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Dear Physician:

As you near completion of your training, I’m sure that finding the right opportunity is a top priority.  
The New England Journal of Medicine (NEJM) is the leading source of information about job openings, 
especially practice opportunities, in the country. Because we want to assist you in this important  
search, a complimentary reprint of the physician job openings section of the February 20, 2020,  
issue is enclosed.

The NEJM CareerCenter website (www.nejmcareercenter.org) continues to receive positive feedback from 
physician users. Because the site was designed specifically based on advice from your colleagues, many 
physicians are comfortable using it for their job searches and welcome the confidentiality safeguards 
that keep personal information and job searches private. Search for both locum tenens and permanent 
jobs, and download our iPhone app to search and apply for jobs directly from your phone as well. 

At NEJM CareerCenter, you will find:

• Quality, current openings — not jobs that were filled months ago

• Email alerts that automatically notify you about new opportunities

• Sophisticated search capabilities to help you pinpoint jobs that match your search criteria

• A comprehensive resource center with career-focused articles and job-seeking tips

• An iPhone app that allows you to search and apply for jobs with a touch of a button

If you are not currently an NEJM subscriber, I invite you to become one. NEJM has recently added many 
exciting enhancements that further increase its relevance to you as you move forward in your career. If 
you are interested in subscribing, please call NEJM Customer Service at (800) 843-6356 or visit NEJM.org. 

We’ve also included a reprint of the August 15, 2019, article, “Clinical Practice: Warm Autoimmune 
Hemolytic Anemia,” in this special booklet. Our popular Clinical Practice articles offer evidence-based 
reviews of topics relevant to practicing physicians. Other popular features include Videos in Clinical 
Medicine, which allow you to watch common clinical procedures, and Interactive Medical Cases, 
which present an evolving patient history and a series of questions and exercises designed to test your 
diagnostic and therapeutic skills.

On behalf of the entire New England Journal of Medicine staff, please accept my wishes for a rewarding 
career. 

Sincerely,

Eric J. Rubin, MD, PhD
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Physician Employment Contracts: Strategies  
for Avoiding Pitfalls
By Bonnie Darves

As physicians increasingly opt for practice opportunities in employed- 
model arrangements, and hiring entities move toward standardizing em-
ployment contracts to simplify matters and ensure equitable treatment of 
existing and incoming physicians, it might appear that there’s scant room 
for negotiating contract terms.

That’s not a prudent attitude to take about such an important document, 
contract lawyers maintain. That employment agreement not only dictates 
the next year or two of a physician’s career but also could potentially nega-
tively affect his or her personal and professional life for years into the fu-
ture. Benjamin J. Mayer, JD, MBA, a Denver lawyer whose firm specializes 
in physician contracts, advises physicians to take the position that any terms 
that aren’t favorable can — and should — be made more reasonable. “The 
physician might not be able to get a higher starting salary or a larger sign-
ing bonus but definitely should negotiate anything that’s explicitly unfair 
or clearly intentionally ambiguous,” Mr. Mayer said.

Key examples he cites are contracts with onerous non-compete provisions 
that would prevent a departing physician from working within, say, a  
60-mile radius of any of the employer’s locations, or contracts that contain 
little detail about weekly work hours and schedules, or call requirements. 
Essentially, anything that is vague or an overreach should be modified and 
specified. “The physician needs to require reasonable boundaries on all of 
the contract’s terms,” Mr. Mayer said. For example, any non-compete radius 
should be drawn from a single primary location, not from all of a sprawl-
ing mega–health system’s hospitals and clinics. Similarly, regarding sched-
ules, the contract should at least specify a cap on total weekly hours or 
days worked and should dictate an equitable call schedule.

“Duties, hours, and responsibilities should be spelled out, and if the call 
coverage isn’t specified, the contract should at least state that those duties 
will be ‘equally divided among all physicians’ in the group,” Mr. Mayer 
said. He acknowledged that some young physicians might be willing to 
shoulder commensurately more call duty than their peers if they’re trying 
to pay off medical school loans, for example, but such special arrange-
ments are best addressed outside of the contract.
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Michael Schaff, cochair of health law for Wilentz, Goldman & Spitzer, P.A. 
in Woodbridge, New Jersey, suggests that young physicians in surgical and 
other call-intensive specialties should determine whether practice culture 
or bylaws issues might translate into an inordinate call burden that they’re 
not willing to assume. For example, Mr. Schaff noted, some practices enable 
physicians who reach a certain age — 55 or 60 is common — to opt out 
of call altogether. If several senior doctors stop taking call, younger physi-
cians’ “equally divided duties” might be unmanageable. To be safe, the 
contract should specific a “not to exceed” number of call days per week  
or month, Mr. Schaff and other sources advised.

Emerging “super groups” affect contracts

On a global scale, practice acquisition and management trends — specifi-
cally, the growing influence of private equity on physician practice and  
facility management and the creation of huge organizations that operate 
scores of groups — are affecting physician employments. Rebecca Gwilt,  
a Richmond, Virginia, lawyer and partner in Nixon Law Group, said she  
is witnessing a “trickle-down effect” on contracts as private equity– 
operated super groups emerge.

“We’re seeing a more sophisticated framework for physician contracts,” 
Ms. Gwilt said, as well as a tendency toward both shorter employment 
terms and slimmer benefits. “Legally, these companies aren’t permitted  
to influence the delivery of services, but in general, they’re non-physician 
companies, which means that the MBAs are making contract decisions, 
not physicians,” said Ms. Gwilt, who frequently speaks on physician con-
tract issues. “So, as this [model] becomes more common, market salaries 
and benefits could change.”

Although the trend toward super-group formation isn’t inherently negative — 
such groups have more bargaining power regarding physicians’ reimburse-
ment rates than smaller ones do, generally — it does call for due diligence 
and research on the part of physicians who consider interviewing with such 
entities. “You first should find out who runs the company, because you will 
have less room to negotiate a contract than with a physician-owned practice,” 
Ms. Gwilt said. “You want to know what it’s like to work there, so I advise 
clients to ask for the name of the last physician hired — someone who’s 
been there for a year — and then talk to that physician.”  
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The movement toward “corporatization” of medicine, in tandem with the 
f luctuating health care economic, reimbursement, and policy environment, 
is prompting employers to reduce their financial risk wherever possible. One 
example is instituting shorter contract employment terms, which enables 
employers to more easily let go of poor-performing physicians. Another re-
cent development is the setting of limits on how much individual physicians 
can earn, regardless of their productivity, according to Kyle Claussen, CEO  
of Resolve Physician Agency, a Missouri-based firm that counsels physi-
cians on contract issues.

“It’s becoming more prevalent to see clauses with caps on compensation, 
such as the 75th or 90th percentile in a major national survey such as  
the Medical Group Management Association survey,” Mr. Claussen said. 
Although such caps aren’t likely to affect most physicians coming out of 
residency because starting salaries are rarely set at those percentiles, the 
caps could penalize high-income specialties such as neurosurgery and or-
thopedic surgery as those physicians move into their second and third years 
of practice. “I’ve seen some high-income specialists walk away from those 
potential jobs,” he said. He added — and other sources concurred — that 
sign-on bonuses are less common now than they were a few years ago, 
possibly for some of the same economic reasons.

Another contract area where shifts are occurring involves bonuses and 
productivity-based compensation, several sources mentioned. As employers, 
as well as government and commercial insurers, move toward providing 
monetary incentives to physicians for performance on measures ranging 
from patient satisfaction to hospital readmissions, it’s important to know 
how such payments are handled on the employer side. This is particularly 
the case with any bonuses or incentive payments that may be due a physi-
cian, Mr. Schaff pointed out.

For example, if the contract states that incentives and bonuses are paid 
only through the employment period or only at the end of a calendar year, 
the physician might lose out on a substantial sum if he or she leaves the 
job on, say, Dec. 22, rather than Jan. 1 of the following year. Ideally, the 
contract should call for payment of “all bonuses earned through the time 
of termination.”

Ditto for accounts receivable monies that physicians might be due. It’s very 
common for such monies to continue f lowing to the practice for several 
months after a physician departs, so ideally, Mr. Schaff suggested, the 
contract should call for reporting on such funds for a specific period  
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after termination and ultimately paying out what’s due at, say, 60, 90, or 
even 180 days post–termination of employment. “This is all over the map 
in contracts I’ve seen,” Mr. Schaff said. “I’ve even seen contracts that state 
that the physician only receives payments through the last day of employ-
ment. This is something that should be negotiated.”

At the other end of the spectrum, physicians whose contracts set minimum 
or expected productivity or quality performance targets in order to continue 
the base salary beyond year one should understand not only what those re-
quirements are but also — and more importantly — whether they’re achiev-
able and reasonable. That means talking to other physicians at the pro-
spective practice to see how they’ve fared in year two in productivity. It’s 
also helpful to find out how much personal effort is required to track the 
performance metrics that underlie performance payments, several sources 
advised. Mr. Mayer said that when a base salary arrangement converts to  
a totally productivity-based one at the end of the first year, he often nego-
tiates for something less dramatic, such as continuation of the base salary 
for an extended period or and perhaps a part-base/part-productivity structure. 

“The point is that your contract governs how your money works, and com-
pensation structures are becoming increasingly complicated,” Ms. Gwilt said. 
“That’s why it’s really important that physicians understand those structures 
and obtain legal review.” It’s not uncommon for compensation methodolo-
gies to incorporate a half-dozen components beyond base salary, such as 
incentive bonuses or “clawbacks” (monies returned to the employer for  
underperformance or other reasons) based on quality measures, cost  
metrics, patient-specific clinical measure reporting, compliance, and 
shared-savings, to name a handful.   

On a final note, all sources stressed the importance of physicians reading 
every word of the contract and obtaining expert review. The point is to make 
sure that physicians understand what the contract entails and what its pro-
visions would look like in their daily lives, by requesting specific examples 
of not only what’s expected of them but also what might happen should 
they leave the position prematurely. “One thing that physicians need to 
think about but are reluctant to ask is this: What happens if they want  
to get out or if the employer wants to terminate the contract?” Ms. Gwilt 
said. “If there’s a penalty clause, that should be highly negotiated.”
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Contract pitfalls to watch for

Contract language that’s vague and highly employer favorable. Such language 
might show up in any area of the contract, but it’s especially problematic 
when it comes to physician schedules and duties, according to Ms. Gwilt. 
“You want to beware of anything that states, ‘X will be determined by the 
practice at its discretion,’” she said. That leaves the physician open to 
whatever the employer decides at any time during the contract period. At 
the least, physicians should negotiate to add that the terms be “fair and 
reasonable, and in accordance with [requirements] for all like colleagues.”

Mr. Mayer provides an example of where “at the practice’s discretion” 
could have a serious lifestyle effect: unspecified practice locations. As or-
ganizations merge and/or add satellite facilities, a vague location clause 
might mean that physicians could be required to commute to or travel 
among four different clinics or hospitals. Mr. Mayer suggests that physi-
cians ask prospective employers to specify locations and limit their num-
ber contractually, or at least give the physician the opportunity to decide if 
she or he is willing to expand the number.  

Highly restrictive non-compete clauses. Syracuse, New York, attorney 
Andrew Knoll, JD, MD, cautions physicians to beware of and negotiate 
onerous non-compete terms when employers aim to keep physicians from 
working for a slew of specific competitors. “I’ve seen clauses that state, 
‘Within two years of leaving the practice, the physician cannot work for 
health system Y or hospitals A, B, or C.’ That’s overly broad. Others might 
restrict the employee from going to a particular large health system, but 
not to smaller hospitals or systems in the same urban area,” Mr. Knoll 
said. “These clauses should always be reviewed.”

