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April 15, 2020

Dear Physician:

As a 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 is the leading source of information 
about job openings for physicians in the United States. To further aid in your career advancement we’ve also 
included a couple of recent selections from our Career Resources section of NEJMCareerCenter.org. 

The NEJM CareerCenter website (NEJMCareerCenter.org) continues to receive positive feedback from physicians. 
Because the site was designed based on advice from your colleagues, many physicians are comfortable using it for 
their job searches and welcome the confidentiality safeguards that keep personal information and job searches 
private.

At the NEJM CareerCenter, you will find:

• Hundreds of quality, current openings — not jobs that were filled months ago

• Email alerts that automatically notify you about new opportunities

• Sophisticated search capabilities to help you pinpoint the jobs matching your search criteria

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

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

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

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

A reprint of the February 20, 2020, article, “Clinical Practice: Prevention of Falls in Community-Dwelling Older 
Adults,” is also included in this booklet. Our popular Clinical Practice articles offer evidence-based reviews of 
topics relevant to practicing physicians. 

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

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

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

Sincerely,

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

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

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

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

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

Emerging “super groups” affect contracts

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

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

Although the trend toward super-group formation isn’t inherently negative — 
such groups have more bargaining power regarding physicians’ reimburse-
ment rates than smaller ones do, generally — it does call for due diligence 
and research on the part of physicians who consider interviewing with such 
entities. “You first should find out who runs the company, because you will 
have less room to negotiate a contract than with a physician-owned practice,” 
Ms. Gwilt said. “You want to know what it’s like to work there, so I advise 
clients to ask for the name of the last physician hired — someone who’s 
been there for a year — and then talk to that physician.”  

The movement toward “corporatization” of medicine, in tandem with the 
f luctuating health care economic, reimbursement, and policy environment, 
is prompting employers to reduce their financial risk wherever possible. 
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One example is instituting shorter contract employment terms, which en-
ables employers to more easily let go of poor-performing physicians. Another 
recent development is the setting of limits on how much individual physi-
cians can earn, regardless of their productivity, according to Kyle Claussen, 
CEO of Resolve Physician Agency, a Missouri-based firm that counsels 
physicians on contract issues.

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

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

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

Ditto for accounts receivable monies that physicians might be due. It’s very 
common for such monies to continue f lowing to the practice for several 
months after a physician departs, so ideally, Mr. Schaff suggested, the 
contract should call for reporting on such funds for a specific period after 
termination and ultimately paying out what’s due at, say, 60, 90, or even 
180 days post–termination of employment. “This is all over the map in 
contracts I’ve seen,” Mr. Schaff said. “I’ve even seen contracts that state 
that the physician only receives payments through the last day of employ-
ment. This is something that should be negotiated.”
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At the other end of the spectrum, physicians whose contracts set minimum 
or expected productivity or quality performance targets in order to continue 
the base salary beyond year one should understand not only what those 
requirements are but also — and more importantly — whether they’re 
achievable and reasonable. That means talking to other physicians at the 
prospective practice to see how they’ve fared in year two in productivity. It’s 
also helpful to find out how much personal effort is required to track the 
performance metrics that underlie performance payments, several sources 
advised. Mr. Mayer said that when a base salary arrangement converts to a 
totally productivity-based one at the end of the first year, he often negotiates 
for something less dramatic, such as continuation of the base salary for 
an extended period or and perhaps a part-base/part-productivity structure. 

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

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

Contract pitfalls to watch for

Contract language that’s vague and highly employer favorable. Such language 
might show up in any area of the contract, but it’s especially problematic 
when it comes to physician schedules and duties, according to Ms. Gwilt. 
“You want to beware of anything that states, ‘X will be determined by the 
practice at its discretion,’” she said. That leaves the physician open to 
whatever the employer decides at any time during the contract period. At 
the least, physicians should negotiate to add that the terms be “fair and 
reasonable, and in accordance with [requirements] for all like colleagues.”
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Mr. Mayer provides an example of where “at the practice’s discretion” could 
have a serious lifestyle effect: unspecified practice locations. As organiza-
tions merge and/or add satellite facilities, a vague location clause might 
mean that physicians could be required to commute to or travel among 
four different clinics or hospitals. Mr. Mayer suggests that physicians ask 
prospective employers to specify locations and limit their number contrac-
tually, or at least give the physician the opportunity to decide if she or he 
is willing to expand the number.  

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

Unreasonable benefit start dates. One pitfall with benefits is not ensuring 
that they commence at a reasonable time, Mr. Schaff observed. For example, 
if a contract stipulates that health insurance benefits start on the first day 
of the month following hiring or 90 days hence, he said, “The physician 
could be on the hook for paying the premiums for COBRA [continued cov-
erage from the previous employer]. At the least, if the benefits start date 
can’t be modified, the incoming physician might try to negotiate that the 
employer pay the COBRA premiums until the coverage starts.”

Onerous — or unspecific — indemnification or liquid damages clauses,  
especially regarding malpractice claims. The first order of business here  
is to understand any limitations that employer-paid malpractice coverage 
might have, and then ensure that the employed or contracted physician 
isn’t on the hook fully for additional damages that the policy doesn’t 
cover, Mr. Mayer advised. For example, if the malpractice coverage tops 
out at $1 million and the judgment comes in at $1.25 million, some con-
tracts might shift the entire shortfall to the physician, explicitly or not so 
explicitly. “Such a provision might say that ‘the practice and the doctor 
agree to indemnify and hold each other harmless for any liability caused 
by the other,’” Mr. Mayer said. “It sounds and seems fair, but in practice, 
the malpractice claim will usually follow the physician, not the practice. 
This is something that requires careful review and possibly negotiation.”

Did you find 
this article 
helpful? What 

other topics would you like 
to see covered? Please send 
us an email to let us know 
what you thought at  
resourcecenter@nejm.org.



NEJMCareerCenter.org6

Eyeing Physician Career Boost Via Formal 
Business Education
Getting a business degree can be highly rewarding, but planning and foresight 
are essential

By Bonnie Darves

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Weighing the education options

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

The MMM, a more recent entrant in the business-degree realm, is designed 
specifically for physicians and typically targets those who are at least three 
years out of residency. Physicians who pursue an MMM often end up serving 
as medical directors, department chairs, chief medical officers, or president/ 
vice president of medical affairs. The programs run 12 to 18 months, and 
prerequisites might be required. These programs incorporate online learn-
ing and an onsite residential component several times annually. Common 
courses include organizational management, health economics, health 
policy, health finance, health law, and operations management. 

Maeleine Mira, director of the MMM program at USC’s Marshall School  
of Business, said that a key feature of the MMM curriculum is that it’s  
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designed to teach students how the business cases apply in health care. 
“That’s one of the benefits of the MMM compared to traditional MBA  
programs,” she said. “Every student graduates with an implementable  
capstone, so that they’re ready to go back and institute changes.” USC  
also offers a pre-MMM fellowship option for final-year residents.

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

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

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

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

When choosing a degree program, especially an MBA, physicians should 
be fairly clear about what they want to achieve, Dr. Jurica advises, in part 
because of the financial investment. That might range from under $10,000 
for an online-only program to $100,000 for a big-name university MBA. 
The CPE path is generally less expensive than the traditional MBA or MMM 
program, he added. “It might be worth waiting to start a program, if there’s 
a way to get your employer to help with the costs,” Dr. Jurica said. He also 
advised physicians who aren’t ready to commit to a program to consider 
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taking business courses through the AAPL, specialty organizations, online 
programs, or local education institutions.

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

What to expect

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

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

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

Deborah Vinton, MD, medical director of the emergency department at the 
University of Virginia in Charlottesville, found herself on a crash course 
path when she began the University of Tennessee Physician Executive MBA, 
five years after finishing residency. She started the program just six weeks 
after delivering her third child. Despite the logistical challenges, the tim-
ing was important: she had an opportunity to participate in planning the 
UVA’s new emergency department and needed business credentials to be 
effective.
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“I wanted to be a physician leader at this academic center, and I knew I 
needed this education,” Dr. Vinton said. The school and her cohort were 
“amazingly supportive,” she said, and she was able to bring her infant 
daughter with her for the onsite residency portions. “I was surprised by 
how accommodating everyone was — I didn’t expect that,” she said. 

