
theFrontLineA newsletter for preceptors of the
UNC-CH School of Medicine

How People Learn:
Lessons for Clinical Teaching

(continued on page 2)

The University of North Carolina at Chapel Hill - Office of Educational Development     Volume 9  Spring 2003

Conferences
and

Continuing
Education

(continued on page 2)

AUGUST
13
Working with Latino Clients and
Their Families. Cumberland
County Department of Social
Services, Fayetteville. Contact
John Bigger, 910-678-7207.

15-17
North Carolina Pediatric Society
2003 Annual Meeting. Grove Park
Inn, Asheville. Contact Diane
Lewis, 919-839-1156.

20
Ending the Silence: A Symposium
on Domestic Violence.
Cumberland County Department
of Social Services, Fayetteville.
Contact Andrea Novak, 910-678-
7207.

28
Mid-Life Women: Health Risks,
Emergencies, Screenings—What’s
New. Southern Regional AHEC,
Fayetteville. Contact Andrea
Novak, 910-678-7216.

by Carol P. Tresolini, Ph.D., Associate Dean for Educational Development;
Director, Office of Educational Development

“New ideas about ways to facilitate learning—and about who is

most capable of learning—can powerfully affect the quality of

people’s lives. At different points in history, scholars have wor-

ried that formal educational environments have been better at

selecting talent than developing it.”

—Bransford et al., 2000, p.5

As medical science grows and becomes ever more complex, the importance of
effective and efficient teaching in medical education increases as well. The typical
medical curriculum is still a four-year program, despite the growing volume and
complexity of content. In addition, the demands of clinical practice and research
often result in faculty having less time to teach.

Recent developments in the science of learning provide guideposts that can help
medical educators better facilitate students’ learning despite these pressures.
Bransford and colleagues summarize current research in How People Learn: Brain,
Mind, Experience, and School, published in 2000 by the National Academy Press.
The book resulted from the work of the National Research Council’s Commission
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Excited members of the School of Medicine Class of 2003 included
Jamie Deis (front row, second from right), who graduated with distinction.
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SEPTEMBER
5-6
North Carolina Cardiovascular
Update 2003. Featuring the 2nd

Annual Ernest and Hazel Craige
Lecture. Speaker: Eric Topol, MD,
Chair of Cardiovascular Medicine,
Cleveland Clinic Foundation. The
Friday Center, Chapel Hill. Contact
Rhonda Williams, 919-962-2118.

10
25th Annual Health Law Forum. City
Hotel and Bistro, Greenville. Con-
tact (292) 744-5208.

18-19
Lipid Clinic Training Program. The
Siena Hotel, Chapel Hill. Contact
Deirdre Boyer, 919-962-2118.

19
Memory and Mood Disorders in the
Elderly. Southern Pines United
Methodist Church, Southern Pines.
Contact John Bigger, 910-678-7207.

20
Geriatrics in Family Practice Con-
ference. (Honoring Harry
Summerlin, MD, founder of the
MAHEC Family Practice Resi-
dency.) Holiday Inn Sunspree,
Asheville. Contact David Mouw,
MD, 828-771-3427.

OCTOBER
16-17
5th Annual Coastal AHEC Pediatric
Conference. Hilton Wilmington
Riverside, Wilmington. Contact
Emily Gruelle, 910-343-0161, ext.
272.

17-18
Fall Alumni Weekend. Sheraton,
Chapel Hill. Contact Deirdre Boyer,
919-962-2118.

23-25
Recent Developments in Internal
Medicine. Sheraton Resort, Atlantic
Beach. Contact (252) 774-5208.

29
Eastern Regional Cardiac Confer-
ence. Hilton, Greenville. Contact
(252) 744-5211.

on Behavioral and Social Sciences and Education and can be viewed online at
http://www.nap.edu.

What does research tell us about learners, and how can it guide us? Bransford
and colleagues (2000) describe three major findings and their implications for
teaching:

Finding # 1:  Learners come with preconceptions that must be elicited and
engaged.

The implication of this finding is that teachers must find ways to draw out and
work with students’ preexisting understandings. Faculty must discard the empty
vessel model and recognize that students bring with them ideas, concepts, and
information (or misinformation) that influence how they understand and work
with patients and their clinical problems. The challenge for teachers is to create
conditions under which students’ thinking can be revealed and challenged or
built upon. Frequent informal diagnostic assessment is essential.

