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Foreword

Over the past two decades great advances have been made as women’s health issues
continue to be recognized as more of a national priority. The result has been an
increase in programs and funding examining issues that encompass a woman’s
unique biology as well as her sociocultural, economic and physical environment
(NWHIC, 2000). These factors affect not only the duration but the quality of a
woman’s life.

Yet, against the background of advances, many impediments to comprehensive
healthcare for women persist. Academic medicine includes education and training,
research, and clinical care and, as a result, has broad scope and influence on the
health system. As we look to the future of significant healthcare reform, we must
address the projected demand for healthcare services, the paucity of primary care
physicians and sub-specialist in Women’s health as neglected components of health
professions.

The material in the book attests to both the extraordinary sophistication of the
medical system and the challenges we face as we focus on training the next gener-
ation of academic clinicians and scientists. More than a century after Flexner wrote
his report for the Carnegie Foundation, physicians trained in women’s health will
practice in a health care delivery system that faces mounting pressures for cost
containment, quality improvement and public accountability.

Health care providers must raise awareness of the importance of women’s health-
care. The US Secretary of Health and Human Service, through the Council on
Graduate Medical Education (COGME) as its advisory body, recommends physi-
cians develop a broad understanding of health conditions specific to Women. In this
book the authors have synthesized a wealth of information into an accessible for-
mat, and have a host of practical recommendations that address the challenges of
this changing landscape.

The authors have succeeded admirably and I am grateful to them for all of their
efforts and I highly recommend this book. While this book cannot address the entire
range of complex issues in the arena of women’s health, the authors have put an
impressive group of thought leaders to discuss key trends in the U.S. health care
delivery system that effect how women’s healthcare is delivered. It is my hope that
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barriers will be further diminished as health care professionals, medical administra-
tors, medical directors, medical school faculty utilize the timely information within
this book.

New York Mary E. D’Alton



Preface

Since 2005, a dozen of the United States and more than 15 medical specialties have
reported a physician shortage or anticipate one in the next few years. This antic-
ipated shortage and a worsening of physician distribution are compounded by a
projected increased demand for health care services. Health care of women of all
ages is particularly vulnerable. The obstetrician gynecologist workforce is aging
and is among the least satisfied medical specialists. Primary care physicians such
as family physicians and general internists will be asked to care for more women
who are elderly. Furthermore, fellowship training in women’s health care in internal
medicine and in maternal child health in family and community medicine involves
only a small portion of general internists and family physicians.

As we cope with significant health care reform in the United States, academic
departments of obstetrics and gynecology, family and community medicine, and
internal medicine have opportunities to create a unified women’s health curriculum
for undergraduate students, share preventive health and well-woman expertise in
training programs, provide improved coordination of care, and instill concepts of
lifelong learning to our graduates.

To address this changing landscape, this text contains chapters that focus on
strategic planning on behalf of academic faculty who will train the anticipated addi-
tional load of students and those residents and fellows with particular interest in
women’s health care. We begin with a look back at the Flexner report in which
medical schools a century ago did not base training on sufficiently high standards
of science. Recommendations presented here from authors with distinguished lead-
ership skills indicate a consensus, but not unanimity. We summarize in the final
chapter our collective expertise and offer ways to implement recommendations to
better prepare for tomorrow’s needs in academic women’s health care.

This unique book provides timely information for health policy professionals,
health care professionals, medical administrators, and medical school faculty. We
appreciate the forward thinking brought forth by this distinguished group of aca-
demic leaders. Their presentation of current information and projections of changes
will serve as a foundation for continuing education and further investigation during
this time of health care reform.

Albuquerque, New Mexico William F. Rayburn
Washington, District of Columbia Jay Schulkin
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Chapter 1
The Flexner Report and Evidence-Based
Medicine Over the Past 100 Years

Jay Schulkin and Kristen A. Matteson

Abstract The Flexner Report began a process in North America linking science
with physician education and practice. While the report emphasized the impor-
tance of standards of clinical training and care and the role of the laboratory in
physician education, this chapter deals with the explosion of knowledge that per-
vades decision-making in all medical disciplines, especially those bridging women’s
health care.

Keywords Flexner · Evidence-based medicine · Medical decision making ·
Medical culture

1.1 Introduction

The management of discomfort is an ancient practice. All human beings seek to
ameliorate pain, prevent disease, and treat disease should it occur. Human evolution
and adaptation to address this very basic need is at the very foundation of medical
decision making [1].

Medical decision making has evolved and developed over the course of history.
Instrumental in this process were the Flexner brothers, who fueled change in the
medical education system in the early 20th century, and were intrigued by the sci-
entific education provided by German universities and the concept of integrating
research and medical education. The legacy of the Flexner brothers and the Flexner
Report on medical education in the 20th century was the incorporation of research
and scientific evidence into the clinical encounter; because of changes promoted
in the Flexner Report, clinicians and patients now discuss the evidence within a

J. Schulkin (B)
Department of Research, The American College of Obstetricians and Gynecologists, Washington,
DC, USA; Department of Physiology, Biophysics, and Neurosciences, Georgetown University
Medical School, Washington, DC, USA
e-mail: jschulkin@acog.org

1W.F. Rayburn, J. Schulkin (eds.), Changing Landscape of Academic Women’s Health
Care in the United States, International Library of Ethics, Law, and the New Medicine 48,
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2 J. Schulkin and K.A. Matteson

medical culture that promotes evidence-based clinical practice and patient partic-
ipation in decision-making. Obstetricians and gynecologists, skeptical of research
and scientific evidence in the late 19th century, have embraced incorporating sound
scientific evidence into clinical practice over the past several decades.

This chapter begins with a brief depiction of the “science” behind human prob-
lem solving abilities, which form the basis for medical inquiry. Next, we discuss
how the German medical education system and the Flexner brothers influenced the
development of what is considered modern medical inquiry and standardized med-
ical education. We then look at how medical inquiry and the field of obstetrics and
gynecology co-evolved during the 20th century to address the changing landscape
of medicine, including modern medical decision-making, evidence based medicine,
the culture of shared decision-making between physicians and patients, continuing
medical education, and job satisfaction.

1.2 Background: The Development of the Human Propensity
for Problem Solving

Human beings have a cognitive predilection to make associations between objects
and events through self-corrective inquiry; that is, we look to determine relation-
ships between events, to form hypotheses, and to draw conclusions.

The construction of objects, a fundamental adaptation of our species, expanded
from our first small tool use, likely barely modified natural objects like sharpened
sticks and bashed pebbles, to more elaborate tool design and utilization. Cephalic
expansion, the evolution of the brain, expanded the ability of humans to experi-
ence the world and facilitated technological creations. The development and use
of magnifying devices, for instance, helped humans move from a situation where
nature was “managed” to a situation where nature was “understood” and “manip-
ulated”. The evolution of tool making and tool use were both critical for this
development [2].

Tool use is an expression of our evolved brain and its underlying cognitive sys-
tems. There are several examples of this throughout our human history: Galileo
made his discoveries of the starry heavens because of the telescopic lens that
expanded sight, the development of the microscopic lens allowed van Leeuwenhoek
to see bacteria and yeast, Laeneec developed the stethoscope to facilitate aus-
cultation of the heart and lungs, and Chamberlen invented forceps to assist with
delivering babies from mothers with obstructed labor (Fig. 1.1) [3]. Expanded tool
use, along with the development of the experimental method, set the stage for the
evolution of the medical decision-making process. Though the stage was set, cen-
turies would pass before the Flexner brothers detailed medical decision-making and
the integration of experimentation within a model of medical education, concepts
that underlie the Flexner Report [4].

Tool development and use represents one aspect of human cognitive develop-
ment. A major cognitive achievement of humans is the desire to provide relief
from distress. Most animals, in comparison to humans, have a limited range of
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Fig. 1.1 Chamberlen forceps

responses to the pain of others [5]. Evidence of what we now consider medical
decision-making has been consistently documented in historical texts in the form of
algorithms to temper the distress of others. Although determining causal relation-
ships pertaining to health and bodily function is a concrete task, general decision
making involves an abstract and diverse set of cognitive resources.1

Humans are, by predilection, taxonomic animals; the categorizing function of
cephalic adaptation forges coherence about objects, kinds of events, and entities.
Aristotle was a dominant early expositor of this predilection [6]. The taxonomic
tradition handed down from Aristotle to Galen, through Ray, Linnaeus, and Buffon,
along with the experimental approach and the invention of new technologies, paved
our growing understanding of natural diseases.2 It is no surprise that early on in our
cultural history cataloging would be manifest in maintaining health and warding off
disease.

The field of medicine involves many different layers and levels of problem-
solving and different kinds of approaches ranging from bedside to laboratory.
Specific types of problem-solving and approaches to obtaining medical informa-
tion are presented in Table 1.1. This range of approaches within medical problem
solving developed into scientific and medical inquiry and set the stage for structured
modern medical education, detailed in the next sections of this chapter [7].

Table 1.1 Characteristics

Kinds
of Medicine Object of Inquiry

Form and Site
of Education Goal

Bedside Whole Patient Apprenticeship Therapy
Library Text Scholastic, Linguistic,

University
Preservation, recovery,

commentary
Hospital Patient, organ Hospital Diagnosis
Social Population, statistic Community Prevent
Laboratory Animal Model Cells Laboratory Understand
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1.3 Gaps in American Medical Education in the 19th Century:
Looking to Europe and Setting the Stage for Medical
Education Reform

While there has always been resistance to change in medical training and education,
physicians and medical researchers have continuously questioned the methods used
to train medical students, and eventually came to accept the need for a standard-
ized system of medical education. The culture of medicine evolved over these last
100 years to become accountable to its patients and students [8]. The need to reform
medical education in the United States became apparent during the Civil War (1881–
1865), when more soldiers died from infections than from actual fighting, and when
physicians rarely used available medical instruments (such as the stethoscope) but
often employed traditional medical therapies which had been proven harmful [9].
Skepticism about new medical evidence and technologies was not unique to the bat-
tlefield. During this same time period, puerperal fever was a major cause of maternal
morbidity and mortality within hospitals [10]. Despite this, when Oliver Wendell
Holmes (1809–1894)and Ignaz Semmelweiss (1819–1865) scientifically proposed
that puerperal fever was contagious and carried from patient to patient by physicians
they were disbelieved and opposed.

American medicine started as a trade practice divorced from the rigors of sci-
ence. Most medical schools in the United States operated without any concrete
affiliations with hospitals or universities, and began enrolling students in the early
1800s as a supplement to the traditional apprenticeship system. Most of these med-
ical schools were independent businesses run by the professors of the school, and
large enrollments were necessary to ensure salaries and profits to the professors.
As a result, admission standards were essentially non-existent and an incredi-
bly small minority of students had a high school education, let alone a college
degree.

Though there were exceptions, the overwhelming majority of physicians attended
schools that were not providing adequate training. Although this system allowed
the United States to train many physicians and meet the growing needs of its
expanding population, it did not ensure adequate care, especially when com-
pared to medical education in Europe. It was not until University of Pennsylvania
opened America’s first university-affiliated medical school (1765), followed by
Harvard (1782), that trends in medical education in the United States began to
shift. At these institutions, medicine evolved as a profession with direct links to
science.

Beginning in the early 1800s, physicians who were interested (and had the finan-
cial means) to pursue post-graduate training studied in Europe. In the first half of
the century, Paris was considered the best place for these students to train, and
they would learn the French methods of medical inquiry. However, French practice
before the dominance of Claude Bernard tended to rely solely on astute observation
[11]. In the second half of the 19th century, Germany emerged as a scientific and
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medical powerhouse, and its success is mostly attributed to its use of experimental
methods and its integration of the basic sciences (such as biochemistry and microbi-
ology) with clinical medicine and medical knowledge. Most students who returned
to the U.S. from their training in Europe could not find faculty medical positions
that allowed them to integrate their interests in research and medical discovery with
teaching and clinical responsibilities. However, some of the talented students return-
ing from Europe became medical school faculty at prominent institutions, and had
immeasurable influence on the shape of medical education at the beginning of the
20th century and on the modern medical education we recognize today. The tradi-
tion of using empirical science to guide medical practice eventually arrived in the
US; The Johns Hopkins University School of Medicine opened in 1893, and care-
fully incorporated the German practice of well-respected scientific inquiry into its
medical school curriculum.

The Johns Hopkins University School of Medicine was the first real medical
research institution in the U.S. William Osler (1849–1919), a pathologist trained in
Europe and the first chief of staff at Johns Hopkins Medical School, is sometimes
called the father of modern medicine [12]. He wrote The Principles and Practice
of Medicine: Designed for the Use of Practitioners and Students of Medicine, pub-
lished in 1892, which served as one of the most significant and widely used medical
textbooks in the United States for more than 40 years. Besides Osler, Johns Hopkins
boasted three other prominent physicians who would have major influences upon the
development of modern academic medicine: William H. Welch, William S. Halsted,
and Howard Atwood Kelly.

William H. Welch (1850–1934), who trained in Germany and was determined
to be a full-time researcher and teacher, was a pathologist. He was the first dean
of The Johns Hopkins University School of Medicine, and the founding presi-
dent of the Board of Scientific Directors at the Rockefeller Institute for Medical
Research. William S. Halsted (1852–1922), a good friend of Welch and the first
chief of surgery at Hopkins, is credited with starting the first formal surgical resi-
dency training program in the United States; he introduced numerous innovations
in surgical procedures including techniques for inguinal hernia repair and mastec-
tomy. Also renowned in his field, Howard Atwood Kelly (1858–1943), perhaps the
first respected gynecologist in the U.S. had great interest in and influence on the
understanding of female reproductive anatomy [13]. The system of medical educa-
tion embraced by Johns Hopkins was the foundation upon which the Flexner Report
was written.

Medical education, and therefore education in women’s health and obstetrics and
gynecology, must evolve with changing scientific knowledge. However, for medi-
cal education to truly evolve, physicians, administrators, researchers, students, and
trainees must be willing to critically examine not only what knowledge is being
shared, but the processes by which it is being taught. Two important individuals
during this time period who questioned how medical knowledge was being acquired
and shared with trainees were Simon and Abraham Flexner.
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1.4 Reforming Medical Education to Highlight the Importance
of Evidence and Problem-Solving: Abraham Flexner,
the Flexner Report, and Medical Education Over the Past
100 Years

Despite their exceptional influence on modern medical education, the Flexners
and their work are not very well known today, even among academics. Simon
Flexner (1863–1946) was a physician, scientist, administrator, and the first direc-
tor of the Rockefeller Institute for Medical Research (where he met William Welch
of Johns Hopkins). Simon Flexner became passionate about science because of an
illness he suffered in childhood, and he taught himself to use a microscope in his
brother’s pharmacy. Because of these formative personal experiences, he developed
and professed the belief that science had no boundaries and that every individ-
ual should have access to it and be able to understand it. His research focused on
pathology, bacteriology and virology, and he played an essential role in developing
treatments for meningitis, which was epidemic in the early 1900s [14]. During this
time, poliomyelitis also became epidemic and Flexner and his research team proved
its viral origins and mode of transmission, laying the groundwork for the develop-
ment of the polio vaccine in the 1950s, a true success story of modern medicine and
scientific inquiry.3 Flexner’s approach to inquiry, taking his expertise in meningitis
and applying it to studies on poliomyelitis, played a large role in this public health
breakthrough.

But it was Abraham Flexner (1866–1959), who had been an undergraduate at
Johns Hopkins and then went back to teach high school in his home town, who
would be given the task of investigating medical schools in the United States and
providing a detailed description of the state of medical education. Abraham had
founded several experimental and highly regarded private schools, and he also
served on the Rockefeller Foundation’s General Education Board. In 1908 his first
published work, The American College, attracted the attention of the Carnegie
Foundation, which appointed him to lead a study of professional education in the
U.S. Abraham visited 131 American and 24 Canadian medical schools in 1910,
and organized an official report, making recommendations for change in medical
education.4 His critical journalistic approach looked at both the social and scientific
aspects of medical education at the time [15].

Abraham Flexner found that many schools were ill-equipped to prepare students
to become physicians. Standards for education and admission were wildly inconsis-
tent and only few schools were truly outstanding. Few medical schools even required
a college degree as a prerequisite of entrance. Flexner suggested the closing of many
schools and the restructuring of most of the rest. His main focus was on the structure
of medical education and he based many of his recommendations on psychological
theory and the structure of medical education in Germany and at Johns Hopkins.
Flexner emphasized the need for a solid foundation in the basic sciences, combined
with training in research techniques, and a clinical phase of education in order to
develop students’ problem solving skills as they pertained to dealing with actual
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Table 1.2 Flexner’s impact on U.S. and Canadian schools [16]

Did not close or merge as a result of the Report 97 58%
Closed or merged because of the Report 12 7%

Closed 9 5%
Merged 3 2%

Closed or merged for unclear reasons 59 35%
Closed or merged in the two decades after the Report 26 15%
Closed or merged more than two decades after the Report 3 2%
Unknown 30 18%

Total 168 100%

None of the eight Canadian schools closed or merged as a result of the Report

patients. The Flexner report advocated the idea of a uniform, integrated medical
school education across the country.

The closing or merging of 12 medical schools can be directly attributed to
the Report, and additional 26 schools closed for unclear reasons in the 20 years
following its publication (Table 1.2) [16].

At the time of the Flexner report, only 921 women were enrolled in medical
schools, a decline from the previous year when enrollment was over 1400 [17]. This
has dramatically changed in the 100 years since his report [18]. Although there were
few female physicians or women in medical schools when Abraham Flexner was
constructing his report in the early 1900s, his report likely played an unfortunate
role in actually decreasing the already miniscule numbers of women and African
Americans pursuing careers as physicians as many of the schools that were closed
as a result of the report were the schools most likely to offer the opportunity of
medical training to women and minorities [19].

Flexner’s basic premises laid the groundwork for modern medical inquiry
and medical education. He emphasized that physicians and physicians-in-training
needed to be comfortable with truly inquisitive processes and that these processes
needed to span everything from laboratories to the bedside [20]. Since Flexner wrote
his report, of course, we have witnessed a profound expansion of information and
knowledge in basic sciences, clinical sciences, and medicine. Now, we commonly
accept that learning is a lifelong process [21].5 In order to effectively teach future
physicians and physicians in practice, one must consider the goals of the learner,
different ways of teaching skills, and faculty development needs. Each of these con-
cepts were strongly supported in Flexner’s report and placed in the context of the
broad and evolving material that obstetrician gynecologists and women’s health care
providers need to be aware of in their practice [22].6

The medical schools that were not closed after the report attempted to incorpo-
rate Flexner’s suggestions and devised curricula that were divided into pre-clinical
and clinical teaching within departments. This division within academic medical
departments may in fact have hindered the realization of Flexner’s ultimate objective
for medical education: students’ development of formal integrated analytic reason-
ing. In the first half of the 20th century, division and competition for resources
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between pre-clinical and clinical years, between clinical departments (such as
surgery and internal medicine) and within departments (for instance endocrinology
and gastroenterology) resulted in compartmentalized medical education.7

The incorporation of structured clinical rotations and “hands-on” learning for
medical students addressed Flexner’s strong recommendation for a clinical phase of
medical training, however the fragmentation of medical school curricula failed to
optimize the development of analytic thinking. Compartmentalized education was
identified as a problem as early as the 1920s and began to be addressed in earnest in
the 1950s and 1960s when schools began revising their curricula so that knowledge
absorbed in the pre-clinical and clinical years and from various clinical disciplines
were integrated.

Medical education must be constantly questioned, assessed, and reconfigured in
order to meet the demands of society, patients, students, and ourselves. Knowledge
about medicine and the context within which medical care is delivered is ever-
changing. Flexibility to change the structure of medical education and medical
practice is necessary to ensure that we maintain a pre-eminent medical system
by optimizing physician training and retaining highly qualified physicians in their
medical fields.

The importance of constantly evaluating and guiding the evolution of medi-
cal education is emphasized in The New England Journal of Medicine’s medical
education series from 2006. In “American Medical Education 100 years after the
Flexner Report”, Cooke et al stated the overarching goal of medical education
as follows: “the final test of [students’] efforts, however, will be not what they
know but what they do” [23]. For students and residents to develop into physicians
who provide comprehensive care for their patients, obtaining a sound knowledge
base is not enough. Trainees need to learn both how to translate their knowl-
edge into methodical clinical care and how to deliver this care professionally and
with compassion. Though these skills can be discussed in a pre-clinical or class-
room setting, they require guided and supervised interactions with real patients
to be nurtured and developed. Facilitating meaningful interactions between stu-
dents and patients, an instrumental element in formal medical education, is difficult
with increasing requirements for supervision, patient safety, and medical record
documentation.

Medical education represents life-long learning beyond medical school and res-
idency training. Continuing medical education programs, in order to be successful
need to emphasize diverse forms of cooperative learning and interactions where
integrative medicine and research are at the forefront. This concept is incorporated
in recommendations from the Carnegie Foundation for higher education in which
there is envisioned a medical education system that maximizes flexibility in the
process of achieving standardized outcomes, creates opportunities for integrative
and collaborative learning, inculcates habits of inquiry and improvement, provides
a supportive learning environment for the professional formation of students and
residents, while at the same time it advances the health of patients and patient
populations [24].8
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1.5 Medical Decision Making and Evidence-Based
Medicine (EBM): Flexner’s Ideals in Practice

Medicine, of course, has changed dramatically since Flexner wrote his report, in part
because of the changes in medical education that the report ignited, but also because
of the surge of scientific knowledge in the past 100 years. Although “evidence-based
medicine,” as we now know it, was formally described in the 1990s as a new way to
teach medical thinking, Flexner set the stage for evidence-based medicine and mod-
ern medical decision making by sparking the incorporation of original investigation
and research into medical education.

This change in not only medical education, but medical culture and medical
thinking, became increasingly important with the massive influx of new information,
innovation, and scientific discoveries in the medical field in the past century. With
this rapidly expanding field of information, it is paramount for physicians practicing
in the 21st century to have the ability to critically review available medical evidence,
recognize its limitations, and reach an informed decision. In this context, medical
decision-making goes hand in hand with evidence-based medicine.

Evidence-based medicine (EBM) arose from epidemiology, which deals with the
logic of research design, the clarification of studies, and the broad assessment of data
and results. In a real sense, the term “evidence-based” signifies scientific legitimiza-
tion and involves experts grading information, making it available, and determining
whether or not it meets set criteria for quality and importance. EBM provides a
scientific foundation for medical decision-making.

EBM is part of the larger culture of evaluating the glut of information and
scientifically rigorous research that is available and turning that information into
informed choice [25].9 Perhaps the most widely recognized proponent of EBM
was Archie Cochrane, after whom the Cochrane Centre and later the Cochrane
Collaboration were named. Cochrane published “Effectiveness and Efficiency” in
1972, six decades after Flexner’s report, and made many of the same recommenda-
tions. He advocated that health services be evaluated based on scientific evidence
rather than tradition or accepted clinical practice.

Ian Chalmers, an obstetrician who worked with and was influenced by Archie
Cochrane, was concerned about how quickly technologies were changing in peri-
natal medicine and how clinical practice was not supported by scientific evidence
[26]. In response, he worked to develop a register of perinatal randomized clini-
cal trials and published “A Classified Bibliography of Controlled Trials in Perinatal
Medicine 1940–1984” in 1985 [27]. Also identifying a need for systematic scientific
reviews in the area of maternal-child health, Chalmers assembled a team to perform
systematic reviews to guide the delivery of health care to pregnant women. Since
these efforts of Cochrane and Chalmers, teams of experts, such as the Cochrane
Collaboration, have worked to make the expanse of medical information manage-
able for clinicians by evaluating information, deciding on the quality of studies, and
determining the strength of the evidence. The founders of medical epidemiology
and EBM sought to find rigorous scientific grounding for medical decision making
by having the decisions strictly follow the science [28].
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Evidence-based material provides physicians with the ability to consult evidence-
based analyses of findings from randomized control trials. One well-known version
of EBM is the Cochrane library, which evolved in the United Kingdom to pro-
vide health care decisions based on sound logical footing and good science [29].
The Cochrane library relies on principles including collaboration, reduction of bias,
access to up-to-date information, inclusiveness and goodwill of those involved [30].
Within a relatively short period of time several Cochrane centers developed both
within and outside of Great Britain [31].