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

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

Tips for choosing a program and planning the journey

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

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

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

“When you’re looking at programs, be clear about your career and where you want to be 
in five years — and how a particular program or fellowship is going to get you there.” 
— Jamie Eng, MD, MMM

“You must be able to make the commitment before you start a program. You need a game 
plan, the financial resources, and the buy-in from family and colleagues. I ended up de-
voting two full days a week to my studies.” — Pamela Sullivan, MD, MBA

NEJMCareerCenter.org 13

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

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

Did you find 
this article 
helpful? What 

other topics would you like 
to see covered? Please send 
us an email to let us know 
what you thought at  
resourcecenter@nejm.org.
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A 79-year-old woman presents for her annual wellness visit. She reports having 
fallen 9 months ago and again a few weeks ago. She does not remember the details 
of the first fall, but for the second fall, she notes having tripped over uneven pave-
ment while walking outside of her home. Despite some difficulty, she was able to get 
up unassisted and did not seek medical attention; she recalls having taken an over-
the-counter “sleep aid” the night before. She said she has no fear of falling, dizziness, 
or loss of consciousness. Office staff perform a Timed Up and Go test, and it takes 
her 15 seconds to complete the test (≥12 seconds indicates an increased risk of falls). 
How would you evaluate this patient and manage the risk of future falls?

The Clinic a l Problem

Falls, defined as “an unexpected event in which the participants 
come to rest on the ground, floor, or lower level,”1 occur at least once annu-
ally in 29% of community-dwelling adults 65 years or older — a rate of 0.67 

falls per person per year.2 Population-based studies suggest that 10% of older 
adults fall at least twice annually3; patients regularly visiting clinician offices are 
presumed to be more likely to belong to this high-risk group, given the prevalence 
of diseases and impairments that increase the risk of falling. After falling, a quar-
ter of older adults restrict their activity for at least a day or seek medical attention.2 
More serious injuries, such as fractures, joint dislocations, sprains or strains, and 
concussions, occur in approximately 10% of falls.4 Rhabdomyolysis due to muscle 
ischemia can develop in persons who are unable to get up after a fall and are 
“found down” after a long period. After a fall, a fear of falling develops in 21 to 
39% of those who previously had no such fear; persons who fear falling may re-
strict their activity and have a reduced quality of life.5 In aggregate, fall injuries 
lead to 2.8 million emergency department visits and 800,000 hospital stays in the 
United States annually,2 with total health care costs of $49.5 billion.6

Most falls result from a combination of intrinsic risks (e.g., balance impair-
ment) and extrinsic risks (e.g., trip or slip). Given the many contributors to the risk 
of falls,7 focusing on the factors that are the final common pathways to falls and 
are those most commonly evaluated in randomized trials leads to a core set of risk 
factors (Table 1).3,29 Deficits in gait and balance are the most prominent predispos-
ing risk factors at the population level. Medications (including over-the-counter 
drugs), alcohol, visual deficits, impairments in cognition and mood, and environ-
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mental hazards can also contribute. Because some 
syncopal events manifest as unexplained falls, 
cardiovascular disease can also play a role.30

The propensity for fall-related harm depends 
on the risks of both falls and injury on impact. 
Osteoporosis is an important contributing cause 
of fall-related fractures, and the incidence of 
osteoporotic fractures increases progressively 
with age.31 Patients receiving anticoagulation 
therapy are also at increased risk owing to a 
modest absolute increased risk of fall-related 
bleeding.32

S tr ategies a nd E v idence

Evaluation

The guidelines of the American Geriatrics Soci-
ety and the British Geriatrics Society recommend 
annual screening for the risk of falls among 
patients 65 years of age or older,27 because pa-
tients often do not volunteer information about 
a previous fall.33 Screening questions about the 
number of falls in the past year and about 
whether a fear of falling limits daily activities 
can be asked as part of a previsit questionnaire 
or during the intake interview.34 Trained office 
staff can also perform the Timed Up and Go test 
to assess mobility (see the Supplementary Ap-
pendix, available with the full text of this article 
at NEJM.org); times of 12 seconds or longer are 
considered to indicate an increased risk of 
falls.34 Patients who report a history of falls 
should be asked for further information about 
predisposing factors (e.g., medication and alco-
hol use), precipitating factors (e.g., preceding 
symptoms), circumstances of the fall, associated 
loss of consciousness or injuries, and whether 

they sought medical attention. Patients with sus-
pected syncope or cardiac symptoms preceding 
a fall should be referred for cardiac evaluation.

Simple office-based tests of gait, balance, and 
strength are routinely indicated in patients who 
have a positive screening result for a history of 
falls or a fear of falling that limits daily activi-
ties. A history of two falls or more in the past 
year, a visit to an emergency department for a 
fall in the past year, or a fall in the past year 
combined with an overt balance or walking 
problem (e.g., positive Timed Up and Go test) 
are markers of high risk warranting multifacto-
rial intervention (Fig. 1).

Management
Exercise

All patients should be encouraged to exercise, 
if they can. A meta-analysis of 59 randomized 
trials, which included both healthy participants 
and those with chronic conditions who were 
recruited from generalist and specialist outpa-
tient clinics, supports the benefits of fall-preven-
tion exercise in those at average or high risk for 
falls.35 The rate of falls was 23% (95% confi-
dence interval [CI], 17 to 29) lower among the 
participants in the exercise groups than among 
those in the control groups (who received inter-
ventions not thought to reduce falls and who 
had, on average, 0.85 falls per person per year); 
the participants in the exercise groups had 0.20 
fewer falls per person per year.35 More limited 
evidence suggests that exercise may reduce the 
number of falls resulting in fractures (10 trials 
showed a 27% [95% CI, 5 to 44] lower rate with 
exercise than with control interventions) and falls 
resulting in medical attention (5 trials showed a 

Key Clinical Points

Prevention of Falls in Community-Dwelling Older Adults

• Falls are common among community-dwelling older adults and can lead to physical injury, psycho-
logical harm, or both.

• Falls often result from interacting risks that can be reduced or managed.
• Because older adults may not spontaneously mention falls, asking annually about falls in the past year 

is recommended to identify persons at high risk for future falls.
• Community-based and home-based exercise programs focused on balance and strength training are 

effective in reducing the risk of falls among older adults at average or high risk.
• For persons at high risk for falls (e.g., two or more falls in the past year), assessing a standard set of risk 

factors for falls and intervening to address modifiable risk factors reduces the likelihood of subsequent 
falls.

• Treatment of osteoporosis is important to reduce the risk of fall-related fractures.
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Risk Factor
Odds Ratio for Any 

Falls (95% CI)
Prevalence 
Measure

Prevalence in Older 
Adult Cohorts (%)†

Underlying Impairment 
Leading to Falls

Balance impairment8 1.98 (1.60–2.46) Balance problem (modi-
fied Romberg test)17

Point estimate, 58 Sensory impairment (visual, vestibu-
lar, or somatosensory), delayed 
reaction time, or muscle weak-
ness7

Gait problems9 2.06 (1.82–2.33) Gait speed <0.6 m per 
 second19

Point estimate, 35‡ Difficulty in negotiating obstacles or 
ascending or descending stairs7

Visual impairment9 1.35 (1.18–1.54) Functional visual impair-
ment20§

Point estimate, 10 Impairments in depth perception or 
in sensitivity to visual contrasts7

Orthostatic hypotension10¶ 1.50 (1.15–1.97) Orthostatic hypotension18 95% CI of preva-
lence, 17–28

Transient cerebral hypoperfusion 
leading to light-headedness and 
loss of balance or loss of con-
sciousness; may present as falls 
rather than syncope if the patient 
is amnestic after regaining con-
sciousness27

Medication ≥5 Prescription medica-
tions21

Point estimate, 39 Sedation, confusion, orthostatic 
 hypotension, or ataxia11,12,28

Polypharmacy12 1.75 (1.27–2.41)

Antipsychotics11 2.30 (1.24–4.26)

Antidepressants11 1.48 (1.24–1.77)

Benzodiazepines11 1.40 (1.18–1.66)

Loop diuretics13 1.36 (1.17–1.57)

Environment Interaction between functional limi-
tations and home environment,7 
with hazards (e.g., trip hazards  
or poor lighting) acting as a pre-
cipitating cause

Physical disability9 1.56 (1.22–1.99) Difficulty with any ADL22 Range of point esti-
mates, 20–27

