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SUPPLY, DEMAND AND RECRUITING  
TRENDS IN ANESTHESIOLOGY 

INTRODUCTION

Merritt Hawkins, the nation’s leading physician and advanced practitioner search and consulting firm, produces a series of 

surveys, white papers, speaking presentations and other resources intended to provide insight into various healthcare staffing 

and recruiting trends.

Topics for which Merritt Hawkins has provided data and analyses include physician compensation, physician practice metrics, 

physician practice plans and preferences, rural physician recruiting recommendations, physician retention strategies, physician 

visa requirements, and the economic impact of physicians, among a variety of others. 

This white paper examines supply, demand and recruiting trends pertaining to anesthesiology. 

HISTORY AND DEVELOPMENT OF ANESTHESIOLOGY

Of all the landmarks and achievements in medicine, the development of anesthesia may be the one that has ameliorated the 

most suffering. Until the 19th Century, the fear and pain engendered by surgery, which has been performed since pre-historic 

times, was one of mankind’s greatest trials. 

British chemist Humphry Davy (1778-1829) is credited with discovering the anesthetic properties of nitrous oxide (laughing gas), 

ushering in a more scientific approach to pain amelioration. He was not a physician and never administered nitrous oxide to a 

patient. However, his discovery led to the use of nitrous oxide as one of the first widely used anesthetics, beginning in the early 

part of the 19th Century. 

William T.G. Morton (1819-1868), a Boston dentist, is widely acknowledged as the father of modern anesthesiology. Dr. Morton 

had been in search of a more effective pain-reducing agent than nitrous oxide, which had been in common use among dentists.

In concert with John Collins Warren (1778-1856), a noted surgeon at Massachusetts General Hospital, Dr. Morton made history 

on October 16, 1846 with the first successful surgical procedure performed with anesthesia. 

An additional breakthrough was the development of tracheal intubation and other methods of airway management. One of 

the first accounts of tracheal tube use came from pediatrician Joseph O’Dwyer (1841-1898), whose “O’Dwyer tube” was used 

in diphtheria cases. The anesthesiologist Chevalier Jackson (1865-1958) developed a handheld laryngoscope for the insertion 

of endotracheal tubes and it soon was in general use. Sir Robert Reynolds Macintosh’s (1897-1989) breakthrough technique of 

direct laryngoscopy came into wide use in the late 1930s. 

The use of barbiturates as intravenous anesthetics began in 1932. Sodium thiopental gained popularity after its use was described 

in detail by a Dr. John Lundy (1894-1973) of the Mayo Clinic. Many other intravenous medications have been developed to 

reduce recovery periods and suppress laryngeal reflexes, leading to greater patient safety and reduced negative reactions in 

anesthetized patients today.
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EDUCATIONAL AND TRAINING REQUIREMENTS

Those aspiring to a career in anesthesiology must complete a rigorous educational and training path. Steps include: 

1. Earn a bachelor’s degree. Since medical school does not require a candidate to enter a designated pre-medical degree 

program, earning an undergraduate degree in any field is acceptable for an aspiring anesthesiologist. However, there are 

still a handful of courses that an undergraduate may take to fulfill the prerequisites associated with medical school, such as 

biology, physics, chemistry and mathematics.

2. Complete medical school. In order to become an anesthesiologist, aspirants must obtain a four-year medical school 

education, earning a doctor of medicine (M.D.) or doctor of osteopathy (D.O.) degree. 

3. Complete a residency in anesthesiology. Upon graduating from medical school, physicians must complete four years 

of specialized training that includes one year of rotations and/or internship related to general medicine (such as internal 

medical, pediatrics and emergency medicine), followed by three years of rigorous training in anesthesiology.

Specialized elements of anesthesiology that are taught and practiced during a residency may include:

• Chronic and acute pain management

• Pre-operative patient evaluation

• Post-operative pain evaluation and control

• Intensive care pain management

• Pre-existing disease factors in surgical care

4. Pursue a fellowship in a sub-specialty. Post-residency fellowship programs are optional. Typically lasting one to two 

years, physicians concentrate on a specific area of anesthesiology of their choice, such as neurosurgery, pediatric, transplant 

or others.

