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Preparing for the Virtual Physician-Job 
Interview
The interview has become a new world, for now, with the pandemic, and 
both prospective employers and physician candidates are adjusting

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

Physicians and other health care professionals know well that functioning — 
and practicing medicine — in a pandemic is a very different and much  
altered experience from a year ago. Even though physicians and residents 
are often providing care in fraught and challenging environments, when it 
comes to looking for a new practice opportunity, they’re not likely to find 
themselves at the point of care but rather in their living rooms. Interviews 
have gone virtual in a big way as the risks and logistics of the traditional 
site interview have prompted employers and even candidates to forgo site 
visits.

What this means is that both parties are having to adjust. Employers are 
increasingly vetting candidates without ever shaking hands or watching 
physicians interact in live group settings. Physicians are trying to figure 
out how to put their best face forward over video platforms such as Zoom, 
Skype, GoToMeeting, or Cisco Webex, to name a few, and how to make 
the most of what can be an awkward exchange.
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Dear Physician:

As a resident nearing completion of your training, I’m sure that finding the right employment opportunity for you 
is a top priority. The New England Journal of Medicine (NEJM) is the leading source of information about job openings, 
especially practice opportunities, in the United States. To assist you with this important search, a complimentary 
reprint of the classified advertising section of the November 10, 2023, issue is enclosed.

The NEJM CareerCenter website (NEJMCareerCenter.org) was designed specifically based on input and advice from 
your colleagues. The website has received consistent and positive feedback from physicians who cite the value of 
the confidentiality safeguards that keep personal information and job searches private. There is also the f lexibility 
to search for both permanent and locum tenens positions in their chosen specialties and desired geographic 
locations.

At NEJM CareerCenter, you will find:

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

• Email alerts that automatically notify you about new opportunities

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

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

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

As an additional resource for you, a reprint of the September 14, 2023, Clinical Practice article, “Asthma in 
Adults,” is enclosed in this special booklet. These popular Clinical Practice articles offer evidence-based reviews of 
topics relevant to practicing physicians. 

A career in medicine is challenging, and current practice leaves little time for keeping up with advances. If you are 
not currently an NEJM subscriber, I invite you to become one. NEJM offers a wide range of clinically useful tools, 
innovative features, and practice-changing information to help you deliver the best patient care. Subscribers have 
full access to more than 300 weekly CME activities as well as a number of interactive features such as Videos in 
Clinical Medicine, which allow you to watch common clinical procedures and Interactive Medical Cases that allow 
you to virtually manage an actual patient’s case from presentation to outcome. You can learn more about these 
features at NEJM.org.

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

Sincerely,

Eric J. Rubin, MD, PhD
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Do a trial run and then take the time to record a hypothetical session with a 
friend or family member. In advance of a virtual interview, candidates should 
receive specific instructions on the technology that will be used, as well 
as a link for getting into the session. For those who haven’t used the tech-
nology that will host the meeting, it’s important to get a trial subscription 
and ensure they’re familiar with the way it works and any features that 
might be used. Many physicians in primary care and internal medicine sub-
specialties have already had their trial by fire conducting patient virtual 
visits, but for others, video-meeting platforms might be new turf.

Get rid of noise and potential distractions. The interview setting should  
be quiet and calm. That means ensuring that background noises, includ-
ing pets and family members, aren’t a factor. Ideally, opt for a completely 
quiet room — and house or apartment — if possible, and close windows 
to minimize street noise. Even minor background sounds, such as some-
one starting a washing machine two rooms away, can be bothersome 
enough to be overheard or, worse, distract the interviewee. Of course, it 
goes without saying that cell phones should be silenced and that all com-
puter notifications that might chime during the session are turned off.

Ensure optimal body and face positioning. Even virtual-meeting veterans 
have likely found out the hard way that having the face positioned too far 
up or down, and the computer screen below eye level, can affect the expe-
rience. The interviewee’s head should be looking straight ahead, not down 
toward a keyboard, which could be very distracting to the interviewer(s). If 
a candidate is hunched over, for example, that will be visible to interviewers.

Having the computer or device properly elevated before the interview begins 
is key, so that the physician doesn’t need to make adjustments during the 
session. And once the session is underway, it’s important to maintain focus 
by not moving the head too much or looking off to the side. Even if that 
feels somewhat stiff, it won’t come across that way to the interviewer. It’s 
OK to use some body language, when appropriate, but that should be kept 
to a minimum because there’s not a large room to “absorb” it. Finally, 
physicians who aren’t sure how best to position their devices should ask 
for help from someone with virtual-meeting experience before the interview. 
In any event, the interviewee and the equipment should be positioned to 
enable natural-seeming eye contact between all parties.

Get the technology in order. First and foremost, ensure that the Internet 
connection is solid, and that the computer or device is fully charged  
and updated, so that it’s not likely to interject with an “update-needed” 
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The good news, for physicians, is that this is a new and evolving experience 
for all involved. As such, it’s important to keep in mind that many people, 
including employers and senior physicians on the call, might find the virtual-
video interview challenging. It’s not a technology-proficiency test, after all. 
However, on the technology front, physicians who find themselves in job-
search mode during the coronavirus pandemic should do their best to pre-
pare themselves, their environment, and their computers or devices for a 
successful meeting. The means “attending” the session as professionally 
as possible and ensuring that extraneous factors or technology don’t get  
in the way of a productive conversation.

Some of the prerequisites for virtual interviews are no different than they 
would be for a formal site-visit interview. First and foremost, look the part 
and dress professionally. It might feel awkward to don a suit or, for women, 
other formal business attire, but that’s a must. Physicians should be well 
dressed, well groomed, and reasonably refreshed when going to a video 
interview. In other words, treat the experience as if it were a formal site 
interview that you traveled to and prepared for in advance. Leave the  
casual demeanor behind, or at least in the other room.

It’s key to know exactly who will be on the video call and what their roles 
are, so that candidates can read bios and prepare accordingly. It’s also  
appropriate to ask about the length of the interview and to request an 
agenda, if one will be prepared.

Following are some of the most important considerations in preparing for 
a video interview:

Prepare and “professionalize” the immediate environment. For starters, the 
room should be well and brightly lit and the background clean and free of 
clutter. That means ensuring that there isn’t an unsightly stove or a tele-
vision or even a stack of books or laundered T-shirts in view. As a back-
ground, a blank wall, an unembellished window, or a background cabinet 
with a non-distracting tasteful décor item all work well. Alternatively, many 
video platforms enable use of green-screen effects, which replace the actual 
background with a digital or virtual background. A word of caution is in 
order here: Candidates whose home environments are unsuitable and who 
want to use a background should opt for something clean and simple, not 
a potentially distracting image of a tropical beach, an old-growth forest, 
or a fake wine cellar. Finally, make sure that the lighting in the room is 
unobtrusive and doesn’t interfere or produce visible glare.
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As with any interview, candidates should ask questions at the end of the 
interview — about culture, team makeup, and roles and responsibilities — 
and during proceedings if it’s appropriate. Those questions should be pre-
pared ahead of time. Candidate should also spend extra time researching 
the organization and reviewing any information that’s available online about 
both the practice and the community. Without the benefit of a facility walk-
through, the physician candidate might need to elicit important information 
about the actual working environment, available equipment, and other fac-
tors that would affect daily practice. It also helps to keep the names of  
interview participants handy in any virtual roundtable interview involving 
more than three participants.

As with any type of interview, timely follow-up is important. Candidates 
should send an email thank-you note to key interviewers and any recruiter 
or staff member(s) who arranged the session, ideally within 24 hours. If 
the candidate is highly interested in the position, it’s appropriate to express 
that in the thank-you note and to inquire about possible next steps.

 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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message. It’s also a good idea to close out any applications and websites 
that might be running in the background, not only because of potential 
distraction but also to ensure that the call loads efficiently.

