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MedAxiom is a cardiovascular member services organization with over 325 member 
institutions representing more than 6,000 cardiovascular physicians. Our membership 
includes many of the top cardiovascular programs in the country, with members in 
nearly all 50 states of the Union. For nearly 14 years now we have tracked hundreds 
of cardiovascular metrics giving us the ability show longitudinal data to help guide our 
industry. As healthcare has evolved so to has MedAxiom which now tracks over 800  
data points specific to cardiovascular services, both within the ambulatory setting and 
within the hospital. 

This publication is the second annual focused on provider compensation and productivity, 
arming fair market consultants and members deep and reliable data critical to effective 
workforce development. You will also find a detailed analysis of the current state of the 

cardiology workforce in the US which can help programs lay their future course for recruitment and retention,  
and for appropriately establishing physician compensation. 

Beyond data, MedAxiom provides focused education to both members and non-members alike through three 
major meetings each year. Both our Spring and Fall Meetings are geared toward specific member-requested 
topics current and germane to effectively managing cardiovascular services. In the summer, our Cardiovascular 
Service Line meeting is focused on the innovative service line model, where historically segregated departments 
are wrapped together and managed as a collective business unit. These meetings also provide an excellent 
opportunity to network with peers, form alliances and friendships, and discover cutting-edge ways to improve  
the cardiovascular product.

At MedAxiom, we are continually listening to our members and other constituents to keep pace with the 
constantly evolving healthcare world. We are committed to transformative improvement of this country’s 
cardiovascular services through peer-to-peer learning and sound data. This publication is just one example  
of that pledge.

Enjoy!

Joel Sauer 
VP Consulting 
MedAxiom Consulting
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Do we have too many? Or will we see a shortage?
There’s been a debate brewing in cardiology circles on whether we’ll see a future glut or shortage of cardiologists 
in the next five to 10 years. At each of the past three MedAxiom meetings this topic has come up with reasonable 
data to support both sides. So who is right? Are we staring down a cardiologist surplus, or will we see a scarcity 
that will lead to a very competitive recruitment environment and drive continued compensation increases? Only 
time will tell for certain, but below I’ll explore several major trends that will certainly have an impact on the 
ultimate outcome. At the end, you can decide for yourself!

Megatrends impacting Cardiology Supply & Demand

Healthcare is perhaps the most complicated industry in the United States and, as such, is difficult to predict, 
particularly when looking out beyond 2 – 3 years. Myriad factors influence the supply and demand curves, from 
population trends to federal and state legislation. Additionally, geographic differences make it impossible to 
simply answer yes or no to the cardiology supply question. For instance, look at Table 1, which shows physician 
coverage per 100,000 population in the US. As is demonstrated here, geography will play a significant role in 
whether a market is over or under staffed with physicians. 

Likewise, cardiology is a complicated field and is influenced by many internal and external factors. This said, there 
are five megatrends that will have the greatest impact on cardiology supply and demand over the next decade. 
They are: 

	 •	 	Aging	and	growing	population
	 •	 	Prevalence	of	chronic	diseases
	 •	 	Changes	in	cardiology	testing	&	procedure	utilization
	 •	 	Aging	cardiology	workforce
	 •	 	Projected	primary	care	shortages
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tOP 10 PhYSiCiAnS

Massachusetts 421.5

Maryland 364.6

New York 348.9

Rhode Island 337.8

Vermont 332.9

Connecticut 332.8

Maine 307.3

Pennsylvania 302.1

New Hampshire 298.5

Hawaii 289.9

BOttOM 10 PhYSiCiAnS

Mississippi 180.8

Idaho 184.1

Arkansas 190.9

Wyoming 191.2

Nevada 194.3

Oklahoma 198

Alabama 200.8

Utah 203.2

Texas 207.9

Iowa 208.6
ASSOC OF AMeRiCAn MeDiCAl COllegeS, 2013; PhYSiCiAnS PeR 100,000 POPulAtiOn

tABle 1
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Aging & growing Population
We’ve all heard for years the coming age wave caused by the Baby Boomer generation. According to the U.S. 
Census Bureau, 77 million people were born between the years of 1946 (just after World War II) through 1964 – the 
years most commonly used to define Baby Boomers. This cohort of our population is so large that currently just over 
1:3 adults fit into its definition. 

Using simple math, members of this generation started turning 65 years old in 2011 with 12,500 more each day 
currently hitting this milestone1. At this rate, the US Census data predicts that by 2030 there will be 71.5 million 
Americans over the age of 65 (see Figure 1). Given that cardiology patient populations tend to be skewed to the 
Medicare segment (see Figure 2 below), this growth will have an inevitable impact on cardiology demand. As an 
example, even if utilization of cardiology services dropped by nearly half for those aged 65 and older – a very tall 
order and not predicted (see “Prevalence of Chronic Diseases” below), the sheer increase in total population of this 
segment would almost entirely offset this drop. 

Of lesser consequence than the Baby Boomer explosion, but certainly significant enough to impact cardiology 
is overall US population growth. Between now and the year 2030, the US population between the ages of 18 to 
65 is expected to increase by over 6 million, exceeding 205 million in total1. In the past, a large segment of this 
population may have been without health insurance, which would tend to pull utilization downward. However, with 
an estimated 21 million newly or additionally insured through the Affordable Care Act3 this expanded population 
could bring increased demand on specialty services like cardiology. Even with no growth in the under 65 age 
demographic, it’s certainly likely the Affordable Care Act will impact utilization. 

Prevalence of Chronic Diseases
In recent years we’ve seen a reduction in the utilization of certain staple cardiology diagnostics and procedures (see 
“Changes in Cardiology Testing & Procedure Utilization” below), with some like nuclear cardiology experiencing 
a marked decline (see Figure 3). Given this, it may come as somewhat of a surprise that the incidence of chronic 
diseases in the population is actually increasing. 

From 2001 through 2010, the percentage of US adults with multiple chronic conditions rose from 22% up to 25%. 
Because the US adult population is around 70 million, this seemingly small increase represents over 2 million 
additional adults with multiple chronic conditions. Considering that four of the top 10 chronic diseases are  
heart related (see Figure 4), this upward trend will undoubtedly impact cardiology demand at some point in  
our near future. 

CARDiOlOgY WORkFORCe AnAlYSiS
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One of the most significant drivers and, therefore, predictors of chronic disease prevalence is obesity. According 
to the Center for Disease Control (CDC), obesity increases the risk of many health conditions, but specific to 
cardiology expands the likelihood of coronary artery disease, stroke, high blood pressure, hyperlipidemia, elevated 
triglycerides and diabetes. As can be seen in Figure 5, the increase in the percentage of US population considered 
obese slowed during the period 2000 to 2010, but is still projected to reach 50 percent by 2030. 

CARDiOlOgY WORkFORCe AnAlYSiS
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In a 2012 study, the Trust for America’s Health found that at the present trajectory of obesity expansion in the US, 
the number of new cases of type 2 diabetes, coronary heart disease and stroke could increase tenfold between 
2010 – 2020, and then double again by 20304. When you consider this type of exponential growth of cardiovascular 
related diseases – even if predictions turn our significantly overstated – coupled with the bolus of the over 65 years 
demographic, the impact on demand will almost certainly be upward and dramatic. 

One of the bright spots for the US population – and one that lessens cardiac demand – is the reduction in cigarette 
smoking, a major contributor to chronic diseases in general and to cardiac problems specifically. According to 
the CDC, the percentage of American adults smoking has dropped from around 44 percent in 1965 to around 19 
percent in 2011. This is mostly likely one of the drivers of the changes in cardiac utilization described below. 

Changes in Cardiology testing & Procedure utilization
On the flipside of the demand increases predicted by the above data is the reality of the past several years. 
Cardiology groups across the country have seen a significant decrease in utilization patterns for many of the 
historically high-volume diagnostic tests and cardiac procedures. In fact, Figure 6 shows that the number of new 
patients entering into a cardiology practice on a per-cardiologist basis – perhaps the strongest indicator of future 
testing and procedures volumes – is at a 10-year low. 

CARDiOlOgY WORkFORCe AnAlYSiS

In a 2012 study, the Trust 
for America’s Health found 
that at the present trajectory 
of obesity expansion in the 
US, the number of new 
cases of type 2 diabetes, 
coronary heart disease and 
stroke could increase tenfold 
between 2010 – 2020, and 
then double again by 2030.4
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Back in 2010, the New England Journal of Medicine published a study that found the incidence of myocardial 
infarction (MI) dropping in the United States6. The incidence of MI hit its peak in the year 2000 at 287 cases per 
100,000 population and then dropped 24 percent to 208 cases per 100,000 in 2008. 

In concert with this study’s findings, the 2014 MedAxiom Annual Survey shows that total catheterizations peaked 
in 2001 at a median level of 181 cases per FTE cardiologist and have now dropped back to 125 cases per FTE 
cardiologist in 2013. Expressed another way, the ratio of catheterizations to cognitive encounters (all new patients 
and cardiologist office visits) has dropped 17 percent in just the last six years (Figure 7). This latter statistic is 
a better indicator of the drop in utilization because it considers the population seen, expressed in cognitive 
encounters, as opposed to the population of cardiologists. 

Several additional key cardiology tests and procedure trends can be found in Figures 8 - 10, all expressed as ratios 
of the population of patients seen (cognitive encounters). 

CARDiOlOgY WORkFORCe AnAlYSiS
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The drop in cardiology utilization for certain diagnostic and therapeutic procedures has been so dramatic and 
sudden, it has many believing the new normal will simply require less cardiologists. So what’s driving these 
decreases and will such declines continue? It would be ideal if our industry were hit with just one change at a time. 
This would allow us the luxury of pinpointing the cause of such important changes and help predict with more 
clarity the future impact. Unfortunately, our real world doesn’t act that way and, as is the case here, more often 
introduces multiple culprits. 

It’s impossible to discuss the overall drop in cardiology procedures without mentioning the impact of statins on this 
segment of medicine. While there is some debate as to the role that statins played versus other contributing factors 
like diet changes, there is no question that we have seen a marked decline in overall cholesterol and coronary heart 
disease (CHD). A 2012 article published in the European Heart Journal7 created a table showing the worldwide 
effect of reduced cholesterol on coronary heart disease. This study finds that between 1981 – 2000 coronary heart 
disease (CHD) in the United States dropped by 62 percent among males and by 51 percent among females (see 
Figure 11). Clearly such dramatic changes have impacted utilization rates. The question unanswered is whether the 
impact has already been realized, or if continued downward trends are possible. 

