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Hospitalist Update: For Hospital Medicine 
Physicians, Emerging Opportunities Plentiful 
in Clinical and Operational Realms
By Bonnie Darves

Hospital medicine has made a lot of headway for a relatively new physician 
specialty. In just over 25 years, hospitalists have integrated themselves into 
virtually every aspect of care delivery in hospitals and health systems. From 
their beginnings as in-hospital internists and family medicine physicians 
managing the inpatient care of community primary care physicians’ patients, 
a vital role that persists today, hospitalists are now serving in top leader-
ship positions, commandeering quality improvement initiatives, and devel-
oping facility-wide protocols. They’re also comanaging specialists’ patients 
and delving deep into hospital operations and IT infrastructures to help 
facilitate systems improvements.

For young physicians contemplating where they’ll hang their stethoscopes, 
that broad swath of practice possibilities is a large part of the specialty’s 
appeal, according to Rohit Uppal, MD, MBA, chief clinical officer for 
TeamHealth Hospitalist Services in Orlando, Florida. “The lure of hospital-
ist practice is that physicians are exposed to aspects of medicine that they 
might not encounter elsewhere and also have the opportunity to learn 
leadership skills on the job,” Dr. Rohal said. “There’s really no other  
specialty that exposes you to the breadth of medicine.”
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Dear Physician:

As a resident nearing completion of your training, I’m sure that finding the right employment opportunity  
for you is a top priority. The New England Journal of Medicine (NEJM) is the leading source of information about 
job openings, especially practice opportunities, in the country. To assist you in this important search, enclosed 
is a complimentary copy of the 2023 Career Guide: Residents and Fellows booklet, containing current physician  
job openings across the country, and a couple of recent selections from our Career Resources section of 
NEJMCareerCenter.org. 

Designed specifically based on advice from your colleagues, the NEJM CareerCenter website offers physician 
users many confidentiality safeguards that keep your personal information and job searches private. Physicians 
have the f lexibility of looking for both permanent and locum tenens positions in their chosen specialties and 
desired geographic locations.

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

• An iPhone app that allows you to easily search and apply for jobs directly from your phone

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

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

Additionally, if you are not currently an NEJM subscriber, I invite you to visit NEJM.org to become one. As  
you move forward in your career, NEJM offers you the information you will use daily as you see patients, 
presented in a clinically useful format. To provide just a few examples, Videos in Clinical Medicine allow you 
to watch common clinical procedures, and Interactive Medical Cases present an evolving patient history and  
a series of questions and exercises designed to test your diagnostic and therapeutic skills. The popular Clinical 
Practice articles are evidence-based reviews of topics relevant to practicing physicians. Read “Community-
Acquired Pneumonia” from the August 17, 2023, issue, which is included as a reprint in this special booklet.

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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manage such patients. Hospitalists bring valuable experience to HAH pro-
grams because of their extensive expertise in triaging acutely ill patients, 
working in multidisciplinary teams, and, recently, delivering telemedicine. 
In a June 2019 article in the Journal of Hospital Medicine, Dr. Danielsson  
predicted that HAH hospitalists might one day become a subspecialty  
of their own.

In a field that continues to grow steadily, and at a time when hospitals  
are amenable to placing talented hospitalists in just about any administra-
tive role they’re interested in, there’s no shortage of both traditional prac-
tice opportunities and jobs that combine clinical and administrative work. 
Today, an estimated 50,000 hospitalists practice in the United States, and 
the specialty experienced a 50 percent growth rate between 2012 and 
2019, according to a study published in Journal of Hospital Medicine in  
August 2022.

What early-career hospitalists are seeking

Even if the sky is the limit in terms of the myriad ways that hospitalists 
might configure their clinical careers or combine clinical and administra-
tive work, young physicians considering — or newly entering — the field 
choose the specialty for its schedule f lexibility and its perceived ability to 
deliver acceptable work/life balance. Ijeoma Carol Nwelue, MD, hospitalist 
medical director for Baylor Scott & White Health in Fort Worth, Texas, 
said that even early-career hospitalists aren’t shy about articulating their 
wish lists.

“Young physicians really want that work/life balance, so schedules are a 
big issue for them,” she said. “Hospitalists really want their work planned 
around their life, and they’re expecting not to have to grind it out every 
day. They want specific fixed hours, but they also want some schedule 
f lexibility when they need it.”

Most hospitalist organizations are attempting to deliver on both fronts. 
Still, the predominate schedule in the specialty is seven on/seven off (often 
called a “7/7”) — hospitalists work seven days or nights in a row, followed 
by seven off — can be a bit of a grind when hospitalists are in the “on” 
mode, several sources acknowledged. As such, some groups are exploring 
ways to shorten shifts or otherwise reconfigure schedules. So far, no new 
standard has emerged.
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For example, hospitalists may work with colleagues in the ER and critical 
care, cardiology, neurology, orthopedics, and, in limited cases, trauma 
specialists, Dr. Rohal said. In a newer role, serve as physician advisers  
assessing the status of and optimal care setting for an even broader range 
of patients.

Increasingly, Dr. Rohal said, hospitalists are also integrally involved in 
managing transitions of care and the systems issues that challenge hos-
pitals. Hospitalists are moving into informatics, quality improvement (QI), 
care management, telehealth, and services utilization. “The possibilities, 
in terms of career paths for hospitalists, are robust — and growing. Hos-
pitalists were already being viewed as leaders in the hospital before the pan-
demic hit. Their impressive performance during COVID-19 cemented that,” 
said Dr. Rohal, whose company employs approximately 3,000 hospitalists 
at 200 U.S. sites.

Jerome C. Siy, MD, a past president of the Society of Hospital Medicine and 
division medical director of hospital-based specialties for HealthPartners in 
Minneapolis, Minnesota, agrees that hospitalists’ role in helping hospitals 
navigate the pandemic has revealed even more ways, particularly in tele-
health, that hospital medicine physicians’ expertise might bring value.

Today, Dr. Siy said, hospitalists are being tapped for key roles in opera-
tions — improving electronic health records (EHRs) and consulting on  
informatics innovations. “We’re even seeing hospitalists getting involved 
in emerging areas such as predictive analytics, patient risk scoring, popu-
lation health, and nascent hospital-at-home programs,” he said.

Per Danielsson, MD, a hospitalist who has helped hospitals pilot hospital-
at-home (HAH) programs, which seek to provide hospital-level care for 
older patients who may be at risk for functional decline or other problems 
associated with long inpatient stays if they remain in the hospital. He views 
the model as a win-win for hospitals and the hospitalists who clinically 

“As an early-career hospitalist, you have to invest in growing your 
knowledge base and carving out time to do committee work if you 
want to pursue a leadership role. There are new skill sets to learn,  
and that takes time.”

— Jerome C. Siy, MD, HealthPartners
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medical students and can use extra hands. Cohort members also learn 
how to develop continuing medical education (CME) offerings, work in 
community health clinics, and engage in scholarly activities, among other 
offerings.

J.P. “John” Murray, MD, a young University of Chicago hospitalist who now 
directs the hospitalist consult service, maintains that his Passport program 
participation effectively jumpstarted his career. “I really appreciated the fact 
that the Passport program is geared toward young hospitalists. It provides 
lots of opportunities to get involved with residents and medical students, 
that you might not have otherwise,” Dr. Murray said. “It provides a frame-
work and exposure. It keeps you sharp, and it provides a way to show 
leadership that you’re very interested in teaching.”

The program started in 2020 and has been well received, Dr. Murphy said. 
Some of the learners in the initial cohort have received teaching awards or 
moved into formal teaching roles. “Many hospitalists come into academic 
medicine because of their favorable training experiences and because they 
want to be part of what academic medicine does,” Dr. Murphy said. “This 
offers early-career hospitalists a way to do that, and it gives us a way to 
harness the mentoring talent we have.”

Telehealth and other practice options

Not surprisingly, because of their varied exposure to many aspects of care 
delivery and the skills they gained navigating the pandemic, hospitalists 
have been pivotal in helping hospitals develop and expand telehealth ser-
vices, to reach both home-bound patients and those in underserved areas. 
Dr. Siy noted that hospitalists at his organization provide telehealth services 
at night to outlying hospitals and some reserve a portion of their clinical 
time to work in rural hospitals.

Dr. Nwelue reported that her organization is piloting a hospitalist-managed 
telehealth service aimed at managing lower-acuity patients — such as those 
with infections that require IV antibiotics — who can be safely cared for 
at home with nursing intervention and hospitalist management. Likewise, 
in pediatrics, a field that has struggled with capacity as dedicated pediatrics 
units have shrunk or disappeared, pediatric hospitalists are using telemedi-
cine to expand their reach into rural and smaller hospitals. In particular, 
pediatric hospitalists are helping such facilities care for lower-acuity young 
patients that present to their emergency departments.
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Young physicians are also looking for ways to serve the community at 
large. They’re increasingly articulating that desire when they interview for 
positions, observed Dr. Nwelue, now a veteran of the field. “That’s some-
thing we’ve been seeing a lot in recent years — young physicians wanting 
dedicated time for community outreach, for opportunities to care for or 
teach patients outside of the hospital setting,” she said. “It’s a common 
request of this new generation.”

Hospitalists want to teach, too

Also high on the wish list for many young hospitalists are formal or infor-
mal teaching opportunities. Although hospitalists in academic medicine have 
such opportunities as a matter of course, many of those practicing in other 
settings such as community hospitals also want to spend some time teach-
ing students, residents, or even other colleagues, several sources mentioned. 
Fortunately, some of the hybrid community hospital/academic institution 
partnerships that have emerged in the past decade are giving hospitalists a 
chance to do some teaching and research work in addition to their clinical 
duties.

In the academic realm, some programs are seeking more expedient pathways 
for early-career hospitalists move into medical education more quickly — 
with the objective of providing that career satisfier sooner that it might 
occur traditionally in competitive academic environments. The University 
of Chicago, for instance, has pioneered an innovative Passport to Clinical 
Teaching program, which offers early-career hospitalists access to medical-
education opportunities that they can pursue on their own time and can 
coordinate with their clinical responsibilities.

