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

By Bonnie Darves, a Seattle-based freelance health care writer

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

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

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

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

Dr. Sullivan opted for the one-year physician executive MBA program at 
the University of Tennessee’s Haslam School of Business. In part, she chose 
it because it was shorter than some MBA programs, but also because she 
wanted a practical curriculum and the face-to-face experience of the four 
weeks of onsite residence. “I learn by doing, and this program was not 
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Dear Physician:

As you near completion of your training, I’m sure that finding the right employment opportunity is a top priority 
for you. The New England Journal of Medicine (NEJM) is the leading source of information about job openings, 
especially practice opportunities, in the country. Because we want to assist you in this important search, a 
complimentary copy of the 2022 Career Guide: Residents and Fellows edition booklet is enclosed. This special booklet 
contains current physician job openings across the country. To further aid in your career advancement, we’ve 
also included a couple of recent selections from our Career Resources section of the NEJM CareerCenter website 
(NEJMCareerCenter.org). 

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

If you are not currently an NEJM subscriber, I invite you to become one. NEJM has recently added many exciting 
enhancements that further increase its relevance to you as you move forward in your career. If you are interested in 
subscribing, visit NEJM.org.

Our popular Clinical Practice articles are evidence-based reviews of topics relevant to practicing physicians. A reprint 
of the July 7, 2022, Clinical Practice article, “Pulmonary Embolism,” is included. 

NEJM.org offers an interactive and personalized experience, including specialty pages and alerts and access to 
multimedia features like Videos in Clinical Medicine, which allows you to watch common clinical procedures; 
Interactive Medical Cases, which allows you to virtually manage an actual patient’s case from presentation to 
outcome; and Quick Take video summaries, short videos published weekly to accompany a study or review article. 
You can learn more about these features at NEJM.org.

A career in medicine is challenging, and current practice leaves little time for keeping up with changes. With this 
in mind, we have developed these new features to bring you the best, most relevant information in a practical and 
clinically useful format each week.   

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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Benefits of business education: professional and personal

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

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

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

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

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

Dr. Singh’s cohort, for example, included hospitalists, internists, cardiolo-
gists, a pathologist, and a palliative medicine physician. “Learning from 
the other physicians was a phenomenal experience,” he said.
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about taking exams — we got real-life practical assignments. It was so  
energizing,” Dr. Sullivan said.

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

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

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

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



NEJMCareerCenter.org 5

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

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

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

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

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

When choosing a degree program, especially an MBA, physicians should 
be fairly clear about what they want to achieve, Dr. Jurica advises, in part 
because of the financial investment. That might range from under $10,000 
for an online-only program to $100,000 for a big-name university MBA. The 
CPE path is generally less expensive than the traditional MBA or MMM 
program, he added. “It might be worth waiting to start a program, if 
there’s a way to get your employer to help with the costs,” Dr. Jurica said. 
He also advised physicians who aren’t ready to commit to a program to 
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Rex Kovacevich, MBA, a professor of clinical marketing in USC’s MMM 
program, sees those valuable interactions firsthand. He often witnesses 
physicians sharing their stories and experiences, and in doing so, helping 
each other deal with situations in their own organizations or professional 
lives. “That’s one of the key benefits of the cohort model — the physicians 
become comfortable sharing with each other,” said Mr. Kovacevich. Monique 
Butler, MD, MBA, chief medical officer for Swedish Medical Center, in 
Englewood, Colorado, cites those networking benefits and the resulting 
relationships she built as an important outcome of her participation in  
the University of Tennessee’s Physician Executive MBA program. “The  
cohort experience gives you a huge support network. We’re able to just 
pick up the phone and call each other when we’re working through a  
challenge,” she said. “It’s been incredibly helpful.”

Weighing the education options

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

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

Maeleine Mira, director of the MMM program at USC’s Marshall School  
of Business, said that a key feature of the MMM curriculum is that it’s  
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“I wanted to be a physician leader at this academic center, and I knew I 
needed this education,” Dr. Vinton said. The school and her cohort were 
“amazingly supportive,” she said, and she was able to bring her infant 
daughter with her for the onsite residency portions. “I was surprised by 
how accommodating everyone was — I didn’t expect that,” she said.

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

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

Tips for choosing a program and planning the journey

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

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

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

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

“You must be able to make the commitment before you start a program. You need a game 
plan, the financial resources, and the buy-in from family and colleagues. I ended up de-
voting two full days a week to my studies.” — Pamela Sullivan, MD, MBA
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consider taking business courses through the AAPL, specialty organizations, 
online programs, or local education institutions.

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

What to expect

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

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

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

Deborah Vinton, MD, medical director of the emergency department at the 
University of Virginia in Charlottesville, found herself on a crash course 
path when she began the University of Tennessee Physician Executive MBA, 
five years after finishing residency. She started the program just six weeks 
after delivering her third child. Despite the logistical challenges, the timing 
was important: she had an opportunity to participate in planning the UVA’s 
new emergency department and needed business credentials to be effective.
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Defining Success in the Workplace
By Nisha Mehta, MD, a physician leader whose work focuses on physician empower-
ment, community building, and career longevity in medicine  

We all have different definitions of success in the workplace, and it’s impor-
tant to be honest with ourselves about what those are. They will be the 
gauge by which we derive career satisfaction, so they are of utmost  
importance when considering a job.

Importantly, there is no right approach, as much as we may all know the 
stereotypically correct answers to give at interviews. The things that drive 
us and give us purpose are inherently intertwined with who we are as  
individuals, and after years of being told what the “right” answers are,  
it may require some real introspection to realize what things we are truly 
aiming for.

Therefore, prior to embarking on the job search, take a few hours and 
write down the things that you value and you think will ultimately lead  
to job satisfaction. If applicable, discuss these goals with your family, and 
even ask your friends if they agree with your personal assessment. Sometimes 
they know you better than you know yourself, and they will be able to get 
to the heart of what you really want. Taking this time to challenge what 
you’ve been groomed to think you want is well worth it, as over time, 
these things will reveal themselves in the form of job turnover.

Once this is done, you should look at each job to determine if the job is 
compatible with the priorities you have outlined.

If you view leadership as one of your goals and indicators of success, you 
are going to want to pick a job where there is a pathway to promotion  
or ownership. A private practice that does not offer partnership options  
or a position in a company where the senior leadership is not composed  
of physicians would likely not be a good fit for you.

If you think having more vacation or more f lexibility in work hours will 
help you achieve work-life balance and career satisfaction, you may want 
to look at a large practice where there are more coverage options or start 
a solo practice if your specialty is amenable to f lexibility in this setting.  
In these scenarios, you will likely sacrifice some element of compensation 
or willingly take on inefficiencies in practice overhead in order to have  
the options you want.
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“Truly understand the time commitment. Programs might cite a certain number of hours 
per week but assume that that’s the minimum. It might take more time to meet your  
requirements.” — Talal Ghazal, MD, MBA

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

 Did you find this article helpful? 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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Copyright © 2022 Massachusetts Medical Society.

A 41-year-old man presents to the emergency department with a 3-week history of 
breathlessness. He recently completed a course of antibiotic medication for pre-
sumed pneumonia. On the day of presentation, he awoke with dull pain on the right 
side of the back. His medical history is otherwise unremarkable. His heart rate is 
88 beats per minute, blood pressure 149/86 mm Hg, respiratory rate 18 breaths per 
minute, temperature 37°C, and oxygen saturation 95% while he is breathing ambient 
air. Auscultation of his chest reveals normal breath sounds and normal heart sounds. 
An examination of the legs is normal. His creatinine and troponin levels are within 
normal limits, and a radiograph of the chest is normal. The physician’s implicit as-
sessment is that the likelihood of pulmonary embolism is greater than 15%. The 
patient’s Wells score is 0 (on a scale of 0 to 12.5, with higher scores indicating a 
higher probability of pulmonary embolism), and the d-dimer level is 2560 ng per 
milliliter. How would you evaluate this patient for pulmonary embolism, and how 
would you manage this case?

The Clinic a l Problem

Pulmonary embolism occurs when embolic venous thrombi are 
caught within the branching lung vasculature. These thrombi often develop 
within the leg or pelvic veins, and approximately half of all deep-vein throm-

bi embolize to the lungs.1 The annual incidence of pulmonary embolism world-
wide is approximately 1 in 1000 persons.2,3 Although almost 20% of patients who 
are treated for pulmonary embolism dies within 90 days,2 pulmonary embolism is 
not commonly the cause of death because it frequently coexists with other serious 
conditions, such as cancer, sepsis, or illness leading to hospitalization, or with other 
events, such as surgeries. The true mortality associated with undiagnosed pulmo-
nary embolism is estimated to be less than 5%,4 but recovery from pulmonary em-
bolism is associated with complications such as bleeding due to anticoagulant 
treatment,5 recurrent venous thromboembolism, chronic thromboembolic pulmonary 
hypertension,6 and long-term psychological distress.7 Approximately half the patients 
who receive a diagnosis of pulmonary embolism have functional and exercise 
limitations 1 year later (known as post–pulmonary-embolism syndrome),8 and the 
health-related quality of life for patients with a history of pulmonary embolism is 
diminished as compared with that of matched controls.9 Therefore, the timely diag-
nosis and expert management of pulmonary embolism are important.