Unreasonable benefit start dates. One pitfall with benefits is not ensuring 
that they commence at a reasonable time, Mr. Schaff observed. For exam-
ple, if a contract stipulates that that health insurance benefits start on the 
first day of the month following hiring or 90 days hence, he said, “The 
physician could be on the hook for paying the premiums for COBRA [con-
tinued coverage from the previous employer]. At the least, if the benefits 
start date can’t be modified, the incoming physician might try to negoti-
ate that the employer pay the COBRA premiums until the coverage starts.”
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Onerous — or unspecific — indemnification or liquid damages clauses,  
especially regarding malpractice claims. The first order of business here  
is to understand any limitations that employer-paid malpractice coverage 
might have, and then ensure that the employed or contracted physician 
isn’t on the hook fully for additional damages that the policy doesn’t cover, 
Mr. Mayer advised. For example, if the malpractice coverage tops out at  
$1 million and the judgment comes in at $1.25 million, some contracts 
might shift the entire shortfall to the physician, explicitly or not so explic-
itly. “Such a provision might say that ‘the practice and the doctor agree  
to indemnify and hold each other harmless for any liability caused by the 
other,’” Mr. Mayer said. “It sounds and seems fair, but in practice, the 
malpractice claim will usually follow the physician, not the practice. This 
is something that requires careful review and possibly negotiation.”

Did you find 
this article 
helpful? What 

other topics would you like 
to see covered? Please send 
us an email to let us know 
what you thought at  
resourcecenter@nejm.org.
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Eyeing Physician Career Boost Via Formal 
Business Education
Getting a business degree can be highly rewarding, but planning and foresight 
are essential

By Bonnie Darves

Physicians pursue formal business education for a whole host of reasons, 
but there are some common threads. For many, it’s a desire to effect change 
within their organizations or even health care delivery as a whole. For 
others, a master of business administration (MBA) or master of medical 
management degree (MMM), or the Certified Physician Executive (CPE) 
credential, is viewed as a way to better position them as credible partici-
pants in big-picture discussions about organizational direction or in  
decisions that affect their professional lives or their specialty’s future.

Increasingly, especially in large organizations, the business degree may  
be a requirement for seeking a senior leadership position. Some physicians 
have a specific reason for getting an MBA or MMM, such as launching a 
new clinical service. A final subset of physicians obtains formal business 
education as a first step toward exiting clinical medicine and moving 
wholesale into a nonclinical leadership role.

For internist Pamela Sullivan, MD, MBA, the driver was twofold. She needed 
a better understanding of the business world to help her perform more  
effectively in the leadership realm in which she was already functioning  
as a medical director. She also wanted to make a better-informed decision 
about how to focus the rest of her career.

“I realized that I needed to know more, and that I needed to be able to 
speak the [business] language whether I was in a clinical meeting or a 
business meeting,” said Dr. Sullivan, who is chief clinical officer of imple-
mentation for Landmark Health, which partners with health plans and 
uses a “house calls” model to care for patients with multiple chronic con-
ditions. “The MBA program gave me the confidence I needed to do that.”

Dr. Sullivan opted for the one-year physician executive MBA program  
at the University of Tennessee’s Haslam School of Business. In part, she 
chose it because it was shorter than some MBA programs, but also be-
cause she wanted a practical curriculum and the face-to-face experience  
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of the four weeks of onsite residence. “I learn by doing, and this program 
was not about taking exams — we got real-life practical assignments. It 
was so energizing,” Dr. Sullivan said.

Andrew Furman, MD, MMM, took a more stepwise, protracted approach 
to getting his master’s in medical management. The emergency medicine 
physician started by taking courses through the American College of 
Healthcare Executives and the American Association for Physician Leadership 
(AAPL) over a few years. He then carried those credits into the MMM pro-
gram at University of Southern California (USC) in Los Angeles, which  
he completed in 2017. Today, after stints at Geisinger Health System, and 
Salem Health in Oregon, he is medical director for Accolade, Inc., an in-
novative private care-delivery and benefits company serving self-insured 
employers.

The slower approach enabled Dr. Furman to initially select courses on topics 
that related to issues he was encountering in his work, while allowing him 
to accrue credits toward an eventual master’s degree. “I started piecemeal 
when I was three years out of residency and was doing committee work. 
The AAPL courses were fantastic because they set me on a path to a  
one-year USC program,” Dr. Furman said.

From the outset, Dr. Furman was clear about his motivation for learning 
about business: “I wanted to be part of the change in health care, and any 
change that occurs affects physicians,” he said. “If you just want the three 
letters after your name, you might not get much out of it. If you want to 
shake up the mess we’re in in health care, you will.” For Anil Singh, MD, 
MPH, MMM, executive medical director of clinical transformation at Highmark 
Health and system division director of Critical Care at Allegheny Health 
Network in Pittsburgh, Pennsylvania, the decision to obtain a business  
degree arose in part out of frustration. “I was being asked increasingly  
to do things that did not involve patient care, and to help fix issues,”  
said Dr. Singh, who obtained his MMM from Carnegie Mellon University. 
Business people sometimes asked him to write a pro forma or show ROI 
[return on investment] when he proposed a solution.

“I had no idea what they were talking about and decided I needed to  
understand the jargon. Being in the program opened up a different side  
of my brain that I’d never used before,” Dr. Singh said. “Now, when I 
speak to businesspeople in their own language, I’ve got immediate  
‘street cred’.”
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Benefits of business education: professional and personal

Like Dr. Singh, other physicians interviewed for this article were unanimous 
on one key benefit of formal business education: becoming conversant in 
the language spoken in board rooms and management meetings. 

“I knew that if I was going to be communicating with CEOs and CFOs, 
and marketing directors, I needed to understand their language — and  
I needed the credentials and knowledge to participate effectively. The MBA 
gave me that confidence,” said anesthesiologist Talal Ghazal, MD, MBA, 
co-director of the Holy Cross Hospital Pain Center in Wheaton, Maryland. 
“I also wanted to learn about something I wasn’t trained in. I found that 
business is no big mystery — it’s a matter of understanding the fundamentals 
and concepts.”

Physicians who pursued MMM and MBA degrees that included an onsite 
component also cited interactions and continued networking with their  
cohort members as a major benefit.

“Working on an MBA, MMM, or CPE helps you develop a network of col-
leagues with similar goals or interests, who become an ongoing resource 
for advice or counsel,” according to John Jurica, MD, MPH, CPE, medical 
director of an Illinois urgent care network who blogs and delivers podcasts 
on physician leadership.

For Dr. Furman, the networking was especially gratifying. “The cohort  
experience was amazing. You learn so much from being in the room with 
people with varied backgrounds who often are experiencing similar issues,” 
he said. The diverse specialty and background profiles of a typical MBA 
cohort enrich the learning experience, notes Kate Atchley, PhD, executive 
director of the University of Tennessee’s Physician Executive MBA program. 
“In a typical year, we’ll draw physicians who are entrepreneurial-minded, 
some who are in mid-career or are already in administrative positions who 
want business acumen, and younger physicians who know that medicine  
is changing and want to be part of that change,” she said. “The benefit  
of the physician-only environment is that the students come in with the 
same educational background and the same experience of clinical work — 
they can relate to each other.”

Dr. Singh’s cohort, for example, included hospitalists, internists, cardiolo-
gists, a pathologist, and a palliative medicine physician. “Learning from 
the other physicians was a phenomenal experience,” he said.
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Rex Kovacevich, MBA, a professor of clinical marketing in USC’s MMM 
program, sees those valuable interactions firsthand. He often witnesses 
physicians sharing their stories and experiences, and in doing so, helping 
each other deal with situations in their own organizations or professional 
lives. “That’s one of the key benefits of the cohort model — the physicians 
become comfortable sharing with each other,” said Mr. Kovacevich. 
Monique Butler, MD, MBA, chief medical officer for Swedish Medical 
Center, in Englewood, Colorado, cites those networking benefits and the 
resulting relationships she built as an important outcome of her partici-
pation in the University of Tennessee’s Physician Executive MBA program. 
“The cohort experience gives you a huge support network. We’re able to 
just pick up the phone and call each other when we’re working through 
a challenge,” she said. “It’s been incredibly helpful.”

Weighing the education options

The chief decision physicians face when they decide to pursue business  
education is choosing which route to take. The formal physician executive 
MBA, MMM, and CPE programs teach similar content, but their formats 
differ. The traditional MBA program, offered online or in a hybrid online/
on-campus format, or as an immersive on-campus experience, ranges from 
one to two years and focuses on business theory, concepts, and principles. 
There are more than two dozen traditional MBA programs that have a 
health care business or leadership focus. Several universities now offer 
physician-only executive MBA degrees structured to accommodate the 
schedule constraints of practicing physicians and to deliver targeted  
content. Programs developed as part-time offerings often impose a  
maximum time for completion.

The MMM, a more recent entrant in the business-degree realm, is designed 
specifically for physicians and typically targets those who are at least 
three years out of residency. Physicians who pursue an MMM often end  
up serving as medical directors, department chairs, chief medical officers, 
or president/vice president of medical affairs. The programs run 12 to  
18 months, and prerequisites might be required. These programs incorpo-
rate online learning and an onsite residential component several times  
annually. Common courses include organizational management, health 
economics, health policy, health finance, health law, and operations  
management. 
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Maeleine Mira, director of the MMM program at USC’s Marshall School  
of Business, said that a key feature of the MMM curriculum is that it’s  
designed to teach students how the business cases apply in health care. 
“That’s one of the benefits of the MMM compared to traditional MBA  
programs,” she said. “Every student graduates with an implementable  
capstone, so that they’re ready to go back and institute changes.” USC  
also offers a pre-MMM fellowship option for final-year residents.

When considering any MBA or MMM program, prospective participants 
should carefully evaluate the content focus to choose a program that suits 
their individual needs or career objectives, several sources pointed out. 
Physicians should also keep in mind that some programs require that  
participants have three to five years of clinical experience post-residency.

The CPE that AAPL offers focuses heavily on both business content and 
leadership training and is pursued on a course-by-course basis in a 
150-credit curriculum consisting of online learning and live events. The 
focus is on hands-on learning. The CPE offers f lexibility for participants 
who might need to complete the curriculum at an uneven rate or over  
a longer period, and it requires a final capstone project and audiovisual 
presentation. A sophisticated technology platform facilitates interaction 
among learners, and AAPL also provides professional development re-
sources such as career assessment and executive coaching.

Typically, physicians earn their CPE designation in two to 21/2 years, ac-
cording to Peter Angood, MD, AAPL’s president and chief executive officer. 
AAPL also partners with five universities to enable students to complete 
prerequisites toward master’s degrees and easily transition into those  
programs. 

Other degrees that include some business content include the master in 
healthcare quality and safety management (MS-HQSM) and master of sci-
ence in the science of healthcare delivery (MS-SHCD), as well as clinical 
informatics degrees. The master of health administration also includes 
business principles but focuses on applied health care experience.

When choosing a degree program, especially an MBA, physicians should 
be fairly clear about what they want to achieve, Dr. Jurica advises, in  
part because of the financial investment. That might range from under 
$10,000 for an online-only program to $100,000 for a big-name university 
MBA. The CPE path is generally less expensive than the traditional MBA 



NEJMCareerCenter.org12

or MMM program, he added. “It might be worth waiting to start a program, 
if there’s a way to get your employer to help with the costs,” Dr. Jurica said. 
He also advised physicians who aren’t ready to commit to a program to 
consider taking business courses through the AAPL, specialty organizations, 
online programs, or local education institutions.

