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860 winter street, waltham, ma 02451-1413 usa

April 27, 2017

Dear Physician:

Whether you are currently a hospitalist or assessing what kind of practice will ultimately be best for you, we 
can help. The New England Journal of Medicine (NEJM) is the leading source of information about job openings for 
physicians in the United States. To further aid in your career advancement we’ve also included a couple of recent 
selections from our Career Resources section of NEJMCareerCenter.org. 

The NEJM CareerCenter website (NEJMCareerCenter.org) continues to receive positive feedback from physicians. 
Because the site was designed 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.

At the NEJM CareerCenter, you will find:

• Hundreds of 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 the jobs matching your search criteria

• A comprehensive Career Resources Center with career-focused articles and job-seeking tips

• An iPhone app that sends automatic notifications when there is a new job that matches your job search criteria

• Quick and easy options to apply for jobs through mobile and tablet devices

A career in medicine is challenging, and current practice leaves little time for keeping up with new information. 
While the New England Journal of Medicine’s commitment to delivering top-quality research and clinical content 
remains unchanged, we are continually developing new features and enhancements to bring you the best, most 
relevant information each week in a practical and clinically useful format.

A reprint of the March 16, 2017, article, “Clinical Practice: Acute Lower Gastrointestinal Bleeding,” is also included 
in this booklet. Our popular Clinical Practice articles offer evidence-based reviews of topics relevant to practicing 
physicians. 

We also have audio versions of Clinical Practice articles. These are available free at our website and save you 
time, because you can listen to the full article while at your desk, driving, or exercising. Another popular feature, 
Videos in Clinical Medicine, enables you to watch common clinical procedures — including information about 
preparation and equipment — right on your desktop or mobile device. You can learn more details about these 
features at NEJM.org.

If you are not currently an NEJM subscriber, I invite you to become one by calling NEJM Customer Service at  
(800) 843-6356 or subscribing at NEJM.org.

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

Sincerely,

Jeffrey M. Drazen, MD

1NEJMCareerCenter.org

Making the Most of the Physician Site Visit

Arriving prepared and being highly professional are key, but physi-
cians should also plan their ‘downtime’

By Bonnie Darves

When residents near the end of training, nothing says “you’re almost 
there!” quite as dramatically as the act of setting the date for the first on-
site job interview. For physicians, those basic phone or email transactions 
validate both the years of hard work and the fact that they’ll soon start 
their first practice position — somewhere.

Even if the prospective employer or the organization’s recruiter initiated 
the conversation that led to scheduling the site visit, that doesn’t mean the 
job is guaranteed. Physicians should prepare for any site visit as if they’re 
not the only candidates in the running. If the opportunity is in a highly 
desirable organization or location, there’s a very good chance that other 
physicians are also being considered.   

In other words, treat the site visit as the important event that it is: making 
the most of that day or two onsite and presenting as a consummate pro-
fessional. “It’s important for residents to keep in mind that the site visit  
is a job interview, first and foremost, and that their demeanor and appear-
ance really matter,” said Lynne Peterson, director of physician and ad-
vanced practice recruitment for Fairview Health Services in Minneapolis, 
Minnesota. “I have seen physicians show up wearing clothes that are far 
too casual, and that comes across as unprofessional.”

What’s too casual? “It is not a good idea to show up wearing a polo shirt 
and casual slacks,” said Joelle Hennesey, manager of physician services for 
First Physicians Group and Sarasota Memorial Hospital in Sarasota, Florida. 
“Wear business attire, and when in doubt, don’t worry about being over-
dressed.” Ms. Hennesey pointed out that most of the young physicians she 
encounters are dressed for the occasion, but it’s more often experienced 
physicians who commit the dress faux pas. “Then, as recruiters, we’re 
faced with trying to figure out whether the wrong attire choice was just  
a personality quirk,” she said.

Allen Kram, director of physician development for Westchester Medical 
Center, in Valhalla, New York, reminds residents that professional attire, 
the candidate’s first opportunity to make an impression on arrival, sets 
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the tone. “Dress is unequivocally important. Men should wear a clean, 
pressed dress shirt and jacket, and women, the corollary to that. That’s 
the standard of etiquette for an onsite interview,” said Mr. Kram, a board 
member of the Association of Physician Staff Recruiters (ASPR). He and 
other recruiters interviewed indicated that residents might not receive suf-
ficient coaching from their program staff on this aspect of the site visit.

Act — and be — prepared for the interview

Ideally, physicians planning for an onsite interview should prepare for the 
visit a week or two in advance. This preparation process should be fairly 
straightforward, depending on the practice opportunity. There is an abun-
dance of information available online today about many health care orga-
nizations and the geographic areas and markets in which they operate. 
This means that physicians should arrive reasonably well informed. “It’s 
pretty easy now to do research on a practice, facility, or organization, and 
the prospective employer will expect the resident or fellow to have done 
that research,” said Craig Fowler, immediate past president of the National 
Association of Physician Recruiters and vice president of training, recruit-
ing, and public relations for Pinnacle Health Group in Atlanta, Georgia. 
“There’s no excuse for being unprepared for this aspect of the site visit, and I 
often remind residents that being uninformed could give the impression 
that they’re not highly interested in the opportunity, even when they are.”

The most efficient way to obtain a basic grounding on a practice, facility, 
or academic institution is to first review the organization’s website and 
ask the recruiter to provide background information. If candidates aren’t 
familiar with the geographic region or the health care environment within 
the area in question, they might find it helpful to look at both business 
and general-interest publications websites. 

If possible, residents should reach out through professional channels to 
learn more about the organization or facility before the visit. This might 
entail asking training program faculty members if they have any contacts 
in the region, or tapping into the medical school or residency alumni  
networks to identify physicians who might have a helpful perspective.

The star candidates, Mr. Kram, a veteran recruiting professional, points 
out, “are those who show me and our [interviewing] physicians and ad-
ministrators that they’ve done some checking — and that they’ve networked 
enough to know about the organization’s history, and its physicians or  
its research.” Knowing in advance, for example, that a health care system 
operates six hospitals and a large clinic network, or is well known for its 
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cardiac care, will help the candidate steer the conversation toward how 
any of the attributes might affect the opportunity.

Ms. Hennesey observed that being prepared is also ultimately a matter  
of courtesy. Organizations have generally gone through considerable time 
and expense to prepare for a candidate’s visit and schedule meetings with 
very busy physicians and administrators. As such, showing up unprepared 
or acting as if the site visit is just a casual opportunity to meet and greet 
could offend the hosting institution. It also could waste the candidate’s 
time, if doing some homework might have ruled out a less-than-ideal  
opportunity.  

“Young physicians should keep in mind that the number of site visits they 
can make is a finite number, and they should choose accordingly,” Mr. Kram 
said. He and other sources stressed that candidates should never accept 
the offer of a site visit if they’re not truly interested in exploring the  
opportunity.

Answer — and ask — the important questions

When candidates prepare for onsite interviews, they should first be ready to 
answer questions succinctly and professionally. At the same time, candidates 
should also be ready to ask questions of the physicians and administrators 
who participate in the interviews.

Of course, it’s not always possible to predict the questions that will be asked. 
However, physicians should have a ready, ideally rehearsed answer to two 
all-important ones they’re likely to hear: What do you think you would 
bring to our organization, and why are you interested in this opportunity?

The recruiters who contributed to this article reported nearly unanimously 
that most candidates can readily speak to how they’re qualified to succeed 
clinically in the position. That’s not necessarily the case when candidates 
are asked why they are interested in the position, recruiters said.

“Physicians should not answer the question by just saying ‘my family lives 
in New Jersey,’” Mr. Kram advised.

“In my experience, the smart candidates really do their homework before 
they come for the site visit, and they come because they’re interested in 
our organization or their prospective colleagues,” Ms. Hennesey said.

It’s also advisable for the candidate to ask specific questions during onsite 
interviews and conversations. “I sometimes think there’s a misunderstand-
ing among residents about this,” said Ms. Peterson. Prospective colleagues 
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and other interviewers are in fact expecting questions from candidates, 
and they might be disappointed if those questions aren’t posed, she said.

It is recommended, for example, that candidates ask specific questions 
about practice scope, procedure expectations, patient volumes and schedul-
ing practices, operating room availability, organizational culture, and the 
organization’s position in the marketplace and plans for growth, to name 
a few important ones. “Asking questions demonstrates a level of engage-
ment and interest on the candidate’s part. The key is to ask the questions 
respectfully,” Ms. Peterson said.

On a deeper level, physician candidates are also encouraged to ask strategic 
questions during the interviews. Candidates might ask about the organiza-
tion’s perceived strengths and weaknesses, for example, with an eye to how 
their own qualifications might help the practice or facility address the latter. 
In this climate of consolidation in health care, it’s also appropriate to ask 
whether the organization is contemplating a purchase, merger, or affilia-
tion — or the prospective addition or removal of a particular clinical  
service — that might affect the candidate’s own professional future.

Recruiters agree that candidates should reserve the formal interview forum 
primarily for addressing position-related questions, not to ask about things 
like recreational opportunities or schools. The community tour or conver-
sations with real estate professionals is the appropriate time and place for 
those inquiries.

“If you’re not sure what to ask during the interview, go to your program 
faculty leaders and ask them what they might ask, if they were getting 
ready for that particular site visit,” said Ms. Peterson. “Their guidance  
can be very helpful.”

“Candidates who have done research on the compensation in their specialty 
and who are concerned about ensuring they receive a certain salary level 
actually should ask questions of the recruiter before they schedule the site 
visit,” Ms. Peterson said. “At the very least, it’s OK for candidates to ask 
whether the expected compensation range is competitive with the range  
in their specialty and in that region, before proceeding.”

Candidates who have a successful site visit and are very interested in the 
position should let their key interviewers know that right away, said Nahry 
Minars, president and chief executive officer of ProMedical Staffing, LLC, 
in Washington, DC. “Candidates should always send a thank you to the 
prospective colleagues and the recruiter, ideally soon after they leave town 
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and before they get back to their busy lives,” she said, adding that she  
advises sending that note within 48 hours, to all key individuals. “That 
thank-you note is the perfect vehicle for letting the people you met know 
that you’re very interested in the opportunity — and asking if they need 
anything else from you, so that your note requires a response. Waiting  
too long to let them know your interest can give the wrong impression.”

Other site-visit do’s and don’ts: the short list

Physicians who accept the offer of a site visit should plan ahead. To that 
end, the recruiters offered these additional tips:

Do request “downtime” — a few hours or an entire day, if needed — to check 
out the area alone. Most organizations will arrange a community tour of 
some sort if the site visit will be more than a single day (some organiza-
tions, as a rule, use a two-visit model, and reserve that return visit for  
seeing the community). Physicians who really want some time alone or 
with a significant other to explore the community should ensure that’s  
set aside ahead of time.

Don’t forget that everyone you encounter onsite is important, and treat all 
with the same degree of respect. A candidate’s inappropriate or discourteous 
behavior to anyone may raise questions about the candidate’s suitability 
for the position. Behaving inappropriately can “sink the opportunity 
quickly,” as one recruiter put it.

Do ask if a spouse or partner can accompany you. Although most organiza-
tions are willing to accommodate a candidate’s significant other, it’s still 
a good idea to clear that person’s prospective presence (and be clear about 
any associated expenses) ahead of time with the recruiter.

Did you find this article 
helpful? What other topics 
would you like to see cov-
ered? Please send us an 
email to let us know  
what you thought at  
resourcecenter@nejm.org.
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Seeking Work-Life Balance in Physician 
Practice Opportunities
Whether you are a Gen-Xer about to leave training or already in practice and considering 
a change in venue, establish a realistic set of essential work-life priorities before you ne-
gotiate with employers. Become familiar with the fiscal outlook, reimbursement models, 
staffing patterns, caseload, and coverage requirements. Communicate with other physi-
cians who have recently been hired and keep your requests in line with the real or per-
ceived norm for salary, benefits, and defined work time. Once you’ve established yourself 
as an indispensable member of the medical staff, it will be easier to attain your ideal 
work-life balance.

—John A. Fromson, MD

Young physicians can — and increasingly do — ask for preferred 
schedules or other accommodations, but there’s a time and place and 
way to broach the subject

By Bonnie Darves

It’s understandable that physicians coming out of training want to find  
a practice opportunity that not only suits their clinical interests and skill 
sets but also offers the potential for a reasonable balance between work 
requirements and their personal and family life. It’s also understandable 
that the practices, hospitals, and health systems seeking to hire new grad-
uates are eyeing balance as well. Ideally, they want candidates who are 
highly skilled and committed to providing good care and willing to help 
the organization meet its operational and financial requirements.

The issue — or challenge, in many cases, today — for employers is find-
ing a way to structure and offer practice positions that meet their own 
and candidates’ needs. And that’s no small feat, in an environment where, 
particularly in primary care, demand for physicians far exceeds supply.

The recruiters who frequently find themselves in the middle of this equa-
tion report that they sometimes see a bit of a disconnect between the 
kinds of lifestyle accommodations and concessions physicians want and 
what the employing entities can reasonably offer. “What candidates ask  
in terms of schedule preferences or work week [structure] depends largely 
on whether there’s a shortage in their specialty,” said Chris Kashnig, a 
lead physician recruiter for Dean Medical Group in Madison, Wisconsin, 
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part of SSM Health. “What I am seeing is that young physicians, in pedi-
atrics, for example, want ‘bounded’ work — a strictly outpatient practice 
with a defined schedule. The problem is there aren’t enough of those posi-
tions around.” In primary care, he added, his organization is experiencing 
an increasing amount of requests for part-time positions, particularly from 
women and candidates with young children.

Some candidates these days, particularly in primary care, have no qualms 
about asking for special accommodations across the board, recruiters re-
port. Here’s an example: Residents in internal medicine or family medi-
cine asking for a fairly substantial list of work-life balance accommoda-
tions — a four-day work week with f lex time, loan repayment, a signing 
bonus, and relocation expense coverage. And on top of that, by the way, 
they would also like top-dollar compensation and no call duty.