Instrumental disability9 1.46 (1.20–1.77) Difficulty with any IADL22 Range of point esti-
mates, 16–18

Home hazards14‖ 1.15 (0.97–1.36) ≥2 Home hazards24 Point estimate, 91

Cognitive impairment15 1.32 (1.18–1.49) Dementia23 Point estimate, 9 Impairments in executive function 
(e.g., planning, reasoning, or  
self-regulation)15

Depressive symptoms16 1.49 (1.24–1.79) Depressive disorders25 95% CI of preva-
lence, 10–26

Decreased mental processing speed, 
psychomotor retardation, or loss 
of confidence leading to avoid-
ance of activity16

*  Data on risk factors were obtained from meta-analyses of observational studies.8-16 The limitations of these data include considerable het-
erogeneity across studies in their definitions of risk factors for falls and evidence of publication bias in some cases. Also, the odds ratio is 
known to overestimate the relative risk when the outcome of interest is common (as in the case of falls). These data are shown to provide  
a general context for the increased risk of falls associated with each risk factor among older adults. ADL denotes activity of daily living (in-
cludes bathing, dressing, eating, transferring, walking, and toileting), and IADL instrumental activity of daily living (includes preparing 
meals, shopping, managing money, and using the telephone).

†  Prevalence reflects point estimates or a range of point estimates from population-based studies involving older adults or the 95% confi-
dence intervals of the prevalence from meta-analyses. Data are shown for cohorts of adults 60 years of age or older,17,18 65 years of age or 
older,19-23 72 years of age or older,24 and 75 years of age or older.25

‡  The prevalence estimate of 35% was derived from Table 1 of the study by Studenski et al.19 (results of the Third National Health and 
Nutrition Examination Survey).

§  Functional visual impairment was defined as difficulty in seeing the words or letters in ordinary newspaper print.20

¶  Orthostatic hypotension was defined as a “sustained reduction in systolic blood pressure of at least 20 mm Hg or diastolic blood pressure 
of at least 10 mm Hg within 3 minutes of standing.”26

‖  Examples of hazards include trip hazards (e.g., throw rugs and loose electrical cords), slippery areas, and poor lighting.

Table 1. Risk Factors for Falls That Are Commonly Evaluated in Randomized Trials of Multifactorial Interventions.*

16 n engl j med 382;8 nejm.org February 20, 2020

Clinical Pr actice

39% [95% CI, 21 to 53] lower rate).35 Most exer-
cise programs lasted at least 12 weeks, and almost 
one third had a duration of at least 1 year.35

Both home-based exercise programs (e.g., the 
Otago Exercise Program [see the Supplementary 
Appendix]) and group-based exercise programs 
have been shown to reduce the rate of falls. The 
most effective programs have been specifically 

designed to reduce the risk of falls and include 
exercises that improve leg strength and chal-
lenge balance with progressively more difficult 
activities.36 There is also some evidence of a 
lower rate of falls with tai chi, with programs 
offering classes one to three times per week for 
13 to 48 weeks (7 trials showed a 19% [95% CI, 
1 to 33] lower rate with tai chi than with control 

Figure 1. Algorithm for Assessment and Management of the Risk of Falls.

Shown is an algorithm designed for use in a general, older adult population. The focus is on the stratification of risk into the following 
three groups: persons at low risk for falls who should exercise for general health (but can participate in fall-prevention exercise if inter-
ested); persons at intermediate risk for falls, for whom it is reasonable to assess gait, balance, and strength in order to match them with 
an appropriate exercise or physical-therapy program, prescribe an assistive device, or both; and persons at high risk for falls who are 
candidates for multifactorial assessment and management, which includes assessment of gait, balance, and strength. Factors that are 
used for risk stratification are informed by inclusion criteria for randomized trials of multifactorial assessment and management,29 pro-
spective studies assessing the prognostic value of screening items,34 and the need for an efficient approach in clinical practice.

Ask about:
No. of falls in the past year
Presence of fear of falling that limits

daily activities

Ambulatory patients ≥65 yr of age

Did the patient have ≥1 fall
in the past year?

Does a fear of falling limit
daily activities?

Obtain history about circum-
stances of falls

Is the history consistent with
syncope?

YesNo

Prescribe exercise for general
health (may include fall-

prevention exercise)

Assess gait, balance, and
strength and prescribe fall-

prevention exercise or
physical therapy, assistive

device, or both, as appropriate

YesNo

Did the patient have ≥2 falls
within the past year?

Did the patient go to the
emergency  department 
for a fall within the past
year?

Does the patient have overt
balance or walking
problems?

Evaluate for syncope

Multifactorial assessment
and management

YesNo

Yes to any

No to all
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Assessment Domain29 Assessment Strategy Potential Interventions Evidence from RCTs for Fall Outcomes

Balance, gait, strength Watch the patient rise from a 
chair, walk, and stand with 
feet in side-by-side, semi-
tandem, and full-tandem 
positions.

Group exercise in the communi-
ty; home-based exercise pro-
gram; outpatient physical 
therapy; home-based physi-
cal therapy; assistive device†

Systematic reviews of large numbers of RCTs 
strongly favor exercise (high certainty of 
 evidence).36

Vision Check for eye examination in 
the past 1 to 2 years, reports 
of new visual problems, and 
use of multifocal lenses 
(among those who regularly 
spend time outdoors).

Cataract surgery if indicated; 
prescription of single-lens 
distance glasses for outdoor 
use (only among people 
who regularly take part in 
outdoor activities)

One RCT (positive) exists for first-eye cataract 
surgery.37 An RCT of single-lens distance 
glasses for outdoor use among current 
multifocal lens wearers showed no signifi-
cant reduction in the rate of falls overall, 
but prespecified subgroup analyses 
showed a significantly lower rate of falls 
among those who regularly took part in 
outdoor activities (others had an increase 
in the rate of falls).38

Orthostatic hypotension Assess orthostatic vital signs; 
proceed to medication re-
view if vital signs are indi-
cative of orthostatic hypo-
tension.

Pharmacologic treatment (in 
 severe cases)

Data from adequately powered RCTs showing 
benefits of pharmacologic treatment are 
lacking.

Medication Review medications (assess for 
medicines without an indi-
cation; weigh risks and ben-
efits of central nervous sys-
tem–active medications).

Medication dose reduction or 
discontinuation

One RCT of psychotropic medication with-
drawal showed a lower rate of falls in the 
medication-withdrawal group.39 However, 
47% of patients assigned to the medica-
tion-withdrawal group opted to resume 
their psychotropic medication 1 month 
 after the conclusion of the trial (i.e., after 
the falls had been assessed).

Environment (e.g., home 
hazards or personal 
needs)

Assess basic and instrumental 
activities of daily living; 
 perform a home-safety 
 evaluation.

Home modification; adaptive 
equipment

RCTs have yielded inconsistent findings.40  
The evidence base for fall reduction in 
RCTs of home-safety assessment and 
 modification and provision of adaptive 
equipment is strongest for high-intensity 
interventions and interventions targeted  
to high-risk groups.40

Cognition and psycholog-
ical health

Use cognitive and depression 
screening tools (e.g., Mini-
Cog and Patient Health 
Questionnaire-9).

If depression or dementia is 
identified, nonpharmacolog-
ic treatment is preferred 
with respect to fall risk; for 
dementia, ensure adequate 
supervision of the patient 
during daily activities

A systematic review of placebo-controlled 
RCTs of cholinesterase inhibitors and me-
mantine showed no decrease in the num-
ber of falls and an increased risk of synco-
pe in the group receiving cholinesterase in-
hibitors.41 One placebo-controlled RCT of 
duloxetine for depression showed an in-
creased risk of falling in the duloxetine 
group.42 One RCT of a cognitive behavioral 
group intervention to reduce fear of falling 
showed no change in the rate of falls but 
showed fewer people with multiple falls.43

*  RCT denotes randomized, controlled trial.
†  Group exercise in the community requires physical ability to travel outside of home and access to transportation. Also, most programs re-

quire people to stand independently and engage in at least 30 minutes of activity. A home-based exercise program can be an effective op-
tion if adequate training and progression are provided to ensure a safe and effective exercise dose (i.e., frequency, intensity, and duration  
of exercise). Outpatient physical therapy is an option for persons with moderate-to-severe deficits in gait, balance, or strength or other symp-
toms. (Additional details are provided in the algorithm in the Supplementary Appendix.) Home-based physical therapy must meet the defi-
nition for “home-bound” by the Centers for Medicare and Medicaid Services to be reimbursed through Medicare (i.e., “You need the help  
of another person or medical equipment such as crutches, a walker, or a wheelchair to leave your home, or your doctor believes that your 
health or illness could get worse if you leave your home”).

