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LOYOLA UNIVERSITY 
MEDICAL CENTER

547
Licensed beds

23,018
Discharges in FY16 

43,487
ED visits in FY16 

LOCATION and SERVICES 
• Maywood, Illinois (suburb of Chicago)

• Level 1 Trauma and Burn Center

• William G. & Mary A. Ryan Center for Heart
and Vascular Medicine

• Cardinal Bernardin Cancer Center

• One of the region’s largest Transplant
Centers

• Children’s Hospital
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Neurology Fellows

*Including residents, medical students, nursing students, allied 
health professionals, chaplains, paramedics

Edward Hines Jr. 
VA Hospital

Loyola University Chicago 
Health Sciences Division

Graduate School 

Loyola University Chicago
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National Neurology Market

Demand for Neurologists continues to increase at a rate higher than 

the supply 

Increase of 16% demand vs.

Increase of 11% supply

According to the Health Resources and Services Administration

Many practices supplementing physicians assistants/advanced 

nurses to offset the demand for patient care given the supply 

constraints



National Neurology Market

Traditional forms of compensation have continued to tighten within 

the academic environment through external pressures

Declining physician reimbursement

Amount of research funding available via government and industry

Academic base salaries for teaching medical students shrinking

Some areas of the country experiencing narrowing of networks/access to 

patients

Disparity between private practice and academic practice

50th Percentile MGMA private practice - $286,000

50th Percentile AAMC academic practice – Assistant - $215,000; Associate -

$240,000; Professor $279,000



Academic Funding Sources

Source Means Future State

Professional Fees/Clinical 

Activity

Net Collections or 

RVUs

Declining Reimbursement

Academic Base 

Salary/Stipend

University Paid Tightening of Medical 

School Budgets

Medical Directorships Hospital Paid Hospitals to supplement 

income for expertise

Administrative Funding Hospital Paid Hospitals to supplement 

income for expertise

Research Funding Government or 

Industry Funded

Increased difficulty in 

securing research dollars

Veterans Administration 

Hospital Coverage

Government Increased demand due to 

patient care demand

TeleNeurology/TeleStroke

and Hospital Affiliations

External Hospital 

Funded

Remote care increases with 

demand for Neurologists



Disparity of Specialists

Medscape 2017 Physician Compensation Survey



Academic Clinical Compensation Models

Fixed Model = Academic Salary + Clinical Salary + 

Administrative/Hospital Support Salary

Productivity Model = Pay based on clinical production – $/RVU

Academic Productivity Model = Small Academic Base Salary + 

Clinical Base Salary + RVU/Productivity Incentive



Academic Clinical Compensation Models

Hybrid Productivity Model Example =

80-90% Salary (academic + clinical) paid monthly

Remaining 10-20% “withhold” paid at year end provided targets achieved

Bonus potential based upon exceeding targets

Targets examples include teaching, citizenship, publishing, clinical (RVUs)

New Faculty Model

Fixed salary for X number of years to grow practice

Some models encourage similar sub-specialists to share new patients through 

reduced productivity targets



Academic Clinical Compensation Models 

Timeline from 1980s to Present

1980s 2000s1990s 2010s

• Compensation largely based on physician 

net collections

• Overhead covered by “taxation” – i.e. Dean’s 

Tax, Ambulatory Practice Tax, etc.

• Teaching salaries paid by Medical School

• Bonus paid through difference of  net 

collections less taxes

• Compensation models formed with salaries based on clinical activity 

targets measured by wRVUs/RVUs – less emphasis on collections

• Bonus based on various models through exceeding net collection 

targets, wRVUs targets, or combination

• Teaching salaries from Medical School exist, but begin to be funded 

through clinical resources

• Withhold pools created from a portion of salary and assigned to 

Chairman for payment based on predetermined academic 

achievements, stewardship, and/or citizenship

• Compensation models with wRVU based 

targets to determine salaries and bonuses

• Bonus based on variety of sources with 

academic activities and clinical efforts

• Teaching salaries within compensation package

• Hospital administrative salaries more prevalent 

either through additional compensation or a 

“buy-out” of physician’s time



Other Compensation Sources

On-Call Compensation

Call pay for hours above and beyond normal call allocation

Call pay for system hospital coverage

TeleNeurology/TeleStroke Compensation

Additional payment for coverage time for Tele-services

Funding sources could either be internal or external

Affiliations Compensation

Specialty services coverage at area hospitals – clinics and/or inpatient services

Leadership/Management positions at area hospitals for specialty services

Clinical Trials Research Compensation



What is a Patient Worth to a Hospital?

Develop financial models to illustrate the total value of a patient to 

the hospital

Advanced financial modeling allows for the institution to determine the total value 

of the patient from the physician to include all ancillary testing and downstream 

revenues

Physician and departmental financial value can be based by programmatic 

groupings of like conditions (i.e. stroke)

DRG based financials for inpatient encounters to assess impact of

 Collections 

 Contribution Margin (net revenue less direct expenses)

 Net Profit (contribution margin less indirect expenses)

Physician based financials for outpatient encounters

 Similar collections, contribution margins, net profit

 Based on all facility and professional fees associated with the outpatient encounter 

 Includes all ancillary testing associated with principal visit



What is a Patient Worth to a Hospital?

Programs frequently reviewed (monthly financials/quarterly meeting)

Targets established annually via external industry benchmarks

Comparable visual summaries given – red/yellow/green indicators (green good)

 Volume Quality Access Service Financial 

Epilepsy      

Headache      

Movement Disorders      

Pediatric Neurology      

Sleep Disorders      

Stroke      

 



Department Size Matters

Challenges exist in both large and small Neurology Departments.  

Many challenges are similar regardless of size.  However, many are 

unique depending on the size of the department.  

