medical Spanish program.
What are the long-term effects of obstetric fistula that you
are trying to combat?
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Fistula is a connection between two closed cavities. In these
cases, urine and feces leak through the vagina. Besides the
physical limitations, there are huge social implications – in
some of the communities where I have worked there are no
indoor bathrooms and constantly leaking urine is not socially
acceptable. There’s a huge stigma attached to it.
How did you get involved in global women’s health?
Through my advisor, Dr. Ambereen Sleemi. She’s a
urogynecologist and a fistula expert. I joined her on all of

A Pediatric Resident Rediscovers
Personal Mission in Jamaica

I

n January 2012, I was able to pursue a long-held interest
in global medical systems. By joining a pediatric mission
through the Organization for International Development
(OID), I was able to learn about the Jamaican healthcare system
and culture. It was a life-changing experience that reminded me
why I wanted to become a pediatrician.
Our group saw over 300 children. The most common problems
we encountered were upper respiratory issues, dermatologic
pathologies like scabies and genitourinary complaints. There
were times it was overwhelming, but I would look at the masses
of people waiting their turns to be seen, and my spirit was
recharged. Debriefing each night with the team bolstered us on
the long work days.

I spent about five months preparing for my first mission. As a
young physician who was trained in settings where resources
are readily available, every moment of this preparation was
needed. One moment in particular was an eye-opener for me in
understanding how we must adapt in order to save limb and life.
At the Rastafarian camp in Scott’s Pass, Clarendon, we
encountered a young boy who had developed an abscess on the
sole of his foot. He was in tremendous pain, with significant
inflammation and swelling extending up the leg. As we prepared
to incise and drain his foot abscess, he cried in pain. The
distraction techniques that I learned during my training were not
enough to calm him. Community elders and other clinicians also
tried to soothe him. With limited supplies, my attending cleverly
obtained Novocain from the dental team, and we administered
Advil, Keflex and Clindamycin. He sat up and shouted to stop,
but not intervening could have lead to sepsis or the loss of his
leg. I had to place all my weight on him to stabilize him until the
abscess was drained. I wondered about the long-term impact of
this trauma, but I was reassured by his resilience. He was back
playing with his friends at the end of the day.
OID also provided a great opportunity for me to network
with other professionals and create new friendships. I also
reestablished communication with my pediatrician who
inspired me twenty years ago to follow this path.
I fell in love with OID’s mission, “helping others to help
themselves,” because it mirrors the goals I set for myself at
the beginning of residency. Through the OID, I have found
another path to give back to the community and to widen my
humanitarian spirit abroad.

Wendy A. Ramlall, MD is a pediatric resident at Robert Wood Johnson
Medical School/Bristol-Myers Squibb Children’s Hospital, NJ.

For more information on Organization for International
Development, visit www.oidinc.org.

my trips, except for Mexico. When I went to some of these
countries, like Eritrea, I found that fistula is an epidemic.
Often it happens because women have been in labor for so
many days. Some women are very tiny, so their bodies cannot
handle a long labor. We saw a lot of 15 to 20-year-old women.
In other circumstances they would have had a Cesarean, but
that’s not available in these places.
What’s the biggest difference between practicing in the U.S.
and practicing abroad?
In the third world, you’re always stripping it down to the bare
basics. Every country has its own restrictions and challenges. In
some cases, there’s no ATM in the entire country, for example.
So you have to be prepared to do things differently.

Right: Dr. Lozo, a Maimonides ob-gyn resident, is scheduled to go to
Haiti through the CIR Policy Initiative and hopes to next join a medical
mission in Nicaragua.
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PERSPECTIVES

Dr. Jenna Godfrey

Do No Harm? A Resident’s Reflections on
the Ethics of a Medical Mission in Ecuador
The following is adapted from an article
published in the June 2012 Volume I of
the University of New Mexico Quality
Improvement and Ethics Journal

“S

o you just went to a foreign
country and operated on
a bunch of patients you’re
never going to see again. . . .” - UNMH
orthopedics attending.
I encountered many reactions when
I returned from a week in Guayaquil,
Ecuador with Dr. Elizabeth Szalay, one of
our pediatric orthopedic attendings. My
fellow residents asked about case volume,
type of procedures performed, and my
level of participation in the cases (we are
orthopedic residents after all). Family
and friends were more interested in my
depiction of poverty, neglect, and miracle
fixes. But one thoughtful attending didn’t
sugar coat it when he asked, “What if
they have a complication?”
During my first two years of medical
school, we had a weekly class on medical
ethics. The class began with the definition
of ethics (the study of morality, or right
and wrong) and the six primary values of
medical ethics: autonomy, beneficence,
non-maleficence, justice, dignity, and
truthfulness. Each week we reviewed
three cases, addressing each value in
turn. I hadn’t thought much about this
exercise since becoming a resident, and
I certainly hadn’t run this list prior to
going to Ecuador. But my attending’s
question made me think: is a week’s
worth of surgery helpful or harmful?
My Experience
My trip was organized and funded by a
small non-governmental organization
called Project Perfect World. We worked
with three pediatric orthopedic surgeons
at the Hospital de Niños, which is funded
by the national lottery and provides care
for impoverished children. Patients pay
12
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a $20 co-pay per visit, which is covered
by Project Perfect World. Many patients
traveled hours by bus to see us. Parents
slept in chairs or on the floor of the
pediatric post-op ward (one room full of
30 beds).

need surgeons trained to perform these
procedures are the least likely to have
them. Therefore, surgeons traveling on
medical mission trips may be the only
opportunity for these children to receive
treatment for DDH.