What’s wrong with that picture? For one thing, it doesn’t imply — or leave — 
much room for give and take. Secondly, such an exhaustive set of require-
ments doesn’t take into account the fact that the newly graduating physi-
cian is just that: a medical professional new to her or his career and the 
real-world practice environment, who’ll require significant training and  
a substantial investment on the part of the hiring organization. Further, 
accommodating a wish list that’s out of sync with what the organization’s 
other physicians receive, expect, or experience might be politically unten-
able and is not particularly conducive to supporting collegiality. 

“Candidates need to be reasonable with their expectations, and realize 
that they’re going to be part of a team — that they’ll have to make some 
concessions,” said Patrice Streicher, a professional development coach and 
director of Vista Staffing Solutions’ search division in Wisconsin. “Yes, we 
can get you a four-day work, but you should be prepared to give and take. 
It’s also important, I think, for candidates to separate their needs vs. 
wants, before they talk to recruiters.”

Understanding practices’ needs

Another area of potential disconnect between graduates and hiring organi-
zations is a limited understanding, on physicians’ part, of the constant 
balancing act that practices face: They must staff to guarantee adequate 
care coverage for patients while ensuring that they don’t pay more than 
they can afford for physician services. All recruiters interviewed for this 
article said that most young physicians they encounter have little under-
standing of the operational realities of managing practices, and staffing 
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hospitals and health systems. And residents likely aren’t aware of the  
market realities and legal issues organizations contend with when they  
recruit.

That’s understandable, perhaps, because most residents have not been ex-
posed to such business concepts and have been focused on clinical skill-
building. Nonetheless, this lack of awareness is a likely contributing factor 
to unreasonable expectations, some recruiters pointed out.

“Most young physicians don’t have a clue about how staffing a practice 
works, so they don’t have a sense of what they can reasonably ask for and 
what practices can actually do,” said Regina Levison, vice president of cli-
ent development for Jordan Search Consultants. “We’re constantly educat-
ing clients about this.” Ms. Levison said that the tenor of opportunity ad-
vertisements that detail the upsides but not the job requirements, fueled 
by the residency rumor mill, exacerbate the expectation disconnect. “When 
candidates hear that a colleague got a part-time primary care position that 
pays $250,000 and requires no call, they think they can ask for that too,” 
she said, pointing out that such positions are rare and likely won’t be in 
desirable urban areas.

“It would be helpful to all of us — residents and recruiters — if residency 
directors were a bit more in touch with the market and could share that 
information with young physicians,” said Bruce Guyant, regional director 
of physician recruitment for LifePoint Health’s western region. “I think 
that medical leadership needs to understand better what goes on in smaller 
communities and rural areas, from the business and market standpoint, 
because that’s where the bulk of the jobs and patients are.” Mr. Guyant 
noted that many of the rural hospital positions he recruits for offer high 
compensation and financial incentives, but can’t be highly f lexible in the 
schedule arena.

The ‘Gen-X’ factor

It’s hard to pinpoint what is driving what appears to be a palpable shift in 
young physicians’ expectations, but it’s likely multiple factors. On the pos-
itive side, medical residents, like their fellow “Generation X” age peers in 
other fields, surveys show, appear more aware generally of the importance 
of avoiding job burnout and jeopardizing their feelings about their work. 
This particular generation, recruiters and residency directors report, places 
a commensurately higher value than their older counterparts on having a 
“quantifiable” work life and reserving defined time for non-work pursuits.

NEJMCareerCenter.org 9

“The duty-hour restrictions [imposed in 2003] probably contributed to this 
shift,” said Gopal Yadavalli, MD, director of the internal medicine residency 
program at Boston University. “Before, there was this expectation that you 
‘stay until the work is done,’ but people graduating over the last decade 
have been in a different environment with the 80-hour work weeks and 
16-hour shifts. This mindset influences the trainees, and perhaps colors 
their expectations too.” Anecdotally, Dr. Yadavalli notes, he isn’t hearing 
reports from recent graduates about mismatched workload expectations 
once the physicians get into practice. Those he has heard from, most of 
whom are in academic positions, “seem quite happy with their schedules,” 
he said, even if some struggle to obtain protected time for non-clinical  
activities.

The case might be different for internal medicine graduates going into 
community practice settings, Dr. Yadavalli acknowledged, noting that 
graduates who choose hospitalist positions appear less satisfied with their 
schedules and associated demands than those in academic practice. 

One upside of the new generation’s quest for balance in their work and 
personal lives — young physicians want to be more available to spouses 
and children than perhaps their own parents were, and keep a routine 
workout schedule — might contribute to untenable expectations, observed 
Craig Fowler, immediate past president of the National Association of 
Physician Recruiters. “To their credit, this group of young physicians want 
to be all things to all people. They want to be high-performing clinicians 
but also show up at their child’s soccer games, and be around most nights 
for dinner,” said Mr. Fowler, senior vice president for the recruiting firm 
Pinnacle Health Group in Atlanta. “That’s commendable, but it might not 
be ideal for the community or organization the physician wants to join.” 

Several recruiters reported that residents in the specialties generally don’t 
request, or expect, as much in the way of work-life balance accommoda-
tions as those in primary care. This might be attributable to the culture in 
their residencies regarding work expectations, some recruiters ventured, or 
because they’ve had more exposure to practice-life realities because of the 
additional time they spend in training. And in specialties where supply 
does not outstrip demand, savvy residents might be less inclined to ask 
for concessions, some sources said.

“We see this more in primary care — physicians starting the conversa-
tion with questions about call and the work schedule, and the amount of 
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 compensation — than among specialists. The primary care physicians 
know that because of the market, they can be very choosy,” said Kathryn 
Zimmerman, MBA, director of physician network development with Adventist 
HealthCare in the Maryland region near Washington, DC. “At the same 
time, I see a lot of passion in these young PCPs and a commitment to good 
clinical care and outcomes. Still, it is a bit of a turnoff when people lead 
with special considerations.”  

The picture appears to be somewhat different in certain small specialties, 
where clinical practice and setting specifics might take higher priority than 
life-style considerations for job-seeking physicians. In child psychiatry, for 
example, even though the shortage is perennial, physicians might hold out 
for a type of practice structure, observed Eugene Beresin, MD, a professor 
of psychiatry at Harvard Medical School and senior medical educator in 
child and adolescent psychiatry. “Our trainees are seeking positions that 
enable them to achieve what they went into this field for — to help children 
and families, and to be able to do some psychotherapy. They’re not wooed 
by positions that offer no call or high compensation,” Dr. Beresin said. “At 
the same time, they’re extremely aware of and concerned about the chal-
lenges they’ll face in balancing their professional and personal lives.” 

What the ads don’t say

The shortages in primary care and some specialties, often underscored by 
the barrage of communication residents receive about practice opportuni-
ties and the tenor of associated advertisements, might be skewing physi-
cians’ expectations about how flexible positions (and employers) might be. 
Several other sources mentioned the “sky’s-the-limit” advertisements that 
are becoming commonplace in primary care and the specialties.

“For locations that are challenging to recruit to, we see advertisements 
that offer not only large sign-on bonuses and inflated starting salaries  
but also numerous life-style perks,” said Katie Cole, head of Harlequin 
Recruiting in Denver, which specializes in the neurosciences. “Candidates 
coming out of training are bombarded by these offers and think that 
they’re able to hold out for every item on their wish list. But that’s not  
the case when the opportunities are in high-demand, desirable areas.”

How and when to ask

While most physicians are gracious in making their requests, even if their 
“wish list” is a tad extensive, some are too aggressive and demanding, 
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some recruiters maintain. Recruiters, and likely employers too, take issue 
with candidates who lead with the money card — asking for compensa-
tion above the median — but don’t appear willing to perhaps work extra 
hours in exchange or let go of other work-life balance requests such as 
preferred work-week or call schedules.

A more appropriate approach to requesting work-life balance accommoda-
tions, Ms. Levison advises, is for candidates to first state what they bring 
to the table and in skills and qualifications, before divulging the wish list. 
Then, she added, physicians should be prepared to offer something to 
counter their request. “If a candidate doesn’t want to work five days be-
cause she wants the fifth day for family, but is willing to work three or 
four long days, that will get the attention of groups that want to staff  
longer on weeknights or f lex their staffing,” she said.

What doesn’t work, all recruiters interviewed agreed, is when candidates 
propose a lopsided arrangement with no give and take, from the start. Even 
worse, perhaps, is a candidate who goes through several conversations and 
a site interview before dropping a laundry list of work-life balance require-
ments on the table when an offer is imminent. In any conversation with a 
recruiter or prospective employer, physicians should be gracious, first and 
foremost, and should err or the side of appearing f lexible, not rigid. “It’s 
best to leave your demanding attitude at home,” Ms. Levison said. (See 
“Do’s and don’ts” at the end of the article.) 

“When I recruit for internal medicine and family practice positions, many 
candidates today tell me exactly what they want in terms of work-life bal-
ance,” said Mr. Kashnig. “So sometimes I have to counter by letting them 
know what we can accommodate and what we can’t — and that we’ll adapt 
within reason.” For example, Dean Medical Group has structured its pri-
mary care practices to allow for part-time practice (a minimum of three-
quarters time) and job sharing, where feasible. However, all physicians 
must work some evening or Saturday hours, and take very limited call. 

What the medical group won’t accommodate, Mr. Kashnig points out,  
are patently unreasonable requests — such as four-day work weeks, with 
Friday off, and no evenings or call. “Most physicians are civil, but we do 
occasionally run into graduates who want more [compensation] than we 
can pay or aren’t willing to work with our schedules. And if their expecta-
tions are unreasonable, we tell them,” he said, adding that a demanding 
attitude in a new graduate is a definite “red f lag.”   
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Work-life balance requests: Do’s and don’ts

Most medical practices and health care organizations will try to grant 
highly qualified physician candidates’ requests for part-time schedules or 
other accommodations, within reason and to the extent feasible, provided 
the physician is willing to give something in return and the request 
doesn’t conflict with established culture.

In these discussions, as in anything that involves potentially complex or 
sensitive negotiation, there’s an etiquette of sorts. Recruiters who shared 
their perspectives for this article offered additional guidance for candidates 
on how to navigate these discussions.   

Share your strengths before asking for accommodations. “What recruiters 
want to hear, before making concessions, is that is that you’re highly 
qualified and committed to your specialty but also willing to put down 
roots, grow the practice, and cultivate patient loyalty,” said Ms. Zimmerman.  

Articulate what’s important. Decide what’s most important — is it a  
three-day work week or very limited night call because of family consider-
ations? — and lead with that, Mr. Guyant advises. “Many candidates, when 
I ask what’s most important or less important besides compensation, and 
why, can’t always tell me.”  

Broach the big-picture or “must-have” needs early, before interviews start. 
Timing is important, Ms. Streicher reminds candidates, to avoid wasting 
anyone’s time. “It’s best to be open, early on, particularly if you want a 
part-time schedule, so that the recruiter can make a good match. And  
do ask questions about the job’s fixed requirements, before you talk to 
anyone in leadership,” she said. 

Be prepared to pare your wish list — and keep it short. “You won’t get  
100 percent of what you want in schedule or life-style accommodations,  
so don’t shoot for the moon. And do rate and rank your priorities, ideally 
before you start exploring opportunities,” Mr. Fowler advises.

Did you find this article 
helpful? What other topics 
would you like to see cov-
ered? Please send us an 
email to let us know  
what you thought at  
resourcecenter@nejm.org.
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A 71-year-old woman with hypertension, hypercholesterolemia, and ischemic heart 
disease, who had a cardiac stent placed 4 months earlier, presents to the emergency 
department with multiple episodes of red or maroon-colored stool mixed with clots 
during the preceding 24 hours. Current medications include atenolol, atorvastatin, 
aspirin (81 mg daily), and clopidogrel. On physical examination, the patient is dia-
phoretic. While she is in a supine position, the heart rate is 91 beats per minute and 
the blood pressure is 106/61 mm Hg; while she is sitting, the heart rate is 107 beats 
per minute and the blood pressure is 92/52 mm Hg. The remainder of the examina-
tion is unremarkable, except for maroon-colored stool on digital rectal examination. 
The hemoglobin level is 9.3 g per deciliter, the platelet count 235,000 per cubic milli-
meter, and the international normalized ratio 1.1. How should this patient’s case be 
further evaluated and managed?

The Clinic a l Problem

In the United States, gastrointestinal bleeding is the most common 
cause of hospitalization due to gastrointestinal disease; approximately 30 to 40% 
of all cases of gastrointestinal bleeding are from a lower gastrointestinal source.1 

In most patients with acute lower gastrointestinal bleeding, the bleeding stops 
without intervention, and there are no complications. However, advanced age and 
clinically significant coexisting illnesses are associated with increased morbidity 
and mortality.2 Classically, acute lower gastrointestinal bleeding manifests as he-
matochezia (maroon or red blood passed through the rectum). Uncommonly, 
lower gastrointestinal bleeding can manifest as melena (black, tarry stools), or, 
conversely, brisk (rapid) upper gastrointestinal bleeding can manifest as hemato-
chezia. Previously, lower gastrointestinal bleeding was defined as bleeding origi-
nating distal to the ligament of Treitz. However, owing to the distinct nature of 
small-intestinal bleeding (defined as bleeding originating between the ligament of 
Treitz and the ileocecal valve and now referred to as middle gastrointestinal bleed-
ing), acute lower gastrointestinal bleeding is defined as the onset of hematochezia 
originating from either the colon or the rectum.3,4 This review focuses on the 
management of brisk, large-volume colorectal bleeding.
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This Journal feature begins with a case vignette highlighting a common clinical problem. Evidence 
 supporting various strategies is then presented, followed by a review of formal guidelines, when they exist. 