“It’s important to decide whether you need the name recognition — which 
might be the case for those who will compete for a senior management 
position at a large organization — or just the degree and the core business 
knowledge,” Dr. Jurica said. In the latter case, an economical online program 
might suffice.

What to expect

The prospect of continuing clinical practice while obtaining a business  
degree can be daunting, but it’s is doable for physicians who organize 
their time efficiently and strategically, sources agreed. The MBA and 
MMM programs typically carry a workload of 12 to 25 hours weekly,  
in addition to the onsite periods.

Physicians who want to get a business degree should plan well in advance, 
all sources said, and should ensure they will have support from their families, 
colleagues, and organizations before they start. Ideally, they should also 
try to either reduce or reconfigure their clinical hours to accommodate 
program demands.  “The most important aspects of preparing for a grad-
uate business degree are figuring out how you’ll arrange your time when 
you add the program to your other responsibilities and making sure that 
those close to you — your spouse, your coworkers, your children — are  
onboard,” said Mr. Kovacevich.

That’s one reason that Dr. Ghazal, who obtained his health care MBA from 
George Washington University in Washington, D.C., encourages physicians 
who are eyeing a specific role to consider getting a degree earlier in their 
careers. “By the time you get to mid-career, and have a demanding practice 
and a family, it can be a challenge to fit it in because of the time require-
ments — you basically have a deadline every week.”

Deborah Vinton, MD, medical director of the emergency department at  
the University of Virginia in Charlottesville, found herself on a crash course 
path when she began the University of Tennessee Physician Executive MBA, 
five years after finishing residency. She started the program just six weeks 
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after delivering her third child. Despite the logistical challenges, the timing 
was important: she had an opportunity to participate in planning the UVA’s 
new emergency department and needed business credentials to be effective.

“I wanted to be a physician leader at this academic center, and I knew I 
needed this education,” Dr. Vinton said. The school and her cohort were 
“amazingly supportive,” she said, and she was able to bring her infant 
daughter with her for the onsite residency portions. “I was surprised by 
how accommodating everyone was — I didn’t expect that,” she said. 

For Jamie Eng, MD, MMM, who completed her MMM at USC as a continu-
ation of the administrative emergency fellowship that program offers, the 
degree better equipped her for the administrative work she was already 
doing at USC-Los Angeles County Medical Center. “It was fortuitous be-
cause the fellowship actually required me do the MMM. I looked at other 
administration fellowships, but this was such a good fit that I decided  
I might as well get the degree,” said Dr. Eng, who is associate medical  
director of emergency medicine at Providence Tarzana Medical Center in 
Tarzana, California, and director of the USC Administrative Emergency 
Medicine Fellowship program.

“The cohort was fantastic,” Dr. Eng said. “I feel like my administrative ex-
perience was sped up by a decade learning from the experiences of others.” 

Tips for choosing a program and planning the journey

Physicians interviewed for this article offered the following additional guid-
ance for their colleagues planning to pursue formal business education:

“When you’re evaluating programs, look at how the curriculum and the schedule can  
intersect with your job. If you’re not able to merge your work with the requirements,  
you might have to consider other options.” — Deborah Vinton, MD, MBA

“I think it’s important to get awareness of the various learning opportunities, so that 
you have a better sense of what you want for your professional growth.”  
— Peter Angood, MD, AAPL president and CEO

“When you’re looking at programs, be clear about your career and where you want to  
be in five years — and how a particular program or fellowship is going to get you 
there.” — Jamie Eng, MD, MMM
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“You must be able to make the commitment before you start a program. You need a  
game plan, the financial resources, and the buy-in from family and colleagues. I ended 
up devoting two full days a week to my studies.” — Pamela Sullivan, MD, MBA

“Truly understand the time commitment. Programs might cite a certain number of hours 
per week but assume that that’s the minimum. It might take more time to meet your  
requirements.” — Talal Ghazal, MD, MBA

“Do the degree at the right time in your career. It’s important to be a good doctor first 
and to have that credibility. I think five years in practice is the minimum, and that  
seven to 10 might be the sweet spot.” — Anil Singh, MD, MPH, MMM

Did you find 
this article 
helpful? What 

other topics would you like 
to see covered? Please send 
us an email to let us know 
what you thought at  
resourcecenter@nejm.org.
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A 61-year-old woman presents to the emergency department reporting fatigue, in-
creasing dyspnea, and dark urine. The respiratory rate is 30 breaths per minute, the 
pulse 116 beats per minute, and the oxygen saturation 90% while she is breathing 
ambient air. She is pale, without splenomegaly or adenopathy. Her hemoglobin level 
is 5.4 g per deciliter, hematocrit 16.1%, and mean corpuscular volume 103 fl; the 
white-cell and platelet counts are normal. The percentage of reticulocytes is 15.7%, 
and the total bilirubin level is 9.7 mg per deciliter (166 μmol per liter). A peripheral-
blood smear reveals numerous microspherocytes. A direct antiglobulin test is posi-
tive for IgG and weakly positive for C3d. Laboratory tests show a panagglutinin. She 
takes no regular medication. How would you further evaluate and treat this patient?

The Clinic a l Problem

Warm autoimmune hemolytic anemia (WAHA) leads to accel-
erated red-cell destruction due to the presence of warm agglutinins 
(almost always IgG antibodies) that bind to antigens on erythrocytes at 

a temperature of 37°C. The annual incidence of WAHA is 1 to 3 cases per 100,000 
persons.1 The median age of onset is 52 years, but WAHA may occur at any age, 
and there is a slight female predominance in most series. Up to 30% of patients 
have a durable remission after initial therapy, but the rest have a chronic, relapsing 
course.1-3

Most accelerated red-cell clearance is through the spleen and liver (extracellular 
hemolysis).4 IgG-coated red cells are recognized by splenic macrophages, which 
carry Fcγ receptors for the IgG heavy chain. This leads to either phagocytosis of the 
red cell or, more commonly, removal of a portion of the red-cell membrane, result-
ing in microspherocytes that are visualized on a peripheral-blood smear (Fig. 1A). 
Microspherocytes are less pliable than normal erythrocytes and become trapped 
in the splenic sinusoids during their next passage through the spleen. Extracellular 
hemolysis in the spleen may also be due to antibody-dependent cell-mediated cyto-
toxicity from T cells that also possess Fc receptors. IgG subtypes can also activate 
complement, leading to deposition of C3 fragments on the red cell that are then 
removed by liver macrophages that carry receptors for C3 fragments. In severe cases, 
complement activation can lead to formation of the membrane attack complex 
(C5b-9) on the surface of red cells and result in intravascular hemolysis, which mani-
fests as hemoglobinuria and markedly elevated lactate dehydrogenase levels.5 Virtually 
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all warm autoantibodies are polyclonal and react 
with all reagent red cells from the blood bank 
(panagglutinins), even when WAHA is associated 
with clonal B-cell lymphoproliferative diseases 
such as chronic lymphocytic leukemia (CLL).6,7

Approximately 50% of cases of WAHA are 
primary and idiopathic; the rest are secondary to 
other disorders (Table S1 in the Supplementary 
Appendix, available with the full text of this ar-
ticle at NEJM.org) or medications.8 Immunodefi-
ciency disorders that are associated with an in-
creased risk of WAHA include common variable 
immunodeficiency9 and other primary immuno-
deficiency states, such as the autoimmune lym-
phoproliferative syndrome.10 Patients with this 
syndrome harbor germline mutations in genes 
such as FAS, FASL, or CASP10. These mutations 
lead to diminished Fas-mediated lymphocyte 
apoptosis and failure to delete autoreactive lym-
phocytes, and thus a predisposition to WAHA 
and other autoimmune diseases. Acquired lym-
phoproliferative diseases associated with WAHA 
include CLL, non-Hodgkin’s lymphoma, and 
Hodgkin’s lymphoma. Purine analogues such as 
fludarabine increase the risk and exacerbate the 
severity of WAHA among patients with CLL, as 
does a history of allogeneic bone marrow trans-
plantation or solid-organ transplantation. Other 
risk factors for WAHA include rheumatologic 
conditions (e.g., systemic lupus erythematosus, 
scleroderma, and rheumatoid arthritis) and in-
fections, including viral infections (especially in 
children, and in particular, human immunodefi-
ciency virus [HIV] infection) and babesiosis in 

Key Clinical Points

Warm Autoimmune Hemolytic Anemia

• Warm autoimmune hemolytic anemia (WAHA) is a chronic, relapsing disease characterized by anemia, 
reticulocytosis, other laboratory evidence of hemolysis, and, in 95% of cases, a positive direct anti-
globulin test (Coombs’ test).

• Autoantibodies in patients with WAHA (panagglutinins) typically lack specificity, in contrast to 
alloantibodies that are typically specific for red-cell antigens.

• Several retrospective studies have shown that the absolute risk of venous thromboembolic events 
(pulmonary emboli and deep venous thrombosis) is 15 to 30% among adult patients with WAHA.

• Prompt transfusion of ABO- and RhD-matched blood is warranted for patients with WAHA and severe 
anemia (hemoglobin level <6 g per deciliter).

• First-line therapy involves glucocorticoids and rituximab. In two randomized, controlled trials, 
glucocorticoid therapy plus rituximab was superior to glucocorticoid monotherapy as first-line 
treatment for WAHA.

Figure 1. Peripheral-Blood Specimens.

Panel A shows numerous microspherocytes (arrows) 
that are typically seen in warm autoimmune hemolytic 
anemia. Panel B shows red-cell agglutination (arrows) 
in a sample obtained from a patient with cold aggluti-
nin disease.

A

B
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patients without splenic function. In a single-
institution study involving 86 patients with a diag-
nosis of babesiosis,11 WAHA developed in 6 pa-
tients, all of whom had undergone splenectomy, 
within 2 to 4 weeks after infection, whereas only 
12 of the 80 patients in whom WAHA did not 
develop had undergone splenectomy.

Multiple medications also are associated with 
the development of WAHA.12 The most common 
drugs associated with WAHA are penicillins and 
cephalosporins. A recent search of the Food and 
Drug Administration database revealed 68 cases 
of WAHA associated with checkpoint inhibitors, 
which are known to be associated with immune-
related complications.13 The reported incidence 
of WAHA appeared to be higher among patients 
who received programmed death 1 (PD-1)–tar-
geted and programmed death ligand 1 (PD-L1)–
targeted therapy (0.15% to 0.25%) than among 
those who received cytotoxic T-lymphocyte anti-
gen 4 (CTLA-4) inhibitors (approximately 0.06%). 
Most patients with WAHA associated with check-
point inhibitors have a response to treatment 
with glucocorticoids, but at least 2 patients who 
received this treatment have died.

Several retrospective studies have shown that 
the absolute risk of venous thromboembolic events 
(pulmonary emboli and deep venous thrombosis) 
is 15 to 30% among adult patients with WAHA.3,14 
The incidence is highest within the first several 
weeks after diagnosis, and these events are more 
common in patients with more severe hemolysis. 
Hemolysis itself appears to account for the high 
incidence of thromboembolic complications15; the 
increased risk persists after adjustment for a score 
predicting the risk of venous thromboembolism 
according to other factors (the Padua prediction 
score),16 the presence of antiphospholipid anti-
bodies, and whether the WAHA is primary or 
secondary. Patients with treatment that includes 
splenectomy are at increased risk for infection, 
even if they have undergone prophylactic vacci-
nation against encapsulated organisms.

WAHA is often considered benign; however, 
mortality from vascular events (pulmonary em-
boli, myocardial infarction, and stroke) or from 
infection or sepsis may approach 5%.3 Low ab-
solute reticulocyte counts17 (<60,000 per cubic 
millimeter) and the presence of warm IgM auto-
antibodies18 have been reported to be predictive 
of an increased risk of death.

