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Dear Physician:

As a primary care physician about to enter the workforce or in your first few years of practice, you may be 
assessing what kind of practice will ultimately be best for you. The New England Journal of Medicine (NEJM.org) 
is the leading source of information for 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. 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 NEJM CareerCenter, you will find the following:

• 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 Resource 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

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.

We’ve included a reprint of the January 28, 2021, article, “Clinical Practice: Atrial Fibrillation.” 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 at our website or at the 
iTunes store and save you time, because you can listen to the full article while at your desk, driving, or 
working out. 

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,

Eric J. Rubin, MD, PhD
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Physician Compensation Still Rising in Primary 
Care and Fast-Growing Urgent Care Sector,  
but Flattening Is Expected
Compensation is holding steady or rising, but the pandemic effects and  
practices’ declining revenues will likely have an effect going forward

By Bonnie Darves 

After a stellar run of rising compensation for primary care physicians (PCPs) 
for several years running, the news is that compensation is still going up — 
between 2.6% and 4.5% depending on the survey — even if there are clouds 
on the horizon. Demand has prompted the steady increases, approaching 
10 percent overall between 2015 and 2019, and although that demand per-
sists for primary care physicians (PCPs), there’s an elephant in the room 
now that’s likely to f latten compensation: the pandemic and its attendant 
effect on practice and hospital revenues.

“The question is, how do you create resiliency in an organization and retain 
the ability to keep paying rising compensation when revenues are going 
down? Unless you’re Houdini, in this [financial] environment, you’re going 
to be paying more and bringing in less revenue to cover operations,” said 
Fred Horton, president of American Medical Group Association Consulting 
(AMGA Consulting). “That’s the big challenge going forward: how to honor 
sustainable physician compensation to the possible detriment of the  
organization.”

Even if PCP compensation flattens, the pay increases of recent years suggest 
that organizations recognize the value of primary care in the overall scheme 
of care delivery. In the AMGA 2020 Medical Group Compensation and 
Productivity Survey, based on 2019 data and including data from 317 primarily 
large groups, median compensation across the primary care specialties of 
family medicine, internal medicine, and pediatrics rose 4.5%. The breakdown 
across the primary care specialties was as follows:

AMGA—family medicine median compensation: $269,868, up from $260,108 in 2018

AMGA—internal medicine median compensation: $288,697, up from $273,254

AMGA—pediatrics and adolescent medicine median compensation: $257,432, up from 
$245,043
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The Medical Group Management Association’s annual Provider Compensation 
and Production Report, which included data from more than 168,000 phy-
sicians and nonphysician providers, found an average increase of 2.6% in 
primary care total compensation from 2018 to 2019, to $273,437. Here’s 
that breakdown, from MGMA’s 2020 DataDive Provider Compensation Report:

MGMA—family medicine average total compensation: $258,947, down slightly from 
$268,954 in 2018

MGMA—internal medicine average total compensation: $268,658, up from $258,323 
in 2018

MGMA—pediatrics (general) average total compensation: $232,409, essentially f lat 
compared with $232,701 in 2018

Although regional compensation variations are generally less pronounced 
than they were five or 10 years ago, because most organizations consider 
national data when setting their compensation structures, the MGMA survey 
did find some notable differences between the Eastern region (with a median 
of $257,757) compared to the other regions: $273,578 in the Midwest, 
$276,654 in the Southern region, and $279,626 in the Western region. 
“Compensation for primary care providers is pretty consistent across each 
of the regions,” said Andrew Swanson, MBA, vice president of industry in-
sights for MGMA. “The difference between the highest paying region 
(Western) compared to lowest paying region (Eastern) is just over $20,000.”

The Medscape 2020 Physician Compensation Report, based on survey responses 
obtained from 17,000 physicians before the pandemic, found a 2.5% average 
increase in primary care compensation compared to 2019, from $237,000 
to $245,000. In the breakdown, family medicine average compensation was 
$232,000, internal medicine $251,000, and pediatrics $232,000. Interestingly, 
58 percent of PCPs surveyed reported receiving incentive bonuses over the 
year, at an average of $26,000.

Productivity mostly f lat in primary care

The trend toward rising work relative value units (W-RVUs), the primary 
measure of how hard physicians work, appears to be leveling off. The 
MGMA’s most recent survey found RVUs essentially unchanged from 2018 
to 2019 across all primary care specialties. Median W-RVUs sector wide were 
4,847 in 2019, a negligible difference of -0.27% from the previous year. The 
breakdown was 4,714 median W-RVUs in family medicine with obstetrics 
(and 4,936 without), 4,804 in internal medicine, and 4,879 in pediatrics.
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The AMGA survey’s findings were similar. Median W-RVUs came in at 
4,740 in family medicine, 4,861 in internal medicine, and 5,246 in pediatrics. 
From a regional standpoint, W-RVUs were highest in the South and East 
(in both regions, median W-RVUs topped 5,000 in all three primary care 
specialties) and lower (below 5,000) in the West and North. The exception 
was pediatrics, where median RVUs were the highest of all the primary 
care specialties in all four regions, topping out at 5,676 in the South. “The 
West was highest in every metric, from total cash compensation to total 
RVUs,” Mr. Horton said. “That’s not surprising, really, because the region 
includes some of the highest cost-of-living ZIP codes in the country and that 
environment also has more capitation — covered lives and risk contracts — 
than the other regions. In addition, in many of those organizations, [phy-
sician] positions are salaried,” Mr. Horton said.

As an indicator of overall primary care physician productivity to organiza-
tions’ revenues, it’s worth noting, Mr. Horton pointed out, that while com-
pensation per W-RVU was up 2.6% in 2019, compared to the prior year, 
collections per RVU dropped by 1.6%. “This is the biggest gap that we saw 
in all of the specialties, which clearly puts some pressure on organizations 
going forward,” he said.

The MGMA’s survey found essentially the same trend: For most primary 
care specialties, compensation increases appear to be outpacing increases 
in productivity. “There have been concerns about physician shortages, which 
could be one explanation for higher compensation rates compared to pro-
ductivity,” said Andrew Swanson, MBA, vice president of industry insights 
for MGMA.

What was surprising in AMGA’s findings, is that the long-expected signifi-
cant shift from paying physicians on value rather than predominately on 
volume still isn’t gaining much traction in the marketplace. In fact, the 
percentage of physician compensation paid out based on value actually de-
clined slightly in 2019, to 7.6% from 7.8% in 2018. “There’s been a lot of 
focus on getting more value in [physician care], but that shift is occurring 
more slowly than we anticipated,” he said.

Gauging pandemic’s effect on compensation

Although the MGMA declined to predict the effects of the pandemic and 
associated economic conditions and the drop in health care organizations’ 
revenues effects on PCPs’ (and other physicians’) compensation in the  
next few years, citing f luctuating economic conditions, the organization  
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is following the situation closely. In MGMA’s 2020 Monthly Survey, which 
captures compensation and productivity-level information on a monthly 
basis, preliminary findings showed dips in compensation in April and a 
slow rebounding in the following months. Not unexpectedly, the drops in 
provider productivity in April were much more significant than the drop 
in compensation, MGMA data analysts reported, and rebounding of pro-
ductivity has been slower as well. Overall, according to MGMA’s recent 
COVID-19 financial impact report, practices reported an average 55 per-
cent decline in revenue in the early months of the pandemic and many 
were forced to furlough medical staff.

“COVID-19 has had a dramatic impact on the health care industry with 
productivity halting for many medical practices. Compensation models will 
look different in the near future based on shifting productivity and demands 
on physicians and the industry overall,” said Halee Fischer-Wright, MD, 
MGMA’s president and chief executive officer.

In a July 2020 Hospital Finance Podcast on the effects of the pandemic on 
physician compensation, Zachary Hartshell, a principal at SullivanCotter, 
which conducts annual surveys on physician compensation, reported that 
relatively few — less than 10 percent — of organizations surveyed had ac-
tually implemented wholesale furloughs or layoffs. Instead, SullivanCotter 
found that organizations making adjustments to address revenue declines 
were instead reducing compensation, shrinking benefit plans, or opting 
for temporary furloughs to ride out the drop in patient volumes.

Of course, it’s not all doom and gloom out there, Mr. Horton reminds 
physicians. The pandemic will pass, organizations will always need skilled 
PCPs, and physicians will still command good incomes. He noted that the 
starting salaries for PCPs reported in the latest AMGA survey illustrate  
the high demand for physicians in that sector. Compared to 2018, starting 
compensation for internists was up 5.7%, and for family medicine physi-
cians, 3.7%, and pediatricians, 5.1%. Even if the pandemic puts downward 
pressure on PCP compensation for a while, and organizations will have to 
adjust accordingly, he said, PCPs should be optimistic overall about their 
important role in health care delivery, regardless of economic conditions.

In the interim and going forward, to enable f lexibility in physician pay 
structures, Mr. Horton urges organizations to set a component of compen-
sation based on organizations’ financial performance, and he strongly rec-
ommends that PCPs get involved in financial decision-making where they
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practice. “Physicians should focus on organizations that will include them 
in financial decision-making, not insulate them from financial reality,”  
he said.

When they’re considering primary care practice opportunities during this 
uncertain time, Mr. Horton added, physicians shouldn’t be afraid to ask 
pointed questions about the organization’s financial foundation and its 
ability and approach to weathering potentially significant upheaval, as the 
country experienced this year. “Physicians might ask, for example, what 
happened with patient volumes and how compensation was handled dur-
ing the first wave of the pandemic and what the organization’s compen-
sation committee has planned in the event of another major disruption,”  
Mr. Horton said. 

Although PCP hiring also took a downturn in the wake of the pandemic, 
not surprisingly, there’s a general sense that the overall hiring market  
remains strong because of the underlying factors, according to Merritt 
Hawkins, one of the country’s largest physician recruiting firms. “The 
continued impact of COVID-19 makes looking into the future a difficult 
proposition. However, it’s clear that most of the fundamental supply and 
demand factors driving compensation in primary care remain in place,” 
said Tom Florence, an executive vice president at Merritt Hawkins. He cites 
the aging US population and high prevalence of chronic disease, as well 
as the growing need for preventive care that’s been sidelined temporarily 
during the pandemic. “Sooner or later, a backlog of sick patients will need 
to be addressed. In the short term, COVID-19 reduced demand for primary 
care doctors and therefore inhibited salary offers, but the underlying factors 
that drive demand for primary care physicians remain intact,” he said.  
“I think that primary care physicians can be optimistic that practice  
offers will remain abundant and compensation levels will hold.”

Urgent care’s boom spurs substantial compensation increases

One of the bright spots on the compensation horizon in recent years has 
been urgent care, a relatively new specialty that’s seen a big increase in earn-
ings as the model’s prevalence grows. As health systems have newly imple-
mented or expanded their urgent care presence and a slew of newcomer 
standalone organizations have entered the urgent care market, the specialty 
has become a darling of sorts in the health care sector. And that is increas-
ing demand for those physicians and, in turn, higher compensation.
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In the 2020 MGMA survey, urgent care physicians were No. 2 in terms  
of their compensation increase year over year, with a jump from a median 
of $259,661 in 2018 to $277,393 in 2019, a 6.83% increase. It’s worth noting 
the urgent care physicians worked hard to get the pay hike, with an 8.26% 
in W-RVUs compared to the previous year. According to MGMA data analysts, 
the compensation and productivity increases, 15.44% from 2015 to 2019 
(compensation) and 12.44% (W-RVUs) might be attributed primarily to 
market dynamics in recent years. “We’ve seen sizable increases in both 
physician compensation and productivity in urgent care, which could be 
indicative of its wider use,” Mr. Swanson said.