Beyond statins, there are multiple other changes in our industry driving cardiology utilization, particularly over 
the past five years. Research based guidelines on when testing and treatment should and, most likely should not, 
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be employed have had a significant muting impact on cardiac volumes. These Appropriate Use Criteria (AUC), 
published by national bodies like the American College of Cardiology, have narrowed the need for diagnostic 
imaging, particularly routine annual testing which was formerly considered the best medicine. These same  
AUC, based on the latest clinical research findings for efficacy, have tended to lower the number of cardiac 
interventions performed.

Overall economic conditions have also certainly played a role in depressed volumes. The Great Recession that 
began in 2008 put millions of Americans out of work and in many cases without health insurance. Related is a trend 
that began much earlier than the recession, but accelerated during it: the shifting of health costs to patients via out 
of pocket expenses. According to a 2013 report by the AARP Public Policy Institute8 national healthcare spending 
in the US jumped 72 percent from 2000 – 2010. The same report found that during the past decade the average 
amount a middle-income household spends on healthcare has increased 51 percent – nearly double the growth 
in their incomes. At the same time, we have seen the rapid integration of private cardiology practices to hospital 
employment (see Figure 12). In the majority of cases, this transition causes a shift of physician office testing to 
hospital services, which makes these services significantly more expensive. All of these factors have contributed to 
the downward trend in cardiac volumes. 

FiguRe 11 – OVeRVieW OF the iMPACt OF POPulAtiOn tOtAl ChOleStOROl ChAngeS in the uSA
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Aging Cardiology Workforce
Like the US in general, the cardiology physician workforce is aging – with the oldest segment growing faster than 
the younger population entering the profession. Table 2, which is based on the 2014 MedAxiom Annual Survey, 
shows cardiology ages by subspecialty and overall. General/Non-Invasive cardiologists are the oldest segment 
with a median age of 56 years, followed by interventional cardiologists at 54 years and invasive physicians at 52. 
Electrophysiologists are the youngest cohort with a median age of 50 years. 

Of particular note on Table 3 is that more than a third (37 percent) of the General/Non-Invasive pool is 59 years 
and older. This ratio is 16 percent, 21 percent and 34 percent for Electrophysiology, Invasive and Interventional 
physicians respectively. Based on these same data 15 percent of the overall cardiology physician workforce is age 
64 years or older. 

While it’s true there is no consistent retirement 
age for physicians, it is logical to assume that 
a physician over the age of 60 is closer to the 
end of his/her career than the beginning. If the 
number of younger physicians coming into the 
pipeline were equal to this more senior element, 
utilization being equal, you would have a static 
supply of cardiologists. However, as Table 3 
demonstrates, this is not the case, with the 

younger segment shrinking and the older segments expanding (2012 compared to 2013). Further supporting this 
position is how quickly the pool of physicians drops once over the age 70 (bottom row of Table 3), representing just 
4 percent of the total cardiology workforce a short 10 years past that 60th birthday.

In the spring of 2014 MedAxiom conducted a survey  
of its membership around recruitment efforts during 
the next 24 months. Groups that were not recruiting 
at all during this time were encouraged to respond 
with a “no” so the results did not include only 
programs that were recruiting. In all 62 programs 
responded, which represents just under 20 percent 
of the total MedAxiom membership. The results are 
quite startling.

Overall 87 percent are recruiting cardiology during 
the next 24 months. Of these programs, the average 
number of physicians each is seeking is 2.9 – nearly 
three new physicians in the two-year period (Figure 
13). When asked what is driving recruiting, half 
responded it is primarily due to physician retirements 

 MeDiAn Age % >60 %>64

Electrophysiology 50 12% 3%

Invasive 52 18% 7%

General/Non-Invasive 56 34% 23%

Interventional 54 29% 13%

All Cardiologists 53 28% 15%

tABle 2

 OVeRAll 2013 BY SuBSPeCiAltY   

CARDiOlOgY Age QuARtileS 2012 2013 eP inVASiVe geneRAl int

Age 46 and below 31% 28% 42% 32% 28% 26%

Age 47 - 58 41% 40% 42% 47% 35% 40%

Age 59 - 70 25% 28% 16% 20% 30% 32%

Age 71 and over 3% 4% 0% 1% 7% 2%

tABle 3

Source: 2014 MedAxiom Annual Survey
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or other departures (see Figure 14). The 
second most popular response was growth 
at just under a third of respondents. On the 
flip side of adding the physicians the survey 
asked how many cardiologists the program 
expected to lose in the next 24-month period 
due to physicians leaving medicine (retirement, 
taking administrative roles, etc.). Here the 
average group expected attrition was 2.38 
cardiologists. 

According to the American College of 
Cardiology9, the total cardiologist population 
is estimated at approximately 23,000, with 
the annual number of cardiology fellows 
coming into the US workforce at around 700, 
or 3 percent of the total. If the age statistics and workforce data cited above are representative of this broader 
cardiology population the distribution would suggest a mathematical deficit in the annual number coming into 
the profession compared to those who will leave – by about half! Only dramatic changes to the size of cardiology 
training programs in the US and/or a substantial change in the issuance of foreign medical graduate visas – both 
quite unlikely with today’s stagnant Congress - will be able to overcome this shortfall. 

Primary Care Shortages
In a study by the US Department of Health and Human Services Health Resources and Services Administration 
(HRSA), published in November 2013, absent a major change in how primary care is delivered in this country the 
projected shortfall of primary care physicians by the year 2020 is estimated at 20,400. Given that the average 
primary care patient panel size is around 2,300 patients10 this suggests that approximately 47 million Americans will 
have great difficulty getting access to these primary services. 

One of the cornerstone elements embraced by the Affordable Care Act, more commonly referred to as Obama 
Care, is the Patient Centered Medical Home (PCMH), where a team of primary care professionals expand the panel 
capacity of each primary care physician. Further this model is intended to take on an expanded role in managing 
chronic diseases such as hyperlipidemia, hypertension and coronary artery disease. Should this model proliferate 
and take over primary management of these chronic cardiac conditions there would be an obvious pressure release 
on the cardiology infrastructure. 

However, a 2014 report by the National Committee for Quality Assurance, with the largest PCMH program in the 
US, shows that just 10 percent of the current primary care physician population falls within this definition. Adoption 
of this model has been slow to develop in large part because physician reimbursement is still nearly entirely based 
on a fee-for-service model, where many of the activities critical for the PCMH model are simply not paid for. Even 
if this model blossoms, the HRSA report suggested the projected shortage could be “somewhat alleviated,” 
suggesting that it is quite likely the US will see a primary care shortage over the next 5 – 10 years. This will result in 
the current cardiology-based chronic disease utilization continuing for the foreseeable future. 
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Summary
Myriad forces will determine the supply and demand equation with respect to the cardiology workforce; with  
so many at play predicting the future with any precision is a challenge. Compounding this are potential changes  
to the industry that would have profound effect on utilization, such as the widespread adoption of the PCMH  
as mentioned above, or the move away from fee-for-service physician reimbursement to something more global  
or value-based. Both of these are real possibilities and are even in motion, albeit with modest adoption so far. 

Further clouding this prediction is changing technology. By most accounts electronic medical records (EMR)  
and other electronic reporting systems have a long way to go in improving physician efficiency – although  
certainly progress is being made on this front. As these tools evolve they may allow for expanded patient 
population at each physician level. There may also be technology advancements not even contemplated that  
will change this paradigm. 

Topping it all off are conflicting reports on utilization. As recently as November, 2013, a study published in Health 
Affairs11 predicts a 19 percent increase in inpatient hospitalization days by the year 2025. The computer model it 
used factored in the same changes detailed above like the aging population and the Affordable Care Act. Not even 
six months before this study was released Sg2, a healthcare analytics firm, in its 2013 outlook report concluded that 
inpatient demand would likely drop by 3 percent over the next five years. 

All this said, the data quite certainly point to a shortage of cardiologists during the next 10 years. Given the robust 
pace of recruitment noted above, this will make for a competitive environment and a “seller’s market”. Whether or 
not this translates into continued compensation increases remains to be seen – as the data in this survey indicate, 
compensation ticked downward in 2013. However, this may be more a result of a market correction after 5 years of 
significant increases or may simply be a statistical blip. What seems certain is that programs will need to compete 
vigorously for top candidates and would be wise to protect the workforce they have!

1US Census Bureau 2013
2Prevalence of Multiple Chronic Conditions Among US Adults: Estimates From the National Health Interview Survey, 2010. Brian W. Ward, PhD; Jeannine S. Schiller, MPH
3Health Exchange Enrollment Remains at 75% of Target - NY Times, March 11 2014
4”F as in Fat: How obesity threatens America’s future”; Trust for America’s Health Issue Report, Sept 2012; Robert Wood Johnson Foundation
52014 MedAxiom Annual Survey
6Population Trends in the Incidence and Outcomes of Acute Myocardial Infarction Robert W. Yeh, M.D., Stephen Sidney, M.D., M.P.H., Malini Chandra, M.B.A., Michael Sorel, 

M.P.H., Joseph V. Selby, M.D., M.P.H., and Alan S. Go, M.D.;N Engl J Med 2010; 362:2155-2165, June 10, 2010
7”Changes in total cholesterol levels in Western societies are not related to statin, but rather dietary factors: the example of the Icelandic population”; Bolli Thorsson, Laufey 

Steingrimsdottir, Sigrun Halldorsdottir, Karl Andersen, Gunnar Sigurdsson, Thor Aspelund, & Vilmundur Gudnason; Oct 2012
8AARP Public Policy Institute: The Effects of Rising Health Care Costs on Middle-Class Economic Security; Harriet Komisar, Georgetown University; Jan 2013
9”ACC 2009 Survey Results and Recommendations: Addressing the Cardiology Workforce Crisis”

George P. Rodgers, MD, FACC; Jamie B. Conti, MD, FACC; Jeffrey A. Feinstein, MD, FACC; Brian P. Griffin, MD, FACC; Jerry D. Kennett, MD, FACC; Svati Shah, MD, MHS, 

FACC; Mary Norine Walsh, MD, FACC; Eric S. Williams, MD, FACC; Jeffrey L. Williams, MD, MS, FACC; Sept 2009
10Annals of Family Medicine; “Estimating a Reasonable Patient Panel Size for Primary Care Physicians With Team-Based Task Delegation”, September , 2012.
11THE CARE SPAN: An Aging Population And Growing Disease Burden Will Require A Large And Specialized Health Care Workforce By 2025; Health Affairs; November 2013 
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Methodology
Each year in early spring MedAxiom surveys its membership on financial, staffing, productivity, compensation 
metrics, and a number of demographic measures such as location, size of practice, ownership model, physician 
subspecialties, and so on. Data is submitted through online data entry and via direct exports from the practice 
management system.

