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ABSTRACT
Background: Over the last few decades, more attention has been paid to the physician gender
pay gap and more interventions have been attempted. This paper discusses the physician gender
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pay gap between 2017 and 2021 in Maryland. 2025

Methods: An online cross-sectional survey was distributed to over 10,000 physicians in the é\gggpmd 10 Zeplember
Maryland Medical Society, featuring questions regarding employment characteristics, compensation,

impact of the COVID-19 pandemic, and educational debt. Using descriptive and regression KEYWORDS
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analyses, we explored cross-sectional associations between gender and employment characteristics.
Results: Male physicians reported a significantly higher average 2020 pre-tax income ($333,732
per year) than female physicians ($225,473 per year, p<0.001), amounting to a nearly 50%
difference in raw income, consistent with a previously reported pay gap in 2016. Women
physicians earned 31.5% less than their male colleagues in 2020 and were projected to earn
28.7% less in 2021. Female physicians were also more likely to have educational debt (33.6%
vs.12.9%, p<0.001) and also more likely to have a high burden of debt, with 36% owing over
$200,000 in education loans, compared to 14.7% of men (p<0.01).

Conclusion: The physician gender pay gap in Maryland has remained relatively stable over four
years, including the period of the COVID-19 pandemic.

KEY MESSAGES

- The physician gender pay gap in Maryland has remained stable over four years, including the
period of the COVID-19 pandemic.

« Female physicians earned over 30% less than male physicians in Maryland in 2020.

«  Female physicians are more likely to have educational debt, and when they do, they have a
greater magnitude of debt.

Introduction The physician gender pay gap has been well doc-
umented in different countries (the United States,
Canada, Japan, the United Kingdom) [1,5,12-18], dif-
ferent states, [19] and different contexts (among
Medicare-participating physicians, academic physi-
cians) [2,6,9,20-22] over the years, yet it is clear that

There is much to do to achieve gender equity—in the
broader world, as well as in the world of medicine. The
physician gender pay gap begins at the very begin-
ning of a career with the starting salary [1-3] and

compounds over the course of the career, with effects
lasting even after the end of the career by significantly
decreasing available retirement income. Even after
specialty, provider, and practice characteristics have
been adjusted for, the pay gap remains steadfast
[2,4-11].

it remains persistent. The reasons for its stubborn
endurance are multifactorial, as are the reasons for
the gender pay gap itself [11]. Accordingly, any
attempt at addressing the problem must be multifac-
torial as well, operating at different levels to prevent
potential inequity at each step. Some solutions are
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more straightforward to implement than others, with
a body of evidence to support their efficacy in nar-
rowing the gap; others require time, patience and
persistence.

Therefore, it is critical to have transparent data
reporting on the current state of the physician gender
pay gap as well as any progress towards ameliorating
it. While more attention has been paid to the gender
pay gap in recent years, resulting in various interven-
tions, the COVID-19 pandemic has greatly impacted
physician income and burnout [23], with dispropor-
tionate effects on female physicians. The goal of this
paper is to provide a clearer picture of the
post-pandemic physician gender pay gap in Maryland.

Methods
Study population

The Maryland Medical Society (MedChi) contracted
with Merritt Hawkins LLC to administer a compensa-
tion and work satisfaction survey that was developed
with input from physician members on the MedChi
Board. This online cross-sectional survey was sent to
physicians in Maryland within the Maryland Medical
Society between August and October 2021. Links to
the survey were distributed through email to over
10,000 physician members within the MedChi data-
base. Because this survey was administered through
MedChi and Merritt Hawkins, formal Institutional
Review Board approval was not obtained for this
study, particularly as the project was intended for
quality improvement and baseline assessment. The
project did not involve experimentation with human
subjects and all data was de-identified prior to our
analysis. There was no formal informed consent pro-
cess as the link was included in MedChi newsletters
and members could decide themselves if they wanted
to participate or not participate and no compensation
was provided for participation.

Survey design

The survey included questions on demographics (gen-
der, age and race/ethnicity), employment characteris-
tics (specialty, practice status, weekly work hours,
number of work days, number of work weekends,
non-clinical work hours), compensation (2020 pre-tax
income, projected pre-tax income for 2021, type of
compensation, type of production bonus and employ-
ment benefits), impact of the COVID-19 pandemic
(professional impact, income impact) and current lev-
els of educational debt.