Second, although computers and devices have built-in speakers and some 
have microphones, the quality of that audio experience can vary consider-
ably. Physicians who expect to attend multiple video interviews over a period 
of a few months should consider purchasing and installing high-quality 
USB audio technology. One of the frequent complaints that business people 
make these days about video meetings that involve potentially multiple at-
tendees is that poor-quality audio from an attendee’s computer is distracting.

The same goes for the video quality. Most laptops have an integrated web 
camera, but some might not, and older desktop computers likely don’t have 
one. If the video quality on the computer is poor, it might be worthwhile 
to purchase a good-quality web camera. Then, ensure that it’s optimally 
positioned — ideally above the screen, and look at the camera, not the 
screen, while speaking.

Finally, if the physician candidate might be asked to share a document or 
other item onscreen, preparing in advance is crucially important. Spending 
a fretful minute or two trying to get the requested item in view can be nerve-
wracking for the physician and possibly annoying for the interviewer.

Some aspects of interviews haven’t changed

After physicians have prepared their environments and equipment to sup-
port a successful interview, they should remember that even with the pan-
demic, the expectation is that the proceedings will be business focused. 
Just because there’s not a conference room in the mix, it doesn’t mean 
that casual behavior is okay. It isn’t. The session likely will be conducted 
formally and highly professionally. As such, interviewees should avoid 
chitchat or lengthy discussion about the pandemic unless the interviewer 
raises the topic and seeks their perspective.

One thing to watch for in the video interview is that people sometimes talk 
over each other more than they might in a room, when they’re anxious to 
make a point. That’s never okay in a face-to-face meeting, and it’s poten-
tially more distracting (and apparent) within the confines of a video session. 
Because there is sometimes a brief lag after someone speaks, depending 
on the technology in use, it’s advisable to wait an extra second or two  
before speaking.
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Numerous approaches are being piloted or implemented, with varying  
degrees of success. These range from informal offerings such as hospital 
“wellness wagons” delivering a combination of snacks and cheering-up 
support and wellbeing days off for residents and fellows, to more structured 
programs. Examples of formal offerings include buddy systems mimicking 
military-type “battle buddy” practices, mental-health check-in offerings, 
and physician coaching resources.

The latter, when provided with anonymity guaranteed, appear to be some-
what effective for those who access them, according to Eileen Barrett, MD, 
MPH, a hospitalist and educator who formerly directed graduate wellness 
initiatives at the University of New Mexico (UNM). “Many physicians who 
have received coaching have benefited, and some organizations have been 
able to demonstrate real outcomes,” said Dr. Barrett, who now practices 
with the Indian Health Service and has published on advocated for national 
clinician wellbeing improvement strategies. She said that UNM’s mental 
health check-ins, a “renewable” offering, were also relatively well received 
— 78 of the 109 physicians who booked appointments when the program 
launched kept those appointments.

Some organizations, such as Intermountain Healthcare in Salt Lake City, 
Utah, are trying several approaches simultaneously — developing a physician 
and advanced practice provider (APP) wellbeing center and dedicated portal 
and scheduling wellness-focused grand rounds and separate leadership 
rounds to celebrate successes and learn what clinicians are struggling with 
in their work. Intermountain also provides a range of peer-support forums 
and options for connecting caregivers, aimed at offering a confidential 
forum for sharing emotions.

“My task is to develop resources and learn from others around the country — 
and at Intermountain, we’re all working on this together to determine 
what works and what’s not helpful,” said Anne Pendo, MD, an internist 
who is senior medical director of Provider Experience and Wellbeing at 
Intermountain. “What we all recognize, I think, is that we as a profession 
weren’t well before the pandemic,” she said, and that the pandemic further 
eroded physician resiliency. “Now we have an opportunity to try to discover 
ways to improve wellbeing and then implement them.”

Peer-support programs taking hold

At Intermountain, of the initiatives piloted to date, the peer-support offerings 
have been among the most successful in terms of uptake. Peer supporters 
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Supporting Physician Wellness: Health Care 
Organizations Seeking — and Piloting — 
Programs to Help Physicians Manage  
Their Work-Life Stressors
By Bonnie Darves

Just when organizations were formally recognizing that many of their  
physicians were seriously struggling with burnout and had started to seek 
remedies to address the endemic problem, the pandemic hit. The timing 
could not have been worse, many experts on physician burnout agree, and 
yet, for the most part, the physician workforce navigated the added stressors 
of COVID-19 both admirably and competently. Physicians worked in highly 
functioning teams to save lives, mitigate the virus’ impact on patients, and 
offer the highest standard of care possible under the circumstances. Many 
physicians also helped their organizations chart a “survival path” to navigate 
the operational crises the pandemic unleashed.

Organizations that employ physicians, having witnessed the steep toll that 
the pandemic on top of burnout took, are understandably concerned about 
the state of their workforce. Many organizations are actively seeking, de-
veloping, and trying out wellbeing improvement programs to help bolster 
physicians and other clinicians. Health care leaders are recognizing, too, 
that physicians are hardly exempt from “the great resignation” our country 
is experiencing among workers.
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entire medical school.” By July 2020, more than 3,000 health care personal, 
primarily physicians and nurses, had adopted and established the model.

Around the same time, the University of Minnesota implemented “listening 
groups” and established mental-health consultation services in each clinical 
department. The latter offering, however, despite the appointments being 
structured a confidential, wasn’t as well received as the buddy program. 
“Unfortunately, few physicians availed themselves of that offers,” she said.

On a positive note, even though the worst of the pandemic crises appear 
to have largely receded at the university, some departments have decided 
to continue with the buddy program, Dr. Albott reported. Although there’s 
been considerable variation in how individual departments set up or later 
retooled their buddy programs, the initiative’s early and ongoing success  
is a clear indicator of the offering’s value, she added.

Desperately seeking on-the-ground support and remedies 

What physicians do want in the way of support from their organizations, 
Dr. Barrett and others interviewed for this article agreed, is operational 
load-lightening, however that can be achieved and institutionalized. Offerings 
such as onsite childcare and schedule f lexibility to address family needs 
rank high on the wish list for many physicians, and there’s a growing 
consensus that the electronic health record (EHR) persists as a chief source 
of physician frustration and stress, despite years of organizations’ attempts 
to ameliorate the problem.

“What does appear to work is providing physicians protected time for  
EHR training or having dedicated information technology (IT) support  
for dealing with EHR-related issues,” Dr. Barrett said, or adding scribes  
to off load the bulk of EHR-data entry processes. In similar fashion, physi-
cians would appreciate their institutions removing the burden of treatment 
prior-authorization management. And she noted that the incredibly com-
plex and inordinately inefficient processes related to physician credentialing 
are ripe for fixing, as they’re unnecessarily burdensome for physicians. “If 
credentialing were centralized, at least for Medicare, that would go a long 
way in reducing the burden. Most people think that the system, as it stands, 
doesn’t really make anyone safer,” Dr. Barrett said.

Health care organizations, concerned about both their physicians’ wellbeing 
and their facilities’ ability to maintain adequate staffing levels in a time 
when many physicians are deciding to leave jobs where they don’t feel well 
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have trained nearly 100 physicians to serve in the role and approximately 
300 physicians and clinicians have participated. “I think it’s important to 
position this as ‘I can be a helper’ if you want physicians to get involved, 
and to ensure you offer a safe space for sharing feelings — something 
physicians have historically struggled with,” she said, because of fear 
they’ll be perceived as weak.

Researchers and physicians involved in developing wellness-support pro-
grams and resources are finding that although it’s challenging to figure 
out exactly what physicians do need in support, there’s growing consensus 
on what physicians don’t want: Tips and recommendations for improving 
their personal resilience. In other words, Dr. Barrett said, “Physicians 
don’t want to hear about another yoga class or meditation practice.”