The article ends with the authors’ clinical recommendations.
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S tr ategies a nd E v idence

Initial Patient Assessment

A directed history taking, physical examination, 
and laboratory evaluation should be performed 
at the time of patient presentation. Patient as-
sessment and hemodynamic resuscitation should 
be performed simultaneously.3,4 Patients should be 
asked about the color, amount, frequency, and 
duration of bleeding and about any symptoms 
that may suggest a specific source of lower gas-
trointestinal bleeding. For example, abdominal 
pain with diarrhea may suggest inflammatory, 
ischemic, or infectious-type colitis, whereas altered 
bowel habits, iron-deficiency anemia, or unex-
plained weight loss may suggest colorectal can-
cer. Patients should also be questioned about any 
upper gastrointestinal symptoms, previous events 
of gastrointestinal bleeding, abdominal or vascu-
lar surgeries, peptic ulcer disease, inflammatory 
bowel disease, or abdominal–pelvic radiation 
therapy. Coexisting cardiopulmonary, renal, or 
hepatic conditions also require attention, be-
cause they are associated with an increased risk 
of poor outcome and may influence manage-
ment.5 Medications that could affect bleeding 
risk, such as nonsteroidal antiinflammatory drugs, 
antiplatelet agents, and anticoagulants, should 
be noted. Important components of the physical 
examination include vital signs (including pos-
tural changes), a cardiopulmonary examination, 

and abdominal and digital rectal examinations. 
Anoscopy can be useful in patients with sus-
pected hemorrhoidal bleeding (≤20% of cases of 
acute lower gastrointestinal bleeding). However, 
if stigmata of recent hemorrhage are not clearly 
identified, endoscopic workup should be pursued. 
A complete blood count, coagulation studies, and 
blood typing and screening are recommended as 
initial laboratory tests. Levels of serum creati-
nine and blood urea nitrogen may also be help-
ful; an elevated ratio of blood urea nitrogen to 
creatinine (>30:1) suggests an upper gastrointes-
tinal source of bleeding.6

Risk factors for adverse outcomes (recurrent 
bleeding, need for intervention, or death) in pa-
tients presenting with presumed acute lower 
gastrointestinal bleeding include hypotension, 
tachycardia, ongoing hematochezia, an age of 
more than 60 years, a creatinine level of more 
than 1.7 mg per deciliter, and unstable or clini-
cally significant coexisting conditions.7 In gen-
eral, the likelihood of an adverse outcome in-
creases with the number of risk factors present.5,7 
However, risk-factor models based on these pre-
dictors are less well studied than models for 
upper gastrointestinal bleeding, were not devel-
oped to identify patients appropriate for outpatient 
management, and show only a limited ability to 
predict which patients will have poor outcomes 
and which will not have poor outcomes (area 
under the receiver-operating-characteristic curve, 

Key Clinical Points

Acute Lower Gastrointestinal Bleeding

• Colonoscopy should be the initial procedure for most patients presenting with acute lower gastro
intestinal bleeding. It should generally be performed within 24 hours after presentation, after hemo
dynamic resuscitation and colon cleansing.

• Hematochezia in the context of hemodynamic instability may represent an upper gastrointestinal 
bleeding event; therefore, upper endoscopy should be considered.

• Findings of active bleeding, a nonbleeding visible vessel, or adherent clot should be treated when 
identified during colonoscopy.

• In patients with persistent bleeding or hemodynamic instability despite resuscitation efforts, radio
graphic evaluation and angiographic treatment should be considered.

• Lowdose aspirin for primary prevention of cardiovascular events should be stopped in patients with 
lower gastrointestinal bleeding and should generally not be resumed. Lowdose aspirin for secondary 
cardiovascular prophylaxis should be continued without interruption.

• In patients receiving dual antiplatelet therapy, aspirin should be continued without interruption; except 
in patients at high cardiovascular risk, the nonaspirin antiplatelet agent should be withheld for 1 to 7 days.
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0.72 to 0.79).5,7-12 (For more on risk-factor mod-
els, see Table S1 in the Supplementary Appendix, 
available with the full text of this article at 
NEJM.org.)

Initial Management

Intravenous fluid resuscitation with crystalloids 
should be started on presentation.3,4,13 A recent 
guideline for the management of acute lower 
gastrointestinal bleeding recommends a blood-
transfusion approach that minimizes the admin-
istration of blood — similar to guideline recom-
mendations for upper gastrointestinal bleeding.4,14 
Although randomized trials of transfusion 
thresholds have not included patients with low-
er gastrointestinal bleeding, these recommen-
dations for the management of acute lower 
gastrointestinal bleeding are based on a large, 
randomized trial and a meta-analysis involving 
patients with acute upper gastrointestinal bleed-
ing that showed both a decreased risk of re-
bleeding and a mortality benefit.15,16 The guide-
lines recommend transfusion of packed red 
cells to maintain a hemoglobin level of more 
than 7 g per deciliter in most patients, with 
consideration of a transfusion threshold of 9 g 
per deciliter in patients with clinically significant 
coexisting illness (especially ischemic cardio-
vascular disease) or in the context of delayed 
therapeutic intervention.

Initial Diagnostic Evaluation
Endoscopy

Colonoscopy is the initial procedure for nearly 
all patients presenting with acute lower gastro-
intestinal bleeding because it serves diagnostic 
and potentially therapeutic purposes.3,4 Causes 
of acute lower gastrointestinal bleeding in adults 
are listed in Table 1. However, hematochezia in 
the context of hemodynamic instability (tachy-
cardia and hypotension) may represent a brisk 
upper gastrointestinal bleeding event; therefore, 
upper endoscopy must also be considered in 
such patients and can be performed immedi-
ately before colonoscopy.3,4 Colonoscopy should 
generally be performed within 24 hours after 
patient presentation, after hemodynamic resus-
citation and adequate colon cleansing.4 Obser-
vational studies have shown a higher frequency 
of definitive diagnoses and a shorter length of 
stay among patients with lower gastrointestinal 

bleeding undergoing early colonoscopy (within 
12 to 24 hours after presentation) than among 
those undergoing colonoscopy at a later time,18-20 
although two small, randomized trials compar-
ing early with later colonoscopy did not show 
significant differences in length of stay or in 
rates of rebleeding or surgery.21,22 Adequate 
preparation of the colon is important for endo-
scopic visualization, diagnosis, and treatment; 
preparation includes at least 4 liters of a poly-
ethylene glycol solution or the equivalent, admin-
istered over a period of approximately 4 hours.3,4 
Colonoscopy or sigmoidoscopy without prepa-
ration should generally be avoided but can be 
considered in selected cases (e.g., suspected 
bleeding from the distal left colon), with careful 
cleaning and inspection of the colon during the 
procedure.4,23 In patients with ongoing bleeding 
who cannot consume the preparation solution, 
the short-term placement of a nasogastric tube 
can be considered as long as the risk of aspira-
tion is low. Patients should be without solid 
food for at least 8 hours before colonoscopy; 
clear f luids, including the colonoscopy prepa-
ration, are permitted up to 2 hours before 
colonoscopy.

Cause Percentage of Cases

Diverticulosis 30–65

Ischemic colitis 5–20

Hemorrhoids 5–20

Colorectal polyps or neoplasms 2–15

Angioectasias 5–10

Postpolypectomy bleeding 2–7

Inflammatory bowel disease 3–5

Infectious colitis 2–5

Stercoral ulceration 0–5

Colorectal varices 0–3

Radiation proctopathy 0–2

NSAIDinduced colopathy 0–2

Dieulafoy’s lesion Rare

*  NSAID denotes nonsteroidal antiinflammatory drug. 
Adapted from Strate and Naumann.17

Table 1. Causes of Acute Lower Gastrointestinal Bleeding 
in Adults.*
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Radiographic Imaging
Noninvasive diagnostic imaging methods (e.g., 
multidetector computed tomographic [CT] angi-
ography and radionuclide technetium-99m–labeled 
red-cell scintigraphy) may be performed before 
colonoscopy in patients with ongoing brisk 
bleeding and hemodynamic instability despite 
resuscitation efforts or in patients in whom 
colonoscopy was nondiagnostic or endoscopic 
hemostasis unsuccessful.4,24 Although technetium-
99m–labeled red-cell scintigraphy can detect 
bleeding rates as low as 0.1 ml per minute, its 
usefulness in acute lower gastrointestinal bleed-
ing is debated. A retrospective study suggested 
that performance of scintigraphy before angiog-
raphy was associated with a higher diagnostic 
yield of angiography than angiography without 
scintigraphy and may allow more selective con-
trast injection.25 Other studies, however, have not 
confirmed these findings and have suggested 
greater usefulness of multidetector CT angiogra-
phy.26 Multidetector CT angiography has a bleed-
ing detection rate threshold (0.3 ml per minute) 
similar to that of scintigraphy, is highly accurate 
at localizing the site of bleeding (nearly 100%), 
and can be used immediately before angiogra-
phy to guide selective or superselective contrast 
injection and therapy during angiography.24,27 Its 
primary drawback is the need for intravenous 
contrast material, with an associated risk of 
nephrotoxic effects, primarily in patients with 
preexisting renal insufficiency.24,27 If scintigra-
phy or multidetector CT angiography is positive 
for bleeding, angiography should be performed 
as soon as possible to determine the precise lo-
cation of bleeding and then deliver angiographic 
therapy, because active lower gastrointestinal 
bleeding is intermittent in nature (Fig. 1).24

Therapies
Endoscopic Therapy

Endoscopic hemostasis methods for acute lower 
gastrointestinal bleeding include injection (usu-
ally diluted epinephrine), contact and noncontact 
thermal devices (bipolar electrocoagulation, heat-
er probe, and argon plasma coagulation), and 
mechanical therapies (endoscopic clips and band 
ligation).3,4 Diluted epinephrine injection (1:10,000 
to 1:20,000 dilution) facilitates primary hemosta-
sis of active bleeding but should be used in com-
bination with a second method (e.g., mechanical 

or contact thermal therapy) to achieve definitive 
hemostasis.3,4 Randomized trials are lacking to 
assess the effects of endoscopic hemostasis for 
acute lower gastrointestinal bleeding. The choice 
of hemostasis method is generally guided by the 
cause and location of bleeding, the ability to ac-
cess the site, and operator experience.

Diverticulosis, angioectasias, and postpolypec-
tomy bleeding are the sources of lower gastroin-
testinal bleeding that are most likely to benefit 
from endoscopic hemostasis.3,4 Evidence of the 
efficacy and safety of endoscopic hemostasis in 
lower gastrointestinal bleeding is derived largely 
from observational studies and case series of 
diverticular hemorrhage.17-19,28 A comprehensive 
review showed successful endoscopic hemosta-
sis in 92% of patients, early rebleeding in 8%, 
and late rebleeding in 12%.17 Adverse events 
(including perforation, worsened bleeding, and 
congestive heart failure) occurred in 0.3 to 1.3% 
of patients.17 Guidelines recommend that diver-
ticular bleeding be treated endoscopically if 
stigmata of recent hemorrhage are present (e.g., 
active bleeding, nonbleeding visible vessel, or ad-
herent clot) at colonoscopy (Fig. 2A).3,4 Mechani-
cal therapy, with the use of endoscopic clips, is 
preferred for diverticular bleeding because clips 
reduce the theoretical risk of transmural colonic 
injury associated with contact thermal therapy 
(Fig. 2B). Technological improvements allowing 
full rotation have made clips easier to use.28

Colonic angioectasias, including radiation 
proctopathy, are common in the elderly, and 
although they usually manifest as mild overt 
rectal bleeding, they can manifest as severe hema-
tochezia, especially in patients who are taking 
antithrombotic agents.29 Argon plasma coagula-
tion therapy is considered the treatment of choice 
for these lesions on the basis of ease of use, 
safety profile, and observations of increased 
hemoglobin levels and reduced blood-transfusion 
requirements associated with its use.3,4,30

Endoscopic approaches to treating postpolypec-
tomy bleeding include mechanical devices (clip-
ping or band ligation) and contact thermal coagu-
lation with or without dilute epinephrine injection.3,4 
The use of clips may be preferred in order to 
limit tissue injury.4 After endoscopic treatment, a 
tattoo or clip (if not already used for hemostasis) 
can be placed adjacent to any culprit lesion to 
assist in relocalization should rebleeding occur.4

17
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In patients with evidence of recurrent lower 
gastrointestinal bleeding, repeat colonoscopy 
(with endoscopic hemostasis, if indicated) 
should be considered.3,4 Acute lower gastroin-

testinal bleeding caused by ischemic colitis, 
inflammatory ulcerative colitis, or colorectal 
neoplasms is generally not amenable to durable 
endoscopic hemostasis and is usually treated 

High-risk patients with hemodynamic
instability or signs and symptoms 

of ongoing bleeding

Low-risk patients with neither hemo-
dynamic instability nor signs and
symptoms of ongoing bleeding

Angiography ± cone-beam CT with
embolization 

Elective colonoscopy after resolution
of bleeding

Endoscopic hemostasis for high-risk
stigmata

Consider repeat colonoscopy if recurrent 
bleeding

Hemodynamic resuscitation with IV
crystalloid fluids and, if indicated,

transfusion of packed red cells

Multidetector CT angiography; if unavailable,
radionuclide technetium-99m–labeled 

red-cell scintigraphy

Colonoscopy performed ≤24 hr from time
of patient presentation after hemodynamic

resuscitation and 4 to 6 liters of poly-
ethylene glycol solution given over
a period of approximately 4 hr until

rectal effluent is clear 

If indicated, transfusion
of packed red cells

Colonoscopy during hospitalization, after
4 to 6 liters of polyethylene glycol solution

given until rectal effluent is clear

History taking, physical examination, laboratory testing
Continue aspirin for secondary cardiovascular prophylaxis without

interruption and resume dual antiplatelet therapy within 1 to 7 days

Hemodynamic stability is achievedPatient has continued hemodynamic
instability or suspected ongoing
bleeding, or cannot consume the

colonoscopy preparation

+

−

Manage upper GI bleeding 
as indicated

Upper endoscopy to exclude 
upper GI bleeding

+
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with supportive medical care, surgical care, 
or both.