5. Obtain a license. The practice of medicine is highly regulated, and anesthesiology is no exception. Three levels of credentialing 

exist for anesthesiologists. Licensure is a state-based credential that includes passage of the U.S. Medical and Licensing 

Examination (USMLE). The American Board of Anesthesiology (ABA) administers the written and oral examination necessary 

for board certification. Fellows can achieve an additional ABA-board certification in various anesthesiology subspecialties.

DUTIES AND SCOPE OF PRACTICE

An anesthesiologist is a physician who is largely responsible for the safety and well-being of patients before, during and after 

surgery, as follows:

BEFORE SURGERY

Anesthesiologists work with patients before surgery to ensure 

they are suited for surgery and are able to handle anesthesia. 

These doctors will extensively review the patient’s medical 

history as well as answer any questions they may have about 

the anesthetic process related to the medical procedure. They 

will then administer the anesthesia before the surgery and 

begin monitoring patient vital signs.

DURING SURGERY

An anesthesiologist will monitor a patient throughout the 

entirety of a surgery to manage pain and keep vital signs in 

check. They will also manage any chronic medical conditions 

that a patient may have, such as asthma or diabetes, 

throughout the surgery. If a problem arises during the medical 

procedure, the anesthesiologist will oversee the management 

of this as well.
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2. Local Anesthesia is usually delivered by way of injection 

and is used in minor procedures to numb a small part of 

the body, such as along the gumline for dental extractions. 

A patient is usually awake during the procedure.

3. Regional Anesthesia is administered through an 

injection, and is used to block pain to a larger part of 

the body, such as the knee or legs. Patients usually stay 

awake during their procedures. An example of regional 

anesthesia is an epidural, a shot given near the spinal cord 

of pregnant women to ease anxiety and block pain to the 

abdomen and hip region.

Anesthesiologists find employment in work environments 

where surgical procedures and the need for patients to 

receive pain relief take place, such as hospitals, outpatient 

medical facilities, academic medical centers, private and 

group practices, urgent care centers, dental practices, and the 

military. Some anesthesiologists hold positions directly in the 

emergency room of a hospital, where they provide immediate 

care to individuals with traumatic injuries, chemical burns, and 

other serious health issues.

AFTER SURGERY

Once the surgery is complete, the anesthesiologist will continue 

to oversee the recovery of the patient immediately following 

the procedure. The physician will monitor a patient’s recovery 

from the anesthetic effects and inform the medical team when 

a patient is able to go home or be moved within the facility. 

They may also help to create a plan to manage a patient’s pain 

once they are discharged.

Anesthesiologists are trained on how to properly administer 

anesthesia to a patient – the medicine primarily used to 

control pain during surgery and other medical procedures. 

Not only does anesthesia block pain, but it also causes 

relaxation, and helps control a patient’s breathing, blood 

pressure and heart rate.

Anesthesiologists administer anesthesia in the following three 

ways:

1. General Anesthesia places a patient in a state of 

controlled unconsciousness, and is delivered through a 

mask, breathing tube, or IV. This type of anesthesia affects 

both the brain and the body.

SUBSPECIALTIES

Certification in one of the following subspecialties requires additional training and assessment as specified by the board. As 

described by the American Board of Medical Specialties, these may include:

ADULT CARDIAC ANESTHESIOLOGY

Physicians who subspecialize in Adult Cardiac Anesthesiology 

have expertise in the imaging, diagnosis, physiology, 

pharmacology and management of adults with advanced cardiac 

disease. Their practice includes medical and periprocedural 

care for patients with disease of the heart and great blood 

vessels, including diagnostic, surgical, minimally invasive and 

transcutaneous procedures that may require cardiopulmonary 

bypass or other mechanical circulatory assistance.