Heather Farley, MD, chief wellness officer at ChristianaCare in Delaware, 
which rolled out the “wellbeing wagon” described earlier and created a 
Center for Worklife Wellbeing, concurred with Dr. Barrett. “What doesn’t 
work is focusing too much on the personal minutiae, such as sleep hygiene. 
Whatever you offer has to support physicians “in their work environment,” 
said Dr. Farley, an emergency medicine physician. Like Intermountain, 
ChristianaCare has seen a gradual but steady utilization uptake of peer-
support offerings. “We’re shifting away from the culture of ‘shame and 
blame’ to one that says, ‘It’s OK not to be OK,’ and to reach out if you 
need help,” she said.

At the University of Minnesota, which created the buddy system a few 
months into the pandemic and rolled out the program in a matter of weeks, 
the model was predicated on the recognition that Dr. Farley cites: everyone 
needs help sometimes and it’s important to know that someone has your 
back and is willing to help. In the university’s program, modeled in part 
on both the military-battlefield scenario and observations an anesthesiolo-
gist made in the operating room during the early weeks of the pandemic, 
when staff members were becoming more nervous, buddies are “paired” 
somewhat strategically. Ideally, they’re close in age and career length and 
experience, so that they can both recognize and understand the stressors 
their buddy is experiencing — and identify when that buddy needs some 
extra support.

“We decided that the battle-buddy system was a brilliant idea and decided 
to give it a decent trial,” said Cristina Sophia Albott, MD, who heads the 
university’s division of adult mental health. “We wrote the protocol in  
one week, started the program in two weeks, and rolled it out across the 
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Tips for structuring physician-wellness support offerings

All sources who participated in this article offered guidance for organiza-
tions trying to provide resources that might help improve physician well-
being. Here are a few:

• Understand that each environment is different, which means that the 
problems and needs might vary widely from one health care organization 
to another. To develop appropriate solutions and resources, ensure that 
physicians are directly involved in creating them.

• Avoid focusing resources on individual-physician resilience and instead 
focus on system approaches that might have the added benefit of helping 
physicians support one another and reduce unnecessary workload. Keep  
in mind that some physicians have an innate distrust of “corporate-
sponsored” initiatives that appear to be focused on the bottom line.

• Provide a safe forum for physicians to recommend institutional approaches 
that mitigate the burdens that contribute to burnout and also make their 
overall work lives more realistically manageable.

• If you try a wellness initiative and it doesn’t produce results that are 
valuable to physicians, be ready and willing to abandon it. Then be 
prepared pilot something else — quickly.

1Barrett E, Hingle ST, Smith CD, Moyer DV. Getting Through COVID-19:  
Keeping Clinicians in the Workforce. Ann Intern Med. 2021 Nov;174(11):1614–1615.  
doi: 10.7326/M21-3381. Epub 2021 Sep 28. PMID: 34570597; PMCID: PMC8500335.

 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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enough supported, are taking note. They’re actively trying to figure out 
what physicians want and need to care for patients with fewer frustrations.

Physician professional organizations are also stepping in to identify what’s 
needed now in institutional supports to help physicians mitigate burnout 
and regain resiliency. The American College of Physicians’ Patients Before 
Paperwork initiative, for example, has identified the most burdensome tasks 
and regulatory requirements that internists face and offered policy recom-
mendations for reducing associated workload. The American Medical Asso-
ciation has also developed a multifaceted initiative to provide guidance and 
targeted solutions to health care organizations for many of the problems 
that threaten physician wellbeing.

In an article published in the Annals of Internal Medicine in September 2021, 
Dr. Barrett and her co-authors proposed a series of steps that organizations 
might take to reduce clinician burnout, keep physicians in the workforce  
as the health system continues to navigate COVID-19, and simply make 
physicians’ practice lives more tolerable. In addition to the COVID-related 
recommendations for improving physician safety and providing practical 
support as needed to address system-capacity constraints, the authors 
urged organizations to do the following:1

• Help ensure more flexible scheduling for physicians who are parents or 
care for aging parents.

• Reduce, eradicate, or reassign administrative tasks and meetings that 
aren’t mission critical and haven’t delivered improved patient outcomes.

• Provide no-cost and truly confidential mental-health support services — 
and also truly encourage physicians to use their available vacation and 
professional development time to nurture a healthier workplace. At the 
same time, organizations should update credentialing and employment 
applications to remove unnecessary questions related to mental and 
physical health diagnoses, to reduce the associated stigma.

Dr. Barrett offers another recommendation to employer organizations.  
“If you offer resources that might support or improve physician wellbeing, 
make sure your physicians know about them. Physicians are so stretched 
and busy that they might not know what’s available,” she said.
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N Engl J Med 2023;389:1023-31.
DOI: 10.1056/NEJMcp2304871
Copyright © 2023 Massachusetts Medical Society.

A 47-year-old woman with a history of asthma, which has been treated with daily 
low-dose inhaled glucocorticoids and a short-acting β2-agonist (SABA) as needed, 
presents for a follow-up visit. She reports having shortness of breath 4 days per week 
when she is outdoors watching her daughter’s soccer matches. Over the past year, she 
has had asthma exacerbations resulting in treatment with oral glucocorticoids in the 
spring and fall. How should this patient be evaluated and her care managed?

The Clinic a l Problem

The prevalence of asthma in adults in the United States is approximately 7.7%.1 It 
is one of the most common chronic, noncommunicable diseases in the country 
and worldwide.1,2 Among U.S. adults, asthma disproportionately affects women, 
persons who are Black or Puerto Rican, and persons with low household income.1 
Although overall asthma-related mortality in the United States has decreased from 
15.1 per million in 2001 to 9.9 per million in 2017,3 the incidence of death due to 
asthma in the United States remains consistently higher among Black and Puerto 
Rican persons than among White persons.4 In addition, although severe asthma 
affects 5 to 10% of all patients with asthma, it accounts for over 50% of asthma-
related costs.5,6

The National Asthma Education and Prevention Program Expert Panel-3 Report 
defines asthma as “a complex disorder characterized by variable and recurring 
symptoms, airflow obstruction, bronchial hyperresponsiveness, and an underlying 
inflammation” and notes that “[t]he interaction of these features of asthma deter-
mines the clinical manifestations and severity of asthma and the response to 
treatment.”7 This article focuses on treatment advances for mild-to-moderate 
asthma.7-10 The approach to treatment should be decided on the basis of a con-
firmed diagnosis of asthma that includes findings of variable airflow obstruction 
on spirometry.

The typical symptoms of asthma are also symptoms of other respiratory and 
nonrespiratory conditions.7,8 Chronic cough, in the presence of normal lung func-
tion and a normal chest radiograph, should prompt consideration of allergic and 
nonallergic rhinitis, rhinosinusitis, nasal polyposis, gastroesophageal reflux disease, 
postviral tussive syndrome, chronic bronchitis, eosinophilic bronchitis, and cough 
induced by an angiotensin-converting enzyme inhibitor. If a patient presents with 
chronic wheeze, the differential diagnosis includes vocal-cord dysfunction, bron-
chiectasis, chronic obstructive pulmonary disease, bronchogenic carcinoma, and 
foreign-body aspiration. Common causes of shortness of breath that may be con-

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

Asthma in Adults
Giselle Mosnaim, M.D.  