Angiography and Endovascular Therapy
Angiography allows both bleeding-site localiza-
tion (Fig. 3A) and therapeutic intervention.24,31,32 
However, angiography may be negative if the 
bleeding is slow (<0.5 ml per minute) or inter-
mittent. Use of provocative angiography (e.g., 
involving heparin, nitroglycerin, urokinase, or 
tissue plasminogen activator) may increase the 
likelihood of identifying a bleeding site33 but 
confers a risk of uncontrolled bleeding, and 
therefore this procedure should be performed 
only at selected experienced centers.

The goal of selective transcatheter endovascu-
lar therapy is to decrease arterial perfusion to 
the bleeding site, which facilitates healing of the 
injured vessel. Microcatheters (1.9 to 3.0 French) 
enable superselective embolization of arteries less 
than 1 mm in diameter, with the use of mi-
crocoils (Fig. 3B), absorbable gelatin sponges, 
cyanoacrylate glue, or ethylene vinyl or polyvinyl 

alcohol. Case series show high rates of success-
ful embolization (no further contrast extravasa-
tion) in lower gastrointestinal bleeding (73 to 
100%); rates of clinical success (cessation of 
bleeding) range from 63 to 96%, with rebleeding 
rates of 11 to 50%.24 In the absence of studies 
that directly compare the various embolic agents, 
the choice of agent is usually based on operator 
discretion and availability. Angiography with 
transcatheter embolization carries a risk of 
bowel ischemia (incidence, 1 to 4%) and should 
be reserved for patients with brisk, ongoing 
bleeding that is not amenable to or not effec-
tively treated by endoscopic management.24 Risk 
factors for bowel ischemia include particle em-
bolization, an inability for superselective cathe-
terization to be performed, and embolization of 
distal arteries more than 1 mm in diameter or 

Figure 1 (facing page). Management Strategy for Acute 
Lower Gastrointestinal Bleeding.

Aspirin used for primary cardiovascular prophylaxis 
should be avoided in patients with lower gastrointesti
nal bleeding. Aspirin used for secondary cardiovascular 
prophylaxis should be continued without interruption. 
The second, nonaspirin agent in dual antiplatelet therapy 
should be stopped temporarily, with resumption 1 to  
7 days after the cessation of bleeding. Dual antiplatelet 
therapy should not be discontinued in the 30 days after 
coronary stenting or in the 90 days after an acute coro
nary syndrome. Risk factors associated with a poor out
come of lower gastrointestinal bleeding are listed in 
Table S1 in the Supplementary Appendix. Transfusion 
of packed red cells is recommended to maintain a hemo
globin level of more than 7 g per deciliter; consider a 
transfusion threshold of 9 g per deciliter in patients 
with clinically significant coexisting conditions (espe
cially ischemic cardiovascular disease) or if a delay in 
intervention is expected. A nasogastric tube may be con
sidered to facilitate colonoscopy preparation in patients 
who cannot consume the colonoscopy preparation so
lution and are at low risk for aspiration. A prokinetic 
antiemetic agent (e.g., metoclopramide) may also be 
considered, but the potential for associated adverse 
events (e.g., tardive dyskinesia) should be understood. 
A plus sign (+) indicates a positive test for bleeding, 
and a minus sign (−) indicates a negative test for bleed
ing. CT denotes computed tomography, GI gastroin
testinal, and IV intravenous.

Figure 2. Diverticular Hemorrhage as Seen on Colonoscopy.

Panel A shows active bleeding from a diverticulum, 
and Panel B shows postendoscopic clip placement 
leading to cessation of bleeding.

A

B
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of arteries located proximal to the mesentery. 
(For details on procedures for the evaluation and 
treatment of acute lower gastrointestinal bleed-
ing, see Table 2.)

Surgery
Surgical consultation is indicated in patients 
with ongoing lower gastrointestinal bleeding in 
whom endoscopic and radiographic treatment 
has failed.4 Localization of the bleeding lesion 

before surgical resection is critical to prevent the 
need for subtotal colectomy and to prevent re-
current bleeding after surgery, owing to a missed 
or incorrectly localized lesion. If the upper 
bowel and small bowel have been ruled out as 
the source of bleeding but the colonic location 
of bleeding cannot be identified, a subtotal col-
ectomy may be appropriate. However, subtotal 
colectomy is associated with higher morbidity 
and mortality than segmental resection.34,35

Antiplatelet Agents and Acute Lower 
Gastrointestinal Bleeding

Antiplatelet agents increase the risk of gastroin-
testinal bleeding; the risk of lower gastrointesti-
nal bleeding is approximately three times that of 
upper gastrointestinal bleeding.36,37 Data on re-
suming aspirin in the context of gastrointestinal 
bleeding are derived almost exclusively from 
studies of peptic-ulcer bleeding. In a relatively 
small, randomized trial examining the continu-
ation of low-dose aspirin after endoscopic ther-
apy for peptic-ulcer bleeding among persons 
with known cardiovascular disease, the risk of 
death was significantly higher among those who 
discontinued aspirin than among those who 
continued; rates of rebleeding did not differ sig-
nificantly between the groups.38 A retrospective 
cohort study involving patients with lower gas-
trointestinal bleeding showed that those who 
continued aspirin after the bleeding event had 
significantly higher rates of recurrent lower gas-
trointestinal bleeding over the ensuing 5 years 
than nonusers of aspirin (18.9% vs. 6.9%) but 
significantly lower rates of serious cardiovascu-
lar events and death.39 To minimize the risk of 
cardiovascular events, aspirin for secondary pro-
phylaxis should not be interrupted in patients 
with acute lower gastrointestinal bleeding.4,39 
However, low-dose aspirin for primary prophy-
laxis has been shown to result in only a limited 
reduction in the absolute risk of serious cardio-
vascular events or death and should generally be 
avoided in persons with a history of lower gas-
trointestinal bleeding.40

Data are lacking to guide the care of patients 
who have a lower gastrointestinal bleeding event 
while receiving dual antiplatelet therapy.41 Patients 
who have undergone stenting in the previous 
30 days or who have had an acute coronary syn-
drome in the previous 90 days are at particularly 

Figure 3. Angiographic Diagnosis and Therapy of Acute 
Colonic Bleeding.

Panel A shows angiographic evidence of active bleed
ing from the right colon (the arrow points to the site of 
active bleeding). Panel B shows the cessation of bleed
ing after superselective microcoil embolization (the ar
row points to a single coil). Images courtesy of Dr. Eli 
Atar, Diagnostic Imaging Department, Rabin Medical 
Center, Petah Tikva, Israel.

A

B

20 n engl j med 376;11 nejm.org March 16, 2017

Clinical Pr actice

high risk for myocardial infarction and death 
after discontinuation of dual antiplatelet therapy 
and thus are generally advised to continue taking 
both medications.42 In patients who underwent 
coronary stenting or had a coronary syndrome 
less recently, discontinuation of the second anti-
platelet agent is recommended for 1 to 7 days, 
because discontinuation of the second, nonaspi-
rin antiplatelet agent appears to be associated 
with relatively low risk as long as aspirin therapy 
is not interrupted.43

A r e a s of Uncerta in t y

Randomized trials are needed to better delineate 
the most effective timing of colonoscopy, the role 
of colonoscopy versus radiography as the initial 
diagnostic method, the choice among radio-
graphic imaging studies, and the efficacy and 
safety of endoscopic hemostasis treatments (in-
cluding topical powders, band ligation, over-the-
scope clips, and Doppler ultrasonography as an 
adjunct to endoscopic hemostasis) in lower gas-

trointestinal bleeding.44-47 The efficacy of cone-
beam CT technology as an adjunctive diagnostic 
method in selective angiography and the em-
bolic agent of choice in endovascular therapy are 
unclear.48 In addition, better risk-stratification 
tools are needed to improve the triage of patients 
with lower gastrointestinal bleeding.

Guidelines

Guidelines for the evaluation and management of 
acute lower gastrointestinal bleeding and severe 
hematochezia have been published by U.S. profes-
sional societies of gastroenterologists and radiol-
ogists.3,4,24 The recommendations in this article 
are generally concordant with these guidelines.

Conclusions a nd 
R ecommendations

Diverticular hemorrhage is the most likely cause 
of the acute lower gastrointestinal bleeding in 
the patient described in the vignette. This patient 

Procedure Advantages Disadvantages

Diagnostic and therapeutic

Colonoscopy Excellent safety profile; high diagnostic and thera
peutic yield, so can provide a definitive diagnosis 
even if active bleeding has stopped†

Largevolume, rapid preparation of the colon required 
before the procedure

Angiography Appropriate for patients with brisk bleeding whose 
condition cannot be hemodynamically stabilized 
for colonoscopy or those who have ongoing or re
current brisk bleeding after colonoscopy; diagno
sis can be made and treatment can be implement
ed for any source of gastrointestinal bleeding

Relies on brisk, active bleeding at the time of the ex
amination; higher rate of adverse events than that 
with colonoscopy; diagnosis often must be con
firmed with colonoscopy

Diagnostic only

Multidetector CT angiography Sensitive to low rates of active bleeding; highly accu
rate in localizing the bleeding source; provides  
an anatomical “roadmap” for therapeutic inter
ventions; widely available

Relies on active bleeding at the time of the examina
tion; diagnostic only, not therapeutic; involves 
 exposure to intravenous contrast agent, which 
may pose a particular risk to patients with existing 
chronic renal insufficiency

Radionuclide scintigraphy Sensitive to low rates of active bleeding; may improve 
the diagnostic yield of angiography and guide 
 selective contrast injection

Relies on active bleeding at the time of the examina
tion; not as widely available as multidetector CT 
angiography; less accurate in localizing the bleed
ing source than other diagnostic methods; diag
nostic only, not therapeutic; may delay therapeu
tic interventions

*  CT denotes computed tomography.
†  Because a finding of major stigmata of hemorrhage on a single diverticulum at the time of colonoscopy is uncommon, the diagnosis of di

verticular bleeding is often considered presumptive rather than definitive. The diagnosis of presumptive diverticular bleeding requires only 
the presence of colonic diverticula, with no other obvious endoscopic cause of lower gastrointestinal bleeding identified.

Table 2. Procedures for the Evaluation and Treatment of Acute Lower Gastrointestinal Bleeding.*
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is at increased risk for a poor outcome owing to 
her advanced age, coexisting conditions, hemo-
dynamic instability at presentation, fresh blood 
on rectal examination, and use of dual antiplate-
let therapy. Volume resuscitation with crystalloid 
fluids should be initiated immediately. The hemo-
globin level should be reevaluated after hemody-
namic resuscitation to assess the need for trans-
fusion. If hemodynamic stability is achieved, 
the patient should undergo colonoscopy within 
24 hours after presentation, after adequate colon 
preparation. Given her initial hemodynamic in-
stability and use of dual antiplatelet therapy, 
upper endoscopy should be performed immedi-
ately before colonoscopy to rule out an upper 
gastrointestinal source of bleeding. Endoscopic 
hemostasis therapy may be applied if a definitive 
bleeding lesion is identified. If the patient has 
ongoing bleeding or an inadequate hemodynamic 

response to fluid resuscitation and cannot under-
go colonoscopy, we would perform radiographic 
evaluation, initially using multidetector CT angi-
ography and then angiography and embolization 
if indicated. Her low-dose aspirin should be con-
tinued without interruption. Because the patient’s 
coronary stent was placed more than 30 days 
ago, we would stop clopidogrel temporarily and 
resume its use 1 to 7 days after the cessation of 
bleeding.
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Cardiology
THE CAR DI O VAS CU LAR MED I CINE DI VI SION 
AT THE UNI VER SI TY OF ARKANSAS FOR 
MED I CAL SCIENCES IS RE CRUIT ING 3 NEW 
CAR DI OL O GISTS — Structural/in ter ven tion al 
car di ol o gist to initiate a new structural heart pro
gram, elec tro phys i ol o gist to focus on radiofre
quency ablation for atrial fibrillation/ven tri cu lar 
tachycardia/PVCs and lead extraction, and a non
in va sive car di ol o gist skilled in cardiac echo. We 
are a rapidly growing pro gram with 18 faculty, 12 
general fellows, 3 in ter ven tion al fellows, and 1 EP 
fellow. In di vid u als with all levels of ex pe ri ence 
and seniority will be considered. Letters of interest 
with curriculum vitae should be communicated to: 
Da vid L Rutlen, Di vi sion Di rec tor, UAMS, Little 
Rock, AR: dlrutlen@uams.edu

Endocrinology
COLUMBIADOCTORS IS LOOKING FOR AN 
EN DO CRI NOL O GIST — To practice in Orange 
CountyMonroe, New York. The practice consists 
of a growing mul ti spe cial ty ac a dem ic practice fo
cused on quality. This is a tremendous op por tu ni ty 
for pro fes sion al de vel op ment and teaching in a 
near private practice setting, the best of both 
worlds. No hos pi tal call. Please email CV to: 
sl3329@cumc.columbia.edu

Gastroenterology
MAINE — Central Maine Med i cal Cen ter’s well
established and high volume Gas tro en ter ol o gy 
group seeks BE/BC Gas tro en ter ol o gist to join our 
growing practice in Lewiston, Maine. Our health 
system, which consists of a 250bed facility in Lew
iston and Crit i cal Access Hos pi tals in both Bridg
ton and Rumford, employs 400+ providers 
through out a wide range of med i cal, surgical, and 
cardiac ser vic es, half of which are pri mary care 
providers. We place great emphasis on quality and 
safety and CMMC has consistently earned an “A” 
Leapfrog rating. The pri mary en dos co py suite is a 
stateoftheart facility with nine pro ce dure 
rooms, which include ERCP and EUS ca pa bil i ties. 
Last year, the gas tro en ter ol o gy group per formed 
8,500 pro ce dures in this facility. In ter est ed can di
dates are encouraged to apply, and op por tu ni ties 
for lead er ship within the group may be available. 
To learn more, please con tact: Julia Lauver, Phy si
cian Recruiter, Central Maine Med i cal Cen ter, 
300 Main Street, Lewiston, ME 04240. Email: 
lauverju@CMHC.org. Telephone: 8004457431.

