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By any yardstick, Brad Sharpe, MD, has enjoyed a lot of success. Joining 
the faculty at University of California, San Francisco (UCSF) Health in 2003, Dr. 
Sharpe has since risen to become the division chief there for hospital medicine.

 So how did he do it? During a presentation at this
spring's virtual Society of Hospital Medicine meeting,
Dr. Sharpe passed on 12 tips that he either fi gured
out early in his career or wishes he had. One subtext
running through them all: "Chance favors the pre-
pared hospitalist," he said. "Some of my success is
due to being in the right place at the right time. But
some is due to setting myself up to succeed." While
his advice was geared toward a career as an aca-
demic hospitalist, his tips could potentially help boost 
a career in any setting.

⊲ Be engaged. "When you're starting a new job in
a new place, you need to show up"—to faculty meet-
ings, conferences, morning report, social events. By
showing up, you'll enjoy your job more. "The business
literature is clear: The more connected you feel to an
institution or enterprise, the more satisfi ed you'll be at
work," he pointed out.

 You also want to be engaged so leaders in your
organization see you around. "You want them to think
of you when opportunities come up, such as looking
for someone to lead a committee that's focused on a
topic you're interested in."

⊲ Meet people. As far as Dr. Sharpe is concerned,
your main task during your fi rst six months in a new job 
is to meet people, particularly those who share your
interests or have a career path you may want to follow.
 "Identify those people, then reach out via e-mail
and ask to meet with them for 30 minutes," he said. If
you don't hear back, send another e-mail a week later.
If there is still no response after a second try, "let it go
and try again in a few months."
 Most people like talking about themselves and
their work. When you do secure a meeting, spend
some time getting to know one another and asking
open-ended questions about the other person’s ca-

for getting ahead
A division chief looks back on what worked
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reer. Be sure to ask what advice she or he would give 
you to get ahead at your institution and which other 
people you should reach out to.
 "You're creating a network of people who right
now don't know you," said Dr. Sharpe. "You're also
fi nding out how people have been successful in
your organization."

⊲ Try new things. Hospitalists in Dr. Sharpe's group
have discovered new career paths simply by signing
up for things they never considered before: a quality
improvement project or utilization review, a new com-
mittee, diversity training, an informatics seminar. "You
never know," he said. "You may stumble onto a whole
new career."

⊲ Teach. A lot. Dr. Sharpe knew teaching was one
of his core passions as early as high school. But as an
academic, he needed to fi nd out what type of teach-
ing he really enjoyed—and he discovered that only
by doing all kinds. Do you prefer teaching to small
groups or large lecture halls? Do you want to focus on 
clinical cases or teach the physical exam? Do you like
interacting with housesta� , medical students or fac-
ulty? "This goes back to trying new things: You have
to fi gure out what you like and what you don't."

⊲ Just say yes. Dr. Sharpe admitted this advice is
somewhat controversial. After all, if you just keep say-
ing yes, you'll burn out, so this tip comes with this qual-
ifi er: "Say yes" only if you're not already overwhelmed
and only if what you're agreeing to interests you.
 "No one expects you to sign up for the outpatient
osteoporosis committee," he noted. "But human be-
ings tend to categorize people—and as a division
chief, I categorize people not only by their interests,
but whether they're the type who says 'yes' or 'no.' "
When opportunities arise, "you want to be recognized 
as someone who says 'yes.' "

⊲ Be great. No one, Dr. Sharpe admitted, actively
decides to "show up to work and do a crappy job with
a particular activity." But when you're given an oppor-
tunity, particularly one that will be highly visible to divi-
sion or organizational leaders, "be particularly great."
As a junior faculty member, for instance, he was given
the chance to lecture the entire fi rst-year class on oral 
case presentations.
 "I spent six months reviewing the literature and put-
ting that talk together," he recalled. "It went so well,
they asked me to come back the next year and lec-
ture on patient interviews."

⊲ Figure out how to get paid. Physicians who are
clinicians/administrators/teachers get paid via four pos-
sible avenues: billing for clinical care, writing (and win-
ning) a small grant, fi nding a wealthy philanthropist to
fund them, and being in charge of something and hav-
ing a leadership role. "Being in charge" runs the gamut
from running a medical school course or devoting time
to patient safety to heading up an entire division.
 When you're starting out, particularly if you aspire
to be a leader, look around at who's in roles that inter-
est you and how they're paid to fi ll them. "Scan the
horizon for roles you could get some funding for if it
would allow you to pursue your academic interests."

⊲ Give yourself a timeline. In Dr. Sharpe's experi-
ence, it takes junior faculty three or four years to fi g-
ure out what they really want to do and how to thrive
as a faculty member. Often, he noted, young faculty
are impatient to discover their niche and launch their
career. "I tell them, 'You have time,' " he said. "Let
your work experiences wash over you and fi gure out
where your passions lie."

⊲ Hone your clinical skills. This also falls within
that three-to-four-year timeframe. "Spend time to
improve your skills," says Dr. Sharpe. That includes

"When you're starting a new job in a new place, 
you need to show up."
–Brad Sharpe, MD
University of California, San Francisco Health
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spending time on UpToDate, attending conferences, 
asking cardiology about an echo or going over an 
MRI with neuroradiology. 

⊲ Find a mentor. This may be, said Dr. Sharpe, his
most important pearl. Mentors come in all types and
fl avors, from ones who guide you through a specifi c
project to those who help steer your overall career.
 "Career mentors, who are those who help you think 
about your career and future, are key to your success,"
he said. "The evidence is clear that academic faculty
with career mentors are more satisfi ed, less burned
out and less likely to leave institutions, more likely to
present at grand rounds, and more likely to take on
a leadership role." If you haven't yet found a career
mentor, approach your section or division chief and
have her or him help you fi nd someone, based on
shared interests and personalities.

⊲ Get help if you need it. "Don't let yourself get
burned out"—something that Dr. Sharpe said has
happened three times over the course of his career.