“A lot of young hospitalists really want to teach and to learn how to be-
come mentors, but it’s challenging because their schedules are heavy clini-
cally. And there is substantial competition for available teaching time in 
academic environments,” said Elizabeth A. Murphy, MD, assistant professor 
and director of clinical service development in the University of Chicago’s 
Section of Hospital Medicine. “What we’ve done is create structured con-
tent on becoming a better teacher that hospitalists can access on their 
own time.”

More limited teaching opportunities are available as a series of Passport 
rotations in various domains, that cohort members complete within about 
a year, Dr. Murphy noted. Participants typically spend time at external 
community hospitals that operate smaller residency programs or host 
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The other ‘ists’ — growth of specialty hospitalists is slow, but 
steady

In the past 15 years, several specialties have made strides in developing 
inpatient-only services based on the hospitalist model as specialists wrestle 
with the growing challenges of simultaneously managing a combined  
outpatient/inpatient practice.

The mainstays of the specialty hospitalist movement remain orthopedics, 
trauma, anesthesiology, OB/GYN, general surgery, and gastroenterology. But 
psychiatry and neurology are both increasingly embracing the hospitalist 
model. In a pioneering venture, the University of California, San Francisco 
has started a Neurohospitalist Division that utilizes a structure similar to 
the traditional medicine hospitalist model.

Leadership roles

Although it’s not uncommon now to see hospitalists as medical directors, 
chief medical officers, and health-system committee chairs, young hospi-
talists should understand that both a learning curve and a willingness to 
devote extra time to small-scale initiatives are prerequisites for obtaining 
leadership roles, Dr. Siy noted. “As an early-career hospitalist, you have to 
invest in growing your knowledge base and carving out time to do com-
mittee work if you want to pursue a leadership role. There are new skill 
sets to learn, and that takes time,” he said.

Organizations are trying to accommodate hospitalists’ desires to move 
into leadership roles without waiting a decade or longer. TeamHealth, for 
example, operates a designated leadership track for interested hospitalists. 
And it’s a popular option, according to Dr. Uppal. In addition, the Society 
of Hospital Medicine’s Leadership Academy offers a wide range of courses 
that enable hospitalists to obtain leadership and management skills.

“The possibilities, in terms of career paths for hospitalists, are  
robust — and growing. Hospitalists were already being viewed as 
leaders in the hospital before the pandemic hit. Their impressive  
performance during COVID-19 cemented that.”

— Rohit Uppal, MD, TeamHealth Hospital Medicine
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In recent years, another brand of hospitalist has emerged — transitionalists. 
These hospitalists focus on the intersection of inpatient care and so-called 
step-down units. Transitionalists practice either part-time or full-time in 
post-acute settings such as inpatient rehabilitation facilities, long-term acute-
care hospitals, or skilled nursing facilities. In such roles, hospitalists often 
serve as medical directors.

In another recent development, hospitalists are being tapped as in-house 
consultants. They’re helping hospitals reduce unnecessary services utiliza-
tion, assess medical-necessity issues, and streamline post-discharge care 
continuity. Because hospitalists develop in-depth familiarity with specialists’ 
practice patterns, test ordering, and patient lengths of stay, hospitals are 
discovering that hospitalist input pays dividends in both reducing costs 
and improving care.

Inside hospitals and health systems, organizations are realizing that young 
tech-savvy hospitalists can also be instrumental in helping them vexing  
issues. Hospitalists are being tapped to help resolve workflow, IT, and 
EHR issues that cause inefficiencies — or clinician frustration. “This is  
an ideal role for early-career hospitalists who have an interest and some 
expertise in healthcare technology,” said Dr. Siy. “There’s a real demand 
for such skills.”

One of the big draws in the early years of hospital medicine was that  
hospitalists working “7/7” schedules could use some of the off-week time 
to moonlight at local hospitals, perhaps to pay off education debt more 
rapidly. Although moonlighting isn’t as common as it once was in the 
field, some hospitalists recognize that they can use their off time to  
learn new clinical or business skills or even start new ventures.

Mitchell Durante, DO, and Anthony King, DO, hospitalists at BJC Healthcare 
Christian Hospital in St. Louis, Missouri, recently decided to take advan-
tage of their “7/7” schedule flexibility to start a manipulative medicine clinic 
that’s open during their off weeks. “It took us a few years to get this up 
and running, but we’re excited about starting our own business,” Dr. Durante 
said. “That’s one of the good things about hospital medicine — it gives 
you the f lexibility to do something like this.”

Some hospitalists are also utilizing their newly developed telemedicine 
skills with their f lexibility to carve out opportunities to provide remote 
care and consultations from home. Others are developing new products  
or apps, launching podcasts, or serving an independent medical reviewers.
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When Is It Time to Change Jobs?
By Nisha Mehta, MD, a physician leader whose work focuses on physician empower-
ment, community building, and career longevity in medicine

Statistically, the majority of physicians will change jobs within their first 
five years out of training. Additionally — even at later stages of physician 
careers — an increasing percentage of the physician population consider 
changes in their career. Physician turnover is an often talked about issue 
among hospital administrators and practice owners.

Why is this? Well, part of it has to do with the challenges associated with 
being a physician in the current health care landscape. My father, a cardi-
ologist, spent four decades of his career with the same group. Many of his 
friends can say the same. On the other hand, I know a far lower percent-
age of colleagues who could say with confidence that they see themselves 
with the same group for the remainder of their careers. Aside from practi-
cal drivers of physician turnover, such as a desire to be closer to family  
or a change in the job of a significant other, many are finding their work-
places increasingly challenging. As consolidation within the health care 
space increases, physician demographics change, and the pressure to do 
more with less increases, more physicians find themselves asking if their 
situation is sustainable.

We all have aspects of our jobs that are pain points, and the expectation 
that any job will be perfect is unrealistic. How do you know you’re not 
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For Jessica Porter, MD, a TeamHealth hospitalist medical director at 
Memorial Hospital Miramar in Hollywood, Florida, the opportunity to  
lead came early — soon after she completed residency in 2016. She 
jumped at the chance. “I’d always been interested in leadership, and in 
contributing, because, well, someone did the same for me. It was a steep 
learning curve, but I managed it and found I really enjoyed the adminis-
trative work,” said Dr. Porter.

Today, although Dr. Porter maintains a full clinical schedule, she manages 
to fit in most of her administrative duties during her “on” weeks, and re-
ceives a stipend for her leadership work. Those duties include managing 
operations and coaching physicians, representing hospitalists’ interests at 
hospital management meetings and, as needed, boosting morale. “It’s very 
gratifying work, and I think it’s important to have a seat at the table when 
[organizational] decisions are being made,” she said.

Dr. Porter advises young hospitalists who are interested in leadership to 
look for committee and task force openings, engage in quality improve-
ment initiatives and, above all, express their interest in leadership roles. 
“If you don’t ask, you don’t get it — whether it’s a raise or a leadership 
opportunity,” she said.

 Did you find this article helpful? Sign up for our Career Resources 
Update e-newsletter to get more physician career articles delivered right to 
your inbox! www.nejmcareercenter.org/register.
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Clinical Practice

From the Division of Infectious Disease, 
Summa Health, Akron, and the Section 
of Infectious Disease, Northeast Ohio 
Medical University, Rootstown — both in 
Ohio (T.M.F.); and Norton Infectious 
Diseases Institute, Norton Healthcare, 
and the Division of Infectious Diseases, 
University of Louisville — both in Louis-
ville, KY (J.A.R.). Dr. File may be contacted 
at  filet@  summahealth . org or at Summa 
Health, 75 Arch St., Suite 506, Akron, OH 
44304.

N Engl J Med 2023;389:632-41.
DOI: 10.1056/NEJMcp2303286
Copyright © 2023 Massachusetts Medical Society.

A 66-year-old man with underlying chronic obstructive pulmonary disease (COPD) 
presents to the emergency department with a 2-day history of fever, dyspnea, and 
cough productive of green, purulent sputum. He had noted increasing dyspnea 3 days 
before the onset of fever. He describes one episode of acute exacerbation of COPD 
that occurred 6 months earlier. The physical examination is notable for mild respira-
tory distress and confusion, with disorientation to time. His temperature is 38.6°C, 
heart rate 100 beats per minute, blood pressure 140/85 mm Hg, respiratory rate 24 
breaths per minute, and oxygen saturation 92% while he is breathing ambient air. 
Auscultation of the lungs reveals coarse rhonchi over the right midlung field. Chest 
radiography reveals right upper-lobe consolidation (Fig. 1). His white-cell count is 
14,000 per cubic millimeter, platelet count 159,000 per cubic millimeter, serum so-
dium 136 mmol per liter, blood urea nitrogen 19 mg per deciliter (6.8 mmol per liter), 
creatinine 1.1 mg per deciliter (97.2 μmol per liter), and procalcitonin 5.4 ng per mil-
liliter (normal range, 0.00 to 0.05). A multiplex viral panel was positive for respira-
tory syncytial virus. How would you further evaluate and treat this patient?

The Clinic a l Problem

Community-acquired pneumonia is an acute infection of the pulmonary parenchyma 
in a patient who has acquired the infection in the community (as distinguished from 
an infection acquired in a hospital). In the United States, community-acquired 
pneumonia is one of the leading causes of hospitalization and death, with approxi-
mately 6 million cases reported each year.1-6 The annual incidence of hospitaliza-
tion for community-acquired pneumonia in the United States is approximately 
650 adults per 100,000 population, corresponding to 1.5 million unique hospital-
izations for the disease each year.6 Factors that increase the risk of community-
acquired pneumonia include advanced age, chronic lung disease, chronic heart dis-
ease, cardiovascular disease, diabetes mellitus, malnutrition, viral respiratory tract 
infections, immunocompromising conditions, and lifestyle factors such as smoking 
and excessive alcohol consumption.

The development of pneumonia is influenced by a combination of factors, includ-
ing host susceptibility, pathogen virulence, and the inoculum of microorganisms 
reaching the lower airways. Respiratory pathogens must overcome several defense 
mechanisms of the respiratory system before reaching the alveoli. These defenses 
include mucus trapping, mucociliary clearance, coughing, and swallowing. Pathogens 
can reach the alveoli by means of microaspiration (aspiration of small amounts of 
oropharyngeal secretions that often occurs during sleep), inhalation, macroaspira-

Patrick G. O’Malley, M.D., M.P.H., Editor

Community-Acquired Pneumonia
Thomas M. File, Jr., M.D., and Julio A. Ramirez, M.D.  