One primary factor in EBM is the importance of understanding degrees [32]. The
primary arguments for developing evidence-based guidelines are to reduce potential
for misleading biases, to make the evidence more transparent, and to place decision-
making in the context of self-corrective processes. In one of his essays written in the
1970s, Cochrane stated that obstetricians, who made the worst use of clinical trials
of any specialists, were the specialists least likely to practice EBM.10 Physician
practices and obstetrician-gynecologists have adapted to embrace EBM over the past
few decades [33]. One recent study found that physicians generally rated evidence-
based material as very helpful to their practices [34].

Wide variation and inconsistency still exists in the implementation of prac-
tice guidelines and in the effectiveness of guidelines in influencing evidence-based
decision-making [35]. At least in populations of obstetricians and gynecologists in
the United States, evidence-based practice guidelines are perceived as important11

but keeping track of actual physician implementation of them is not easy. In some
contexts obstetricians-gynecologists who read evidence-based documents tend to
perform better on self-reported knowledge and practice questions. Surveys of the
over 50,000 American College of Obstetricians and Gynecologists (ACOG) fellows
consistently suggest that evidence-based materials (such as the ACOG guidelines)
are a vital tool in influencing practice and sustaining knowledge. For example, one
study found that physicians who were more familiar with the cystic fibrosis (CF)
screening document produced by ACOG and the American College of Medical
Genetics were more likely to answer knowledge questions about CF correctly
(Fig. 1.2). Additionally, it has been shown in other obstetric areas that physi-
cians who were familiar with practice guidelines were more knowledgeable. These
findings reflect Flexner’s recommendations in action; clinicians need to continue
learning and increasing their knowledge base in order to improve the care they
deliver to patients.
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Fig. 1.2 Proportion of physicians answering CF knowledge questions correctly, divided by how
intently they read educational materials
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However, when fellows were asked how familiar they were with the CF screening
document, only 19.2% of physicians said they had read it thoroughly; 44.5% had
skimmed it, 27.6% had heard of it but not read it, and 8.8% said they had never
heard of it. (see Fig. 1.2) Nevertheless, almost three quarters (72.7%) of doctors
said their practice patterns regarding CF carrier screening and prenatal testing had
changed since ACOG issued its guidelines.

EBM is an important intellectual development linking research to clinical prac-
tice. However, evidence-based reviews from experts are only one tool and must be
viewed critically and used properly in order to be useful [36]. Processes for develop-
ing guidelines, including peer review of the reviewer, increased awareness of biases,
and consideration of the rules for grading the evidence (including the logic of con-
sidering the randomized controlled trial as the most highly valued form of medical
research) should be evaluated and scrutinized to optimize the quality of evidence
and guidelines presented [37].

1.6 Decision Science and Medical Decision Making

The vast literature on decision sciences covers how personal perspectives and biases
of the individual making the decision influence the process [38]. One key aspect of
medical decision making is accounting for and coping with uncertainty in a ratio-
nal way [39].12 Contrasting EBM and decision science, EBM rests on collective
choice (asking physicians to accept their colleagues’ evidence-based judgments)
and decision science focuses on recognizing and accounting for possible bias in
decision-making.

The origins of decision science are bound to statistical analysis, defined as the
determination of the utility of a decision in the likelihood of considering the out-
comes [40].13 Regardless of whether one is a physician, patient, bus driver, or
rocket scientist, individuals are vulnerable to many kinds of errors in reasoning
and need to work to self-correct for them.14 Statistical literacy did not exist in
Flexner’s depiction of medical education, but it has come to lie at the heart of
medical reasoning.

The decision science literature is rich in detail, depicting the diverse ways in
which we overvalue or undervalue variables (e.g., whether hormone therapy will
result in breast cancer) depending upon our orientation to events and frame of ref-
erence [41].15 This also holds for our memory of events, by which we associate
rewards or hedonic value, overvaluing whether, for example, we would be happier
living in the state of Washington versus somewhere in the south-west, regardless of
whether we actually live in either place [42].

Arthur Elstein, a primary editor and founder of the journal Medical Decision
Making some 30 years ago, summarized the differences between EBM and decision
science, both of which work to enhance medical decision-making (Table 1.3). Both
disciplines are vital for a modern Flexnerian approach to continued learning.16
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Table 1.3 Differences between evidence-based knowledge and medical decision making

Issue Evidence-based knowledge Medical decision making

What are the core problems? Insufficient knowledge Combining data and values
consistently

Keeping up with the literature Judgment limitations
Solution Critical appraisal Decision tree

Answerable clinical question Sensitivity analysis
Formal models Unimportant Essential
Decision processing costs Low High
Utility assessment Largely ignored Core research issue
Cost-effectiveness analysis Largely neglected Major application
Decision psychology Largely ignored Core research issue

1.7 Shared Decision Making: Patient Rights and Safety

The modern and welcomed shift in thinking within medical practice moves away
from the culture and practice of medicine in which the Flexner Report was couched
and away from the narrow authority-driven notion that the physician knows what
is right and makes medical choices for the patient. Shared decision-making, as it is
currently used in medical practice, requires that the patient takes responsibility for
decisions that impact her health and that a physician-patient partnership emerges as
a normative goal within clinical care [43].

Even as medical marvels have exponentially increased and the complexity of
medical knowledge has grown, our culture has valorized respect for and promotion
of patient participation and patient responsibility [44]. Just as medical educa-
tion and medical knowledge has evolved, the “clinical encounter” has evolved
as well. With shared decision making, physicians aim to thoroughly inform a
patient before the patient chooses her course of treatment. Physicians facilitate
this endeavor by trying to make the information as transparent as possible [45].
This process of sharing information is a goal of the culturally reinforced covenant
or contract between the physician and the patient, between the woman and the
obstetrician-gynecologist [46].

Shared medical decision-making has evolved, placing the physician’s evidence-
based decision-making and counseling within the context of respect for and
promotion of patient participation and patient responsibility for their own medi-
cal care.17 Current patient-physician interactions rely upon physicians interpreting
available evidence, providing the evidence necessary for decision-making to the
patient, and the patient making an informed decision. For this process to take
place, both the clinician and the patient must both have sufficient knowledge on
the medical condition and treatment options. Shared decision-making process bene-
fits patients and truly respects their autonomy.18 An ACOG Committee Opinion on
Patient Testing emphasizes the essentiality of the patient in decision making with
the following well-written summary:
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The physician and the patient have a shared responsibility. The quality of medical care
improves when there is clear communication and mutual understanding between physi-
cian and patient. It is the responsibility of the obstetrician-gynecologist to communicate
effectively and to develop skills that promote a patient-physician relationship that is char-
acterized by trust and honesty. Similarly, it is the responsibility of the patient to provide
accurate information about her lifestyle, health habits, sexual practices, and religious and
cultural beliefs when these factors may affect clinical judgement [47].

In order to provide evidence to patients in a transparent fashion, however, physi-
cians must consider both what is known and what is unknown, the biases within
the body of literature itself, the personal perspective of the physician, and possible
conflicts of interest [48]. To genuinely share the decision-making process, physi-
cians must look beyond their biases and move beyond just the medical evidence
to (1) understand the patient’s experience and expectations; (2) build trust and par-
ticipation; (3) provide evidence-based material with a discussion of uncertainties;
(4) expose biases in the data and orientation; and (5) continuously check for
understanding on both sides [49].19

In the end, the physician has a moral responsibility to respect the individual and
her right to self-determination, her right to make her own informed medical deci-
sion [50].20 Shared medical decision making embraces a modernized Flexnerian
vision of embracing scientific evidence and incorporating it into clinical care and
physician/patient communication; it reinforces a partnership between physicians
and patients with the goal of enhancing medical care.

Interestingly, the more the patient feels like she is participating in the decision-
making, perhaps the less vulnerable the physician may be to liability, and the less
vulnerable the physician is to burnout and decreased job satisfaction [51]. A very
Flexnerian trajectory has led to the reporting of medical errors amidst an evolving
health care culture that values self-correction. One small vehicle of that process is
patient/physician joint participation in medical decision-making.

1.8 Lifelong Learning and Continuing Medical Education:
Flexner’s Ideals Applied to Physicians Throughout Their
Careers

Interdisciplinary research is at the foundation of what the Flexner Report proposes
as the future of clinical practice and informed medical decision making; interdisci-
plinary research and medical care is at the heart of women’s health care. Lifelong
learning essential for this endeavor.

Abraham Flexner did not actually use the term lifelong learning, but it is implicit
in everything for which he stood. For physicians to provide high quality and cur-
rent medical care to patients, they must be continuously educated, finding out the
latest features of medicine relevant to their practice [52]. Formal processes of con-
tinuing medical education (CME) support the universal endeavor to stay informed,
and are essential to the practice of medicine. For the physician, CME lies at the
heart of the evolving medical decision making process where decision-making takes



14 J. Schulkin and K.A. Matteson

into account new innovations and scientific studies. CME helps physicians keep
up with the new medical findings and technologies that potentially impact prac-
tice. Evidence-based practice guidelines developed by CME societies are critical
for continued physician education.21

Core features of CME are:

(1) CME planning and program development should be based on needs assessment,
including outcome data.

(2) The goals of CME should include the development of skills necessary for
lifelong learning, the exercise of clinical reasoning, an understanding of the
decision-making process, and specific content acquisition.

(3) The multiple goals of CME should be reinforced by the appropriate choice of
learning methods.

(4) Incorporation of new instructional technologies for CME should be based on
their intrinsic strengths as learning tools after thorough evaluation.

(5) Faculty development is important within CME and should include exposure to
new learning methods (theory and application) enabling faculty to translate their
content expertise into formats more appropriate to learners’ needs.

(6) Educational activities should b supportive of and coordinated with the transition
to evidence-based medicine.

(7) Professional and, whenever possible, interdisciplinary interaction should be
given priority in CME programming.

(8) Outcomes-based measures of CME effectiveness and research should be intro-
duced into the determinants of physicians’ practice behaviors.

Perhaps most importantly, the goals of CME include assisting healthcare
providers with developing lifelong learning skills, exercising clinical reasoning,
optimizing physician-patient interaction, and understanding the decision making
process, as well as providing specific content to learn. Traditional CME pro-
grams have addressed the education and training needs of doctors from residency
through retirement and often focus on expanding a physician’s knowledge without
instructing him or her about how to use that knowledge to solve clinical problems.

In the past 10 years CME programs have begun to focus on EBM and have tried
to incorporate new information into a clinical context and link learning to public
health outcomes [53]. Self-assessment, problem solving, and evidence-based anal-
ysis are three educational techniques that have slowly become topics for CME over
the past 30 years. In reality these three techniques may be more helpful than purely
science-content driven CME, as previous research has shown that physicians who
are exposed to and engage in self-directed, self-reflective learning processes tend to
keep up-to-date later in practice.22

CME’s central objective should be to help the learner recognize what he or she
still needs to know. This self-assessment function encourages critical thinking and
reinforces the goal of lifelong learning. Physicians benefit from developing tech-
niques that enhance their capacity to evaluate critically their own knowledge and
skills and to fill in the gaps where necessary. Decision analysis is an important tool to
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enhance physicians’ self-reflection about biases and orientation to events. Decision
analysis entails, in part, a formal scientific approach to decision-making, in which
the value or utility of each of decision’s possible consequences is multiplied by the
probability of the consequence, thus arriving at a score for each outcome.23

While a good deal of self-directed learning may be independent learning, not
all learning should occur independently. CME appears most likely to affect out-
comes when program content is discussed and reinforced in a group. Problem-based
learning (PBL) also holds several advantages as a CME method; it encourages self-
directed learning within the context of a group or team using a case-management
discussion. Incidentally, the dilemmas that pervade hormone therapy provide an
ideal context for PBL. PBL nurtures and exercises an assortment of skills that go
beyond knowledge acquisition yet are essential to learning and clinical proficiency
such as self-assessment, information management, the exercise of clinical rea-
soning, and a collaborative team-management approach [54]. Continuing medical
education courses that encourage evidence-based assessment as it relates to clinical
management provide an important educational vehicle for busy physicians [55].

Practice behaviors vary and these variations have led to an emphasis on develop-
ing standards for quality of care that are evidence-based, both nationally and within
large healthcare delivery organizations. Typically, efforts to promote such changes
(i.e., development of standardized clinical protocols, guidelines, and other quality-
assurance mechanisms) also signal the need for CME. Therefore, CME should be
undertaken in concert with the development and implementation of evidence-based
clinical standards and guidelines, and CME program content and formats should
complement these goals.

Much of the variation in physicians’ practice styles may depend on medical cul-
ture. To be effective within an environment where medical culture varies, CME
would have to focus more on changing the habits and attitudes of physicians and
altering cultural expectations than on strictly providing information. Information
alone would be unlikely to have an effect, and might even be discounted if it were
not consistent with physicians’ preexisting beliefs. Consider, for instance, estrogen
therapy. Physician responses to the Women’s Health Initiative Study show how sig-
nificantly prior beliefs, practice, and training affect how physicians evaluate and use
new information. Additional research exploring these discrepant responses might
help determine the motivating factors behind physicians’ behaviors and practice
styles. Gender, personal experiences and age, all may impact physician readiness,
for instance to prescribe hormone therapy, as well as physician responses to other
changes in medical information [56].24

1.9 CME and Avoidance of Physician Burnout

In an age of significant physician burnout where physicians have less control, have
an ever expanding body of information to tackle, and, most importantly, experi-
ence increased lawsuits and insurance costs, physicians, at least in obstetrics and



16 J. Schulkin and K.A. Matteson

gynecology, have been leaving their profession in record numbers [57]. Job dissat-
isfaction has become an increasing problem for the medical professions. Liability
insurance has been reported as the most significant factor contributing to physi-
cians leaving the field of obstetrics and gynecology and other fields of medicine.29

Addressing physician burnout could improve both the field of obstetrics and gyne-
cology and care that is delivered to patients. Studies have shown that one way to
lessen physician burnout is to increase opportunities to attend CME.

In one study by Bettes et al., [58] the greater the interest of OB-GYNs in CME
and, presumably, continuous learning, the greater the decrease in reported physi-
cian burnout. This suggests that obstetrician-gynecologists view CME positively.
Amidst the diverse conflicts and limitations that make the practice of medicine
exceedingly difficult, one important source of comfort is a good dose of education
through CME.

1.10 Changing Landscapes: Part-Time Options, Lifestyles,
and Physician Satisfaction

One major change in the culture of medicine, especially within obstetrics and gyne-
cology, is the increasing number of women in the medical field. The changing
demographics of physicians, along with part-time work options and innovative ways
of delivering medical care to patients, perhaps provides more balance to medicine
and allows more women to participate in the field of women’s health.

As mentioned above, there were few women in medicine before Flexner’s report
and even fewer after it. Although the Flexner Report was supportive of women in
medicine, Flexner was mistaken when he suggested that medical schools at that
time were “open to women in practically the same terms as men;” 25 that would
take many many more years.

Indeed, most contemporaries of Flexner, such as Walter Channing, an obstetri-
cian and professor at Harvard in the 19th century, believed that women did not have
the physical, mental, or emotional capacity to withstand medical school. Fortunately
this sentiment is long since forgotten. Indeed, in US obstetrics and gynecology
residency programs over 78% of trainees are women.26

For the first two-thirds of the 20th century, women pursuing medical education
were few and far between. In 1965, women only made up 9% of accepted appli-
cants to medical school. This drastically changed over the following 4 decades. The
2008–2009 AAMC survey for the Women in the U.S. Academic Medicine Statistics
and Medical School Benchmarking Report found that 48% of students accepted to
medical school and 45% of residents were women. Specifically in obstetrics and
gynecology, 78% of residents in 2008 were women [59].

Looking specifically at female residents and their career choices, one study
found that first year female obstetrics-gynecology residents were more inclined
to go into research than first year men, but this difference declined by the fourth
year. This change may be due to the perception of the mentoring process and the
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actual mentoring process of potential clinician-researchers. A Flexnerian orienta-
tion aims at making both research and academics widely accessible to all trainees
and physicians.27

Also emerging in academic medicine and obstetrics and gynecology is the
increasing interest in part-time positions. As of 2006, 1% of men and 18% of women
academic physicians under the age of 50 years were working part time [60]. The pos-
sibility of part-time work or more flexible work options, though also important to
men, may be especially important to women because of continued competing family
roles. Despite working the same number of hours as their male counterparts, women
at a single medical institution reported dedicating 12 h more per week to household
and family duties (“the second shift”) [61]. Contributing to this difference is likely
the fact that 70% of women faculty have partners who work full time, compared to
36% of male faculty.

Trying to accommodate both men’s and women’s work environment needs in
obstetrics and gynecology training is necessary for optimizing education and sat-
isfaction and reducing burnout. A source of significant stress for students and
trainees is the conflict between training responsibilities and family responsibili-
ties. It is unlikely that this stress “ends” after residency, though increased autonomy
after training may reduce its levels. Just as “patients” jumped to the forefront in
shared-medical decision making, “physicians” as individuals with personal needs
and out-of-work responsibilities have become a factor in the health care delivery
system. As our medical system evolves, our profession must consider how to allow
for flexible training and flexible career options to attract the best possible scholars
into medical fields and to keep well-trained physicians satisfied so that they will not
leave medicine.

The positive job satisfaction rates of part-time ob-gyns probably reflects the
increasing importance of a flexible lifestyle.28 Career satisfaction depends on prac-
tice environment, practice autonomy, and market factors. A study looking at how
gender affects job satisfaction among obstetricians and gynecologists found that
men were more likely to be working full time (91% men vs. 76% women) and that
women were more likely to reduce working hours and salary because of parenting.
It also found that although women and men rated job satisfaction no differently,
women were less likely to indicate that they would not choose a career in obstetrics
and gynecology again (19% women vs. 35% men). Physicians in our study were
more satisfied when they were working closer to their desired number of hours per
week and could balance their work and personal lives (Fig. 1.3).

Since 2005, a dozen states and more than 15 specialties have reported a physician
shortage or anticipate one in the next few years. Dissatisfaction with medicine as a
career is associated with burnout and the desire to retire early. Dissatisfied physi-
cians have been found to be 2–3 times more likely to leave medicine than satisfied
physicians. Obstetrics and gynecology is especially vulnerable to experience this
type of shortage. High levels of dissatisfaction, caused in part by increased liability,
are thought to be a major factor in early retirement of ob-gyns.

Further,29 we examined how career satisfaction related to part-time work,
increasing liability, current retirement plans, and professional concerns. The results
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Fig. 1.4 Reasons that obstetrician-gynecologists over the age of 50 years retired earlier than
expected

suggested that ob-gyns over age 50 years were more satisfied if they had the option
to work part time, if they were less concerned about rising malpractice costs, if they
were able to balance their work and personal life, and if they were able to control
work hours/schedule (Fig. 1.4).

An entity not considered whatsoever in Flexner’s time was the overwhelming
impact of medical malpractice and its affect on career longevity and job satisfaction.
Malpractice costs have been reported to be an important factor when planning for
retirement. Nearly 2/3 of ob-gyns over age 50 reported retiring early, at least in part,
because of rising malpractice premiums. Reduced accessibility to women’s health
care is likely not only because of the increasing demand for medical services and an
aging physician population but also, as the study suggests, because dissatisfied ob-
gyns are more likely to retire early and new ob-gyns work fewer hours than ob-gyns
in the past.



1 The Flexner Report and Evidence-Based Medicine Over the Past 100 Years 19

1.11 Conclusion: Flexner for Any Century

The Flexnerian ideal merged the delivery of patient-focused care with a culture of
research in medical schools and was zealously incorporated into medical education
and medicine in general in the first part of the 20th century. The Flexner Report pro-
vided the impetus for medical education to reform and evolve into its modern state,
incorporating science into medical education and practice. The Flexner Report was
part of a cultural revolution in which scientific discovery and sensibility were codi-
fied, expanded, and embedded into the fabric of medical education. Decision science
and evidence-based medicine were trajectories off of Flexner’s basic approach.

Evidence-based medicine has been embraced at the core of modern medical
decision-making. A clear understanding of the cognitive basis of human informa-
tion processing paired with decision-science and evidence-based medicine enhances
the credibility of medical decisions. Almost 50 years ago, obstetricians and gyne-
cologists were noted to be the medical professionals least likely to incorporate
evidence from clinical trials into their clinical practice. Medicine and obstetrics and
gynecology have undergone a major cultural shift and have embraced evidence-
based approaches to medical decision making and patient care. Survey after survey
from the American College of Obstetricians and Gynecologists have confirmed
that obstetricians-gynecologists regularly review the organization’s evidence-based
practice guidelines and rely upon them to assist with the delivery of evidence-based
health care.

Flexner emphasized enhancing the practice of medicine with the culture of
research. He wanted medical schools and hospitals to be held accountable for the
physicians they produced and let practice. Flexner’s goals included the scientific dis-
cernment of physician responsibility, public health, management of health, and care
of individuals. Evidence-based medicine furthers those goals by involving collective
decision-making in evaluating and grading evidence. Decision science empha-
sizes individual choice amidst human capabilities and information processing. Both
of these evolving themes in medicine are touted within Flexner’s conception of
cognitive cultivation in the practice of medicine.

Lastly, moving from the “practice of medicine” to the “practitioner” of medicine,
we have seen a changing landscape in terms of “who” is pursuing careers in
medicine and “what” these careers look like. Physicians are increasingly looking
for “part-time” options and professional societies and employers are recognizing
that allowing physicians more control has potential advantages of increased job sat-
isfaction and decreased burn-out. Participation in CME and lifelong learning are
necessary for all medical practices and healthcare practitioners, and actually may
facilitate improved career satisfaction.

We have come a long way from trade schools as a means of medical education to
the intricate incorporation of research and evidence into the culture of medicine. The
medical field has changed drastically over the past 100 years to include women and
minorities, to standardize medical education, and to incorporate clinical research
and evidence into a clinical practice that relies upon the patient as a decision-making
partner in the clinical encounter. Despite these dramatic advances, the medical field
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must continue to critically evaluate how it is educating its students and delivering
its medical care so that advances in medicine and patient care can be continued into
the future.
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Chapter 2
Generational and Gender Shifts in Academic
Medicine

Breda Bova and Sharon Phelan

Abstract Many examples of generational and gender shifts are noted in aca-
demic medicine, perhaps most notably in women’s health care. This chapter
describes trends in faculty demographics, size, and responsibilities and projects
future directions in growth.

Keywords Work-life · Generation · Ob-gyn · Workforce

2.1 Introduction

According to Schaffner and Van Horn, “the workplace is our most diverse national
institution, and its diversity will only grow” [1]. This includes ethnic, racial and gen-
der differences but increasingly, examining and understanding generational diversity
has become an important part of maximizing organizational effectiveness.

Two striking demographic shifts evident in our national workforce today are also
apparent in the medical profession. One is the large number of women in U.S. grad-
uate and medical schools. The other is the new generations of physicians, both Gen
Xers and Gen Y. Both of these shifts have significant implications for academic
medicine in terms of recruitment and retention. This is due to the attitudes of the
younger generations in regards to career development and work- life balance. A
desire for improved work-life balance has prompted more physicians, including Ob-
Gyns, to want to work fewer hours [2]. In addition, America is aging, resulting in
a large number of retirements expected in all professions over the next 10 years.
Medicine is no different.

In their book, The Coming Generational Storm, authors Kotlikoff and Burns [3]
comment,
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The aging of America isn’t a temporary event. We won’t be getting older this year or this
decade, and then turning back and getting younger. We are well into a change that is perma-
nent, irreversible, and very long term. Where we had 35.5 million people age 65 and older
in 2000, we’ll have 69.4 in 2030.

Educational shifts are also affecting the workplace. According to the U.S.
Department of Education [4], women have been earning more bachelor’s degrees
than men since 1982 and more master’s degrees than men since 1981.

• In the 2005–2006 academic year (the most recent year for which data are
available), women earned 58% of all bachelor’s degrees and 60% of master’s
degrees.

• By 2016, women are projected to earn 60% of bachelor’s, 63% of master’s and
54% of doctorate and professional degrees.

There is no question that our workforce and workplace is changing. This arti-
cle examines the impact of generational issues, gender shifts in the workforce, the
implications of more people wanting to work part time and the effect that work- life
balance is having on all academic departments but particularly Ob-Gyn and Family
Medicine departments which are a the major training programs for providers of
women’s health.

