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cuss a treatment plan. About
75% of patients stay within the
PMHC for care or return to their
primary-caregiver, while 25% are
referred for specialized mental-
health care. The PMHC starts
with an assumption that “the pa-
tient is okay,” says Pomerantz,
but something in his or her life
needs to be addressed. “Our job
is to focus on the [patient’s] chief
complaint,” he adds. 

Access: Running the clinic on
an open-access basis can be a
chore, notes Pomerantz, though
90% of the time the patient flow
is fairly even. If five people show
up at once, “we manage it,” he
says. “If one of them has that sui-
cide question highlighted, we’ll
take care of that first. We’ll
adapt. Maybe I’ll do everything.
Maybe they’ll only see me and
not the therapist and I’ll touch
on the things that the therapist
would normally do. In some sit-
uations, maybe we’ll both see the
person together.” 

The main thing, says Pomer-
antz, is “you need to learn to let
the patient set the agenda.”

Matthew C. Wiencke

VITAL SIGNS

Waitless environment is good for mental health

J ust imagine: A mental-health
clinic with no appointments

and no waiting lists. Patients
could stop in any time to see a
counselor or a psychiatrist. The
concept isn’t imaginary, howev-
er. It’s real and it works, says Dr.
Andrew Pomerantz, chief of
mental health at the DMS-affil-
iated VA Medical Center in
White River Junction, Vt.

Model: His team developed a
new model of delivering mental-
health care within the White
River VA’s primary-care clinic.
Known as the Primary Mental
Health-Care (PMHC) Clinic, it
has been well received by the
nearly 13,000 veterans and their
families who
visit the prima-
ry-care clinic
each year; 99%
of patients who used the PMHC
during its first year (2004-05)
rated overall care there as good
to excellent. Patient ratings have
stayed high ever since.

In the quarter before the
PMHC opened, patients waited
an average of 33 days to see a
mental-health specialist and
were often reluctant to continue
treatment due to the stigma as-
sociated with seeking mental-
health care. In the first quarter
after the clinic opened, waiting
time had ben reduced to an av-
erage of just 19 minutes, and lost
productivity due to no-shows
was eliminated.

The model has won two na-
tional awards: the American Psy-
chiatric Association 2005 Psy-
chiatric Services Achievement
Award and the Veterans Health

Administration 2006 Advanced
Clinic Access Award.

Patients who come to the
PMHC see both a psychologist
(or a licensed counselor) and a
psychiatrist on their first visit.
“The full spectrum [of care] is
there,” says Pomerantz. “You’re
seeing people skilled in both the
psychological treatments and the
psychiatric treatments.” 

And having the new clinic in
a primary-care setting helps
avoid stigma. “You come in the
primary-care clinic without be-
ing branded as a mental-health
patient or a psychiatric patient,”
points out counselor Brady Cole,
a cofounder of the PMHC. Its

presence with-
in primary care
also fosters reg-
ular consulta-

tions between primary-care doc-
tors and mental-health staff.

And since it’s an open-access
clinic, patients can visit any
time, regardless of the severity of
their illness. “What’s different
with this is that everybody gets
in,” says Pomerantz. 

A patient new to the clinic
first fills out self-report tests on a
touchpad; the tests assess depres-
sion, anxiety, PTSD, and overall
physical and mental functioning,
as well as a suicide risk. Next the
patient meets a psychologist or
counselor who takes a psychoso-
cial history, then a psychiatrist
who does a mental-status exam
and diagnostic assessment. 

Finally, the patient, psychol-
ogist, and psychiatrist, plus pos-
sibly the patient’s primary-care
physician, meet together to dis-

Pomerantz’s model has won two awards.
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A reminder of the pace of change,
and of timeless truths, from the
1972 Annual Review of Mary
Hitchcock Memorial Hospital:

Dr. Jarrett Folley, MHMH’s

chief of staff, was quoted as

saying: “I would foresee an

extension of things done in

the outpatient area . . . with

[a] closer relationship with

health agencies in other

communities to provide

continuing care. We will 

be trying to determine the

role of our physicians in 

the broadening health-care

system, particularly how

they may better comple-

ment other physicians and

hospitals throughout

northern New England.” 

99
Number of employees today

in the DHMC Office of

Care Management, which

coordinates patients’ care

not only during but after 

their hospital stays

T H E N & N O W

Average waiting time was reduced

from 33 days to just 19 minutes.
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A reminder of the pace of change,
and of timeless truths, from the
1984 Dartmouth Medical School
admissions viewbook:

Dr. Allen Dietrich said his

objectives as a faculty mem-

ber were “to establish a per-

sonal research agenda on

preventive health care, to

develop a strong family prac-

tice and primary-care clini-

cal thread throughout the

four years of the DMS cur-

riculum, and to build a mod-

el family practice center. . . .