GAS TRO EN TER OL O GY — Pres ti gious mul ti spe
cial ty practice in desirable NJ uni ver si ty town with 
multiple locations seeking BC/BE Gas tro en ter ol
o gist to join a practice with strong pri mary care 
along with many other in ter nal med i cine spe cial
ties. Excellent op por tu ni ty leading to part ner
ship. Fax CV to Joan Hagadorn at: 6094309481, 
or email to: jhagadorn@princetonmedicalgroup 
.com. No phone calls please.

GI TO JOIN TWOGI FOURIM GROUP IN BAY 
AREA CAL I FOR NIA — H1B are welcome to ap
ply. Email resume to: sangeetha_jk@hotmail.com

Classified Ad Deadlines
 Issue Closing Date
 May 25 May 5
 June 1 May 12
 June 8 May 19
 June 15 May 25

He ma tol o gy-Oncology
NEW YORK — Prime lo ca tion in the Midwood 
Section of Brooklyn. Seeking he ma tol o gist on col
o gist due to a rapidly expanding practice. This is a 
first time re cruit ment effort. Currently, practice is 
one office and one hos pi tal across the street from 
each other. Sal a ry and benefits negotiable. In ter
est ed can di dates can email: iblokh@chpnet.org. 
Practice website is: www.drilyablokh.com

Hospitalist
HOS PI TAL IST OP POR TU NI TY AVAILABLE — 
Join the Health care Team at Berkshire Health 
Systems! Berkshire Health Systems is currently 
seeking a BC/BE In ter nal Med i cine phy si cian to 
join our com pre hen sive Hos pi tal ist De part ment. 
Previous Hos pi tal ist ex pe ri ence is preferred. Our 
Hos pi tal ist De part ment is currently working 10
hour shifts on a 7 on/7 off block shift schedule 
with a closed ICU/CCU and has a full spectrum of 
Spe cial ties to support the team. Berkshire Health 
Systems offers a com pet i tive sal a ry and benefits 
package, including relocation as sis tance. In ter est
ed can di dates are invited to con tact: Liz Mahan, 
Phy si cian Re cruit ment Spe cial ist, Berkshire 
Health Systems, 725 North Street, Pittsfield, MA 
01201; 4133957866. Ap pli ca tions accepted on
line at: www.berkshirehealthsystems.org

FAMILY PRACTICE HOS PI TAL IST JOB IN 
WESTERN PENN SYL VA NIA — Three week ends 
off per month; work 15 days per month; No pro ce
dures; No nights; four weeks paid va ca tion. Con
tact Brenda Lewis at: 8008519274 or email CV 
to: blewis@drsavetime.com

HOS PI TAL IST — Practice and live in beau ti ful 
Oregon wine country! Seeking two family med i
cine or MedPeds phy si cians to join our hos pi tal ist 
pro gram. Excellent team of phy si cians; very com
pet i tive sal a ry/benefits. Lovely com mu ni ty just 35 
miles from Portland and 50 miles from the coast. 
Send CV to: maryann.smokler@rcchhealth.com

HOS PI TAL CONSULTANTS — Has openings for 
Hos pi tal ists, days and nights, in the Metro Detroit 
area. H1 Visa sponsorship available. Please email 
CV to: iulniculescu@yahoo.com

MIN NE AP O LIS, MIN NE SO TA — Fairview 
Southdale Hos pi tal in Edina, MN (10 min utes 
south of Min ne ap o lis) is seeking BC/BE In ter nal 
Med i cine phy si cians to see pa tients exclusively in 
the hos pi tal setting. Fairview Southdale Hos pi tal 
is a com mu ni ty hos pi tal with high level of ser vic es, 
cer ti fied as a level III trauma cen ter. Provide 24/7 
In ter nal Med i cine care for spe cial ty pa tients as 
part of a wellestablished, coman age ment struc
ture. Codes and RRTs will be managed by dedi
cated staff as part of the hos pi tal ist group. Semi
open ICU model with ability to comanage with 
Uni ver si ty of Min ne so ta Phy si cians In ten siv ists 
and/or Pul mo nol o gy group. Pro ce dures and vent 
man age ment skills are not required. Open to all 
levels of ex pe ri ence. For additional in for ma tion, 
please con tact Jill Herrera: recruit1@fairview.org; 
8008426469 or visit our website: physicianjobs 
.fairview.org

In fec tious Disease
SEEKING BC/BE IN FEC TIOUS DISEASES PHY
SI CIAN — For FT/PT po si tion in busy New York 
City In fec tious Diseases practice located at large 
teaching hos pi tal. Email CV to: JBGRYG@aol.com

CAREER IN ID FOR FELLOWS, GRADUATES — 
And those wanting to make a career move. Full 
and PT po si tions. We are a 100% ID practice, 
Out pa tient/Hos pi talconsulting group. Com pet i
tive sal a ry, med i cal benefits, and bonus package. 
Located: Smithtown, NY, expanding to Nassau 
County. Email CV to: dlesse01@aol.com

IM ME DI ATE OPENING IN IN FEC TIOUS DIS
EASES, PHY SI CIAN ANTIBIOTIC STEWARD
SHIP DI REC TOR — The Di vi sion of In fec tious 
Diseases (ID) at the Uni ver si ty of Pitts burgh Med
i cal Cen ter (UPMC) is looking for a fulltime 
clinical faculty to direct a systemwide Antibiotic 
Stewardship Pro gram (ASP) to begin 7117. Fac
ulty candidate should be board cer ti fied or el i gi
ble in ID, and have ex pe ri ence in antibiotic stew
ardship. The candidate will be re spon si ble for 
providing lead er ship, guidance, and con sul ta tion 
for the UPMC outreach hos pi tals to meet Joint 
Commission, CMS, and facility goals for ASP. Ap
plicants should submit a CV, personal state ment, 
and names and con tact in for ma tion of three ref
erences to M. Hong Nguyen, MD: tal67@pitt.edu

BC/BE IN FEC TIOUS DISEASE PHY SI CIAN — 
Midway Spe cial ty Care Cen ter Inc. is seeking a 
BC/BE In fec tious disease phy si cian. Must have 
MD or equivalent, and completion of residency in 
In ter nal Med i cine and fel low ship in In fec tious 
Diseases. Possess or el i gi ble for Flor i da med i cal 
license. Lo ca tion: St. Lucie County, Flor i da. H1 or 
J1 Visa welcome. If in ter est ed, email resume to: 
midwayspecialtycare@yahoo.com; or fax resume 
to: 7724649750.

IN FEC TIOUS DISEASE — BC/BE In tern ist spe
cial iz ing in in fec tious disease to establish a prac
tice and/or as so ci ate with an established, busy, 
expanding practice in Northwest Indiana. Sphere 
of practice is ap prox i mate ly 30 min utes from 
downtown Chicago. Guaranteed excellent start
ing sal a ry with pro gres sive growth leading to part
ner ship. Enclose CV to: In fec tious Disease, Attn: 
Jennifer McGuire, 9201 Calumet Avenue, Munster, 
IN 46321; or email to: jmcguire@mmdsinc.com

Search for both permanent  
and locum tenens jobs at  
NEJM CareerCenter, ranked #1 
in usefulness by physicians.*

Put the most trusted name in 
medicine on the lookout for 
your next job.

NEJMCareerCenter.org

*How Physicians Search for Jobs, an independent, blind 
study conducted by Zeldis Research Associates, Inc.see the first page of the  

classifieds for advertising rates.

Advertise in NEJM and 
keep it confidential.

For an additional $75 a week, we’ll 
assign a confidential reply box number 
to your ad. See the first page of the 
classifieds for rate and issue date 
information.

Classified Advertising The new england journal of medicine Vol. 376 No. 17 • April 27, 2017  

(2 of 2 pages of classified ads)

Faculty/Research
PARTTIME CLINICAL AND PARTTIME RE
SEARCH PO SI TION IN CENTRAL MAINE — 
Central Maine Med i cal Cen ter and Maine Re
search As so ci ates seek a phy si cian to work 50% in 
your spe cial ty and 50% as med i cal di rec tor of its 
clinical re search company. Maine Re search As so
ci ates, with of fic es located in both Lewiston and 
Auburn, is a full ser vice clinical trial re search cen
ter with cer ti fied coordinators, over 25 years of 
ex pe ri ence, and is phy si cian led. Central Maine 
Med i cal Cen ter, located in Lewiston, is a 250bed, 
Level II trauma cen ter and is part of a threehos pi tal 
system which serves the pop u la tions of western 
and central Maine. Qual i fied can di dates will be 
BE/BC in your spe cial ty. We have a va ri e ty of 
inpatient and out pa tient clinical po si tions from 
which to choose. Can di dates will also possess 
ex pe ri ence as a Principal In ves ti ga tor on clinical 
trials and will understand the clinical re search 
industry, institutional review boards (IRBs), and 
the general regulatory re quire ments of safe and 
re spon si ble clinical re search. The successful can
didate will be able to promote re search and foster 
de vel op ment of a portfolio of clinical trials as 
well as advocate for our or ga ni za tion’s continuing 
commitment to re search. This will involve work
ing with a large and diverse med i cal com mu ni ty 
and potential clinical re search sponsors. Our 
current pri mary re search interests include, but 
are not limited to, lipids, heart failure, on col o gy, 
di a be tes, and Alz hei mer’s disease. Our vision is 
to expand our trial portfolio across a diverse 
range of clinical disciplines. In ter est ed can di
dates should con tact: Julia Lauver, Med i cal Staff 
Re cruit ment, Central Maine Med i cal Cen ter, 300 
Main Street, Lewiston, ME 04240. Call: 800445
7431; fax: 207/7555854; email: LauverJu@ 
cmhc.org. Visit our websites, too! http:// 
www.maineresearchassociates.com/ https://www 
.cmmc.org

Graduate Training/ 
Residency Pro grams 

(see also Related Spe cial ties)
BOSTON, MAS SA CHU SETTS — WikiDoc.org 
seeks applicants for a re search fel low ship in med i
cal education/clinical re search. No sal a ry, requires 
J1 re search Visa. Visa sponsorship offered. Con
tact Megan Merlo at: mmerlo@bidmc.harvard.edu

Nephrology
WANTED NE PHROL O GIST, GREATER BOS
TON AREA, MAS SA CHU SETTS — Long term 
commitment needed. Only in di vid u als need to 
apply, no agencies please. Sal a ry and benefits 
moderate. Im me di ate opening for the right can
didate. Apply: yahweh80@yahoo.com

COLUMBIADOCTORS IS LOOKING FOR A NE
PHROL O GIST — To practice in Orange and 
Rockland County. Located in a bedroom com mu
ni ty of NYC, the practice consists of a growing 
mul ti spe cial ty ac a dem ic practice focused on qual
ity. This is a tremendous op por tu ni ty for pro fes
sion al de vel op ment and teaching in a near private 
practice setting, the best of both worlds. Please 
email CV to: sl3329@cumc.columbia.edu

Pri mary Care
PRI MARY CARE PHY SI CIANS NEEDED FOR 
BUSY PRACTICES IN NEW YORK CITY — In ter
nal Med i cine, Ger i at rics, Family Med i cine, and 
Pediatrician needed. Two (2) growing practices in 
the Bronx and one in Queens, New York, are in 
need of phy si cians. Each office is in de pen dent of 
the other and offers great sal a ry, benefits, and the 
op por tu ni ty to become a partner. If you are look
ing to join a thriving practice that you can call 
your own, please email your resume to: lvirgil@
painlessinjectioncorp.com

Rheumatology
MAINE — Central Maine Med i cal Cen ter, a mul
ti spe cial ty regional referral cen ter, is looking for a 
BC/BE Rheu ma tol o gist to join its wellestablished 
employed practice. We work col lab o ra tive ly with a 
skilled network of med i cal spe cial ists, receive re
ferrals from a large base of pri mary care phy si
cians, and have an active infusion cen ter. Interest 
in diagnostic and procedural ul tra sound is a plus! 
Central Maine’s lo ca tion is ideal as we are close to 
the ocean, lakes, and moun tains, offering unlim
ited rec re a tion al pos si bil i ties. In ter est ed can di
dates, send CV or call: Julia Lauver, Central Maine 
Med i cal Cen ter, 300 Main Street, Lewiston, ME 
04240. Fax: 2077955696; email: JLauver@cmhc 
.org; or call: 8004457431. Not a J1 op por tu ni ty.