"By the time I went to my supervisor for help, it was
probably six to nine months past when I should have

reached out." Each time, his supervisor helped him 
fi gure the way forward.
 "Burnout," he pointed out, "manifests itself in di� er-
ent ways." Learn to recognize burnout symptoms in 
yourself: feeling exhausted, depersonalizing patients, 
doubting the quality of your own care and disengag-
ing from clinical care. Are you no longer taking the 
time to get back to a family member who left you a 
message and wants to speak? 

⊲ Aim for the academic sweet spot. In his mind,
Dr. Sharpe said, four questions can help you identify
what you want in academic medicine: What do you love, 
what can you get paid for, what are you good at and
what can advance your career? That last bucket can
mean aligning yourself with people in the organization
who have control, infl uence and money. Or it may mean 
learning a new skill or earning a new degree.
 "You want to fi nd," he said, "where all those overlap
in the context of your personal life and your interests
outside medicine."

Phyllis Maguire is Executive Editor of 
Today's Hospitalist.
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You had three job offers, but you were hooked by the rural hospital that dangled the $50,000 sign-
ing bonus. Given the size of the bonus, you had no problem signing a three-year contract. 
 But a year later, you’re missing the city, and an urban hospital is interested. You’d like to make the 
leap, but you might be in for a big surprise. 
 “These large bonuses are designed to entice physicians, and they are very effective,” says Chris 
Brown, JD, an attorney with the Health Law Firm in Altamonte Springs, Fla. But it turns out that fat 
signing bonuses often have strings attached.
 “If your employment at the hospital doesn’t work out for some reason, you can’t simply termi-
nate your contract early and walk away,” says Mr. Brown. “You usually have to repay part or all of 
that bonus.” 
 This is also true of other recruitment tools such as cost of credentialing, student loan repayment 
benefits, relocation costs and even recruitment fees. “These perks are offered as incentives to come 
on board,” Mr. Brown explains. “If the physician leaves, the hospital or group has lost out on its 
investment and wants it back.” 

Any termination of employment before the end of the contract period—whether initiated by you 
or by the hospital or medical group—can lead to incentive repayment. So if you’re fired, you incur 
the same repayment burden as if you’d left voluntarily. 
 How can you protect yourself? Your contract should spell out “exactly what the hospital group 
considers grounds for termination,” Mr. Brown says. Some are obvious, such as misconduct, crimi-
nal activity or a revoked license. But continued employment is usually also tied to performance 
benchmarks and other criteria that vary from hospital to hospital.
 Those should be clearly spelled out in the contract. And included in these specifications is wheth-
er you would be expected to repay your signing bonus and other incentives.
 Further, the contract should specify repayment terms. When and how much would you have to 
repay? Signing bonuses, while given upfront, are typically considered to be pro-rated over a period 
of time, usually two to three years, Mr. Brown explains. You may have to repay only the remaining 
pro-rated amount. But some employers require the full amount, even if you have already worked at 
the hospital a year. 
 That doesn’t mean you should avoid signing bonuses. The key is to be informed about what your 
prospective employer has tucked away in the contract.

Also key: not being afraid to negotiate a more favorable arrangement.
 “Physicians underestimate the amount of leverage they have,” Mr. Brown observes. “They’re 
afraid they’ll scare away the potential employer, but that hasn’t been my experience.”

Signing bonuses: more than
you signed up for?

Don’t be blinded by dollar figures 
when it comes to these bonuses 

C o n t r a c t s

TH
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You had a great interview at a program you really 
liked, and the group has sent you a letter of intent out-
lining the terms of a potential job. The practice is ask-
ing you to sign the letter and return it. You know the 
document isn't legally binding, so shouldn't you just 
go ahead and sign?
 That all depends on what the letter says. Make sure 
the terms seem reasonable, whether it's the amount 
you'll be paid or the number of hours you'll work in 
a given week. If something seems wrong, don't just 
sign because the document isn't legally binding.
 That's the advice of health care attorney Dennis 
Hursh, JD, of Hursh & Hursh PC, a Pennsylvania-based 
law fi rm that specializes in representing physicians in 
employment contract review and negotiation. He says 
that about 10% of his physician clients receive a let-
ter of intent from prospective employers—and that the 
content of those letters is all over the map. 
 Because no two letters of intent are the same, Mr. 
Hursh says, they require a careful reading. And while 
it's true that signing such a letter doesn't legally obli-
gate you to take a job with that employer, there can 
be consequences to signing too soon. He urges phy-
sicians to take letters of intent seriously.
 Mr. Hursh spoke to Today's Hospitalist about how 
doctors should approach letters of intent.

What is the basic purpose of a letter of intent?
The purpose is to make sure that everyone is on 
the same page. If I'm a hospital and I'm talking 
about hiring you at a salary of $220,000 and you 
think you should make $350,000, there's probably 
no reason for me to produce a 30-page employ-
ment agreement because we're not on the same 
page. If we are miles apart on the salary, it makes 

no sense to move to the stage where we produce 
and review a contract.
 So the purpose really is to make sure that we're not 
wasting anyone's time. The good news is that if an 
employer gives you a letter of intent, it has decided 
you're the best person for the job. Employers aren't 
giving letters of intent for one job to fi ve people and 
waiting to see who replies fi rst. They've pretty much 
decided they want you.

Should physicians have a lawyer review a let-
ter of intent?
A lot of times, I feel I don't need to review a letter 
of intent. The times I do want to review is when the 
employer is using very specifi c numbers. If they are 
o� ering you $200,000 and you think you're worth
$250,000, I would try to suggest using language that
says you'll be paid fair market value based on reason-
able benchmarks.
 We basically postpone the discussion about com-
pensation until we have time to look at compensa-
tion benchmarks and present those to the employer.
When letters of intent get into specifi cs the physician
isn't comfortable with, it's time to get a lawyer involved.

What should physicians do if the letter of in-
tent is throwing out compensation numbers 
that seem really low?
I suggest saying to the employer, "Look, I’m not an 
expert in this, but I thought a higher number was 
more reasonable. I’d like to get an attorney or some-
one with expertise in compensation to look at this." At 
that point, we’ll suggest changing the language to fair 
market compensation so we don’t bring the process 
to a halt while we research compensation.

