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PROVIDER PAY
AND THE
PANDEMIC:
REALIZING
RECOVERY

MGMA DATADIVE
PROVIDER COMPENSATION
Balance compensation with
productivity with the most reliable
data in the industry. MGMA DataDive
Provider Compensation is your
go-to resource for any physician
or advanced practice provider
(APP) compensation decisions.
Use it to understand the unique
differences among physician-owned,
academic and hospital-owned
practice benchmarks across multiple
regions, practice sizes and provider
experience levels. Benchmarks
include:
•

•

•

Compensation (including total pay,
bonus/incentives, retirement)
Productivity (work RVUs, total
RVUs, professional collections and
charges)
Benefit metrics (hours worked per

TABLE OF CONTENTS
Introduction

2

Data trends

3-8

Productivity

3-6

Physician compensation

7

Advanced practice provider (APP) compensation

7

Post-residency providers

8

Regional trends

8

What to watch in 2022
Staffing and burnout
Are you getting what you pay for?

By David N. Gans, MSHA, FACMPE

Additional resources

week/year and weeks of vacation)

Explore even more of what
MGMA DataDive Provider
Compensation offers.

©MGMA. All rights reserved.

1

9 - 14
9
11 - 14
15

INTRODUCTION
Despite multiple waves of disruption in 2021, medical practices
navigated through the “new normal” of COVID-19 to restore a
sense of normalcy in productivity and compensation last year.
The 2022 MGMA Provider Compensation and Production report — reflecting data from more than 192,000
providers across more than 7,700 organizations — finds compensation for most physician specialties reached
or exceeded pre-pandemic levels in 2021, outstripping the mostly flat results achieved in a lockdown-heavy
2020.
While rising costs and staffing shortages emerged as top
challenges for medical practices, specialist physicians who
were hit the hardest in 2020 made significant gains last
year. Primary care, surgical specialist, and nonsurgical
specialist physician compensation, as well as advanced
practice provider (APP) compensation, increased from
2020 to 2021. In particular:

•

The area with the biggest percentage decline in
median total compensation in the first year of the
pandemic — nonsurgical specialist physicians — saw
a 3.12% increase from 2020 and a 1.79% increase over

•

2019’s level.
Surgical specialist physicians, who had the
second-largest drop in compensation from 2019 to

F R O M 2 0 2 0 TO 2 0 2 1 :

2.13
3.89%
%
3.12
%
3.98
%

Increase in primary
care physician
total compensation
Increase in surgical
specialist physician
total compensation
Increase in nonsurgical
specialist physician
total compensation
Increase in advanced
practice provider (APP)
total compensation

Source: 2021 and 2022 MGMA DataDive Provider Compensation

2020, rebounded with a nearly 4% increase from 2020

•

to 2021, as median total compensation reached $517,501 last year.
Primary care physicians saw compensation gains slightly behind those seen in 2020, with median total
compensation reaching $286,525 in 2021.

This report offers a closer look at the data within 2022 MGMA DataDive Provider Compensation,
Compensation, which offers
the most up-to-date and comprehensive set of industry data points. Following years of pandemic instability and
months of surging inflation, the data are the best apples-to-apples comparison to pre-pandemic benchmarks
from a year that gave us a renewed sense of normalcy and hope to move beyond the “new normal.”
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DATA TRENDS
PRODUCTIVITY

MEDIAN WORK RVU PRODUCTIVITY TRENDS BY PROVIDER TYPE, 2018 TO 2021
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Source: MGMA DataDive Provider Compensation, 2019-2022 (based on 2018-2021 data)

Across all provider types with data collected in the MGMA Provider Compensation and Production Survey,
2021 was a return to pre-pandemic normalcy for median work RVUs (wRVUs), which quantify productivity while
taking into account the complexity of visits:

•

Median APP wRVUs rose 6.06% above 2019 levels in
2021, while primary care physicians posted a 1.16% gain in
2021 compared to 2019.

•

Surgical and nonsurgical specialist median wRVUs, despite
not quite returning to 2019 levels in 2021, were within 0.5%
of their pre-pandemic levels.

