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INTRODUCTION
The conversation of career evaluation and the deci-

sion process for plastic surgery graduates have shifted 
in recent years, bringing to light new issues in selecting 
career choices after training. So, why an update? What has 
changed over the years? Historically, a career selection was 
an issue of deciding between risk and reward. A single pro-
vider private practice was heavy on entrepreneurial risk 
in terms of time and investment, with the potential for 
greater fiscal reward. Conversely, entering a closed system 

like academics, Veteran’s Affairs (VA), or Kaiser minimizes 
risk, limiting the reward.1,2 Now, concerns about promot-
ing and sustaining well-being have never been higher, 
changing the equation. Recent studies have reported that 
early career physicians have the highest rates of deper-
sonalization, lowest career satisfaction, and highest work/
home conflicts. Satisfaction in one’s workplace is crucial 
to resilience, whether a physician prefers to be indepen-
dent in decision-making, or operating in a more con-
trolled institution.3–5 American Medical Association data 
show that the percentage of physicians in private practice 
fell from 60.1% in 2012 to 46.7% in 2022.6 This is a seismic 
shift away from private practice in medicine as evidenced 
by the Great Resignation.

Recently, job options including the VA, academics, sin-
gle or multispecialty groups, and solo practice have begun 
to resemble each other. Academic practice is no longer 
dictated by scholarly activity, but by relative value unit 
(RVU) production, with academic rank no longer solely 
dictating salary.7,8 The core mission of academics—educa-
tion and research—is still there; the key is finding how 
to pay for it, moving a private practice salary model into 
academia. Conversely, private practice is now a source of 
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many publications, often as a form of direct advertising.9 
A comparison of workforce data from 2012 to present 
shows a shift toward group employment, causing consider-
able overlap in work environment, forcing physicians to 
rethink career choices.10

Deciding between control or choice has the ability 
to influence the short- and long-term factors in a career, 
including surgical procedures performed, patient popu-
lations treated, allocation of resources, and work hours. 
Instead of defining positions based on practice catego-
ries, we now have to consider the fact that many academic 
positions are group specialty practices affiliated with 
a university. In fact, there may now be more control of 
your practice in a closed system than in private practice, 
in which practice is often dictated by insurance coverage. 
A closed system is unburdened by these fiscal decisions, 
which end up dictating much of private practice, allowing 
paradoxical increase in choice.

The control versus choice equation has entered into 
all facets of the career path, influencing electronic medi-
cal records and the drive not to treat, but to code and 
chart. The amount of time and money invested in this 
has radically altered how much control physicians have 
in their practice. The majority of the care team does 
not meet at the bedside, rather at the computer in this 
“tick box” era, which further enhances billing and, thus, 
clinical income.11–13 This forces physicians to decide what 
comes first: coding or clinical presence?

Across the country, we see older doctors retiring ear-
lier from their practices, and younger doctors choosing to 
work in big medical corporations or institutions. Instead 
of opening their own practice, younger physicians are 
opting for positions offering long-term security, such as 
in large-scale systems, doing research in facilities, or work-
ing in tech.14 The issues of why people went into private 
practice are addressed similarly with moving into a closed 
system; people want more time and flexibility. As we recog-
nize the value of work-life balance, flexibility becomes tan-
tamount, and the restraint of academic practice becomes 
less appealing. A new, untested model in private practices 
is selling out to private equity, which would require relin-
quishing any future control.

Much of finding the practice model that suits you is 
figuring out an acceptable ratio or blend, of the five ingre-
dients that comprise a career in plastic surgery. The cat-
egories stem from sources of income, because the stark 
reality is that a majority of the decisions made in medicine 
can be traced back to the money.15 There are no longer, 
large enough reserves available within academic centers 
or large groups to support non-income productive prac-
tice. There is an awareness that some in the group will 
be clinically productive and others in the group may do 
research or a less remunerated subspecialty, but the long-
term goal is to have a viable group with an understanding 
that team members may have some income sharing.