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

The article ends with the author’s clinical recommendations.
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Clinical Pr actice

A personalized, written asthma action plan is 
a tool that patients can use to assist in managing 
asthma at home. For patients whose symptoms 
occur after exposure to specific indoor allergens 
(confirmed by history and positive results on spe-
cific IgE blood or skin tests), multicomponent 
allergen-specific mitigation measures are recom-
mended.9 Symptom monitoring can be supported 
by the use of brief, patient-administered, validated 
instruments to assess asthma control, such as the 
five-item Asthma Control Test (Fig. S1 in the Sup-
plementary Appendix, available with the full text 
of this article at NEJM.org).23-25

Asthma Severity and Control

Asthma severity and control are categorized on 
the basis of consideration of daytime and night-
time symptoms that have occurred in the 4 weeks 
before presentation, the number of exacerbations 
leading to oral glucocorticoid use in the past year, 
and lung function.7,8 Guidelines recommend a step 
up in therapy for patients with uncontrolled asth-
ma and a step down in therapy after a patient’s 
asthma has been controlled for 3 months with a 
stable treatment regimen.7,8

Guidelines for A s thm a Ther a py

Figure 1 shows the most recent algorithm for 
asthma management in persons 12 years of age or 
older, according to the Global Initiative for Asthma 
(GINA) Science Committee, across categories of 
mild, moderate, and severe asthma.8

Reliever Therapies

In patients with occasional asthma symptoms, 
as-needed treatment with a combination of an in-
haled glucocorticoid and a β2-agonist is the current 
treatment of choice; the precise combination of 
inhaled glucocorticoid and β2-agonist that is ap-
propriate depends on availability and affordabil-
ity. In a multinational, randomized, event-driven 
trial involving patients with moderate-to-severe 
asthma who were receiving inhaled glucocorti-
coid–containing maintenance therapy, the use of 
combination albuterol–budesonide therapy admin-
istered as needed at doses of 180 μg of albuterol 
and 160 μg of budesonide (two inhalations of 
90 μg of albuterol and 80 μg of budesonide) re-
duced the occurrence of severe exacerbations by 
27% as compared with as-needed albuterol alone.26 

In a pragmatic, open-label, randomized trial in-
volving Black and Latinx adults with moderate-to-
severe asthma, participants who were assigned 
to receive a dose of inhaled glucocorticoid when-
ever they used their SABA inhaler had 15% fewer 
severe exacerbations than participants who used 
the SABA inhaler alone.27

Data comparing combinations of an inhaled 
glucocorticoid and a long-acting β2-agonist (LABA) 
or SABA as reliever therapies are limited. For-
moterol is unique in that it is a fast-acting LABA 
and therefore works as a reliever medication, and 
its combination with an inhaled glucocorticoid 
has proven efficacy when used as a reliever ther-
apy. However, data from direct comparisons 
between an inhaled glucocorticoid–formoterol 
combination reliever and an inhaled glucocorti-
coid–SABA combination reliever are lacking. In 
a study involving patients who were assigned to 
receive maintenance therapy with budesonide–
formoterol, there were fewer occurrences of severe 
asthma exacerbations among patients assigned 
to receive budesonide–formoterol as the reliever 
than among those assigned to receive the SABA 
terbutaline alone as reliever therapy (relative risk, 
0.78; confidence interval [CI], 0.67 to 0.91).28 
Inhaled glucocorticoid–formoterol combination 
therapy has received regulatory approval for use 
as a reliever therapy in the United Kingdom but 
not in the European Union or the United States. 
Overall, the regulatory approvals for combination 
inhalers as maintenance and reliever therapy are 
confusing and vary greatly among countries.29,30

Budesonide–formoterol and beclomethasone–
formoterol are the only two inhaled glucocorti-
coid–formoterol formulations for which there 
is clinical evidence supporting their use as re-
lievers in treating all levels of asthma severi-
ty.31,32 Owing to safety concerns with the use of 
two different classes of LABAs, the use of in-
haled glucocorticoid–formoterol combination 
reliever therapy is not recommended for use 
concurrently with inhaled glucocorticoid–LABA 
combination control therapy other than inhaled 
glucocorticoid–formoterol. Therefore, GINA de-
scribes different treatment tracks that are based 
on the type of LABA used (i.e., fast-onset for-
moterol or standard-onset LABA). GINA also rec-
ommends the use of inhaled glucocorticoid–
formoterol as prophylaxis before exercise, given 
evidence that inhaled glucocorticoid–formoterol 
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fused with asthma are chronic obstructive pul-
monary disease, heart failure, pulmonary embo-
lism, and sarcoidosis.7,8

A personal history of atopy (e.g., atopic der-
matitis or allergic rhinitis) or a strong family 
history of asthma is suggestive of asthma. Al-
though asthma often presents in childhood, 
many children have a remission of symptoms in 
puberty and a recurrence in adulthood.11 Ap-
proximately half of adults who present with what 
appears to be newly diagnosed asthma instead 
have had a recurrence of childhood asthma.12,13

Typical asthma triggers include exercise, cold 
air, and inhalant indoor and outdoor allergens.7 
Persons with asthma typically present with vari-
able symptoms that may last from hours to days 
and resolve without intervention with avoidance 
of the trigger. Up to 10 to 25% of new-onset adult 
asthma cases are attributable to work-related ex-
posures (e.g., wood dust, grain dust, and animal 
dander),14,15 a correlation that emphasizes the im-
portance of an occupational-history assessment 
and the identification of contact with known sen-
sitizing agents to determine whether there is a 
temporal relationship between work exposures 
and symptoms.16

Approximately 7% of adults with asthma 
also have aspirin-exacerbated respiratory dis-
ease, which is characterized by cough, chest 
tightness, or wheeze within 30 to 120 minutes 
after ingestion of aspirin or any cyclooxygen-
ase-1 inhibitor.17 Obesity, anxiety, depression, 
and obstructive sleep apnea may also contrib-
ute to worsening asthma.

S tr ategies a nd E v idence

Goals of Asthma Therapy

The three main goals of asthma management are 
control of asthma symptoms, reduction in the 
risk of asthma exacerbations, and minimization 
of adverse effects of medications (e.g., side ef-
fects of oral glucocorticoid therapy).7-10 Goals for 
asthma control are reduction in intensity and fre-
quency of daytime and nighttime cough, chest 
tightness, wheezing, and shortness of breath; 
maintenance of normal daily activities without 
limitation caused by asthma symptoms, includ-
ing symptoms related to school, work, and exer-
cise; and lung function that is normal or nearly 
normal. Reduction of asthma risk focuses on 
prevention of severe exacerbations, which can be 
defined as deterioration that leads to treatment 
with oral glucocorticoids for 3 days or longer, an 
emergency department visit, or hospitalization.7,8

Treatment is focused on patient education, 
asthma trigger control, monitoring of symptoms 
and lung function, and pharmacologic therapy.7-10 
Empowerment of patients to be active participants 
in their asthma care is important. Such efforts 
include educating patients about strategies to 
identify and mitigate triggers, providing medica-
tions to be used for quick relief and those to be 
used for maintenance of control, encouraging ad-
herence to daily controller therapy to reduce symp-
toms and minimize risk, and teaching the correct 
inhaler technique for each prescribed inhaler.18 
Some studies show that such patient education 
reduces the incidence of asthma exacerbations.19-22

Key Clinical Points

Asthma in Adults

• Asthma guidelines state that a definitive diagnosis of asthma should be based on the presence of 
characteristic respiratory symptoms such as wheeze, cough, chest tightness and shortness of breath, 
and variable expiratory airflow obstruction on spirometry.

• The three main goals of asthma management are control of symptoms, reduction in risk of 
exacerbations, and minimization of adverse effects of medications.

• Every visit should include a review of inhaler technique, medication adherence, coexisting conditions, 
ongoing exposures to environmental triggers, and confirmation of a correct diagnosis of asthma.

• In patients with mild asthma, the preferred treatment option is an inhaled glucocorticoid–formoterol 
combination as needed, and alternative options include the use of combination inhaled glucocorticoid–
albuterol as needed or low-dose maintenance inhaled glucocorticoid plus a short-acting β

2
-agonist 

reliever as needed.
• Combination inhaled glucocorticoid–formoterol maintenance and reliever therapy is the preferred 

treatment for moderate-to-severe asthma as compared with an inhaled glucocorticoid with long-acting 
β

2
-agonist maintenance plus as-needed short-acting β

2
-agonist reliever therapy.