•

From 2020 to 2021, the average percentage increase in
median wRVUs for all provider types was 14.3%, with APPs
posting the largest percentage gain for the year at 16.58%.

These latest benchmarks echo what medical group practice
leaders told us in a Nov. 16, 2021, MGMA Stat poll that found
7 in 10 medical practices had exceeded or were on target to
reach their productivity goals for 2021, with only 30% reporting that they were below expected levels.

©MGMA. All rights reserved.
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MEDIAN TOTAL ENCOUNTERS BY PROVIDER TYPE, 2018 TO 2021
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Source: MGMA DataDive Provider Compensation, 2019-2022 (based on 2018-2021 data)

Despite causing major concerns at the time,
the Delta-variant spike of COVID-19 cases
in summer 2021 barely put a dent in patient
volumes. A Sept. 7, 2021, MGMA Stat poll
found only 15% of practices reported a decline
in volumes amid the summer Delta spike, while
43% saw volumes stay roughly the same and
42% reported increases.
However, the threat of COVID-19 was clear in
the final weeks of 2021, as the initial Omicron
surge created a perfect storm of new limits on
elective surgeries, increased staffing
shortages due to exposure and prompted a
spike in patient demand for COVID-19 testing.
Total encounters reflect the number of direct
provider-to-patient interactions regardless of
setting, including televisits and e-visits.

Answers and action steps for your ongoing challenges
Visit the MGMA Staffing Resource Center for tools and insights to ensure you have the right people for the job.
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With the first quarter of 2022 in the books, medical
groups are signaling some optimism, with 85%
reporting their year-to-date visit volumes are at or
above 2021 levels, per a May 10, 2022, MGMA Stat poll.
How well those productivity levels persist will depend on
several issues facing practices in 2022:
•

Ensuring appropriate staffing levels to handle higher
volumes, especially as patients avoided visits during
the Omicron surge return for care.

•

Filling appointment slots previously used for
COVID-19 testing and vaccine administration as
demands for vaccinations drop and more patients
embrace home test kits.

•

Engaging patients who might opt against visiting due to growing financial concerns related to
high-deductible health plans, consumer costs and inflation.

PRODUCTIVITY BY OWNERSHIP
Physician-owned practices report
higher levels of productivity in
collections and wRVUs; however,
MGMA Provider Compensation and
Production Survey results reveal
physician-owned practices experienced

DIFFERENCE IN PRODUCTIVITY BENCHMARKS BETWEEN
PHYSICIAN-OWNED AND HOSPITAL-OWNED PRACTICES
Collections

Total encounters

wRVUs

Primary care

$128,574

-18

195

Surgical specialist

$64,997

-176

1,020

Nonsurgical specialist

$184,403

572

933

Source: 2022 MGMA DataDive Provider Compensation (based on 2021 data)

fewer encounters in 2021 compared to their hospital-owned counterparts.
MEDIAN 2021 wRVUs BY PRACTICE OWNERSHIP
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MEDIAN PRODUCTIVY BENCHMARKS BY PRACTICE
OWNERSHIP AND SPECIALTY GROUPING, 2021
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WHAT’S NEW IN 2022:
1.

 new look and feel: This UX improvement is designed to be user-friendly and provide increased
A
accessibility to the plethora of information within our data sets. There is much to learn and explore.
Learn more about the new MGMA DataDive UX by reaching out to sales@mgma.com to
schedule a time for one of our Data experts to detail the personalized insights for your needs.

2.	
Broader specialties: MGMA DataDive now covers three new physician specialties:
Anesthesiology: Cardiology | Hospital Medicine: Nocturnist | Neurology: Neurocritical care
3.	
New filter: MGMA DataDive Provider Compensation now offers Provider Supervisory
Duties as a filter within Custom Reports and Tools (formerly known as Pro Report Builder).
4.	
New benchmarks: The MGMA DataDive Provider Placement Starting Salary data set
now includes Starting Bonus Amount as a new benchmark, plus new filters for Signing Bonus
Payback, Signing Bonus Offered and Starting Bonus Offered within Custom Reports and Tools.
6
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PHYSICIAN COMPENSATION
MEDIAN TOTAL COMPENSATION, 2019 TO 2021
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Source: MGMA DataDive Provider Compensation, 2020-2022 (based on 2019-2021 data)

Compensation for most physician specialties saw
slight increases between 2019 and 2021, with

COMPENSATION AND PRODUCTIVITY
VARIATION BY SPECIALTY, 2019 TO 2021

productivity numbers staying relatively flat in the

Change
in total
compensation

two-year period.