CRITICAL CARE MEDICINE

An anesthesiologist who specializes in Critical Care Medicine 

diagnoses and treats patients with critical illnesses or injuries, 

particularly trauma victims and patients with multiple organ 

dysfunction who require care over a period of hours, days or 

weeks. These physicians also coordinate patient care among 

the primary physician, critical care staff and other specialists 

and their primary base of operation is the intensive care unit 

(ICU) of a hospital.
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HOSPICE AND PALLIATIVE MEDICINE

An anesthesiologist who specializes in Hospice and Palliative 

Medicine provides care to prevent and relieve the suffering 

experienced by patients with life-limiting illnesses. This 

specialist works with an interdisciplinary hospice or palliative 

care team to maximize quality of life while addressing the 

physical, psychological, social and spiritual needs of both 

patient and family.

NEUROCRITICAL CARE

The medical specialty of Neurocritical Care is devoted to the 

comprehensive multi-system care of the critically ill patient 

with neurological diseases and conditions.

PAIN MEDICINE

An anesthesiologist who specializes in Pain Medicine diagnoses 

and treats patients experiencing problems with acute or chronic 

pain, or pain related to cancer, in both hospital and outpatient 

settings and coordinates care needs with other specialists.

PEDIATRIC ANESTHESIOLOGY

An anesthesiologist who specializes in Pediatric Anesthesiology 

provides anesthesia for neonates, infants, children and 

adolescents undergoing surgical, diagnostic or therapeutic 

procedures as well as appropriate pre- and post-operative care, 

advanced life support, and acute pain management.

SLEEP MEDICINE

An anesthesiologist who specializes in Sleep Medicine 

has expertise in the diagnosis and management of clinical 

conditions that occur during sleep, that disturb sleep, or that are 

affected by disturbances in the wake-sleep cycle. This specialist 

is skilled in the analysis and interpretation of comprehensive 

polysomnography, and well-versed in emerging research and 

management of a sleep laboratory. 

Other areas of focus may include neuro anesthesia, regional 

anesthesia, Non-Operating Room Anesthesia (NORA), pediatric 

cardiac anesthesia, and obstetrics/gynecology anesthesia, the 

latter of which is in particularly strong demand today.

ANESTHESIOLOGY SUPPLY AND DEMAND TRENDS

Anesthesiology is one of a variety of specialties for which there is a rising demand in the U.S. and a limited supply (for more 

information on this topic, see Merritt Hawkins’ white paper Physician Supply Considerations: The Emerging Shortage of 

Specialists).

In its June 2021 report, the Association of American Medical Colleges (AAMC) projected a shortage of up to 124,000 physicians 

nationally by 2034. This will include a shortage of up to 47,000 primary care physicians, but an even larger shortage of up to 

77,100 specialists (The Complexities of Physician Supply and Demand: Projections From 2019 to 2034. Association of American 

Medical Colleges. June 2021).

The AAMC report identifies population aging is the primary driver of the physician shortage. Though senior citizens aged 65 or 

older comprise only 14% of the population, they account for 34.0% of inpatient procedures and 37.4% of diagnostic treatments 

and tests, according to the Centers for Disease Control and Prevention (CDC). With 10,000 Baby Boomers turning 65 every 

day, population aging is causing an increase in a wide range of procedures requiring anesthesia and therefore anesthesiologists.

The proliferation of sites of service providing consumer convenience, such as urgent care centers and outpatient clinics, also has 

been driving the utilization of procedures requiring anesthesia. The longstanding shortage of anesthesiology and other specialty 

services in rural and other traditionally underserved areas also contributes to continued demand for anesthesiology.
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THE IMPACT OF COVID-19

COVID-19 has had a significant, but temporary, inhibiting effect on demand for anesthesiology and other medical services, due 

in part to the 2020 ban on elective procedures put in place by many healthcare facilities. 

The decline in utilization was reflected in income earned by anesthesiologists.

In its 2021 Physician Compensation Report, MedScape found that 90% of anesthesiologists experienced year-over-year income 

declines in 2020, largely due to the COVID-19 related suppression of utilization. Merritt Hawkins’ data (see below) also show a 

year-over-year decline in starting salaries for anesthesiologists. 

The reluctance or inability of patients to undergo elective procedures is having a negative effect on quality of care, in part by 

creating procedure backlogs which now are driving the need for anesthesiologists upward. Though these procedures may be 

classified as “elective,” it is inaccurate to say they are unnecessary. The designation “elective” simply divides emergent from 

non-emergent care. Necessary preventive procedures such as colonoscopies are classified as electives, as are essential surgeries 

such as cataract removal.