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

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

Pulmonary Embolism
Susan R. Kahn, M.D., and Kerstin de Wit, M.B., Ch.B., 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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If you decide publishing papers or teaching isn’t something that gives you 
career satisfaction, then academics is likely not for you, as you’ll feel frus-
trated having to sacrifice time in these endeavors instead of focusing on 
what drives you. Remember that everything you say yes to is something 
else that you say no to.

For some, all efforts are aimed at achieving work-life balance, whereas  
for others, money or prestige may be the sole factor that is considered. Not 
surprisingly, for most it’s not that straightforward, and the ideal career in-
volves some balance of these factors, which is determined by the relative 
weight that you place on each of them. Fortunately, the breadth of options 
within the job market should allow you to find a position that meets your 
requirements as long as you cast your net wide or are open to the idea of 
opening your own practice. Acknowledging the benchmarks by which we 
personally define success and viewing each job opportunity against those 
will be key for ensuring longevity at the job.

 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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more data are needed to confirm the usefulness 
of this approach with current assays and relative 
to currently recommended strategies. The diag-
nostic accuracy of d-dimer testing in patients with 
coronavirus disease 2019 (Covid-19) remains un-
changed.18

Newer approaches have adjusted the d-dimer 
threshold for ruling out pulmonary embolism 
and are validated for d-dimer assays for which 
the manufacturer-recommended cutoff is equiv-
alent to 500 ng per milliliter. These strategies 
include d-dimer levels that are adjusted for age19,20 
(reported sensitivity for the age-adjusted ap-
proach ranges from 97 to 99%, and specificity 
ranges from 42 to 47%17) or that are adjusted to 
the YEARS algorithm for ruling out pulmonary 
embolism21 (sensitivity, 96 to 98%; specificity, 54 
to 61%17) or the Wells score16 (sensitivity, 93 to 
97%; specificity, 61 to 67%17). Randomized trials 
that compare various d-dimer strategies in pa-
tients with pulmonary embolism are lacking.

Diagnostic imaging is reserved for patients in 
whom pulmonary embolism cannot be ruled out 
on the basis of a decision rule, given the poten-
tial harms of radiation exposure. CT pulmonary 
angiography is usually the most timely and ac-
cessible imaging technique; however, to minimize 
lung and breast-tissue irradiation in younger pa-
tients, ventilation–perfusion single-photon-emis-
sion CT (SPECT) is a low-radiation option. The 
incidence of false positive results from CT screen-
ing vary among providers and may be as high as 
5%.22 Within 3 months after having normal re-
sults on CT that had been performed because of 
suspicion of pulmonary embolism, 1.2% of pa-
tients receive a diagnosis of venous thrombosis.23 
In contrast, the diagnostic performance of ven-
tilation–perfusion SPECT has not been well es-
tablished.24

Many patients who have been hospitalized for 
an unrelated condition are also tested for pulmo-
nary embolism; there is less evidence to guide 
d-dimer use in these patients. Although d-dimer 
levels may still be highly sensitive for testing 
patients who are hospitalized, they are less useful 
in ruling out pulmonary embolism because levels 
are often elevated during illness and after surgery.

Treatment
Initial Management

Initial treatment of pulmonary embolism is guid-
ed by risk stratification of the pulmonary embo-

lism as high, intermediate, or low risk on the basis 
of the patient’s clinical presentation (Fig. 2).25 The 
nomenclature of “massive” and “submassive” in 
describing pulmonary embolism is confusing, 
given that clot size does not dictate therapy.

High Risk
Approximately 5% of patients present with high-
risk pulmonary embolism, involving shock, end-
organ hypoperfusion, hypotension (systolic blood 
pressure of <90 mm Hg or a decrease in systolic 
blood pressure of >40 mm Hg that is not caused 
by sepsis, arrhythmia, or hypovolemia), or cardiac 
arrest. Observational data support the evaluation 
of patients with high-risk pulmonary embolism 
for immediate reperfusion therapy by ruling out 
contraindications (e.g., brain metastases, bleed-
ing disorders, and recent surgery). Intravenous 
systemic thrombolysis is the most readily available 
option for reperfusion, and protocols include a 
weight-based dose of tenecteplase,26 alteplase at 
a dose of 0.6 mg per kilogram of body weight,27 
or alteplase at a dose of 100 mg administered over 
a period of 1 to 2 hours.25 There is insufficient 
evidence to support one of these agents over the 
other; however, tenecteplase can be administered 
as a bolus in an emergency, and weight-based 
dosing may be preferable in elderly patients or 
patients with low body weight.26 Alternative re-
perfusion approaches include surgical thrombec-
tomy and catheter-directed thrombolysis (with 
or without thrombectomy). Additional supportive 
measures include the administration of inotropes 
and the use of extracorporeal life support.

Intermediate Risk
Patients with echocardiographic or CT evidence 
of right heart strain, elevated cardiac biomarkers 
(such as troponin or brain natriuretic peptide), 
or both are considered to have intermediate-risk 
pulmonary embolism.25 Systemic thrombolysis is 
not typically recommended for these patients; in 
a randomized, controlled trial that assessed the 
addition of tenecteplase to heparin, treatment 
with tenecteplase resulted in an absolute reduc-
tion in the risk of hemodynamic decompensa-
tion of 3 percentage points, at the expense of a 
9-percentage-point increase in the risk of major 
bleeding (and a 2-percentage-point increase in 
the risk of hemorrhagic stroke).26 Rather, patients 
with intermediate-risk pulmonary embolism 
should receive anticoagulant therapy and be close-
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S tr ategies a nd E v idence

Diagnostic Testing for Pulmonary Embolism

Perhaps the most challenging aspect of testing 
for pulmonary embolism is knowing when to 
test.10 Common symptoms of pulmonary embo-
lism are fatigue, breathlessness, chest pain, diz-
ziness, cough, diaphoresis, fever, and hemopty-
sis.11 A meta-analysis of cohort studies showed 
that a history of dyspnea, immobilization, recent 
surgery, active cancer, hemoptysis, previous venous 
thromboembolism, or syncope was associated 
with an increased likelihood of pulmonary em-
bolism.12 Testing for pulmonary embolism should 
also be considered if a patient appears not to have 
had a response to treatment for another diagnosed 
respiratory condition, because initial misdiagnosis 
is common.

In North America, pulmonary embolism is 
diagnosed in only 1 patient for every 20 who are 
tested for the presence of pulmonary embolism 
when they present to the emergency department.13 
This prevalence has remained stable for two de-
cades and is four times lower than the prevalence 
reported among patients in Europe.13 Established 
guidelines do not stipulate which patients should 
undergo testing for the presence of pulmonary 
embolism. Qualitative research suggests that phy-
sician norms and local culture are major drivers 
in the decision to test for pulmonary embolism.10 
Noninvasive tests to rule out the diagnosis that 
are based on the assessed clinical probability of 
pulmonary embolism are extremely effective in 
safely reducing the use of computed tomography 

(CT),14 resulting in only 30 to 40% of patients with 
suspected pulmonary embolism subsequently un-
dergoing diagnostic imaging.13

In cases in which physicians have an implicit 
sense that their patient is very unlikely to have 
pulmonary embolism (estimated likelihood, 
<15%), large cohort studies have shown that the 
Pulmonary Embolism Rule-out Criteria (PERC) 
rule can safely rule out pulmonary embolism 
without further diagnostic imaging.15 In practice, 
however, implicit estimation typically overesti-
mates the probability of pulmonary embolism, 
which can limit the use of the PERC rule.10 Physi-
cians should be familiar with a validated deci-
sion rule to guide the use of d-dimer testing. 
Among patients with a low structured clinical 
probability score — a Wells score of 4.0 or less 
(found in 80% of patients tested in North Amer-
ica16), a revised Geneva score of 10 or less (on a 
scale ranging from 0 to 22, with higher scores 
indicating a greater probability of pulmonary 
embolism), and a simplified Geneva score of 4 or 
less (on a scale ranging from 0 to 9, with higher 
scores indicating greater probability of pulmo-
nary embolism) — pulmonary embolism can be 
safely ruled out on the basis of d-dimer levels 
when manufacturer-recommended cutoffs were 
used (sensitivity, 98 to 99%; specificity, 37 to 
40%).17 Additional details of the scoring systems 
and their use are provided in Figure 1. Older data 
from a different d-dimer assay suggested that a 
d-dimer level of less than 500 ng per milliliter 
could be used to rule out pulmonary embolism 
without consideration of clinical risk factors, but 

Key Clinical Points

Pulmonary Embolism

• Pulmonary embolism is a common diagnosis and can be associated with recurrent venous 
thromboembolism, bleeding due to anticoagulant therapy, chronic thromboembolic pulmonary 
hypertension, and long-term psychological distress.

• A minority of patients who are evaluated for possible pulmonary embolism benefit from chest imaging 
(e.g., computed tomography).

• Initial treatment is guided by classification of the pulmonary embolism as high-risk, intermediate-risk, 
or low-risk. Most patients have low-risk pulmonary embolism, and their care can be managed at home 
with a direct oral anticoagulant.