Finding # 2: To develop competence and professional expertise, learners need
(a) a deep foundation of factual knowledge, (b) an understanding of facts
and ideas within a conceptual framework, and (c) to organize knowledge in
ways that facilitate retrieval and application.

Given the vast amount of medical knowledge that is available for study, medi-
cal faculty typically try to cover as much ground as possible; however, Bransford
and colleagues suggest that faculty choose fewer subjects—those that illustrate
key concepts—and teach them in depth, providing many examples and provid-
ing a firm foundation of factual knowledge. Teachers should understand how
students’ thinking about a topic grows and develops. When testing students,
teachers should focus on assessing deep understanding rather than surface knowl-
edge.

Finding # 3:  Teaching metacognitive strategies helps learners take control of
their own learning.

Metacognition refers to knowledge of one’s own learning strengths and
(continued on page 4)
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Community Courses: How They Work
The Fall 2002 issue of The Front Line highlighted three commu-
nity-based courses: Introduction to Clinical Medicine, Pediatric
Clerkship, and Ambulatory Care Selective. This issue focuses on
two additional community-based courses, the Family Medicine
Clerkship and the Medicine Clerkship.

The Family Medicine Clerkship became a required third-year rota-
tion in the 1991-1992 academic year. The hallmark of the rotation
is the one-to-one relationship between a student and a practicing
physician in a North Carolina community.

Three years later, the Medicine Clerkship began to send the major-
ity of students in each third-year class to spend one month of their
three-month clerkship with preceptors in sites located throughout
the state.

Basic information about the two clerkships below is supplemented
by information on each clerkship’s Website.

Family Medicine Clerkship
Structure  This six-week clerkship is decentralized and imple-
mented through the state’s AHEC system. Six AHECs—Area L,
Charlotte, Coastal, Greensboro, Mountain, and Southern Regional—
are known as clerkship campuses, each with its own area clerkship
director. Chapel Hill serves as a seventh clerkship campus, com-
bining parts of Greensboro and Wake AHECs, and has its own area
clerkship director. During the clerkship, each third-year student
spends four days each week in the practice of a family physician,
who serves as the primary teacher. One day per week is devoted to
didactic sessions at the clerkship campuses.

Goals  By the completion of the clerkship, students will
• demonstrate skills in clinical problem solving from the family

medicine perspective;
• apply the skills in diagnosing and managing common problems

seen in community-based practices;
• apply the principles of health screening and disease prevention

as appropriate to individual patients and age groups;
• demonstrate an awareness of the patient’s health or illness within

the context of relevant social, familial, economic, environmen-
tal, psychosocial, and genetic factors;

• develop professional skills related to life-long learning and be-
ing a successful member of the health care team;

• incorporate selected aspects of managed care into patient care
activities.

Contact Information  The course director is Arthur Axelbank,
MD, (919) 966-4047, and the course coordinator is Carolyn Joines,
(919) 966-2824. Serving as clerkship campus directors are Rich
Michal, MD (Area L); Patricia White, MD (Charlotte); Barbara
Walker, DO (Coastal); Lee Chambliss, MD (Greensboro); Robyn
Latessa, MD (Mountain); Ralph Brown, MD (Southern Regional),
and Arthur Axelbank, MD (Chapel Hill).

Expectations
• For students  Students are expected to take an active role in their
learning and assessment. In addition to participating in caring for
patients in their preceptor’s practice, students must complete three
required projects: Clinical Reasoning for Common Problems,
Chronic Illness and Its Effect on the Family, and Prevention. Dur-
ing their days back at the clerkship campuses, they will make oral
presentations of each project, receive feedback, and be formally
assessed. They are expected to read the required text, Essentials of
Family Medicine, which is loaned to students during the rotation. A
test on the reading will be scheduled for the final day of each rota-
tion. Students are responsible for initiating each stage of the four-
step preceptor evaluation process with their preceptors (see below).

• For preceptors  Preceptors are expected to expose students to the
whole spectrum of family medicine as they focus on developing
the students’ clinical skills, knowledge of common problems, clini-
cal problem-solving, and professional development. They should

meet with students at designated times for planning and evalua-
tion: (1) on the first day of the clerkship to review the Student Back-
ground and Interest Form completed by the student; (2) towards
the end of the third week to discuss the student’s performance, us-
ing the Mid-Rotation Evaluation; (3) at the end of the fourth week
to assess improvement in areas identified in the previous meeting
and to renegotiate goals as needed; (4) the day before the student
leaves the practice to review the North Carolina Consolidated Family
Medicine Clinical Evaluation Form, which the preceptor should
complete prior to the meeting.

