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Preface

After four plus years of medical school, three plus years of
residency and, possibly, an additional sub-specialty fellow-
ship, you are finally ready to find a real job. You have an
exciting and challenging task ahead of you! In the chapters
that follow, we will provide you with the knowledge you need
to locate and secure a job that is best suited to your practice
goals, successfully begin your new practice, and begin to
manage your increasing income to your best advantage.

The first step in the process is to determine what type of
practice best fits your long-term goals. A key part of this
decision will include the location you chose for this practice.
Chapter 1 will help you narrow your decisions. The next step
is getting together a couple of key documents you will need
when you approach prospective employers. The first is an
appropriate curriculum vitae (CV) which outlines the details
of your training and job experience. Accompanying your CV
is usually a cover letter that describes your specific interests
in the practice you are targeting. Chapter 2 will help you
prepare both of these documents.

You will then need to identify practice opportunities in your
targeted locale. You may want to start this search at least one
year prior to finishing training. Chapter 3 will get you started
with some suggestions on how to perform this search.

Once you make your contacts with available practices,
and potential employers are interested in you, you will
often arrange for an on-site interview. Preparing for this
interview is critical: you need to know what questions to
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ask and what questions will likely be asked of you. Chapter 4
will assist you in your preparation.

If you receive a job offer, how do you properly evaluate it
and compare it to other offers that you receive? What can be
negotiated further? How do you assess the differences between
various groups, buy-in opportunities, salaries and benefits? Do
you need an attorney to review the various documents you are
provided? Chapter 5 will guide you in this evaluation.

Once you’ve found your job, negotiated your best offer,
accepted that offer and have set a date to begin practice,
you’ll need to attend to several other important matters.
First, you’ll have to apply for membership onto Medical
Staffs where you’ll be practicing. That’s not a simple task,
as described in Chapter 6. Obtaining and maintaining the
proper State license is another important matter covered in
Chapter 7. You’ll also need to obtain malpractice insurance
prior to starting your practice. The major types of malprac-
tice insurance and the important issues associated with
them are discussed in Chapter 8.

Chapter 9 is a valuable tool to help you manage your
finances now that you are finally earning a practicing physi-
cian’s income. This is a treacherous task with sharks circling,
looking to take a large bite out of unsuspecting newly minted
physicians’ wallets. You also have some key financial tasks and
decisions to make, including paying off student loans, buying
a house and investing for your eventual retirement. Bad deci-
sions in any of these areas can be very costly in the long run.

And finally, after all this training, some physicians want to
look for a career outside of medicine, either to augment a
clinical practice or to do something entirely different.
Chapter 10 gives you some advice for non-medical career
options.

So, get started with the task ahead of finding your first
real job as a physician. It is one of the most exciting times of
your career, and, often, one of the tasks we least prepare you
for in post-graduate education. Hopefully this book with
help you succeed with this task.

Melissa T. Berhow, MD, PhD
William W. Feaster, MD, MBA

John G. Brock-Utne, MD, PhD, FFA
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1

Finding the Right Fit

William W. Feaster

As a somewhat overused expression says, let’s ‘‘cut to the
chase.’’ You want the perfect job. You want to make a lot of
money. You want to live in a great place, with a good climate,
near family and friends. You want an interesting mix of
patients that challenge you professionally, but you don’t
want to work any harder than necessary so that you have
time to spend with your family. You want to be able to retire
early and explore other interests. Is such a job possible?
The answer is a definite yes. Will you have to work to find
it? The answer is also probably yes. Will you make the right
decision the first time? The answer is a possible no. Fortu-
nately, you’re not stuck with your initial decision for the rest
of your career. But, making the right decision for the right
reasons is a good first step. This chapter will help you take
that step.

CHOOSING THE RIGHT LOCATION

Location is the primary driver for job decisions. Your choice
of locations may be somewhat limited by your specialty, sub-
specialty or sub-sub specialty, but we all have similar needs
when it comes to location.

For those residents who are married, the primary driver of
location seems to be family. There is a practical issue here. If
you have children, family is a source of free childcare! Often,
both husband and wife have careers and want to have chil-
dren. Childcare becomes a big issue. Plus, there’s the added

M.T. Berhow et al., Life After Residency, DOI 10.1007/978-0-387-87692-4_1,
� Springer ScienceþBusiness Media, LLC 2009
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value of your children growing up around your family.
Another issue for married residents is that a spouse may
already have a good job in the area where the physician is
in training. Staying in that area after practice may have a
higher priority than usual.

For those less ‘‘attached,’’ numerous other issues come
into play. Many residents stay in the area where they have
trained, as they have made contacts with other physicians in
the area in their specialty. They have likely been recruited by
a local physician to join his or her practice or by a large
group needing their specialty. But the lack of attachments
brings in a host of opportunities.

This is the best chance to ask yourself: ‘‘Where do I really
want to live for the next 30 years?’’ Do you want to live in a
big city, or an area more rural? What are your primary
hobbies? If snow skiing is a priority for you, then the
Rocky Mountain States may be an ideal choice. If you
love the ocean, surf, sail, etc., moving near one of the coasts
is a higher priority. If you love golf and warm weather, then
maybe Arizona will appeal to you the most. In short, you’ll
need to be somewhere you can pursue your passions out-
side of medicine.

Another key factor that influences location choices is the
cost of living. If you are a pediatrician and want to buy a
larger home in a nice area with a large yard and good pub-
lic schools to raise your family (all reasonable goals), and
have enough money left over to enjoy life, think twice about
taking a job in San Francisco, where even living in the
suburbs is prohibitively expensive. On the other hand, if
you’re a two-physician family, with both in highly paid
specialties, it may be a great choice. You can then afford
that nice house in Marin County that is a short commute
from the ‘‘city.’’

There are several resources to turn to when trying to
assess the best or most desirable location for your future
practice. For example, Money magazine ranks the top 300
cities to live by economy, health, crime, housing, education,
weather, leisure, transit, arts, etc. A link to Money maga-
zine’s web site plus additional resources can be found in
the boxed inset on this page.
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RESOURCES FOR CHOOSING A LOCATION FOR YOUR
PRACTICE

Web sites:
Money Magazine (annual survey)
http://money.cnn.com/magazines/moneymag/bplive/2007
Sperling’s Best Places (questionnaire-based tool)
http://www.bestplaces.net
Kiplinger’s Best Cities
http://kiplinger.com/money/bestcities/
Find Your Spot (questionnaire-based tool – requires registration
for results of search)
http://findyourspot.com
Books:
David Savageau. Places Rated Almanac: The Classic Guide for
Finding Your Best Places to Live in America. Places Rated
Books LLC, Washington, DC. 2007.
Bert Sperling and Peter Sander. Best Places to Raise Your Family.
Wiley Publishing, Hoboken, NJ. 2006.
Bert Sperling and Peter Sander. Cities Ranked and Rated: More
than 400 Metropolitan Areas Evaluated in the U.S. and Canada.
Wiley Publishing, Hoboken, NJ. 2007.
Norman Crampton. The Best Small Towns in America. M. Evans
and Company, Inc. 2002.
Sara Tuff. 101 Best Outdoor Towns: Unspoiled Places to Visit,
Live, and Play. Countryman. 2007.

Another source of objective information which may help you
choose a location for your subsequent practice is to choose
the state with the highest performing health systems. An
interesting approach has been taken by the Commonwealth
Fund. This non-profit group has created a State Scorecard
which ranks states based on 32 indicators including
access to healthcare, cost, insurance, preventive care, prema-
ture death, etc. In 2007, their top three scoring states were
Hawaii, Iowa and New Hampshire. At the bottom were
Mississippi and Oklahoma. You can check out the details
by state at their website http://www.commonwealthfund.
org/statescorecard/

While you may change jobs two or three times throughout
your medical career, it’s likely that you’ll stay in the same
area you initially choose. So choose wisely.
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PRACTICE ‘‘FIT’’

In addition to location and family, the right practice ‘‘fit’’ is an
important factor in both job choice and job retention. As dis-
cussed below, there are a large variety of practice options open
to the new physician completing training. Choosing the right
practice type is important for long-term success. Choosing the
right practice within that ‘‘type’’ may be more important.

A 2006 survey by a large physician-recruiting company,
Cejka Search, in partnership with the American Medical
Group Association, studied the physician demographics of
turnover. While 42% of physicians who left their practices
did so to relocate nearer to own or spouse’s family (location,
as discussed above), 51% left their practice because of a poor
‘‘cultural fit.’’ Practices recruiting physicians are now focus-
ing more on selecting physicians with professional and per-
sonal interests similar to that of existing members.

The demographics of practices are changing. Women are
now the majority of medical school graduates, in contrast to
the fact that the majority of physicians currently in practice
are male and 42 years of age or older. This will likely drive
change in the ‘‘culture’’ within existing practices. Desirable
work schedules are becoming more important, as are the
flexible work hours or part-time options required by women
physicians beginning their families.

PRACTICE TYPES

Choosing the best practice type to meet your long-term goals
is a critically important decision. Practice types can be
grouped in general categories, and we will discuss each
along with reasons people chose between them.

Government Practice

The first alternative is government employment. The military
is an obvious example. Some graduating residents have little
choice in this regard. If they financed their medical school
education through the military, attended the Uniformed
Services School of Medicine and/or elected to do military
residency training, the length of their military commitment
predetermines their choice. A further ‘‘carrot’’ which makes
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the decision to stay in the military after this commitment is
completed is retirement benefits, which begin after 20 years
of service. Someone attending the Uniformed Services School
of Medicine gets four years credit as an officer during medical
school, and may get four additional years in a military
residency. He or she then has an additional minimum com-
mitment of seven years of military service or public health
service. When first eligible to leave the military or public
health service, he or she has already spent 15 years in govern-
ment service. It would be silly to leave at that point prior to
being eligible for a retirement benefit!

There are many non-military government options. Working
for the Department of Veterans Affairs in one of their hospitals
or clinics can provide a very secure and satisfying career. Many
Veterans’ Hospitals are university affiliated and allow provi-
ders to have joint academic appointments and teach. Veterans’
Hospitals obviously are limited to adult specialties and most of
the patients are men with chronic illness, making the patient
population undesirable to some. Other government options
include a multitude of county hospitals across the country,
some also with academic affiliations. Where these types of
government options become most desirable is with job secur-
ity, time off, predictable work hours, great benefits and excel-
lent retirement packages. In addition to these benefits, the
Indian Health Service, the U.S. Public Health Service Commis-
sioned Corps and working at County hospitals and clinics add
the additional altruistic reward of helping those most in need.

NON-MILITARY GOVERNMENT OPTIONS

Veteran’s Administration: Try this web site to see a general listing
of jobs available by searching on your specialty.
http://www.jobsearch.vacareers.va.gov/public.asp

Indian Health Service: This web site lists current physician
recruiters.
http://www.ihs.gov/JobsCareerDevelop/CareerCenter/
PhyRecrt.asp

U.S. Public Health Service: This site provides applications and
contact information about the USPHS Commissioned Corps.
http://www.usphs.gov/profession/physician

County Hospital contacts can be found on local government web
sites.
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University Academic Practices

An academic practice has many of the benefits of a govern-
ment option, but with more focus on research and teaching
along with patient care. Academic practices are usually asso-
ciated with the highest acuity patient populations, where
‘‘zebras’’ are indeed more common than horses when one
hears hoof beats. Academic practices focus more on sub-
specialization than on primary care. You will likely have
some ‘‘protected time’’ to pursue research activities. Depend-
ing on the type of appointment to the faculty that you
receive, your advancement and even continued practice at
the institution may be determined on how productive you
are in your research efforts and resultant published articles
resulting from this research. You have to weigh this very
carefully as you consider an academic option. Most univer-
sity academic practices have turned to a faculty option that
rewards teaching and clinical care over research. The heavy
clinical demands of a busy academic practice have forced
this change. The ‘‘publish or perish’’ mentality alluded to
above doesn’t relate to this option, though anyone in aca-
demic medicine should be committed to advancing their
specialty through some means.

If you have clinical interests in a very specialized area of
your specialty, academic medicine may be your only rea-
sonable choice. Certain sub-subspecialties are not paid
according to their value, but valued in a high acuity envir-
onment for their contribution to care. An example of this
might be sub-specialists in the areas of genetics or infec-
tious diseases.

Prepaid Group Practice

In the Western United States, the best example of this option
would be Kaiser Permanente Medical Group. In some areas
of California, for example, over 40% of the patients are
covered by Kaiser insurance. As a result, they have to go to
Kaiser facilities for care, and be cared for by Kaiser doctors.
There are many advantages of working for a large prepaid
group practice (also referred to as a staff model HMO) like
Kaiser Permanente Medical Group. The one most frequently
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touted is the ability to practice medicine free of the con-
straints of managed care, of authorizations for or denials
of testing and procedures deemed necessary for care.
Whether this is true or not, Kaiser is a great practice envir-
onment for those looking for long-term security, predictable
work schedules, a decent salary and excellent benefits. One
disadvantage of Kaiser and all of the other options men-
tioned above is that this is all very big business and that the
individual may have little control of his or her practice or
income levels.

Entrepreneurship is generally not rewarded in these
environments. Income may be guaranteed, but is also likely
below the very high income levels attainable in successful
private practices in the area. For example, with Kaiser, if a
practitioner is ‘‘too expensive’’ to hire, or too difficult to
recruit, Kaiser will buy services from community providers
who will come to their facilities to provide the service. Those
services that can be provided by a less specialized provider
will be kept ‘‘in house.’’ A pediatric surgeon may be a typical
example. The pediatric surgeon will be paid on a per-case
basis to do the neonatal emergencies, but an adult surgeon
already on staff will do pediatric hernias, the ‘‘bread and
butter’’ procedures of a pediatric surgery practice. A lot of
decisions are driven by the economics of the situation.
Because of this, quality issues may surface and be inconsis-
tent across these large organizations.

EXAMPLES OF PREPAID GROUP PRACTICES

There are a limited number of true prepaid medical group plans.
Kaiser Permanente is by far the largest. Here are some prepaid
group practice examples:

Pacific Northwest:
Group Health Cooperative, Group Health Permanente Medical
Group
http://www.ghc.org

California, Oregon, Hawaii, and other national sites:
Kaiser Permanente Medical Group
http://www.kaiserpermanente.org

Wisconsin:
Group Health Cooperative of South Central Wisconsin
http://www.ghc-hmo.com

PRACTICE TYPES 7



Private Practice Options

Private practices come in all sizes and structures. Large multi-
specialty groups are technically private practices, but share
several of the issues mentioned above. They usually have a
strong primary care base, and may also employ specialists to
provide a broader range of services to their patient popula-
tions. If large and diverse enough, they may contract with
insurance companies to go ‘‘at risk’’ for patients, receiving a
per-member monthly capitated payment for all care deliv-
ered. This allows these groups to provide a ‘‘Kaiser-like’’ envir-
onment without being tied to Kaiser facilities. Unlike Kaiser,
they will additionally provide fee-for-service care and accept
other types of insurance, including Medicare and Medicaid.

The other extreme of private practice is the solo, office-
based practice. Unfortunately (or fortunately), this is a dying
breed of practice. With the levels of overhead and complexity
of the healthcare payment system now very high, very few
physicians are willing to take on the costs or risks of setting
up or buying a practice of their own. Small, single-specialty
practices with several physician members are a much more
common private practice environment. This type of practice
allows the physicians to share business resources, facilities
and staff to reduce overhead and share call to make life more
palatable. Members of the group are often paid what they
collect from patient services, less their shared overhead
expenses. Individuals within the group can be more or less
focused on working and income, depending on their indivi-
dual needs. One individual in the group tends to take more
responsibility than the others for running the group’s busi-
ness activities. That may provide an additional incentive for
certain individuals in the practice who are interested in the
business of medicine to pursue this interest.

Physicians enter private practice over the other options
mentioned above for several reasons. They’re usually not
interested in big business or government, and want more
say into how their practice is governed. They often are ambi-
tious and entrepreneurial, and enjoy the concept that the
harder they work, the more they’ll be paid. They want to
be compensated for providing patient care, not teaching
and research. The downside is not too dissimilar to the
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discussion in Chapter 9 on risk in investments. Over the long
term, practitioners in this environment may make more
money than their peers in a large multispecialty group,
where their specialty may cross-subsidize other practices,
and more than the employee in a university or government.
But, their income will be more volatile. If the state doesn’t
pass its budget on time, State Medicaid payments may stop
for several months. Practice overhead doesn’t stop, so cash
flow may become a problem. Workman’s Comp and health
insurance for your employees may suddenly jump. A con-
tract with a major payer may be renegotiated at a lower rate,
and so on. To be successful in this environment, you have to
be prepared to manage changes in income and cash flows. If
you’re the type that spends every last penny of your paycheck
and doesn’t have back-up savings, you either need to modify
your behavior or choose another practice environment!

MEDICAL PRACTICE RESOURCES

There are many resources you can turn to for starting and/or
running a medical practice. One of the best resources for you to
tap is to locate a consultant in your desired practice location.
The local county medical society may have a listing of consul-
tants used by their local physicians. If you want to do some
reading on the subject, try one or more of the following books:

Jeffery P. Daigrepont and Lauretta Mink. Starting a Medical
Practice. American Medical Association, USA. 2003

Christian Rainer. Practice Management: A Practical Guide to
Starting and Running a Medical Office. Wyndham Hall Press,
Lima, OH. 2004

Marlene Coleman and Judge Huss. Start Your Own Medical Prac-
tice (Open for Business). Sphinx Publishing, Chicago, IL. 2006.

Holly Hunt. Essentials of Private Practice; Streamlining Costs,
Procedures, and Policies for Less Stress. W.W. Norton & Com-
pany, New York, NY. 2005

WHAT CAN I EXPECT AS A SALARY?

You shouldn’t make a practice-type decision solely based on
salary any more than you should base your choice of speci-
alty solely on salary. That said, many students are leaving

WHAT CAN I EXPECT AS A SALARY? 9



medical school with very large debt burdens and the ability
to repay that debt looms large in practice choice decisions.
Where can you turn to understand what influences the sal-
ary you will ultimately be paid in your new practice?

One of the best resources is the Medical Group Manage-
ment Association (MGMA), which publishes a yearly review
of specialty-specific salary data, by region, by group type, by
city size and other parameters. MGMA members submit
data, but the groups submitting data will tend to be larger
single-specialty or large multispecialty groups who belong to
this type of organization. This annual survey is available for
purchase and is much too long or complicated to reproduce
any part of it here. I doubt if you will want to buy a survey
directly from MGMA. Check to see if the office overseeing
your residency programs or the faculty practice has a copy
for you to review. There are a few consistent observations of
specific survey data.

Data are reported by percentile, and show a broad range
between the highest and lowest compensation within a spe-
cialty. Compensation is generally greater in the Midwest and
the South, followed by the Eastern States and trailed by the
Western States. Specialists tend to make more money in
single-specialty groups than in multispecialty groups. This
is possibly due to the ‘‘cross-subsidization’’ mentioned ear-
lier. Groups in small- and medium-sized metropolitan areas
tend to have higher compensation than those in large metro-
politan areas (>1 million), presumably due to the higher
desirability of large cities and greater competition for avail-
able jobs.

There are several other factors that might influence the
salary you’ll be paid. One is rather distasteful, but has his-
torically been an issue. Men are often paid more than women
for the same job. That has been true for nearly every industry
and medicine is no exception. Part of this may be due to the
fact that more women work part-time in order to raise
families. Part-time employment generally pays less than
the actual percentage of full-time worked. As women con-
tinue to enter medicine at a pace exceeding men, this will
likely change in the long term, but in the short term, men still
dominate medical practices, especially in leadership roles.
Another more rational reason for salary differences between
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practices is payer mix. Governmental payers pay proportio-
nately less for services than private payers. So, if you enter a
rural practice with a high proportion of Medicaid patients,
net practice income, and thus the salary you can be paid, will
likely be lower.

The system under which you are compensated may influ-
ence your salary. If you are paid a straight salary no matter
how hard you work, your salary may lag behind your collea-
gues under a system where productivity is rewarded by
bonuses or the salary is fully productivity-based. Compensa-
tion will also vary based on your seniority with the practice.
If you have been in the practice for two or more years, and
have bought into it in some fashion, you are now a share-
holder or partner (depending on the practice model) and
often are entitled to a share of practice profits not otherwise
available to new hires.

The other major influence on your salary is the benefits
offered to you as part of your employment. A large organiza-
tion, especially the government or a university, will have a
very rich benefit package, whereas a small private practice
may just provide the benefits required by law (statutory).
Table 1.1 lists both statutory and elective benefits offered
by medical groups and larger employers. Universities more
uniquely offer two benefits not on this list. As part of a

TABLE 1.1. Benefits

& Statutory ‘‘benefits’’
– Social security (employer contribution) and medicare
– State disability insurance
– Unemployment insurance
– Pregnancy leave

& Elective benefits:
– Vacation, sick leave or PTO
– Malpractice insurance
– Health insurance (coverage for pre-existing conditions?)
– Group Life insurance (pre-tax and post-tax)
– Group Disability insurance
– Education
– Conferences
– Car, home office, etc. (usually taken out of salary)
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recruitment package, universities may help physicians pur-
chase a home, sometimes on the university campus itself.
Also, some universities offer free tuition to your children or
pay for some portion of their tuition if they matriculate at
another college or university. You need to take the value of
all of the benefits provided to you along with your salary to
accurately compare salaries between different job options.
In general, the richer the benefits, the lower the salary. We
will cover this in more detail in Chapter 5 when we discuss
the evaluation of a job offer.
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2

Getting Ready for the Job Search

Melissa T. Berhow

You’ve spent some time thinking about what your ideal
job would be and now it is time to find it. Depending on
your specialty, you will start looking anywhere from 6 to
18 months ahead of time. In a tight market, you might be
starting to express interest as early as 2 years ahead of
time. To get the most accurate timeline for your specialty,
it is best to speak with your residency director.

Two essential items for preparing for your job search are
your curriculum vitae (CV) and cover letter. When reading a
CV, on average, a prospective employer decides in 2 minutes
whether or not to pursue a candidate. This will be the first
contact you’ll have with a prospective employer; make sure
you make the most of this first impression or else it may also
be the last contact with them.

WHY A CURRICULUM VITAE?

A CV is a detailed document charting your professional life.
Depending on your experience, seasoned versus fresh out of
residency, it may be only one page long. Starting with a good
base for your CV now will serve you well in the future. You’ll
have many future uses for a well-prepared CV, such as apply-
ing for grants, going out of the country for mission work,
speaking at conferences, etc. The format listed below allows
for easy modifications and additions as you progress
through your career. You will be amazed how quickly and
easily the details of your past professional life are lost in the
memory banks.

M.T. Berhow et al., Life After Residency, DOI 10.1007/978-0-387-87692-4_2,
� Springer ScienceþBusiness Media, LLC 2009
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WHAT’S IN A CV?

