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Only an attending has the ability 
to finalize a note. An example on 
this workflow would be: a resident 
sees a patient and signs the note 
and charge encounter, then an au-
tomatic pop-up is generated to send 
a task to the appropriate attending 
physician. Because of this work-
flow, it was important to design an 
attending physician statement that 
would be easy to utilize for the 
attending physicians who oversee 
the residents. We created a separate 
section of each note type for this 
statement labeled “attending” and 
added three templates that included 
all elements that are required by 
federal regulations.   

Order entry caused another ob-
stacle as our residents are allowed 
to place lab and radiological or-
ders, but ancillary facilities cannot 
charge under the resident’s name. 
So, our challenge was to create 
a workflow to ensure that an at-
tending is identified on all resident 
orders. This was mostly accom-
plished by continued education of 
residents, because the resident has 
to manually add the attending to 
the order.  This workflow captures 
both physicians’ names so the result 
is sent to the resident, and the order 
is billed under the attending. 

The EMR at the UAB Huntsville 
Regional Medical Campus has been 
a major success. Income levels of 
the practice have increased because 
we see more patients, and we code 
charges at a higher rate. In general, 
the residents have adapted to the 
system well. It is likely that differ-
ent EMRs will either need different 
workarounds or they may handle 
these workflows well. However, 
we believe that any residency in 
the market for the EMR should do 
their due diligence when it comes 
to resident workflows.
Thomas English, PhD
Jennifer L. Childress, RHIT, CHA
University of Alabama-Birmingham
Huntsville Regional Medical Campus

International Health 
Electives: What Is the 
Impact on Primary Care 
Recruitment?

To the Editor:
As a family medicine resident, I 

often reflect on the significant life 
experiences that led me to primary 
care.  As I’ve shared my journey 
toward family medicine with peers, 
a common theme often surfaces— 
the influential role of International 
Health Electives (IHE). With the 
current health care debate in Wash-
ington, DC, it is clear that recruiting 
primary care physicians within the 
United States remains challenging. 
Is it possible that medical student 
and resident experiences outside of 
the current health care system may 
paradoxically create more primary 
care doctors within it? 

While interest in primary care 
continues to decline, interest in 
global health activities among 
medical students has increased.1,2 
Explanations for this phenomenon 
include the growing diversity of the 
US population and the increasing 
global interdependence of health.3 

Although a variety of individual 
factors contribute to a medical 
student’s choice of specialty, one 
should not overlook the powerful 
effect of hands-on clinical rotations 
in underserved and/or international 
environments. These experiences 
provide tangible ways to improve 
one’s history and physical exam 
skills and increase awareness of 
the important role of public health 
and proper patient education.5 They 
also enhance the student’s ability to 
consider the many cultural factors 
involved in patient care and lead to 
an increased interest in volunteer-
ism.3,5 By removing the student 
from the all too common domestic 
environment of immediate special-
ty consultations and state-of-the-art 
technologies, students come to ap-
preciate the importance of holistic 
patient-centered care in resource- 
limited conditions.6

Following international experi-
ences, students return with a deeper 
understanding of what we often su-
perficially refer to in our daily clin-
ics as “a patient’s health.” A 2003 
study at the University of Mas-
sachusetts Medical School found 
that third-year medical students 
participating in IHEs reported a 
stronger desire to know about the 
living and working situation of 
their patients (P=.047), with 80% of 
participants eventually entering the 
primary care specialties of family 
medicine, pediatrics, and internal 
medicine, compared to 66% of all 
other graduates.7 In a recent multi-
institution Canadian study, students 
who ranked rural family medicine 
as their first choice were more likely 
to have undertaken volunteer work 
in developing nations than those 
choosing a specialty outside of 
primary care (P=.008).8

Further studies have confirmed 
the influential effects of IHEs on 
the primary care workforce. In a 
15-year study involving the Yale 
internal medicine residency pro-
gram, participants in IHEs were 
more likely than nonparticipants 
to switch from a planned career 
in a subspecialty field to general 
internal medicine (P=.02).9 A 10- 
year University of Arizona study 
of 139 students participating in the 
international health course showed 
that the percentage of graduates 
entering family medicine and pe-
diatrics were well above their non-
participant peers and was shown to 
at least promote career choices for 
primary care.10 This was reinforced 
by a 2004 study that followed par-
ticipants of the International Health 
Fellowship Program. Surveys con-
ducted 4–7 years later revealed that 
74% of participants were practicing 
primary care, compared to 43% of 
US physicians, with more than half 
of those working within family 
medicine.11