Medicine Clerkship
Structure  The 12-week Medicine Clerkship is divided into two
inpatient months and one outpatient month. This structure provides
students exposure not only to sick, hospitalized patients but also to
medicine as practiced in outpatient clinics. Placing students in the
offices of community preceptors for one month reflects the clerk-
ship director’s belief that substantial outpatient exposure is needed
as more of the care of internal medicine patients is carried out in
the outpatient setting. Placements are coordinated by the Offices
of Regional Primary Care Education of the following AHECs: Area
L, Charlotte, Coastal, Greensboro, and Wake. In order to ensure
that the clinical experience of each student, regardless of site, will
include the same basic information, the clerkship provides a sylla-
bus, computer problem sets, and study guidelines.

Goals The overall goal of the clerkship is for all students to de-
velop a comprehensive approach to the evaluation and care of the
adult medical patient. Specific learning objectives are summarized
below. By the end of the clerkship, students will be able to
• obtain an accurate, comprehensive history;
• perform a thorough physical exam;
• when appropriate, focus the history and physical to the patient’s

active issues;
• order basic laboratory and radiologic studies as appropriate and

interpret the results;
• create a problem list;
• prioritize the issues in the problem list and generate a differen-

tial diagnosis;
• generate an assessment that includes a diagnostic and therapeu-

tic plan for each of the patient’s active problems;
• present orally and in writing the results of the history, physical,

assessment, and plan;
• use the medical literature;
• integrate clinical reasoning skills with an ever-increasing knowl-

edge base;
• continue to develop the skills of self-directed learning.

Contact Information  Dr. Christopher Klipstein, clerkship
director, may be reached at (919) 966-7776, or by e-mail at
Christopher_Klipstein@med.unc.edu. Carol Carden, clerkship co-
ordinator, may be reached at (919) 966-7776, or by e-mail at
cardencm@med.unc.edu.

Expectations
• For students  Students are not expected to complete the transi-
tion from the classroom to the unstructured settings of clinical
medicine during the clerkship. Nor are they expected to master all
of internal medicine by the end of the clerkship. The emphasis of
the clerkship is the acquisition of the knowledge, skills, attitudes,
and behaviors that form the core of internal medicine. By the end
of the clerkship, students should be well on the way to developing
a rational, evidence-based approach to the evaluation and care of
adult medical patients.

• For preceptors  The center of the curriculum is students’ contact
with patients. Preceptors are expected to provide patient contact as
the vehicle for students’ development of the skills of internal medi-
cine. They are also asked to provide formative evaluation during
the month that students spend in the community setting.
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weaknesses; ability to set one's own goals, monitor success, and correct errors; ability to monitor one’s own approach to
problem-solving; ability to reflect on performance; and ability to question current levels of expertise and move beyond them.
To help students develop metacognitive skills, teachers can make desired outcomes explicit to students and help them learn
to assess their own progress and modify their learning strategies when necessary.

Modeling and coaching, common practices in clinical medical education, are excellent ways to promote metacognition.
“Scaffolding” is another effective technique that is often used in clinical education. In this approach, the teacher first models
the activity for the learner and then scaffolds the learner with advice and guidance while the learner practices the task.
Support is gradually tapered off as the learner gains expertise and is able to work independently (Bransford et al., 2000).

The findings cited above also have implications for designing learning environments. How People Learn describes several
ways in which environments can be structured to enhance learning. First, a good learning environment is learner-centered.
Students’ knowledge, skills, and attitudes are closely attended to, and individual progress is closely monitored. Second, the
environment should be knowledge-centered. Thought must be given to what is taught and why, with explicit decisions made
about the depth and breadth and organization of content in order to encourage learning with understanding rather than rote
memorization. When planning instruction, teachers must keep in mind what mastery looks like and what the learning out-
comes should be.

Third, a good environment for learning is assessment-centered, with ongoing formative assessment that helps teachers grasp
students’ preconceptions or misconceptions, helps students learn to self-assess, and assists teachers and students in gauging
progress toward learning goals. Finally, learning happens best in a community-centered environment. Both cooperative  problem-
solving and argumentation promote intellectual camaraderie that is the foundation for building a learning community and
that helps to encourage academic and intellectual risk-taking.