• Patients with acute pulmonary embolism should receive anticoagulant therapy for at least 3 months. 
The decision to continue treatment indefinitely depends on whether the associated reduction in the risk 
of recurrent venous thromboembolism outweighs the increased risk of bleeding and should take into 
account patient preferences.

• Patients should be followed longitudinally after an acute pulmonary embolism to assess for dyspnea or 
functional limitation, which may indicate the development of post–pulmonary-embolism syndrome or 
chronic thromboembolic pulmonary hypertension.
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ly monitored to identify the 1 patient in 20 in 
whom shock may subsequently develop26 (at which 
point reperfusion therapy may be administered). 
There are no guidelines for door-to-needle time 
for the treatment of pulmonary embolism like 
those that exist for the treatment of myocardial 
infarction and stroke.

On the basis of expert opinion, low-molecu-
lar-weight heparin is the preferred immediate 
anticoagulant for patients with intermediate-risk 
pulmonary embolism. The therapeutic effects of 
immediate treatment with direct oral anticoagu-
lants rivaroxaban and apixaban as compared with 
low-molecular-weight heparin have not been 
studied in patients at intermediate risk for pul-
monary embolism, and unfractionated heparin 
causes excess bleeding.28 When available, catheter-
directed thrombolysis remains an option for 
patients at intermediate risk who have proximal, 
central pulmonary embolism; however, there is 
insufficient evidence to support catheter-directed 
thrombolysis over low-molecular-weight heparin 
in these patients.

Low Risk
Patients with pulmonary embolism whose con-
ditions are hemodynamically stable and who have 
no right ventricular strain and normal cardiac 
biomarkers are considered to have low-risk pul-
monary embolism. Most of these patients can be 
treated with a direct oral anticoagulant (on the 
basis of high-quality trial data29) and assessed 
for outpatient treatment. The decision for a pa-
tient to be treated at home can be guided by the 
score on the simplified Pulmonary Embolism Se-
verity Index (PESI)25,30 or the Hestia score (Fig. 2). 
In contrast to the Hestia score (a checklist of 
criteria that preclude treatment at home), the 
score on the simplified PESI predicts the risk of 
death rather than nonfatal complications and 
does not account for important variables such as 
the availability of support for the patient at home. 
Results of a randomized, controlled trial showed 
a low risk of adverse events among patients with 
no Hestia criteria or with a score of 0 on the 
simplified PESI who received treatment as out-
patients.31

Subsequent Management
Direct oral anticoagulants are the first-line treat-
ment for most patients. Randomized trials have 
shown that direct oral anticoagulants, which do 
not necessitate monitoring, are as effective at 
reducing the risk of recurrent venous thrombo-
embolism as vitamin K antagonists and result in 
a lower risk of major bleeding.29 Because com-
parisons of direct oral anticoagulants are lack-
ing, the choice of agent is guided by pharmaco-
logic properties and patient characteristics and 
preferences (e.g., concomitant interacting medi-
cations and patient preference for once-daily or 
twice-daily medication).32 In patients with cancer, 
trials support the safety and efficacy of the di-
rect oral anticoagulants apixaban, edoxaban, and 
rivaroxaban as alternatives to treatment with 
low-molecular-weight heparin.33,34

Vitamin K antagonists are preferred over di-
rect oral anticoagulants in patients with advanced 
kidney or liver disease and in patients with an-
tiphospholipid syndrome who are triple-positive 
(i.e., positive for lupus anticoagulant, anticardio-
lipin, and anti–β2-glycoprotein I antibodies), have 
very high antibody titers, or have a history of 
arterial thrombosis.35,36 Low-molecular-weight 
heparin should be used to treat pregnant women 

Figure 1 (facing page). Overview of Testing for Pulmonary 
Embolism in Outpatients or Patients in the Emergency 
Department.

Physicians may use Pulmonary Embolism Rule-out  
Criteria (PERC) to rule out pulmonary embolism if 
their implicit sense suggests there is less than 15% 
probability that the patient has pulmonary embolism. 
Otherwise, physicians should use a d-dimer assay to 
rule out pulmonary embolism in patients who have a 
low structured clinical probability score (a Wells score 
of ≤4.0 on a scale of 0 to 12.5, a revised Geneva score 
of ≤10 on a scale ranging from 0 to 22, or a simplified 
Geneva score of ≤4 on a scale of 0 to 9; on all three 
scales, higher scores indicate a greater probability of 
pulmonary embolism) or should use the YEARS algo-
rithm. Each circled number refers to a different clinical 
decision rule, and each circled letter to a distinct d-dimer 
strategy. Imaging can be avoided in patients with clini-
cal probability scores at or below the given cutoff and 
d-dimer level below the given cutoff. Computed to-
mography (CT) and ventilation–perfusion single-pho-
ton-emission computed tomography (SPECT) are re-
served for patients with a clinical probability score 
above the preset cutoff for the chosen score or a d-dimer 
at or above the preset cutoff for the chosen d-dimer 
option. The adjusted d-dimer thresholds have been 
validated for assays with a manufacturer-recommend-
ed cutoff of 500 ng per milliliter. DVT denotes deep-
vein thrombosis.
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Wells score Points

PE is the most likely diagnosis 
Signs and symptoms of DVT 
Heat rate >100 beats/min 
In previous 4 wk, immobilization 
  for >3 days or surgery 
Previous DVT or PE 
Hemoptysis 
Active cancer

3.0
3.0
1.5
1.5

1.5
1.0
1.0

Geneva 
score

Revised 
points

Age >65 yr
Previous DVT or PE
Surgery or fracture within mo
Active cancer
Pain in one lower limb
Hemoptysis
Heart rate 75–94 beats/min
Heart rate ≥95 beats/min
Pain on lower-limb deep-vein
  palpitation and edema in one leg
 

1
3
2
2
3
2
3
5
4

Simplified 
points

1
1
1
1
1
1
1
2
1

Key

PERC 
(If any items are present, 
PERC test is positive)

• Age ≥50 yr
• Heart rate ≥100 beats/min
• Oxygen saturation <95% while 
   patient is breathing room air 
• Swelling in one leg
• Hemoptysis
• Surgery or trauma within 
   past 4 wk 
• Previous DVT or PE 
• Hormone use

YEARS items

• PE is the most likely diagnosis 
• Hemoptysis
• Clinical signs of DVT

Use and know one D-dimer option:

Wells score 
≤4.0

Wells ≤ 4.0

D-dimer < manufacturer-
recommended cutoff

D-dimer < age-
adjusted cutoff

D-dimer <1000 ng/ml

Revised 
Geneva score ≤10

Simplified 
Geneva score ≤4

AND

OR

CT angiogram or 
ventilation–perfusion 

SPECT

AND

D-dimer <500 ng/ml 

Any YEARS 
items present 

Clinician has implicit sense that PE is very unlikely  
(estimated likelihood, <15%)

Decision to test in outpatient setting for pulmonary embolism (PE)

Have a chosen strategy and use it for all patients
 Be familiar with one score in combination with one D-dimer option

Clinician has implicit sense 
that the likelihood of PE is ≥15%

A

1

B

2

C

AND

No YEARS 
items present 

D-dimer <1000 ng/ml

3 4
Wells or Geneva score

 

ABOVE 
prespecified threshold

D-dimer 

AT OR ABOVE 
prespecified threshold

OR

A

1

B

2

C

3

PERC positive PERC negative

AND

Positive Negative

PE ruled outPE diagnosed
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with pulmonary embolism, since vitamin K an-
tagonists and direct oral anticoagulants cross the 
placenta and are associated with adverse preg-
nancy outcomes.25,37

Duration of Therapy
Patients with acute pulmonary embolism should 
receive anticoagulant therapy for at least 3 months 
to reduce the risks of further embolization, 
thrombus extension, early recurrence of venous 
thromboembolism, and death (Table 1).38 Wheth-
er treatment is stopped at 3 months or continued 
indefinitely depends on whether the reduced risk 
of recurrent venous thromboembolism with con-
tinued anticoagulation therapy outweighs the 
increased risk of bleeding, and the decision 
should take patient preferences into account.39

Among patients who have pulmonary embo-
lism that was provoked by a major transient 
(i.e., reversible) risk factor (e.g., surgery with 
general anesthesia lasting >30 minutes, confine-
ment to bed in the hospital for ≥3 days due to 
an acute illness, or major trauma or fracture),40 
the long-term risk of venous thromboembolism 
recurrence is low and anticoagulation therapy 
can be stopped after 3 months. If the pulmonary 
embolism was very large or was associated with 
moderate dysfunction of the right ventricle or if 
the patient has persistent residual symptoms, 
some experts recommend that treatment extend 
to 6 months.39 In patients with persistent pro-
voking factors such as active cancer or antiphos-
pholipid syndrome or who have had previous 
episodes of unprovoked venous thromboembo-

Table 1. Anticoagulant Treatment Regimens for Pulmonary Embolism.*

Initial Phase of Anticoagulation
Short-Term Phase of Anticoagulation 

(3–6 mo)
Indefinite Phase of Anticoagulation 

(after 3–6 mo)