As stated in the Harvard Business Review:

Ample literature across surgical specialties demonstrates worse patient outcomes and higher costs when these treatments 

are delayed.

Together, these factors have resulted in an astounding number of patients failing to receive the medical attention 

they need. (One recent study predicts that the post-pandemic backlog will exceed one million cases for 

spinal fusions and joint replacements in the field of orthopaedic surgery alone.) This anticipated demand in 

combination with health providers’ decreased capacity will likely result in creation of wait lists and potentially worsened 

health impacts on patients.” (Covid-19 Created an Elective Surgery Backlog. Harvard Review. August 10, 2020).

ANESTHESIOLOGY AMONG MOST RECRUITED SPECIALTIES

In its annual Review of Physician and Advanced Practitioner Recruiting Incentives, Merritt Hawkins tracks national recruiting 

trends, including which types of providers are among the most recruited. The 2021 Review indicates that anesthesiologists 

ranked 7th on Merritt Hawkins’ list of most recruited providers, up from 10th the previous year. CRNAs ranked 10th, up from 13th 

the previous year. Both these rankings reflect growing utilization of procedures requiring anesthesia as COVID-19 becomes less 

of an impediment to patient access to care.

COMPOSITION OF THE ANESTHESIOLOGY WORKFORCE

Below are statistics regarding the composition of the anesthesiology workforce:

ANESTHESIOLOGY SPECIALTY DEMOGRAPHICS
Total 45,563

In active patient care 37,381

Board Certified 32,220 (86% of those active)

International medical graduates 8,183 (22%)

Administrative/teaching 747 (2%)

Research 168 (1%)

Last year residents 1,483 (4%)

Female 9,343 (25%)
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ANESTHESIOLOGY SPECIALTY DEMOGRAPHICS
Male 28,038 (75%)

45 or older 29,057 (78%)

55 or older 20,254 (54%)
Source: American Medical Association Physician Master File

As these numbers indicate, about one quarter of anesthesiologists (22%) are international medical graduates (IMGs), compared 

to approximately 25% of all physicians. In addition, a comparatively low number are female – 25% compared to approximately 

35% of all physicians. The supply of new anesthesiologists remains somewhat limited, with about 1,500 completing their 

training and joining the workforce each year.

AN AGING ANESTHESIOLOGY WORKFORCE 

Close to half of physicians in the U.S. are 55 years old or older, and a wave of physician retirements is imminent. Many 

anesthesiologists are in this category. Fifty-four percent are 55 years old or older, (see chart below):

SPECIALTIES PERCENT OF PHYSICIANS 55 OR OLDER
Pulmonology 73%

Psychiatry 61%

Cardiology (Non-Inv.) 61%

Orthopedic Surgery 56%

Anesthesiology 54%

Gastroenterology 49%

Urology 48%

Ophthalmology 48%

General Surgery 48%

Rheumatology 46%

Internal Medicine 40%

Family Practice 38%

Pediatrics 38%
Source: American Medical Association Physician Master File

One of the key factors driving demand for anesthesiologists is the need to replace those who are leaving the field.

USE OF PAs,  NPs and CRNAs

Advanced practice professionals such as physician assistants (PAs) and nurse practitioners (NPs) may be able to absorb some of 

the duties of anesthesiologists and reduce shortages.

According to Medscape’s 2020 Physician Compensation Report, 17% of anesthesiologists work with PAs in their practices and 

31% work with NPs, while 62% work with neither. Because of their role in directly administering procedures, anesthesiologists 

are less likely to offload duties to PAs and NPs than more consultative/patient management specialties, such as primary care.

However, workloads in anesthesia are routinely allocated to certified registered nurse anesthetists (CRNAs).
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CRNAs are advanced practice nurses who administer anesthesia, either independently in collaboration with anesthesiologists, 

dentists, surgeons, and other medical professionals involved in anesthesia administration. There are now approximately 50,000 

CRNAs in the U.S., according to the American Association of Nurse Anesthetists (AANA), and CRNAs provide more than 45 

million anesthetics to patients annually, often in rural areas.

