
Perspective   

The NEW ENGLAND JOURNAL of MEDICINE

﻿

n engl j med﻿﻿  nejm.org ﻿  1

The Association of American Medical Colleges 
(AAMC) has issued a new assessment of sala-
ry disparities among U.S. physicians according 

to gender, race, and their intersection that reaffirms 

a persistent gender pay gap.1 
Building on decades of research 
demonstrating that female physi-
cians across practice types, spe-
cialties, and ranks earn less than 
their male counterparts even af-
ter adjustment for potential con-
founders, the AAMC provides 
much-needed detail on the asso-
ciations of compensation with 
race, ethnic background, and gen-
der among academic physicians 
in the United States.1,2 The find-
ings are both striking and famil-
iar. In an echo of trends in the 
U.S. labor market as a whole, fe-
male academic physicians, regard-
less of racial or ethnic group, 
earn less than men of every ra-
cial and ethnic group. As com-
pared with male physicians in 
their own racial or ethnic groups, 
White women earn 77 cents on 
the dollar, Black women 79 cents, 

and Asian women 75 cents. Al-
though these data derive only 
from academic medical institu-
tions, they reflect the compensa-
tion of 60,000 physicians.

Our approach to compensat-
ing physicians is in desperate 
need of improvement. Not only 
have our traditional methods 
failed to meaningfully prioritize 
quality and outcomes of care, 
they have also generated a gen-
der pay gap that is one of the 
largest in the U.S. labor market, 
with inequities beginning right 
out of training.3 The majority of 
U.S. physicians are now employ-
ees, rather than practice owners, 
and their organizations have im-
plemented quality-improvement 
programs that, recognizing the 
complexity of the forces affect-
ing quality and the interdepen-
dence of outcomes, deploy mod-

els of continuous innovation and 
evaluation. We believe institutions 
need to extend this approach to 
efforts to achieve salary equity.

As leaders grapple with this 
goal, they should reflect on com-
ponents of the compensation cal-
culus that reward the way male 
physicians have lived and engaged 
professionally for generations.4 
Viewing compensation determina-
tion through this new lens re-
veals its traditional methods to 
be a crucible in which the myriad 
forces that diminish women’s per-
ceived professional value within 
a medical institution converge.4 
These forces are interrelated, 
and addressing one requires un-
derstanding and mitigating the 
others.

Compensation methods for 
employed physicians typically in-
volve a formula of base salary 
(predicated on commercially avail-
able benchmarking data) plus 
monetary rewards for seniority, 
leadership, and productivity. This 
framework contributes structur-
ally to gender-based salary ineq-
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uities because women’s earning 
potential is diminished in each 
domain (see diagram). For exam-
ple, there is often a considerable 
difference between the low and 
high ends of base-salary ranges, 
which allows organizations sub-
stantial leeway in setting com-
pensation. Salary expectations and 
vigor of negotiation during ini-
tial hiring are critical to estab-
lishing where an employee falls in 
that range, and these factors are 
particularly vulnerable to gender 
bias. Productivity-based compen-
sation is affected negatively by 
increased demands for organiza-
tional service and increased time 
spent with patients, which re-
sults in better outcomes but low-
er volumes for female physicians 
than for male physicians. Simi-
larly, women’s historically limited 
access to formal leadership roles 
and less sponsorship for taking 
on these roles translates into 
less compensation for perform-
ing them.

To identify, acknowledge, and 
address these contextual forces, 
organizations need to explore a 
phenomenon known as second-
generation gender bias, which is 
not overt, like the sexism that 
was common before Title VII of 
the Civil Rights Act of 1964 and 
Title IX of the Education Amend-

ments of 1972.5 Instead, it in-
volves prejudices that are embed-
ded in unconscious beliefs about 
what leaders look like, how men 
and women should behave, and 
how women’s work is assigned 
and valued in our professional in-
stitutions and society. These pre-
scriptive norms obstruct talented 
women from reaching their pro-
fessional potential and receiving 
the same pay as men in compa-
rable positions. They perpetuate 
the gendered career paths, dispa-
rate responsibility for tasks that 
do not lead to promotion, and 
penalties for leading and negoti-
ating that women face in the 
workplace and that strongly in-
fluence metrics determining phy-
sician compensation.