CLINICAL PRACTICE
Although seemingly self-explanatory, this model 

can easily become convoluted in the current healthcare 

system. There are multiple measures of clinical income, 
including RVU collections and market share, which affect 
how your income is calculated. Direct clinical collections 
make more sense in a cosmetic private practice, yet an 
RVU model would be more fitting at an inner-city institu-
tion. Given the location, a hospital may have government 
support for unreimbursed care or favorable Medicaid con-
tracts for facility fees. With Medicaid physician fees lagging 
significantly behind Medicare and commercial insurance 
remuneration, in this instance, it is best to combine facil-
ity fees with overall income so that the enterprise can then 
cover a dollar per working relative value unit.16

Why would this be so? A hospital employer will always 
sell out its employed physician remuneration rates in pref-
erence for better hospital facility rates as it retains control 
over the workforce, allowing the institution to negoti-
ate with physicians, whose worth they have decided. As 
a hospital system has little vested interest in supporting 
anything other than maximally remunerating operating 
room time, cosmetic surgery or injectables are irrelevant 
to support this salary line. Currently, the salaries offered 
to attract full-time plastic surgeons are out of context 
with the potential to earn that salary line through clini-
cal production. The higher average salary levels are set by 
market norms created by risk-tolerant plastic surgeons in 
private practice. So, the employed surgeon currently gets 
rewarded based on no risk. Yet, this model is unsustain-
able long term, and salaries will inevitably decrease for the 
employee. In the D.C. area, average plastic surgeon income 
is $430,000.17 A conservative model of 2.5 times collective 
to salary requires a clinical productivity of $1,075,000; add 
a supporting middle-level provider and that is $1,250,000 
of gross production. In this market, the most common 
reconstructive cases reimburse $1000–$2000. This would 
require approximately 780 cases to cover yearly expenses, 
a productivity figure that is virtually unattainable. Also, 
considering the number of referring physicians needed to 
feed this system, there are seldom enough other doctors 
in the same group to maintain flow.

RVU is often a measure for productivity, with remu-
neration of multiple RVUs calculated by a set rate such as 
a multiple of the Medicare conversion rate along with a 
geographic practice cost index to account for changes in 
practice costs based on area. The Physician Fee Schedule 
conversion factor is set at $33.89 for the calendar year of 

Takeaways
Question: How have shifting priorities affected the factors 
that dictate decision-making in terms of career choice for 
plastic surgeons?

Findings: Control over working environment has intrin-
sic effects on physician career satisfaction and well-being. 
Every type of practice model has a different distribution 
of strengths, and physicians should analyze these carefully 
in order to better align with their long term career goals.

Meaning: Career paths for plastic surgeons are often a 
balancing act between the amount of control and the 
amount of choice in the different types of practice model.
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2023, with the rate set to decrease in 2024 to $32.74, a 
decrease of 3.4%. With the decrease in resources and the 
inability to multitask or do concurrent surgery, there is a 
finite limit to clinical productivity.18–20 Complicating this 
model of performance-based pay is using patient satis-
faction as a determinant of Medicare reimbursement or 
institutional pay. A factor of performance often measured 
is patient satisfaction, which includes subjective metrics, 
like parking or food services. Bundling these factors with 
surgical outcomes can erode an RVU model.21 Lopez et 
al22 proposed applying the congruence model to surgeon 
compensation modeling to help employers understand 
how different forces work together to shape performance 
outcomes and ultimately to determine compensation 
methods relevant to the value-based system physicians 
work in. Compensation in this model aims to incentivize 
and reward employee behaviors that are key to a busi-
ness’s success, which can have variable effects on clinical 
outcomes.22

ACADEMICS
In the past, the significance of being an academic sur-

geon was tightly held in the bastions of institutes of higher 
learning. As when pharmaceuticals transitioned to direct-
to-patient advertising, there is now direct-to-patient aca-
demic advertisement. Today, the general populous is just 
as likely to see your references as your peers. This has not 
been lost on some of the most entrepreneurial of our spe-
cialty. Conversely, academics as a scholarly pursuit, rather 
than academic advertisement, is significantly undersup-
ported. A model of tenure and advancement, publish or 
perish, is going extinct. In 2016, 25.2% of surgery faculty 
appointments were on a tenure track, and 63.4% of sur-
gery faculty appointments did not offer tenure.23,24 The 
percentage of full-time MD faculty in clinical departments 
that were either tenured or on the tenure track decreased 
from 57% in 1985 to 42% in 2004.