Today, there are various models for how anesthesiologists and CRNAs interact, including the Anesthesia Care Team (ACT) model.

The American Society for Anesthesiology (ASA) defines the ACT model as “Care [that] is led by a physician anesthesiologist 

who directs or supervises care of qualified anesthesia personnel and meets the ASA Guidelines for the Ethical Practice of 

Anesthesiology.” The anesthesiologist may delegate monitoring and some appropriate tasks, but retains overall responsibility 

for the patient.

In this model, CRNAs administer anesthesia and analgesia for surgery, labor and delivery, trauma stabilization and chronic 

pain management as part of the patient care team. All anesthesia professionals use the same procedures to deliver the same 

anesthetics in the same types of cases, involving patients from every possible demographic. 

Under the ACT model, the hospital or other facility often determines whether the physician directs or supervises care. 

Anesthesiologists cannot direct more than four rooms, but with supervision, the anesthesiologist could be responsible for more 

than four rooms.

In either case, the ASA states that the physician should assess and prepare the patient preoperatively, prescribe the anesthesia 

plan, ensure a nurse anesthetist or anesthesiologist assistant will be with the patient during the entire surgery, be in the area 

and monitor during the surgery, provide appropriate post-anesthesia care and participate in the most demanding portions of the 

case and if an emergency develops. 

Other anesthesia delivery models include the all-MD model, in which only medical doctors administer anesthesia. Because of 

the higher costs associated with staffing this model, it is most prevalent in one- or two-room surgery centers and less common 

in large ambulatory surgery centers. 

The MD+CRNA model is similar to the ACT model but with fewer supervision requirements, while in the all-CRNA model, 

nurse anesthetists administer anesthesia without the supervision of an anesthesiologist. In states where physician supervision is 

required, CRNAs practicing in this model can be supervised by any licensed physician. There is no requirement at the federal or 

state levels that CRNAs need to be supervised by an anesthesiologist.

As was noted above, both anesthesiologists and CRNAs are in strong demand whether working independently or in collaboration.

EFFECT OF THE GME SPENDING CAP

The likelihood that additional anesthesiologists will be trained, and the number of new entrants increased, is limited due to the 

1997 cap Congress placed on funding for physician graduate medical education (GME). The cap was lifted in 2020 as a provision 

of the Covid-19 relief bill, but funding was only added for 1,000 additional residencies across all specialties. Many of these will 

likely be reserved for primary care and very few for anesthesiology.

EFFECT OF TELEMEDICINE

Telemedicine was widely adopted during Covid-19 by many types of doctors. According to the 2020 Survey of America’s Physicians, 

conducted by Merritt Hawkins on behalf of The Physicians Foundation, 12% of physicians switched to a primarily telemedicine 

practice as a result of the pandemic. Through efficiency gains, telemedicine is one method by which the physician workforce 

could be extended, helping to alleviate shortages. However, because their primary role is to provide direct anesthesiology 

procedures to the patient, telemedicine is unlikely to have much impact in addressing the shortage of anesthesiologists.
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COMPENSATION IN ANESTHESIOLOGY

In its annual Review of Physician and Advanced Practitioner Recruiting Incentives, Merritt Hawkins tracks the starting salaries, 

signing bonuses and other incentives offered by our clients when recruiting physicians in various specialties. Below are low, 

average and high starting salaries for anesthesiology over the last several years:

STARTING SALARIES IN ANESTHESIOLOGY
LOW MEDIUM HIGH

2020/21 $245,000 $367,000 $750,000

2019/20 $280,000 $399,000 $535,000

2018/19 $281,000 $404,000 $450,000

2017/18 $325,000 $371,000 $540,000

2016/17 $249,000 $376,000 $520,000

2015/16 $360,000 $397,000 $450,000

As these number indicate, anesthesiologists experienced an 8% decline in average salary amounts from 2020-2021, which can 

largely be attributed to reduction in procedures caused by COVID-19. 

Various sources track compensation/average income for anesthesiologists and other physicians. Data from some of these sources 

are cited below. It should be noted that Merritt Hawkins’ data differs from other sources cited in that we report starting salaries 

offered to anesthesiologists and other physicians, rather than total pre-tax annual compensation.

