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Overview
Merritt Hawkins is a national healthcare 

search and consulting firm specializing in 

the recruitment of physicians in all medical 

specialties and other advanced practice 

clinicians. Now celebrating its 29th year of 

service to the healthcare industry, Merritt 

Hawkins is a company of AMN Healthcare 

(NYSE: AHS), the nation’s largest healthcare 

staffing organization and the industry 

innovator of healthcare workforce solutions. 

This report marks Merritt Hawkins’ 23rd 

annual Review of the search and consulting 

assignments the firm conducts on behalf of 

its clients. Merritt Hawkins’ Review is the 

longest consecutively published and most 

comprehensive report on physician recruiting 

incentives in the industry. The Review is 

part of Merritt Hawkins’ ongoing thought 

leadership efforts, which include surveys and 

white papers conducted for Merritt Hawkins’ 

proprietary use, and surveys and white 

papers Merritt Hawkins has completed on 

behalf of prominent third parties, including 

The Physicians Foundation, the Indian  

Health Service, the American Academy 

of Physicians Assistants, Trinity 

University, Texas Hospital Trustees, the 

North Texas Regional Extension Center/

Office of the National Coordinator of 

Health Information Technology, and 

Subcommittees of the Congress of the 

United States.  

The 2016 Review is based on the 3,342 

permanent physician and advanced 

practitioner search assignments that Merritt 

Hawkins and AMN Healthcare’s sister 

physician staffing companies (Kendal & Davis 

and Staff Care) had ongoing or were engaged 

to conduct during the 12-month period from 

April 1, 2015, to March 31, 2016.  

The intent of the Review is to quantify 

financial and other incentives offered by our 

clients to physician and advanced practitioner 

candidates during the course of recruitment. 

Incentives cited in the Review are based on 

formal contracts or incentive packages used by 

hospitals, medical groups and other facilities in 

real-world recruiting assignments. Unlike other 

surveys, Merritt Hawkins’ Review of Physician 

Recruiting Incentives tracks physician starting 

salaries and other perquisites, rather than total 

annual physician compensation. It therefore 

reflects more accurately the incentives 

physicians are offered to attract them to new 

practice settings rather than what physicians in 

general may actually earn.

The range of incentives detailed in the 

Review may be used as benchmarks for 

evaluating which recruitment incentives 

are customary and competitive in today’s 

physician recruiting market. In addition, 

the Review is based on a national sample 

of search assignments and provides an 

indication of which medical specialties 

are currently in the greatest demand and 

the types of medical settings into which 

physicians are being recruited.

Following are several key findings  

of the Review.
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Key Findings
Merritt Hawkins’ 2016 Review 
of Physician and Advanced 
Practitioner Recruiting 
Incentives reveals a number 
of trends within the physician 
and advanced practitioner 
recruiting market, including:

• For the tenth consecutive year, 

family physicians were number one 

on the list of Merritt Hawkins’ most 

requested recruiting assignments, 

underscoring the key role primary 

care physicians are playing in an 

evolving healthcare system. 

• Combined, advanced practitioners, 

including physician assistants (PAs) and 

nurse practitioners (NPs), were fifth 

on the list of Merritt Hawkins’ most 

requested recruiting assignments in the 

2016 Review, the third consecutive year 

they have held this position, illustrating 

the advance of “team-based” care and 

the importance of having “the right 

provider at the right time.” 

• Urgent care physicians moved to ninth on 

the list of Merritt Hawkins’ most requested 

searches, up from number 20 the previous 

year, highlighting growing consumer 

demand for “convenient care” services.

• For the first time in the 23 years 

Merritt Hawkins has conducted the 

Review, psychiatrists were second 

on the list of our most requested 

recruiting assignments, supplanting 

general internists, who had ranked 

second on the list for nine consecutive 

years. This is a clear reflection of 

the focus healthcare providers are 

putting on addressing mental health 

challenges in the United States. 

• Demand also remains strong for 

physicians providing inpatient care. After 

family physicians, psychiatrists, and 

general internists, hospitalists ranked 

fourth among Merritt Hawkins’ top 20 

search assignments in 2015/16. 

• Radiologists, absent from Merritt 

Hawkins’ list of top 20 search 

assignments since 2012, returned 

in the 2016 Review, signaling a 

potential increase in diagnostic 

imaging procedures and a more 

limited radiology candidate pool.
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• Orthopedic surgeons, neurologists, 

dermatologists, gastroenterologists, 

urologists, pulmonologists, cardiologists 

and other specialists remain in steady 

demand, underscoring the need for medical 

specialists among an aging population. 

• Solo practice, long in decline, appears to 

be making a comeback. Five percent of 

Merritt Hawkins’ recruiting assignments 

in the 2016 Review were for solo practice 

settings, up from 4% the previous year 

and up from less than one percent the 

year before that. 

• Strong demand for both primary 

care and specialist physicians is 

pushing up average physician 

starting salaries. Starting salaries 

for 18 of the 20 specialties tracked 

in the 2016 Review increased 

year-over-year, including a 13% 

increase for family medicine, Merritt 

Hawkins’ number one search.

• Though solo practice, typically an 

independent practice model, has 

rebounded, employment remains the 

dominant contract structure in physician 

recruiting. Approximately 90% of Merritt 

Hawkins’ searches tracked in the 2016 

Review featured an employed setting, 

compared to less than 50% in 2004. 

• The use of value/quality-based 

payment incentives for physicians rose 

in the 2016 Review. Thirty-two percent 

of physician production bonuses 

tracked in the 2016 Review featured 

a value/quality-based component, up 

from 23% the previous year. 

• Despite the rise in value/quality based 

incentives, volume-based incentives, 

particularly Relative Value Units (RVUs) 

continue to be the most frequently 

utilized physician productivity metric. As 

tracked in the 2016 Review, RVUs were 

featured in 58% of Merritt Hawkins’ 

recruiting assignments in which a 

production bonus was part of the 

incentive package.

• Demand for physicians is not confined 

to traditionally underserved rural areas. 

Merritt Hawkins worked in all 50 states 

in 2015/16, and 51% of the firm’s search 

assignments took place in communities 

of 100,000 people or more. 

Following is a breakout of the characteristics 

and metrics of Merritt Hawkins’ 2015/16 

physician recruiting assignments.  
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Merritt Hawkins’ 2016 Review 
of Physician and Advanced 
Practitioner Recruiting Incentives: 
Recruiting Assignment Characteristics and Metrics
(All of the following numbers are rounded to the nearest full digit.) 

Total Number of Physician/Advanced Practitioner Search Assignments Represented 

The Review is based on the 3,342 permanent physician and advanced practitioner search 

assignments Merritt Hawkins/AMN Healthcare’s physician staffing companies had ongoing or 

were engaged to conduct during the 12 month period from April 1, 2015 to March 31, 2016.  

Medical Settings of Physician Search Assignments

2015/16 2014/15 2013/14 2012/13 2011/12

Hospital 1,639(49%) 1,596(51%) 2,006(64%) 1,975(64%) 1,710 (63%)

Group 628(19%) 625(20%) 401(13%) 493(16%) 436 (16%)

Solo/Direct Pay 181(5%) 125(4%) 17(<1%) 29(1%) 28 (1%)

Partnership N/A N/A 93(3%) 94(3%) 220 (8%)

Association N/A N/A 13 (<1%) 28 (1%) 29 (1%)

Community HC/IHS 434(13%) 406(13%) 378(12%) 305(10%) 152 (6%)

Academics 367(11%) 252(8%) 188(6%) 153(5%) N/A

Urgent Care 80(2%) 33(1%) N/A N/A N/A

Other 13(1%) 59(2%) 30(1%) 20(1%) 135 (5%)

1

2
Hospital
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Solo / Direct Pay

Partnership
Association
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Academics

Urgent Care
Other
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181(5%)
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N/A
N/A

0 500 1,5001,000 2,000



 2016 Review of Physician and Advanced Practitioner Recruiting Incentives  6

If Academics, what type of position? (Of 367 Academic positions)

States Where Search Assignments Were Conducted  

(Searches also conducted in the District of Columbia and Canada.)

AK, AL, AR, AZ, CA, CO, CT, DE, FL, GA, HI, IA, ID, IL, IN, KS, KY, LA, MA, MD, ME, MI, 

MO, MN, MS, MT, NC, ND, NE, NH, NJ, NM, NY, NV, OH, OK, OR, PA, RI, SC, SD, TN, TX, 

UT, VA, VT, WA, WI, WV, WY 

Number of Searches by Community Size

3

4
2015/16

2014/15

2013/14

2012/13

2011/12

0 500 1,5001,000 2,000
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870(26%)
766(23%)

1,706(51%)

1,184(38%)
689(22%)

1,247(40%)

1,044(33%)
819(26%)

1,295(41%)

804(26%)
775(25%)

1,518(49%)

1001 (37%)
784 (29%)

925 (34%)
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Top 20 Most Requested Searches by Medical Specialty 

2015/16 2014/15 2013/14 2012/13 2011/12

Family Medicine 
(includes FP/OB)                             

627 734 714 624 631

Psychiatry 250 230 206 168 168

Internal Medicine 233 237 235 194 235

Hospitalist 228 176 231 178 155

Nurse Practitioner 150 143 128 69 23

OB/GYN 112 112 70 77 81

Neurology 101 60 61 71 41

Orthopedic 
Surgery 81 106 58 57 105

Urgent Care 80 33 16 16 7

Pediatrics 76 71 92 87 70

Dermatology 71 44 30 22 54

Emergency 
Medicine 70 80 89 111 106

Physician Assistant 66 63 61 50 22

Gastroenterology 58 43 54 37 51

General Surgery 58 63 58 74 130

Urology 51 40 29 26 57

Pulmonology 46 38 18 24 68

Otolaryngology 44 52 32 40 40

Radiology 40 24 22 35 35

Cardiology 33 36 32 38 46

5
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Other Specialty Recruitment Assignments 

Addiction Medicine

Adolescent Medicine

Adult Health Clinical Nurse Specialist

Allergy & Immunology

Anesthesiology

Anesthesiology (Addiction Medicine)

Audiologist

Bariatric Surgery

Breast Surgery

Cardiac Anesthesiology

Cardiology - Interventional

Cardiothoracic Surgery

Clinical Genetics

Clinical Neuropsychologist

Clinical Pathology

Colon-Rectal Surgery

Critical Care-Intensivist Medicine

Critical Care, Neurology

Cytopathology

Dentistry

Developmental Behavioral Pediatrics

Diabetes & Metabolism

Endocrinology

Family Medicine (Sports)