This Journal feature begins with a case vignette highlighting a common clinical problem. Evidence sup-
porting various strategies is then presented, followed by a review of formal guidelines, when they exist. The 

article ends with the authors’ clinical recommendations.

CME
at NEJM.org
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just trading one set of pain points for another — which in a worst case 
scenario, is potentially worse elsewhere?

When considering a job change, I always recommend writing down the 
pain points at your current job, delineating which ones are dealbreakers, 
and which ones could potentially be changed if discussed openly with the 
employer. If you are planning on leaving anyways, it’s advisable to first see 
if the current situation can be fixed. Although these conversations can be 
uncomfortable, ultimately if you’re planning on leaving regardless, it may 
be that there’s little to lose in trying. Similarly, ensuring that these same 
pain points are not present at the new job is prudent.

Factors such as salary, f lexibility in work hours, opportunities for growth 
or promotion, dissatisfaction with the current job environment and the di-
rection a company is going in, burnout, or other non-salary aspects of the 
compensation package are all examples of things that lead to job turnover 
that could potentially be negotiated with the current employer.

There are other factors which many see as writing on the wall that a change 
is inevitable. Sometimes these can be related to changes in ownership or 
management structure of a group, a confirmed trend toward cutting phy-
sician compensation or hiring patterns that suggest the physician’s time  
at the job is limited, or administrative mandates that have been challenged 
and upheld, which leave the physician with the conclusion that they can’t 
practice medicine in a way that they enjoy or feel is best for the patient.

Many people stay with jobs out of comfort or fear of change. Unfortunately, 
this leads to burnout, and ultimately is a threat to career longevity. If 
you’re feeling unhappy with your job, it’s time to either advocate for 
change within your current position, or consider other options.

 Did you find this article helpful? Sign up for our Career Resources 
Update e-newsletter to get more physician career articles delivered right to 
your inbox! www.nejmcareercenter.org/register.
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CLINICAL PR ACTICE

the Supplementary Appendix, available with the 
full text of this article at NEJM.org) or in special 
populations, such as immunocompromised pa-
tients (Table 1).12

Although community-acquired pneumonia has 
traditionally been viewed as an acute disease of 
the lungs, the current understanding is that it is 
a multisystem disease that can result in acute 
and long-term sequelae (Fig. 3).13,14 Community-
acquired pneumonia is associated with substan-
tial long-term illness and death, with death at 
1 year occurring in approximately 30% of all 
hospitalized patients and in approximately 50% 
of patients whose conditions had resulted in ad-
mission to the intensive care unit (ICU).6,15

S tr ategies a nd E v idence

Diagnosis and Evaluation

The diagnosis of community-acquired pneumonia 
is made on the basis of infiltrates shown on a 

chest radiograph (or on computed tomography in 
a patient with symptoms if a chest radiograph is 
negative), plus supporting symptoms, signs con-
sistent with airspace disease (e.g., rales, rhonchi, 
or egophony), or laboratory abnormalities result-
ing from the local and systemic inflammatory 
responses (Fig. 2). Testing for the inflammatory 
biomarker procalcitonin may supplement clinical 
judgment with regard to diagnosis and course of 
bacterial community-acquired pneumonia, since 
synthesis of procalcitonin is triggered by specific 
cytokines in response to bacteria. Although the 
procalcitonin level is typically elevated in bacte-
rial community-acquired pneumonia, it is low in 
viral community-acquired pneumonia. Procalcito-
nin levels quickly decline with the resolution of 
bacterial infection, a response that can inform 
the decision to discontinue treatment with anti-
microbials.16-18 However, procalcitonin levels are 
not definite indicators, since false positives can 
occur (e.g., in hemorrhagic shock or kidney injury), 

Figure 2. Pathogenesis of Community-Acquired Pneumonia (CAP) with Corresponding Clinical, Laboratory, and Imaging Abnormalities.
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tion (aspiration of a large amount of oropharyn-
geal or upper gastrointestinal contents), or hema-
togenous spread. Microaspiration is the primary 
path for microorganisms into the lungs, and 
macroaspiration may lead to aspiration pneu-
monia.7 The alveolar macrophage is the primary 
defense mechanism in the lung. The lung micro-
biome may also contribute to defense mechanisms 
by producing antimicrobial molecules or compet-
ing for nutrients.8

If pathogens overcome the alveolar defense 
mechanisms, they will multiply and cause local 
tissue damage. Injured host cells then produce 
damage-associated molecular patterns that further 
stimulate alveolar macrophages to produce cy-
tokines and chemokines, triggering a local in-
flammatory response. Cytokine spillover into the 
bloodstream produces a systemic inflammatory 
response. The local and systemic inflammatory 
responses constitute a physiologic response to lung 

infection. The inflammatory responses explain 
most of the host patient’s signs and symptoms 
as well as laboratory and imaging abnormalities 
(Fig. 2). In some patients, the initial systemic in-
flammatory response can become dysregulated 
and result in tissue injury and eventual organ dys-
function.9

Numerous microorganisms can cause commu-
nity-acquired pneumonia. The bacteria and viruses 
that are considered to be likely etiologic agents 
in all patients with community-acquired pneumo-
nia are described as core respiratory pathogens 
(Table 1).10-12 Severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) is now a predomi-
nant viral pathogen in patients with community-
acquired pneumonia. Uncommon or infrequent 
causes of community-acquired pneumonia should 
be considered as likely agents in patients who 
present with risk factors for a particular patho-
gen (e.g., travel or animal exposure) (Table S3 in 

Figure 1. Chest Radiographs.

Posteroanterior (Panel A) and lateral (Panel B) views show right upper-lobe infiltrate.

Lorem ipsum

A B

Key Clinical Points

Community-Acquired Pneumonia

• The diagnosis of community-acquired pneumonia is made on the basis of compatible symptoms and 
signs, with evidence of a new infiltrate on an imaging study.

• Most outpatients with mild community-acquired pneumonia can be treated empirically without 
diagnostic testing for bacteria. However, testing for SARS-CoV-2 and influenza should be considered.

• A comprehensive approach to microbiologic testing for hospitalized patients is recommended for 
determining the appropriate pathogen-directed therapy.

• The choice of antimicrobial therapy for community-acquired pneumonia varies according to severity, 
coexisting conditions, and the likelihood of antimicrobial-resistant organisms.
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etiologic diagnosis of community-acquired pneu-
monia in hospitalized patients is important for 
several reasons, including the appropriate selec-
tion of an antibiotic for use against a specific 
pathogen, promote good antimicrobial steward-
ship, and allow identification of pathogens associ-
ated with notifiable diseases such as SARS-CoV-2 
infection or legionnaires’ disease. Available rec-
ommended tests include sputum Gram’s staining 
and culture, blood cultures, urine immunochro-
matographic analysis for Streptococcus pneumoniae 
and Legionella pneumophila serogroup 1, and mo-
lecular techniques such as multiplex assays that 
include SARS-CoV-2. In addition, if there is a 
risk of methicillin-resistant Staphylococcus aureus 
(MRSA) infection, obtaining a nasal swab for a 
MRSA polymerase-chain-reaction (PCR) assay can 
be useful, since a negative result can allow for 
discontinuation of anti-MRSA therapy.24 A more 
comprehensive microbiologic workup should be 
performed on the basis of epidemiologic exposures 
as well as individual patient characteristics such 
as immunosuppression.12

Treatment

Empirical antimicrobial therapy targets common 
pathogens on the basis of risk factors.1 Antiviral 
therapy for influenza or SARS-CoV-2 infection 
should be administered according to clinical fac-
tors, the results of diagnostic tests, or both.1,25 
Therapy should be administered as soon as pos-
sible after community-acquired pneumonia is di-
agnosed. Therapy for patients who are immuno-
compromised is beyond the scope of this article 
and has been described elsewhere.12

Ambulatory Patients
For most patients who are younger than 65 years 
of age, otherwise healthy, and have not recently 
received treatment with antibiotics, recent ATS–
IDSA guidelines recommend one of the follow-
ing three oral medication options: amoxicillin 
(1 g three times daily), doxycycline (100 mg twice 
daily), or a macrolide (azithromycin at a dose of 
500 mg on day 1, then 250 mg daily, or clarithro-
mycin at a dose of 500 mg twice daily [extended-
release, 1000 mg daily]). Macrolides should be 
considered only in areas where pneumococcal 
resistance to macrolides is less than 25% — which 
excludes the United States, where resistance ex-
ceeds 30%.

For patients who have taken antibiotics with-
in the past 3 months, have serious coexisting 
conditions (e.g., chronic heart, lung, kidney, or 
liver disease; diabetes mellitus; or alcohol depen-
dence), or who are smokers, amoxicillin–clav-
ulanate (875 mg orally twice daily [extended-re-
lease, 2 g twice daily]) and either a macrolide 
(preferred) or doxycycline are recommended. Pa-
tients who cannot take beta-lactam agents owing 
to hypersensitivity or adverse effects can instead 
be treated with a respiratory fluoroquinolone 
(levofloxacin at a dose of 750 mg daily or moxi-
floxacin at a dose of 400 mg daily) or one of two 
more recently approved agents, lefamulin or 
omad acycline.26,27

Figure 3. Potential Clinical Outcomes of CAP.