The AMGA’s survey found even higher compensation levels in urgent care. 
Median compensation came in at $295,605 in the 2020 survey, up from 
$283,787 in the 2019 survey — a substantial increase that occurred without 
an increase in W-RVUs, which remained f lat at 4,895 in 2019. Since 2017, 
median urgent care compensation has increased by nearly $30,000, far 
more than for many other nonsurgical specialties.

Did you find this article helpful? What other topics would you 
like to see covered? Please send us an email to let us know 
what you thought at resourcecenter@nejm.org.
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When You Finally Get to Pick — Choosing Your 
First Job out of Training
By Nisha Mehta, MD, a physician leader whose work focuses on physician empower-
ment, community building, and career longevity in medicine  

Do you remember checking off the “pre-med” box in college? For many  
of us, that decision set us on a trajectory for the next decade or more — 
what classes to take, exams to study for, and rotations to do. Sure, we had 
some decisions along the way, such as choice of specialty, fellowship, and 
medical school and training programs, but for the most part, somebody 
told us where and when to show up, and what to do, and we did so.

As you approach the end of training, there’s a different decision that in 
many ways is much more complicated. Now you’ve got to figure out what 
that life you’ve been working so hard for actually looks like. Do you want to 
be an academic physician, a physician employed by an organization, in 
private practice, or go out on your own? Do you want to practice full time 
or part time, and if part time, what does that look like? Do you want to 
take call or not? What complexity of patients do you want to see? Who  
do you want your colleagues to be?

For the first time in your adult life, you get to decide what everyday looks 
like, and for many early career physicians, on any given day, depending  
on who you speak to, you could be persuaded into a lot of decisions.

This is where it’s really important to take a step back, and ask yourself 
what it is that you really want. It’s also time to brush away all the answers 
that you “should” give, which you’ve carefully honed over the years to re-
f lect preconceived notions about what being a doctor looks like. You really 
don’t have to fit a stereotype anymore. If you want to work two days a 
week from 9–2, chances are, if you try hard enough and are f lexible 
enough, you can make that happen.

Here’s my advice. First, take some time to list all of your dealbreakers. 
This goes in both directions in terms of things that you need to be happy 
and things that will actively make you unhappy. If you know that any job 
that requires you to take your vacation in one week blocks instead of  
having the ability to take individual days will detract from your overall 
happiness, put it on there. Then start listing qualities in the ideal situa-
tion. Be brutally honest with yourself about things: how much money you 
want to earn, where you want to live, and what kind of hours you want.  
If your ideal job has a true lunch hour where you can eat or exercise, put 
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that down on the list. If your ideal job requires partners that regularly have 
journal club and go over cases together, put that down. This isn’t to say 
you will find a job that has every single thing you want, but it helps to 
have objective criteria to look at when evaluating options. This way, you 
don’t get swayed when a job offers you twice what you had listed as the 
amount of money you need, but is wrong for you in every other way.

Once you have your list ready, try and talk to people who have similar jobs. 
This can be hard for a lot of trainees, because you may not have a lot of 
exposure to physicians outside of your academic institution. Reach out to 
your alumni networks from medical school and residency, online physician 
communities, medical societies, or elsewhere to see what pros and cons 
they may point out that you hadn’t thought of. While you have their atten-
tion, ask them if they know of any jobs that meet those criteria or places 
to start looking, and ask them for input about jobs that you may have 
come across. Often times, someone will have inside information about  
a particular organization or group that may positively or negatively  
influence whether you want to take a job.

Of course, your final step is how you actually feel after you’ve interviewed 
at a job.

As straightforward as this may sound, most graduating trainees don’t take 
the time to go through this process, and it’s probably a big contributor  
to why job turnover is so high in the first few years into practice. Many 
people jump on job offers for the wrong reasons - the job is prestigious, 
recommended to them by a mentor, it’s in the town they’ve always pictured 
themselves living in but not the right practice setting, or simply because 
they’re afraid that they won’t find another job. Although some practicalities 
will always factor into your job search, don’t start from that point. Start 
with that list you put together above, and it’ll give you criteria to judge each 
opportunity that comes your way, and hopefully land that job that’s right 
for you. While no job is perfect, making sure that your major goals are 
fulfilled by it will go a long way towards both personal and professional 
happiness.

Did you find this article helpful? What other topics would you 
like to see covered? Please send us an email to let us know 
what you thought at resourcecenter@nejm.org.
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Clinical Practice

From the Division of Cardiovascular 
Medicine, Vanderbilt University Medical 
Center, Nashville. Address reprint re-
quests to Dr. Stevenson at the Division of 
Cardiovascular Medicine, Vanderbilt Uni-
versity Medical Center, 1215 21st Ave. S., 
Nashville, TN 37232, or at  william . g 
. stevenson@  vumc . org.

N Engl J Med 2021;384:353-61.
DOI: 10.1056/NEJMcp2023658
Copyright © 2021 Massachusetts Medical Society.

A 63-year-old otherwise healthy man is discovered to have atrial fibrillation during an 
evaluation for a viral respiratory infection. He reports that 3 months earlier he began 
noticing occasional dyspnea on climbing stairs, and this symptom has been persistent 
for the past month. On physical examination, the body-mass index (BMI; the weight in 
kilograms divided by the square of the height in meters) is 29, the blood pressure is 
142/88 mm Hg, the pulse is irregular at 120 beats per minute, and there are irregular 
first and second heart sounds. Electrocardiographic (ECG) evaluation shows atrial fi-
brillation, normal QRS complexes, and a ventricular rate of 110 beats per minute. How 
would you evaluate and treat this patient?

The Clinic a l Problem

In clinical practice, atrial fibrillation is the most common sus-
tained arrhythmia encountered in adults. Among patients in the Framingham 
Heart Study population, atrial fibrillation developed in 37% after the age of 

55 years in those who reached that age.1-3 Risk factors include older age, coronary 
artery disease, male sex, European ancestry, hypertension, obesity, smoking, diabe-
tes mellitus, obstructive sleep apnea, and a family history of atrial fibrillation in 
a first-degree relative.4 In a large multi-institutional study, 19% of the patients with 
newly diagnosed atrial fibrillation had an acute precipitant such as pneumonia or 
surgery (the two most common precipitants), myocardial infarction, pulmonary 
embolism, thyrotoxicosis, or alcohol intoxication.5

Atrial fibrillation is associated with an increased incidence of stroke (by a factor of 
approximately 4.0 in men and 5.7 in women), heart failure (by a factor of 3.0 in men 
and 11.0 in women), and dementia that is probably related to strokes and cerebral 
hypoperfusion (by a factor of 1.4 in a mixed population).3,4,6,7 Atrial fibrillation in-
creases the risk of death by a factor of 2.4 among men and by a factor of 3.5 among 
women.8 In part, this increase reflects the fact that atrial fibrillation is often a marker 
for underlying heart and vascular disease. However, atrial fibrillation itself probably 
contributes to adverse outcomes by increasing the risk of stroke, diminishing cardiac 
performance, and exposing symptomatic patients to therapies that also have risks.

Although the mechanisms are debated and presumably vary among patients, 
abnormalities of electrophysiological atrial myocytes as well as atrial structural 
changes, including fibrosis, probably create the electrical substrate that causes 
atrial fibrillation. The extent and severity of abnormalities increase with age and vary 
according to the type of atrial fibrillation (Fig. 1).4,9 Paroxysmal atrial fibrillation 
occurs in episodes that terminate spontaneously, usually within hours to days. It is 
often initiated by rapid firing of myocardial triggers in the pulmonary-vein sleeves 
(Fig. S1 in the Supplementary Appendix, available with the full text of this article at 
NEJM.org). Persistent atrial fibrillation continues unless it is interrupted by electrical 
or pharmacologic cardioversion, and it is associated with greater atrial fibrosis than 
paroxysmal atrial fibrillation.10,11 Pulmonary-vein triggers may still initiate the arrhyth-

An audio version 
of this article 
is available at 
NEJM.org

Caren G. Solomon, M.D., M.P.H., Editor

Atrial Fibrillation
Gregory F. Michaud, M.D., and William G. Stevenson, M.D.  

This Journal feature begins with a case vignette highlighting a common clinical problem. Evidence sup-
porting 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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mia, but additional structural and electrophysi-
ological changes allow atrial fibrillation to persist 
once it is initiated. Electrical isolation of pulmo-
nary veins alone is less likely to prevent the re-
currence of persistent atrial fibrillation than to 

prevent the recurrence of paroxysmal atrial fi-
brillation.

More than two thirds of patients with recently 
discovered atrial fibrillation have a paroxysmal 
pattern, but 5 to 10% per year have progression to 

Key Clinical Points

Atrial Fibrillation

• Atrial fibrillation is associated with underlying heart disease and with increased risks of death, stroke, 
heart failure, and dementia.

• Therapy for conditions that are associated with a risk of atrial fibrillation, including hypertension, 
hyperlipidemia, diabetes mellitus, sleep apnea, obesity, and excessive alcohol consumption, may 
reduce the risk of recurrence of atrial fibrillation.

• The presence or absence of risk factors for stroke is used to estimate the risk of stroke in order to 
determine whether anticoagulation is indicated for paroxysmal or persistent atrial fibrillation.

• When atrial fibrillation has been present for 48 hours or longer or for an unknown duration and elective 
cardioversion is planned, a period of anticoagulation before and after cardioversion is warranted, even 
when risk factors for stroke are absent.

• Uncontrolled tachycardia can lead to deterioration of left ventricular function. Attempts to maintain 
sinus rhythm should be considered when atrial fibrillation has not been persistent for more than 1 year or 
is paroxysmal and symptomatic. Catheter ablation is more effective than antiarrhythmic drug therapy, 
particularly for paroxysmal atrial fibrillation.

Figure 1. Types and Triggers of Atrial Fibrillation (AF).