2.2 Generational Issues

Each generation has its own unique stories, characteristics, differences and tensions.
A generation is basically defined as a group of people who share the same formative
experiences. These experiences bind people who are born in continuous years into
cohorts. These are groups of individuals customarily sorted by birth years as the
common demographic statistic. Depending on which demographer you read there
may be slight variations in the birth years for each generation as well as differ-
ent names used for the identification of each. The four generations present in the
workplace today are outlined in Table 2.1.

Table 2.1 Four generations
in the workplace today The four generations that remain in the workplace today are

• The Silent Generation (1925–1942)
Approximately 63 million

• The Baby Boomer Generation (1943–1961)
Approximately 77 million

• Generation X (1962–1981)
Approximately 44 million

• Generation Y (1982–2000)
Approximately 70 million
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2.3 The Silent Generation (1925–1942)

Also known as Radio Babies, Veteran Generation, WW II Generation, Seniors and
Geezers. Most of our senior physicians are members of the Silent Generation. Their
youth was very different than what young people experience today. They received
most of their news from radio and newspapers, shopping was done most often at
local shops and markets and long distance phone calls were rare and expensive.
Some of the seminal events that influenced this group were the Great Depression, the
New Deal, World War II, the rise of labor unions, and the Korean War. Even though
the younger members of this generation do not remember the Great Depression,
they remember the often severe impact it had on their parents.

Members of this generation were prepared to endure difficult situations, master a
body of knowledge, and demonstrate respect for those who came before them. Age
and experience counted for something. Members of this generation have adapted
to the changing world around them but they continue to rely on the early lessons
they learned in the workplace. It’s interesting to reflect back on what those early
workplaces looked like: heavily bureaucratic, with clearly defined rules, policies
and procedures. In most cases some one person was clearly in charge and those who
received rewards were usually those who followed the rules. According to Moody,
most physicians in this generation grew up in single- income families in which the
mother was the homemaker [5]. Some of the characteristics that define this group
are shown in Table 2.2.

Table 2.2 The silent
generation (Adapted from
Sotile W and Bova B. Among
the generations in
medicine:learning to address
impairment and fatigue to
enhance patient safety. Duke
University NC 2006)

Silent Generation: Characteristics
•Able to postpone Gratification
•Risk Aversive
•Loyal

– Family
– Country
– Job

•Respectful Communication
•Adherence to Rules
•Detail Oriented

2.4 Baby Boomer Generation (1943–1961)

Also know as Digital Immigrants and the Vietnam Generation. This is the largest
generation in history. In many workplaces today, including academic medicine,
Baby Boomers hold positions of power and control. The youth of this generation
grew up with parents who had been through World War II and thought that life
would be better for their children. They grew up in a generally prosperous environ-
ment and were the first generation to be introduced to television. They became used



28 B. Bova and S. Phelan

Table 2.3 Seminal events of the baby boomers (citation)

Some seminal events affecting the baby boomers

1955 Salk Vaccine tested on the public
Rosa Parks refuses to move to the back of the bus in Montgomery, AL

1957 First nuclear Power Plant
Congress passes the Civil Rights Act

1960 Birth control pills introduced
1961 Kennedy establishes Peace Corps
1962 Cuban Missile Crisis

John Glenn circles the earth
1963 Martin Luther King leads march on Washington, D.C.

President John Kennedy assassinated
1965 United States sends ground combat troops to Vietnam
1965 National Organization for Women founded
1968 Martin Luther King and Robert F. Kennedy Assassinated
1969 First Lunar landing

Woodstock

to getting their news on TV as well as seeing historic events take place such as men
landing on the moon and the assassination of a president. Numerous seminal events
had an impact on their lives. Some of these are highlighted in Table 2.3.

Baby Boomers are still a powerful presence in the workplace and are likely to
dominate it until 2015. Many members of this generation chose the workplace as
a vehicle for proving their sense of self worth. Many consider this generation as
“driven” – working long hours, missing many of their children’s “firsts” and doing
whatever it took to get the job done. For many baby boomers this was the only way
to the top. They were willing and expected to climb the “ladder” to get there and
wait for their turn. This is a phenomenon that is being challenged today. Some of
the characteristics that define this group are shown in Table 2.4.

Table 2.4 Characteristics of
the baby boomers (Adapted
from Sotile W and Bova B.
Among the generations in
medicine:learning to address
impairment and fatigue to
enhance patient safety. Duke
University NC 2006)

Baby boomers: characteristics
• Largest Generation: 77 Million
• Optimistic
• Redefined Roles
• Management by Buzz Word
• Skewed Work/Life Balance
• Brought Up in a Competitive Environment
• Will transform Retirement models
• “Work Ethic” and “Worth Ethic” are Synonymous

2.5 Generation X (1962–1981)

Also known as Baby Busters, Thirteenth Generation (since the American
Revolution) 13ers, and Post Boomers. Generation X is a much smaller group than
the Baby Boomers, approximately 44 million persons in the U.S. During their child-
hood they grew up in homes where many of their mothers worked outside the home.
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Table 2.5 Seminal events of generation X (Adapted from Sotile W and Bova B. Among the gen-
erations in medicine:learning to address impairment and fatigue to enhance patient safety. Duke
University NC 2006)

Some seminal events affecting generation X

1971 Intel’s first chip developed
1972 First e-mail management program
1973 Roe v Wade
1975 Personal computer introduced on the consumer market
1981 Centers for Disease Control’s first published report on AIDS
1981 Reagan assassination attempt
1984 Extensive corporate downsizing begins
1986 Challenger explosion

This generation was affected by divorce as many grew up in single parent homes.
They became latch key children and took care of their brothers and sisters. This
has manifested itself in a generation that is generally self reliant and resourceful.
Seminal events that have impacted this group are highlighted in Table 2.5.

Since many in this generation witnessed their parents being cut from jobs during
the extensive corporate downsizing that began in the mid 1980s, they tend to have a
free agent approach to their careers. This simply means that they, not a profession or
institution, own their careers. There is an increase in the number of stay at home Gen
X moms, most pronounced among college graduates. They indicate they are looking
for a less “frazzled” life style. As one female Gen Xer said, “I saw my parents old
and tired at 50 – I can always get another job. I don’t want to get another family.” In
many of our medical institutions this generation makes up our residents and junior
faculty.

Characteristics of this generation are detailed in Table 2.6.
This generation introduced us to the concept of work-life balance and in turn this

has had a huge impact on the workplace today. Many in this generation truly value
their family time and as Bickel and Brown note [6] “in their eyes their parents suffer

Table 2.6 Characteristics of generation X (Adapted from Sotile W and Bova B. Among the gen-
erations in medicine:learning to address impairment and fatigue to enhance patient safety. Duke
University NC 2006)

Generation X characteristics
• Dedicated to people, projects, ideas and tasks, not to longevity and lifetime employment
• Parallel thinkers
• Independent and resourceful
• Accepting of change
• “Want it now!”
• Comfortable with diversity
• Expect a balanced lifestyles
• Free agent approach to careers
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from ‘vacation deficit disorder’.” In this generation we see an increase in the number
of physicians who are choosing to work part time.

In a 2007 questionnaire of graduating medical students by the Association of American
Medical Colleges, 52% of respondents agreed that a physician’s work ‘interfere(s) too much
with other interests and pursuits,’ while even more felt it interfered too much with family
relations [7].

2.6 Generation Y (1982–2000)

Also known as Echo Boomers, Millennials, Digital Generation, .com Generation,
Digital Natives and the Net Generation. This is the generation in our medical
schools and intern programs today as well as those in the undergraduate and grad-
uate pipeline in colleges and universities. The childhood of this generation was
greatly impacted by technology and generally closer relationship with their parents.
Seminal events that helped shape this generation are shown in Table 2.7

Generation Y has arrived in the workplace and will continue to populate it for
decades. They come with a keen sense of and comfort with technology. Since this
generation is so techno savvy, many organizations have started reverse mentoring
programs in which members of this generation mentor the more senior generations –
especially when it comes to technology.

Characteristics of this generation are shown in Table 2.8.

Table 2.7 Seminal events of
generation Y (Adapted from
Sotile W and Bova B. Among
the generations in
medicine:learning to address
impairment and fatigue to
enhance patient safety. Duke
University NC 2006)

Some seminal events affecting generation X

1986 Challenger Explosion
1995 Oklahoma City bombing
1999 Columbine High School massacre
2001 9/11
2005 Hurricane Katrina
2007 Virginia Tech Massacre

Table 2.8 Characteristics of
generation Y (Adapted from
Sotile W and Bova B. Among
the generations in
medicine:learning to address
impairment and fatigue to
enhance patient safety. Duke
University NC 2006)

Generation Y characteristics
• E-Learners
• In a state of continuous partial attention
• Used to instant communication
• Many are into “Extreme Sports”
• Expect frequent and/or constant feedback
• Optimistic
• Speed is valued more than attention to nagging detail
• Oriented toward collective action
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The Pew Research Center [8] notes some things about this generation that will
impact the workplace:

• They are the most ethnically and racially diverse cohort of youth in the nation’s
history. Among those ages 15–29: 18.5% are Hispanic; 14.2% are black; 4.3%
are Asian; 3.2% are mixed race or other; and 59.8%, a record low, are white.

• They are starting out as the most politically progressive age group in modern
history. In the 2008 election, Millennials voted for Barack Obama over John
McCain by 66–32%, while adults ages 30 and over split their votes 50–49%. In
the four decades since the development of Election Day exit polling, this is the
largest gap ever seen in presidential election between the votes of those under
and over age 30.

• They are the first generation in human history who regard behaviors like tweeting
and texting, along with websites like Facebook, YouTube, Google and Wikipedia,
not as astonishing innovations of the digital era, but as everyday parts of their
social lives and their search for understanding.

• They are more inclined toward trust in institutions than were either of their
two predecessor generations – Gen Xers (who are now ages 30–45) and Baby
Boomers

• (now ages 46–64) when they were coming of age.

The question that many are asking is how will this new generation of doctors
approach the practice of medicine? Kirch suggests some ideas:

• Clearly, job sharing, part-time work, and flexible schedules must become more
commonplace for doctors in the years to come.

• Information technology, particularly electronic medical records and emails
between physicians and patients, will need to be expanded in order to maintain
continuity of care.

• Medical education will need to focus on interdisciplinary training with nurses,
pharmacists, and other health professions, as well as a more team-based approach
to patient care.

• As this generation of physicians leads by example and shows us that a work-life
balance is possible for doctors, they provide us with an excellent opportunity for
constructive change in how we practice medicine” [9].

In their book, Millennials Rising, Howe and Strauss comment on the importance
of understanding generational transitions.

“Those who pay no attention to generational transitions, or who think generations matter
only to the producers and consumers of pop culture, leave themselves with precious little
to assess where they, and America, stand in the sweep of history. . . . Trying to understand
the direction of America by looking at the breaking headlines while ignoring generations
is like trying to understand the movement of the ocean by looking at the breaking waves
while ignoring the tides. Those who disregard generational change have been surprised by
the last several turns in the American mood. Those who continue to disregard it will be just
as surprised the next time a new decade and a new generation alter the nation’s course [10].”
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2.7 Gender Issues

In addition to the major shift in academic workforce due to generational changes,
there has been a relatively recent change in the number of women in medical careers.
This shift became evident in medical schools in the 1970’s. Currently there is a
balance between the genders at matriculation. Table 2.9 shows the increase from
8.3% of the 1965 entering class being women to the current rate of almost 50%.

Initially, the increasing number of women did not change the culture of many
of the specialties. Women often gravitated to more family-friendly specialties with
more outpatient responsibilities and “regular” work hours. These included family
medicine, pediatrics, pathology and psychiatry.

In the 1980’s a shift in specialty choices became evident. Although the tra-
ditional primary ambulatory care specialties of Family Medicine and Pediatrics
remained popular more women started entering internal medicine subspecialties and
obstetrics-gynecology. Table 2.10 shows these trends within selected specialties.
For many, ob-gyn was the most supportive surgical specialty for female graduates
through the 1990’s. If a woman was drawn towards a surgical career, she would be
guided to ob-gyn citing “women taking care of women” and to general surgery if a
male. During the 1990’s ob-gyn residencies were very popular and very competitive
while the gender mix shifted to a female dominated specialty. Obviously anyone
who wanted to do obstetrics was drawn to ob-gyn. Women who were part of the
women empowerment movement aligned themselves with the “Women caring for
Women” mantra. They saw ob-gyn residencies as a duty or calling. Finally women
who desired to enter a surgical training program commonly felt they had very lim-
ited options especially if they were considering having a family. By 2007, over 75%
of ob-gyn residents were women which surpassed the traditionally female preferred
pediatric residencies with only 73%. (Table 2.10) [11].

In the 1990’s as part of the gatekeeper concept for health care reform, more
residencies maintained their primary care status. Ob-gyn was part of this move-
ment, with primary ambulatory care becoming a requirement in resident training.

Table 2.9 The number of women and percentage of women compared to all medical students in
the areas of matriculation, first year enrollment and graduation from medical school by year

Matriculants First year enrollment Graduates

Year # Women % Women # Women % Women # Women %Women

1965 799 9.3 731 8.3 524 6.9
1970 1,228 11.0 1,256 11.1 827 9.2
1975 3,511 23.6 3,647 23.8 2,212 16.2
1980 4,757 28.7 4,966 28.9 3,898 24.9
1985 5,520 33.9 5,800 34.2 4,957 30.8
1990 6,153 38.5 6,550 38.8 5,549 36.0
1995 6,941 42.7 7,363 43.2 6,501 40.9
2000 7,472 45.6 7,659 45.9 6,824 43.2
2005 8,239 48.5 8,416 48.4 7,748 48.7
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At the same time traditional primary care residencies such as Family Medicine and
Internal Medicine added the option of a Women’s Health specialty. These programs
emphasised the concept that women’s health care is not simply a standard approach
to care but unique taking into consideration the physiologic differences of women
compared to a men. This expanded the concept of women’s health is more than
reproductive health but examining the unique impact of women’s hormonal changes
and physiology on their health care.

In 2003, ACGME implemented work hour restrictions. Suddenly the traditional
surgical work week of 100–120 h was no more. The work environment between
the various surgical specialties became more similar and surgery minded female
graduates could started competing for all surgical residency positions not just ob-
gyn residency slots [12]. The scope of women’s health care is changing. More and
more patient care is in an ambulatory setting with fewer surgical or hospital based
interventions. The combination of cervical CIS and desire for tubal sterilization used
to justify a vaginal hysterectomy. Now it is treated with a LEEP and a laparoscopic
or even hysteroscopic procedure. The specialty of Ob-Gyn has the potential of being
far more ambulatory in the care provided, making it more similar to family medicine
or internal medicine.

It was during this transition that ob-gyn residencies found that their popularity
with U.S. medical school graduates had decreased significantly. Unfortunately the
two other specialties that might stress Women’s Health Care (Family Medicine and
Internal Medicine) were not particularly popular either. Issues of part-time employ-
ment, comfort with salaried positions rather than private practice, interest in control
of work hours and openness to shift work were all concepts foreign to many of the
senior leaders in academic medicine, especially in surgical and inpatient special-
ties. During discussions by various groups, including ACOG, it became evident that
this shift in priorities was more than just a gender issue. It was very much a gen-
erational issue. Both men and women were expressing the desire for life balance
and more control over life style. Specialties seen as lifestyle friendly were those
with more shift based practices (Emergency Medicine, Radiology, Anesthesia), or
increasingly ambulatory settings with procedures (Dermatology, Otolaryngology).
As a group these specialties were commonly referred to as the E-ROAD residencies.
They were specialties that were well paid, seen as having status within the medi-
cal system and were flexible for part-time or shift arrangements. Women as well as
men started entering these competitive specialties in increasing numbers. The newly
devised roles of hospitalist, intensivists, and even laborist appear to be more popular
among new graduates because of the challenges of the hospitalized patient together
with the benefits of limited shift work and salaried employment by the hospital
without the administrative headaches of a private office. Primary care and Ob-Gyn
were not as popular due to concerns of low pay and/or long hours. Yet these are
the groups providing the majority of women-focused health care. Academic depart-
ments may find it difficult to effectively recruit new graduates into academics as
they compete with private settings that offer a variety of job settings and greater
flexibility.
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2.8 Work Life Balance

Work-life balance has been cited as one of the most important considerations in
choosing a specialty as well as choosing a practice setting. According to the Locum
Tenens and the American College of Physicians Executives (ACPE) study, it is noted
that:

More critical today than ever before, supporting physicians’ needs for work-life balance can
improve their satisfaction on the job. When we fail to recognize the importance of work-life
balance for employees, we lose a tremendous opportunity not only to demonstrate under-
standing and compassion, but to provide appreciable help in what has become a significant
challenge for most people [13]

Work-life balance is a difficult concept to define and in many cases one definition
does not fit all. In its broadest sense Clark and Hill define it as,

A satisfactory level of involvement or ‘fit’ between the multiple roles in a person’s life.
Although definitions and explanations vary, work/life balance is generally associated with
equilibrium, or maintaining an overall sense of harmony in life. This would mean that
psychological aspects of work and family life determine balance. Balance is enhanced
when individuals engage in doing those things that are salient, prominent, noticeable,
or important. Balance is enhanced when individuals choose to act on the things they
value [14].

It’s a complex concept that Generation X and Y have really elevated to a new
level. Many Baby Boomers feel that they are responsible for the work-life balance
of everyone but themselves. So in many arenas the question is – who will do the
work? The younger two generations watched as their parents worked long hours
and as one Gen Xer said “My parents both worked and missed so much of my life
as I was growing up. I decided that I would do everything I could to never let that
happen to me and my family.”

Since turnover and retention are a major issue for the medical field, attention to
the issue of what work-life balance means for the younger physician is significant ,
especially for fields that are critical for public health but currently not popular with
the younger generation. There is a need to move away from the notion that those
who seek flexibility or part time work are lazy and less committed. Organizations
also need to realize that work-life balance has relevance to all generations, not just
Gen X and Y. There is no “one size fits all” model. It’s important for institutions to
offer practices that appeal to all employees. This includes our baby boomers, who
have needs in the area of work-life balance as well.

The success of our academic medical organizations depends on the satisfac-
tion of all of our employees. For our medical institutions to succeed our people
need to succeed, not just in the workplace but in all aspects of their lives. Here
lies the importance of our consideration of the concept of work-life balance. As
with any other new Human Resource initiative, it begs us to be open and will-
ing to work with the entire person for the good of the organization as well as the
profession.
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2.9 Impact of the Changing Workforce
on Academic Manpower

Recent resident graduates are more open with their goals in life – both per-
sonal and professional. They are striving for a balance as necessary for success
at work and at home. An unmanageable schedule and lack of sense of control
can lead to depression, poor work performance, conflict with family members,
and a sense of burnout. Burnout can in turn lead to leaving the work place or
even the profession. Worse those with burnout will stay in the profession sim-
ply to earn a salary. Women are often at danger from such an unmanageable
schedule because they commonly feel responsible for issues on the home front
as well as at work. New graduates need to make tough decisions and accept
compromise to regain/maintain control of their lives. Residents often see their fac-
ulty as having long hours, many demands on time, and limited to poor work-life
balance.

Academic physicians are expected to be productive as clinicians, educators
and researchers. To truly be a triple threat, the home life is likely to suf-
fer. The advantages of a salaried position and “regular” hours are often over-
whelmed by the demands of clinical productivity in an unwieldy large academic
clinic, submitting detailed research grants that are more commonly not funded
in today’s economy and teaching in one’s spare time [15]. Between 1999 and
2003 approximately 15% of graduates entered an academic position with around
40% being women. This contrasts to over 30% going into advance training with
approximately32% being women and 48% entering non-academic positions with
slightly less than 40% being women [16]. Most of the increases in academic
positions were clinical positions [17]. To keep this faculty, academic leader-
ship will have to address the individual pursuit for balance and alignment in
work and at home [18]. Gender does impact faculty job satisfaction and men
are generally being more satisfied [19]. This makes Obstetric and Gynecology
and Pediatric departments especially vulnerable to problems with maintain-
ing an adequate academic workforce since most of the younger graduates are
women.

Interest in part time employment/careers is increasing to achieve this balance.
Although this sounds simple on the surface to simply have every Wednesday off
to achieve an 80% FTE, is difficult. To achieve “success” in academics can require
a commitment of 70–80 hours/week. A faculty member is unlikely to be willing
to work a 60 h “part-time” job. Many responsibilities, meetings and clinical activ-
ities do not provide the flexibility needed to meet a part-time commitment there
by slowing an individual’s professional advancement more than a 20% decrease
in hours would imply [20]. The implementation and success of a part-time strat-
egy for faculty must be achieved with realization of numerous complicating issues
including perceptions by senior faculty of a lack of commitment, a system for fair
distribution of clinical responsibilities and incentives, and maintaining clinical and
educational skills.
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2.10 Summary

The combination of generational and gender shifts in the academic physician
population has dramatic implications for work force predictions particularly in aca-
demics. No longer can it be assumed that a new graduate will fill the role of the
retiring physician. The new generation of physicians is generally not working the
long hours of the baby boomer generation and may not see as many patients in a
given week. Some see this as a generation that is less dedicated to their patients and
not as hard working. This is not true. They are dedicated to their patients and spe-
cialty. However, they also hold their families and personal health as a high priority.
Their identities are based on more than their profession. Both men and women look
to practice settings that give them the flexibility of professional growth and satisfac-
tion as well as personal growth. Women may want to work part time when children
are small and then move to a more full time status as they enter school. Fathers want
more an active roles to coaching teams, having actual family vacations and attend-
ing parent-teacher conferences. Without a major influx of new physicians, which is
not going to happen for a number of years given the 8–12 year medical educational
pipeline, health care delivery systems must develop creative ways to accommodate
a variety of practice styles into an efficient, cost effective, professionally satisfy-
ing, team building approach to care. The private sector is commonly seen as more
flexible and creative with part time jobs and roles such as laborist. To remain com-
petitive in the workforce for the best and the brightest, academic departments must
become more creative and open to variations in work settings and expectations for
junior faculty to be able to recruit and retain the individuals who will train the next
generation and develop the next wave of medical/surgical innovations.
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Chapter 3
Clinician Educators: How Can We Meet
the Expanding Need?

Joanna M. Cain and Kathleen C. Bowling

The American medical school is now well along in the second
century of its history. It began, and for many years continued to
exist, as a supplement to the apprenticeship system still in vogue
during the seventeenth and eighteenth centuries. The likely
youth of that period, destined to a medical career, was at an
early age indentured to some reputable practitioner, to whom
his service was successively menial, pharmaceutical and
professional: he ran his master’s errands, washed the bottles,
mixed the drugs, spread the plasters, and finally, as the
stipulated term drew towards its close, actually took part in the
daily practice of his preceptor. . .

Flexner [1]

Abstract Distinctions are made between faculty who are physician scientists and
clinician educators in women’s health care. As departments expand due to increas-
ing clinical and educational needs, the clinician educator will play a more central
role. This chapter focuses on the expanding value and need for clinician educators.

Keywords Clinician educator · Ambulatory education · Faculty motivation and
reward

3.1 Introduction

Medical education after Flexner concentrated on bringing the theoretical and scien-
tific basis of medicine into the center of medical education as well as standardizing
medical education across medical schools. Flexner’s ideal would have been a clini-
cian researcher as the primary educator who could seamlessly go from the bench to
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the bedside, imparting that evidence based knowledge skillfully and even subjecting
the process of education to the research scrutiny that would advance techniques and
outcomes. Clinician Educators are the key to robust women’s health education –
particularly community and ambulatory based education. Yet now more than 100
years from Flexner, we have yet to find the right balance of Boyer’s [2] scholarships
of discovery, integration, application and education either in our educational process
or in our development as an academy of professors of medicine that is required to
promote education in sex and gender based medicine. Clinician educators have gen-
erally failed to attain status as part of the “first class” professoriate in many medical
schools [3], and the status of schools is often measured by the level of NIH funding
rather than the quality of education – partially because adequate metrics to assess
scholarship remain less developed for clinician educators. Research to develop these
metrics for clinical competency and humanism has little to no funding. The Flexner
report itself has been criticized as widening this gap between biomedical science
and clinical medicine and education [4].