Apixaban, administered orally, 10 mg twice a 
day for 7 days

Apixaban, administered orally, 5 mg twice 
a day

Apixaban, administered orally, 5 mg twice a 
day or 2.5 mg twice a day†

Rivaroxaban, administered orally, 15 mg twice 
a day for 21 days

Rivaroxaban, administered orally, 20 mg 
once a day

Rivaroxaban, administered orally, 20 mg 
once a day or 10 mg once a day†

Low-molecular-weight heparin‡

Administered subcutaneously for a mini-
mum of 5 days§

Dabigatran, administered orally, 150 mg 
twice a day

Dabigatran, administered orally, 150 mg 
twice a day

Administered subcutaneously for a mini-
mum of 5 days§

Edoxaban, administered orally, 60 mg once 
a day¶

Edoxaban, administered orally, 60 mg once 
a day¶

Administered subcutaneously for a mini-
mum of 5 days,§ plus vitamin K an-
tagonist, administered orally, with INR 
≥2 for 2 days

Vitamin K antagonist, administered orally, 
with target INR of 2 to 3

Vitamin K antagonist, administered orally, 
with target INR of 2 to 3

*  Direct oral anticoagulants and low-molecular-weight heparin are contraindicated in patients with severe renal impairment. Dosing of these 
medications in patients with renal impairment differs with the specific agent and among jurisdictions. With regard to use of direct oral an-
ticoagulants in patients with obesity, post hoc analyses of phase 3 trials, observational data, and pharmacokinetic and pharmacodynamic 
data suggest that direct oral anticoagulants and vitamin K antagonists have similar effectiveness and safety in patients with body weight up 
to 120 kg or a body-mass index (BMI; the weight in kilograms divided by the square of the height in meters) of up to 40. For patients who 
weigh more than 120 kg or have a BMI higher than 40, standard doses of rivaroxaban or apixaban are among appropriate anticoagulant op-
tions; fewer supportive data exist for apixaban than for rivaroxaban. Other options include vitamin K antagonists, weight-based low-molecu-
lar-weight heparin (administered according to manufacturer recommendations), and fondaparinux.52 INR denotes international normalized 
ratio.

†  A reduction in dose may be considered after 3 to 6 months of therapy.
‡  Low-molecular-weight heparin may be administered subcutaneously throughout initial, short-term, and indefinite phases of treatment, with 

dosage according to body weight.
§  Low-molecular-weight heparin should be administered for 5 to 10 days before the initiation of dabigatran or edoxaban and concurrent to 

initiating vitamin K antagonists.
¶  Edoxaban should be administered at a dose of 30 mg daily if the creatinine clearance is 15 to 50 ml per minute, if the patient’s body weight 

is less than 60 kg, or if potent P-glycoprotein inhibitors are being used.
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Figure 2. Overview of Pulmonary Embolism Management in the Context of Risk Stratification.

At the time of diagnosis, pulmonary embolism should be stratified as low risk, intermediate risk, or high risk. Patients with high-risk pul-
monary embolism should be assessed for immediate reperfusion interventions such as systemic thrombolysis. Patients with intermedi-
ate-risk pulmonary embolism should be carefully monitored and assessed for initiation of treatment with low-molecular-weight heparin 
(LMWH). Most patients have low-risk pulmonary embolism and can be assessed for outpatient anticoagulant therapy according to their 
Hestia score, score on the simplified Pulmonary Embolism Severity Index (PESI), or the physician’s implicit judgment. All patients dis-
charged home would benefit from rapid, reliable outpatient follow-up. BNP denotes brain natriuretic peptide, DOAC direct oral antico-
agulant, IV intravenous, and VKA vitamin K antagonist.

High-Risk PE

Shock, end-organ 
hypoperfusion, 
hypotension,

or cardiac arrest

Immediate 
reperfusion

therapy

Intermediate-Risk PE

Signs of right heart 
strain on imaging, 

elevated troponin or 
BNP, or both

Admit, monitor 
vital signs, and 

administer LMWH

Low-Risk PE

All other 
patients

Patient suitable 
for discharge:

Discharge 
from hospital while 

taking DOAC (LMWH 
or VKA if indicated)

Patient not suitable 
for discharge:

 
Admit, DOAC 

(LMWH or VKA if
indicated)

Choose and know one decision tool 
for determining disposition: 

Rapid, expert outpatient 
follow-up is available 

No Hestia criteria

Simplified PESI score = 0

Implicit assessment that patient’s 
condition is stable without IV medication 
or oxygen and that the patient has 
sufficient home support and is not at 
risk for imminent bleeding

AND

OR

OR

Pulmonary embolism (PE) has been diagnosed

NOYES

Hestia score

• Condition is hemodynamically unstable
• Patient considered for reperfusion strategy
• High risk of bleeding
• Oxygen supplementation indicated
• IV analgesia indicated
• PE was diagnosed while patient was taking an anticoagulant 
  medication
• Other medical reason for admission
• Inadequate social support to discharge
• Creatinine clearance <30 ml/min
• Severe hepatic impairment
• Pregnancy
• History of heparin-induced thrombocytopenia  

Simplified PESI score  Points

Age >80 yr  
History of cancer
History of chronic cardiopulmonary disease 
Heart rate ≥110 beats/minute 
Systolic blood pressure <100 mm Hg  
Oxygen saturation <90% 

1
1
1
1
1
1

Key
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of the key recommendations in these guidelines 
is provided in Table 2. Our recommendations align 
with these guidelines, which are largely concor-
dant but differ in the strength of their recommen-
dations for some topics. ACCP and ASH guide-
lines recommend anticoagulation be stopped at 
3 months in the case of a first pulmonary em-
bolism provoked by a weak transient risk factor, 
a recommendation that diverges from ESC guide-
lines, which suggest that indefinite anticoagula-
tion be considered in such patients. Our approach 
to this situation generally aligns with the ACCP 
and ASH guidelines while taking into account fac-
tors that influence the risk of recurrence (e.g., male 
sex or older age) and patient preference.

A r e a s of Uncerta in t y

Appropriate management of subsegmental pul-
monary embolism (a single isolated subsegmen-
tal pulmonary embolus or multiple emboli, with-
out the presence of pulmonary embolism in 
segmental or more proximal pulmonary vessels 
and without deep-vein thrombosis in the legs) is 
uncertain. Although some guidelines suggest clin-
ical surveillance instead of anticoagulation in pa-
tients with low-risk subsegmental pulmonary 
embolism, a recent prospective cohort study in-
volving such patients who were treated without 
anticoagulation therapy showed a higher-than-
expected incidence of recurrent venous thrombo-
embolism during 90-day follow-up.53 A randomized, 
placebo-controlled trial of clinical surveillance 
as compared with anticoagulation in this patient 
population is ongoing (ClinicalTrials.gov number, 
NCT04263038).

Whether a particular direct oral anticoagu-
lant is preferable for the treatment of pulmonary 
embolism is not known. Ongoing randomized 
trials are assessing apixaban as compared with 
rivaroxaban for the initial treatment in patients 
with venous thromboembolism (NCT03266783) 
and various doses of these drugs for extended 
treatment of such patients (NCT03285438). A mul-

tinational, randomized, controlled trial is under 
way to assess the efficacy and safety of a therapy 
involving a reduced dose of thrombolytic medi-
cation in patients with intermediate-risk acute 
pulmonary embolism (NCT04430569). High-quali-
ty data are needed to inform the benefits and risks 
of intravascular thrombolysis and clot-retrieval 
approaches in the treatment of patients with 
pulmonary embolism.

Conclusions a nd 
R ecommendations

The patient with breathlessness described in the 
vignette was estimated to have greater than a 
15% likelihood of pulmonary embolism. In the 
context of the patient’s low Wells score for pul-
monary embolism, d-dimer testing was war-
ranted to guide the need for imaging; CT is in-
dicated, given the d-dimer level of more than 
1000 ng per milliliter. Under the presumption 
that the patient’s CT scan confirms pulmonary 
embolism and shows normal right-ventricle di-
mensions, he would be classified as having low-
risk pulmonary embolism, given his normal 
troponin level. Treatment with a direct oral an-
ticoagulant should be started promptly, and the 
patient should be given information about the 
pulmonary embolism diagnosis. In the absence 
of contraindications to treatment on an outpa-
tient basis (no Hestia criteria present), the pa-
tient can be discharged directly from the emer-
gency department with prompt clinic follow-up. 
We would recommend that he undergo cancer 
screening appropriate for his age and personal 
risk. After the patient receives 3 to 6 months of 
therapy with a direct oral anticoagulant admin-
istered at a treatment-level dose, in the absence of 
an increased bleeding risk and considering his 
preferences, we would recommend switching to 
a low-dose direct oral anticoagulant on a long-
term basis for secondary prevention.

Disclosure forms provided by the authors are available with 
the full text of this article at NEJM.org.
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Chiefs/Directors/ 
 Department Heads 
Faculty/Research  
Graduate Training/Fellowships/ 
 Residency Programs  

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

N
E

JM
C

areerC
en

ter.o
rg

 

NEJM CareerCenter, the physician jobs companion 
website of the New England Journal of Medicine, has a  
NEW iPhone app. Access our nationwide database  
to find quality jobs from a source you can trust.