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

OUT PA TIENTONLY IN TER NAL MED I CINE 
WITH LOAN RE PAY MENT AND SIGNON 
BONUS — The Central Maine Med i cal Group 
seeks BE/BC In ter nal Med i cine phy si cian to join 
cohesive, wellestablished, hos pi talemployed 
practice in Lewiston, Maine. We offer: up to 
$200K in med i cal student loan re pay ment, $50K 
signon bonus, up to $12K moving allowance, 
fourday work week/generous out pa tient call, 
healthy work/life balance. Central Maine affords 
easy access to the coast and moun tains where you 
can enjoy four seasons of outdoor ac tiv i ties. We 
have a growing arts and restaurant scene in a very 
safe affordable area to live and raise a family. To 
join our growing team, con tact: Gina Mallozzi, 
Central Maine Med i cal Cen ter, 300 Main Street, 
Lewiston, ME 04240. Email: MallozGi@cmhc 
.org; Fax: 2073440696; Call: 8004457431; or 
visit our website: http://re cruit ment.cmmc.org

ESTABLISHED MULTISPECIALITY GROUP IN 
CENTRAL NEW JERSEY — looking for bilingual 
Spanish In tern ist/Family Med i cine Phy si cian and 
Nurse Prac ti tion er for purely out pa tient practice. 
No hos pi tal rounding along with com pet i tive sal
a ry and benefits. Twenty min utes from Man hat
tan. Email: randhawa@njheart.net

IN TER NAL MED I CINE DOCTORS, NEW YORK 
CITY — Mul ti spe cial ty group affiliated with pres
ti gious ac a dem ic med i cal cen ter, seeking BC 
in tern ist for superb op por tu ni ty for fulltime 
officebased practice, midtown Man hat tan. Partner
track po si tion. Please forward CV via fax: 212253
9631, or email: cmgcareers@concordemed.com

COLUMBIADOCTORS IS LOOKING FOR AN 
IN TER NAL MED I CINE PHY SI CIAN — To prac
tice in Orange CountyMonroe, New York. The 
practice consists of a growing mul ti spe cial ty ac a
dem ic practice focused on quality. This is a tremen
dous op por tu ni ty for pro fes sion al de vel op ment and 
teaching in a near private practice setting, the 
best of both worlds. No hos pi tal call. Please email 
CV to: sl3329@cumc.columbia.edu

BOARD CER TI FIED IN TERN IST/CAR DI OL O GIST — 
To join mul ti spe cial ty In ter nal Med i cal Practice 
located in Nassau County, NY. Must perform all 
duties as In tern ist as well as Car di ol o gist. If you 
meet this criteria, please forward your resume to: 
vixen1@optonline.net

IN TERN IST/FP/GER I A TRI CIAN, HUDSON 
VALLEY, NY — Busy, wellestablished, reputable 
Pri mary Care Group seeking BE/BC IM/FP/
Ger i a tri cian, in Hudson Valley, NY. 1.5 Hours 
north of Man hat tan. J1/H1B Visa sponsored. 
Good work/life balance. Generous sal a ry with in
centives, and benefits package. Please send CV to: 
pmg375@msn.com

PHYSICIAN RECRUITER

The physician you’re seeking is 
one of our readers. Advertise in 
the next issue of the New England 
Journal of Medicine and reach physi-
cians in all specialties nationwide.

For more information, contact  
Classified Advertising Sales at  
(800) 635-6991.

Buy 3  
recruitment ads,  

get 1 FREE! 

For more details  
call us:  

(800) 635-6991

ads@nejmcareercenter.org

Advertise  
in the next  

Career Guide.

For more information,  

contact:

(800) 635-6991 

ads@nejmcareercenter.org



HOSPITALIST WANTED!!

Northeastern Vermont Regional Hospital 
is proud to offer you the chance to 
enhance your passion and live your 
dreams in an encouraging & supportive 
environment! We are currently recruiting 
enthusiastic HOSPITALISTS to cover our 
25-bed critical access hospital. New 
grads are welcome and encouraged 
to apply.

Excellent specialty support 
– Pediatrics, Urology, 

Women’s Health, Neurology, 
Orthopaedics, Cardiology 

– just to name a few!

NVRH offers a competitive salary and 
a generous benefi ts package including 
student loan reimbursement, CME, 
medical/dental/vision, membership to 
local gyms, and more!

Please contact: 
Laura Rooker  

802-748-7943
l.rooker@nvrh.org 

for further information

*Also recruiting for other positions 
– Primary Care (IM & FM), OB/Gyn, 

Pediatrics, Otolaryngology 

Become part of our growing team 
committed to excellence! Central Maine 
Heart & Vascular Institute, established 
in 2003 and located in Lewiston, has 

exceptional opportunities for: 

� Clinical Cardiologist – 
full spectrum inpatient & outpatient care

� Heart Failure Program Director

We are unique in having a true institute 
service line model. The Central Maine Medical 
Family’s extensive group of Primary Care 
providers and the Family Practice Residency 
teaching service is the foundation of our 
abundant referral base. Successful candidates 
also can expect to participate in quality 
management, program development and 
clinical outreach.  
What could be better than working in a 
sophisticated healthcare system and having 
all that Maine has to offer at your � ngertips 
when you are not working? We are within 
easy access to the coast for boating and 
the mountains for hiking and skiing and 
all kinds of outdoor activities. We’ve got an 
amazing arts and restaurant scene, too, all 
in a very safe state to live and raise a family.  
To join our growing team, contact 
Dr. Andrew Eisenhauer, Director of CMHVI
at: eisenhan@cmhc.org, or 207/753-3910 

or send CV to 
Julia Lauver, CMMC Medical Staff 
Recruiter at: lauverju@cmhc.org 

or 800/445-7431

Utah has no shortage of outdoor adventure. It’s also home to one of the best 
healthcare networks in the nation. Intermountain Healthcare is hiring  

throughout Utah, for numerous physician specialties.

• EMPLOYMENT WITH INTERMOUNTAIN MEDICAL GROUP • RELOCATION PROVIDED, UP TO 15K

• FULL BENEFITS THAT INCLUDE DEFINED PENSION, 401K MATCH & CME

• COMPETITIVE SALARY WITH TRANSITION TO PRODUCTION AND ADDITIONAL COMPENSATION FOR
MEETING QUALITY GOALS FOR MOST POSITIONS • VISA SPONSORSHIP NOT AVAILABLE

TOP REASONS TO CHOOSE UTAH:
World-Class Year-Round Skiing, Hiking, and Biking  •  5 National Parks  •  4 Distinct Seasons 

Best State for Business  •  Endless Outdoor Recreation Opportunities

physicianrecruit@imail.org  |  800.888.3134  |  PhysicianJobsIntermountain.org

Helping people live the
healthiest lives possible.

Internal Medicine Division: Hospital Medicine
Job Title: Hospitalist

The University of New Mexico, Health Sciences Center, Department of Internal Medicine, seeks 
faculty members to join the Division of Hospital Medicine. This position is at the rank of Assis-
tant or Associate Professor and open track. Salary and rank will be commensurate with experience 
and education.

Minimum Requirements: 1.) Must be board certifi ed or board eligible in Internal Medicine by 
date of hire;  2.) Must be eligible to work in U.S.; and  3.) Minimal teaching experience requirements: 
candidate must have attended a U.S .Medical school as a third and fourth year medical student 
OR served at least two years in a residency that provides education to U.S. medical students 
during their core clerkship in internal medicine OR served on the faculty of a medical school. 

Desirable Qualifi cations: 1.) Experience/interest in hospital medicine;  2.) Experience/interest 
in student education;  3.) Experience/interest in quality improvement activities; and  4.) Preference 
will be given to current and former New Mexico Residents. Applicants will be required to obtain 
New Mexico licensure and be eligible for DEA licensure and NM State Board of Pharmacy narcotics 
license. This position may be subject to a criminal records screening in accordance with New 
Mexico law. The positions are open until fi lled.

For complete description and application requirements for Posting #0834909 
Please see the UNM jobs application system at: https://unmjobs.unm.edu

A complete application includes a cover letter and CV.

Inquires may be directed to:

John Rush Pierce, Professor, Division of Hospital Medicine
Department of Internal Medicine

University of New Mexico, MSC 10 5550 
1 University of New Mexico, Albuquerque, NM 87131

Attn: (JRPierce@salud.unm.edu)

UNM’s confi dential policy (“Disclosure of Information about Candidates for Employment,” 
UNM Board of Regents’ Policy Manual 6.7), which includes information about public disclosure 
of documents submitted by applicants, is located at 

http://policy.unm.edu/regents-policies/section-6/6-7.html

The University of New Mexico is an Equal Employment Opportunity/
Affi rmative Action Employer and Educator.
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FOR SOME OF OUR MOST ELITE SOLDIERS,
THIS IS THEIR ENEMY.
Becoming a doctor on the U.S. Army health care team is an opportunity like no other. 
You’ll be a part of the largest health care network in the world—treating those who 
need your help in over 90 medical fi elds and working to fi ght threats like breast cancer 
and the Zika virus. With this elite team, you will be a leader—not just of Soldiers, but in 
medical innovation. 

To see the benefi ts of being an Army medical professional call 800-431-6717 
or visit healthcare.goarmy.com/ha86

©2017. Paid for by the United States Army. All rights reserved.d.



Hospitalist at 
Catholic Medical Center 

Physician Practice 
Associates in 

Manchester, NH 

(3 openings): Provide patient 
care in CMC’s wards including 

acute medical/surgical 
care units, ICU, rehab center 
and ED. M.D. or D.O. Internal 
Medicine Residency. BC/BE 

in Internal Medicine. 

NH M.D. license or eligibility. 

Apply to: 
jfrongil@CMC-NH.ORG 

Code YY17

Geriatrician
Cambridge Health Alliance • Cambridge, MA

Cambridge Health Alliance (CHA), a Harvard Medical School (HMS) 
teaching affi liate, is an award winning, academic public healthcare system 
which receives national recognition for innovation and community 
excellence. Our system includes three campuses as well as an established 
network of primary and specialty practices in the Cambridge, Somerville 
and Boston’s metro-north area. Our practices serve an ethnically and 
socio-economically diverse patient population.

 ✵  Position may be part-time or full-time
 ✵  If part-time, MD will have 20 hours/week dedicated to nursing  
  home care and house calls
 ✵  If a full time is desired, options exist for supplemental outpatient  
  primary care within our community clinics or inpatient hospitalist  
  shifts for a total of 40 hours/week
 ✵  Opportunity to teach Harvard Medical School geriatrics fellows,  
  IM residents and medical students
 ✵  Existing geriatrics division with over 20 providers committed to  
  providing high quality care to the elder population

The ideal candidate will be fellowship trained in geriatrics with board 
certifi cation in Internal Medicine or Family Medicine. At CHA, we offer 
a collegial work environment and a strong infrastructure, including a 
fully integrated EMR. Our physicians enjoy competitive salaries and a 
generous benefi ts package.

Qualifi ed candidates should send CVs to Lauren Anastasia, 
Provider Recruiter via email at lanastasia@challiance.org or by 
fax at (617) 665-3553. Provider Recruitment Department can be 
reached at (617) 665-3555. www.challiance.org  

We are an equal opportunity employer and all qualifi ed 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.

Baystate Health, a Truven® Award–winning healthcare 
system and home of the University of Massachusetts 
Medical School-Baystate, is searching for a Hospitalist 
to join Baystate Health’s Hospital Medicine Program in 
Western MA. 

Highlights of this opportunity:

•  One of the largest and most comprehensive hospital 
medicine programs in the country comprised  
of Physicians, Advanced Practice Clinicians, 
Hospitalist RNs, Quality RNs, Data Analysts, and 
Pharmacy Technicians 

•  Support from dedicated nocturnist teams.

•  Choose the practice setting that is right for you; 
from our 719 bed tertiary-care center or one of our 
community hospitals.    

•  Enjoy generous compensation and benefits and 
explore professional growth opportunities such as 
teaching or participating in an Advanced Hospital 
Medicine Fellowships with leadership, medical 
education and quality tracks.

Baystate Health is Massachusetts’ third-largest 
healthcare system with more than 12,000 employees 
and consistently ranks among the nation’s top 
hospitals and healthcare organizations. As a  
not-for-profit, mission-driven, integrated health 
system, Baystate Health serves a population of  
more than 750,000 people in communities across  
western Massachusetts. 

We are committed to hiring clinicians who value a 
culture of compassion and appreciate diversity—while 
delivering a higher state of caring.

Together we deliver a higher state of caring.®

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.

Please visit our website at  
ChooseBaystateHealth.org/HM/HCG 

or contact: Lisa Scully, FASPR, Sr. Physician Recruiter
413-794-2346 | Lisa.Scully@baystatehealth.org

Hospitalist Opportunity

Chapter XX:
Locum tenens may be Latin, 
 but the benefits can be spelled out in plain English.

Working locums assignments boosts your pay, reduces 

your paperwork, and adds flexibility to your schedule. 

Sound interesting? Maybe it’s time to raise your locums IQ.

Get the facts at locumstory.com/IQ



CONFUSED BY 
EMPLOYMENT 
MODELS?

OWN YOUR CAREER

go.cep.com/WhichModel

COMPARE MODELS

Cultural fit is the best  
predictor of your long-term  
job satisfaction. 

Physician-Led Medicine in Montana 

Hospitalist

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

Seeking BE/BC Hospitalists to join 
our group in Montana’s premier, 
state-of-the-art medical center, 
which serves as the region’s tertiary 
referral center. Our seasoned team 
values work-life balance and 
collegiality.  
• Extremely flexible scheduling
• Generous salary with yearly bonus
• Signing bonus
• Student loan repayment
• No procedures required
• Teaching opportunities
• “America’s Best Town of 2016”

Please visit us at booth #903  
at the 2017 Hospital Medicine 
Conference in Las Vegas!

Billings Clinic is nationally 
recognized for clinical 
excellence and is a proud 
member of the Mayo 
Clinic Care Network. 
Located in Billings, 
Montana – this friendly 
college community is a 
great place to raise a family 
near the majestic Rocky 
Mountains. Exciting 
outdoor recreation close  
to home. 300 days  
of sunshine!

comphealth.com  |  866.588.5835

We get you the  
perfect job  
because we get you.

Your dream job is something only you can define. That’s why we want to know 

what matters most to you—personally and professionally. Our recruiters then 

find the right jobs, perks, and places to make it a reality.

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

ASSISTANT/ASSOCIATE PROFESSOR

The UNIVERSITY AT BUFFALO Department of Surgery is actively
seeking qualifi ed candidates for a tenured/non-tenured faculty 
position at the level of assistant or associate professor within the 
Department of Surgery.  