How and to what extent are recommended approaches to teaching in a clinical setting congruent with the findings described
above? One prominent strategy promoted by many clinical educators is the One-Minute Preceptor approach, also called the
Microskills approach (Neher et al., 1992). This method comprises five steps or microskills, which are presented below along
with a description of how they correspond with the research findings described by Bransford and colleagues (2000).

      Microskill     Related Research Findings

Step 1:  Get a commitment—ask what the • Finding #1: elicit preconceptions
learner thinks is going on. • Establish a learner-centered environment

Step 2:  Probe for supporting evidence—ask • Finding #1: elicit preconceptions
the learner to describe the evidence supporting • Finding #3: encourage metacognition
his or her conception of the problem. • Establish an assessment-centered and community-centered

  environment

Step 3:  Teach general rules—explain to the • Finding #2: develop factual knowledge within a conceptual
learner the main lesson you would like him    framework, and organize knowledge so that it can be retrieved
or her to learn from this case. • Establish a knowledge-centered environment.

Step 4:  Reinforce what was right—tell the learner • Finding #2: develop factual knowledge within a conceptual
what he/she did well and why it was effective.    framework, and organize knowledge so that it can be retrieved

• Finding #3: encourage metacognition
• Establish an assessment-centered environment

Step 5:  Correct mistakes—describe to the learner • Finding #2: develop factual knowledge within a conceptual
the mistakes that were made and misconceptions    framework, and organize knowledge so that it can be retrieved
that were held and how to avoid them in the • Finding #3: encourage metacognition
future. • Establish an assessment-centered environment

Team-Based Learning (TBL) is another, newer teaching/learning strategy that medical educators are beginning to use to
marry the advantages of large group and small group instruction (see article about TBL in this issue). In its near-perfect
congruence with the major findings regarding how people learn, TBL may prove to be a most effective innovation.

How People Learn: Brain, Mind, Experience, and School presents the latest research on learning and the implications of that
research for day-to-day teaching. It provides valuable guidance for teachers, who can use it to assess their own teaching
practice and develop ways to make their teaching even more effective and efficient.

References
Bransford JD, Brown AL, Cocking RR, eds. How People Learn: Brain, Mind, Experience, and School. Washington, DC: National Acad-
emy Press, 2000. http://www.nap.edu

Neher JO, Gordon KC, Meyer B, Stevens N. A five-step microskills model of clinical teaching. J Am Board Fam Pract 1992;5:419-24.

How People Learn continued from page 2
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Curricular Innovation:
Team-Based Learning
Park Willis, MD, course director for the cardiovascular patho-
physiology course required of all second-year students, de-
cided to try a new teaching strategy last fall: He piloted team-
based learning in the UNC-CH School of Medicine. Now he
says he will never teach any other way.
     Team-based learning, or TBL, combines the best of a tra-
ditional, large-group format with the best of a small-group
learning format. It is the brainchild of Larry Michaelsen, a
professor of business at the University of Oklahoma whose
research during more than 30 years in the classroom has fo-
cused on the benefits of active learning. The approach ex-
panded from business school to medical school when
Michaelsen’s son, a medical student at the time, mentioned
that the small-group experience of problem-based learning
(PBL) lacked something—accountability.
     The younger Michaelsen told his professors about his
father’s work, and this led to conversations between his medi-
cal program directors and Larry Michaelsen in which they
shared what they were doing. Out of these conversations grew
a hybrid TBL-PBL approach in which small groups of eight
to ten students work to solve a clinical problem, as in PBL,
but with some important additions—whole-class lectures by
experts, ensuring that all students are given the same infor-
mation with the same emphasis; and mechanisms for stu-
dent accountability. Principles guiding team-based learning
include (1) using pre-assessment instruments to diagnose stu-
dents’ knowledge and misconceptions, (2) providing both
facts and application, and (3) emphasizing metacognition,
in which learners think out loud in their small groups about
how they think and how they learn.
     Donna Harward, associate director of the medical school’s
Office of Educational Development, brought the concept back
to UNC from a workshop she attended at Baylor. According
to Harward, TBL is “the best marriage of what we know
about the science of how people learn, and the structural-
logistical challenges of the environment, such as the number
of faculty required to facilitate small groups and facilities
constraints.” As she worked with Dr. Willis to implement
TBL in his intensive two-week course, a major challenge
was getting students to “buy into” the new learning concept
in that brief time. The results in terms of increased learning
made many converts.
     In setting up 20 groups of eight students each for TBL,
Dr. Willis did not use random assignments. He and Harward
attempted to distribute the resources and experiences of group
members as evenly as possible by taking into account a num-
ber of demographic variables such as age, undergraduate in-
stitution attended, undergraduate major, and previous work
experience.
     Assigned readings and lectures were the foundation for
learning activities each day. Daily four-hour sessions began
with individual readiness assurance tests (IRAT)—short,
objective quizzes based on the assigned reading of the previ-
ous night and any lectures given the previous day. After stu-
dents submitted their individual answer sheets, they met to
take the quiz in their small groups. After each group reached