Table 2.1 gives a listing of subject headings typically con-
tained in a CV. There are several variations on this format. It
doesn’t really matter which of the many different formats
you use as long as all the relevant information is there. The
format we chose to use is one that several commercial curri-
culum vitae preparation services also use. If preparing your
own CV seems untenable, there are several on-line sites
available (e.g. thedoctorjob.com) to help in preparation.
When you begin writing your CV, remember these simple
tips:

& Keep it short and relevant; usually two to three pages
maximum.

& Keep it generic: same CV for all jobs.

TABLE 2.1. Sample CV

Name
Contact information

Address
Telephone
Cell Phone
E-mail

Personal information (optional)
Date of Birth
Citizenship
Visa Status

Board Certification
Medical License
Post-graduate Training
Education

Graduate/Medical School
Undergraduate

Professional Experience (Chronological order)
Work History
Academic Positions
Include position details and dates

Professional Societies
Awards Received
Publications
Outside Interests (Optional)
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& Always spell check and proof read; get someone else to
read it to catch those last couple of oops.

& Write everything out, minimize abbreviations.
& If sending your CV via email, it is recommended to also

send a hard copy unless specified otherwise. Email may
disrupt the formatting on your electronic file, and you
want it to look good!

& Hard copies should be printed on good quality paper.

Potential employers will be scanning your CV for gaps in
your training and employment. You should account for your
time on a continuous basis. If you took a year off to trek in
the Himalayas, list it in some way under special interests as
traveling or exploring other cultures. Spin it in a positive
fashion rather than letting one assume you ‘‘dropped out’’
for a year.

Here are some detailed descriptions of some of the parti-
cularly important subject areas in your CV. A sample CV can
also be found in the appendix of this book.

& Professional qualifications include board certifications.
Upon completion of residency, most of you will be board
eligible (BE) and not board certified (BC). It is useful to
list any portion of your certification process that you have
completed at the time of applying, e.g. written boards
(7/07). List all the states in which you have current or
prior medical licenses. If you did not renew a license, list
why (e.g. moved out of state).

& Post-graduate Training: This includes your residency and
any fellowship training that you have completed. Each
line should start with the dates of training (e.g. July
2003–June 2005: Stanford University Hospital Depart-
ment of anesthesia residency). If you functioned as a
chief resident, list that year out on a separate line for
added emphasis.

& Professional Experience: Many of you have worked for
some period of time prior to your medical school of resi-
dency. List any such work in detail. You may have had a
transitional job or moonlighted during training. List the
dates and job title. You won’t need to list employment in
High School unless it is somewhat relevant to the job
you’re applying for.

WHAT’S IN A CV? 15



& Publications: Unless you are applying for an academic job
or other position for which prior research experience is
directly relevant or have done specialty-specific research
during training, having a publication list available on
request will usually suffice.

FILE FORMAT TIP

If you submit your resume via e-mail or the web, rather than in
hardcopy, you run the risk of the formatting, pagination, etc.,
coming out wrong on the other side and making your documents
difficult to read. This is especially common with word processing
documents and spreadsheets. To put your best foot forward, you
want to make sure that the documents you submit will look to the
admissions staff exactly as they look to you. There are several file
formats in which you can save your documents so that they will
look the same on the other side (.tiff, .eps, .pdf, et al.). You should
always follow the instructions in regards to the file type(s)
requested; however, at the time of this writing, the most popular
and convenient way is to save your document as a .pdf.

The .pdf is the file type for Adobe System’sTM ‘‘Portable Docu-
ment Format’’TM and has become nearly ubiquitous in its usage.
Anyone can download a free copy of the .pdf reader (Adobe
ReaderTM) at www.adobe.com. If you want to create a .pdf file
however, you will need to buy their software. Alternatively, a
great way to create .pdf files for free is to download a copy of
Open Office (www.openoffice.org). Open Office is a free office
suite that includes a word processor, spreadsheet, etc., just like
Microsoft OfficeTM, and it includes the built-in ability to create
.pdf files. All you need to do is to download Open Office, open
your file in it and then save the file as .pdf file type. Once you
have your document saved in the .pdf file type, open it to make
sure it looks good to you (the best way might be to download a
free copy of Adobe ReaderTM to do this) and then submit it.

THE COVER LETTER

For each job application, you will send the generic CV and a
more customized cover letter. Your cover letter is not simply
a rewrite of your CV. Your cover letter is more personal – it is
the opportunity for you to explain why you feel that a spe-
cific practice is a mutual good fit. Some key things to include
in the cover letter include:
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& Date of completion of residency and date of availability
for employment. It is OK to have a specific start date
request but if you can be flexible, be sure to convey that
information.

& Any specialty skills from residency or fellowship: do you
have a certain niche that is marketable? E.g. You spent
6 months on the cardiac rotation.

& Type of practice you are interested in. There may be
certain specialty areas where you feel you possess special
expertise and could add extra value to the practice.

& If a job is of particular interest to you because of geogra-
phy, personal or professional ties, you may choose to
mention this. Employers are looking for potential
employees who have staying power so having a tie to the
practice can be a bonus.

& Name Drop: If someone in the practice knows someone
from your residency program, it is a sure thing that they
will contact them before they contact you. If you have a
known connection and that person will be your advocate,
it is reasonable to mention it in the cover letter.

SAMPLE COVER LETTER

16 January 2008
Dear Dr. Smith,
My name is Jane Doe and I am contacting you regarding poten-
tial job opportunities in your practice. I will be graduating from
the Stanford Hospital Anesthesia Residency program June 2008
and would be available to start work Sept 1 2008. I am interested
in a broad practice and am comfortable covering OB, cardiac,
pediatric and liver transplant anesthesia. Additionally, I did a
concentrated 6 months of regional anesthesia and feel that this
is a skill that might be useful in your group’s setting. The Florida
Keys Associated Anesthesia group comes highly recommended
from Dr. Brute Force (Orthopedic Surgery, Hurricane Hospital).
I am very much interested in living in Key Biscayne; my hus-
band’s family lives there and we hope to settle down closer to
family.
I have enclosed a copy of my CV with contact information.
Thank you very much for your time.
Sincerely,
Jane Doe, M.D.
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LETTERS OF REFERENCE

If you are a viable candidate, your prospective employer will
ask for a list of individuals they can speak with, who can
attest to your professional qualifications. One constant on
your list of references should be your residency director or
chair of the department. Similar to the Dean’s letter when
you applied for residency, this letter provides a general over-
view of you and your performance during training. For other
references, it is best to solicit letters from faculty who have
some name recognition, and are well networked. If you have
a niche, e.g. regional or OB anesthesia, it is valuable to have a
letter from a faculty member that also has that niche. The
names you choose to provide may vary from application to
application. If the head of the group is friends with Dr. X at
your hospital, it is a guarantee they will have a conversation
about you before you sign on the dotted line; it behoves you
to list them as a reference. That said, it is also a good idea to
ask your potential references if they feel comfortable writing
a letter for you before you list them as a reference. You don’t
want to be surprised at the interview by an unfavorable letter
in your file.
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3

Identifying Practice Opportunities

Melissa T. Berhow

Like all good residents, you are reading this book from cover
to cover and have already gone through Chapters 1 and 2.
You’ve spent some time thinking about what you want out of
a job, prioritized factors to consider such as location, salary,
and flexibility, and you know what you want. But how do you
set out to get it?

If you plan on staying near where you did residency, then
chances are you have already made some local contacts and
it is time to draw on that network. If you are relocating
some distance away, you will need to utilize other
resources. As a general rule of thumb, the better jobs are
usually not advertised. Fortunately, several resources are
available for job searches, with some variability depending
on subspecialty.

POPULAR RESOURCES FOR JOB SEARCHES

Alumni Networks

Most residency programs keep a listing of its alumni, the vast
majority of whom are happy to talk with a fellow graduate.
Check with your department for a listing of its alums. Plan to
attend alumni reunions at association meetings. Alumni
often use these reunions as a recruiting tool themselves; so
be prepared for on-the-spot interviews, e.g., have a business
card or other contact info ready. Also be ready to say what
makes you worth hiring. Have a few key sentences prepared
about yourself. Dress well. Even though the alumni reunions
are a social event, it is not the time to dance on a table top
with a lampshade on your head.

M.T. Berhow et al., Life After Residency, DOI 10.1007/978-0-387-87692-4_3,
� Springer ScienceþBusiness Media, LLC 2009
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Association Meetings

Whether it is the annual association meeting or a smaller
regional conference, these are great opportunities to net-
work and gather information on job opportunities. Many
larger association meetings have a job search board and
means of scheduling on-site interviews. If you are planning
on attending a regional meeting, consider going to one in the
geographic area you would like to end up in, not just near
where you are doing residency. If you live in Texas but want
to relocate to New York, plan on attending a meeting in New
York. Again, be prepared with business cards or CVs.

Residency Program Faculty

Although many departments end up being staffed by graduates
from local residency programs leading to a somewhat ‘‘in-bred’’
feel, your local faculty can still be a tremendous job search
resource. Many jobs are ‘‘advertised’’ by word of mouth, and
not formally posted. Discuss your job search with your depart-
ment faculty. One phone call from a well-connected faculty can
make the difference between a ‘‘job’’ and ‘‘no job.’’

Online Postings

Most specialties have on-line networking sites. For example,
GasWorks.com is an on-line site for anesthesia. There are
also non-specialty specific sites, such as MDposting.com and
healthcare.monster.com. Many of the companies that spe-
cialize in locums tenens placements have postings for per-
manent jobs too, such as kendalanddavis.com.

Professional Publications

Check the advertisements in your professional society’s pub-
lications. The jobs posted tend to be academic postings or
harder-to-fill private sector jobs.

Recruiters

If you are not already, you will be inundated with e-mails and
snail mail from recruiters. Recruiters usually post positions
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that are harder to fill (less desirable geographically, etc.) but
may be a perfect fit for you. If you are interested in exploring
a particular geographic region or different practices, locums
tenens work might be for you. Recruiters are often the best
resource for establishing locums tenens work. Recruiters
also can post an ad on your behalf if there is not a job posting
immediately available. Once again, the employers that uti-
lize these ads usually don’t represent the most desirable
positions. That said, some harder-to-fill positions can come
with a financial benefit. A former alum of our program lived
in California but worked winters in Montana. Because the
practice had to provide a significant financial incentive, he
was able to get by with working only those 4 months a year.

Regional Hospitals and Clinics

You have searched on-line, checked your alumni network and
have had no luck. If you have your search narrowed down to a
specific geographic area, you may need to do some research
on-line or call regional hospitals to find out names of groups
that provide your specialty service. Unsolicited job inquires
may require that you be more assertive than you are used to
and take you out of your comfort zone. Cold calling to a group
and expressing your interest may seem forward but speaks
volumes about your resourcefulness.

Co-residents

Depending on the job market and competitive nature of your
colleagues, in larger residency programs, your co-residents
can be a great resource. Chances are you are not the only one
in your program looking at a specific job or in a specific area.
Ask around. Someone else may have already done the leg
work.

REAL LIFE JOB SEARCH EXAMPLES

The vast majority of first jobs come from a professional
connection that you cultivate during training. Whether you
stay on where you did your training, join a group that has
many alumni from your program, or sign on where you did
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an away rotation, your training network is your richest
source of potential job opportunities. Below are some real-
life examples of finding your first job.

Staying Close to Home

‘‘When I was a resident we rotated through 3 hospitals. In the
fall of my final year of training, I was toying with the idea of
doing a fellowship when the chair at one of the three hospi-
tals offered me job. I wanted to stay in the area, so it worked
out well. After a few years there, I received a phone call from
a former colleague in residency. His practice was looking for
a new hire and I ended up changing jobs. I know it is very
specialty specific, but I never have actually applied for a job.’’

Geography

‘‘When I was in fellowship, I started applying for and inter-
viewing for jobs. At first I wanted to stay in CA so I looked
around at the places I knew personally. When it became
obvious that we couldn’t afford to buy the kind of house we
wanted in CA and I wasn’t finding the perfect job, I began
looking elsewhere. First I looked at the hospitals in the DC
area near where I went to Med School (Georgetown). I
applied to the hospitals I knew personally from med school.
I got a contact at Fairfax from a colleague at the VA who
knew a guy in that practice and I got an expedited interview
through that contact. I got the contact at Washington Hos-
pital Center from an attending at Georgetown. I interviewed
at both and neither was a great match for me. Then came my
Dad’s suggestion. My Dad is an engineer working at a hospi-
tal in the Boston area. He went to the chairman’s office
without my knowledge and asked if he was hiring. He told
him about me and the chairman said for me to forward my
stuff. I scheduled the interview for my Dad’s sake never
thinking I’d take the job but it turned out that the job was a
really good match for me. I asked a ton of questions and liked
what I heard. . . so here I am.’’

‘‘The best resource for me was to talk to recent graduates
and finding out about jobs in their areas. What I found very
frustrating was, unlike the match, some groups hire only in
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November and some only in February. Each group wants an
answer right away which means you either accept the job or
turn it down before interviewing elsewhere. The other thing
that made it difficult was my girlfriend and I were looking for
jobs together in the same field so we needed two openings
not just one. Ultimately I heard about my job through a
friend of a friend.’’

When You Need Not One but Two Jobs. . .
The Couples Match

‘‘Our situation was bit hard because both Bill and I needed
new positions and we had a bit of trouble finding a good fit
for both of us. Eventually it happened that Bill’s friend, Jim,
with whom Bill had done med school and internship was
here, in Pasadena. Jim wanted Bill to come down and I said,
‘‘Sure Jim, if you can find ME a job, we’ll come!’’ Jim then was
in the OR with my now senior partner, Mark, and asked if
there might be any available openings for a woman surgeon.
Mark reportedly said ‘‘A woman? From Stanford? We’ll take
her! Have her call me.’’ I called his cell phone, we talked, we
met in May and again in September and verbally agreed on
an arrangement that would work.’’

Faculty Network

‘‘After looking around where I did residency, my husband
and I decided relatively late in the game to move closer to
family. The thought of having to start all over when most of
my co-residents already had signed contracts was daunting.
I was sharing my stress with the attending I was working
with that day. Turns out he knew someone in the city we
were looking at. He made one phone call. I had a phone
interview the next day and a signed contract the next week.’’

Locums Tenens

‘‘I decided to free lance (known as locum tenens) for a little
while after residency for a number of reasons. I wanted some
flexibility to my schedule for studying and vacations. I
wanted to work at possible job locations since that seemed
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better than just interviewing. Most importantly, I did not
know the size or composition of the group that would best
fit my needs. Locums was a great way to sample a diverse
range of practice styles and organizations and then decide
what worked best for me.’’

‘‘There are two main ways to proceed with a Locums prac-
tice, set it up yourself or use an agency. The agencies are best
if you want to travel widely, plan on working Locums long
term and don’t plan on turning a Locums assignment into a
permanent job. I chose to set up my own practice since my
primary goal was to test fit possible partnership positions. I
began by putting together a list of anesthesia department
chiefs and recent program graduates in the area. Using both
cold calls and introductions from program contacts, I began
to book Locums contracts. Most of my initial contracts were
for vacation relief during the summer. Some of those turned
into recurring work, and after two years I chose one of them
for a partnership position.’’

‘‘Locums work was a way for me to discover what size,
organization and acuity of practice I wanted. Some nega-
tives to consider are the potential for unscheduled blocks of
time and the stress of constantly entering new environ-
ments. Some will find this as a challenge, others as aggrava-
tion, but Locums work is something to consider if you are
having trouble deciding on a type of practice.’’

THE COLD CALL

It may be that your ideal job is beyond your current profes-
sional network and you find yourself forging new connec-
tions. The initial contact might be a chance encounter at a
professional meeting or picking up the phone and cold call-
ing. In either case, be prepared. Do your homework. Know
something about the group you are interested in and have a
‘‘script’’ prepared in your mind. This is your chance to make
your potential employer want to find out more about you. If at
all possible, speak with the head of the group you are inter-
ested in. Your conversation might go something like this. . .

Hello, my name is Don Corleon. I will be graduating from

pediatric residency at Stanford Hospital and was interested in
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speaking with you about potential job opportunities in your

practice.

Response 1:

We are not looking for anyone right now

I’m sorry to hear that. I am very interested in your practice. Is it

OK if I send you a copy of my CV for you to keep on file if a job

opening comes up?

If they decline your offer to send a CV, take the hint. Don’t be
offended. Be polite. Say thank you and end the conversation.
You never know when your paths will cross again.

Response 2:

Please tell me more about yourself

(This is what you have prepared for. This is the time to sell
yourself and show that you have researched the group.)

I will be completing my training in June 2008. I spent extra

elective months in endocrine clinic and am quite interested in

childhood obesity. Given that your patient population is a high

risk group for childhood obesity, I believe I could be a positive

addition to your practice.

Although the initial cold call might turn into a formal
interview, most likely, it will be a brief conversation and a
more formal interview (by phone or live) will be set up for a
later time. Chapter 4 discusses preparations for the ‘‘real
interviewer’’ but here are some do’s and don’ts for the cold
call.

Things to Do

& Get comfortable: You want to come across as competent
and friendly. In a live interview, there are many different
ways of delivering this impression. In a phone interview, all
you have is what you say (or don’t say) and how you say it. If
you are not relaxed, this will come across in the conversa-
tion. Take your shoes off and hop in that big, overstuffed
chair in the living room. Speak slowly and clearly. Keep a
glass of water nearby for the inevitable dry mouth.

& Leave yourself enough time to have an on-the-spot inter-
view. Your future employer needs to believe you want this
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job. If, after ten minutes, you ask if you can call them
back, you will give the impression that something else is
more important than securing this job. Leave at least 30
minutes for each phone call.

& Go some place quiet where you can hear and be heard
without difficulty. Don’t call from Starbuck’s or your
local gym. Again, a noisy background gives the impression
that you are not focusing on the phone call and this job.

& If you call from a cell phone, make sure you are someplace
where you have good reception and will continue to have
good reception. Even though it isn’t your fault, repeatedly
saying ‘‘Can you hear me now?’’ doesn’t instill confidence.

& Call during reasonable business hours and be cognizant
of different time zones. You may be asked to call back
during non-business hours so your employer has some
time to chat but the initial call/page should be between 8
am and 5 pm.

& Take notes as you go. This shows you were paying atten-
tion and allows you to have a more effective interview.

& Respond to any requests they might have in a timely
fashion. If they would like to see a copy of your CV, get
it in the mail the next day (or at least within 1 week).

Things Not to Do During the Cold Call

& If this practice doesn’t have an opening, do not ask if they
know of any openings in the area.

& Don’t multi-task. Yes, multi-tasking is a necessary skill to
master if you are to get through residency. We have all
worked out, talked on the phone, watched a movie and
made dinner at the same time. That said, the phone inter-
view is not the time to show off this skill. If you are doing
other things while speaking on the phone with your pro-
spective employer, it gives the impression that your other
activity is more important than this job. Don’t do laundry,
microwave dinner, watch TV, use the restroom, etc. dur-
ing the phone call.

& Don’t interrupt your interviewer. Use proper phone
manners.
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TIMING YOUR JOB SEARCH

Although your first job out of residency will most likely not
be the job you retire from, finding the best fit from the start
gives you the best chance at thriving professionally. Get
started early and give yourself enough time to do compar-
ison shopping; you don’t want to have to take a job strictly
because you didn’t have time to look around. Appendix B in
the back of the book lists a timeline for your job search that
will work for most residency programs. Please note this time
line is not accurate if you are considering a fellowship as
your first ‘‘job’’ out of residency. The bottom line is: Take the
time, do your homework and be prepared; this will make for
the best career transition possible!

TIMING YOUR JOB SEARCH 27



4

The Interview

Melissa T. Berhow

After targeting specific job options and establishing initial
contacts, it is time to prepare for the interview. As with your
interviews for medical school and residency, your future
employer is looking for someone who is competent, reliable,
and affable (i.e. is likely to succeed). Although some employ-
ers may look at you as a short-timer (and may be rightly so if
you have a year to burn while your spouse finishes training),
most employers want ‘‘long term compatibility.’’ This
includes assessing if you are going to fit in well with your
co-workers as well as determining if living in the area is
compatible with your interests and family needs.

Some basics of interviewing are as follows:

& Look like you want the job: You may live your profes-
sional life in scrubs, but now is the time to break out the
executive wear (or perhaps your cleaned and pressed resi-
dency interview suit if it still fits!).

& Be prepared: Find out as much as you can about the practice
before you interview. If it is a hospital-based practice, much
of the information is available online. Also, do research
about the geographic area. You are interviewing them as
much as they are interviewing you (hopefully!). Being pre-
pared shows you are serious about the potential job and
reflects well on your overall decision-making process.

& Know your strengths: Be prepared to sell yourself to the
practice. Invariably, your potential future employer will
ask something like ‘‘Why should we hire you when candi-
date X has equally impressive credentials?’’ The middle of
the interview is not the time to search for an answer. Be
prepared to effectively communicate your strengths.

M.T. Berhow et al., Life After Residency, DOI 10.1007/978-0-387-87692-4_4,
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Most likely, during residency you have not needed to ‘‘sell
yourself.’’ So spend sometime thinking about the follow-
ing questions: What do your colleagues, patients, cow-
orkers compliment you on? Read your residency evalua-
tions; what do you receive higher marks on? What is
unique about your experiences? What can you bring to
that practice that someone else cannot? Do you have a
language skill, subspecialty training, or experience that
the group could benefit from? It may not be just what you
have done but what you would like to do in the future that
might be your strongest selling point. Do you have profes-
sional interests that you would like to cultivate that could
benefit the group?

& Know the exact time and place for the interview, how long
it takes to get there, where to park, etc. Arrive at least
10 minutes early.

& Have an idea of questions that you want to ask. Even
though it may be a key factor in your ultimate decision,
do not start with ‘‘What would my salary be?’’

& Mind your manners: Sit still in your seat. . . don’t FIDGET!
Make and maintain eye contact. Shake hands at the
beginning and end of your interview.

& Be concise in your answers to questions. Ask for clarifica-
tion if you don’t understand a question.

& Be polite to everyone you meet during the interview pro-
cess. Potential employers need you to fit in with everyone
involved in their practice from the security guards to
office assistants to other physicians.

& Be sure to turn your cell phone off. If you absolutely have to
leave it on, put it on vibrate and apologize to your inter-
viewer that you need to be available for emergency calls.

What you don’t do or say could be even more important
than what you do do or say during the first interview. Here
are a few things to remember to not do during your
interview.

& Don’t focus conversation on the financial compensation
or time off.

& Don’t look or act unprofessional.
& Don’t argue with your interviewer. Avoid controversial

topics even if you are ‘‘just making small talk.’’
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& Don’t lie. Invariably, the lie will reveal itself. Being unethi-
cal buys you a one-way ticket to the bottom of the appli-
cant pool.

