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Female physicians earn sub-
stantially less than their male 

counterparts in the United States. 
These disparities exist across spe-
cialties and over the career course.1 
Gender-based pay disparities in 
medicine mirror those document-
ed in other professions, including 
law and business.

The drivers of these disparities 
are complex. Women are relatively 
underrepresented in higher-paid, 
procedural specialties, which ex-
plains some of the pay gap among 
physicians in general. Women 
also may be more likely to cut 
back on hours worked during 
their careers or to choose posi-
tions that permit more flexibility, 
which contributes to gaps within 
individual specialties. Yet pay dis-
parities persist even in specialties 
such as primary care, where, for 
example, female physicians gen-
erate 11% less visit revenue per 
year than male physicians in the 
same practice.2 This disparity ex-
ists despite female and male pri-
mary care physicians (PCPs) per-
forming generally the same roles, 
given the relatively low preva-
lence of specialization and pro-
cedural concentration in primary 
care. Primary care can therefore 
provide insights into the drivers 
of and potential solutions to gen-
der-based pay disparities.

PCPs are typically compensat-
ed on the basis of the amount of 
revenue they generate from pro-
viding office-based care. This rev-
enue generally comes in the form 
of fee-for-service (FFS) payments 
based on evaluation-and-manage-

ment billing codes submitted to 
insurers. As highlighted in a re-
cent National Academies of Sci-
ences, Engineering, and Medi-
cine (NASEM) report,3 primary 
care compensation is largely 
based on a fragmented payment 
system that reimburses for indi-
vidual services rather than whole-
person care. This system creates 
incentives for suboptimal pat-
terns of care delivery; as current-
ly deployed, it also perpetuates 
pay disparities.

Data suggest that female PCPs 
spend more time with patients2 
and on electronic-messaging ac-
tivities4 than male PCPs, which 
results in more total and after-
hours work time. Consequently, 
despite often working more 
hours per scheduled session, fe-
male physicians see, on average, 
fewer patients per session and 
therefore generate less evalua-
tion-and-management revenue 
than their male colleagues. One 
justification for this difference 
could be that female physicians 
are simply less efficient than 
male physicians, which is then 
reflected in their pay.

But the explanation isn’t so 
simple. To begin with, the whole-
person, continuous, comprehen-
sive care provided by PCPs sel-
dom fits neatly into the confines 
of a visit,3 particularly since care 
is increasingly asynchronous, 
provided by means of electronic 
messaging or phone calls. As a 
result, physicians perform a sub-
stantial amount of uncompen-
sated work, often completed af-

ter hours, that is separate from 
revenue-generating office visits. 
Evidence suggests that these de-
mands are amplified for female 
physicians, who receive 26% and 
24% more electronic messages 
per month from patients and 
staff, respectively.4 In addition, 
female physicians face different, 
gendered expectations during 
visits2; patients disclose more in-
formation and issues to female 
physicians, including more psy-
chosocial issues, and expect 
more empathetic listening from 
them, which adds to visit time.4 
Different expectations of and de-
mands on female physicians 
probably contribute to lower av-
erage productivity, as measured 
by number and complexity of vis-
its, and ultimately to pay dispari-
ties.2 Yet such care-delivery and 
patient-interaction patterns may 
also be a factor in female physi-
cians’ better performance on 
clinical quality metrics.5 These 
aspects of performance aren’t 
recognized in visit-based pay-
ment schemes, though some re-
lated quality measures are being 
incorporated into incentive pro-
grams for payers that variably fil-
ter down to primary care.

A more equitable system 
would fairly compensate all PCPs 
for providing relationship-based 
care while maintaining incen-
tives related to productivity, 
quality, and access to care and 
supporting workforce well-being; 
it would also need to acknowl-
edge the imperative for most or-
ganizations to maximize FFS 
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revenue. What will it take to cre-
ate such a system?

To enhance pay equity under 
the existing visit-based FFS sys-
tem, leaders could consider bas-
ing compensation on three major 
components: the synchronous 
and asynchronous work effort in-
volved in taking care of a panel 
of patients, the value and quality 
of the care delivered by a PCP, 
and the degree and type of coor-
dination and communication in-
volved in care delivery (see fig-
ure). In addition to the traditional 
productivity measures (such as 
number of visits and visit com-
plexity) assessed in an FFS sys-
tem, the work effort involved in 
caring for a panel depends on 
the characteristics of the includ-
ed patients, the infrastructure of 
the PCP’s practice, and charac-
teristics of the individual PCP 
(which affect the other compo-
nents and wouldn’t necessarily 
be factored into compensation).

Panel characteristics that 
could be considered in assessing 
work effort include panel size, 
the complexity of patients’ medi-
cal diagnoses and social needs, 
patients’ communication styles 
and frequency, and features of 
patient–physician correspondence 
and decision making. Although 
measuring some components of 
work effort (such as number of 
visits, panel size, or electronic-
message volume) may be straight-
forward, measuring others (such 
as aspects of patient–physician or 
PCP–staff interactions and ex-
pectations of staff and patients 
for physicians) may be more dif-
ficult, require proxy measures, or 
not currently be feasible.