Member submissions are processed in MedAxiom’s data warehouse and compiled into over 800 measures for 
member analysis. Members then use MedAxiom’s proprietary Business Intelligence tool, called MedAxcess, to 
perform many different types of supplemental analyses. MedAxiom also extracts its own data to create reports for 
the membership, partnering organizations, and the public.

The physician compensation and production data provided in this report was collected over the 2008-2013 
timeframe. It has also been filtered to only include full time physicians.

The MedAxiom database is a fluid, ever-growing one. This report was created with data that was pulled in June 
2014. MedAxcess may show some variances on this data when accessed online today.

MedAxiom Data integrity: the Vetting Process 
MedAxiom realized long ago the importance of well-vetted data and how errant information can destroy the 
value of a data set. With this recognition, MedAxiom goes above and beyond in its pursuit of data integrity. 
The fact-checking process begins with an automated comparison of self-reported RVUs to those calculated by 
MedAxiom based on the CPT upload provided by our members. If there is a discrepancy of 2% percent or greater, 
a more thorough review of the data is triggered. Additionally, data manually entered online immediately shows 
the operator a trend for comparison to the previous year for each individual group to identify any instances or 
potentially errant data based on a large variance from the prior year. 

Once data is loaded into our MedAxcess database, some of the critical measures relating to Full Time Equivalent 
physicians and mid-level providers, as well as some elements of financial information, are verified to make sure that 
they are in alignment with the statistical norms of the rest of the database. A collection of reasonable limits defined 
by a team of cardiology administration experts is the key to this step. All data points are examined against their 
own same-practice historical trend and against the practice’s 
peer set to determine if the data point is an outlier. If a data 
point is determined to be an outlier it is excluded from the 
data set until the practice is contacted and the data point can 
be verified. Once confirmed or corrected, the data point is 
allowed back into the data set where it can be viewed by other 
members in a de-identified fashion.

Data verified in this manner is included in the overall 
calculations such as percentiles, mean, and median. All 
submitted data goes through a rigorous process that relies on 
cross-checking, computer-automated vetting and review by 
human eyes, with follow-up phone calls and emails to survey 
participants when there are questionable results. 

Having the right measures and high data integrity is what 
has made MedAxiom’s data the most trusted data in the 
cardiology industry.

OVeRVieW OF the RePORt
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Demographics
A total of 143 practices completed the 2013 Annual Survey which represents over 2,655 full time physicians. 
Continuing a trend first observed last year, the number of hospital integrated practices (101) outnumbered the 
private groups (40). The median size of the responding groups is 17 FTE physicians. 

total number of practices = 143 
2,655 Full time physicians for 2013
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exeCutiVe SuMMARY

Healthcare continues to be a very volatile industry with rapid change being 
accepted as the norm. The world of cardiology is no different and 2013 
was another dynamic year. After years of steady increases, cardiology 
compensation overall dropped by nearly 8 percent from 2012. This is in part 
due to a slight decline in productivity, as measured by work Relative Value 
Units, of approximately 4 percent as compared to 2012.

Another significant driver of compensation increases over the past years has been the transition of private practices 
into integrated models, either through hospital employment or professional services agreements (PSA). The pace 
of these transitions has slowed which may explain the slight pullback on compensation. However, physicians 
in an integrated setting continue to out earn their private peers by more than a 30 percent margin. Private 
physicians also experienced a larger setback in terms of overall compensation in 2013, giving back 8.6% from 
2012 as compared to integrated physicians that lost less than 6 percent. Contrary to these earning figures, private 
physicians in 2013 out-produced their integrated peers by almost 9 percent.

Cardiology is a deeply subspecialized field and these sub groups make a 
difference when looking at both compensation and production. Interventional 
cardiologists remain top earners in the field at a median compensation of 
$558,824 per full time physician. Electrophysiologists saw the largest declines 
from 2012 to 2013 with median compensation dropping nearly 9 percent. 
In terms of production, electrophysiologists top the list with median wRVU 
production 11,405 per full time physician. 

Geography continues to play a role in compensation as well. Physicians in the Midwest hold the top compensation 
spot ($559,004 median) with those in the Northeast at the bottom ($460,815 median). The South remains the top 
producing region (10,213 median wRVUs), with the West at the bottom (8,552 median wRVUs), just barely below 
the Northeast (9,014 median wRVUs). 

The cardiology mix of business continues to change as well, but unlike in years past where the trends were all 
downward, 2013 is a mixed bag. New patients per cardiologist increased slightly as did the total number of 
cognitive encounters. The ratio of work performed in the hospital versus the outpatient setting inched back  
up for a second straight year, somewhat contradicting conventional wisdom on the migration of inpatient to 
outpatient nationally. For other key volumes like catheterizations and Percutaneous Cardiac Interventions (PCI)  
it would appear that declines have hit bottom and are beginning to stabilize, while non-invasive imaging saw 
further erosion. 

exeCutiVe SuMMARY

Cardiology compensation 
overall dropped by nearly 8 
percent from 2012.

Integrated settings 
continue to out earn their 
private peers by more 
than a 30 percent margin.
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Cardiologist Compensation Comparisons
Overall Compensation

Overall compensation for a full time cardiologist dropped for the first time in over five years (Figure 15), from 
a median of $548,587 in 2012 to $505,266 in 2013. Whether this nearly 8 percent decline is the beginning of a 
trend or simply a one year anomaly remains to be seen, but is certainly noteworthy given the steady upward climb 
over the past years. This change could also signal that the impact of cardiology integration, where private groups 
are either acquired or leased by hospitals and health systems, has plateaued and the market value is normalizing. 
Supporting this theory is that the compensation per wRVU remained flat from 2012 to 2013 (see Figure 16). 

Figure 17 shows that median compensation per cardiologist also pulled back in 2013 across each of the four 
subspecialty types. Interventional cardiologists continue to be the top earners in the field, with a median 
compensation of $558,824 in 2013. Table 4 provides a 2013 breakdown of quartiles for each of the subspecialties. 

SuRVeY ReSultS

SuRVeY ReSultS
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Private vs integrated Comparisons

When considering compensation alone, a cardiologist will earn substantially more in an integrated model than in 
independent practice. Figure 18 shows the blended median compensation trend per cardiologist over the last four 
years. As can be seen, both private and integrated groups declined in 2013 when comparing to 2012. However, 
the integrated cohort has a median compensation of $548,630 as compared to $424,380 for private physicians, a 
29.3% difference. Additionally, the decline in overall compensation in 2013 hit the private physicians harder (-8.9%) 
than their integrated peers (-6.9%). This is further reflected in the compensation per wRVU, as shown in Figure 18, 
where the integrated physicians dropped two dollars to $57 while the private physicians dropped a dollar to $42. 

 %25 %50 %75 %90

Interventional $448,317 $558,824 $676,372 $797,028 

Electrophysiology $427,026 $525,664 $654,667 $788,410

Invasive $404,073 $504,398 $655,881 $750,605

General Non-Invasive $339,235 $454,837 $560,855 $635,891

tABle 4 – 2013 COMPenSAtiOn BY QuARtileS

SuRVeY ReSultS



24 M e d A x i o M  P R o V i d e R  C o M P e N S AT i o N  &  P R o d U C T i o N  S U R V e Y  –  2 0 1 4

The declines in compensation were not shared equally amongst the subspecialty types. In fact, private 
Interventional cardiologists actually saw their compensation rise in 2013 by over six percent (see Table 5).  
In stark contrast, overall compensation for Invasive and General Non-Invasive physicians in a private group  
setting declined nearly 17 percent from 2012 to 2013, becoming the lowest paid subspecialties in 2013. In 2012, 
General Non-Invasive physicians were the second highest paid subspecialty amongst private cardiologists. 

Within the integrated subset, Interventional cardiologists took the biggest hit in compensation, giving back nearly 
nine percent compared to 2012 (Table 5). Despite this drop, Interventional cardiologists in the integrated model 
continue their 4-year string of being top earners amongst all cardiology physicians. This may be due in part to 
the proliferation of PCI centers across the country, which despite volume declines overall (see Key Volume Trends 
below), have increased the need for Interventional physicians to adequately cover call burdens. 

According to a 2013 analysis published in the Journal of the American Heart Association, the growth in the 
number of PCI center across the country has outpaced population growth by 1.5 times*. The raw number of 
centers is estimated to have increased by around 275 from 2003 to 2011 (Figure 20). In an environment where the 
number of facilities needing coverage is increasing while at the same time the volumes – which in a fee for service 
world generate revenue – are declining, something or someone will need to make up the difference. It would 
appear that hospitals and health systems are filling in this gap, based on the Interventional compensation position.

tABle 5 – MeDiAn COMP BY SuBSPeCiAltY BY OWneRShiP MODel

PRiVAte 2010 2011 2012 2013 % DiFFeRenCe

Electrophysiology $446,215 $468,777 $477,345 $454,094 -4.9%

Invasive $402,282 $437,578 $464,374 $389,128 -16.2%

General Non-Invasive $383,458 $433,769 $473,852 $393,750 -16.9%

Interventional $462,170 $471,090 $456,899 $485,041 6.2%

integRAteD 2010 2011 2012 2013 % DiFFeRenCe

Electrophysiology $550,000 $593,959 $614,601 $556,154 -9.5%

Invasive $502,419 $546,956 $576,000 $543,012 -5.7%

General Non-Invasive $491,552 $510,553 $504,522 $495,262 -1.8%

Interventional $587,084 $613,974 $639,800 $583,829 -8.7%

SuRVeY ReSultS
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Table 6 lists median compensation per wRVU broken down between both ownership model and subspecialty 
type. Like the total compensation itemized in Table 5, the declines in compensation per wRVU were not equally 
distributed. Invasive physicians in private practice saw the most significant drop, losing nearly 10 percent in 2013. 
Electrophysiology physicians in private groups actually got a slight bump in compensation per wRVU, increasing 
from $37 in 2012 to $39 in 2013. Despite this climb, Electrophysiology physicians in the private setting are still the 
lowest paid subspecialty on a per wRVU basis. 