In health care, women tend to 
advance in areas that are consul-
tative and supportive (e.g., facul-
ty affairs dean, chief human re-
source officer) rather than those 
with quantitative or significant 
managerial responsibility (e.g., re-
search dean, chief operating of-
ficer). The latter roles are incuba-
tors for dean and chief executive 
officer positions and thus gate-
ways to the compensation ac-
companying the most senior ex-
ecutive positions. Similarly, female 
trainees continue to be directed 
toward certain specialties, such 

as pediatrics, that are seen as re-
quiring traditionally “feminine” 
attributes (e.g., nurturing quali-
ties, relationship orientation) and 
away from procedural and more 
technical specialties such as ortho-
pedics. This phenomenon, known 
as occupational gender segrega-
tion, has tremendous conse-
quences for pay equity: in the 
U.S. labor market, a loss of pres-
tige and decline in earnings tend 
to occur after a large number of 
women enter a field or occupa-
tion. When an entire specialty 
loses ground in relative compen-
sation and therefore salary bench-
marks, the earning potential of 
all women entering that field is 
put at considerable risk.

Long-standing cultural expec-
tations regarding women’s be-
havior remain at odds with well-
accepted traits of leaders and high 
performers, even though organi-
zations with female leaders often 
outperform those with male lead-
ers. Women in the workplace are 
expected to be both directive and 
participative, decisive and caring, 
and executive and approachable, 
and they face backlash when their 
behavior violates these stereo-
types. Women are consistently 
evaluated more negatively than 
similarly qualified men as they 
navigate the expectations of fem-
ininity while simultaneously ful-
filling requisites of advancement 
and leadership.

Nowhere do these unconscious 
social demands manifest more 
clearly than in job negotiations, 
during which women are subject 
to a likability standard that men 
exhibiting similar behaviors are 
not. The prevailing cultural nar-
rative that women are less skilled 
negotiators than men is too sim-
plistic and contradicts decades of 
experimental research. In fact, 
women do negotiate, but when 

Factors Reflecting Second-Generation Gender Bias in the Traditional Domains 
of Physician Compensation.

Base Salary

Negotiation penalty
Occupational gender segregation

Productivity

Greater organizational service
More domestic duties and 

part-time work
Increased time with patients
Pregnancy, maternity leave

Rank and Seniority

Negative performance evaluations
Fewer promotions

Leadership Premium

Fewer formal leadership opportunities
Less sponsorship

Total Cash
Compensation
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they do, they tend to be viewed as 
less hireable. Therefore, women 
and men face very different costs 
when deciding to question com-
pensation offers and to ask for 
more salary and resources. Though 
it’s understandable given the po-
tential downside, a decision not 
to negotiate has tremendous con-
sequences for pay equity, total 
earnings, and life choices over a 
long career.

Few health care leaders would 
argue against equal pay for equal 
work, but many are daunted by 
the prospect of operationalizing 
this concept. Organizations can 
begin by conducting salary audits, 
especially at critical career inflec-
tion points such as initial hiring 
and promotion, and implement-
ing process changes that support 
equity (e.g., establishing a stan-
dard salary benchmark for new 
hires and requiring review for of-
fers above or below it). They can 
also explore, with an eye toward 
equity, factors driving compensa-
tion calculations and adopt frame-
works that consider both gender 
disparities in opportunity (e.g., 
leadership representation) and 
reward for mission-aligned pock-
ets of productivity where women 
traditionally excel (e.g., citizen-
ship and quality of care). Institu-
tions can rotate critical citizen-
ship roles, redefine productivity 
beyond the relative value unit to 
reflect contemporary goals such 
as reduced costs of care, and re-

quire unconscious-bias training 
for everyone involved in recruit-
ment, hiring, evaluation, promo-
tion, and salary setting.

Organizations will need to 
scrutinize not only compensation 
methods, but also differences in 
access to the resources necessary 
for demonstrating productivity, 
ranging from support staff to slots 
in operating-room schedules, as 
well as the nature, frequency, and 
patterns of physician-to-physician 
referrals. And they will have to 
monitor gender representation and 
salary equity over time in hiring, 
promotion, and leadership ap-
pointments, because we can man-
age only what we measure.

To close the pay gap in medi-
cine, institutional leaders and 
their colleagues in human re-
sources and finance will need to 
scrutinize basic assumptions un-
derlying compensation methods 
to understand the expectations 
and outcomes they generate, cre-
ate new approaches that better 
account for women’s traditional 
contributions and related biases, 
and track and report gender met-
rics at all compensation touch 
points, especially in initial hiring. 
In addition, as policymakers and 
payers debate alternative payment 
models that prioritize quality and 
value, they must consider the ways 
in which new frameworks risk 
recapitulating gender biases. In 
an era when half of medical stu-
dents are women, we will not suc-

ceed as a profession unless our 
institutions commit to process 
improvement to reshape practices 
and patterns of workplace inter-
action that inadvertently benefit 
men, disadvantage women, and 
sustain an unjustified and deeply 
troubling gender pay gap among 
our ranks.
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