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September 5, 2024
Dear Physician:

As you begin your medical career, making decisions about your future is likely a top priority. We want to support
you in your career advancement and have enclosed a complimentary copy of the 2024 Career Guide: Specialty
Delivery booklet. This special booklet contains current physician job openings across the country from the

New England Journal of Medicine (NEJM). To further assist you, we’ve included recent selections from our Career
Resources section of NEJMCareerCenter.org.

NEJMCareerCenter.org was designed specifically based on feedback and input from your colleagues. Physician
users confirm they value the confidentiality safeguards that keep personal information and job searches private.
They also appreciate having the ability to search for both permanent and locum tenens positions in their chosen
specialties and desired geographic locations.

At NEJM CareerCenter, you’ll find:

+ Hundreds of quality, current job 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

While furthering your career and current practice leave little time for keeping up with the latest research, NEJM
brings you the best information each week, in practical and clinically useful formats. Our popular Clinical Practice
articles offer evidence-based reviews of topics relevant to practicing physicians. A reprint of the July 17, 2024,
Clinical Practice article, “Management of Insomnia,” is also included in this special booklet.

If you are not currently an NEJM subscriber, I invite you to become one. In addition to original research articles,
you'll find plain language summaries and NEJM Quick Take video overviews. A variety of case-based articles,
including Images in Clinical Medicine, Interactive Medical Cases, and Clinical Problem Solving, enable you to
sharpen your clinical skills. You can learn more about these features at NEJM.org.

A career in medicine is exciting and challenging.
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

(NEJM,

860 WINTER STREET, WALTHAM, MA 02451-1413 USA

Managing Medical-Education Loan Debt

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

For many residents, their excitement about starting training is tempered
by an economic reality: it’s time to reckon with the education debt they’ve
incurred during medical school and start repaying those loans.

Although medical school remains a good investment and the associated
loan debt is ultimately manageable — most physicians will earn incomes
substantial enough to repay their loans, and loan-default rates are extremely
low — looking at the loan tab can be unnerving. The median loan debt
for graduation medical students is $200,000, and while that figure has
changed little in recent years, it’s still a staggering sum.

“What we’ve seen in the past few years is that indebtedness has remained
relatively stable, if you control for inflation. It’s not increasing at the same
high rate we were seeing in the past,” said Julie Fresne, senior director of
student financial and career advisory services at the Association of American
Medical Colleges (AAMC). Fully three-quarters of physicians enter training
with loan debt, according to recent AAMC data, so those who fret about
paying off their loans have plenty of company.

Ms. Fresne also noted that interest rates on federal direct loans have varied
little over the last decade, which helps physicians predict how much interest
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they’ll pay over the life of their loans. The current interest rate for graduate
or professional loans is 6.08%.

The good news is that repayment options are more plentiful and flexible
than ever, giving physicians some control in identifying a payment strategy
that works for them. Further, if physicians encounter financial circumstances
that prevent them from repaying loans temporarily, there are ways to adjust
or postpone payments.

Exploring repayment options

Traditional repayment structures are predicated on either a 10-year (Standard,
or Default) or 25-year (Extended) repayment plan, in which payments are
fixed over the loan period. The 10-year default plan might be manageable
for physicians in training who’ve incurred a relatively small amount of
debt but likely won’t work as well for physicians carrying six-figure debt
loads: monthly payments for $200,000 of loan debt would exceed $2,000

a month. And while the 25-year plan is more manageable, such extended
repayment is far more costly in terms of the interest charges. A third tra-
ditional option is the graduated 10-year repayment plan, in which payments
are initially smaller and then increase after two years.

Because the traditional repayment options are somewhat rigid, many
physicians today opt for income-driven repayment (IDR) plans. In those
plans, available with 12- or 25-year terms, payments are set based on the
physician’s income by using formulas that take into account discretionary
income, adjusted gross income, and family size. Physicians must reapply
annually to remain in the plans, which include the income-contingent re-
payment (ICR) plan and the newer income-based repayment (IBR) plan,
introduced in 2014. For IBR, which has a 25-year repayment term, payments
are capped at 15 percent of discretionary income.

The most popular income-based repayment plans introduced over the last
decade include the Pay As You Earn (PAYE) and the new Revised Pay As You
Earn (REPAYE) plans. Both are applicable only to federal Direct Loans, and
REPAYE, the newest addition, is structured to accommodate long residencies.
Here is how the two plans compare:

» PAYE. The PAYE plan has a 20-year repayment term, and payments are
based on 10 percent of discretionary income. Payments are capped at
the 10-year Standard rate and cannot exceed 10 percent of the principal
loan amount. Any debt remaining after 20 years is forgiven, but that
sum is taxable.
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« REPAYE. In the REPAYE plan, introduced in 2015, payments are also based
on 10 percent of discretionary income. However, the repayment period is
25 years, and there is no payment cap. Any debt remaining at 25 years is
forgiven and, as with the PAYE plan, the remainder is taxable.

In all income-based plans, spousal income is taken into account if the
couple files jointly. Spousal income is not factored into loan payment
amounts if the couple files separate tax returns.

Paul Garrard, MBA, founder and president of PG Presents, LLC, which
counsels medical professionals on education-loan management, notes that
today, most graduating physicians are essentially channeled into income-
based repayment plans. “Residents are pretty much pushed into one of
these plans today,” said Mr. Garrard, who frequently makes presentations
to medical students and residents.

Although IBR is inherently flexible and makes it easier to manage loan
debt because payments are based on their income in any given year, resi-
dents with high debt loads should keep in mind that their lower payments
might not cover the interest due. As such, that unpaid interest will increase.
“For residents who owe $200,000 and are using an income-based repayment
plan, those lower payments, by the time they finish training, will not have
covered the interest on that debt,” Mr. Garrard said.

Despite that downside, residents are increasingly choosing income-based
repayment plans rather than traditional plans, according to Ms. Fresne.
“Our data shows that physicians are showing more interest in income-
driven plans today,” she said.

Demystifying Public Service Loan Forgiveness

Although the Public Service Loan Forgiveness (PSLF) program has been
in place for many years, misconceptions about how it works and, more
importantly, who is eligible for it, persist. The program is designed to
help physicians and health professionals, and other qualified borrowers,
have a portion of their education debt forgiven by working for qualified
non-profit entities or government agencies. The other key benefit is that
any loan amount forgiven is not taxable — a key difference between
PSLF and many loan-repayment plans.

For physicians who have federal Direct Loans and who work (train and/or
practice) in qualifying employer organizations, any education debt remaining
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after they have made 120 (10 years’ worth) of qualifying payments is for-
given. To be eligible for PSLF, physician borrowers must be enrolled in an
income-driven repayment plan.

The requirements and eligibility criteria for PSLF are somewhat complex,
but the option is worth exploring, and many physicians who think they
might be ineligible may indeed qualify, Ms. Fresne points out. “It really
affords any [qualifying] physician borrower to repay any level of debt, re-
gardless of the specialty they’re in. And it can help borrowers make their
payments more manageable from the tracking standpoint,” she said. That’s
because once borrowers qualify for enrollment in the program, the govern-
ment tracks their employment history and their payments.