Detailed in Table 7 is 2013 median total compensation per cardiologist comparing integrated to private physicians 
by subspecialty. The most dramatic differential in compensation is amongst invasive physicians, where the 
integrated cohort out earns their private peers by 40 percent. The next most significant delta is between General 
Non-Invasive cardiologists at 26 percent. 

PRiVAte 2010 2011 2012 2013 % DiFF

Electrophysiology $36 $37 $37 $39 4.7%

Invasive $41 $43 $49 $44 -9.9%

General Non-Invasive $42 $44 $44 $41 -6.6%

Interventional $40 $44 $42 $43 3.5%

 PRiVAte integRAteD % DiFF

Electrophysiology $454,094 $556,154 22%

Invasive $389,128 $543,012 40%

General Non-Invasive $393,750 $495,262 26%

Interventional $485,041 $583,829 20%

integRAteD 2010 2011 2012 2013 % DiFF

Electrophysiology $43 $46 $53 $52 -1.0%

Invasive $50 $55 $61 $57 -6.2%

General Non-Invasive $55 $61 $61 $62 1.5%

Interventional $49 $58 $59 $58 2.1%

tABle 6 – MeDiAn COMP PeR wRVu BY OWneRShiP MODel & SuBSPeCiAltY

tABle 7 – 2013 MeDiAn COMPenSAtiOn BY SuBSPeCiAltY

SuRVeY ReSultS
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geographic Differences

Just like the ownership model can have a significant impact on physician compensation, so to can the location. 
Figure 21 shows median total compensation per cardiologist by geographic region, breaking the country into 
four quadrants (see Demographics above for a map of this breakdown). As in years past, the Midwest continues 
to yield the highest compensated physicians, coming in at a median compensation of $559,004 per cardiologist, 
almost 7 percent higher than the next best paid region, the South. 

All regions except the West lost ground compared to 2012, with the Northeast posting a 10 percent decline 
falling back to $460,815 per cardiologist. Bucking the trends, the West was able to increase overall compensation 
a modest 1 percent. Like total compensation, the 2013 median compensation per wRVU ranking (Figure 19) shows 
the Midwest out front, with the West coming in at the bottom. 

As was mentioned in last year’s survey, a significant factor in the delta seen between geographies is tied to the 
prevalence of private physicians compared to integrated. You can see in Figure 23 that the West is nearly equally 
split between physicians in private groups versus those in an integrated hospital/health system model. Recalling 
the large compensation differential between these models, as detailed above, this in large part explains the 
West’s placement near the bottom of the earning pyramid. 

SuRVeY ReSultS



M e d A x i o M  P R o V i d e R  C o M P e N S AT i o N  &  P R o d U C T i o N  S U R V e Y  –  2 0 1 4 27

Cardiologist Production Comparisons
Professional Production

The standard currency for measuring physician’s work production is the relative value unit (RVU), as defined by the 
American Medical Association and used by Medicare (CMS) and third-party insurers to pay for physician activity. 
Three components make up each RVU: the physician professional work (wRVU); the practice expense (often 
referred to as technical expense); and the professional liability (malpractice). According to the 2012 MedAxiom 
Integration Survey, the wRVU is the most often used (57 percent) production measure for physician compensation 
in the employed or leased (PSA) models. 

When measured by wRVUs, overall production fell back nearly 4 percent in 2013 as compared to 2012 (Table 8). 
Electrophysiology experienced the largest decline at nearly 7 percent, with Invasive falling the least at less than 1 
percent decline (Table 8). These same data show that despite the decline and as in years past Electrophysiology 
is the top producer with median wRVUs of 11,405 per physician, just over 12 percent higher than the next most 
productive Interventional category. 

Private physicians continue to work harder – in terms of wRVUs – than their integrated peers by a significant margin 
(Figure 24) and earn less (Figure 18). 

Just like in years past the South region is the top wRVU producer on a per cardiologist basis, with median 
production of 10,213, which is over 10 percent more than the any of the other regions. Table 9 lists wRVU 
production by region over the past four years. When comparing 2013 to 2010 each of the four regions  
have lost ground in terms of wRVU production, with the Midwest posting the largest drop of more than  
12 percent. As detailed at the outset of this survey in the Cardiology Workforce Analysis, there are myriad  
reasons for this decline. 

OVeRAll 2010 2011 2012 2013

Electrophysiology 12,592 12,991 12,245 11,405

Invasive 9,660 9,682 9,388 9,339

General Non-Invasive 8,872 8,541 8,441 8,097

Interventional 11,711 10,708 10,800 10,142

tABle 8 – wRVu PeR CARDiOlOgiSt BY SuBSPeCiAltY

SuRVeY ReSultS
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One potential influence is the aging workforce and decline in wRVU production that accompanies it. Figure 25 
lists wRVU production by age strata and shows that production – as measured by wRVUs – declines more than 
20 percent from its peak at age mid-40s once a cardiologist reaches 60 of age and beyond. As in most things, 
myriad factors cause this drop, such as the maturity of the patient panel, changes in scheduling, shifts away from 
the catheterization lab, reduction in call participation and many others. However, it is hard to deny that aging 
workforce is in part impacting the trends. 

 2010 2011 2012 2013

Northeast 9,456 9,027 9,407 9,014

South 11,273 10,987 10,969 10,213

Midwest 10,421 9,601 8,911 9,146

West 9,593 9,341 9,785 8,552

tABle 9 – wRVu PeR CARDiOlOgiSt BY RegiOn 

SuRVeY ReSultS
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Looking now at total RVUs, which include all three components itemized above, the delta between private and 
integrated groups widens (Figure 26). This nearly 30 percent differential is not unexpected given that a significant 
percentage of integrated practices (70 percent) bill Provider Based, where technical (office expense) work is shifted 
out of the practice and over into the hospital. This migration reduces the Total RVU value, without impact to the 
work RVU. 

Table 10 shows trends for Total RVUs by subspecialty and by ownership model. As in years past, private 
Interventional physicians were the top Total RVU producers in 2013 at 26,457 units. This cohort was over 20 percent 
higher in production than their integrated peers, suggesting that, in addition to catheterization procedures, 
private Interventional physicians must perform a significant number of diagnostic and other technical-rich services. 
By contrast, the gap between private and integrated Electrophysiology physicians was 6.5 percent, indicating 
less reliance on technically-oriented office-based services. Not surprisingly, the largest differential in Total RVU 
production between private and integrated doctors is in the General Non-Invasive category; physicians that would 
typically provide a significant portion of the echo and nuclear imaging supervision and interpretations. 

PRiVAte 2010 2011 2012 2013

Electrophysiology 23,123 25,331 24,263 22,223

Invasive 22,942 24,818 23,164 20,423

General Non-Invasive 22,521 26,941 25,950 23,861

Interventional 27,466 27,537 27,132 26,457

integRAteD 2010 2011 2012 2013

Electrophysiology 23,840 24,770 22,455 20,788

Invasive 21,716 20,076 18,968 19,401

General Non-Invasive 18,853 17,991 14,975 15,417

Interventional 27,492 24,536 22,275 21,107

tABle 10 – tOtAl RVuS PeR CARDiOlOgiSt

20.2% DiFFeRenCe

35.4% DiFFeRenCe

5% DiFFeRenCe

6.5% DiFFeRenCe

SuRVeY ReSultS
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As it was with wRVUs, the South outperforms other geographic quadrants in Total RVU production, as evidenced 
by Figure 27. 

A direct result of RVU production is the patient service revenue. In Figure 28 and Figure 29 we see that both 
patient service revenue and total revenue for both private and integrated groups has fallen over the past four 
years. However, the drop for integrated groups has been more significant in both patient service and total 
revenue, falling 20.5 percent and 15.8 percent respectively in that four years. 

Looking now at total revenue as it relates to wRVU production, we see that private groups have held fairly steady 
since 2010, if not increasing slightly (Figure 30). By contrast integrated groups – after remaining flat for three years 
– dropped precipitously in 2013 to $76 per wRVU. As mentioned above, the delta between private and integrated 
groups, in terms of total revenue (here around 20 percent), is largely explained by how testing is billed – as part of 
the practice or in the hospital. However, this cannot explain the drop from 2012 to 2013 for integrated practices. 
Time will tell if this trend continues. 

SuRVeY ReSultS
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key Volumes and Ratios
It is often said that new patients to a physician practice drive nearly every other volume metric. Given this, new 
patient volumes are often used as a significant barometer of a group’s health. Figure 31 shows a comparison 
of total new patient volumes per cardiologist for both private and integrated groups. Over the five-year period 
the gap between these two ownership models has widened, but it is worth noting that in 2013 both ticked up, 
albeit just slightly for the integrated physicians. This may be further indication that the impact of the recession, 
integration, Appropriate Use Criteria and other drags on volume have normalized. 

SuRVeY ReSultS
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Similarly, Figure 32 shows that total cognitive encounters (CPT codes 99201 – 99299), which include the new 
patients above, also bumped up in 2013. Of interest is the reversal of another significant trend, the ratio of 
cognitive work performed in the hospital versus the office (Figure 33). After three straight years of decline, this 
ratio has inched back up for two consecutive years. It will be interesting to watch this metric to see if the trend 
continues, given that many experts in the field are predicting significant continued migration of inpatient services 
to outpatient. While this is certainly not the only metric that measures this trend, it is a strong one. 

With the move from volume based reimbursement to value oriented payments, regardless 
of whether at the population level (such as full capitation) or at diagnosis level (such as 
heart failure), health systems are looking for ways to provide services at a lower overall cost 
threshold. Part of this effort has led to the development of Appropriate Use Criteria (AUC), 
an evidence-driven algorithm designed to help clinicians know when testing is and is not 
warranted; in other words, when it adds value and when it does not. 

The measurements above in Figure 31 used full time cardiologists as the denominator, 
which provides a glimpse at volume trends. More representative of what’s happening 
with the population of cardiology patients is to use total cognitive encounters as the 

After 3 straight years 
of decline, total 
cognitive encounters 
and the ratio of 
cognitive work 
performed in the 
hospital versus the 
office has inched up.

SuRVeY ReSultS
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denominator and calculate ratios. This is the method used for the results in Figures 34 - 39. While not the only 
driver, AUC are at least part of the explanation behind these trends. 

Of note, however, is that for the invasive procedures (Cath and PCI) the downward trend appears to have stabilized 
or at least bottom out. For imaged stress studies and ICD implants, 2013 saw continued decline. Translation: we’re 
doing less of these tests and procedures on the population of cardiology patients. 