Mechanisms for the initiation and persistence of AF and the left atrial anatomy are shown on the left. Clinical pro-
files of AF related to the underlying atrial substrate at the muscle-bundle level are shown on the right. Paroxysmal 
AF is associated with triggering foci that are most commonly located in sleeves of muscle along the pulmonary 
veins. Persistent AF is often characterized by some evidence of atrial remodeling with electrophysiological changes 
in the atrial myocytes, as well as fibrosis. Triggering foci are also present. In long-standing persistent AF, the atrial 
remodeling, including fibrosis, is more extensive and severe than in persistent AF.
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Clinical Pr actice

persistent atrial fibrillation. Among patients who 
present with persistent atrial fibrillation and suc-
cessfully undergo cardioversion, up to 20% have 
recurrent atrial fibrillation such that it becomes 
difficult to maintain sinus rhythm.4,12,13

S tr ategies a nd E v idence

Diagnosis and Evaluation

Symptoms of atrial fibrillation, when present, 
range from minimal to incapacitating. Atrial fi-
brillation may cause fatigue, decreased exercise 
tolerance, and palpitations. Rapid heart rates may 
cause hypotension, syncope, angina, or pulmonary 
edema, and emergency treatment may be war-
ranted. Severe manifestations are often associ-

ated with acute illness or surgery that leads to 
increased sympathetic tone and a rapid ventricu-
lar rate.5 Atrial fibrillation can cause a depressed 
left ventricular ejection fraction that improves or 
completely reverses after adequate rate control or 
restoration of sinus rhythm.14 Although this atrial 
fibrillation–induced cardiomyopathy usually oc-
curs when the ventricular rate is persistently faster 
than 110 beats per minute, it may occur at slower 
rates in some patients.15

An ECG recording that is required for diag-
nosis reveals QRS complexes that occur at ir-
regular intervals, with variable oscillation of the 
baseline between beats and no discrete P waves 
(Fig. 1 and 2). Depending on the frequency of 
symptoms, ambulatory ECG recording may be 

Figure 2. Management of AF.

Panel A shows electrocardiographic (ECG) tracings in lead V1 in the patient with AF in the vignette. The top tracing 
shows AF with a rapid ventricular rate of 140 beats per minute, the middle tracing shows AF with a controlled rate of  
65 beats per minute, and the bottom tracing shows sinus rhythm with first-degree AV block after cardioversion. Panel 
B shows the atrial electroanatomical map from the ablation procedure. The left atrium is viewed from its posterior as-
pect with the left superior (LSPV), left inferior (LIPV), right superior (RSPV), and right inferior (RIPV) pulmonary veins. 
The blue and maroon circles denote ablation lesion sites, and red the absence of electrical signals (indicating that the 
pulmonary veins and the posterior wall of the left atrium are electrically silent after ablation). In areas with electrical 
signals, increasing signal amplitude is indicated by progression from green to blue to purple. Panel C shows four fac-
tors to consider in the management of AF. Digoxin may be administered in patients with heart failure, but it is other-
wise not used in patients with AF. Atrioventricular (AV) junction ablation and pacing is a last-resort therapy when rate 
control cannot be achieved pharmacologically, usually in older sedentary patients. Occlusion or resection of the atrial 
appendage may be considered when the risk of long-term anticoagulation is not an option because of bleeding risk.
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Obesity
Sleep apnea
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required for weeks to months in order to estab-
lish the diagnosis of paroxysmal atrial fibrilla-
tion. Personal ECG recording systems, including 
small handheld devices and watches, can reveal 
atrial fibrillation, but an artifact can mimic or ob-
scure the diagnosis, and confirmatory ECG record-
ings should be obtained.16

The detection of atrial fibrillation warrants a 
careful history and physical examination, includ-
ing measurement of blood pressure, to assess for 
evidence of predisposing diseases and risk factors 
and intercurrent illness. Long-term alcohol con-
sumption of more than one drink per day in 
women and two drinks per day in men has been 
associated with atrial fibrillation, and binge drink-
ing can precipitate atrial fibrillation.17,18 Caffeine 
consumption has not been shown to increase 
the incidence of atrial fibrillation.17 The patient’s 
blood glucose and thyrotropin levels should be 
measured.

In addition to the ECG and other cardiac 
monitoring when needed, transthoracic echocar-
diography is routinely recommended. Screening 
for sleep-disordered breathing should be per-
formed, and a sleep study should be conducted 
when the patient’s history is suggestive of sleep 
apnea.17

Treatment

The management of atrial fibrillation has tradi-
tionally involved achieving adequate rate control, 
protection from thromboembolism and stroke, 
and reduction or elimination of symptoms, as well 
as the treatment of reversible risk factors (Fig. 2). 
Symptoms may be controlled either by preventing 
episodes of atrial fibrillation or by slowing the 
ventricular rate during recurrent atrial fibrillation. 
In patients in whom atrial fibrillation has devel-
oped within the previous year, attempts to main-
tain sinus rhythm are usually warranted.19

Rate Control
The ventricular rate in atrial fibrillation is an im-
portant determinant of hemodynamic consequenc-
es and symptoms. Atrioventricular nodal-blocking 
agents are usually warranted to reduce the ven-
tricular rate. Beta-blockers and nondihydropyridine 
calcium-channel blockers (verapamil and diltiazem) 
are first-line therapies.2 Therapy is tailored to the 
individual patient and is based on consideration 
of adverse effects (e.g., beta-adrenergic blockers 
may aggravate depression, and calcium-channel 
blockers may aggravate heart failure). Therapy is 

generally initiated with a beta-blocker at a dose 
that is adjusted upward, with the aim of control-
ling symptoms by reducing the heart rate. Al-
though some physicians aim for an average resting 
heart rate of less than 80 beats per minute, a 
faster resting rate is acceptable when it is not as-
sociated with symptoms, provided that ventricular 
function remains normal.20 Calcium-channel 
blockers may be combined with beta-blockers if 
the beta-blocker alone is not sufficient, but hypo-
tension can complicate this approach, particularly 
in older adults. Digoxin slows the resting ventricu-
lar rate, but rate control is not usually adequate 
during exertion. Digoxin has been associated with 
increased mortality in post hoc analyses of trials 
involving patients with atrial fibrillation.2,21,22 A 
low dose of digoxin may be added to other atrio-
ventricular nodal agents to improve rate control, 
particularly in patients with heart failure.2 In pa-
tients with exertional symptoms, it is important to 
assess the heart rate response to exertion (e.g., af-
ter a brisk walk in the office or with ambulatory 
monitoring) and to adjust the dose of therapy 
accordingly.

A controlled ventricular response may occur 
without the use of a rate-controlling agent in 
healthy patients who have a high vagal tone, as 
well as in patients with atrioventricular conduc-
tion disease. Particularly in older adults, underly-
ing sinus-node disease may lead to symptomatic 
bradycardia after conversion to sinus rhythm. 
Permanent pacemaker implantation may be war-
ranted if sinus rhythm is maintained or atrial fi-
brillation is paroxysmal. Catheter ablation of the 
atrioventricular node to produce heart block and 
permanent pacing is a reasonable option for older 
patients when symptoms due to inadequate rate 
control continue despite the use of atrioventricu-
lar nodal-blocking agents.

Stroke Prevention
Anticoagulation is first-line therapy for preven-
tion of thromboembolism, and its use is guided 
by estimation of stroke risk according to the 
CHA2DS2-VASc score (Fig. 3).2 Anticoagulation is 
indicated for patients who have at least two risk 
factors (i.e., an estimated stroke risk >2.2% per 
year) and should be considered for patients who 
have one risk factor other than female sex (i.e., 
estimated stroke risk of ≥1.3% per year).2

A Cochrane Collaboration review estimated 
that among patients with atrial fibrillation who 
had a stroke risk of 4.0% per year, long-term 
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warfarin therapy reduced the risk to 1.4% per 
year.2,23 Several randomized trials have estab-
lished that direct-acting oral anticoagulants are 
noninferior to warfarin.24 A meta-analysis showed 
that in trials with follow-up ranging from 12 
weeks to 2.8 years, the risk of stroke or embolic 
events was 11% lower among patients who re-
ceived direct-acting oral anticoagulants than 
among those who received warfarin; the risk of 
major bleeding was also reduced (from 5% to 4%) 
as was the risk of intracranial hemorrhage (from 
1.3% to 0.6%).25 The risk of stroke among patients 
who received a direct-acting oral anticoagulant 
was 1.3% to 1.5% per year.26-29 In observational 
studies, apixaban has been associated with less 
bleeding risk than rivaroxaban.30,31 The major 
route of elimination is renal for all direct-acting 
oral anticoagulants, with substantial hepatic 
elimination for apixaban; dosing adjustment is 
generally needed in patients with renal dysfunc-
tion. Unlike warfarin, direct-acting oral antico-
agulants do not require repeated laboratory test-
ing to guide dosing and are generally preferred 
when their greater cost is not prohibitive. Warfa-
rin is still used in patients with mitral stenosis or 
mechanical heart valves. Aspirin and other anti-
platelet therapies alone do not provide adequate 
protection from stroke in patients with atrial fi-
brillation.2

Even in patients who are at low risk for stroke, 
cardioversion of atrial fibrillation can be followed 
by atrial thrombus formation and embolization 
because of delayed recovery of atrial mechanical 
function. In patients who are at low risk for 
thromboembolism in whom atrial fibrillation is 
known to have been present for less than 48 hours, 
cardioversion is commonly performed without a 
preceding period of anticoagulation; the reported 
risk of stroke with this approach is 0.7 to 1.1%, 
and it occurs mainly in patients with risk factors 
(Fig. 3).24 When the duration of atrial fibrillation 
is uncertain or is 48 hours or longer, anticoagula-
tion is recommended for a period of 3 weeks be-
fore cardioversion and for another 4 weeks after 
cardioversion. If cardioversion of atrial fibrilla-
tion is warranted sooner, anticoagulation can be 
initiated and transesophageal echocardiography 
can be performed. In the absence of left atrial 
thrombus, cardioversion with continued antico-
agulation has a favorable safety profile. After car-
dioversion, anticoagulation should generally be 
continued indefinitely in patients with risk fac-
tors for stroke.2,24,32

Maintenance of Sinus Rhythm

The decision regarding whether to pursue main-
tenance of sinus rhythm is shared between the 
patient and physician; this decision is informed 
by the effect of atrial fibrillation on the patient’s 
quality of life and by the risks and toxic effects of 
therapies. Many patients with paroxysmal atrial 
fibrillation or recently recognized persistent atrial 
fibrillation have symptoms and want to receive 
therapy, but some patients with persistent atrial 
fibrillation adapt without realizing that the ar-
rhythmia is causing a reduction in their activity. 
For newly recognized asymptomatic atrial fibril-
lation, an attempt at cardioversion and mainte-
nance of sinus rhythm is often reasonable to as-
sess the symptomatic effect of atrial fibrillation, 
which then informs further treatment. The large, 
randomized Early Treatment of Atrial Fibrillation 
for Stroke Prevention Trial (EAST-AFNET 4) trial 
compared early rhythm control (with antiarrhyth-
mic drugs or catheter ablation) with usual care in 
patients who had atrial fibrillation that was diag-

Figure 3. Stroke Prevention in Patients with AF.

Scores on the CHA2DS2-VASc scale range from 0 to 9, with higher scores in-
dicating a greater risk of stroke. Points are summed to generate the score. 
The mean CHA2DS2-VASc scores and stroke rates in large randomized trials 
are shown for patients receiving direct-acting oral anticoagulants and for 
those receiving warfarin. Historical data are from January et al.2 In other trials, 
the annual stroke rate has ranged from 1.2% to 1.3% among patients who 
received direct-acting oral anticoagulants and from 1.5% to 2.2% among 
those who received warfarin.26-29 Anticoagulation is indicated in patients with 
a CHA2DS2-VASc score of 2 or more (shaded area) and may be considered  
in patients with a score of 1. TIA denotes transient ischemic attack.