Forensic Pathology

Genetics

Geriatric Medicine

Geropsychiatric Clinical  
Nurse Specialist

Gynecology

Hematology

Hospice and Palliative Medicine

Hospitalist, Nocturnist

Infectious Disease

Internal Medicine, Pediatrics

Maternal Fetal Medicine

Medical Physicist

Mohs Surgery

Neonatal-Perinatal Medicine /    
Neonatology

Nephrology

Neurological Surgery

Neurology, Stroke

Neuroscience Clinical Nurse Specialist

Neurosurgery

Nurse Anesthetist

Occupational Medicine

Ophthalmology

Ophthalmology, Glaucoma

Optometry

Oral & Maxillofacial Surgery

Oral and Maxillofacial Surgery

Orthopedic Surgery, Foot & Ankle

Orthopedic Surgery, Hand

Orthopedic Surgery, Pediatric

Orthopedic Surgery, Spine

Pain Medicine

Pathology

Pediatric Allergy & Immunology

Pediatric Cardiology

Pediatric Critical Care- 
Intensivist Medicine

Pediatric Dentistry

Pediatric Emergency Medicine

Pediatric Intensivist

Pediatric Nephrology

Pediatric Neurological Surgery

Pediatric, Ophthalmology

Pediatric, Otolaryngology

Pediatric Pulmonology

Pediatric Rheumatology

Pediatric Surgery

Pediatrics Hospitalist

Physical Medicine & Rehabilitation

Physicist

Plastic Surgery

Psychologist

Rheumatology

Sleep Medicine

Sports Medicine

Surgical Critical Care-Intensivist     
(Trauma Surgery)

Surgical Oncology

Surgical Trauma Surgery  
(Critical Care-Intensivist)

Thoracic Surgery

Transplant Surgery

Vascular Surgery

6
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Administrative, Academic and Executive Titles Include (partial list): 

Assistant Professor

Associate Dean for Research

Associate Dean, Administrative and 
Student Affairs

Associate Dean, Diversity  

Associate Dean, Graduate Medical 
Education

Associate Dean,  Education and Health 
Professionals

Associate Department Chair         

Associate Professor

Chair of Biostatistics

Chair of Medical Specialties

Chair of Population Health

Chair of Supportive Care

Chair, Department of Anesthesia

Chair, Department of Dermatology

Chair, Department of Family Medicine

Chair, Department of Internal Medicine

Chair, Department of Neurology

Chair, Department of Orthopedic Surgery

Chair, Department of Otolaryngology

Chair, Department of Pathology

Chair, Department of Pediatrics

Chair, Department of Psychiatry              

Chair, Department of Surgery

Chief Executive Officer    

Chief Medical Officer    

Chief Nurse Practitioner Officer

Chief of General Obstetrics

Chief of GYN/Oncology

Chief of Hematology/Oncology

Chief of Infectious Disease

Chief of Maternal Fetal Medicine

Chief of Orthopedic Hand Surgery

Chief of Rheumatology

Chief of Transplant Surgery

Clinical Director                                 

Dean, College of Medicine

Director of Community Medicine

Director of Cytopathology

Director of Quality and Accreditation

Director of the Center for Institutional 
Diversity

Full Professor

Medical Director

Residency Director                          

Section Chief

Senior Director of Patient Financial Service

Senior Researcher  

University President/Chief Executive

Vice Dean of Clinical Affairs

Vice Dean of Faculty Affairs

Vice President of Quality

Vice President, Medical Affairs

Vice President, Medical Services

Income Offered to Top 20 Recruited Specialties 8

7

Family 
Medicine Low Average High

2015/16 $135,000 $225,000 $340,000

2014/15 $112,000 $198,000 $330,000

2013/14 $140,000 $199,000 $293,000

2012/13 $130,000 $185,000 $437,000

2011/12 $120,000 $189,000 $300,000

Psychiatry Low Average High

2015/16 $195,000 $250,000 $370,000

2014/15 $172,000 $226,000 $325,000

2013/14 $150,000 $217,000 $350,000

2012/13 $165,000 $218,000 $300,000

2011/12 $160,000 $224,000 $300,000

Internal 
Medicine Low Average High

2015/16 $195,000 $237,000 $320,000

2014/15 $100,000 $207,000 $260,000

2013/14 $145,000 $198,000 $360,000

2012/13 $130,000 $208,000 $325,000

2011/12 $150,000 $203,000 $345,000

Hospitalist Low Average High

2015/16 $180,000 $249,000 $390,000

2014/15 $170,000 $232,000 $300,000

2013/14 $145,000 $229,000 $350,000

2012/13 $150,000 $227,000 $350,000

2011/12 $160,000 $221,000 $400,000
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Emergency 
Medicine Low Average High

2015/16 $250,000 $304,000 $425,000

2015/16 (ABEM) $280,000 $350,000 $550,000

2014/15 $300,000 $350,000 $500,000

2013/14 $345,000 $425,000 $425,000

2012/13 $434,000 $364,000 $500,000

2011/12 $345,000 $425,000 $425,000

Nurse 
Practitioner Low Average High

2015/16 $92,000 $117,000 $197,000

2014/15 $78,000 $107,000 $129,000

2013/14 $70,000 $106,000 $150,000

2012/13 $75,000 $105,000 $150,000

2011/12 $70,000 $95,000 $121,000

Urgent Care Low Average High

2015/16 $195,000 $221,000 $275,000

2014/15 $175,000 $210,000 $254,000

2013/14 $190,000 $204,000 $218,000

2012/13 $185,000 $203,000 $225,000

2011/12 $170,000 $185,000 $200,000

Neurology Low Average High

2015/16 $220,000 $285,000 $500,000

2014/15 $180,000 $277,000 $350,000

2013/14 $180,000 $262,000 $400,000

2012/13 $180,000 $300,000 $400,000

2011/12 $160,000 $280,000 $420,000

Dermatology Low Average High

2015/16 $250,000 $444,000 $650,000

2014/15 $265,000 $398,000 $550,000

2013/14 $300,000 $394,000 $500,000

2012/13 $235,000 $371,000 $425,000

2011/12 $210,000 $364,000 $500,000

OB/GYN Low Average High

2015/16 $210,000 $321,000 $500,000

2014/15 $140,000 $276,000 $450,000

2013/14 $215,000 $288,000 $380,000

2012/13 $225,000 $286,000 $350,000

2011/12 $180,000 $268,000 $440,000

Pediatrics Low Average High

2015/16 $165,000 $224,000 $308,000

2014/15 $100,000 $195,000 $275,000

2013/14 $130,000 $188,000 $240,000

2012/13 $145,000 $179,000 $300,000

2011/12 $130,000 $189,000 $220,000

Orthopedic 
Surgery Low Average High

2015/16 $350,000 $521,000 $800,000

2014/15 $350,000 $497,000 $800,000

2013/14 $350,000 $488,000 $700,000

2012/13 $275,000 $465,000 $750,000

2011/12 $400,000 $519,000 $750,000
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Radiology Low Average High

2015/16 $275,000 $475,000 $750,000

2015/16 
(Telerad) $260,000 $400,000 $550,000

2014/15 $150,000 $400,000 $500,000

2013/14 $271,000 $475,000 $425,000

2012/13 $350,000 $364,000 $500,000

2011/12 $275,000 $358,000 $650,000

Physician 
Assistant Low Average High

2015/16 $92,000 $114,000 $180,000

2014/15 $78,000 $107,000 $129,000

2013/14 $70,000 $106,000 $150,000

2012/13 $75,000 $105,000 $150,000

2011/12 $70,000 $95,000 $121,000

Pulmonology/
Critical Care Low Average High

2015/16 $275,000 $380,000 $500,000

2014/15 $260,000 $331,000 $386,000

2013/14 $230,000 $358,000 $425,000

2012/13 $225,000 $351,000 $500,000

2011/12 $180,000 $321,000 $415,000

General 
Surgery Low Average High

2015/16 $275,000 $378,000 $500,000

2014/15 $160,000 $339,000 $415,000

2013/14 $270,000 $354,000 $515,000

2012/13 $240,000 $336,000 $550,000

2011/12 $220,000 $343,000 $450,000

Cardiology 
(non-invasive) Low Average High

2015/16 $250,000 $493,000 $700,000

2014/15 $200,000 $279,000 $400,000

2013/14 $400,000 $442,000 $500,000

2012/13 $250,000 $447,000 $550,000

2011/12 $275,000 $396,000 $600,000

Gastroenterology Low Average High

2015/16 $300,000 $458,000 $600,000

2014/15 $275,000 $455,000 $600,000

2013/14 $240,000 $454,000 $560,000

2012/13 $291,000 $441,000 $600,000

2011/12 $300,000 $433,000 $550,000

Otolaryngology Low Average High

2015/16 $305,000 $403,000 $700,000

2014/15 $150,000 $334,000 $450,000

2013/14 $250,000 $372,000 $500,000

2012/13 $300,000 $404,000 $700,000

2011/12 $300,000 $412,000 $530,000

Urology Low Average High

2015/16 $325,000 $471,000 $625,000

2014/15 $260,000 $412,000 $550,000

2013/14 $430,000 $504,000 $625,000

2012/13 $385,000 $424,000 $650,000

2011/12 $330,000 $461,000 $650,000
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Cardiology 
(invasive) Low Average High

2015/16 $475,000 $545,000 $700,000

2014/15 $450,000 $525,000 $650,000

2013/14 $350,000 $454,000 $550,000

2012/13 $300,000 $461,000 $675,000

2011/12 $400,000 $512,000 $650,000

Average Salaries for Top Five Most Requested Specialties by Region 

Northeast Midwest/Great Plains Southeast Southwest West

Family Medicine $210,000 $224,000 $222,000 $239,000 $231,000

Psychiatry $237,000 $248,000 $237,000 $268,000 $257,000

Internal Medicine $212,000 $238,000 $240,000 $271,000 $242,000

Hospitalist $205,000 $247,000 $281,000 $282,000 $256,000

Nurse Practitioner $119,000 $119,000 $97,000 $120,000 $117,000

Average Salaries for Top Five Most Recruited Specialties by Setting

Academics Community Health 
Center Group Hospital Solo

Family Medicine $200,000 $203,000 $226,000 $237,000 $240,000

Psychiatry $191,000 $246,000 $267,000 $255,000 N/A

Internal Medicine $233,000 $210,000 $217,000 $234,000 $210,000

Hospitalist $229,000 N/A $224,000 $258,000 N/A

Nurse Practitioner N/A $117,000 $115,000 $120,000 $129,000

Type of Incentive Offered

Salary Salary with Bonus Income Guarantee Other

2015/16 767(23%) 2,512(75%) 32(1%) 31(1%)

2014/15 715(23%) 2,219(71%) 124(4%) 62(2%)

2013/14 633(20%) 2,335(74%) 127(4%) 63(2%)

2012/13 525(17%) 2,323(75%) 217(7%) 32(1%)

2011/12 489 (18%) 1,977 (73%) 191 (7%) 53 (2%)
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12 If Salary Plus Production Bonus, on Which Types of Metrics Was the Bonus Based?  