Letters of intent: 
When should you sign?
There could be big consequences 

from signing too soon
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Letters of intent: When should you sign?
"The fact that letters of intent aren’t

legally binding trips up many physicians."
– Dennis Hursh, JD

Hursh & Hursh PC

If you end up signing a letter of intent and then not
taking a job with that employer, it could come back
to haunt you a few years later if you look for a new
job with that group or practice. Or in today’s health
care marketplace, the group you join today could be
bought by the practice you stiffed with the letter of in-
tent, and you could find yourself working for someone
who has had a bad experience with you.

Edward Doyle is Editor of Today’s Hospitalist.
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How specific are most letters of intent?
It’s all across the board. I have seen some that say
only we’re going to pay you this much money to work
in this specialty, and then others offer a lot of detail.
The good ones will lay out not only money, but specify
that call will be shared equitably if that applies and
spell out the time off that physicians receive for vaca-
tion and CME. It’s really all over the map.

What are the downsides of signing a letter
of intent?
You need to assume that anything mentioned in the
letter of intent is off the negotiating table once you
move to the contract stage. If you sign a letter of intent
saying you are going to work for a group at $240,000
a year and then you come in later and say, "I really
think I should be paid $260,000 a year," it can leave a
bad taste in the employer’s mouth.
 The fact that letters of intent aren’t legally bind-
ing trips up many physicians. There’s nothing legally
wrong with signing a letter of intent and then trying
to negotiate the items in it, but it makes you look like
you’re not negotiating in good faith. As far as the
employer is concerned, you have already agreed to
what's stated in the letter—so if you do want to rene-
gotiate any of those terms, you’re in a weaker position
if you've signed. I’ve explained that my client didn’t
have access to compensation data when she signed
the letter of intent and that I thought the numbers
were low, and I’ve been able to renegotiate compen-
sation numbers in that situation. But it’s not ideal.

Is it OK for doctors to sign more than one let-
ter of intent?
Legally that’s not a problem, but if you look at a letter
of intent as a sign of good faith, it’s not a good idea.

T o d a y ’ s  H o s p i t a l i s t M a r c h  2 0 2 0 1 5Back to TOC
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Letters of intent: When should you sign?

You had a great interview at a program you really
liked, and the group has sent you a letter of intent out-
lining the terms of a potential job. The practice is ask-
ing you to sign the letter and return it. You know the
document isn't legally binding, so shouldn't you just
go ahead and sign?
 That all depends on what the letter says. Make sure
the terms seem reasonable, whether it's the amount
you'll be paid or the number of hours you'll work in
a given week. If something seems wrong, don't just
sign because the document isn't legally binding.

That's the advice of health care attorney Dennis
Hursh, JD, of Hursh & Hursh PC, a Pennsylvania-based
law fi rm that specializes in representing physicians in
employment contract review and negotiation. He says
that about 10% of his physician clients receive a let-
ter of intent from prospective employers—and that the
content of those letters is all over the map.
 Because no two letters of intent are the same, Mr.
Hursh says, they require a careful reading. And while
it's true that signing such a letter doesn't legally obli-
gate you to take a job with that employer, there can
be consequences to signing too soon. He urges phy-
sicians to take letters of intent seriously.
 Mr. Hursh spoke to Today's Hospitalist about how
doctors should approach letters of intent.

What is the basic purpose of a letter of intent?
The purpose is to make sure that everyone is on 
the same page. If I'm a hospital and I'm talking 
about hiring you at a salary of $220,000 and you 
think you should make $350,000, there's probably 
no reason for me to produce a 30-page employ-
ment agreement because we're not on the same 
page. If we are miles apart on the salary, it makes 

no sense to move to the stage where we produce 
and review a contract.
 So the purpose really is to make sure that we're not
wasting anyone's time. The good news is that if an
employer gives you a letter of intent, it has decided
you're the best person for the job. Employers aren't
giving letters of intent for one job to five people and
waiting to see who replies first. They've pretty much
decided they want you.

Should physicians have a lawyer review a let-
ter of intent?
A lot of times, I feel I don't need to review a letter
of intent. The times I do want to review is when the
employer is using very specific numbers. If they are
o�ering you $200,000 and you think you're worth
$250,000, I would try to suggest using language that
says you'll be paid fair market value based on reason-
able benchmarks.
 We basically postpone the discussion about com-
pensation until we have time to look at compensa-
tion benchmarks and present those to the employer.
When letters of intent get into specifics the physician
isn't comfortable with, it's time to get a lawyer involved.

What should physicians do if the letter of in-
tent is throwing out compensation numbers
that seem really low?
I suggest saying to the employer, "Look, I’m not an
expert in this, but I thought a higher number was
more reasonable. I’d like to get an attorney or some-
one with expertise in compensation to look at this." At
that point, we’ll suggest changing the language to fair
market compensation so we don’t bring the process
to a halt while we research compensation.

There could be big consequences from signing too soon
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Letters of intent: When should you sign?
"The fact that letters of intent aren’t 

legally binding trips up many physicians."
– Dennis Hursh, JD

Hursh & Hursh PC

If you end up signing a letter of intent and then not 
taking a job with that employer, it could come back 
to haunt you a few years later if you look for a new 
job with that group or practice. Or in today’s health 
care marketplace, the group you join today could be 
bought by the practice you stiffed with the letter of in-
tent, and you could find yourself working for someone 
who has had a bad experience with you.

Edward Doyle is Editor of Today’s Hospitalist.
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How specific are most letters of intent?
It’s all across the board. I have seen some that say 
only we’re going to pay you this much money to work 
in this specialty, and then others offer a lot of detail. 
The good ones will lay out not only money, but specify 
that call will be shared equitably if that applies and 
spell out the time off that physicians receive for vaca-
tion and CME. It’s really all over the map.

What are the downsides of signing a letter 
of intent?
You need to assume that anything mentioned in the 
letter of intent is off the negotiating table once you 
move to the contract stage. If you sign a letter of intent 
saying you are going to work for a group at $240,000 
a year and then you come in later and say, "I really 
think I should be paid $260,000 a year," it can leave a 
bad taste in the employer’s mouth.
 The fact that letters of intent aren’t legally bind-
ing trips up many physicians. There’s nothing legally 
wrong with signing a letter of intent and then trying 
to negotiate the items in it, but it makes you look like 
you’re not negotiating in good faith. As far as the 
employer is concerned, you have already agreed to 
what's stated in the letter—so if you do want to rene-
gotiate any of those terms, you’re in a weaker position 
if you've signed. I’ve explained that my client didn’t 
have access to compensation data when she signed 
the letter of intent and that I thought the numbers 
were low, and I’ve been able to renegotiate compen-
sation numbers in that situation. But it’s not ideal. 