HANDLING DIFFICULT QUESTIONS

Very few candidates have pristine CV’s. Whether it is a per-
sonal health issue, unexpected job change or a stint in rehab,
your potential employer will undoubtedly ask a question that
will force you to discuss a potential weakness. These poten-
tial weaknesses fall into two broad categories: weaknesses
resulting from past issues and weaknesses resulting from
recurrent issues. A past issue might include a year off during
medical school for mental health needs, a prior DUI, failed
boards exams that are now passed, or termination from a
job. When queried about the extra year during medical
school, ‘‘I took some time off for personal reasons,’’ should
be an adequate answer. You are being honest but not giving
any information that might be viewed as negative by your
potential employer. There is a chance the interviewer might
need more reassurance that this ‘‘issue’’ will not impact the
ability for you to perform your job. If the line of questioning
continues, ‘‘it is a private issue that I would rather not discuss
but, it is no longer an issue,’’ is a reasonable response. You
are being honest but also refocusing the discussion away
from the potential negative to a reassuring positive note.

In contrast to a past issue, answering questions about a
recurrent issue is tricky. A recurrent issue is something that
has happened in the past and might occur again; a recurrence
will potentially have an impact on your future professional
abilities. Your employer will want reassurance that you are
capable of doing the job described but you cannot do that.
You cannot guarantee that there will not be a disruption in
your ability to perform your job. A recurrent issue might
include a chronic illness, e.g. lupus, HIV, schizophrenia,
being the primary care provider for an ill, loved one. It is
difficult to know how best to answer questions about a recur-
rent issue. Even though your honesty might be appreciated,
discussing the issue in full detail and providing full disclosure
will undoubtedly be viewed as a net negative by your future
employer. It’s human nature. You are going to buy the car that
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has not been in an accident rather than the one that has, even
if it has been repaired and seems just as good as the other car.
An alternative approach is to just not answer the question.
Not answering the question leaves a blank in the interviewer’s
mind. This blank will be filled in with the worst case scenario
answer. If your potential employer sees past this, you will be
setting yourself up for potential problems in the future. Not
acknowledging the issue will only cause problems when the
issue does recur; not mentioning a history of debilitating
lupus flares only to have to take time off 3 months into a
new job will be a source of tensions in your new group. If at
all possible, try to answer the question with a balance between
full disclosure and ‘‘none of your business.’’ Be truthful but
guarded in your answer and focus on what you have done to
minimize the weakness and its impact on your professional
abilities. E.g. ‘‘I have had to take time off to care for my child
but my husband and I have developed a schedule to minimize
any impact on our jobs’’ ‘‘I had to take some time off for a
personal health issue but it seems to be in check.’’ In sum-
mary, be honest but succinct. Acknowledge the negative and
re-focus on the positive.

Please note that in the majority of circumstances it would
be illegal to discriminate against someone with pre-existing
conditions, but this does not keep people from harboring
negative feelings which, in turn, could impact your success
within that organization.

There are also questions that interviewers are not supposed
to ask but may; e.g. ‘‘Are you planning on having children
soon?’’ to the 30-something female candidate. A ‘‘none of-your
business’’ doesn’t usually go over very well nor does ‘‘I am
planning on getting pregnant as soon as I sign the contract
here so I can take advantage of the maternity leave policy.’’ This
is a situation where less is the better answer: ‘‘I am planning a
family someday but have no immediate plans.’’ If, however,
you are already pregnant, a more specific answer is necessary.

PREPARING FOR A VARIETY OF QUESTIONS

During the interview you will be asked many, many ques-
tions. Interviewers have a variety of styles. Some begin firing
questions at you from the moment you enter the room and
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others take a more conversational approach. Spend some
time thinking through your answers and, maybe, even do a
practice interview with a friend. Be prepared but be careful
not to come across as over-rehearsed. It is important to be
genuine and sincere in your answers. And remember to be
honest. There are no right or wrong answers. Just like a
personal relationship, a job might be a good fit for one
candidate but not another. You are interviewing them as
much as they are interviewing you. Below is a list of ques-
tions you can expect to be asked.

General questions you can expect to be asked include:

& What are your long-term goals?
& Why did you go into this specialty?
& What interests you about this job?
& What are your strengths and weaknesses?
& Describe a situation when you had to work with a difficult

person.
& What two or three accomplishments are you most proud

of?
& How can you make this practice more successful?
& What is it about this particular group that interests you?
& What made you decide to choose a small private group

versus a large group practice?
& What are your professional goals?
& Do you speak any other languages?
& Do you plan to take time off between residency and your

new job?
& Do you have support/family/friend ties in the area?
& Are you familiar with the group’s call schedule?
& Are you planning on working full time or part time?
& What type of things do you like to do during your free

time?
& Why would you like to work in this area?

Academic practice questions you can expect to be asked
include:

& What are your research goals?
& What are your academic goals?
& Have you prepared a grant application before?
& Have you received grant funding before?
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At some point during the interview you will be asked if you
have any questions. Do your homework and prepare a list of
your questions ahead of time. Not only does this provide a
better first impression, it also results in a more productive
interview for you. Start with ‘‘bigger picture’’ issues first before
getting down to the details. Also, there are questions that will
be more specialty specific. Because there will be some cross-
over in questions between specialties, we recommend looking
through all the specialty-specific questions to see if some
might be applicable to you. It is unlikely, and not recom-
mended, to ask all of the questions during a one-day interview.
Prioritize your questions especially if there are some answers
that would be potential ‘‘deal breakers.’’ Most employers will
either have a second round of interviews or other format for
you to ask additional questions. Especially for the first inter-
view, use your discretion as to who the questions should be
addressed to and when it is appropriate to ask them.

Some bigger picture questions you will want to ask include:

& Describe a typical ‘‘day in the life’’ in your practice.
& What does your ideal candidate for this job look like?
& What are your plans for the future of the practice?
& What is the management structure of the practice?
& Are group members willing to mentor new hires?
& Why did the last (two) group members leave?

Some more detailed general questions you might want to
ask include:

& How frequently are you on call?
& How easy is it to pick up extra work?
& How long is the average workday? Hours per week?
& Does everyone have equal access to work?
& How many years before partnership or shareholder

position?
& What is the call schedule like?
& Is there a jeopardy call schedule?
& Are there CME lectures readily available?
& What are the conditions for leaving the group?
& How much advance notice is required for leaving?
& Is there a buyout program?
& Is it possible to take patients with you to a new practice?
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& Is there a geographic non-compete clause?
& Can partners be asked or forced to leave the group? If so,

what are the conditions that might lead to such an event?
& How do the partners get along?
& Do partners tend to work together on issues that affect the

whole practice?
& Do partners tend to function more like individuals shar-

ing space?
& What staff resources will be available/provided to support

the practice?

General compensation questions to ask include:

& How is compensation determined?
& What retirement benefits are offered?
& Are you RVU (relative value unit) based?
& Who determines bonuses?
& Could your pay go down if the practice goes down and

vice-versa?
& When do you make partner and how does your compen-

sation change?
& Who pays for your insurance? Does it cover dental, dis-

ability and long-term disability? Does it change going
from employed doc to partner?

& Are they going to start using pay for performance mea-
sures (P4P) to determine salary? Are they capturing P4P
measures and trying to improve them? If not, again a big
warning, you are entering a dinosaur practice.

& What weight does the subspecialty practice have in the
group? Do the specialists make much more than you?

& Do they have a good 401 K plan that lets you max out?
Typically 42 K?

& Can you moonlight outside the group? Are there urgent
care or hospital moonlighting options?

& Do they pay for licenses, DEA, medical societies, CMEs,
etc.?

General malpractice and professional affairs questions to
ask include:

& Do you have your own malpractice lawyer on retainer?
& Are you self-insured or do you have malpractice

insurance?
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& What is the coverage like?
& If you have a company, do you have to report all claims to

the medical board? (If you are self-insured, you do not
have to but insurance companies routinely pass the info
on).

& Who defends you against a claim by the medical board?
& How are patient complaints handled? Is there an ombuds-

man to deal with them?
& Who evaluates you for partnership? With what criteria?

i.e. productivity, collegiality, competence, sobriety?
& Who makes the decision to hire and also to become a

partner? Who gets to fire someone, and is it a group
decision, majority or 2/3s?

& Do they pay your tail insurance if you leave? What hap-
pens if the group folds about malpractice claims and
insurance?

& If the group goes under, how much would you financially
be responsible for?

& Is anyone in the group doing anything on the margin of
medical care – botox injections, crazy plastic surgery,
workman’s comp fraud, etc.?

& If you have a complaint about another physician, who do
you bring it up with?

& Are there any inter-physician conflicts that might affect
you? Surgeons vs. meds, this department head vs. that
one, two queen bees in one office, etc.

Certain jobs, like those in academics, will come with addi-
tional issues. Pertinent questions to ask include:

& What is required for promotion?
& Average number of articles, lectures expected each

year.
& Initial funding or grant options.
& How much time will be allocated to clinical work vs.

research time?
& Is there flexibility in this as time goes by?
& What support will be provided for research activity?
& Is there available lab space if needed?
& Is there lab staff available?
& Is there staff support for administrative activities asso-

ciated with research?

36 THE INTERVIEW



& Are others in the department doing similar research?
& Are there opportunities for collaboration?

Some questions will be unique to your specialty. The
following section contains lists of questions to ask and ques-
tions that you may be asked organized by specialty.

Anesthesiology

Questions to ask include:

& How many hours worked: billable and non-billable
hours?

& How are cases assigned?
& Relationship with surgeons.
& Are you assigned to cases day after call (DAC) or do you

receive a DAC?
& How often called in the middle of the night?
& Do new hires get the same call schedule?
& Are you working with cRNAs?
& Is there a pre-op clinic?
& Are patients usually adequately evaluated prior to day of

surgery?
& Are you expected to call the patients the night before?
& Is there a call-relief system for cases that run late?
& What are the different locations that the group covers, e.g.

hospital, surgery center, office-based practice?
& Availability of ample ancillary services, e.g. anesthesia

techs, PACU nurses.
& Who assigns the cases?
& Who makes the call schedule?
& How do surgeons respond when you cancel or postpone a

case?
& Does your group allow surgeons to ‘‘anesthesiologist

shop’’ within your group?

Questions you will be asked include:

& Comfort level for ASA 3, 4 cases.
& Are you comfortable covering OB, peds, cardiac cases?
& Are you comfortable performing regional blocks?
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Pediatrics

Questions to ask include:

& What are the routine ages for regular well child exams?
& Is there an advice nurse? If so, what hours does the advice

nurse work?
& Where do the kids go after hours? Is there an urgent care?
& Is there a weekend clinic?
& Where is the closest hospital?
& Are there a certain number of hospital inpatient beds that

are reserved for our patients?
& Who rounds on newborns in the hospital?
& Do the OBs or Pediatricians perform the circumcisions?
& How many patients do the physicians typically see per day?
& Are there standardized handouts that are given to the

patient families for classic childhood illnesses?
& Can the pediatricians determine which patients get longer

times allotted for the visit?
& If a pediatric specialty referral is necessary, is the group

contracted with any particular organization(s)?
& Who administers the vaccines? Nurses, MAs, or MDs?
& How well is the clinic prepared for asthma exacerbations

and anaphylaxis?
& Will the nurses or MAs perform catheterizations?
& What procedures are typically performed in the clinic?
& Does the clinic typically follow the regular immunization

schedule?
& Do the pediatricians in the group conform to a set of

standards (e.g. starting Vitamin D or fluoride at a certain
age, screening for anemia, checking screening
urinalysis)?

& Do locums help out when pediatricians take their
vacation?

& What is the admitting policy? Do the MDs follow patients
in the hospital, or do hospitalists take care of the children?

& Do you have the equipment necessary for sedation, intra-
venous fluids, laceration repair, splinting?

& Are there laboratory facilities readily available? And how
quickly are the labs resulted?

& Is radiology readily available? And how quickly are the
films resulted? Can the physicians see the films online?
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& Is there a radiologist in-house?
& How many male and female pediatricians are there in the

group?
& Do the pediatricians dictate their notes or are they hand

written?
& Are prescriptions faxed directly from the computers?
& Do you use an electronic medical record? Can the physi-

cians access this at home?
& Can the families access their children’s medical records

online?

Questions you will be asked include:

& What made you choose general pediatrics?
& How did you hear about this pediatric practice?
& What made you decide to choose an office-based practice

versus a hospital-based one?
& How do you think your pediatric residency prepared you

for this type of practice?
& Why do you think this pediatric practice will suit you?
& Are you familiar with the patient population?
& Do you think that you will still have interest in academic

training?
& Do you have a particular interest or niche in pediatrics?

Often group practices have established different physi-
cians as the ‘‘go to’’ person for particular conditions, e.g.
adolescent medicine, orthopedics, allergy, etc.

& Would you feel comfortable performing procedures in
clinic? Various practices differ, but these can include
circumcisions, splinting, suturing lacerations, frenect-
omy, injections, incision/drainage, urine catheterization,
lumbar puncture, venupuncture.

& For CME workshops, which pediatric topics would inter-
est you the most?

Internal Medicine

General questions to ask include:

& Are you inheriting an existing practice that may have
specific characteristics (e.g. elderly patients, medicare
patients)?
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& How are new patients recruited? Do you get the problem
patients nobody else wants? If you are the only female or
of a particular ethnic background in the group, are you
going to be ‘‘pigeon-holed’’ into a certain practice, e.g. only
female urologist, so you get all the female patients.

& What is the panel size of a normal practice?
& Over what time period are you expected to fill up your

panel?
& Do you need to recruit in the community or with other

doctors to get patients?
& Does the practice have advanced access? (i.e. no backlog

for appointments). If not, why? Every reasonable practice
should have advanced access.

& Are there opportunities to practice share in the future?
Very popular with women with kids who want to practice
long term. If they do not have this option, it is a warning
bell that you might not get supported during maternity
leave, sick kids, etc.

& Are there big competitors in the area for patients? Are
there any big changes, mergers, etc. foreseeable in the
next 3–5 years?

& What is the general Medi-cal (or Medicaid) Medicare,
non-insured, HMO mix of the general population?

& What is the relationship like with the Managed Care part
of the organization? Do you have problems getting tests
and consults approved and do you spend a lot of time with
paperwork with this? How quickly do they deny or
approve? Can you appeal?

& How good is billing? What % do they collect?
& Do you cover concierge practice patients or any other

needy type patients?
& How long are patients waiting to see specialists? Are the

specialists in the group or outside? Are they good about
communication with you?

Hospital-related questions to ask include:

& Do you work with hospitalists? Are they part of the prac-
tice or do they work for the hospital?

& What is the reputation of the hospitalists and do they
contact you with admissions, DC, and need for follow-up
tests?
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& Are you expected to work in the hospital at all?
& Is it easy to get consults even on uninsured patients?
& Are the consultants set up to help out with procedures?
& Is the ICU covered by an intensivist 24/7 or is it you 24/7?
& How many hospitals will you cover? Are they far apart?

Could you be required to be in two places at the same
time?

& Are the surgeons supportive? Or do they want you to
admit all their patients? Do they come in the middle of
the night or expect you to do it?

& Will the ED write orders on patients for you and send
them to the floor?

& What is the relationship like with hospital administration
and other practices? Friendly vs. adversarial.

& Is there good parking at the hospital? Call-room, if you
need to spend the night? Doctors’ lounge?

& Who has to cover holidays and weekends? New guy often
gets this job.

& Is credentialing difficult at the hospitals?

Electronic medical records and work flow questions to
ask include:

& Do they have one or are planning to get one? Is it any
good?

& How much time do they spend answering the electronic
medical records in-box lab results, calls? Do medical
assistants cover the most or are doctors dealing with it?

& Can patients e-mail directly? How quickly do you need to
respond to their questions?

& Does someone cover your inbox on weekends, holidays,
vacations, your day off during the week? Are you expected
to cover someone else?

& How are lab results dealt with? One person covers the
whole department or individual docs get their own
results? By fax or in an EMR?

& Do MA’s (medical assistant) take patient calls?

Office-related questions to ask include:

& Do you get your own office space or do you need to share
with someone?

& How many rooms will you have to see patients?
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& Will you be in the main clinic space near other doctors or
somewhere off site? Will other internal medicine doctors
be available for curbside consults or are you on your own?

& Is there an urgent care on site or nearby?
& What do you do with sick patients? Is there a code team

for the clinic? How far away is the hospital? How respon-
sive is EMS?

& Do you have your own MA or nurse or do you share? Do
you get to choose your own MA?

& Do the MA’s work hard? Who is in charge of them? What
do you do if it is not working out with your MA?

& Do the nurses or MAs leave at 5 p.m. and you get to close
down the office?

& How quickly can you get stat labs and x-rays? Is there a
radiologist available to read films? Can you get CT scans
during the day?

& Are you scheduled at 15 minutes or 20 minutes per
patient? Huge quality of life issue for new docs.

& Are your patients scheduled such that you get breaks in
your schedule to catch up, time to eat lunch, etc.?

& If in a joint practice, how is scheduling arranged for the
last patient of the day?

& Do you dictate or type into EMR? Are templates available
to make it more efficient?

& Is lab available on premises?
& Are the exam rooms nice and fully stocked? Who makes

sure they are kept clean and fully stocked? Hopefully, not
you!

& Are the receptionists nice and professional? How long do
patients usually wait? Is there a mechanism if they are
waiting too long?

& Is the office management good? Does the staff have a
good relationship with management? What is the usual
turnover? (Should be less than 20%).

& How are medication refill requests handled?

Questions you will be asked include:

& What made you choose internal medicine?
& How did you hear about this practice?
& What made you decide to choose an office-based practice

versus a hospital-based one?
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& How do you think your residency prepared you for this
type of practice?

& Why do you think this practice will suit you?
& Are you familiar with the patient population?
& Do you have a particular interest or niche in internal

medicine? Often, group practices have established differ-
ent physicians as the ‘‘go to’’ person for particular condi-
tions, e.g. geriatric medicine, orthopedics, allergy, etc.

& For CME workshops, which internal medicine topics
would interest you the most?

Surgery

(See Internal Medicine section for questions on office-based
practices)

Questions to ask include:

& How is OR time allocated?
& Will I be given block time?
& When would block time be allocated (i.e. would it be

allocated prior to full partnership)?
& Where are the operating room facilities?
& Are they hospital based? Is there a surgery center?
& Are the OR’s office based?
& How will surgical cases be distributed to surgeons in the

group?
& Will it be on a ‘‘next available surgeon’’ basis?
& Is their a system of distributing cases based on seniority?

Questions you will be asked include:

& Comfort level in performing specific types of cases.
& Long-term goals for practice, e.g. specific niche.

AFTER THE INTERVIEW

After any interview, while the information is fresh in your
mind, jot down any impressions, facts uncovered, additional
questions, etc. Depending on the number of interviews that
you will be going on and the range of people you will be
meeting, detailed notes can be invaluable for sorting
through all the information in the comfort of your own
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home. It is always a good idea to jot down personal informa-
tion about the people you meet (e.g. Dr. Smith’s daughter
enjoys ballet). Referring back to this during subsequent con-
versations, adds a nice personal touch; this calculated
‘‘schmoosing’’ needs to be balanced with genuine sincerity.

After returning home from an interview, take a few min-
utes to write a personal note (by hand, not by computer or
email) to the person or people who interviewed you, thank-
ing him or her for their time and for the information about
their practice you gained from the interview. If you came
away with an interest to learn more, and continue as a
candidate, say so. If you have no interest in continuing
your discussions with the practice, say so, but in a nice
way. You are interviewing the group as well as the group
interviewing you. Most medical communities are relatively
small; think 6 degrees of separation may actually be more
like 2 or 3. You don’t want to make any enemies at this point
in your career.
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5

Evaluating the Offer

William W. Feaster

To properly evaluate an employment offer, you need to inves-
tigate several issues about the group you are joining; know
what’s included in the offer and what’s not; understand com-
pensation systems and employment benefits, especially what
you can expect to negotiate and what you probably can’t;
learn how to evaluate the contract and other documents
you are being asked to sign. To make it even more difficult
to discuss here, every specialty is different and the laws
governing practice and contracts vary by state. The smaller
the group, the more important all of these issues become.
The larger the group, like a Kaiser Permanente, or especially
the government, the less relevant many of these issues
become.

EVALUATING THE GROUP

There are a few general considerations about a group you
need to investigate before joining it. Perhaps the most impor-
tant one is the group’s reputation in the medical community
and the reputations of its members. Does the group have a
service orientation? Do people like to refer them patients? Do
they make themselves available to these referrals or consults?
Is anyone in the group considered a marginal practitioner
that you would have to ‘‘cover’’ for, or apologize for, if you
joined them? Does anyone in the group have personality
issues? Some of this is certainly specialty related. The chances
of being saddled with a group member with an explosive or
difficult personality are much less in a group of pediatricians
than they would be in a surgical practice.

M.T. Berhow et al., Life After Residency, DOI 10.1007/978-0-387-87692-4_5,
� Springer ScienceþBusiness Media, LLC 2009
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What hospital or hospitals does the group routinely use
for practice? What are the reputations of these hospitals?
Are all of the support services required for your practice
available at these hospitals or elsewhere in the community?
How do the Joint Commission (www.jointcommision.org),
Health Grades (www.HealthGrades.com), the Leapfrog Group
(www.leapfroggroup.org) and other external agencies rate
these hospitals? Is the hospital recognized for nursing excel-
lence or has it achieved the prestigious ‘‘Magnet’’ status from
the American Nurses Credentialing Center (www.nursecre-
dentialing.org/magnet)? Another key question is whether the
hospital has participated in the various patient safety initia-
tives sponsored by the Institute for Healthcare Improvement
(www.ihi.org), such as their 100,000 Lives Campaign and
their, more recent, 5 Million Lives Campaign.

Some specialties have contracts with these hospitals –
often exclusive ones for the hospital-based specialties of
anesthesia, emergency medicine, pathology and radiology.
What is the group’s relationship with the hospital like? How
long-standing is the contract? Are there outstanding issues
that are creating a contentious relationship with the hospi-
tal? If this hospital contract is terminated, what would hap-
pen to the group? The best place to look for answers to these
questions is from group leaders or group members during
your interviews. If you are concerned about whether or not
they are forthcoming with their answers, seek out someone
from another specialty for confirming information. The ulti-
mate source for this information is the Hospital’s lead
administrative physician (Vice President of Medical Affairs
or Chief Medical Officer are a couple of commonly used
titles for this position). This individual is often responsible
for negotiating and renewing these types of contracts.

You will also need to understand the group’s structure. A
corporation will usually have a well-defined leadership and
mechanism of group ownership (shares). A partnership may
have a less formal structure, often with a managing partner
running the business affairs of the group. Buy-in may be a
bit more complicated to define as well.