(of 2,512 searches offering salary plus bonus, multiple responses possible)    

Note: 2011 is the first year this question was asked

2015/16 

2015/16 2014/15 2013/14 2012/13 2011/12

RVU Based 58% 57% 59% 57% 54%

Net Collections 22% 23% 21% 25% 33%

Gross Billings 2% 2% 5% 3% 5%

Patient Encounters 8% 9% 11% 6% 5%

Quality 32% 23% 24% 39% 35%

Other 8% 4% 9% 9% 3%

If quality factors were included in the production bonus, about what percent of physician’s 

total compensation determined by quality?* 

(of 804 searches featuring a quality-based production bonus)  

*Question asked for the first time in 2013/14

RVU Based

Net Collections

Gross Billings

Patient Encounters 

Quality

Other

0 10% 40%30% 50% 60%

58%

8%

22%

32%

2%

8%

20%

2015/16

2014/15

2013/14

0 20% 60% 80% 100%40%

29%

22%

13%



 2016 Review of Physician and Advanced Practitioner Recruiting Incentives  14

17

18

19

14

15

16

Searches Offering Relocation Allowance

2015/16 2014/15 2013/14 2012/13 2011/12

Yes 3,173(95%) 845(84%) 2,845(90%) 2,821(91%) 2,577 (95%)

No 169(5%) 157(16%) 313(10%) 276(9%) 133 (5%)

Amount of Relocation Allowance (Physicians only)

2015/16 2014/15 2013/14 2012/13 2011/12

Low $2,500 $2,500 $1,000 $1,000 $1,000

Average $10,226 $10,292 $9,849 $9,555 $10,035

High $30,000 $50,000 $25,000 $25,000 $40,000

Amount of Relocation Allowance (NPs and PAs only)

2015/16 2014/15 2013/14

Low $2,500 $2,500 $3,500

Average $8,649 $9,436 $6,904

High $25,000 $35,000 $10,000

Searches Offering Signing Bonus 

2015/16 2014/15 2013/14 2012/13 2011/12

Yes 2,576(77%) 728(73%) 2,212(70%) 2,199(71%) 2,170 (80%)

No 766(23%) 275(27%) 946(30%) 898(29%) 540 (20%)

Amount of Signing Bonus Offered  (Physicians only)

2015/16 2014/15 2013/14 2012/13 2011/12

Low $1,000 $2,500 $1,000 $1,500 $4,000

Average $26,889 $26,365 $21,773 $22,069 $23,388

High $120,000 $275,000 $150,000 $200,000 $200,000

Amount of Signing Bonus Offered  (NPs and PAs only)

2015/16 2014/15 2013/14

Low $2,500 $2,500 $1,000

Average $10,340 $8,791 $7,786

High $40,000 $20,000 $20,000
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20

21

22

Searches Offering to Pay Continuing Medical Education (CME)

2015/16 2014/15 2013/14 2012/13 2011/12

Yes 3,243(97%) 947(95%) 2,875(91%) 2,789(90%) 2,658 (98%)

No 99(3%) 54(5%) 283(9%) 308(10%) 52 (2%)

Amount of CME Pay Offered  (Physicians only)

2015/16 2014/15 2013/14 2012/13 2011/12

Low $100 $500 $1,000 $1,000 $500

Average $3,633 $3,649 $3,515 $3,444 $3,391

High $35,000 $35,000 $54,000 $50,000 $12,000

Amount of CME Pay Offered  (NPs and PAs only)

2015/16 2014/15 2013/14

Low $400 $1,000 $1,000

Average $2,140 $2,241 $2,450

High $3,950 $5,000 $5,000

Searches Offering to Pay Additional Benefits

2015/16 2014/15 2013/14 2012/13 2011/12

Health Insurance         98% 99% 97% 94% 97%

Malpractice                   99% 99% 99% 96% 99%

Retirement                    96% 96% 94% 87% 82%

Disability                     97% 92% 86% 83% 75%

Educational  Forgiveness 26% 25% 26% 22% 26%

Housing Allowance        N/A 5% 4% 6% 5%

Other                               <1% <1% <1% 2% 1%
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If Educational Loan Forgiveness was Offered, What Was the Term?   

(of 871 searches offering educational loan forgiveness)

2015/16 2014/15 2013/14 2012/13 2011/12

One Year 45(5%) 61(8%) 90(11%) 48(7%) 41(6%)

Two Years 155(18%) 104(13%) 173(21%) 183(27%) 192(27%)

Three Years 671(77%) 619(79%) 557(68%) 449(66%) 474(67%)

If Educational Loan Forgiveness Was Offered, What Was the Amount? (Physicians only)

2015/16 2014/15 2013/14 2012/13

Low $10,000 $2,500 $4,000 $1,000

Average $88,068 $89,479 $77,000 $71,733

High $300,000 $250,000 $336,000 $210,000

If Educational Loan Forgiveness Was Offered, What Was the Amount? (NPs and PAs only)

2015/16 2014/15 2013/14

Low $30,000 $30,000 $20,000

Average $61,667 $54,286 $40,000

High $100,000 $100,000 $60,000
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Trends and 
Observations
Merritt Hawkins’ annual 
Review of Physician and 
Advanced Practitioner 
Recruiting Incentives, now in  
its 23rd year, tracks three key 
physician recruiting trends, 
as well as various advanced 
practitioner recruiting trends. 
These include:

1. Based on the physician and advanced 

practitioner recruiting assignments Merritt 

Hawkins is contracted to conduct, the 

Review indicates which types of providers 

are in the greatest demand and which are 

the most challenging to recruit. 

2. The Review also indicates the types of 

practice settings into which physicians and 

advanced practioners are being recruited 

(hospitals, medical groups, solo practice 

etc.) and the types of communities that are 

recruiting providers based on population size.

3. The Review further indicates the types 

of financial and other incentives that are 

being used to recruit physicians.

Each of these trends is discussed below, 

following an overview of the current 

healthcare market in which physician 

recruiting takes place.

 
OVERVIEW: AN ONGOING 
TRANSFORMATION

Merritt Hawkins’ 2016 Review of Physician 

and Advanced Practitioner Recruiting 

Incentives examines the permanent 

physician and advanced practitioner 

recruiting assignments Merritt Hawkins 

and AMN Healthcare’s physician staffing 

divisions had ongoing or were engaged to 

conduct during the 12 month period from 

April 1, 2015 to March 31, 2016.

These search assignments reflect the types 

of physicians and advanced practitioners 

that hospitals, medical groups, Federally 

Qualified Health Centers (FQHCs), academic  

medical centers, government entities, 

and other organizations are seeking 

nationwide. They also reflect which types 

of physicians may be particularly difficult 

to recruit, necessitating the assistance 

and additional resources of a physician 

recruiting firm.  
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MARKET CONTEXT

Physician and advanced practitioner recruiting 

takes place in the context of the nation’s vast, 

complex and evolving healthcare system, 

on which Americans now spend over $3 

trillion dollars a year, or more than the entire 

economies of all but six countries. 

Since Merritt Hawkins completed its last 

Review in 2015, the healthcare system 

has continued and accelerated its historic 

transformation. Key developments and 

trends over the last 12 to 14 months include:

• Continued expansion of health insurance 

enrollment through the Affordable Care 

Act (ACA). As of February, 2016, 12.7 

million people have enrolled in the state 

health exchanges, while a total of 20 

million people have obtained insurance 

coverage through the state exchanges, 

expanded Medicaid, or by staying on their 

parent’s coverage as young adults.

• Passage of the Medicare Access and CHIP 

Reauthorization Act (MACRA), repealing 

the sustainable growth rate (SGR) 

physician payment formula and replacing 

it with the Merit-Based Incentive Payment 

System (MIPS) and Alternative Payment 

Models (APMs). 

• Announcement by the Centers for 

Medicare and Medicaid Services (CMS) 

that it has reached its goal for 2016 of 

tying 30% of Medicare payments to value 

instead of volume.

• Advent in April, 2016 of mandatory 

bundled Medicare payments for hip 

and knee replacement surgery for 800 

hospitals in 67 randomly selected metro 

areas. Hospitals are responsible for all 

costs of these surgeries for the first 90 

days, further steering the system to value-

based payments. 

• Accelerated use of “sticks” under value/

quality-based payment systems. 758 

hospitals were penalized for safety 

incidents by the federal government 

in 2015 with a 1% cut in Medicare 

payments projected to cost hospitals 

$364 million (Kaiser Health News, 

December 10, 2015). 

• Site-neutral Medicare payments. Legislation 

passed in late 2015 would, as of January, 

2017, prevent physician practices from 

getting higher Medicare payments because 

they have been acquired by a hospital, 

potentially reducing hospital acquisition 

of physician practices (New York Times, 

October 28, 2015). 

• Implementation of ICD-10 in October, 

2015, raising the number of disease 

classification codes used by physicians 

from approximately 14,000 to 

approximately 68,000. 

• Health system consolidation. There were 

$400 billion in healthcare consolidations 

agreements by mid-2015 and 

approximately 100 hospital/health system 

consolidations in 2015 (HealthLeaders, 

January 15, 2016).
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• New physician shortage projections. In 

March, 2015 the Association of American 

Medical Colleges (AAMC) released a new 

physician supply study projecting a shortage 

of up to 90,400 physicians by 2025.

•  Record setting healthcare job growth. 

Hospitals added 172,000 jobs in 2015, 

a 306% increase over 2014. Overall, 

474,000 healthcare sector jobs were 

created, a 53% increase over 2014 

(HealthLeaders, January 12, 2016).

• The rise of telehealth/convenient care. 

29 states now have parity laws paying 

telehealth visits at the same rate as in-

person visits. UnitedHealthcare announced 

it would pay for telehealth services in 2015, 

and CVS announced it would refer retail 

patients to telehealth services American 

Well, Teledoc, and Doctor on Demand. 

• Medical school applicants and enrollees 

reached an all-time high in 2015, with 

20,630 allopathic acceptances, a 25% 

increase since 2002. 

• Continued jeopardy for rural hospitals. 

According to a study conducted by iVantage 

with the National Rural Health Association 

(NRHA), 673 rural hospitals are under 

financial duress and are at high risk of closing. 

These hospitals provide care for 11.7 million 

people, employ 200,000 healthcare workers, 

and support $277 billion in economic activity 

(HealthLeaders, February 17, 2016).

• Persistent staffing challenges at 

Department of Veterans’ Affairs facilities, 

with 50% of clinical positions unfilled at 

some locations.

• Continued growth and importance 

of Federally Qualified Health Centers 

(FQHCs) which nationwide saw an 

increase of 2.3 million patients with 

health insurance in 2015 and saw a total 

of almost 25 million patients. 

• Implementation of population health 

management through integrated 

organizations such as ACOs. There are 

close to 600 ACOs in the U.S., covering 

between 15% and 17% of the population 

(49 – 56 million people) and 11% of 

Medicare beneficiaries (Oliver Wyman).

A year which saw any two or three 

of these trends or events take place 

would be considered significant in less 

transformational times. The fact that they 

all took place in just one year underscores 

the remarkable pace of change occurring in 

today’s healthcare system, which arguably 

has seen more changes in the last five years 

than in the previous 50. 
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PHYSICIANS IN THE EYE  
OF THE STORM 

Combined, these events and trends 

create a dynamic and turbulent practice 

environment for physicians, often altering 

the organizations for whom they work, 

the types of clinicians with whom they 

work, how they interact with patients, how 

their performance is evaluated, how their 

compensation is structured and how much 

they earn.

However, despite these changes the 

fundamental role of physicians has not 

altered. Physicians remain the key providers 

of care, determining to a large extent the 

treatment paths for millions of patients 

through the approximately 1.2 billion 

patient encounters they handle each year. 

From hospital admissions and discharges 

to tests, prescriptions, treatments and 

procedures, little happens in healthcare 

today that is not ordered by, authorized by, 

supervised by, or performed by a physician.  

In addition to their central role as caregivers, 

physicians also are the engines of the 

healthcare economy.