The bulk of the educational process of clinical learning is based in various rota-
tions in academic and non academic hospitals and ambulatory clinics staffed by
clinical faculty who learned from those who came before them. This education
includes both the application of this knowledge to patients and the application of
theories of professionalism and education that are often unique to a given institu-
tion. Some rotations in the time since Flexner have been highly professional with
long standing and highly revered teachers who thought about the actual process of
education and taught the best of medicine, of bedside manners and professional con-
duct. Others were less salutatory sites of learning with bursts of anger and student
abuse being normative, intentional malice between professionals, and patients seen
only as a means to an end. Socialization into medicine and learning in the clinical
setting remained variable.

Combining the scholarships of discovery, integration, application and education
(teaching) into coherent clinical education is a challenge that we have yet to fully
complete. For women’s health, for which both focused research and educational
scholarship is still developing, the gap may be even wider.

Historically, the construct and management of schools of medicine were shaped
by faculty who valued a paradigm of the primacy of the discovery/integration schol-
arships and generally did not value nor bear the responsibility for application and
educational scholarships. The scholarship of discovery (bench and to some degree
translational research) still holds primacy over the others in most schools. Most
promotion committees do not have metrics to fully evaluate the scholarship of edu-
cation and/or they do not consider this scholarship of equal value. This leads to lack
of broad exploration of the scholarship of education and lack of a robust faculty with
both generalist and specialist scholars in teaching and education in virtually every
discipline. In particular, the continued gap in advancement of women in academic
medicine can be tracked to lack of valuing the scholarship of education equally in
most settings.

We are now in the era in which variation in educational scholarship and in profes-
sionalism is no longer acceptable. The setting in which clinical education is carried
out is often under very limited oversight of Departments or Schools of Medicine,
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and can have conflicting values or interests (financial, program competition, faculty
competition, etc.) that have to be adjudicated to even begin to focus on the educa-
tional scholarship. The ability to shape the capacity to teach and develop scholarly
educators is hampered to varying degrees by lack of time, lack of interest, and
lack of meaningful rewards or consequences for providing or NOT providing the
highest levels of teaching or professionalism. Larger and larger faculties have been
hired to provide the clinical educational activities. They have become more impor-
tant to schools of medicine as a means of broadening the institution’s economic
base – often directly in conflict with the time that is needed to develop as a clinician
educator. Furthermore, those areas that are not highly compensated, for example
many aspects of women’s health within Ob/Gyn and General Internal Medicine, are
often under more financial pressure and have less ability to subsidize educational
or research development. Similarly, the increased value given to the scholarship of
discovery in schools of medicine can result in a conflict of interest to keep star
researchers, who may not be held equally accountable for poor teaching skills and
poor professionalism. The end result is that most of medical education looks to some
level of a “voluntary” or community based faculty to augment some or even provide

Table 3.1 Roles of clinician educators

Timeline Role

Pre Flexner Oversees apprentice system: primary focus of
medical education is entirely clinician
educators with very little research or
educational scholarship expected

Post Flexner: initial Initial division of basic knowledge to
University setting, with clinical rotations
still heavily dependent on community
clinical rotations. Significant growth of
scholarship of discovery (research) and
development of scholarship of education.

Contemporary Curricular harmonization across United
States; growth of medical school faculties
with cross subsidy of education and
research from clinical enterprise. More of
education or all of education within
University clinical enterprise but still
heavily dependent on “voluntary” or
community clinical educators

Developing trends: increased student and
resident numbers; clinical enterprise
dependence of SOM with variable viability
and lacks capacity for covering incoming
students; faculty retention for clinical
educators challenged by promotion and
tenure policies and salaries; community
educators challenged by decreasing
reimbursement and increasing time in
practice leaving little time to teach.

Growth in dependence on community based
clinical educators likely, continued
development of balanced educational,
scholarship, recognition, and promotion
strategies for clinician educators will be
needed.
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the bulk of experience for students and residents. These faculty members have vary-
ing degrees of commitment to their trainees and their success and hence, may result
in the varying outcomes that the Flexner report critiqued so clearly a century ago
(Table 3.1).

This chapter seeks to explore the role and future development of clinical edu-
cators. What motivates them to teach? What heights of competency in educational
scholarship and professionalism could be achieved while confronting the shifting
grounds of medical funding and stress that affects our faculty – both institutionally
and community based? What could uniquely be done in women’s health to expand
and develop these roles?

3.2 What Motivates Clinician Educators?

There is an element in medicine that is often overshadowed by all the contortions
inherent in the business of medicine, malpractice issues, and generational differ-
ences – the simple desire of virtually all individuals who practice medicine to leave
a legacy of making a difference in their patients’ lives and in the practice of the
next generation of physicians. As with all of medicine, clinician educators expe-
rience the “paradoxical presence of self interest and altruism in the tradition of
Western medicine. . .the responsibility that uses skills well for self-satisfaction and
self-support; in this, medicine adheres to the principle of self-interest. It will, at the
same time, be the responsibility that uses skills to respond to the needs of others;
in this, medicine is ruled by the principle of altruism. This moral paradox, like a
geographic fault, penetrates the terrain of medicine” [5].

This moral paradox penetrates the academy of clinician educators as well, par-
ticularly as we search for the next generation of educators from a pool of graduates
who have a higher financial burden than ever before and no clear funding or its
more important correlate, time, for scholarly development as clinician educators
(Fig. 3.1). Both monetary and altruistic motivations have to be considered. Asking
for them to teach in their clinical setting clearly adds financial burdens by increasing
the time it takes for them to see a patient for most medical student level preceptors,
although resident preceptors often gain efficiency at the senior levels – a recognized
trade off in residency education [6, 7].

Clinician
Scholars

Motivation

AltruismSelf interest Students

Fig. 3.1 Teaching crosses
both the motivation of self
interest and altruism for
clinician educators
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Providing a stipend as a motivation for community and hospital based educators
would then seem to be a motivational solution to increasing the number of clinician
educators. The provision of a nominal stipend has been explored in the primary care
setting [8]. While it directly impacted retention of teachers, it was not the major
source of satisfaction – echoing the moral paradox of medicine outlined by Jonsen.
The majority ranked having a good student as the major factor in continuing to teach
(73%) as well as satisfaction, while only (8%) rated the stipend as the most impor-
tant factor and none rated it as important in satisfaction. The stipend was seen as
both gap coverage for the fewer patients seen during precepting sessions as well as
recognition of the value of their teaching. Paying physician teachers for their efforts
has also been shown to correlate with improved student experience evaluations [9].
In acting as clinical preceptors and longitudinal advisors, again minimal support
resulted in gains across all areas (overall, critique of student presentations, and cri-
tique of student write ups, establishing rapport, physical exam, and history taking)
in student satisfaction.

Monetary rewards are not the only motivators for clinician educators (Table 3.2).
Volunteer, community based faculty have been shown in many studies to pro-
vide precepting for the simple satisfaction gained from teaching, the opportu-
nity to be challenged and the prospect of influencing others by serving as role
models [10, 11]. They also have been shown to value student feedback [12],
likely as part of the satisfaction of being challenged and teaching. Non-monetary
rewards, such faculty appointments, teaching awards and educational materials and
continuing medical education credit also have significant value for community
faculty [10–12].

The intrinsic motivations of clinician educators and preceptors remains very
altruistic – demonstrating what community practice is like, enjoyment of teaching,
giving something back to their profession, intellectual stimulation and being a role
model. In women’s health, often the chance to demonstrate gender or sex specific
medical issues to expand a student perspective has particular attraction. Clinician
educators want to leave a legacy that they made a difference that will live on in their
students and mentees – the immortality of all great educators. Reward and recogni-
tion is valued, and does encourage retention and expanded efforts as well as student
satisfaction that assures continued motivation to teach and precept – but it is impor-
tant to remember that within the paradox of medicine, the primary motivation for
teaching stems from altruism not self interest.

Table 3.2 What motivates clinician educators? Both intrinsic and external motivation is involved

Intrinsic motivation External motivation
Sense of legacy and continuity Recognition from student evaluations/feedback
Stimulation in science, clinical care, and

development as an educator
Monetary stipend

Fellowship/friendship with other educators Faculty appointments, teaching awards
Pride in medicine (“having a good student”,

the enthusiasm of students)
CME credits
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3.3 How Do We Create Excellence and Scholarship in Clinical
Educators?

There is no doubt that early and continuing exposure to medical education in clin-
ical settings molds students – both by improving socialization into the profession
and influencing what disciplines or sub disciplines they consider for themselves
[13]. In undergraduate settings, students note the significant learning they gain from
ambulatory settings by witnessing the impact of long term patient relationships, the
impact of social environment on disease processes, and the importance of dealing
with people not diseases [14, 15]. In the hospital setting, learners and teachers val-
ued hands on experience, broad knowledge transfer and working in small groups
with clinicians [16]. What is most remarkable about education in the clinical setting
is that the majority of clinician educators are recruited to teach without ever having
any formal training or support for the skill sets and the underlying pedagogy that
could make their efforts more successful. Often the only guide is the way in which
they were taught – for good or for ill.

It is clear that while many clinical teachers adopt the methods they were taught
with, they are hungry to explore improvements in methods. One study in Australia
[16] noted that facilitation of sessions fostering high level cognitive processing from
pre reading before clinical experiences was a skill set that required development of
more advanced teaching strategies and skills than the clinician educators presently
possessed. In addition, professional development with new technologies such as
software and online learning, simulation, and development of mentoring skills have
all been identified as areas for clinician educators to master.

Studies of programs to develop new skill sets in clinician educators are growing.
A systematic review of faculty development initiatives concluded that overall satis-
faction with faculty development programs was high and resulted in positive change
in attitude, knowledge, and teaching behavior [17]. This review includes a summary
of the eight most highly rated (design, outcomes) studies of faculty development.
There were some common findings particularly that baseline performance improve-
ment is possible, and that those with the worst evaluations stand to benefit most. In
addition the reviewed studies suggest that individual variation in skill sets requires
tailoring interventions to accommodate different needs. They also note the impor-
tance of tailored and persistent feedback without which teaching problems were
likely to persist. The interventions discussed include videotaping with intensive feed
back, multiple 2 h seminars, and full fellowships as the vehicles for learning. Those
of a more longitudinal nature were more likely to result in longer term gains and
development of social networks of educators that enhanced the changes. An addi-
tional key finding was the importance of peers as role models, to facilitate exchange
of ideas and the critical nature of collegial support to promote and maintain learning
and change.

The importance of peers in faculty development was highlighted in a program
at University of California, Los Angeles. The program focused on teaching skill
development in the setting of small groups of community faculty led by a local
opinion leader [18]. This model used a “Teach the Leaders” group initially (with
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dinner and a small stipend leading to 80% attendance) to develop a case based cur-
riculum. Feedback and teaching tools (videos, readings, tutor guides) were provided
to this leadership group with the plan that they would teach their peers in the com-
munity (again in small groups). The cases they taught from had roles for students
as well as teachers and were positively received by students as well as commu-
nity faculty. There is little evidence based literature on gender differences in faculty
learning as teachers in medicine. However given the predominance of women in
medicine as faculty for women’s health clerkships, this is an area that deserves
further exploration.

Educational fellowship programs can be useful in developing the skills of educa-
tional scholars and peer leaders [19]. The goals of these long term programs were to
prepare educational scholars to “lead, design, implement, and evaluate educational
initiatives” and went far beyond the usual focused faculty development in teaching
skills. It is notable that the success of these programs has been related to continuous
feedback and adaptation to changing needs of the professoriate/community faculty
and to changing priorities.

One other characteristic in development of these scholar programs is important
as we consider how to sustain clinician educators. There is a critical need to create
cross disciplinary relationships and scholarship to provide a large enough com-
munity for robust development of education and educational research through the
program design. Virtually all the courses have incorporated that into their design.
This is particularly important in women’s health where the critical skill sets for both
undergraduate and graduate programs are acquired only through cross disciplinary
training, requiring cross disciplinary competencies in curriculum design and instruc-
tional techniques [20]. In the Teaching Scholars Program at McGill University, for
example, 15 different specialties have so far been chosen as Scholars [21]. The
“community of practice” that has developed among the scholars is one of the most
positive outcomes from the scholar’s evaluations.

The McGill program provided University level courses from the Education
Faculty, a monthly seminar, educational project requirement as well as the faculty
development activities. The University courses allow health professionals entrée
into the world of pedagogy of education and gives them new frameworks and
ideas for their own courses and research. At UC Davis, the goal of the Teaching
Scholars program was to “enhance faculty understanding of medical education’s
complexity, and improve educators’ effectiveness as regional/national leaders [22].”
This was structured with a l/2 day/week over 24 weeks and incorporated the key
idea that creating change required reflection on present practice. The four founda-
tional principles of their program are pertinent to all approaches to educating the
educators:

1. Theory relevant to medical education powerfully anchors reflection-on-practice.
2. Diversity of perspectives on educational practice can promote reflection
3. Colleagues and peers are often the best teachers for each other
4. Reflection is a reciprocal process of testing theory in practice and examining

practice in the context of theory.
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They used an institution wide design process focused on recognizing and
addressing potential barriers. As an example, one of the strategies for the schol-
ars was to address lack of overt reimbursement for faculty teaching with better
evaluation of teaching expertise and leadership to improve evaluations needed for
promotion. The scholars noted that they diversified evaluation methods of learners’
skills, were better at systematic planning and more confident in skills and much
more able to lead participative teaching, problem solving and take on new projects.

These findings are echoed in the program outcomes at the University of
Washington (UW) [23] and Beth Israel Deaconess/Harvard Medical School (BIDH)
[24]. The challenges cited by the programs include the very stress of time demands
for scholarship, clinical care, lack of funding, and educational endeavors that chal-
lenge all of clinical education in medicine. Funding in particular remains a central
challenge to all the fellowship programs. The time demand element is increasingly
important as faculty choose part time work [25] with the lost revenue to fund time for
initiatives such as a faculty scholarship in education. Given the likelihood of young
faculty choosing the part time route and the fact that this might well be the exact
time that such an educational scholar program is most effective in their career –
funding and time will continue to be challenges that must be met if we are to have
the educational leadership we need for medicine.

Beyond the expert educator programs, there have been attempts to outline those
key pedagogical concepts that are the most important to help clinical teachers better
understand their work and improve. A group of international experts came up with
4 broad categories that can form the basis of any faculty development from mini-
mal to scholar programs [26]. These included: Curriculum, Adult learning, Helping
adults learn, Assessment as organizing areas for key concepts such as summative
and formative assessment: goals, objectives, learner differences, motivation to learn.
Key areas for clinical faculty baseline and advanced development drawn from these
programs are outlined in Table 3.3.

It is clear that assuring we have excellence in clinical education requires more
than simply telling individuals to teach, and assuming that simply the knowledge
and skill set they have acquired with their own training and experience will lead to

Table 3.3 Opportunities for clinical faculty development programs

All faculty development Advanced development

Review and critique of curricula, goals, and
objectives for their rotation/mentorship

Development of Curriculum

Small group teaching and mentorship Competency based education/evaluation
Basic theories of adult learning pertinent to

their setting (including feedback)
Learning theory and development of clinical

reasoning skills
Teaching procedural skills/competency

based learning
Simulation learning, theory, practice

Technology to improve teaching efficacy Development of new technology and materials
for teaching
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an effective form of education. Teaching scholar programs and faculty development
programs all show improved efficacy and satisfaction for the faculty.

3.4 Recognizing the Value of Clinician Educators
and Community Faculty

Given the reliance of every medical school on clinical faculty for more than half of
the educational development of medical students and significantly more for fellows
and residents, it is surprising that we have not developed robust and sensitive criteria
for promotion and recognition on the basis of educational contribution and schol-
arship within the professoriate of medical schools [27]. For women’s health with
its dependence on the least compensated members of the professoriate disciplines,
recognizing and supporting their value may become critical in the challenging eco-
nomics we face. Clinician educators often do not have the time or the infrastructure
support within academic medicine to publish or promote their innovations in educa-
tion beyond the institution. Unlike research development and infrastructure, there is
virtually no infrastructure extant for assuring national and international educational
materials development, pilot funding, and promotion at institutions. They also, as
we have noted in the prior section, rarely have the training that would allow them
to use the jargon and concepts of the pedagogy of education to develop publishable
studies and work. The markers for their work are often at the best teacher, mentor
or role model level – but that alone is insufficient for recognition in the usual pro-
motion process. Even separate tracks for clinician educators fail to recognize this
inherent catch 22 in the structure they are faced with – regional and national rep-
utations as well as the lack of reliable measures for success hamper their success.
Some authors [28] even suggest that holding clinician educators to the criteria for
regional and national reputations might hinder their efficacy as teaching scholars,
given the extraordinary time demands of creating excellence as a teacher and educa-
tional scholarship in their own institution. Failure to address this is likely to create
high turnover and less commitment to teach and precept in the institution based and
community based faculties, as well as lead to morale issues and loss of sustained
gains in educational development and scholarship. The same authors imagine an
RO1 mechanism for educational research, a broad infrastructure to nurture these
faculty, and recognition through promotion. Scholarly work can be defined as meet-
ing the requirements that it be open for critical review and exchange and use by
other scholars (egg. It is public) which begins to create a platform on which more
coherent promotion and recognition strategies can be built [29, 2].

Separating tracks into a “clinical” versus “academic” may allow for clarity
around the what regional or national recognition is appropriate for the clinician
educator and provide clarified expectations and recognition for often significant
innovation and body of work by faculty for whom the primary focus is clinical work,
whether community or institution based. The rigor of clinical versus academic track
expectations, however, needs careful design to avoid detrimental diminishing of the
value of clinical track designation.
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Tools to analyze the extent to which faculty have achieved scholarly work within
the scholarship of education may also facilitate recognition [30]. Many institutions
have begun educational portfolios, although some are too elaborate or designed from
non medical settings where arenas such as surgical teaching and simulation do not
fit into the templates easily. A simple excel file [31] may enhance this activity and
also give a template for teaching awards that can additionally assist in promotion
activities. These can assist in creating an infrastructure and analysis more suited for
educational scholars rather than the research scholars more traditionally evaluated
by promotion and tenure committees.

In the prior discussion about motivation, the reward of a stipend was considered
for expert teachers/leaders and shown to be valued by the faculty. The authors
[8] concluded that there was a level beyond a mere token of thanks that allowed
busy practitioners to focus on the pleasure of teaching. Given the tight financial
straits of most institutions – the possibility of stipends to recognize and value
clinician educators is usually limited, but applying it to indicate the value of the
educational enterprise for at least the leaders of that enterprise can have a positive
effect.

Teaching awards and recognition of peers remain central elements that value our
clinician educators and continue to be encouraged and expanded. However, with-
out broad recognition of their value within the medical professoriate and academic
medicine, and without the infrastructure and support for development of educa-
tors and the educational enterprise, we will continue to risk burn out of those who
provide the backbone of medical education and fail to achieve the educational expe-
rience that produces the broadest skill set and competencies for the future health of
the world and of women.

3.5 Steps to a New Future: Confronting the Ivory Tower – Does
the Future Lie in Increasing or Decreasing Medical School
Faculties in Favor of Clinical Site and/or Community
Faculty?

We do not actually know the true costs of medical education at the undergraduate or
graduate levels or the variation between hospital settings and the ambulatory setting
[32]. Faculties of medicine have increased astronomically to meet the burgeon-
ing need for clinical revenue without concurrent development of the infrastructure
to enhance clinical faculty development as educators or to develop and fund the
educational research needed or advance the innovative educational programs devel-
oped. The imbalance between clinical and research emphasis led to a redefinition
of scholarship “determined by research publications and often measured in terms
of quantity, since quality was difficult to evaluate. Highly knowledgeable clinicians,
with unquestioned excellence in erudition, judgment, patient care, and teaching,
were often denied tenure and lost from academic faculty because of deficient
scholarship. They had not published enough” [33].
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Concomitant with the focus on publication and research scientists as the luminar-
ies of medicine, schools lost the natural alignment with community faculty borne of
valuing their contributions – particularly those of patient care and teaching. At the
same time, schools of medicine have come to depend even more heavily on com-
munity faculty who serve out of the motivations of legacy and giving back and
usually without additional support or recognition other than the occasional teach-
ing award. Creation of clerkship rotations depends on these motivations and the
charisma of various clerkship leaders to engage institutional and community faculty
in this endeavor. At present, we are limping along but a shadow of what can and
should be achieved for medical education and scholarship. We have not fully wres-
tled with what it will take for individual learners to feel fully confident within their
discipline to provide the highest quality of care for women, nor have we fully devel-
oped a faculty with the skills to assure that those individual needs and learning styles
can be accommodated. The contemporary faculty is facing a tipping point at which
the increasing financial stress on community faculty particularly those focused on
women’s health, the lack of recognition of educational scholarship and excellence
in promotion processes, and the lack of funding will create a true crisis for medical
education at all levels in the United States. It is also a point of opportunity to truly
rebalance “the values of humanism and science and the development of innovative
curricula to support the full power and scope of care that physicians deliver to their
patients” [34] and achieve the integration that Flexner left as a dilemma between
biomedical science and clinical science [4].

There are positive steps to develop and support clinical educators that all institu-
tions can take now. We must first support and celebrate the altruistic motivation of
faculty with meaningful awards and recognition of the ways in which they make a
difference with education and the legacy that they leave. Secondly, develop what-
ever level of infrastructure support is feasible economically as soon as possible,
including cross disciplinary faculty development, educational scholars programs
and academies, peer support groups, grant and funding mechanisms and support
for development of educational intellectual property within the institutional intel-
lectual property format. Third, advocate for robust and perhaps multiple avenues
for clinician educator promotion that derive their promotion criteria from rele-
vant innovation and scholarly educational endeavors and achievements – including
advancing women’s health education throughout the undergraduate and graduate
medical curriculum.
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Chapter 4
Interdisciplinary Women’s Health Research
and Career Development

Vivian W. Pinn and Mary C. Blehar

Abstract Since the 1970s, many leaders in biomedical research have warned about
a looming national shortage of new physician investigators but evidence, especially
for Women’s Health, has been largely indirect or anecdotal. This chapter discusses
the number of junior physician investigators, in either patient-oriented or basic sci-
ence research, who are present in departments and who are needed to maintain a
research mission.

Keywords Biomedical research careers · Interdisciplinary research · Physician
scientists · Women’s health research · Sex differences research

4.1 Historical Introduction

With the advent of Federal programs to enhance and expand knowledge about
the health of women, the concept of what constitutes the field of women’s health
research has evolved and expanded in scope. These changes in turn have had a major
influence on Federal priorities for women’s health research and for the career devel-
opment of those who will study women’s health, deliver their care, and determine
changes in public policy.

During most of the 20th century, the traditional interpretation of women’s health
was almost synonymous with reproductive health, and women’s health research pri-
marily addressed the reproductive system. This limited focus excluded a wide range
of other serious conditions and diseases, especially those affecting both sexes. In the
1970s and 1980s, with the rise of feminism in the US., women’s health advocates
and scientists alike began to voice concerns about the lack of inclusion of women
in clinical studies of conditions that affect both men and women. They decried
what they called a “bikini approach” to women’s health, focused on the breast and
reproductive system, while the rest of the woman was ignored [1–4]. Increasingly
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they voiced criticisms of the biomedical community for its acceptance of a “male
model” of health and disease, which was predicated on a largely unexamined belief
that women and men reacted comparably to diseases and to the interventions to
prevent and treat them. This perspective ignored the role that sex and gender dif-
ferences may have in the incidence, prevalence and course of a number of major
chronic diseases [5, 6].

The absence or relative dearth of women as participants in clinical trials of condi-
tions not unique to women perpetuated the male model as the norm [7–9]. Examples
of exclusion of women in some early major clinical trials for the prevention of car-
diovascular disease–acknowledged as the leading cause of premature mortality in
women–were particularly troublesome. One such example was the Multiple Risk
Factor Intervention Trial (the MRFIT study), a large-scale National Institutes of
Health (NIH) funded clinical trial, which demonstrated the value of preventive inter-
ventions to reduce health risks from smoking, high blood pressure and elevated
cholesterol level. A primary endpoint, death from coronary disease, was reduced
by the interventions. However, the study recruited only male subjects [10, 11]. The
findings another large-scale NIH-funded study, the Physicians Health Study, which
demonstrated the efficacy of aspirin in the primary prevention of cardiovascular dis-
ease, were also based on an entirely male sample [12]. Findings of a 2005 study that
tested the preventive benefits of aspirin in women challenged the presumed lack of
sex differences in effect; [13] this later study indicated that aspirin reduced women’s
risk of stroke but not of cardiovascular disease.