14



n engl j med 389;11 nejm.org September 14, 2023

Clinical Pr actice

corticoid plus either as-needed SABA or as-need-
ed inhaled glucocorticoid–SABA (step two). The 
evidence clearly shows a benefit of adding an in-
haled glucocorticoid to a β2-agonist for as-need-
ed symptom relief, although comparative data are 
limited regarding which combinations are best.

Supporting this strategy are two Cochrane 
meta-analyses of as-needed inhaled glucocorti-
coid–formoterol combinations as compared with 
as-needed SABA, along with as-needed inhaled 
glucocorticoid–formoterol combinations as com-
pared with a daily inhaled glucocorticoid plus 
SABA.33,34 Two randomized, controlled trials in-
volving 2997 participants showed with low-cer-
tainty evidence that, as compared with as-needed 
SABA, as-needed inhaled glucocorticoid–formo-
terol significantly reduced the odds of asthma 
exacerbations that led to the use of systemic 
glucocorticoids (odds ratio, 0.45; 95% CI, 0.34 to 
0.60) and the odds of an asthma-related hospi-

talization or visit to an emergency department or 
urgent care center (odds ratio, 0.35; 95% CI, 0.20 
to 0.60).33 Four randomized, controlled trials in-
volving 8065 participants showed with low-cer-
tainty evidence that, as compared with inhaled 
glucocorticoid for regular maintenance plus as-
needed SABA, as-needed inhaled glucocorticoid–
formoterol was not associated with lower odds 
of asthma exacerbations leading to treatment with 
systemic glucocorticoids (odds ratio, 0.79; 95% CI, 
0.59 to 1.07) but did decrease the odds of an 
asthma-related hospitalization or visit to an emer-
gency department or urgent care center (odds ra-
tio, 0.63; 95% CI, 0.44 to 0.91).34

A separate network meta-analysis that in-
cluded adult patients with mild asthma showed 
that the use of as-needed inhaled glucocorticoid–
formoterol alone was associated with less risk of 
severe asthma exacerbations than either mainte-
nance inhaled glucocorticoid plus as-needed SABA 
or as-needed SABA alone.35 A pooled, post hoc 
analysis of the Symbicort Given as Needed in Mild 
Asthma (SYGMA) 1 and 2 trials showed that pa-
tients who received as-needed budesonide–formo-
terol had 26% fewer severe exacerbations than 
patients who received daily budesonide. In con-
trast, there was no difference in the occurrence 
of severe asthma exacerbation with as-needed 
inhaled glucocorticoid–formoterol as compared 
with daily inhaled glucocorticoids among pa-
tients whose asthma was well controlled with 
the use of a low-dose daily inhaled glucocorti-
coid or leukotriene receptor antagonist plus as-
needed SABA.36

Patient behaviors and preferences, as well as 
treatment access and cost, should also be con-
sidered in the shared decision-making process of 
treatment selection. Clinical trials that involved 
the use of electronic medication monitors to track 
real-time inhaler actuation have shown that pa-
tient-reported inhaled glucocorticoid use was 
greater than the objectively measured use and 
that patients’ use of inhaled glucocorticoids de-
creased over time.36,37 In a survey of a subgroup of 
participants in a randomized, controlled trial that 
assessed the addition of as-needed budesonide–
formoterol to daily budesonide plus as-needed 
SABA, as-needed budesonide–formoterol was 
preferred by 90% of the participants who re-
ceived it, and daily budesonide plus as-needed 
SABA was preferred by 40% of the participants 
who received that combination.38 Some asthma 

Figure 1 (facing page). Global Initiative for Asthma 
2023 (GINA) Personalized Asthma Management for 
Adolescents and Adults.

The cycle of assessment, adjustment, and review is 
recommended for each patient visit. First, confirm the 
diagnosis of asthma (if applicable) and assess symp-
tom control, modifiable risk factors, coexisting condi-
tions, adherence to and technique for inhaler use, and 
patient preferences and goals. Second, treat modifi-
able risk factors and coexisting conditions, use non-
pharmacologic therapeutic strategies, adjust medica-
tions (up, down, and between tracks), and provide 
education and skills training. Third, review symptoms 
that occur during the day and at night, exacerbations, 
treatment side effects, lung function, coexisting condi-
tions, and patient satisfaction. Treatment steps are 
grouped into tracks: track 1 (preferred) and track 2  
(alternative) pharmacologic therapy for asthma that is 
mild (steps 1 and 2), moderate (steps 3 and 4), or se-
vere (step 5). Orange shading denotes preferred treat-
ment, and blue and gray denote alternative or nonpre-
ferred treatment. AIR denotes antiinflammatory 
reliever, anti-IL5R anti–interleukin-5 receptor (mono-
clonal antibody), anti-IgE anti-immunoglobulin E 
(monoclonal antibody), anti-IL4Rα anti–interleukin-4 
receptor alpha (monoclonal antibody), anti-IL5 anti– 
interleukin 5 (monoclonal antibody), anti-TSLP anti-
thymic stromal lymphopoietin (monoclonal antibody), 
HDM SLIT house dust mite sublingual immunothera-
py, ICS inhaled corticosteroid (i.e., glucocorticoid), 
LABA long-acting β

2
-agonist, LAMA long-acting mus-

carinic antagonist, LTRA leukotriene receptor antago-
nist, OCS oral corticosteroid (i.e., glucocorticoid), and 
SABA short-acting β

2
-agonist.
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is more protective than SABA against exercise-
induced asthma.8,32

 Steps One and Two: Therapy for Mild Asthma

At step one, the preferred treatment (GINA track 
one) for mild asthma is low-dose combination 

inhaled glucocorticoid–formoterol as needed for 
symptom relief; controller treatment is no longer 
recommended as part of step one (Table 1). Al-
ternative treatments (track two) include the use 
of an inhaled glucocorticoid whenever SABA is 
taken (step one) and daily low-dose inhaled gluco-

Track 1: Preferred Controller
and Reliever

Use of ICS–formoterol as the reliever
reduces the risk of exacerbations
as compared with the use of a
SABA reliever and is a simpler
regimen

Personalized Asthma Management
Assess, adjust, review for individual

patient needs Assess

Adjust

R
ev

ie
w

Confirmation of diagnosis if necessary
Symptom control and modifiable 

risk factors
Coexisting conditions
Inhaler technique and adherence
Patient preferences and goals

Treatment of modifiable risk 
factors and coexisting conditions

Nonpharmacologic strategies
Asthma medications (adjust down,

 up, or between tracks)
Education and skills training

Symptoms
Exacerbations
Side effects
Lung function
Coexisting conditions
Patient satisfaction

Track 2: Alternative Controller
and Reliever

Before considering a regimen with 
SABA reliever, check if the patient
is likely to adhere to daily controller
treatment

Other controller options (limited
indications, or less evidence for
efficacy or safety)

See GINA
guidelines

for
severe
asthma

Step 1
Take ICS whenever

SABA taken (AIR)

Step 2
Low-dose mainte-

nance ICS

Step 3
Low-dose mainte-

nance ICS–LABA

Step 4
Medium- or high-

dose mainte-
nance ICS–LABA

Step 5
Add-on LAMA
Refer for assess-

ment of pheno-
type

Consider high-dose
maintenance
ICS–LABA,
with or without
anti-IgE,
anti-IL-5 or
anti-IL-5R,
anti-IL-4Rα,
anti-TSLP

Step 1–2
Low-dose ICS–formoterol

(only as needed)

Step 3
Low-dose mainte-

nance ICS–
formoterol

Step 4
Medium-dose

maintenance
ICS–formoterol

Step 5
Add-on LAMA
Refer for assess-

ment of pheno-
type

Consider high-dose
maintenance
ICS–formoterol,
with or without
anti-IgE,
anti-IL-5 or
anti-IL-5R,
anti-IL-4Rα,
anti-TSLP