Despite these benefits, some physicians fail to investigate their PSLF eligi-
bility precisely because of the myths that have persisted. The key one is
that physicians’ income will be too high to qualify. That’s not the case, at
least during training. According to the Medscape 2019 Residents Salary
and Debt Report, the mean salary for residents in 2019 was $61,200. As
such, many physicians who have long residencies will likely qualify for
PLSF throughout training at least, and possibly longer. That’s because
PSLF eligibility is predicated on income relative to the balance of educa-
tion loans, not just on income alone. “Some physicians have the impres-
sion that it’s very difficult to qualify for PSLF, but that’s not the case,”
said Mr. Garrard.

Two other misconceptions about PSLF:

1. My employer or institution won’t qualify for PSLF. That might be the
case, but the odds are somewhat against it, particularly for physicians
in training who do their residencies at hospitals or health systems. Of
the approximately 5,000 U.S. hospitals, more than 2,800 are nonprofit
community hospitals, and nearly 1,000 are state or local government
community hospitals. In addition, there are also 209 federal government
hospitals. All three types of institutions meet the PSLF qualifications,
which means that approximately three-quarters of those facilities would
be eligible employers.

2. The program will be discontinued. That’s possible, based on statements
coming out of the current administration, but no decisions have been
made, and for now it’s still operating. Further, any status change is
unlikely to affect borrowers who are already enrolled in the PSLF
program.
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There’s yet another myth that continues to circulate, according to

Mr. Garrard: Many physicians think that by enrolling in PLSF, they must
continue working in public service for a long time. “If borrowers enroll

in PLSF, they’re not committing to anything. Basically, they’re just having
the government track their payments,” he said. “And if they’re training or
working in a qualifying 501(c)(3) hospital, the qualified loan payments they
make go toward PLSE.” The benefit of the arrangement is that, regardless
of where enrollees work, the government will track whether the loan pay-
ments being made qualify toward PSLF, saving physicians considerable
paperwork and possible guesswork.

To apply for the program, borrowers must complete the PSLF Employment
Certification Form to start the process. The form must be completed annually
or whenever borrowers change employers.

“The point is that by enrolling in PSLF, physicians preserve the option to
use public service to require their debt tax free,” Mr. Garrard said. “There’s
really no downside to enrolling.” He cited the example of a pediatrics resi-
dent in a teaching hospital who decides to subspecialize, thereby spending
an additional three years in training and accruing six years toward possible
loan forgiveness. If that physician were to work at a qualifying entity after
training, she or he might be able to obtain loan forgiveness after four
more years.

It’s important to keep in mind, Ms. Fresne and Mr. Garrard advised, that
to have loan debt ultimately forgiven under the PSLF program, borrowers
must have met all requirements during the period when they made their
120 payments. For example, to have payments qualify toward loan forgive-
ness, borrowers must work full time (at least 30 hours a week), make the
full scheduled payment on time, and remain in a qualified repayment plan
(PAYE, REPAYE, IBR, and ICR) during the period before they request for-
giveness. However, neither the qualifying payments nor the employer need
to be consecutive, so a physician who worked in the private sector and
returned to a qualifying public-sector employer might still be eligible for
loan forgiveness.

Numerous individual agencies and entities also offer special loan-forgiveness
service options for physicians, including the National Institutes of Health

(NIH), the National Health Service Corps (NHSC), the Indian Health Service
(IHS), and all branches of the U.S. military.

NEJMCareerCenter.org



Consolidation and refinancing: understand the risks

Physicians who hold numerous loans, including some private loans, might
want to consider consolidating or refinancing their debt — if they’re in a
solid financial position and it makes economic sense to do so. However,
it’s worth noting that consolidation is unnecessary for borrowers who hold
only federal loans; government-contracted loan servicers manage the indi-
vidual loans as a package and borrowers make a single payment. That
payment is apportioned among the loans.

Refinancing is a different matter. Physicians who hold private loans with
high interest rates or whose solid financial circumstances permit them to
exit an income-based repayment program, and the relative safety that con-
fers, might be good candidates for refinancing. And that option may be
especially appealing in a low-interest-rate environment, for physicians who
are working in the private sector. The primary caveat is that in leaving the
federal loan program, physician borrowers may lose the ability to overpay
on their loans and thereby reduce total interest costs over the life of those
loans. Such loans also don’t qualify for loan federal loan forgiveness
through PSLF.

Mr. Garrard reminds physicians considering refinancing to keep in mind
that refinancing eligibility requirements vary, sometimes significantly, from
lender to lender. However, all lenders will look at key factors that indicate
the borrower’s ability to repay.

“Physicians who are doing well financially and decide they don’t like the
6.5% interest rate on their loans might start exploring refinancing options,”
he said. “But they must have good credit, a solid employment history, and
a favorable debt-to-income ratio.” The latter simply means the amount of
debt compared to their current income. It’s also worth noting that refi-
nancing is usually available only to U.S. citizens or permanent residents.
International medical graduates might, however, be able to secure new
financing if they have a creditworthy cosigner who is a U.S. citizen or
permanent resident.

Mr. Garrard suggested that physicians evaluating refinancing options —
for all or part of their loan portfolio debt — should ask the following
questions:

« What fixed and variable interest rates would I qualify for? Some lenders
might offer a hybrid.

NEJMCareerCenter.org

« With variable rates, what are the maximum and minimum rates that can
be charged? Variable rates are usually based on an index, such as the Prime
Rate or the London Inter-bank Offered Rate, that changes over time.

« How often can the interest rate change, and how much notice would I
receive before that happens? Mr. Garrard said that this can occur as
frequently as monthly or quarterly, so it’s key information for borrowers
for budgeting purposes, especially if they’re paying via automatic debit.

Finally, borrowers should be fully aware of how long they have to repay
the loan. The range might be five years to 15 years or longer.

Regardless of whether physicians keep their federal loans or seek refi-
nancing, the main thing to remember is that because physicians can
expect to earn good income, they’ll find a workable way to repay their
loans. “Physician borrowers have options — even if their debt load is
high. That’s the important thing,” Mr. Garrard said.

Resources

Association of American Medical Colleges. The AAMC offers numerous
resources about education loans on its website, www.aamc.org. In
addition, the AAMC FIRST program provides a wide range of overall
guidance on personal finance matters such as budgeting and goal set-
ting. It’s accessible at https:/[aamcfinancialwellness.com/index.cfm.

PG Presents. The company focuses primarily on counseling physicians
and medical students, and its website includes numerous up-to-date re-
sources on loan-debt management. The website is www.pgpresents.com.

Public Service Loan Forgiveness (PLSF). For a basic overview of
how this option works and the types of loans and employer organi-
zations that qualify, go to the federal Student Aid web page at
https://studentaid.gov/app/pslfFlow.action#!/pslf/launch.

<P Dpid 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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Defining Success in the Workplace

By Nisha Mehta, MD, a physician leader whose work focuses on physician
empowerment, community building, and career longevity in medicine

We all have different definitions of success in the workplace, and it’s im-
portant 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 in-
dividuals, 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 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.

NEJMCareerCenter.org

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 flexibility 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 flexibility 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.

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.

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

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

Management of Insomnia

Charles M. Morin, Ph.D., and Daniel J. Buysse, 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 authors’ clinical recommendations.