• 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!

Download or 
update the 

FREE iPhone 
app and start 
your search 

today!

SEARCH AND APPLY FOR JOBS  
FROM YOUR PHONE.

NEJMCareerCenter.org



Physician  
Recruitment Center

Many choose to spend their vacations where we call home. Known for rocky 
coastlines, sandy beaches, sparkling lakes and breathtaking mountains, Maine offers 
much more to those lucky enough to live, work, and raise families here. Come 
practice in a location that provides unsurpassed natural beauty, safe communities, 
excellent schools, and nearly unlimited four-season outdoor recreation.

Maine Medical Partners is Maine’s largest multi-specialty medical group. This 
high-quality team of 650+ physicians and 350+ APPs provides a wide range 
of hospital-based, primary, specialty, and sub-specialty adult and pediatric care 
delivered throughout a network of 54 locations across the State and acts as a 
regional referral network.

•  Dermatology:  Join our growing Dermatology practice in Portland. State-of-
the-art facilities with confocal microscopy, total body photography, phototherapy, 
Mohs surgery and dermatopathology in-house. Full-time outpatient opportunity, 
no inpatient call expectation, full administrative/scribe support for your clinic, 
and a large built-in referral base of primary and specialty care providers.

•  Endocrinology:  Join 10 physicians and 6 APPs in their Portland location. 
Support practice outreach initiatives by providing endocrinology and diabetes 
management services for patients in new and existing outreach clinics. Participate 
in ongoing quality projects, and contribute to didactic sessions with Maine  
Medical Center Residents, and medical students from the Maine Medical  
Center-Tufts University School of Medicine Program. Must be fellowship-trained 
in Endocrinology, Diabetes and Metabolism.

•  Family Medicine:  Seeking a full-time Family Medicine or Internal 
Medicine-Pediatrics physician for well-established outpatient practice located in 
Standish, Maine. The candidate will join two providers in a rural practice with 
a family atmosphere and a small town feel. The practice currently offers family 
medicine, OMT and suboxone services, and call is shared with a larger group.

To see full job description, please go to MaineHealthCareers.
https://careersatmainehealth-provider-specialties.hctsportals.com/pages/

provider-opportunities-page 
Interested candidates may submit a CV and cover letter to  

Linda Wiley, Physician Recruiter at  
Linda.Wiley@mainehealth.org.

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.

Washington University School of Medicine and Barnes-Jewish 
Hospital are home to multiple top US News and World 
Reports subspecialties leading world-class patient care, driven  
by ground breaking research while educating tomorrow’s 
physician and physician-scientist leaders.

We offer exciting opportunities for Hospitalists, Oncology 
Hospitalists, and Nocturnists. Additionally, the Division is 
expanding efforts in education, POCUS, quality improvement, 
clinical research, interdisciplinary collaboration, and other 
scholarly activities. Full-time, non-tenure eligible faculty 
positions are available at a rank commensurate with experience. 
We offer a competitive salary and outstanding full benefits. 

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/ 

select Department of Medicine, Hospitalist 2023_2024

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

Be part of our team to provide 
brilliantly connected care.
Summit Health is a physician-led, patient-centric network 
committed to simplifying the complexities of health care. 
We are actively recruiting for board-certified/board-eligible 
physicians to join our dynamic primary, specialty and urgent 
care network in New Jersey, New York and Oregon.

We work every day to deliver exceptional outcomes and 
exceed expectations to bring our patients a more connected 
kind of care.

To apply and explore opportunities, 
visit our career page at joinsummithealth.com or
reach out to providerrecruitment@summithealth.com.

Benefits We Offer

Competitive compensation

Shareholder opportunity

Comprehensive benefits package

Generous CME funding

Opportunities for professional 
growth

Complete administrative and care 
management support
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Cardiology
CLINICAL CAR DI OL O GIST OP POR TU NI TY: 
NORTHERN NJ — Excellent op por tu ni ty for a 
BC/BE non-in va sive to join a well-established Car-
di ol o gy practice. Com pet i tive sal a ry, full benefits, 
balanced call schedule. Part ner ship or Employ-
ment track available. Please forward CV and cover 
letter to: njcardiologist@gmail.com

FOUR-PHY SI CIAN PRIVATE PRACTICE 
GROUP ON LONG ISLAND — Seeking BC/BE 
non in va sive Car di ol o gist to join a well-established 
successful team. Com pet i tive com pen sa tion with 
built-in sal a ry increases yearly, four and one half 
day work-week, four weeks’ va ca tion, 401K plan, 
full med i cal benefits, and CME allowance. New 
doctor will do all cardiac modalities including 
echo, stress echo, vascular, nu cle ar car di ol o gy, 
TEE, and PPM follow ups. Will train vascular. Our 
group includes an EP and an affiliated in ter ven-
tion al ist. Of fic es located in Smithtown and Bay-
shore. One hour from NYC. Hos pi tal privileges in 
Good Samaritan, St. Cath er ine of Sienna, and 
Southshore Uni ver si ty Hos pi tal (Southside). Hos-
pi tals have full cardiac ser vic es including cath 
labs, EP labs, open heart pro grams, and structur-
al pro grams (TAVR, Mitraclip, watchman). Access 
to NYC ter ti ary pro grams (trans plant). Long Is-
land is a great place to live, work, and raise a fam-
ily. Beau ti ful beaches, restaurants, parks, with 
easy access to all of New En gland. Most impor-
tantly, our group prides itself upon its commit-
ment to balancing work and family life for all its 
phy si cians and employees. Please e-mail resume 
to: Suffolkdoctor3@aol.com

Classified Ad Deadlines
 Issue Closing Date
 November 10 October 21
 November 17 October 28
 November 24 November 4
 December 1 November 10

DOYLESTOWN HEALTH CAR DI OL O GY IS 
SEEKING A WELL-TRAINED NON IN VA SIVE 
CAR DI OL O GIST FOR JULY 2023 — We are a 
10-phy si cian car di ol o gy practice in Doylestown, 
PA. Our group consists of six Non in va sive Car di-
ol o gists, two Interventionalists, and two Electro-
physiologists. We are affiliated with a single, well-
respected hos pi tal which has in ter ven tion al car di-
ol o gy, EP, and CT surgery. This in di vid u al would 
be expected to take call 1 in 8 nights. Our work 
week is 4 days and the sal a ry is com pet i tive. We are 
a cohesive group that is looking from someone 
who is both well trained and that can work well 
with our team of car di ol o gists. Skills should in-
clude echo, TEE, and nu cle ar car di ol o gy. Please 
e-mail CVs to: msheerin@dh.org

He ma tol o gy-Oncology
THRIVING PRIVATE ON COL O GY PRACTICE 
WITH MULTIPLE LOCATIONS IN LOS AN GE-
LES AREA — Looking for BC/BE On col o gists. 
Excellent compensations/benefits, nice work 
schedule, and easy weekend calls. Your inquiry 
will be kept confidential. Active Cal i for nia license 
required. CV to: socalonc@gmail.com or text: 
909-973-6537.

Hospitalist
PHY SI CIAN (HOS PI TAL IST) — Multiple open-
ings. Full-time po si tion working for Lifespan Phy-
si cian Group, Inc., providing Hos pi tal ist ser vic es 
at Rhode Island Hos pi tal and possibly at the Miri-
am Hos pi tal, both located in Prov i dence, RI. Re-
quire ments include BE in In ter nal Med i cine or 
Family Med i cine. If in ter est ed, apply online, at: 
www.lifespancareers.org by searching job number 
31970.

HOS PI TAL IST — For Concord Hos pi tal-Laconia, 
Concord Hos pi tal-Franklin, Concord Hos pi tal, 
and other com mu ni ty locations. Requires MD and 
completion of residency in In ter nal or Family 
Med i cine. BE/C, el i gi bil i ty for NH med i cal license. 
Con tact: Jennifer Bubert, Provider Recruiter, Con-
cord Hos pi tal Med i cal Group, 250 Pleasant Street, 
Concord, NH 03301; jbubert@crhc.org

In fec tious Disease
IN FEC TIOUS DISEASE PHY SI CIAN — For Key-
stone Rural Health Cen ter in Chambersburg, 
Penn syl va nia. Send CV to: Amy Ehrhart, Keystone 
Rural Health Cen ter, 111 Chambers Hill Drive, 
Suite 200, Chambersburg, PA 17201. No J-1 or 
H-1B op por tu ni ties.

