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The Medical Group Management Association and the 

Society of Hospital Medicine have teamed up to 

survey hospitalists and hospital medicine groups on 

compensation and productivity measures.  Officially 

titled “SHM/MGMA State of Hospital Medicine: 2010 

Report Based on 2009 Data,” it is an update of the 

most recent 2008 survey. 

The current survey respondents consist of 4211 

hospitalists in 433 hospitalist groups, from Internal Medicine,, Family Medicine and 

Pediatrics.  One major difference from past surveys, noted in this report, is that only 

1% of physician respondents were academic hospitalists as compared to 25% in past 

surveys; the MGMA and SHM plan to survey academic hospitalists separately in the 

fall of 2010 with a report due in 2011.  Excluding academic hospitalists makes this 

report less relevant for us in academia but provides a more accurate picture of the 

hospitalist market in general. 

 

 

 

 

 

 

 

 

 

As illustrated above, the salary figures in the recent survey report show that 

hospitalist compensation continues to grow.  The median total compensation (not 

including benefits) of approximately $215,000 rose almost 20% from the 2008 SHM 

survey.  Salary data was reported in many different ways, including by (continued) 
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(continued) specialty, region, practice ownership and hospital type.  Most of the data was not surprising, as 

follows: there were considerable differences in compensation by region, hospitalists in practices owned by 

hospitals made less than those in physician-owned practices and hospitalists in academic centers made less 

than those in the private sector.  Family practice hospitalists earned slightly higher compensation, near 

$218,000 per year, while pediatric hospitalists continued to lag behind at approximately $160,000 of total 

compensation per year. 

 

However, the biggest headlines made by the 2010 survey were the data which showed that hospitalists who 

are paid less than half of their total compensation in base salary ended up with the highest total compensation 

and the highest level of productivity as measured by work RVU (WRVU).  These data are not particularly 

surprising, since they indicate that hospitalists are capitalists too.  What the data didn’t show was how the 

extra WRVUs were obtained.  Did these hospitalists see more patients per day or did they agree to work more 

clinical weeks per year, or perhaps both?  What was their practice model—did they mainly work solo or with 

non-physician providers? 

 

Furthermore, the data brings to mind a broader question: what compensation model is appropriate for 

hospitalist practice?  The most important unanswered question: what about quality?  How are these 

hospitalists ensuring patient safety?  Do they have time to work on quality improvement, clinical protocols 

and standardization of care?  If highly productive and heavily incentivized hospitalists cannot answer these 

questions to the affirmative, then the hospital may not be correctly aligning their hospitalist incentive program 

with the institution’s duty to ensure quality of care and safety for their patients.  Finally, under new 

compensation models, including the center for Medicare and Medicaid Services’ (CMMS) proposed 

Accountable Care Organization (ACO) demonstration, hospitals and physicians will be receiving bundled 

payments for care episodes.  Under these new models, the value that hospitalists bring to a hospital will 

change to the delivery of high quality and efficient care, rather than patient volume.  However, bundled or 

capitated payment models may also reduce a hospitalist’s incentive to be clinically productive.  

 

This brings us back to our question:  What compensation model is appropriate for hospitalist practice?  In 

order to align hospitalists’ clinical productivity incentives and the hospital’s quality/safety goals, a blended 

model of incentives seems to be most appropriate.  What will this model look like?  Most likely, it will include 

productivity incentives, including WRVUs with pre-specified benchmarks, efficiency incentives for length of 

stay improvements and evidence-based quality measures.  The specific measures that are used will need to be 

negotiated between each hospital and their hospitalist group.  In addition, under bundled payment models, 

hospitalist practices will want to track their contribution to cost savings and build savings incentives into the 

agreement as well. 

 

So, while the SHM/MGMA State of Hospital Medicine 2010 Report may not be directly relevant to those of us 

in academic medicine, its data certainly provides food for thought for all hospitalists and their hospital 

administrations.  Hopefully, it will prompt us to consider the VALUE that hospitalists bring to the hospital, 

including efficiency of care as well as quality and safety improvements.  Based on these considerations, the 

hospitalists can work with their hospital to negotiate a compensation program that aligns incentives with the 

broader goals of the hospital. 