It will be interesting to watch these trends on into the future, particularly for inexpensive diagnostic tools like the 
treadmill test. Anecdotal conversations with some programs, particularly those with higher at-risk reimbursement, 
have seen increased volumes of standard treadmill testing in lieu of more expensive imaging like PET or SPECT 
nuclear. This shift was further stimulated by some of the past disruptions in the availability of radioisotopes for 
nuclear imaging. Clearly the data in Figure 40 do not support that this is happening on any widespread level, if at 
all, as the volume per population continues to decline. 

SuRVeY ReSultS
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tABle 11 – keY RAtiOS BY OWneRShiP MODel 

 PRiVAte integRAteD % DiFF

Total Echos to Total Cogntive Encounters 23.0% 27.0% 17.4%

Total Nuclears to Total Cogntive Encounters 7.6% 7.8% 2.6%

Total Catheterizations to Total Cogntive Encounters 1.6% 1.8% 12.5%

Total PCIs to Total Cogntive Encounters 1.6% 1.67% 4.4%

Total ICDs to Total Cogntive Encounters 0.25% 0.24% -4.0%

Listed in Table 11 are these same key ratios for 2013, comparing private to integrated practices. It is difficult 
to draw any fast conclusions from these data that ordering habits are different between the cohorts, as from a 
statistical standpoint they are very close. 

SuRVeY ReSultS



36 M e d A x i o M  P R o V i d e R  C o M P e N S AT i o N  &  P R o d U C T i o N  S U R V e Y  –  2 0 1 4

SuRVeY ReSultS





38 M e d A x i o M  P R o V i d e R  C o M P e N S AT i o N  &  P R o d U C T i o N  S U R V e Y  –  2 0 1 4

ADVAnCeD PRACtitiOneR PROViDeR
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As the name implies, co-management is the utilization of two groups of expert’s wisdom – physicians and 
administrators – to help manage all or parts of a service line. Historically, medical directorships have been the 
most prevalent and basic form of co-management, where physicians are asked for clinical guidance within very 
specific areas, such as cardiac rehabilitation or the echo lab. According to MedAxiom survey data, in 2013 
the average cardiology practice had 4.2 medical directorships with its hospital partners. Often times these 
directorships are created around the needs of accreditation and are almost always (91 percent) compensated 
entirely based on time, either with hourly time sheets or some other time-based stipend. Rarely is financial 
information shared nor do the duties include accountability around financial metrics. 

While certainly still evolving, today’s  
co-management is taking the directorship concept 
much further, not only in terms of compensation, 
but also with respect to scope and responsibility. 
In growing numbers, programs are employing this 
dyad leadership model to manage their entire 
cardiovascular service line (Figure 49), pairing a 
physician and administrative executive together to 
oversee the entire enterprise. This transformative 
service line model takes the formerly disparate 
departments and clinical areas – including the 
physician practice element – and wraps them 
together as a single business unit under a unified 
governance, clinical and financial infrastructure. 

Underneath the executive leadership, the cardiovascular service line is broken down into manageable units,  
often referred to as councils, based on patient types or specific services. Figure 50 shows an example of a  
real service line governance structure. At the top of each of these clinical councils is the dyad leadership of a 
physician paired with an administrator. 

Unlike historical directorship where compensation is solely time based, physician compensation within the co-
management model includes two elements: time and incentive. The time component is for attending meetings, 
reviewing data, researching problems and other activities that take real time. Incentive compensation is at-risk and 
is based on agreed-upon improvements within the clinical area or overall. These improvements are often centered 
around quality, cost and service, now commonly referred to as the Triple Aim. 

To be successful, it is critical that co-management has both compensation elements. The majority of today’s 
physician compensation is still derived from work, often measured in wRVUs, but certainly dependent on 
volume of activity. To ask a doctor to step away from these compensated efforts for meetings and other non-
compensated activities is almost always met with resistance. On the other hand, to only pay for time suggests that 
results aren’t important, which is certainly not the case. Thus the marriage of the two. 

CO-MAnAgeMent inFORMAtiOn
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FiguRe 50 – SeRViCe line gOVeRnAnCe StRuCtuRe
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A good first step toward implementing the service line model is the institution of a more focused co-management 
agreement and then expanding over time. As an example, a hospital may determine it has particular  
opportunities around heart failure patients. A co-management program here may include the development of  
a heart failure council, comprised of cardiologists with special interest or even board certification in heart failure, 
perhaps an electrophysiology physician or two, and an administrative or managerial level staff person working 
predominantly in this area. One of these physician participants would chair the council and work in tandem with  
the administrative leader.

This council would have a budget and minimum expectations for the time expended and compensated for its 
efforts, along with an incentive pool which would be at-risk for making real improvements. Specific opportunities 
would be identified in advance and converted into metrics that are both meaningful and measurable. As an 
example, heart failure readmission rates are a national focus currently and have real dollars tied to performance for 
hospitals that are above expected averages. However, some hospital attorneys are uncomfortable compensating 
physicians around a metric that could be considered incentivizing a reduction of care – here the readmission. So 
instead the metric may be focused on a key driver of readmissions, such as the time lag between the original 
discharge and a follow-up appointment with a cardiologist. 

The saying goes “you can’t improve what you can’t 
measure” and this holds true in co-management as 
well. In the example above, if accurate appointment 
data were not available this metric would not be 
available. Today’s healthcare information systems 
were built around tracking volume, so data – or 
the lack thereof – are often a rate limiting aspect 
of co-management development. Given this, 
healthcare entities will need to recognize the time and 
investment it will take to create new co-management 
programs, beginning perhaps with infrastructure 
related goals that establish the platform to accurately 
measure and improve in the future. 

As can be seen in Figure 51, co-management is still a 
very innovative and cutting edge concept, in less than 40 percent of cardiovascular programs. At MedAxiom, we 
believe it to be the most powerful tool available to align what has historically been misaligned and truly transform 
our healthcare delivery system. In order to advance the sophistication and impact of these co-management 
structures peer data are critical, not only to help learn from each other, but for legal and fair market reasons as well. 
MedAxiom is committed to advancing the data available around both the service line and co-management model, 
to continually provide value and impact for our members. Below are data continuing this journey.
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tABle 1: PhYSiCiAn COMPenSAtiOn

    YeAR n  25%  50%  75%  90% 

 3-1-0300 Actual Compensation per Cardiologist  2010: 2,093 $361,310 $471,487 $580,835 $729,335
    2011: 1,616 $361,310 $471,487 $580,835 $798,510
    2012: 1,593 $416,578 $548,587 $665,106 $796,191  
    2013: 2,352 $414,047 $505,266 $596,376 $758,206  
 OWneRShiP MODel
  PRiVAte  2010: 1,188 $337,999 $430,418 $561,561 $719,105
    2011: 771 $368,462 $457,661 $587,732 $766,686
    2012: 552 $325,862 $465,815 $565,000 $688,015
    2013: 716 $332,048 $424,380 $536,065 $653,949
  electrophysiology:  2010: 163 $349,494 $446,215 $566,173 $719,406
    2011: 96  $377,459 $468,777 $606,196 $830,544
    2012: 73  $374,684 $477,345 $570,156 $734,704
    2013: 97  $380,483 $454,094 $559,004 $700,000
  invasive:  2010: 264 $320,657 $402,282 $546,892 $622,062
    2011: 179 $324,943 $437,578 $587,732 $642,252
    2012: 133 $297,976 $464,374 $567,029 $575,906
    2013: 103 $309,699 $389,128 $536,065 $594,107
  general non-invasive:  2010: 318 $310,214 $383,458 $485,180 $619,440
    2011: 181 $345,125 $433,769 $585,000 $724,773
    2012: 129 $299,851 $473,852 $545,156 $598,800
    2013: 211 $304,000 $393,750 $452,894 $570,000
  interventional:  2010: 443 $374,816 $462,170 $625,283 $787,000
    2011: 315 $393,828 $471,090 $660,510 $806,234
    2012: 217 $353,000 $456,899 $604,898 $785,139
    2013: 305 $370,583 $485,041 $580,004 $719,456
  integRAteD  2010: 905 $410,000 $513,371 $607,325 $743,792
    2011: 845 $455,594 $549,999 $698,339 $816,421
    2012: 1,041 $453,021 $588,996 $702,904 $824,233
    2013: 1,636 $449,790 $548,630 $668,684 $781,685
  electrophysiology:  2010: 110 $463,955 $550,000 $646,830 $751,315 
    2011: 104 $496,173 $593,959 $712,653 $858,914
    2012: 146 $509,580 $614,601 $698,889 $869,340
    2013: 235 $467,598 $556,154 $682,950 $821,479
  invasive:  2010: 291 $409,551 $502,419 $594,327 $697,836
    2011: 232 $471,628 $546,956 $677,436 $831,084
    2012: 262 $448,688 $576,000 $666,003 $775,984
    2013: 308 $452,686 $543,012 $698,856 $787,164
  general non-invasive:  2010: 290 $370,822 $491,552 $573,797 $697,963
    2011: 230 $391,514 $510,553 $598,680 $707,612
    2012: 250 $389,157 $504,522 $615,800 $712,698
    2013: 474 $372,855 $495,262 $579,131 $661,517
  interventional:  2010: 214 $458,530 $587,084 $722,260 $835,566
    2011: 279 $499,022 $613,974 $756,209 $906,486
    2012: 383 $527,085 $639,800 $765,474 $911,116
    2013: 619 $497,999 $583,829 $704,223 $853,698
 geOgRAPhiC BReAkDOWn
  northeast  2010: 349 $324,000 $384,598 $476,552 $562,500
    2011: 212 $361,904 $440,766 $585,000 $587,732
    2012: 252 $417,184 $511,746 $598,575 $626,318
    2013: 432 $382,816 $460,815 $548,554 $582,010
  South:  2010: 895 $390,891 $506,195 $639,866 $773,400
    2011: 799 $429,365 $528,648 $708,584 $828,047
    2012: 704 $400,000 $550,000 $709,908 $866,284
    2013: 1,139 $405,322 $525,486 $676,729 $791,225
  Midwest:  2010: 597 $393,747 $504,923 $592,348 $736,592
    2011: 373 $492,811 $563,101 $698,339 $811,396
    2012: 482 $458,841 $593,670 $682,840 $787,948
    2013: 549 $425,279 $559,004 $647,105 $767,816
  West:  2010: 252 $334,651 $388,736 $480,250 $701,577
    2011: 232 $335,698 $419,043 $507,483 $689,602
    2012: 155 $358,046 $461,657 $551,632 $697,413
    2013: 232 $393,556 $466,235 $563,042 $650,000
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tABle 1: PhYSiCiAn COMPenSAtiOn