According to the Boston University School 

of Public Health, physicians receive or direct 

87% of all personal spending on healthcare, 

through hospital admissions, test orders, 

prescriptions, procedures, treatment plans 

and related activities. 

The total combined economic output of 

patient care physicians in the United States 

is $1.6 trillion, and each physician generates 

a per capita economic output of $2.2 

million while supporting approximately 

14 jobs (National Economic Impact of 

Physicians. American Medical Association/

IMS Health. March, 2014). In addition, 

according to Merritt Hawkins’ 2016 Survey 

of Physician Inpatient/Outpatient Revenue, 

physicians on average generate $1.56 

million a year in net revenue on behalf of 

their affiliated hospitals.

Though we are in a transformational era, it 

remains true today that the most powerful 

tool in healthcare is the physician’s pen (or, 

increasingly, the physician’s mouse). 

For these and related reasons, physician 

recruiting is a top strategic priority 

for hospitals, medical groups, FQHCs 

and virtually all other healthcare 

organizations. Following is an 

examination of the types of physicians 

healthcare facilities are seeking, what 

types of facilities are recruiting physicians, 

and the incentives they are offering.
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FAMILY PHYSICIANS ARE 
NUMBER ONE -- AGAIN 

For the tenth consecutive year, family medicine 

was Merritt Hawkins’ most requested search 

assignment, by far the longest period any 

one specialty has held this position.

Demand for primary care physicians, including 

family physicians, general internists and 

pediatricians, is driven in part by population 

growth. From 1987 to 2007, the U.S. population 

grew by 24%, going from 242 million to 

302 million in 20 short years, while the number 

of physicians grew by just 8% (American 

Medical News, March 29, 2010). In effect, 

the nation added the population of Great 

Britain while training only enough additional 

physicians to care for the population of Norway. 

Population growth continues at a steady 

pace, while the number of physicians 

trained in the U.S. remains relatively static, 

thanks in large part to the cap Congress put 

on federal spending for graduate medical 

education (GME) in 1997. 

Evolving healthcare delivery models are 

an additional demand driver for family 

physicians. Primary care physicians are the 

“quarterbacks” of clinician teams whose 

job is to care for the whole patient and 

for whole populations of patients. In the 

population health management model, 

primary care-led teams coordinate care 

for defined population groups, such as 

blocks of Medicare patients, under a global 

payment model where the system (and, 

increasingly, its physicians) assume risk. 

Implementation of this model will likely be 

driven through inter-professional care teams, 

in which collaborative practice techniques 

will replace the current approach, where 

clinicians often practice in silos. 

Today the model is being implemented 

through a growing number of ACOs, large 

medical groups, hospital systems, major 

employers, insurance companies and other 

organizations. The primary care-led team 

in population health management typically 

consists of the following:

COMPOSITION OF THE PRIMARY CARE-LED TEAM

Physician  Assistant Nurse Practitioner

Family Medicine Physician General Internist

Nursing Care Manager

Chief Integration Officer Chief Population Health Officer Chief Transformation Officer

Community Resources Specialiast Care CoordinatorSocial Worker Grande Aide
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Primary care physicians such as family 

physicians and general internists top the 

list of most in-demand doctors in part 

because of their key role as quarterbacks 

of the delivery team. Through the patient 

management and care coordination they 

provide, quality goals are achieved within 

an environment of defined financial 

resources. Primary care physicians then are 

rewarded for the savings they realize, the 

quality standards they achieve and for their 

managerial role. That, at least, is the theory, 

which is being tested by many systems 

across the country. 

Health system consolidation is a further 

driver of demand for family physicians and 

other primary care doctors. Whereas in the 

past, an individual acute care facility might 

recruit two or three primary physicians at a 

time, consolidated systems may recruit 20 

or 30 in order to create the primary care 

networks needed to treat large population 

groups. Instead of recruiting reactively to 

fill a void or to respond to demand, health 

systems now are recruiting proactively to 

meet the needs of covered lives, and, in a 

growing number of cases, to manage their 

own health plans. 

Because the health system now is primary 

care-led, demand for family physicians and 

other primary care physicians is likely to 

remain strong.

 

PSYCHIATRY NOW SECOND  
ON THE LIST 

Psychiatry has been among Merritt 

Hawkins’ top 20 most requested recruiting 

assignments for a number of years, 

gradually moving up from number 13 in 

2001 to number three in our 2015 Review. 

In the 2016 Review, psychiatry is ranked as 

Merritt Hawkins’ second most requested 

search assignment – the first time psychiatry 

has held this position in the 23 years Merritt 

Hawkins has compiled its Review. This 

ranking underscores the alarming shortage 

of psychiatrists that is developing in many 

parts of the United States. 

The supply of psychiatrists, already 

constrained, is soon going to diminish 

significantly. There currently are some 

28,500 psychiatrists in active patient care in 

the U.S., 60% of whom are 55 years old or 

older, with many set to retire. 

Based on the APA Resident Census, it can 

be projected that an average of 1,243 

psychiatrists will complete GME programs 

for general psychiatry each year from 

2014-2017, with 6,032 psychiatrists total 

completing GME programs over the next 

4 years. This will barely offset potential 

retirements during a time when demand for 

psychiatric services is likely to increase (see 

chart on following page). 
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CHALLENGES IN MENTAL HEALTH

One in every five adults in America 
experiences some form of a mental illness

Nearly one in 20- or 13.6 million- adults 
in America live with a serious mental illness

60% of adults with a mental illness received 
no mental health services in the previous year

Suicide is the 3rd leading cause of death 
in youth ages 10-24, and the 10th leading 
cause of death for adults in the U.S.

The average delay between onset of mental 
health symptoms and intervention is 8-10 years

Over $193 billion dollars in lost earnings 
a year result from serious mental illness

24% of state prisoners have “a recent 
history of a mental health condition”

Source: National Alliance on Mental Illness (NAMI; 
www.nami.org)

As Merritt Hawkins has consistently 

observed in these Reviews, the shortage of 

psychiatrists is an escalating crisis of more 

severity than shortages faced in virtually any 

other specialty. With many psychiatrists aging 

out of the profession, and with a preference 

among psychiatrists for outpatient practice 

settings, it is becoming increasingly difficult 

to recruit to inpatient settings.

The geographic disparity in physicians 

per population is particularly distinct in 

psychiatry, as the chart above indicates.

PSYCHIATRISTS PER 100,000 
POPULATION BY STATE

1. Massachusetts 18

2. Rhode Island 17

3. Vermont               16

4. Connecticut 16

5. New York 15

46. Iowa 6

47.  Mississippi 5

48. Indiana  5

49. Nevada 5

50. Idaho  5

Source: AMA Physician Masterfile

Texas has a particular maldistribution 

problem as 185 counties out of 254 in the 

state have no general psychiatrist (see The 

Physician Workforce in Texas, a physician 

demographic and distribution study 

conducted by Merritt Hawkins for the 

North Texas Regional Extension Center/

Office of the National Coordinator of 

Health Information Technology). 

Though the ACA extended coverage to 

those with behavioral health problems, 

various loopholes in the law, and the fact 

that many states elected not to expand 

Medicaid, have inhibited resources 

available for mental health. Because 

psychiatric disorders are so frequently 

misdiagnosed, patients often require 

extensive time with psychiatrists when 
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their conditions eventually are diagnosed 

correctly, further increasing demand. 

This is a key example of the problems 

created when health facilities do not have 

“the right provider at the right time,” 

which in psychiatry can lead to the most 

dire consequences.

Recruiting psychiatrists is likely to become 

increasingly difficult, and other types of 

clinicians, including primary care physicians, 

social workers, and psychologists (who 

may obtain prescriptive authority in some 

states) will have to pick up the slack, 

though this is not an optimal solution. For 

additional information on the shortage of 

psychiatrists see Merritt Hawkins’ white 

paper Psychiatry: The Silent Shortage, 

Silent No Longer. 

URGENT CARE BREAKS  
THE TOP TEN 

Physicians who practice in urgent care 

settings represented Merritt Hawkins’ 9th 

most requested recruiting assignment as 

tracked by the 2016 Review. Urgent care 

physicians first made the top 20 in the 

2015 Review when they were ranked 20th 

but jumped eleven spaces this year.

In order to capture consumer preferences 

for convenient care, hospitals, large medical 

groups, health corporations and other 

organizations are developing outpatient 

sites of service, including urgent care 

centers, retail clinics, and free standing 

emergency rooms. Providing urgent 

care services is no longer a secondary 

consideration filled by “moonlighting” 

primary care physicians – it is a distinct 

growth service line. Urgent care now 

represents a $15.3 billion a year industry 

and is expected to grow 5.8% each year 

through 2018 (IBISWorld 2013). 

The chart below indicates urgent care 

ownership by organization type:

Source: IBISWorld, 2013

The rapid growth of urgent care centers 

represents an unusual intersection 

between the interests of consumers, 

physicians, healthcare systems and 

investors, all of whom are embracing this 

expanding model of delivery.

Retail clinics also are growing rapidly 

and the number of such clinics was 

expected to increase from 1,400 to 2,800 

through 2015, with projected 25% to 

35% growth in coming years (Advisory 

Board Daily Briefing, June 13, 2013). CVS 

Caremark Corporation alone plans to have 

1,500 “minute clinics” by 2017 (Modern 

Healthcare, November 9, 2013). 

• Corporation 31%

• Franchise 2%

• Hospital Joint Venture 33%

• Physician Group 14%

• Non-physician Individuals 4%

• Single Physician 13%

• Other 3%

URGENT CARE CENTERS 
BY OWNERSHIP TYPE



25  2016 Review of Physician and Advanced Practitioner Recruiting Incentives

Increased access to medical services, or 

“being everywhere, all the time,” is part of 

a wider trend in which healthcare facilities 

are evolving away from a transactional 

model of care and toward an “experiential” 

model characterized by customer service, 

price transparency, provider ratings, and 

ease of use. With the understanding that 

consumers punish complexity and reward 

simplicity, healthcare is shifting to a retail 

model with a wider menu of niche providers 

to suit varying customer preferences. 

Convenient care settings are typically 

staffed by primary care physicians, 

emergency medicine physicians, and PAs 

and NPs, which will further drive demand 

for these types of clinicians.

DEMAND FOR SPECIALISTS  
REMAINS STRONG

The shortage of primary care physicians has 

been a prominent topic in both healthcare 

journals and the general press. The current 

and emerging shortage of medical specialists 

receives less coverage but is nevertheless real. 

 In March, 2015, the Association of American 

Medical Colleges (AAMC) released its 

latest physician supply and demand report 

projecting physician workforce deficits 

through 2025 (see following graph):

Source: Association of American Medical Colleges. 
March, 2015

The AAMC projects a deficit of up to 

90,400 physicians by 2025. Of this number, 

approximately 66,000 are projected to be 

specialist physicians, while only about 24,000 

will be in primary care. In short, the deficit 

of medical specialists will be over twice that 

of primary care physicians within ten years. 

Though primary care is a clear priority for 

healthcare facility administrators, the ability 

to manage, adequately staff and, when 

necessary, replace medical specialists may be 

an even more pressing long-term concern. 