Candidates with specialties in the following areas are encouraged 
to apply:

✧ Breast Surgery
✧ Vascular Surgery
✧ Colorectal Surgery (Joint Recruit with RPCI)
✧ General Surgery

Responsibilities for the position relate to the clinical care of adult 
patients and participation in the education of medical students, 
residents and fellows. The successful candidate will also be expected 
to develop a basic or clinical research program at the University at 
Buffalo. Regional support is available.

Candidates must have a M.D. or equivalent degree and be Board 
Certifi ed or Board Eligible in Surgery. Fellowship training in minimally 
invasive surgery is desirable but not required.

Qualifi ed candidates should forward their curriculum vitae
attention to: 

Steven D. Schwaitzberg, M.D., Professor and Chairman at:

ubjobs.buffalo.edu

University at Buffalo is an Equal Opportunity/
Affi rmative Action Employer

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



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

ONE TEAM. ONE FOCUS.
One thing sets North Shore Medical Center apart—our team based model 
of care, which is founded on the principle that physicians, nurses, care 
managers, and other providers working together will provide higher 
quality and a better patient experience. Today, that team focus drives 
our hospitalist service to be leaders of quality of care, patient safety and 
process improvement initiatives throughout NSMC.

While practicing at NSMC you’ll enjoy:

• opportunities for daytime, academic and nocturnist positions

•  working at one of the top 5 hospitals in Boston as named by U.S. News 
and World Report

•  the benefits of NSMC’s membership in Partners Healthcare System, 
founded by Massachusetts General Hospital and Bringham and 
Women’s Hospital 

• a culture focused on communication, growth, and work/life balance

• flexible scheduling options

•  being an active contributor to quality of care, patient safety and process 
improvement initiatives

• the opportunity to teach and mentor IM residents

Do you share our philosophy? 

It’s time to join our team.

HOSPITALIST OPPORTUNITIES NEAR BOSTON, MA

To apply or learn more about our hospitalist 
opportunities, email your CV and letter of interest 
to Louis Caligiuri at lcaligiuri@partners.org.
www.JoinNSPG.org/Hospitalist/NEJM

Hospitalist Opportunity
If you are a Hospitalist who wants to discover a new way to practice, Mary Washington Healthcare is here for you. Our regional medical system includes 
two state-of-the-art hospitals – Mary Washington Hospital, a Magnet-designated, Level II Trauma Center and Stafford Hospital. Our Centers of Excellence 
include Regional Cancer Center, Virginia Heart & Vascular Institute, Human Motion Institute, Women’s Health Institute and The Neurosciences Center.

With an attractive benefits package, a manageable daily census, 7 on, 7 off shifts, you’ll find it all right here:

 •  24 hour, full Intensivist coverage     •  Full subspecialist coverage
  •  No procedures necessary       •  Supportive administration, nursing and ancillary staff
 •  Friendly and safe environment

A great place to live and work.
An added benefit to working here is living here. As one the fastest growing cities with one of the highest per capita incomes in the state, our close 
proximity to Washington DC and Richmond, VA offers easy access without the commute, congestion or cost of living. Plus, an excellent public school 
system, a great selection of private schools and options for higher education are an added bonus and housing options are plentiful with something for 
every taste and budget.

wwwww.MWHCPhysicians.com

EOE



Atrius Health - Boston
Medical Director of Patient Safety & Risk Management

Atrius Health, a well-established, physician-led, non profi t, health care organization, is the largest multi-specialty medical group in 
the Northeast. Nationally recognized for transforming healthcare through clinical innovations, we are continuously improving the 
care delivered in our communities. Our practices are located throughout the greater Boston area and our physicians are on staff at 
many of Boston’s academic medical centers and community hospitals. We are currently recruiting a Medical Director of Patient 
Safety & Risk Management who will lead and further develop Atrius’ efforts to improve patient safety and risk management in 
the ambulatory setting.

Atrius is dedicated to building a system of care that is focused on patient safety. Under the direction of the Senior Vice President 
of Population Health, and with a close working relationship with the CEO and CMO, this position provides strategic leadership for 
the Patient Safety and Risk Management Programs across Atrius Health and will have oversight over the collection and assessment 
of relevant data to ensure the coordination/improvement of organization-wide patient safety and risk management processes/
outcomes in the outpatient setting. The Med Dir of PSRM works closely and collaboratively with the senior management team 
as well as local clinical/practice leaders to provide guidance for the establishment of a culture of safety throughout Atrius. The 
Medical Director will lead a team who evaluate and investigate safety events utilizing a variety of tools, and oversee the Quality 
Advisory Council infrastructure to drive improvements in the practice. S/he will have both clinical (as appropriate) and administrative 
responsibilities as well as serve as the internal expert on safety and risk management. In addition, this position will work collabora-
tively with the Medical Directors of Quality, Patient Experience and Medical Management to ensure that the Atrius system of care 
is safe, high quality, satisfying and effi cient.

Ideal candidate will have extensive clinical experience, 3-5 years in Patient Safety/Risk Management and 2+ years of progressive 
leadership experience. Demonstrated ability to work effectively in a matrix organization functioning as leader, colleague and team 
member; active physician license, board certifi cation in specialty and keen emotional intelligence (EI) required. 

At Atrius Health, (Harvard Vanguard Medical Associates, Granite Medical Group, Dedham Medical Associates) we offer 
practice based population health resources, extensive medical management care coordination programs, a robust integrated EMR 
system (Epic), and a collegial work environment. Excellent salary and benefi ts. 

Send CV to: Brenda Reed, Director of Physician Recruitment, Atrius Health, 275 Grove Street, Suite 3-300 Newton, MA 02466 
  T: 800-222-4606 or 617-559-8275 within Massachusetts; E: brenda_reed@Atriushealth.org  AA/EOE. 

www.atriushealth.org

You believe you can improve lives by improving health. We do too. That’s why PinnacleHealth’s 
hospitalists spend more time with patients and less time on paperwork.
We support you in using your time and talents to solve complex health issues through our 
innovative team rounding program. At the end of each day, our hospitalists are empowered 
to enhance the life of every patient they meet.
If you’d like to join an intensely patient-focused team, we’re seeking driven, caring hospitalists 
who want to place their patients at the center of care and start each day with, “How can I help?”

■ More time with patients, less paperwork
■ Innovative team rounding, patient-focused
■ Three hospitals with their own 

admission teams
■ Strong administrative support with site 

directors at each location

■ System-wide Epic EMR
■ Competitive salary package including a 

performance bonus, relocation assistance, 
loan forgiveness and sign-on bonus

Remember why you chose 
a career in medicine? We do!

Join our team!

EOE

PinnacleHealth is an Equal Opportunity Employer. pinnaclehealth.org/providers

Contact
Rachel Jones, MBA, FASPR  
Physician Recruiter  
at rajones@pinnaclehealth.org

Work.

Live.

■   Nocturnist support with 15% salary differential

MEDICAL ONCOLOGY POSITION SPECIALIZING IN GENITOURINARY 
CANCER AT THE UNIVERSITY OF WASHINGTON AND THE FRED 
HUTCHINSON CANCER RESEARCH CENTER 

The University of Washington Department of 
Medicine and Fred Hutchinson Cancer Research 
Center (UW/FHCRC) are jointly recruiting for a full-time faculty member specializing 
in clinical research and clinical care of patients with genitourinary cancer. The 12-month, 
indefi nite position would be at the Assistant (0113), Associate (0112) or full Professor 
(0111) level (clinician/teacher pathway) without tenure due to funding. Requirements 
include M.D. (or foreign equivalent) and fellowship training in Medical Oncology (or 
foreign equivalent). The candidate should have a primary interest and demonstrated 
expertise in clinical research and genitourinary cancer (with a focus in prostate or bladder 
cancer). The selected candidate will have the opportunity to participate in ongoing funded 
clinical and laboratory research programs of the UW/FHCRC related to the biology and 
therapy of cancer. In addition, the candidate will have the opportunity and resources to 
develop his/her own clinical research program. The position will also involve participation 
in the clinical and instructional activities of the Division of Medical Oncology. In order 
to be eligible for University sponsorship for an H-1B visa, graduates of foreign (non-U.S.) 
medical schools must show successful completion of all three steps of the U.S. Medical 
Licensing Exam (USMLE), or equivalent as determined by the Secretary of Health and 
Human Services. University of Washington faculty engage in teaching, research, and service.

Interested candidates should submit a CV, three (3) reference letters, and a concise 
description of their training, research activities and career goals to: 

Bruce Montgomery, M.D.
1959 NE Pacifi c St, Box 356158, Seattle, WA 98195 

or rbmontgo@uw.edu 
Application review will continue until the position is fi lled. 

The University of Washington and the Fred Hutchinson Cancer Research Center are affi rmative 
action, equal opportunity employers, dedicated to the goal of building a culturally diverse and 
pluralistic faculty and staff committed to teaching and working in a multicultural environment. 
All qualifi ed applicants will receive consideration for employment without regard to race, color, 
religion, sex, sexual orientation, gender identity, gender expression, national origin, age, protected 
veteran or disabled status, or genetic information.

Family Medicine Positions in 
Maine: 

The Central Maine Medical Group 
seeks BE/BC Family Medicine physicians 
to join well-established, hospital-employed 
practices in Bridgton and Rumford areas, 
Lewiston/Auburn in central Maine, and 
coastal communities including Lisbon, 
Topsham, and Brunswick.
  We offer:
� Substantial Medical Student Loan
 Repayment
� Generous Sign On Bonus
� Ample Moving Allowance
� Very Attractive Outpatient-Only Call
 Schedule Providing Healthy
 Work/Life Balance
Our practice sites are within easy access 
to the coast for boating and the mountains 
for hiking and skiing and all kinds of 
outdoor activities. We’ve got an amazing 
arts and restaurant scene, too, all in a 
very safe state to live and raise a family. 
To join our growing team, contact:

Gina Mallozzi
Central Maine Medical Center

300 Main Street
Lewiston, Maine 04240

fax: 207-344-0696
E-mail: MallozGi@cmhc.org 

call: 800/445-7431 

or visit our website:
http://recruitment.cmmc.org/

Our experienced recruiters help you find your next practice opportunity 
while balancing your life needs and career needs.

Take The Road to a New
Career Opportunity With Us.

Find Your Way with Us
866.284.3328

jacksonphysiciansearch.com
“My future will be so much brighter in my new 
position, thanks to your recruiter’s hard work...He 
truly goes above and beyond."

– Pete Rajtar, MD



DEAN, SCHOOL OF MEDICINE & VPMA

UT Health San Antonio has initiated a national search 
for the next Dean, Joe R. and Teresa Lozano Long 
School of Medicine and Vice President for Medical 
Affairs.

The Dean & VPMA is the principal leader and advocate 
for the Lozano Long SOM’s programs and guides 
medical education, research and clinical care operations. 
The Dean leads the development of ethical educational, 
research, and clinical talent. The new Dean & VPMA 
must be a physician leader whose past achievements 
and current leadership abilities will inspire respect, 
inclusiveness, collaboration and cooperation from 
talented UT Health stakeholders. The candidate must 
have an MD or equivalent and have scholarly and 
professional achievement meriting the academic rank 
of Professor.

Please send applications to: 
Jennifer Schaulin at 682-223-5782 or 

Jennifer.Schaulin@millicansolutions.com

UT Health San Antonio is an Equal Opportunity/Affi rmative 
Action Employer including protected veterans and persons 
with disabilities. All faculty appointments are designated as 

security sensitive positions.

Facey Medical Group | Kadlec | Pacific Medical Centers | Providence Health & Services | St. Joseph Health | Swedish

Join us! We’re hiring providers to create healthier communities, together.
Search more than 700 provider jobs at providence.org/providerjobs

We are Hiring Hospitalists
We operate 50 hospitals in communities across seven states: Alaska, California, Montana,  

New Mexico, Oregon, Texas and Washington. The lifestyle choices we offer are as diverse as  
the hospitals themselves. Whether you’re looking for an urban landscape or rural scenery,  

we can help you find your perfect practice.

Thriving multi-specialty group is looking for a Hospitalist 
to join an existing practice

Highlights for the position are:

❥ Very Competitive Salary – Negotiable based on
 productivity, experience, and work ethic

❥ Additional Bonus opportunities based on productivity

❥ Benefi ts Offered: 401K, Medical, Vision, Dental,
 Life, STD, Malpractice

❥ Inpatient Clinic

❥ Work 26 weeks per year (7 on / 7 off)

❥ No state income tax

❥ Low cost of living

❥ Less than an hour from theme parks and
 downtown Orlando, FL

❥ Visit our website for more details:

www.fl heartcenter.com

Please e-mail CV to:

JackieF@FLHeartCenter.com

Heart Failure Program Medical Director 
with an appointment to the Massachusetts General Hospital

Central Maine Heart and Vascular Institute (CMHVI) in Lewiston, Maine 
and Massachusetts General Hospital Heart Center are seeking an 
enthusiastic cardiologist with expertise in Heart Failure to serve as 
Medical Director to lead the development and expansion of CMHVI’s 
Heart Failure Program. Successful candidates should possess a M.D. or 
M.D./Ph.D., board certifi ed, excellent leadership skills, clinical expertise 
and a successful background in quality, performance improvement 
and program development. The CMHVI HF Program Medical Director 
will have dual reporting responsibilities to the Section Head of the 
Massachusetts General Hospital (MGH) Heart Failure Program and the 
Division Chief of Central Maine Heart and Vascular Institute.

CMHVI is a unique facility with a service line model off ering innovative 
programs in minimally invasive valve surgery, transcatheter valve 
therapies, structural heart disease, population health with a particular 
focus on genetic lipoprotein disorders and contemporary diagnostic 
and therapeutic cardiac electrophysiology. This is an exceptional 
opportunity to conceive, lead and build an Institute-wide eff ort in 
contemporary heart failure management and mechanical circulatory 
support. Central Maine Healthcare includes a large number of Primary 
Care providers, which creates an abundant referral base. Sophisticated 
medical and surgical sub-specialty ancillary systems support the work 
of the Institute.  