A 50-year-old woman presents with a 6-month history of difficulty falling asleep and
staying asleep several nights per week, which affects her work performance. She re-
ports having had mild-to-moderate symptoms of anxiety and depression for the past
year. She has hypothyroidism, for which she has received levothyroxine therapy; TSH
and thyroid hormone levels were normal when measured the previous month. She
has tried over-the-counter sleep aids (valerian and melatonin), which have had lim-
ited effect, and occasionally has tried hypnotic sleep aids (lorazepam and eszopi-
clone). She is worried about drug dependence, but also believes that her sleep prob-
lem is getting worse. How would you manage this patient’s insomnia?

THE CLINICAL PROBLEM

NSOMNIA DISORDER IS CHARACTERIZED BY DISSATISFACTION WITH SLEEP

quality or duration associated with difficulty falling or staying asleep and sub-

stantial distress or daytime impairments. The disorder is a sleep disturbance
that occurs 3 nights or more per week, persists for more than 3 months, and is
not the result of inadequate opportunities for sleep.! It frequently co-occurs with
other medical conditions (e.g., pain) and psychiatric disorders (e.g., depression),
as well as other sleep disorders (e.g., restless legs syndrome and sleep apnea).

Insomnia is the most prevalent sleep disorder in the general population and
among the most frequent issues raised by patients during primary care visits, al-
though it often goes untreated.> Approximately 10% of adults meet the criteria for
insomnia disorder and another 15 to 20% report occasional insomnia symptoms.?
Insomnia is more prevalent among women and persons with mental or medical
problems, and its incidence increases in middle age and later, as well as during
perimenopause and menopause.>* Although the pathophysiological mechanisms
of insomnia disorder are still poorly understood, psychological and physiological
hyperarousal are recognized as core features.

Insomnia can be situational or episodic, but it follows a persistent course in
more than 50% of patients. The first episode typically arises from stressful life
situations, health problems, atypical work schedules, or travel across several time
zones (jet lag). Although most persons resume normal sleep after adjusting to the
precipitating event, chronic insomnia may develop in persons who are vulnerable
to the disorder. Psychological, behavioral, or medical factors often perpetuate
chronic sleep difficulties. For instance, sleeping late in the morning or napping
during the day can initially help persons cope with sleep disturbances; however,
those same practices can exacerbate sleep difficulties over time and become treat-

N ENGL J MED 391;3 NEJM.ORG JULY 18, 2024

From the School of Psychology and Cen-
tre de Recherche CERVO-BRAIN Re-
search Center, Université Laval, Quebec,
QC, Canada (C.M.M.); and the Depart-
ment of Psychiatry, University of Pitts-
burgh Medical Center, Pittsburgh (D.J.B.).

N Engl ) Med 2024;391:247-58.
DOI: 10.1056/NEJMcp2305655
Copyright © 2024 Massachusetts Medical Society.
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KEY POINTS

TREATMENT APPROACHES TO INSOMNIA

« Insomnia is common, and it frequently occurs when other medical, psychiatric, and other sleep

disorders are present.

« Persistent insomnia is associated with substantial distress, functional impairment, and adverse health
outcomes, including increased risks of major depression, hypertension, and work disability.

«  Current guidelines recommend cognitive behavioral therapy for insomnia (CBT-I) as a first-line
treatment for persistent insomnia. CBT-I includes practical strategies for modifying sleep habits,
regulating sleep—wake schedules, reducing arousal from sleep, and reframing unhelpful beliefs about

sleep and insomnia.

+ Medications with an indication for insomnia (e.g., benzodiazepine receptor agonists, dual orexin
receptor antagonists, and doxepin) that are approved by the Food and Drug Administration are
recommended as alternative or adjunctive treatments. There is inadequate evidence to support over-
the-counter medications, antipsychotics, or alternative agents for insomnia.

« Recommended therapies for insomnia produce clinically meaningful reductions in insomnia
symptoms, sleep-onset latency, and time awake after sleep onset. CBT-I alone or with medication can
promote rapid and sustained alleviation of insomnia symptoms over time.

ment targets. In perimenopausal women, vaso-
motor symptoms may serve as both a precipitating
and perpetuating factor. Chronic insomnia is
associated with increased risks of major depres-
sion,” hypertension,® Alzheimer’s disease,” and
work disability.

The assessment and diagnosis of insomnia
rests on a careful history to document symptoms,
course, co-occurring conditions, and other con-
tributing factors (Table 1).® A 24-hour history of

Table 1. Key Elements of Assessment.

Typical sleep schedule: bedtime, rise time, and daytime napping

Nature of sleep concern: frequency, duration, course, triggers, and exacerbat-
ing factors

Daytime symptoms and effects: activities that are cancelled or avoided as a
result of sleep problems

Symptoms of other sleep disorders that may produce insomnia

Loud snoring, restless sleep, and excessive daytime sleepiness (sleep
apnea)

Urge to move the legs or unpleasant leg sensations in the evening (rest-
less legs syndrome)

Unusual or aggressive behaviors during sleep: sleepwalking, rapid-eye
movement (REM)—sleep behavior disorder

Medical and psychiatric history: identify contributing medical problems and
psychiatric conditions

Environmental factors

Bedroom environment, noise, light level, and temperature

Sleep hygiene: alcohol use; use of tea, coffee, or nicotine; exercise patterns
Previous treatments and outcomes

Prescribed and over-the-counter medications and supplements

Behavioral measures to improve sleep

sleep—wake behaviors may identify additional be-
havioral and environmental targets for interven-
tion (Fig. 1). Patient-reported assessment tools and
sleep diaries can provide valuable information
about the nature and severity of insomnia symp-
toms, help screen for other sleep disorders, and
monitor treatment progress (Table 2).

STRATEGIES AND EVIDENCE

Current treatment options for insomnia include
prescribed and over-the-counter medications, psy-
chological and behavioral therapies (also referred
to as cognitive behavioral therapy for insomnia
[CBT-1]), and complementary and alternative ther-
apies. The usual treatment trajectory involves the
use of over-the-counter medications and, when
the disorder is brought to the attention of a prac-
titioner, prescription medication. Few patients
receive CBT-I, owing in part to the lack of ade-
quately trained therapists.

CBTI-1

CBT-I involves a combination of strategies aimed
at changing the behavioral practices and psycho-
logical factors (e.g., excessive worries and un-
helpful beliefs about sleep) that contribute to
insomnia. The core components of CBT-I include
behavioral and sleep-scheduling strategies (sleep
restriction and stimulus control instructions),
relaxation methods, psychological and cognitive
interventions (or both) aimed at changing un-
helpful beliefs and excessive worrying about in-
somnia, and sleep hygiene education (Table 3).
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Activities and mental
state before sleep

Evening
activities, light level,
and arousal

Naps and dozing
(number, duration,

timing, and
situations)
Meal
and exercise
timing
Work, school,
and family
activities
Morning
light level
and activity

Insomnia Assessment

Bedtime, level

of sleepiness
2 Time to fall asleep

(sleep latency)

over 24 Hr

Final
awakening
time
i Out-of-bed
Ease of time

awakening

Awakenings
(number, duration,
and timing)

Response to
awakenings

Sleep

duration

Figure 1. Use of 24-Hour History for Insomnia Assessment.

Insomnia manifests as a sleep problem but affects — and is affected by — daytime behaviors. A thorough insomnia history helps evalu-
ate symptoms and behaviors both at night and during the day. Shown are key parts of an insomnia assessment across a 24-hour day.