Demand for specialist physicians is being 

driven by population aging, as some 10,000  

baby boomers turn 65 every day. Not only 

do older patients visit a physician at three 

times the rate of younger patients, they 

generate a proportionately greater number 

of procedures and tests per capita that are 

typically performed by medical specialists. 

The charts below indicate the degree to which  

patients 65 and older, who comprise 14% 

of the population, drive utilization of inpatient 

procedures and diagnostic tests and treatments.

AAMC PHYSICIAN DEFICIT 
PROJECTIONS
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(Source: Centers for Disease Control and Prevention)

(Source: Centers for Disease Control and Prevention)

The healthcare challenges presented by 

population aging are vividly highlighted by 

the U.S. Census Bureau projection that by 

2030 the entire population on average will 

be as old as the population of Florida is now 

and that the U.S. now leads the world in 

number of centenarians. Procedures driven 

by aging are likely to increase per capita 

as the baby boom generation seeks to 

maintain an active lifestyle and experiences 

the resulting injuries and related strains. 

The supply of medical specialists will be 

constrained both by the federal cap on GME 

spending and by an increasing number of 

physician retirements. Specialist physicians 

generally are older than primary care 

physicians, as the chart below indicates:

(Source: American Medical Association 2015 Physician 
Master File)

For these reasons, and because specialists 

continue to be major drivers of revenue, 

demand for specialists such as neurologists, 

orthopedic surgeons, dermatologists, 

gastroenterologists, urologists, 

pulmonologists, otolaryngologists, and 

cardiologists remains strong.

In addition, some of these specialists, 

including cardiologists, neurologists, 

critical care/pulmonologists, and others are 

important to implementing the population 

health management model, due to the role 

IN-PATIENT PROCEDURES 
BY AGE GROUP

Under 15 45-6415-44 65+ U.S. 
Population

65+

3.4%

29.2% 30.0%

37.4%

14.0%

NUMBER OF DIAGNOSTIC 
TREATMENTS/TESTS BY AGE

Under 15 45-6415-44 65+ U.S. 
Population

65+

4.4%

15.5%

33.1%

47.1%

14.0%

PERCENT OF PHYSICIANS  
55 OR OLDER BY SPECIALTY

Pulmonology

Oncology 

Psychiatry

Cardiology

Orthopedic Surgery

Neurology

Internal Medicine

Family Medicine

Pediatrics

73%

66%

60%

54%

52%

50%

40%

39%

38%
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they play in chronic disease management. 

Population health management seeks 

to reduce the time and disproportionate 

financial drain that patients with chronic 

disease have on the system through 

management of their care by both primary 

care and select specialist physicians. 

RADIOLOGY: BACK TO THE FUTURE

In 2003, radiology topped the list of 

Merritt Hawkins’ most requested search 

assignments. To understand how demand 

for different types of physicians has 

changed, and in some cases remained the 

same, it is instructive to review Merritt 

Hawkins most requested searches from 13 

years ago (see chart below)

MERRITT HAWKINS MOST 
REQUESTED SEARCHES/2003

1 Radiology                          

2 Orthopedic Surgery

3 Cardiology              

4 Family Practice

5 Internal Medicine 

6 General Surgery

7 Gastroenterology

8 OB/GYN

9 Anesthesiology

10 Urology

11 Neurology

12 Pulmonology

13 Psychiatry

14 Pediatrics

15 Otolaryngology

Demand for radiology diminished over 

the past decade due to a robust supply of 

residents entering the specialty, payment 

cuts for imaging services, and utilization 

suppression linked to both the recession and 

managed care, as well as the growing use 

of both domestic and offshore teleradiology 

services. In 2012, radiology dropped out of 

Merritt Hawkins’ top 20 altogether.

It returns for the first time since then in 

the 2016 Review. This development was 

inevitable as imaging remains central 

to diagnostic and procedural work in 

today’s healthcare system, in which very 

little transpires without a picture. Given 

improvements in the economy and the 

effect of population aging on utilization, 

demand for radiologists had to rise at 

some point. In addition, despite new 

entrants to the field, close to 50% of 

radiologists are 55 and older and attrition 

is beginning to reduce the candidate pool. 

Rising demand for radiology also is 

notable as it suggests that even with the 

widespread use of teleradiology, which 

allows for the distribution of imaging 

studies to radiologists nationally and even 

internationally, healthcare facilities are 

again seeking the assistance of recruiting 

firms such as Merritt Hawkins to help them 

find radiologists. Demand now is at the 

level where facilities are seeking both more 

traditional, on-site radiologists and those 

working as teleradiologists. 
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PAs, NPs, AND TEAM-BASED CARE 

Advanced practitioners such as PAs and NPs 

also are key to the population management/

team-based care model, and this trend is 

reflected in Merritt Hawkins’ 2016 Review. 

Combined, PAs and NPs represented our 

fifth most requested search assignment 

last year, though neither was in the top 20 

singly or combined five years ago. 

The approximately 110,000 PAs and over 

190,000 NPs now practicing in the U.S. 

are playing a growing role in healthcare 

delivery due to increased scope of practice 

regulations, cost considerations, and their 

proven ability to increase patient access 

and patient satisfaction. 

Over 97% of NPs can prescribe 

medications while 21 states and the 

District of Columbia allow NPs to practice 

independently. PAs also are benefiting 

from a changing landscape, including 

reduced physician oversight and greater 

prescriptive authority. 

Taking roles in both primary care and 

specialty medicine, PAs and NPs, when 

used appropriately, supplement the 

physician workforce and allow physicians 

to practice to the top of their training. 

However, like physicians, PAs and NPs are 

not distributed evenly throughout the U.S., 

as the following charts illustrate:

PAs PER 100,000  
POPULATION BY STATE

1. Alaska 63

2. South Dakota 60

3. Maine 57

4. New York 55

5. Pennsylvania 52

46. Hawaii 16

47. Missouri 15

48. Alabama 15

49. Arkansas 10

50. Mississippi 5

NPs PER 100,000  
POPULATION BY STATE

1. Massachusetts 107

2. Tennessee  102

3. Connecticut   99

4. New Hampshire   96

5. Maine    92

46. California 44

47. Texas 41

48. Oklahoma 37

49. Nevada 34

50. Hawaii  29

Source:  Medical Marketing Systems

The fact that an increasing number of 

clients are retaining Merritt Hawkins to 

conduct PA and NP search assignments 

indicates that recruiting these professionals 

is becoming a high priority for hospitals, 
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medical groups, FQHCs, urgent care 

centers and other facilities embracing the 

team-based delivery model and reacting to 

consumer demand for convenient care. In 

addition, large hospital systems, ignoring 

in-fighting over NP and PA scope of practice 

regulations, are simply dictating the 

increased use of these clinicians. 

Recruiting PAs and NPs takes on an 

additional priority when it is considered 

that many of these clinicians work part-

time, particularly in rapidly proliferating 

retail clinics. Rarely does one practitioner 

represent a full-time-equivalent (FTE) 

and often the ratio is more than two 

practitioners to equal one FTE. 

 
DETERMINING “ABSOLUTE” 
DEMAND

The number of search assignments Merritt 

Hawkins conducts for a given specialty over 

the course of a year is one way to gauge 

demand for physicians. However, demand 

also can be determined based on the number 

of Merritt Hawkins’ search assignments as 

a percent of all physicians in a particular 

specialty. It is to be expected that specialties 

that have a comparatively high number of 

practicing physicians involved in multiple 

facets of the healthcare system, such as family 

medicine and internal medicine, will generate 

a comparatively high number of searches. But 

how does the picture look if specialties are 

ranked by search assignments per capita, by 

what might be called “absolute” demand? 

MERRITT HAWKINS TOP SEARCH ASSIGNMENTS AS A PERCENT 
OF ALL PHYSICIANS PER SPECIALTY (PATIENT CARE ONLY)
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The previous chart ranks demand for 

particular types of physicians in this manner. 

Considered this way, demand for specialties 

such as neurology, psychiatry, pulmonology, 

dermatology, urology, and otolaryngology, 

and others exceeds demand for primary 

care specialties such as internal medicine 

and pediatrics. Family medicine, however, 

generates both a high number of search 

assignments overall and a high number per 

capita, and therefore must be considered 

among the specialties in the most 

“absolute” demand.

WHICH TYPES OF FACILITIES ARE 
RECRUITING PHYSICIANS?

In recent years, physician employment has 

largely been driven by hospitals seeking 

to expand current services, add new ones, 

or reconfigure their staffs to implement 

the population health management/ACO 

model. The chart at right illustrates how 

the percent of Merritt Hawkins’ searches 

featuring hospital employment of physicians 

has increased since 2004.

As the chart shows, the 2015 and 2016 

Reviews mark a departure from this trend. 

The percent of Merritt Hawkins’ search 

assignments featuring hospital employment 

of physicians declined in 2016 to 49%, 

down from 51% in 2015 and 64% in 2014.

This decline may be influenced in part by 

the tenuous financial position of many rural 

hospitals. As referenced above, close to 700 

rural hospitals are at high risk of closing and 

67 rural hospitals have closed in the last 10 

years (see the Merritt Hawkins’ white paper 

Rural Physician Recruiting Challenges and 

Solutions for additional information on rural 

physician recruiting trends). For financial 

and other reasons rural hospitals may find it 

difficult to recruit and employ physicians. 

MERRITT HAWKINS HOSPITAL 
EMPLOYED SEARCH ASSIGNMENTS

2016                         49%

2015 51%

2014 64%

2013 64%

2012                         63%

2011 56%

2010                         51%

2009 45%

2008                         45%

2007 43%

2006                         23%

2005 19%

2004 11%

In addition, in the last several years, larger 

hospital systems, in lieu of recruiting 

primary care and other physicians, 

have instead acquired primary care 

practices, substituting or augmenting 

the recruitment model with the purchase 

model. In 2014, nearly $3.2 billion was 

spent on medical groups by outside 

interests (Beckers Hospital Review, July 

22, 2015). It remains to be seen how the 

advent of site-neutral payments will affect 

the rate at which hospitals and hospital 

systems acquire physician practices, 

should these payments go into effect.
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The decline in the percent of Merritt Hawkins’ 

searches featuring hospital employment also 

is a result of an increase in physician recruiting 

activity among other types of facilities. While 

hospitals traditionally have been the drivers of 

physician recruitment and employment, other 

types of facilities have become more active in 

recruiting doctors. These include: 

PHYSICIAN-OWNED MEDICAL 
GROUPS 

Physician-owned medical groups, which, like 

hospitals, are merging and consolidating to 

achieve economies of scale and to compete 

for contracts covering large patient population 

groups, are actively recruiting doctors. 

The AMA indicates that 54% of physicians 

now are in groups of five physicians or 

more and 12% are in groups of 50 doctors 

or more (source: AMA Policy Research 

Perspectives. 2013).

The following list of the ten largest 

physician-owned medical groups in the U.S. 

illustrates the scope and potential resources 

of large scale groups.

Nineteen percent of Merritt Hawkins’ search 

assignments tracked in the 2016 Review 

featured physician-owned medical group 

settings, down from 20% in 2015, but up 

from 13% the previous year. 

However, as can be seen from the list of 

large medical groups at right, the difference 

between “hospitals” and “medical groups” 

can be one of semantics, as large medical 

groups often have the same structures and 

capabilities as hospitals. 