Existing systems for assessing 
value and quality of care are 
complex and don’t deliver the in-

formation that is most important 
to patients and clinicians while 
adequately considering the extent 
to which any measure is realisti-
cally within a physician’s control. 
Current approaches rely on pro-
cess measures, such as physicians’ 
reviewing performance on pre-
ventive screening measures and 
clinical outcome measures (such 
as blood pressure control) for their 
patient panels, but some health 
care leaders have called for rei-
magining quality measurement 
to reduce burden and make mea-
sures more relevant for patients 
and clinicians. Measures that 
could be considered include those 
related to the provision of low-
value or inappropriate care and 
those that capture the extent to 
which physicians consider and 
discuss patients’ goals and pref-
erences, for instance by means of 
advance care planning. Any mea-
sure that is based on outcomes 
should be adjusted for the com-
plexity of patients’ diagnoses and 
social needs to avoid penalizing 
PCPs who take care of sicker-
than-average or marginalized pa-
tients; however, conducting such 
risk adjustment at the level of the 
individual physician can be 
fraught.

Finally, given the centrality of 
continuity and coordination to 
primary care delivery, PCPs 
could be rewarded for coordi-
nating with specialists; seeing 
their patients over multiple visits, 
thereby supporting continuity of 
care; and being responsive to pa-
tients’ needs. Although patient 
experiences and satisfaction are 
important, there are challenges 
associated with existing patient-
experience measures (such as pa-
tients’ tendency to provide lower 
ratings for female physicians than 

male physicians). Leaders could 
therefore consider rewarding phy-
sicians for excellent performance 
on these measures without mak-
ing them central components of 
compensation.

Adjustment of physician com-
pensation for nontraditional com-
ponents of work effort, as well as 
for quality of care and degree of 
coordination, may require redis-
tribution of the revenue generated 
under the current reimbursement 
system or additional funding 
sources. Ideally, these sources 
would include payments flowing 
to physician organizations under 
value-based contracts or quality-
incentive programs such as the 
Merit-Based Incentive Payment 
System.

In addition, primary care pay-
ment reform could be considered 
through the lens of gender-based 
pay inequities. The NASEM report 
calls for a hybrid system that in-
corporates a fixed, prospective 
payment for a defined patient pop-
ulation over a specified period.3 
Such primary capitation frees 
physicians to deliver the care that 
is best for their patients in the 
most appropriate manner — asyn-
chronously or in person — and 
might help address pay inequi-
ties. Like our proposed reforms 
under an FFS system, per-capita 
payments would need to be ad-
justed for observable features 
that are potentially associated 
with differential care demands, 
such as the patient panel’s socio-
economic status, complexity of 
medical needs, and communica-
tion patterns. Although adjusting 
for variables such as patients’ age 
and sex might be more straight-
forward, variables that are more 
difficult to observe, quantify, 
and adjust for (such as patients’ 
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communication styles and as-
pects of patient–physician inter-
actions) remain important con-
siderations, even under primary 
care capitation.

Gender-based pay disparities 
underscore the need to design a 
payment system that adequately 
compensates physicians for the 
thoughtful, relationship-based 
care that defines excellent primary 
care. A steady progression to-
ward payment for value, poten-

tially culminating in primary care 
capitation, might help reduce pay 
inequities among PCPs, though 
even capitation systems will need 
to account for differential de-
mands on female and male phy-
sicians. This progression, which 
could reward physicians of all 
genders who provide thoughtful, 
relationship-based primary care, 
could have a particular effect on 
female physicians, whose prac-
tice patterns aren’t adequately re-

warded under the current payment 
system, and on the patients they 
serve.

Disclosure forms provided by the au-
thors are available at NEJM.org.
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The deep effects of the Covid-19 
pandemic on frontline health 

care providers, especially nurses, 
have given rise to concerns about 
the demands of nursing work and 
the appeal of nursing careers. 
Though these concerns have spe-
cial resonance right now, this is 
not the first time apprehensions 

about the adequacy and sustain-
ability of the U.S. nurse work-
force have felt especially acute. In 
the mid-1990s, financial pres-
sures in the health care industry 
led to changes that created stress 
and insecurity among hospital 
nurses that culminated in sub-
stantial declines in the numbers 

of people enrolling in and gradu-
ating from nursing education pro-
grams. By 2001, these changes 
had fueled a large national short-
age of hospital registered nurses 
(RNs), estimated at 125,000 va-
cant positions. The American 
Hospital Association and the Joint 
Commission responded with nu-

Proposed Compensation Components in an Adjusted Fee-for-Service Payment Model.

PCP denotes primary care physician.

+ +

Work Effort
(major)

Value and
Quality of Care 

(minor)

Coordination and
Communication

(minor)

Traditional Productivity
No. of visits
Complexity and length of visit

Panel Characteristics
Panel size, adjusted for complexity of

medical diagnoses and social needs
Patients’ communication styles

(e.g., message and call volume,
length, frequency)

Panel–PCP interactions
Infrastructure

Staff–PCP interactions and expectations
Staffing or technology above clinic

or system baseline

Screening measures
Preventive care outcomes
New quality measures

Responsiveness to 
messages

Visit-based continuity
Coordination with

specialists

Work effort is also related to PCP character-
istics that would not be explicitly adjusted
for, including communication style (i.e.,
curt vs. empathic), facility with technology,
documentation style, and PCP’s approach
to collaboration on patient care. 

Outcomes are adjusted for
complexity of medical
diagnoses and social
needs.
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