Additional psychological interventions, such as
Acceptance and Commitment Therapy and Mind-
fulness-Based Therapy, have been adapted for
insomnia, but fewer data support their efficacy,
and they take more time to yield benefits (Ta-
ble 3). CBT-I is prescriptive, focused on sleep, and
oriented toward problem solving. It is typically
guided by a mental health therapist (e.g., a psy-
chologist) in the context of four to eight consulta-
tion visits. There are several variants in the
methods for implementing CBT-], including ab-
breviated and group formats,** the involvement
of other providers (e.g., a nurse practitioner),
and the use of telehealth or digital platforms.'
CBT-I is currently the first-line treatment rec-
ommended in the practice guidelines of several
professional organizations (labeled as a “strong
recommendation” on the basis of the Grading of
Recommendations Assessment, Development, and

Evaluation [GRADE] method).”* Evidence from
clinical trials and meta-analyses indicates that
CBT-I produces substantial improvements in pa-
tient-reported outcomes, typically measured with
the use of a standardized effect-size method (ei-
ther Cohen’s d or Hedges’ g). The effect size is a
measure of the magnitude of difference between
groups, with conventional thresholds for the size
of effect as follows: 0.2, small; 0.5. moderate; and
0.8, large. In meta-analyses of these trials, CBT-I
showed improvement in insomnia-symptom se-
verity (effect size, 0.98; 95% confidence interval
[CI], 0.82 to 1.15), sleep-onset latency (effect size,
0.57; 95% CI, 0.50 to 0.65), and time awake after
sleep onset (effect size, 0.63; 95% CI, 0.53 to
0.73). Improved sleep continuity was also associ-
ated with a corresponding increase in sleep ef-
ficiency (the ratio of time asleep to time spent in
bed; effect size, 0.71; 95% CI, 0.61 to 82). Total
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Table 2. Tools for the Clinical Assessment of Insomnia.

Domain and Measure

Insomnia Severity Index

Screening for sleep apnea and rest-
less legs syndrome

Syndrome Rating Scale

Sleep—wake characteristics: sleep  Completed daily by the patient to collect information about sleep schedule (bed-
diary time, arising time, napping) and estimates of sleep-wake characteristics
(sleep latency, number and duration of awakenings, and sleep time). Useful
for determining the nature, frequency, and severity of sleep problems and
monitoring progress during treatment.’

Insomnia symptom severity: A 7-item, patient-reported scale for assessing perceived severity of insomnia
symptoms and daytime distress and impairments. Scores range from 0 to

28; 0 to 7 indicates no significant insomnia, 8 to 14 indicates subthreshold
insomnia, 15 to 21 indicates moderate insomnia, and 22 to 28 indicates severe
insomnia. The scale includes guidelines for defining clinical insomnia and re-
sponse or remission after treatment.'

Sleep quality: Pittsburgh Sleep A 19-item patient-reported scale measuring overall sleep quality and a screening
Quality Index tool for other sleep disorders.!!

STOP-Bang An &-item patient-reported questionnaire for evaluating risk of sleep-related
breathing disorders.*?

International Restless Legs A 10-item patient-reported questionnaire assessing frequency, severity, and effect
of restless legs syndrome (scores range from 0 to 40, with higher scores indi-
cating more severe symptoms).’

Description

sleep time had increased modestly at the end of
treatment (effect size, 0.16; 95% CI, 0.08 to 0.24),
although additional benefits were often seen
several weeks or months after the end of thera-
py.17%021 Effect sizes are strongest for global in-
somnia symptom severity. Efficacy does not ap-
pear to be moderated by age, insomnia severity,
the presence of coexisting conditions, or hypnotic
medication use. Smaller improvements have been
noted for daytime symptoms (e.g., fatigue and
mood) and quality of life,>** which have been
attributed in part to the use of generic measure-
ments not specifically developed for insomnia.
Overall, approximately 60 to 70% of patients
have a clinical response, which is defined as a
reduction of 7 points on the Insomnia Severity
Index (ISL; scores range from 0 to 28, with
higher scores indicating more severe insomnia).
A sample ISI form is shown in the Supplemen-
tary Appendix, available with the full text of this
article at NEJM.org. Approximately 50% of per-
sons with insomnia had remission (total ISI
score, <8) after 6 to 8 weeks of treatment, and 40
to 45% had sustained remission for 12 months.
Daytime sleepiness is a potential adverse event
in the early phase of restricting time in bed, but
that effect tends to resolve as the sleep time is
increased.*

Digital CBT-I (eCBT-I) has gained in popularity
over the past decade and could eventually narrow

the important gap between demand and access
to CBT-I. The SHUTi and Sleepio applications
have substantial published evidence supporting
their efficacy. A meta-analysis of 11 randomized
clinical trials involving 1460 participants that
tested Web-based CBT-I found that eCBT-I had a
positive effect on several sleep outcomes (i.e.,
insomnia severity, sleep efficiency, subjective
sleep quality, wake after sleep onset, sleep-onset
latency, total sleep time, and number of noctur-
nal awakenings), with effect sizes ranging from
0.21 to 1.09. These effects were similar to those
observed in trials of face-to-face CBT-I and were
maintained for 4 to 48 weeks after follow-up.
Additional digital CBT-I products (e.g., CBT-i
Coach, Go! To Sleep, and Sleep Reset) use simi-
lar therapeutic principles but have no or limited
published efficacy data.

Treating co-occurring conditions such as de-
pression and chronic pain may alleviate insom-
nia symptoms but generally does not completely
resolve them. Conversely, the treatment of insom-
nia improves sleep in the context of co-occurring
conditions but has less consistent effects on the
co-occurring conditions themselves. For instance,
the treatment of insomnia alleviates depression
symptoms and reduces the incidence and recur-
rence of depression® but has only small effects
on chronic pain.?

Stepped-care approaches may help to address
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Table 3. Psychological and Behavioral Therapies for Patients with Insomnia.

Therapy Description

Sleep restriction This intervention limits the amount of time spent in bed (the sleep window) to match as
closely as possible the actual sleep time and strengthens the homeostatic sleep drive
(the increase in sleep propensity that accumulates with an increased duration of wake-
fulness). After the initial restriction, the sleep window is gradually adjusted upward or
downward on a weekly basis and as a function of sleep efficiency (time asleep+time
spent in bedx 100) until an appropriate sleep duration is established.

Stimulus control Go to bed only when sleepy.
Get out of bed when unable to sleep.
Use the bed and bedroom for sleep and sex only (no reading, watching television, etc.).
Arise at the same time every morning.
Avoid napping.

Relaxation training This method involves the use of clinical procedures (e.g., progressive muscle relaxation
and imagery training) aimed at reducing autonomic arousal, muscle tension, and in-
trusive thoughts that interfere with sleep. Most relaxation procedures begin with some
professional guidance and are practiced daily over a period of a few weeks. Relaxation

training is not always included in cognitive behavioral therapy for insomnia (CBT-I).

Cognitive therapy This psychological approach uses Socratic questioning and behavioral experiments to
revise common misconceptions about sleep and to reframe unhelpful beliefs about
insomnia and its daytime consequences. This method is also intended to reduce ex-
cessive worrying about sleep difficulties and their daytime consequences. Additional
cognitive strategies may also involve paradoxical intention (willingly trying to stay
awake rather than trying to fall asleep) in order to alleviate the performance anxiety
triggered by attempting to force sleep.