Evidenced by the growth in the Plastic and Reconstructive 
Surgery journal, our contributions to clinical research 
could not be stronger or of better quality.25 Yet, a propor-
tion of it could now be considered academic advertising, a 
way to ethically drive business. The sparse amount of finan-
cial support for plastic surgery research offered by con-
temporary academic institutions is surprising.20 Academic 
medical center revenue instabilities force physicians to 
generate their own income.26 This means the source of aca-
demic position remuneration is clinical rather than a clas-
sical model of endowing chair based on a combination of 
clinical, research, teaching and institutional “citizenship.” 
The threats to the future of the academic model include 
indirect medical education, alternative credentialing 
like the Cosmetic Surgery Board, and funding decreases. 
There was once a move toward bundled payments that 
would further empower any employer institution rather 
than academic institutions. If pay for performance is 
incorporated, academic institutions will become further 
undersupported. Depending on location, the sicker, less 
compliant, and more difficult patient populations ensure 
further financial instability. In general, there is just not 

enough money in grants from the National Institutes of 
Health or medical philanthropy.27

These considerations become even more important 
when considering the implications of sex and changes in 
career/home expectations on a surgical career. Career 
choice and family values make for a complex decision 
matrix. As young people consider having families, the cur-
rent landscape of academic medicine may leave many sur-
geons unmotivated to enter the academic culture, which 
is often not welcoming to the personal side of starting a 
family.28 Intuitively, one might think that the consider-
ation of having a family might taint the attractiveness of 
an academic career, given its inherent, multiple roles. On 
the other hand, experience indicates strongly that the 
structure and resources of working for an institution are 
appealing to many young physicians when planning a sur-
gical career. Indeed, the average age of surgeons across 
the board in academics was found to be slightly younger 
than those in private practice, with a median age of 53 
versus 56 years. Private practice has held the allure of a 
higher degree of flexibility and choice, and an estimated 
90% of plastic surgery residents eventually go into private 
practice. However, the stresses and complexities of private 
practice can be daunting, and burnout is documented 
more commonly in private practice.29 The days of private 
practice bringing home guaranteed millions are over. 
In fact, a study from 2018 that examined lifetime career 
earnings of surgeons in academic medicine versus private 
practice actually found that plastic surgery had one of the 
smallest disparities, averaging around 2% difference. It is 
hard to get yourself started—with private practice over-
head costs estimated to be around 60%–70% of charges, 
only the highest performers will obtain the money every-
one thinks a plastic surgeon will receive. Additionally, a 
survey of members of the American College of Surgeons 
found that those in academic medicine have higher career 
satisfaction and are less likely to experience burnout or 
depression.28,29

In order for the field to continue evolving, people 
are needed in all practice models to provide representa-
tive viewpoints of patient issues and outcomes. Currently, 
given our value-based model in academics and the bur-
geoning complexities of establishing and maintaining a 
private practice, the spectrum of choice versus control will 
likely remain a complex matrix.28