    YeAR n  25%  50%  75%  90% 

 OVeRAll 
  electrophysiology:  2010: 273 $372,720 $487,066 $608,663 $737,146 
    2011: 200 $427,650 $543,000 $697,955 $834,732
    2012: 219 $451,397 $576,000 $680,614 $843,723
    2013: 332 $427,026 $525,664 $654,667 $788,410
  invasive:  2010: 555 $356,197 $469,096 $565,670 $661,161 
    2011: 411 $397,763 $515,904 $607,648 $751,550
    2012: 395 $415,192 $541,324 $620,000 $743,969
    2013: 411 $404,073 $504,398 $655,881 $750,605
  general non-invasive:  2010: 608 $328,585 $436,625 $542,147 $660,964
    2011: 411 $364,658 $486,210 $585,000 $712,653
    2012: 379 $358,491 $479,648 $583,943 $685,802
    2013: 685 $339,235 $454,837 $560,855 $635,891
  interventional:  2010: 657 $395,551 $502,623 $661,500 $806,712
    2011: 594 $431,011 $548,634 $712,653 $849,183
    2012: 600 $443,072 $586,154 $727,457 $877,025
    2013: 924 $448,317 $558,824 $676,372 $797,028

 3-1-1190 individual Cardiologist Salaries   2010: 1,970 $35.54 $44.22 $54.08 $64.38
 (no benefits) per Work RVu   2011: 1,493 $39.70 $50.40 $61.20 $76.34
    2012: 1,515 $41.38 $53.96 $67.28 $84.07
    2013: 2,254 $43.00 $54.00 $65.00 $80.00  
 OWneRShiP MODel
  PRiVAte  2010: 1,081 $33.14 $40.35 $48.42 $57.25
    2011: 708 $35.40 $43.11 $51.57 $61.47
    2012: 509 $33.23 $42.55 $53.96 $61.64
    2013: 682 $33.00 $42.00 $52.00 $63.00
  electrophysiology:  2010: 151 $29.39 $35.63 $45.11 $50.48
    2011: 91  $31.86 $36.98 $46.00 $50.66
    2012: 71  $29.04 $37.24 $45.62 $53.70
    2013: 93  $31.00 $39.00 $46.00 $51.00
  invasive:  2010: 250 $34.26 $41.24 $50.19 $60.40
    2011: 177 $34.94 $42.52 $55.65 $64.56
    2012:  114 $34.20 $48.85 $58.11 $66.30
    2013: 101 $33.00 $44.00 $62.00 $81.00
  general non-invasive:  2010: 296 $34.59 $41.65 $51.78 $58.88
    2011: 164 $36.47 $44.05 $54.14 $72.44
    2012:  128 $34.10 $43.92 $54.72 $61.58
    2013: 194 $35.00 $41.00 $51.00 $58.00
  interventional:  2010: 384 $33.37 $39.97 $47.41 $55.88
    2011: 276 $36.86 $44.44 $51.55 $61.85
    2012:  128 $34.10 $43.92 $54.72 $61.58
    2013: 294 $33.00 $43.00 $53.00 $64.00
  integRAteD  2010: 889 $40.53 $50.18 $58.76 $69.85 
    2011: 785 $47.76 $56.52 $67.46 $84.33
    2012: 1,006 $49.52 $59.02 $73.19 $90.07
    2013: 1,572 $50.00 $57.00 $68.00 $84.00
  electrophysiology:  2010: 107 $35.68 $42.93 $49.94 $62.45 
    2011: 94  $38.67 $45.82 $56.14 $61.27
    2012: 142 $41.21 $52.54 $63.12 $78.64
    2013: 232 $43.00 $52.00 $59.00 $68.00
  invasive:  2010: 289 $39.45 $49.81 $56.60 $65.27
    2011: 214 $47.92 $55.31 $63.97 $80.62
    2012:  262 $51.59 $60.77 $73.04 $88.76
    2013: 295 $51.00 $57.00 $67.00 $79.00
  general non-invasive:  2010: 278 $44.61 $54.50 $64.92 $81.49
    2011: 212 $50.71 $60.98 $74.63 $96.19
    2012:  230 $51.08 $61.10 $80.26 $102.31
    2013: 437 $52.00 $62.00 $72.00 $94.00
  interventional:  2010: 215 $40.42 $49.41 $57.77 $69.65
    2011: 265 $50.56 $57.50 $68.98 $83.96
    2012: 372 $50.48 $59.25 $73.01 $88.17
    2013: 608 $50.00 $58.00 $69.00 $84.00
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     YeAR n  25%  50%  75%  90% 
 geOgRAPhiC BReAkDOWn
  northeast:  2010: 349 $33.21 $41.28 $51.95 $62.67
    2011: 204 $39.78 $48.53 $60.70 $72.58
    2012: 221 $36.74 $50.11 $58.62 $69.18
    2013: 394 $44.00 $53.00 $61.00 $73.00
  South:  2010: 771 $35.34 $44.68 $54.35 $64.66
    2011: 715 $38.34 $48.10 $57.76 $71.98
    2012: 671 $39.40 $51.83 $61.76 $76.50
    2013: 1,135 $40.00 $52.00 $63.00 $76.00
  Midwest:  2010: 606 $39.16 $48.12 $56.07 $67.90
    2011: 364 $49.43 $58.25 $67.89 $82.34
    2012: 468 $51.26 $64.81 $78.66 $97.91
    2013: 503 $51.00 $60.00 $71.00 $87.00
  West:  2010: 244 $33.27 $39.02 $46.60 $56.16
    2011: 210 $33.00 $43.26 $54.42 $72.44
    2012: 155 $37.14 $46.89 $57.30 $70.54
    2013: 222 $40.00 $51.00 $65.00 $82.00
 OVeRAll
  electrophysiology:  2010: 258 $31.87 $38.71 $46.92 $54.37
    2011: 185 $35.05 $41.97 $50.43 $58.50
    2012: 213 $35.95 $46.32 $57.81 $72.95
    2013: 319 $39.00 $49.00 $57.00 $66.00
  invasive:  2010: 539 $35.97 $46.07 $54.77 $63.32
    2011: 391 $40.18 $51.96 $61.32 $73.95
    2012: 376 $46.24 $56.81 $67.34 $83.04
    2013: 399 $47.00 $55.00 $66.00 $80.00
  general non-invasive:  2010: 574 $38.18 $47.90 $58.34 $72.96
    2011: 376 $41.25 $53.64 $67.46 $88.05
    2012: 358 $42.73 $55.16 $70.73 $94.17
    2013: 632 $44.00 $56.00 $68.00 $86.00
  interventional:  2010: 599 $34.65 $42.63 $52.20 $62.01
    2011: 541 $40.94 $50.56 $61.32 $75.42
    2012: 568 $40.70 $53.76 $67.66 $83.96
    2013: 904 $43.00 $54.00 $64.00 $80.00

 3-4-0100 Work RVus per Cardiologist 2010: 2,016 8,302  10,351 13,143 16,609
     2011: 1,591 7,930  9,862  12,614 15,253
     2012:  1,640 8,017  10,007 12,428 15,399
      2013: 2,465 7,589  9,547  11,988 14,998
 OWneRShiP MODel
    PRiVAte 2010: 1,109 8,430  10,507 13,243 16,509
     2011: 704 8,274  10,336 12,894 15,732
     2012: 573 8,444  10,536 12,962 16,456
     2013: 703 8,022  9,948  12,683 16,102
    electrophysiology: 2010: 157 10,250 12,460 14,986 19,349
     2011: 92  10,675 12,787 15,497 19,514
     2012: 80  10,922 13,294 16,665 19,404
     2013: 96  9,367  11,767 15,024 17,305
    invasive: 2010: 261 7,639  9,541  12,305 14,698
     2011: 180 7,858  9,585  11,950 14,595
     2012: 127 7,601  9,228  11,013 13,002
     2013: 111 6,091  8,551  10,642 13,806
    general non-invasive: 2010: 298 7,183  9,178  11,110 13,688
     2011: 162 7,659  9,511  11,870 13,869
     2012: 134 8,203  9,436  11,383 13,616
     2013: 194 7,017  9,001  11,055 14,142
    interventional: 2010: 393 9,361  11,416 14,525 17,447
     2011: 270 8,646  10,934 13,207 15,733
     2012: 232 9,066  11,030 13,777 17,045
     2013: 302 8,771  10,828 13,429 17,605

tABle 1: PhYSiCiAn COMPenSAtiOn

tABle 2: PhYSiCiAn PRODuCtiVitY
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tABle 2: PhYSiCiAn PRODuCtiVitY

     YeAR n  25%  50%  75%  90% 
    integRAteD 2010: 907 8,199  10,084 12,801 16,726
     2011: 887 7,679  9,678  12,286 14,809
     2012: 1,067 7,721  9,709  12,042 14,501
     2013: 1,762 7,493  9,407  11,679 14,534
    electrophysiology: 2010:  110 9,736  13,072 16,779 18,717
     2011: 107 9,897  13,058 16,159 18,874
     2012: 146 9,042  11,502 14,710 17,474
     2013: 246 9,041  11,242 14,474 17,340
    invasive: 2010: 284 8,406  9,792  12,440 15,942
     2011: 234 8,024  9,797  12,082 14,375
     2012: 273 7,715  9,425  11,811 13,432
     2013: 328 7,740  9,616  11,803 14,007
    general non-invasive: 2010: 283 6,605  8,611  10,468 12,161 
     2011: 254 6,468  7,922  9,522  11,818
     2012: 266 6,028  7,882  9,566  11,801
     2013: 520 6,104  7,792  9,618  11,165
    interventional: 2010: 230 9,751  12,043 14,856 17,758
     2011: 292 8,384  10,543 12,866 15,484
     2012: 382 8,779  10,681 12,841 15,698
     2013: 668 8,095  9,946  12,414 15,344
 geographic Breakdown
    northeast 2010: 349 7,918  9,456  11,124 12,902
     2011: 269 7,619  9,027  10,472 12,111
     2012: 222 8,138  9,407  11,223 13,271
     2013: 429 7,358  9,014  10,751 12,940
    South: 2010: 814 8,777  11,273 14,225 17,693
     2011: 731 8,384  10,987 13,615 16,019
     2012: 735 8,720  10,969 13,532 16,422
     2013: 1,231 8,071  10,213 13,005 16,396
    Midwest: 2010: 585 8,406  10,421 13,469 16,509
     2011: 377 7,693  9,601  12,345 15,136
     2012: 525 6,931  8,911  11,250 13,907
     2013: 546 7,476  9,146  11,055 13,796
    West: 2010: 268 7,657  9,593  12,460 15,827
     2011: 214 7,449  9,341  11,846 14,877
     2012: 158 7,862  9,785  11,764 14,788
     2013: 259 6,697  8,552  10,767 13,765
 Overall 
    electrophysiology: 2010: 267 10,147 12,592 15,665 19,150
     2011: 199 10,063 12,991 15,732 18,895
     2012: 226 9,682  12,245 15,606 18,211
     2013: 342 9,125  11,405 14,514 17,340
    invasive: 2010: 545 8,118  9,660  12,389 15,017 
     2011: 414 7,992  9,682  12,017 14,488
     2012: 400 7,714  9,388  11,509 13,422
     2013: 439 7,489  9,339  11,575 13,999
    general non-invasive: 2010: 581 6,982  8,872  10,799 12,681
     2011: 416 6,789  8,541  10,467 12,778
     2012: 400 6,650  8,441  10,225 12,206
     2013: 714 6,263  8,097  9,949  12,171
    interventional: 2010: 623 9,421  11,711 14,554 17,576
     2011: 562 8,509  10,708 13,024 15,583
     2012: 614 8,795  10,800 13,063 16,105
     2013: 970 8,325 10,142 12,675 16,020