R
is

k 
of

 S
tr

ok
e/

yr
 (%

)

10

8
9

7
6

4
3

1

5

2

0
10 2 3 4 5 6 7 8

CHA2DS2-VASc
Congestive heart failure
Hypertension
Age ≥75 yr
Diabetes mellitus
Stroke, TIA, or thromboembolism
Vascular disease
Age 65–74 yr
Female sex

Points
1
1
2
1
2
1
1
1

CHA2DS2-VASc Score

Historical data Dabigitran Apixaban
Edoxaban Rivaroxaban Warfarin

Consider
anticoagulation

Anticoagulation
indicated



14 n engl j med 384;4 nejm.org January 28, 2021

T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

nosed within 1 year before enrollment and other 
cardiovascular disease or stroke risk factors.19 The 
early rhythm-control strategy was associated with 
a significantly lower rate of the composite of death 
from cardiovascular causes, stroke, or hospitaliza-
tion for heart failure or acute coronary syndrome 
(by 1.1 events per 100 person years; a 22% reduc-
tion), without an increase in the number of nights 
spent in the hospital. Serious adverse events re-
lated to treatment occurred in 4.9% of the pa-
tients in the early rhythm-control group; the most 
common serious adverse event in that group was 
drug-induced bradycardia (in 1.0% of the patients).

Continued therapy with a beta-blocker may 
reduce episodes of atrial fibrillation in some pa-
tients,2,33 but it is less effective than antiarrhyth-
mic drugs; atrial fibrillation has been reported to 
recur in 43 to 67% of patients who receive beta-
blockers.34 Reductions in the frequency and dura-
tion of atrial fibrillation episodes are often rea-
sonable goals if they improve symptoms. Adverse 
effects and contraindications (Table 1) are impor-
tant considerations in drug selection. Several 
agents have been linked to an increased risk of 
death among patients with structural heart dis-
ease (e.g., flecainide, propafenone, and d-sotalol) 
or heart failure (dronedarone).34,37 Flecainide, 
propafenone, sotalol, and dofetilide are options 
for patients who do not have structural heart 
disease. Patients who receive sotalol and dofeti-
lide must be monitored closely for prolongation 
of the corrected QT interval, which can lead to 
potentially fatal ventricular tachycardia (torsades 
de pointes). This risk is increased among women 
(because the QT interval is longer in women than 
in men), among patients with renal insufficiency 
or bradycardia, and among those who are taking 
other drugs that prolong the QT interval or alter 
antiarrhythmic drug absorption or elimination.38 
Amiodarone is a highly effective antiarrhythmic 
drug; however, owing to several potential long-
term toxic effects, long-term use should be avoided 
if possible.39,40

Catheter ablation that is performed with the 
use of radiofrequency or cryotherapy is more effec-
tive than antiarrhythmic drug therapy for main-
taining sinus rhythm in patients with paroxysmal 
atrial fibrillation.35,41-44 Two recent randomized 
trials compared cryoablation with antiarrhythmic 
medication in patients with primarily paroxysmal 
atrial fibrillation.43,44 Symptomatic atrial fibrilla-
tion recurred by 1 year after a 90-day “blanking 

period” (i.e., the first 90 days after the index abla-
tion) in 11.0% of the patients who underwent 
ablation and in 26.2% of those who received an-
tiarrhythmic drugs in one trial.44 The percentage 
of patients with treatment success at 1 year was 
74.6% in the ablation group and 45.0% in the 
drug-therapy group in the other trial.43 Therapies 
for maintenance of sinus rhythm are generally 
less effective in patients with persistent atrial fi-
brillation than in those with paroxysmal atrial 
fibrillation. In the randomized Catheter Ablation 
vs. Antiarrhythmic Drug Therapy for Atrial Fibril-
lation (CABANA) trial, 57% of the patients had 
persistent atrial fibrillation at trial entry; after 
48.5 months of follow-up, only 16% of the pa-
tients in the ablation group had persistent atrial 
fibrillation, as compared with 26% in the drug-
therapy group.42 The most common procedure-
related adverse events were associated with vascu-
lar access (in 3.9% of the patients); serious 
complications included cardiac perforation with 
tamponade (in 0.8%), phrenic-nerve injury (in 
0.1%), and transient ischemic attacks from cere-
bral emboli (in 0.3%).42 An expert consensus 
statement noted that procedure-related death oc-
curs in fewer than 1 in 1000 patients.35 Uncom-
mon late complications include pulmonary-vein 
stenosis and left atrial esophageal fistula (in 0.02 
to 0.11% of patients). The latter manifests 1 to 4 
weeks after ablation with a clinical syndrome re-
sembling endocarditis and is fatal without prompt 
recognition and emergency surgery.35 During the 
first 3 months after ablation of atrial fibrillation, 
atrial tachycardia or atrial flutter occurs in up to 
50% of patients and often resolves spontaneously, 
although antiarrhythmic drug therapy or cardio-
version may be warranted.35 During longer follow-
up, atrial fibrillation recurs in 15 to 50% of pa-
tients owing to lack of durability of the ablation 
lesion or the development of a new source of atrial 
fibrillation.35 Patients with reductions in atrial 
fibrillation burden and symptoms do not neces-
sarily have to undergo a repeat procedure.

Maintenance of sinus rhythm is improved by 
the treatment of modifiable risk factors.17,45,46 A 
randomized trial involving 150 patients with 
atrial fibrillation showed that the addition of an 
intensive weight loss program to other therapies 
(including treatment and counseling for hyper-
tension, sleep apnea, alcohol consumption, hy-
perlipidemia, and diabetes mellitus) resulted in 
weight loss as well as less atrial fibrillation and 
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fewer symptoms of atrial fibrillation than the stan-
dard intervention.45 A randomized trial involving 
patients with atrial fibrillation who consumed 
more than 10 standard drinks (with 1 standard 
drink containing approximately 12 g of pure alco-
hol) per week showed that those assigned to ab-
stain from alcohol (average consumption, ≤2 drinks 
per week) had a lower atrial fibrillation burden 
during the following 6 months than those as-
signed to the control group.18 A recent scientific 
statement by the American Heart Association 
suggested a goal of a 10% reduction in weight for 
patients with a BMI of 28 or higher, along with 
routine exercise and management of diabetes, 
hyperlipidemia, and sleep apnea and moderation 
of alcohol consumption.17

Guidelines

Guidelines for the management of atrial fibrilla-
tion have been written collaboratively by the 
American College of Cardiology, American Heart 
Association, and Heart Rhythm Society,2,24 the Eu-
ropean Society of Cardiology,47,48 and the Canadian 
Cardiovascular Society.49 Our recommendations 
are generally concordant with these guidelines.

A r e a s of Uncerta in t y

Data on the effects of strategies to maintain sinus 
rhythm on the overall risk of death are lacking. 
Recent randomized trials have suggested that the 
risk of death may be decreased among patients in 
whom the sinus rhythm is maintained early after 
the diagnosis of atrial fibrillation19 and in those 
with depressed left ventricular function who are 
candidates for and who undergo ablation.42,50

Among some patients with atrial fibrillation 

who are thought to be in sinus rhythm, episodes 
of atrial fibrillation may go undetected and the 
risk of stroke appears to be increased. Safe strate-
gies for determining whether patients can discon-
tinue anticoagulation when sinus rhythm is main-
tained require further definition. Data are needed 
to inform the outcomes of occlusion or resection 
of the left atrial appendage, particularly in pa-
tients in whom anticoagulation poses high risks.

Conclusions a nd 
R ecommendations

For a patient such as the one described in the 
vignette who has newly recognized atrial fibrilla-
tion, we would obtain serum electrolyte, creati-
nine, and thyrotropin levels; identify and treat 
reversible risk factors; and initiate anticoagula-
tion with a direct-acting oral anticoagulant and 
therapy with a beta-blocker (adjusting the dose to 
achieve rate control). Further evaluation would in-
clude echocardiography and assessment of possi-
ble coronary artery disease with stress testing or 
angiography. We would perform direct-current 
cardioversion after a 4-week course of anticoagu-
lation. If atrial fibrillation recurred, decisions 
regarding further therapy would be guided by 
symptoms, risks, and benefits and would include 
consideration of catheter ablation to maintain 
sinus rhythm.43,44
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Disclosure forms provided by the authors are available with 
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of five Ne phrol o gists looking to expand; practice 
in suburban Atlanta, Georgia area: Athens, Wind
er, Monroe, and Gwinnett county, Georgia. Com
pet i tive pay and part ner ship track without buyin. 
Send CV to: pshah@kidneyhypertension.net. 
Call: 6784699891.

LOS AN GE LES AREA — BC/BE Ne phrol o gist to 
join busy Ne phrol o gy group. Excellent sal a ry and 
benefits. Email CV to: medicaloh@gmail.com

Neurology
NEU ROL O GIST FOR WENTWORTHDOUGLASS 
HOS PI TAL — Requires completion of in tern ship 
in In ter nal Med i cine or Neu rol o gy and threeyear 
residency in Neu rol o gy; BC/E in Neu rol o gy, el i gi
bil i ty for state license. Con tact: Rhonda Wilson, 
Provider Staffing Partner, WentworthDouglass 
Phy si cian Corp., 121 Broadway Street, Dover, NH 
03820; Rhonda.Wilson@wdhospital.org

Faculty/Research
CLIMATE CHANGE AND HEALTH RE
SEARCH — MD and PhD applicants invited for 
faculty po si tion on climate change and health at 
MetroHealth Med i cal Cen ter and Case Western 
Reserve Uni ver si ty in Cleveland, Ohio. Faculty 
member will engage in combination of re search, 
education, and com mu ni ty col lab o ra tion ac tiv i
ties. Send letter of interest and CV to: Ash Sehgal, 
MD (sehgal@case.edu).

Practices For Sale
RETIRING EN DO CRI NOL O GIST — Seeking 
BC/BE En do cri nol o gist to take over his practice in 
Boston area. Send resume to: ebusick@partners.org

Covid-19 Vaccine Resource Center 
Practical Guidance for Your Practice and Patients

The new Covid-19 Vaccine Resource Center from NEJM provides trusted, practical 
information and resources to help clinicians stay informed, answer patients’ questions, 
and support this unprecedented public health effort. 

Stay current with free access to the latest knowledge, including important articles, 
answers to FAQs, and related resources at www.nejm.org/covid-vaccine.

Find your next locum tenens hire  
at NEJM CareerCenter.

(800) 635-6991 

NEJMCareerCenter.org
see the first page of the  

classifieds for advertising rates.

Classified Advertising Section

Sequence of Classifications

Classified Advertising Rates

We charge $9.95 per word per insertion. A 2- to 
4-time frequency discount rate of $7.40 per 
word per insertion is available. A 5-time 
frequency discount rate of $7.10 per word per 
insertion is also available. In order to earn the 
2- to 4-time or 5-time discounted word rate, the 
request for an ad to run in multiple issues 
must be made upon initial placement. The 
issues do not need to be consecutive. Web fee: 
Classified line advertisers may choose to have 
their ads placed on NEJM CareerCenter for 
a fee of $120.00 per issue per advertisement. 
The web fee must be purchased for all dates of 
the print schedule. The choice to place your ad 
online must be made at the same time the print 
ad is scheduled. Note: The minimum charge 
for all types of line ad vertising is equivalent 
to 30 words per ad. Purchase orders will be 
accepted subject to credit approval. For orders 
requiring prepayment, we accept payment via 
Visa, MasterCard, and American Express for 
your convenience, or a check. All classified line 
ads are subject to the consistency guidelines 
of NEJM.