Patient with CAP

Short-Term Outcomes or
Acute Sequelae of CAP

(outcomes within 30 days after CAP)

Long-Term Outcomes or
Post-Acute Sequelae of CAP

(outcomes months or years after CAP)

Pulmonary dysfunction
    (e.g., persistent shortness of 
     breath, hypoxemia)

Cardiovascular dysfunction
    (e.g., arrhythmias, myocardial 
     infarction, heart failure, stroke)

Musculoskeletal dysfunction
    (e.g., generalized weakness 
     affecting activities of daily living)

Neurologic dysfunction
    (e.g., memory loss, confusion)

Dysfunction of other organs
    (e.g., kidney, liver)

Deterioration of coexisting conditions
    (e.g., chronic obstructive pulmonary 
     disease, heart failure, diabetes, 
     kidney disease)

Rehospitalization

Death
    (approximately 10 to 15% of 
     patients 30 days after 
     hospitalization for CAP)

Development of new or worsening
pulmonary disease
    (e.g., chronic bronchitis, 
     emphysema)

Development of new or worsening
cardiovascular disease
    (e.g., stroke, myocardial infarction,
     arrhythmia, heart failure)

Development of new or worsening
neurologic disease
    (e.g., memory loss, confusion,
     depression, dementia)

Development of new or worsening
musculoskeletal, metabolic, or kidney
disease

Pneumonia and other infections

Rehospitalization

Death
    (approximately 30 to 35% of  
     patients 1 yr after hospitalization 
     for CAP)
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and some bacteria (e.g., mycoplasma) may cause 
pneumonia in patients with normal procalcitonin 
levels. If access to chest radiography is limited, 
a diagnosis can be suggested by the findings from 
a comprehensive examination, including evidence 
of lung consolidation. Community-acquired pneu-
monia is considered to be severe if there are 
manifestations of organ dysfunction or organ 
failure. The American Thoracic Society and Infec-
tious Diseases Society of America (ATS–IDSA) 
criteria for defining severe community-acquired 
pneumonia are shown in Figure 2.1

Site of Care

The decision regarding the site of care depends 
on many variables, including severity of illness, 

associated disease, presence of hypoxemia, ade-
quacy of home support, and probability of ad-
herence to treatment. The severity of a patient’s 
illness is primarily a determination based on 
clinical judgment, which can be supplemented by 
the use of severity scores. The most commonly 
used severity scores are the Pneumonia Severity 
Index (PSI) and CURB-65, a score that incorpo-
rates confusion, urea, respiratory rate, blood pres-
sure, and age ≥65 years.19,20 Calculations for 
determining PSI scores are provided in the Sup-
plementary Appendix. The CURB-65 scale rang-
es from 0 to 5; scores are calculated by assigning 
1 point each for the presence of new-onset con-
fusion, blood urea nitrogen level greater than 
19 mg per deciliter, respiratory rate greater than 
30 breaths per minute, systolic blood pressure 
less than 90 mm Hg or diastolic blood pressure 
less than 60 mm Hg, and age of 65 years or older. 
Outpatient treatment is recommended for a patient 
with a CURB-65 score of 0 or 1, a short hospital 
stay or close observation should be considered 
for a patient with a score of 2, and hospitaliza-
tion is recommended for a patient with a score 
of 3 to 5. Indications for ICU care are based on 
further criteria, including the use of mechanical 
ventilation and the presence of shock (Fig. 2). 
Severity score thresholds have not been defined 
for the treatment of patients who are immuno-
compromised; thresholds for admission should 
be based on clinical judgment.12

Microbiologic Testing

The identification of the causative agents of com-
munity-acquired pneumonia was limited in the 
past because there were no rapid, easily performed, 
accurate, and cost-effective methods of obtaining 
results for most patients at the point of service. 
However, molecular diagnostic techniques that 
combine sensitivity, specificity, and a rapid turn-
around time are becoming increasingly avail-
able.21-23 The coronavirus disease 2019 (Covid-19) 
pandemic has illustrated the etiologic impor-
tance of respiratory viruses that are primarily 
identified by molecular testing.

Microbiologic testing for bacterial causes is 
generally not recommended for most patients who 
are treated in ambulatory settings, since empirical 
antibiotic therapy is largely successful. However, 
testing for viruses (e.g., SARS-CoV-2 and influ-
enza) should be considered, since the results can 
affect the choice of therapy. Establishing an 

Table 1. Respiratory Pathogens in Community-Acquired Pneumonia (CAP).*

Pathogen Group Pathogen

Common or core

Gram-positive bacteria Streptococcus pneumoniae, methicillin-susceptible 
Staphylococcus aureus, Strep. pyogenes, other 
streptococci

Gram-negative bacteria Hemophilus influenzae, Moraxella catarrhalis, 
Enterobacteriaceae (e.g., Klebsiella pneu-
moniae)

Atypical bacteria Legionella pneumophila, Mycoplasma pneumoniae, 
Chlamydophila pneumoniae

Respiratory viruses Influenza virus, SARS-CoV-2, respiratory syncytial 
virus, parainfluenza virus, human meta-
pneumovirus, rhinoviruses, common human 
coronaviruses

Uncommon or infrequent

Gram-positive bacteria Methicillin-resistant Staph. aureus, nocardia spe-
cies, Rhodococcus equi

Gram-negative bacteria Enterobacteriaceae, including extended-spectrum 
beta-lactamases or carbapenem-resistant  
enterobacteriaceae; nonfermenting ba-
cilli (e.g., pseudomonas or acinetobacter); 
Francisella tularensis

Atypical bacteria Chlamydia psittaci, Coxiella burnetii

Mycobacteria Mycobacterium tuberculosis, nontuberculous  
mycobacteria

Viruses Cytomegalovirus, herpes simplex, varicella  
zoster, MERS-CoV

Fungi Pneumocystis jirovecii, aspergillus species, muco-
rales species, histoplasma species, cryptococ-
cus species, blastomyces species, coccidioi-
des species

Parasites Strongyloides stercoralis, Toxoplasma gondii

*  Risk factors associated with specific pathogens are shown in Table S3. MERS-
CoV denotes Middle East respiratory syndrome coronavirus, and SARS-CoV-2
severe acute respiratory syndrome coronavirus 2.
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Hospitalized Patients
The choice of the appropriate antibiotic agent for 
treatment of a patient who has been admitted to 
the hospital is based on the presence of risk fac-
tors for MRSA or pseudomonas (or both), as 
shown in Figure 4. In patients admitted to a 
general ward without risk factors for MRSA or 
pseudomonas, combination therapy with a beta-
lactam plus a macrolide or doxycycline or mono-
therapy with a fluoroquinolone is recommended 
(see group 1 in Fig. 4). Although data from ran-
domized trials are lacking, many observational 
studies have suggested that macrolide combina-
tion regimens are associated with better clinical 
outcomes in patients with severe community-
acquired pneumonia, possibly owing to the im-
munomodulatory effects of macrolides.28-31 If risk 
factors for MRSA, pseudomonas, or other gram-
negative pathogens not covered by the standard 
community-acquired pneumonia regimens out-
lined above are present, coverage should be ex-
panded (see groups 2, 3, and 4 in Fig. 4).

Patients with severe community-acquired pneu-
monia who are admitted to the ICU are more 
likely to be at risk for resistant pathogens, includ-
ing MRSA and pseudomonas.1,32,33 The establish-
ment of an etiologic diagnosis is important in 
the treatment of these patients. Evidence to guide 
appropriate therapy in patients with severe com-
munity-acquired pneumonia is limited, but com-
mon practice is to administer anti-MRSA therapy 
and antipseudomonas therapy to patients in the 
ICU who have shock that is being treated with 
vasopressors or respiratory failure that necessi-
tates mechanical ventilation, pending results of 
cultures and PCR tests (group 4 in Fig. 4).34

Therapies that modify the host response, such 
as dexamethasone, interleukin-6 inhibitors, and 
kinase inhibitors, have been established for pa-
tients with community-acquired pneumonia due 
to SARS-CoV-2 infection.25 The use of glucocorti-
coids in the treatment of other causes of commu-
nity-acquired pneumonia is evolving, with recent 
evidence showing a benefit of survival among 
patients with severe community-acquired pneu-
monia (i.e., patients who had been admitted to 
the ICU and had received mechanical ventilation) 
and patients at high risk for respiratory failure 
who had been treated with hydrocortisone at a 
dose of 200 mg daily initially, followed by a taper.35 
Glucocorticoid therapy should be avoided in pa-
tients with influenza or aspergillus pneumonia.

Figure 5. Discontinuation of Antibacterial Therapy in Viral Pneumonia  
without Evidence of Bacterial Coinfection.

CRP denotes C-reactive protein, PCR polymerase chain reaction, and PCT 
procalcitonin.

Start empirical therapy for bacterial causes of CAP in patient hospitalized with CAP

Viral CAP without evidence of bacterial coinfection
Discontinuation of antibiotic therapy for bacterial CAP

Microbiologic
Workup

1 Identification of a viral pathogen
(viral respiratory panel multiplex PCR)

2 Identification of a bacterial pathogen (sputum
culture or PCR, blood cultures, urinary antigen)

Yes No Continue therapy
for bacterial CAP

No Yes Continue therapy
for bacterial CAP

Inflammatory
Markers

4 White-cell count compatible with a bacterial pathogen
(>15,000/mm3)

5 CRP compatible with a bacterial pathogen
(>150 mg/liter)

No Yes Continue therapy
for bacterial CAP

No Yes Continue therapy
for bacterial CAP

6 PCT at the time of admission and 24–48 hr
after admission compatible with a bacterial pathogen 

(>0.25 ng/ml)

No Yes Continue therapy
for bacterial CAP

Radiographic
Findings

3 Radiographic findings compatible with a bacterial
pathogen (lobar consolidation, dense alveolar infiltrates)

No Yes Continue therapy
for bacterial CAP

Clinical
Finding

7 Evidence of clinical deterioration
24–48 hr after admission

No Yes Continue therapy
for bacterial CAP
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Figure 4. Empirical Therapy for Hospitalized Patients with CAP.