Statistical analysis

We conducted descriptive analyses to summarize the
demographic and employment characteristics of physi-
cians participating in the study. We used Chi-square
tests to assess cross-sectional differences between
female and male physicians.

Using logistic regression analysis, we explored
cross-sectional associations between gender and
employment characteristics, including practice status,
work hours, income and the perceived professional
impact of the COVID-19 pandemic. To analyze pay dif-
ferences, we conducted ordinary least square (OLS) lin-
ear regression analysis using the natural log of pre-tax
income. The coefficients of the linear regression were
exponentiated to determine the percentage gap in
pay between female and male physicians. The regres-
sion analyses generally controlled for race, age, work
hours, practice status (i.e. independent practice versus
otherwise) and physician specialty.

Results
Participant and employment characteristics

A total of 340 physicians completed the survey (Table
1). Of these, most were male physicians (57.4%) aged
55-73years (48.5%). Male physicians were generally
older (59.8% were aged 55-73) than female physicians
(47.2% were aged 39-54, p<0.001). Most participants
self-identified as White (65.3%) and practiced inde-
pendently (37.4%). Of those employed at an organiza-
tion, most worked at a physician-owned medical group
(16.9%), an academic facility (12.2%), or a
hospital-owned medical group (11.9%).

Most physicians worked over 40hours per week
(65.6%). On average, participants reported doing
11.9hours of non-clinical work a week (standard devi-
ation (SD)=12.3) and working 4.8 days per week (SD =
1.1). Most physicians (69.2%) worked at least one
weekend a year.

Participants reported an average 2020 pre-tax
income of $287,616 a year and projected an average
pre-tax income of $298,854 for 2021. About half of
physicians believed their current income was reason-
able (50.6%). When asked how COVID-19 affected their
income compared to the previous year, nearly half
(46.2%) said their income was lower.

The most common form of compensation was sal-
ary with a production bonus (32.5%), followed by sal-
ary only (29.9%), and compensation on a pure
production basis (20.7%). The most common types of
production bonus were relative value units (RVUs)
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Table 1. Participant and employment characteristics, total and by gender.

