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Editor's Note
Directing Resources to Where
They Are the Most Needed
Old habits die hard. Since the 1980s, when we first came to un-
derstand that CD4 cell depletion is one of the hallmarks of im-
mune deficiency in persons with AIDS, we clinicians have
checked the CD4 counts of our stable patients every 3 months
(more often for those who were sick or starting new therapy).
Our patients (and we) worried from visit to visit whether their
CD4 counts (we called them T-cells then) rose or dropped
(mostly they dropped), and our spirits rose and fell with their
counts.

That was then. Today we have highly effective antiretro-
viral treatment for human immunodeficiency virus (HIV) and
a much better marker of how our patients are doing: the HIV
save $10 million a year in the United States. We could use that
money in ways that would likely have a much greater impact
on the population of HIV-infected persons, including early HIV
detection and linkage to medical care, medication adherence
counseling (so that CD4 counts do not drop owing to missed
doses), substance abuse treatment, and supportive housing.

Resources are finite. We should always seek to spend them
in ways that bring the greatest good. Eliminating unneces-
sary CD4 counts and providing treatment with more impact
is a good way to start.

Mitchell H. Katz, MD

Disclaimer:The views expressed herein are those of the author and not
necessarily the views of the County of Los Angeles, California.

Trends in the Earnings of Male and Female Health
Care Professionals in the United States, 1987 to 2010
Nearly 40 years after the adoption of the Title IX Amend-
ments of the US Civil Rights Act, women account for almost



Results| Our sample included 1 334 894 individuals, including
6258 physicians and 31 857 other health care professionals. The
percentage of physicians surveyed who were female in-
creased from 10.3% in 1987-1990 to 28.4% in 2006-2010, con-
sistent with prior reports. 7 Men accounted for a majority of
workers in other health care occupations except for regis-
tered nurses and physicians assistants.

Adjusted earnings of male physicians in 1987-1990 ex-
ceeded those of female physicians by $33 840 (20.0%) ( Table).
There was no statistically significant improvement over time in
theearningsof femalephysiciansrelative tomalephysicians.The
physician earnings gender gap was $34 620 (16.3%) in 1996-
2000( P = .65,comparedwith1987-1990)andwas$56 019(25.3%)
in 2006-2010 ( P = .46, compared with 1987-1990). Overall, the
gender gap fell considerably outside of the health care industry

but inconsistently within it. The gender earnings gap for regis-
tered nurses and pharmacists was smaller than for physicians
and workers overall, and it fell over time. For dentists, physi-
cian assistants, and health care executives, the gender gap was
greater than forworkers inanon…healthcareoccupationand fell
consistently only for health care executives.

Discussion| A gap in earnings between male and female US phy-
sicians has persisted over the last 20 years. Although we ad-
justed for differences in hours worked and years of experi-
ence, our study was limited because the CPS does not include
data on specialty, practice type, procedural volume, and in-
surance mix, all of which could influence our findings. Our in-
ability to adjust for these factors likely explains why we found
a gender gap in earnings in 1987-1990, while a previous analy-



sis in this period that adjusted for these factors did not. 1 Re-