Sleep hygiene education The patient receives education regarding general guidelines about health practices (e.g.,
diet, exercise, and substance use) and environmental factors (e.g., light level, noise,
and excessive temperature) that may promote or interfere with sleep. This may also
include some basic information about normal sleep and changes in sleep patterns
with aging.

Acceptance and commit-  ACT is a type of psychotherapy aimed at educating the patient to stay focused on the
ment therapy (ACT) present moment and accept life experiences, thoughts, and feelings (even negative
ones) without trying to change them. ACT involves the use of different methods (e.g.,
acceptance, defusion, mindfulness, and committed action) and processes in order to
increase psychological flexibility.

Mindfulness This approach is a meditation method that involves observing one’s thoughts and feel-
ings and letting go of the need to change or ruminate about things. Originally de-
signed as a method of reducing stress and anxiety, mindfulness has been adapted for
the management of insomnia and can be included as one component of ACT.

Brief behavioral treatments This abbreviated version of CBT-I emphasizes behavioral components and is typically
for insomnia implemented in fewer (one to four) sessions. It involves education about sleep regula-
tion and factors that promote or interfere with sleep, along with a tailored behavioral
prescription based on stimulus control and sleep-restriction therapy.

resource limitations with traditional psychologi-
cal and behavioral therapies. One such model
recommends education, monitoring, and self-help
approaches at the first level, digital or group-
based psychological and behavioral treatment at
the second level, individual psychological and
behavioral treatment at the third level, and phar-
macotherapy as a short-term adjunct at each level.”

MEDICATIONS

Prescribing patterns for hypnotic medications in
the United States have changed substantially over
the past 20 years.”® Prescriptions for benzodiaz-

epine receptor agonists have steadily decreased
and prescriptions for trazodone have steadily
increased, notwithstanding the absence of a
Food and Drug Administration (FDA) indication
for the use of trazodone to treat insomnia. In
addition, orexin receptor antagonist drugs were
introduced in 2014 and are widely used. Hyp-
notic medications are prescribed at higher rates
for women, older adults, and non-Hispanic White
patients, which reflects the epidemiologic char-
acteristics of insomnia.”® The main classes of
sleep-promoting medications are summarized in
Table 4. Controlled data are sparse regarding the
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long-term efficacy and side-effect profiles of hyp-
notic medications, despite their frequent long-
term use.

Benzodiazepine Receptor Agonist Hypnotics

Benzodiazepine receptor agonist hypnotics in-
clude benzodiazepines and nonbenzodiazepines
(also known as Z-drugs). These subclasses have
different chemical structures, but both are allo-
steric modulators of a common binding site on
y-aminobutyric acid type A (GABA A) receptors,
which accounts for their similar actions and side
effects. Some benzodiazepine receptor agonists
(e.g., zolpidem) have relative specificity for sub-
populations of GABA A receptors that are re-
sponsible for sleep promotion relative to anxio-
lytic, myorelaxant, and anticonvulsant effects. In
practice, however, pharmacodynamic differenc-
es among benzodiazepine receptor agonists are
less salient than differences in pharmacokinetic
properties, particularly elimination half-life.
Clinical trials and meta-analyses have shown the
efficacy of benzodiazepine receptor agonists for
reducing sleep-onset latency and wakefulness
after sleep onset, with small increases in total
sleep time (Table 4).3%3! Patient-reported side ef-
fects of benzodiazepine receptor agonists include
anterograde amnesia (in <5%), next-day sedation
(in 5 to 10%), and complex behaviors during
sleep, such as sleepwalking, eating, or driving
(in 3 to 5%), a side effect that is responsible for
black-box warnings for zolpidem, zaleplon, and
eszopiclone. These side effects are more likely to
occur with higher doses, coprescription with other
sedating medications, and (in the case of amnesia
and sedation) longer-duration agents. The devel-
opment of drug tolerance and physiological de-
pendence marked by rebound insomnia and with-
drawal syndromes occurs with repeated nightly
use in 20 to 50% of patients.>* Although misuse
of benzodiazepine receptor agonists (i.e., use
without a prescription or at larger doses or longer
duration than prescribed) is relatively common,
substance use disorder involving benzodiazepine
receptor agonists is uncommon.* Epidemiologic
data show dose-dependent and duration-depen-
dent increases in the risks of hip fractures® and
dementia with long-term use of benzodiazepine
receptor agonists, but confounding by indication
may contribute to these observed risks.

Sedating Heterocyclic Drugs

Sedating antidepressant drugs, including tricyclic
drugs (e.g., amitriptyline, nortriptyline, and
doxepin) and heterocyclic drugs (e.g., mirtaza-
pine and trazodone), are commonly prescribed to
treat insomnia. Of these, only doxepin (at a dose
of 3 to 6 mg daily, taken at night) is FDA-approved
for insomnia. The lower doses used in insomnia
than in depression and the more rapid onset of
action in insomnia than in depression suggest
distinct mechanisms of action for these indica-
tions. Despite their widespread use, the efficacy
of the sedating antidepressants in the treatment
of insomnia is not well supported by controlled
trials, except in the case of doxepin. Meta-anal-
yses of trazodone trials have shown inconsistent
effects on sleep-onset latency, wake after sleep
onset, and total sleep time.*>*¢ Given these limi-
tations, current evidence suggests that sedating
antidepressants in aggregate increase sleep qual-
ity, sleep efficiency, and total sleep time, with
little effect on sleep latency.® Clinicians and pa-
tients often prefer these medications, despite their
lack of specific FDA indication for insomnia, be-
cause of their mild side effects at low doses and
clinical experience of efficacy. Side effects can
include sedation, dry mouth, cardiac conduction
delay, hypotension, and hypertension. Sedating
heterocyclic drugs approved for the treatment of
schizophrenia and bipolar disorder, such as que-
tiapine and olanzapine, are sometimes used to
treat insomnia. However, the cardiovascular,
metabolic, and neurologic risks of these drugs
weigh against their use except in persons with
co-occurring psychiatric disorders.

Orexin Receptor Antagonists

Orexin (hypocretin)—containing neurons in the
lateral hypothalamus stimulate wake-promoting
nuclei in the brainstem and hypothalamus and
inhibit sleep-promoting nuclei in the ventrolat-
eral and median preoptic areas. Conversely,
inhibiting orexinergic neurotransmission inhib-
its wakefulness and promotes sleep. Three dual
orexin receptor antagonists — suvorexant, lem-
borexant, and daridorexant — are FDA-approved
for insomnia. Clinical trials support their efficacy
for sleep-onset and sleep-maintenance symp-
toms.>*3%3 Side effects include sedation, fatigue,
and abnormal dreaming, but they produce less
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cognitive impairment than benzodiazepine re-
ceptor agonists.*’ Because a deficiency in endog-
enous orexin causes narcolepsy with cataplexy,
orexin antagonists are contraindicated in patients
with this condition.

Melatonin and Melatonin Receptor Agonists
Melatonin is a pineal hormone that is endoge-
nously secreted during darkness at night. Exog-
enous melatonin produces supraphysiologic blood
levels for varying durations depending on the
specific dose and formulation. The appropriate
dose of melatonin for treating insomnia is not
defined. Controlled trials involving adults have
shown a small effect on sleep onset, with little
effect on wakefulness during sleep or on total
sleep time.**? Melatonin is increasingly used to
treat sleep problems in children, although its
efficacy and safety are not well established ex-
cept in children with neurodevelopmental dis-
orders.®

Drugs that bind to melatonin MT1 and MT2
receptors are approved for the treatment of
sleep-onset insomnia (ramelteon) and circadian-
rhythm sleep—wake disorder (tasimelteon). Like
melatonin, these drugs have little effect on
wakefulness after sleep onset or on total sleep
time.* Somnolence and fatigue are the most
common side effects.