Total (N=340) Females (N=144) Males (N=194)
Variable n % n % n % p-Value*
Gender 338 100.00 - - - -
Female 144 42.60 - - - -
Male 194 57.40 - - - -
Age 338 100.00 144 100.00 194 100.00 0.000
Less than 23years old 0.00 0.00 0.00 0.00 0.00 0.00
23-38years old 50.00 14.79 27.00 18.75 23.00 11.86
39-54years old 111.00 32.84 68.00 47.22 43.00 22.16
55-73years old 164.00 48.52 48.00 3333 116.00 59.79
74years or older 13.00 3.85 1.00 0.69 12.00 6.19
Race/ethnicity 337 100.00 144 100.00 193 100.00 0.008
Asian or Asian American 54.00 16.02 16.00 1101 38.00 19.69
Black of African American 24.00 7.2 18.00 12.50 6.00 3.1
Hispanic, Latino, Latina or Latinx 8.00 237 2.00 1.39 6.00 3.11
Middle Eastern or Northern African 10.00 297 3.00 2.08 7.00 3.63
White 220.00 65.28 96.00 66.67 124.00 64.25
Prefer not to disclose/Other 21.00 6.23 9.00 6.25 12.00 6.22
Practice status 337 100.00 144 100.00 193 100.00 0.096
Employed by a community health centre 14 415 9 6.25 5 2.59
Employed by a hospital 18 534 10 6.94 8 4.15
Employed by a hospital-owned medical 40 11.87 14 9.72 26 13.47
group
Employed by a physician-owned medical 57 16.91 22 15.28 35 18.13
group
Employed by an academic facility 41 12.17 25 17.36 16 8.29
Employed by an urgent care centre 2 0.59 1 0.69 1 0.52
Employed by the government/VA 7 2.08 4 2.78 3 1:55
Independent 126 37.39 48 33.33 78 40.41
Other 32 9.50 1" 7.64 21 10.88
Hours worked per week 337 100.00 144 100.00 193 100.00 0.015
0-10h 9 2.67 1 0.69 8 4.15
11-20h 8 2.37 2 1.39 6 3.1
21-30h 23 6.82 17 11.81 6 3.1
31-40h 76 22.55 32 2222 44 22.80
41-50h 99 29.38 43 29.86 56 29.02
51-60h 81 24.04 31 21.53 50 2591
61-70h 27 8.01 9 6.25 18 9.33
71-80h 8 2.37 6 4.17 2 1.04
81h or more 6 1.78 3 2.08 3 1:55
Non-clinical hours worked per week 337 144 193 0.203
Mean 11.96 12.94 11.22
SD 12.25 13.56 11.17
Days worked per week 337 144 193 0.345
Mean 4.81 4.75 4.86
SD 1.08 1.09 1.07
Weekends worked per year 338 100.00 144 100.00 194 100.00 0.300
None 104 30.77 40 27.78 64 32.99
1-5 54 15.98 28 19.44 26 13.40
6-10 45 1331 17 11.81 28 14.43
11-15 43 12.72 21 14.58 22 11.34
16-20 24 7.10 9 6.25 15 7:73
21-25 29 8.58 16 1.1 13 6.70
26 or more 39 11.54 13 9.03 26 13.40
Current pre-tax income (FY 2020; in 331 141 190 0.000
thousands)
Mean 288 225 334
SD 192 145 209
Projected pre-tax income for 2021 (in 328 139 189 0.000
thousands)
Mean 299 235 346
SD 233 163 264
Compensation type 338 100.00 144 100.00 194 100.00 0.529
Salary only 101 29.88 45 31.25 56 28.87
Salary with production bonus 110 3254 49 34.03 61 31.44
Pure production bonus 70 20.71 24 16.67 46 23.71
Income guarantee 9 2.66 3 2.08 6 3.09
Other 48 14.20 23 15.97 25 12.89
Type of production bonus? 227 - 85 - 142 -
Net collections (yes) 73 32.16 26 30.59 47 33.10 0.695
Quality/value metrics (yes) 69 30.40 30 35.29 39 27.46 0.215
Gross billings (yes) 13 573 6 7.06 7 493 0.504
RVUs (yes) 76 3348 35 41.18 41 28.87 0.057
Employer provides benefits 338 100.00 144 100.00 194 100.00 0.542

(Continued)
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Table 1. Continued.

Total (N=340)

Females (N=144) Males (N=194)

Variable n % n % n % p-Value*
Yes 31 92.01 134 93.06 177 91.24
Type of benefits? 311 - 134 - 177 -
Health insurance 249 80.06 107 79.85 142 80.23 0.935
Malpractice insurance 272 87.46 119 88.81 153 86.44 0.533
Retirement (401k, pension, etc.) 263 84.57 118 88.06 145 81.92 0.138
Disability insurance 177 56.91 84 62.69 93 52.54 0.074
Dental insurance 205 65.92 93 69.40 112 63.28 0.259
Life insurance 171 54.98 78 58.21 93 52.54 0.320
Education loan forgiveness 14 4.50 7 5.22 7 3.95 0.593
Current income is reasonable 338 100.00 144 100.00 194 100.00 0.013
Extremely unreasonable 33 9.76 17 11.81 16 8.25
Somewhat unreasonable 88 26.04 49 34.03 39 20.10
Neither reasonable nor unreasonable 46 13.61 20 13.89 26 13.40
Somewhat reasonable 115 34.02 38 26.39 77 39.69
Extremely reasonable 56 16.57 20 13.89 36 18.56
How COVID-19 affected participant’s 2020 338 100.00 144 100.00 194 100.00 0.097
income compared to previous year
Much lower 61 18.05 27 18.75 34 17.53
Slightly lower 95 28.11 35 24.31 60 30.93
About the same 154 45.56 72 50.00 82 42.27
Slightly higher 21 6.21 10 6.94 11 5.67
Much higher 7 2.07 0 0.00 7 3.61
Ways in which COVID-19 affected 322 - 140 - 182 -
participants professionally?
| was not affected professionally by 164 50.93 67 47.86 97 53.30 0.333
COVID-19
| joined another practice 14 435 3 2.14 1 6.04 0.089
| was furloughed 10 3.11 4 2.86 6 3.30 0.822
| found work in another field 8 248 2 1.43 6 3.30 0.286
My practice closed 15 4.66 4 2.86 1 6.04 0.179
| retired 2 0.62 1 0.71 1 0.55 0.852
Other 123 38.20 59 42.14 64 35.16 0.201
Current level of educational debt 337 100.00 143 100.00 194 100.00 <0.001
None 264 7834 95 66.43 169 87.11
$1-50,000 21 6.23 9 6.29 12 6.19
$50,001-100,000 10 297 8 5.59 2 1.03
$100,001-150,000 9 2.67 5 3.50 4 2.06
$150,001-200,000 7 2.08 5 3.50 2 1.03
More than $200,000 26 772 21 14.69 5 2.58