 3-4-0200 total RVus per Cardiologist 2010: 2,012 17,966 23,294 30,252 40,206
     2011: 1,633 17,618 23,349 31,648 42,122
     2012:  1,670 16,247 21,615 29,511 41,907
     2013: 2,463 15,192 20,125 27,425 38,116 
 Ownership Model
    PRiVAte 2010: 1,109 18,834 24,322 31,173 40,380
     2011: 746 19,587 26,157 35,696 46,008
     2012: 585 19,803 25,562 34,007 47,414
     2013: 702 17,587 23,700 32,611 44,655
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      YeAR n  25%  50%  75%  90% 
    electrophysiology: 2010: 157 19,143 23,123 29,039 36,579
     2011: 96 2 1,299  25,331 31,332 43,276
     2012: 83  20,571 24,263 32,460 41,905
     2013: 95  17,718 22,223 27,945 36,632
    invasive: 2010: 261 17,551 22,942 30,016 37,226
     2011: 195 18,225 24,818 35,569 46,080
     2012:  125 18,012 23,164 29,426 43,211
     2013: 111 13,655 20,423 28,601 34,940
    general non-invasive: 2010: 298 16,531 22,521 28,067 34,776
     2011: 170 20,694 26,941 33,649 42,713
     2012:  141 20,964 25,950 32,842 41,956
     2013: 194 18,024 23,861 29,865 40,027
    interventional: 2010: 393 20,897 27,466 36,859 48,521
     2011: 285 20,032 27,537 37,908 52,718
     2012:  236 20,251 27,132 40,070 62,922
     2013: 302 19,006 26,457 37,470 67,968
    integRAteD 2010: 903 17,215 21,861 28,907 39,652
     2011: 887 16,189 20,992 28,017 37,464
     2012: 1,085 14,826 19,650 26,411 35,882
     2013: 1,761 14,527 19,116 25,665 35,294
    electrophysiology: 2010: 110 19,091 23,840 30,423 35,238 
     2011: 107 20,646 24,770 32,343 37,140
     2012: 148 17,189 22,455 29,037 33,979
     2013: 246 16,669 20,788 26,651 33,166
    invasive: 2010: 282 16,885 21,716 26,906 37,622
     2011: 234 16,363 20,076 25,622 35,504
     2012:  278 14,612 18,968 23,812 29,543
     2013: 327 15,370 19,401 24,723 31,745
    general non-invasive: 2010: 281 13,852 18,853 23,606 29,995
     2011: 254 13,094 17,991 22,877 30,495
     2012:  265 11,311 14,975 20,312 25,993
     2013: 502 12,079 15,417 20,446 25,868
    interventional: 2010: 230 21,334 27,492 38,738 51,594
     2011: 292 17,927 24,536 32,733 45,955
     2012: 394 18,065 22,275 31,740 48,468
     2013: 668 16,338 21,107 30,503 44,426
 geographic Breakdown
    northeast: 2010: 349 18,109 22,316 27,030 32,563
     2011: 269 18,825 23,337 29,494 34,130
     2012: 244 17,670 22,787 29,152 41,251
     2013: 429 15,252 19,938 26,702 32,757
    South: 2010: 814 19,360 24,874 33,219 42,899
     2011: 773 18,946 25,367 35,595 46,121
     2012: 756 18,588 24,199 32,722 45,889
     2013: 1,230 16,303 21,996 30,151 42,066
    Midwest: 2010: 581 17,103 22,374 29,583 38,037
     2011: 377 14,739 19,914 27,790 38,495
     2012: 514 13,391 17,792 23,457 34,856
     2013: 545 14,065 18,503 25,172 36,239
    West: 2010: 268 17,475 21,707 29,163 40,156
     2011: 214 17,233 21,517 30,453 39,303
     2012: 156 16,741 21,183 27,935 35,325
     2013: 259 13,986 17,383 22,902 33,328
 Overall
    electrophysiology: 2010: 267 19,143 23,484 29,309 35,815
     2011: 203 20,853 25,169 32,144 38,179
     2012: 231 18,317 23,180 30,189 35,883
     2013: 341 17,287 21,178 26,879 33,697
    invasive: 2010: 543 17,266 22,260 28,569 37,488
     2011: 429 16,957 21,991 30,909 40,715
     2012: 403 15,515 19,935 25,587 33,663
     2013: 438 15,192 19,568 25,752 33,295

tABle 2: PhYSiCiAn PRODuCtiVitY
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tABle 2: PhYSiCiAn PRODuCtiVitY

OtheR PRODuCtiVitY MeASuReS

      YeAR n  25%  50%  75%  90% 
    general non-invasive:  2010: 579 15,283 20,507 26,658 32,188
      2011: 424 15,031 20,992 28,836 37,175
      2012: 406 12,658 18,588 25,868 33,398
      2013: 714 12,694 17,243 22,950 30,413
    interventional:  2010: 623 21,076 27,466 37,446 49,485
      2011: 577 18,911 25,421 35,896 47,344
      2012: 630 18,594 23,819 34,566 53,470
      2013: 970 17,028 22,953 33,346 49,836

    YeAR n 25% 50% 75% 90% 
 1-3-0200 Office Cognitive encounters per Cardiologist 2010: 2,004 1,348 1,853 2,518 3,297
    2011: 1,609 1,361 1,878 2,692 3,590
    2012:  1,726 1,294 1,849 2,546 3,419
    2013: 2,257 1,326 1,854 2,552 3,335
 1-3-0220 Office Cognitive encounters in thousands 2010: 2,036 1.35 1.87 2.56 3.46
 per Cardiologist 2011: 1,643 1.32 1.86 2.67 3.56
    2012:  1,748 1.30 1.86 2.57 3.48
    2013: 2,440 1.32 1.85 2.57 3.38
 1-3-0500 hospital Cognitive encounters per Cardiologist 2010: 2,012 606 965 1,447 1,962
    2011: 1,634 569 954 1,420 1,958
    2012:  1,709 493 867 1,273 1,731
    2013: 2,482 469 839 1,311 1,819
 1-3-0555 total Connitive encounters (Office + hospital)  2010: 1,919 2,122 2,845 3,680 4,549
 -99211 per Cardiologist 2011: 1,597 2,011 2,816 3,705 4,710
    2012:  1,690 2,053 2,819 3,673 4,621
    (Now In Thousands) 2013: 2,440 1.58 1.90 2.40 2.74
 1-6-0500 total imaged Stress Studies per Cardiologist 2010: 1,820 85 335 611 943
    2011: 1,445 96 335 613 870
    2012:  1,504 63 284 568 832
    2013: 2,166 86 308 540 780
 1-2-1250 total Catheterizations per Cardiologist 2010: 1,484 73 175 308 442
    2011: 1,206 69 164 295 417
    2012:  1,254 63 161 292 428
    2013: 1,742 54 152 285 424
 1-2-1400 Stents per Cardiologist 2010: 902 43 94 151 222
    2011: 694 43 88 137 192
    2012:  754 40 82 133 188
    2013 N/A N/A N/A N/A N/A 
 1-2-1800 PCis per Cardiologist 2010: 917 45 107 173 259
    2011: 701 49 104 162 228
    2012:  774 40 91 155 215
    2013: 1,133 44 101 156 231
 1-2-2050 Comprehensive eP Studies per Cardiologist 2010: 284 39 72 121 166
    2011: 214 39 77 128 174
    2012:  263 34 70 120 173
    2013 N/A N/A N/A N/A N/A 
 1-2-2100 iCDs per Cardiologist 2010: 389 22 70 106 140
    2011: 307 24 63 98 123
    2012:  323 18 42 62 82
    2013: 446 8 21 35 55
 1-4-0100 Ratio of new Office Visits + Consults to 2010: 2,031 12% 17% 25% 36%
 Return Visits -99211 2011: 1,635 12% 18% 26% 38%
    2012:  1,744 12% 17% 25% 36%
    2013: 2,475 11% 17% 25% 36%
 1-4-0400 Ratio of Cath to new Patients to the Practice 2010: 1,484 13% 32% 59% 107%
    2011: 1,193 12% 30% 57% 98%
    2012:  1,256 11% 29% 57% 105%
 1-4-0560 Ratio of Cath to Outpatient imaged Stress Studies 2010: 1,106 28% 60% 155% 414%
    2011: 834 26% 58% 140% 381%
    2012:  800 25% 54% 120% 364%
    2013: 1,507 13% 18% 28% 38%
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OtheR PRODuCtiVitY MeASuReS

 1-4-1400 Ratio of total imaged Stress Studies to  2010: 1,818 3.50% 11.00% 19.60% 30.30%
 total Cognitive encounters - 99211 2011: 1,443 3.90% 11.40% 19.60% 31.90%
    2012:  1,453 3.00% 10.70% 18.30% 30.00%
    2013: 2,174 3.4% 10.4% 17.7% 27.3%
 1-4-1700 Ratio of total Catheterizations to  2010: 1,483 2.40% 5.90% 10.80% 18.40%
 total Cognitive encounters - 99211 2011: 1,204 2.40% 5.30% 10.90% 18.70%
    2012:  1,252 2.20% 5.20% 10.40% 17.80%
    2013: 1,762 2.00% 5.30% 10.50% 18.50%
 1-4-1800 Ratio of PCis to total Cognitive encounters - 99211 2010: 893 1.56% 3.66% 6.44% 11.12%
    2011: 678 1.67% 3.66% 6.65% 10.75%
    2012:  777 1.15% 3.31% 6.02% 9.63%
    2013: 1,134 1.51% 3.55% 6.31% 11.39%
 1-4-1900 Ratio of Stents to total Cognitive encounters - 99211 2010: 896 1.51% 3.29% 5.70% 9.68%
    2011: 684 1.44% 3.09% 5.62% 9.03%
    2012:  738 1.41% 3.09% 5.36% 8.94%
    2013: N/A N/A N/A N/A N/A
 1-4-2100 Ratio of iCD implants to total Cognitive 2010: 389 0.72% 2.92% 5.14% 7.04%
 encounters - 99211 2011: 306 0.74% 2.54% 4.47% 7.14%
    2012:  316 0.77% 1.82% 2.91% 4.45%
    2013: 464 53.00% 1.63% 2.79% 4.35%
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A Collaborative Business Model 
As part of the MedAxiom network, you’ll have access to the cumulative knowledge and purchasing and legislative 
power of hundreds of cardiology practices. Our members possess extraordinary levels of experience, expertise 
and passion for what they do. They also have an uncommon dedication to continuous improvement and to 
sharing their experiences with others.