Smaller Departments

Sub-Specialties with “N” of one physician

Clinical demand for these physicians is extremely high

Other academic responsibilities may suffer due to time constraints of clinical 

practice

Lacking of intra-departmental colleague interactions for patient care discussions

On-Call obligations may be high due to lack of certain sub-specialists

Physician may need to cover other sub-specialties within the 

department due to limited or no physicians availability

Research Funding/Research Support

Challenge of maintaining staff to support clinical trial research with funding 

sources diminishing

Smaller departments rely on shared services and shared space for research 
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Compensation Committee

• E&M, Procedure-based faculty
• i.e. ENT, Cardiology, Surgery, GI, Medical Specialties, Neurology

etc

• Primary Care
• i.e. Primary Care, Family Medicine

• Hospital-based faculty
• i.e. ED, Pathology, Anesthesia, Radiology, Hospitalist, Other 

Coverage Based Groups

• Research-intensive faculty



Compensation Committee

• Key Plan Elements

• Guaranteed Base plus Incentive tied to quality

• Activities/accomplishments tied to Base 

Compensation

• Behavioral/Professionalism Expectations 

required to earn incentive



• How the base is set:

• Benchmarks (productivity and compensation) to set base 

compensation.

• Base compensation includes up to 5% at risk for activities in 

five (5) categories earned during same period as RVUs.  

• Research/Scholarly activity

• Educational activity

• Community service

• Professional medical/Societal service

• Uncompensated committee/leadership or Departmental 

leadership positions

• Less than 5 points will result in base clinical compensation 

reduction by 1% per point not earned.

• Earning more than 5 points will not result in compensation 

increasing over 100% of the benchmark.

Compensation Committee



• It is the expectation that faculty are successful in 

these activities

• The total number of points required is 5 as an 

expectation for compensation at 100% benchmark  

• It is possible to earn up to 3 points in one category to 

offset a category with zero points

• It is an expectation that Faculty earn points in at least 

3 of the 5 categories for compensation at the 

benchmark

• Measurement period is the same as the wRVU 

measurement period.

Compensation Committee



• It is also an expectation that faculty complete the 

following tasks during the fiscal year:
• Close charts in a timely manner

• Complete resident evaluations in a timely manner

• Complete student evaluations in a timely manner

• Dictate operative/procedure notes in timely manner

• ~2 Department-specific expectations 

• Failure to complete these expectations will result in 

faculty not being eligible quality-based incentive.

Compensation Committee



• Incentive Compensation

• Quality incentive is earned during the contract year and paid at 

the end of the contract year.

• Only publicly reported quality data will be used

• Will consist of  Institutional approved scorecard metrics that 

can be tailored to specialty. For example:
• Surgical quality initiatives : ERAS, SSI

• IP sensitive Medical Specialties: Readmission, HAI, 

• OP sensitive Primary Care: PNO Audit, Pop Health Quality Measures

• Dollars per point earned TBD

Compensation Committee



Clinical Department Chair 

Incentive Compensation Plan

The plan provides the opportunity for Chairs to earn 

annual, performance-based, lump sum cash awards as 

part of their total compensation program. The plan is 

intended to:

Link the Chair compensation program as closely as possible to 

institutional/departmental and individual goals;

Encourage and reward superior performance;

Focus participants’ attention on mission-critical, operation-clinical 

and academic performance goals and measures;

Attract and retain performance-oriented Chairs;

Serve as a means to communicate success; and

Maintain the competitiveness of the Institution’s total 

compensation program for Chairs



you









As a Chairperson 

you are not a        

Reflection



What is a Patient Worth to a Hospital?

Programs frequently reviewed (monthly financials/quarterly meeting)

Targets established annually via external industry benchmarks

Comparable visual summaries given – red/yellow/green indicators (green good)

 Volume Quality Access Service Financial 

Epilepsy      

Headache      

Movement Disorders      

Pediatric Neurology      

Sleep Disorders      

Stroke      

 



Compensation Committee

• Example #1

• In calendar year 2017 Dr. Smith generates 5,000 wRVU’s and is a 

1.0 CFTE.  Those wRVU = the 50th %tile and comp at the 50th %tile 

is $200,000. Dr. Smith’s FY19 comp is $200,000.

• During calendar year 2018, Dr. Smith again generates 5,000 wRVU, 

CFTE is 1.0 and that is the 50th %tile. If the 50th %tile = $200,000.

• Academic compensation is $30,000

• Clinic compensation = (Total Compensation – Academic 

Compensation) = $170,000

• Dr. Smith earned 5 points in 3 different categories in calendar year 

2018. Dr. Smith has therefore met the expectations for 100% the 

benchmark.

• Dr. Smith’s compensation in FY20 is $200,000 = $30,000 (Academic 

Compensation) + 170,000 (Clinical Compensation)



Compensation Committee

• Example #2

• In calendar year 2017 Dr. Jones generates 8,500 wRVU’s and is a 1.0 

CFTE.  Those wRVU = the 70th %tile and comp at the 70th %tile is 

$350,000. Dr. Jones FY19 comp is $350,000.

• During calendar year 2018, Dr. Jones again generates 8,500 wRVU, 

CFTE is 1.0 and that is the 70th %tile. If the 70th %tile = $350,000.

• Academic Compensation is $40,000

• Clinical Compensation = (Total Compensation – Academic 

Compensation) = $310,000

• Dr. Jones earned 3 total points in 3 different categories in calendar year 

2018. Therefore Dr. Jones is 2 points below expectations thereby 

decreasing clinical comp by 2%

• Dr. Jones’ compensation in FY20 is $343,800

$40,000 (Academic Compensation) +$303,800 ($310,000 - $6,200)