APP COMPENSATION
APP compensation mostly experienced moderate
increases between 2019 and 2021, adding to
steady increases over the past five years.
INCREASE IN MEDIAN TOTAL
COMPENSATION, NURSE PRACTITIONERS
AND PHYSICIAN ASSISTANS
20192021
change

20172021
change

Surgical NP

4.73%

11.88%

Primary care NP

4.91%

8.73%

Nurse practitioner (NP)

Nonsurgical/
nonprimary care NP

7.95%

11.33%

Surgical PA

-3.57%

5.81%

Primary care PA

4.56%

7.22%

PA (nonsurgical/
nonprimary care)

6.10%

14.59%

Physician assistant (PA)

Source: MGMA DataDive Provider Compensation,
2018-2022 (based on 2017-2021 data)
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APP

Change
in wRVUs

Cardiology: Invasive

2.82%

3.57%

Cardiology: Noninvasive

2.60%

-1.26%

Emergency medicine

0.78%

-7.48%

Family medicine (without OB)

5.60%

5.09%

Gastroenterology

4.66%

1.81%

Hospitalist: Internal medicine

2.55%

0.37%

Internal medicine: General

4.57%

2.44%

Neurology

3.48%

-0.85%

Obstetrics/Gynecology: General

3.64%

0.69%

Ophthalmology

6.97%

-0.55%

Orthopedic surgery: General

6.88%

7.31%

Otorhinolaryngology

2.06%

-2.20%

Pathology: Anatomic and Clinical

1.79%

0.22%

Pediatrics: General

1.77%

-3.50%

Psychiatry: General

3.13%

0.59%

Pulmonary Medicine: General

2.83%

4.07%

Radiology: Diagnostic

-0.14%

-0.95%

Surgery: General

3.15%

-0.53%

Surgery: Neurological

-0.23%

-6.99%

Urgent care

1.24%

-0.02%

Source: MGMA DataDive Provider Compensation 2020 and 2022
(based on 2019 and 2021 data)

7

POST-RESIDENCY PROVIDERS
Providers coming out of residency and

CHANGE IN MEDIAN GUARANTEED COMPENSATION
FOR NEWLY HIRED PROVIDERS, POST RESIDENCY

newly hired to a practice in 2021 reported

2020-2021 change

2019-2021 change

earning 7% to 10% more in guaranteed

Primary care physician

7.15%

10.63%

compensation than their counterparts who

Surgical specialist

9.35%

9.35%

Nonsurgical specialist

14.72%

20.00%

APP

9.26%

9.86%

were hired in 2020.

Source: MGMA DataDive Provider Placement Starting Salary, 2020-2022
(based on 2019-2021 data)

REGIONAL TRENDS
In the past three years, primary care
providers and APPs in the Southern and

CHANGES IN MEDIAN TOTAL COMPENSATION,
2019-2021, BY PROVIDER TYPE AND REGION

Western regions experienced moderate

Eastern

Midwest

Southern

Western

increases in compensation.

Primary care

2.24%

3.90%

7.29%

6.28%

Compensation for providers can range

Surgical specialist

0.46%

4.58%

1.28%

4.26%

Nonsurgical specialist

0.74%

-0.67%

1.65%

3.72%

APP

5.79%

3.63%

7.49%

6.05%

dramatically by state. Primary care
physicians (PCPs) earn the most in
Mississippi, with about $102,000 more

Source: MGMA DataDive Provider Compensation, 2020-2022
(based on 2019-2021 data)

in total compensation than their counterparts in the lowest-paying state, Arizona. The difference in
surgical and nonsurgical specialist pay is even greater. Surgical specialty physicians in Nevada earn about
$612,000 more than their counterparts in Idaho, and nonsurgical specialty physicians report earning about
$372,000 more in Mississippi than their counterparts in Idaho.