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

IN TER NAL MED I CINE PHY SI CIAN — Indiana 
Uni ver si ty Health Arnett, Inc., worksites in Lafay-
ette and West Lafayette, Indiana: Deliver In ter nal 
Med i cine Phy si cian ser vic es to pa tients through 
the diagnosis, treat ment, and pre ven tion of dis-
eases, ailments, and dis abil i ties in a clinical set-
ting with no restrictions or limitations; REQs: 
Med i cal Degree (MD) degree or foreign equiva-
lent; In ter nal Med i cine residency; el i gi bil i ty for or 
possession of Indiana med i cal license; BC/BE in 
In ter nal Med i cine. Send Resume: FitzgerC@
iuhealth.org

Nephrology
NEPHROLOGYUSA REPRESENTS NE PHROL-
O GY OP POR TU NI TIES NATIONWIDE WITH 
GROUP PRACTICES — Excellent com pen sa tion, 
benefits with part ner ship, and joint venture po-
tential. For additional in for ma tion, call Martin 
Osinski at NephrologyUSA: 305-271-9225. 
E-mail: mo@nephrologyusa.com; website: www 
.NephrologyUSA.com

NE PHROL O GIST, SOUTH EAST USA — Co-
Med i cal Di rec tor of a new 25-station dialysis clin-
ic. Current Med i cal Di rec tor is well established 
with over 400 CKD pa tients. Sanderling Renal 
Ser vic es is a young dialysis company expanding 
rapidly. Sanderling CEO is a Ne phrol o gist. Con-
tact: DMT@Sanderlingllc.com

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

Practices For Sale
ORANGE COUNTY, CAL I FOR NIA — Solo car-
di ol o gy practice for sale. Medicare and private 
insurances, no managed care. Will introduce to 
pa tients. E-mail Dr. Cristina Rizza: Crizza6909@
aol.com

Searching for jobs  
on the go has never 

been easier!

Download the free 
NEJM CareerCenter 

iPhone app today. 

nejmcareercenter.org

If recruiting top  
physicians is  

important to you,  
advertise in the 

source that’s  
important to them.

NEJM CareerCenter
(800) 635-6991 

ads@nejmcareercenter.org

Hiring is a  
numbers game — 
place your ad in  
3 issues and get 
the 4th FREE. 

NEJM CareerCenter 
(800) 635-6991

ads@nejmcareercenter.org

Classified Advertising Section

Sequence of Classifications

Classified Advertising Rates

We charge $10.25 per word per insertion. A 
2- to 4-time frequency discount rate of $7.60 
per word per insertion is available. A 5-time  
frequency discount rate of $7.30 per word per 
insertion is also available. In order to earn the 
2- to 4-time or 5-time discounted word rate, the 
request for an ad to run in multiple issues 
must be made upon initial placement. The 
issues do not need to be consecutive. Web fee: 
Classified line advertisers may choose to have 
their ads placed on NEJM CareerCenter for 
a fee of $125.00 per issue per advertisement. 
The web fee must be purchased for all dates of 
the print schedule. The choice to place your ad  
online must be made at the same time the print 
ad is scheduled. Note: The minimum charge 
for all types of line ad vertising is equivalent 
to 30 words per ad. Purchase orders will be 
accepted subject to credit approval. For orders 
requiring prepayment, we accept payment via 
Visa, MasterCard, and American Express for 
your convenience, or a check. All classified line 
ads are subject to the consistency guidelines 
of NEJM.

How to Advertise

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

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

Contact Information

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

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

How to Calculate  
the Cost of Your Ad

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

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

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

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

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

This advertisement is 56 words. At $10.25 per 
word, it equals $574.00. This ad would be 
placed under the Chiefs/Di  rectors/ Depart-
ment Heads classification.

Classified Ads Online

Advertisers may choose to have their classi-
fied line and display advertisements placed on 
NEJM CareerCenter for a fee. The web fee for 
line ads is $125.00 per issue per advertisement 
and $210.00 per issue per advertisement 
for display ads. The ads will run online two 
weeks prior to their appearance in print and 
one week after. For online-only recruitment 
advertising, please visit nejmcareercenter.org 
for more information, or call 1-800-635-6991.

Policy on Recruitment Ads

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

N
E

JM
C

ar
ee

rC
en

te
r.

o
rg

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

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

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

Urology 

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

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



EOE

By now, doctors know California Correctional Health Care Services (CCHCS) offers more 
than just great pay and State of California benefits. Whatever your professional interest, 
CCHCS can help you continue to hone your skills in public health, disease management 
and education, addiction medicine, and so much more.

• Central California Women’s Facility — Chowchilla 

• High Desert State Prison — Susanville

Join doctors just like you in one of the following locations:PHYSICIANS
$302,424 – $317,556
(Time-Limited Board Certified)

PHYSICIANS
$272,184 – $285,804
(Pre-Board Certified)

PHYSICIANS
$287,268 – $301,656
(Lifetime Board Certified)

PHYSICIANS
$330,360 – $346,908
(Lifetime Board Certified)

PHYSICIANS
$313,008 – $328,680
(Pre-Board Certified)

PHYSICIANS
$347,784 – $365,184
(Time-Limited Board Certified)

• 40-hour workweek (affords you true work-life balance)
• State of CA retirement that vests in 5 years (www.CalPERS.ca.gov for retirement formulas)
• Relocation assistance for those new to State of CA service

Competitive compensation package, including:

DOCTORS JUST LIKE YOU.

What kind of Doctor  
works in Corrections?

* Doctors at select institutions receive additional 15% pay.

• California Health Care Facility — Stockton*

• California State Prison, Solano — Vacaville

*

*

*

Submit your CV to CentralizedHiringUnit@cdcr.ca.gov  
or apply online at www.cchcs.ca.gov.

In addition to a CA medical license, you must possess an X-waiver (or ability to attain within  
14 days of hire) as well as documentation of COVID-19 vaccination or medical/religious exemption.

When Opportunity Knocks, 
It’s Probably Us.

For over 36 years, Cross Country Search  
has served as a trusted recruitment partner  
to healthcare organizations and academic 
institutions. Let us open the door to your 
next big opportunity.

• Nationwide opportunities
• All physician specialties
• Range of career options

crosscountrysearch.com
800.678.7858
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www.weatherbyhealthcare.com/n-peaceofmind

The answer:
Weatherby Healthcare.

How do I approach working locum tenens? 

How can I find the best assignment for me?

Who will pay for my malpractice? 

Who can guide me through the process?

Who provides the best support?

Berkshire Health Systems
Physician Opportunities

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

• Anesthesiology  • Cardiology  • Endocrinology  • ENT  • Family Medicine   
• Gastroenterology  • Hematology/Oncology  • Neurology  • Nephrology   

• OB/GYN  • Primary Care  • Rheumatology  • Urology

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

We understand the importance of balancing work with quality of life. The Berkshires, a 4-season resort community, 
offers world renowned music, art, theater, and museums, as well as year round recreational activities from skiing to  
kayaking. Excellent public and private schools make this an ideal family 
location, just 2½ hours from both Boston and New York City.

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

Interested candidates are invited to contact:

Dustin Burdette, Provider Recruitment
Berkshire Health Systems
(413) 447-2736

Apply online at:  
www.berkshirehealthsystems.org  
or email me at dburdette@bhs1.org

Where Quality of Life and Quality of Care Come Together
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Jobs for 
you, right to 
your inbox.
Sign up for FREE 
physician  job  
alerts today!
It’s quick and easy to set up and  
can give you a valuable edge in  
finding your next job. Simply set  
your specialty  and  
location and we’ll  
automatically send  
you new jobs that  
match your criteria.

Get started now at: 
nejmcareercenter.org/newalert

YOU BELONG 
AT BAYSTATE

DIVERSE PROVIDERS. DIVERSE PATIENTS. 
DIVERSE PRACTICE LOCATIONS.

@baystatecareersbaystatecareers

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

Physician Opportunities
Baystate Health is a not-for-profit integrated 
healthcare organization serving over 800,000 
people throughout western New England.

• Primary Care -  
Academic & Community

• Heart Failure
• Non-Invasive Cardiology
• Interventional Radiology
• Emergency Medical 

Services
• Endocrinology
• Gastroenterology - General 

& IBD
• Pulmonology/Critical Care
• Hospital Medicine -  

Academic & Community

• Reproductive Endocrinology
• Ob/Gyn - General &  

Pedi/Adolescent
• Pediatrics - Neonatal  

Hospital Medicine
• Pediatric Infectious Disease
• Pediatric Critical Care
• Pediatric Cardiology
• Psychiatry - Adult & Child
• General/Endocrine Surgery
• Geriatrics & Palliative Care 

Physician Investigator
• Perioperative Medicine

At the heart of Baystate Health is our dedicated team 
of physicians and APPs who provide patient-centered 
care to our vibrant and diverse communities.  Contact us 
today to learn about the opportunities that await you at 
Baystate Health.

ChooseBaystateHealth.org
To learn more about Baystate Health and practicing 
and living in the wonderful communities of Western 
Massachusetts, please visit online for more information at:

Dedham Medical Associates | Granite Medical Group
Harvard Vanguard Medical Associates | PMG Physician Associates

Atrius Health, an innovative healthcare leader, delivers an effective system of connected 
care for adult and pediatric patients at more than 30 medical practice locations in 
eastern Massachusetts.

At Atrius Health we work together to develop and share best practices to coordinate 
and improve the care delivered in our communities. Our long-term relationships with 
prestigious medical and nursing schools, hospitals and universities, allows us to 
sponsor teaching programs across the health care profession.

Our physicians enjoy close clinical relationships, superior staffing resources, minimal 
call, a fully integrated electronic medical record, excellent salaries, and an exceptional 
benefits package.