Established in 1811, MGH is a 1,000-bed facility in Boston, MA and is 
the original and largest teaching hospital of Harvard Medical School.  

Central and Mid Coast Maine, including the Lewiston/Auburn community, 
provides an exceptional place in which to live and raise a family. The 
area off ers a wide range of schooling and housing options and provides 
many cultural opportunities, all centrally located to both the mountains 
and coast.   

To learn more about this exceptional opportunity, please contact: 

Dr. Andrew Eisenhauer, Division Chief, CMHVI
at: eisenhan@cmhc.org or 207/786-1647 

and send CV to Julia Lauver, CMMC Physician Recruiter at: 
lauverju@cmhc.org or 800/445-7431

Rheumatologist
Cambridge Health Alliance, Cambridge Massachusetts

Cambridge Health Alliance (CHA), a well respected, nationally 
recognized and award-winning public healthcare system, is recruiting 
for a full-time Rheumatologist to join our existing, established 
department. CHA is a teaching affi liate of both Harvard Medical 
School (HMS) and Tufts University School of Medicine. Our system is 
comprised of three campuses and an integrated network of both primary 
and specialty outpatient care practices in Cambridge, Somerville and 
Boston’s Metro North Region.   

  Full-time opportunity at our Malden Family Health Center
  PT/OT, rehab, orthopedics, xray, and lab all in one location in  

  addition to primary care services 
  Responsibilities include outpatient clinic sessions, inpatient  

  consults and very light call coverage
  Existing volume provides a patient panel for incoming physician 
  Infusion services at both Cambridge Hospital and Everett Hospital
  Teaching opportunities and academic appointment commensurate  

  with experience  

Ideal candidates will be Board Certifi ed, patient centered and 
demonstrate a strong commitment to work with a multicultural, 
underserved patient population. At CHA we offer a supportive and 
collegial environment, a strong infrastructure, a fully integrated elec-
tronic medical record system (EPIC) and competitive salary/benefi ts 
package. www.challiance.org  

Qualifi ed applicants may submit CVs to: 

Lauren Anastasia, Provider Recruiter at 
lanastasia@challiance.org or via fax at (617) 665-3553

Cambridge Health Alliance Department of Provider Recruitment 
may be contacted at (617) 665-3555 or 

1493 Cambridge Street Cambridge, MA 02139

We are an equal opportunity employer and all qualifi ed 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.

 Chair, Department of Medicine, Near Boston

North Shore Medical Center (NSMC), a member of the prestigious 
Partners HealthCare System (which was founded by Massachusetts 
General Hospital and Brigham and Women’s Hospital) and located 
just 15 miles north of Boston, is seeking a Chair of the Department 
of Medicine. The Chair will be the key clinical, strategic, and 
operational leader for the ongoing operations and development of 
general and subspecialty medical services for both NSMC Salem 
Hospital (Salem, MA) and NSMC Union Hospital (Lynn, MA).   

This position represents an outstanding opportunity for a highly 
distinguished physician to establish vision, leadership, and strategic 
direction for the Medical Service at NSMC. The ideal candidate 
will be an innovative thinker and have proven clinical and admin-
istrative leadership and communication acumen. A minimum of 
� ve years of related administrative experience is required.

Candidates must be board certi� ed in Internal Medicine. Further 
education with an MPH or MBA is preferred but not required. It 
is expected that the Chair will allocate a portion of his/her time 
towards administrative duties with the remaining time allocated to 
his/her clinical specialty. 

An opportunity for an academic appointment is available depending 
on quali� cations.  

Excellent compensation and comprehensive bene� ts.

Interested candidates should send their CVs to:  

Louis Caligiuri
Director, Physician Services at: 

lcaligiuri@partners.org

Ch i D f M di i



Chief Medical Offi cer (CMO) and 
Director, Silverman Institute for Health Care Quality and Safety

Beth Israel Deaconess Medical Center (BIDMC) 

BIDMC seeks a physician executive with outstanding administrative skills 
and prior strong success in quality improvement (QI) to serve as CMO and 
Director of its Silverman Institute for Health Care Quality and Safety. The 
CMO at BIDMC is a new role with dual reporting to the President, BIDMC, 
and the CEO of its associated physicians group Harvard Medical Faculty 
Physicians (HMFP). The CMO supports the delivery of exceptional patient 
care through: 1) Overseeing all traditional medical quality/regulatory 
requirements and reporting; 2) Interfacing with the Medical Staff in meeting
 its vital regulatory responsibilities for quality of care and assurance 
of physician input into the hospital’s policies and procedures (including 
credentialing and scope of practice adjudication); 3) Coordinating Medical 
Staff oversight in conjunction with the President of BIDMC and of all clinical 
programs; and 4) Enhancing clinical integration across interdisciplinary 
activities. The CMO will also contribute to clinical program development, 
advising as new programs are brought online. Finally, the CMO will serve as 
an interface between BIDMC’s and HMFP’s clinical infrastructure and the 
quality elements of the system network and accountable care organization, 
Beth Israel Deaconess Care Organization (BIDCO). In addition to adminis-
trative responsibilities, the CMO must be a highly effective clinician. He/
she will direct the Center for Healthcare Delivery Science which performs 
implementation research aimed at improving care at BIDMC and at 
publication of substantial scholarly work in QI. Finally, the CMO will mentor 
junior faculty members and trainees in the implementation of QI efforts and 
the evaluation of their effectiveness. Qualifi ed candidates should be eligible 
for serious consideration for appointment at the Associate Professor level 
within Harvard Medical School.  

Applicants should apply to:
Diane Bono
dbono1@bidmc.harvard.edu

We are an equal opportunity employer and all qualifi ed 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. 

Nocturnist Hospitalists
Starling Physicians, PC, with 28 
locations and over 250 providers, 
is a large, private, physician-owned 

corporation providing comprehensive and specialty healthcare services 
to patients in the Central Connecticut area. Starling Physicians has an 
exclusive contract to provide Hospitalist services at Hartford Hospital 
and is recruiting for night positions. Schedule is 7 nights off/7 nights on, 
Nocturnist shift 7 p.m. to 7 a.m. We are open to H-1B and J-1 Candidates.

You will work on a top team where skills and opportunities come to life! 
We are located in Central Connecticut with four seasons of New England 
beauty at your doorstep and only a short drive to both Boston and New 
York.  

Hartford Hospital is a major teaching af� liate of the University of 
Connecticut and this position with Starling Physicians offers the opportunity 
for resident teaching. We also offer a clinical professorship title with 
potential for advancement. Starling Physicians is an Equal Opportunity 
Employer, m/f/d/v.

Hospitalist Division Overview
 � We employ 30 Hospitalist physicians, including 26 Daytime doctors  
  and four Nocturnists, with likely future expansion 
 � We also employ six Advanced Practitioners who cover both Days  
  and Nights
 � We are a major teaching af� liate of UConn
 � We focus on fostering professional growth with mentorship and  
  advanced training opportunities in leadership development, quality  
  improvement, or research 
 � Additional shifts are available and compensated
 � There are no required procedures.
 � Hospitalists provide supervision of medical residents and mid levels
 � Employee Physicians are eligible for Starling shareholder status  
  after two years of employment, upon recommendation of the  
  Hospitalist Shareholders

Candidate requirements
 � Candidates must be Board certi� ed or Board eligible

Please visit our website, www.starlingphysicians.com, and e-mail 
mgagnon@starlingphysicians.com with your CV or to � nd out more 
about us.

No recruiters please.

(in a not-so-ordinary location!)

fi nd your primary care
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Delivering physician talent for 35 years  |  800.296.2698

SEARCH AND APPLY FOR 
JOBS FROM YOUR iPHONE.

• Search or browse quality physician jobs by 
specialty and/or location

• Receive notification of new jobs that match 
your search criteria

• Save jobs with the touch of a button

• Email or tweet jobs to your network

• Apply for jobs directly from your phone!

NEJMCareerCenter.org

Download or 
update the 

FREE app and 
start your 

search today!

Hospitalist/Nocturnist Opportunities

Cambridge Health Alliance (CHA), a well respected, nationally 
recognized and award-winning public healthcare system, is recruiting 
for part-time and full-time hospitalists and nocturnists. CHA is a 
teaching affi liate of both Harvard Medical School (HMS) and Tufts 
University School of Medicine. Our system is comprised of three 
campuses and an integrated network of both primary and specialty 
outpatient care practices in Cambridge, Somerville and Boston’s 
Metro North Region.   

  Full-time and part-time opportunities available
  Schedule will consist of daytime and nighttime shifts, nocturnist  

  positions are available 
  Academic Appointment at Harvard Medical School
  Opportunity to teach medical students and residents 
  Two coverage locations approximately 5 miles apart
  Physician assistant support at both locations
  CHA’s hospitalist department consists of 25+ clinicians 

Ideal candidates will be Board Certifi ed, patient centered and 
demonstrate a strong commitment to work with a multicultural, 
underserved patient population. Experience and interest in performing 
procedures and community ICU coverage preferred. At CHA we offer 
a supportive and collegial environment, a strong infrastructure, a fully 
integrated electronic medical record system (EPIC) and competitive 
salary/benefi ts package. www.challiance.org  

Qualifi ed applicants may submit CVs to: 

Lauren Anastasia, Provider Recruiter at 
lanastasia@challiance.org or via fax at (617) 665-3553

Cambridge Health Alliance Department of Provider Recruitment 
may be contacted at (617) 665-3555 or 

1493 Cambridge Street Cambridge, MA 02139

We are an equal opportunity employer and all qualifi ed 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.

Hospitalists Opportunities
Portland Oregon and Southwest Washington
At Legacy Health, our mission is doing what’s best for our patients, our people, our community and our world. We aim to improve the health 
of everyone we care for––to create a legacy that truly lives on.

Ours is a legacy of health and community. Of respect and responsibility. Of quality and innovation. 

Join our team and create your own legacy.
--------------------------------------------------------------------------------------------------------------------------------------------------------

Located in the beautiful Pacific Northwest, Legacy Health is currently seeking experienced Hospitalists to join our dynamic and well established yet expanding  
Hospitalist Program.  Enjoy competitive compensation plans, unique staffing and flexible scheduling with easy access to a wide variety of specialists. We have a well- 
established GME department and internal medicine residency program and we are also seeking experienced clinician educators. 

Successful candidates will have the following  
education and experience:
• Graduate of four-year U.S. Medical School or equivalent
• Residency completed in IM or FP
• Board Certified or eligible in IM or FP
• Clinical experience in IM or FP 

Legacy Physicians enjoy benefits such as: 
• Competitive compensation package
• Hire on Bonus 
• Relocation allowance
• Full benefits package
• Teaching opportunities  •  And many more

The spectacular Columbia River Gorge and majestic Cascade Mountains surround Portland.  The beautiful ocean beaches of  
the northwest and fantastic skiing at Mt. Hood are within a 90-minute drive.  The temperate four-season climate, spectacular  
views and abundance of cultural and outdoor activities, along with five-star restaurants, sporting attractions, and outstanding  
schools, make the Pacific Northwest an ideal place to live.

As a nationally known and respected health care provider, Legacy Health offers an outstanding work environment,  
competitive salary and comprehensive benefits.  Learn more about us and apply on our website at  
www.legacyhealth.org. For additional information please contact Forrest Brown at  
(503) 415-5982 or toll free, (866) 888-4428.   
Email: FoBrown@lhs.org. 

AA/EOE/VETS/Disabled



Christiana Care Health System, one of the 
nation’s largest health care providers and 
ranked No. 3 in the Philadelphia region 
by U.S. News & World Report, is recruiting 
Internal Medicine physicians to join our 
progressive academic hospitalist program in 
our acute care hospitals located in Newark 
and Wilmington, Delaware. Christiana Care 
is a Level-I Trauma Center with more than 
1,100 beds and is ranked 21st in the nation 
for hospital admissions. 

Qualified candidates must possess excellent 
clinical, communication and interpersonal 
skills; work collaboratively; and enjoy 
teaching. Hospitalists are encouraged to 
be thought leaders through participation 
in team initiatives and projects.  

We offer flexible schedules, competitive 
salary/benefits, relocation reimbursement 
and generous paid time off. Living in 
Delaware offers low taxes; excellent dining 
and cultural venues; and short drives to 
Philadelphia, New York City, and all Delaware 
and New Jersey beach resorts.

Take your hospitalist career further. 
Submit your CV to 
physicianrecruitment@christianacare.org.

EEO/AA/M/F/Vet/Disability Employer

Make an impact 
as part of our Hospitalist team. 

 

Clinical videos, animations,  
audio summaries, interviews,  

and interactive graphics engage 
your eyes, ears, and mind.

Who knew that learning could 
be so much fun?    

Discover new ways to learn at  
my.nejm.org/engage

so-many-
ways-to-
learn.org

Jobs 
from coast 

to coast. Or just 
around the corner.

With over 1,500 physician jobs nationwide, 

chances are we have something you’d be interested in. 

So if you’re looking for something new, it’s best 

 to start with us. We simply have more 

job options in more places. 

Let’s get started.

weatherbyhealthcare.com 

 



FEATURED OPPORTUNITIES

Sutter Solano
Vallejo, CA
Medical Director
Knoxville Metro Area, TN
Baptist Memorial Hospital
New Albany, MS

Mercy Hospital
Joplin, MO
Memorial Medical Center
– Medical Director
Las Cruces, NM
Genesis Hospital
Zanesville, OH

UK Good Samaritan Hospital
Lexington, KY
AllianceHealth Ponca City
Ponca City, OK
Weatherford Regional Medical 
Center 
Weatherford, TX

Join our team
teamhealth.com/join or call 855.762.1651

 Physician Led,
 Patient Focused.
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