TOP FIVE HIGHEST- AND LOWEST-PAYING STATES FOR
MEDIAN TOTAL COMPENSATION, BY PROVIDER TYPE
Primary care

Surgical
specialist

Nonsurgical
specialist

APP

Mississippi

Nevada

Mississippi

Arizona

#2

South Dakota

South Dakota

Indiana

Alaska

#3

Tennessee

South Carolina

Iowa

California

#4

Arkansas

Mississippi

South Dakota

Montana

#5

North Dakota

Wyoming

Utah

Washington

#47

Nevada

Massachusetts

Maine

Maryland

#48

Maine

Arizona

Maryland

South Dakota

#49

District of Columbia

Louisiana

Massachusetts

Indiana

#50

Maryland

Pennsylvania

Arizona

Alabama

Arizona

Idaho

Idaho

Idaho

Highest-paying

Lowest-paying

RANGE BETWEEN HIGHEST- AND LOWEST-PAYING STATES
$102,462

$612,630

$372,464

$63,306

Source: 2022 MGMA DataDive Provider Compensation (based on 2021 data)
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WHAT TO WATCH IN 2022
STAFFING AND BURNOUT
Clinical and administrative workers at all levels have joined the “Great Resignation” of individuals changing
employment, looking for increased wages and better working conditions, often prompted by growing feelings
of stress and burnout.
The Coping with COVID-19 for Caregivers survey, funded by the American Medical Association (AMA),
made headlines when it reported that burnout approached 50% in 2020 among medical disciplines, and
one in five physicians plan to exit their practice in the next two years.
These changes are occurring while physician practices undergo substantial change. Another AMA study examining
physician practice arrangements reported that the long-term trend toward larger practices and away from
physician-owned practices has accelerated: For the first time, less than half of patient-care physicians (49.1%)
reported working in a physician-owned practice, per the 2020 report. This is a drop of almost 5 percentage points
from 2018 and a drop of 11 percentage points since 2012. The study also reported that by 2020, almost 40% of
physicians worked directly for a hospital, or for a practice, at least partially owned by a hospital or health system.
In a recent MGMA Executive Session podcast interview, Michael Nochomovitz, MD, chief clinical partnerships
officer, Devoted Health; and Jessica Dudley, MD, chief clinical officer, Press Ganey, noted that the pandemic
brought new awareness to existing and growing challenges in recruiting and retaining physicians.
In particular, Dudley framed the issue of physician burnout with three main contributing factors:

1. The doability of the job: “Administrative burdens or regulatory requirements being piled on doctors
ultimately gets in the way of them … taking care of patients.”

2. The shift to team-based care: “Medicine initially was a very individual type of practice,” but that has
evolved in recent decades, and organizations that have not invested or developed the support and
infrastructure for physicians are struggling. “You really run better as a team.”

3. The burdens of perfectionism: Physicians are
“wired” to strive for perfection, “which ultimately
means sacrificing our own well-being to take care
of those around us,” Dudley said.
Action steps

•

Make sure you’re staffed to collect for rising
physician and APP services. A Nov. 9, 2021,
MGMA Stat poll found that about half (49%)
of medical practices saw their time in A/R
increase in 2021, often due to lack of office
staff to work outstanding balances, or from the
learning curves faced by newly hired staff.

©MGMA. All rights reserved.
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•

Recognize that physician stress and burnout likely won’t subside just because the pandemic eases.
One in three medical practices had physicians retire early or leave due to burnout last year, according to
an Oct. 26, 2021, MGMA Stat poll. EHR fatigue, fighting with insurance companies over prior authorization
requirements, and loss of work-life balance resulting from staffing shortages likely will continue to
contribute to physician stress and burnout without being addressed.

•

Take a closer look at appointment capacity to optimize your schedule. Nearly half (46%) of medical
practices point to availability/wait times as their biggest challenge with appointments, per a March 15,
2022, MGMA Stat poll. As detailed by Nate Moore, CPA, MBA, FACMPE, president of Moore Solutions, Inc.,
it’s important to review how appointments are templated in your practice management (PM) system and
understand the truly schedulable hours for physicians outside of blocked-off areas (e.g., medical directorship
or administrative duties). “Especially if you have a provider whose wRVUs or compensation metrics aren’t
where they ought to be, I suggest looking at
that availability and rethinking the blocks in
the schedule to give them the opportunity to
earn and your patients the best access you
can offer,” Moore said.