I believe it is one of Dart-

mouth’s obligations to teach

its medical students . . . a

person-oriented approach to 

medical care, not just a dis-

ease-, procedure-, or organ

system-oriented approach.”

2007
Year Dietrich was named to

the U.S. Preventive Services

Task Force, a national panel

of experts in preventive 

and primary care

T H E N & N O W
Trustees call for a doubleheader at DHMC

T he Roman Republic did it.
Hewlett-Packard did it. Gold-

man Sachs did it. Now Dart-
mouth-Hitchcock Medical Cen-
ter is doing it—proving that two
heads are better than one. 

Structure: A new co-leadership
structure for DHMC—to be
known as the Office of the Presi-
dents—was endorsed by the rel-
evant Boards of Trustees two
months ago, and Nancy For-
mella, R.N., M.S.N., was named
president of Mary Hitchcock
Memorial Hospital and of the
Dartmouth-Hitchcock Alliance.
Formella had been in that role in
an acting capacity since the re-
tirement last year of long-time
MHMH-DHA president James
Varnum. And the shared presi-
dential structure—a collabora-
tion between Formella and Dr.
Thomas Colacchio, president of
the Dartmouth-Hitchcock Clin-
ic and a professor of surgery at
DMS—had also been in place
unofficially for the past year.

DHMC is following in the
footsteps of companies like Hew-
lett-Packard, Goldman Sachs,
Intel, TIAA-CREF, and other
enterprises that have made
shared leadership work. Even the
early Republic of Rome thrived
for 400 years with consuls and
other magistrates who served as
co-leaders. But DHMC may be
one of the first academic medical
centers to function in this way.
“We’re kind of leading the way,”
says Formella. “For us right now,
this is the right thing for the
organization.” 

Experts who study manage-
ment systems have found that

co-leadership works best when
the people at the top have com-
plementary skills. Formella and
Colacchio fit that mold.

Colacchio, who joined the
DMS faculty in 1981, combines
administrative duties with a day
and a half in the clinic, so he
“understands the clinical prac-
tice from a physician’s point of
view,” says Formella. “And my
background as a nurse is in care
provision, and being a manager
and an execu-
tive in a hospi-
tal. So, togeth-
er, that’s a pret-
ty powerful package—that kind
of clinical depth of knowledge
with administrative knowledge.”

Process: Their personal char-
acteristics are complementary,
too. “I would say my strengths
are very much in the arena of
building relationships and invit-
ing conversation and group
process kinds
o f  th ings , ”
says Formella.
And “Tom’s
strengths are
i n  s i f t i n g
through a lot
of  informa-
tion and a lot
of data and
getting to the
c o n c l u s i o n
a n d  b e i n g
more direct in
the decision-
making.”

T h e  c o -
equal nature
of the leader-
ship structure

was underscored by the Trustees’
announcement that Formella
and Colacchio will be paid the
same salary—$600,000 each.
The Trustees said they were im-
pressed by what the two leaders
have accomplished so far, citing
“the remarkable progress made
by Dartmouth-Hitchcock over
the past 12 months in its finan-
cial performance and in the set-
ting of a set of ambitious priori-
ties for the future.”

Formella sees challenges
ahead, however. “This is an or-

ganization that
is wedded to
the status quo,”
she points out.

“We’re not where we need to be
or where we want to be, and we
haven’t been particularly pas-
sionate about changing it.”

Until now. Under Formella
and Colacchio’s leadership,
DHMC is taking a systematic
look at all its processes and func-
tions. “Things like patient ac-

The shared structure has been in

place unofficially for the past year.

Colacchio and Formella now officially lead the lineup at DHMC.
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cess, how do we make appoint-
ments, what’s really our commit-
ment to getting patients in here
in a timely way?” says Formella.
She anticipates improving infor-
mation technology, performance
reviews, and clinical and admin-
istrative systems. 

“We’ve been an organization
that has been good at launching
a project, and we don’t hold our
own feet to the fire,” she adds.
“We’re designing these improve-
ment projects in a way that—the
best way I can say it is—will hold
our own feet to the fire—[by de-
veloping] metrics and . . . build-
ing accountability.”