Reliever: Low-dose ICS–formoterol (AIR)

Reliever: As-needed SABA or as-needed ICS–SABA (AIR)

Low-dose ICS when-
ever SABA taken
(AIR), or daily
LTRA, or add
HDM SLIT

Medium-dose ICS 
or add LTRA, or
add HDM SLIT

Add LAMA or LTRA 
or HDM SLIT, or
switch to high-
dose ICS

Add azithromycin 
(in adult patients)
or LTRA

As last resort, con-
sider adding low-
dose OCS but
consider side
effects

16



n engl j med 389;11 nejm.org September 14, 2023

Clinical Pr actice

a low- or medium-dose inhaled glucocorticoid–
formoterol combination (either budesonide–for-
moterol or beclomethasone–formoterol).7,8 The 
SMART regimen may reduce cost and simplify 
treatment for patients, because only one inhaler 
is needed for both quick-relief and maintenance 
therapy. Alternative step-three and -four treatment 
includes either maintenance low- or medium-dose 
inhaled glucocorticoid–LABA plus as-needed SABA 
or as-needed combination inhaled glucocorticoid–
SABA.7,8 In a meta-analysis of randomized trials, 
switching patients with uncontrolled asthma at 
GINA step three to SMART at either step three 
or step four was associated with an increased 
time to the first severe asthma exacerbation, 
with a 29% reduction in risk as compared with 
stepping up to a step-four regimen of inhaled 
glucocorticoid–LABA maintenance plus a SABA 
reliever (hazard ratio, 0.71; 95% CI, 0.52 to 0.97). 
In addition, among patients at step three or step 
four with uncontrolled asthma, switching to 
SMART was associated with an increased time to 
the first severe asthma exacerbation and a 30% 
reduction in risk as compared to continuing thera-
py at the same treatment step (hazard ratio, 0.70; 
95% CI, 0.58 to 0.85).40

Step Five: Therapy for Severe Asthma

Severe asthma is defined as a combination of 
symptoms and impairment in lung function that 
leads to treatment with a high-dose inhaled glu-
cocorticoid plus a second controller medication 
(e.g., LABA) or nearly continuous oral glucocor-
ticoid treatment.41,42 Patients at step five (severe 
asthma) should be referred for expert evaluation 
(i.e., to an allergist–immunologist or pulmon-
ologist), phenotyping, and add-on therapy. The 
severity of the asthma phenotype is determined 
on the basis of one or more of the following 
biomarkers: blood eosinophil level of at least 
150 per microliter, fractional exhaled nitric oxide 
(FeNO) of at least 20 parts per billion, sputum 
eosinophils of at least 2%, sensitization to a pe-
rennial aeroallergen on skin-prick testing or blood 
tests for specific IgE, and a total IgE level of 30 to 
700 IU per milliliter. Each patient’s unique bio-
marker profile guides the selection of biologic 
therapy (e.g., sensitization to a perennial aeroal-
lergen and elevated total IgE levels vs. elevated 
levels of blood eosinophils may lead to selection 
of omalizumab vs. other asthma biologic thera-

pies, respectively). A long-acting muscarinic an-
tagonist (LAMA) may be considered as add-on 
therapy for patients with asthma that is persis-
tently uncontrolled despite treatment with a me-
dium- or high-dose inhaled glucocorticoid–LABA. 
A meta-analysis showed that the addition of a 
LAMA to a medium- or high-dose inhaled gluco-
corticoid–LABA led to a 17% reduction in the risk 
of severe asthma exacerbation.43

Biologic therapies are an additional option, 
especially with regard to avoiding or minimizing 
exposure to treatment with high-dose inhaled 
glucocorticoids and oral glucocorticoids. The six 
biologic agents for use in the treatment of severe 
asthma are omalizumab, mepolizumab, reslizu-
mab, benralizumab, dupilumab, and tezepelu mab, 
and the choice of biologic agent should include 
consideration of a variety of clinical and prag-
matic factors, including biomarkers.44 Although 
data from head-to-head clinical trials comparing 
biologics are lacking, each of these agents has 
shown efficacy as compared with placebo, with 
a 30 to 70% reduction in the relative risk of se-
vere asthma exacerbations.44-47

A r e a s of Uncerta in t y

Better strategies are needed for the objective evalu-
ation of patient adherence and inhaler technique 
preceding a recommendation to step-up therapy. 
Clinical trials to evaluate the efficacy of digital 
inhalers and clinician dashboards (which provide 
the patient and health care professional with 
real-time data about medication-taking behavior 
and inhalation quality) regarding clinically im-
portant asthma outcomes are warranted. More 
studies to assess the role of biomarkers, such as 
blood and sputum eosinophil counts, FeNO levels, 
and serum total and allergen-specific IgE levels, 
are needed to better guide the selection of medi-
cations.48,49

Guidelines

The recommendations in this article are consis-
tent with the guidelines of the National Asthma 
Education and Prevention Program Expert Pan-
el-3 Report (and its 2020 focused update) as well 
as GINA (and its 2023 update).7-9 GINA pub-
lishes an annual update to its guidelines, and 
the recommendations presented here are con-
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experts have advocated changing the availability 
of inhaled glucocorticoid–formoterol from pre-
scription to over-the-counter to increase patient 
access.39

Steps Three and Four: Therapy for Moderate 
Asthma

Preferred step-three and -four treatment is single 
maintenance and reliever therapy (SMART) with 

Table 1. Medications and Doses for GINA Track 1: Antiinflammatory Reliever–based Therapy.*

Treatment Step and Age Medication and Strength Doses Administered with DPI†

1 and 2 (antiinflammatory reliever 
only)

6 to 11 yr No evidence to date 1 inhalation as needed

12 to 17 yr Budesonide 200 μg (delivered dose, 160 μg) and formoterol 6 μg 
(delivered dose, 4.5 μg)

1 inhalation as needed

≥18 yr Budesonide 200 μg (delivered dose, 160 μg) and formoterol 6 μg 
(delivered dose, 4.5 μg)

1 inhalation as needed

3 (maintenance-and-reliever 
therapy)

6 to 11 yr Budesonide 100.0 μg (delivered dose, 80.0 μg) and formoterol 
6.0 μg (delivered dose, 4.5 μg)

1 inhalation once daily, plus 1 inha-
lation as needed

12 to 17 yr Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 
6.0 μg (delivered dose, 4.5 μg)

1 inhalation once or twice daily, 
plus 1 inhalation as needed

≥18 yr One of the following regimens:
Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 

6.0 μg (delivered dose, 4.5 μg)
Beclomethasone 100.0 μg (delivered dose, 84.6 μg) and for-

moterol 6.0 μg (delivered dose, 5.0 μg)

1 inhalation once or twice daily, 
plus 1 inhalation as needed

4 (maintenance-and-reliever 
therapy)

6 to 11 yr Budesonide 100.0 μg (delivered dose, 80.0 μg) and formoterol 
6.0 μg (delivered dose, 4.5 μg)

1 inhalation twice daily, plus 1 in-
halation as needed

12 to 17 yr Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 
6.0 μg (delivered dose, 4.5 μg)

2 inhalations twice daily, plus 1 
inhalation as needed

≥18 yr One of the following regimens:
Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 

6.0 μg (delivered dose, 4.5 μg)
Beclomethasone 100.0 μg (delivered dose, 84.6 μg) and for-

moterol 6.0 μg (delivered dose, 5.0 μg)

2 inhalations twice daily, plus 1 
inhalation as needed

5 (maintenance-and-reliever 
therapy)

6 to 11 yr Not recommended

12 to 17 yr Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 
6.0 μg (delivered dose, 4.5 μg)

2 inhalations twice daily, plus 1 
inhalation as needed

≥18 yr One of the following regimens:
Budesonide 200.0 μg (delivered dose, 160.0 μg) and formoterol 

6.0 μg (delivered dose, 4.5 μg)
Beclomethasone 100.0 μg (delivered dose, 84.6 μg) and for-

moterol 6.0 μg (delivered dose, 5.0 μg)

2 inhalations twice daily, plus 1 
inhalation as needed

*  As recommended by the Global Initiative for Asthma 2023 (GINA) treatment track 1 (the preferred treatment track), the reliever is low-dose 
inhaled corticosteroid (i.e., glucocorticoid)–formoterol used as needed, with or without maintenance use of inhaled corticosteroid (i.e., 
glucocorticoid)–formoterol, depending on whether the patient has asthma that is mild (steps 1 and 2), moderate (steps 3 and 4), or severe 
(step 5). DPI denotes dry-powder inhaler and pMDI pressurized metered-dose inhaler.