LARGEST U.S. MEDICAL GROUPS

1 Kaiser Permanente Medical Group 
– 7,304 physicians

2 Cleveland Clinic  
– 1,999 physicians

3 Mercy Clinic  
– 1,735 physicians

4 Aurora Medical Group 
– 1,193 physicians

5 North Shore Long Island Jewish Group  
– 1,155 physicians

6 University of Washington Physicians 
Network – 1,124 physicians

7 I U Health Physicians 
– 1,076 physicians

8 UCLA Internal Medicine/Geriatrics  
– 1,005 physicians

9 Novant Medical Group  
– 1,003 physicians

10 Palo Alto Medical Foundation Clinic  
– 988 physicians

Source: SK&A’s 50 Largest U.S. Medical Groups, 
January 2015

FEDERALLY QUALIFIED HEALTH 
CENTERS 

The number of Merritt Hawkins’ search 

assignments featuring Federally Qualified 

Health Center (FQHC) or Indian Health 

Service (IHS) settings remained at 13% 

in the 2016 Review, the same as it was in 

2015, though up from 6% in 2012.

Together with urgent care centers and retail 

clinics, FQHCs represent another aspect of 

the “convenient care” movement, providing 

reasonable access to care for traditionally 

underserved rural and urban populations as 

well as a vital safety net. Celebrating their 

51th year of service in 2016, FQHCs now 

provide care through 1,300 Health Center 
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organizations nationwide with sites in more 

than 9,000 rural and urban communities. 

FQHCs saw approximately 24 million 

patients in 2015 nationwide, including 

2.3 million additional patients with health 

insurance, according to the National 

Association of Community Health Centers 

(NACHC). As more patients gain insurance 

through the ACA, FQHCs are handling 

some of the increased demand for services 

that enhanced insurance coverage creates.

Though they are best known for providing 

primary care, FQHCs have expanded 

services into other areas (see chart below):

Source: National Association of Community Health 
Centers (NACHC)

FQHCs also have been early adapters of the 

team-based delivery model and are twice 

as likely to use PAs, NPs and certified nurse 

midwives (CNM) than are other primary 

care practices (see following chart)

Source: Journal of Community Health/NACHC

The ratio of PAs and NPs to physicians in 

FQHCs is comparatively high and increased 

from .54 per physician in 2001 to .70 per 

physician in 2011. 

FQHCs received expansion funding 

through the American Recovery and 

Reinvestment Act (ARRA) of 2009 and in 

2010 received $11 billion in funding from 

Congress through a new Health Center 

Fund. They benefited from continued 

funding through the King v. Burwell 

decision. FQHCs have been proven to 

lower emergency department utilization 

and hospitalizations while improving 

access and care for low-income, Medicaid, 

and uninsured patients and they are a true 

model for inter-professional, team-based 

care. Support for FQHCs has historically 

been bipartisan and it is to be hoped that 

this support will be sustained.

NUMBER OF HEALTH CENTER 
ORGANIZATIONS PROVIDING 

SELECT SERVICES

Behavioral
856

137%

882

80%

447

73%

Dental Pharmacy

% increase from 2001         

PRIMARY CARE PRACTICES 
REPORTING ONE OR MORE 

PAs, NPs OR CNMs 

88%

44%

FQHCs Other primary 
care practices
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Merritt Hawkins is proud to be the 

sole permanent physician recruiting 

partner of the National Association of 

Community Health Centers (NACHC) 

and to assist FQHCs is accomplishing their 

mission of providing quality, accessible care 

to traditionally underserved populations.

INDIAN HEALTH SERVICE 
FACILITIES 

Among the growing sites of service 

recruiting physicians are Indian Health 

Service (IHS) facilities. Established in 1955, 

the IHS is the primary federal health care 

provider and health advocate for American 

Indians and Alaska Natives in 566 federally 

recognized Tribes nationwide. IHS hospitals 

and clinics have provided a comprehensive 

service delivery system for over 50 years, 

primarily to rurally based populations. 

One of IHS’ missions is to improve access 

to care, which it is doing by recruiting 

physicians, PAs, NPs and other healthcare 

professionals and by refining its recruiting 

systems. Merritt Hawkins is proud to 

have been selected by IHS to conduct 

two national surveys; one of 380 IHS 

facility administrators and one of over 

400 IHS facility physicians. Both surveys 

focused on IHS facility recruiting goals, 

incentives, methods and challenges with 

a view to expanding IHS physician and 

advanced practitioner recruiting capabilities. 

Merritt Hawkins works with IHS facilities 

nationwide and anticipates these facilities will 

continue to expand their recruiting efforts to 

meet the needs of their constituents.

 
VETERANS AFFAIRS (VA) 
HOSPITALS

There are currently 152 medical centers 

in the U.S. operated by the Department 

of Veterans Affairs (VA) as well as 1,400 

community-based outpatient clinics serving 

approximately 8.3 million veterans each year.

VA hospitals are included in the “hospital 

and hospital owned group” category listed 

in Question 2 of this Review, but require a 

separate mention as they have significantly 

expanded their physician recruiting activities 

in the last two years. 

Accelerated recruitment efforts have 

come as a response to highly publicized 

reports of long patient wait times at VA 

facilities. Merritt Hawkins was referenced 

in many of these media accounts because 

our 2014 Survey of Physician Appointment 

Wait Times demonstrated that long wait 

times to see a physician also are prevalent 

in the private sector.
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Based on the work we have done with a 

number of VA facilities nationwide, Merritt 

Hawkins was proud to be selected twice in 

2015 to submit a Statement of Record 

to the House Subcommittee Health 

Oversight Hearing on the Ability of 

Department of Veterans Affairs to 

Effectively Recruit, Onboard, and Retain 

Qualified Medical Professionals. The two 

Statements outlined the challenges Merritt 

Hawkins has encountered when recruiting 

for VA facilities and included suggestions for 

how VA facilities can streamline and enhance 

its physician recruiting processes.

The VA has identified thousands of physician 

and advanced practitioner recruiting 

opportunities at its facilities and is likely to 

remain an active participant in the physician 

recruiting market in the short and long-term.

 
ACADEMIC MEDICAL CENTERS

Eleven percent of Merritt Hawkins’ search 

assignments in the 12-month period 

covered by the 2016 Review featured 

academic medical center settings, up from 

8% the previous year and up from 6% the 

year before that. 

First-year medical school enrollment in 

2016-2017 is expected to exceed 21,370, a 

30% increase above first-year enrollment 

in 2002-2003. This meets the target the 

Association of American Medical Colleges 

(AAMC) set in 2006 when it called for 

expanding medical schools as one means to 

address the physician shortage. 

The number of U.S. allopathic medical 

schools, fixed at 125 for a number of years, 

is soon expected to grow to 137, as the 

Liaison Committee on Medical Education 

(LCME) has granted full, provisional or 

preliminary accreditation status to 12 new 

allopathic schools since 2012. 

Academic medical centers have increased 

recruiting activity of faculty and leadership 

positions as a result of this growth. In 

addition, academic centers are typically 

major hubs of care in their communities, 

and often are contending with sharp 

increases in demand for services. They 

are seeking to significantly expand clinical 

capabilities and teaching capabilities 

simultaneously and can be overwhelmed 

for this reason. The greatest growth has 

come among faculty positions, though 

demand for leadership positions also has 

been extremely strong (academic leadership 

salaries are not tracked separately and are 

not included in this Review).

Academic recruiting is further driven by the 

physician shortage, which has seen many 

faculty members lured to private practice by 

comparatively high income offers. Leaders 

of academic medical centers, including 

Chairs, Department Chiefs and others, are 

being targeted for leadership positions 

by pharmaceutical companies, private 

health systems, and other organizations, 

contributing to a “talent drain” that has 

challenged some academic facilities. 

Combined with the need to replace an 

aging academic workforce, these trends 

have accelerated the pace of academic 

medical center recruitment.

In response, Merritt Hawkins’ Department 

of Academics has expanded its resources, 

forming an Academic Advisory Council 
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of nationally prominent academic medicine 

leaders to help set strategic goals and 

to source top candidates for academic 

leadership positions. The Advisory 

Council is composed of Tom Lawley, 

MD, former Dean of Emory Medical 

School; Phillip Pizzo, MD, former Dean 

of Stanford Medical School; and Arthur 

Rubenstein, MD, former Dean of the 

University of Pennsylvania School 

of Medicine. In addition, in 2015, AMN 

Healthcare acquired MillicanSolutions, 

a leading provider of academic medical 

center leadership recruitment, to 

further advance its academic search and 

consulting capabilities. MillicanSolutions 

is the preferred recruiting partner of the 

Association of Academic Administrators in 

Pediatrics (AAAP).

A TURNAROUND FOR SOLO 
PRACTICE?

In what appears to be a trend, solo practice 

is making a turnaround, Merritt Hawkins’ 

2016 Review suggests. Five percent of 

Merritt Hawkins’ search assignments as 

tracked by the 2016 Review featured solo 

practice settings, up from 4% the previous 

year and up from less than one percent the 

year before that. 

In 2001, solo practices comprised 22% 

of Merritt Hawkins’ search assignments, 

but in subsequent years these types of 

assignments virtually disappeared. Few 

physicians today express an interest 

in taking on the financial risks and 

administrative burdens of solo practice. In 

Merritt Hawkins’ 2015 Survey of Final-Year 

Medical Residents, only 2% of physicians 

in their final year of training expressed a 

preference for solo practice. 

The cause of this turnaround may be 

related to the growing acquisition of 

smaller hospitals by larger systems. Once 

small hospitals are acquired, larger systems 

frequently reevaluate and reconfigure 

their physician staffing models to ensure a 

wider or more efficient patient catchment 

strategy. This can include placing solo 

physicians in underserved but high demand 

locales within the service area. 

Another and perhaps more influential trend 

underlying the growth of solo practice is the 

advent of concierge or direct pay medicine. 

Some physicians are choosing to bypass 

third party payers and contract directly 

with patients, a model that is less resource 

intensive and bureaucratic than traditional 

practice, and one that therefore makes solo 

practice more tenable. Rather than being 

“old school” rural doctors, today’s solo 

practitioner may be providing concierge/

direct care in a major city.
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PHYSICIAN EMPLOYMENT STILL 
THE NORM

Despite the increase in independent solo 

practice settings, the 2016 Review confirms 

that the employed physician practice model 

prevails in most recruiting scenarios. Solo 

and concierge practices are among the only 

truly independent practice settings into 

which Merritt Hawkins now recruits, and 

collectively represent about 5% of Merritt 

Hawkins’ 2015/16 recruiting assignments. 

The other settings – hospitals, medical 

groups, urgent care centers, FQHCs, 

academic centers, and others -- typically use 

the employed model or some hybrid thereof. 

For larger systems, physician employment 

remains the sole viable model for creating 

the integrated organizations needed to 

implement population health management 

and to achieve quality and continuity of care 

goals in acute and post-acute settings.

While it is hard to be precise given the 

hybrid nature of some physician contracts, 

the 2016 Review suggests that the great 

majority of physicians accepting new 

positions today – somewhere around 90% 

-- will practice as employees and not as 

independent practice owners/partners.