Many individual factors influ-
ence the choice of a specialty; 
however, it appears there is an asso-
ciation between IHEs and choosing 
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a career in primary care. Whether 
one is involved in primary educa-
tion or practicing clinically, this 
information should be a reminder of 
the potential impact of these activi-
ties. If more medical students and 
residents within the United States 
are encouraged to gain international 
experience in health care, could it 
decrease the shortage of primary 
care physicians? 
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New Research
Effect of Weekly Fasting 
on Blood Lipid Levels

To the Editor:
Residency programs with re-

search mentors are more likely to 
have high overall research produc-
tivity.1 This letter presents clinical 
research done by faculty within 
a residency program modeling 
research behavior for residents. 
The work was based on a clinical 
question posed by a faculty member 
and discussed within the residency: 
How does abstaining from food and 
drink in a regular pattern impact 
blood lipids? Evidence suggests 
that fasting has favorable effects on 
blood lipid levels, based on research 
performed on subjects participating 
in fasting as a part of the Muslim 
observance of Ramadan.2-6 Based 
on a review of the literature, there 
are no studies on the physiological 
or biological effects of abstaining 
from food for >24-hour periods on 
a regular basis. This form of fasting 
is practiced within some religious 
circles as a discipline of their faith, 
and there are weight loss diets that 
ascribe to such forms of fasting. 

The specific aim of this pro-
spective study was to measure 
lipid levels after regular fasting in 
healthy males ages 35–55 years. 
We hypothesized there would be 
favorable changes in lipid profiles, 
primarily increases in high density 
lipoprotein (HDL).

Methods
 We enrolled a total of 10 Cauca-

sian males ages 40–54 who agreed 
to fast for a 24-hour period once 
a week for 8 weeks. Blood pres-
sure and weight were recorded and 
blood was drawn at the initial visit, 
after 4 weeks of fasting and after 
a total of 8 weeks of fasting. Nine 
of the subjects had at least one set 
of complete lab results. Desirable 
lipid values are HDL >40mg/dL, 
HDL-2 sub-class (large, buoyant, 
most heart protective) >10mg/dL, 

and HDL-3 sub-class (small, dense, 
less protective) >30mg/dL. 

We used unidirectional t tests to 
determine if the group improved 
over time. Where appropriate (ie, 
LDL levels), we tested the null hy-
potheses that difference in scores 
were greater than or equal to zero. 
That is, improvement was defined 
as a negative score. When improve-
ment was reflected by a positive 
difference (HDL levels), we tested 
the null hypotheses that scores were 
less than or equal to zero. 

Results
The mean age of participants was 

46 years, mean weight at the start 
of study was 200 pounds, and mean 
BMI was 28.23 (range 22.32–33.23). 
There was no significant change in 
weight or blood pressure during 
the study. On average, participants 
began the study with lipid panel 
results mainly within the normal 
range. The total HDL (34.7mg/dL + 
3.7), HDL-2 (7.9mg/dL + 1.6), and 
HDL-3 (12.9mg/dL+1.3) were not 
within desirable range at the start of 
the study. LDL, VLDL, and triglyc-
erides did show decreases during 
the study, but changes did not reach 
statistical significance. HDL-2 lev-
els showed statistically significant 
increases during the first 4-week 
study period (P=.04) but only a 
trend upward overall (P=.07). The 
final HDL-2 value was 10.2mg/dL 
(+3.7), a level in the desirable range 
for heart health. Total HDL trended 
upward as well (P=.06), going up 
to 39.8mg/dL (+8.2). Overall, HDL 
increased 15%, HDL-2 increased 
28%, and HDL-3 increased 11%, 
whereas LDL decreased 9%, trig-
lycerides decreased 5%, and Lp(a) 
decreased a dramatic 43%.

Discussion
The lack of more statistically 

significant results in this study is 
related to several factors, includ-
ing the general good health of the 
subjects, small sample size, and 
the consequential influence that 
any single individual’s condition 