In the presence of severe CAP with respiratory failure necessitating mechanical ventilation or shock treated with vasopressors, initial 
therapy against methicillin-resistant Staphylococcus aureus (MRSA) and pseudomonas can be considered, pending assessment for  
risk factors and subsequent microbiologic test results. Strong risk factors for pseudomonas include known colonization or previous  
infection and gram-negative bacilli on Gram’s staining; weak risk factors include receipt of intravenous (IV) antibiotics in the previous  
3 months, bronchiectasis, and frequent exacerbations of chronic obstructive pulmonary disease necessitating glucocorticoid therapy or 
antibiotic use. Strong risk factors for MRSA include known colonization or previous infection and gram-positive cocci in clusters on 
Gram’s staining; weak risk factors include receipt of IV antibiotics in the previous 3 months, recent influenza-like illness, cavitary infil-
trate or empyema, and end-stage renal disease. In the presence of any strong risk factors, initiation of empirical therapy targeting MRSA 
or Pseudomonas aeruginosa is recommended. However, in patients with weak risk factors, the decision to initiate empirical therapy for 
multidrug-resistant pathogens should be based on clinical judgment and individual assessment. For patients in group 1 who are receiv-
ing care in the intensive care unit, combination therapy is recommended with a beta-lactam plus macrolide or a beta-lactam plus fluo-
roquinolone. The selection of an antipseudomonal antibiotic should be made on the basis of the susceptibilities of previous isolates or 
hospital antibiograms (or both), if available. Empirical therapy with two agents may be needed if the local prevalence of drug-resistant 
strains is high or in patients with a history of multidrug-resistant infection. The combination of piperacillin–tazobactam and vancomy-
cin has been associated with acute kidney injury; we generally avoid this combination if possible. Recommended therapies and doses 
for patients with normal renal function are ampicillin–sulbactam (3 g IV every 6 hours), ceftriaxone (1 to 2 g IV daily), cefotaxime (1 to 
2 g IV every 8 hours), azithromycin (500 mg IV or orally daily), clarithromycin (500 mg twice daily) or clarithromycin XL (two 500-mg 
tablets once daily), doxycycline (100 mg orally or IV twice daily), levofloxacin (750 mg IV or orally daily), moxifloxacin (400 mg IV or 
orally daily), omadacycline (200-mg IV loading dose on day 1 followed by 100 mg IV daily, or 300 mg orally twice daily on day 1 then  
300 mg daily), lefamulin (150 mg IV every 12 hours or 600 mg orally every 12 hours), vancomycin (15 to 20 mg per kilogram of body 
weight IV every 8 to 12 hours or a loading dose of 20 to 35 mg per kilogram IV not to exceed 3000 mg for severe CAP; subsequent dose 
amounts should be based on area-under-the-curve values), linezolid (600 mg IV or orally twice daily), piperacillin–tazobactam (4.5 g IV 
every 6 hours), cefepime (2 g IV every 8 hours), ceftazidime (2 g IV every 8 hours), imipenem (500 mg IV every 6 hours), and meropenem 
(1 g IV every 8 hours).

Hospitalized patient with CAP and respiratory failure necessitating mechanical ventilation or septic shock treated with vasopressors

Presence of risk factor for pseudomonas as cause of CAP?

Presence of risk factors for MRSA? Presence of risk factors for MRSA?

Group 1
Empirical therapy for

core pathogens

No Yes

No Yes

No Yes No Yes

Ampicillin–sulbactam or
ceftriaxone or cefotaxime

+
Azithromycin or clarithromycin or 

doxycycline

Alternative regimens: levofloxacin 
or moxifloxacin or

omadacycline or lefamulin

Group 2
Empirical therapy

for core pathogens plus MRSA

Beta-lactam + atypical coverage or 
alternative regimen as in group 1

+
Vancomycin or linezolid

Group 3
Empirical therapy for core

pathogens plus pseudomonas

Piperacillin–tazobactam or
cefepime or ceftazidime or 
imipenem or meropenem

+
Azithromycin or clarithromycin or 

doxycycline or levofloxacin or 
moxifloxacin

Group 4
Empirical therapy for core pathogens 

plus pseudomonas and MRSA

Piperacillin–tazobactam or
cefepime or ceftazidime or 
imipenem or meropenem

+
Azithromycin or clarithromycin or 

doxycycline or levofloxacin or 
moxifloxacin

+
Vancomycin or linezolid
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munity-acquired pneumonia and an increased 
risk of cardiovascular disease.49,50 Further stud-
ies are needed to gain a better understanding of 
this relationship and to develop interventions 
aimed at reducing cardiovascular risk as well as 
the risk of other sequelae of community-acquired 
pneumonia.

Conclusions a nd 
R ecommendations

The patient described in the vignette was clini-
cally stable, had a CURB-65 score of 2, and had 
only one minor criterion for severe community-
acquired pneumonia (i.e., confusion); therefore, 
he should be admitted to a general ward. Although 
a viral pathogen was identified, we would be 

concerned about secondary bacterial infection, 
particularly given the elevated procalcitonin lev-
el. In the absence of known risk factors for MRSA 
or pseudomonas, we would initiate treatment 
in the emergency department with intravenous 
azithromycin and ceftriaxone. If testing proved 
negative for atypical bacteria, we would discon-
tinue azithromycin therapy. We would discharge 
him with continued oral therapy (e.g., amoxicil-
lin–clavulanate if no bacterial pathogen was 
identified); if his condition had reached clinical 
stability in 48 to 72 hours, he should complete 
a 5-day course of the medication. Outpatient 
follow-up should be scheduled a week after 
discharge.

Disclosure forms provided by the authors are available with 
the full text of this article at NEJM.org.
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De-escalation of Antimicrobial Therapy

If the etiologic cause of community-acquired pneu-
monia has been identified by means of reliable 
microbiologic methods and there is no labora-
tory or epidemiologic evidence of coinfection, 
treatment regimens should be simplified and di-
rected toward that pathogen.36,37 If a causative 
pathogen is not identified, empirical treatment 
should be continued, provided the patient’s symp-
toms are abating. If a screening nasal swab for 
MRSA is negative, empirical anti-MRSA therapy 
can usually be discontinued.

In patients in whom viral community-acquired 
pneumonia is suspected owing to the identifica-
tion of a virus (including SARS-CoV-2) by means 
of a molecular test and in whom there is no evi-
dence of concurrent bacterial infection or clini-
cal deterioration, antibacterial treatment can be 
discontinued (Fig. 5). Most patients have some 
clinical improvement within 48 to 72 hours after 
the start of antibacterial treatment. Intravenous 
antibiotic regimens can be transitioned to oral 
regimens with a similar spectrum activity as the 
patient’s condition improves.38,39

Duration of Therapy

Typically, patients continue to receive treatment 
until they have been afebrile and in a clinically 
stable condition for at least 48 hours. Treatment 
should usually continue for a minimum of 5 days; 
however, 3 days may be an adequate treatment 
duration for certain patients whose condition is 
completely stable.40-42 Extended courses of therapy 
may be indicated for patients with immunocom-
promising conditions, infections caused by cer-
tain pathogens (e.g., P. aeruginosa), or complications 
such as empyema. Serial procalcitonin thresholds 
as an adjunct to clinical judgment may help guide 
the discontinuation of antibiotic therapy.17,18

Hospital Discharge and Follow-up

Hospital discharge is appropriate when the pa-
tient is in a clinically stable condition, is able to 
take oral medication, and has a safe environ-
ment for continued care; overnight observation 
after a switch to oral therapy is not necessary. 
Early discharge based on clinical stability and 
criteria for the switch to oral therapy is encour-
aged to reduce unnecessary hospital costs and 
risks associated with hospitalization.

Communication and coordination with the pa-
tient’s primary care clinician for early outpatient 

follow-up is encouraged to reduce the likelihood 
of readmission to the hospital.43 A follow-up chest 
radiograph is indicated in only a minority of pa-
tients, such as those at risk for lung cancer on the 
basis of age, smoking history, or persistence of 
symptoms.1,44

Prevention

Smoking and excessive alcohol consumption 
should be addressed. In addition, vaccines against 
influenza, Covid-19, and Strep. pneumoniae should 
be administered according to current Advisory 
Committee on Immunization Practices recommen-
dations.45

Guidelines

The recommendations we describe align with the 
most recent ATS–IDSA guidelines.1 We agree with 
the recommendation that the addition of anaero-
bic coverage for suspected aspiration pneumonia 
should not be routine practice unless there is evi-
dence of a lung abscess or empyema. The current 
guidelines were published before the Covid-19 
pandemic and suggest selective microbiologic 
testing. However, we now advocate for a more 
comprehensive approach to microbiologic testing 
for all hospitalized patients with community-
acquired pneumonia, including testing for SARS-
CoV-2 infection.

A r e a s of Uncerta in t y

The role of the lung microbiome in community-
acquired pneumonia is an area of ongoing re-
search.8 Further understanding of the lung 
microbiome may provide information regarding 
inflammatory response and susceptibility to spe-
cific pathogens.

Microbiologic diagnosis with the use of rapid 
multiplexed molecular platforms is a swiftly ad-
vancing technology.22 Further studies are needed 
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Hospitalist
HOS PI TAL ISTS — Baystate Med i cal Practices, 
Inc. (BMP), has multiple po si tions available in 
Spring field, MA, for BE/BC (Board El i gi ble or 
Board Cer ti fied) In tern ists to provide inpatient 
in ter nal med i cine med i cal care to hospitalized 
adult pa tients. Manage and coordinate pa tient 
care through out treat ment. Diagnose and treat 
pa tients by prescribing medications and treat­
ments, ordering and/or interpreting test results, 
and admitting and discharging pa tients as need­
ed. Please note that the pri mary work lo ca tion is a 
hos pi tal. Willingness to travel to other hos pi tal 
locations in Western Mas sa chu setts as needed, 
required. Apply to: Carolynn Hartman, HSPS23, 
Office of Phy si cian and Ad vanced Prac ti tion er 
Re cruit ment, Baystate Health, 280 Chestnut Street, 
1st Floor, Spring field, MA 01199.

Classified Ad Deadlines
 Issue Closing Date
 November 9 October 20
 November 16 October 27
 November 23 November 3
 November 30 November 9

HOS PI TAL IST PO SI TION — Po si tion available 
in ter ti ary care cen ter in Metro Detroit. H1­B Visa 
accepted. E­mail CV to: Iulniculescu@yahoo.com

Nephrology
NEPHROLOGYUSA REPRESENTS NE PHROL­
O GY OP POR TU NI TIES NATIONWIDE — With 
Group Practices and Hos pi tals. Excellent com pen­
sa tion, benefits with part ner ship, and joint venture 
potential. For additional in for ma tion, call/text: 
(561)409­0320. E­mail: Brett@nephrologyusa.com; 
website: www.NephrologyUSA.com

ADULT NE PHROL O GIST NEEDED — Third 
Ne phrol o gist to join private practice in Orlando 
suburb area of Flor i da. Excellent sal a ry and 
benefit package. Please send e­mail/CV to:  
Yogeeta0778@gmail.com
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issues do not need to be consecutive. Web fee: 
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their ads placed on NEJM CareerCenter for 
a fee of $130.00 per issue per advertisement. 
The web fee must be purchased for all dates of 
the print schedule. The choice to place your ad  
online must be made at the same time the print 
ad is scheduled. Note: The minimum charge 
for all types of line ad vertising is equivalent 
to 30 words per ad. Purchase orders will be 
accepted subject to credit approval. For orders 
requiring prepayment, we accept payment via 
Visa, MasterCard, and American Express for 
your convenience, or a check. All classified line 
ads are subject to the consistency guidelines 
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As a further example, here is a typical ad and 
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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 
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enterology. Willing to visit patients at home. Good 
verbal and written skills required. Attractive salary 
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EXCELLENT PRACTICE OPTIONS FOR GRADUATING RESIDENTS & FELLOWS 
TO JOIN BANNER HEALTH IN SIX WESTERN STATES.