Formella—who has more
than 30 years of experience as a
staff nurse, a clinical nurse spe-
cialist, and a nursing executive
—came to DHMC as senior
nurse executive in 1999. She had
previously worked for a national
consulting firm for three years
and before that held leadership
positions in Mayo system hospi-
tals for 15 years. 

Magnet: In 2003 she led the ef-
fort to obtain Magnet status in
nursing for DHMC. In 2004 she
was named Nurse Leader of the
Year by the New Hampshire
Nurses’ Association. And in
2005 she was honored for Nurs-
ing Management Excellence by
the New Hampshire Organiza-
tion of Nurse Leaders. She holds
a B.S.N. from the University of
Iowa and an M.S.N. from Mar-
quette University. 

“It is so humbling to be asked
to take on this role at this time in
this organization’s history,” says
Formella. “It is just very, very
gratifying.”

Laura Stephenson Carter

VITAL SIGNS

A reminder of the pace of change,
and of timeless truths, from the
Spring 1987 issue of this magazine:

In an article titled “Perni-

cious Weed,” Dr. A. Stuart

Hanson, DMS ’60, wrote:

“As an internist specializing

in pulmonary disease, I had

begun to realize [10 years

previously] that I was mak-

ing my living from the end

results of cigarette smoking.

My mentors in pulmonary

disease had trained at tu-

berculosis sanatoriums 

. . . but what I was seeing

now, in my own practice,

was a new set of pulmonary

diseases that were in large

part caused by tobacco.” 

39
Mentions since then in the

magazine of tobacco’s effects

or of smoking cessation

1992
Year DMS students began 

a tobacco-education

initiative in local schools

T H E N & N O W
Too much coursework? Try some hair of the dog!

F or medical students whose
“chief complaint” is intense

coursework, a proven cure seems
to be more courses. Courses, that
is, that they’ve designed or on
subjects that they’ve chosen.   

Electives organized by stu-
dents let them “follow their pas-
sions and not lose parts of them-
selves” to the rigor of medical
school, says Dr. Joseph O’Don-
nell, senior advising dean. And
students are often “way ahead on
societal trends,” he adds, so it’s
not unusual for elective subjects
to later be absorbed into the for-
mal curriculum. 

Kalindi Trietley, the director
of learning and disability ser-
vices, coordinates these “enrich-
ment” electives. She says the
program allows DMS to be sen-
sitive to “pock-
ets of interest
that aren’t big
enough for a
course but [are] very valid.”
There are more than 30 current
offerings, on topics from wilder-
ness medicine to medical Span-
ish. The program, now 10 years
old, includes both student- and
faculty-initiated courses; each is
overseen by a faculty member. 

Two electives offered last term
—Medical Anthropology and
the Art and Craft of Medicine—
offer a window on why and how
such courses come to be. 

Katherine Ratzan’s interest in
medical anthropology dates from
some courses she took before
coming to DMS. “I thought oth-
ers might find the perspective
from that field . . . refreshing,”
she says. She set up six lectures;

one, “Asian Medical Systems in
Interaction with Biomedicine,”
was given jointly by a U.S. physi-
cian and a Tibetan physician.
“Students discussed the idea that
science itself is culturally medi-
ated,” Ratzan says, “and this
must be kept in mind when in-
teracting with patients who do
not hold the same set of beliefs.” 

The art elective had its gene-
sis when Daniel Kaser took a
one-year leave from DMS to pur-
sue his interest in art (see dartmed.
dartmouth.edu/fall06/html/student_notebook
.php). This experience reinforced
his belief in the importance of
art in healing. Upon his return
to DMS, he organized a course
combining studio work with
classes led by an educator at
Dartmouth’s Hood Museum of

Art. “Students
are encouraged
not  only  to
d raw,  bu t  to

talk about what they have
drawn,” Kaser says. “Further, we
look at objects in the Hood gal-
leries . . . and discuss what we
see. This practice of observation
and oral presentation is critical
to medical encounters.”

Wake: O’Donnell likens such
electives to “letting a thousand
flowers bloom.” He sees them as
part of the constant renewal of
the formal curriculum. For ex-
ample, he says, international
health is a subject on which “the
institution is coming along” in
the wake of student interest.

See http://dms.dartmouth.edu/admin/
olads/enrichment.shtml for more about
the enrichment electives.

James DiClerico

O’Donnell likens such electives to

“letting a thousand flowers bloom.”

TEA-TOTALER: A DMS study of the correlation between tea
consumption and skin cancer incidence found that subjects

who drank two or more cups of tea a day had a 65% lower
risk of squamous cell carcinoma. Lemon boosted the effect. 