Other Medications

Antihistamine medications obtained over the
counter (diphenhydramine and doxylamine) and
by prescription (hydroxyzine) are among the most
commonly used medications for the treatment of
insomnia. Data supporting their efficacy are
weak,* but their availability and perceived safety
as compared with benzodiazepine receptor ago-
nists probably contribute to their popularity.
Sedating antihistamines can cause excessive se-
dation, anticholinergic side effects, and an in-
creased risk of dementia. Gabapentinoids, such as
gabapentin and pregabalin, are commonly used
for the treatment of chronic pain and are also
first-line agents for the treatment of restless legs
syndrome.** These drugs produce sedation and
increase slow-wave sleep, and are prescribed off-
label for insomnia, particularly when accompa-
nied by pain. Fatigue, somnolence, dizziness, and
ataxia are the most common side effects.

COMPLEMENTARY AND ALTERNATIVE THERAPIES
Alternative treatments are widely used among
persons with insomnia.* Cannabis, cannabidiol
(CBD), and delta-9-tetrahydrocannabinol (THC)
preparations are also widely used to treat sleep
problems, but are associated with mixed find-
ings. The overall quality of evidence supporting
the efficacy of cannabinoids for insomnia is
low, owing to the absence of large, well-con-
trolled clinical trials and the apparent develop-
ment of tolerance to hypnotic effects that can
result from chronic administration. Variation
in cannabis-derived preparations is also rele-
vant. For instance, CBD is stimulating at low
doses and sedating at high doses, and THC has
the opposite effects.

SELECTION OF HYPNOTIC MEDICATION

When medication is the selected treatment, a
short-acting benzodiazepine receptor agonist,
orexin antagonist, or low-dose heterocyclic drug
is a reasonable first choice in most clinical sce-
narios. Benzodiazepine receptor agonists may
be preferred in the treatment of patients with
insomnia with predominantly sleep-onset symp-
toms, in younger adults, and when short-term
use is likely (e.g., in response to acute or periodic
stressors). Low-dose heterocyclic drugs or orexin
antagonists may be preferred in treating patients
with symptoms that are predominantly related
to sleep maintenance or early awakening, older
adults, and patients with substance use disorders
or sleep apnea. The Beers Criteria list of medica-
tions deemed to be relatively inappropriate for
patients 65 years of age or older includes benzo-
diazepine receptor agonists and heterocyclic
drugs, but does not include doxepin, trazodone,
or orexin antagonists. Initial medication treat-
ment often includes nightly use for 2 to 4 weeks
followed by reevaluation of effects and side ef-
fects. Intermittent administration (2 to 4 times
per week) is encouraged if long-term use is ap-
propriate. Patients should be instructed to take
medications 15 to 30 minutes before bedtime.
With prolonged medication use, drug dependence
develops in some patients, particularly with the
use of benzodiazepine receptor agonists. A sys-
tematic tapering schedule (e.g., by 25% per week)
can help to reduce or discontinue the use of
hypnotics after long-term use.***
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COMBINATION THERAPY OR SINGLE THERAPY
Evidence from the few head-to-head comparative
studies available indicates that both CBT-I and
hypnotic medications (mostly Z-drugs) produce
equivalent improvements in sleep continuity in
the short term (4 to 8 weeks),”*! although medi-
cation has been shown to increase total sleep
time more than CBT-I. Combined therapy pro-
duces improvement in sleep more quickly than
CBT-I alone, but this advantage decreases by
the fourth or fifth week of treatment,>> and
CBT-I used alone produces more sustained ben-
efits over time than medication or combined
therapy. Some patients may have less adherence
to behavioral recommendations when the easier
alternative of taking a sleep medication is also
available.

GUIDELINES

Current guidelines that have been endorsed by
health care and professional organizations rec-
ommend CBT-I as the first-line treatment for
insomnia and medications as alternative or ad-
junctive treatment, within the context of shared
decision making.”1*%3>* Guidelines recommend
CBT-I with a strong level of support, and sub-
components such as brief behavioral treatment,
sleep restriction, and stimulus control are rec-
ommended with lower levels of support. Among
medications, guidelines make weak recommen-
dations with moderate-quality evidence for the
use of FDA-approved hypnotic medications (e.g.,
benzodiazepine receptor agonists, doxepin, and
orexin antagonists) and weak evidence against
the use of other agents, including heterocyclic
drugs such as trazodone and antipsychotic agents.
Recommendations in this article are generally con-
sistent with these guidelines.

AREAS OF UNCERTAINTY

Evidence is lacking regarding the long-term ef-
ficacy of medications and the development of
tolerance to medications for insomnia. The role
of intermittent medication and the appropriate
schedule for administration are still unclear. Al-
though network meta-analyses address the rela-
tive efficacy and side effects of different medica-
tion classes, few large trials have directly compared
different active medications. Telehealth and digi-
tal CBT platforms offer potential solutions for
some patients, although more information is
needed to identify the patients who benefit most.
Additional work is needed to identify reliable in-
somnia phenotypes® and test whether persons
with those phenotypes have different responses
to more personalized therapeutic approaches.

CONCLUSIONS AND
RECOMMENDATIONS

The patient in the vignette spends long periods
of time in bed with considerable variability in
the time taken to fall asleep and the time sleep-
ing. She described anxiously worrying about
falling asleep and staying asleep. We would initi-
ate CBT-I with a focus on reducing overall time
in bed to improve sleep consolidation, maintain-
ing regular sleep-wake times to strengthen cir-
cadian sleep regulation, and performing cogni-
tive exercises to reduce sleep-focused rumination.
If insomnia recurred in the setting of stressful
life events, we would prescribe doxepin for inter-

mittent use on those occasions.

The content of this article is solely the responsibility of the
authors and does not necessarily represent the views of the
Patient-Centered Outcomes Research Institute or its Board of
Governors or Methodology Committee.

Disclosure forms provided by the authors are available with
the full text of this article at NEJM.org.
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therapeutics, certain medical devices, and other OTP regulated medical products.
Specifically, the Physician will:
> Perform the regulatory review of a variety of regulatory submissions across the product
development cycle to include but not limited to Pre-INDs, INDs, IDEs, BLAs and their
amendments and supplements, and PMAs, and 510(k)s.
> Review the available literature and through their experience and knowledge, evaluate the
proposed trial(s) to determine the risks and its potential benefits, and reviews the design
of the protocol(s) for its ability to test the clinical hypothesis established for the study and
to generate data that will be useful in the determination of its safety and effectiveness.
> Provide advice and make recommendations to sponsors on such matters as, the design
of clinical studies for OTP regulated products such as cellular and gene therapy products
and plasma protein derived products, both verbally and in writing.
> Analyze and determine the adequacy of clinical trial data submitted by the sponsor/

Come join our team
of Hospitalists!