consensus on its answers to the quiz and submitted a single
answer sheet, the professor reviewed the correct answers.
     Small groups then worked on the application activities,
usually three or four clinical scenarios (one for each major
concept covered that day) with multiple possible solutions,
each containing some truth. After discussion, each group was
required to select a single solution/answer to a question and
to simultaneously reveal its answer when time was called.
All answers were revealed by group representatives’ holding
up laminated cards provided to the groups. As group spokes-
men then explained their group’s choice, all students learned
from the multiple perspectives presented and were encour-
aged to offer explanations for alternate choices.
     Although this portion of the class was student-directed, a
faculty member served as content expert, injecting “pearls”
whenever he sensed that the class was missing a major point
or making incorrect assumptions. The faculty member also
committed to one answer out of the possible correct answers
at the end, with an explanation of the choice.
     Classes concluded with a lecture on a new concept that
covered information not readily available in the text. The
next day, the RAT included questions on the lecture mate-
rial, and the application activities forced students to use the
information to solve real-life problems. At the end of the
course, Dr. Willis administered the most difficult final exam
he had ever given. Although the exam questions had definite
correct answers, none were simple recall questions; all re-
quired application. In spite of the degree of difficulty, the
mean exam score was high for the class, and all individuals
scored well, reflecting the steady increase in RAT scores
during the course. While both individual and group RATs
had risen significantly during the two weeks, the group RATs
rose more, as students gained understanding through teach-
ing each other.
     In TBL, the brief individual daily tests address the issue
of how to make every student accountable. Larry Michaelsen
uses an additional accountability tool in his classes by in-
cluding peer review as part of every student’s grade. The
peer review asks each small-group member to review the
contribution of every other member of the group, with a fixed
number of points to distribute among all group members.
Dr. Willis plans to add this component next year to the new
Pathophysiology and Common Clinical Manifestations of
Heart Disease course. He also hopes to have students use
their laptop computers during the application activities so
that high-resolution graphics can be incorporated into the
scenarios.
     In addition to accountability, TBL has several other ad-
vantages over PBL. The course director determines exactly
what content is covered by structuring reading assignments
and application activities and providing content experts who
are heard by the entire group. Thus the director is able to
exercise control over learning issues and ensure that all stu-
dents receive the same expert insight and guidance.

(TBL on the Web: www.ou.edu/idp/teamlearning/)
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Match List
Thirty-seven of the 129 UNC-CH School of
Medicine students who matched at the an-
nual Match Day in March will spend their
residencies at institutions in North Carolina.
The largest number, 18, will stay at UNC
Hospitals. Five will be at Duke, three at
Wake Forest, and two at ECU. In addition,
nine will further their training at North Caro-
lina AHEC residency sites: Carolinas Medi-
cal Center in Charlotte (4), Moses Cone Hos-
pital in Greensboro (3), and one each at New
Hanover Regional Hospital in Wilmington
and Mountain AHEC in Asheville. The most
popular out-of-state placement for this year’s
class is Vanderbilt, where seven graduates
will be residents, followed by the Univer-
sity of Virginia with five and Stanford and
the University Health Center of Pittsburgh
with four each. The following institutions
will have at least three residents from UNC
beginning in July: Baylor, Medical College
of Virginia, and Yale.

Sixty-one percent of the women graduating
this year chose primary care residencies,
compared to one third of the male seniors.
Totals for the class are 15 in family prac-
tice, 23 in internal medicine (with an addi-
tional two choosing medicine as their pre-
liminary placement), three in medicine-pe-
diatrics, three in obstetrics and gynecololgy,
and 16 in pediatrics. The smaller number of
students matching in primary care reflects
the smaller percentage of the class—slightly
under 45%—made up of women, who typi-
cally choose primary care careers in greater
numbers. The most popular specialties are
emergency medicine (12 students), anesthe-
sia (11), radiology – diagnostic (6), and psy-
chiatry (5). Students who gave permission
for their information to be shared appear in
the following list.