•

Outsource and automate operations
that allow your workers to better support
your physicians and APPs. For the latest
articles, resources and more on optimizing
your workforce and finding efficient
solutions for automation, visit the MGMA
Staffing Resource Center.
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WHAT TO WATCH IN 2022
DO YOU GET WHAT YOU PAY FOR? PHYSICIAN COMPENSATION
ARRANGEMENT AND INCENTIVE DATA SHOW US WHERE MEDICAL
GROUPS ARE ON THE JOURNEY FROM VOLUME TO VALUE

T

here are many American sayings that

DAVID N. GANS
MSHA, FACMPE

have special meaning in healthcare. The
idiom, “you get what you pay for,” has a

RETIRED, FORMER
SENIOR FELLOW,
INDUSTRY AFFAIRS, MGMA

different context in healthcare than its historic

use. In its common use, it describes how price is related
to the quality of the product, meaning that you should
not expect a cheap product to be of good quality. In

healthcare, this saying can be used to describe the incentives in physician compensation formulas.
If the compensation formula is designed to reward production, the incentive is to produce what is
measured. In private practice, where the pool of practice income after expenses is the amount available to
compensate the practice shareholder/partners, it is common practice to distribute this amount either equally
among the doctors or proportionally by an agreed-upon measure, such as work RVUs (wRVUs), collections or
billed charges. Under this type of compensation formula, the physicians who contribute the most to the practice
are rewarded with greater compensation than those who contribute less.
Hospital- and health system-owned practices have a different basis for compensating their providers,
usually designing a compensation formula to meet legal and regulatory requirements of fair market value (FMV)
while also paying a competitive wage that will attract and retain the physicians and advanced practice
providers (APPs) needed for their practices. These organizations understand that they get what they pay for,

WHILE PHYSICIAN-OWNED AND
H O S P I TA L- / H E A LT H S Y S T E M - O W N E D
PRACTICES HAVE DIFFERENT LEGAL
CONSTRAINTS, THEY HAVE SIMILAR
OBJECTIVES IN DESIGNING A
PHYSICIAN COMPENSATION METHOD
THAT SUPPORTS THE NEEDS OF
THE ORGANIZATION.

usually designing provider compensation packages to
reward contribution to their organization.
In terms of incentive, providers paid a salary have
the least incentive to work harder, see more patients
or schedule more complex cases. Organizations that
use a salary-based compensation system typically
incorporate bonus arrangements or use past
performance to influence salary levels.
While physician-owned and hospital-/health
system-owned practices have different legal
constraints, they have similar objectives in designing
a physician compensation method that supports the

needs of the organization. The annual MGMA Provider Compensation and Production Survey collects
compensation and production information from medical group practices of all types, sizes and owners; the
data are summarized and reported in the MGMA DataDive Provider Compensation. Compensation method is
among the demographic information collected in the survey and is reported as its own statistic and in the
context of provider compensation.

©MGMA. All rights reserved.
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FIGURE 1. COMPENSATION METHOD FOR ALL PRACTICES

Figure 1 displays overall
compensation methodologies across
all the practices that participated in

40%

the survey, categorizing the plans
as 100% salary; 100% production; a

35%

majority of compensation from salary

30%

or production along with a portion of

25%

compensation attributed to meeting

20%

quality metrics; or some other
combination of measures.