Table 2. Common Domains of Multifactorial Assessment and Management.*
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interventions).35 Walking is often included in 
exercise programs but on its own has not been 
shown to prevent falls.36 Persons with clinically 
significant balance impairments should avoid 
exercise programs that focus exclusively on brisk 
walking. Long-term adherence to exercise is dif-
ficult for most people, so patients should select 
an exercise option that they enjoy and can easily 
access and incorporate into their daily lives. Vari-
ous fall-prevention exercise options that clini-
cians can offer to patients are noted in Table 2, 
and home exercises are shown in Figure 2. 
(Links to exercises and handouts are provided in 
the Supplementary Appendix.) Data are lacking 
to guide the clinician on which patients need 
further medical evaluation before initiating a 
fall-prevention exercise program. When in doubt, 
assessing gait, balance, and strength can help 
determine whether and in what type of program 
patients can safely exercise (e.g., in a community-
based or unsupervised home-based exercise pro-
gram or under the management of a physical 
therapist).36 An algorithm to guide the selection 
of an exercise program is provided in the Supple-
mentary Appendix.

Multifactorial Assessment and Management
Assessment of a standard set of risk factors for 
falls, with interventions based on the risks iden-
tified, is recommended in high-risk patients.27 
In a meta-analysis of 19 trials, the rate of falls 
was lower with multifactorial assessment and 
management than with usual care or an inter-
vention not thought to reduce falls (1.8 vs. 2.3 
falls per person per year), representing a 23% 
(95% CI, 13 to 33) lower rate of falls.44 No sig-
nificant between-group differences in favor of 
multifactorial assessment and management were 
observed in the risk of falls requiring medical 
attention or hospitalization or in the risk of fall-
related fractures, but the statistical power was 
limited for evaluating these outcomes; with re-
spect to fall-related fractures (9 trials), the rela-
tive risk was 27% lower (95% CI, −1 to 47) with 
multifactorial assessment and management than 
with usual care or an intervention not thought to 
reduce falls.44 Studies of multifactorial assess-
ment and management have assessed a number 
of different risk factors and provided different 
interventions.44 Here, we focus on the most com-
monly assessed risk factors.29 In Table 2, we re-

view these risk factors and data from random-
ized, controlled trials to provide information on 
the effects of various interventions.

Because the performance of multifactorial 
assessment and management is time-intensive, a 
modular approach that spreads the assessment 
over multiple office visits can be helpful. The 
order of the evaluation should be informed by 
concerns raised by the patient or caregivers or 
identified through the medical history or physi-
cal examination. Some information may be avail-
able in the medical record (e.g., a recent eye ex-
amination). Resources related to the evaluations 
described below are provided in the Supplemen-
tary Appendix.

Gait, Balance, and Strength
Assessment of gait, balance, and strength is an 
important early step in the evaluation, because 

Figure 2. Home-Based Exercises for Leg Strengthening and Balance.

Panel A shows a home-based leg-strengthening exercise based on the 
 Go4Life program developed by the National Institute on Aging. Patients can 
use their arms to assist with standing, if needed, and progress to standing 
with arms outstretched as illustrated for two sets of 10 to 15 repetitions. 
Panel B shows a home-based exercise to improve balance based on the 
 Go4Life program. Patients should stand on one foot behind a sturdy chair, 
holding on to the chair for balance, and attempt to hold the position for up 
to 10 seconds. The exercise is repeated 10 to 15 times for each leg. Specific 
instructions for patients and links to additional exercises are available in 
the Supplementary Appendix.

A

B
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this information can be used to match a patient 
with an exercise program, including physical 
therapy if needed. The assessment, which gener-
ally takes 5 minutes,45 includes watching the pa-
tient walk to assess gait speed and any obvious 
gait abnormalities; testing balance by asking the 
patient to stand with feet in side-by-side, semi-
tandem, and full-tandem positions; and watch-
ing the patient rise from a chair of normal 
height without using the hands to push off. On 
the basis of clinical experience, a visibly slow 
gait speed (e.g., <0.6 m per second)46 or any 
discernible gait abnormalities, difficulties hold-
ing side-by-side or semi-tandem stances for 10 
seconds, preexisting use of an assistive device, 
or inability to rise from a chair may indicate the 
need for either home-based physical therapy or 
outpatient physical therapy. Prescriptions for phys-
ical therapy should specify any gait, balance, or 
strength deficits noted during this part of the 
examination. Patients may also benefit from 
physical therapy if they have substantial musculo-
skeletal pain, neurologic or vestibular symp-
toms, or cognitive impairment that would limit 
participation in standard exercise programs. Pa-
tients without appreciable deficits are potentially 
appropriate for a community-based or home-
based exercise program focused on fall preven-
tion. Patients with balance deficits who do not 
have an assistive device should be encouraged to 
use a cane, wheeled walker, or both, which can be 
kept in the clinic for demonstration purposes.

Medication Review
All prescribed and over-the-counter drugs should 
be reviewed, with a focus on tapering or discon-
tinuing medications without a compelling indi-
cation or for which the potential harm is greater 
than the benefit.28 Particular attention should be 
paid to medications that may cause sedation, 
confusion, or orthostatic hypotension (e.g., anti-
depressants, antipsychotics, benzodiazepine-
receptor agonists, antiepileptic drugs, opioids, 
and antihypertensive agents)11,13,28 and medica-
tions that may interact with alcohol use. Re-
sources are available to support clinicians in 
stopping or reducing the dose of medications 
that increase the risk of falls and to help pa-
tients in the tapering of such drugs. For patients 
who are tapering their use of insomnia medica-
tions, nonpharmacologic strategies (e.g., cognitive 
behavioral therapy and guidance on sleep hy-
giene) are available.

Functional Status and Home Safety
This assessment starts with identifying patients’ 
limitations in basic and instrumental activities 
of daily living; patients with limitations can be 
queried about whether they have the necessary 
adaptive equipment (e.g., a shower chair for bath-
ing) or someone to assist them. For patients 
with difficulties in basic activities of daily living, 
a home-safety evaluation ordered through a home-
health agency is appropriate among those who 
are eligible. Although Medicare does not cur-
rently cover the cost of home modifications 
identified through a home-safety evaluation, for 
patients with limited means, community agen-
cies and some municipalities may provide assis-
tance with home modifications at little or no 
cost.47 Medicare covers a part of the costs for 
some adaptive equipment (i.e., durable medical 
equipment prescribed by a physician). Most devel-
oped countries provide some support for home 
modifications and adaptive equipment for older 
people with limited means through a variety of 
funding approaches, including health care sys-
tems, charitable organizations, and tax refunds.

Vision
Eye examinations are recommended every 1 to 
2 years for adults 65 years of age or older. Re-
garding patients who have not had a recent eye 
examination or who report new visual problems, 
distance vision can be tested in the office, and 
prompt referral can be made in the case of 
newly identified deficits in visual acuity. Patients 
with balance deficits who wear multifocal lenses 
and regularly go outdoors may also benefit from 
a referral for single-lens distance glasses to use 
when outdoors.38 For patients with a corrected 
visual acuity worse than 20/80 in the better eye, 
a home assessment by an occupational therapist 
is recommended on the basis of a lower rate of 
falls observed among such patients who received 
a home-safety program than among those who 
did not; a lower rate of falls was not observed 
among those who received an exercise program.48

Cognition and Mood
Brief instruments, such as the Mini-Cog49 and 
the Patient Health Questionnaire-9,50 are helpful 
screening tools to assess cognitive impairment 
and depressive symptoms, respectively. Both of 
these conditions are associated with an increased 
risk of falls, independent of the medications 
prescribed for them (Table 1). Patients who meet 
the criteria for dementia or depression can be 
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evaluated for reversible causes (e.g., hypothyroid-
ism). Because antidepressants are associated with 
an increased risk of falls11 and cholinesterase 
inhibitors with an increased risk of syncope,41 
nonpharmacologic treatments should be offered 
first; pharmacologic treatment should be pre-
scribed only after weighing the benefit of treat-
ment against the potential side effects, including 
fall risk.