†  For delivery of antiinflammatory reliever only or maintenance-and-reliever therapy with budesonide–formoterol by means of a pMDI, pa-
tients should use an inhaler with half the strength of that used for the relevant DPI shown and should use double the number of doses 
shown. For example, at step 4 for a patient 12 years of age or older, budesonide–formoterol pMDI should be administered at a metered 
dose of 100 μg of budesonide and 3 μg of formoterol per inhalation in 4 inhalations twice daily plus 2 inhalations as needed.
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

cordant with the most recent GINA and National 
Asthma Education and Prevention Program reports 
and updates.

Conclusions a nd 
R ecommendations

With regard to the 47-year-old woman described in 
the vignette, her impairment (daytime symptoms) 
and risk (asthma exacerbations) warrant a step 
up in therapy. Because of the location of symp-
toms and timing of exacerbations, I suspect she 
has allergic asthma and concurrent allergic rhinitis 
due to pollens, and I would conduct skin testing 
for aeroallergens and provide education regard-
ing relevant environmental-control measures and 
medical management. I would advise changing 
her treatment approach from GINA track 2 (alter-

native) to track 1 (preferred) therapy and increase 
treatment from step 2 to step 3 care, including 
a change to low-dose budesonide–formoterol as 
maintenance and reliever therapy. As compared 
with a SABA reliever alone, an inhaled glucocor-
ticoid–formoterol reliever reduces severe exacer-
bations across treatment steps. The use of an in-
haled glucocorticoid–formoterol combination for 
maintenance and reliever therapy simplifies the 
treatment regimen and allows for stepping up or 
stepping down without changing medication. I 
would also review inhaler technique, work with 
the patient to develop a written asthma action 
plan, and plan a follow-up visit in 3 months. (See 
inhaler technique video at https://www.nejm.org/
doi/full/10.1056/NEJMra050380.)50

Disclosure forms provided by the author are available with the 
full text of this article at NEJM.org.
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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



DH-

 
 A PROVEN PATH  

TO EXCELLENCE.
EXCITING OPPORTUNITIES NEAR 
BOSTON, MA

North Shore Physicians Group
North Shore Physicians Group (NSPG), a member of Mass General Brigham, is the largest multi-specialty physicians group north of Boston and a leader in innovative practices.  
We are explorers at heart. We are physicians who continually seek the best ways to streamline care—for both patients and providers. Our medical team of more than 450 
physicians, nurse practitioners, physician assistants and other care professionals consistently work together to discover new ways to improve and enhance our practices to 
benefit the health of our patients and the careers of our providers. Join our team of explorers who are bringing the next evolution of quality care to the communities north of 
Boston. We have exceptionally rewarding careers for dedicated health professionals like you. 

Opportunities available:

About Our Community
Boston’s North Shore, located only 15 miles north of Boston, is renowned for its natural beauty, handsome architecture, vivid historical 
significance and appealing neighborhoods. Communities on the North Shore range from popular seaports rich in sailing and coastal culture 
to rural towns offering working farms, horseback riding and golf courses. North Shore cities and towns are culturally diverse and unique 
with all the charm and romance of traditional New England. The North Shore of Boston is home to excellent public and private schools, 
beaches, restaurants, museums and welcoming neighborhoods.

WE’RE A BEACON OF NEW THINKING IN INTEGRATED MEDICINE. JOIN US.

To apply or learn more about our opportunities, email your CV and letter of  
interest to Michele Gorham at nspgphysicianrecruiters@mgb.org.

NORTH SHORE
Physicians GroupCardiology

Emergency Medicine 
Family Medicine

Gastroenterology 
Hospital Medicine  
Internal Medicine 
Obstetrics & Gynecology

Orthopedics – Hand Surgery
Orthopedics – Spine Surgery
Pediatric Emergency Medicine
Psychiatry – Adult

Psychiatry – Child & Adolescent 
Pulmonary/Critical Care & Sleep Medicine

www.joinnspg.org
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BERKSHIRE HEALTH SYSTEMS IS SEEKING  
COMPASSIONATE, COMMUNITY-FOCUSED  

PHYSICIANS IN THE FOLLOWING DISCIPLINES:

ANESTHESIOLOGY • CARDIOLOGY  
• DERMATOLOGY • ENDOCRINOLOGY  

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

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

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

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

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

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

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

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

Vital Roles in a Vibrant Community

Physician Opportunities

At SSM Health, a leading Catholic, 
not-for-profit integrated health 
system serving Illinois, Missouri, 
Oklahoma, and Wisconsin, you can 
practice medicine that restores health, 
invigorates hope, and transforms care. 

Discover the benefits of practicing at  
SSM Health: 

•  Diverse selection of physician 
specialties and locations

•  Work in a collaborative and inclusive 
practice culture with a network of 
providers who are clinically driven 
and guided by purpose 

•  Receive generous compensation, 
substantial benefits, and family  
friendly PTO to allow you to achieve 
work/life balance

Purposeful  
Presence
Reconnect with what  
matters most in your  
medical career.

Reconnect  
with your purpose. 

JoinSSMHealth.com
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Are you ready for a change?
Come practice with Optum and build a better future.

At Optum, we’re making health care human 
again by giving clinicians the freedom and 
flexibility to be better. Better at caring for  
your patients. Better at caring for yourself. 
Better at creating a career path without limits. 

Part of Optum, Reliant is a multi-specialty 
medical group with 19 locations caring for patients 
in Central and MetroWest Massachusetts. Our 
clinical teams work with an emphasis on innovation 
and building strong patient relationships within local 
communities.

Optum cares for patients from coast to coast.  
Reliant brings care close to where our patients live 
and work, making health care better for everyone.  
Better nationally. Better locally.

Together, 
we can all 
be better.

Search Optum physician careers at Reliant Medical Group locations.

Discover a lifestyle you’ll love

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

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

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

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

parks 

• Perfect blend of rural 
communities and large 
metropolitan areas

• High quality of life
• Authentic western hospitality

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

Summit Health is a physician-driven, 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, Connecticut, Oregon 
and Pennsylvania.

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

Join our coordinated 
multispecialty care team.

SH0060-1122
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E M E R S O N  H E A L T H  O P P O R T U N I T I E S

Location, Location, Location

emersonhealth.org

8/23

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

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

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

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

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

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

About Concord, MA 
and Emerson
Health

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

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

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

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

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

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

Advanced Practice Opportunities

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

• Internal Medicine OP
• Neurology
• Physiatry
• Psychiatry
• OB/GYN
• Nephrology/IM

• CRNA
• General Surgery PA 
• CAA  
• Interventional Spine PA
• Cardiology NP/PA 
• Family Medicine NP

• Gastroenterology NP/PA
• Neurosurgery PA 
• Physiatry FNP
• Diabetes Management/  
  Spine NP

NEJM Catalyst Innovations in Care Delivery, a peer- 
reviewed digital journal for health care leaders, explores 
the best ideas and strategies with the most potential for 
change. Learn more today.