How to Advertise

All orders, cancellations, and changes must be 
received in writing. E-mail your advertisement 
to us at ads@nejmcareercenter.org, or fax it 
to 1-781-895-1045 or 1-781-893-5003. We will 
contact you to confirm your order. Our clos-
ing date is typically the Friday 20 days prior to 
publication date; however, please consult the 
rate card online at nejmcareercenter.org or 
contact the Classified Advertising Department 
at 1-800-635-6991. Be sure to tell us the classifica-

tion heading you would like your ad to appear 
under (see listings above). If no classification is 
offered, we will determine the most appropriate 
classification. Cancellations must be made 20 
days prior to publication date. Send all adver-
tisements to the address listed below.

Contact Information

Classified Advertising
The New England Journal of Medicine
860 Winter Street, Waltham, MA 02451-1412

E-mail: ads@nejmcareercenter.org
Fax: 1-781-895-1045
Fax: 1-781-893-5003
Phone: 1-800-635-6991
Phone: 1-781-893-3800
Website: nejmcareercenter.org

How to Calculate  
the Cost of Your Ad

We define a word as one or more letters 
bound by spaces. Following are some typical 
examples: 

Bradley S. Smith III, MD...... = 5 words 
Send CV ................................. = 2 words 
December 10, 2007 ............... = 3 words 
617-555-1234 ......................... = 1 word 
Obstetrician/Gynecologist ... = 1 word 
A ............................................. = 1 word 
Dalton, MD 01622 ................. = 3 words

As a further example, here is a typical ad and 
how the pricing for each insertion is calculated:

MEDICAL DIRECTOR — A dynamic, growth-
oriented home health care company is looking for 
a full-time Medical Director in greater New York. 
Ideal candidate should be board certified in internal 

medicine with subspecialties in oncology or gastro-
enterology. Willing to visit patients at home. Good 
verbal and written skills required. Attractive salary 
and benefits. Send CV to: E-mail address.

This advertisement is 56 words. At $9.95 per 
word, it equals $557.20. This ad would be 
placed under the Chiefs/Di  rectors/ Depart-
ment Heads classification.

Classified Ads Online

Advertisers may choose to have their classi-
fied line and display advertisements placed on 
NEJM CareerCenter for a fee. The web fee for 
line ads is $120.00 per issue per advertisement 
and $200.00 per issue per advertisement 
for display ads. The ads will run online two 
weeks prior to their appearance in print and 
one week after. For online-only recruitment 
advertising, please visit nejmcareercenter.org 
for more information, or call 1-800-635-6991.

Policy on Recruitment Ads

All advertisements for employment must be 
non-discriminatory and comply with all appli-
cable laws and regulations. Ads that discrimi-
nate against applicants based on sex, age, race, 
religion, marital status or physical handicap 
will not be accepted. Although the New Eng-
land Journal of Medicine believes the classified 
advertisements pub lished within these pages 
to be from repu table sources, NEJM does not 
investigate the offers made and as sumes no 
responsibility concerning them. NEJM strives 
for complete accuracy when entering classified 
advertisements; however, NEJM cannot accept 
re sponsibility for typographical errors should 
they occur.
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Addiction Medicine 
Allergy & Clinical Immunology  
Ambulatory Medicine 
Anesthesiology 
Cardiology  
Critical Care  
Dermatology  
Emergency Medicine  
Endocrinology  
Family Medicine  
Gastroenterology  
General Practice  
Geriatrics  
Hematology-Oncology 
Hospitalist 
Infectious Disease  
Internal Medicine  
Internal Medicine/Pediatrics 
Medical Genetics

Neonatal-Perinatal Medicine  
Nephrology  
Neurology  
Nuclear Medicine 
Obstetrics & Gynecology  
Occupational Medicine 
Ophthalmology  
Osteopathic Medicine 
Otolaryngology  
Pathology  
Pediatrics, General
Pediatric Gastroenterology
Pediatric Intensivist/ 
 Critical Care
Pediatric Neurology
Pediatric Otolaryngology
Pediatric Pulmonology   
Physical Medicine &  
 Rehabilitation  

Preventive Medicine
Primary Care 
Psychiatry  
Public Health  
Pulmonary Disease  
Radiation Oncology  
Radiology  
Rheumatology 
Surgery, General  
Surgery, Cardiovascular/ 
 Thoracic   
Surgery, Neurological 
Surgery, Orthopedic 
Surgery, Pediatric Orthopedic 
Surgery, Pediatric 
Surgery, Plastic 
Surgery, Transplant 
Surgery, Vascular 
Urgent Care 

Urology 

Chiefs/Directors/ 
 Department Heads 
Faculty/Research  
Graduate Training/Fellowships/ 
 Residency Programs  

Courses, Symposia,  
 Seminars  
For Sale/For Rent/Wanted  
Locum Tenens  
Miscellaneous   
Multiple Specialties/ 
 Group Practice 
Part-Time Positions/Other 
Physician Assistant 
Physician Services  
Positions Sought 
Practices for Sale

InfoPage_NEJM_ClassAds 1.7.21_L.indd   1InfoPage_NEJM_ClassAds 1.7.21_L.indd   1 12/16/20   2:26 PM12/16/20   2:26 PM

Classified Advertising Section

Addiction Medicine 
Allergy & Clinical Immunology  
Ambulatory Medicine 
Anesthesiology 
Cardiology  
Critical Care  
Dermatology  
Emergency Medicine  
Endocrinology  
Family Medicine  
Gastroenterology  
General Practice  
Geriatrics  
Hematology-Oncology 
Hospitalist 
Infectious Disease  
Internal Medicine  
Internal Medicine/Pediatrics 
Medical Genetics

Neonatal-Perinatal Medicine  
Nephrology  
Neurology  
Nuclear Medicine 
Obstetrics & Gynecology  
Occupational Medicine 
Ophthalmology  
Osteopathic Medicine 
Otolaryngology  
Pathology  
Pediatrics, General
Pediatric Gastroenterology
Pediatric Intensivist/ 
 Critical Care
Pediatric Neurology
Pediatric Otolaryngology
Pediatric Pulmonology   
Physical Medicine &  
 Rehabilitation  

Preventive Medicine
Primary Care 
Psychiatry  
Public Health  
Pulmonary Disease  
Radiation Oncology  
Radiology  
Rheumatology 
Surgery, General  
Surgery, Cardiovascular/ 
 Thoracic   
Surgery, Neurological 
Surgery, Orthopedic 
Surgery, Pediatric Orthopedic 
Surgery, Pediatric 
Surgery, Plastic 
Surgery, Transplant 
Surgery, Vascular 
Urgent Care 

Urology 

Chiefs/Directors/ 
 Department Heads 
Faculty/Research  
Graduate Training/Fellowships/ 
 Residency Programs  

Courses, Symposia,  
 Seminars  
For Sale/For Rent/Wanted  
Locum Tenens  
Miscellaneous   
Multiple Specialties/ 
 Group Practice 
Part-Time Positions/Other 
Physician Assistant 
Physician Services  
Positions Sought 
Practices for Sale

Sequence of Classifications

Classified Advertising Rates

We charge $9.80 per word per insertion. A 2- to 
4-time frequency discount rate of $7.15 per 
word per insertion is available. A 5-time 
frequency discount rate of $6.90 per word per 
insertion is also available. In order to earn the 
2- to 4-time or 5-time discounted word rate, the 
request for an ad to run in multiple issues 
must be made upon initial placement. The 
issues do not need to be consecutive. Web fee: 
Classified line advertisers may choose to have 
their ads placed on NEJM CareerCenter for 
a fee of $115.00 per issue per advertisement. 
The web fee must be purchased for all dates of 
the print schedule. The choice to place your ad 
online must be made at the same time the print 
ad is scheduled. Note: The minimum charge for 
all types of line ad vertising is equivalent to 30 
words per ad. Con fidential reply boxes are an 
extra $75.00 per insertion plus 4 words (Reply 
Box 0000, NEJM). We will send the responses 
directly to you every Tuesday and Thursday. 
Purchase orders will be accepted subject to 
credit approval. For orders requiring prepay-
ment, we accept payment via Visa, MasterCard, 
and American Express for your convenience, or 
a check. All classified line ads are subject to the 
consistency guidelines of NEJM.

How to Advertise

All orders, cancellations, and changes must be 
received in writing. E-mail your advertisement 
to us at ads@nejmcareercenter.org, or fax it 
to 1-781-895-1045 or 1-781-893-5003. We will 
contact you to confirm your order. Our clos-
ing date is typically the Friday 20 days prior to 
publication date; however, please consult the 
rate card online at nejmcareercenter.org or 
contact the Classified Advertising Department 
at 1-800-635-6991. Be sure to tell us the classifica-
tion heading you would like your ad to appear 
under (see listings above). If no classification is 

offered, we will determine the most appropriate 
classification. Cancellations must be made 20 
days prior to publication date. Send all adver-
tisements to the address listed below.

Contact Information

Classified Advertising
The New England Journal of Medicine
860 Winter Street, Waltham, MA 02451-1412

E-mail: ads@nejmcareercenter.org
Fax: 1-781-895-1045
Fax: 1-781-893-5003
Phone: 1-800-635-6991
Phone: 1-781-893-3800
Website: nejmcareercenter.org

How to Calculate  
the Cost of Your Ad

We define a word as one or more letters 
bound by spaces. Following are some typical 
examples: 

Bradley S. Smith III, MD...... = 5 words 
Send CV ................................. = 2 words 
December 10, 2007 ............... = 3 words 
617-555-1234 ......................... = 1 word 
Obstetrician/Gynecologist ... = 1 word 
A ............................................. = 1 word 
Dalton, MD 01622 ................. = 3 words

As a further example, here is a typical ad and 
how the pricing for each insertion is calculated:

MEDICAL DIRECTOR — A dynamic, growth-
oriented home health care company is looking for a 
full-time Medical Director in greater New York. Ideal 
candidate should be board certified in internal medi-
cine with subspecialties in oncology or gastroenterol-
ogy. Willing to visit patients at home. Good verbal 
and written skills required. Attractive salary and 
benefits. Send CV to: Reply Box 0000, NEJM.

This advertisement is 58 words. At $9.80 per 
word, it equals $568.40. Because a reply box 
was requested, there is an additional charge 
of $75.00 for each insertion. The price is then 

$643.40 for each insertion of the ad. This ad 
would be placed under the Chiefs/Di  rectors/ 
Department Heads classification.

How to Respond to 
NEJM Box Numbers

When a reply box number is indicated in an 
ad, responses should be sent to the indicated 
box number at the address under “Contact 
Information.”