In 1985, a Public Health Service (PHS) Task Force on Women’s Health was con-
vened to address gaps in knowledge about women’s health through Federal policy
[14]. The Task Force’s report was highly influential in leading NIH in 1987 to pro-
mulgate guidelines for the research community that urged the inclusion of women in
NIH-funded research [15]. (Later that year, NIH recognized the need to address the
inclusion of minority populations and a revised 1987 version of the NIH guidelines
encouraged the inclusion of minorities in clinical studies.) Not satisfied that the NIH
inclusion guidelines were achieving their desired results, in 1990 the Congressional
Caucus for Women’s Issues asked the US. General Accounting Office (GAO) to
conduct an investigation into their implementation. The resulting report criticized
implementation, noting that it was slow and uneven among NIH Institutes and
Centers (ICs). The report noted that the guidelines had not been well-communicated
to NIH staff and the scientific community and that gender analysis was not being
carried out routinely, so that the scientific impact of the inclusion guidelines could
not be fully realized. The GAO report further indicated that not all ICs factored
adherence to the inclusion guidelines into their scientific merit review [16].

In 1990 the NIH Acting Director, Dr. William Raub, responded to Congressional
concerns about the lack of consistency in implementation of the inclusion policy by
establishing the Office of Research on Women’s Health (ORWH) within the Office
of the NIH Director and under the initial acting leadership of Dr. Ruth Kirschstein
[17] who was co-chair of the PHS Coordinating Committee on Women’s Health
Issues at that time. The Office was charged with ensuring that NIH-supported
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research appropriately addresses women’s health issues and includes women in
clinical research, especially in clinical trials. ORWH was directed to establish
NIH-wide women’s health research goals and policies and to coordinate NIH activ-
ities undertaken in performing such research. The Office was designed to serve as
the NIH point of contact on women’s health research for external scientific and
medical communities, other organizations interested in women’s health, and other
components of government.

With the establishment of ORWH, NIH began earnest efforts to develop a
research agenda based on advocacy, scientific, and professional considerations that
would address gaps in scientific knowledge concerning women’s health and would
increase the number of scientists undertaking such research. These aims were artic-
ulated in the first ORWH agenda setting report, Opportunities for Research on
Women’s Health [18]. NIH also began to reinforce efforts for the inclusion of women
in clinical research.

In order to ensure that the policies for inclusion were fully implemented by
NIH, Congress made what had previously been policy into Public Law through a
section in the NIH Revitalization Act of 1993 entitled Women and Minorities as
Subjects in Clinical Research [19]. This same Act also established ORWH in statu-
tory language, including provisions for the Office to ensure compliance with the
language related to inclusion. The Revitalization Act essentially reinforced existing
NIH policies, but added four new requirements: (1) that women and minorities and
their subpopulations are included in all NIH clinical research; (2) that women and
minorities and their subpopulations are included in Phase III clinical trials in num-
bers adequate to allow for valid analyses of differences in intervention effect; (3) that
cost is not allowed as an acceptable reason for excluding women and minorities from
NIH research; and (4) that NIH initiate programs and support for outreach efforts
to recruit and retain women and minorities and their subpopulations as participants
in clinical studies. Revised NIH inclusion guidelines developed in response to this
law were published in the Federal Register in March 1994 and became effective in
September 1994 [20]. They articulated a new NIH policy that any extramural grant,
cooperative agreement or contract or any intramural project that did not comply with
the inclusion policies would not receive NIH funding.

4.2 Evolution and Expansion of the Field of Women’s Health
Research

Due in great part to the concerns of scientists, health professionals, and advocates
about a narrow focus on reproductive health, often to the exclusion of other impor-
tant aspects of women’s health, in the early 1990s the field was gradually redefined.
The conceptualization of women’s health began to include considerations of the
lifespan continuum, especially focusing on the menopausal transition, issues of
aging, post-menopausal health, factors contributing to the health and well-being
of the frail elderly, and early life behaviors or contributors that could determine
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health status and risks for disease in later life. Many areas of reproductive health
were determined still to be important for future research, including common con-
ditions such as uterine fibroids and endometriosis, the effects of the intrauterine
environment on adult health, gynecologic malignancies including breast, endome-
trial and ovarian cancers, and fertility and contraception. However, there was also a
growing recognition of a need to determine sex and gender differences in the risk
factors, diagnosis, response to treatment, and outcomes of health conditions beyond
the reproductive system [21]. This resulted in an emphasis on the need for studies
designed to determine when and to what extent these differences exist.

Recognizing that women from diverse populations may differ in response to
interventions and health outcomes among themselves, just as they may differ from
men, the women’s health and research communities also began to focus on factors
that contribute to disparities among different populations of women. These factors
include psychological, behavioral, educational, social and non-social environmental
influences, in addition to the effects of poverty, language barriers, and racial and
cultural differences. Variations in access to health care and access to participation
in clinical research studies were also given attention. NIH has increasingly initi-
ated research on disparities among health outcomes of different populations and the
translation of scientific findings to ensure improvements in health within commu-
nities and populations in need [22]. This public health focus on health disparities,
as applied to women’s health research, requires researchers to consider commu-
nity, sociological and macro-environmental factors that influence health outcomes
[23, 24]. There were also appeals for a less fragmented and more comprehensive
approach to women’s health care [21, 25–29].

4.2.1 Expanding the Vision for Women’s Health Research

In 1997, ORWH undertook a second systematic program of strategic planning,
which culminated in the publication of an Agenda for Research on Women’s Health
for the 21st Century [30]. The Agenda highlighted the potential for synergistic
benefits of interdisciplinary women’s health research and led to the development
by ORWH of interdisciplinary funding initiatives. The first of these initiatives,
intended to facilitate interdisciplinary women’s health research career advancement,
was modeled on an existing NIH program which had been designed to increase the
number of physician scientists in women’s reproductive health.

The Women’s Reproductive Health Research Career Development Centers
(WRHR) program was initiated in 1998, by the Eunice Kennedy Shriver National
Institute of Child Health and Human Development (NICHD) in response to an
identified shortage of obstetrician-gynecologist (OB/GYN) physician scientists con-
ducting academic research in women’s reproductive health [31]. The goal of the
program was to encourage translational research in the areas of obstetrics and
gynecology that would improve the health of women by advancing the research
career development of OB/GYN investigators. The WRHR is an institutional, men-
tored research career development award designed to “build a national capacity of
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junior investigators in women’s reproductive health research, provide junior faculty
members with state-of-the art training in women’s reproductive health research in
an academic setting, stimulate women’s reproductive health research over a variety
of disciplines, and secure an outstanding research experience for junior faculty lead-
ing to a career as a successful independent investigator [32]”. The program aimed
to strengthen the research capacity in professional health institutions and meet the
demand for scientists with a clinical background who are able to address increas-
ing research opportunities in women’s reproductive health. With NICHD as the
lead institute and primary funding source for the program, ORWH participated in
the development of the program and has been a contributor to the funding of the
WRHR centers since its inception. As of 2010, there were twenty WRHR programs
in OB/GYN Departments at academic institutions nationwide and a total of 157
OB/GYN researchers have completed or are currently enrolled in the program.

The WRHR provided an institutional model for an ORWH career develop-
ment program that could attract and advance careers for doctoral level scientists
in women’s health research. A new program was conceptualized to diversify
approaches to women’s health research by providing an opportunity to include,
not just reproductive health physician scientists, but also those from other medical
professions as well as from many other health or related science disciplines [33].
Considering the much discussed need to overcome the fragmentation of women’s
health care, such a career development program also seemed an ideal way to pro-
mote a collaborative and comprehensive institutional approach to the investigation
of common or complex problems by encouraging the creation of new relationships
among diverse scientific disciplines.

4.2.2 Designing New Programs to Promote Interdisciplinary
Women’s Health Career Development and Research

With these principles in mind, in 1999 ORWH introduced the Building
Interdisciplinary Research Careers In Women’s Health (BIRCWH) Program to
attract and prepare new investigators in women’s health research, provide the men-
toring and senior faculty support needed for their success, and deliver a new
cadre of independently funded researchers experienced in multidisciplinary colle-
giality across investigative/professional settings [34]. In 2001 ORWH introduced
a Specialized Centers of Research on Sex and Gender Factors Affecting Women’s
Health (SCOR) Program to support interdisciplinary research by accomplished
scientists [35]. In 2007, the Office introduced a third interdisciplinary program,
Advancing Novel Science in Women’s Health Research (ANSWHR), to support
investigator-initiated early stage interdisciplinary research on women’s health and
sex/gender factors [36, 37]. These programs have flourished and are now among the
most successful NIH efforts to increase researchers in the field of women’s health
with an emphasis on determining sex and gender contributors to health using an
interdisciplinary approach. The following section discusses current definitions of
interdisciplinary research.
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4.3 Interdisciplinary Research Defined

What is interdisciplinary research? Multiple definitions have been proposed [38].
When ORWH designed its interdisciplinary programs, the use of the term was based
on the idea of combined efforts of various scientific disciplines working together
with a blending of discrete areas of expertise to explore new scientific concepts.

In a 2004 National Academies (NA) Report Facilitating Interdisciplinary
Research, interdisciplinary research was defined as a mode of research, often con-
ducted by teams, that integrated information, data, techniques, tools, perspectives,
concepts, and/or theories from two or more disciplines or bodies of specialized
knowledge to advance fundamental understanding or to solve problems whose
solutions are beyond the scope of a single discipline or area of research practice
[39]. The NA definition distinguished between traditional multidisciplinary research
and interdisciplinary research, with the key difference being that multidisciplinary
research involved two or more disciplines collaborating by making separate contri-
butions, whereas in interdisciplinary research, tools, methods, concepts and theories
from two or more disciplines often result in an integration of discrete areas of exper-
tise to explore new scientific concepts and may even lead to the emergence of new
disciplines.

Interest in interdisciplinary approaches heightened with recognition that the most
common diseases, such as heart disease, cancer, diabetes, or psychiatric illness,
are also very complex. Their causation cannot be ascribed to a single gene muta-
tion or one environmental factor; thus the study of these diseases often necessarily
entails the consideration of multiple variables and advanced methodologies. A major
challenge facing biomedical researchers is the need to sort out how multiple con-
tributing factors interact and to translate this understanding into effective strategies
for disease diagnosis, prevention, and therapy [40].

The NIH Roadmap for Medical Research was initiated in 2004 to address road-
blocks to research and to transform the way biomedical research is conducted by
overcoming specific hurdles or filling defined knowledge gaps [41]. The Roadmap
is a collection of far-reaching initiatives designed to transform the Nation’s med-
ical research capabilities and improve the translation of research into practice.
The Roadmap consists of three major themes: (1) new pathways to discovery; (2)
research teams of the future; (3) and reengineering the clinical research enterprise.
The initiatives within the theme of medical discovery aim to improve the under-
standing of complex biological systems and to develop tools that will advance
biomedical research. For the future research team, the initiatives are designed to
encourage scientists and scientific institutions to test a variety of models for con-
ducting research. Furthermore, the initiatives for the clinical research enterprise are
central to the goal of moving research results more quickly into clinical settings
[42–44].

Under the elements of the Roadmap definition, interdisciplinary research requires
the bridging of traditional intellectual and structural divisions between scientific
disciplines to speed the pace of scientific discovery. Interdisciplinary research
integrates analytical strengths of two or more disparate scientific disciplines to
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eventually create a new hybrid discipline. This vision required new organizational
models of research. Traditional biomedical research organizations, structured much
like a series of cottage industries, separated out researchers into broad areas of sci-
entific interest and then further subdivided them into distinct, departmentally based
specialties.

The ORWH implementation of interdisciplinary research programs preceded the
NA and NIH Roadmap definitions and had a specific focus on the needs of the
field of women’s health. Interdisciplinary women’s health research was viewed as
a means to facilitate the integration of diverse scientific approaches and to meld
the expertise and differing perspectives of health professional disciplines and spe-
cialties, basic science fields of study, and other potential contributing areas such
as engineering, mathematics, public health, anthropology, social science, biotech-
nology, or additional fields that could contribute to fresh insights and mutually
beneficial collaborations.

4.4 Building Interdisciplinary Research Careers in Women’s
Health (BIRCWH) Program

Utilizing the concepts of the WRHR centers, ORWH introduced a new program
dedicated to training and advancing the careers of researchers in the conduct of
interdisciplinary women’s health research in a strongly mentored environment. The
BIRCWH program supports the mentored research career development of junior
faculty members, known as BIRCWH Scholars, who have recently completed clini-
cal training or postdoctoral fellowships, and who would engage in interdisciplinary
basic, translational, behavioral, clinical, and/or health services research relevant to
women’s health or sex/gender factors. The program was built around three pil-
lars: interdisciplinary research, mentoring and career development. BIRCWH is
a trans-NIH collaborative effort, which is supported by many NIH ICs, the NIH
Office of Dietary Supplements, and the Agency for Healthcare Research and Quality
(AHRQ). The program was designed to increase the number and skills of investiga-
tors at institutions through a 2–5-year mentored research experience during which
senior investigators serve as mentors to BIRCWH Scholars. The mentors at each
site are investigators committed to fostering interdisciplinary approaches to research
in women’s health and sex/gender factors and to providing advice to the Scholars
on their career advancement and research. Because of the interdisciplinary nature
of this career development program, the mentors must represent diverse areas of
expertise. The first BIRCWH sites were funded in 2000 and as of 2010, fifty awards
have been granted to thirty-eight research universities across the country.

A total of 378 individuals have participated as BIRCWH Scholars, generally
with four Scholars per program, per year, as of November 2009. Although the pro-
gram invites the participation of both men and women, 79% of BIRCWH Scholars
have been female. The program is open to Scholars in diverse disciplines or spe-
cialties, who have a doctoral degree and no more than 6 years of subsequent
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research training. Among all BIRCWH Scholars, 30% have a PhD; 25.1% have
an MD; 12.7% have both an MD and a PhD; and 8.5% have both an MD and
an MPH. Other Scholars hold nursing, engineering, physical therapy or business
degrees, doctorates in pharmacy, or other degrees. Among Scholars, the two most
frequently reported disciplines are internal medicine (22.7%) followed by obstet-
rics/gynecology (10.7%). BIRCWH Scholar research spans the full spectrum of
women’s health topics and includes attention to a range of health conditions, health
services, trauma, and health disparities. Table 4.1 provides a listing of the most
common research areas identified by BIRCWH Scholars.

Because of the importance of mentoring for successful career advancement in
research and for navigating the academic environment for promotions and faculty
expectations, mentoring is an essential component of the BIRCWH program. While
participating in the BIRCWH program, Scholars receive mentoring from senior fac-
ulty members from at least two disciplines and/or fields, and they are provided with
75% protected time to do their research. An annual meeting at NIH of all BIRCWH
Scholars provides an opportunity for them to share their mentoring experiences and
to learn about models of mentoring in other programs that may enhance those at
their home institutions. The list of benefits of mentoring, as seen in Table 4.2, iden-
tified by a Scholar from the University of North Carolina BIRCWH program and
presented at the 2007 NIH National Leadership Workshop on Mentoring Women
in Biomedical Careers, provides a virtual list of ideas for which mentors can be of
great value in guiding the careers of investigators [45].

A major purpose of the BIRCWH program is to provide opportunities for a men-
tored experience that will help to bridge the transition to research independence for
junior faculty researchers. One measure of its success in achieving this goal is the
number of scholars who apply for and receive NIH or other funding as independent
investigators. As of 2010, 69% of BIRCWH Scholars who successfully completed
the program reported submitting at least one NIH grant application while still in
the program and 44% were successful in receiving at least one independent NIH
research grant, for a total of 282 grants. Scholars have also received Federal funding
from AHRQ, the Centers for Disease Control and Prevention, the Department of
Defense and the Department of Energy. Scholar research has also been supported
through a variety of academic, foundation and industry grants. Another measure of
success is the number of scholarly publications produced by Scholars. As of 2010,
BIRCWH Scholars have reported over 1,300 resulting publications.

Table 4.1 Examples of
BIRCWH scholar research
areas

• Mental health • Menopausal hormone therapy
• Diabetes • Sex differences research
• Cardiovascular health • Substance abuse
• Neurological disorders • Cancer research
• Trauma • Molecular biology/genetics
• Reproductive health • Health services research
• Obesity • Arthritis/musculoskeletal health

• Health disparities research
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Table 4.2 The benefits of mentoring as described by University of North Carolina BIRCWH
scholar Julia E. Britain, Ph.D. at the NIH national leadership workshop on mentoring women in
biomedical careers

How to write
How to speak
How to be successful
How to handle failure
How to persevere
How to do research
How to teach someone to

do research
How to be a mentee
How to go after what I

want
How to conduct myself
How to stay positive
How to shut up
How to ask for advice
How to follow advice
How to use time
How to love what I do
How to think
How the data usually don’t

lie
How to make others

successful
How to take the high road
How to handle politics
How to promote myself
How to invest in an

individual

How to balance
How to create a positive place
How to build a team
How to be fearless
How to publish
How to be absolutely still
How to respond in a crisis
How to recognize a crisis
How to avoid a crisis
How to pick a good mentor
How to say NO
How to say not now
How to say yes
How to let go of the past
How to set goals for the future
How to take responsibility
How and when to take control
How to get a free lunch
How to ask the best questions
How to interact with

colleagues
How to make people think

about me
How to get left alone
How to hire someone really

good
How to take the time I need
How to tolerate incompetence

How to tolerate IRBs
How to cut through red tape
How to really take action
How to challenge paradigms
How to get out of a bad spot
How to transition your career
How to go where the data

take you
How to use the

administration
How to not go it alone
How to know this is up to me
How to end a project
How to be patient
How to push and push and

push
How to recruit people
How to prioritize
How to use punctuation
How to proofread
How to lead
How to read and read and

read
How to be political
How to take credit
How to stand up for those

that can’t
How to simply be the best.

4.5 Specialized Centers of Research on Sex and Gender Factors
Affecting Women’s Health (SCOR)

The SCOR program was the second major interdisciplinary research initiative devel-
oped and implemented by the ORWH. Following the enthusiasm with which the
BIRCWH had been received, the SCOR was developed to support the initiation
and expansion of interdisciplinary collaboration in research among established
researchers.

At the time that the SCOR program was conceptualized, much new attention
was being given to the importance of addressing sex differences and the role of
biological sex in basic research. A policy for the inclusion of women in clinical
research in NIH-funded studies existed, but no policy was in place to encourage
considerations of factors related to biological sex in basic research. In 2001, the
Institute of Medicine released the report, Exploring the Biological Contributions to
Human Health: Does Sex Matter?, which emphasized that multiple sex and gender
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factors needed to be considered in research [46]. Furthermore, a failure to consis-
tently distinguish between gender and sex factors influencing women’s health was
a conceptual problem that could impede progress in the field. The report noted
that “an additional and more general reason for studying differences between the
sexes is that these differences, like other forms of biological variation, can offer
important insights into underlying biological mechanisms.” In order to better under-
stand human health, this report also encouraged that research should determine
natural variations with regard to sex/gender in genetic factors, disorders of sexual
differentiation, reproductive status, and environmental influences.

With the new attention to the role of sex/gender factors in human health from
the molecular level to clinical interventions, it seemed timely to implement an inter-
disciplinary program focused specifically on sex and gender factors. The SCOR
program, which was first funded in 2002, was designed to stimulate the spectrum
of interdisciplinary sex/gender research from the basic level to its translation into
clinical applications. Each SCOR is required to have a central theme related to the
disease area to which the individual projects relate and which serves as an integrat-
ing force. A SCOR must also provide an interdisciplinary approach utilizing both

Table 4.3 ORWH specialized centers of research on sex and gender factors affecting women’s
health, 2007–2011

Jill Goldstein, Ph.D., Brigham and Women’s Hospital
Fetal antecedents to sex differences in depression: a translational approach

Kathleen Brady, M.D., Ph.D., Medical University of South Carolina
Role of sex and gender differences in substance abuse relapse

Andrea Dunaif, M.D., Northwestern University
Excess male hormones (androgens) as the key to explaining polycystic ovarian syndrome

Emeran Mayer, M.D., University of California, Los Angeles
A coordinated study of stress, pain, emotion, and sexual factors underlying the pelvic

visceral disorders of irritable bowel disorder and interstitial cystitis

Jeanette Brown, M.D., University of California, San Francisco
Lower urinary tract function in women

David Ehrmann, M.D., University of Chicago
Sex steroids, sleep, and metabolic dysfunction in women

Emmalee Bandstra, M.D., University of Miami
Sex and gender influences on addiction and health: a developmental perspective

John DeLancey, M.D., University of Michigan, Ann Arbor
Birth, muscle injury and pelvic floor dysfunction

Hong-Wen Deng, Ph.D., University of Missouri, Kansas City
Identifying the genes that put women at risk for osteoporosis

Scott Hultgren, Ph.D., Washington University
Molecular and epidemiologic basis of acute and recurrent urinary tract infections (UTIs) in

women

Rajita Sinha, Ph.D., Yale University
Sex, stress, and substance use disorders
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laboratory and clinical research to focus on a particular health problem and provide
for a mutually supportive interaction between basic scientists and clinical investiga-
tors. Integral components of projects include the interdisciplinary development of
innovative approaches, elaboration of new and significant hypotheses, and genera-
tion of improved strategies for approaching current issues relating to the disease area
addressed. A SCOR may be interdepartmental, intercollegiate, or inter-institutional.

A SCOR consists of at least three individual, but interrelated, research projects,
each with high scientific merit and clear research objectives and, in the aggregate,
devoted to a specific major health area. Both basic and clinical research must be
present. An administrative core coordinates the research program, providing intel-
lectual leadership as well as basic management functions, and one or more resource
cores may also be present. Cores provide resources to be shared by the multiple
investigators working on the individual SCOR research projects. The cores enhance
research productivity and increase the functional capacity of the SCOR.

Since the program first provided funding in 2002, a total of twenty-two SCOR
awards have been made to fifteen institutions across the US. Table 4.3 lists currently
funded SCORs and their primary areas of focus.

4.6 Advancing Novel Science in Women’s Health Research
(ANSWHR) Program

In an effort to increase investigator interest in women’s health research and
sex/gender research, ORWH and multiple co-sponsoring NIH ICs initiated the
ANSWHR program in 2007. The program, which funds investigator-initiated
research grants, aims to promote early stage developmental research that will
advance innovative interdisciplinary concepts in women’s health research and the
study of sex/gender factors. Examples of areas of science that have been funded
through the program include: cancer, human genetics, heart disease, immunology,
lupus, infectious diseases, mental health, pain, neurology, obesity, pulmonary dys-
function, pregnancy, ovarian dysfunction, HIV/AIDS, drug and alcohol abuse, and
stress.

4.7 Interdisciplinary Research and Career Development:
Benefits and Challenges

The NIH interdisciplinary programs in women’s health research were initiated as
a new paradigm to move forward the science associated with women’s health
and to better understand the contributions of sex/gender to human health and dis-
ease. Starting with the BIRCWH program to attract future investigators to consider
women’s health research and to sustain their interest as research scientists through a
mentored career development program, this endeavor has continued and expanded
because of the reported progress of the Scholars and their enthusiasm. The interdis-
ciplinary aspects have afforded new models of mentoring by senior scientists from
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two or more disciplines, providing enhanced career and scientific guidance to the
Scholars to further their academic pursuits as well as their research skills. Comments
from Scholars about the value of having protected time as well as guidance in their
research have been complimentary, and individual programs have developed a vari-
ety of approaches to interdisciplinary mentoring from team and group meetings
to scheduled individual one-on-one sessions. Table 4.4 contains examples of such
comments.

The success rate for Scholars’ applications for NIH funding has been encourag-
ing; a complete evaluation of first time applications and continued success rates is
pending. Further follow up of academic success and subsequent interdisciplinary
pursuits is also under study. However, the number of publications by BIRCWH
Scholars emphasizes that, although this is a career development program, these
Scholars are making progress in their scientific endeavors. The annual interdisci-
plinary program meetings at the NIH include all BIRCWH Scholars and program
directors, as well as the principal investigators of the SCORs. During this meeting,
an annual Interdisciplinary Women’s Health Research Symposium is held to feature
progress by BIRCWH Scholars and SCOR investigators [47–50]. Four sets of meet-
ing abstracts have been published [51–54]. The science has been exciting and the
resulting networking among those with similar investigative interests is leading to
inter-institutional collaborations. The SCOR, BIRCWH, and ANSWHR programs
complement other Federally-supported programs addressing women’s health issues
and career development awards, such as the WRHR and other mechanisms.