SOURCE AVERAGE COMPENSATION/ANESTHESIOLOGY
Medical Group Management Association $464,131

American Medical Group Association $453,683

Sullivan Cotter $452,228

Association of American Medical Colleges 

(Academic positions only)
$381,000

Medscape $378,000

Merritt Hawkins $ 367,000

ECG Management Consultants $349,811

ADDITIONAL METRICS

 According to Medscape’s 2021 Physician Compensation Report, anesthesiologists earn an average production bonus of $55,000. 

They work an average of 52 hours a week, 10 hours of which are devoted to paperwork and administration, while seeing 45 

patients per week.

RECRUITNG RECOMMENDATIONS

As demand for anesthesiologists increases, so will the difficulty of recruiting these specialists. Hospitals, medical groups and other 

healthcare facilities that are seeking anesthesiologists should prepare to commit the required effort, flexibility, responsiveness 

and resources required to be successful in today’s challenging market.
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The key, as with all physician searches, is to make the practice 

environment as appealing as possible. Hospitals, medical 

groups and other facilities seeking anesthesiologists have no 

control over their geographic location, the number of cultural 

or educational options in their communities, or related quality 

of life amenities. However, they can to a significant extent 

control the quality of practice being offered. 

What anesthesiology candidates find appealing in a practice 

will vary, but there are some general guidelines to follow. 

One of the most important practice characteristics 

anesthesiology candidates consider is the schedule being 

offered. Several years ago, the standard in anesthesiology for 

annual time off was six to seven weeks. Today, a schedule 

featuring less than eight weeks of time off generally is not 

considered competitive by most anesthesiology candidates. 

Merritt Hawkins now is seeing anesthesiologists being offered 

up to 12 weeks of time off. 

Post call day off also is a significant attraction to many 

anesthesiology candidates, as is allowing call to be in-house so 

there are limited restrictions on where they can live. In general, 

it is a good idea to be flexible on schedule requirements to 

fit the varying needs of different candidates, some of whom 

may prefer outpatient only work that offers a Monday-Friday 

schedule to those who are comfortable with traditional 

hospital inpatient work and more extended hours. There are 

anesthesiologists who enjoy trauma work and those who 

dislike it, and their preferences should be accommodated, if 

possible. 

MORE CANDIDATES SEEKING INDEPENDENT 
STATUS

In the reverse of a longstanding trend among physicians, a 

growing number of anesthesiologists are seeking practices 

that offer independent, 1099 status while fewer are seeking 

employed, W-2 status. Anesthesiologists are finding that 

they can achieve higher incomes and practice autonomy at 

independent practice settings. 

As with other practice areas, it is important to be flexible. 

For example, in a search at an academic institution, a 

Merritt Hawkins client needed to recruit multiple general 

anesthesiologists in a short time frame. To attract a wide pool 

of candidates, they decided to create a new “staff” role that 

blended the positives of a 1099 faculty position with aspects 

of the employed model, while also providing full benefits. 

The “staff” role offered no call, no overnight duties, and a 

fixed salary of $400,000, plus full benefits. Anesthesiologists 

still participate in the general OR rotation and work at the 

same premier teaching facilities while enjoying a level of 

independence.

SCOPE OF PRACTICE AND CANDIDATE 
PARAMETERS

Flexibility also can be extended to the scope of practice. As 

anesthesiology training becomes more advanced, a growing 

number of anesthesiologist candidates are looking for 

subspecialty work or to focus on one aspect of anesthesiology. 

Because the market is extremely competitive, it is important to 

be flexible on candidate parameters. Age, gender and country 

of origin should be secondary considerations when evaluating 

candidates, taking a back seat to training, skill levels, work 

ethic and other personal characteristics of candidates. As was 

noted above, 54% of anesthesiologists are 55 or older, so it 

may be important to consider these candidates even if they 

only plan to work for a limited number of years.

It has not been uncommon in the past for academic medical 

centers to turn down qualified candidates based on lack of 

academic experience. Today, however, academic centers 

are finding that many anesthesiologists and other types of 

physicians can make the transition to a teaching environment 

seamlessly, so that broad academic experience is no longer a 

prerequisite for candidates. 