Orthostatic Hypotension
Orthostatic hypotension is defined as a sus-
tained fall in systolic blood pressure of at least 
20 mm Hg or diastolic blood pressure of at least 
10 mm Hg within 3 minutes of standing.26 Pa-
tients who have a drop in blood pressure imme-
diately on standing that normalizes by 3 minutes 
can be educated about rising slowly and not 
ambulating immediately after standing. In pa-
tients with confirmed orthostatic hypotension, 
potentially causative medications (e.g., those with 
anticholinergic side effects) that are not neces-
sary should be discontinued, and adequate hy-
dration should be encouraged. Patients with re-
fractory symptoms or profound drops in blood 
pressure on standing (i.e., from supine hyper-
tension to standing hypotension) should be 
evaluated (or referred for evaluation) for neuro-
genic causes and for potential pharmacologic 
treatment.

Other Strategies
Features of multifactorial assessment in some 
randomized trials have included assessment for 
cardiovascular causes (e.g., carotid sinus hyper-
sensitivity or arrhythmia), footwear or foot prob-
lems, hearing, musculoskeletal pain, neurologic 
findings (e.g., parkinsonism or peripheral neu-
ropathy), urinary incontinence, and vestibular 
disorders.29 These areas should be pursued as 
dictated by the circumstances of the patient’s 
falls that were identified during the initial evalu-
ation.

Vitamin D
Although previous studies showed that the risk 
of falls was lower with vitamin D supplementa-
tion than with control interventions, a recent 
systematic review of randomized trials of vita-
min D (or analogues) to reduce the risk of falls 
among community-dwelling older adults who 
had no other indications for vitamin D supple-
mentation did not support a benefit, with five 
trials showing no difference in the risk of falls, 

one trial showing a decrease in the risk of falls, 
and one trial showing an increase in the risk of 
falls.29 Thus, prescribing vitamin D expressly to 
prevent falls is not recommended.51

Injury Prevention
Injury prevention should focus on assessing and 
managing a patient’s risk of fractures. Patients 
with previous vertebral or hip fracture after 
minimal trauma should be offered pharmaco-
logic treatment for osteoporosis, and women 65 
years of age or older (or with other major risk fac-
tors for osteoporosis) without a previous verte-
bral or hip fracture should undergo testing of bone 
mineral density.52 Hip protectors are not recom-
mended for community-dwelling older adults, 
since a meta-analysis showed no difference in 
the risk of hip fractures in this population.53

A r e a s of Uncerta in t y

The effectiveness of multifactorial evaluation 
and management for reducing the risk of seri-
ous fall injuries has not been established; two 
large multicenter, pragmatic trials addressing 
this are under way (ClinicalTrials.gov number, 
NCT02475850, and Current Controlled Trials 
number, ISRCTN71002650).54,55 Most trials of fall-
reduction strategies have excluded cognitively 
impaired persons35,44; a meta-analysis of three 
trials involving patients with cognitive impair-
ment supports the benefit of exercise,36 but more 
data are needed in this population.

Guidelines

Guidelines for the evaluation and management 
of the risk of falls have been published by the 
U.S. Preventive Services Task Force51 and by the 
American Geriatrics Society and British Geriat-
rics Society.27 The current recommendations are 
largely concordant with these guidelines.

Conclusions a nd 
R ecommendations

The 79-year-old woman described in the vignette 
is at high risk for future falls, given that she had 
two falls in the past year and had a positive 
Timed Up and Go test. She should be observed 
getting up from a chair without using her hands 
and then walking, and her balance should be 
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evaluated by asking her to stand with her feet in 
side-by-side, semi-tandem, and full-tandem posi-
tions. If there are no major deficits, she can be 
referred to a community-based exercise program 
and prescribed a cane for outdoor walking. 
Medications for insomnia should be discouraged 
in favor of nonpharmacologic strategies. We 
would review other medications, confirm that 
she is independent in her basic and instrumental 
activities of daily living, refer her for an eye 
examination if she has not had one in the past 
1 to 2 years, and review test results of bone 
mineral density (or refer her for testing if none 
were available). Reviews of orthostatic vital 

signs, cognition, and mood are also warranted, 
either at the current visit or the next. The patient 
should understand that falls are not an inevita-
ble part of aging and that the risk of falls can be 
markedly reduced if she addresses identified risk 
factors.
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ing clinical experts, faculty, and change agents to 
meet one of America’s greatest health needs. Find 
fel low ships at American College of Ac a dem ic Ad-
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20 years by the US News and World Report. We are 
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dates, please e-mail CV to: melmomd@aol.com
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tral Valley, Cal i for nia. 90 min utes away from the 
Bay Area and Sacramento. Please send CV to: lisa 
.rhodeman@modestokidney.com
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OBSTETRICIAN AND GY NE COL O GIST, VAL-
HALLA, NY — Customary duties of Obstetrician 
and Gy ne col o gist including pa tient care, on-call 
ser vice, regular hos pi tal rounds, and related pro-
fes sion al duties. Reqs: Med i cal Degree, four years 
obstetrics and gy ne col o gy residency, NYS med i cal 
license. Send resume to West ches ter Med i cal Cen-
ter Ad vanced Phy si cian Ser vic es, PC, at: Emily 
.Mehedin@WMChealth.org

Rheumatology
RHEU MA TOL O GIST PHY SI CIAN TO JOIN A 
LARGE MUL TI SPE CIAL TY GROUP IN NORTH-
ERN NEW JERSEY — Excellent sal a ry and bene-
fits package. Please e-mail CV to: terri.urgo@
heartandvascularnj.com

Work Is Medicine — Strategies for 
Improving Functional Outcomes

8-MODULE SERIES

COURSE OVERVIEW

Most physicians caring for adults are asked at some point to make decisions about the work status of their patients. But few 
are taught much about this topic in medical training, including the health impact of these decisions. This new, engaging 
online case-based course will teach you the importance of including work recommendations in your patient-centered 
treatment plan. It will also equip you with the tools for discussing these decisions with patients. Using guided, simulated 
conversations, you will have a chance to practice talking with patients about their work issues. There are eight modules in 
this course, each takes 15 to 30 minutes to complete, offering up to 3.5 CME credits. The modules can be taken in any order.

This course is offered by the Massachusetts Medical Society and endorsed by the New England College of Occupational and Environmental Medicine.

Accreditation Statement  
The Massachusetts Medical Society is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to 
provide continuing medical education for physicians. 

AMA Credit Designation Statement  
The Massachusetts Medical Society designates this internet enduring material for a maximum of 3.5 AMA PRA Category 1 Credits™. 
Physicians should claim only the credit commensurate with the extent of their participation in the activity.

This activity meets the criteria for the Massachusetts Board of Registration in Medicine for risk management study.

To register:  
massmed.org/

workismedicine

Advertise in  
the next  

Career Guide.
For more information,  

contact:
(800) 635-6991 

ads@nejmcareercenter.org

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 $9.50 per word per insertion. A 2- to 
4-time frequency discount rate of $6.90 per 
word per insertion is available. A 5-time 
frequency discount rate of $6.70 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 $110.00 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 $9.50 per 
word, it equals $551.00. Because a reply box 
was requested, there is an additional charge 
of $75.00 for each insertion. The price is then 

$626.00 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 $110.00 per issue per advertisement 
and $180.00 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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New Lymphoma Director

The Division of Hematology/Oncology in the Department 
of Medicine and the Herbert Irving Comprehensive Cancer 
Center has embarked on an exciting expansion of its cancer 
programs. As part of this expansion, the division seeks a 
senior faculty member to be the clinical Director of the 
Lymphoid Malignancy Program. 

The successful candidate will enter a dynamic academic, 
research and clinical environment with many opportunities  
to collaborate with scientists across a diverse range of 
disciplines. We are seeking applicants who share our 
goals to advance an understanding of the biological basis 
of cancer, and to translate findings to the clinic, through 
the development and utilization of molecular, genomic, 
immunologic computational, and/or other innovative  
laboratory approaches with direct relevance to the etiology, 
prevention, detection, pathogenesis, and/or treatment of  
Lymphoma. Candidates should be board certified in  
internal medicine and hematology and/or medical oncology 
and must be eligible to practice in the State of New York. 
Candidate must have an established track record of clinical 
investigation in lymphoid malignancies.