The potential positive impact of furthering institutional scientific endeavor across
disciplines was reported by Hultgren and Elam [55]. After they received one of
the first interdisciplinary SCOR grants to study the molecular and epidemiological
basis of acute and recurrent urinary tract infections in women, their initial progress
resulted in the creation of a new Center for Women’s Infectious Disease Research

Table 4.4 Comments from Washington University BIRCWH scholars regarding the impact of
BIRCWH submitted at the moving into the future – new dimensions and strategies for women’s
health research for the National Institutes of Health public hearing on March 4, 2009 in
St. Louis, MO

“The financial support provided to me as a BIRCWH scholar quite literally saved my research
career. . . I was working on a research project that represented a completely new avenue of
research for my Principal Investigator and me; my progress had been slow. . . Receipt of
BIRCWH funding enabled me to continue to pursue this line of investigation, and provided me
with the time to obtain necessary data and publications.” – Lyse Norian, Ph.D.

“The BIRCWH program allowed for me to have a significant amount of protected time and the
resources to successfully begin my research career. . . One of the other major benefits of the
BIRCWH program was . . . visiting professors in my field . . .had to spend time with me
discussing my chosen field of research – obesity-related heart disease. This networking and
interacting with other researchers in my field was invaluable to my career.”
– Linda Peterson, M.D.

“I now appreciate why the BIRCWH program places such an emphasis on mentorship. Simply
stated, it is essential.” – Joan Riley, Ph.D.
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at Washington University in St. Louis which will study the impact of sex and gen-
der issues on susceptibility to diseases that are caused by microbial pathogens. This
center, which received institutional support and the collaboration of three depart-
ments (Microbiology, Medicine and Biochemistry), as part of this new university
initiative, will study the microbial pathogenesis of such conditions as “sexually
transmitted diseases, infections that lead to complications in pregnancy, intersti-
tial cystitis and painful bladder syndrome, vulvodynia, cancers that are associated
with infective agents, such as cervical cancer, and the possible roles of infection in
other diseases, such as neurodegenerative disorders, heart disease and autoimmune
disorders.” The investigators acknowledge that new interdisciplinary centers such as
that established at Washington University will require the development of a different
type of institutional infrastructure.

Institutional challenges to implementing interdisciplinary research programs
have been reported by others. Investigators of the University of Michigan BIRCWH
program, with participation of four schools (Medicine, Nursing, Public Health and
the College of Literature, Science and the Arts) describe practical barriers such
as difficulties organizing meetings, developing a common language and knowl-
edge and understanding of the tasks to be undertaken [56]. Perhaps of more
consequence is that most academic institutions are organized by disciplines or dedi-
cated departments. Therefore, investigators who are engaging in interdisciplinary
research efforts may have to creatively overcome the traditional organizational
infrastructure and disciplinary approaches to allocation of resources, promotion
policies, attribution on publications, and dedicated didactic perspectives. Instituting
trans-departmental and even trans-university models of successful collaboration is
important if the intended nature of multidisciplinary cohesion is to be achieved in
addressing complex problems through a unity of effort.

When the first women’s health interdisciplinary programs began, concerns were
expressed about peer review for future investigator initiated interdisciplinary appli-
cations. However, as other interdisciplinary research initiatives expanded, the NIH
Center for Scientific Review added a new Division of Translational and Clinical
Sciences to accommodate the increasing number of interdisciplinary grant applica-
tions [57]. As interdisciplinary research and career development programs advance,
those who are engaged in them may also develop another dimension of importance
to academic clinical departments in providing clinicians-in-training with knowl-
edge of the multiple scientific perspectives about the pathogenesis of and approach
to conditions falling under their disciplinary clinical purview, and providing them
with appreciation of the interrelatedness to other conditions affecting their patients’
health, enhancing the comprehensive approach to women’s health and health care.

4.8 Conclusions and New Models of Women’s Health Care

In this era of expanded concepts of women’s health and health care, it is anticipated
that demand for providers who can treat the “whole woman” will increase [58].
Traditionally, patients and health professionals have functioned within a delivery
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model that encourages patients to seek specialized care from a variety of profession-
als. Designing and implementing a new model of women’s health care will require
a conceptualization of care focused on comprehensive approaches. A number of
model programs have been developed [59–61]. These authors concluded that inter-
disciplinary models can provide effective training for post-graduate physicians and
enable the provision of integrated care to women, but also that their success depends
on highly developed collaborative relationships between faculty, nonclinical sources
of support, and long-term institutional commitment.

Interdisciplinary women’s health research arose out of a perceived need
for the sort of integrated lifespan research that includes multiple perspectives.
Interdisciplinary research teams can serve as models of the kinds of collabora-
tions that will be required for successful non-fragmented women’s health care. The
demand for physicians, regardless of their specialty, to serve as de facto primary care
doctors for women is a reality [62]. The recommended content of women’s primary
and preventive care is articulated in several sources, including the US. Preventive
Services Task Force Guide to Clinical Preventive Services [63] and the American
College of Obstetricians and Gynecologists’ Guidelines for Women’s Health Care,
Third Edition [64]. This emphasis requires new perspectives which encompass many
aspects that contribute to health and wellness from the molecular and biologic bases
of diseases to lifespan considerations, social and societal factors, health disparity
perspectives, and public health implications. Finally, an increased demand for per-
sonalized medicine – medicine that takes into account sex and gender differences
in risk, incidence, diagnosis, course, treatment response and outcome – can benefit
from the findings from translational and interdisciplinary research teams. Speeding
translation requires a steady pipeline of basic, clinical and translational researchers;
interdisciplinary teams that can collaborate with federal, industry, and community
partners; and integrated resources and informatics to achieve cost efficiencies that
will yield new products, approaches, and diagnostic tools in less time [43].

4.8.1 New Dimensions and Strategies for Women’s Health
Research at the National Institutes of Health

Just as interdisciplinary research has blossomed during the last decade into a
major component of women’s health research, new paradigms and new programs
to advance women’s health research continue to be developed. Ten years after the
last women’s health research agenda was updated, the NIH has launched a series
of regional scientific workshops and public hearings to ensure that research on
women’s health continues to be on the cutting edge of science and is based upon
the most advanced and anticipated techniques and methodologies. Individuals rep-
resenting the full spectrum of academic institutions, professional associations, advo-
cacy organizations and healthcare facilities interested in biomedical and behavioral
research on women’s health and sex/gender issues are contributing to the consid-
eration of new directions for future studies. Considerations include approaching
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women’s health from the totality of the female life span including the prenatal, infant
and childhood, adolescent, reproductive, menopausal and elderly years. The role of
sex and gender factors in all aspects of a girl or woman’s self-identification, health,
and health care are central to future designs of investigative efforts. As the 21st cen-
tury progresses, research will focus on how emerging fields such as systems biology,
stem cell and genetic research, new technologies such as imaging and engineering
advances, and environmental factors may be applicable to women’s reproductive
and overall health.

Priorities for the next decade of research will emphasize continuing gaps in
knowledge as well as emerging questions based upon recent research revelations,
with implications for basic research as well as clinical translation and public health
policies. Lifespan considerations will encourage such issues as how the intrauter-
ine environment and conditions experienced during pregnancy affect health in later
life and aging. Research has typically focused on abnormal physiology and disease,
leaving gaps in the understanding of normal physiology and health maintenance.
There are recommendations for a systems biology approach to women’s diseases
and co-morbidities, in particular for addressing older women who are more likely to
be taking multiple medications to treat multiple conditions. Such studies are being
suggested to provide a better understanding of drug interactions and the comparative
effectiveness of interventions.

Development of new technologies and novel applications of existing technolo-
gies, including advances in biomedical imaging and microbiology techniques,
high-throughput synthesis and screening of small drug-like molecules, genetic
sequencing and nanotechnology are recommended to be incorporated into inter-
disciplinary studies of women’s health and sex/gender factors. Development of
minimally invasive technologies that can capitalize on the intersections of various
technologies can be used to diagnose diseases at early stages, deliver treatments
and improve outcomes. The expanded application of other technologies, such as
telemedicine and point of care diagnostics, are suggested to assist in translating new
knowledge into all clinical settings, including those that continue to be undeserved
such as rural or urban areas and underdeveloped countries.

As women’s health research and health care increase in complexity and the
expectations of patients become more informed, it is increasingly important to
encourage scientists with diverse expertise to consider sex and gender in the design
of their studies. The resulting advances in knowledge can then enable the applica-
tion of sex specific personalized medicine of importance to the health of women
and men. During the past decade, the WRHR, BIRCWH, and SCOR programs have
contributed to the attraction and retention of research scientists in women’s health
and the ANSWHR program has provided an additional mechanism for funding the
development of innovative concepts. Continuing to expand the cadre of physician
scientists with an understanding of interdisciplinary and comprehensive approaches
to health and disease will be crucial for new strategies in women’s health research
and their translation into practice in future years; novel and successful initiatives to
promote these careers must continue.
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4.8.2 Women in Biomedical Careers – The Changing Landscape
in Medical and Research Careers in the United States

The year 2010 marks 100 years since Abraham Flexner issued his report to the
Carnegie Foundation on Medical Education in the United States and Canada and
reported that in 1909, there were 921 women medical students in 94 schools with
162 graduates. He observed that, “Now that women are freely admitted to the med-
ical profession, it is clear that they show a decreasing inclination to enter it. More
schools in all sections are open to them; fewer attend and fewer graduate. . .” [65]

Flexner’s conclusions that women had a declining interest in becoming physi-
cians at that time did not identify other factors that might have served as barriers to
women’s entry into the profession. Over the past half century, that there has been
a striking increase in the numbers of women applicants to medical schools in the
United States, and of those admitted and graduating. By academic year 2008–2009,
approximately 48% of applicants accepted to US. medical schools were women, and
49% of graduates were women, as is demonstrated in Fig. 4.1 [66].

Consequent to the increasing numbers of women medical school graduates there
has been an increasing proportion of women among residents. Figures 4.2 and 4.3
illustrate that in 2008, women constituted the highest proportion of residents in
obstetrics and gynecology (78%), pediatrics (69%) and medical genetics (66%),
in contrast to men who were the highest proportion of residents in neurological
surgery (88%), orthopedic surgery (87%), thoracic surgery (87%), and urology
(78%). Recently, however, the largest increases in the proportion of women have

Fig. 4.1 Changes in women enrollment, applicants & graduates, 1965–2009.
As displayed in Figure, the most notable changes in women representation among medical stu-
dents occurred between 1970–1971 and 1990–1991. In those 20 years, the proportion of women
applicants and graduates increased from 11 to 40%, and 9 to 36%, respectively.
© 2008 Association of American Medical Colleges. All rights reserved. Reproduced with
permission
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Fig. 4.2 Specialties with the highest proportion of women residents, 2008.
As shown in Figure, obstetrics and gynecology (78%), pediatrics (69%) and medical genetics
(66%) lead as the specialties with the highest proportion of women residents, as compared to
men. Among all women residents, the top four selected specialties were: internal medicine (20%),
pediatrics (16%), family medicine (11%), and obstetrics and gynecology (8%).
© 2008 Association of American Medical Colleges. All rights reserved. Reproduced with
permission

Fig. 4.3 Specialties with the highest proportion of men residents, 2008.
As shown in Figure, the specialties with the highest proportion of men residents in 2008 were: neu-
rological surgery (88%), orthopedic surgery (87%), thoracic surgery (87%) and urology (78%). Of
all men residents, the top four selected specialties were: internal medicine (21%), internal medicine
subspecialties (11%), surgery (9%), and family medicine (7%).
© 2008 Association of American Medical Colleges. All rights reserved. Reproduced with
permission
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been in residencies in thoracic surgery, urology, and orthopedic surgery, but the
residency training programs most selected by women are in internal medicine,
pediatrics, family medicine and obstetrics and gynecology [66].

Even with the notable increase in the numbers of women in medicine over the
past 40 years, and documented progress in the opportunities for women in medi-
cal disciplines, concerns still focus on the advancement of women in medical and
science careers, especially in academic medicine or university positions in science
[67]. Current data from the Association of American Medical Colleges, shown in
Fig. 4.4, document that only 18% of full professors in medical schools are women
and only 13% of department chairs [66].

The increasing number of women as deans of medical schools has progressed
slowly, with women identified as deans at 16 of the 131 U.S. medical schools rep-
resented by the AAMC in 2008. When Nancy Andrews was appointed as the first
woman Dean of Duke University School of Medicine in 2007, and news reports
noted that she was the only woman to lead one of the nation’s top 10 medical
schools, she responded, “Why should the appointment of a woman dean still be big
news in 2007? Perhaps because, with a few localized exceptions, there has been lit-
tle change since the 1970’s in the barriers to women’s full participation in academic
medicine [68]”.

Much attention has been given to the barriers to the successful advancement of
women in biomedical and academic careers, resulting in what some refer to as the
“leaky pipeline” [9, 69–72]. A 2007 National Academies report, Beyond Bias and
Barriers: Fulfilling the Potential of Women in Academic Science and Engineering

Fig. 4.4 Leadership at US. medical schools by gender, 2008.
© 2008 Association of American Medical Colleges. All rights reserved. Reproduced with
permission
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[73] provides an in depth review of the issues confronting women in academic
biomedical careers. This report concluded that, contrary to some suggestions that
women may lack the innate ability to achieve in science careers, “It is not lack of
talent, but unintentional biases and outmoded institutional structures that are hin-
dering the access and advancement of women.” This report further emphasized the
importance of an environment that will permit women to realize their full intellectual
potential in their careers, and it challenged research funding and federal agencies
and foundations to ensure that their practices and rules do not reinforce institutional
biases that could discriminate against women.

The NIH responded to this challenge through the establishment of a trans-NIH
Working Group on Women in Biomedical Careers, led by the NIH Director and the
Director of the Office of Research on Women’s Health [74]. This Working Group is
developing innovative strategies and tangible actions by which the NIH can promote
the advancement of women in research or academic careers [75, 76]. It is examining
the effectiveness of programs to reduce bias, including a funding initiative to study
the efficacy of interventions that promote research careers to better design future
innovations [77, 78].

The Working Group has clarified federal cost policies to provide guidance to
universities on how to structure their indirect cost and fringe benefit arrangements
when considering reimbursement for child care, parental leave and other factors
in response to some of the most frequently asked questions for investigators with
family responsibilities [79]. Considering the need to assist dual-career couples to
find employment near each other, NIH helped establish the Mid-Atlantic Higher
Education Recruitment Consortium, which provides networking between regional
universities and agencies, and web-based resources about job opportunities [80].

A comparison of success rates of women and men applying for NIH grant sup-
port yields interesting data [81]. Experienced males have higher success rates than
females but the gap is narrowing although not closing, but first-time male and female
researchers are equally successful. Both sexes receive about the same percentage of
their requests but the average female request for research project grants is less than
that of the average male request, therefore on average, males receive larger awards
than females.

Because mentoring is crucial for sustaining biomedical careers, the NIH National
Leadership Workshop on Mentoring Women in Biomedical Careers was held to
identify innovative and effective mentoring programs and practices. Examples of
different paradigms for mentoring included institutional “cross-mentoring” between
disciplines, and “panel mentoring,” where one mentee can call on more than one
mentor for advice. Incorporation of mentoring into tenure-and-promotion reward
systems would lead to a system where mentoring is not only expected, but is valued
[45].

Deliberations on best practices for sustaining career success for women in
biomedical careers were held during a NIH national workshop designed to pro-
vide examples of systems approaches used by businesses, military and academic
health centers, as well as NIH, to ensure sustained career success. Among the
ideas proposed for organizations to address in policy or actions were securing a
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strong personal commitment to change from top management; employing open
and transparent policies for hiring, salary and promotion decisions; instituting
“family-friendly” policies; and, providing fair and equitable access to physical,
financial and organizational resources [82].

With concerns about increasing opportunities in and advancing biomedical
careers for women and men, ORWH supported interdisciplinary career development
programs was developed, and has added another dimension to potentiating research
and academic careers in medicine. Looking back on the comments of Flexner 100
years ago, the advent of organizational activities that promote career development
for women and men, but especially those that are designed to overcome institu-
tional policies and programs that deliberately or incidentally promote gender bias,
can expedite and sustain progress and parity in medical and research careers for the
coming years.
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Chapter 5
Part-Time Faculty and Their Hidden Value

Julia V. Johnson and Erin E. Tracy

Abstract A desire for improved worklife balance has prompted more faculty to
work less than one full-time equivalent. While not exclusive, women faculty are
especially to make this request. This chapter explores the hidden value of part-time
faculty and the perceptions of department chairs and their department managers
about these special faculty members.

Keywords Part-time practice · Barriers · Productivity

The success of an academic department is dependent on the recruitment and reten-
tion of dedicated clinicians, educators, and researchers. To attract the best faculty,
institutional leaders must recognize changes in the workforce and adjust the work
environment appropriately for the next generation of academicians. It has been rec-
ognized that new faculty are increasingly interested in work-life balance; a major
change is the request for part-time positions. The desire for less than full time hours
was identified over 25 years ago [1], but medical schools now recognize that current
and future faculty will negotiate for part-time positions [2]. This has raised some
concerns for institutional leaders [3], although data suggests that part time faculty
make excellent contributions to the department and institution [4]. It is critical for all
academic institutions to embrace this change in the work culture to maintain the best
faculty at our medical schools. This chapter will review the history of part-time fac-
ulty positions in academic medical centers, consider the current and future incidence
of part-time faculty, evaluate productivity and patient care provided by part-time fac-
ulty, review the impact of part-time hours on the faculty career success, and consider
the future of part-time faculty positions at academic institutions. It is the objec-
tive of this chapter to review the evolution of part-time academic faculty positions
and develop strategies to optimize the career development part-time faculty.
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5.1 History of Part-Time Faculty Positions

There is an increase in the number of part-time workers throughout the United
States. A recent survey demonstrated that more than 10% of professionals elect to
work part-time [5]. The American Association of University Professors recognized
the need to address part-time faculty positions in 1980 and assessed policies regard-
ing the academic freedom and tenure options for part-time faculty. Work hours
for medical professionals; however, has not been well studied until very recently.
The earliest discussion of part-time faculty positions can be found in the nursing
profession. In 1970, the first study examining the job satisfaction and educational
effectiveness of part-time faculty demonstrated that nursing faculty remained in
their positions longer and had greater job satisfaction when allowed to decrease
hours [6]. In addition, the students rated these faculty highly and did not perceive an
effect on the quality of their education. Although the length of time to advancement
is increased for part-time faculty, the overall job satisfaction and ultimate career
development is equivalent to full-time nursing faculty. More recent studies demon-
strate that part-time faculty actually are ranked highly by students than full-time
faculty and are considered to be superior educators [7]. Although the challenge of
decreasing work hours is recognized, nursing programs have embraced the use of
part-time faculty.

The interest in part-time faculty positions for physicians was not identified until
1989, when a study examined the impact of family on career development [8].
Women faculty who held full-time faculty positions in departments of medicine
answered a survey that examined the effect of childbearing and child rearing on
professional development. Although the majority of faculty surveyed were pleased
with their family decisions, seventy-eight reported that this slowed or markedly
slowed their career progress. This was the first evidence that work-life balance was
challenging for full-time faculty who wished to advance in their careers.

In 1993, the Association of American Medical Colleges (AAMC) published the
first study that examined the increase in part-time faculty positions [1]. Sixty-three
percent of the part-time faculty surveyed were men, and 86% of the part-time fac-
ulty were on a non-tenure tract. Interestingly, half of the part-time faculty stated
that they developed the positions themselves; very few medical schools had poli-
cies that addressed part-time positions. The career limitations of part-time faculty
were clear in this study. Only 8% reported that their institution would allow addi-
tional time to accomplish tenure or promotion for part-time faculty. And both men
and women part-time faculty reported that there were false perceptions and lack of
respect from their full-time colleagues. However, overall the faculty were pleased
with their positions; overall career satisfaction was rated 8.6/10 for part-time faculty.

Since the AAMC study, there has been an increase in the number of part-time
positions. In addition to the increase in requests for these positions, there is evi-
dence of improved opportunities for young faculty who request a less than full-time
position. The desire for work-life balance is believed to be related to the increase
in women physicians, two physician families, and the generational change in the
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work force. The “Generation X” faculty express concern about negative impact of
work on family and are less likely to put their jobs ahead of family and friends
[9]. It is the impression of younger faculty that their parents “loyalty” to their job
did not lessen the risk of job loss or increase job satisfaction. These new faculty
will not value their academic institution above their career and will not hesitate to
change jobs if work-life balance is not valued by those in authority. There is an
increased desire for part-time professional positions. There is strong evidence in
the nursing profession that part-time faculty are productive and have increased job
satisfaction. Although medical faculty fall behind other professionals in seeking
work-life balance, it is clear that this will be a common request for junior fac-
ulty. Academic leaders must recognize that faculty recruitment and retention will
be adversely effected if part-time positions are not a career option for their faculty.

5.2 Incidence of Part-Time Faculty

Despite the limited early data, it is evident that the number of part-time academic
faculty positions is increasing. An American Medical Association (AMA) survey in
2001 demonstrated that there are up to 25% of the faculty are part-time (Fig. 5.1).
In women’s health care specialties, such as Obstetrics and Gynecology, Family
Medicine, and Internal Medicine, the percentage of surveyed faculty that had ever
worked part-time was 20, 18, and 16% respectively. This is compared to 13% of
other faculty surveyed. This demonstrates that women’s health care physicians have
a strong interest in part-time faculty positions.

Studies in the field of Pediatrics, Radiology, Internal Medicine, and Obstetrics
and Gynecology demonstrate the increased number of part-time faculty positions.
In Pediatrics, one study reported an increase in part-time positions from 11% in
1993 to 15% in 2000 [10]. A resident survey demonstrated that 40% of Pediatric
residents were seeking a part-time position, although only 20% had successfully
been recruited to a part-time positions [11].

In areas of women’s health care, such as Internal Medicine, the number of part-
time faculty increased from 9.9% in 1996 to 29.2% of faculty in 2004 [12]. A recent
survey of Chairs in Pediatrics, Internal Medicine, Family Medicine, and Surgery
demonstrated that the percentage of departments with part-time faculty was 94,

Fig. 5.1 Patient care
physician survey (AMA,
2001; E Tracy)
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89, 86, and 72% respectively [13]. A recent study demonstrated that 17% of aca-
demic Obstetrician Gynecologists were part-time faculty [14]. Eighty-two percent
of departments had part-time faculty, consistent with other departments that provide
women’s health care. The number of part-time faculty in the OB/GYN depart-
ments were most commonly between 1 and 5; although six departments reported
more than 15 part-time faculty (Fig. 5.2). Interestingly the number of men (n =
445) and women (n = 539) was similar, although a greater percentage of women
than men worked part-time (23% vs. 16%). The Women’s Physician Congress of
the AMA conducted a survey in 2008 (Unpublished data, E Tracy) demonstrated
that the primary reason for part-time work is for raising children (68%), followed
by achieving work-life balance. It is critical to recall, however, that only 30% of
women in this survey had ever worked part-time; 70% had always been full-time
physicians.

There is a significant increase in part-time faculty in all academic departments,
with the greatest increase in departments that provide care to women, such as
OB/GYN, Family Medicine, and Internal Medicine. The OB/GYN survey found
that over 90% of Chairs predicted an increase in part-time faculty in the future. It is
critical for academic leaders to consider this change in the work force to assure that
new faculty can be recruited into academic departments.

5.3 Productivity and Quality of Patient Care for Part-Time
Faculty

Academic leaders have raised concerns about both the productivity and the quality
of care offered by part-time faculty. Although part-time nursing faculty have been
shown to be clinically and academically productive, studies examining part-time
medical faculty is limited. A recent study exploring the attitudes of Internists and
their Division Chiefs reflects the concerns regarding academic success and clinical
productivity [15]. Interestingly, the Division Chiefs expressed more benefits than
drawbacks from part-time work by their faculty (see List 5.1). Some of the benefits
includes the ability of the leader to recruit and retain high quality faculty, and allow
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a more diverse workforce. The challenges included managing work and pay equity
and assuring scholarly productivity.