FY: fiscal year.
2Respondents could select more than one answer.
*Chi-square test for differences between men and women.

(33.5%), net collections (32.2%), and quality metrics
(30.4%). The most common employment benefits were
malpractice insurance (87.5%), retirement benefits
(84.6%), and health insurance (80.1%).

Gender differences across employment
characteristics

Men were more likely to work more than 40hours per
week (66.8%) than women (63.9%, p=0.015; Table 1).
There were no statistical differences between men and
women regarding the number of non-clinical work
hours (p=0.203), the number of days of work per week
(p=0.345), and number of weekends worked a year
(p=0.300).

On average, men reported a significantly higher
2020 pre-tax income ($333,732 per year) than women
(5225,473 per year, p<0.001). Similarly, male physi-
cians projected a higher average pre-tax income for

2021 ($345,869 per year) than women ($234,926 per
year, p<0.001). A survey conducted by MedChi in
2016 showed a similar pay gap, with male physicians
reporting an average 2016 pre-tax income of $339,876
and a projected 2017 pre-tax income of $347,866
whereas female physicians reported an average of
$211,939 in 2017 pre-tax income (p<0.001) and a
projected 2017 pre-tax income of $229,114
(p<0.001) [24].

Men were also more likely to believe that their cur-
rent income was reasonable (58.3%) than women
(40.3%, p=0.013). Women were more likely to have
educational debt (33.6%) than men (12.9%, p<0.001).
Specifically, female physicians were more likely to owe
over $200,000 in education loans (14.7%) than men
(2.6%, p<0.01).

There were no statistical differences between men
and women around form of compensation, type of
production bonus, or employment benefits. Men were



as likely as women to say that the COVID-19 pandemic
affected their careers or income.

Associations between gender and employment
characteristics

In univariate and multivariate logistic models, gender
was statistically associated with whether a physician
believed their income was reasonable as well as with
having educational debt (Table 2). In univariate logistic
regressions, female physicians were half as likely as
men to think their income was reasonable (OR = 0.48;
Cl = 0.31-0.75; p=0.001). In logistic models controlling
for other personal and employment characteristics,
women had 57% lower odds of assessing their current
income as reasonable (aOR = 0.43; Cl = 0.27-0.68;
p<0.001) and were over two times more likely to have
school debt (@OR = 24; Cl = 1.2-45; p=0.010)
than men.

In the OLS linear regression model controlling for
personal and employment characteristics (Table 3),
women physicians were found to earn 31.5% less
income in 2020 than their male colleagues [adjusted
coefficient (B)=-0.38; CI=-0.51-0.24; p<0.001]. Similar
results were observed when using the projected 2021
pre-tax income, with female physicians expecting to
earn 28.7% less income in 2021 than male physicians
(B=-0.34; CI=-0.48-0.20; p<0.001).

Discussion

In 2020, female physicians in Maryland earned over
30% less than male physicians. At the time of the sur-
vey, a similar gender pay gap was projected for 2021.
Looking back to 2016, a previous survey demonstrated
a similar trend in the pay gap [24]. This suggests that
over the period of time between 2016 and 2020,
which included the brunt of the COVID-19 pandemic,
little progress was made towards narrowing the physi-
cian pay gap. This pay gap was consistent across dif-
ferent physician subgroups, including different
specialties and practice settings, and accordingly, con-
sistent with the enormity of the pay gap, female phy-
sicians were less satisfied with their current income.
In addition to reporting lower incomes, female phy-
sicians also reported a significantly higher burden of
educational debt. A greater proportion of female phy-
sicians reported having educational debt, and among
the physicians with debt, more women were likely to
have substantial (>$200,000) debt. This was possibly
secondary to female physicians having significantly
lower incomes and/or more financial obligations,
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including those related to family and domestic respon-
sibilities, and therefore more difficulty paying off debts.
Among the survey respondents, female physicians
were younger on average than male physicians, consis-
tent with the broader nationwide trend of increasing
proportions of women represented in medical school
and early careers [25,26]. Therefore, it is possible that
women physicians tended to be earlier in their careers,
when they had not yet had time to pay off their debts.
Regardless of the reasons, it is clear that women phy-
sicians face more financial burden at baseline and
lower earning potential. These effects will compound
over the course of a career.