Our team performed 24 procedures, the
majority of which were on patients with
developmental hip dysplasia (DDH).
While this diagnosis is quite common
in children, in the U.S it is identified
early, with definitive diagnosis made
by ultrasound. However, in developing
countries the system to diagnose infants
is not in place, and many infants are not
diagnosed until they become ambulatory
with a limp due to significant leg length
discrepancy from the dislocated hip.
There is great debate about the long
term success and utility of osteotomies
for DDH, but most pediatric orthopedic
surgeons would agree that children
of walking age treated with surgical
hip reduction and osteotomies have
better functional outcomes as they age.
Unfortunately, the countries that most

Did we fulfill the medical
ethical standards?
Reflecting now on my experience, I feel
fairly confident that our trip helped
the Ecuadorians. Teaching, both in the
clinical setting and through lectures, was
a primary focus of our trip. We teamed
up with two local pediatric orthopedic
surgeons in both the clinic and the
operative suite where we exchanged
common practices.
With regard to cultural integration, we
were very blessed to have the assistance
of Sister Anne, a local nun who built
and now runs a home for those suffering
from Hanson’s Disease (more commonly
known as leprosy). Sister Anne and
several volunteers helped with translation,
continued on page 13

LOOKING FORWARD Future Doctors

CIR Members Educate Med Students on
Advocacy During Residency

C

IR partnered with the Latino
Medical Student Association
and the California Health
Professional Student Alliance to host
“Residents as Agents of Change” on
March 13, 2012 at the University of
California, Irvine.
UCI’s third- and fourth-year medical
students and resident physicians gathered
to hear a panel of five CIR members from
LAC+USC Medical Center and HarborUCLA discuss their roles as physician
advocates both inside and outside
their hospitals. The panelists discussed
bargaining directly with LA County
administrators over wages, benefits
and working conditions; they also
illustrated how participating in monthly

labor-management meetings with top
tier hospital administrators helped them
to problem solve and innovate.
From supporting policies that increase
healthcare access to backing measures
that raise funds for equipment and
facilities, CIR members highlighted
initiatives that resulted in positive
changes for their patients and their
hospitals. Dr. Daman Samrao, LAC+USC
pathology resident, talked about her
role as the 2011 LAC-USC Patient
Care Fund Co-Chair. For more than 30
years, resident representatives have used
the fund to help fill the gap between
scarce county resources and the needs
of patients. Through the $1.2 million
annual fund, housestaff have been able

to purchase equipment and support
innovative approaches to patient care.
The CIR leaders also shared how they
have been able to foster a culture of
activism within the medical community.
It was important to connect decisions on
Capitol Hill to impacts on patient care.
They highlighted legislative advocacy for
safe staffing levels and lobbying efforts to
urge U.S. Senators and Representatives to
pass healthcare reform.
Residents felt it was a good step toward
cultivating the next generation of
physician advocates working to enhance
patient care, influence policy and
improve resident well-being.

Do No Harm?
continued from previous page

organized lodging and transportation
for patients, and helped us understand
our interventions in light of our patients’
culture and living circumstances. Patients
had follow-up with local providers and
their care was discussed and documented
prior to discharge. We applied appropriate
technology for the region and economy,
primarily using spica casts, basic plates,
and k-wire. Finally, we practiced within
the scope of Dr. Elizabeth Szalay’s typical
practice.
Surgical interventions were only
performed in patients who we felt would
greatly benefit with minimal risk. Patients
and their families were educated on the
need for surgical intervention and possible
risks both by the local physicians and
again by our staff through local translators.
We were providing care to the poorest
in the region who otherwise could not
receive this care. And, finally, we treated all
patients and family with dignity.

Dr. Godfrey (right) and surgical team performed 24 procedures in Ecuador.

Preventive practices is a major void that
we are working to fill. While the local
surgeons were well trained, they lacked
the technology and resources needed for
practices that would have prevented the
majority of cases we performed, such as
the Ponsetti technique for clubfoot and
screening for DDH using ultrasound.