Is it OK for doctors to sign more than one let-
ter of intent?
Legally that’s not a problem, but if you look at a letter 
of intent as a sign of good faith, it’s not a good idea. 
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You’ve recently joined a medical group with 10 physicians. The contract noted that call coverage 
would be “equally” split among the group, which is fine by you. You’ve done the math, and that 
translates into three to four days per month.
 But once you start, you find out that the four physicians who have each been with the group more 
than 20 years are exempt from taking call. This means you’re splitting call coverage with six physicians, 
not 10, which is quite a difference.

“This scenario is all too common,” says Chris Brown, JD, an attorney with the Health Law Firm in 
Altamonte Springs, Fla. “Often, contract language is broad or vague, leading to incorrect assumptions 
about what the employer really has in mind.” Instead, doctors should “firmly narrow down” exactly 
what call coverage consists of, leaving nothing to chance or to the imagination.
 Dennis Hursh, JD, managing partner of Hursh and Hursh PC, a law firm in Middletown, Pa., agrees. “I 
don’t use the word ‘equal,’ ” he says. “I prefer the word ‘equitable.’ ” For example, he says, if all members 
of the group are expected to be on call two days a week but you’re always stuck with Saturday and 
Sunday, the numbers may be equal but the arrangement isn’t equitable.

“I use language such as, ‘call coverage will be equitably allocated and will not exceed two days 
per week and one weekend per month,’ ” says Mr. Hursh, who is the author of “The Final Hurdle: A 
Physician’s Guide to Negotiating a Fair Employment Agreement.”
 Don’t be afraid to negotiate call coverage arrangements or to be creative when doing so, he adds. 

“For example, you might agree to a certain number of days per month and negotiate extra pay if you 
are on call additional days.”

And be sure that you have an exact definition of “day.” Mr. Hursh recalls one client who accepted a 
position at a hospital. “The contract stated that he would be on call for a certain number of days every 
month,” he says. “He was shocked to discover that he was being asked to be on call at night. It turned 
out, the hospital defined ‘day’ as a 24-hour period, while my client thought it meant ‘daytime.’ ”
 Generally, hospitals spell out their expectations in greater detail than medical groups, and their 
arrangements are more standardized. But that doesn’t mean you can’t negotiate. “I always tell 
physicians not to be shy when it comes to negotiations,” Mr. Brown says. 
 But before you start negotiating, nail down exactly what is on the table. Every practice is different, 
based on the number of physicians, their specialties and other unique factors. Because call coverage is 
such a crucial component of your work life, begin hammering out details in verbal discussions before 
you even get to the contract stage. Then make sure what you discussed is what is in your contract.

1

Watch for hidden traps
in call coverage

Beware of generic terms like 
“equal” coverage

C O N T R A C T S

One
physician 

was shocked 
that a “day” of 

call meant 
a 24-hour 

period.
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S i t e  V i s i t s

Do your 

due diligence, 

but don’t 

bad-mouth 

your current 

colleagues.

More site visit 

DOS
n Know yourself. You’ll be asked
about your skills as well as your
strengths and weaknesses, so take an
inventory of what you do best, and ask
your residency directors to help you
identify those skills. Is your rapport
with patients strong or weak, and are
you good at documentation? Rehearse
your answers about strengths, and
don’t evade questions about weakness-
es. Instead, talk about whether or not
you’re a team player, and what your pa-
tients have liked most and least about
you. Don’t dwell on a weakness, but do
point out what you’ve done to improve.
n Be prepared for probing ques-
tions. Interviewers increasingly rely
on behavioral interviewing techniques,
which are founded on the principle
that past behavior can illuminate fu-
ture behavior. Go into any site visit
(or interview, for that matter) with an
analysis in hand of several speci� c
past situations and how you responded.
Questions to expect may include:
n Tell me about the last time you
went over the top for a patient.
n Tell me about a situation where
you had to in� uence others or show

Recruiters have plenty of
advice on making your best

impression during a site visit.

Make eye contact and off er a fi rm handshake. Do your due diligence. 
Find out in advance who are area competitors, what are different health 
care resources in the community and who are the lead physicians in the 
group you’re interviewing with.

leadership.
n Tell me about a time when you had 
a bad outcome with a patient and had
to tell the family.
n Tell me about a con� ict you had
with another physician and how you
handled it.
n Expect to be asked what kind of job
or practice you see yourself in in � ve
and 10 years.
n Save your hardball for the end of
the game. Recruiters and candidates
should both have some idea of each
other’s compensation expectations ear-
ly on. If those are very divergent, you
should probably part ways before a site
visit. But don’t start actually negotiat-
ing until there is an offer on the table.
n If you think you’re interested in
a prospective position, say so. Let the
practice know that you can at least see
yourself working there and ask what
the next steps would be.
n Think about staying an additional
day (if possible) if you like what you see 
and hear during the site visit. That’s
particularly the case if you haven’t had
an opportunity to shadow one of the
doctors for part of his or her day or shi� .
n Do send a written thank-you note,
whether or not you’re interested in the
job. Write an individual note to every-

Here’s a partial list:

Recruiters have plenty of 
advice on how to make the 

best impression



1 4  O c t o b e r  2 0 1 7  T o d a y ’ s  R e s i d e n t

one involved in the interview process, including 
all the principals.

Site visit 

DON’TS
Recruiters also offer up a host of “don’ts” 
for site visits, most of which are common 
sense. But the fact that recruiters mention 
them means that these mistakes some-
times happen:
n Don’t fi xate on location and money. Those
are, recruiters say, the most common mistakes
young doctors make when taking a � rst job.
n Do not bad-mouth your training program,
medical school or the colleagues you work with.
Instead, couch dif� cult situations or relation-
ships as “challenging,” and be prepared to talk
about how you met those challenges.
n  Don’t wear casual clothes.