COMPETITIVE COMPENSATION

Compensation should be competitive and in line with national 

rather than local standards, because you are likely going to 

be competing for candidates with facilities outside your area 

or state. The data above show compensation ranges for 

anesthesiologists, which are a moving target due to rising 

demand. Today, the base salary for anesthesiologists in non-

academic settings is moving toward the $450,000 range, with 

signing bonuses averaging about $40,000. 
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Call usually is included in this amount, unless anesthesiologists 

pick up extra shifts – an option some candidates seek. Relative 

value units (RVUs) typically are not included in these contracts 

as tracking them in team-based models can be difficult. 

For anesthesiologists, production is tracked in additional 

shifts, which, in non-academic settings, can boost income 

into the $150,000 range. It is important to compensate 

anesthesiologists for working extra shifts as not doing so is a 

cause of complaint and dissatisfaction. 

 It may be advisable to consider adding equity lines if the facility 

is hiring into a new ambulatory surgery center or other venue.

At academic centers, salaries are somewhat lower than other 

settings, in the high $300,000 to lower $400,000 range, often 

with incentives for taking additional calls/shifts that can reach 

up to $100,000.

Additional aspects of a favorable anesthesiology practice may 

include:

• Physician-friendly electronic health records (EHR)

• Availability of NPs and PAs

• Covid-19 safety protocols/PPE availability

• Minimum possible paperwork duties, maximum patient 

consultation time

• Leadership positions 

• Work visa sponsorship

• Flexibility on board certification/assistance with board 

certification through alternative pathways (typically only 

offered in academic institutions) 

• Fair, understandable productivity measures

• Contract/incentive flexibility that may offer:

• Residency stipends

• Student loan repayment

• Sign-on bonus, retention bonus

• Accelerated partnership track 

CONCLUSION

As with all difficult searches, it is important in anesthesiology searches to be flexible, creative, and committed to quick 

turnarounds, accommodating the schedules of candidates, responding with information as needed, and making an offer as 

soon as an appropriate candidate is found. Know the market, know what is needed to be successful, and execute the search 

with the maximum amount of commitment and efficiency as possible. 
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ABOUT MERRITT HAWKINS

Established in 1987, Merritt Hawkins is the leading physician search and consulting firm in the United States and is a company of 

AMN Healthcare (NYSE: AMN), the largest healthcare workforce solutions organization in the nation. Merritt Hawkins’ provides 

physician and advanced practitioner recruiting services to hospitals, medical groups, community health centers, telehealth 

providers and many other types of entities nationwide.

The thought leader in our industry, Merritt Hawkins produces a series of surveys, white papers, books, and speaking presentations 

internally and also produces research and thought leadership for third parties. Organizations for which Merritt Hawkins has 

completed research and analysis projects include The Physicians Foundation, the Indian Health Service, Trinity University, 

the American Academy of Physician Assistants, the Association of Academic Surgical Administrators, and the North 

Texas Regional Extension Center. 

This is one in a series of Merritt Hawkins’ white papers examining a variety of topics directly or indirectly affecting the recruitment 

and retention of physicians and advanced practice professionals, including physician assistants (PAs) and nurse practitioner (NPs).

Additional Merritt Hawkins’ white papers include:

• Physician Supply Considerations: The Emerging Shortage of Medical Specialists

• Physician Emotional Intelligence: Going Beyond “A-Type” Personalities

• Ten Keys to Enhancing Physician/Hospital Relations: A Guide for Hospital Leaders

• Rural Physician Recruiting Challenges and Solutions

• Psychiatry: “The Silent Shortage”

• NPs and PAs: Supply, Distribution, and Scope of Practice Considerations

• The Economic Impact of Physicians

• International Physicians and Immigration Requirements: An FAQ 

• Staffing and Recruiting Considerations in Emergency Medicine

For additional information about Merritt Hawkins’ services, white papers,  

speaking presentations or related matters, contact:
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8840 Cypress Waters Blvd #300     100 Mansell Court East, Suite 500 

Dallas, Texas 75019      Roswell, Georgia 30076 

800-876-0500       800-306-1330