Recent studies have begun to reassure academic leaders and faculty of the value
of part-time faculty. Chairs in Pediatrics, Internal Medicine, Family Medicine,
and Surgery rated their experiences as very and extremely satisfied with their
part-time faculty [13]. One respondent noted that part-time faculty: “allow inclu-
sion of talented, capable individuals who have other commitments (i.e. family)”.
Interestingly, the Chairs noted that part-time faculty “work more than their allocated
time”. The clinical productivity was seen to exceed expectations. Sixty-two per-
cent of the Chairs said they were very satisfied with part-time faculty; only 7% we
dissatisfied.

A study of part-time academic radiologists demonstrated that part-time faculty
expected to work one-half time, worked 32.3 h/week compared to 51.2 h/week for
full-time faculty [16]. For primary care physicians, the relative value units (RVUs)
was significantly greater for part-time faculty compared to full-time faculty (2.1
RVUs/hr vs. 1.3 RVUs/hr; p < 0.01) [17].

List 5.1 Division chiefs’ views of positive and negative consequences of part-time
work for physicians

Benefits of having part-time faculty in divisions

• Recruitment and retention of high quality faculty members
• Increases unpaid work for division
• Increases division visibility (i.e. time to present at national meetings)
• Promotes diversity of workforce
• Creates role models for work-family balance
• Creates new career paths
• Breaks down cultural constraints of full-time work
• No benefits were identified by some division chiefs

Challenges of having part-time faculty in division

• Assuring equal pay among division members
• Assuring equality of work among division members
• Defining number of hours as to what is full-time and part-time
• Defining and providing health insurance and benefits
• Monitoring motivation for work
• Determining expectations for scholarly productivity

Negative consequences of part-time work for worker

• Lower pay
• Fewer or no benefits and heaith insurance
• Slower academic career trajectory
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• Less protected time per FTE
• Potential to be viewed as less committed worker
• Not fully integrated into the division

Part-time faculty express concerns about the quality of patient care they offer
when working less than full-time [4]. However, the quality of clinical care provided
by part-time faculty appears to be equivalent to or greater than that provided by full-
time faculty. Using qualitative measures in an ambulatory setting, such as cancer
screening and diabetes management, part-time faculty were found to offer a higher
standard of care compared to their full-time colleagues [17]. Patient satisfaction
was also shown to be high for part-time faculty [18]. Compared to full-time faculty,
there was no difference in patient trust and patient satisfaction. Patients expressed
no concern regarding their physician’s part-time hours.

Although the data is limited, it appears that both productive and the quality of
patient care is maintained when faculty work part-time hours [19]. Both part-time
physicians and their leaders express concern regarding the effect of the decreased
hours on academic practice, the satisfaction of Division Chiefs and Chairs, as well
as the patients care for by part-time faculty, are high. There is no evidence that
part-time hours adversely effects clinical care.

5.4 Career Development for Part-Time Faculty

It is clear that part-time faculty are excellent health care providers and bring pro-
ductivity to academic departments. However, there is a potential adverse effect on
their career. The ability to advance through the tenure tract and achieve promo-
tion and leadership positions appears to be limited by working part-time. Indeed,
Division Chiefs express concerns regarding “slower academic career trajectory” for
the part-time faculty [15].

Part-time faculty also identify these drawbacks. They feel “marginalized” and
identify that “Institutional culture does not support part-time/lack of leadership sup-
port”(see List 5.2). To assure that career advancement is possible for part-time
faculty, it is critical for institutional policies to address the needs of this increas-
ing group of academic faculty. Policies that extend time to achieve tenure, increase
research support, and assure adequate mentoring are needed to assure retention of
part-time faculty.

Unfortunately, a review of policies for the “top ten” academic medical schools
demonstrated that such policies are rare [2]. In 2008, only three of these academic
institutions reported a part-time faculty policy, two had limited support mechanisms
for part-time faculty, and two would only allow part-time positions under extreme
circumstances. Another survey demonstrated that only 25 of 95 medical schools
with a tenure systems allowed part-time faculty to seek tenure [20]. Interestingly,
extending the tenure clock was allowed for a multitude of reasons, but only
23 schools allowed part-time hours as a rationale for extending the time to tenure.
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List 5.2 Positive and negative consequences of part-time work for faculty partici-
pants

Career benefits

• More research time
• Enabled worker to focus on career goals
• Worker as role model to others
• Transition from clinician educator to clinician investigator
• Able to pursue new scholarship
• Able to pursue advance degree

Personal benefits

• Greater quantity and quality of family time
• Ability to participate in children’s activities, mom’s groups
• Increased time for school and community involvement
• Time for journaling/creative writing
• Time for spirituality
• Time for exercise and self-care

Drawbacks

• Less pay and loss of benefits
• More work than FTE
• Slow to promotion/overlooked for career opportunities
• Demotion
• Less desirable work
• Institutional culture not supporting part-time/lack of leadership support
• Lack of support from colleagues
• Being marginalized within the division

Fortunately, there has been a recent effort to develop academic policies for
part-time faculty. The Federation of Pediatric Organizations Task Force, describes
policies that optimize retention of valued part-time faculty [21]. Options described
by this document include structured mentoring programs, extending time to tenure,
decreasing teaching and clinical duties to allow time for research, offering child
care support, allow flexibility with part-time positions, and increasing labora-
tory/research support. The Task Forces speaks of replacing a culture of “hierarchical
shame” with “horizontal supportive” environment. Although the AAMC noted that
faculty appointment and tenure track have improved for part-time faculty over the
past 25 years [22], there continue to be significant barriers. Even institutions with
policies to support part-time faculty may discourage these policies or allow faculty
ignorance of their options.
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Another significant concern for part-time faculty is financial issues. Although
faculty accept decreased salary when decreasing their hours, there is a concern with
decreased or lost benefits. A 2008 survey by the Women’s Physician Congress of
the AMA demonstrated the greatest barrier to part-time work being loss of benefits.

5.5 2008 WPC Survey Barriers to Part Time Work
(Data from E Tracy)

• Loss of benefits (61% – “very significant barrier”)
• Lack of part time opportunities (61%)
• Loss of income (58%)

A recent survey of medical schools revealed that while the majority of part-time
faculty are offered retirement benefits, as well as health, life, disability, and dental
insurance, the cost to the faculty member is high [23]. And many professional lia-
bility carriers do not adjust their rates based on the faculty’s part-time status, raising
the cost to the department. Fortunately the AMA has compiled a list of carriers that
offer reduced premiums to part-time physicians.

Clearly, there are limitations for part-time faculty. In addition to challenges in
academic advancement, the cost of their part-time status may be prohibitive. It is
critical for academic institutions to develop and execute policies that support part-
time faculty to assure that they will continue to be valuable members of the faculty.

5.6 The Future

A recent report from a task force, convened in 2007 by the Associate of Specialty
Professors, came to the agreement that part-time faculty can “enrich a depart-
ment of medicine, enhance workforce flexibility, and provide high quality research,
patient care, and education in a cost–effective manner” [24]. This task force pro-
vides valuable steps to optimize part-time practice including addressing fixed costs,
malpractice costs, space, cross-coverage, mentoring, career development, produc-
tivity, and scheduling. The costs of part-time work considered quantitative factors
and qualitative factors, such as the mission of the academic institution, workplace
culture, and physician morale. The part-time principles from the Medical College
of Wisconsin, led by Dr. Ann Nattinger, was provided as the standard for academic
leaders when developing policies regarding part-time faculty:

1. Be nonjudgmental about who is going part-time and why; do not assume that
part-time is always for young women with children.

2. Create transparent and fair policies; avoid jealousy from full-time faculty.
3. Standardize processes for urgent clinical matters so part-time faculty participate

equitably.
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4. Provide flexibility for the part-time faculty as much as possible.
5. Consider providing full (not prorated) professional development dollars to all

faculty regardless of FTE.

It is critical for leaders to accept the changes in the work force which have led
to an increased desire for part-time positions. For academic departments to suc-
ceed leaders need to increase programs to support work-life balance, educate all
faculty regarding the document quality of part-time faculty, and prevent negative
impressions by full-time faculty on the academic value of their part-time colleagues.

5.7 Conclusions

Part-time faculty are increasing in number and importance in academic departments.
The recruitment and retention of excellent faculty requires that leaders recognize the
increased desire of faculty for work-life balance. The history of part-time faculty in
women’s health care specialties is limited, but the available data suggests that these
faculty are highly productive and offer high quality patient care. Indeed, studies sug-
gest that departmental leaders, Chairs and Division Chiefs, appreciate the dedication
of their part-time faculty. These faculty, although they appreciate the opportunity to
work less than full time, do express concerns regarding academic advancement and
financial limitations. It is critical for academic leaders to develop effective policies
to assure that part-time faculty are able to meet their potential. Academic institu-
tions must encourage and support programs that assure the clinical, educational,
and research success of their part-time faculty.
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Chapter 6
Trends in Faculty Salaries

William F. Rayburn

Abstract A concern in women’s health care is the potential for inequitable
compensation for services provided. For example, a 2000 JAMA report indicated
that inflation-adjusted annualized salary growth was negative for faculty in obstet-
rics and gynecology. This chapter examines trends in the salaries of medical school
faculty in women’s healthcare based on a review of extensive national salary
databases.

Keywords Salaries · Faculty · Income

6.1 Introduction

Salaries of academic faculty do not usually rival those of physicians of the same spe-
cialty in the community. Nevertheless, faculty enjoy a varied professional lifestyle
which encompasses teaching and scholarly activity, along with patient care. A grow-
ing faculty size provides a relatively large group practice, so that in-hospital call is
often less onerous [1].

Economic changes in the 1990s markedly affected protected time for academic
duties and, in some cases, widened the differences in salaries between private prac-
tice and academic physicians. The “80 h work week” and caps on the numbers
of residents in training programs from a provision of the Balanced Budget Act of
1997 further increased the clinical demand on faculty and increased the number of
residents beyond the allowable payment cap [2].

Personal, departmental, and institutional needs in this fiscal environment created
pressure to increase clinical productivity. Reimbursement cuts to health care insti-
tutions resulted in tremendous pressure to fill beds and generate ancillary revenues
to remain solvent. As a result, the proportion of clinically derived monies to total
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medical school revenues grew from approximately 12% in the early1970s to more
than 50% in the 2000s [3].

This evolving need for increasing clinical volume altered the balance of these tra-
ditional faculty responsibilities. As economic pressures mount and budgets shrink,
academic departments are exploring ways of paying faculty to help maintain the
global missions of the organization. This chapter will examine trends in the salaries
of medical school faculty, particularly those in women’s health care, based on
reviews of the current literature and an extensive national salary database.

6.2 Fundamental Themes

Every academic department is unique because of the inherent complexities, includ-
ing its financial infrastructure. The underlying value system emphasizes academic
productivity and success for the department as a whole. Not every faculty member
is or will be an academic star, so role fulfillment and goal attainment are stressed.
The following are fundamental themes when faculty compensation is considered at
recruitment and annually.

6.2.1 Transparency and Fairness

As a sociologic group, physicians and faculty strongly desire self-esteem, fairness,
and security [4]. Ideally, the entire department faculty should create or agree on a
method for compensation. Any system can fail or cause divisiveness. Despite best
efforts in being “fair,” any system for compensation is subject at any time to com-
plaints from certain faculty. Leadership, trust, and transparency are important factors
at any workplace environment. In particular, division directors should be aware of
specifics in the compensation system and how to implement any incentive or bonus
portions.

6.2.2 Culture and Leadership

Faculty salaries are not a sole predictor of a department’s success. The stronger
the culture for academic productivity, the less need for financial incentives to foster
scholarly and educational efforts. Creating the appropriate culture for productivity
is complex and requires constant vigilance. A culture of financial and scholarly
productivity is linked to department leadership and the hiring of faculty members
with strong internal incentives to be successful.

6.2.3 Faculty Activity Database

Every faculty member should pay attention to his or her accomplishments and
goals achieved during the current academic year. Completing forms by each mem-
ber either annually or semi-annually is now customary to document their research,
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teaching, and service activities. The chair uses this information in an annual review
with each faculty member. Decisions about rewarding academic productivity are
made at least partially on the basis of this activity database.

6.2.4 Work RVUs

A myth is that the academic clinician does not work as hard as a community physi-
cian. Information has been reported by the Medical Group Management Association
(MGMA) about “work” output, as measured by relative value units (RVU) devel-
oped by the Centers for Medicare and Medicaid Services (CMS) [5]. The work
effort by the academic physician was found to equal or exceed that of counterparts
in private practice. Although work RVUs may not be the best measure of clinical
“work,” it is a mainstay for comparison with others in the same specialty at other
medical schools.

6.2.5 Annual Bonuses

Although academic success is a lofty goal of all faculty, chairs are well grounded in
the reality that clinical revenues drive the department. All departments and centers
derive most, if not all, of their bonus pool funds from clinical collections. A common
need of chairs is to have some form of a performance-based annual bonus as a
relatively small percentage (e.g. 10% or less) of overall compensation.

6.2.6 Discretionary Funds

In addition to annual bonuses, most chairs need some flexibility in distributing
department funds to faculty. This could open the door for criticism from some by
faculty about favoritism or unfairness, yet it does provide discretionary funds with
some “wiggle room” to recognize other’s contributions that may not fit neatly into
any existing compensation formula.

6.2.7 Tenure

Although academic physicians have historically received salaries that are lower than
their peers in private practice, many are provided tenure with its job security, to make
it attractive to remain at their academic institution. Reasons for the best and brightest
graduates to consider a position in academia include a reasonable clinical work-
load, research/scholarly opportunities, attainment of tenure, and college tuitions of
dependent children at certain centers. However, as the market changes with health
care reform, each of these reasons including tenure will be more scrutinized. Many
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academic health centers are now faced with the difficult task of restructuring faculty
tenure policies to improve the bottom line, while risking disincentives to continue
an academic career.

6.3 Trends in Faculty Compensation

A long-standing primary source for salaries according to specialty, rank, type of
school (private or public), and region is the Report on Medical School Faculty
Salaries, published annually be the Association of American Medical Colleges
(www.aamc.org). Salaries are reported at the 25th, median, 75th percentile, and
mean. The compensation data are accumulated each October from the preced-
ing academic year from each medical school. The total compensation includes
the contractual salary and supplemental earnings (medical practice supplement
and bonus/incentive pay). Uncontrolled outside earnings are reported by only a
minority of faculty. Other influences on salaries such as fringe benefits, retirement
contributions, or tuition remissions for family are not included in the calculations.

6.3.1 The 1990s

Clinical revenue from faculty practice plans is important but especially critical to
smaller clinical departments, such as obstetrics and gynecology, which depend more
on patient care than on research dollars. Since the 1990s, intensified price com-
petition by payers has led to a flattening or decline in reimbursements from both
public and private payers [6]. Any reduced reimbursement per unit of service can be
detrimental to faculty recruitment and retention and to certain mission-based activ-
ities with fixed costs such as education and research. In light of changes in patient
care reimbursement, growth in the salaries of academic physicians requires close
monitoring.

While actual average medical school faculty salaries increased in the 1990s,
the growth rate of average clinical faculty salaries increased less or declined when
adjusting for inflation. A report by the Association of American Medical Colleges
(AAMC) found that overall growth rates of most clinical faculty salaries increased
slightly above inflation between 1988 and 1998 [7]. Those findings are shown in
Fig. 6.1 in which growth rates are based on mean salaries in constant (1988) dollars,
with 1993 and 1998 means weighted to match the faculty rank distribution in 1988.
The proportionate change in real mean salary (base year, 1988) related to depart-
ment and faculty rank. Inflation-adjusted annualized compound growth of clinical
faculty salaries declined from 1.9% per year (1988–1993) to 0.2% per year (1993–
1998). From 1993 to 1998, inflation-adjusted salary growth rates were negative
for obstetrics and gynecology (–0.5%) or positive for family practice (+2.7%) and
internal medicine (+0.8%). Significant differences in salary growth also related to
school characteristics (e.g., geographic region, public vs. private, community-based
vs. non-community-based, and research intensity).
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Fig. 6.1 Annualized inflation-adjusted compound growth rates of clinical faculty salaries by
department, 1988–1998 (from [7] with permission). Growth rates are based on mean salaries in
constant (1988) dollars, with 1993 and 1998 means weighted to match the faculty rank distribution
observed in 1988

6.3.2 The 2000s

Overall faculty salaries increased at a rate comparable to the inflation for the period
1988–1998 [8]. Noted exceptions were compounded salary increases in family
medicine and decreases in ob-gyn. A more recent review of the AAMC annual
Faculty Salary Survey revealed changes in compensation for general faculty in
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women’s health care specialties that were very similar [9]. Changes in compen-
sation were comparable for generalists in core clinical teaching departments such as
internal medicine, family medicine, and obstetrics and gynecology.

Figure 6.2 compares changes in unadjusted (current dollars) and inflation-
adjusted compensation from academic year 2000–2001 to 2007–2008 for those
departments engaged in women’s health care. Salaries rose between 17 and 28%.
Equally important, inflation-adjusted growth of salaries between 2000–2001 and
2007–2008 for general ob-gyns was slightly below that in general pediatrics, general
internal medicine, and general surgery and slightly above that in family medicine.
Only faculty in psychiatry saw median salary increases that were remarkably above
the inflation rate.

Downward trends in patient care compensation were reported in the 2000s
and may result from changes in reimbursement, more competition, fewer surg-
eries, and more profitable assisted reproductive technology moving to the private
sector [6, 10].

6.4 Aligning Compensation with Education

It is difficult to place a financial value on teaching. There are limitations in
resources related to decreased government funding for graduate medical education
and increasing demands on faculty time, along with increased demand for public
accountability. Increasingly, leaders of academic medical centers have recognized
the importance of developing systems that specifically assign resources in support
of all academic missions, but especially for educating students and residents [11]. In
1999, Watson and Romrell reported a process that came to be known as “mission-
based budgeting (MBM)” [12]. The three-step process described by the University
of Florida group consisted of identifying revenue streams to fund each of the institu-
tion’s missions, evaluating each faculty member’s productivity with regard to each
mission, and aligning funding source with faculty effort [13].

Many departments now apply a template for approaching MBM in education,
beginning with listing all faculty educational activities, then assigning each activ-
ity a weight in relative value units (RVUs). Factors recommended for consideration
included the time to perform the educational tasks, time required to prepare a level of
faculty expertise, and relative importance of the activity to the professional develop-
ment of the institution’s trainees. A potentially difficult but important task is linking
compensation to quality of teaching, rather than focusing exclusively on quantity of
work [12].

Funding for most clinical department’s educational mission originates from three
sources: state appropriations, Medicare Direct Medical Education (DME) funding,
and tuition. Distribution of departmental funds, including the portions of clinical
revenues and state-allocated funds, was the prerogative of the department chair in
the past. Except for education administration, no clear metric linking these funds
with mission is often used for individual faculty.
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Table 6.1 Core educational value unit (EVU) allotment of administrative positions in medical
education programs, University of New Mexico School of Medicine

Fellowship director 0.10
Residency program director 0.30
Residency associate program director 0.10
Student clerkship director 0.20
Student associate clerkship director 0.10

An Educational Value Unit (EVU) is defined as teaching time spent educating
students and residents that is not associated with billable clinical activity. Core EVU
time was also allotted for the administration of education, for residency program
directors, fellowship program directors, and clerkship directors. The EVU allotment
for program administration at my school (as shown in Table 6.1) was taken from
national certifying bodies as well as from our own experience.

The alignment of educational expectations with compensation and accountability
is essential in any academic department dedicated to women’s health care. The met-
ric should be easily understood, quickly implemented, and perceived to be fair by
the faculty. After initially attempting to adapt published RVU-based systems to our
department’s needs, we found the task of enumerating and assigning EVUs to each
educational activity as important as assigning a billing code to a clinical activity.

6.5 Performance-Based Compensation for Research

Academic departments must compete for compensation in a dynamic marketplace
to recruit and retain the best faculty. Grants and contracts combined with clinical
revenues have been the largest sources for faculty support, providing over half of all
department funding. Faculty appointments at most schools are placed into several
research tracks, each reflecting a different career pathway: (1) physician-scientist
track (80% research/20% clinical; tenure) for faculty with major efforts in research
and teaching; (2) clinician-educator track (80% clinical/20% research; non-tenure)
for faculty with major efforts in clinical service and teaching; (3) basic scien-
tist track (100% research; tenure) for non-physician faculty devoted primarily to
research and teaching; and (4) research scientist track (100% research; non tenure)
for faculty who primarily support the research mission. The proportion of time com-
mitment and the names of the tracks vary between institutions, but the concept is the
same. Most faculty in family medicine, general internal medicine, and obstetrics and
gynecology belong to either the physician-scientist or the clinician-educator track.

Tarquinio and colleagues nicely summarized how compensation is performance-
based for research at Vanderbilt University Medical Center [14]. Physician-
scientists receive an annual base salary and also qualify for a research bonus under
certain conditions. Base salaries are usually set at the same level as the prior year
plus increase by meeting objective criteria. Major grants are defined as being a
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minimum 3-year term, involving 15% of faculty effort, and generate funds for
recovering indirect costs for the institution.

For physician-scientists who funded their base salaries up to 80% of the NIH’s
capitated rate, base salaries are increased by an amount determined by the depart-
ment before each new fiscal year. Physician-scientists who are funded at less than
80% of their base salaries but who submitted a new major grant application dur-
ing the prior 12 months are often given the institution-recommended increase in
base salary [14]. If a physician-scientist did not fund 80% of his or her base salary
and did not submit a new major grant application during the past 12 months, any
institution-recommended increase would begin at the point during the subsequent
fiscal year when a major grant application was submitted.

A bonus for physician-scientist faculty is also possible either for some additional
noteworthy research or for reaching some clinical RVU benchmark. The lack of
financial incentives to work above the clinical benchmark encourages faculty in
the physician-scientist track to maintain their focus on research productivity. Any
bonuses, whether for research or clinical duties, do not carry over into subsequent
years.

6.6 Salary Contract Negotiation

Each year there are more than 5,000 entry-level faculty who begin their careers in
academic medicine. For many, discussing salary and compensation is awkward. In
addition, many faculty remain uncertain about salary contract negotiations when
switching schools, despite their experience in academia. Several standard steps can
be followed to promote agreement and to facilitate the process.

The faculty recruit must decide whether s/he wishes to be offered a full-time
or part-time faculty position in the department. Their rank and specialty needs to be
understood as well as the probable track to choose. As part of the salary contract, the
effort distribution for the first year of appointment is assigned full time equivalents
(FTE) for clinical, research, education, and administration tasks. Each year, and as
needed, the faculty’s effort distribution is re-discussed and the contract modified to
reflect any changes in the effort distribution.

A contract salary for the forthcoming fiscal year usually includes a base and a
supplement component. In most medical school departments, there is an attempt to
augment the contract salary as an incentive component based on meeting expec-
tations of the Accreditation Council for Graduate Medical Education (ACGME)
competencies. A one-time incentive may be provided with initiation of the new
faculty member’s appointment.

In addition to salary, the position carries a variety of fringe benefits. Information
about these benefits is customarily provided by a designated staff member in the
departments or school’s faculty affairs or human resources offices. The recruit’s
personal expenses in recruitment and moving to the new department are reimbursed
according to university policy. The department agrees to pay a reasonable moving
package and a trip(s) to the destination city before relocating to identify housing.



6 Trends in Faculty Salaries 95

Matters such as office and/or laboratory space, secretarial support, assigned duties,
and duty location are determined at the discretion of the chair and dean according
university rules and regulations.

By 10 years from their initial appointment, about half (48%) of entry-level fac-
ulty leave their original department to switch to another school (21%) or leave
academia (79%) [15]. In the event that the employment relationship terminates
between the medical school and a faculty member, the employee agrees that for
a period from the date of termination (2 years at my institution), s/he will not per-
form patient care services or practice medicine within the greater metropolitan area.
This “non-competition agreement” does not usually apply to faculty who (1) retire,
(2) are involuntarily removed due to a negative review, a negative tenure decision,
or other circumstances under which the employee is involuntarily removed from
employment with approval of the dean; (3) are in fellowship training; or (4) are
temporary employees. In the event that the faculty member elects to terminate his or
her employment and work in the community, it is customary for that person to buy
out the obligation by payment to the medical school of an amount equal to 1 year’s
current total income plus recruitment, moving and costs incurred by the department
to hire and support that faculty member. A waiver or modification of this policy
may be granted before hire or once termination is selected if justified by exceptional
circumstances. A department chairperson, upon receipt of a request from the faculty
member, must submit a written justification to the dean detailing the rationale to
support this waiver.