And dressing appropriately doesn’t just mean 
steering clear of beach clothes: Wearing a very 
expensive or chic outfit to interview in a small 
community is going to make you seem out of 
place.
n Do not use the word “cap” when asking
about patient volumes. Instead, � nesse that
question by asking about workload expecta-
tions, how quickly the program or practice
plans to grow, and how o� en the practice expe-
riences unusually high volumes.
n Don’t light up. A physician who smokes is
going to stand out. Don’t make that worse by in-
terrupting interviews for “smoke breaks.”
n Don’t bring any drama. Recruiters recall
site visits with doctors who brought a girlfriend
along—instead of the wife that group members
knew the candidate had.
n Don’t talk at length about past problems
with addictions.

Do send a written thank-you note, 
whether or not you’re interested 

in the job.
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P H Y L L I S  M A G U I R E

How to promote your interests without
meltdowns or panic

Few things cause people as much anxiety as having to negotiate. But during a session 
on negotiating strategies at the Society of Hospital Medicine's annual meeting in Nash-
ville, Carrie Herzke, MD, MBA, chief medical o�  cer at the Medical University of South 
Carolina in Charleston, made it clear that negotiating skills are essential for practicing 
clinicians to succeed. 

"If you do it well, you will be more satisfi ed, and your 
patients will benefi t too," Dr. Herzke said. Those 
skills are even more critical, she added, if you hold 
or plan to hold a leadership position. She and her co-
presenter—Flora Kisuule, MD, director of the hospital 
medicine division at Baltimore's Johns Hopkins Bay-
view Medical Center—o� ered tips to help clinicians 
improve their ability to negotiate without the panic.

Separate people from the problem
First, some basics. Negotiation principle No. 1: Don't 
go into any negotiation without understanding your 
BATNA, or best alternative to a negotiated agree-
ment. "This is what you'll still have, even if your ne-

gotiation fails," Dr. Herzke said. "If you don't know 
your BATNA, you'll be at a disadvantage" when ne-
gotiating because you won't have a fallback plan. If 
you have a strong BATNA—like a great job o� er else-
where, and you're trying to get your current group to 
match opportunities or salary—feel free to disclose it 
at the start of the negotiations.
 But if your BATNA is weak (a job o� er you're not all 
that thrilled about), then keep it to yourself. "Sharing it," 
Dr. Herzke said, "won't further your cause."

Principle No. 2: Focus on interests, not positions. 
When you dig in your heels with a position—"I don't 
want to work nights!"—the person or people you're 
negotiating with may do the same. Instead, know 

Tips to become 
a better negotiator

NEGOTIATIONS

1 2  To d a y ’s  H o s p i t a l i s t  C a r e e r  R e s o u r c e  G u i d e



ahead of time what you're interested in achieving and 
put those interests, not your positions, on the table. 

"Perhaps you want to spend more time with your 
family" so you don't want to be away nights, said Dr. 
Herzke. Or the schedule your spouse or partner has 
makes it really tough for you to work then.
 "When you talk about your interests, it allows you to
think of all possible options," she pointed out. Taking an 

"I want" position instead just shuts negotiations down.
 You also want to think about—and listen to—the in-
terests of the party you're negotiating with, because
that will further principle No. 3: Invent options for mu-
tual gain. "You want win-wins," Dr. Herzke said. "You
want to increase the size of the pie, and you want the
negotiations to meet everyone's interests."
 Then there's principle No. 4: Use objective data
to make your case. "This is where you talk about
your return on investment, and it doesn't have to be
about money," she noted. "Many objective criteria
are measurable."
 And fi nally, principle No. 5: Separate the people
from the problem. Walking into a negotiation and
scorching people—"This specialty always dumps pa-
tients on us!" or "That specialty never orders the right
test!"—just creates adversaries. Instead, said Dr. Her-
zke, "You want to get to the problem."

What are you really asking for?
While those principles sound simple, Dr. Herzke 
stressed that you won’t succeed with them unless 
you take several other key factors into account.
 The fi rst is that you need to prepare for nego-
tiations, even low-stakes ones. As part of preparing,
make sure you know: What are you really asking for
and what do you know you don't want? Have you
identifi ed your interest or are you stuck on a position?
What are your options, and do you need time to re-
search those?

 Who needs to be at the negotiating table—don't
waste time negotiating with people who can't make
decisions—and what are their BATNA and interests?
Is what you're asking for possible and reasonable,
and how can your ask be mutually benefi cial? And
what have you (or your group, if it's a group negotia-
tion) accomplished so far, and are you sure you're not
over- or under-selling those achievements?
 During negotiations, make sure you acknowledge
the other side's good points when they make them.

"Otherwise, you just look silly," Dr. Herzke said. If the
conversation veers away from interests into positions,
try to steer it back; avoid reciprocating if someone be-
comes heated or the discussion becomes personal,
identify emotions ("I can tell you're upset") or suggest
taking a break.
 Remember that in health care, "decisions are rarely
made quickly, except when it comes to covid," she add-
ed. Instead, negotiations often become a series of dis-
cussions, giving you more opportunities to hone your
interests and to understand those on the other side.
 And if you hear "no," try to fi gure out what that really
means. "Does it mean, 'No, not now" or 'No, not that
amount'? " Dr. Herzke pointed out. "Don't torch bridges."
 Finally, wanting to successfully negotiate is just one
more reason to network within your organization long
before you come to the table. "It is much easier to ne-
gotiate when you have built up trust and know other
people's interests," said Dr. Herzke. "The people you
have to negotiate with who you like the least are the
ones you need to buy co� ee for."

Culture clash
Dr. Kisuule pointed out that culture—with its many psy-
chological and social elements—plays a subtle but vi-
tal role in negotiations. That's particularly true in health 
care, she noted, where many clinicians and executives, 
herself included, are either bicultural or multicultural.

"The people you have to negotiate with who you like 
the least are the ones you need to buy coff ee for."
–Carrie Herzke, MD, MBA
Medical University of South Carolina
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"Aim a bit higher than your ideal salary because, as 
you negotiate, you're going to come down."