Please submit all application materials  
including curriculum vitae to:  

http://pa334.peopleadmin.com/hr/postings/5538

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

We are currently recruiting for the following departments and positions:

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

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

✦  Psychiatry
– Adult Inpatient & Outpatient
– Psychiatry Access Services
– Primary Care Behavioral 
  Health Integration
– Outpatient Child/Adolescent
– Child Integration
– Geriatric Psychiatry
– Medical Director, Inpatient  
 Psychiatry

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

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

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

✦  Physician Assistant
– Co-Chief, Primary Care
– Primary Care

✦  Department Chief, Surgery

✦  Department Chief, Oral Health 
 & Dentistry

✦  Division Chief, Otolaryngology

✦  Chief Medical Officer

✦  General Otolaryngologist

✦  Urologist

✦  Vascular Surgeon

✦  Medical Director, Pain Management  
 Program

✦  Breast Surgeon

✦  Plastic Surgeon

✦  Optometrist

✦  Dermatologist

✦  Hospitalist/Nocturnist

✦  Sleep Medicine 

✦  Pulmonary/Critical Care

✦  Pathologist

✦  Orthopaedic Surgeon

✦  Gastroenterologist

Director
Programme in Cardiovascular and Metabolic Disorders

Duke-NUS Medical School (Duke-NUS), Singapore’s only graduate-entry medical 
school, was established as a landmark collaboration between two world-ranking 
institutions of higher education – Duke University and National University of 
Singapore. Duke-NUS provides innovative education and impactful research to 
enhance the practice of medicine in Singapore and beyond. Through its strategic 
partnership with Singapore Health Services (SingHealth) which includes the 
National Heart Centre Singapore (NHCS), the School is able to leverage its joint 
capabilities and infrastructure to develop outstanding clinical education 
programmes and cutting-edge research collaborations that translate funda-
mental science into better health. Duke-NUS and its partners have created an 
academically-based Programme in Cardiovascular and Metabolic Disorders 
(CVMD) designed to serve as a national and international resource of excellence 
in heart disease and diabetes in particular. The mission of the Programme faculty 
is to conduct high-level basic and applied research, and to train graduate  
students, postdoctoral fellows and clinician-scientists in the disciplines relevant 
to cardiovascular and metabolic disorders. Duke-NUS and its partners provide 
state-of-the-art research facilities, including metabolic phenotyping and  
advanced preclinical and clinical imaging capabilities.

We are seeking an individual with exceptional scientific credentials and leader-
ship skills to head the CVMD Programme. The Programme Director will provide 
leadership, including engagement with the broader biomedical community in 
Singapore and with Duke University; strategic hiring and programme develop-
ment; medical school and graduate education; faculty mentoring; budgetary 
and space planning. The School will provide the new Programme Director with 
the resources to support the highest level of research. Appropriate candidates 
could also be considered for a joint appointment in the research leadership 
team of NHCS.

Interested candidates should send a CV and the names of three references to: 
Chair, Search Committee on Cardiovascular and Metabolic Disorders, Duke-NUS 
Medical School, Singapore by email to: hr@duke-nus.edu.sg  

Applications will be accepted until the position is filled. We anticipate beginning 
to interviewing candidates in May 2020. 

More information on the Programme can be found at www.duke-nus.edu.sg.  

FIND JOBS | POST YOUR CV | APPLY TODAY

CIVILIANMEDICALJOBS.COM

THE WORK-LIFE

THE BENEFITS YOU NEED.
BALANCE YOU DESERVE,

The Defense Health Agency offers you the oppor tunity to practice 
at locations across the U.S. and around the world, but most 
impor tantly, it gives you the work-life balance you have always 
wanted with the benefits you deserve.

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

Department of Defense is an 
equal opportunity employer.

There are a lot of reasons you became a physician, but none of them 
included inflexible work schedules and dealing with insurance 
companies, which limit your ability to do what you really want: care 
for patients and have a life outside the practice.

• Competitive Salary

• Generous Paid Time Off

• Recruitment Bonuses

• Flexible Schedules

• Job Security

• Suppor tive Work

Environment

• Worldwide Locations
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Dedham Medical Associates, Granite Medical Group, 
Harvard Vanguard Medical Associates,

PMG Physician Associates and VNA Care Network & Hospice

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

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

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

We have openings in the following specialties:

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

E-mail: Brenda_Reed@atriushealth.orgBrenda_Reed@atriushealth.org

Leadership
• Associate Chief of Geriatrics/ECF
• Chief of Hematology Oncology
• Chief of Urgent Care – Plymouth
• Medical Director of Innovation
• Medical Director - Primary Care/ 
 Chelmsford
• Medical Director-Primary Care/Quincy

Clinical Staff
• Adult and Child Psychiatry
• Adult & Pediatric Weekend Urgent Care   
 Moonlighting Opportunities
• Allergy
• Extended Care Facility
• Hospitalist – Mt. Auburn
• Non Invasive Cardiology
• OB/GYN
• Outpatient Primary Care - Internal  
 Medicine and Family Medicine
• Weekend Urgent Care – Braintree

Timely

Targeted

Trusted

Locum Tenens Jobs 
at NEJM CareerCenter

Find your next locum tenens 
assignment today! 

Visit NEJMCareerCenter.org.

PHYSICIAN (Multiple Positions)

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

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

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

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

LOCATION: Silver Spring, MD

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

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

DEPARTMENT OF HEALTH AND HUMAN SERVICES IS AN EQUAL OPPORTUNITY EMPLOYER WITH A SMOKE FREE ENVIRONMENT
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FIND YOUR 
CAREER  
BALANCE IN  
CALIFORNIA

PSYCHIATRISTS

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

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

INPATIENT · OUTPATIENT

California Correctional Health Care Services is seeking proactive, 
knowledgeable psychiatrists to join our multidisciplinary teams.  Within the 
California Department of Corrections and Rehabilitation’s facilities, you will find 
like-minded professionals well-versed in the intricate psychiatric and medical 
interplay necessary to treat our diverse patient population.  Here, you will see  
and develop treatment plans for cases you won’t encounter in any other practice.  
And with the support of our dedicated medical assistants, you’ll be able to devote 
your time to practicing and honing advanced psychopharmacological skills.  
Plus, with locations throughout California, you’re sure to find your perfect fit. 

In return for your efforts, we offer:
• 40-hour workweek with flexible schedules, including 4/10s
• Generous paid time off and holiday schedule
• 401(k) and 457 plans (tax defer up to $39,000 - $52,000 per year)
• State of California retirement that vests in five years
• $10,000 Thank You Bonus to professionals newly hired with the State of California 
• Relocation assistance available to professionals newly hired with the  

State of California
• Paid insurance, license, and DEA renewal
• Visa sponsorship opportunities

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

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

Where Quality of Life and Quality of Care Come Together

Berkshire Health Systems
Physician Opportunities

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

• Cardiology  • Child/Adolescent Psychiatry  • CRNA  •  Endocrinology  • Gastroenterology   

• Hematology/Oncology  • Neurology  • OB/GYN  • Primary Care  • Pulmonologist  • Urology 

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

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

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

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

Physician Recruitment
Berkshire Health Systems

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

Apply online at: www.berkshirehealthsystems.org
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The Department of Nephrology and Hypertension in the Glickman Urologic 
and Kidney Institute (GUKI) at Cleveland Clinic is seeking an experienced 
general Nephrologist to join our regional practice. The practice involves out

patient clinic Family Health Centers, hospital rounding at Cleveland Clinic hospitals and rounding at multiple dialysis units.

Preference given to candidate with community nephrology practice experience. The candidate should bring skills in practice 
development and leadership to build upon existing talent and infrastructure and to create a ‘best in class’ program. 
Home dialysis interest is a plus. Salary and Faculty appointment at the Cleveland Clinic Lerner College of Medicine of 
Case Western Reserve University will be commensurate with experience.

The Nephrology and Hypertension Department at Cleveland Clinic is committed to achieving excellence as healthcare 
evolves through healing, teaching, and respect for the individual. We offer unparalleled resources and opportunities for 
both professional satisfaction and career advancement and emphasize equity in work – life balance.