Classified Ads Online

Advertisers may choose to have their classi-
fied line and display advertisements placed on 
NEJM CareerCenter for a fee. The web fee for 
line ads is $115.00 per issue per advertisement 
and $190.00 per issue per advertisement 
for display ads. The ads will run online two 
weeks prior to their appearance in print and 
one week after. For online-only recruitment 
advertising, please visit nejmcareercenter.org 
for more information, or call 1-800-635-6991.

Policy on Recruitment Ads

All advertisements for employment must be 
non-discriminatory and comply with all appli-
cable laws and regulations. Ads that discrimi-
nate against applicants based on sex, age, race, 
religion, marital status or physical handicap 
will not be accepted. Although the New Eng-
land Journal of Medicine believes the classified 
advertisements pub lished within these pages 
to be from repu table sources, NEJM does not 
investigate the offers made and as sumes no 
responsibility concerning them. NEJM strives 
for complete accuracy when entering classified 
advertisements; however, NEJM cannot accept 
re sponsibility for typographical errors should 
they occur.

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

As a civilian physician with the Defense Health Agency you 
ensure that those who serve our country get the quality 
care they need and deserve. That’s why you became a 
doctor: to care for people and have a rewarding career.

If you’re ready for a job that gives you the work-life balance
you need with all the benefits you deserve, then discover the
opportunities waiting for you at the Defense Health Agency.

We offer what matters most.

-  COMPETITIVE SALARY

-  GENEROUS PAID TIME OFF

-  RECRUITMENT BONUSES

-  FLEXIBLE SCHEDULES

-  JOB SECURITY

-  SUPPORTIVE WORK ENVIRONMENT

-  WORLDWIDE LOCATIONS

DHA employees are NOT subject 
to military requirements such 
as “boot camp,” enlistments, or 
deployments.

Department of Defense is an 
equal opportunity employer.

F I N D  J O B S  |  P O S T  Y O U R  C V  |  A P P L Y  T O D A Y

CIVIL IANMEDICALJOBS.COM

Be seen as a person, not just a solution to COVID
With everything going on, it’s easy to become a 
faceless cog in the machine of healthcare. If you’re 
looking to reconnect with your passion for medicine, 
we can help you find the perfect job that’s tailored to 
who you are, not just what you are.

From locum tenens to permanent placements,  
let’s find the change that’s right for you.  
comphealth.com | 844.217.9193
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Timely

Targeted

Trusted

Locum Tenens Jobs 
at NEJM CareerCenter

Find your next locum tenens 
assignment today! 

Visit NEJMCareerCenter.org.

Project: 21-DART20-0022446

Client:  D-H

Pub:   Primary Care Guide & NEJM 
March 18 and 25 print editions

2021: Harger Howe Advertising
Artwork, designs, copywriting, production and creative  materials created by Harger Howe Advertising are the property of Harger Howe 
Advertising and are not to be used,  displayed, reproduced, recreated or republished  without our expressed written consent.  We retain all rights 
under applicable copyright laws to all materials. 

Section: Careers Guide

Run Date: March 18 and 25

Size:  1/2 page 

NOTE: Please review this ad 
very carefully, as well as verify 
the  publication, section and date 
this ad is to run. Once you 
have approved this information, 
Harger Howe is not responsible 
for any errors.

Cost: $3,204.50 NET  4-color

PRIMARY CARE CAREERS
at Dartmouth-Hitchcock

If you would like to learn more 
about careers with Dartmouth-
Hitchcock, please visit our 
provider career portal at:

DHPROVIDERS.org

The Primary Care group at Dartmouth-
Hitchcock focuses on clinical and educational 
quality improvement, population health, 
and the development of new models of care. 
We strive to provide team-based, patient-cen-
tered high-value care to our patients within 
an academic setting where teaching and 
learning is central to our work and mission. 
Dartmouth-Hitchcock Health promises you a 
rewarding career in an area of the country 
that offers an amazing 4-season lifestyle 
and a diverse mix of cities, small towns and 
farm communities that can accommodate 
almost any interests.

• Lebanon, NH
• Keene, NH
• Concord, NH
• New London, NH

Opportunities exist across NH, VT and NY including:

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

• Windsor, VT
• Manchester, VT
• Pownal, VT
• Hoosick Falls, NY

Dartmouth-Hitchcock offers an exceptional compensation and benefits package that 
includes vacation, CME allowance and relocation assistance. Academic rank at the 
Geisel School of Medicine at Dartmouth may be commensurate with experience. 

Greater Boston – Primary Care
Internal Medicine/Family Medicine

Atrius Health, a well-established, physician-led, nonprofit multispecialty group 
practice, is nationally recognized for transforming healthcare through clinical 
innovations and quality improvement. At Atrius Health, we are working together 
to leverage technology to develop best practices. Our organization is renowned 
for providing exceptional value based care to our patients in over 30 practices in 
eastern Massachusetts.

We are an affiliate of Harvard Medical School/Tufts University School of 
Medicine and offer both teaching and research opportunities through our 
Academic Institute. You would be joining a practice of compassionate colleagues 
who provide outstanding, evidenced based, preventive medicine in a collaborative, 
team environment.  

We are expanding primary care and have multiple opportunities at most of our 
practices. These positions are outpatient only, minimal call, 1:1 MA support, and 
have staff embedded in our primary care model to manage our most complex 
patients. Our organization recognizes the importance of primary care and it has 
been in the forefront of our mission; prominent in all of our strategic initiatives 
and robustly staffed.

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

Visit www.atriushealthproviders.orgwww.atriushealthproviders.org, or send confidential CV to:  
Laura Schofield 275 Grove Street, Suite 3-300, Newton, MA 02466-2275 

E-mail: Laura_Schofield@atriushealth.org
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Publication

Run Date

Section

Size

Price

Ad#

NEJM Primary Care Career Guide

3/18/2021 & 3/25/2021 Issues

Classified

1/2 page color (7x 4.875)

$5875.00

21-BAYS10-0022XXX

YOU BELONG 
AT BAYSTATE

DIVERSE PROVIDERS. DIVERSE PATIENTS. 
DIVERSE PRACTICE LOCATIONS.

@baystatecareersbaystatecareers

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.

Baystate Health (BH) is Western Massachusetts’s 
premier healthcare provider and home to the University 
of Massachusetts Medical School – Baystate. 

At Baystate Health we know that treating one another with 
dignity and equity is what elevates respect for our patients 
and staff. It makes us not just an organization, but also a 
community where you belong. It is how we advance the 
care and enhance the lives of all people.

ChooseBaystateHealth.org

Primary Care
Opportunities

ASK
ABOUT OUR

$50,000
SIGN-ON
BONUS!Western Massachusetts

Baystate Health offers:

All correspondence can be directed to: 
Paige Livingston, Provider Recruiter  •  Paige.Livingston@baystatehealth.org 
Phone: 413-794-7874  •  Fax: 413-794-5059

 Supportive Work Environment
• Nurse Triage- Daytime, Nighttime, 

first call after hours & weekends
• Scribes 
• 1:1 Medical Assistant 
• Direct access to a large 

multispecialty group including 
Behavioral Health network 
integration 

• Lab and practice specialty 
scheduler onsite  

• State of the art EMR system with 
technology support

 Work Life Balance
• Flexible work schedules
• Full time 4 day work week 

• Built in administration time and 
ramp up time for new physicians 

• Very reasonable patient volume 
expectations

 Academic & Nonacademic Positions
• Faculty appointment UMASS 

school of medicine (dependent on 
practice setting)

 Outstanding Benefits Package
• Up to $50K sign on bonus 

(paid within first 30 days of 
EMPLOYMENT, specific dollar 
amount will be dependent on 
experience & site of employment) 

• Generous compensation package 
• CME Allowance and time, high 

quality, low cost medical/dental, 
robust paid time off

A PROVEN PATH  
TO EXCELLENCE.
EXCITING PHYSICIAN OPPORTUNITIES  
NEAR BOSTON, MA

www.joinnspg.org/NEJMResFellow/Careers

Explore the latest innovations in healthcare with North Shore Physicians Group—the largest multi-specialty physicians group north of Boston.  As a physician-led 
organization, we respect your insights, voice and vision. We’re always seeking new ways to improve the patient-provider relationship and to make the practice of 
medicine smarter and more efficient. Here ideas come from everyone—to the benefit of every patient.

While practicing at North Shore Physicians Group, you’ll enjoy:

• the stability provided by our membership in the Mass General Brigham healthcare system
• an integrated care model that promotes innovation, collaboration and team-based care
• opportunities to teach residents
• clear pathways to pursue leadership positions and advance your career
•  respect for your contributions and input and a culture that supports our practitioner’s ability to find a healthy balance of work and life
•  ideal practice locations north of Boston, offering excellent schools, higher education, cultural experiences and an overall outstanding  

quality of life

WE’RE A BEACON OF NEW THINKING IN INTEGRATED MEDICINE. JOIN US.
To apply or learn more about our physician opportunities, email your CV  
and letter of interest to Michele Gorham at mgorham@partners.org.

We are seeking physicians to provide new thinking and expand our practice capabilities in the following specialties:

• Internal Medicine - Lynn
• Internal Medicine – Peabody

• Internal Medicine – Salem
• Internal Medicine/Pediatrics – Rowley

• Family Medicine – Saugus 
• Hospitalist and Nocturnist NORTH SHORE

Physicians Group
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FOR SOME ELITE SOLDIERS, THIS IS ADVANCING.
As a general surgeon and officer on the U.S. Army health care team, you will work in 
cutting-edge facilities as you see and study cases that are not usually encountered in 
civilian practices. You will also receive benefits that ensure you are taken care of, including 
student loan repayment programs, paid continuing education, retirement plans and much 
more. Joining this team will allow you to advance your career and focus on why you became 
a physician in the first place—to care for your patients.

To see the benefi ts of being an Army medical professional call 800-431-6717 
or visit healthcare.goarmy.com/aqs6 

©2021. Paid for by the United States Army. All rights reserved.

©2021. Paid for by the United States Army. All rights reserved.



Physician-Led Medicine in Montana

Join Billings Clinic at one of our beautiful  
locations! Montana’s largest health system offers a collegial  
network of regional physicians and strong multi-specialty support.
Stipend and generous loan repayment
• Leadership & teaching opportunities
• Virtual care, specialty outreach clinics, telemedicine
• On-site lab and radiology
• Mayo Clinic Care Network provides clinical resources and direct 
access to Mayo Clinic specialists

• In Montana, you’ll find extraordinary outdoor recreation, friendly 
communities, excellent schools, and abundant family activities. 
Four seasons of sunshine!

Contact: Billings Clinic Physician Recruitment
E-mail: physicianrecruiter@billingsclinic.org
billingsclinic.com/physicianopportunities

Primary Care
Internal Medicine • Family 
Medicine • Urgent Care Medicine

The region’s largest and most comprehensive primary care 
network, located in one of the nation’s most sought after 
destinations, is seeking FAMILY MEDICINE PHYSICIANS.

Baptist Primary Care is a hospital-affiliated physician group and 
an integral component of the Baptist Health system, ranking 
highest in the categories of best doctors, best nurses, best 
quality and best reputation.