S tr ategies a nd E v idence

Signs and Symptoms

Common symptoms of WAHA (fatigue, dyspnea, 
and palpitations) are proportional to the degree 
of anemia. Brisk intravascular hemolysis, which 
can be associated with chest pain, lethargy, and 
confusion, is a medical emergency. Physical ex-
amination reveals pallor and jaundice propor-
tional to the degree of anemia and intravascular 
hemolysis. Cardiopulmonary signs such as tachy-
cardia, peripheral edema, and elevated jugular 
venous pressure may occur. Splenomegaly may 
be present, especially in patients with an under-
lying lymphoproliferative disorder. Common lab-
oratory features include a low hemoglobin level, 
reticulocytosis, elevated lactate dehydrogenase 
levels, low haptoglobin levels, elevated indirect 
bilirubin levels, and a positive direct antiglobu-
lin test.

Among 109 consecutive patients with hemo-
lytic anemia included in a retrospective study (of 
whom approximately 80% had WAHA),19 the 
median hematocrit was 24% and the median 
corrected percentage of reticulocytes was 5.0% 
(range, 0.1 to 45.0). In a smaller registry study in 
France,20 more than 90% of the patients had a 
low haptoglobin level and more than 90% had 
elevated lactate dehydrogenase levels. Bilirubin 
levels were elevated in more than 80% of the 
patients; one third had jaundice, more than 5% 
presented with chest pain, and more than 50% 
required blood transfusion. More than 20% of 
patients with WAHA have a concurrent monoclo-
nal gammopathy, which is more than five times 
the expected rate for their age.21

Diagnosis and Evaluation

WAHA should be suspected in a patient who 
presents with anemia and laboratory evidence of 
hemolysis (i.e., an elevated lactate dehydrogenase 
level, an elevated indirect bilirubin level, and a 
low haptoglobin level). The diagnostic workup 
should include a complete blood count, a reticulo-
cyte count, the markers of hemolysis listed above, 
a peripheral-blood smear, and a direct antiglob-
ulin test (Fig. 2).

It is important to distinguish between WAHA 
and cold agglutinin disease, which is typically 
caused by IgM autoantibodies that react with 
polysaccharide antigens on red cells at tempera-

17
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tures below the core body temperature and re-
sult in complement-mediated hemolysis.22 In cold 
agglutinin disease, the direct antiglobulin test is 
typically negative for IgG but positive for C3 
fragments. Cold agglutinin disease is usually as-
sociated with antibody specificity to I or i red-cell 
antigens, a high titer of cold agglutinins (titer 
of >1:128), and a thermal amplitude (the tempera-
ture at which red cells agglutinate) higher than 
room temperature. A low titer of cold agglutinins 
or cold agglutinins with a thermal amplitude of 
25°C or lower are not likely to be clinically sig-
nificant; thus, communication with the blood 
bank is important to help distinguish between 
warm and cold autoimmune hemolytic anemia. 
Rarely, patients can present with mixed warm 
and cold autoimmune hemolytic anemia that is 
characterized by the presence of both a warm 
autoantibody and a cold-active IgM antibody.23

A diagnosis of primary WAHA is defined by 
hemolytic anemia and a positive direct anti-
globulin test in a patient who is not receiving a 
drug that can cause WAHA and does not have an 
underlying lymphoproliferative, infectious, auto-
immune, or neoplastic disease (Table S1 in the 
Supplementary Appendix). WAHA in a patient 
with a negative direct antiglobulin test is rare 
(<5% of cases), but it should be suspected in 
patients with acquired hemolytic anemia and 
findings on a peripheral-blood smear that are 
consistent with WAHA.17 Paroxysmal nocturnal 
hemoglobinuria should be considered before 
making a diagnosis of direct antiglobulin test–
negative WAHA.24 Direct antiglobulin test–nega-
tive WAHA may be due to pathogenic IgG auto-
antibodies below the sensitivity level of the 
direct antiglobulin test (approximately 500 IgG 
molecules per red cell), red cell–bound IgA or 

Figure 2. Direct Antiglobulin Test (Direct Coombs’ Test).

The direct antiglobulin test is used to determine whether a patient’s red cells are coated with IgG, complement, or both. Historically, 
Coombs’ serum was made by immunizing rabbits with human immunoglobulin. The rabbits made antibodies against human immuno-
globulin and complement that were subsequently purified to make Coombs’ reagent; thus, the antihuman globulin contained antibodies 
against IgG and complement. Newer reagents are made by injecting purified proteins. The test is performed by taking washed patient 
red cells (Panel A) and incubating them (Panel B) with antihuman IgG and antihuman C3d antibodies. In warm autoimmune hemolytic 
anemia, antihuman antibodies, anti-C3d antibodies, or both form links (agglutination) between red cells by binding the human antibod-
ies on the patient’s red cells (Panel C). Agglutination is graded visually as negative to 4+, with values of 1 or higher indicating a positive 
test result.

Washed patient 
red cells

Microspherocyte

Erythrocyte antigen 

IgG antibody

Antihuman IgG and 
antihuman C3d antibodies Agglutination

A B C
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monomeric IgM, or low-affinity autoantibodies. 
Specialized reference laboratories offer enhanced 
direct antiglobulin test assays to detect most cases 
of direct antiglobulin test–negative WAHA.25,26

Peripheral-blood flow cytometry may identify 
low-grade lymphoproliferative disorders and should 
be ordered for all adults with WAHA. Other tests 
warrant consideration in selected patients. These 
may include the d-dimer test, lower-extremity ve-
nous Doppler studies, and computed tomography 
(CT) of the chest if thromboembolic disease is 
suspected. Autoimmune panels should be per-
formed in patients with signs and symptoms of 
rheumatologic disease. Bone marrow aspiration 
and biopsy and CT of the chest, abdomen, and 
pelvis may be indicated to rule out lymphopro-
liferative disorders, especially if the patient has 
lymphadenopathy, massive splenomegaly, weight 
loss, or unexplained fevers.

Immediate Management

WAHA with severe anemia (hemoglobin level <6 g 
per deciliter), hypoxia, confusion, or hemodynamic 
instability is a medical emergency, and urgent 
blood transfusion is indicated to reduce the like-
lihood of death from pulmonary edema, myo-
cardial infarction, or arrhythmia. In virtually all 
cases, the cross-match will be “incompatible,” 
given that the autoantibodies recognize blood-
group antigens and will react with virtually all 
donor red cells; in such cases, ABO- and RhD-
matched blood should be administered.

The risk of a transfusion reaction with ABO- 
and RhD-matched blood is nearly zero among 
patients who have not been sensitized to foreign 
red-cell antigens, and it remains low (<10%), 
even in patients with a history of pregnancy or 
previous blood transfusion predisposing to sen-
sitization. The benefits of red-cell transfusion out-
weigh the risks, even in patients with a predis-
position to sensitization who have severe anemia 
due to WAHA.27 However, in previously sensitized 
patients, blood should be infused slowly (over 2 to 
3 hours), and patients should be monitored for 
fever, chills, and dyspnea. Extended phenotype 
matching for additional Rh subgroups (C, c, E, e, 
Kell, Kidd, S, and s) should be performed in pa-
tients with nonurgent cases of WAHA among 
whom there is a high risk of alloimmunization.

Definitive Therapy

Since randomized trials are lacking, recommen-
dations for drug treatment for WAHA are primar-

ily based on case series and expert opinion. 
Treatment of WAHA that is attributable to other 
conditions or medications is generally the same 
as treatment for primary WAHA, but it may also 
include discontinuation of the use of offending 
drugs or treatment of underlying diseases such 
as poorly controlled HIV infection.

First-Line Treatment
Patients with a new diagnosis of symptomatic 
WAHA are treated with glucocorticoids (1–2 mg 
per kilogram of body weight per day of predni-
sone administered orally or an equivalent dose 
of methylprednisolone administered intravenous-
ly).28,29 It is recommended that this dose be con-
tinued until a hemoglobin level above 10 g per 
deciliter is achieved, a goal that is reached in up 
to 80% of patients within 2 to 3 weeks. A second 
agent is typically added if prednisone is not ef-
fective within 2 to 3 weeks after initiation. If 
effective, prednisone should be tapered over 4 to 
6 months. The percentage of patients who remain 
in remission after discontinuing prednisone is 
unclear, but retrospective case studies suggest 
rates of 20 to 30%.3,20 Most experts aim for a 
hemoglobin level of 10 mg per deciliter or higher 
with a dose of prednisone of less than 10 mg per 
day by 3 months after treatment; otherwise, a 
second agent is administered to avoid long-term 
complications of glucocorticoid use. Data from 
randomized trials to guide tapering strategies 
are lacking, but rapid tapers over 3 to 4 weeks 
are often associated with relapse.

Another option for first-line therapy in patients 
with WAHA is the use of rituximab with gluco-
corticoids; two randomized, controlled trials 
showed that combined therapy was superior to 
glucocorticoid monotherapy. One open-label, 
phase 3 trial in which 64 patients were randomly 
assigned to prednisolone with or without intra-
venous rituximab (at a dose of 375 mg per square 
meter of body-surface area weekly for 4 weeks) 
showed higher rates of relapse-free survival with 
combined therapy than with monotherapy at 36 
months of follow-up (70% vs. 45%).30 There was 
no between-group difference in the rate of ad-
verse effects. In another randomized, double-blind 
trial involving 32 patients with WAHA who had 
received prednisone for less than 6 weeks, patients 
assigned to intravenous rituximab (at a dose of 
1000 mg, on day 1 and day 15) had higher rates of 
remission than those assigned to placebo at 1 year 
(75% vs. 31%) and at 2 years (62% vs. 19%).31
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Second-Line and Other Treatments
Historically, splenectomy has been considered to 
be second-line therapy; however, owing to con-
cerns regarding infection and thrombosis with 
splenectomy, rituximab is now preferred in pa-
tients with WAHA who are initially treated with 
glucocorticoid monotherapy and who do not have 
a response or who have disease that relapses 
after an initial response.32 Recent guidelines from 
the United Kingdom recommend rituximab over 
splenectomy.33 In a meta-analysis of 21 observa-
tional studies that included 154 patients with 
primary or secondary WAHA, the overall response 
rate among patients with relapsed WAHA or dis-
ease that was refractory to rituximab was 79%.34 
Response can sometimes take several weeks, and 
the rate of relapse at 1 to 2 years ranges from 25 
to 50%.35

More than 50% of patients with relapsed or 
refractory WAHA have a response to splenectomy; 
however, of those who have a response, more than 
25% have a relapse within a year; the longer-
term durability of remission is unclear.2,29,36 Con-
sequently, many hematologists prefer that pa-
tients try other relatively nontoxic therapies such 
as mycophenolate mofetil,37 azathioprine, intra-
venous immune globulin, or cyclosporine before 
undergoing splenectomy (Table 1). Data are lack-
ing to guide the order in which to use these 
drugs. Case reports have described good out-
comes in patients with severe refractory WAHA 
who receive intermittent intravenous (pulse-dose) 
cyclophosphamide38 or high-dose cyclophospha-
mide39 or who undergo allogeneic bone marrow 
transplantation. Patients with WAHA associated 
with the autoimmune lymphoproliferative syn-
drome have been reported to have a good re-
sponse to sirolimus.40