How efficiently the business of the group is managed is a
very important topic of your research. The first question to
ask is whether they bill themselves or contract this out. If
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they bill themselves, how good a job do they do? You can
determine this by various billing metrics like how many
days, on average, a bill remains uncollected in ‘‘Accounts
Receivable’’ (AR). For example, if a group’s average days in
AR are 45, that means that on average, a patient bill is
collected 45 days after the service is performed. That would
indicate good performance of the billing function in the
practice. The longer the period before a bill is paid, the less
likely it is to be collected. If the group has an average days in
AR of 90, not only does that negatively impact cash flow, that
also means that many bills are probably older than 120 days
after service or more, and less likely to be collected. An out-
side billing service would require the same scrutiny.

In addition to billing, the higher the group overhead, the
less money is available to the providers for take-home sal-
aries. Overhead norms vary by specialty and you’ll have to do
some asking around to determine the number for your own
specialty. For example, the overhead expense for anesthesia
billing is commonly between 6% and 8%, since anesthesia
has fewer bills of larger amounts. Additional practice over-
head varies from 5 to 15%, for a total practice overhead
usually less than 20%. A practice with an office, clinical
and business office employees, medical equipment, more
bills of smaller amounts, more insurance authorization
issues, such as those regarding the ‘‘gatekeeper’’ function of
primary care, etc., can expect to pay a much higher over-
head. A primary care practice may have an overhead of 50%
or more of collections. Billing overhead may be 15% or more
by itself. Again, try to find out what reasonable specialty-
specific metrics would be for your type of practice.

BUY-IN

Another major issue affecting your future in a group is
whether or not you will be offered ownership in the group.
It is usual for individuals to be hired by a group as an
employee without any ownership or governance rights in
the group. Prior to buy-in, there is usually a waiting period
of one to two years during which existing group members
determine your fit with the group – the quality of your work,
your dedication to the group and your (its) patients, how
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hard you work, how you get along with other members and
staff, etc. If your salary is significantly discounted over other
group members for that 1–2 year waiting period, that may
itself count as your financial ‘‘buy-in.’’ If you are paid an
amount roughly equal to other partners or owners of the
group, then to become an owner in the group, you will be
asked to pay for a proportionate share of the group’s assets.
In a corporation, you will be buying a share or numbers of
shares of stock. In a partnership, you will be buying a portion
of the partnership’s assets, presumably an equal portion
based on the total numbers of partners in the group. Where
this becomes important is at the end of a fiscal year, when
there are additional monies left over after all salaries are paid
out, any extra income is paid out to the partners in an amount
equal to the portion of the partnership that they own. Cor-
porations will have other formulas for paying bonuses or
dividends at the end of the year to their shareholders.

Other advantages of group ownership may be more sub-
jective. It will give you a right to participate in group govern-
ance and give you a say in how the group is run, even run it
yourself if selected for this task. You may take less call as an
owner. You may have priority over the schedule, or patient
referrals to the group. You may get the opportunity to own
your own accounts receivable, which would be paid out to
you if you left the group. It may be harder for group mem-
bers to terminate you if you’re a shareholder or partner. At a
minimum, they would need to buy you out.

There may be disadvantages of ownership as well. Before
you join, or especially before you buy into a group (especially
a partnership), make sure there are no outstanding liabilities
or pending lawsuits that would substantially diminish the
group’s assets. The reason that I mentioned ‘‘especially a
partnership’’ is that a partner in a group structured as a
‘‘partnership’’ instead of a corporation (or limited liability
company) is fully exposed to both the profits and the liabil-
ities of the partnership. A large judgment against the prac-
tice or large business loss may impact your personal wealth,
including things like IRA retirement savings accounts. If you
were still only an employee, you would not be liable for this.
If you were a shareholder of a corporation, your personal
assets would also likely be protected.
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If you are offered a buy-in by the practice, how can you be
sure that the amount you are expected to pay, or future
salary you are expected to forgo is reasonable? How do you
do a practice valuation? The major components of practice
valuation are as follows:

& Assets – these will vary by the type of practice. An anesthe-
sia practice has very little actual assets with the exception
of the practice’s accounts receivable. These also will have
little value if individuals have actual ownership rights
over their own accounts receivable. A cardiology practice,
on the other hand, may have many assets, an office with
many leasehold improvements, major equipment such as
echo machines and nuclear medicine cameras, minor
equipment varying from computers to EKG machines to
furniture, etc. Practices will consider their charts an asset,
since they are physical items that tie patients to the prac-
tice. Portable electronic patient records will eliminate the
value of actual charts in the future.

& Cash flow from other business activities or excess practice
income – if a practice has other businesses or investments
that generate cash flow or an annual excess of revenue
over expenses that is distributed to owners, a value can be
placed on that cash flow. An example of this would be a
large anesthesia practice that did its own billing, but also
billed for other anesthesia practices in the region from
which it makes a profit.

& A hospital contract – here, things get dicey. Usually, hos-
pital contracts have a value to the practice in that they
guarantee access to business within the hospital and often
pay stipends for service. The cash flows from such a con-
tract into the business could be valued, just as the above
other business activities. The caution here is that most
contracts have early termination clauses, and can be ter-
minated early by either party, without cause, in a rela-
tively short period of time. This reduces their potential
value to the practice. Loss of such a contract may even
cause the dissolution of a practice.

& Goodwill – basically, you are buying part of the group
member’s reputation and referrals. More often than not,
this means buying the privilege of working with the group.

BUY-IN 49



To determine the actual buy-in value of the practice, you
take all of the objective values listed above, especially actual
values such as accounts receivable and physical assets of the
practice, and add this to the present value of cash flows from
other business sources and excess practice income. You then
divide this by the number of owners and get a number for the
value per share of ownership. Then compare this to what you
are being offered as a buy-in amount. If it’s less than your
calculation, then you’re getting a good deal from a financial
perspective. If it’s more, you’re buying the privilege of work-
ing with the group; it’s goodwill, the tenuous value of any
contracts and any other benefits ownership affords you.

COMPENSATION SYSTEMS

The amount of your starting salary is one of the issues of
your new employment most likely to be negotiated. The
system under which it is paid is less likely to be open to
negotiation. To understand what an offered salary really
means, you need to understand basic compensation systems
and the benefits included in that salary. We will cover some
basic compensation systems common to a medical practice,
followed by a discussion of benefits.

Straight salary is a common compensation approach in
your first year or two of practice and with large employers
like the government or medical groups, part of pre-paid
health plans. It’s how you were paid in your residency and
most other jobs you’ve held prior to medical school. With
straight salary, you receive ‘‘X’’ dollars per year, paid in equal
installments every two weeks (bi-weekly), twice a month
(semi-monthly), or monthly, usually in arrears (you get
your check within 7 working days after the end of a pay-
period, not in advance). In most cases, you won’t be paid
‘‘overtime’’ if you work more than the expected work hours.
Physicians are usually considered ‘‘exempt’’ employees,
meaning you are exempt from overtime and not paid by the
hour. Some large employers, however, provide you with the
equivalent amount of time-off for the hours you’ve worked
beyond your employment commitment. They may also pay
you for the additional time you’ve worked in lieu of taking it
as compensatory time.
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Some employers will add a bonus to a straight salary at
the end of the year, based on the group’s profitability or, you
or your specialty group achieving pre-determined goals for
productivity, quality and other metrics. Employers like this
type of compensation system as it provides an incentive for
hard work, efficiency, customer satisfaction, etc. With a
straight salary without bonus, you are paid the same amount
no matter how good a job you do.

The compensation system which awards productivity
above all else is one in which you are paid what you collect
from patients, less practice overhead and billing expenses,
or, based on units of service worked which are paid on an
average corporate ‘‘unit value.’’ Straight productivity systems
are less common in the first year or two of practice, or in
larger group practices, but are very common after you get an
ownership interest in a group.

There are other models as well, such as combinations of
the above. Some groups pay a straight salary from 7 a.m. to
5 p.m. Monday through Friday, and then pay extra for work
outside of those hours. Other combinations likely exist. The
one basic principle of compensation systems is that they
reward and encourage certain types of behavior, for good or
for bad. For example, a system utilizing straight salary doesn’t
reward or encourage high productivity or high quality work. A
straight productivity compensation system awards high
volumes of work over quality or work benefiting the group
as a whole. When you join a group or large employer, you
won’t likely be able to get them to provide you with a different
compensation system than that they already have in place.

BENEFITS

There are basically two types of benefits. The first category
(statutory) are those required by law to be provided to an
employee. The others are more elective. See Table 5.1.

Statutory benefits include payments into Social Security
and Medicare (the employer’s contribution), state disability
insurance, unemployment insurance, and pregnancy (or
family) leave. While an employer is ‘‘required’’ to provide
these benefits, they may be subtracted from your total com-
pensation, especially if you are an owner of the group and
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are paid with a compensation system based primarily on
productivity. This is less of an issue with large employers
such as universities or large groups.

Most employers elect to provide additional, but optional
benefits, including some form of paid vacation, conference
or sick leave; health, life, disability, and malpractice insur-
ance (see Chapter 8); pension plan contributions, 401 K or
403B accounts (see Chapter 9); or very elective ones such as a
leased car, home office, etc.

Vacation and sick leave can be combined into ‘‘personal
time off’’ or PTO. Most employers grant a minimum of two
weeks vacation or three weeks if considered PTO. Many med-
ical groups offer much more generous time off depending on
the age or other life interests of the more senior partners.

Insurances provided through your employer are advanta-
geous to you for several reasons. They are taken out of pre-
tax dollars, and often are lower in cost than if privately
negotiated (especially true of larger employers). Perhaps,
even more important is coverage without proof of insurabil-
ity. If you have a pre-existing medical condition (juvenile
onset diabetes, prior renal transplant, hepatitis, etc.) that
would otherwise make obtaining health, life or disability
insurance impossible, this is a HUGE benefit to you.

These last few benefits may be more of a convenience for
you and if you elect them, and are taken out of your salary for

TABLE 5.1. Types of benefits

& Statutory ‘‘benefits’’:
– Social security (employer contribution) and Medicare
– State disability insurance
– Unemployment insurance
– Pregnancy leave

& Elective benefits:
– Vacation, sick leave or PTO
– Health insurance (coverage for pre-existing conditions?)
– Group life insurance (pre-tax and post-tax)
– Group disability insurance
– Education
– Conferences
– Car, home office, etc. (usually taken out of salary)
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tax purposes. The advantage of many of these benefits, even
if taken from your salary, is that they are taken out of pre-tax
dollars before deductions are calculated. They don’t show up
on your income tax forms as deductions, and are therefore
less subject to audit. Universities are more likely to offer
unique benefits like tuition assistance, for both you and
your children, and educational funds out of which you can
attend conferences, buy computers, books, etc.

Prior to signing an employment agreement, or selecting a
job, it’s important that you fully understand what elective
benefits your employer will provide you and how these ben-
efits will be paid, whether by the employer or out of your
salary. Not only will this expose what would become unplea-
sant surprises, it gives you the opportunity to more accu-
rately compare the total compensation packages between
different employers.

COMPARING COMPENSATION OFFERS

Let’s say you have two offers with different stated salaries.
One is with a small single-specialty medical group (Group A)
and the other is with a large pre-paid health plan with a
multispecialty medical group (Group B). Group A offers
you a starting salary of $250,000 a year. Group B offers you
$180,000 a year. There are many issues that you should
consider in choosing between the two offers, but let us look
at total compensation.

Both groups provide insurances, but Group A deducts it
from your salary, and group B pays for it. Group A has a
pension plan and allows you to contribute $30,000 a year
into it. Group B covers all of its professional employees with
a defined benefit plan of equivalent value. Group A deducts
any other professional expenses from your pre-tax salary,
such as conference expenses, and Group B provides an
annual stipend for conferences. Both groups allow you
three weeks a year vacation. Group A expects you to work
50 hours a week and doesn’t pay you if you work more hours.
Group B either gives you compensatory time, or pays you for
those additional hours worked through additional salary.

Table 5.2 illustrates a theoretical comparison of the total
compensation offered by these two groups. The take-home

COMPARING COMPENSATION OFFERS 53



message here is that one salary is not directly comparable to
another without taking into account the benefits offered by
each employer and who pays for those benefits. Ultimately,
there are a lot of other reasons for choosing Group A over
Group B, or vice versa. We didn’t cover longer-term issues
like pay and other additional befits after becoming a share-
holder or partner in the group. But, in this analysis, salary
shouldn’t be the primary reason for choosing one over
another group, because after deductions, your take home
pay from both Group A and Group B will be equivalent.

WHAT ELSE CAN YOU EXPECT TO NEGOTIATE?

The smaller the group you join, the less likely or able that
group will be to pay for additional expensive benefits. But,
there are a lot of other issues you can negotiate that won’t
cost the group a lot of money.

Some larger group may be willing to pay for moving
expenses and temporary housing support during your reloca-
tion. Certainly, Group B above has the capacity to do this, as
do other large multispecialty groups, universities and govern-
ment employers. A general rule of thumb here is that if you
don’t ask, you probably won’t be offered this benefit.

Work hours, full- vs. part-time, may be negotiable. What
puts you at a disadvantage here is that part-time employment
generally pays proportionately less than full time. You may
also have to take a full share of call for part-time pay.

TABLE 5.2. Comparison of total compensation

Benefit Group A Group B

Salary $250,000 $180,000
Health insurance ($8,000) 0
Disability insurance ($2,000) 0
Malpractice insurance ($10,000) 0
Pension contribution ($30,000) 0
Conferences and Ed leave 0 $2,000
Compensation net benefits $200,000 $182,000
Paid extra work 0 $20,000
Total compensation $200,000 $202,000

Note: Negative numbers are in parentheses.
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Negotiating ‘‘special deals’’ for less call may also be difficult.
Physicians in groups don’t like to grant special deals. They
want to hire people who will make their life easier by taking
a full load of work and call. You may want to work additional
shifts beyond your practice responsibilities, as a hospitalist,
providing call coverage for other groups, EDs, etc. If so, it is
important that you negotiate away any restrictions in your
employment agreement limiting your ability to do this type
of work. Restrictions over outside work are most common in
university practices or with other large employers.

An important issue in smaller groups that may be negoti-
able is whether or not you own your accounts receivable
after leaving the group. This is unlikely if you are coming
into a group at a full salary from day one. The group will
need to utilize your collections after you leave to make up for
paying you in advance when you arrive. If, on the other hand,
you start at a very low or no salary until your collections
begin, then you should make sure that you own your own
accounts when you leave. In this case, the group didn’t go out
of its way to front you the money, or perhaps fronted you a
loan on your collections that you will have to pay off. This
will usually be defined for the entire group, so special deals
may be difficult. It is also more likely that you will be able to
own your own AR after you buy in to the group, rather than
as an introductory employee.

One final and, potentially, negotiable point is who pays
your malpractice tail insurance coverage when you leave the
group. We will cover types of malpractice insurance and what
a ‘‘tail’’ is in Chapter 8, but for the sake of the discussion here, a
tail can cost three times your annual malpractice premium
and covers you for any future claims from your practice with
this group. This is less of an issue if you move to another,
similar group where you have to maintain malpractice insur-
ance. You won’t need to buy a ‘‘tail.’’ If, however, you decide to
go back into an academic practice, join the military or get
another job with the government, join a large pre-paid health
plan practice, or cease to practice medicine altogether, you
will have to pay for this tail coverage.

If you decide to make this change, it is hard to expect that
an employer in your existing group would pick up the bill.
You would have to make a deal with a new employer for this.
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On the other hand, if your existing employer terminated you
without cause (a contract clause in most agreements), you
may want to try to negotiate the ‘‘poison pill’’ to this provision
of mandating that they pay for your malpractice tail with
such a termination. They may not agree to it, but like moving
expenses, you probably won’t get this potential benefit if you
don’t ask.

In general, negotiations always work more to your advan-
tage if you’re in a position of strength. The best strength
comes from your new employer badly wanting you to join
their group. If your job is in an underserved area and you are
trained in a specialty where there is a large shortage, you can
get a lot of additional considerations in both salaries and
benefits that you won’t likely get if you are one of several
people applying for one job in a large metropolitan area. You
may also be able to leverage a third party, like a hospital, in
negotiating additional salary or benefits. Hospitals can leg-
ally pay medical directorships, moving expenses, provide
forgivable loans and other benefits if they can document
that you are moving in from outside the area and there is a
shortage of your specialty in the area you’re moving to. Try
to take advantage of all this if you are eligible.

EMPLOYMENT CONTRACTS AND OTHER DOCUMENTS

Let’s move on to the employment contract and other employ-
ment documents. The larger the employer, it is less likely you
will have a formal employment contract to review. For exam-
ple, in a university setting, you will likely have some sort of
an offer letter outlining the basic agreement with your
department chairman. Most of the details of your employ-
ment are well described elsewhere in human resources docu-
ments or department policy manuals. The government or a
very large group practice will be similar with the military
having its own unique set of contract terms.

If your practice does offer you an employment contract,
chances are that it is a standard document offered to all
professional employees of the group. It has been developed
over many years and has already been reviewed by many
attorneys. Because of that, it may be fairly hard to change,
unless you change some condition in the contract for all of

56 EVALUATING THE OFFER



the other professional employees in the group. Some things
can’t be changed at all, such as provisions for retirement
contributions into a pension plan. That is completely defined
by the legal documents forming the plan.

FOR FURTHER REVIEW

When evaluating an employment contract, some of the items
that require a close review or complete understanding are:

Employment duties: This will usually specify that you will
devote your entire professional time to the performance of
your duties for the organization. This may become an issue if
you want to work part-time for another employer.

Term of the agreement: The contract will likely specify a term
and termination date. There often is additional language stating
the contract will automatically renew annually if not terminated
by one of the parties. This is sometimes referred to as an ‘‘ever-
green clause.’’

Salary: An employment agreement usually specifies an amount
of compensation if that compensation is guaranteed. If there
isn’t a ‘‘guarantee,’’ and your income is based on the patient care
services you provide, then some methodology for passing along
payments for your patient care should be specified.

Ownership of accounts receivable: If you leave the practice,
does the practice continue to collect on the bills submitted for
your services, or do you collect them? Any outstanding, unpaid
bills are referred to as accounts receivable. If you don’t own
them, then you leave the practice with no continuing income
unless you already have another job lined up which has a guar-
anteed salary.

Benefits: Often, benefit details are in some other document such as
an addendum to the agreement, or in a document that also applies
to the other members of the group. Make sure you get a copy of this
document or these documents and carefully review them.

Do-not-compete clause: If you leave the practice, the contract
may specify certain penalties if you go into practice in direct
competition with the group you are leaving. This may or may not
be enforceable in all states.

Termination with or without cause: Termination with cause is
usually immediate and is associated with events like getting
kicked off the medical staff, your medical license to practice
being restricted, dropping malpractice insurance, drug abuse

(continued on pg. 58)
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affecting practice, illegal activities, etc. Termination without
cause should allow either party to terminate the contract with
some reasonable notice like 90 days. Make sure you can get out
early if this practice doesn’t work out.

Arbitration: If a claim or controversy arises out of this agree-
ment, then organizations usually request that it be arbitrated in
accordance with the Commercial Arbitration Rules of the Amer-
ican Arbitration Association. The location of this arbitration or
any subsequent litigation is usually specified, as well as the
responsibility for any expenses arising from this arbitration or
litigation.

Medical Malpractice: Most contracts require that the physician
obtain malpractice insurance with certain minimum limits. It
will specify who pays for this coverage. It may also specify who is
responsible for paying for a so-called ‘‘tail’’ if coverage is termi-
nated. See Chapter 8 for more details. It is very important that all
of the key issues related to malpractice insurance are written
clearly in the agreement and understood by all parties.

At a minimum, you should have someone read the con-
tract who is familiar with employment contracts in general,
the terms you can expect, and the basic legal issues, and who
can explain the details of the contract to you in terms you can
understand. Often, there is someone on the faculty of your
residency program who can assist you with this task. If you
don’t have anyone to do this, you may need an attorney to
review it, though this may get fairly expensive if the attorney
gets carried away with concerns over issues that aren’t likely
to be negotiable. Where an attorney may be particularly
helpful is with contracts with newly-formed groups, those
with atypical business dealing, those with a seemingly large
buy-in, or those with a do-not-compete clause that would
significantly restrict your ability to practice in an area you
chose to live long term for family or other reasons. If you do
get an attorney, it is very important to get someone familiar
with the laws of the state in which you are intending to
practice. For example, whether or not a do-not-compete
clause is enforceable in California may be completely differ-
ent from the enforceability of a clause with the same lan-
guage in Nevada.
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Other important issues may not be listed in an employment
contract. These are things such as call frequency, time off,
case assignments, behavioral standards, benefits, etc. These
are often written down in other types of documents such
as policies and procedures. These policies and procedures
usually apply to the entire group and should be made avail-
able for your review. As a general principle, if it isn’t written
down, it doesn’t exist. You have to get everything important to
you specified somewhere in writing, either in a policy, a
procedure, a contract, a letter, or even an e-mail.
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6

Medical Staff Credentialing
and Privileges

William W. Feaster

It takes longer than you think!

Before you can start to practice with your new employer, you
need to apply to the medical staff of the hospital(s), ambu-
latory surgery center(s), etc. in which you’ll be working, and
request privileges to practice in these organizations. In addi-
tion, in order to bill and collect from the various types of
insurances, including governmental payers, you will also
need to either be credentialed by each insurer, an IPA (In-
dependent Practice Organization) if the insurers delegate
credentialing to the IPA, and get the appropriate provider
numbers for your new state’s Medicaid program (every state
is different) and Medicare. This latter form of credentialing
is usually done by your practice or billing agency, but you
have to provide them with the appropriate information. We
will focus on Medical Staff credentialing and privileges here
since many of the same principles apply to both types. A
suggested timeline for how best to plan your credentialing
and obtain privileges can be found in the appendix.

CREDENTIALING

Credentialing and obtaining privileges are two quite differ-
ent topics. Credentialing is the verification process that
assures the organization that you are who you say you are,
that you’ve completed the education you said you com-
pleted, and that you have completed (or are currently in
good standing in) the residency training you plan to com-
plete prior to joining their medical staff. In addition, they
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verify any board certifications, that you have a license to
practice in their state (and any prior or current state
licenses) and any prior Medical Staff memberships. In their
application, they will ask you a variety of other questions
such as those covering prior arrests and convictions, mal-
practice suits, illegal drug use and the like. Refer to the next
chapter for a harrowing story about something as silly as a
DUI! All these answers need to be verified as well.

The standard that all Medical Staffs are required follow is
to use ‘‘primary source verification’’ whenever possible. That
means they can’t rely on the fact that another hospital has
verified something like your college education and degree.
They have to do this again from ‘‘scratch’’ by directly con-
tacting your college or university. The only exception to this
is if several organizations have delegated credentialing to a
central office (as in a health system) or IPA for insurances,
then only the delegated source needs to complete the pri-
mary source verification.