We have openings in the following specialties:

Allergy  • Dermatology  • Family Medicine  • Hematology/Oncology 

Internal Medicine  • Nephrology  • Neurology  • Non-invasive Cardiology 

OB/GYN  • Optometry  • Pediatrics  • Pulmonology  • Psychiatry  • Physiatry 

Reproductive Endocrinology  • Rheumatology  • Urgent Care  • Urology 

Weight and Lifestyle Management

Apply at atriushealthproviders.orgatriushealthproviders.org,, send confidential CV to:
Brenda ReedBrenda Reed, 275 Grove Street, Suite 2-300, Newton, MA 02466

or email: Physician_Recruitment@atriushealth.orgPhysician_Recruitment@atriushealth.org
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See how knowing 
about locums can 

open doors. 

locumstory.com/locums-101-N
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MAKE YOUR FIRST JOB
YOUR DREAM JOB
Secure a fulfi lling practice opportunity and a more balanced lifestyle.
Visit jacksonphysiciansearch.com to:

Search hundreds of physician 
jobs, nationwide

Estimate your earning potential 
using our Physician Salary 
Calculator

Sign up for job alerts in your 
specialty

Get practice trends and helpful 
career advice

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

jobs.jacksonphysiciansearch.com
866.284.3328

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 
iPhone app and 
start your search 

today!

MEMORIAL SLOAN KETTERING CANCER CENTER (NEW YORK, NY) 

Cardiology Service/Division of Subspecialty Medicine/Department of Medicine 

Cardio-Oncology Research and Clinical Fellowship 
Program Director: Dipti Gupta, MD, MPH 
Chief, Cardiology Service: Richard M. Steingart, MD

The Cardiology Service at Memorial Sloan Kettering Cancer Center is offering one to two-year 
fellowship training in Cardio-Oncology for board eligible/certified cardiologists. It is a clinically 
rigorous and supportive program with unparalleled inpatient and outpatient clinical experiences 
Fellows also work side by side with accomplished clinical and translational researchers 
in the production of multiple peer reviewed publications. Exposure to advanced imaging in 
cardio-oncology including echocardiography, cardiac PET, coronary CTA and cardiac MRI is an 
important aspect of the program. 

Recruitment:
Positions available for July 2023 start date. Please complete an application and submit three 
letters of recommendation; curriculum vitae, personal statement, and medical school diploma.

For more information, please contact: 
Xavier Aristy  
Fellowship Coordinator  
Phone: (212) 639-5154 
Fax: (212) 717-3624 
Email: medcardfellow@mskcc.org  

MSK is an equal opportunity and affirmative action employer committed to diversity and inclusion in all 
aspects of recruiting and employment. All qualified individuals are encouraged to apply and will receive 
consideration without regard to race, color, gender, gender identity or expression, sexual orientation, 
national origin, age, religion, creed, disability, veteran status or any other factor which cannot lawfully 
be used as a basis for an employment decision. 

Federal law requires employers to provide reasonable accommodation to qualified individuals with 
disabilities. Please tell us if you require a reasonable accommodation to apply for a job or to perform 
your job. Examples of reasonable accommodation include making a change to the application process 
or work procedures, providing documents in an alternate format, using a sign language interpreter, or 
using specialized equipment.

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

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

• COMPETITIVE SALARY  • UNLESS OTHERWISE SPECIFIED, VISA SPONSORSHIP NOT AVAILABLE

TOP REASONS TO CHOOSE THE INTERMOUNTAIN WEST:

World-Class Skiing, Hiking, and Biking  •  Incredible National Parks  

4 Distinct Seasons •  Endless Outdoor Recreation Opportunities

physicianrecruit@imail.org  |  800.888.3134  |  PhysicianJobsIntermountain.org

Helping people
live the healthiest

lives possible

Utah, Idaho, and Nevada have no shortage of  outdoor adventure.  
They’re also home to one of  the best healthcare networks in the nation.

To meet the needs of  our communities' rapid growth,  
Intermountain Healthcare is hiring for numerous physician specialties.
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 Hematologist/Oncologist

The Department of Hematology/Oncology at the Icahn School of Medicine 
at Mount Sinai affiliated with NYC H+H/Queens is seeking a full time  
Hematologist/Oncologist for our teaching hospital based Cancer Center. We are 
seeking an energetic, highly motivated, and talented candidate to join our team.

Responsibilities entail 4 half day oncology clinics, 1 half day hematology 
clinic, and On-Call duties shared among the 3 other full time Hematologist/
Oncologists (call taken from home, with rare emergency in-house consults). 
Consult service on in-patients is shared equally. Each Oncologist has a full 
time Oncology PA/NP working with them. All Oncologists have Academic 
appointment at the Icahn School of Medicine at Mount Sinai.

New York City Health + Hospitals Queens, an acute care facility, is part of 
the largest municipal healthcare system in the country and serves the most 
culturally diverse population in the world with a wide spectrum of medical 
conditions. It has a state-of-the-art Cancer Center with a PET/CT, MRI, 
Surgical Oncology, Radiation and GYN and GU Oncology all on site.

Successful candidates must be board certified/eligible in Internal Medicine, 
Hematology & Medical Oncology and licensed in the State of New York. 
Faculty appointment will be commensurate with years of experience and 
accomplishment. Compensation is competitive and proportionate with 
qualifications and excellent fringe benefits.

Please send CV along with a brief description of career interests and goals to: 

Margaret Kemeny, M.D., Director of Cancer Center
Queens Hospital Center

82-68 164th Street, Room A5-31,  Jamaica, NY 11432
Fax: (718) 883-6295

Email: kemenym@nychhc.org 

The Mount Sinai Health System is an equal opportunity employer. We promote 
recognition and respect for individual and cultural differences, and we work to make our 

employees feel valued and appreciated, whatever their race, gender, background, or sexual 
orientation. EOE Minorities/Women/Disabled/Veterans

Join Us at
NewYork-Presbyterian

It takes the greatest physicians to take great care of 
New Yorkers. When we come together with our 
expertise, groundbreaking research and pioneering 
treatments, our community grows stronger. We 
offer a variety of lifestyle options — from the heart 
of New York City, to outer-borough neighborhoods, 
to the leafy suburbs, NewYork-Presbyterian has it. 
Locations include:

• Brooklyn, NY

• New York, NY

• Queens, NY

• Westchester, NY 

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.

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 
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Cambridge Health Alliance (CHA), is a nationally recognized, award-winning public 
healthcare system located in the Boston metro area. We provide innovative primary, 
specialty and emergency care to our diverse patient population through an estab-
lished network of outpatient clinics, a dedicated psychiatric inpatient facility, and two 
full service hospitals. As a Harvard Medical School and Tufts University School of 
Medicine affiliate, we offer ample teaching opportunities with medical students and 
residents. We utilize a fully integrated EMR system (Epic) throughout both ambulatory 
and inpatient locations.

Located in vibrant, multicultural communities throughout the Boston, MA area, working 
at CHA offers limitless personal and professional opportunities for providers and 
their families. CHA offers competitive salaries commensurate with experience and 
a comprehensive benefits package including affordable options for health insurance 
coverage, a fully paid dental plan, generous PTO, CME/professional expense 
reimbursement, retirement account with matching, and much more!

We are currently recruiting for the following departments and positions:

To apply please visit www.CHAProviders.orgwww.CHAProviders.org.  
Candidates may submit CVconfidentially via email to  

ProviderRecruitment@challiance.orgProviderRecruitment@challiance.org.
CHA Provider Recruitment – Tel: 617-665-3555 

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

  Primary CarePrimary Care
• Family Medicine
• Internal Medicine
• Med/Peds

✦ Adult Psychiatry

✦ Child/Adolescent Psychiatry

✦ Psychology

✦ Neuropsychology

✦ Division Chief, Urology

✦ Endocrinology

✦ Gastroenterology

✦ Non-Invasive Cardiology

✦ Dermatology

✦ Geriatrics – PACE Program

✦ Nephrology

✦ Urology

✦ Sleep Medicine

✦ Opthalmology

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

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

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

Physician Opportunities
•  Interventional  
   Cardiology
•  Family Medicine  
   out-patient
•  Gastroenterology
•  Hospitalist

•  Neurology
•  Physiatry
•  Psychiatry
•  Nephrology/IM 
•  Radiation Oncology

Advanced Practice Opportunities
•  Emergency  
   Medicine APP
•  CRNA 
•  General Surgery

•  Hospitalist AGACNP
•  Psychiatric Mental     
   Health Nurse Practitioner
•  Pain Management To learn more or apply, visit   

ChenMed.com/Residents 
Contact us now via email at  

PRLs@chenmed.com

Residents & Fellows, our unique  
value-based care model restores the  
doctor-patient relationship, provides 
better outcomes, and offers our 
physicians the opportunity to be the 
doctors they always imagined they 
would be. 
 
At ChenMed, we are expanding rapidly 
and hiring mission-driven PCPs to 
become part of our growing team.

We have opportunities in 15 states 
and sponsor J-1 Visa Waivers and  
H-1B Visas for eligible candidates. 

EVERYDAY,  
WE TRANSFORM LIVES

Get a free laptop backpack when 
you join our Resident Learning 

Community. Sign up today.