A journal for transforming  
health care delivery

SUBSCRIBE TODAY AT CATALYST.NEJM.ORG

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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Vice Chair of Medicine/Chief of Medical Services (3-309-1176) 
The University of Maryland School of Medicine (UMSOM) and the VA 
Maryland Health Care System-Baltimore facility (VAMHCS) are recruiting 
a full-time Physician/Administrator to serve as Vice Chairman for the 
Department of Medicine at the UMSOM and as Chief of Medical Services 
for the VAMHCS.

The Vice Chair of Medicine provides oversight and coordination of all teaching aspects for medical students, residents, and fellows at the VAMHCS, and 
will be expected to contribute to the research, teaching, and clinical missions of the University.  

The Chief of Medical Services serves as a key member in the administration, supervision, management, and coordination of the day-to-day operations 
at the Baltimore VA Medical Center as it pertains to the medical services department, including research and clinical activities. This position will work 
with facility Committee(s)/Board(s) to coordinate the highest care as it relates to the best quality care for the Veterans and the wellbeing of the staff. 

Successful candidates must have strong evidence of clinical training, demonstrated experience in administration research and education, be board 
certified in internal medicine and/or board certified in a subspecialty of medicine. As this position will be funded, in part, by the VA, all candidates must 
be US Citizens. The selected candidate will also have an established record of research productivity, as well as a proven record of past and current grant 
funding and scholarly activity.  

Expected faculty rank for this position will be Associate Professor or higher, however, final rank, tenure status and salary will be commensurate with 
selected candidate’s qualifications and experience.

For immediate consideration, please send a cover letter and current CV, as well as contact information of three references to the following link: 
https://https://umb.taleo.net/careersection/jobdetail.ftl?job=230001CI&lang=enumb.taleo.net/careersection/jobdetail.ftl?job=230001CI&lang=en.. Though not required, candidates are also invited to include a perspective 
statement on equity, diversity, inclusion, and civility.

We are proud to offer a competitive salary, medical/dental benefits, disability plans, retirement plans, and more! UMB was ranked 13th in ‘Forbes’ 
2021 America’s Best Large Employers Survey and was also ranked 6th among educational institutions for Best Employers for Diversity in 2022 also by Forbes. The University 
of Maryland Medical Center in Baltimore was ranked as one of the Best Hospitals in both the State of Maryland and the Baltimore Metro Area by the U.S. News & World 
Report in 2023.

UMB is an equal opportunity/affirmative action employer.  All qualified applicants will receive consideration for employment without regard to sex, gender identity, sexual orientation, 
race, color, religion, national origin, disability, protected Veteran status, age, or any other characteristic protected by law or policy. We value diversity and how it enriches our academic 
and scientific community and strive toward cultivating an inclusive environment that supports all employees.

If you need a reasonable accommodation for a disability, for any part of the recruitment process, please contact us at HRJobs@umaryland.eduHRJobs@umaryland.edu and let 
us know the nature of your request and your contact information. Please note that only inquiries concerning a request for reasonable accommodation 
will be responded to from this email address.

For additional questions after application, please email facultypostings@som.umaryland.edufacultypostings@som.umaryland.edu

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

Search physician careers at atriushealthproviders.org

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

physicianrecruiting@usoncology.com

Learn about  
physician  
careers

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

ensure you’re prepared for success.

Our locums experts help you  
get where you want to go.

weatherbyhealthcare.com/teamlocums
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        Division:    Hospital Medicine

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

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

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

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

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

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

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

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

The University of New Mexico is an Equal Employment Opportunity/Affirmative Action Employer and Educator. 

Fundamentals of U.S. Health Policy 
A Basic Training Perspective Series

Introducing a new six-part Perspective article series from the New England Journal of Medicine that 
provides a primer on U.S. health policy. Authored by leading experts, the series covers health policy 
fundamentals, the main challenges facing the U.S. health care system, and the key policy solutions that 
can address those challenges. 

Learn more at nejm.org/health-policy.
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We are an EOE/AA/M/F/D/V employer. Washington Permanente Medical 
Group provides care to Kaiser Permanente patients in Washington state.

Community. Compassion. Care.
Washington Permanente Medical Group (WPMG) 
fulfills the promise of medicine for our patients. 

Experience the best of the Northwest—recharge, 
rebalance, and put patients at the heart of 
everything you do. At WPMG, you can have it all, 
with passion and purpose.

Join WPMG in a region that thrives on community. 
It’s where we live and play. It’s where we connect.

Visit our careers page at wpmgcareers.org

NEJM Catalyst Innovations in Care Delivery, a peer- 
reviewed digital journal for health care leaders, explores 
the best ideas and strategies with the most potential for 
change. Learn more today.

A journal for transforming  
health care delivery

SUBSCRIBE TODAY AT CATALYST.NEJM.ORG
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Primary Care Physician
Opportunity in our new
Center for Black Health and Wellness.

 
 

 
 

 
 

 

Working for
Northwest Permanente,
you’ll enjoy:

• 21% employer contribution to 
 retirement programs, including
 pension (this is not a match - 
 NWP contributes 21% of clinician
 earnings to retirement programs
 regardless of employee contribution)

• 90%+ employer paid health plan

• Student loan assistance programs*

• Relocation allowance

• Generous sign-on bonus*

• Leadership opportunities

• Paid annual education leave + allowance

• Shareholder opportunities

• Paid sabbatical after attaining
 shareholder status

 • for qualifying departments 

If health equity is a priority in your career, Kaiser Permanente 
Northwest has an amazing Primary Care opportunity in our 
new Center for Black Health and Wellness. Learn more about 
this opportunity - bit.ly/NWP_blackcenterofexcellence

   The Kaiser Permanente Center for Black Health and
   Wellness is equity in action. It’s another important 
step in our commitment to equity, inclusion, and diversity — 
and I can’t wait to see it come to life as soon as possible. I’m 
proud to be part of this e�ort and part of an organization 
where eliminating health care disparities is a 
high priority.      
                                – Jane Akpamgbo, MD

Additional Primary Care Physicians, 
Urgent Care Physicians & Nocturnists
Opportunities available
Portland and Salem, Oregon, and Southwest Washington, 
including Longview

Join our medical group
Northwest Permanente is a physician-led, multi-specialty 
group of 1,500 physicians, surgeons, clinicians, and 
administrative sta� caring for 630,000 Kaiser Permanente 
members in Oregon and Southwest Washington. 

We are an EOE/AA/M/F/D/V Employer

Explore your
opportunities at:

northwest.permanente.org

Please contact:
Bridgitte Ngo
Bridgitte.A.Ngo@kp.orgNorthwest Permanente

“ “
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Believe in Where you Work 
Visit chaproviders.orgVisit chaproviders.org

CHA is a special place that attracts some very special people. As a Harvard 
Medical School Teaching Hospital, we care for a highly diverse patient 
population across the Boston Metro-north region. As the last public hospital in 
Massachusetts, we strive for clinical excellence while pursuing better community 
health – supporting patients and improving their lives. 

Our vision of Equity and Excellence for Everyone, Every Time, places special 
focus on the underserved. This has resulted in CHA being named one of the 
nation’s top hospitals for Community Benefit by the Lown Institute, an LGBTQ+ 
Equality Leader by the HRC Foundation and one of the nation’s top Maternity 
hospitals by Newsweek for the past three years.

CHA was also named one of the best employers in Massachusetts for 2023 by 
Forbes. This was due to our innovative models of care, the ability to live the 
quintessential New England lifestyle, the provider support system and all the 
intangibles that make CHA a place where people stay for their career.

Learn why CHA providers Believe in Where They Work. 

Scan to hear from Scan to hear from 
our “believers”our “believers”



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