There are a couple of sources for verification that exist on
the national level, although these are technically secondary
sources of verification. The first is the National Practitioner
Data Bank (NPDB) sponsored by the Federal Government.
This data bank was established to prevent incompetent prac-
titioners from moving from state to state without disclosure
of prior medical malpractice payments or adverse actions
taken against them by licensing boards or Medical Staffs. To
assure confidentiality, the NPDB is only accessible to entities
that meet certain eligibility requirements (e.g. Medical Staff
credentialing offices and State licensing boards), and is not
generally accessible to the public. To keep the NPDB useful,
there is a mandatory reporting requirement for State licen-
sing boards, professional societies and Medical Staffs to
report any adverse actions against physicians, dentists and
other practitioners. Any entity that makes a medical mal-
practice payment for the benefit of a physician, dentist or
other practitioner must report certain payment information
to the NPDB. A companion Federal data bank is the Health-
care Integrity and Protection Data Bank (HIPDB). The
HIPDB was created out of Health Insurance Portability and
Accountability Act (HIPAA) legislation. It is a repository for
fraud and abuse in healthcare insurance and healthcare
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delivery. Together, these two data banks are a valuable
source of information that Medical Staffs utilize to verify
statements made on Medical Staff applications. For more
information on these data banks, visit www.npdb-hipdb.
hrsa.gov/index.html

As you might imagine, all of this verification takes time. Plan
on a minimum of two months, but three to four is more likely.
Don’t assume you will just be granted temporary privileges to
practice in a hospital. The Joint Commission has restricted this
practice to very specific circumstances, none of which you will
likely fit. The verification of credentials cannot be hurried. The
application, once complete, can be rushed through Medical
Staff and Board channels, but this isn’t a good way to start
out your relationship with your new hospital.

The first rule governing a successful Medical Staff appli-
cation is to be complete. Answer all of the questions, include
all of the requested documents, and sign everywhere they ask
you to sign. And don’t forget to send the check for the pro-
cessing fee. You have to pay them to do all this work! The
second rule is to be absolutely truthful. They search a variety
of sources to verify your answers to questions. If you lie,
chances are they will find out. Just about everything about
you is somewhere on the Internet and they know how to find
it! The third rule is to send in your completed application six
months before you want to start working, or within a week of
receiving it after you accept your new job and request the
application.

On your application, you will be asked to provide
references. All of these references will be contacted and
will be sent some type of form to return to the Medical
Staff credentialing office to which you are applying. Many
of the people you list as references will have large stacks of
papers on their desks and this piece of paper will likely
migrate towards the bottom of one of these stacks (or into
a circular file). It’s a good practice to call the Medical Staff
credentialing office about three weeks into the process and
ask them about the status of your application, whether they
have received everything they need and whether your
references have been received. Assuring that your refer-
ences are complete is as much your responsibility as the
credentialing office.
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OBTAINING PRIVILEGES TO PRACTICE

Once your credentials file has been fully verified, a few more
steps remain. Credentialing is different from granting privi-
leges to actually practice. Both are ultimately necessary to
complete the process. A fully credentialed physician can join
the Medical Staff, but they can’t actually practice until they
have been granted the privilege to do so. In your Medical Staff
application, you were asked to fill out a request for privileges
in your specialty. If you are just completing your training,
your training program will attest to your ability and compe-
tency to perform a given set of privileges. The department
head of the Medical Staff must ‘‘sign off’’ on these privileges.

The completed application, all of the verifications and
recommendations, and the request for privileges are sent to
the organization’s credentials committee for review. This
group will review all of the documents, and determine if
there are any issues that need to be more fully explored.
For example, one of your references may indicate that you
have a difficult time getting along with subordinates, they
may ask for additional references or even request a personal
interview prior to passing your application along to the
Board of Directors for final approval.

After you successfully complete this process, and are
accepted into the Medical Staff, you will receive a confirming
letter from either the chair of the credentials committee, your
department chief or the president of the Medical Staff. If you
didn’t already pay Medical Staff dues with your application,
you will be asked to pay them. You will receive a copy of the
privileges you were granted and be notified whether any you
requested were denied. One or more members of the Medical
Staff will be assigned as your ‘‘proctor’’ for these privileges. All
privileges, when first granted, are only interim until you
demonstrate your proficiency as judged by a member of the
Medical Staff with similar privileges. It is your responsibility
to contact your proctor when you are initially caring for
patients at the facility. The number and types of procedures
that require proctoring will be listed in your letter.

As a general rule, Medical Staff applications are even-
tually approved and privileges are granted commensurate
to a new applicant’s training and experience. But there are
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some exceptions to this general rule. Some departments are
‘‘closed’’ due to an exclusive contract between a group and
the hospital. The departments that often have these exclu-
sive arrangements are the hospital-based departments of
Radiology, Anesthesia, Pathology and Emergency Medicine.
If you attempt to join a medical staff and gain privileges in
one of these hospitals or other facilities and are not joining
the exclusively contracted group, your application will not
be accepted. There are other times when privileges you are
qualified for may be denied. For example, department chief
‘‘A’’ is one of only a couple of physicians on the medical staff
of a hospital who performs a very lucrative procedure. You
apply for privileges in that hospital for that same procedure
and A denies your application, stating that you have insuffi-
cient experience in doing this procedure. In this case, your
privileges were denied based on economic, not medical rea-
sons. Remember, the practice of medicine is a big business
and some put business ahead of medical ethics.

It is unlikely that you’ll be a victim of such an event, but if
you are, you’ll usually have recourse within the Medical Staff
bylaws themselves. These bylaws will often outline an appeal
process through which adverse decisions such as the denial
of privileges can be adjudicated. In our example above, it’s
likely that A’s denial of your privileges was a breach of con-
tract (the contract being the Medical Staff or Hospital
bylaws), violated due process, had antitrust implications,
and might even violate federal antidiscrimination laws. Any
one of these arguments, if successful, would be enough to
overturn A’s decision.

Another issue is confidentiality. Your medical staff appli-
cation is confidential and information in it cannot be dis-
closed outside of formal Medical Staff committee delibera-
tions. One might imagine that department chief ‘‘A’’ isn’t
beyond leaking some sort of information that may be
intended to discredit his competition if this was allowed.
You can ask to view any information you provided in your
application, but even you cannot view any of the references,
verification work, or Medical Staff committee deliberations
on your application.

Throughout this process, especially if you’re out of town,
it is best to rely on the administrative staff of your new
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practice to make sure that your application is proceeding
through Medical Staff channels and will be completed by the
time you show up to work, and that you are going to be
properly credentialed with third party payers by the time
bills must be submitted for your services. They know the
local personnel and have likely worked with them many
times to process new recruits. I’ve intentionally made this
process seem very complicated because it is! Respect it as
there is nothing worse than showing up at your new job
unable to work and draw a salary.
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7

Obtaining and Maintaining Your
Medical License

John G. Brock-Utne

The Medical Board of each state in the union is mandated to
make sure that the physicians and surgeons that practice in
its state are properly licensed. This is done to protect the
consumer from doctors that do not have the proper require-
ments to be licensed. Some states are more stringent as to
what is required than others. California, for example, is one
of the most stringent. In the 2003–2004 fiscal year, almost
5,000 applications were reviewed by the Medical Board of
California which only granted 4,000 licenses. Also, be aware
that the Medical Boards do not tend to pay their staff that
well; so, sometimes the service or the perceived service you
get is not like a Four Seasons hotel.

There are three things to remember when dealing with the
Medical Board namely, never lose your cool, always be polite
and make copies of everything that you send them. Use
Federal Express, DHL, UPS, Post office, etc. and get a receipt
that you have sent it and preferably with a note back from
the Board that they have got it. I know it is not going to help
you if they misplace it. It is the belief of my residents that
when the Board has to sign for receipt of a parcel, then they
take it much more seriously. Actually going to the Board and
handing in your paperwork personally is the best of all as it
may work wonders for you. Added to that is that you may get
to meet someone and then you should hopefully get their
name and number. Just to let you know that in California,
the Medical Board state that the staff is unable to verify
receipt of documents when it is not hand delivered.
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OBTAINING YOUR LICENSE

You will find that the Medical Boards take their job very
seriously and do a comprehensive review of the application,
including a full background check. Hence, it does take time to
be licensed. In California, it is recommended that you start the
application process at least 6–9 months before you need your
license. The average wait time in the U.S. is 7 months. As a past
residency director, I have had many frustrating stories from
my past residents when they have attempted to get licensed.
The recommendation is that if you want to work in a state
where you have no license, you must start early in your CA3
year. If you don’t, you will find that when you want to start
work, the hospitals are still waiting for the paperwork to grant
you privileges. Sometimes your private practice job especially
will necessitate that you work in different hospitals. Working
in more than one hospital is more common than you think. A
previous resident in our department went to Texas and could
not start work for the private firm before all 10 hospitals that
the firm covered had given her privileges. She could not work
for 4 months. So don’t tell me that you have not been warned.

The requirements, application forms and instructions can
be downloaded from the Board’s website. (See Appendix D in
the back of the book for a list of contact info for the state
medical boards.) Many boards now require live scan finger-
prints. If you live in a state that requires this, then you must
complete the electronic Live Scan fingerprint process. Alter-
natively, if you live outside the state you are applying to, you
may choose this option if you visit the state or send them hard
copy fingerprint card. Remember that most medical Boards
do not have live scan fingerprint links to any other state. Do
also remember that it is your responsibility to ensure that the
person rolling your finger print submits TWO digital prints,
one for the Department of Justice and one for the FBI.

MAINTAINING YOUR LICENSE (RECERTIFICATION)

The license to practice must, in most states, be renewed
every two years. It is illegal to practice medicine with an
expired license. If you do so, the Board will take disciplinary
action against you. There is no grace period; if a license has
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not been renewed within 30 days following the expiration
date, the Board will notify the physician by certified mail.
The renewal of an expired license is retroactive to the expira-
tion date. There is usually, in that case, a fine to be paid. If
you have not paid your license for five years, the license is
automatically cancelled. This means that should you want to
work in this state again, you will have to apply for a new
license and meet the current licensure requirements. The
latter may be very different to the ones you had when you
originally applied for the license.

You must meet the CME requirements and make sure you
have copies of the meeting, etc. that you have attended.
From time to time, physicians get audited. The organizers
of the CME program must provide documentation that you
have attended, the name of the course, dates of attendance
and duration. There should also be information as to CME
hours credited to you by attending this course. Do not send
CME documentation with your renewal. It is only necessary

CONTINUING MEDICAL EDUCATION INFORMATION

American Medical Association
http://www.ama-assn.org/ama/pub/category/2797.html

Stanford University School of Medicine
http://med.stanford.edu/cme/

University of California, San Francisco School of Medicine
http://www.cme.ucsf.edu

Harvard Medical School
http://cme.med.harvard.edu

Columbia University College of Physicians and Surgeons
http://www.cumc.columbia.edu/dept/cme/

UC Davis Health System
http://www.ucdmc.ucdavis.edu/cme/

Mount Sinai School of Medicine
http://www.mountsinai.org/Education/School%20of%
20Medicine/Continuing%20Medical%20Education/

Keck School of Medicine of USC
http://www.usc.edu/schools/medicine/education/continuing_
education/index.html

Northwestern University, Feinberg School of Medicine
http://www.cme.northwestern.edu/
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to sign the self-certification statement on the renewal appli-
cation form and return it with the renewal payment. Be
aware that each state has different CME credit requirements
for maintaining your medical license.

If you feel that you can’t afford the cost or the time to take
a CME course away from your home, you should find out if
your hospital has lunch meetings. These are often approved
for Category 1 credit and offered to all physicians. If you
have problems finding a Category 1 course in your area, you
should contact the Board for assistance and suggestions.

If you are audited and can’t show proof attendance at CME
programs, then most Boards will allow the physician to renew
his or her license one time following the audit to permit him
or her to make up any deficient CME hours. However, they
may, in addition, charge you with an ‘‘unprofessional con-
duct’’ ruling for misrepresentation of compliance with the
CME requirements. Should you do this a second time, then
the Board may not renew the license until all the required
hours have been accepted by the Board. Until you have done
what is required, you can’t work during that time.

DRUG AND ALCOHOL ISSUES

Should you get a DUI in, for example, the state of California
(the rules vary from state to state), then this is reportable to
the Board. Actually, in this state, all misdemeanors are now
reportable and will show up if anyone searches the Board
website. If you are in the process of getting a license in
California, having a DUI in the past will seriously delay
procuring one. This again means that you cannot work as a
physician. Furthermore, the Board may recommend that
you go to a clinic like Betty Ford for a very expensive evalua-
tion even if treatment is not indicated. Even if you get a good
report from the Betty Ford Clinic, the Board will most likely
insist on a probationary license with many requirements
including that you enroll in a 5-year proper diversion pro-
gram with random urine testing. This license does allow you
to work but with requirements such as meetings, worksite
monitors and random biological testing. All this will inter-
fere with your ability to perform as a physician. You may
have to wait for up to a year before the Board will give a
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probationary license. Information from Medical Boards
would indicate that, of the doctors that get a DUI, only 25%
will manage to get their medical license in that state and
continue in their specialty. Another 25% will get their license
but change specialty, while 50% will leave medicine all
together. Hence, to get any misdemeanor prior to getting a
state license can be a real problem. The obvious best option is
not to put oneself at risk for a misdemeanor. If it has already
happened, however, then it is imperative to get involved in
the medical system for early evaluation and possible treat-
ment if necessary. However, be prepared for treatment and
monitoring regardless of what any professional evaluations
recommend. The Medical Boards have a vested interest in
protecting the public and are thus very conservative.

If you have a medical license and you are now up for
renewal, any misdemeanor, including a DUI will show up.
Once again, it is imperative that you have obtained early
diagnosis and treatment. Ideally, you will have self-referred
to a state diversion program before you are up for renewal.
In that case, the Board will look more favorably on your
application to renew your license. They will most likely
have very few questions to ask as long as you are a partici-
pant in good standing. The main benefit of this strategy is
that you will maintain a full, unrestricted license, and your
board action record will remain clean. If the board finds a
criminal record and has to send you to evaluation and a
diversion program is required, then you will be given a pro-
bationary license. However, be aware that the Board may
revoke your license depending on the incident. Also, remem-
ber that this information will show up on the Board’s website
for patients as well as future employers to see.

Hence it cannot be stressed strongly enough that you
must at all times prevent putting yourself at risk for any
misdemeanor as this can have dire consequences for you,
your family and your practice.
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Malpractice Insurance

William W. Feaster

There are two basic types of malpractice insurance coverage
– claims made and occurrence. Claims-made policies are the
most common type encountered in private practice. Occur-
rence policies are more typical with very large employers
like the government, universities and pre-paid health plan
groups.

Occurrence coverage is the ‘‘ideal’’ type of malpractice
insurance. Whenever a patient encounter occurs, your
malpractice insurance in effect at that time covers you
indefinitely if a claim is subsequently made for that care
encounter. If you leave the practice, you don’t have to
worry about maintaining malpractice insurance coverage
for any prior events. This is the type of malpractice insur-
ance you probably have as a resident. If you go into prac-
tice and you are subsequently named in a lawsuit for an
event that occurred while serving as a resident, you will be
covered by your residency sponsor or employer, usually a
university or hospital. Policy limits are usually higher
since they are the limits of the hospital or university, and
cover more than just your individual liability. Occurrence
coverage is initially more expensive than claims-made
insurance and is more difficult to buy as an individual
or small group. Premiums are front-loaded, without early
practice discounts, but also, there is no tail coverage that
we will describe later.

Coverage under ‘‘claims made’’ policies is limited to mal-
practice claims filed while the policy is in force and premiums
continue to be paid. Your current claims-made policy may
not have been in force when the event precipitating the
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malpractice claim occurred, just when the claim is made.
How far back this retroactive coverage applies is specified in
the policy and determines the premiums being paid.

Claims-made policies are ideal for someone just entering
practice. On your first day of work, your residency program
covers any prior malpractice liability, and there is no
chance a claim will be filed against you. After one year,
you begin to have a retroactive malpractice risk and this
risk is additive each additional year you practice, up to four
or five years, when your risk plateaus and prior patient
encounters exceed the statute of limitations for filing a
claim (varies by state, but usually two to five years after
an injury is discovered and sometimes longer for children).
Because the risk is increasing, so are your premiums. Your
first-year premium may be 20% of your mature premium,
and it goes up proportionately each year until that fourth or
fifth year of practice after residency, when it plateaus with
your risk.

Mature premiums are specialty specific. Primary care
specialties are the lowest, followed by those primary care
providers who do minor surgeries. On the other end of the
spectrum are high-risk specialties such as neurosurgery
and obstetrics. Premiums between the two ends of this
spectrum may vary 10-fold! That’s one reason why seeing a
neurosurgeon costs a lot more than seeing a pediatrician.
Anesthesia is unusual in that one would consider the type of
procedural work done by an anesthesiologist would be high
risk for malpractice claims. Fortunately, over the past two
decades, there has been a strong push for patient safety in
anesthesia and the adoption of new monitoring technology
has dramatically decreased the risk of injury and subsequent
claims.

PREMIUMS VARY BY STATE

Premiums also vary substantially by state. California has
some of the lowest premiums in the country because of the
enactment of the Medical Injury Compensation Reform Act
(MICRA) of 1975. This California legislation limits awards
due to non-economic damages (e.g. ‘‘pain and suffering,’’

74 MALPRACTICE INSURANCE



often a large component of a malpractice claim settlement)
to $250,000. This legislation has been used as a model by
other states where excessive malpractice awards have driven
physicians’ premiums so high that physicians can no longer
afford to practice there. More than half the States have now
followed California’s lead in enacting a similar form of med-
ical liability reform.

A summary of MICRA along with some comparisons of
malpractice premiums for various specialties in different
states can be found at www.micra.org/about-micra/docs/
micra_handbook.pdf. The practice you are looking to join
can give you the most accurate information about the pre-
miums they pay for their specialty in their area.

OTHER DETERMINATES OF MALPRACTICE PREMIUMS

Just like with other types of insurance, malpractice insur-
ance premiums are also determined by the amount of cover-
age purchased. A typical policy provides $1 million coverage
for each occurrence and a $3 million in coverage cap each
year if there are multiple occurrences. Lower policy limits
exist, but are inadvisable if you want to protect your personal
assets. Higher policy limits are available, but many decide
not to purchase them and thus encourage the patient to look
to the doctor as the ‘‘deep pocket.’’ Most malpractice claims
name several physicians as well as a hospital where the event
occurred. Most physicians prefer that the patient look to the
hospital as the deep pocket.

Premiums are also based on the medical or surgical
specialty for which insurance is being purchased. The low-
est premiums are generally associated with ‘‘cognitive’’ or
non-procedural based specialties. Examples of specialties
with lower premiums are pediatrics and family practice
(without surgical assist or surgical procedures). Anesthe-
sia is an anomaly in that it has relatively low premiums,
yet is associated with many risky procedures. The specialty
of anesthesia has done a really remarkable job in reduc-
ing the incidence of complications and injury associa-
ted with anesthesia, and premium rates reflect these
improvements.
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MALPRACTICE INSURANCE RESOURCES

Here are a few resources on the web that may be helpful in your
research on malpractice carriers:

(1) A booklet published by the Doctor’s Company entitled ‘‘Choos-
ing a Medical Liability Insurance Carrier’’ can be located at:
http://www.thedoctors.com/ecm/groups/public/@tdc/@web/
documents/publication/con_id_001060.pdf

(2) Specialty societies such as the American Academy of Pedia-
trics and The American Academy of Dermatology have pub-
lished articles on this subject, but specialty society access
may be required to view this information. These two exam-
ples are:
http://www.aad.org/pm/management/index.html
http://aapnews.aappublications.org/cgi/content/abstract/
11/4/16

The AAD website has several good links for exploring this
subject in more depth.

(3) For a listing of State Insurance Department web sites, go to
the National Association of Insurance Commissioners
(NAIC) website:
http://www.naic.org/state_web_map.htm

OTHER MALPRACTICE INSURANCE ISSUES

Just as it is critical that you individually have coverage, it is
essential that your group caries coverage as well. As a mem-
ber of a group, you share liability with other group members,
both because you may have also cared for the same patient,
and because the group itself may be named in a lawsuit and
you want to protect the group’s assets (like your accounts
receivable).

The other important issue we mentioned in an earlier
chapter is the malpractice insurance tail coverage. Coverage
under a claims-made policy ceases upon cancelation. If you
wish to extend the ‘‘reporting period’’ in which a claim would
be covered if filed, you have to purchase what is called a ‘‘tail.’’
Tail coverage is quite expensive. It usually costs between two
and three times the current annual premium.

If you leave one practice and join another, and continue to
pay malpractice premiums, you won’t need to buy this tail.
You will need to ensure that prior acts are covered by this
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new policy. If you maintain the same level of premium, this
can be arranged. If you stay with the same malpractice
insurance carrier, this is pretty easy to accomplish. If you
switch carriers, make sure the proper retroactive coverage
period is specified in the new policy.

While it is not on the top of your mind right now, when
you retire, long-term policyholders usually don’t have to pay
a tail. Their carrier provides it at no cost. On the other hand,
if your group changes carriers just before you retire, you
may get stuck with a tail payment.

There are several other issues about malpractice insur-
ance that may come up:

& Part-time employment can be covered with reduced pre-
miums. If you work less than 20 hours per week, you
probably will pay 50% of the full-time premium.

& Don’t forget that if you do volunteer work in your unpaid
hours, you will still need to obtain malpractice insurance
for this extra work, paid or not. Hopefully, the clinic or
agency you work for will cover you.

& Coverage for locum tenens work is usually provided by
the group or the specific physician you are working for.
Make sure you get this in writing, preferably from the
insurance company providing the coverage.

HOW DO YOU CHOOSE A MALPRACTICE INSURANCE
CARRIER?

One final issue about malpractice insurance is the stability
of the carrier itself. There are a few leading companies pro-
viding malpractice insurance. The largest is a physician-
owned cooperative that operates in many states called the
Doctor’s Company. As of this writing, the Doctor’s Company
insures 34,000 physicians nationwide (www.thedoctors.
com). The Doctor’s Company, however, may not be available
in your new practice area. A quick search of the Yahoo direc-
tory yielded 46 entries, some much smaller state-specific
mutual companies. Even if it’s a major carrier, you should
ask the following types of questions to assure yourself that
the carrier will be able to help you avoid claims, defend you
against a claim if it occurs, and pay any judgments awarded:
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& Is the insurance company an admitted carrier in your State
and subject to State review? (Best place to start is the
State’s Insurance Commissioner. Along the way, check to
see if the carrier has been the subject of any disciplinary
actions.)

& How long has the company been in the malpractice field?
& What is the experience of their top management?
& How many policy holders do they currently insure?
& What value-added services do they provide? (For example,

risk management programs, education and publications.)
& What is their financial rating? (Standard and Poor’s or

A.M. Best)
& Ask to see a financial statement. Are their corporate audi-

tors reputable?
& Do they have sufficient assets to cover large claims?
& What is their track record for handling claims? Are they

quick to settle? Do they take every case to trial?

