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ABSTRACT

Background: In British Columbia, based on
Medical Services Commission reports, male
rheumatologists earn on average 31.2% more
than female rheumatologists. The reasons for
this disparity are not completely understood.

Methods: The Department of Medicine Rheu-
matology Equity Committee at the University
of British Columbia developed a survey that
the BC Society of Rheumatologists (BCSR)
distributed to its members. Survey questions
included domains such as demographics,
career stage, remuneration, time allocation,
work hours, duration of consult and follow-up
appointments, hours spent on indirect care,
and patient population.

Results: Forty-nine rheumatologists (67% of
BCSR members) responded. Women and men
worked the same number of hours per week
(42.5 and 42.6 hours, respectively). However,
71% of women earned less than $400 000
annually, compared with 33.5% of men.
Women spent longer on an initial consult (50.4
minutes versus 40.8 minutes for men) and had
more patients with complex connective tissue
disease and fewer with mechanical concerns
than did men.

Conclusions: There are significant differences in
the way that female and male rheumatologists
practise. Changing time-based billing codes
for complex initial consultations may be one
way to address these disparities.
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Background

In Canada, many physicians work under a
fee-for-service model, in which a physician
is remunerated a predetermined amount
for a rendered medical service.! It would,
therefore, be presumed that this payment
model entails equitable payment, given the
fee codes are irrespective of a physician’s
gender, race, or years in practice. With the
same medical training and qualifications,
physicians identifying as women or men
would be expected to provide the same
number and quality of medical visits. How-
ever, in Canada, gender pay gaps persist
universally across all specialties,” despite
a shift in gender distribution of the medi-
cal workforce with increasing numbers of
female physicians, a phenomenon termed
as “feminization” of the workforce.? This is
no exception in rheumatology. The number
of women accounted for less than one-third
of theumatologists in Canada in 1995 but
reached parity in 2015, and their numbers
have been increasing since.?

In Ontario, the gender income gap for
rheumatologists equated to a 35% difference
in favor of men for gross fee-for-service
payments in 2016.2 In British Colum-
bia, the Medical Services Commission of
the Ministry of Health publishes a public
online financial statement that summa-
rizes the fee-for-service payments made
to all physicians. Between 2018 and 2022,
female rheumatologists earned $348406

on average, whereas male rheumatologists
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earned $506 238 on average [Figure 1;
Figure 2]. This equates to a gender income
gap of 31.2% in favor of men for gross
fee-for-service payments. There was also
a 40.6% difference in the average gross
billings of the highest-earning woman
(average $799811) compared with the
highest-earning man (average $1347055)
from 2018 to 2022.4

Women with young children and
those early in their career are more likely
to work part-time,>® though after age 38,
the number of hours female practitioners
work increases to prior levels (before bear-
ing children).” Various other factors also
contribute to pay disparities, including
systemic bias in medical school,®® hir-
ing practices,'® promotions,'! clinical care
arrangements, and fee schedules;? however,
none of them are completely understood
or have been fully examined, particularly
in our local setting. The Department of
Medicine Rheumatology Equity Commit-
tee at the University of British Columbia
was created as a subcommittee within the
BC Society of Rheumatologists (BCSR)

to examine these factors.

Methods

We conducted a cross-sectional survey
of rheumatologists across BC. The sur-
vey questions included domains such as
demographics, career stage, remuneration,
time allocation, work hours, working with
trainees, duration of consult and follow-up
appointments, hours spent on indirect
care, patient population, and physician
roles outside of medicine (e.g., caregiver
for children). The questions were created
and voted on by the Department of Medi-
cine Rheumatology Equity Committee.
For the purposes of this study, gender was
referenced in a binary fashion, though we
acknowledge that further studies need to
include nonbinary gender identification
among physicians.

We sent out an electronic survey using
the University of British Columbia Qual-
trics website as a survey and data storage
platform. The BCSR distributed the sur-

vey to its mailing list of rheumatologists,
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FIGURE 1. Summary of Medical Services Commission financial reports, 2018-2022.3
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FIGURE 2. Average annual billings, 2018-2022.2

approximately 73 members who were reg-
istered and actively practising in 2022.The
survey was available for 1 month, from July
to August 2023. All responses were ano-
nymized. The results were analyzed using
descriptive statistics with examination of
means, proportions, frequencies, and stan-
dard deviations. Unpaired # tests and linear
regression models on R were conducted,
using an alpha significance level of < 0.05.
Ethics approval was obtained from the
University of British Columbia Research
Ethics Board.