FOCUS ON PATIENT & CLINICAL EXCELLENCE AND THRIVE WITH ONE OF THE
PREMIERE NON-PROFIT HEALTH SYSTEMS IN THE NATION!

Competitive base salary + productivity incentives
Starting bonus & relocation assistance
PSLF and Loan Repayment of up to $100k
Paid CME & Paid malpractice
Excellent benefit package options
Dedicated resources for development & wellness

  At the end of your training,
where do you want to be?  

We’re Growing! We’re Hiring!
Find your FUTURE with an industry leader!

We are physician-led & surrounded by excellent support, 
financial stability, and a culture of innovation and community.

SUBMIT YOUR CV FOR IMMEDIATE CONSIDERATION
Join our Talent Community:  PracticewithUs.Bannerhealth.com

Based in Phoenix with locations in six
western states (AZ|CA|CO|NE|NV|WY)

Banner Health is one of the largest
nonprofit health care systems in the

country & the leading nonprofit healthcare
provider in all the communities we serve. 

N
E

JM
C

areerC
en

ter.o
rg

Tower Health is a regional integrated healthcare system that offers 
compassionate, high quality, leading edge healthcare and wellness 
services to communities in Berks, Chester, Montgomery, and Philadel-
phia Counties. With approximately 11,500 employees, Tower Health 
consists of Reading Hospital in West Reading; Phoenixville Hospital 
in Phoenixville; Pottstown Hospital in Pottstown; and St. Christopher’s 
Hospital for Children in Philadelphia, in partnership with Drexel 
University. Tower Health is strongly committed to academic medicine 
and training, including multiple residency and fellowship programs, 
the Drexel University College of Medicine at Tower Health, and the 
Reading Hospital School of Health Sciences in West Reading. For 
more information, visit towerhealth.org.

The Tower Health system includes 64 primary care ambulatory  
physicians (45 family medicine, 19 internal medicine) and 25 APPs. 

Explore exciting career opportunities across our service area. 
Scan the QR Code, go to Careers.TowerHealth.org or email your

CV to medicalstaffrecruitment@towerhealth.org

Tower Health is an Equal Opportunity Employer 
committed to creating a diverse and inclusive 
environment reflective of the communities we serve.

View our 
LinkedIn® Profile

NewYork-Presbyterian is one of the nation’s most 

comprehensive, integrated academic healthcare delivery 

systems, dedicated to providing the highest quality, 

most compassionate care and service to patients in the 

New York metropolitan area, nationally, and throughout 

the globe. In collaboration with two renowned medical 

schools, Weill Cornell Medicine and Columbia 

University Vagelos College of Physicians and Surgeons, 

NewYork-Presbyterian is consistently recognized as a 

leader in medical education, groundbreaking research, 

and innovative, patient-centered clinical care.

Visit our physician career page for the latest job 

opportunities: physiciancareers.nyp.org

NewYork-Presbyterian is an equal opportunity employer committed 
to diversity and inclusion.

Amazing Physician Careers 

at NewYork-Presbyterian 
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At SSM Health, our physicians serve as the soul of  
our healing ministry. For over a century, we’ve worked 
together, bound by a shared purpose and Mission, to 
become one of the nation’s leading integrated Catholic 
health systems. Today, we stand stronger than ever, 
prepared to restore health, invigorate hope, and transform 
care when and where it’s most needed. Because for us, 
medicine is more than a professional focus — it’s how we 
answer our calling.

It’s time to reconnect with your purpose.

Visit JoinSSMHealth.com to explore our practice  
opportunities in Illinois, Missouri, Oklahoma,  
and Wisconsin. 

Answer your calling.

ADVERTISEMENT

ELEVATE YOUR CAREER
Make Our Network Your Network

Let us open the door to your next big career 
opportunity. The Cross Country Search team brings 
36 years of expertise and contacts. We understand 
the reality of being a physician today. Let us help 
you fi nd an opportunity that is your unique fi t.

•  All physician specialties

•  Nationwide opportunities

•  Earn what you’re worth

CrossCountrySearch.com  •  800.678.7858

        Division:    Hospital Medicine

The University of New Mexico, Health Sciences Center, Department of Internal Medicine, seeks exceptional faculty members to join a 
dedicated group of medical educators in the Division of Hospital Medicine. The position is open rank on the clinician educator track. Salary will 
be commensurate with experience and education. 
Minimum Requirements: 1.) Must be board certified or eligible in Internal Medicine by date of hire. 

Preferred Qualifications: 1.) Attended a US Medical school as a third and fourth year medical student OR served at least two years in 
a residency that provides education to US medical students during their core clerkship in internal medicine OR served on the faculty of 
a medical school, 2.) Experience/interest in hospital medicine, 3.) Experience/interest in medical education and quality improvement 
activities, 4.) Preference will be given to current and former New Mexico Residents, and 5.) A demonstrated commitment to diversity, equity, 
inclusion, and student success, as well as working with broadly diverse communities. Applicants will be required to obtain New Mexico 
licensure and be eligible for DEA licensure and NM State Board of Pharmacy narcotics license. This position may be subject to a criminal 
records screening in accordance with New Mexico law.

Benefits of being an Academic Hospitalist at UNM include:
➣ Faculty appointment within UNM School of Medicine
➣ Overseeing upper level residents/APP’s in their cross-cover and admitting roles
➣ Intensivists in house 24/7, limited procedural requirements for hospitalist
➣ Option to pursue mixed model day and night roles
➣ Opportunity to teach medical students and resident physicians in both pre-clinical and clinical years of training
➣ Early opportunities for protected time for education, leadership and quality improvement
➣ Competitive salary with extra pay for working on direct care services and at night

For complete description and application requirements for Posting Requisition 21106
please see the UNM jobs application system at: https://unmjobs.unm.eduhttps://unmjobs.unm.edu. 

The positions are open until filled.
Inquires may be directed to Dr. Deepti Rao, Professor, Division of Hospital Medicine, 

Department of Internal Medicine, University of New Mexico, MSC 10 5550, 
1 University of New Mexico, Albuquerque, NM 87131, Attn: (Drao@salud.unm.edu).

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

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

The University of New Mexico is an Equal Employment Opportunity/Affirmative Action Employer and Educator. 
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Are you ready for a change? 

Come practice with Optum and build a better future.

At Optum, we are making health care 

human again by giving clinicians the 

freedom and flexibility to be better. 

Better at caring for your patients. Better  

at caring for yourself. Better at creating  

a career path without limits. Better at 

making health care better for everyone.

As the largest network of medical  

groups in the country, Optum serves 

patients from coast to coast with 

80,000 aligned physicians and  

advanced practice clinicians — all  

Caring. Connecting. Growing Together.

Together, 
we can all 
be better.

Search Optum physician careers.

The VA Northeast Ohio Healthcare 
System (VANEOHS) in Cleveland, Ohio 
seeks a full-time BE/BC Nephrologist.

The successful candidate should demonstrate a strong 
commitment to quality patient care, to fellow, resident 
and medical student education, and to faculty devel-
opment.  

The qualified candidate will have training and/or  
a track record in academic pursuits and should be 
dedicated to continued scholarship. The incumbent 
will provide patient care (outpatient and inpatient) 
for chronic and end-stage kidney disease, glomerulo-
nephritis, fluid, electrolyte, and acid-base disorders,  
as well as trainee supervision and education, and  
production of scholarly materials. As an academic  
nephrologist, the incumbent will be an active partici-
pant in the nephrology fellowship program and the  
education and research mission of the VA. 

LSCVAMC is affiliated with Case Western Reserve  
University and the applicant will be eligible for faculty 
appointment at the Case Western Reserve University 
School of Medicine.

Interested candidates should submit  
their curriculum vitae to the Federal  

Government’s Official job site at  
http://www.usajobs.gov.

BERKSHIRE HEALTH SYSTEMS IS SEEKING  
COMPASSIONATE, COMMUNITY-FOCUSED  

PHYSICIANS IN THE FOLLOWING DISCIPLINES:

ANESTHESIOLOGY • CARDIOLOGY  
• DERMATOLOGY • ENDOCRINOLOGY  

• ENT • FAMILY MEDICINE • GASTROENTEROLOGY 
• HEMATOLOGY/ONCOLOGY • NEUROLOGY  

• NEPHROLOGY • OB-GYN • PSYCHIATRY  
• PRIMARY CARE • RHEUMATOLOGY • UROLOGY

Berkshire Health Systems (BHS) is the leading 
provider of comprehensive healthcare services 
for residents and visitors to Berkshire County, in 
western Massachusetts. From inpatient surgery 
and cancer care to provider visits and imaging, 
BHS offers a continuum of programs and services 
that help patients to connect to the care they 
need, no matter where they are located in the  
rural Berkshire community. As the largest 
employer in Berkshire County, BHS supports 
more than 4,000 jobs in the region, and, as a 
501(c)(3) nonprofit organization, BHS is committed 
to partnering with local municipalities and com-
munity organizations to help the county thrive. 
Working at BHS offers a unique opportunity to 
both practice and teach in a state-of-the art clin-
ical environment at Berkshire Medical Center,  
the system’s 298-bed community teaching hospital 
in Pittsfield, which is a major teaching affiliate 
of the University of Massachusetts Chan Medical  
School and the University of New England 
College of Osteopathic Medicine in Maine. 

At BHS, we also 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. We 
are also only a 2½ hours drive from both Boston 
and New York City. 

Contact us to learn more about these exciting 
opportunities to practice in a beautiful and cul-
turally rich region, as part of a sophisticated, 
award-winning, patient-centered healthcare team.