NOT JUST A RURAL CHALLENGE

Though it is well known that there is a 

maldistribution of physicians in the United 

States, with doctor shortages particularly 

common in many rural areas, physician 

recruiting challenges are not limited to small 

or mid-sized communities. The 2016 Review 

indicates that Merritt Hawkins conducted 

51% of its search assignments over the 

last year in communities of 100,000 or 

more (and many of them in communities of 

250,000 or more) indicating that healthcare 

facilities in large communities also may have 

difficulty recruiting physicians. This is only 

the second time that over 50% of Merritt 

Hawkins’ searches haven taken place in 

communities of 100,000 or greater. 

Merritt Hawkins conducted 26% of 

searches tracked in the 2016 Review in 

communities of 25,000 or less and 23% of 

searches in communities between 25,001 

– 100,000. While demand for physicians in 

smaller communities has not diminished, it 

is being outpaced in some cases by demand 

for doctors in larger areas. 

Merritt Hawkins worked for clients in all 

50 states and the District of Columbia 

and Canada during the Review period, 

underlying the national presence of 

physician recruiting needs and challenges. 
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SALARIES AND CONTRACT 
STRUCTURES 

Merritt Hawkins’ annual Review of Physician 

and Advanced Practitioner Recruiting 

Incentives tracks the starting salaries or 

income guarantees being offered to recruit 

physicians, as well as other recruiting 

incentives typically offered to doctors and 

advanced practitioners. 

Average starting salary and income 

guarantee numbers represent the base 

only and are not inclusive of production 

bonuses or other incentives. This is in 

contrast to physician compensation 

numbers compiled by the Medical Group 

Management Association (MGMA), the 

American Medical Group Association 

(AMGA) and other organizations, which 

track overall average physician incomes, 

including production bonuses. 

Merritt Hawkins’ salary and income 

guarantee ranges are therefore indicators 

of the financials needed to attract 

physicians already established in a practice 

or those coming out of residency training 

to a particular practice opportunities, 

rather than indicators of physician average 

incomes. It also should be noted that in 

today’s market the salary amount is just 

one metric to consider – it also is important 

to consider how salaries are structured.

 
SIGNIFICANT SALARY INCREASES 
IN PRIMARY CARE

Average starting salaries for family 

physicians as tracked by Merritt Hawkins’ 

Review have never exceeded $200,000. 

That changed in the 2016 Review, which 

indicates the average starting salary offer 

made to family physicians now is $225,000, 

up from $199,000 in 2015, a 13% increase. 

Average starting salaries for general 

internists also showed a significant 

increase, from $207,000 in the 2015 

Review to $237,000 in 2016, a 14% 

increase. Similarly, average starting salaries 

for pediatricians grew from $195,000 as 

tracked by the 2015 Review to $224,000 in 

2016, a 15% increase. 

PRIMARY CARE, YEAR-OVER-YEAR 
SALARY INCREASES

2015 2016 % Increase

Family 
Medicine             $199,000 $225,000 13%

Internal 
Medicine $207,000 $237,000 14%

Pediatrics $195,000 $224,000 15%



 2016 Review of Physician and Advanced Practitioner Recruiting Incentives  38

As referenced in the previous chart, primary 

care physicians are the key to implementing 

population health management and to 

establishing the patient-centered model 

of care, featuring a focus on prevention, 

education, and the appropriate use of 

resources within finite budgets. In the 

patient-centered medical home model and 

other value-based models, primary care 

physicians receive additional compensation 

based on their role as care managers and 

care coordinators. These models are intended 

to enhance compensation for primary care 

physicians, acknowledging their expanded 

role, and to bring their compensation levels 

closer to that of specialists.

However, it is difficult to say, what, if any, 

effect the proliferation of these models has 

had in the increases seen in primary care 

salaries as tracked by the 2016 Review. 

What is clear is that competition for primary 

care physicians, caused in part by the need 

to implement new delivery models, has 

driven starting salaries up past traditional 

ceilings formerly seen in primary care. 

For family physicians, in particular, salary 

increases can be tied to the increased 

demand created by the growing number 

of urgent care centers and retail clinics, 

which are competing with other traditional 

providers for the services of family doctors. 

In addition, the migration of many general 

internists into hospitalist roles has limited 

the supply of physicians willing to practice 

traditional internal medicine and increased 

salary offers to those who are willing to do so.  

Salary increases for pediatricians may be 

driven in part by the types of organizations 

now recruiting them, which have evolved 

from smaller, single-specialty practices to 

hospitals and hospital systems that have the 

resources to offer more. 

Under current physician reimbursement 

models that are tied to the Relative 

Value Scale Update Committee (RUC) 

recommendations to the Centers for 

Medicare and Medicaid Services (CMS) 

there would appear to be a finite limit to 

growth of primary care salaries. These 

recommendations favor relatively high 

reimbursement for procedures done by 

specialists and relatively low reimbursement 

for the consultative work primary care 

physicians do. The physician workforce (and 

RUC) continues to be mostly comprised 

of specialists and partly for this reason no 

$500,000 contracts for family physicians or 

internists are to be anticipated.

Nevertheless, the 2016 Review indicates 

that the limit for primary care salaries has 

yet to be reached.
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SPECIALISTS ALSO SEE GAINS

As referenced above, demand for specialists 

is being driven by population aging and 

other factors, and rising demand has led 

to a corresponding rise in salary offers to 

specialists, the 2016 Review indicates (see 

chart below):

Salary increases in psychiatry and urgent 

care can be tied to increases in demand 

for these types of physicians, as addressed 

earlier in this Review. Notable salary 

increases for other specialties listed also 

are, in general, a response to the growing 

imbalance between the supply of specialty 

physicians and demand for their services. 

As referenced above, the AAMC projects 

the majority of future physician deficits 

will be seen in specialty areas such as 

orthopedics, neurology, urology, cardiology, 

oncology and other specialties that often 

treat the failing organs and systems of 

older patients. Comparatively few of these 

specialists are trained each year, with no 

significant increases in training projected 

due the federally imposed cap on GME 

funding. Over 50% of physicians in some 

medical specialties are 55 and older and 

supply is being inhibited by retirements and 

attrition, a trend that will soon accelerate. 

In addition, specialists continue to be 

high revenue-generators in a system that 

remains largely volume-driven. Given these 

factors, rising salaries for specialists are to 

be expected, even though great efforts 

are being made to establish a healthcare 

system built around prevention, value, and 

the reduction of the medical tests and 

procedures typically conducted by specialists.  

SPECIALTIES SEEING YEAR OVER YEAR SALARY INCREASES
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SALARIES FOR PAs AND NPs

Average salaries for NPs increased year over 

year, from $107,000 in the 2015 Review to 

$117,000 in 2016. The number of searches 

Merritt Hawkins conducted for NPs has 

increased by 552% since 2012 (from 23 to 

150, when the average salary offer to NPs 

was $95,000). It is anticipated that demand 

for NPs will continue given their role in 

team-based health and given the continued 

physician shortage. 

Average salaries for PAs increased from 

$106,000 as tracked in the 2015 Review  

to $114,000 in 2016. 

These numbers parallel average salaries for 

PAs as tracked by the 2015 Survey of Physician 

Assistant Salaries, Signing Bonuses and Related 

Incentives that Merritt Hawkins conducted 

in collaboration with the American 

Academy of Physician Assistants (AAPA). 

The chart below indicates average PA 

salaries and hourly rates for early career and 

experienced PAs as determined by this survey.

BASE SALARY OFFERED TO PAs

MIN AVG MAX

Early career PA                              $55,000 $83,163         $104,000

Experienced PA                              $72,800 $83,163            $153,500

Early career PA 
hourly rate                 $25.00 $40.02                 $60.00

Experienced 
career PA 

hourly rate    
$30.00 $54.50             $100.00

Source: Survey of Physician Assistant Salaries, Signing 
Bonuses and Related Incentives. Merritt Hawkins/
American Academy of Physician Assistants. 2015 

As previously referenced, many growing 

sites of service, including urgent care 

centers, retail clinics and FQHCs, are 

aggressively recruiting PAs, boosting 

average salaries above the six-figure mark. 

SALARIES BY REGION AND BY 
TYPE OF SETTING

For the first time in the 2016 Review, 

Merritt Hawkins has broken out average 

starting salaries by region for the top five 

most requested specialties for which we 

have the most robust data, including family 

practice, psychiatry, internal medicine, 

hospitalist and nurse practitioner.

As is reflected in various surveys tracking 

physician compensation, such as those 

conducted by the Medical Group 

Management Association (MGMA) and 

the American Medical Group Association 

(AMGA), Merritt Hawkins’ 2016 Review 

indicates physician salaries tend to be 

lowest in the Northeast. A high ratio of 

physicians per capita in the Northeast creates 

competition, suppressing salaries, as does 

a relatively high prevalence of managed 

care/capitated compensation plans. The 

Southwest, which includes Texas, has a 

generally higher rate of fee-for-service 

medicine combined with relatively fewer 

physicians per capita, driving salaries upward. 

The 2016 Review also tracks for the first 

time starting physician salaries in Merritt 

Hawkins’ top five most recruited specialties 

by search setting, including hospital, medical 

group, academic, community health center 

and solo settings. Academic institutions and 

community health centers typically offer less 

than hospital and medical group settings,  
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based on budget and policy restrictions that 

limit what they may be able to offer.  

QUALITY/VALUE-BASED 
INCENTIVES ADVANCE

 

The successful implementation of health 

reform, including the ACA and related 

market-based initiatives, will to a large 

extent be determined by how physicians 

and other providers are paid. A fee-for-

service payment model is thought by many 

to drive over-utilization of services, so the 

healthcare system is moving from volume to 

value based payments.

ACOs, hospitals, medical groups, and 

other organizations therefore are striving 

to create physician payment models that 

reward doctors for providing value, which is 

measured by various metrics, including:

QUALITY/VALUE-BASED PHYSICIAN 
COMPENSATION METRICS

• patient satisfaction scores

• adherence to treatment/quality protocols, 

• reduction of hospital readmissions/errors

• group governance participation

• cost reduction/containment

• appropriate coding

• implementation/use of electronic  

health records. 

At the same time, facilities that employ 

physicians want to ensure that they stay 

productive, and “productivity” still is 

measured by what are essentially fee-for-

service metrics, including relative value 

units (RVUs), net collections and number of 

patients seen.  

FINDING THE “GOLDILOCK’S 
ZONE”

 

The goal is to find the “Goldilock’s zone,” – 

physician payment models that encourage 

physicians to see the patients and generate 

the revenue that healthcare facilities still 

need, but that also reward doctors for 

adopting the behaviors and practices that 

will drive reimbursement in emerging value-

based payment models. 

For physicians, these models include the 

Medicare payment formula that replaced 

the sustainable growth rate (SGR) 

formula put into effect by the Medicare 

Access and CHIP Reauthorization Act 

(MACRA). MACRA mandates two ways 

for physicians to participate in Medicare’s 

new payment formula:
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1. MIPS

Physicians can join the Merit-Based Incentive 

Payment System (MIPS) which combines 

three old incentive programs into one and 

gives doctors a quality score. If their scores 

are high, their Medicare reimbursement 

will go up. If they are low, they will be 

subject to reimbursement cuts. MIPS will 

rate physicians in four categories: quality of 

care, EHR meaningful use, use of healthcare 

resources, and activities undertaken to 

improve clinical practice. 