The explanation for the pay gap, as well as its sta-
bility over time, is likely multifactorial. Though the pro-
portion of male physicians working more than 40hours
a week was slightly greater than that of female physi-
cians, there were no differences in non-clinical hours
worked per week, days worked per week, and week-
ends worked per year, making it unlikely that the
gender-based income disparity is a result of male phy-
sicians working longer hours. Given the multifaceted
nature of the physician gender pay gap, there are
many potential opportunities for intervention at differ-
ent structural levels.

On the societal level, the gender pay gap is not
unique to physicians, as similar income gaps have
been studied in a whole variety of professions, includ-
ing among masters of business administration (MBA)
graduates, lawyers, pharmacists, and nurses [27,28].
This is due, at least in part, to the gender-based distri-
bution of household responsibilities and childrearing,
leading to more unpaid labour and a greater workload
borne by women. Women physicians spend 100 more
minutes per day on household activities/childcare [29]
and often have to defer marriage and children while
training [30]. Women physicians are also more likely to
work part-time, as well as consider working part-time
early in their careers [31]. Among women who choose
to work part-time, family is the most commonly cited
factor and in turn the part-time work gender gap is
particularly pronounced among physician parents [31].
Given that women are more likely to have their work
schedules impacted by family and domestic responsi-
bilities, more flexible work schedules should be avail-
able, without consequences to career opportunities or
pay [3]. This means practical measures such as avoid-
ing scheduling meetings during school pick-up/
drop-off times and recruiting part-time staff for when
clinician-scientists are on family leave [16].

Women physicians also face discrimination from
both employers and patients [6,15,32]. Studies have
demonstrated that gender biases, even while small and
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Table 2. Associations between employment characteristics and gender.

Differences between Univariate analysis (N=340) Multivariate analysis (N=597)
men (=0) and Number of Crude odds Adjusted odds
women (=1) respondents ratio 95% Cl p-Value ratio 95% Cl p-Value
Practice status® 337
Employed by an 221 1 1
organization
Independent practice 126 0.74 0.47 1.16 0.184 1.01 0.62 1.63 0.983
Weekly work hours? 337
40h a week or less 116 1 1
More than 40h a 221 0.88 0.56 1.38 0.573 0.78 0.48 1.27 0.319
week
Weekly workdays® 337
5days a week or less 262 1 1
More than 5days a 75 0.93 0.55 1.56 0.782 0.98 0.56 1.71 0.943
week
Worked weekends a 338
year®
None 104 1 1
Works weekends 234 1.28 0.80 2.05 0.305 1.03 0.62 1.70 0.909
Reasonable income® 338
Otherwise 167 1 1
Income is reasonable 171 0.48 0.31 0.75 0.001 0.43 0.27 0.68 <0.001
(somewhat/
extremely
reasonable)
Compensation type: 338
salary onlyP
No 237 1 1
Yes 101 1.12 0.70 1.79 0.636 113 0.68 1.89 0.635
Compensation type: 338
salary with
bonus®
No 228 1 1
Yes 110 1.12 0.71 1.78 0.616 1.02 0.62 1.68 0.943
Compensation type: 338
pure production®
No 268 1 1
Yes 70 0.64 0.37 1.11 0.116 0.73 0.39 1.39 0.341
Bonus type: net 227
collections®
No 154 1 1
Yes I3 0.89 0.50 1.59 0.695 0.99 0.52 1.89 0.983
Bonus type: quality 227
metrics®
No 158 1 1
Yes 69 1.44 0.81 257 0.216 1.30 0.70 243 0.406
Bonus type: gross 227
billings®
No 214 1 1
Yes 13 1.46 0.48 4.51 0.506 1.82 0.55 6.04 0.325
Bonus type: RVUs® 227
No 151 1 1
Yes 76 172 0.98 3.03 0.058 1.59 0.84 2.99 0.153
Employment 338
benefits®
Otherwise 27 1 1
Has benefits 31 1.29 0.57 2.90 0.543 0.79 0.32 1.95 0.603
Benefit type: health 311
insurance®
No 62 1 1
Yes 249 0.98 0.56 1.71 0.935 0.57 0.30 1.1 0.097
Benefit type: 311
malpractice
insurance®
No 39 1 1
Yes 272 1.24 0.63 2.48 0.533 0.94 0.44 2.00 0.872
Benefit type: 311
retirement (401k,
pension, etc.)®
No 48 1 1
Yes 263 1.63 0.85 3.1 0.140 1.05 0.50 2.19 0.907
Benefit type: 311
disability
insurance®