Interested candidates are invited to contact: 
Michelle Maston or Cody Emond 

Provider Recruitment, Berkshire Health Systems 
(413) 447-2784 | mmaston@bhs1.org 

cemond@bhs1.org
Apply online at: berkshirehealthsystems.org

Vital Roles in a Vibrant Community

Physician Opportunities
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It’s not a job. 
It’s a calling.

Physician Opportunities 
in a Variety of Specialties
Northern and Central California
The Permanente Medical Group, Inc. (TPMG) is one of 
the largest medical groups in the nation with over 9,500 
physicians, 22 medical centers, numerous clinics 
throughout Northern and Central California, and an over 
75-year tradition of providing quality medical care.

EXTRAORDINARY BENEFITS:

• Competitive compensation and benefits package,
 including comprehensive vision, medical, and dental

• Interest Free Home Loan Program up to $250,000
 (approval required)

• Relocation Assistance up to $10,000 (approval required)

• Malpractice and Tail Insurance

• Life Insurance

• Optional Long-Term Care Insurance

• Paid holidays, sick leave, and education leave

• Shareholder track

• Three retirement plans, including a pension plan
 and 401(k)

CONNECT WITH US:We are an EOE/AA/M/F/D/V Employer. VEVRAA Federal Contractor

To learn more about these career opportunities and our wage ranges, please visit our website at
northerncalifornia.permanente.org; forward your CV to: MDRecruitment.tpmg@kp.org; or call: 800-777-4912.

A FEW REASONS TO START
YOUR CAREER WITH TPMG:

• Work-life balance focused practice, 
 including flexible schedules and unmatched
 practice support.

• We can focus on providing excellent
 patient care without managing overhead
 and billing. No RVUs!

• PSLF eligible employer

• We demonstrate our commitment to a
 culture of equity, inclusion, and diversity
 by hiring physicians that reflect and
 celebrate the diversity of people and
 cultures. We practice in an environment
 with patients at the center and deliver
 culturally responsive and compassionate 
 care to our member populations.

• Multi-specialty collaboration with a
 mission-driven integrated health care
 delivery model.

• An outstanding electronic medical record
 system that allows flexibility in patient
 management.

• We have a very rich and comprehensive
 Physician Health & Wellness Program.

• We are Physician-led and develop our 
 own leaders.

• Professional development opportunities in
 teaching, research, mentorship, physician
 leadership, and community service.

• Ask us about our Forgivable Loan Program!

N
E

JM
C

areerC
en

ter.o
rg

Leading Together  
in Physician Careers
Every day, The US Oncology Network 
helps 1,500+ independent physicians 
maintain their independence  
and thrive in today’s evolving 
healthcare landscape.

physicianrecruiting@usoncology.com

Learn about  
physician  
careers

San Juan Regional Medical Center is a non-profit and 
community governed facility. Farmington offers a  
temperate four-season climate near the Rocky Mountains 
with world-class snow skiing, fly fishing, golf, hiking, and 
water sports. Easy access to world renowned Santa Fe 
Opera, cultural sites, National Parks, and monuments. 
Farmington’s strong sense of community and vibrant 
Southwest culture make it a great place to live. 

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

Advanced Practice Opportunities
• CRNA
•  General Surgery PA 
• CAA  
• Interventional Spine PA
• Cardiology NP/PA
 

• Gastroenterology NP/PA
• Family Medicine NP 
• Urology PA
• Diabetes Management/  
  Spine NP

Physician Opportunities
• Cardiology –  
  Invasive Interventional 
• Family Medicine OP
• Gastroenterology
• ENT
• General Surgery
• Internal Medicine OP
• Neurology

• Physiatry
• Psychiatry
• Intensivist
• OB/GYN
• General Pulmonology
• Nephrology/IM
• Hospice/Palliative Care

Atrius Health is an Affirmative Action/Equal Employment Opportunity Employer.

Transforming 
care
We are physician-led and patient-centered. 
Driven by purpose. Informed by the 
communities we serve in Greater Boston. 
Invested in dedicated physicians like you. 
Together, we can improve lives.  
Won’t you join us? 

atriushealthproviders.org/careers
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Join Our Team  
at Central Maine Heart and Vascular Institute (cmhvi)

Seeking cardiologists for a new and developing program in 
imaging and general cardiology for a 20-year, established 
service line. 

 � Opportunities to expand and develop 
our current affiliation with the renowned 
Massachusetts General Hospital.

 � Located approximately 30 miles 
northwest of Portland, this Maine area 
boasts excellent schools as well as a full 
seasonal experience including stunning 
beaches, access to lakes and mountains, 
and year-round outdoor activities. 

 � Highly competitive 
compensation and benefits 
package offered for the 
right candidate. Leadership 
interests and backgrounds are 
welcomed and supported. 

 � CMHVI is committed to work-life 
balance, as well as diversity, inclusion, 
and equality for all that apply. 

Join Our Team  
at Swift River Family Medicine

Be an essential 
part of a vibrant 
community!

 � Potential for 
$300K salary 
commensurate 
with experience

 � Potential  $50K sign on bonus

 � Close proximity to outdoor recreation- skiing, 
hiking, fishing, swimming

To learn more  
Visit www.cmhc.org/careers  
or text NEJM to  
857-400-0656.

Join Our Team  
at Central Maine Medical Center ENT

Join our team of highly skilled 
professionals!

 � Hiring  
- Otolaryngologist 
- Audiologist

 � We offer a highly 
competitive 
compensation 
package 

 � Work with the latest most advanced technology

 � Live, work, and play in one of the most 
beautiful regions in the country

To learn more  
Visit www.cmhc.org/careers  
or text NEJM to 
857-400-0656.

Learn more  
Visit www.cmhc.org/careers using 
the QR code at left or text NEJM to 
857-400-0656 to reach our Provider 
Recruiting team directly.

Department of Medicine
Division of Hospital Medicine

The Division of Hospital Medicine at Washington University School of 
Medicine in St. Louis, one of the largest academic hospitalist programs 
in the nation with over 100 hospitalists, is recruiting faculty members 
(internal medicine, board-certified/eligible physicians) to join our well- 
established, growing hospitalist group.

We offer exciting opportunities for: 
•  Oncology Hospitalists
•  Cardiology Hospitalists
•  Geriatric Hospitalists
•  Nocturnists 

Additionally, numerous faculty are supported for efforts in education, 
POCUS, quality improvement, clinical research, interdisciplinary collab-
oration, and other scholarly activities. Full and part-time, non-tenure 
eligible faculty positions are available at a rank commensurate with 
experience. 

Benefits of being a Washington University Hospitalist:
•  Flexible schedule - 24 weeks (168 shifts)

o  Days - 7 on/7 off
o  Nights - 14 flexible shifts per month

•  Paid vacation
•  Abundant Medical Student, PA/NP Student, and Resident Teaching  

 Opportunities 
•  Comprehensive liability insurance (no tail required)
•  Professional allowance
•  Health, dental, vision benefits, 403B retirement
•  Eligible for PSLF (Public Service Loan Forgiveness)
•  Housing Assistance Program - https://lnyw.wustl.edu/
•  Washington University School of Medicine ranked top 5 in NIH  

 funding
•  Barnes-Jewish Hospital top-ranked by U.S. News & World Report

All qualified applicants will receive consideration for employment without 
regard to sex, race, ethnicity, protected veteran, or disability status. Interested 
candidates can apply at https://facultyopportunities.wustl.edu/Postinghttps://facultyopportunities.wustl.edu/Posting/
DeDetail/1010894tail/1010894 

You can also email: Mark V. Williams, MD, MHM
 Professor & Chief, Division of Hospital Medicine
 hospitalist@wustl.eduhospitalist@wustl.edu

We look forward to talking with you about  
how we can help you succeed in your career!

VALUING THE DIVERSITY
THAT’S YOU

DELIVER WORLD-CLASS, 
COMMUNITY-FOCUSED CARE

Internal Medicine Opportunities
Join one of the nation’s top health systems, elevate 
your medical practice, and contribute to our healing 
mission. We have opportunities in a variety of clinical 
settings, including four award-winning hospitals and 
over 250 outpatient clinics throughout Southern 
California.

Join us and enjoy excellent compensation and 
benefits, including public student loan forgiveness, 
malpractice insurance, pension & 401(k) plans, as 
well as:

physician-careers.uclahealth.org

• An inclusive, empowering culture

• On-going training and learning

• Access advanced medical research

• Growth and advancement opportunities

Scan the QR code to 
explore our latest openings!

We’re committed to providing you with the best locums 
jobs. Our team of experts will simplify the staffing 
process and ensure you’re prepared for success.

Helping you get the most from
your healthcare career.

weatherbyhealthcare.com/teamlocums

N
E

JM
C

ar
ee

rC
en

te
r.

o
rg



E M E R S O N  H E A L T H  O P P O R T U N I T I E S

Location, Location, Location

emersonhealth.org

8/23

Emerson Health Opportunities
Cardiology
• Potential Leadership 
Urology
• Potential Leadership  
Hospitalist
• Daytime, Nocturnist and Moonlighters
Orthopedics
Primary Care
• Employed and Private Practice  
Psychiatrist

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

W O R L D - R E N O W N E D  A F F I L I A T I O N S   |   3 0  M I N U T E S  F R O M  B O S T O N   |   Q U A L I T Y  O F  L I F E

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

Emerson Health has several opportunities for 
board-certified or board-eligible physicians to 
join several practices located throughout our 
service area. Emerson has employed as well 
as private practice opportunities.

At Emerson, you will find desirable practice 
locations, strong relationships with academic 
medical centers, superb quality of life, 
competitive financial packages, and more.

About Concord, MA 
and Emerson
Health

Our core mission is to deliver 
exceptional, patient-centered 
care that is highly reliable, safe, 
compassionate, equitable, 

efficient and coordinated. While we provide 
most of the services that patients will ever 
need, the hospital’s strong clinical 
collaborations with Boston’s academic medical 
centers ensures our patients have access to 
world-class resources for more advanced care.

Located just 20 miles northwest of Boston in 
historic Concord, Massachusetts–known for its 
rich history, revolutionary war sites and many 
famous authors 

Great place to raise children with top ranked 
public and private schools

Many recreational activities including hiking, 
biking, skiing and easy access to both the 
mountains and ocean
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Be seen as a person, not just a CV.
With everything going on, it’s easy to become a faceless cog in the machine of 
healthcare. If you’re looking to reconnect with your passion for medicine, we can 
help you find the perfect job that’s tailored to who you are, not just what you are.