Female M Male
Median billings
Female M Male
2020/2021 2021/2022

We focused on adult rheumatologists
because they are compensated via the
fee-for-service model in BC. We did not
survey academic pediatric rheumatolo-
gists because their remuneration models
are different.

Results

Forty-nine rheumatologists (67% of active
BCSR members) responded to the survey:
22 men (59% of male BCSR members) and
27 women (75% of female BCSR mem-
bers). Overall, a greater proportion of male
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rheumatologists had been in practice for
more than 20 years (43%) compared with
female rheumatologists (25%).

Self-reported annual remuneration indi-
cated that in 2023, 42.0% of female rheuma-
tologists earned less than $300000 annually,
29.0% earned $301 000 to $400000,17.0%
earned $401000 to $500000, and 12.5%
earned $501 000 to $800000 [Figure 3]. In
comparison, 29.0% of male rheumatologists
earned less than $300 000 annually, 4.5%
earned $301 000 to $400 000, 32.0% earned
$401 000 to $500 000, and 32.0% earned
$501 000 to $800 000 [Figure 3].

Mean number of hours worked per week
by female rheumatologists was similar to
that of male rheumatologists: 42.5 hours
versus 42.6 hours, respectively (P = .48).
Allocation of time for clinical care and oth-
er responsibilities (e.g., research, admin-
istration, teaching) was relatively equal
between women and men [Figure 4]. The
overall number of hours female and male
rheumatologists spent per week reviewing
results and reports (3.5 hours versus 3.9
hours, respectively; P = .28) and reviewing
CareConnect for external investigations
(2.5 hours for both women and men) was
not significantly different. The average time
female rheumatologists spent on an initial
consultation was 50.4 minutes, whereas
male rheumatologists spent on average
40.8 minutes (P =.0032). Increased consult
time for female rheumatologists was cor-
related with a reduction in salary (P=.002),
whereas there was no statistically significant
correlation between consult time and salary
for male rheumatologists (P = .084).

Female and male rheumatologists
reported the following patient presen-
tations in their practice, respectively:
mechanical concerns, 16.7% versus 28.0%
(P = .08); autoimmune inflammatory
arthritis, 52.0% versus 47.7% (not signifi-
cant); crystal arthritis, 9.9% versus 10.9%
(not significant); and complex connective
tissue diseases, 25.2% versus 16.3% (P =
.038) [Figure 5]. Compared with male
rheumatologists, female rheumatologists
had a numerically greater proportion of
patients with complex additional needs
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FIGURE 3. Annual remuneration reported by self-survey of rheumatologists, 2022-2023.
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FIGURE 4. Allocation of working hours reported by self-survey of rheumatologists, 2022-2023.
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FIGURE 5. Prevalence of diseases in patient population reported by self-survey of rheumatologists,

2022-2023.

CTD = complex connective tissue disease.
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across all domains (hearing loss, dementia,
mobility issues, depression, anxiety, history
of trauma, refugees, homelessness) except
English as a second language, though all
results were not statistically significant

[Figure 6].

Discussion

In our study, female and male rheumatolo-
gists worked on average the same number of
hours per week, but 71.0% of women earned
less than $400 000 annually compared with
only 33.5% of men.

We compared self-reported annual
remuneration to VISP billings. The average
self-reported remuneration for 2022-2023
was $384 830 for women and $454 460 for
men; MSP billings between 2018 and 2022
showed an average of $348 406 for women
and $506 238 for men. These results equate
to a pay gap of 15.3% and 31.2%, respective-
ly, in favor of men. This difference is likely
because our survey did not capture all rheu-
matologists practising in BC. Furthermore,
because our survey was anonymized, it was
not possible to directly compare individual
self-reported billings to MSP data.