(Continued)
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Differences between

Univariate analysis (N=340)

Multivariate analysis (N=597)

men (=0) and Number of Crude odds Adjusted odds
women (=1) respondents ratio 95% Cl p-Value ratio 95% Cl p-Value
No 134 1 1
Yes 177 1.52 0.96 2.40 0.074 1.33 0.80 2.21 0.274
Benefit type: dental 311
insurance®
No 106 1 1
Yes 205 132 0.82 2.12 0.260 0.83 0.47 1.47 0.521
Benefit type: life 311
insurance®
No 140 1 1
Yes 171 1.26 0.80 1.98 0.320 0.92 0.56 153 0.759
Benefit type: 311
educational loan
forgiveness®
No 297 1 1
Yes 14 134 0.46 391 0.594 1.12 0.35 3.54 0.848
COVID-19 affected 338
participant’s 2020
income compared
to previous year®
Otherwise 182 1 1
Yes (income was 156 0.80 0.52 1.24 0.325 0.96 0.58 1.57 0.860
much/slightly
lower)
Educational debt® 337
No debt 264 1 1
Has school debt 73 3.42 1.98 5.89 <0.001 2335 1.23 4.50 0.010

aln multivariate model, results are adjusted for race, age, specialty and practice status.
bIn multivariate model, results are adjusted for race, age, weekly work hours, specialty and practice status.

Table 3. Associations between income and gender.

Model 1 Model 2
In(2020 pre-tax In(projected 2021
income) pre-tax income)
Variables
Female —0.378*** —0.338***
(0.0693) (0.0701)
Work hours 0.455%** 0.452%**
(0.0786) (0.0842)
Race 0.0384* 0.0393*
(0.0217) (0.0220)
Age —0.121%* —0.138***
(0.0471) (0.0477)
Specialty 0.00616 0.00817
(0.00658) (0.00687)
Practice status 0.00939 0.0108
(0.0141) (0.0152)
Constant 12.36%** 12.37*%
(0.149) (0.154)
Observations 323 319
R-squared 0.197 0.167
Robust standard errors in parentheses.
*p<0.1.
*#*p < 0.05.
45 <0.01.

unconscious, can impact women’s careers in meaning-
ful ways at many points, including hiring, salary, and
promotion decisions [6,33]. These biases are amplified
when women are mothers [6,31,34]. In addition to
implicit bias, sexual harassment plays a role, affecting
nearly a third of women clinician-researchers [32].
Patients bring biases into the clinical setting as well,
expecting certain characteristics of care—longer visits,

more patient-centred communication—from their
female providers [35]. Institutions should provide train-
ing to address implicit and explicit bias to all clinicians,
particularly those in leadership positions [36].

At the level of insurance structure and policy, the
system of reimbursement in the United States places
emphasis on volume rather than quality clinical care or
outcomes [26,37,38]. In the primary care setting,
female physicians generate less visit revenue and a
comparatively lower volume of visits than their male
counterparts, but spend more time in direct patient
care per visit, per day, and per year [39]. Women phy-
sicians tend to spend more time with their individual
patients and use more patient-centered communica-
tion, perhaps in part due to patient expectations
[37,40-42]. However, volume- and procedure-based
reimbursement structures disincentivize such an
approach [38]. In addition to spending more time with
their patients [41], female primary care physicians doc-
ument more diagnoses [42] and place more orders.
This leads to female physicians spending half an hour
more each day in the electronic health record, equiva-
lent to three additional 40hour-work weeks per year
[43]. This potentially contributes to burnout disparities
in addition to wage disparities.