Hopefully, your future group has already done this home-
work for you in selecting their malpractice carrier, but you
can never be too careful when protecting yourself against
catastrophic financial loss.
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9

Financial Planning for the New
Practitioner

William W. Feaster and Michael J. Corley

Within a month of starting your new job as a practicing phy-
sician, your income will immediately jump 3–5 fold, depend-
ing on your specialty and the type of job you have entered.
After taxes, that ends up being a lot less than you might
expect, but nonetheless, a significant increase from when
you were in residency or fellowship. One mistake people
make when seeing a number like $180,000 on an employment
contract is to commit too early to expenditures on new cars,
houses and the like before they see what their after-tax and
after-benefit paycheck really looks like. The paycheck impacts
of various benefit expenses, such as practice overhead, health
and malpractice insurance, were discussed in Chapter 5 and
won’t be repeated here. Another mistake is to fall victim to the
sharks! We will discuss this painful outcome with other press-
ing issues such as buying a home for a tax deduction, paying
off student loans, contributing pre-tax dollars to retirement
accounts, and some general concepts of investing.

WHO ARE THE SHARKS?

In this context, we’re defining a ‘‘shark’’ as someone who
makes money from a commission sale who is intent on tak-
ing the largest bite possible out of your income. This in no
way implies that everyone who makes a living through com-
mission sales is a shark, but be cautious nonetheless. Sharks
include insurance agents, real estate agents, stockbrokers,
and a multitude of others, especially those offering you
sure-fire investment opportunities. Why you are such a
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vulnerable victim is because you are a doctor and everyone
knows doctors make a lot of money. They also know that
you’re about as sophisticated in your financial decision
making as sports figures. (Important note: If you are invited
to an investment presentation and the others in the audi-
ence are doctors and sports figures, run, don’t walk, from
the room!)

INSURANCE

There isn’t anything inherently bad about insurance agents.
They provide you with a product that protects you from a
variety of potential adverse outcomes. That is a good thing.
What becomes problematic, shark-like, is when they try to
sell you more insurance than you really need, either in the
type of insurance or the amount of coverage, or if they try to
sell you insurance as an investment vehicle.

By its very nature, insurance plays off of our fears. It
doesn’t prevent something from happening, but protects our
assets if it does. Some of these fears are well founded, like the
possibility of getting sick and needing health insurance (very
possible, and very expensive), or getting into an auto acci-
dent and needing auto insurance (also very possible and very
expensive). Some are a bit less likely, but still very expensive
like a house fire destroying your belongings or someone
tripping on your doorstep, and suing you because you are a
doctor. So, the basic insurances that cover these routine,
day-to-day possibilities are very important. One basic insur-
ance that is very inexpensive, but you would be smart to buy
a lot of, is liability insurance. You can purchase a ‘‘rider’’
which insures you above the basic liability levels of your
auto and homeowners (or renters) insurance. Basic liability
maximum coverages usually are $100,000 per event or
$300,000 per year. A rider can increase these levels to $1
million or more for as little as a $100–200 annual premium.

Life insurance is the ultimate fear play. Yes, we all are
going to die. Odds are in your favor that you won’t die until
you are much older. But for now, you need to make sure that
if you do die, no one is left paying for your burial or other
debts. Once that is covered by a small term policy, and very
small premiums if you are currently ‘‘insurable,’’ you need to
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look at other considerations. The next consideration is
whether or not anyone is dependent on your income should
you die. You probably can’t buy enough insurance to fully
compensate for a lifetime of income, but if you have a spouse
and two kids, a $1 million term policy would at least give
them a good start to life without you. Again, if you are young
and ‘‘insurable,’’ this is pretty inexpensive.

What factors influence life insurance premiums? First of
all, there are two types of life insurance – term and whole life.
Term life insurance covers you while the premium is being
paid and when the term of the policy ends, there is no accu-
mulated value to the policy, no investment. Term insurance is
less expensive when you are younger, but the premium rises
as you age. Conversely, as you age, you accumulate assets that
can be used by a spouse and children to cover your lost
income if you die. And when you’re retired, most of your
income is coming from your investments anyway, so there
isn’t much outside income to replace. So as you age, the
premiums rise, but your required coverage decreases.

As long as you are insurable, you can change term policies
as often as you wish to get the best premiums, secure ‘‘level
premiums’’ which stay the same for a given time period such
as 10 years, etc. I’ve used the word ‘‘insurable’’ several times.
If you have a disease that increases your chance of dying, you
either become uninsurable or are rated as a higher risk and
have to pay a higher premium for the same coverage. It’s like
auto insurance, when the premiums go up if you’ve had
traffic tickets or prior accidents. Enter another type of life
insurance – whole life. The advantage of whole life is that
once you buy it, the premium is set for life, and your insur-
ability will never affect the policy after its initial purchase. If
it sounds too good to be true, it is. For this privilege, you’ll
pay a much higher premium. This higher premium is, in
effect, a ‘‘pay now so you won’t have to pay later’’ investment.
The policy develops a cash value over the years that can be
taken out by loan if you need the money, or the policy can be
cashed out when you’re older to use while you’re still living,
not after you die. The only problem with all of this is that the
rate of return on your ‘‘investment,’’ while quite safe, is very
favorable to the insurance company. They take your money
and invest it at a higher rate of return in the stock and bond

INSURANCE 81



market, and pay you a lower, guaranteed return. This is how
they accumulate large reserves to fund profits and cata-
strophic losses due to hurricanes and the like. Some whole
life policies allow you to take the investment risk, and thus
provide an opportunity for a higher return more closely
approximating traditional investments.

Your insurance agent would love you to buy whole life
because their commissions on this product are higher than
term insurance. An agent looking out for your best interests
may suggest that you consider a mix of both. It’s not a bad
idea to have a smaller, whole life policy that guarantees life-
time insurability and will have enough value as you age to, at
least, bury you in style! You then buy a term policy to meet
your more immediate needs and keep the premiums in check.

There are other types of insurance that you will be
approached with. Disability insurance is the other important
one for you to consider. If you are going to work for a com-
pany that offers long-term disability, you may not need an
additional personal policy. Physician employees of univer-
sities, government, large multispecialty or single-specialty
groups and the like, usually are provided with long-term
disability insurance as part of their employment. These poli-
cies usually pay you 50–66% of your salary, and begin paying
you this amount of money 60–90 days after you become
disabled. These are group policies that don’t require proof
of insurability. If you will be working in a smaller group or
independently, without group disability coverage, you’ll
need to purchase your own disability insurance. The advan-
tages of privately owned policies are that the premium is set
at the time of purchase, and is based on the amount of the
policy (usually capped at 50–75% of your income), your age
and your medical history. Again, the higher the risk of dis-
ability, the higher the premium. Those physicians in a pro-
cedural-based specialty, like surgery and anesthesia, may
want to get specialty-specific coverage if it is available. If
they develop a disability that prevents them from practicing
their specialty, they can collect full disability and still work
as a physician in another role (retrain in another specialty,
medical director for an insurance company, etc.). The other
advantages of private disability insurance are that it is por-
table, is additive to other disability insurance from your
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employer, and when paid, is not taxable if purchased with
post-tax dollars. Payments through a group employment
policy are taxable like regular wages. Most disability cover-
age ends at age 65.

Finally, there are a couple other types of insurance that
you will likely encounter (in addition to malpractice insur-
ance which is covered in Chapter 8). One is long-term care
insurance. That has become very popular these days, as the
expense of long-term care has been publicized. A young
physician just out of training is likely to need medical care,
likely to have an automobile accident, may get disabled, but
is very unlikely to become disabled to the point of requiring
long-term care. Long-term care is primarily for the elderly. If
you have an older spouse, it may be worthwhile to consider.
If you have a parent who is a dependent, covering them
might be advisable. But for a young person, it is a bit difficult
to begin paying, albeit at a lower premium, for an eventuality
which probably won’t occur for 40 years, and, maybe, not
even then. The other difficulty of insuring now for a much
later eventuality is the unknown of inflation of costs over
that long a period, and whether or not this type of care will be
covered in the distant future through some type of social
program.

A final type of insurance product is an annuity. Basically,
an annuity is a contract between you and an insurance
company, under which the insurer agrees to make periodic
payments to you beginning now or some future date. You
purchase an annuity with either a lump sum payment or
with periodic payments. The insurer invests your money
and either guarantees you a fixed future payment based on
a guaranteed rate of return, or a variable payment based on
the performance of various investment options (usually
mutual funds). There is a death benefit feature, so that if
you die before the insurer starts making payments to you,
your beneficiary gets at least the amount of your purchase
payments. And it is tax deferred like a retirement account,
since you don’t pay taxes on the investment income within
the annuity, only on the payments you receive. Sounds pretty
good! The main problems with annuities are that your
money is difficult to get out before the maturity of the annu-
ity, and the rate of return is often less than a fairly
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conservative alternative investment. We will discuss retire-
ment accounts later, and these should be your first priority
for long-term investments.

REAL ESTATE INVESTMENTS

Your most important investment is your home. There are
very good reasons to buy one. But, buying a home for a tax
deduction IS NOT one of them. I will explain why below.
What are the good reasons? If you are secure in your job, or
at least in your location, buying a house to live in, to fix up, to
‘‘nest’’ in for your family is a great reason. As a real estate
investment, it becomes a good investment if you are in it for
the long-term and won’t be forced to sell it due to relocation
in a bad market. Certain areas of the country have histori-
cally had significant appreciation in housing (e.g. California
and everywhere Californians have moved such as Oregon,
Washington, and other Western States). Now (2008) is a
good time to buy a house because the prices of houses have
fallen across the country and interest rates are still near their
all-time lows. Since you will have a good income (and people
love lending money to doctors. . .they generally have secure
employment and pay their bills), you should not have a
problem obtaining a loan for a reasonably priced house.

Since mortgage interest and property taxes are deductible
on Federal and State income taxes, and are about the only
deduction allowed these days, why isn’t it a good idea to buy
a house for this tax deduction? After all, your accountant will
advise you to buy a house so you don’t have to pay the
government so much money. Well, if you’ve bought a house
for the right reasons, it ends up being your best tax deduc-
tion. But if you’re buying the house just for the deduction, if
you’re not yet secure in your job and don’t know if you’re
going to be in an area long-term, and if you look to a house as
a short-term investment, this may be a very expensive mis-
take. Here’s why.

Table 9.1 is an illustration of a house purchase in San
Carlos, California. Now, prices for this fairly ‘‘conservative’’
house in this nice, but not ritzy, portion of the Bay Area of
Northern California have historically been very high, with a
disproportionately high appreciation. On a monthly cash
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flow basis, in this example, buying a house versus renting
one in the same area results in a net negative monthly cash
flow of $2,469 after taking into consideration the tax deduc-
tions allowed for mortgage interest and property taxes. So,
buying a house for just the deduction is a very bad idea.
What about the short-term investment value of this home?
Does it make up for the negative cash flow?

Table 9.2 is the likely ‘‘best case scenario’’ that the above
house appreciates 5% per year for 2 years. You sell it after
2 years to take advantage of the homeowner’s exemption mak-
ing the $24,644 profit on the sale non-taxable. To determine

TABLE 9.1. Home purchase in San Carlos, California

3 bedroom, 2 bath home in San Carlos, needs some TLC, sales
price $850,000, 10% down, 30 year fixed financing at 6.5%. A rental
in same area is $2,200 per month.

Monthly cash flows:
– Mortgage payments: $(4,898)
– Property tax: $(850)
– Other costs (insurance, repairs, etc.): $(1,000)
– Average tax savings on loan interest: $1,722
– Tax savings on property tax: $357
– Rent savings: $2,200
– Monthly cash flow – buy vs. rent: $(2,469)

TABLE 9.2. Best case scenario

Our house appreciates 5% per year for 2 years. It costs 7% to sell it
(closing costs plus real estate agent fees). Gains are not taxable
(homeowner’s exemption). How much do we make on the home
sale?

� Gross home sale: $939,000
� Net home sale: $873,270
� Loan balance: $757,326
� Net proceeds to seller: $115,994
� Less initial investment: $91,300
� Investment gain: $24,644
You beat the stock market by $12,861!
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if this strategy yielded a better return on your investment
than just renting, you need to compare this investment to
taking a similar amount of money and placing it in an
investment of similar risk, such as the stock market. This
is the ‘‘opportunity cost’’ of this money. In our example, the
opportunity cost of these cash flows, of the initial down
payment of $85,000, the closing costs of $6,300 and the
monthly investment of $2,469 for 2 years, all invested at an
average rate of return of 8% that is taxable at a 42% mar-
ginal rate (Federal 33% plus California 9%) is $11,782 after
taxes. The calculation of this opportunity cost is fairly
straightforward, but requires either spreadsheet formulae
or a financial calculator to complete. So, in this example, the
purchase of the house was a better investment than putting
an equivalent amount of money in the stock market. We’ll
talk about risk and return later in this chapter, but both
investments have a relatively high risk over a short-term (2
year) time horizon. The housing market might have deflated
rather than inflated over that same period (which was the
case at the end of 2007) and you might have chosen a bad
time to take your money out of the stock market. This is
risky business that shouldn’t be entered into lightly, and
certainly isn’t worth considering for a tax deduction!

PAYING OFF STUDENT LOANS

While it may seem a bit trite, paying off your student loans
should be your first investment priority. Here’s why. First, if
you don’t pay it off and default, your credit will be ruined and
the AMA would deem your conduct unethical. This would
disqualify you for membership in the AMA and your name
will be published in the Federal Register as a loan defaulter.
Enough of the stick. . . now for the carrot! Even though
interest rates on these loans have historically been fairly
low, they will generally exceed returns for common invest-
ments of similar risk (again that ‘‘risk’’ word. . . we’ll get to it
soon). As with the house purchase for a tax deduction, let’s
look at an example.

Let’s take the example of a $75,000 loan (you’re probably
wondering who has a loan that low), at 6% interest, fully
amortized (you pay principal and interest) over 84 months.
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Your monthly payments would be $1,095.64 and over the
7 years of repayment, you would pay $92,033.89. Let’s take
the same loan, and say you had saved $10,000 during your
residency, for which you were looking for a suitable invest-
ment opportunity. Let’s make a $10,000 principal reduction
of your loan, but make the same payments of $1,095.64. The
loan will now be paid off in 71 months instead of 84, and the
total payments you will make over this period will be
$87,790.55 with $4,243.34 in saved interest. That’s a 6+%
no risk, non-taxable return on your investment of $10,000.
It just doesn’t get any better than that without the assump-
tion of significant risk. From a risk and tax perspective, the
only low-risk, non-taxable alternative investment is munici-
pal bonds that pay around 3%.

CONTRIBUTING PRE-TAX DOLLARS TOWARD RETIREMENT

Wherever you work, you’ll have the option of putting away
pre-tax dollars into a retirement account. Sometimes, there is
a 1-year waiting period for contributing to corporate retire-
ment accounts, or a similar waiting period for employer
matches, but everyone has an option. There’s a fairly large
range of possibilities.

There are still examples of what would be termed a
‘‘defined benefit’’ pension plan out there. In this case, an
organization contributes for you or allows you to contribute
to a plan that pays you some pre-determined proportion of
your salary at the time of your retirement. In the case of
federal or state government, this is a guaranteed benefit
based on the number of years in their service. In a very
large multispecialty group such as Kaiser Permanente Med-
ical Group, partners in the group have a similar benefit. Non-
profit organizations such as medical foundations, hospitals,
and universities usually sponsor a plan under the IRS tax
code 403B. For-profit corporations will have the option to
contribute into a ‘‘defined contribution’’ plan, either a 401 K
plan or a Pension and Profit sharing plan. As of 2007, you are
allowed by the IRS to contribute up to $44,000 (if less than
50 years of age), or $48,000 (if over 50 years) of mostly pre-
tax dollars into these plans, and the money in the plan accu-
mulates without tax on investment gains. Large employers
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will have some sort of match up to a percentage of salary (say
5%) and up to a maximum salary.

The message here is that if you have the ability to con-
tribute to one of these plans, the sooner you start, the better.
Let’s look at a couple of examples. Let’s take a newly minted
physician, just out of residency at 30 years of age. In her first
year of practice, she begins to contribute to her retirement
and puts $44,000 per year into a Pension and Profit Sharing
account in her practice. That’s $3,666 per month of pre-tax
dollars, and a big chunk of salary for someone just starting
out, but she knows it’s the best thing to do. If she invests this
money in the stock market at an average long-term return of
8%, and retires at age 60 to pursue other interests, she will
have $5,463,657 in her retirement account! What if she
wants to wait a year and starts at age 31? Her account will
have $5,002,787 in it at age 60. If she waits until 32, she’ll
have $4,577,237. By taking home the extra $44,000 or so net
of taxes over each of her first 2 years in practice to use for
other purposes, she forgoes nearly a million dollars at retire-
ment! That’s enough, by itself, to yield $44,000 per year
indefinitely. Needless to say, if you have the ability to con-
tribute, do it, do something, anything, just don’t wait.

So, if the sharks don’t get too big a bite of my money, if I’ve
bought a home for the right reason, if I’ve paid off my stu-
dent loans, and I’ve started to put money away for retire-
ment, how do I invest this money or any additional dollars I
have to invest?

THE BASICS OF INVESTING

One group of ‘‘sharks’’ mentioned above is stockbrokers.
They can be sharks, or they can be your best friends. They
are the professionals of investing, just like you are a profes-
sional of medicine. If you want investment advice, you don’t
go to a doctor, you go to your broker. But just like your
patients who need to be educated consumers of medical
services, you need similar knowledge of the broad range of
investment opportunities to make your hard-earned money
go to work for you.

In this section, we will cover some of the basics of invest-
ing, including a discussion of that ‘‘risk’’ word; review of the
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basics when investing in stocks, bonds, and mutual funds;
and illustrate the importance of creating a plan to govern your
investment activities. Our goal with this chapter is to intro-
duce you to these concepts, but like all educated consumers,
you will need to pay some attention to all of the other relevant
information around you in the daily newspaper business sec-
tion, radio and television, the intranet, and through one-on-
one discussion with investment professionals.

KEEPING UP WITH INFLATION

Inflation is simply defined as either an increase in the price
you pay for goods or a decrease in the purchasing power
of your money. Inflation varies year by year, and for the last
10 years, has varied between 1.5 and 3.5%. Let’s assume that,
on average, it is 3%. If you put your money under a mattress,
it loses value at this rate of inflation. So, a dollar today will
only have 97 cents of purchasing power next year. If you
invest your money in a bank certificate of deposit (CD)
returning a 5% yield over 1 year, and if you live in California
where there is a 9% state tax in addition to a 33% federal tax,
the yield of that CD after taxes is 2.9%. While you may want
some of your money in CDs as we’ll discuss below, realize
that an investment in a CD, in the best case, simply keeps up
with inflation. Your net purchasing power won’t grow with
this rate of return.

CASH INVESTMENTS

This is fairly characteristic of all cash investments. Their rate
of return barely keeps up with inflation. But they have other
advantages. One is that they are very low-risk and preserve
your capital no matter what the economy is doing. For
example, if you put $100,000 in that above-mentioned CD
in a bank insured by the Federal Deposit Insurance Corpora-
tion (FDIC), your $100,000 asset will be returned to you even
if the bank becomes insolvent. You may lose your interest
earned, and the use of your money for a while, but you’ll
eventually get the $100,000 back. Cash investments also
have the advantage of being quite liquid. Like this CD, its
term is normally 1 year. Other cash investments may include
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short-term T-bills sold by the U.S. Government. Unless the
government goes under, they’ll be paid off on schedule.
Money-market mutual funds are funds that invest in various
cash investments, and are immediately liquid and quite low-
risk. As a general ‘‘rule of thumb,’’ everyone should work
toward the goal of between 3 and 6 months’ worth of living
expenses invested in these relatively liquid cash investments.

To accumulate assets faster than inflation consumes
them, you need to look at higher yielding investments than
cash. With higher yields come varying degrees of risk.
Accepting risk is what investing is all about. Finding the
right amount of risk and return that you are comfortable
with is part of the challenge of a successful investment strat-
egy. Some ratio of bonds and stock will provide this balance
between risk and return in your portfolio.

BONDS

A bond is somewhat similar to the CD investment example
listed above. Instead of giving your money to a bank for a
fixed return over a fixed period, you’re giving the money to a
corporation. No one insures this money, so if the corpora-
tion goes bankrupt, you’re just one of many creditors trying
to get your money back. So, the risk is higher than with a CD.
But it is even more complicated than that. Corporate bonds
are also bought and sold. If you keep the bond to maturity,
you get your principal investment back, and guaranteed
payments along the way. If, instead, you want to sell the
bond prior to maturity, its value will be based on the guar-
anteed interest rate of the bond. For example, if you bought a
bond with a 6% guaranteed return (higher than the CD
because of the higher risk), but now similar risk corporate
bonds were returning 7%, the asset value of your bond, if you
tried to sell it, would be less than what you purchased it for,
so that the adjusted return would be more like the current
7% rate. So, a bond has both a default risk and an interest
rate risk, but overall, these risks are relatively low as
reflected by their lower rates of return.

Not all bonds are issued by corporations. One category of
bonds that appeals to many investors is a bond issued by a
State or local municipality. The return on these municipal

90 FINANCIAL PLANNING FOR THE NEW PRACTITIONER



bonds may be close to the rate of inflation, but they possess
the advantage that the return on the bond is exempt from
federal and, often, state taxes.

STOCKS

With stocks, risks and return get really complicated. If you
look at the historical rate of return of the stock market as a
whole, it yielded a historical average of 8.5% between 1802
and 1997, and thus substantially beat inflation over the same
period. That’s what you can probably expect in the future
over a long-term horizon (20–30 years), but on an annual
basis, returns can vary wildly, and reflect events such as the
dot-com bust, 9/11, the great depression, world wars and the
like. In fact, the historical standard deviation of the stock
market returns over the last 100 years is 18%. A really good
year in the market may be reflected in a 2 standard deviation
swing in the return or 36%! A really bad year can be equally
bad. That amount of variation is pale compared to individual
stocks, which can boom, and bust to even greater extents.
The way you mitigate the risk of these potential wild gyra-
tions is to diversify your stock holdings. The other way to
mitigate the risk is to let the professionals manage your
portfolio of stocks to insure they are properly diversified
and that there is the appropriate weighting in the various
market segments consistent with the economics of that per-
iod and your ultimate investment goals. Unless you have a
very large sum of money to manage, the best way to accom-
plish this is through investing in mutual funds. We’ll cover
that in more detail later.

There are many classes of stocks. You may have heard the
terms common, preferred, ‘‘blue chip,’’ growth, value, large
cap, small cap, etc. In addition, there are U.S. based secu-
rities, as well as foreign securities. It would be impossible to
cover them all in detail here, but some basic information will
aid the discussions that follow.

Stock is issued by a corporation and sold to investors.
Some corporations issue two types of stock, common and
preferred. They both give the shareholder an ownership
interest in the company. Preferred stock entitles the share-
holder to guaranteed dividends and a preferential claim to
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company assets. It is somewhat like a bond in this respect.
Common stock doesn’t have these advantages, but the share-
holder has voting rights to elect the management of the
corporation. Common stock may also pay a dividend, but
not a guaranteed one. Most stock traded on the exchanges is
the common stock of corporations.