In addition, the Blue Book bill-
ings reported by MSP capture only
fee-for-service payments, not other remu-
neration from, for exam-
ple, clinical teaching,
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FIGURE 6. Prevalence of patients with complex needs reported by self-survey of rheumatologists,

2022-2023.

were not statistically significant, male rheu-
matologists more frequently had patients
with mechanical concerns than did female
rheumatologists. This was not well captured
in our data, but mechanical concerns are
frequently accompanied by procedural
billing codes (e.g., injections) that increase
remuneration, and often less consultation
time is required to manage mechanical
concerns than complex connective tissue

diseases. In addition,

female rheumatolo-

on-call stipends (Medi-
cal On-Call Availability
Program), administra-
tive roles, clinical trial
funding, and pharma-
ceutical company hon-
oraria. However, the
overall allocation of
time among women
and men was similar,

Patients have different
expectations of female
and male physicians:
patients speak more and
disclose more biomedical
and psychosocial
information with female
physicians than with
male physicians.

gists more frequently
had patients with com-
plex additional needs
across the majority of
domains, which may
contribute to increased
consult length.

In our study, female
rheumatologists spent
on average 50.4 min-

with about 80% of time

spent by both groups

on clinical care; thus, most rheumatolo-
gist remuneration was from fee-for-service
billings.

Compared with male rheumatologists,
female rheumatologists more frequently
had patients with complex chronic con-
nective tissue disease. Although the results

utes on an initial con-

sult compared with 40.8
minutes by male rheumatologists. In an
average 8-hour working day consisting of
only new consults, this equates to 2.3 more
new patients seen in a day by male rheuma-
tologists than by female rheumatologists,
which is equivalent to a billing difference
of $551 daily. In 1 year with an average

of 250 working days, this amounts to an
annual difference of $137 750. Increased
consult time for female rheumatologists
was correlated with a reduction in salary.
Although more male rheumatologists than
female rheumatologists had been in practice
for more than 20 years, this was not associ-
ated with a difference in billings.

Our study confirms findings from other
research studies. In Canada, between 2000
and 2015, male rheumatologists saw 606
more new rheumatology patients per year
than did female rheumatologists and had
1059 more follow-up visits.> A 2018 sur-
vey of Canadian rheumatologists indicated
that, overall, there was no statistically sig-
nificant difference in median hours worked
per week by female and male rheumatolo-
gists (48 hours and 50 hours, respectively),
but women under 50 years of age worked
fewer hours than men under 50 years of
age (45 hours versus 50 hours, respectively;
P=.02).2

Based on our study and other pub-
lished research, it appears that female
rheumatologists spend more time with
their patients than do male rheumatolo-
gists, which results in fewer patients being
seen. There may also be a referral bias in
favor of women in terms of caring for more
psychosocially complex and vulnerable
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populations. Moreover, patients have dif-
ferent expectations of female and male phy-
sicians: patients speak more and disclose
more biomedical and psychosocial infor-
mation with female physicians than with
male physicians.” Therefore, it seems that
both physician and patient factors, along
with gendered societal expectations, play a
role in lengthier visits with female physi-
cians. Improved outcomes in hospitalized
patients' and surgical patients' have been
demonstrated among female physicians and
surgeons. These differences in outcomes are
multifactorial: female physicians are more
likely to adhere to clinical guidelines,’
provide preventive care more often,' use
more patient-centred communication,’
and provide more psychosocial counseling
compared with their male colleagues.'® It
remains to be studied whether spending
more time with patients leads to improved
patient outcomes in rheumatology.

A potential solution to addressing the
disparity in consultation times between
female and male rheumatologists may be
to increase the billing code for complex
initial consultations that last more than 53
minutes. This would, in theory, allow for
some equalization of earnings. Another
possibility is using alternative payment
structures, such as a blended model simi-
lar to the Longitudinal Family Physician
Payment Model that was implemented by
the BC Ministry of Health in 2023. It was

part of an overhaul of family physicians’

remuneration to acknowledge the increasing
complexity of longitudinal care and to pro-
vide valuation of time spent with patients.”
Alternative payments funding may be pref-
erable to fee-for-service in some circum-
stances because it offers a more predictable
rate of income for physicians and provides
more reasonable remuneration for certain
time-consuming services. l

Conclusions

It is important to acknowledge that female
and male rheumatologists, and female and
male physicians more broadly, may practise
medicine differently. However, rather than
changing individual practices, we should

Explaining the gender pay gap: Lessons from rheumatology

focus efforts on valuing these different
contributions and formulating models that
equalize remuneration.
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