–Flora Kisuule, MD
Johns Hopkins Bayview Medical Center

 "When negotiators are from di� erent cultures,” said
Dr. Kisuule, “they may each come to the table with dif-
ferent assumptions.”
 As she explained, “culture” has much broader impli-
cations than just nationality or ethnicity. Some people
negotiate from the standpoint of a collectivism culture 
in which "they feel a social obligation to their collec-
tive before agreeing to a goal." But others negotiate
purely out of self-interest or want to further only prof-
itability and e�  ciency. Put those two types together
trying to bargain, and they fi nd it hard to reach mutu-
ally-benefi cial decisions.
 Or some programs and hospitals adopt an egali-
tarian culture, while others insist on preserving hier-
archies and di� erent social standing. Not understand-
ing such di� erences can doom negotiations to fail.
 Culture also determines how people share informa-
tion. In the U.S., said Dr. Kisuule, information is con-
veyed directly. But in other cultures, including African
and Asian ones, "meaning is inferred and embedded
in the context of the message." And cultural norms
dictate how people approach confrontation—directly
vs. indirectly—and whether or not confl ict is actually
verbalized or if those negotiating will want to involve
third parties instead.
 She got a crash course in such di� erences during a
recent meeting with a hospital executive who proposed
that the hospitalists take over the chronic vent unit.
 "I was taken by surprise and my Ugandan culture
became dominant," she said. "While I did a lot of com-
municating, I didn't state my meaning directly but
embedded it in what I was saying." Hours later, the
executive sent out an e-mail saying the hospitalists
were taking charge of the unit.
 That’s when she realized that very direct communi-
cation was called for, and she sent a response saying 
there had been a misunderstanding. "I made it clear 
that not only would the hospitalists not be taking over 

the unit, but that a lot of discussion had to happen fi rst 
before they would consider it."

Women should make the fi rst o� er
Little data indicate how members of underrepresent-
ed groups fare in negotiations, Dr. Kisuule pointed 
out. Research does suggest that the initial o� ers they 
receive may be less favorable than their colleagues'.
 More research has been done around women in ne-
gotiations, and those studies show that women tend
to negotiate more for the interests of others than for
themselves. They also seem to negotiate more e� ec-
tively when they're negotiating with another woman.
 As for why women may not do as well as their male
counterparts in negotiations, "it's not because they
lack the skill set," said Dr. Kisuule. "Instead, they tend
to get blowback when they are more assertive be-
cause they are perceived to be more aggressive."
 She o� ered these negotiating tips for women:
Make the fi rst o� er, particularly when negotiating your 
own salary. And when you throw a number out, go
high. "Aim a bit higher than your ideal salary because,
as you negotiate, you're going to come down. If you
start low, it's really hard to come up."
 Another tip: Practice, practice, practice. Try nego-
tiating at fl ea markets, for instance, and roleplay with
friends and colleagues. And use positive emotions.

"As women, we're often accused of being too emo-
tional, but here's a situation where you can use emo-
tions to your advantage," Dr. Kisuule said. "Lead with,
'I've been looking forward to this conversation,' and
use that positive energy."
 Finally, use communal language, saying "we" in-
stead of "I" as much as possible. "Too many 'I's,' she
said, "are o� putting." 

Phyllis Maguire is Executive Editor of 
Today's Hospitalist.
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You’re

deep in the 

job search, 

and you’ve already received 

preliminary off ers from two 

groups. The problem is that 

your top choice is off ering 

less money than the other 

practice. Can you go back to 

your preferred group and 

try to negotiate more money?

EDWARD DOYLE

Negotiating 
compensation

What’s your 
best move?
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When it comes to negotiating, new physi-
cians are o�en unsure of how to proceed. Be-
cause the job search can be intimidating, many 
physicians decide to accept offers without even
reading the contract. But others negotiate too 
aggressively, alienating potential employers—
and missing out on great job opportunities in 
the process.

Here’s a guide on how to get the best deal 
during the job search without turning off em-
ployers.

Size counts
When negotiating pay, you may �nd that large 
institutions sometimes have the least �exibility 
to change physician compensation plans.

“A big institution that has a lot of bureaucra-
cy may have a set salary schedule,” says Mark 
Silberman, MD, chief of emergency medicine 
at Saint John’s Riverside Hospital in Yonkers, 
N.Y. “In some of the large municipal hospitals 
in New York City, for example, the chief of med-
icine has no ability to change salary. It’s writ-
ten in stone.”

Practice size isn’t the only factor that could
limit your ability to negotiate pay. Geography will
also have a strong in�uence on whether practices
are willing to change their pay packages.

“If you’re looking to go somewhere with a phe-
nomenal lifestyle and there are plenty of physi-
cians interested in that job if you don’t take it, 
the situation may be much less negotiable,” Dr. 
Silberman says. If, however, “you go to a place 
that is short-staffed and the group is looking for 
someone with your quali�cations, there can be
quite a bit more �exibility on negotiation.”

But even if a practice is showing little to no 
�exibility on pay, don’t give up hope. That same 
group may be able to negotiate on other �nan-
cial issues. 

“Physicians are likely to have more success 

with negotiations around pre-employment 
bonus offerings than base compensation,” 
says Annie Fowler, vice president of physi-
cian services for Sound Physicians, a perfor-
mance management organization specializing 
in critical care and emergency and hospital 
medicine. “It’s much easier for an employer to 
justify a one-time bonus to help meet a candi-
date’s need in a job transition and still ensure 
ongoing pay parity among doctors working
with each other in the same program.”

One bonus to consider negotiating is for re-
location. “I’ve seen residents say, ‘All my fur-
niture is garbage,’ ” says Chris Elsayad, MD, 
an attending in the department of medicine 
and co-clerkship director for medical students 
at Nassau University Medical Center in East 
Meadow, N.Y. “Instead of having the institu-
tion pay $10,000 to move your things across the 
country, they’ll pay you half of that amount as 
a signing bonus. The hospital saves $5,000 and 
the physician gets a $5,000 bonus.”