Based on the total market capitalization of the company,
stocks are divided into large-, mid- and small-cap. Small-cap
refers to companies with under $500 million market capita-
lization. Large-cap are over $3 billion and mid-cap is in
between. Blue-chip stocks are usually large-cap stocks that
have a long track record of successful performance. Large-cap
companies tend to have more assets and often pay dividends.
Small-cap and mid-cap companies have more potential for
rapid growth but also more price volatility. They are more
likely to be considered ‘‘growth’’ stocks. Stocks that have a
lower price relative to their fundamentals (dividends, earn-
ings per share, total sales, etc.) may be considered ‘‘value’’
stocks.

Based on your investment goals, your portfolio should
contain some balance between stocks, bond and cash invest-
ments appropriate to your investment goals. When you are
first starting out, it is very difficult to buy enough individual
stocks or bonds to meet your investment goals. For the
beginning investor, turning to professionally managed
mutual funds is the best decision.

MUTUAL FUNDS

A mutual fund is a pool of investor’s money that is actively
managed by a fund manager or company. Investors buy
shares of the fund and are charged a fee by the fund for
managing their money. If the fund makes a profit, the profit
is returned to the shareholders through appreciation of the
fund value and your portion of any dividends paid by the
stocks in the portfolio. Most mutual funds are open-ended,
in that the fund issues new shares whenever investors buy
them. Some mutual funds are ‘‘no-load’’ in that they do not
charge a sales commission when you buy or sell the fund. A
fully loaded fund may have an initial sales charge as high as
5%, but in the long run, due to the skill and reputation of the
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fund managers, yield a higher return than the no-load funds
or charge a lower management fee. The bottom line is that,
one way or another, if you buy a mutual fund, someone is
going to make some money off you.

There are as many types of mutual funds as there are types
of stocks and bonds, and market sectors, and they are addi-
tionally diverse as to levels of risk and return. One popular
type of mutual fund is an index fund. If an investor wants to
invest in the general market, assuming the same risk as the
market as a whole, and receiving a return no better or worse
than the market as a whole, then an index fund is a good way
to go. These mutual funds invest in the stocks that make up
the major market indexes, like the Standard and Poor’s 500.
As such, their downside is that they can never outperform
the market. There are funds that meet a specific investment
objective like growth, and others that provide income. There
are various sector funds like healthcare or banking. Funds
that are very popular today are international funds that
invest in foreign markets and ‘‘green’’ funds that invest in
companies deemed to be environmentally responsible.

EXCHANGE TRADED FUNDS

An Exchange Traded Fund (ETF) is a security somewhat like
an open-ended mutual fund in that it is based on a large
collection of stocks duplicating an index or focused on a
market sector such as energy or technology. What makes
these products different is that they are traded like a stock
on an exchange. Like a stock, its price changes throughout
the day and you may buy and sell shares during the trading
day and thus possibly obtain a better price than a typical
mutual fund that is only priced once a day at the close of
business. Also like a stock, you pay a commission when you
buy and sell it and you can get fancy with option trading –
puts and calls, selling short and long (not recommended for
the beginning investor). The main advantage of ETFs is that
you can buy a lot of diversification with as little as one share.
Vanguard’s 500 Index, a very popular index mutual fund,
requires an initial deposit of $3,000. An ETF based on the
Standard and Poor’s 500 sells for closer to $140 at the time of
this writing.
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Because ETFs are passively managed (bases on an index
of some kind or another), there are minimal annual manage-
ment fees. They are also more tax efficient, if purchasing
them outside of a retirement account. They don’t report
annual capital gains that are taxable like mutual funds
where the managers are actively buying and selling stock to
get the greatest return. With some exceptions, you are only
taxed on your profits when you sell them. ETFs are a rela-
tively new financial instrument that have some significant
advantages for small and large investors alike.

SAMPLE PORTFOLIOS

The overall mix of stocks, bonds and cash within your port-
folio reflects the return you are seeking and the risk you are
willing to assume to achieve this risk. Let’s look at three
different portfolios, one aggressive, one moderately aggres-
sive and one conservative.

The aggressive portfolio would be typical of someone
young who was looking for a maximum return on invest-
ment. He or she wouldn’t need to access the money invested
for several years (if a down year was encountered, would be
willing to sit it out for better times) and would not need
income from the investments made. This type of strategy
fits a young person’s retirement fund portfolio quite nicely.
Our aggressive portfolio consists of 80% stocks and 20%
bonds (Fig. 9.1). Note that a similar portfolio over a 20-year
period between 1988 and 2007 would have 4 down years, a
1-year loss as high as –16.08%, but an average annual total
return of 11.11%. Since this return likely beat the market as a
whole, it would have required more sophisticated invest-
ment choices than simply investing the stock portion in an
index fund.

Our moderate portfolio (Fig. 9.1) reduces the weighting of
stocks to 60%, increases bond investments to 30% and keeps
10% in cash. With this portfolio, the risk is lower as demon-
strated by only 3 down years out of 20 and the worst 1-year
loss amounting to –10.57%. As expected, the average annual
total return of this portfolio is less at 10.05%. Perhaps this is
a portfolio typical of a more mature investor, possibly
approaching retirement and seeking to preserve capital at
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the expense of some return. The bonds and many of the
stocks in this portfolio are likely paying dividends.

Our conservative portfolio (Fig. 9.1) still delivers a
healthy, inflation busting 8.19% return and definitely pre-
serves capital with only one down year by only –2.44%. These
investments are now spinning off income through stock
dividends, bond payments and interest earned. This would
be a typical portfolio of someone who has retired and is
looking to preserve capital and provide income, or perhaps
someone who is just very risk adverse.

These examples are illustrative, but not typical of any indi-
vidual portfolio. They don’t take into account the overall
selection of stocks, the diversification across market sectors,
etc. Someone heavily weighted in high-tech stocks during the
dot-com bust would certainly have had a 1-year loss between
1988 and 2007 of perhaps –50% rather than –15%. That
underscores the importance of diversifying your investments.

Aggressive Moderate Conservative
Cash 0 10% 30%
Stocks 80% 60% 30%
Bonds 20% 30% 40%

Average Annual Total Return

8.19%10.05%11.11%

Worst 1-Year Loss

–16.08% –10.57% –2.44%

Number Of Down Years

4 3 1

Aggressive Portfolio Moderate Portfolio 

1988–2007

Cash
30%

Stocks
30%

Bonds
40%

Cash
0%

Stocks
80%

Bonds
20%

Cash
10%

Stocks
60%

Bonds
30%

Conservative Portfolio

FIG. 9.1. Three different investment portfolios
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The long-term value of adopting the more aggressive port-
folio (Fig. 9.1) as your investment strategy for your retire-
ment account, especially at a younger age, is very great. If
you return to our above example of contributing $3,666
monthly to your retirement account over a 30-year period,
recall that an 8% effective annual yield on your investments
in this account would net you $5,463,657. If instead you
adopt the aggressive portfolio with an average annual total
return of 11.13%, your retirement account will contain
$10,577,209 or nearly twice as much as the more conserva-
tive portfolio would yield! The moderate portfolio’s return of
10.05% ultimately yields $8,375,858.

DOLLAR-COST AVERAGING

As you build your investment portfolio, another important
concept designed to reduce market risk is the averaging
effect of security purchases at pre-determined intervals and
for set amounts. If you invest money in the stock market on a
regular basis, you’ll be buying stock when the price is high,
but also when the price is low. Your overall cost-basis for the
stocks you purchase will be averaged out over several years.
The alternative is to invest lumps of money in stocks at times
you determine. This has been called market timing. If you
are really good, and just buy stocks when the price is low and
just sell them when the price is high, this is a good strategy.
Unfortunately, no one, even the market professionals are
good enough to get this right every time.

HOW DO YOU FIND A FINANCIAL ADVISOR?

You are a medical professional, not an investment profes-
sional. When you need medical advice, you look to another
doctor. Similarly, when you need investment advice, you
look to a financial advisor. How do you find a good one?

It is just like trying to find a good doctor. You wouldn’t
look in the yellow pages to find a cardiac surgeon to operate
on your heart. You’d ask your cardiologist, colleagues, and
friends. You’d probably also want to know what the sur-
geons’ statistics were like – their mortality rate, infection
rate, long-term graft patency rate and the like.
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Ask your colleague or friend whether their advisor’s prac-
tices are reputable. What type of advice have they received?
Does the advisor recommend a large volume of sales and
purchases within their portfolio (thus generating large com-
missions) or do they construct a well-balanced portfolio that
just needs some fine-tuning now and then? How has their
portfolio performed compared to the market as a whole or to
specific indexes? Has the advisor consistently beaten the
market?

Another reliable source is to contact the Certified Finan-
cial Planners Board (www.cfp.net). This web site allows you
to verify a financial advisor’s credentials. Individuals author-
ized by the CFP Board to call themselves CFP professionals
have experience in their field and have completed an estab-
lished rigorous education and testing program. They also
have agreed to adhere to a code of ethics as part of the CFP
certification process.

SOME TAKE-HOME POINTS FOR FINANCIAL PLANNING

& Don’t let the ‘‘sharks’’ take too big a bite out of your money.
& Buy a house for the right reason.
& Pay off your student loans as your first ‘‘investment.’’
& Start contributing pre-tax dollars into a retirement

account as soon as possible.
& Learn the basics of investing, and learn more every

chance you get.
& Establish an overall investment plan that maximizes the

return on your money while keeping risks under check.
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Careers Outside of Clinical Medicine

John G. Brock-Utne, William W. Feaster,
and Blaine Warkentine

You have come to the end of your residency but find yourself
dreaming of life outside of the rigors of clinical medicine.

First, you are not alone in considering a job change. In the
general public, the average worker will change jobs more
than 9.9 times before the age of 35. Unfortunately, for the
physician, there are really no choices for job change; you
either remain in clinical practice or exit altogether.

This chapter is meant to help you sift through the follow-
ing two questions:

1. What are some of the common issues, and reasons for
contemplating leaving clinical medicine?

2. What are some of your options as you set a new trajectory
in your life?

PREAMBLE

Life is short and you only get one chance to make it a success.
It is important you don’t waste the best years of your life
being miserable. If clinical medicine is making your life
miserable and the reasons are out of your control, then
don’t hesitate, begin looking for alternatives. Remember
that the longer you wait to make a transition out of clinical
medicine, the harder it can be.

Did you love the intellectual challenge of medical school
only to find third and fourth year rotations a long day of scut
work without the same degree of challenge, followed by a list
of ‘‘hurry-up and waits’’ for issues beyond your control? As
you entered residency, did you find your energy at an all time
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low when everybody else seemed to be enjoying themselves
round the clock? With all of the constraints on time, were
you failing at other important aspects of life outside of work?
You didn’t go into medicine for the money, but you now see
that a large percentage of the sales reps that you work with
are 10 years younger than you are and they are making more
than you do, as they flaunt it with their expense account and
whisk you away to their private golf course wooing you for
your business in the future. Are you jealous of their freedom?
Do you long for the freedom of free time to do what you want
with your life? Do you know that your knowledge of medi-
cine is a rare and very marketable asset to any company in
the medical arena and beyond, and would you prefer to find
an avenue in which you can use it as such? Do you know your
work ethic to be superior to anyone outside of medicine but,
perhaps, below par within it? Is it the science of your speci-
alty that interests you more than using it to treat patients? In
essence, do you find the day-to-day grind in the practice of
clinical medicine to be not what you want to continue to do
for the rest of your life?

OR,
Do you love medicine, do you look forward to medical/

surgical cases and volume? Do you enjoy the status of per-
forming medicine and having patients depend upon your skill
as a physician? Do you look forward to clinic so that you can
explore diagnostic dilemmas and hone your clinical acumen?
Life would feel incomplete if you were not able to deal with
people in their time of medical need. And you anticipate that
you will be performing clinical medicine until you retire.

These are perhaps the two more dichotomous versions of
looking at a physician’s role in clinical medicine, and, yet,
most of us probably have feelings that match a certain per-
centage of both. The true soul searching is whether one of
the above far exceeds the other and to what degree.

What Are Some of the Common Reasons People Consider
a Job Outside of Clinical Work?

& You are frustrated with current workings of medicine in
the U.S. You came in to treat patients but you now see it is
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more a business. The time consuming hassle of running
this business is a burden you just didn’t consider. The
paper work, and struggles with managed care lead you
to reconsider your choice altogether.

& Malpractice insurance can take over a third of a physician’s
income. In a recent poll conducted by the state of Georgia,
7% of all physicians responding to the survey indicated
they plan to leave clinical practice as a result of the mal-
practice insurance crisis in their state. An additional 4% of
respondents indicated plans to retire. The rates were high-
est among: OB/GYN’s (13% plan to leave clinical practice
and 12% plan to retire); and General Surgeons (13% plan to
leave clinical practice and 7% plan to retire).

& You meet up with an old friend who does not have your
medical school debt, and who did not labor for years in
medical school and residency, and it comes as a realization
that you may never catch him in real income if you carry on
with medicine. According to the New York Times, the aver-
age physician’s net income declined 7% from 1995 to 2003,
after adjusting for inflation, while incomes of lawyers and
other professionals rose by 7% during the same period.

& You may have been ‘‘pushed into’’ medicine by a parent or
family of physicians. In addition, you achieved very good
grades in school and everyone said that you would be a
fool not to use this to become a doctor. Now, you realize
this wasn’t your true passion in life, and only that of your
family members.

& Your significant other/family pressures you to leave med-
icine. They feel as though they never see you because of
your long work hours, and even when you are available,
you have no energy to focus on them. You continue to be
unable to make time for key issues related to your wife
and children. Simply, they feel they are suffering along
with you. You are not alone in this problem as it has been
published, through a John Hopkins study on 1,113 post
grads followed over 30 years, that divorce rates climb to
well over 50% for some specialties namely surgical.

& You may have had a ‘‘near miss’’ in your residency that led
you and/or your instructors to reevaluate your suitability
for the specialty. Many residents when faced with this
dilemma agree with the assessment of their elders but
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find it hard to accept defeat. The few who do not heed the
advice to change into something else, decide to finish the
residency either by taking an extra year or two or move to
another less competitive program. This circumstance is
common, and yet no studies have been done to evaluate
how these residents have done in the long term. It may be
likely that the resident considers this to be his/her only
option and perhaps never considered other alternatives
available via non-clinical route. In the end, there may be
reasons for the ‘‘near miss’’ that should not be overlooked.

& You observe with dismay that the public respect for the
physician has fallen dramatically. You feel that you lack
the respect and prestige that you sought after when enter-
ing medicine. The popular presses make doctoring look
simplistic. Often, patients have unrealistic views of their
medical/surgical problem and refuse to see that the dis-
ease process or processes will interfere with a continued
long and productive life. You struggle with these patients
and other similar patient dilemmas.

& Lastly, there may be a physical/mental reason that you
decide that medicine is no longer for you.

Having highlighted some of the more common causes that
lead physicians to consider a career change, you should now
look within yourself. There may be several that are pertinent
to you. Then you must ask yourself: Can you change any of
these personally, or are they out of your control? Can you find
others to discuss your challenges with? Can you find people
that have managed to be either unsuccessful or successful
with either choice and do you have the characteristics that
you think will make you a success in the non-clinical vs.
clinical arena? Ultimately, it is a very personal decision.

Do remember that it is not a good idea to run from a bad
experience to an unknown one unless,of course, youare forced
to? If you can change most, if not all, of your concerns, then
you will most likely choose to stay within clinical medicine.
Remember also that although the grass may look greener,
often it is not true and a true Utopia is probably impossible to
find. You should also be introspective about the potential that
your need to leave medicine might contain an internal need
unmet and that a job change may not resolve the issue.
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No matter what the reason, you should know that most
physicians that look into a non-clinical career do just that;
look. In the end, you will be fearful of jumping off track. Let’s
face it, you went into medicine because it was something you
were capable and interested in doing, it appeared to be a secure
form of work, and the intellectual challenge, perhaps, as diffi-
cult as any. Clearly, there is no job like it. But today, security is
not a foregone conclusion; it is likely with even minor lapses in
decision making, you could find yourself in the least secure
position of all, and at the most disastrous time of life. If you
believe this to be a likely course for your future, you ought to
consider strongly other alternatives before this occurs.

If the balance for you is to move away from clinical med-
icine, there are choices, in fact, very good ones. These may
allow you to be more creative, garner more personal free-
dom, travel, be a leader, work with larger groups of people
and, ultimately, you can hopefully find your fit outside of
clinical medicine with your unique background.

Remember, you have achieved something great by just
having the opportunity to practice medicine; if, in the end, it
is not for you, that does not mean you are a failure. The same
work ethic and mental prowess that allowed you to get into
medical school and complete residency will carry you towards
success in many areas of interest that you decide to pursue.

How Do You Find Something Else to Do Outside of
Clinical Medicine?

Choices exist for the following either full or part-time:

& Work at a hospital as a medical administrator.
& Remain in the medical field and use your knowledge in

research.
& Find a home in business within the industry of medicine.

h Medical devices and supplies.
h Capital equipment.
h Pharmacology.

& Move outside of medical field altogether.
& Get creative, invent something, perhaps, related to the

medical industry.
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PART TIMING IT

You’ve spent a long time training to be a physician and you
don’t want to give it up completely, but you would like to use
your knowledge and skills in some other way in addition to
your practice. Physicians have a treasure trove of work
options in addition to their practice.

There is one caveat. Before pursuing other options, you will
need some practice time under your belt to get credibility as a
physician (especially with other physicians). How long will
that take? Other than taking on additional roles in your prac-
tice, or participating on hospital committees, you need to
prove yourself as a clinician for a minimum of 3–5 years
prior to pursuing a significant role outside of your practice.

Some specialties make getting involved in other jobs quite
easy. They are typically specialties without continuing
patient responsibilities past a defined work commitment of
a shift covering the emergency room (Emergency Medicine)
or a scheduled day in the operating room (Anesthesia). Pri-
mary care specialties are the opposite extreme. You are
responsible for a population of people who have the nasty
habit of needing you whenever they are sick and, often, at a
time very inconvenient for the other activities you are
pursuing.

Participating in other activities outside of your practice is
hard work. Chances are you will work more hours than full-
time practice, as, at least early on, most of these jobs are
additive to your other responsibilities. You’ll need to get
more education, something that isn’t easy to do in a busy
practice. You’ll need to be patient through all the years of
proving yourself clinically, and positioning yourself for these
other roles. Along the way, you may make less money rather
than more, if you substitute volunteer or lesser-paid activ-
ities for patient care.

MEDICAL ADMINISTRATOR

Taking on additional responsibilities within your practice is
the first step towards work in medical administration taken
by many physicians seeking jobs to complement their prac-
tice. For doctors in practices with continuing patient care
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responsibilities, this is sometimes the only option. Other
members of your practice can cover your patients while
you spend time working on administrative activities within
the practice. These other members of your group may be less
willing to cover you for work outside of the practice, as there
is less perceived direct benefit to them. A classic example of
work underappreciated by group members is medical staff
work within a hospital.

Going up through the ranks of the medical staff is the best
way to get involved in hospital administration. You start by
participating in medical staff committees, eventually serving
as chair. This positions you for elected office, and eventually
Medical Staff President. In this role, you are seen as a leader,
directly interact with the senior management ofa hospital, and
can get good, first-hand knowledge of how things work in this
very complex environment. This role prepares you for addi-
tional ones where your leadership abilities can continue to be
utilized, either in other medical staff or hospital positions.

On-the-job training is essential, but additional education is
a must if you want to advance through the hospital ranks. A
master’s level degree in business or healthcare administration
is a logical choice if you have the time or energy to complete
one. There are numerous ‘‘executive’’ M.B.A. programs avail-
able through colleges and universities in all major cities.
There are also numerous educational opportunities that
incorporate generous amounts of home study, keeping time
away from home to a minimum. Some programs allow you to
get credit towards a degree for individual classes taken in a
conference-like setting or online. Most of these more time-
friendly courses are offered in collaboration with the Amer-
ican College of Physician Executives (ACPE). Go online at
www.acpe.org to review these options. ACPE also offers a
certification track similar to a board certification in a speci-
alty; however this hasn’t been well recognized to date.

INDUSTRY

If you want to remain in the medical field, perhaps even in
your defined specialty, there is always an industry that sup-
ports your specialty of interest. Sometimes that industry can
be many billions of dollars in size. Options for medical
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devices, capital equipment, and pharmacology exist and
should be explored based upon your interest.

It is often best to show how you can perform in commu-
nicating with your colleagues on their level – physician to
physician. Hiring personnel will be wary of someone that
thinks they are the cat’s meow. Show that you are willing and
able to suffer in the job role as anyone else. And above all, make
sure you are the best in the company at the skill of interest.

A technical sales representative position can get you neces-
sary face time with many physicians across the country and
show your level of intellect to many parties within the com-
pany. Soon, you will become the ‘‘go to’’ person for training and
advice. Once you have established your value to the company,
look towards improving the company and realize that you may
be the only person in the company that really knows what
you’re talking about. Keep your focus on future perspectives
for the company; feel confident in your knowledge and assert
yourself where you feel confident in your decisions. The rest of
the company has far too much focus on the next quarter. But
when they look back, they will recognize that you either
warned them of issues or provided them with answers many
months or years ahead of the rest of the workforce. This can be
great fun as you sell the vision of what the company can
achieve for the future, and you can become rather personally
invested in the solutions that you are set out to create.

Start by researching up and coming areas that are ill
defined as to how they will influence the future of that
specialty but have shown some promise. This is where your
knowledge base will be most useful, particularly if the sub-
ject matter is difficult. Find ways to communicate the value
that you would bring to this company. Ultimately, there are
likely examples of leaders in the company that are the same
as you, although few and far between. Seek them out as
mentors both before and after the job acquisition. By the
way, these same companies often spend terrific amounts of
money for M.D’s and consultants. You can, with your exper-
tise, save them both money and provide value.

Working in the medical industry can be very rewarding,
both professionally and financially. With you on their team,
the company will tend to use you to offer a higher degree of
product knowledge and legitimacy. Surgical specialties with
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their dependence on medical devices and capital equipment
offer a wealth of opportunities for your knowledge base to
shine through. Medical devices offer a disposable income for
the company and can garner large wealth quickly but you will
likely be used to develop relationships; capital sales can give
you access to a higher level of sales interaction as the product
usually involves some equipment offered to improve surgi-
cal outcome. You will find amazing the number of leaders
you will immediately be exposed to. Orthopedics is a prime
example as there are many companies that compete to sell
orthopedic products. But other specialties offer similar op-
portunities especially as new, more inventive, minimally inva-
sive procedures are developed. However, using equipment and
devices can be technically challenging for a busy physician to
integrate into his/her practice, hence the advantage of a per-
son with a medical degree to help the transition.