Aburabia, Majd A.; Geisinger Health System,
Danville, PA: surgery – general.

Allen, Stanley L., III; University of Virginia:
emergency medicine.

Anglemyer, Bradley Lamar; Eastern Virginia
Medical School: emergency medicine.

Backlund, Dana Catherine; Mt. Sinai Hospital,
New York: medicine – preliminary; NYU
School of Medicine: radiology – diagnostic
(advanced).

Baker, Shannon Cooke; McKay-Dee Hospital
Ctr., Ogden, UT: family practice.

Berg, Jonathan S.; Baylor College of Medicine
– Houston: medical genetics.

Bissram, Melisha; University of Virginia:
internal medicine.

Bolin, Eric Daniel; Medical Univ. of South
Carolina: anesthesiology.

Borton, Diana Denise; University Health Ctr.
of Pittsburgh: pediatrics.

Bortz, LaNelle Henzler; UNC Hospitals:
anesthesiology.

Bowen, Jane Balfour; Vanderbilt Univ.
Medical Ctr.: pediatrics.

Brisson, Theodore Edward; Mayo Graduate
School of Medicine, Jacksonville, FL: urology.

Butler, Martin Joseph; New Hanover Regional
Medical Ctr.: internal medicine.

Byer, Tara T.; Carolinas Medical Center:
medicine – preliminary; UNC Hospitals:
dermatology (advanced).

Campbell, Chris Alan; University of Virginia:
plastic surgery.

Chance, Jamila I. Forte; UNC Hospitals:
pediatrics.

Cuomo, Christopher J.; UNC Hospitals:
surgery – preliminary.

Curtis, Amarinthia Elliott; Duke Univ. Medical
Ctr.: medicine – preliminary; Baylor College
of Medicine – Houston: radiation oncology
(advanced).

Dasgupta, Arijit; McGaw Medical Ctr./
Northwestern Univ.: internal medicine.

Davis, Elizabeth Brewster; Emory Univ.
School of Medicine: medicine – primary.

Deis, Jamie Nichole; Vanderbilt Univ. Medical
Ctr.: pediatrics.

DeVries, David Todd; Brown Univ. Internal
Medicine Residency: medicine – preliminary;
Univ. of Rochester/Strong Memorial: derma-
tology (advanced).

Doan, Phuong Linh; UNC Hospitals: internal
medicine.

Eaton, Jennifer Lipkowitz; UNC Hospitals:
emergency medicine.

Edwards, Juanita Pollard; Univ. of Alabama
Birmingham – Montgomery: medicine –
preliminary; UNC Hospitals: anesthesiology
(advanced).

Ellison, Bradley Scott: Ohio State Univ.
Medical Ctr.: orthopaedic surgery/research.

Erazmus, Keri Ann; UNC Hospitals: pediatrics.

Farkas, Peter; Emanuel/Good Samaritan,
Portland, OR: internal medicine.

Fiscus, Lynne Christine; UNC Hospitals:
medicine-pediatrics.

Fitzsimons, Nicholas John; Duke Univ.
Medical Ctr.: urology.

Fortner, Molly R.; Vanderbilt Univ. Medical
Ctr.: internal medicine.

Gettes, Edith M.; UNC Hospitals: psychiatry.

Gondha, Chetan Vithal; Emory Univ. School of
Medicine: internal medicine.

Green, Jennifer Kiser; Vanderbilt Univ.
Medical Ctr.: medicine-pediatrics.

Gutbier Allen, Pamela L.; Wake Forest Univ./
Baptist Medical Ctr.: orthopaedic surgery.

Hall, John Zachariah, II; Moses H. Cone
Memorial Hosp.: internal medicine.

Hamman, Chelsea Coffey; Moses H. Cone
Memorial Hosp.: family practice.

Hansell, Harriet Ng; Duke Univ. Medical Ctr.:
family practice.

Harris, Heather-john; Carolinas Medical
Center: family practice.

Hauser, Zachary David; Carolinas Medical
Center: medicine – preliminary; Medical
College of Virginia: physical medicine and
rehabilitation (advanced).

Hawfield, Wesley R.; New York-Presbyterian
Hospital/New York Weill Cornell: medicine –
preliminary; dermatology (advanced).

Hawkins, Hilary Norman; UNC Hospitals:
family practice.