CORPORATE
The role of corporate speaker, consultant, or investiga-

tor has always been a common pathway for notoriety in 
plastic surgery. What comes first: being a laser expert or 
being given all the lasers first? There are currently plastic 
surgeons who make as much in corporate support as from 
their academic clinical practices. A 2009 survey found that 
nearly 84% of physicians had some form of financial inter-
action with manufacturers of drugs, devices, biologicals, 
and medical supplies. Nearly 20% received reimburse-
ments for attending meetings or continuing medical 
education events, and around 15% received payments for 
professional services.30 A recent study published in Plastic 
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and Reconstructive Surgery found that 1% of plastic sur-
geons received more than 50% of the corporate payouts. 
The Sunshine Act made corporate support of physicians 
public knowledge, requiring reporting of any payments 
more than $10.30 With this law, there has been a rise of 
direct-to-consumer advertising, as well as increased mar-
keting to payers. One aspect of corporate support that can 
significantly underwrite academic interests is supplanting 
direct costs of manpower to do the research and the cost 
of travel to disseminate it. In essence, corporate funding 
acts as academic support.31 Companies therefore increas-
ingly rely on clinical research professionals, or “medical 
scientific liaisons,” to market products to a broad range 
of audiences. These reactive changes may undermine the 
goals of the act in its essence by encouraging a form of 
undue influence.

ADMINISTRATION
With the growing complexities of medicine, the mar-

ket for administrators has also grown.32 The requirement 
of taking on administrative responsibility falls on many 
physicians across work settings, resulting in added work 
in lieu of income-generating clinical opportunities.33–35 
Large institutions assign busy roles to individuals to meet 
their agenda (ie, credentialing, promotion, and diver-
sity). These administrative duties often infringe on per-
sonal time, headaches that fill after-hours time for many 
surgeons.

On the other extreme, a two-person private practice 
probably has 5–10 hours/week in administrative com-
mitment. That is 20% of the working year devoted to 
non-income–generating, equity-building, or cost-saving 
pursuits, a large commitment of time for which the hourly 
remuneration is essentially unrecoverable. In large orga-
nizations, there are a portion of administrative heavy 
roles: program, clinical, medical directorships, or chair-
manships. The time for these needs to be benchmarked 
to allow for a reduction in clinical volume of, say, 0.2–0.5 
full-time employees to be successful.

Consider medical legal or insurance adjusting as an 
administrative role. Expert witness court testimony reim-
burses at an average rate of $555 per hour.36 However, 
doing this work requires a certain credibility and the ability 
to tolerate a degree of persecution at the hands of oppos-
ing counsel. It is ultimately difficult to make a worthwhile 
living off of this. There is a ceiling to income generated 
from this source, as states limit medical legal income to a 
percentage of overall income. For example, Maryland law 
precludes doctors from testifying in medical malpractice 
cases if they devote more than 25% of their professional 
activity to expert testimony and related activities.37 We 
would include insurance adjuster, peer-to-peer reviewer, 
and independent medical examiner in this same category, 
due to the off-hour nature of the work and decreased risk, 
compared with surgical practice.

PER DIEM/RETAINER
As the environment of the emergency room or on-call 

services has changed to primary care for the uninsured, 

so has the value of emergency coverage as a practice 
builder, as patients can research which surgeons to see, 
and an insurer-driven panel redirects patients upon dis-
charge. Essentially, taking emergency room call is no 
longer helpful in practice building, with the exception 
being a source of immediate surgical care with direct 
charges. Certification of hospitals for trauma level and 
need for comprehensive services has driven physician 
coverage support. We have, as a specialty, relied on other 
specialties for driving charges or call reparation. In the 
D. C. market, some hospitals pay $2000/night for cover-
age. One must follow the money and realize there is a 
reason that call is remunerated, be it low pay, high vol-
ume, or difficulty completing cases because of operating 
room resources.

The relationship between off-hours call and physician 
burnout is well-established. Taking night or weekend call 
increases odds of burnout by 3%–9% for each additional 
night or weekend spent on call.38,39 Anecdotal experience 
suggests that nights on call serve as a vital variable for phy-
sician and family well-being: small changes can make large 
differences in resilience, well-being, and overall satisfac-
tion with work/life integration.

CONCLUSIONS
The landscape of medicine has changed dramatically 

in recent years, impacting how plastic surgeons practice. 
The perspective shift of “risk” versus “reward” to “control” 
versus “choice” requires careful consideration of priori-
ties, which is discussed in depth in our companion article.
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