World-Famous Quality of Life and Regional Appeal 
Northeast Florida serves as home to some of the Sunshine 
State’s best cost of living and the nation’s most sought after 
quality of life.
n Top ranked schools
n No state income tax
n Recently ranked by Forbes Magazine as the second most 

desirable city for relocation in the United States

Ideal Place to Practice
n Physician and patient-centric organization
n Work-life balance
n Financially and structurally strong 
n Robust hospitalist team providing  

24/7 extension of your care

Even the Opportunities are Sunnier

Interested to learn more? Call 904.376.3727 or  
email your CV to PhysicianCareers@bmcjax.com.

Contact Debora Kim at 
CentralizedHiringUnit@cdcr.ca.gov 

To apply online, please visit 
www.cchcs.ca.gov

What Kind of Doctor Works in Corrections?  Doctors Just Like You.

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

$268,080 - $281,496 
(Lifetime Board Certified)

$253,992 - $266,700 
(Pre-Board Certified)

Physicians (IM/FP)
$324,540 - $340,776 
(Time-Limited Board Certified)

$308,292 - $323,712  
(Lifetime Board Certified)

$292,080 - $306,696  
(Pre-Board Certified)

*

Effective July 1, 2020, in response to the economic crisis caused by the COVID-19 pandemic, the Personal Leave Program 2020  
(PLP 2020) was implemented. PLP 2020 requires that each full-time employee receive a 9.23 percent reduction in pay in exchange  
for 16 hours PLP 2020 leave credits monthly through June 2022.  EOE

CCHCS OFFERS A COMPETITIVE COMPENSATION PACKAGE, INCLUDING:
• 40-hour workweek (affords you true work-life balance)
• Generous paid time off and holiday schedule
• State of California retirement that vests in 5 years 

(visit CalPERS.ca.gov for retirement formulas)
• Robust 401(k) and 457 savings plans 

(tax defer up to  $39,000 - $52,000 per year)
• Paid CME, with paid time off to attend
• Paid Insurance, license, and DEA renewal
• And much more

JOIN DOCTORS JUST LIKE YOU IN ONE OF THESE LOCATIONS:
• California Correctional Center – Susanville
• Mule Creek State Prison – Ione*
• Pelican Bay State Prison – Crescent City
• Salinas Valley State Prison (Psychiatric Inpatient Program) – Soledad*

Doctors at these institutions receive 15% additional pay. *
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jobs.jacksonphysiciansearch.com

Our experienced physician 
recruiters are here to guide you 
every step of the way.

Secure a Fulfilling Practice 
Opportunity and a More 
Balanced Lifestyle.

weatherbyhealthcare.com 

The answer:
Weatherby Healthcare.

How do I approach working locum tenens? 

How can I find the best assignment for me?

Who will pay for my malpractice? 

Who can guide me through the process?

Who provides the best support?

866.951.2926
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 PRIMARY CARE PHYSICIAN 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 PRIMARY CARE PHYSICIANS 
in Family Family Medicine to join our hospital-owned group. 
New grads are welcome and encouraged to apply.
NO nights or weekends!

Excellent specialty support - Urology, Women’s 
Health, Neurology, Cardiology, Orthopaedics just to 
name a few!

NVRH offers a competitive salary and a generous 
benefits package including student loan reimbursement, 
401K, relocation reimbursement, CME, medical/dental/
vision, membership to local gyms, and more!

Please contact Heather Spinney: 
802-748-7312

h.spinney@nvrh.org 
for further information

*Also recruiting for other positions –  
please visit our website at www.nvrh.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

Chief, Division of Pulmonary  
and Critical Care Medicine

Department of Medicine
Massachusetts General Hospital

The Massachusetts General Hospital Department of 
Medicine seeks an academic and clinical leader and 
Pulmonary and Critical Care Medicine physician to serve 
as Chief of the Division of Pulmonary and Critical Care 
Medicine working closely with faculty and leadership in 
the Department of Medicine at MGH. The successful 
candidate will have an outstanding record of research 
and academic accomplishments that would support  
appointment at the rank of Associate Professor or Professor 
of Medicine at HMS. A firm commitment to leading the 
clinical operations of the Division is essential, along with 
its major educational, research and community health 
activities. Accomplished leadership skills, a commitment 
to multidisciplinary care models, to advancing equity 
and to fostering clinical and scientific collaborations are 
essential. Prior administrative and management experience 
is highly encouraged.

The Division of Pulmonary and Critical Care Medicine  
at MGH is the academic home for nearly 50 full-time 
faculty members, many of whom lead extramurally funded  
basic, translational or clinical research programs. The 
Division supports training programs for medical students, 
Internal Medicine residents, and fellows, the latter  
supported by several NIH training awards. The clinical  
activities of the Division span multiple outpatient 
practices, inpatient consultative programs and critical 
care units. In addition, the Division is committed to 
advancing clinical, research and educational collabora-
tions across Mass General Brigham and Harvard Medical 
School. 

The candidate must meet the requirements for appoint-
ment at the rank of Associate Professor or Professor of 
Medicine at the Harvard Medical School with experience, 
training and achievements in addition to teaching activi-
ties. Suitable candidates will have an MD or an MD-PhD, 
and Board Certification in Pulmonary Disease and/or 
Critical Care Medicine. We are seeking candidates with a 
clear commitment to diversity and inclusion, mentorship 
and faculty development.

Interested candidates should send a personal statement 
and Curriculum Vitae to: 

Jennifer S. Temel, MD
Chair, HMS Search Committee & Director 

Cancer Outcomes Research & Education Program 
PulmCCMChiefSearch@mgh.harvard.edu 

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

with locum tenens.

You may be wondering what locum 

tenens can do for your career. Quite a 

lot, actually. Especially if you’ve been 

overworked. Or underworked. It even 

works out for physicians who have been 

medium-worked. All in all, you’d be 

surprised what locums can do for you.

Get the unbiased facts at  
locumstory.com

THE UNIVERSITY OF NEW MEXICO 
Department of Surgery, Division of Pediatric Surgery

The Department of Surgery, Division of Pediatric Surgery, at the University 
of New Mexico (UNM), is recruiting a Pediatric Surgeon. UNM is the 
tertiary referral center for the entire state of New Mexico and also attracts 
patients from neighboring states as well. UNMH has 629 beds for adult, 
pediatric and psychiatric care. There were 90,000 ED visits, 2,500 trauma 
admissions (1,200 at the highest activation level, with >20% penetrating 
trauma), and 19,460 surgical procedures. This position is being recruited 
at open rank.

This is an excellent opportunity for a pediatric surgeon interested in an 
academic practice with a wide range of clinical opportunities. Research  
opportunities are readily available. Appointment and salary will be 
commensurate with level of experience.  

Minimum requirementsMinimum requirements:  
•  Candidates must be a board certified/eligible in Pediatric Surgery
•  Eligible for licensure in New Mexico
•  Eligible to work in the U.S.

Preferred Qualifications:Preferred Qualifications:
•  Academic experience
•  Experience in minimally invasive surgery
•  Experience in Pediatric trauma surgery

Interested applicants must apply for this position via UNMJobs website, 
unmjobs.unm.edu/unmjobs.unm.edu/, Posting# req14397. Please attach electronic copies 
of a current CV and letter of interest to the application. 

For more information please contact David Lemon, M.D., at  
dlemon@salud.unm.edudlemon@salud.unm.edu.

The UNM School of Medicine is an Equal Opportunity/Affirmative Action Employer and 
Educator. This position may be subject to criminal records screening in accordance with New 
Mexico state law. UNM’s confidentiality 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://www.unm http://www.unm 
.edu/~brpm/r67.htm.edu/~brpm/r67.htm

We’re Growing!
South County Medical Group – Family Medicine

We are currently seeking a Family Medicine Physician to join three other 
providers at our primary care practice in our East Greenwich Medical & 
Wellness Center.

Our new physician will see patients within a patient-centered medical home 
model offering strong collaboration with a pharmacist and nurse case 
manager to support high-risk patient populations. The Center allows our 
physicians to coordinate care with specialists within the group, which includes 
cardiologists, nephrologists, and general surgeons. Practice patients receive 
breathing, intravenous antibiotics, and other treatments, suturing and other  
procedures, and after-hours care by the adjacent Express Care, enabling 
seamless transitions of care. On-site diagnostic services include x-ray,  
ultrasound, and 3D tomosynthesis, as well as a lab draw station. On-site 
Ob/Gyn and dermatology providers and outpatient physical therapy round 
out the many opportunities for clinical collaboration and create a one-stop 
care opportunity for our patients.

The candidate must be board-certified or board-eligible in Family Medicine. 
She or he will be part of the South County Medical Group (SCMG), a 
comprehensive network of 75 providers that includes a variety of specialists, 
as part of South County Health.

New physicians will find that South County Health offers competitive 
compensation and benefits, as well as a vibrant and engaging medical staff 
community. In addition, the South County Health experience for employed 
staff is as distinguished as its care for patients. Our worksite wellness program 
was recently recognized as one of the top fifty such programs nationally.

Having just celebrated 100 years of service to southern Rhode Island, South 
County Health gives you an exceptional opportunity to provide your patients 
with the best care possible while enjoying a healthy work-life balance and all 
the lifestyle benefits that come with our welcoming and picturesque coastal 
community.

Rediscover why you went into medicine by joining our team.
The candidate must be RI Licensed, Board Certified or Board Eligible and 
will require credentialing by South County Health Medical Staff Office.

This is not a J-1 visa opportunity. All inquiries will remain confidential. South 
County Health is an Equal Opportunity Employer.

Email: mbailey@southcountyhealth.org
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When opportunity knocks, it's probably us.

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

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

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

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

New name, new look, more opportunity.

Get MORE from your Primary Care  
career with Hartford HealthCare.
Hartford HealthCare offers first-class Primary Care opportunities located in  
state-of-the-art, multi-provider, multi-specialty facilities throughout Connecticut

Our primary care positions offer: 

• Flexibility – no weekends, no eves, 4 day work week options and infrequent call

• Support – New Physician Orientation and Mentorship Program

• Stability – Loan repayment support, market-leading compensation and benefits 

•  Care continuity – Our network includes one of the largest, physician-led, multi-
specialty medical groups in New England, a vast Behavioral Health Network, and 
seven acute care hospitals 

•  Operational excellence – EPIC electronic medical record and robust support staffing 

This all means MORE OPTIONS  to propel your career to new heights and all  
within a deeply embedded culture of inclusion, innovation, and focus on the  
highest quality of care.

Located within two hours of Boston and New York City, Connecticut offers a lifestyle 
that is second to none. Enjoy some of the finest schools in the nation, four beautiful 
seasons of recreation, and options to live at the shore, in leafy suburbs, or in vibrant 
urban areas.