 IT ISN’T JUST PRIMARY CARE, 
IT’S TRANSFORMATIVE CARE.™

10
35

6
7

N
E

JM
C

ar
ee

rC
en

te
r.

o
rg



The Department of Medicine at the Louis Stokes 
Cleveland Department of Veterans Affairs (LSCDVAMC) 
is seeking one full-time staff physician interested in an 
academic Acute Medicine position with a focus on post-
acute care in our Community Living Center (CLC). 

Primary responsibilities include patient care duties 
providing medical care in the short-term skilled nursing, 
rehab and dementia venues in the CLC; teaching and 
supervision of medical trainees including residents, and 
advanced practice provider supervision. Clinical care 
may also include patient care duties in other Acute  
Medicine clinical venues including on the inpatient 
medical wards and in our emergency department. Off-
hours and overnight coverage will be required. Other 
responsibilities and shifts will be assigned as required by 
the clinical needs of the Acute Medicine Section. 

The successful candidate will be part of an interdisciplinary 
team delivering patient-focused, quality care to our 
nation’s Veterans. Exceptional communication and  
organizational skills are required. Candidates will be 
eligible for a faculty appointment at Case Western  
Reserve University School of Medicine commensurate 
with prior experience. Board certification/board eligibility 
preferred. 

Interested applicants should contact VA Northeast Ohio 
Healthcare System Human Resources Management Service, 
ATTN: 

Jason Petrakos; email jason.petrakos@va.govjason.petrakos@va.gov

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

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

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

 

PHYSICIAN 
CAREERS AT 
The US Oncology 
Network

TIMELY. TRUSTED. ESSENTIAL.

Because time and trust are of the essence.

To deliver the quality of care your patients 
deserve, you’ve got to remain current with  
the latest research. But that’s daunting 
in today’s increasingly complex world of 
medicine. That’s why every day, leading 
clinicians across the globe turn to  
NEJM Journal Watch. 

NEJM Journal Watch is committed to 
delivering the rigorous quality and 
independent perspective that define all  
NEJM Group products.

Our physician-editors continually survey 
over 250 journals, select the most important 
research and guidelines, summarize the 
findings and frame them in the proper 
context, and deliver them in formats designed 
for today’s busy clinicians. NEJM Journal Watch 
keeps you clinically prepared and confident.
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Cambridge Health Alliance
Child & Adolescent Inpatient Psychiatry Expansion

Cambridge Health Alliance (CHA), a well-respected, nationally  
recognized, and award-winning public healthcare system, is one of the 
region’s leading providers of behavioral and mental health care. The 
new CHA Center of Excellence for Child & Adolescent Inpatient Mental 
Health Care at Somerville will provide a transformative continuum of 
patient- and family- centered care for diverse youth with mental health 
needs. Including specialized autism spectrum/neurodevelopmental 
beds at our Somerville Campus. 

CHA is passionate about helping children and their families, join our 
expanding team and make a difference!

CHA is a teaching affiliate of Harvard Medical School (HMS) and 
academic appointments are available commensurate with medical 
school criteria.

Please visit www.CHAproviders.orgwww.CHAproviders.org to learn more and apply 
through our secure candidate portal. CVs may be sent directly to Melissa 
Kelley, CHA Provider Recruiter via email at providerrecruitment@providerrecruitment@
challiance.orgchalliance.org. CHA’s Department of Provider Recruitment may be 
reached by phone at (617) 665-3555 or by fax at (617) 665-3553.

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

Psychiatry Opportunities:
 •  Inpatient Child/Adolescent  
  Psychiatrists
 •  Inpatient Neurodevelopmental 
  Child/Adolescent Psychiatrists

Psychology Opportunities:
 •  Inpatient Child/Adolescent  
  Psychologists
 •  Pediatric Neuropsychologists 

Reliant Medical Group, a member of Optum, has 
exciting practice opportunities throughout central 
Massachusetts. Join an integrated, physician-led 
medical group that is delivering nationally renowned 
care locally. Here, you’ll have the support, resources and 
time you need to give your best to each patient. This is more  
than a job, it’s an opportunity to do your life’s best work.SM 

Learn more about our opportunities at practiceatreliant.org

One team  
One mission
Many locations to do 
your life’s best work

SM
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Support network for service members, veterans and their familiesVETNET

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.

Geisinger People Ready for Inclusion, Diversity and EqualityG-PRIDE

Legacy, Empowerment, Advocacy, DevelopmentWomen LEAD

Geisinger Ability Inclusivity NetworkGAIN

Black Outreach Leadership DevelopmentBOLD

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

Support for Hispanic/Latino employees in the workplaceSALUD

JOIN ONE OF THE NATION’S 
TOP 1% HOSPITALS
It takes great physicians committed to providing the highest quality 
healthcare that meets the most stringent patient guidelines to rank 
a hospital in the top 1% of hospitals nationwide (source: Health-
grades). Reading Hospital – the flagship of Tower Health – is a 
recipient of Healthgrades® America’s 50 Best Hospitals Award.™  
Tower Health is comprised of four hospitals that span three coun-
ties and service almost 2.5 million people in Southeastern PA, just 
90 minutes from Philadelphia.

Among offering more than 20 residency and fellowship programs 
approved by the Accreditation Council for Graduate Medical Educa-
tion and the American Osteopathic Association, in addition to other 
graduate and undergraduate training, Tower Health has partnered 
with Drexel University College of Medicine to expand opportunities 
for medical training in the region. This collaboration brings graduate 
and undergraduate clinical education and research less than one-
mile walking distance from Reading Hospital, a regional medical 
campus for Drexel University College of Medicine at Tower Health.  

Throughout Tower Health, outstanding academic and clinical 
experiences focused on patient outcomes combined with the area’s 
cultural events, historic treasures, outdoor activities, and visual arts 
create an environment for showcasing your professional attributes 
and enjoying quality leisure time. Go to Careers.TowerHealth.org 
to explore opportunities throughout the system or email your CV to 
Cynthia.Fiorito@towerhealth.org for consideration. 

Academic IM/Outpatient Wyomissing • Academic Hospitalist
Anesthesiologist • Cardiology

Emergency Medicine (Full Time and Per Diem)
Endocrinology • IM Hospitalist • Infectious Disease • OB/GYN

SSM Health is the destination for 

exceptional clinicians and leaders who 

want to practice meaningful medicine that 

truly makes a difference. Our relentless 

clinical drive and unwavering commitment 

to purpose guide everything we do. 

Together, we are improving the health of 

our communities and the lives of everyone 

we serve — including our employees.

As you embark on furthering your 

professional career, discover the difference 

of practicing with purpose at SSM Health.

Clinically  
driven.  
Guided by 
purpose.

Visit JoinSSMHealth.com 

to find the right 

opportunity for you.

UNIVERSITY OF WASHINGTON
Harborview Medical Center Echo Lab Director

The Division of Cardiology, Department of Medicine at the University of Washington, 
School of Medicine is recruiting a full-time Assistant or Associate Professor without tenure 
by reason of funding (level commensurate with qualifications), Director of the Echo-
cardiography Lab at the Harborview Medical Center. Assistant Professors WOT are  
eligible for multi-year appointments and Associate Professors WOT hold indefinite appoint-
ments that align with a 12-month service period (July 1-June 30). The successful candidate 
will be expected to provide effective leadership in the busy and growing laboratory and 
support the department’s commitment to patient care, scholarship and medical education.  
This position will be expected to take advantage of the outstanding opportunities for collab-
oration at the University of Washington. The successful candidate will work with the leader-
ship team of UW Echocardiography in the Section of Cardiac Imaging, alongside nationally 
prominent cardiac imagers, and will take a leading role in cardiac imaging research, quality 
assurance and lab operations, and imaging education activities of the Division of Cardiology.  
The anticipated start date will be January 1, 2023 or after.

All University of Washington faculty engage in teaching, research and service.

Applicants must have an MD degree (or foreign equivalent) and be board certified in car-
diovascular disease and echocardiography (or foreign equivalent) and will have achieved level 
III certification in echocardiography. In order to be eligible for University sponsorship for an 
H-1B visa, graduates of foreign (non-US) medical schools must show successful completion 
of all three steps of the U.S. Medical Licensing Exam (USMLE), or equivalent as determined 
by the Secretary of Health and Human Services.

Interested applicants should apply via Interfolio apply.interfolio.com/103534apply.interfolio.com/103534

Please include CV, cover letter and provide a statement of past and planned contributions to 
diversity, equity, and inclusion and contact information for three professional references. 
Questions related to the position or application process can be directed to Kelly Phan, 
Program Coordinator, at kephan@cardiology.washington.edu.  

Faculty with 12-month service periods are paid for 11 months of service over a 12-month 
period (July-June), meaning the equivalent of one month is available for paid time.  

University of Washington is an affirmative action and equal opportunity employer. All qualified 
applicants will receive consideration for employment without regard to race, color, creed, religion, 
national origin, sex, sexual orientation, marital status, pregnancy, genetic information, gender identity 
or expression, age, disability, or protected veteran status.
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Real-World Data for 
Real-World Outcomes 