Herbert, Allison Coble; Carolinas Medical
Center: internal medicine.

Hiller, Kara M.; Jackson Memorial Hospital,
Miami: pediatrics.

Hipps, John Bates; Univ. of Wisconsin
Hospital and Clinics: pediatrics.

Hobgood, Lacy Chadwick; Christiana Care,
Newark, DE: medicine-pediatrics.

Hodgin, Jeffrey B.; New York-Presbyterian
Hospital/Columbia Presbyterian: pathology.

Holden, Heather E.; Emory Univ. School of
Medicine: internal medicine.

Hunt, Kendra E.; Ohio State Univ. Medical
Ctr.: obstetrics and gynecology.

Ifejika, Nneka Lotea; St. Agnes Healthcare,
Baltimore: medicine – preliminary; Baylor
College of Medicine – Houston: physical
medicine and rehabilitation (advanced).

Ingram, Daniel M.; Univ. of Louisville School
of Medicine: emergency medicine.

Jacks, Leigh Cantrell; UNC Hospitals:
obstetrics and gynecology.

Javia, Luv Ram; Hospital of the Univ. of
Pennsylvania: surgery – preliminary; otolaryn-
gology (advanced).

Kaung, Geoffrey; George Washington Univ.:
orthopaedic surgery.

Kavanaugh, Alison Scott; UNC Hospitals:
pediatrics.

Kendall, Adam Scott; Moses H. Cone
Memorial Hosp.: family practice.

Knowles, Joshua Wiley; Stanford Univ.
Programs: internal medicine.

Kocher, Keith Eric; Univ. of Michigan
Hospitals: emergency medicine.

Kranz, Peter George; Univ. of Maryland
Medical Ctr.: medicine – preliminary; Duke
Univ. Medical Ctr.: radiology – diagnostic
(advanced).

Lee, Kevin J.; Vanderbilt Univ. Medical Ctr.:
surgery – preliminary.

Lee, Sylvia Mina; Univ. of Washington Affil.
Hospitals: internal medicine.
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Match List (continued from page 6)

Leonard, Kathleen; Stanford Univ. Programs:
pediatrics.

Li, Shih-Tzung; Univ. Health Ctr. of Pitts-
burgh: psychiatry.

Liferidge, Aisha T.; Univ. of Maryland
Medical Ctr.: emergency medicine.

Lin, Stephen H.; Rush-Presbyterian-St. Luke’s:
surgery – general.

Link, Patrick E.; UCLA Neuropsychiatric
Inst.: psychiatry.

Longphre, John Paul Morgan; UNC Hospitals:
surgery – preliminary.

Lucero, Cynthia Ann; Univ. Health Ctr. of
Pittsburgh: pediatrics.

Magnuson, Rebecca L.; UNC Hospitals:
family practice.

Manikumar, Arun: UNC Hospitals: emergency
medicine.

McLean, Dalton Singletary; Brigham &
Women’s Hospital: internal medicine.

McPhail, Lindsee Ellen; UNC Hospitals:
surgery – general.

McShane, James Abram; Univ. Health Ctr. of
Pittsburgh: emergency medicine.

Meisinger, John B.; Medical College of
Virginia: anesthesiology.

Messick, Peter Carson; North Shore Univ. –
Manhasset, Manhasset, NY: emergency
medicine.

Mitchell, Jason Bryan; Atlantic Health System,
Summit, NJ: transitional; Rush-Presbyterian-
St. Luke’s: radiology – diagnostic (advanced).

Morehouse, John Whitney; Stanford Univ.
Programs: emergency medicine.

Mullis, Leilani S.; Duke Univ. Medical Ctr.:
anesthesiology.

Newhouse, Beverly Joyce; Scripps Mercy
Hospital, San Diego, CA: transitional; Univ. of
California at San Diego Medical Ctr.:
anesthesiology (advanced).

Nissman, Daniel B.; UNC Hospitals: medicine
– preliminary.

Ott, Daniel David; Medical Univ. of South
Carolina: pediatrics.

Pearson, James Michael, Jr.; St. Vincent’s
Hospital, New York: surgery – preliminary;
New York Eye and Ear Infirmary: otolaryngol-
ogy (advanced).

Pender, Jennifer Denise; Palmetto Richland
Memorial, Columbia, SC: psychiatry.

Petersen, Erika Anne; UNC Hospitals: surgery
– preliminary.

Piggott, Dionne Michelle; Univ. of Washington
Affil. Hospitals: obstetrics and gynecology.