2. APMs

Alternately, physicians can sign up to be 

part of an Alternative Payment Model 

(APM). These include ACOs, bundled 

payment programs, and patient centered 

medical homes (see Merritt Hawkins’ 

white paper, Physician and Hospital 

Reimbursement, From Lodge Medicine 

to MIPS for an in-depth examination of 

changing physician compensation models).  

REALITY MOVING CLOSER  
TO ASPIRATION 

 

Merritt Hawkins’ 2016 Review provides an 

indication of the extent to which physicians 

currently are compensated based on quality 

metrics. Seventy-five percent of searches 

tracked in the 2016 Review feature a 

salary with a production bonus, while the 

remaining 25% feature a straight salary, 

income guarantee or other arrangement. 

Of the 75% offering a production bonus, 

32% feature a bonus based in whole or 

in part on quality metrics such as patient 

satisfaction, adherence to treatment 

protocols, etc. This is up from 23% in 2015 

and up from 24% in 2014.

The 2016 Review further indicates that 

the average amount of the bonus tied to 

quality was 29%, up from 22% in 2015. In 

the hypothetical case of a family physician 

earning a salary of $200,000 with an 

achieved $50,000 bonus, 29% of the bonus 

amount ($14,500) would be based on 

quality, equating to less about 6% of the 

physician’s total income ($250,000). This is 

getting to closer to the point where quality-

based incentives may influence physician 

behaviors so that they are mindful of patient 

satisfaction scores, EHR meaningful use and 

other hallmarks of value-based medicine.

However, a volume-based metric (RVUs) 

was still the predominant metric used to 

calculate physician production bonuses, 

used in 58% of searches where production 

bonuses were featured, up from 57% 

in 2015. Those facilities which have 

implemented quality-based payment 

models are to be commended, though 

many of these have likely done so through 

management and policy innovations rather 

than through compensation/contracts.  

SIGNING BONUSES AND CME
 

Signing bonuses were offered in 77% of 

the recruiting assignments Merritt Hawkins 

conducted in 2016, up from 73% the 

previous year. Signing bonuses remain a 

standard recruiting incentive, though they 

may not be used in instances in which 

physicians are changing employers within 

the same community and do not need the 

extra inducement of a bonus. 
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The following graph illustrates the use of 

signing bonuses over the last several years. 

2004/05 46%

2005/06 58%

2006/07 72%

2007/08 74%

2008/09 85%

2009/10 76%

2010/11 76%

2011/12 80%

2012/13 71%

2013/14 70%

2014/15 73%

2015/16 77%

Signing bonuses offered to physicians in 

2016 averaged $26,889 up from $26,365 

in 2015. Signing bonuses offered to 

NPs and PAs averaged $10,340 up from 

$8,791 in 2015.

Certain other incentives, such as paid 

relocation, paid CME, health insurance 

and malpractice insurance are standard in 

the majority of Merritt Hawkins’ physician 

search assignments. The average relocation 

allowance offered to physicians in 2016 

was $10,226 compared to $10,292 in 

2015, while the average CME allowance 

offered to physicians in 2016 was $3,633 

compared to $3,649 in 2015.

The average relocation allowance offered 

to NPs and PAs was $8,649 compared 

to $9,436 in 2015, while the average 

CME allowance was $2,140 compared to 

$2,241 in 2015. 

Twenty-six percent of Merritt Hawkins’ 

2016 search assignments featured medical 

education loan forgiveness, compared 

to 25% the previous year. Educational 

loan forgiveness entails payment by the 

recruiting hospital or other facility of 

the physician’s medical school loans in 

exchange for a commitment to stay in the 

community for a given period of time. 

The term of forgiveness in 77% of searches 

Merritt Hawkins conducted in 2016 

featuring educational loan forgiveness was 

three years; 18% of searches offered a two-

year term, and 5% offered a one year term. 

The average amount of loan forgiveness 

offered to physicians was $88,068. The 

average amount of loan forgiveness offered 

to NPs and PAs was $61,667.
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Conclusion
Merritt Hawkins’ 2016 Review of Physician 

and Advanced Practitioner Recruiting 

Incentives indicates that demand for 

primary care physicians remains particularly 

strong, as they are seen as the keys to 

achieving quality and cost objectives 

necessary under emerging team and 

population health-based delivery models. 

However, for the first time in the 23 years 

Merritt Hawkins has conducted the Review, 

psychiatry ranked second among our top 

20 most requested searches, underscoring 

the accelerating access crisis in psychiatry.

Significant year-over-year increases in average 

salary offers tracked in the 2016 Review 

across the board for both primary care 

and specialist physicians demonstrate the 

continued shortage of physicians in virtually 

all major specialties. In addition, demand 

for physicians is not localized to rural areas, 

as underlined by the fact Merritt Hawkins 

conducted over 50% of its searches in the 

last year in communities of 100,000 or more. 

Signaling the emergence of team-based 

care, the 2016 Review indicates that demand 

remains strong for non-physician clinicians 

such as nurse practitioners and physician 

assistants, who combined represented Merritt 

Hawkins’ fifth most requested search in the 

previous year. In a clear indication that the 

“convenient care” movement is accelerating, 

physicians practicing in urgent care settings 

represented Merritt Hawkins’ ninth most 

requested search in the 2016 Review, after 

making the top 20 for the first time last year.

The 2016 Review indicates that employment 

remains the standard model for facilities 

recruiting physicians, with approximately 

90% of Merritt Hawkins’ searches featuring 

an employed setting. However, solo practice 

settings, which typically feature independent 

practice ownership, increased in the 2016 

Review to 5% of Merritt Hawkins’ recruiting 

assignments, up from 4% the previous year 

and less than 1% the year before that. 

The 2016 Review indicates that 

reimbursement in healthcare is moving 

toward value-based metrics, albeit slowly. 

Of the physician searches Merritt Hawkins 

conducted in the previous year featuring 

production bonuses, 32% included a value/

quality component, up 23% the previous year. 

While hospitals remain a key driver of 

physician recruitment, other settings, 

such as physician-owned medical groups, 

FQHCs, academic medical centers, and 

urgent care centers have increased their 

recruiting activities, creating a more diverse 

market for physicians.

For additional information about Merritt 

Hawkins’ thought leadership resources and 

services, contact:

Merritt Hawkins / Corporate   
8840 Cypress Waters Blvd. #300 
Dallas, Texas 75019
(800) 876-0500

Merritt Hawkins / Atlanta
7000 Central Parkway, NE, Ste 850
Atlanta, GA 30328 
(800) 306-1330
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Merritt Hawkins’ Additional Discussion 
Groups/Surveys/White Papers
Merritt Hawkins’ hosts a professional Discussion Group on LinkedIn to review and discuss 
matters pertaining to physician recruiting, compensation, workforce solutions and related 
healthcare trends. To join, visit http://linked.in/AB6mOC. 

Merritt Hawkins is an AMN Healthcare company. AMN Healthcare, the largest healthcare staffing 
organization in the United States, is the industry innovator of healthcare workforce solutions. 
Surveys and white papers completed by Merritt Hawkins or other AMN companies include: 

• Survey of Physician Appointment Wait Times 

• A Survey of America’s Physicians: Practice Patterns  
and Perspectives (in partnership with The  
Physicians Foundation). 

• Physician Inpatient/Outpatient Revenue Survey

• Survey of Final-Year Medical Residents

• Survey of Physician Assistant Salaries, Signing Bonuses 
and Related Incentives (in collaboration with the 
American Academy of Physician Assistants)

• Clinical Staffing and Recruiting Survey/Survey  
of Physician Practice Patterns & Satisfaction  
(in collaboration with the Indian Health Service)

• Survey of Alumni Satisfaction and Health System Trends  
(in collaboration with Trinity Unversity)

• Survey of Membership Compensation, Career Satisfaction, 
and Personal Perspectives (in partnership with the  
American Managers of Gynecology and Obstetrics)

• Survey of Membership Compensation, Career Satisfaction, 
and Personal Perspectives (in partnership with the 
American Academy of Surgical Administrators)

• White Paper: Physician Aging, A Demographic Dilemma

• White Paper: Women In Medicine

• White Paper: The Physician Shortage, Data Points  
and State Rankings

• White Paper: Nurse Practitioners and Physician Assistants, 
Supply, Demand and Scope of Practice

• White Paper: Incentive-Based Physician Compensation

• White Paper: Ten Keys to Physician Retention

• White Paper: The Cost of A Physician Vacancy

• White Paper: RVU-Based Physician Compensation

• White Paper: The Economic Impact of Physicians

• White Paper: Rural Physician Recruiting Strategies

• White Paper: Hospital and Physician Reimbursement:  
From Lodge Medicine to MIPS

• Review of Temporary Healthcare Staffing Trends & Incentives

• Review of Temporary Healthcare Staffing  
Trends & Incentives (Mid-level Providers)

• Survey of Chief Nursing Officers

• Survey of Travel Nurses 

BOOKS WRITTEN BY MERRITT HAWKINS:

• Will the Last Physician in America Please Turn Off the Lights? 

A Look at America’s Looming Physician Shortage, Fourth Edition

• Merritt Hawkins Guide to Physician Recruiting

• In Their Own Words: 12,000 Physicians Reveal Their Thoughts on Medical Practice in America  
(in partnership with The Physicians Foundation).

For additional information about this survey or other information generated by Merritt Hawkins or AMN Healthcare, please contact:

Merritt Hawkins / Corporate        Merritt Hawkins / Atlanta
8840 Cypress Waters Blvd. #300         7000 Central Parkway, NE, Ste 850
Dallas, Texas 75019         Atlanta, GA 30328 
(800) 876-0500         (800) 306-1330



Speaking Presentations from 
Merritt Hawkins and AMN Healthcare

An Educational Resource

Merritt Hawkins and AMN Healthcare are committed to providing 

survey data and other information of use to healthcare executives, 

physicians, policy makers and members of the media.

AMN Healthcare offers speakers to address healthcare industry 

trends in staffing, recruiting and finance.  

Topics include:

· Doctors, Dollars and Health Reform

· Medical Practice in America: Past, Present and Future

· The Physician Workforce

· Clinical Workforce Solutions

· Evolving Physician Staffing Models

· Physician and Nurse Shortage Issues and Trends

· How to Make Your Hospital or Group a Physician Magnet  

· New Strategies for Healthcare Staffing      

· Healthcare Reform and Workforce Issues

· Economic Forecasting for Clinical Staffing

· Allied Staffing Shortages

· Vendor Management

· Recruitment Process Outsourcing

· Other topics Upon Request

For more information or to schedule a speaking

engagement, please contact:

Phillip Miller

Phil.Miller@amnhealthcare.com 

(800) 876-0500

8840 Cypress Waters
Dallas, Texas 75019

(800) 876-0500
www.merritthawkins.com



An Overview of the Salaries, Bonuses, and Other Incentives Customarily 
Used to Recruit Physicians, Physician Assistants and Nurse Practitioners23RD

EDITION

©2016 Merritt Hawkins | 8840 Cypress Waters Blvd. #300 | Dallas, Texas 75019 | (800) 876-0500 | www.merritthawkins.com


