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Objectives

• Review current factors driving need for anesthesiology support

• Discuss approaches for hospital-based support of anesthesiology 
departments

• Examine a proposed model for defining value of anesthesiology-based 
services

The problem…

• Anesthesiology departments increasingly dependent on hospital support

• Current manpower, economic and legislative realities will increase that need

• Hospitals less able/willing to financially support academic missions

• Inadequate resources impact clinical care and patient safety

Anesthesia Analgesia 2012; 115: 407-27 

Number operating rooms, CMI, salaries and productivity increasing over time….

Anesthesia Analgesia 2012; 115: 407-27 

Institutional support increasing over time……



Open Journal of Anesthesiology 2013

System in crisis…….

The Consequences: Hospital Relationship
• Dependence on hospital support erodes department autonomy

• staffing patterns, resident workforce, service /site choices i.e. preop clinic

• Hospital focus on clinical service and costs
• Lack of clarity around financial drivers (call, remotes, OR block policies) 
• Lack of aligned interest in  academic missions
• Poor understanding of opportunity in leveraging anesthesiologist expertise

• Negotiations may be difficult and strain relationship
• Hospital  emphasis on support rather than contributions

• Stigma of “charity”

• Competition from external groups offering economies of scale

Strategies for Net Cost Reductions with the 
Expanded Role and Expertise of Anesthesiologist 
in the Perioperative Surgical Home

Dexter F et al  Anesth Analg 2014; 118:1062-1071

A. “Availability” services………..manpower intensive with 
inadequate revenue opportunities to cover costs

(On-call teams, Pre-op / PACU, Directorships, OB…)

B. “Productivity” services………..can be managed for high 
efficiency

(Elective OR locations, High case-density sites i.e. GI endoscopy)

C. “Remote” services……….anesthetizing locations that may 
have low case density and are inherently inefficient but may 
be necessary

(Interventional radiology, cath lab, EP lab…)

SAAA Salary and Practice Survey…are these comparisons helpful?

• Compensation by rank
• Number of FTEs, part-time FTEs and academic FTEs
• Number of positions to be filled by subspecialty
• Number of residents in the program
• Amount of weekend call
• Number of CRNAs (does not specify CAAs)
• Pain RVUS generated and number of clinic sessions
• ICU covered by faculty and trainees
• Faculty and resident assignments by specialty each day
• Patients seen in preop clinic by provider type



C suite objectives….their “main thing” Proposed survey measures 

• What does your department produce?
• Takes into account staffing ratios, scheduling density, OR utilization…
• Recommend separate analysis each for OR, CCM and Pain services

• What does it cost your department to produce it?
• Takes into account resident numbers, staffing ratios, compensation, NC time
• Can include overhead, admin costs, preop, PACU, etc.
• Helpful to split out call (availability) costs as “cost of doing business”

• Likely not useful to benchmark nationally due to unique local factors

• Used to track year over year operating expenses

• Productivity data used to support comp and hiring

• Base/variable itemization used to target 80/20% ratio

• Administrative costs itemized separately for practice

• Call expenses include pre and post-call time

• Preop and PACU FTEs may be listed separately

• Useful to compare academic and private groups

OR Rack report template

Discussion

• Is this approach generalizable?

• Is this approach helpful for hospital negotiation?

• Could/should this be used for benchmarking externally?

• What details are missing? 