15%

The most common methods

10%

are 100% salary (25.5% of

5%

respondents) and “other” (38.0%

0%

of practices). Most interesting,
though, is more than a quarter of
practices (28.3%) reported
incorporating quality metrics in

100% salary

100%
productivity or
equal share

50% or
50% or more
Other
more salary
production
compensation
plus quality
plus quality
plan
metrics
Source: 2021 MGMA DataDive Provider Compensation (based on 2020 data)

their compensation plan along with salary or productivity components.
Including quality metrics in the provider compensation formula is often in response to contracts with
commercial and government payers that include bonus arrangements or penalties associated with meeting
quality metric goals. In many instances, quality metrics are included in the reporting requirements along with
other goals tied to the cost of care, so it is not unusual to see similar incentives integrated into the provider
compensation systems.
In January 2022, JAMA Health Forum published an original research article describing a crosssectional study of 31 physician organizations affiliated with 22 U.S. health systems.1 This study found these
health systems continue to focus on rewarding volume of services despite growth in value-based payment
arrangements from payers. Survey results found in MGMA DataDive corroborate this finding and provide
TABLE 1. MEDIAN TOTAL COMPENSATION BY SPECIALTY,
OWNER AND COMPENSATION METHOD
Physician-owned practices

100% salary

100%
productivity
or equal share

50% or more
salary plus
quality metrics

50% or more
production plus
quality metrics

Other
compensation
plan

Primary care

$301,514

$315,421

$284,053

$301,745

$307,626

Surgical specialist

$391,253

$523,430

$484,909

$552,372

$559,790

Nonsurgical specialist

$363,545

$479,379

$392,800

$532,218

$445,864

50% or more
salary plus
quality metrics

50% or more
production plus
quality metrics

Other
compensation
plan

Hospital- and health system-owned practices

100% salary

100%
productivity
or equal share

Primary care

$251,774

$273,286

$283,499

$296,865

$277,385

Surgical specialist

$493,874

$512,476

$518,059

$565,641

$519,466

Nonsurgical specialist

$380,000

$407,633

$409,502

$482,260

$410,290

Source: 2021 MGMA DataDive Provider Compensation
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TABLE 2. PRACTICE COMPENSATION METHODS BY SPECIALTY AND OWNER
Practice compensation methods in physician-owned practices

100% salary

100%
productivity
or equal share

50% or more
salary plus
quality metrics

50% or more
production plus
quality metrics

Other
compensation
plan

Primary care

28.1%

29.5%

11.4%

6.8%

24.2%

Surgical specialist

26.2%

21.6%

4.7%

5.0%

42.5%

Nonsurgical specialist

29.1%

23.1%

8.1%

3.9%

35.7%

50% or more
salary plus
quality metrics

50% or more
production plus
quality metrics

Other
compensation
plan

Practice compensation methods in hospital- and IDS-owned practices

100% salary

100%
productivity
or equal share

Primary care

22.8%

6.4%

17.5%

16.9%

36.3%

Surgical specialist

25.6%

7.5%

15.8%

8.2%

42.9%

Nonsurgical specialist

28.0%

7.3%

17.8%

8.2%

38.6%

Source: 2021 MGMA DataDive Provider Compensation (based on 2020 data)

further insight into the degree to which quality metrics are incorporated in physician compensation in
hospital-/system-owned practices and independent practices.
Do these incentives work? Does a practice really get what it pays for? MGMA DataDive survey data show
that, in general, these incentives translate well into physician compensation. Table 1 shows that physicians
with the greatest compensation in their specialty category in physician-owned practices — where there is a
limited revenue pool to be distributed — were paid under a compensation formula that rewarded productivity.
Hospital- and system-owned practices, even though they exist in a very different environment, report
something similar: The doctors who are paid under a compensation plan that incentivizes production have
greater compensation than those on salary.
Perhaps one of the most interesting findings is that doctors with quality metrics in their compensation
methodology seem to do very well compared to their peers. MGMA survey findings reveal that, from the

MGMA SURVEY FINDINGS REVEAL
T H AT, FRO M T H E P ROV I D E R’S
PERSPECTIVE, THERE IS NO APPARENT
DOWNSIDE TO HAVING QUALITY
METRICS IN THE COMPENSATION
FORMULA, AS THESE PHYSICIANS
W E R E U S U A L LY T H E H I G H E S T P A I D
COMPARED TO THEIR PEERS.

provider’s perspective, there is no apparent
downside to having quality metrics in the
compensation formula, as these physicians were
usually the highest paid compared to their peers.
MGMA DataDive survey data also provide a
reflection of the varying ways in which physicianowned and hospital-/system-owned practices
design their compensation formulas for their
differing environments. Table 2 shows that
physician-owned practices are four times more
likely to have a 100% productivity or equal share
compensation system compared to hospital-/

system-owned practices. It also shows that both ownership types have similar percentages of compensation
plans that are 100% salary or “other.” The practices with “other” generally described their compensation
systems having multiple components, such as having a base salary with a productivity bonus, or having
incentives for call, medical directorships, community engagement, or serving in a leadership position.