(day and night, teaching and non-teaching opportunities)

Harvard Medical Faculty Physicians at
Beth Israel Deaconess Medical Center - Boston, MA

The Hospital Medicine team at Beth Israel Deaconess is seeking
Physicians and experienced Advanced Practice Pro-
fessionals (APPs) for day and night, teaching and non-teach-
ing opportunities at its Harvard-affiliated teaching hospital in
Boston and at community hospitals in Milton, Needham and
Plymouth. A medical school faculty appointment may also be
possible. To learn more or apply, please contact Dr. Li and Dr.
Phillips below.

Joseph Li, MD - Chief of Hospital Medicine
JLi2@bidmc.harvard.edu
and

It's quick and easy to set up and

can give you a valuable edge in
. . . > Recommend guidance to sponsors regarding all phases of clinical development and
ﬂ nd Ing your next JOb Sim ply set develops draft clinical guidelines and procedures, Federal register statements, and
your specialty and special projects.
| q d ,” > Determine the appropriateness of the design with respect to the objectives of the
ocation and we study and the development of the drugs or devices; assures that reviews are completed
R on time, that potential benefits are weighed against reasonably foreseeable risks to
aUtomatlcal |)’ Send human subjects, and that proposals are developed; and provides guidance to sponsors
you new jobs that
match your criteria.

applicants to support the safety and efficacy of cellular and gene therapy products,
plasma protein derived products, and other OTP regulated products.

Rusty Phillips, MD - Director of Recruitment
wphillip@bidmc.harvard.edu

At Intermountain For generations, we’ve diagnosed, treated,
Health, we’re and cared for our communities when they
inspired and driven needed it most. The physicians who’ve come
by our mission of before us established places of healing that
helping people are still a haven during the hardest—and
live the healthiest happiest—of life’s moments, and we continue
lives possible. to honor that history of devotion today by
delivering the best possible care.

Scan this QR Code to
download our Hospital
Medicine brochure

and learn more about
our group and our
professional development
opportunities.

in answering questions central to drug development in a timely and safe manner.

> Evaluate the safety and adequacy of routine clinical development of cellular and gene
therapy products from the first administration in humans through large, definitive
trials intended to establish safety and effectiveness.

Get started now at:
nejmcareercenter.org/newalert

Area of Consideration: Candidates must be a U.S. Citizen or U.S. National.

Board-Certified/Board-Eligible in Neurology, H y gy, Medical Oncology We are an equal opportunity employer and all qualified applicants will receive con-
ics or Opthalmology. sideration for employment without regard to race, color, religion, sex, national origin,

disability status, protected veteran status, gender identity, sexual orientation, preg-

nancy and pregnancy-related conditions or any other characteristic protected by law.

Desired Education: Candidates would ideally have an M.D. or D.O. degree and be
I Oncol

Medical

(Adult), Endocrinology,

Location: Silver Spring, Maryland Telework Eligible: Yes - as determined by the agency policy

Salary: Starting at $165,000. = Harvard Medical Faculty Physicians

@ 2t Beth Israel Deaconess Medical Center

HARVARD MEDICAL SCHOOL
TEACHING HOSPITAL

(NEJM
CareerCenter

Application Procedures: Submit resume or curriculum vitae, unofficial transcripts, medical
license/s, board certification/s, SF-50 (if applicable), latest signed PMAP (if applicable), and
letter of interest with “CURES CBER/OTP/OCE Physician” in the subject line to: and ot euraffiites

providersourcing@imail.org | PhysiciandobsIntermountain.org
CBERHumanCapital@fda.hhs.gov. Beth Israel Lahey Health

DIVERSE PROVIDERS. DIVERSE PATIENTS.
DIVERSE PRACTICE LOCATIONS.

YOU BELONG
AT BAYSTATE

°
Primary Care
PRSP . Nur_se Triage- Daytime, Nighttime, first call after hours & weekends
o p po rtu n Itl es ‘i?’\lllbeejicul Assistant

« Direct access to a large multispecialty group including Behavioral Health

o0 P
) S
= =
c
S 2
O ()
el ()
() -
o (@)
o
©
9] =4
= =
w o
=
(0]

Atrius Health

®

Part of Optum

Transforming
care

Baystate Health offers:

We are physician-led and patient-centered.
Driven by purpose. Informed by the
communities we serve in Greater Boston.
Invested in dedicated physicians like you.
Together, we can improve lives.

Won't you join us?

atriushealthproviders.org/careers

Full- and Part-time
Western Massachusetts

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

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

network integration
« Lab and practice specialty scheduler onsite
« State-of-the-art EMR system with technology support

> Work Life Balance
- Flexible work schedules
« Full-time 4 day work week
« Full- and Part-time
« Built in administration time and ramp up time for new physicians
« Very reasonable patient volume expectations

> Academic & Nonacademic Positions

« Faculty appointment UMASS school of medicine (dependent on practice setting)

> Outstanding Benefits Package
« Generous compensation package
« CME Allowance and time, high quality, low cost medical/dental, robust paid
time off

All correspondence can be directed to:

Alexis Womack, Senior Physician and Advanced Practitioner Recruiter
Alexis.Womack@baystatehealth.org | Phone: (413) 306-1330

ChooseBaystateHealth.org

> o BaystateCareers @ @BaystateCareers
g Baystate Health is an Equal Opportunity employer. All qualified applicants will receive

consideration for employment without regard to race, color, religion, sex, sexual orientation,
UMass Chan gender identity, marital status, national origin, ancestry, age, genetic information, disability,
MEDICAL SCHOOL or protected veteran status.

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

Baystate
‘m' Health




-: Vital Roles in a Vibrant Community
PURSUE YOUR | _
PASSION. il
PURSUE '

YOUR PATH.

Are you a physician who
believes true healthcare
means transforming lives
through relentless
Compassionate Care?

Physician Opportunities

BERKSHIRE HEALTH SYSTEMS IS SEEKING
COMPASSIONATE, COMMUNITY-FOCUSED
PHYSICIANS IN THE FOLLOWING DISCIPLINES:

ANESTHESIOLOGY ¢ CARDIOLOGY
e DERMATOLOGY ¢ ENDOCRINOLOGY
¢ ENT ¢ FAMILY MEDICINE e GASTROENTEROLOGY
* HEMATOLOGY/ONCOLOGY * NEUROLOGY
* NEPHROLOGY ¢ OB-GYN ¢ PSYCHIATRY
¢ PRIVMARY 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

At The Brooklyn Hospital Center in Brooklyn, New York, you will join a Endocrinologist
forward-thinking healthcare system that is truly committed to holistic patient care. Neonatologist
Neurologist - EEG

Neurology — Stroke Program Medical Director
Obstetrician/Gynecologist

Pediatric Neurologist

Physician Assistant - Radiology

We are a long-standing institution in a vibrant and diverse community, leading
the way with cutting-edge technology and advanced, evidence-based practices.
Our Fellowship programs offer dynamic opportunities for teaching and mentoring,
while our community-focused approach ensures your work has a meaningful
impact. Whether you're interested in clinical practice or leadership, you'll find a
role here that will challenge, inspire, and expand your professional horizons. Pulmonary MD

Residency Program Director - General Surgery
Rheumatologist

Surgical/Clinical Pathologist

Kay Morton-McCarthy, MD
Sleep Medicine

We are actively seeking innovative BE/BC physicians who
are ready to make a difference across a range of specialties.

Come to Coloerado and help
make extraordinary things possible.