A r e a s of Uncerta in t y

Multicenter, randomized, controlled trials with 
long-term follow-up are needed to compare the 
benefits, risks, and costs of various treatments 
for WAHA and to guide how to sequence or 
combine them for the best outcomes. A number 
of targeted therapies are in development but are 
not approved for WAHA. Fostamatinib, a spleen 
tyrosine kinase inhibitor that prevents phagocy-
tosis and immune activation in splenic macro-
phages, is approved for immune thrombocytopenia 
and is now being studied in WAHA (ClinicalTrials 

.gov number, NCT03764618).41 Other targeted 
strategies, including the use of proteasome in-
hibitors (e.g., ixazomib; NCT03965624), B-cell 
receptor inhibitors (e.g., ibrutinib; NCT03827603), 
and complement inhibitors (NCT03226678), are 
also being studied.42

Guidelines

The British Committee for Standards in Haema-
tology has published a guideline for the manage-
ment of WAHA.33 This guideline is based largely 
on expert opinion, given the paucity of random-
ized trials. The present recommendations are 
largely consistent with this guideline, with the 
exception that it recommended glucocorticoid 
monotherapy as first-line treatment (it antedated 
one of the randomized trials that provided sup-
port for combined treatment with rituximab).31

Conclusions a nd 
R ecommendations

The woman described in the vignette has severe 
anemia, reticulocytosis, an elevated bilirubin 
level, and a positive direct antiglobulin test, con-
sistent with WAHA. Given the hemoglobin level 
below 6 g per deciliter, I would immediately 
transfuse 1 to 2 units of ABO- and RhD-matched 
blood and monitor closely for evidence of a 
transfusion reaction (i.e., fever, chills, and wors-
ening hemoglobinuria). I would promptly initi-
ate treatment with glucocorticoids (starting with 
prednisone at a dose of 70 mg daily) and rituxi-
mab, on the basis of data from randomized trials 
providing support for the combination over 
glucocorticoid monotherapy.30,31 Given that the 
patient has dyspnea, tachycardia, and hypoxia, 
and recognizing the increased risk of venous 
thromboembolism associated with WAHA, testing 
is indicated to rule out this condition. I would 
monitor her hemoglobin levels every 8 hours 
until her symptoms improve and closely follow 
her lactate dehydrogenase levels and reticulocyte 
count. Additional blood transfusions may be nec-
essary, with the goal of maintaining her hemo-
globin level above 7 g per deciliter. Once her 
condition is stable, a workup for secondary 
causes of WAHA, including peripheral-blood flow 
cytometry and other testing as clinically indi-
cated, is appropriate. She should be counseled 
that WAHA is often a chronic, relapsing condi-
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tion, and additional therapies may be needed to 
achieve or maintain remission.
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an advisory board for Alexion Pharmaceuticals and receiving 

grant support and advisory board fees from Achillion Pharma-
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for complete accuracy when entering classified 
advertisements; however, NEJM cannot accept 
re sponsibility for typographical errors should 
they occur.

NEJM is unable to for  ward product and service 
solicitations directed to our advertisers through 
our reply box  service.

N
E

JM
C

areerC
en

ter.o
rg

InfoPage_NEJM_ClassAds 1.2.20_R.indd   1 12/9/19   11:11 AM



Explore opportunities across specialties nationwide: optum.co/nejm

OptumCare is committed to creating an environment where physicians focus on what they do best: care for their patients. To do so, OptumCare 
provides administrative and business support services to both its owned and affiliated medical practices which are part of OptumCare. Each medical 
practice part and their physician employees have complete authority with regards to all medical decision-making and patient care. OptumCare’s 
support services do not interfere with or control the practice of medicine provided by the medical practices of any of their physicians.

Diversity creates a healthier atmosphere: OptumCare and its affiliated medical practices are Equal Employment Opportunity/Affirmative Action 
employers and drug-free workplaces. Candidates are required to pass a drug test before beginning employment. © 2020 OptumCare. All rights reserved.

Excellence. 
It’s a start. 

Join our growing OptumCare presence and help us 
redefine how care is delivered. 

Our Vision for Health Care Starts with You

With more than 54,000 clinicians, OptumCare 
is pushing the boundaries of what’s possible 
by bringing our vision for the future to life in 
new and better ways. Our team-based model 
puts our clinicians at the center of care and 
surrounds them with the tools and support 
they need to be at their best, while growing 
their impact in the community and taking 
advantage of greater career opportunities.

Network with Unlimited Energy
OptumCare is part of Optum, the fastest-
growing part of the UnitedHealth Group 
family of businesses. We’re also the 
nation’s largest employer of physicians. 
Our operational strength and marketplace 
momentum has helped us staff and operate 
more local clinics, surgery centers, urgent care 
centers, skilled nursing facilities and homes 
across the country than ever before. And that 

has direct benefits for you. You’ll practice at 
the top of your license while taking advantage 
of the flexibility and opportunity that exists 
for personal and professional development 
across our network of physician-led practices.

Offering the Best of Both Worlds
Innovation is not limited to technology. It can 
vastly improve the way physicians work together 
and deliver care. Our deep analytical capabilities 
and health information system technology 
enable better decision-making at every point 
along the care continuum. The end result is 
a health care system that’s more responsive, 
innovative and effective. It’s that kind of radical 
thinking that will make the biggest impact. 

OptumCare and UnitedHealth Group offer 
the global reach, resources and can-do culture 
where you’re empowered to be your best. So 
bring your compassion and clinical expertise 
and start doing your life’s best work.SM

Sponsor Profile
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Addiction Medicine
ADDICTION MED I CINE — Po si tions available in 
one-year ACGME-accredited fel low ships graduat-
ing clinical experts, faculty, and change agents to 
meet one of America’s greatest health needs. Find 
fel low ships at American College of Ac a dem ic Ad-
diction Med i cine. www.acaam.org

Cardiology
IN TER VEN TION AL CAR DI OL O GIST — NJ 
licensed-Central New Jersey Car di ol o gy practice 
seeking a confident, clinically skilled in ter ven-
tion al ist with pe riph er al training to add to their 
diverse group of car di ol o gists. Multiple of fic es 
providing nu cle ar, echo, and vascular ser vic es, 
and privileged at two hos pi tals providing inpa-
tient and out pa tient cardiac care, Cath, EP, and 
interventions. Excellent op por tu ni ty leading to 
part ner ship in a well-established pioneer group. 
Excellent en vi ron ment, benefits, and com pet i tive 
sal a ry. Visit our website at: nbcardiology.com. 
Send CV to: dhoffman328@yahoo.com; or fax to 
the attention of Diane Hoffman, at: 732-247-5529.

FULL- OR PART-TIME CAR DI OL O GY — In ter-
ven tion al pref er a ble. Must do general car di ol o gy. 
20 min utes from LA and the beach. Hos pi tals 
are STEMI receiving. Please forward CV to: 
Cardiomedical@att.net

Classified Ad Deadlines
 Issue Closing Date
 March 26 March 6
 April 2 March 13
 April 9 March 20
 April 16 March 27

Family Med i cine 
(see also IM and Pri mary Care)

MERCY INPATIENT MED I CAL AS SO CI ATES, 
INC. (MIMA), DBA MERCY INPATIENT MED I-
CINE SER VIC ES (MIMS) — Has multiple po si-
tions available in Spring field, MA, for BE/BC 
(Board El i gi ble or Board Cer ti fied) In ter nal Med-
i cine or Family Med i cine Phy si cians to provide 
in ter nal med i cine med i cal care to hospitalized 
pa tients. Willingness to work night shifts as need-
ed, required. Apply to: Daniele Howe, DASPR, 
Sen ior Phy si cian and Ad vanced Prac ti tion er 
Re cruit ment Spe cial ist, JobCode: NHIMP20, 
Trinity Health of New En gland, 1109 Granby 
Road, Chicopee, MA 01020.

FAMILY MED I CINE PHY SI CIANS — For Coos 
County Family Health Ser vic es in Berlin and Gor-
ham, NH. Requires family med i cine residency, 
BC/E American Board of Family Med i cine, el i gi-
ble for NH med i cal license. Send CV to: Ken Gor-
don, CCFHS, 54 Willow Street, Berlin, NH 03570; 
kgordon@ccfhs.org

Gastroenterology
BALTIMORE, MARY LAND — Large well-
established GI single-spe cial ty group looking for 
new as so ci ate. Ther a peu tic ERCP pro fi cien cy 
preferred but not required. One in seven call. For 
in for ma tion regarding practice, please see: www 
.woodholmegi.com. Please e-mail resume: pisabel@
woodholmegi.com

He ma tol o gy-Oncology
MED I CAL DI REC TOR/PRAC TIC ING HE MA TOL O GY/
ON COL O GY PHY SI CIAN — Excellent full- or 
part-time op por tu ni ty for a prac tic ing He ma tol o gy/
On col o gy Phy si cian/Med i cal Di rec tor to practice 
in the heart of the beau ti ful Ad i ron dack moun-
tains of northern New York. This is a long estab-
lished, hos pi tal based on col o gy practice with 
exceptional support staff, a com pet i tive sal a ry, and 
an excellent benefits package. The Phy si cian must 
have an un re strict ed New York state license and 
be Board Cer ti fied. Reply to Joanne Johnson, at: 
518-897-2706; or: jjohnson@adirondackhealth.org

SOUTHERN CAL I FOR NIA — Im me di ate open-
ing for a private On col o gy Med i cal Group seeking 
highly motivated BE/BC Med i cal On col o gists in 
Riverside County. One hour east of Los An ge les. 
Excellent sal a ry and benefits. Nice On-Call sched-
ule, work en vi ron ment, and team support. Must 
have an active Cal i for nia License to apply for this 
po si tion. E-mail CV: oncposition@gmail.com

Hospitalist
PHY SI CIAN (HOS PI TAL IST), MULTIPLE 
OPENINGS — Full-time po si tion working for 
Lifespan Phy si cian Group, Inc. (“LPG”), in Prov i-
dence, RI, providing ser vic es at Rhode Island 
Hos pi tal. Re quire ments include BE/BC in 
In ter nal Med i cine or Family Med i cine, el i gi bil i ty 
for RI Med i cal License. Apply online at: www 
.lifespancareers.org by searching job number 9834.

In ter nal Med i cine 
(see also FM and Pri mary Care)

KEN TUCKY — Current op por tu ni ties exist for 
BE/BC In ter nal Med i cine Phy si cians. J-1 and 
H-1B can di dates welcome. These are hos pi tal em-
ployed and can sponsor J-1 Waivers. Can di dates 
should e-mail their CVs to: dbuecker@fuse.net

Nephrology
THE RENAL TRANS PLANT FEL LOW SHIP 
PRO GRAM — In Mayo Clinic, Flor i da, has an 
open fel low ship po si tion for the 2020–2021 ac a-
dem ic year. Suitable applicants must be board 
cer ti fied/board el i gi ble in General Ne phrol o gy. 
Po si tion is open to J-1 Visa applicants who meet 
the re quire ments listed on the MCSGME admis-
sions page. Mayo Clinic is an Equal Op por tu ni ty 
Employer. In ter est ed applicants should complete 
the ap pli ca tion proc ess on the pro gram’s website. 
The deadline for ap pli ca tion sub mis sion is April 1, 
2020. Please con tact: Inciong.Angela@mayo.edu 
for any ques tions.

Searching for jobs  
on the go has never 

been easier!

Download the free 
NEJM CareerCenter 

iPhone app today. 

nejmcareercenter.org

NEJM CareerCenter 
takes the work out of 

finding work.

Advertise  
in the next  

Career Guide.

For more  
information,  

contact:
(800) 635-6991 

ads@nejmcareercenter.org

Hiring is a  
numbers game — 

place your ad  
in 3 issues  
and get the  
4th FREE. 