From locum tenens to permanent placements, 
let’s find the change that’s right for you. 

www.comphealth.com/n-mostpersonalized 

DH-
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Join Our Team! 
Visa Sponsorship Available!

We’re hiring Physicians, 
Surgeons, NPs, PAs, CRNAs for 
Hospital Medicine, Outpatient 
Primary Care, Anesthesiology, 
Orthopedics, Gastroenterology, 
Rheumotology, Infectious 
Disease, Vascular, Cardiology, 
Palliative Care, Otolaryngology, 
Ob/Gyn, and Neurology

Significant Sign On Bonus 
Student Loan Repayment 
Relocation Assistance

 � Competitive wages 
 � Comprehensive benefits
 � Income protection
 � Ongoing certification 
support

 � Flexible schedules  
for work life balance

 � Great leadership 
 � Supportive teams

Bridgton Hospital | Central Maine Medical Center 
Central Maine Medical Group Specialty and Primary Practices | Rumford Hospital

Primary Care Physicians for Rumford start at $300,000  
with a $50,000 Sign on Bonus

Learn more  
Visit www.cmhc.org/careers using the QR code at left or  
text NEJM to 857-400-0656 to reach our Provider Recruiting team directly.

Discover a lifestyle you’ll love

Contact: Shawna Nuse  |  937-962-2610 
shawna.nuse@imail.org  |  PhysicianJobsIntermountain.org

We’re currently recruiting for a wide range of Physician specialties 
across Colorado, Utah, Montana, Nevada, Idaho, Kansas and Wyoming.

Living in the Mountain West, you’ll enjoy:
• Breathtaking natural beauty at 

your doorstep
• Year-round outdoor recreation 
• World-renowned national 

parks 

• Perfect blend of rural 
communities and large 
metropolitan areas

• High quality of life
• Authentic western hospitality

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!

SECURE A
FULFILLING
PRACTICE 
OPPORTUNITY
AND A MORE
BALANCED LIFESTYLE

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

Find your next dream job at
 jobs.jacksonphysiciansearch.com
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On July 11, 2023, the Medical AI Forum took center stage 
at the 15th Suzhou International Elite Entrepreneurship 
Week and Suzhou Scientist Day. The forum attracted 

distinguished scholars and industry leaders from around 
the world to gather in Suzhou to discuss the cutting-edge 
applications and potential impacts of artificial intelligence in the 
medical field.

With a global emphasis, the forum convened numerous 
industry insiders. The speakers and panelists were from College 
of Future Technology Peking University, University of California, 
San Francisco, Macau University of Science and Technology 
School of Medicine, SINTEF Digital Health, Insilico Medicine, 
and Global Health Education Foundation. Experts delved deep 
into medical AI's direction, sharing their insightful views on 
development and research topics.

In his keynote speech, Dr. Louis Ptacek emphasized the 
potential of using AI to analyze vast amounts of genetic 

data related to sleep disorders. This approach promises to 
significantly advance our understanding of sleep research, 
offering new insights and implications. Professor Kang Zhang 
and Dr. Alex Zhavoronkov analyzed new directions in AI's 
application in medical care and drug research. Dr. Charlotte 
Haug emphasized that for AI tools to gain acceptance, clinical 
trials must demonstrate their benefits for patients, health 
professionals, and the broader healthcare system.

Upholding the philosophy of cross-disciplinary and cross-
industry integration, the forum sought to play a crucial role in 
advancing a shared vision for humanity, by spearheading the 
transformation of global medical services and by leveraging AI 
to enhance healthcare quality for all.

The forum showcased Suzhou's biopharmaceutical 
achievements and dedication, while also aiming to attract 
global healthcare and pharmaceutical talent to enhance human 
well-being.

For more information about career opportunities in Suzhou, 
please contact info@ivy-tech.org.

GLOBAL SPOTLIGHT:
The Medical AI Forum Elevates Suzhou's Entrepreneurship Week, 
aiming to Boost Biopharma and Attract Global Healthcare Talent
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NEJM Catalyst Innovations in Care Delivery, a peer- 
reviewed digital journal for health care leaders, explores 
the best ideas and strategies with the most potential for 
change. Learn more today.

A journal for transforming  
health care delivery

SUBSCRIBE TODAY AT CATALYST.NEJM.ORG

Chief, Division of Infectious Diseases, Beth Israel Deaconess Medical Center
Professor or Associate Professor, Harvard Medical School

Beth Israel Deaconess Medical Center (BIDMC), a major teaching hospital 
of Harvard Medical School (HMS), seeks applications and nominations for 
the position of Professor or Associate Professor of Medicine to serve as 
Chief of the Division of Infectious Diseases in the Department of Medicine. 
The successful applicant will be an experienced academician, clinician 
and administrator who will be able to provide leadership for all of the clinical, 
educational and scientific activities of the Division. The successful applicant  
will have a proven track record as an investigator in basic or clinical science. 
The applicant must be a highly capable and credible clinician who can 
command the respect of the clinical team, who provides care for general 
ID, ID in immunosuppressed patients, antibiotic stewardship and infection 
control, and conducts outpatient care in general ID, follow-up adminis-
tration of antibiotics and travel medicine. The successful applicant must 
have a clear record of teaching and mentoring for students, residents and 
fellows. The Division of Infectious Diseases in the Department of Medicine 
at BIDMC includes 30 full-time members with academic appointments at 
HMS. The BIDMC, a 783-bed tertiary and quaternary care hospital, is the 
major academic medical center within Beth Israel Lahey Health, a system 
comprising 13 hospitals, numerous ambulatory care sites and a large primary 
care base readily accessible to all the residents of Eastern Massachusetts.

A cover letter and CV should be sent to:  
mamurphy@bidmc.harvard.edumamurphy@bidmc.harvard.edu 

and addressed to:
Mark L. Zeidel, M.D.

Herrman L. Blumgart Professor of Medicine
Chair, Search Committee

Beth Israel Deaconess Medical Center

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

Director, Children’s Nutrition Research Center
Baylor College of Medicine seeks to recruit a preeminent leader for the role of 
Director, Children’s Nutrition Research Center to build upon the legacy of this 
outstanding center in nutritional health. This individual should be recognized  
internationally for excellence as a leader in childhood nutrition and clinical research. 

The Houston USDA/ARS Children’s Nutrition Research Center is located within 
the heart of the Texas Medical Center and is a leader in the promotion of nutri-
tional health. The CNRC conducts basic and clinical research that represents the 
vibrant and diverse scope of childhood nutrition. Studies carried out at the CNRC 
investigate molecular mechanisms of metabolic diseases, human nutrition and 
metabolism, plant physiology, epidemiology, and community-based health. The 
CNRC houses laboratories supported by state-of-the-art equipment, room 
calorimeters, a greenhouse, a metabolic kitchen, multiple observation labs, as well 
as accommodations for research volunteers. 

Since its establishment in 1978, more than 13,000 Houston-area families have 
volunteered to participate in CNRC studies, which have generated more than 2,000 
scientific publications and continue to provide groundbreaking discoveries and 
valuable information for improving the nutritional health of today’s children and 
that of future generations. 

The CNRC is operated by Baylor College of Medicine in cooperation with Texas 
Children’s Hospital and the Agricultural Research Service of the U.S. Department 
of Agriculture. Faculty members working within the CNRC have academic 
appointments within the Department of Pediatrics or other relevant BCM 
department.

The next Director will be afforded the opportunity to recruit cutting-edge faculty, 
create synergies and engage in collaborative growth with other leaders locally and 
nationally, and will have adequate resources to grow nutritional health research.

Interested candidates should forward their curriculum vitae, a one-page summary  
of accomplishments and relevant administrative experience, and a brief vision 
statement for the future of the center. 

Forward all materials via E-mail to Dr. Mark Herman, Search Committee Chair, 
at chairsearch@bcm.edu. 

Baylor College of Medicine is an Equal Opportunity,  
Affirmative Action and Equal Access Employer.

Internal Medicine Physician – 
Medical Doctor On-Call

McLean Hospital * Per Diem
McLean Hospital is a comprehensive psychiatric hospital 
committed to providing easy access to superior quality, cost-
effective mental health services in the Boston, MA area and 
beyond. Since 1811, McLean Hospital has been a world leader 
in the treatment of mental illness and chemical dependency, 
research into the cause of mental illness and the training 
of generations of mental health care providers. McLean’s 
multidisciplinary programs treat a broad range of psychiatric 
illnesses across the full continuum of care. 
We currently have an exceptional Per Diem opportunity 
available for a MEDICAL DOCTOR ON CALL (MDOC) within 
MGH Internal Medicine Associates, located on our Belmont, 
McLean campus. Successful candidates will provide off-hours 
consultative liaison services for inpatients and residential 
clients on campus. Medical Doctors On Call (MDOC) provide 
on-site coverage during the week (7 PM to 8 AM) and on 
weekends and holidays (9 AM to 9 AM) at a competitive 
hourly rate.
Qualifications include:
•  Must be fully licensed to practice medicine in the 

Commonwealth of Massachusetts
•  ACLS Certification
Applicants should submit a letter of interest and curriculum 
vitae, along with the names and addresses of three 
references by email to Arthur J. Siegel, M.D., Director, MGH 
Internal Medicine Associates, McLean Hospital, 115 Mill 
Street, Belmont, MA 02478, at: asiegel@mgh.harvard.edu

We are an Equal Opportunity Employer.
A member of Mass General Brigham and teaching affiliate of Harvard Medical School
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Join a nationally renowned organization 
that’s leading healthcare change.
Our Employee Resource Groups (ERGs) provide opportunities for all Geisinger employees to build strong 
networks and develop professionally.

VETNET
Support network for service 
members, veterans and their families

G-PRIDE
Geisinger People Ready for 
Inclusion, Diversity and Equality

GAIN
Geisinger Ability Inclusivity Network

Women LEAD
Legacy, Empowerment, 
Advocacy, Development

BOLD
Black Outreach Leadership 
Development

SALUD
Support for Hispanic/Latino 
employees in the workplace

We’re proud to be recognized for the exceptional work we do.