Pirzadeh, Afsaneh; Duke Univ. Medical Ctr.:
pediatrics.

Planer, Jonathan Alan; Carolinas Medical
Center: internal medicine.

Poligone, Brian; Stanford Univ. Programs:
medicine – preliminary; Yale-New Haven
Hospital: dermatology (advanced).

Poligone, Elaine Gilmore; Stanford Univ.
Programs: medicine – preliminary; Yale-New
Haven Hospital: dermatology (advanced).

Poret, Todd Michael; Dartmouth-Hitchcock
Medical Ctr.: pediatrics.

Porfilio, William L.; St. John’s Mercy Medical
Ctr., St. Louis: transitional; St. Louis Univ.
School of Medicine: ophthalmology.

Pridgen, Bryan Chadwick; Massachusetts
General Hospital: psychiatry – preliminary;
psychiatry (advanced).

Ravanbakht, Jason Ali; Georgetown Univer-
sity: medicine – preliminary; Univ. of
Michigan Hospitals: anesthesiology (ad-
vanced).

Redstone, Jeremiah S.; St. Vincent’s Hospital,
New York: surgery – general.

Rehder, Kyle Jason; UNC Hospitals: pediat-
rics.

Reilly, Michael Joseph; Georgetown Univer-
sity: surgery – preliminary; otolaryngology
(advanced).

Reisner, Rachel Elizabeth; McGaw Medical
Ctr./Northwestern Univ.: emergency medicine.

Richter, Erik; Medical College of Virginia:
medicine – preliminary; Allegheny General
Hospital, Pittsburgh: radiology – diagnostic
(advanced).

Roxby, Alison C.; Stanford Univ. Programs:
internal medicine.

Saint-Victor, Manuel; Hanover Family Practice
Residency Prog., Mechanicsville, VA: family
practice.

Shah, Nimesh S.; Beth Israel Deaconess
Medical Ctr., Boston: internal medicine.

Sigel, Keith M.; Mt. Sinai Hospital, New York:
internal medicine.

Skorupa, Krista Ann; Univ. of Minnesota
Medical School: family practice.

Stanig, Kara Jeanne; Yale-New Haven
Hospital: internal medicine.

Strickland, Jessica L.; Univ. of Florida Prog./
Shands Hospital: orthopaedic surgery.

Sullivan, Robert J.; University Hospital,
Jackson, MS: anesthesiology.

Syal, Rishi; Carolinas Medical Center:
medicine – preliminary; UNC Hospitals:
radiology – diagnostic (advanced).

Tedrow, John R.; Medical College of Virginia:
internal medicine.

Tikhonenkov, Sergei N.: Vanderbilt Univ.
Medical Ctr.: surgery – preliminary; urology.

Tillman, Stuart Flanders: Univ. of Florida
Prog./Shands Hospital: anesthesiology.

Trantham, Erin J.; Summa Health/Northeastern
Ohio Universities College of Medicine, Akron:
family practice.

Tyler, Tana C.; University of Virginia:
anesthesiology.

Uthlaut, Brian Scott; University of Virginia:
medicine – primary.

VanMiddlesworth, Frank L.; Mountain Area
Health Education Ctr.: family practice.

Vestal, Rhonda Y.; Carilion Health System,
Roanoke, VA: transitional; Univ. of Alabama
Birmingham: ophthalmology.

Vish, Shannon Scholl; UNC Hospitals: internal
medicine.

Waldman, Jeffrey Michael; Carilion Health
System, Roanoke, VA: surgery – preliminary;
Vanderbilt Univ. Medical Ctr.: anesthesiology
(advanced).

Warren, Eric Thomas; Carolinas Medical
Center: family practice.

Weaver, Donald John; Carolinas Medical
Center: pediatrics.

Williams, Sharon Letitia; Univ. Health System
– ECU: surgery – general.

Wilson, Benjamin L.; Wake Forest Univ./
Baptist Medical Ctr.: family practice.

Wright, Marion Edward; Univ. Health System
– ECU: psychiatry.

York, Carrie Elizabeth; Wake Forest Univ./
Baptist Medical Ctr.: family practice.

Young, Amanda Stine: Maine Medical Ctr.,
Portland: emergency medicine.

Zimmermann, Anna Marie; Univ. of Minnesota
Medical School: pediatrics.

Phuong Doan, shown here at
graduation, will be a resident in
internal medicine at UNC Hospitals.