NEJM CareerCenter 
(800) 635-6991

ads@nejmcareercenter.org
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You’re more than just a board certification. You’re a person.
When working with staffing agencies, it’s easy to be seen as nothing more than your 
credentials. But how can someone find you the best career move when they don’t 
know who you are? That’s why we get to know every provider we place.

From locum tenens to permanent placements, let’s find what’s right for you.

comphealth.com  |  844.217.9193



Even the Opportunities are Sunnier
The region’s most comprehensive and preferred health system, located in one of the nation’s  

most sought-after destinations, is seeking physicians in the following specialties: 

OBGYN • Family and Internal Medicine • General Cardiology • Interventional Cardiology  
Inpatient Medical Oncology • Neuromuscular • Orthopedics • Geriatrics

 

Please contact us at 904.202.5124, or email your 
CV to PhysicianCareers@bmcjax.com

World Class Quality of Life

n Northeast Florida is alive with over 1,100 miles of beaches and 
waterways, 80,000 acres of parks and trails, a strong and prosperous 
economy, multiple professional sports teams, renowned golf courses 
and diverse cultural experiences

n The area serves as home to some of the Sunshine State’s best cost of 
living and the nation’s most sought after quality of life

n Jacksonville was recently ranked by Forbes Magazine  
as the second most desirable city for  
relocation in the United States

n No state income tax 

Ideal Place to Practice

n  Structurally and financially strong 
organization

n  Work-life balance

n  High-caliber, physician-led teams

n  Extensive support from the 
region’s largest and most 
comprehensive clinically 
integrated network

BH 33518 Specialties Recruitment Practice Link Ad_v04.indd   1BH 33518 Specialties Recruitment Practice Link Ad_v04.indd   1 2/3/20   2:08 PM2/3/20   2:08 PM

Managing Workplace Conflict
IMPROVING LEADERSHIP AND PERSONAL EFFECTIVENESS

CONTINUING EDUCATION  
A RISK MANAGEMENT PROGRAM

THURSDAY AND FRIDAY, APRIL 2–3, 2020
Massachusetts Medical Society Headquarters  
at Waltham Woods, Waltham, Massachusetts

After participating in this activity, attendees will 
be able to:
>  Discuss the mutual challenges faced by practicing physicians 

and physician leaders.
>  Listen and communicate effectively as a leader and/or as a 

member of a team.
> Apply negotiation and conflict resolution skills in your work.
>  Implement changes in your practice or organization that work 

for your style and the workplace.
>  Promote behavioral change in the workplace using new 

methods and problem-solving skills acceptable to the 
workplace and conforming to professionalism standards.

>  And more.

Space is limited!  
For a list of all the objectives and to register  
for this event, go to www.massmed.org/mwc.  
For more information, contact PHS  
at 781.434.7404.

ACCREDITATION STATEMENT:
This activity has been planned and implemented in accordance with the accreditation requirements and policies of the 
Accreditation Council for Continuing Medical Education (ACCME) through the joint providership of the Massachusetts Medical 
Society and Physician Health Services, Inc. The Massachusetts Medical Society is accredited by the ACCME to provide 
continuing medical education for physicians.

AMA CREDIT DESIGNATION STATEMENT:
The Massachusetts Medical Society designates this live activity for a maximum of 17.00 AMA PRA Category 1 Credits™. 
Physicians should claim only the credit commensurate with the extent of their participation in the activity.

This activity meets the criteria for the Massachusetts Board of Registration in Medicine for risk management study.
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Better Health, Brighter Future

At Takeda, you will be empowered  
to deliver your best, every day

•  MD degree, US board certified Gastroenterology 
•  7 years of relevant clinical practice, research, academic and or  
 Pharmaceutical industry experience 
•  Clinical research, publication activities, congress presentations and  
 public speaking 
•  Based in Lexington, MA office 
•  Visit https://www.takedajobs.com/

Empowering Our People to Shine

Where Quality of Life and Quality of Care Come Together

Berkshire Health Systems
Physician Opportunities

Berkshire Health Systems currently has hospital-based and private practice opportunities in the following areas:

Cardiology  • Child/Adolescent Psychiatry  • CRNA  • Gastroenterology  • Hematology/Oncology    

• Neurology  • OB/GYN  • Primary Care  • Urology 

Berkshire Medical Center, BHS’s 302-bed community teaching hospital, is a major teaching affiliate of the 
University of Massachusetts Medical School. With the latest technology and a system-wide electronic health 
record, BHS is the region’s leading provider of comprehensive healthcare services.  

We understand the importance of balancing work with quality of life. The Berkshires, a 4-season resort 
community, offers world renowned music, art, theater, and museums, as well as year round recreational activities 
from skiing to kayaking. Excellent public and private schools make this an ideal family location, just 2 ½ hours 
from both Boston and New York City.

This is a great opportunity to practice in a beautiful and culturally rich area 
while being affiliated with a health system with award winning programs, 
nationally recognized physicians, and world class technology.

Interested candidates are invited to contact:
Shelly Sweet or Liz Mahan

Physician Recruitment
Berkshire Health Systems

(413) 395-7866
mdrecruitment@bhs1.org or

Apply online at: www.berkshirehealthsystems.org
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TH-12237 
2019 TH Visual Presence 
size: 7 x 4.875  non bleed 
pub: NEJM (OCT 2019)

Join our team 
teamhealth.com/join or call 866.694.7866

We provide the support and flexibility needed to balance your career and life outside of medicine.

We also offer a competitive compensation package, including:
40-hour workweek
Robust 401(k) and 457 retirement plans – tax defer up to $39k-$52k per year
Relocation assistance for those new to State of California service
State of California retirement that vests in 5 years

•
•
•
•

For more information, contact Danny Richardson (916) 691-3155, 
CentralizedHiringUnit@cdcr.ca.gov or www.cchcs.ca.gov

PHYSICIANS IM/FP
$282,216 – $296,328
(Time-Limited Board  
Certified)

PHYSICIANS IM/FP
$253,992 – $266,700
(Pre-Board Certified)

Join doctors just like you in one of the following locations:

*Doctors at these institutions receive additional 15% pay.

WHAT KIND OF  
DOCTOR WORKS  
IN CORRECTIONS?
DOCTORS JUST LIKE YOU.
By now, doctors know California Correctional 
Health Care Services offers more than just great 
pay and State of California benefits.  Whatever your 
professional interest, we can help you continue 
to hone your skills in public health, disease 
management and education, addiction medicine, 
and so much more.  All without the burdens of 
battling insurance companies or unrealistic RVUs.

•
•
•
•
•
•
•
•
•
•

California Correctional Center – Susanville
California State Prison, Corcoran – Corcoran*
Central California Women’s Facility – Chowchilla
Correctional Training Facility – Soledad
North Kern State Prison – Delano
Pelican Bay State Prison – Crescent City
Salinas Valley State Prison – Soledad*
San Quentin State Prison – San Quentin
Substance Abuse Treatment Facility – Corcoran*
Wasco State Prison – Wasco
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E m E r s o n  H o s p i t a l  o p p o r t u n i t i E s

w o r l d - r e n o w n e d  a f f i l i a t i o n s | 3 0  m i n u t e s f r o m b o s t o n | q u a l i t y o f l i f e

C o n c o r d B o s t o n

Location, Location, Location

Located in Concord, 
Massachusetts Emerson 
is a 179-bed community 

hospital with satellite facilities in 
Westford, Groton and Sudbury. The 
hospital provides advanced medical 
services to over 300,000 individuals 
in over 25 towns. 

Emerson has strategic alliances with 
Massachusetts General Hospital, 
Brigham and Women’s and Tufts 
Medical Center.

Concord area is rich in history, recreation, 
education and the arts and is located 
20 miles west of downtown Boston. 

Find out why so many top physicians are practicing at Emerson 
Hospital. At Emerson you will find desirable practice locations, strong 
relationships with academic medical centers, superb quality of life, 
competitive financial packages, and more… 

Emerson Hospital has several opportunities for board certified or 
board eligible physicians to join several practices in the Emerson 
Hospital service area. Emerson has employed as well as private 
practice opportunities with both new and existing practices. 

Emerson Hospital Opportunities

• Cardiology – Non-Invasive
• Gastroenterology
• Internal Medicine – Outpatient Practice
• OB/GYN
• Orthopedic Surgery – Joint Surgeon
• Urology

If you would like more information please contact: 
Diane Forte Willis
dfortewillis@emersonhosp.org
phone: 978-287-3002
fax: 978-287-3600    

About Concord, MA and 
Emerson Hospital

t0120

:30 
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Tenet Physician Careers

A National Network. 

A World of Opportunity.

From newly trained residents and fellows to 
experienced practicing physicians looking to 
make a change, we offer a wide range of 
career opportunities in attractive locations. 
Our communities need physicians in a broad 
range of specialties. Whether you are interested 
in employment, relocating your practice or joining 
the staff of one of our urgent care centers, we 
most likely have an opportunity that’s right for 
you.
 

Contact:  Jeanie Harris

Jeanie.Harris@tenethealth.com

469-893-2639   

Full-time career  or  locum tenens?

Full-time, part-time, or any-time.  

Whatever your current work situation,  

locums is a viable (and great) option.

Get the facts at locumstory.com
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jobs.jacksonphysiciansearch.com

Our experienced recruiters 
guide you every step of the way. 
Let them help you find practice 
opportunities that match your 
life and career needs.

Secure a Fulfilling 
Practice and More 
Balanced Lifestyle.

EOE

FIND YOUR  
CAREER  
BALANCE IN  
CALIFORNIA

California Correctional Health Care 
Services is seeking dedicated and 
compassionate professionals, 
like you, to join our telepsychiatry 
team.  We offer some of the most 
advanced technologies available 
in a clean, comfortable, quiet 
atmosphere.  If you are ready to 
practice within a special program 
where you can help change lives, 
while maintaining the balance in 
your own, consider joining one of 
our office-based teams.

Locations:
• Bakersfield
• Diamond Bar
• Elk Grove
• Rancho Cucamonga
• Santa Ana

We Offer Our Telepsychiatrists The  
Work-Life Balance They Deserve. 

In Return For Your Efforts, We Offer:
• 40-hour workweek with flexible schedules –  

affords you true work-life balance
• Generous paid time off and holiday schedule
• 401(k) and 457 plans (tax defer up to  

$39,000 - $52,000 per year)
• State of California retirement that vests in five years
• $10,000 Thank You Bonus to professionals newly 

hired with the State of California 
• Relocation assistance available to professionals 

newly hired with the State of California
• Paid insurance, license, and DEA renewal
• Visa sponsorship opportunities

Contact Us:
Take the first step in joining one of our teams and 
contact LaTreese Phillips at (916) 691-4818 or 
CentralizedHiringUnit@cdcr.ca.gov. 

You may also apply online at www.cchcs.ca.gov.

TELEPSYCHIATRISTS

$260,004 - $311,592 
annual salary (Board Eligible)

$266,844 - $320,640 
annual salary (Board Certified)
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866.951.2926

Publication

Run Date

Section

Size

Price

Ad#

NEJM

February 6 Issue

1/2 page color (7” x 4.875”)

$

20-BAYS974-0020517

ChooseBaystateHealth.org @baystatecareersFacebook.com/baystatecareers

Baystate Health (BH), western Massachusetts’s 
premier healthcare provider and home to the 
University of Massachusetts Medical School – 
Baystate, invites applications for the position of  
Division Chief of Geriatric and Palliative Care Medicine.
We offer the exceptional, experienced leader a unique 
opportunity to delineate strategy and expand the 
clinical, educational and research activities of a well-
established academic division with 10 physicians and 
Advanced Practice Providers and a full complement 
of interdisciplinary team members including social 
work, nursing, and spiritual services. Baystate Health 
is proud to have been named an “Age-Friendly Health 
System” by the Institute for Healthcare Improvement.
Baystate Health System is located in the heart of the 
Pioneer Valley. The Valley boasts a lively mix of the 
old world New England charm and the vibrant energy 
of the revitalized city of Springfield. Easy access to 
major cities such as Boston and New York without the 
expensive cost of living. A short drive to the summer 
home of the Boston Symphony Orchestra, the Boston 
Pops, and Arcadia Wildlife Sanctuary as well as many 
multicultural restaurants of Springfield’s vibrant foodie 
scene. Your weekends can be filled with local shopping, 
farmers markets, unique restaurants, and trips to big 
cities, beautiful beaches or scenic mountains.