Keeping compensation fair
Negotiating one-time bonuses may be easier 
because most practices want to make sure 
their physicians are more or less paid the same 
in terms of base compensation. Physicians are 
usually willing to talk to each other about pay, 
so any discrepancies between how much doc-
tors make will undoubtedly create problems in 
a practice.

At the same time, Dr. Silberman says, prac-
tices also want to make sure that physicians 
aren’t under- or overpaid. “If we have several 
young doctors with a similar amount of experi-
ence,” he explains, “we want the compensation 
package to be fair and equitable.”

So if you want to negotiate pay, you need to 
do so in a way that a practice can justify as fair. 
One way to accomplish that, Dr. Silberman 

“A big institution that has a lot of bureaucracy
may have a set salary schedule.”

–Mark Silberman, MD
Saint John’s Riverside Hospital

continued on page 12
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 When it comes to negotiating, new physi-
cians are o� en unsure of how to proceed. Be-
cause the job search can be intimidating, many 
physicians decide to accept offers without even 
reading the contract. But others negotiate too 
aggressively, alienating potential employers—
and missing out on great job opportunities in 
the process.
 Here’s a guide on how to get the best deal 
during the job search without turning off em-
ployers.

Size counts
When negotiating pay, you may � nd that large 
institutions sometimes have the least � exibility 
to change physician compensation plans.
 “A big institution that has a lot of bureaucra-
cy may have a set salary schedule,” says Mark 
Silberman, MD, chief of emergency medicine 
at Saint John’s Riverside Hospital in Yonkers, 
N.Y. “In some of the large municipal hospitals 
in New York City, for example, the chief of med-
icine has no ability to change salary. It’s writ-
ten in stone.”
 Practice size isn’t the only factor that could 
limit your ability to negotiate pay. Geography will 
also have a strong in� uence on whether practices 
are willing to change their pay packages.
 “If you’re looking to go somewhere with a phe-
nomenal lifestyle and there are plenty of physi-
cians interested in that job if you don’t take it, 
the situation may be much less negotiable,” Dr. 
Silberman says. If, however, “you go to a place 
that is short-staffed and the group is looking for 
someone with your quali� cations, there can be 
quite a bit more � exibility on negotiation.”
 But even if a practice is showing little to no 
� exibility on pay, don’t give up hope. That same 
group may be able to negotiate on other � nan-
cial issues. 

“Physicians are likely to have more success 

with negotiations around pre-employment 
bonus offerings than base compensation,” 
says Annie Fowler, vice president of physi-
cian services for Sound Physicians, a perfor-
mance management organization specializing 
in critical care and emergency and hospital 
medicine. “It’s much easier for an employer to 
justify a one-time bonus to help meet a candi-
date’s need in a job transition and still ensure 
ongoing pay parity among doctors working 
with each other in the same program.”
 One bonus to consider negotiating is for re-
location. “I’ve seen residents say, ‘All my fur-
niture is garbage,’ ” says Chris Elsayad, MD, 
an attending in the department of medicine 
and co-clerkship director for medical students 
at Nassau University Medical Center in East 
Meadow, N.Y. “Instead of having the institu-
tion pay $10,000 to move your things across the 
country, they’ll pay you half of that amount as 
a signing bonus. The hospital saves $5,000 and 
the physician gets a $5,000 bonus.”

Keeping compensation fair
Negotiating one-time bonuses may be easier 
because most practices want to make sure 
their physicians are more or less paid the same 
in terms of base compensation. Physicians are 
usually willing to talk to each other about pay, 
so any discrepancies between how much doc-
tors make will undoubtedly create problems in 
a practice.
 At the same time, Dr. Silberman says, prac-
tices also want to make sure that physicians 
aren’t under- or overpaid. “If we have several 
young doctors with a similar amount of experi-
ence,” he explains, “we want the compensation 
package to be fair and equitable.”
 So if you want to negotiate pay, you need to 
do so in a way that a practice can justify as fair. 
One way to accomplish that, Dr. Silberman 

“A big institution that has a lot of bureaucracy 
may have a set salary schedule.”

–Mark Silberman, MD
Saint John’s Riverside Hospital

continued on page 12
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says, is by working more or different hours 
than your colleagues. “We can always � ex that 
for physicians who want to work more dif� cult 
shi� s,” he says.
 Dr. Silberman recalls the approach that one 
young physician took who had been with his 
practice for a few months. “He said, ‘I want to 
work hard and make as much money as pos-
sible. I’ll work any shi� ,’ ” Dr. Silberman says. 

“He elected to work overnights every Saturday, 
Sunday and Monday. Because it was all nights 
and all weekends, he was able to earn a tre-
mendous salary that was at the top of the scale.”
 That story illustrates a simple lesson about 
negotiating: It’s a two-way street and typically 
involves both parties giving up something. If 
you can � nd something valuable you can give 
the practice in return for its meeting your re-
quest, you’re much more likely to succeed.

Income guarantees
There’s another aspect of compensation you 
can negotiate. If you’re going to work for a prac-
tice that pays you based on something other 
than a straight salary, you can try to negotiate 
an income guarantee.
 Here’s how a guarantee works. Some prac-
tices pay physicians based on the number of 
patients they see and bill for, a model that’s re-
ferred to as being paid for productivity. If you’re 
worried that you might not see enough patients 
early in your career to generate a signi� cant 
income, you can ask for a salary guarantee. A 
guarantee states that you’ll receive a minimum 
amount of money no matter how many patients 
you see.
 “A lot of employers might be willing to meet 
you halfway and say, ‘We’re willing to give you 
a guarantee,’ ” says Ms. Fowler from Sound Phy-
sicians. The practice isn’t really paying you any 

more money, because most physicians will 
see enough patients to cover an income guar-
antee. “It’s not necessarily giving you more 
compensation. The group is just making you 
feel more comfortable about a payment meth-
odology that you’re not familiar with yet.”

Do your research
Finally, if you’re going to try to ask a practice 
for more compensation, Ms. Fowler says you 
need to make sure you’re comparing apples 
to apples when looking at multiple offers. 