Cleveland Clinic has been delivering innovative healthcare since 1921. In over 90 years we have done some remarkable 
things including the world’s first coronary artery bypass in the 1950s to assisting in America’s first facial transplant. 
Our department staff have been innovators in patient care and research in hypertension, CKD, dialysis, and kidney trans
plantation for 50+ years. 

About the Department of Nephrology and Hypertension: 
The Department has 27 physicians, 13 Advanced Practice Providers and 8 Fellows treating patients in all subspecialties 
at over 20 locations in Northeast Ohio. In 2019, we are on track to complete more than 25,000 office visits and over 26,000 
dialysis treatments. Patients came to us from every state in the United States and more than 82 countries.
Please apply: http://jobs.clevelandclinic.org/physicians.htmlhttp://jobs.clevelandclinic.org/physicians.html

The same vitality that charges Cleveland Clinic extends to almost every aspect of life in Greater Cleveland. The melt-
ing-pot culture that has helped establish Cleveland as a vibrant and versatile metropolitan area adds a unique flair to 
the lifestyle here. The Cleveland area is a very comfortable and affordable place to live with a variety of available 
activities, excellent school systems, world renowned orchestra, theater district and entertainment, and a great place to 
raise a family.

Equal Employment/Affirmative Action Employer – Min/Fem/Disability/Vet/Smoke Drug Free Environment

wat8076.indd   1wat8076.indd   1 12/30/19   8:11 AM12/30/19   8:11 AM

montanachildrens.org

WORK & PLAY IN NORTHWEST MONTANA

Seeking 
Pediatric Endocrinologist

& Pediatric Neurologist

Just a stone’s throw from Glacier National Park, Kalispell, Montana offers an active, outdoor lifestyle 
with amazing scenery and adventure. Kalispell Regional Healthcare is proud to open Montana 

Children’s, a pediatric facility hosting the largest group of pediatric specialists in the state. Learn more 
about physician employment opportunities at krh.org/joinourteam. 

• Seeking one energetic BC/BE pediatric
neurologist and one pediatric endocrinologist
committed to clinical excellence

• Full complement of pediatric sub-specialty
support

• Newly constructed 190,000 SQFT pediatric
facility, Montana Children’s with more than 40
pediatric specialists

• Competitive compensation and benefit
package

KALISPELL REGIONAL HEALTHCARE

To learn more about this opportunity please contact: 

Jared Wilson, Physician Recruiter  ·  (406) 751-5318  ·  jwilson@krmc.org
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You’re a person, not just a medical license
Most staffing agencies stop at what you are. We start with who you are. 
Because you can’t find someone the perfect career move unless you take the 
time to get to know who that person is.

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

comphealth.com  |  844.217.9193



*Doctors at these institutions receive
 additional 15% pay.

•
•
•
•
•
•
•
•

California Correctional Center – Susanville
Chuckawalla Valley State Prison – Blythe
North Kern State Prison – Delano*
Pelican Bay State Prison – Crescent City
Salinas Valley State Prison – Soledad*
Sierra Conservation Center – Jamestown
Substance Abuse Treatment Facility – Corcoran*
Valley State Prison – Chowchilla

Join Doctors Just Like You In  
One of the Following Locations.

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

40-hour workweek
State of California retirement that vests in five years
Relocation assistance for those new to State of CA service 
Robust 401(k) and 457 retirement plans – tax defer up to 
$39,000 - $52,000 per year

•
•
•
•

We Also Offer a Competitive 
Compensation Package, Including:

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

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

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

PHYSICIANS IM/FP
$268,080 – $281,496
(Lifetime Board Certified)

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

PHYSICIANS IM/FP
$292,080 – $306,696
(Pre-Board Certified)

PHYSICIANS IM/FP
$308,292 – $323,712
(Lifetime Board Certified)

*

*

*

866.951.2926
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Director 

Programme in Emerging Infectious Diseases 
 

Duke-NUS Medical School (Duke-NUS), Singapore’s only graduate-entry 
medical school was established as a landmark collaboration between two world-
ranking institutions of higher education – Duke University and National 
University of Singapore. Duke-NUS provides innovative education and 
impactful research to enhance the practice of medicine in Singapore and beyond. 
Through its strategic partnership with Singapore Health Services (SingHealth) 
which includes Singapore General Hospital, the School is able to leverage its 
joint capabilities and infrastructure to develop outstanding clinical education 
programmes and cutting edge research collaborations that translate fundamental 
science into better health. Duke-NUS and its partners have created an 
academically-based Programme in Emerging Infectious Diseases (EID) 
designed to serve as a national and international resource of excellence in 
emerging infectious diseases.  The mission of the Programme faculty is to 
conduct high-level basic and applied research, and to train graduate students, 
postdoctoral fellows and clinician-scientists in the disciplines relevant to 
emerging infectious diseases.  Duke-NUS and its partners provide state-of-the-
art research facilities, including a standalone ABSL3 unit. 
 

We are seeking an individual with exceptional scientific credentials and 
leadership skills to head the EID Programme. The Programme Director will 
provide leadership, including engagement with the broader biomedical 
community in Singapore and with Duke University; strategic hiring and 
programme development; medical school and graduate education; faculty 
mentoring; budgetary and space planning. The School will provide the new 
Programme Director with the resources to support the highest level of research. 
 

Interested candidates should send a CV and the names of three references to: 
Chair, Search Committee on Emerging Infectious Diseases, Duke-NUS 
Medical School, Singapore by email to: hr@duke-nus.edu.sg   
 
Applications will be accepted until the position is filled. We anticipate to 
begin interviewing candidates in early April 2020.  
 
More information on the Programme can be found at www.duke-
nus.edu.sg.   

Academic Primary Care Physicians  
Internal Medicine & Family Medicine

ColumbiaDoctors

ColumbiaDoctors, in partnership with NewYork-
Presbyterian Hospital, are joining forces to bring an 
innovative, patient-centered primary care model to 
communities in Manhattan and Westchester County, 
New York. The vision of Columbia Primary Care is to 
elevate the human experience for our patients, faculty, 
and staff through consistent acts of kindness, the delivery 
of exceptional medical care, and the promotion of 
physical and mental well-being.

We are looking for Academic General Internists and 
Family Medicine Physicians that are committed to 
making that vision a reality as an active and valued 
member of the primary care expansion. These new state-
of-the art practices are visible, attractive and easy-to-
access for patients.

ColumbiaDoctors offers an academic appointment at 
rank commensurate with qualifications, a competitive 
salary and comprehensive benefits package.

Interested candidates should forward CV to: Delia 
Saraceno, Physician Recruiter, NewYork-Presbyterian, 
Des9189@nyp.org

NewYork-Presbyterian and Columbia University Medical Center are equal 
opportunity employers dedicated to diversity.

Better Health, Brighter Future

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

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

Empowering Our People to Shine

N
E

JM
C

ar
ee

rC
en

te
r.

o
rg

SEARCH AND APPLY FOR  
JOBS FROM YOUR iPHONE.

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

• Receive notification of new jobs that match 
your search criteria

• Save jobs with the touch of a button

• Email or tweet jobs to your network

• Apply for jobs directly from your phone!

NEJMCareerCenter.org

Download or 
update the 

FREE app and 
start your 

search today!

Enjoy a rewarding practice and join a hospital-employed 
group representing a wide range of specialties. San Juan 
Regional Medical Center is a non-profit, community  
governed facility serving the Four Corners area of  
New Mexico, Arizona, Colorado and Utah. 

Farmington offers a temperate, four season climate with 
abundant outdoor recreational activities and easy access 
to National Parks, monuments, and other historic and 
cultural sites. 

Contact Terri Smith at 888.282.6591 or 505.609.6011 
tsmith@sjrmc.net | sanjuanregional.com | sjrmcdocs.com

Physician Opportunities
•  Cardiology EP
•  Cardiology  
   Non-Interventional
•  Endocrinology
•  Family Medicine
•  Gastroenterology

•  Hospitalist
•  Internal Medicine
•  Neurology
•  Pediatrics
•  Pediatrics Hospitalist
•  Psychiatry 

Advanced Practice Opportunities
•  Certified Registered Nurse Anesthetist
•  Psychiatry / Behavioral Health (PMHNP)  
•  Gastroenterology NP/PA

Case Studies in Social Medicine:

SEEING PATIENTS  
THROUGH A  
SOCIAL LENS
Health care – grounded in biomedical science – often improves  
when providers understand the social, economic, and structural  
issues that affect patients and influence care delivery. 