Western Massachusetts

Division Chief, Geriatric 
Medicine and Palliative 
Care Medicine

Baystate Health is an Equal Opportunity employer. All qualified 
applicants will receive consideration for employment without 
regard to race, color, religion, sex, sexual orientation, gender 
identity, marital status, national origin, ancestry, age, genetic 
information, disability, or protected veteran status.

For more information, please contact:

Abraham Thomas, MD, MPH 
Chair, Department of Medicine

c/o Pam Snyder 
Sr. Director of Physician Recruitment

Phone: 413-794-2571  
Email: Pam.Snyder@baystatehealth.org

Position highlights:
• The opportunity to lead an accomplished 

division of mission driven professionals. Our
celebrated faculty members teach annually 
at national meetings and have received 
multiple grants and leadership awards.

• Practice in an academic environment with 
a faculty appointment to the University of 
Massachusetts Medical School – Baystate. 
The Division currently has an established 
Geriatrics fellowship and a newly approved
Palliative Medicine fellowship program. 

• Oversee the expansion and dissemination 
of best practices developed in our state of 
the art Acute Care for Elders (ACE) unit to 
the wider health system

• Work closely with the Chair, Department of 
Medicine to develop and expand Geriatric 
and Palliative Care Medicine programs 
within Baystate Health.

• Partner with leadership that has a strong 
commitment to your career development.

Qualifications:
The Division Chief of Geriatric and Palliative 
Care Medicine will be a physician with an 
academic background and credentials 
supportive of an appointment at Associate or 

Full Professor and a demonstrated track record 
of leadership, research, teaching, mentoring 
and program development. B/C Geriatric 
Medicine or Palliative Care Medicine. Candidates 
should have excellent leadership, clinical, 
teaching, organizational and motivational skills 
and an established research program. This is an 
exciting opportunity for an energetic, forward-
thinking Geriatrician or Palliative Physician to 
lead the growth of clinical, educational and 
research programs within an established 
academic Division of Geriatrics and Palliative 
Care Medicine. Resources will be available for 
the new Chief to build on existing strengths and 
achieve national prominence for the division.
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Jobs for 
you, right 
to your  
inbox.

Sign up  
for FREE  
physician  job 
alerts today!
It’s quick and easy to set 

up and can give you a 

valuable edge in finding 

your next job. Simply set 

your specialty  and location 

and we’ll automatically 

send you new jobs that 

match your criteria.

Get started now at: 

nejmcareercenter.org/alerts

Utah and Idaho have no shortage of outdoor adventure.  

To meet the needs of Utah’s and Southern Idaho’s rapid growth,  
Intermountain Healthcare is hiring for numerous physician specialties.

• EMPLOYMENT WITH INTERMOUNTAIN HEALTHCARE   • RELOCATION PROVIDED, UP TO 15K

• FULL BENEFITS THAT INCLUDE MEDICAL, DENTAL, 401K MATCH, & CME

• COMPETITIVE SALARY WITH TRANSITION TO PRODUCTION AND ADDITIONAL COMPENSATION
   FOR MEETING QUALITY GOALS FOR MOST POSITIONS

• UNLESS OTHERWISE SPECIFIED, VISA SPONSORSHIP NOT AVAILABLE

TOP REASONS TO CHOOSE THE INTERMOUNTAIN WEST:
World-Class Skiing, Hiking, and Biking  •  Incredible National Parks                

4 Distinct Seasons •  Endless Outdoor Recreation Opportunities

physicianrecruit@imail.org  |  800.888.3134  |  PhysicianJobsIntermountain.org

Helping people  
live the healthiest
lives possible

Dedham Medical Associates, Granite Medical Group, 
Harvard Vanguard Medical Associates,

PMG Physcian Associates and VNA Care Network & Hospice

Atrius Health is a well-established, Boston based, physician led, nonprofit healthcare 
organization and for over 50 years, we have been nationally recognized for transforming 
healthcare through clinical innovations and quality improvement.  

At Atrius Health we are working together to develop and share best practices to coordinate 
and improve the care delivered in our communities throughout eastern Massachusetts. 
We are a teaching affiliate of Harvard Medical School/Tufts University School of Medicine 
and offer both teaching and research opportunities.

Our physicians enjoy close clinical relationships, superior staffing resources, minimal 
call, a fully integrated EMR (Epic), excellent salaries and an exceptional benefits package.

We have openings in the following specialties:

Visit our website at www.atriushealth.org, or send confidential CV to:
Brenda Reed, 275 Grove Street, Suite 3-300, Newton, MA 02466-2275

E-mail: Brenda_Reed@atriushealth.org

Leadership
• Associate Chief of Geriatrics/ECF

• Chief of Hematology Oncology

• Chief of Urgent Care – Plymouth

• Medical Director - Primary Care/ 
 Chelmsford

Clinical Staff
• Adult and Child Psychiatry

• Adult & Pediatric Weekend Urgent Care   
 Moonlighting Opportunities

• Allergy

• Non Invasive Cardiology

• OB/GYN

• Outpatient Primary Care - Internal  
 Medicine and Family Medicine

• Weekend Urgent Care – Braintree
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Where work and life  
balance.

At UCHealth, we coined the phrase, “Work hard. Play 
hard.” Here, we provide personalized care at the highest 
level, offering some of the most innovative procedures, 
advanced treatments and medical technologies in the 
nation. Then, life seamlessly transitions from work to  
play in the Rocky Mountain region. 

Explore new opportunities:  
joinuchealth.org 
physician.careers@uchealth.org

Contact: Rochelle Woods
1-888-554-5922
physicianrecruiter@billingsclinic.org
billingsclinic.com

Physician-Led 
Medicine in 
Montana

Billings Clinic is 
nationally recognized 
for clinical excellence. 
Billings, Montana, is a 
friendly college 
community located 
near the magnificent 
Rocky Mountains with 
great schools, safe 
neighborhoods and 
abundant family 
activities. Exciting 
outdoor recreation is 
just minutes from 
home. 300 days of 
sunshine every year!

Outpatient Internal 
Medicine/Dualist
Seeking BE/BC outpatient internists and 
dualists to join our growing team of 
physicians and faculty providers in 
Montana’s premier, state-of-the-art 
medical center, which serves as the 
region’s tertiary referral center.
Stipend & generous loan repayment
• Flexible practice styles
• Consensus-based teamwork
• Option for academic mentoring
• Grant funded for rural care innovations
• Mayo Clinic Care Network provides 

clinical resources and direct access to 
Mayo Clinic specialists

• One of the Top 25 Best Places to Live 
– Livability.com

When opportunity knocks, it's probably us.

crosscountrysearch.com | 800.678.7858 
4 CityPlace Drive, Suite 300 | St. Louis, MO 63141

For over 30 years, Cross Country Search (formerly Cejka
Physician Search) has served as a trusted recruitment
partner to thousands of healthcare organizations. Now,
with even more resources, we continue to work with the
country’s leading healthcare systems, hospitals, single and
multi-specialty medical groups, managed care and more. 

Whether you’re looking to further your career, explore
new cities or just finishing up your residency, or fellowship
training, let Cross Country Search open the door to the
healthcare’s best physician and APP opportunities. 

We’re ready to match your expertise to the ideal job today.
Visit us at crosscountrysearch.com or give us a call at 
800.678.7858.

New name, new look, more opportunity.N
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Become a Physician  
at The Villages Health

T O P  R E A S O N S  T O 

At The Villages Health, you will find a team of health care professionals dedicated to keeping 
people healthy and healing people quickly. We’ve designed a unique care model that gives us the 
time and resources to truly care for our patients - along with a company culture that supports a 
healthy work-life balance.

An Empowering Care Model
 ›  More Time with Patients
 › Lower Patient Panel
 ›  Collaborative 

Team-Based Approach
 ›  Top 1% for Quality 

(4.7 STAR Rating)

An Active Community
 ›  Engaged and Active 

Patient Population
 ›  Top Rated K-12 Charter 

Schools for Employees Only
 ›  Endless Recreational Activities

A High Growth Organization
 ›  Competitive Compensation 

& Benefits
 ›  Shareholder Opportunities
 ›  Professional and Leadership 

Development
 ›  Dynamic Company Culture

Submit Your CV  352-269-5024  |  TheVillagesHealth.com/Recruitment

Actively Recruiting Residents and Fellows for: 
Family Medicine, Internal Medicine, Endocrinology, & Orthopedic Surgery

PHYSICIAN (Multiple Positions)

The FDA’s Center for Biologics Evaluation and Research (CBER), Office of Tissues and Advanced Therapies (OTAT) is recruiting to 
fill multiple Physician positions. Apply today for this exciting career opportunity for qualified candidates with interest in the drug 
development, review of clinical trials, and critical interpretation of study design and clinical data analysis.  

If you are a physician with primary care or specialty expertise in medicine and/or surgery,  
we are looking for you. 

QUALIFICATIONS:  
Must be U.S. citizen with Doctor of Medicine (M.D.), Doctor of Osteopathic Medicine (D.O.) or equivalent degree. 
Official transcripts will be required prior to appointment. Applicants must possess current, active, full, and unrestricted license or 
registration as a Physician from a State, the District of Columbia, the Commonwealth of Puerto Rico, or a territory of the United 
States and 5 years of graduate-level training in the specialty of the position to be filled or equivalent experience and training. U.S. 
Public Health Service Commissioned Corps Officers may also apply.

SALARY:  Salary will be commensurate with education and experience. An excellent federal employee benefits package is available.  
Team lead or supervisory positions may be filled through this advertisement, and candidates may be subject to peer review prior to 
appointment. Additional selections may be made within the same geographical area FDA-wide.

LOCATION: Silver Spring, MD

HOW TO APPLY:  Submit electronic resume or curriculum vitae (CV) and supporting documentation to CBER.Employment@fda.
hhs.gov. Supporting documentation may include: educational transcripts, medical license, board certifications. Applications will be 
accepted through March 31, 2020, although applicants will be considered as resumes are received. Please reference Job Code: 
OTAT-19-07-NEJ.

NOTE:  This position may be subject to FDA’s strict prohibited financial interest regulation and may require the incumbent to 
divest of certain financial interests. Applicants are strongly advised to seek additional information on this requirement from the FDA 
hiring official before accepting a position. A probationary period for first-time supervisors/managers may be required for supervisory 
positions.

DEPARTMENT OF HEALTH AND HUMAN SERVICES IS AN EQUAL OPPORTUNITY EMPLOYER WITH A SMOKE FREE ENVIRONMENT
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Clinical Investigator
Sarcoma Center at Dana-Farber Cancer Institute
The Sarcoma Center at Dana-Farber Cancer Institute (DFCI) and the Department of Medicine at Brigham and Women’s Hospital are 
seeking a medical oncologist (MD or MD/PhD) for an academic investigator position focused on translational and clinical research 
in the context of expert subspecialty clinical care. Our Center has a strong multidisciplinary program with extensive ongoing 
research aimed at identifying new diagnostic tools, biomarkers and mechanism-based therapeutics for molecularly-defined subsets 
of sarcomas, gastrointestinal stromal tumors (GIST), and other mesenchymal neoplasms. The successful candidate will also engage 
in teaching medical students, house-staff, and fellows in the clinic, inpatient and laboratory settings. Appointment at the Instructor, 
Assistant or Associate Professor level at Harvard Medical School will be commensurate to academic accomplishment.