©MGMA. All rights reserved.
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FIGURE 2. PERCENT OF PRACTICES WITH COMPENSATION
PLANS THAT INCLUDE QUALITY METRICS, BY OWNERSHIP

40%

34.4%

35%
30%

24.0

25%
20%

26.0%

%

Hospital/IDS-owned

18.1%

15%

12.0%

9.6

%

10%

Source: 2021 MGMA
DataDive Provider
Compensation
(based on 2020 data)

5%
0%

Physician-owned

Primary care

Surgical specialist

Nonsurgical specialist

Figure 2 illustrates the percentages of practices that include quality metrics by specialty and ownership. The
frequency of compensation formulas with quality metrics in hospital-/system-owned practices is relatively
double that of the frequency of physician-owned practices. This observation is consistent with how these
systems are typically larger practices with the more sophisticated information systems needed to collect quality
metrics. Hospital- and system-owned practices are also more apt to have government and payer accountable
care organization (ACO) contracts that reward the organization for meeting quality and cost-saving goals and
could benefit by having similar quality metrics in their provider compensation plans.
The lag in how private practices have
implemented physician compensation

A STUTE ADMINISTR ATORS ACCEPT

methodologies that incorporate quality metrics

THAT CONSTRUCTION PROJECTS

compared to hospital- and system-owned practices

OR CHANGES IN THE INFORMATION

may be explained by another popular idiom. Private
practice executives describe three actions that

S YSTEMS ARE INE VITABLE; HOWE VER,

often lead to dissatisfaction among the practice’s

IN THE CONTEXT OF THE PHYSICIAN

physician owners:
1. A major building renovation or construction
project
2. Implementing or changing the practice EHR
3. Changing the physician compensation formula.

COMPENSATION S YSTEM, THE Y TAKE
TO HEART ANOTHER AMERICAN IDIOM —
“ I F I T A I N ’ T B R O K E , D O N ’ T F I X I T .”

Each of these events creates turmoil with significant practice impact and costs that, if there is a problem,
will be deemed the fault of the administrator and could be cause for his or her termination.
Astute administrators accept that construction projects or changes in the information systems are inevitable;
however, in the context of the physician compensation system, they take to heart another American idiom —
“If it ain’t broke, don’t fix it.”
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ADDITIONAL RESOURCES
MGMA DataDive utilizes thousands of healthcare metrics,
allowing you to analyze your organization’s performance and
discover areas of improvement. Available to all organization
sizes, MGMA DataDive’s benchmarks and filters provide
accurate comparisons to regional and national competitors’
key performance indicators (KPIs), such as provider
compensation, practice operations, management and more.

D I S C OV E R A N E W WO R L D O F DATA

Our intelligent medical group
analytics tool, visualizing your
practice performance.

MGMA Stat COVID-19 polls

No matter what happens in terms of case counts, we know that medical groups are still facing
challenges brought on by the pandemic. Find our latest polling and data stories about how healthcare
leaders are responding and innovating.

MGMA Consulting

Save the date: Medical Practice
Excellence: Leaders Conference

Leverage the industry leader in creating meaningful

Join us Oct. 9-12 in Boston.

change in healthcare, one organization at a time.

ABOUT MGMA

Founded in 1926, the Medical Group Management Association (MGMA) is the nation’s largest association focused
on the business of medical practice management. MGMA consists of 15,000 group medical practices ranging from
small, private medical practices to large national health systems, representing more than 350,000 physicians. MGMA
helps nearly 60,000 medical practice leaders and the healthcare community solve the business challenges of running
practices so that they can focus on providing outstanding patient care. Specifically, MGMA helps its members innovate
and improve profitability and financial sustainability, and it provides the gold standard on industry benchmarks such as
physician compensation. The association also advocates extensively on its members’ behalf on national regulatory and
policy issues. mgma.com
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