E’ Join us today. to partnering with local municipalities and com- If you have earned a medical degree from an accredited university, have or . Z
o @ munity organizations to help the county thrive. are eligible to obtain a New York State medical license, and are BE/BC in .: The B[‘OOleﬂ Hospital Center J
:1-) Apply at Working at BHS offers a unique opportunity to your field, please eme_nl cover. letter and (_2V to: recruntgr@tbh.org. Keeping Brooklyn Healthy Z
far - M both practice and teach in a state-of-the art clin- We support our employees with a work/life balance, salaries commensurate with experience www.tbh.org o)
- joinuchealth.org. h p i : ) and a complete benefits package. TBHC is proud to be an equal opportunity employer.

o ical environment at Berkshire Medical Center, g‘)
(@) the system’s 298-bed community teaching hospital o
o in Pittsfield, which is a major teaching affiliate o
(J} of the University of Massachusetts Chan Medical N
= School and the University of New England o
(@) . College of Osteopathic Medicine in Maine. 4 EASO N s. 3.
= Leadlhg Together At BHS, we also understand the importance of 2
o . h . . balancing work with quality of life. The Berkshires, - [ ] °o
= In P YSIClan Careers a 4-season resort community, offers world N M ‘ N =

renowned music, art, theater, and museums, as .} \ - E‘
Every day, The US Oncology Network well as year round recreational activities from I -! :

helps 1,500+ independent physicians skiing to kayaking. Excellent public and private
schools make this an ideal family location. We

are also only a 22 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, Innovative research and bold clinical trial

award-winning, patient-centered healthcare team. . . . . . . .
9P design thatinforms clinical decision-making.

EV

maintain their independence
and thrive in today’s evolving
healthcare landscape.

Eiﬁ'ﬁﬁl Learn about

T2y physician
=] careers

physicianrecruiting@usoncology.com

RESULTS.

Interested candidates are invited to contact:

Michelle Maston or Cody Emond NEJM Evidence, a digital journal from NEJM Group, gives you an
Provider Recruitment, Berkshire Health Systems
(413) 447-2784 | mmaston @bhs1.org

cemond@bhs1.org is generated, and the subsequent implications for diagnostic and

N . . . . “With NEJM Evidence, we publish great original research
insider’s view on how clinical trials are designed, how evidence N .

and contextualize it in a way that changes practice,
medicine, and how we think about the

Apply online at: berkshirehealthsystems.org treatment decisions. generation of evidence.”

. . . — Chana A. Sacks, MD, MPH, Editor-in-Chief
NEJM Evidence explores early-stage discoveries and confirmatory

trials that shape medicine today and inform practice tomorrow.

EVIDENCE.NEJM.ORG @EJM
Evidence

The US Oncology
Network o . . :
Berkshire Health Systems |
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Cardiovascular Institute

OF THE SOUTH

Cardiovascular Institute of the South (CIS) is seeking
Interventionalists and Electrophysiologists to join our
expanding cardiology practices. Outstanding opportu-
nities with a well-respected, well established, and busy
physician owned practice. Balanced workloads with
NPs, state-of-the-art cath labs, and excellent hospital
relationships. Opportunities to participate in device and
pharmaceutical research trials. New associates will be
busy on Day 1!

Open to experienced physicians or graduating fellows.
You will be surrounded by other highly trained physi-
cians, nurse practitioners, skilled and caring nurses and
technologists and a supportive management team. The
communities have a booming economy with a diverse
population, award winning schools systems, and the
best shopping and dining in the area. Easy access to
international airports and enjoy the year-round mild
climate in this Sportsman’s Paradise.

¥ Employed by Cardiovascular Institute of the South
(CIS) established 1983 www.cardio.com

¥ Experienced clinical support staff (NPs and RNs)

¥ Nocturnal NPs take first call from 24/7 Virtual
Care Center

¥ Co-Management agreement with local hospital to
manage the cath lab and the Cath Lab Director is
a CIS employee.

¥ Competitive compensation model with 2-year
partnership track.

¥ Excellent benefits package

¥ Relocation assistance

¥ Monthly stipend while in training

In addition, Advanced Comprehensive Peripheral
Vascular Interventional Training with Dr. Craig Walker.
Learn from the country’s leading peripheral interven-
tionalist in this one year program focused on CLI, CTO,
Alternate access pedal, axillary, brachial, antegrade aortic
occlusion, aortic bi iliac reconstruction, vena caval bi
iliac reconstruction and more.

Visit website www.cardio.com
Email CV to michelle.wimberly@cardio.com

ECID

Fantastic infectious disease opportunity in a
beach vacation town along the Florida coast.
The pay is phenomenal-our current doctors earn
within the top 1 or 2% of ID doctors in the United
States!

Income Highlights:

s Current doctors make $500,000 -
$1,400,000 based on productivity

# Collections-based compensation with a
guaranteed base salary

s $35,000 signing bonus

s Full benefits package, including 100%
employer paid health insurance, malpractice
insurance, and matching 401 (K)

&% No state income tax!

Schedule:
# Provide both inpatient and outpatient
consultation services
s Perform consultations at a single hospital
&% 1:4 weekend call
# Fulltime or parttime positions available

Come enjoy coastal living, as you will be able
to afford all it has to offer and more! Sit back
and admire the sugary-white sands and emerald
waters from your own couch, or play a round of
golf at our world-class golf resorts.

The Emerald Coast has something for everyone:
Beautiful, extensive biking and hiking trails
Deep sea fishing, kayaking, boating,
paddle boarding, and snorkeling

Unique boutiques to luxury mall shopping
Fine dining

Diverse cuisine and festivals

Performing arts and Fine Art museums

Contact Kelley Gear at:
kelley@idheroes.com
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CareerCenter

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!

Download or
update the FREE
app and start
your search
today!

NEJMCareerCenter.org

- J

DISCOVER YOUR IDEAL
PRACTICE OPPORTUNITY

WITH OUR
NATIONAL
NETWORK

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

Find your dream job at

jobs.jacksonphysiciansearch.com

JACKS¢ N

Physician Search’
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North Colorado Medical Center - Greeley

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

Banner Health is an EEO/AA - M/W/D/V Employer.

Banner Health
2 is celebrating 25 YEARS of

sxm Making Health Care Easier

of making health care easier

Life Made Better
for the communities we serve

in six western states!

of the largest non-profit health care systemsin
the nation with 33 hospitals and 200 + PCP &
specialty clinics, Banner is recognized for its
leadership, financial stability & dedication to
patient care. We value the voice of our providers
&take pride in being innovative and integrated.

Are YOU completing your training in 2025?
WE'RE HIRING! Join our team as we grow!
COMPETITIVE SALARY +INCENTIVES!
Sign-on & relocation | Educational
Loan Repayment for qualifying residents/fellows
Robust benefits include medical/dental/vision,
retirement and mortgage assistance program

SUBMIT YOUR CV NOW!
doctors@bannerhealth.com
Primary Care
(FM, IM, Gen PEDs)
Anesthesiology | Cardiology
Hospitalist

Gl & Hepatology | Neurology
Oncology | Orthopedics

2> Banner Health.
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Healthcare Hired: Resident’s Guide
A CompHealth Podcast

From residency to riches, we’ll take you E"'I:-IE

step by. step thrgugh our insider’s guide :':'II:T "E.d.
to landing youir first job. E}ﬁﬂ"‘ LM

CompHealth.