As has been suggested [15,26,37,39,44], this differ-
ence in paradigms of care presents an opportunity for
reform as health systems move towards time- and
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value-based billing and other compensation models that
account for measures of outcomes and patient experi-
ence. The changes that are already happening are both
necessary and important, but it takes time and effort
from all stakeholders for meaningful systemic change.
Until then, there are possible solutions that operate
within the existing paradigm, such as understanding
patterned variations in patient expectations and provid-
ing more options in visit length for patients who have
more psychosocial concerns or care coordination needs
and then coding appropriately for counselling [35].

On the level of field of medicine more broadly,
there exist pay gaps between specialties. Female rep-
resentation tends to be greater in specialties that com-
pensate less, such as primary care, and within individual
specialties, female physicians tend to favor less
procedure-heavy subspecialties [37]. Put another way,
the specialties that have a greater proportion of
women are also the specialties that pay less to all phy-
sicians within that specialty [8]. The underlying factors
for why women pursue less procedural specialties even
as early as medical school are not well understood
and elucidating and addressing these reasons may be
a first step in closing the pay gap [45]. But even after
accounting for differences in specialty choice, the gen-
der pay gap is persistent within specialties and their
subspecialties [2,7,37,46,47].

At the level of the medical institution, particularly in
academic contexts, women physicians often face barri-
ers to financial advancement at various points in their
careers. Awareness of existence and extent of the
problem is necessary in order to address the problem,
and thus salary transparency is essential in addressing
the gender pay gap [9,36]. This means making hiring
and promotion practice data—including starting sala-
ries and pay raises—available on the aggregate and
institutional level, stratified by gender and other
demographic characteristics [36]. The American Medical
Association, the American College of Physicians, and
other physician groups have taken the first steps
towards this goal by crafting new policies to promote
pay transparency [2]. Given that the pay gap is estab-
lished early on with starting salaries, institutions should
seek to achieve gender-neutral equality in starting sal-
aries, as well as salary growth rates and pay raises [2].
Women may also place less emphasis on salary nego-
tiation during initial hiring and subsequent salary
increase negotiations. Given that residency programs
typically lack formalized training in negotiation skills,
incorporating such skills into training may help all
trainees, particularly women [15].

Even after acquiring their initial positions, women
experience greater lag time before promotion and

tenure, as well as less representation in leadership
roles [20,48]. Gender equity initiatives should involve
active recruitment of women in leadership positions
and the thoughtful provision of mentorship and spon-
sorship [36]. Targeted mentorship programs like the
one developed by the Society of General Internal
Medicine, which pairs women early in their academic
medicine careers with senior faculty members over a
formalized two-year relationship focused on career
advancement [45], allow for personalized support.
Institutional  support is critical as “bottom-up”
approaches that rely on the additional labour of the
people the programs are designed to support result in
less efficacy [49]. Top-down approaches that begin
with leadership have a higher likelihood of success [50].

Strengths of this study include that its ability to
leverage the extensive database of the Maryland
Medical Society—over 10,000 physicians—and that it
was able to provide cross-sectional data from two
years, 2016 and 2020, before and during/after the pan-
demic. Limitations include the survey model, which
relies on cross-sectional and self-reported information,
particularly when projecting income. Furthermore, only
a subset of physicians completed the survey and there
may have been duplicate emails in the physician data-
base, factors which both led to a smaller sample size
and, accordingly, greater confidence interval. There is a
self-selection bias in the data in that those who chose
to respond to the survey may be different than those
who did not, which means that these results may be
over- or underestimating the gender pay gap. Finally,
while some of the questions on the 2016 and 2020
surveys were the same, the surveys were not identical.

Conclusion

In Maryland, there exists a significant physician gender
pay gap that has remained persistent the last several
years and is compounded by a gender gap in educa-
tional debt. Evaluating the current state of gender pay
equity in medicine is imperative, particularly as we
think about and implement potential solutions.
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