Our members enjoy participation in email-based discussion forums, key initiative work groups, trend surveys and 
analysis, specialty meetings and conferences, educational webcasts and more.

As our networks continue to grow, our services continue to expand to support this growth. Every practice has 
different needs depending on its stage of development and outlook on continuous improvement. No matter what 
stage your practice is at, MedAxiom offers different levels of engagement and different products and services to 
meet those needs. 

MedAxiom memberships and service opportunities include:

	 •	Cardiology	Practice	Network
	 •	Business	Office	and	Coding	Network
	 •	Practice	Improvement	Strategies	and	Consulting	Services
	 •	MedWorkflow	-	Process	Redesign	Services
	 •	MedSatisfaction	Survey	Suite
	 •	Cardiosource	Plus	for	Practices

Business improvement & tools are now More important than ever 
MedAxiom understands the power of sharing knowledge and optimizing resources in today’s competitive 
healthcare market. That’s just one reason MedAxiom has become the premier resource for cardiology practices to 
access data, information, and experiences regarding practice development and operational issues. Our systems 
and member networks allow you to optimize practice resources and dramatically improve business outcomes.

MedAxiom helps practices in:

	 •	 	Remaining	abreast	of	business	trends	and	opportunities
	 •	 	Taking	control	of	practice	efficiency
	 •	 	Identifying	strengths	and	weaknesses
	 •	 	Making	informed	decisions
	 •	 	Using	data	to	support	initiatives
	 •	 	Leveraging	strategic	partnerships	and	group	purchasing	power
	 •	 	Expanding	utilization	of	current	systems	and	technologies
	 •	 	Providing	continued	educational	opportunities
	 •	 	Creating	a	peer-to-peer	professional	network	for	both	physicians	and	practice	management	executives

ABOut MeDAxiOM

ABOut MeDAxiOM



M e d A x i o M  P R o V i d e R  C o M P e N S AT i o N  &  P R o d U C T i o N  S U R V e Y  –  2 0 1 4 55

Customized Business Reports 
Cardiology practices need solid data to make the right operational decisions, optimize resources, continuously 
improve performance and develop a strategy for the future. Objective, measurable information doesn’t lie. It is  
a crucial indicator of your performance, and evaluating that data is essential to the successful management of  
your organization.

The MedAxiom cardiology database is the most extensive—and only—one of its kind in the entire industry. It’s been 
developed by some of the leading cardiology groups in the country. The benchmarking and trending data measure 
success and failure and give you insight into vital performance improvement opportunities.

Benchmarking 
Our Annual Benchmarking Survey provides benchmarks for virtually all areas of your practice. The nearly 300 data 
points are graphically represented in terms of current year benchmarks and trends over the past 10 years. Almost all 
data points are reported per physician FTE to facilitate comparisons between groups of different sizes. Data points 
cover procedure volumes, E&M coding distribution, revenue, overhead, physician compensation, staffing, expenses, 
RVU production, physician call, aged A/R, payer mix and others. Many of the data points are used to create ratios 
for further comparisons.

Departmental reports, such as the Nuclear, Echo and Cath Lab surveys provide some of the drill-down data you 
need to manage the resource-intensive areas of the practice. Without benchmarking, how do you know if you are 
managing the throughput in your noninvasive labs? These surveys look at procedure volume, revenue, cost and 
profit per camera, per physician, per tech and per procedure. Groups that assumed they were very productive  
have been surprised to find significant room for improvement once they examined their performance compared  
to others.

We also offer a Salary Survey for all positions in the practice and a Benefits Survey to help you manage your human 
resources. Additionally, ad hoc surveys are performed using a web-based tool to address questions that arise 
throughout the year.

Our reports use your data to provide you with a customized analysis of how well your practice is doing on nearly 
300 measures. These detailed and customized reports are the key practice-management tools in determining 
everything from appropriate staffing ratios to expected ROI on product lines and services. Creating these reports 
on your own would cost tens of thousands of dollars—that’s if you even had access to the data. Our database and 
custom-report generation can save you thousands of dollars and months of your valuable time. And it delivers all 
the information you need to be successful.
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Meet the MeDAxiOM COnSulting teAM

With decades of cardiology-specific experience in a variety of organizational settings, our efficient  
consulting team structure delivers successful outcomes and continuous follow-through, allowing  
us to bring exceptional value to the table.

Suzette Jaskie • PReSiDent & CeO

As President & CEO, Ms. Jaskie leads our team of experts with rich experience in strategic planning 
and program development. An in-demand speaker, Suzette is uniquely qualified on topics such as 
Hospital and Physician Integration, Strategies, Co-Management, Service Line Development, Physician 
Compensation, Strategic Planning, Program Development, Performance Management, Operations 
Efficiency, as well as Governance and Leadership. 

Contact Suzette at 904.625.4811 or sjaskie@medaxiom.com

Denise Brown • VP - BuSineSS intelligenCe SOlutiOnS AnD SeniOR COnSultAnt

Ms. Brown has over 25 years of experience in hospital system and private practice healthcare 
operations, operational efficiency, physician recruitment, business development, marketing, and 
facilities planning. Denise is a certified Green Belt in Lean Sigma from the Johns Hopkins, Center for 
Innovation in Quality Patient Care.

Contact Denise at 904.349.6468 or dbrown@medaxiom.com 

Joel Sauer • VP - COnSulting

With previous experience as the CEO of what eventually became a large multi-specialty group, Joel 
brings a wealth of experience in group expansion, acquisition, site development, accountable care 
networks, transaction details, operational and cultural integration, as well electronic health record 
transition. Other relevant experiences Joel brings to the table include: strategic planning, joint 
venture formation, hospital/health system relations, financial analysis, payor contract negotiations, 
implementing operational efficiencies, and ancillary services creation.

Contact Joel at 260.245.1015 or jsauer@medaxiom.com 

Jeff Ozmon • VP - COnSulting

Jeff has more than 20 years of healthcare industry experience serving health systems, hospitals, 
medical groups and academic institutions. Jeff has served as the VP at Sanger Heart and Vascular 
Institute, an integrated 85 member cardiology and CT surgery group at Carolinas Healthcare System, 
where he was responsible for 26 locations, representing over 500 employees in the Carolinas. 
Previously, he spent 3 years with LarsonAllen, LLP as a healthcare consultant with expertise in 
physician-hospital alignment, strategic and business planning, compensation plans, process 
improvement, organizational development, governance and leadership development.

Contact Jeff at 704.776.5352 or jozmon@medaxiom.com
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Ellie Montanino • exeCutiVe ASSiStAnt

With 14 years of experience as an Executive Assistant to CEO’s, CFO’s and other senior leadership, 
Ellie brings critical support to the MedAxiom Consulting team. Areas of primary importance include 
business engagement support, document development, conference speaker coordination, and  
event planning. As the MedAxiom Consulting client liaison, she facilitates activities in all stages of  
the consulting process, including scheduling and logistics planning of site visits to structure a 
productive experience.

Contact ellie at 904.568.6260 or emontanino@medaxiom.com

Cathie Biga • SeniOR COnSultAnt

Cathie is President and CEO of Cardiovascular Management of Illinois, a cardiology physician practice 
management company. She has successfully integrated her physician groups and continues to manage 
their integrated practices and facilitate cardiovascular service line growth and development. She has 
over 30 years’ experience as a hospital and health system executive and most recently has spent ten 
years as an industry leader in medical practice management. Cathie will provide consulting services 
exclusively through MedAxiom while maintaining her CMI organizational activities.

Jenny Fanning • COnSultAnt

Jenny Fanning received her Bachelor of Science degree from Northwestern University and her Masters 
of Business Administration at Boston University. At General Electric, she facilitated “Work Out” 
Process Improvement workshops, and continued her career in human resources, operations, financial 
management, and information technology in the insurance, technology, and health care industries. She 
is currently consulting to healthcare companies, specializing in the areas of NextGen implementation, 
process optimization and technology optimization.

Contact Jenny at 616.822.6889 or jfanning@medaxiom.com

Katie Willerick • PeRFORMAnCe iMPROVeMent SPeCiAliSt

Lean certified and a Green Belt in Six Sigma, Katie has facilitated many Kaizen (process improvement) 
events. She is responsible for identifying and helping managers develop productivity metrics for their 
department as well as finding optimal compare groups to benchmark their performance against. Katie 
also brings experience in hospital integration, developing measures for Cardiovascular service lines, as 
well as performance improvement projects.

Contact katie at 269.254.5105 or kwillerick@medaxiom.com

Lori Walsh • VP - MeMBeRShiP AnD SeniOR COnSultAnt

Lori worked in operations at Heart Clinic Arkansas. During her tenure, she oversaw a full EHR 
implementation with GEMMS, launched three new outreach clinics and a cath lab, as well as managing 
the staff at these new facilities. Lori became entrenched within the practice and was promoted to 
Director of Operations where her involvement included a practice merger, workflow redesign projects 
and more.

Contact lori at 870.304.9292 or lwalsh@medaxiom.com
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