“Make sure when you’re talking about com-
pensation that you understand all the vari-
ables involved, including workloads, shi�  
lengths and encounter volumes.”
 Ms. Fowler says that when she talks to 
physicians, they may tell her that another 
group is offering them signi� cantly more 
money. But when she sits down to compare 
contracts and calculates how many hours a 
year they’ll be working, that difference in in-
come can o� en disappear. 
 Her advice: Calculate an hourly pay rate 
based on total hours worked per year, in-
cluding paid time off, for the job offers you’re 
comparing. “Try to come up with a common 
denominator in the form of an hourly pay 
rate to compare opportunities across differ-
ent compensation and bonus structures,” Ms. 
Fowler says. Once physicians do this analy-
sis, she points out, they o� en realize that 
they’d need to pick up only one extra shi�  
to match what on paper looks like another 
substantially better offer. “It’s easy for phy-
sicians to get starry-eyed over compensation 
� gures and neglect to do the digging they 
should do.” TR

Edward Doyle is Editor of Today’s Resident.

“It’s easy for physicians to get starry-eyed 
over compensation fi gures and neglect 

to do the digging they should do.”
—Annie Fowler
Sound Physicians
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A good place to start is asking yourself this simple
question: Is money or time more important to
you? If you’re like a lot of young physicians, you
may decide that more time off or a �exible sched-
ule is more important than a bigger paycheck.

If that’s the case, you have a direction to go
in when reviewing—and negotiating—job of-
fers. “If money is not the most important thing,”
says Mark Silberman, MD, chief of emergency
medicine at Saint John’s Riverside Hospital in
Yonkers, N.Y., “there may be other things that
are more important to you such as scheduling
or time off or a creative position that may be
part time. We really try to get a sense from each

Negotiating 
work hours and schedules

While you may think that negotiating a job offer is all about the money, that’s
not always the case. Practices are often just as willing to negotiate nonfinan-
cial details of a job offer, but the key is knowing what you want to negotiate.

Market demand dictates how flexible employers need to be

NEGOTIATIONS
WORK SCHEDULES

physician about what’s important to them.”

What’s your deal-breaker?
Annie Fowler, vice president of physician ser-
vices for Sound Physicians, a performance man-
agement company specializing in critical care
and emergency and hospital medicine, urges
physicians to decide what’s important before en-
tering the job search, but de�nitely before start-
ing to negotiate. “Prioritize what you really want
because, in any negotiation, you’re not going to
get everything you want. Really drill down and
ask yourself: If you can get only one thing, what
would it be?”
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physician about what’s important to them.”

What’s your deal-breaker?
Annie Fowler, vice president of physician ser-
vices for Sound Physicians, a performance man-
agement company specializing in critical care 
and emergency and hospital medicine, urges 
physicians to decide what’s important before en-
tering the job search, but de� nitely before start-
ing to negotiate. “Prioritize what you really want 
because, in any negotiation, you’re not going to 
get everything you want. Really drill down and 
ask yourself: If you can get only one thing, what 
would it be?”
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sician wants to work nights and weekends, for 
example—Dr. Jackson is much more likely to be 
interested. 
 But what about physicians whose scheduling 
requests don’t represent an obvious bene� t for 
her group? A good example is a doctor who wants 
a half-time schedule to pursue other professional 
or personal interests but still receive health care 
and other bene� ts. 
 Dr. Jackson says that � lling one full-time posi-
tion with two half-time physicians might seem 
like an obvious solution, but it will not always 
work. That approach could require giving two 
people bene� ts, something she might not have in 
her budget. Besides, she adds, in her area—New 
York—there is a steady supply of ED physicians 
who want to work full time.
 She urges doctors to know the local job mar-
ket before they begin asking a practice to make 
concessions. “You need to understand how much 
power you have in negotiating so you can decide 
what to ask for,” she says. “Do practices in the area 
need providers, or are they turning them away?”
 If you don’t have that background information, 
you may be making requests that seem unrea-
sonable to employers. “It can be bold for some-
one you are interviewing to say that they want a 
set schedule,” Dr. Jackson says. “I interview new 
grads, and I’ve been turned off by some who 
seem like they are asking for the moon.”
 Is there a good way to request a speci� c sched-
ule or work hours? Dr. Jackson suggests starting 
with something like, “ ‘I’m willing to be a team 
player, but I have strong interests in working cer-
tain shi� s.’ Bring it up in a conversation and ask, 
‘Do you offer set schedules or vacation requests 
for certain months?’ ” If there is something you 
want from an employer, ask if it’s a possibility. 

“You don’t want to say, ‘This is what I want.’ ” TR

“You need to understand how much 
power you have in negotiating 

so you can decide what to ask for.”
–Kaedrea Jackson, MD

Mount Sinai St. Luke’s

NEGOTIATIONS
WORK SCHEDULES

 Then make it clear to your prospective employ-
er that “that’s a decision point for you,” Ms. Fowler 
adds. “Be clear about what’s important to you. 
Make sure to listen to what the employer has to 
say, but stand � rm without being aggressive.”
 What kinds of things can be negotiated? “The 
practice may be able to offer � exibility on the 
number of clinical hours you work,” Dr. Silber-
man says, “or it may be able to be � exible on what 
will or will not be paid as an overtime or per diem 
shi� .”
 One physician his group recently hired is a good 
example, he points out. Because she has family liv-
ing abroad, the physician wanted a full-time posi-
tion but with extra vacation days. A deal was worked 
out in which she works the same number of hours 
every week as the other physicians. But because she 
gets more paid time off, her salary is prorated. 
 “She got exactly the amount of vacation time 
she needed for these extended vacations to visit 
family abroad,” Dr. Silberman says.
 At the same time, he warns that not all groups 
can be so � exible with scheduling. “In a very 
small group,” he says, “it could create coverage is-
sues to give that much time off to people. In a me-
dium-size group like ours, we have enough differ-
ent people, so we can work around that without 
affecting coverage or patient care needs.”

Know the market
Kaedrea Jackson, MD, medical director of the 
department of emergency medicine at Mount Si-
nai St. Luke’s in New York, regularly interviews 
physicians who request speci� c hours or types of 
schedules. “They want to work particular days or 
shi� s so they can plan their personal and profes-
sional activities,” Dr. Jackson explains.
 How does she react to those requests? If the 
request meets the needs of her practice—a phy-
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