As we continue our relationship with
Project Perfect World, these are some of
the areas we can improve upon in order
to improve our long-term impact on this
community.
Dr. Jenna Godfrey is an orthopedic surgery
resident at the University of New Mexico
and a CIR Regional Vice President.
CIR Vitals
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Kern Residents Save Their
Family Medicine Program
After an intense three weeks of
organizing, this past spring housestaff
at Kern Medical Center in Bakersfield,
CA secured a future for their Family
Medicine residency program. The
residents had been left with an uncertain
future after the CEO of the hospital
decided to suspend recruitment of
Family Medicine intern and resident
physicians, ultimately leading to a
program closure.
The Family Medicine program is the only
one of that specialty in Kern County—
the largest County in California—and
plays a critical role in the community.
The 18 residents in the program see
about 36,800 patients a year at both
Kern Medical Center and the Sagebrush
Outpatient clinic and half of all graduates
of the program stay in the community as
attending physicians. Residents decried
the CEO’s decision which would place
patient lives in jeopardy. “If you want to
save costs, don’t cut primary care,” stated
Dr. Rocky Chavez, Chief Resident of
Family Medicine and CIR member.
CIR residents organized around the
issue through coordinating all-resident
meetings, collecting petitions and legal
testimonies, reaching out to media and

NEXT ISSUE
Wondering how the upcoming
election will affect healthcare
access & medical practice?
Submit your questions and
perspectives for the next issue
of Vitals to communications@
cirseiu.org.
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KMC residents pose with Dolores Huerta, co-founder of the United Farm Workers, who came to
support the family medicine program at the Board of Supervisors meeting.

gathering a contingent to meet with the
Board of Supervisors. At that meeting,
CIR residents designated speakers
from all residency programs at KMC
– residents and attendings – as well as
patients, ancillary staff, alumni, and
community advocates.
The CIR residents pointed to the
importance of family medicine and their
commitment as primary care physicians
to keeping Kern County healthy. “We
chose Kern Medical Center to serve this
community,” said Dr. Terence Chan, CIR
Leader and Family Medicine resident in
his open comment.
After lengthy discussion, the Kern Board
of Supervisors voted unanimously to 1)
Guarantee that all current residents will
complete their 3-year training at KMC
and 2) Fill all Family Medicine resident
physician slots for 2012-2013. It was a
victory for CIR and for the Kern County
community!

Kern Facts
Hospital:
Kern Medical Center
CIR Chapter Founded:
January 12, 2010
Number of Housestaff:
116
Specialties:
Emergency Medicine, Family
Medicine, General Surgery,
Ob-Gyn, Psychiatry, Internal
Medicine
Academic Affiliation:
UCLA and UC Irvine
Schools of Medicine
Fun Fact:
Kern County Medical Center
opened its doors just one year after
the county was established in 1867.

national
Newswire

CIR Responds to Supreme Court Ruling
on the Affordable Care Act
CIR President Dr. John Ingle, MD released
the following statement on June 28 on
the decision by the Supreme Court
regarding the Patient Protection and
Affordable Care Act:

why we continue to be vocal in the
national debate on healthcare reform,
bringing our knowledge and experience
to advocate for reform that would truly
help physicians and our patients.

hese feverish months of legal
uncertainty surrounding
the Affordable Care Act have
given way to relief.

CIR physicians did so not just out of
concern for our own training as the
physician workforce of tomorrow, but out
of deep frustration with the healthcare
system as it was. We believe, as most
Americans do, that no one should go broke
just because they got sick. No one should
have to choose between buying medication
or putting food on the table. No one
should have to choose between going to
the doctor or paying the electric bill.

T

As resident physicians on the front lines
of our healthcare system, the Committee
of Interns and Residents welcome this
news as we would the breaking of a fever
in one of our patients. We’ll take a deep,
thankful breath and press on with a
renewed focus on treating the root causes
of the disease – a healthcare system that
costs too much, covers too few, and does
not deliver the quality of care we know
we are capable of.
We became doctors because we wanted
to make a real difference in the lives of
our patients and their families. That’s

Although this law is years away from full
implementation, the impact it has already
had on our patients is undeniable. The
Affordable Care Act has already yielded
tremendous progress, including:
¼¼

More than 3 million young adults
who are able to stay on their parents’

insurance plan until the age of 26
– patients who otherwise would
have joined the throngs filling the
Emergency Rooms and the free
clinics where we work to receive
uncompensated care because they
simply have nowhere else to go.
¼¼ The 3.5 million Medicare patients
who have gained relief from the
Medicare Part D prescription drug
“donut hole” – and the physicians
who have gained relief because their
patients with a psychiatric disorder
or multiple chronic conditions will
not have to go off their medications
midway through treatment because
of cost.
¼¼ The $1.2 billion already spent
through the Prevention and Public
Health Fund to promote communitybased prevention and wellness
programs that are the cornerstone
of any well-functioning healthcare
system.
We now look forward to the full
implementation of the law, with its
promise of additional coverage for 32
million Americans, a realistic program
for bending the curve of escalating
costs, and an unprecedented national
commitment to quality improvement,
eliminating health disparities, and
achieving a comprehensive strategy on
prevention and wellness.
With the resolution of this Supreme
Court case, our elected officials at the
federal and state level no longer have
an excuse to delay their own critical
decisions on the implementation of
the Affordable Care Act. It is time to
move forward.

On June 28, New York CIR Leaders Dr. Sepideh Sedgh and Ifeoma Ikwueke spoke in Manhattan
on the Supreme Court Decision.

For more information on the
Affordable Care Act and how it will
affect physicians and patients, visit:
http://cir.seiu.org/healthreform.
CIR Vitals
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