View locations at www.hhccareers.org  
Contact our Physician Recruiter, Debra Colaci: 
Email: debra.colaci@hhchealth.org  
Phone/text: 860-500-3197

more life in your life 
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E m E r s o n  H o s p i t a l  o p p o r t u n i t i E s

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

C o n c o r d  B o s t o n:30

Location, Location, Location

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

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

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

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

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

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

Emerson Hospital Opportunities

• Cardiology 
• General Surgery
• Internal Medicine – Outpatient Practice
• Neurology
• Nocturnist

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

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

We are currently recruiting for the following departments and positions:

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

In keeping with federal, state and local laws, Cambridge Health Alliance (CHA) policy forbids 
employees and associates to discriminate against anyone based on race, religion, color, gender, 
age, marital status, national origin, sexual orientation, relationship identity or relationship structure, 
gender identity or expression, veteran status, disability or any other characteristic protected by law. 
We are committed to establishing and maintaining a workplace free of discrimination. We are fully 
committed to equal employment opportunity. We will not tolerate unlawful discrimination in the 
recruitment, hiring, termination, promotion, salary treatment or any other condition of employment 
or career development. Furthermore, we will not tolerate the use of discriminatory slurs, or other 
remarks, jokes or conduct, that in the judgment of CHA, encourage or permit an offensive or hostile 
work environment.

✦  Psychiatry
– Consultation-Liasion
– Child/Adolescent - Inpatient &  
 Outpatient
– Primary Care Integration - Adult &  
 Child
– Adult - Inpatient & Outpatient
– Child/Ado - Neuropsychological  
 Development
– Psychopharmacology

✦  Psychology
– Pediatric Neuropsychology
– Child/Adolescent Outpatient
– Primary Care Behavioral Health  
 Integration
– Adult Outpatient

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

✦  Chief, Department of Pediatrics

✦  Divison Chief, Child & Adolescent  
 Psychiatry

✦  Division Chief, Geriatric Psychiatry

✦  Director, Adult Inpatient Psychiatry

✦  Medical Director, Outpatient  
 Psychiatry

✦  Urology

✦  Vascular Surgeon

✦  Neurology

✦  Hospitalist/Nocturnist

✦  Pulmonary/Critical Care

✦  Endocrinology

✦  Physician Assistant 
– Primary Care
– Gastroenterology

Chief, Division of Infectious Diseases
Department of Medicine

Massachusetts General Hospital

The Massachusetts General Hospital Department of 
Medicine seeks an academic leader and Infectious 
Diseases physician to serve as Chief of the Division 
of Infectious Diseases working closely with faculty and 
leadership in the Department of Medicine at MGH. 
The successful candidate will have an outstanding 
record of research and academic accomplishments 
that would support appointment at the rank of Associ-
ate Professor or Professor of Medicine at HMS. A firm 
commitment to leading the clinical operations of the 
Division is essential, along with its major educational,  
research and community health activities. Accomplished 
leadership skills, a commitment to multidisciplinary 
care models, to advancing equity and to fostering 
clinical and scientific collaborations are essential. Prior 
management experience is highly encouraged.

The Division of Infectious Diseases at MGH is the 
academic home for over 50 full-time faculty members, 
many of whom lead major extramurally funded basic, 
translational or clinical research programs. Division 
faculty members lead several multidisciplinary research 
centers at MGH. The Division supports training 
programs for medical students, Internal Medicine 
residents, and fellows, the latter supported by several 
NIH training awards. The clinical activities of the  
Division span multiple outpatient practices and 
inpatient consultative programs. In addition, the 
Division is committed to advancing clinical, research 
and educational collaborations across Mass General 
Brigham and Harvard Medical School. 

The candidate must meet the requirements for  
appointment at the rank of Associate Professor or 
Professor of Medicine at the Harvard Medical School 
with experience, training and achievements in addition 
to teaching activities. Suitable candidates will have an 
MD or an MD-PhD, and Board Certification in Infec-
tious Diseases. We are seeking candidates with a clear 
commitment to diversity and inclusion, mentorship 
and faculty development.

Interested candidates should send a personal statement 
and Curriculum Vitae to: 

Joshua P. Metlay MD, PhD
Chair, HMS Search Committee & Chief 
Division of General Internal Medicine

Email: IDChiefSearch@mgh.harvard.edu  

We are an equal opportunity employer and all qualified applicants 
will receive consideration for employment without regard to race, 
color, religion, sex, national origin, disability status, protected 
veteran status, gender identity, sexual orientation, pregnancy and 
pregnancy-related conditions or any other characteristic protected 
by law.
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Unleashing the potential in each of 
us drives performance for all of us.

Explore opportunities across specialties 
nationwide: optum.co/nejm

Optum is committed to creating an environment where physicians focus on what they do best: care for their 
patients. To do so, Optum provides administrative and business support services to both its owned and affiliated 
medical practices which are part of Optum. Each medical practice part and their physician employees have complete 
authority with regards to all medical decision-making and patient care. Optum’s support services do not interfere 
with or control the practice of medicine provided by the medical practices of any of their physicians. 
Diversity creates a healthier atmosphere: Optum and its affiliated medical practices are Equal Employment 
Opportunity/Affirmative Action employers and drug-free workplaces. Candidates are required to pass a drug test 
before beginning employment. © 2021 Optum. All rights reserved.

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

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

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



Chief of Hematology and Oncology Division  
University of Toledo College of Medicine

Job DescriptionJob Description
This position provides major support for University of Toledo College of Medicine’s strategy to become the regional market leader in state-of-the-art and 
innovative cancer services in Northwest Ohio and Southeast Michigan. The Division Chief of Hematology and Oncology will be responsible for all academic 
and clinical programs related to medical oncology and oncologic and benign hematology for the University Of Toledo College Of Medicine.

Academically, the Division Chief will be responsible for all the educational programs relating to Hematology and Medical Oncology including medical education 
for preclinical and clinical undergraduate, and residency and fellowship graduate programs. The Chief will oversee the three-year fellowship in hematology 
and oncology in concert with the training program director. The Chief will be expected to significantly expand the number of Phase I/II clinical trials. The Chief 
will also be expected to develop an independent, externally funded clinical/translational or laboratory research program in an area of their choosing. Further, 
the Chief will create a fertile environment that facilitates the expansion of research within the Division, as well as collaboration with other Divisions and 
Departments, for example Cancer Biology, Surgery, and Radiation Oncology.

Clinically, the Chief is expected to continue building a market leading, next-generation academic, patient-centered hematology-oncology program, across 
multiple regional sites and in cooperation with multiple independent health care systems. In this role, the Chief will be responsible for directing physician, 
nurse practitioner, and other clinical services within the Division of Hematology/Oncology as well as developing associated services and recruiting clinical 
professionals for all clinical service locations. This individual will maintain a clinical practice to complement their leadership duties.

The successful candidate will have an MD or DO degree from an accredited school of medicine and be Board-Certified in Medical Oncology and/or 
Hematology. It is also necessary to currently be licensed to practice medicine in the United States and to be in good standing with the medical board(s) in all 
states which issued licensure to practice medicine.  

Prior experience in a successful clinical practice having a strong patient-centered focus is required. 

Also required is a verifiable record of the highest standards of medical practice in Hematology-Oncology, accomplishment in hematology and medical 
oncology education development for medical students, residents, and fellows, and leadership and relationship-building skills. Proven success with recruitment 
and management of Phase I and II clinical trials is a high priority. A proven track record of success as an independent investigator and a physician scientist is 
desirable. The Chief will report to and be expected to work with the Chair of the Department of Medicine in faculty and ancillary staff recruitment, strategic 
planning, and business plan development.

For further information, please contact: 
Dr. Juan Jaume/Chair, Search Committee 

Department of Medicine/University of Toledo 
3000 Arlington Ave./MS 1186/Toledo, OH 43614 

Telephone: 419-383-3707/Email: Juan.Jaume@utoledo.edu

The University of Toledo is an equal opportunity, affirmative action employer. The University of Toledo does not discriminate in employment, educational programs, or activities on the 
basis of race, color, religion, sex, age, ancestry, national origin, sexual orientation, gender identity and expression, military or veteran status, disability, familial status, or political affiliation.

For immediate consideration, please forward CV and a letter of interest to  Robert Nicoletti at:  
rnicoletti@nycancer.com

Visit us at nyhealth.com
An EOE m/f/d/v

Primary Care Physicians
New York Health (NYHealth) is the premier center for primary and specialty care services. Our network of 
outstanding physicians specialize in family medicine, internal medicine, nephrology, neurology, 
rheumatology, surgery, and urology. We are now offering telehealth options!

New York Health is continuing its expansion across Long Island, and New York Metro and has a new
opportunity for a Board Certified (or eligible) Family Medicine or Internal Medicine Physician to join our 
medical practices. We offer a competitive base salary, plus bonuses. Our comprehensive benefits also provide 
malpractice coverage. Our physicians have access to the latest medical technologies, electronic health care 
record system, dedicated HR support, centralized billing office, and a well-established network of referrals.

We have facilities in New York City’s and Long Island, at highly-desirable locations to live and work–near 
several major airports, home to the world-famous Hamptons beaches, over 60 vineyards, endless leisure 
activities, and some of the highest performing school districts in the country.

NEW YORK
HEALTH
Providing Excellence in Healthcare to the Greater New York Area
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At the end of the day, this 
is where you want to be.

PRIMARY CARE PHYSICIANS

Find your future 
at Banner Health.
Experience the relief of practicing with a large, 
integrated health system that offers its physicians a 
financially stable environment, resources and support 
to provide excellent patient care, and dedication 
to physician well-being unmatched in the industry. 
As Banner Health continues to grow, we are adding 
primary care physicians to established practices in 
rural and suburban locations. This is an excellent 
opportunity to join an integrated system that offers 
dedicated support to its physicians (including physician 
wellness and development initiatives). Join Banner 
Health and enjoy quality care for your patients and 
quality time with those that you love!

•  Established COVID-19 tool kits and best practices 
for communication, shared with other organizations

•  Partnered with state officials  and other hospital 
systems on COVID Surge strategies, ultimately 
balancing patient loads for all

•  Banner Health has made a commitment to address 
physician well-being by launching a multi-year 
strategy aimed at mitigating burnout and cultivating 
happiness in medicine

ARIZONA | CALIFORNIA | COLORADO 
NEBRASKA | NEVADA | WYOMING

Banner Health’s total compensation package includes:

• Competitive salary base plus incentives
• Relocation Assistance & Sign-On Bonuses
• Paid CME days with allowance
• Fully paid malpractice
• Two retirement savings plans
•  Physician mortgage program, federal credit union

and discount programs
• Our locations qualify for federal loan forgiveness

Join our Provider Talent Network! Register using our  
job portal: PracticeWithUs.BannerHealth.com
Questions: doctors@bannerhealth.com

Banner Health values and celebrates equity, diversity and inclusion  
by promoting and cultivating a culturally-rich workforce.



Clinically driven. 
Guided by purpose.

At SSM Health, clinical excellence is the inevitable result 

of brilliant minds and compassionate providers working 

together with a shared purpose. We have become a 

preferred destination for visionary leaders and talented 

clinicians seeking to practice in an inclusive culture 

— unified by a purposeful and healing Mission — to 

advance medicine and healing to the communities we 

serve. Here, we empower compassionate hearts and 

brilliant minds to pursue medical advancements that 

will transform health care. With our unwavering clinical 

drive, dedication to diversity, and shared commitment 

to reveal the healing power of God, there are no limits 

to what we can achieve.

Join the healing ministry of SSM Health and discover 

what practicing with purpose can mean for your career. 

 

To learn more, visit JoinSSMHealth.com