Case Studies in Social Medicine, a monthly Perspective series  
from the New England Journal of Medicine, explores social medicine  
concepts and their clinical implications, translating them for use in  
clinical practice, medical education, and health system planning. 

Discover new articles each month at:  
www.NEJM.org/case-studies-in-social-medicine
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Where work and life  
balance.

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

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

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

No jobs here.

Just unbiased resources and answers

for questions about locum tenens.

N
E

JM
C

ar
ee

rC
en

te
r.

o
rg

US_Army
US Army Corps
Ad #  ARMCOR_P5167_Patient_Care_A
Project #  P00005167    WO#  54
Studio PO#  27981
Print_Magazine, "For Some Elite Soldiers, Patient Care is the Front Line", Full Page, 
4/C Bleed

Team
C. Nieto, M Holzman, M. Austin, J. Smith

Destination(s)
American Journal of Medicine, New England Journal of Medicine

Mechanical Size 

Scale  1" = 1"

Final Output  100%

Bleed  8.375" w x 11.125" h
Trim  7.875" w x 10.5" h
Safety  6.875" w x 9.5" h

Final Output Size 

Bleed  8.375" w x 11.125" h
Trim  7.875" w x 10.5" h
Safety  6.875" w x 9.5" h

For artwork inquiries, contact dispatch@theddbstudio.com     |     For print inquiries, contact carla.nieto@ddb.com

Document Path  Drive_0118:ARMCOR_P5167_Patient_Care_A:Mechanicals:ARMCOR_P5167_Patient_Care_A.indd
Links  
MB_0109.tif (CMYK; 362 ppi; 82.86%), Army Logo_CMYK.tif (CMYK; 608 ppi; 49.26%)

Revision #  0
Date Created  3-31-2020 12:40 PM
Saved  3-31-2020 5:18 PM
Printed  3-31-2020 5:35 PM
Print Scale  None

Fonts  
Slug Font  Myriad Pro Family
Minion Pro (Regular; OpenType), US Army 
(Regular, Bold; OpenType)

Inks  
 Cyan
 Magenta
 Yellow
 Black

Creative
Account Group
Print Producer  carla.nieto@ddb.com
Lead Digital Artist  martin austin
Digital Artist  martin austin
Retoucher  _

ProofreaderNotes  MATS Due 3/31/20

InDesign 2020

File Name  ARMCOR_P5167_Patient_Care_A.indd

To see the benefits of being an 
Army medical professional 
call 800-431-6782 or visit
healthcare.goarmy.com

FOR SOME ELITE 
SOLDIERS, 
PATIENT CARE IS 
THE FRONT LINE.

Becoming an officer in U.S. Army or Army Reserve medicine is 
an opportunity like no other. You will provide the highest quality 
health care to those who served and are serving in the military, 
as well as their families. You may qualify for scholarships, loan 
repayment programs, specialized training in your field of 
medicine, and contribute toward medical innovations, 
humanitarian missions, and research opportunities that impact 
on a global front. With this elite team, you will be a leader – not 
just of Soldiers, but in health care.

©2020. Paid for by the United States Army. All rights reserved.

S:6.875"
S:9.5"

T:7.875"
T:10.5"

B:8.375"
B:11.125"



Utah and Idaho have no shortage of outdoor adventure.  

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

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

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

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

• UNLESS OTHERWISE SPECIFIED, VISA SPONSORSHIP NOT AVAILABLE

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

4 Distinct Seasons •  Endless Outdoor Recreation Opportunities

physicianrecruit@imail.org  |  800.888.3134  |  PhysicianJobsIntermountain.org

Helping people  
live the healthiest
lives possible

“This Week 
in the 

Journal”

A weekly 
feature 

in NEJM 
summarizing 

the signifi cance 
of each week’s 

fi ndings.

Chair, Department of Neurology

The University of Pittsburgh School of Medicine and the UPMC (University of Pittsburgh Medical Center) invite applications and nominations for the 
position of chair of the internationally renowned Department of Neurology. The chair of neurology reports to the Senior Vice Chancellor for the Health 
Sciences and Dean of the School of Medicine, as well as to the President of the UPMC Health Services Division and the CEO of UPMC. The incumbent 
will oversee the clinical, academic, and research activities of the Department of Neurology; hold the Henry B. Higman Endowed Chair; serve as clinical 
director of the University of Pittsburgh Brain Institute and co-director of the UPMC Neurological Institute.

The chair oversees neurology clinical services throughout the UPMC system, consisting of more than 40 hospitals, directly supervising 78 clinical faculty 
members and 18 non-clinical faculty members. The Department’s centers of clinical and research excellence include the UPMC Stroke Institute, the 
UPMC Headache Center, the Alzheimer’s Disease Research Center, the Pittsburgh Institute for Neurodegenerative Diseases, the Pittsburgh Institute for 
Multiple Sclerosis Care and Research, the UPMC Comprehensive Epilepsy Center of Excellence, the American Parkinson’s Disease Association Advanced 
Center for Parkinson’s Research, the Huntington’s Disease Society of America Center of Excellence, and the Commonwealth of Pennsylvania Center 
for Detection, Diagnosis and Intervention in Dementia. The department’s faculty research portfolio includes over 200 ongoing projects. Methods 
employed ranged from cell culture models, zebra fish, and transgenic mouse models of disease; human clinical studies; sophisticated neuroimaging and 
experimental studies; to human post-mortem neuropathological studies. Productive research collaborations exist with scientists representing a variety 
of departments and disciplines within the University of Pittsburgh and the Veterans Affairs Pittsburgh Healthcare System. The Department of Neurology 
provides unparalleled educational experiences for medical students, residents, and fellows. In addition to a very competitive residency program, the  
Department offers clinical fellowships focused on Epilepsy, Headache, Neuro-Oncology, Women’s Neurology, Multiple Sclerosis, Stroke, Neuroendovascular, 
Clinical Neurophysiology, and Movement Disorders.

The University of Pittsburgh School of Medicine is one of the nation’s leading medical schools, with remarkable growth in NIH funding and renowned 
for a curriculum that emphasizes both the science and humanity of medicine. As an institution, the University of Pittsburgh ranks fourth in NIH funding. 
The University and its School of Medicine is the academic partner to UPMC. The joint mission is to train tomorrow’s health care specialists and biomed-
ical scientists, engage in groundbreaking research that will advance understanding of the causes of and treatments for diseases, and participate in the 
delivery of outstanding patient care. UPMC is a global health system comprising more than 40 hospitals, 700 clinical locations as well as commercial 
and international ventures, 89,000 employees, a health insurance division covering more than 3.7 million members, and $21 billion in integrated global 
non-profit enterprises.

Candidates must have a distinguished record in academic neurology, commensurate with appointment as a tenured full professor, and significant 
administrative experience. International applicants are welcome. Candidates must be BC/BE and qualified for medical licensure in Pennsylvania. 
Applicants should submit a CV and a statement of their interest and goals, by e-mail to: 

Robert M. Friedlander, MD, MA
Chair, Neurology Chair Search Committee

brunidm@upmc.edu
The University of Pittsburgh and UPMC are an Affirmative Action/Equal Opportunity Employer and values equality of opportunity,  

human dignity and diversity, EOE, including disability/vets.
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A PROVEN PATH  
TO EXCELLENCE.
EXCITING PHYSICIAN 
OPPORTUNITIES NEAR  
BOSTON, MA

WWW.JOINNSPG.ORG/NEJM20/CAREERS

Explore the latest innovations in healthcare with North Shore Physicians Group—the largest and most accomplished multi-specialty physician 
group serving Boston’s northern suburbs. 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, less stressful and more efficient. Here 
ideas come from everyone—to the benefit of every patient.

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

• Cardiology

• Gastroenterology

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

• working in a practice culture that embodies the journey of evolution and innovation.

• an integrated care model that promotes 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 in the greater Boston metropolitan area, 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 primary care opportunities,  
email your CV and letter of interest to Michele Gorham  
at mgorham@partners.org.

• Hospitalist/Nocturnist

• Family Medicine

• Internal Medicine

• Psychiatry

• Pulmonary/Critical Care/Sleep Medicine

• Urgent Care
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