There are quite a few physicians who want to work in the
medical industry, but very few who can show a clear com-
mitment to it. You will need to differentiate yourself from
the countless others who have a similar goal. The three ‘‘As’’
of success in practice (available, affable and able) also apply
to the medical industry. If you are asked by a sales represen-
tative of a company to give a presentation on their product,
and you’re interested in doing work for that company, say
yes (available). In your dealings with that sales representa-
tive, be friendly (affable) and when you go to give the talk, do
a bang-up job on your presentation (able). More invitations
will follow, perhaps an invitation to join the medical advi-
sory board of the company, etc. This builds your medical
industry resume, expands your contacts, and gets your foot
in the door for a larger role. Soon, you will find other com-
panies seeking your expertise. If you’re working with a start-
up company, don’t expect a lot of money for these types of
activities – they just don’t have it. Lord knows we have
existed on meager earnings before it might be time to take
your investment in the form of stock options and profit
sharing. Still, remember that you have medical school debt
that others in the company do not have, and you offer some-
thing very few, if any, can offer in terms of value. When the
time is right, stick up for yourself and demand compensa-
tion. They will see that you have unique qualities and will not
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be willing to lose you. A recent study was shown for M.D.’s
outside of clinical practice in which their hourly pay rate
neared 1,000/hour.

RESEARCH

If you like the science of medicine more than clinical prac-
tice, you might find a perfect home within research. You are
still an M.D. and your knowledge base can be exceedingly
useful in research and your long-term productivity for the
science, perhaps, many times greater than if you remained
in clinical practice.

OUTSIDE OF MEDICINE ALTOGETHER

If you know both what you want to do and the location you
want to work in, then it can be easy. However, always check
your facts. Is this a real job, does it pay, what about housing
and schooling, what are the locals like, etc.? A resident, I
knew, after leaving residency became a deep sea treasure
seeker of the Florida coast and never looked back. However,
I know he and his wife did their homework prior to the move
and so must you.

If you know what you want to do but are uncertain as to
the location, then it can potentially become more difficult. It
is imperative that you search the location thoroughly prior
to committing yourself. Comparing places is imperative.

If you don’t know what to do but the most important thing
for you is the region that you want to live in, then this can
also turn out to be potentially big problem. It is imperative
that you go there for a visit. Stay in a bed and breakfast for
2–3 weeks. Read the local newspaper to find out who is who
in the place and peruse the job section. It is advisable to
speak to as many people as you can (in coffee shops, etc.).
Survey the real estate market, visit local municipality (look-
ing at house zoning, etc.), schools, supermarkets and
museums. All this will give you a flavor of the place. I know
a colleague who, after some years in a specialty, decided he
had enough. He went to Hawaii and bought a piece of land.
There, he was going to build his dream house. He knew he
would need help with the building; so, he very cleverly got a
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job in the town’s hardware store. Not only did he get 15% off
on all the materials he bought, but he got to know a lot of
plumbers, builders, etc. These became his friends and soon
they were busy helping him building his house at a reduced
rate. He is still working in the hardware store 10 years later.

If you don’t know what do to and the region you want to
settle in is also immaterial, then you have an even bigger
problem. There are many publications that may guide you
towards a successful non-medical career (see Box). You can
also get career counseling from specialists in the field, gov-
ernment agencies, or contact a recruiter. Although the latter
is really there to ‘‘headhunt’’ you, they should have knowl-
edge about career changes and your aptitude for a special
job. At many universities, there are career –counseling ser-
vices which can be useful for you.

SUGGESTED PUBLICATIONS THAT MAY GUIDE TOWARDS
A SUCCESSFUL NON-MEDICAL CAREER

& Double, Donald L: Assessing your career options. A workbook for
taking charge of change. American Medical Association 1998.

& Sinetar, Marsha: Do what you love; The money will follow: Dis-
covering your right livelihood. American Medical Association
1998.

& Tieger, Paul D., Barron-Tieger, Barbara: Do what you are: Dis-
cover the perfect career for you through the secrets of personality
type. Little, Brown & Co. 1995.

& Kashani, Javad H., Allan, Wesley D.: The Physician’s search Rx.
John Wiley & Sons, Inc. 1998.

& Scott, Mike: Planning for a successful career transition. The
physician’s guide to managing career change. American Medical
Association 1999.

& Ingebretsen, Mark: Leaving the bedside. The search for a non-
clinical medical career. American Medical Association 1996.

GET CREATIVE, BE AN ENTREPRENEUR

There are numerous examples of successful entrepreneurs
in medicine and most have advanced degrees, majority being
M.D.s. You have experienced the inner workings of medi-
cine. You know the flaws of performing clinical medicine
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and you can dedicate a percentage of your time now to
solving them.

The mother of creativity is necessity. Think about your
troubles in medicine and what you don’t like about it, get
creative about inventing solutions. Look towards technology
as science tends to integrate technology at a fairly rapid
pace, although clinical medicine much more slowly.

Examples Abound

A resident in orthopedics left in his PGY 4 years. After work-
ing for several companies in the industry, he started a com-
pany on the side for 72 dollars that uses Nintendo Wii’s to do
home shoulder physical therapy. This creative idea was
valued by a venture capital firm at over 4 million within the
year.

Another such MD began developing surgeon websites. He
has more than 480 websites at the moment and is expanding
into other segments that use the internet to educate and
instruct patients how to make smart decisions about their
health care choices.

Another MD began a think tank that delivers intellectual
property as licensed product to implant companies.

And still another MD began consulting with hospitals to
deliver technology advancements and marketing advantages
across the entire spectrum of in-hospital care.

The possibilities are endless.
In conclusion, you and your family will have to make a

decision to pursue a non-medical career or not. Nobody will
or should do it for you. The best advice, as to finding out
what is the best thing for you, is to ask yourself: ‘‘Will this
make me happy?’’ This can be a difficult question to answer.
However, the following question may be easier: ‘‘What is it
that makes you happy?’’ If it is making wooden tables, being
out in the nature, scuba diving for sunken treasures, or
working in industry instead of clinical medicine, then, by
all means, do your best to make your dream a reality.
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Appendix A

Sample Physician CV

HEIDI EISENHOWER

1600 Pennsylvania Avenue NW

Washington, DC 20500

Home: 202-456-1111

Cell phone: 202-456-1414

Fax: 202-456-2461
Email: Heidi@theeisenhowers.com

DOB: 08-18-81

American Board of Anesthesiology: Board Eligible

California Medical License: CA1234567

Post-graduate Training

July 2006–June 2007: Chief Resident, Department of Anesthesiology,

Stanford University Hospital and Clinics, Palo Alto, CA.

July 2004–June 2006: Anesthesia Residency, Stanford University Hospital
and Clinics, Palo Alto, CA.

July 2003–June 2004: Internship, Yale-New Haven Hospital, New Haven,

CT

Education

August 1998–May 2002: Yale University School of Medicine, MD.
September 1994–June 1998: University of California at Los Angeles. BA in

Psychology

Professional Experience

June 2002–June 2003: Medical volunteer for Doctors without Borders.

June 1996–August 1996: Volunteer at Hole in the Wall camp for children.
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January 1996–May 1997: Diabetes counselor at outpatient clinic in

Compton, CA.

October 1995–June 1997: Phlebotomist at Harbor View Medical Center.

Professional Societies

American Society of Anesthesiologists.

California Society of Anesthesiologist.

American Medical Association.

Awards Received

Resident of the Year 2002: Department of Anesthesiology, Stanford Hospi-

tals and Clinics.
AOA: Yale University School of Medicine.

Publications

Lincoln A, Washington G, and Eisenhower H: Use of oxygen supplementa-

tion to augment analgesia following neuroaxial blocks in parturients.

Journal of Clinical Extras 91(2) 2001: pp. 672–682.
Eisenhower H, Clinton S, and Kennedy M: Comparisons of anesthesia

requirements for canines vs. human patients. Journal of Washington

DC Anesthesia 61(3) 1999: pp. 6–12.

Eisenhower H and Churchill W: Variability of antiemetic dosing require-
ments based on pedigree. Journal of Comparative Canine Anesthesia

12(4) 1998: pp. 234–456.

Outside Interests

Traveling, triathlons, fluent in German
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Appendix B

Job Search Timeline Worksheet

10–12 months before graduation:1

____: Prioritize traits of your ideal job. Complete job search worksheet
detailed in Chapter 1.

____: Speak with your program’s residency director to optimize use of local

resources (e.g. alumni networks).

____: Identify regional or association meetings for networking opportunities.

8–10 months before graduation:

_____: Prepare CV and cover letter.

_____: Print business cards or other ‘‘handouts’’ for use when attending
meetings.

_____: Attend regional or association meetings.

_____: Prepare list of jobs you are interested in.

_____: Contact potential employers.

6–8 months before graduation:

______: Practice interviews with local faculty.

______: Actual interviews.

6 months:

______: Review contact and secure job.

______: Begin licensing process if moving out of state.2

1 Please note that timelines vary depending on specialty. If you are planning on a

fellowship, some applications need to be completed up to 2 years ahead of start date.
2 State licensing process can/should be started sooner if you know which state you will

be practicing in.
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Appendix C

Sample Timeline – Months prior
to anticipated practice start date

SIX MONTHS

Write or contact the medical staff office of the hospital(s) and surgery

center(s) in which you intend to practice and request that an application

package be sent to you. Some hospitals require a ‘‘pre-application form’’

which much be completed, returned, and reviewed before the application
package is sent.

FIVE MONTHS

Complete application packet and return it with any requested application

fees. The application will include a request for references. This is a good time

to contact references to let them know they will receive an inquiry from
‘‘Hospital X’’ regarding your application. The application will also include a

request for privileges, as well as a series of questions regarding prior mal-

practice claims against you, any adverse actions from licensing boards or

medical staffs, drug abuse, etc. It is very important that you answer all of
these questions as accurately as possible, since they will be checking the

validity of all of your answers through database queries.

FOUR MONTHS

Contact your new practice administrator to ensure that efforts are being

taken to obtain any necessary billing numbers from state or governmental
agencies and that your credentialing for various insurance companies is

proceeding on schedule. At this time, the medical staff office is verifying all

of your application items, including your medical school graduation, resi-

dency completion, etc. References will hopefully be returned soon, or pro-
cessing your application may be delayed. It is a good idea to call the office

and verify that all items pertaining to your application are complete.
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THREE MONTHS

Your application has likely been verified by the Medical Staff credentials
office, and has been forwarded to the Department Chairman for a sign-off

on your requested privileges. The Department Chairman usually has 30 days

to turn this around and return the file to the Medical Staff office.

TWO MONTHS

Your application and request for privileges goes to the Medical Staff Cre-
dentials Committee for review and approval. If no issues during the verifica-

tion process arose, this is generally a ‘‘rubber stamp.’’ If your license is still

pending for the State where you intend to practice, your application may be

provisionally advanced pending the granting of your license, or held up at
this point until it is granted.

ONE MONTH

Your packet of information is finally presented to the Hospital’s Board of

Directors for approval and ultimately signed off by the Hospital’s Chief

Executive Officer. At this point, you are fully credentialed in the organiza-
tion and have been granted interim privileges pending proctoring by

assigned staff members.
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Index

Academic interview questions,
33–34

Academic medical practice, 6
Accounts receivable, 47, 55, 57
ACPE, see American College of

Physician Executives
(ACPE)

Adobe Reader software, 16
Aggressive investment

portfolio, 94–96, 95f
Alternative career options

entrepreneurship, 109–110
examples, 110
executive M.B.A.

programs, 105
finding alternative jobs, 103
helpful publications, 109
malpractice insurance, 101
medical administration,

104–105
medical devices, 105–106
non-medical careers,

108–109
overview, 99–100
part time work, 104
pharmacology, 106
reasons to consider,

100–103
research, 108
resources, 109
technical sales, 106

Alumni networks, 19
American College of Physician

Executives (ACPE), 105

Anesthesiology interview
questions, 37

Annuities, 83
Application, medical

license, 68
Arbitration, 58
Assets, 49
Association meetings, 20

Benefits
contractual, 57
elective, 11–12, 11t, 52–53, 52t
statutory, 11–12, 11t,

51–52, 52t
Billing, 47
Bonus, 51
Buy-in, 46–50

Cash flow, 49
Cash investments, 89–90
Category 1 courses, 70
Certified Financial Planners

(CFP) Board, 97
Choosing a Medical Liability

Insurance Carrier, 76
Claims-made malpractice

insurance policies,
73–74

CME, see Continuing medical
education (CME)

Cold calling, 24–26
Common stock, 91–92
Comparing employment offers,

53–54, 54t
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Compensation
benefits, 11–12, 11t
expectations, 9–12
factors influencing, 10–11
interview questions, 35
MGMA, 10
productivity and, 51
systems, 50–51
See also Salary

Confidentiality, 65
Conservative investment

portfolio, 94–96, 95f
Continuing medical education

(CME), 69–70
Contract termination, 57–58
Contracts, 56–59
Co-residents, 21
Corporations, 48
Cost of living, 2
Couples, 23
Cover letter, 17
Credentialing

definition, 61–62
HIPAA, 62–63
HIPDB, 62–63
IPA, 61
Joint Commission, 63
Medicaid, 61
Medical Staff application, 63
Medicare, 61
NPDB, 62
primary source

verification, 62
references, 63

Credentials committee, 64
Curriculum vitae (CV), 13

contents, 14–16
cover letter, 17
letters of reference, 18
Portable Document Format

(.pdf), 16
post-graduate training, 15
professional experience, 15
professional qualifications, 15

publications, 16
sample, 14t, 111–112
subject areas, 15–16
tips, 14–15

CV, see Curriculum vitae (CV)

Disability insurance, 82
The Doctor’s Company, 76, 77
Dollar-cost averaging, 96
Do-not-compete clauses, 57
Driving under the influence

(DUI), 70–71
Drug and alcohol issues, 70–71
DUI, see Driving under the

influence (DUI)

Electronic medical records,
41–43

Employment offers
accounts receivable, 47, 55, 57
arbitration, 58
assets, 49
benefits, contractual, 57
benefits, elective, 52–53, 52t
benefits, statutory, 51–52, 52t
billing, 47
bonus, 51
buy-in, 46–50
cash flow, 49
comparing, 53–54, 54t
compensation systems,

50–51
contract termination, 57–58
contracts, 56–59
corporations, 48
do-not-compete clauses, 57
duties, 57
evergreen clauses, 57
goodwill and, 49
group overhead, 47
group ownership, 46, 48
group reputation, 45–47
group structure, 46
Health Grades rating, 46
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hospital contract, value of, 49
Institute for Healthcare

Improvement, 46
Joint Commission rating, 46
Leapfrog Group rating, 46
legal issues, 58
magnet status, 46
malpractice insurance,

medical, 58
malpractice insurance, tail, 55
negotiable items, 54–56
overtime pay, 50
partnerships, 46, 48
patient safety initiatives, 46
poison pill, 56
policies, procedures, 59
practice valuation, 49–50
productivity, rewards for, 51
profitability, 51
PTO, 52, 52t
salary, guarantee, 57
salary, starting, 50
salary, straight, 50
shares, 46, 48
stock, 48
term, termination date, 57
vacation pay, 52, 52t

Entrepreneurship, 109–110
ETF, see Exchange Traded

Fund (ETF)
Evergreen clauses, 57
Exchange Traded Fund (ETF),

93–94
Expired medical license, 68–69

Faculty network, 23
Family, 1–2
Financial advisors, 96–97
Financial planning

aggressive investment
portfolio, 94–96, 95f

cash investments, 89–90
CFP Board, 97
common stock, 91–92

conservative investment
portfolio, 94–96, 95f

dollar-cost averaging, 96
ETF, 93–94
financial advisors, 96–97
home purchase, cash flow

examples, 85t
home purchase, opportunity

cost, 86
inflation, 89
investing basics, 88–89
IRS tax code 403B, 87
401 K plan, 87
market capitalization, 92
moderate investment

portfolio, 94–96, 95f
mutual funds, 92–93
no-load mutual funds,

92–93
pension, profit sharing plan,

87–88
preferred stock, 91–92
real estate investments,

84–86
retirement accounts, 87–88
sharks, 79–80
Standard and Poor’s 500, 93
stocks, 91–92
student loans, 86–87
See also Insurance

Freelancing, see Locum
tenens

Geography, 22–23
Goodwill, 49
Government practice, 4–5
Group

malpractice insurance
coverage, 76

overhead, 47
ownership, 46, 48
practice, prepaid, 6
reputation, 45–47
structure, 46
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Health Grades rating, 46
Health Insurance Portability

and Accountability Act
(HIPAA), 62–63

Healthcare Integrity and
Protection Data Bank
(HIPDB), 62–63

HMO, see Prepaid group
practice

Home buying, 85t, 86
Hospital contract, value of, 49

Independent Practice
Organization (IPA), 61

Indian Health Service, 5
Inflation, 89
Institute for Healthcare

Improvement, 46
Insurance

agents, 80, 82
annuities, 83
disability, 82
liability, 80
life, 80–81
long-term care, 83
term life, 81
whole life, 81

Insurance, malpractice
alternative career

options, 101
California, 74–75
carrier choice, 77–78
claims-made policies,

73–74
Doctor’s Company, 76–77
group coverage, 76
interview questions (to ask),

35–36
locum tenens work, 77
mature premiums, 74
medical, 58
MICRA, 74–75
NAIC, 76
occurrence policies, 73

part-time employment, 77
premiums, 74–75
questions for potential

carriers, 78
resources, 76
retroactive malpractice

risk, 74
tail coverage, 55, 76–77
typical policy, 75
volunteer work, 77

Internal medicine, 39–41
Interview

basics, 29–31
chronic illness, 31–32
difficult questions, 31–32
DUI, 31–32
failed board exams, 31–32
job termination, 31–32
mental health, 31–32
not answering a question, 32
past issues, 31
personal health issues,

31–32
potential weakness, 31–32
preparing for, 32–37
recurring issues, 31–32
rehab, 31–32
things not to do, 30–31
things to do, 29–30
things to do after, 43–44

Interview questions
academic, 33–34
anesthesiology, 37
compensation, 35
electronic medical records,

41–43
general, 33
internal medicine, 39–41
for interviewer, 34–35
malpractice, professional

affairs, 35–36
other, 36–37
pediatrics, 38–39
specialties, 37–43
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surgery, 43
work flow, 41–43

Investments, see Financial
planning

IPA, see Independent Practice
Organization

IRS tax code 403B, 87

Job offers, see Employment
offers

Job search
alumni networks, 19
association meetings, 20
cold calling, 24–26
co-residents, 21
couples, 23
examples, 21–24
faculty network, 23
geography, 22–23
locum tenens, 23–24
online postings, 20
recruiters, 20–21
regional hospitals and

clinics, 21
residency program

faculty, 20
resources, 19–21
timing, 27

Joint Commission, 46, 63

401 K plan, 87
Kaiser Permanente Medical

Group, 6–7

Leapfrog Group rating, 46
Legal issues, 58
Letters of reference, 18
Liability insurance, 80
License, medical

application forms, 68
Category 1 courses, 70
CME, 69–70
drug, alcohol issues, 70–71
DUI, 70–71

expired, 68–69
instructions, 68
Live Scan fingerprint

process, 68
maintaining, 68–70
Medical Board, state,

67–71
obtaining, 68
paperwork, 67
probationary, 71
recertification, 68–70
requirements, 68

Life insurance, 80–81
Location

choosing, 3
cost of living, 2
family and, 1–2

Locum tenens, 23–24, 77
Long-term care insurance, 83

Magnet status, 46
Malpractice insurance, see

Insurance, malpractice
Market capitalization, 92
Mature malpractice insurance

premiums, 74
M.B.A. programs, executive, 105
Medicaid, 61
Medical administration,

careers in, 104–105
Medical Board, state,

67–71
Medical devices, careers in,

105–106
Medical Group Management

Association (MGMA), 10
Medical Injury Compensation

Reform Act (MICRA),
74–75

Medical license, see License,
medical

Medical practice, see Practice,
medical

Medical specialties, 37–43
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Medical Staff
acceptance, 64
application, 63
bylaws, 65
credentialing,

see Credentialing
privileges, see Privileges to

practice
Medicare, 61
MGMA, see Medical Group

Management Association
(MGMA)

MICRA, see Medical Injury
Compensation Reform Act
(MICRA)

Military practice, 4–5
Moderate investment portfolio,

94–96, 95f
Mutual funds, 92–93

National Association of
Insurance Commissioners
(NAIC), 76

National Practitioner Data
Bank (NPDB), 62

Negotiable contract items,
54–56

No-load mutual funds, 92–93
Non-medical careers, 108–109
NPDB, see National

Practitioner Data Bank
(NPDB)

Occurrence malpractice
insurance policies, 73

Online postings (for jobs), 20
Overtime pay, 50

Paperwork, medical license, 67
Partnerships, 46, 48
Part-time employment, 77, 104
Patient safety initiatives, 46
.pdf, see Portable Document

Format (.pdf)

Pediatrics, 38–39
Pension and profit sharing

plan, 87–88
Personal time off (PTO), 52, 52t
Pharmacology, careers in, 106
Poison pill, 56
Policies and procedures, 59
Portable Document Format

(.pdf), 16
Post-graduate training, 15
Practice, medical

overhead, 47
reputation, 45–47
structure, 46
valuation, 49–50

Practice type
academic, 6
choosing, 4
government, 4–5
Indian Health Service, 5
Kaiser Permanente Medical

Group, 6–7
military, 4–5
prepaid group, 6
private, 8–9
resources, 9
U. S. Public Health

Service, 5
Veteran’s Administration, 5

Preferred stock, 91–92
Premiums, malpractice

insurance, 74–75
Prepaid group practice, 6
Primary source verification, 62
Private practice, 8–9
Privileges to practice

confidentiality, 65
credentials committee, 64
Medical Staff acceptance, 64
Medical Staff bylaws, 65

Probationary medical license, 71
Professional affairs, 35–36
Professional experience, 15
Professional qualifications, 15
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Profitability, 51
PTO, see Personal time off

(PTO)
Publications, 16

Real estate investments, 84–86
Recertification, medical

license, 68–70
Recruiters, 20–21
References, 63
Regional hospitals and

clinics, 21
Research, careers in, 108
Residency program faculty, 20
Retirement accounts, 87–88
Retroactive malpractice risk, 74

Salary
guarantee, 57
starting, 50
straight, 50
See also Compensation

Shares, see Stock
Sharks, 79–80

Specialties, medical, 37–43
Staff model HMO, see Prepaid

group practice
Standard and Poor’s 500, 93
Stock, 46, 48, 91–92
Student loans, 86–87
Surgery, 43

Technical sales, careers
in, 106

Term and termination
date, 57

Term life insurance, 81

U. S. Public Health Service, 5
University practice, see

Academic medical practice

Vacation pay, 52, 52t
Veteran’s Administration, 5
Volunteer work, 77

Whole life insurance, 81
Work flow, 41–43
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