The Sarcoma Center is supported by the extensive core facilities and collaborative research resources of the Dana-Farber Cancer 
Institute, the Dana-Farber/Harvard Cancer Center, and the Ludwig Center at Harvard University. This position is based in 
the Department of Medical Oncology at DFCI and the Department of Medicine at Brigham and Women’s Hospital. Academic 
appointment will be commensurate with experience, training and achievements. Candidates must be board-eligible or 
board-certified in medical oncology. 

Interested individuals are encouraged to submit a curriculum vitae and the names and email addresses of three 
references to: Suzanne George, MD, Sarcoma Center, Dana-Farber Cancer Institute, 450 Brookline Avenue, Boston, 
MA 02115, Phone: 617.632.6563, Fax: 617.632.3408, Email: suzanne_george@dfci.harvard.edu

Dana-Farber Cancer Institute is an NCI-designated Comprehensive Cancer Center. We are an equal 
opportunity employer and all qualified applicants will receive consideration for employment without 
regard to race, color, religion, sex, sexual orientation, gender identity, national origin, disability status, 
protected veteran status, pregnancy and pregnancy-related conditions, or any other characteristic protected 
by law. Women and minority candidates are particularly encouraged to apply.

DANA-FARBER CANCER INSTITUTE 
Dedicated to Discovery ... Committed to Care

The University of  Michigan, Division of  General Medicine, seeks BC/BE internists to join our expanding Academic Primary Care 
faculty. Duties for Primary Care faculty include providing direct patient care in an outpatient setting with teaching opportunities. There 
are also opportunities to engage in population management and quality/safety activities. Prior training or clinical experience in an 
academic teaching environment is preferred.

Excellent benefits:
• Compensation package with guaranteed salary plus incentive bonuses
• Relocation support 
• Generous signing bonus

Interested individuals should forward their curriculum vitae via email to:
Laurence McMahon, MD, MPH, Chief, Division of  General Medicine
GenMedFacultyRecruit@umich.edu 

Application review will continue until the positions are filled.

WWW.MEDICINE .UMICH.EDU/GENERAL-MEDICINE

The University of  Michigan is an equal opportunity/affirmative action employer.

U N I V E R S I T Y  O F  M I C H I G A N

AC A D E M I C  P R I M A RY  C A R E
DIVISION OF GENERAL MEDICINE

    PRIMARY CARE SITES

• Briarwood Medical Group
• East Ann Arbor Health Center
• West Ann Arbor Health Center
• Brighton Health Center
• Canton Health Center
• Northville Health Center
• Saline Health Center
• Taubman Health Center
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Timely

Targeted

Trusted

Locum Tenens Jobs 
at NEJM CareerCenter

Find your next locum tenens 
assignment today! 

Visit NEJMCareerCenter.org.

Oncologist
OFFICE OF TISSUES AND ADVANCED THERAPIES (OTAT)

CENTER FOR BIOLOGICS EVALUATION AND RESEARCH (CBER)
U.S. FOOD AND DRUG ADMINISTRATION (FDA)

DEPARTMENT OF HEALTH AND HUMAN SERVICES (HHS)

The FDA’s Center for Biologics Evaluation and Research (CBER), is seeking an oncologist, with expertise in either of 
pediatric, medical, surgical, radiation or gynecological oncology, to serve as a Physician in the Office of Tissues and 
Advanced Therapies (OTAT). This Office reviews, evaluates and approves most innovative cancer immunotherapeutics  
with curative potential. Examples include chimeric antigen receptor (CAR) T-cells, dendritic cells, adoptive T cell therapies, 
tumor neoantigen-based personalized medicine (vaccine or cell therapy), natural killer cells, oncolytic viruses, 
therapeutic cancer vaccines, and combinations of these immune-oncologic therapeutics with checkpoint inhibitors 
and other agents. The oncologist will be responsible for the review of clinical trial protocols and facilitation of clinical 
development of these products for the treatment of adult malignancies. This person will also represent the agency at 
meetings with academic and industry sponsors of basic and clinical oncology, and at medical conferences.

Qualifications:  
Must be a U.S. citizen with a Doctor of Medicine (M.D.), Doctor of Osteopathy (D.O.), or equivalent degree from a 
school in the United States or Canada. The degree must have been approved by a recognized accrediting body at the 
time the degree was obtained. 

A Doctor of Medicine or equivalent degree from a foreign medical school that provided education and medical knowledge 
substantially equivalent to accredited schools in the United States may be demonstrated by permanent certification by 
the Educational Commission for Foreign Medical Graduates (ECFMG), or a fifth pathway certificate for Americans who 
completed premedical education in the United States and graduate education in a foreign country. Candidates for Civil 
Service or U.S. Commissioned Corps must possess a valid license to practice medicine in any state in the U.S. It is highly 
desired that the prospective candidate has Board Certification or eligibility in Adult Oncology.

Salary:
Salary is equivalent to GP-602-14 plus physician market pay (Title 38). An excellent benefits package is also available. 
The position may also be filled by appointment in the U.S. Public Health Service, Commissioned Corps. 

Location:
Positions are located on the FDA Campus in Silver Spring, Maryland

How to Apply:   
1.  Submit your electronic resume or curriculum vitae, cover letter, and supporting documentation to CBER Recruitment  
 at cber.employment@fda.hhs.gov. Supporting documentation may include: bibliography, summary of research  
 accomplishments, and names/contact information of three references. Please reference Job Code: OTAT-20-03-NEJ.

2.  Create/Log-in to your USAJOBS account and review the official job opportunity announcement located on  
 USAJobs.gov at https://www.usajobs.gov/GetJob/ViewDetails/544721600. Applications MUST be received by  
 applying to the official job opportunity announcement located in the link above.

THE DEPARTMENT OF HEALTH AND HUMAN SERVICES IS AN EQUAL OPPORTUNITY EMPLOYER 
WITH A SMOKE FREE ENVIRONMENT.

The US Oncology Network brings the expertise of 
nearly 1,000 oncologists to fight for approximately 
750,000 cancer patients each year. Delivering 
cutting-edge technology and advanced, evidence-
based care to communities across the nation, we 
believe that together is a better way to fight. 
usoncology.com.

The US Oncology Network is supported by McKesson Specialty Health.  
© 2014 McKesson Specialty Health. All rights reserved.

To learn more about physician jobs, email 
physicianrecruiting@usoncology.com

 

PHYSICIAN 
CAREERS AT 
The US Oncology 
Network

Cambridge Health Alliance (CHA) is an award-winning health system based 
in Cambridge, Somerville, and Boston’s metro-north communities. We provide 
innovative primary, specialty, and emergency care to our diverse patient population 
throughout an established network of outpatient clinics and two full service hospitals. 
As a Harvard Medical School and Tufts University School of Medicine affiliate, 
we offer ample teaching opportunities with medical students and residents. We 
utilize fully integrated EMR and offer competitive compensation packages and 
comprehensive benefits for our employees and their families. Ideal Candidates 
will have a strong commitment to providing high quality care to our multicultural 
community of underinsured patients. 

We are currently recruiting for the following departments and positions:

To apply please visit www.CHAProviders.org. Candidates may submit CV 
confidentially via email to ProviderRecruitment@challiance.org.
CHA Provider Recruitment – Tel: 617-665-3555/Fax: 617-665-3553 

We are an equal opportunity employer and all qualified applicants will receive consideration for 
employment without regard to race, color, religion, sex, sexual orientation, gender identity, national 
origin, disability status, protected veteran status, or any other characteristic protected by law.

✦  Psychiatry
– Adult Inpatient & Outpatient
– Psychiatry Access Services
– Primary Care Integration
– Outpatient Child/Adolescent
– Child Integration

✦  Psychology
– Adult Outpatient
– Child/Adolescent Outpatient
– Primary Care Integration
– Child/Adolescent Neuropsychology
– Haitian Mental Health Program
– Recover in Shared Experience  
 (RISE)

✦  Primary Care
– Regional Medical Director 
– Internal Medicine
– Family Medicine
– Med/Peds
– Pediatrics
– Float

✦  Core Faculty Family Medicine
– Director, Maternity Education  
 Tufts Family Medicine Residency

✦  Chief Medical Information Officer
✦  Department Chief, Surgery
✦  Plastic Surgeon
✦  Chief of Dental Services
✦  Division Chief, Otolaryngology
✦  General Otolaryngologist
✦  Pulmonary/Critical Care/ 
 Sleep Medicine
✦  Urologist 
✦  Vascular Surgeon
✦  General Surgeon
✦  Breast Surgeon
✦  Dermatologist
✦  Hospitalist/Nocturnist
✦  ICU/Nocturnist
✦  Moonlighter Hospitalists
✦  Pathologist
✦  Optometrist
✦  Physician Assistant

– Urology
– Per Diem, OB/GYN
– Primary Care
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For more information, visit LifePointHealth.net

Submit your CV for consideration to LPNT_Provider.Recruitment@lpnt.net

We are an equal opportunity employer. All qualified applicants will receive consideration for employment  
without regard to race, color, religion, sex, sexual orientation, gender identity, national origin, disability or veteran status.

LifePoint Health offers unique opportunities for providers 

to prosper professionally and personally at 89 hospital 

campuses nationwide. Quality care is our top priority – 

we give you access to the tools, resources, and support 

you need to help you care for your patients and grow your 

business. In addition, we offer competitive compensation 

packages, which may include a sign-on bonus, student loan 

reimbursement, and residency stipends.

Join us in Making Communities Healthier.®

Have a career.
Have a life.

AD_Recruitment_PracticeLink_Male_HSC_FP14805_8-125x10-875_021319_bb.indd   1 2/14/19   2:26 PM



Unleashing the potential in each of  
us drives performance for all of us.

Explore opportunities across specialties 
nationwide: optum.co/nejm

OptumCare is committed to creating an environment where physicians focus on what they do best: care for their 
patients. To do so, OptumCare provides administrative and business support services to both its owned and affiliated 
medical practices which are part of OptumCare. Each medical practice part and their physician employees have 
complete authority with regards to all medical decision-making and patient care. OptumCare’s support services do 
not interfere with or control the practice of medicine provided by the medical practices of any of their physicians. 
Diversity creates a healthier atmosphere: OptumCare and its affiliated medical practices are Equal Employment 
Opportunity/Affirmative Action employers and drug-free workplaces. Candidates are required to pass a drug test 
before beginning employment. © 2020 OptumCare. All rights reserved.

Bring your ideas, compassion and 
commitment to a team that can 
bring them to a whole new level. 
At OptumCare, we put the physician at the 
center and reward them for spending more 
time with each patient. We’re at the forefront 
of value-based care and are building our 
physician-led, evidence-based practice model 
by mentoring our new physicians and giving 
them all of the support and resources they 
need to keep patients healthy. 

Your ideas and thought leadership will be 
welcome as we continue to build local care 
delivery systems including primary care–
based medical groups, independent physician 
associations, specialists and ambulatory 
surgery and urgent care centers.

At Optum, the fastest-growing part of the 
UnitedHealth Group family of companies,  
we are constantly looking for ways to 
improve lives and drive performance in  
the health care system. Join us and start 
doing your life’s best work.SM