6.7 Costs of Faculty Turnover

Faculty turnover has been part of the management literature for decades [16].
With the retirement of faculty members hired during the 1970s and the impending
retirement of baby boomer professors, the issue of turnover has assumed an even
greater importance [17]. Much of this literature dealt primarily with psychological,
sociological, and economic reasons to explain employee departures.

Only until recently have organizations begun to quantify the direct and indirect
costs of employee turnover [18]. In the handful of studies from medical schools,
costs of faculty turnover were influenced by the type of department (clinical versus
basic science), whether the institution was public or private, and geographic region
[19]. Therefore, estimates can vary widely from $113,000 per faculty member in a
Southern public medical school to $926,000 in a state-run health care system in the
North [20].

Schloss et al. [21] reported at one academic medical center that the financial
impact of turnover among faculty in clinical departments was very high, even when
lost hospital and research revenues were not included. For example, estimates of
the cost of faculty turnover in clinical departments at the University of Arizona
were higher than those obtained in other published studies (Table 6.2) [19, 22]. The
average annual institutional cost of faculty turnover in the Arizona departments of
internal medicine and surgery was more than $400,000.
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Table 6.2 Comparison of average faculty replacement cost estimates at selected U.S. colleges
of medicine, from a study of faculty turnover at the University of Arizona College of Medicine,
FY1999–FY2004

Institution Clinical faculty

University of Arizona College of Medicinea $400,233
Southern Public Colleges of Medicineb $113,000
Northern Private Colleges of Medicineb $261,000
Southwestern Colleges of Medicinec $154,333–$185,254

aSource: Schloss et al. [21] with permission; total cost divided by the
number of faculty members replaced
bSource: Wenger [19]
cSource: Waldman et al. [22]

It is likely that much of the variability in faculty turnover costs between schools
may result from the inclusion of different variables in the calculations. Bickel et al.
[23] recommended that turnover costs include the following additional expenses:
advertising, search firm, and/or administrative costs; interview travel expenses (now
becoming more off-campus for leadership positions); faculty and search committee
time for interviewing; overtime for other staff during the hiring process; orientation
and training time; loss of productivity; and clinical income costs of lost patients,
referrals, and grants.

Costs of faculty turnover also vary by rank and specialization. A certain positive
aspect of employee turnover can be replacement with more junior faculty with lower
salaries and reduced benefits, and with newer perspectives. Despite this, costs of
this turnover, however estimated, can be impressive and would warrant substantial
efforts to foster the success of faculty worthy to be retained.

6.8 Special Considerations

6.8.1 Gender Equity

Women now comprise about half of medical school graduates, yet most who are
faculty are instructors or assistant professors [24]. Any disparities in salary not only
affect women currently employed in academic medicine but influence perceptions
of their desirability and the next generation to pursue a career in academic medicine.
Any salary disparities may also contribute to the higher attrition rates among women
faculty [25].

Wright et al. [26] compared adjusted annual salaries for full-time women and
men faculty before and after an intervention at their medical school. Gender dispar-
ities in compensation can be reduced through careful documentation, identification
of comparable individuals paid different salaries, and commitment from leadership
to hold the appropriate person accountable. Other measures such as facilitating part-
time work, other family-friendly policies, and providing flexibility in tenure clocks
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are critical to the advancement and retention of current women faculty and the next
generation of faculty [27].

6.8.2 Public Versus Private Medical Schools

According to the 2009 Faculty Salary Survey, average salaries of faculty members at
public medical schools continue to be lower than for those at private medical schools
[8]. An explanation for this finding could be a continued flattening or a decline in
state appropriations for public medical schools [10]. Studer-Ellis et al. [7] reported
that trends in U.S. medical school faculty salaries between 1988–1989 and 1998–
1999 of faculty members at public medical schools tended to grow more slowly
than those of faculty members at private medical schools. We are now examining
whether average salaries of clinical faculty at community-based medical schools
or at community-based residency programs grew at rates higher than salaries for
faculty at more traditional schools.

6.8.3 Comparison with Private Practice

The finding reported here that salaries of faculty specializing in women’s health care
kept up with inflation is encouraging. Between 1995 and 2003, average physician net
income from the practice of medicine declined about 7% after adjusting for inflation
according to a national study from the Center for Studying Health System Change
[28]. Among different types of community practitioners, primary care physicians
fared the worst with a 10.2% decline in inflation-adjusted income during this period,
while general surgeons’ real income declined by 8.2%. Flat or declining fees from
both public and private payers appear to be a major factor underlying declining real
incomes for physicians. Since the mid-1990s the downward trend in real incomes is
likely an important reason for any growing unwillingness by community physicians
to assume common responsibilities of faculty such as teaching medical students
and undertaking pro bono work, such as charity care and volunteering to serve on
hospital committees.

6.9 Conclusions

While actual medical school faculty salaries are increasing, the real growth rate
of average clinical faculty salaries is essentially keeping up with inflation. Overall
salaries in obstetrics and gynecology faculty are now growing at rates similar to
“nonprocedural” women’s health care specialties such as family medicine and gen-
eral internal medicine. Growth in real purchasing power, however, improved very
slightly or not at all during this past decade.

Salary contracts require careful and sensitive consideration at the time of recruit-
ment and at annual review. Costs of faculty turnover can be impressive and
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warrant substantial efforts to foster the success of worthy faculty or to implement a
“non-competition” policy when applicable. A growing body of anecdotal evidence
suggests that clinical faculty are spending more time in patient care (at the expense
of time in teaching and research) to maintain strained departmental budgets. It could
be argued, however, that growth in salaries during this period would be much less
if faculty members and academic health centers did not make these adjustments.
Therefore, performance-based incentive compensation plans that prevail in industry
are gaining more attention at academic health centers [29, 30].

During this time of economic unrest and health care reform, it would be prudent
to examine the trends described herein more closely and compare salary levels of
academic women’s health care physicians with their counterparts in private practice.
In addition, the influence of gender, tenure, years since appointment, and part-time
positions on faculty salaries require periodic consideration. Lastly, future investiga-
tions might examine the effects of these salary trends on the retention of clinical
faculty, particularly those who are effective teachers or investigators in women’s
health care.
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Chapter 7
Healthcare Reform and its Potential Impact
on Academic Women’s Healthcare Practice
and Training

Eric J. Hodgson and Charles J. Lockwood

Abstract When comprehensive health reform is enacted, the practice of medicine
and medical training will change in a more major way than following any failed
short-term fixes. This chapter emphasizes changing roles of faculty in scholarly
activity and in training the next generation of women’s health practitioners.

Keywords Health care reform · Health care delivery system reform · Accountable
care organization · Graduate medical education · Obstetrics/gynecology · Medical
information technology

7.1 Introduction

The enactment of The Patient Protection and Affordable Care Act (PPACA) on
March, 23, 2010, marks the most far-reaching efforts at health care reform in the
United States since the passage of the Medicare Act of 1965. Although highly con-
tentious and extremely partisan to the bitter end, this legislation represents the first
successful, modern-day attempt to address a financially unsustainable health care
system. The primary aim of this bill was to increase access to care by providing
health insurance to almost all Americans. A secondary focus was to dampen the
escalating costs of health care. Unfortunately, the act does not significantly address
cost issues, and the fact remains that the health care provided in the U.S. varies
greatly in quality, is inequitably distributed, and is ironically subject to both over-
and under-utilization. Ultimately, a complete transformation of the U.S. health care
delivery system will be required to make increased access affordable. Because the
reforms within the PPACA will be rolled-out over many years and will be subject to
the ebb and flow of politics, the final nature of health care delivery reform remains
to be determined. Equally uncertain is the precise effect such reform will have on
academic medicine in general and on OB/GYN practice and training in particular.
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The goal of this chapter is to delineate some of the critical problems in our current
system that prompted reform, to discuss their effects upon women’s health, discuss
how the two most likely frameworks for a reformed delivery system might deliver
higher quality/less expensive care, and to outline the impact of delivery reform on
the practice of OB/GYN and residency training.

7.2 The Excessive Cost of U.S. Health Care

Expenditures for health care in the U.S. continue to expand at an alarming rate.
Based on U.S. Senate Finance Committee estimates, our health care system is the
most expensive in the world. On average, we spent $6,102 dollars per person in
2008, despite the fact that over 48 million Americans were uninsured at that time [1].
Health care costs, modestly dampened by the recent recession, are still increasing at
about 5% per year, outpacing wage growth and inflation. The Center for Medicare
and Medicaid Services (CMS) has estimated that U.S. health care spending, cur-
rently $2.3 trillion dollars a year, will reach $4 trillion by 2016, accounting for 20%
of gross domestic economic output (GDP).

The expanding burden of rising medical care costs falls disproportionately on
U.S. industries and employers, inhibiting U.S. economic competitiveness. American
businesses cover 50–65% of U.S. health care costs. None of our industrialized com-
petitors burden their industries so significantly. The lack of competitiveness of our
auto industry is just one example. General Motors spends more for health care than
on steel with an extra $2000 added to the sticker price of every automobile [2]. In
2006, the cost of health care for Starbucks employees matched the cost of its coffee
purchases [3].

Defensive medicine, or the provision of medical services to decrease the risk of
future malpractice litigation, adds significant cost to U.S. health care. According to
a recent study looking at increases in health care expenditures, between $100 billion
and $178 billion per year may be attributable to defensive medicine practices [4]. If
the additional cost of excessive liability insurance premiums, defense of malprac-
tice cases, insurance and judicial administrative costs and astronomical awards are
added to this figure, the amount is staggering. Additionally, the emphasis on avoid-
ing litigation and the practice of defensive medicine clouds the training of OB/GYN
residents and may play a role in discouraging medical students from choosing the
specialty [5].

7.3 Prior to Health Care Reform Many Americans – Particularly
Women – Were Uninsured, Underinsured, or at Risk
of Losing Benefits

According to the US Census Bureau in 2007, immediately prior to passage of the
PPACA, 85% of Americans had some form of health insurance while at least 15%
of Americans were uninsured. Of those with private insurance, nearly 60% obtain
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it through their employer while 9% purchased individual policies [6]. Various gov-
ernment agencies (e.g., CMS and Veterans Administration) provided coverage for
another 28% of Americans.

In economic downturns, those Americans who obtain employee-based benefits
are at great risk of losing coverage. According to data from the U.S. Census Bureau
and the Bureau of Labor Statistics, it is estimated that 2.4 million workers lost health
coverage through their jobs during the recent recession [6, 7]. Prior to passage of the
PPACA, women were at much higher risk of being uninsured and more often subject
to predatory or discriminatory insurance industry practices. Insurance providers in
many states were able to consider gender when setting premium rates in both group
and individual insurance markets prior to PPACA. In some states, it was legal for
an insurance company to reject a woman’s health insurance application for arbitrary
and biased preexisting conditions such as having a Cesarean delivery or being the
victim of domestic violence. Many women receive insurance through their spouse’s
employer and were subject to loss of insurance in the event of divorce. Without
statutory mandates, maternity care was often not included in individual insurance
plans or available only with extremely high deductibles or as a specific rider to
the coverage. When a woman was able to purchase individual coverage, she often
paid more than a man for identical coverage, often paid higher deductibles, and
might have to go without coverage for a wide range of reproductive health options
[8]. Many of these inequities were addressed by PPACA such as the inability of an
insurance company to deny coverage based on a preexisting condition, inclusion of
maternity benefits in the core plans offered in the insurance exchange, the end of
rescissions from the individual market where women were more likely to have their
coverage cancelled.

Prior to the PPACA, over 50% of all personal bankruptcies cited medical illness
or medical expenses as a causative factor [9]. Surprisingly, most of these individu-
als had health insurance at the start of their illness, although 38% had lost coverage
by the time they filed for bankruptcy [9]. Those considered “underinsured,” par-
ticularly women and those purchasing individual policies, were at greatest risk for
bankruptcy and fell into the category of people who are “one serious medical illness
away from financial ruin” [9]. Again this abuse has been partially addressed in the
reform legislation.

In 2006, about one-fifth of the 120 million emergency department (ED) visits
in the U.S. were by the uninsured. Inappropriate ED utilization is expensive and
often goes unremunerated [10]. Difficulty in accessing prenatal care prompts many
women to utilize the ED for non-emergent, obstetrical issues in order to gain reas-
surance during an ongoing pregnancy. While PPACA should reduce the number
of uninsured using the ED as their primary care provider, it does not address the
country’s growing lack of primary care providers. Lack of primary care causes
delays in seeking treatment until chronic illness has progressed to a more acute
stage. Academic health centers (AHCs) currently play a large role in providing care
for the uninsured. At the present time, it is estimated that 50% of the uninsured
receive medical care through AHCs. AHCs are in a unique position to address the
needs of the uninsured given their frequent location within major population centers,
commitment to provide care to all, strong social service case management systems
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that seeks to identify payment mechanisms for uninsured patients, and their ability
to absorb hundreds of millions of dollars in charity care [11]. This financial burden
should improve after PPACA either because these patients will now be insured or
because they will be able to seek care elsewhere.

7.4 Access Does Not Guarantee Quality, Equitable or Safe Care

Even with improved PPACA’s likely improvements in access to care, the current
reform law does not fundamentally address the relatively poor quality of U.S.
health care delivery. Although technologically advanced and expensive, the U.S.
system underperforms most other developed countries. The USA spends 50–100%
more than other industrialized nations on our health care system but ranks 37th
according to the World Health Organization (WHO) when considering overall pop-
ulation health, health disparities, health system responsiveness, universal access,
and financial burden [12].

Ironically, while many experts cite over-utilization of expensive technology as a
primary driver of costs in the U.S. system, there is evidence of substantial underuti-
lization of basic primary preventative and chronic care. A Rand Corporation study
indicated that only 50% of Americans receive recommended preventive care; 70%
receive recommended acute care and 60% receive recommended chronic care [13].
Ironically the field of OB/GYN is leading the way in improvements in patient safety
and quality have been undertaken, in part, to mitigate the financial impact of mal-
practice litigation. As quality improvement measures have been initiated, the size
and complex mission of AHCs make it “orders of magnitude” harder to achieve
such improvements than in other healthcare settings [14, 15].

7.5 The US Healthcare System Provides Erratic
and Uncoordinated Care

Recent Federal reform legislation also does not fully address geographic, racial and
socioeconomic disparities in care including inconsistencies in the type of care pro-
vided, the relative cost of that care, and the predominance of medical specialists in
a given area [16].

Although the methodology has been questioned [17], oft-cited studies correlating
Medicare expenditures with outcome have shown a three-fold difference in spending
per patient between regions with the highest and lowest costs without demonstra-
bly better outcomes, higher patient satisfaction, or improved access to care [18, 19].
Thus, providing more Americans with health insurance will not directly improve
quality, or patient safety nor control the additional, direct costs incurred from pre-
ventable medical errors. For example, inpatient adverse drug administration events
(ADEs) increase an affected patient’s hospital cost by $4,700 while outpatient ADEs
in aggregate account for an extra $77 billion in health care expenditures [18]. Errors
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also fuel costs indirectly through litigation. Liability insurance premiums cost $6
billion each year and, as noted, fear of litigation and defensive medicine add a
minimum of 3–4% to health care expenditures [18, 20].

7.6 Our Health Care Delivery System is Fundamentally Flawed

Current health care reform act focuses on decreasing the number of uninsured but
does not address fundamental problems in how care is delivered [18].

1. Care is uncoordinated: The U.S. health care system is organized and regulated
along traditional academic specialties or silos that often do not effectively com-
municate. This results in fragmented, uncoordinated care and hinders quality
improvement efforts. The lack of a national electronic health record with embed-
ded decision support software is a major cause of duplicated tests, medical errors
and inefficiency.

2. The Fee-for-Service (FFS) payment system creates waste: Fee-for-service pay-
ments lead providers to focus on volume, not health maintenance, efficiency
of care or even quality. Conversely, to increase profits, health plans are maxi-
mally incentivized to create complex billing and reimbursement rules that delay
payments or actually shift costs to patients and providers.

3. Lack of information about cost and quality perpetuates waste and hampers
improvement: Given the lack of universal reporting of provider outcomes,
substandard services can flourish without a means of detection, assessment
or quality improvement. Similarly, failure to publicize provider utilization of
costly tests, procedures, consultations and other services perpetuates FFS-driven
inefficiency.

4. Focus of U.S. health care is short-term: Health plans focus on reducing short-
term costs given their 12 month selection cycle. This short term focus stifles
promotion of preventive care.

5. Current governmental regulations on health care obstruct innovation:
Regulations such as Stark laws, anti-kickback regulations, etc. sometimes serve
to impede innovation within delivery system/funding structures or the introduc-
tion of cost-saving or value-enhancing technical innovations.

7.7 Future Reform of the Delivery System: Two Contrasting
Models

Given that federal health care reform will increase access into a fundamentally
flawed delivery system, truly effective reform will require a major restructuring of
the way health care is provided. What, then, are possible delivery prototypes that we
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may consider and how will delivery system reform change the structure and function
of Academic medicine in the next decade?

Two sharply contrasting delivery models have been proposed by Michael Porter
from Harvard and Alain Enthoven at Stanford. In their book, Redefining Health
Care, Porter and his co-author Elizebeth Olmsted Teisberg, propose a radical
restructuring of the present health care delivery system where specialized teams or
Integrated Practice Units (IPUs), focused on specific medical conditions, compete
on the basis of patient outcomes relative to cost [21–24]. The alternative model
espoused by Enthoven and associates would create large, integrated health care
delivery systems (IHDS) that offer a full range of care and compete on price [25–27].

7.8 Porter and Teisberg and Value-Based Care

The central tenet of the Porter and Teisberg model is that healthy industries con-
tinually work to create improved products and services at a lower cost (i.e., value).
Those unable to compete on value are driven out of business. Often, leaps in value
occur as this positive-sum competition spawns “disruptive” technologies such as
the abandonment of mainframe computers following introduction of the personal
computer.

In contrast to healthy industries, Porter and Teisberg describes the U.S. health
care system as one where entities compete for limited health care dollars and divide
up “value” rather than increase it. This zero-sum competition stifles “value added”
creativity and generates a complex schema of cost shifting throughout the system.
As noted, to limit payments to providers, health plans often create extremely com-
plex billing rules making it almost impossible to be reimbursed for some patient
care. In exchange for access to the pool of “in-network” patients, insurance plans
often negotiate significantly reduced FFS payment schedules for providers. To
recoup this lost revenue, physicians are under pressure to maximize the number
of patient encounters and procedures thereby spending less time per patient or soft-
ening the indications for visits and procedures. Ultimately, this cost shifting dance
results in decreased “health care value” to the patient and an increase in errors, and
thus net expense.

In place of the current volume-driven, FFS structure, Porter and Teisberg would
create a system that encourages the formation of Integrated Practice Units (IPUs),
care delivery entities having a focused expertise in a specific medical condition (e.g.,
gynecologic cancers or vaginal birth after prior cesarean delivery or menopause).
Because outcome and cost information would be universally available, patients
would have the ability to select providers based on the published value of their care
(i.e., patient health outcomes/per dollar spent over the full cycle of care). This value-
based competition (VBC) [22] would promote healthy rivalry between different
IPUs as they battle for patients (and therefore reimbursements). Better performers
will ultimately be rewarded with more patients and more revenue (see Table 7.1 for
VBC principles).
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Table 7.1 Value-based care

Competition based on value (better patient outcomes for fewer dollars spent).
Outcomes measured over the full cycle of care.
Value is driven by provider experience and learning at the medical condition level.
Outcome and cost information that supports value-based competition must be widely available.
Innovation that increases value must be strongly rewarded.

Source: Porter and Teisberg [22]

Each specialty IPU would include all requisite components needed to provide
focused care including physicians with expertise in a specific medical condition,
dedicated facilities and staff. Disease management would require close involvement
with patients over an extended period to improve adherence with medication and
lifestyle changes, detect impending problems, and implement timely, cost-effective
care. Primary care IPUs would focus on disease prevention and early detection
(e.g., breast exams, Pap smears) and refer patients to the highest quality medical
condition-specific IPU for treatment when needed (e.g., breast surgeon, gyn oncol-
ogist, urogynecologist, adolescent gynecologist). Another crucial role for primary
care IPUs would be to coordinate overall care and collaborate with specialist IPUs
on chronic disease management.

Care reimbursement in this model would be based on the “cycle of care” (COC)
for each condition. For example, a COC for a patient with newly diagnosed breast
cancer might include the interval from initial diagnosis through the decision to
utilize conservative or radical treatment, the actual surgery, and post-treatment
chemotherapy. For a chronic condition like type-2 diabetes or severe osteoporosis,
the reimbursed COC would be based on discrete intervals of time (e.g., 6 months).

But how does this model control costs? Porter posits that high quality, well-
coordinated, specialized care by IPUs in VBC will ultimately be less expensive;
providers would develop the requisite experience, scale and efficiencies to make
earlier, more accurate diagnoses, would use less invasive and expensive therapies
and would better integrate and coordinate care to avoid waste and errors. Newer
technology would be embraced as long as it added value (i.e., better outcomes for
less cost).

7.9 Enthoven and Competition Based on Integrated Delivery
Systems

In contrast, Enthovan and Tollen [26] envision large, regional, fully integrated health
care systems (IHDS) as the basic unit of health care delivery. The typical IHDS
would include multispecialty medical groups, multiple hospitals, labs, imaging
facilities and pharmacies. All services would be reimbursed on a per capita pre-
payment system (i.e., capitation) or through their own health plan offering (e.g., the
Kaiser system). Competition in this model occurs at the system level with consumers
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choosing an IHDS and not the best individual provider for a given medical condi-
tion. Unlike the Porter model’s highly individualized, sharply-focused IPU-based
VBC model, the Enthoven model is a highly centralized, overarching management
system offering a protean array of care. Whereas the Porter model focuses on value,
the Enthoven model focuses on cost containment.

Those investigators theorize that only the IHDS -based model can ensure proper
oversight of providers to make certain they are competent, well-trained, and pro-
ficient in specific evidenced-based diagnoses and treatments. They would devise
broad-line quality strategies, similar to General Electric, which would “maintain a
rigorous environment of evaluation and discipline based on quality and efficiency.”
[27]. Conversely, they assert that only IHDS can deploy physicians in appropriate
numbers and specialties to adequately meet a population’s needs.

Enthoven and associates believe that capitated (per member-per month) global
payments reward doctors for health maintenance and prevention, encourage appro-
priate use of procedures and promote cost-effective problem solving. The IHDS
would focus on cost reduction and would adopt only cost-effective technologies
thus ending the vicious cycle of escalating procedure volume inherent in the current
FFS system. Enthoven and Tollen note that per capita health care costs are 25–30%
lower in prepaid group practices compared with FFS practices and that IHDS are
more likely to use care teams, employ better IT systems, and implement clinical
guidelines [27]. Finally, they contend that outcome reports and quality bonuses will

Table 7.2 Comparison of the current models of health care reform

Model Porter Enthoven

Nature and Basis
of competition

Value: Outcome in treating a
specific medical condition over
the full cycle of care (COC)
for the lowest price.

Cost: Lowest price to pay per
member per month.

Decision maker Individual patients (consumer)
aided by web-based value
reports and advice from
primary care physicians and
health plans

Health plans, large companies
(Human Resource officials),
officials at government
subsidized insurance pools or
Medicare and Medicaid

Site of competition Integrated practice units (IPUs) Integrated health care delivery
systems (IHS)

How choices are made Consumer seeks highest value
IPU for a given medical
condition or for primary care
based on published outcome
and price data aided by health
plans and PCPs

Health plan (or large employer or
government bureaucrat) based
on cost

Coordinator of care IPU Primary care provider based
on instructions of IHS
management

Scope and range
of competition

Potentially global Local and regional
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check the propensity to ration care and thus, avoid the criticisms that stifled the
widespread embrace of capitation in the late 1990’s. For a comparison of the two
model’s basic principles, see Table 7.2.

7.10 Both Care Delivery Models Require Improved Information
Technology (IT) Platforms

Because public reporting of outcomes and cost is fundamental to competition in the
Porter model and serves as a check on rationing in the Enthoven model, sophisti-
cated information technology (IT) systems, including integrated electronic health
records (EHRs) with comprehensive decision support components, are required to
compile requisite information needed to publicly report on patient outcomes, cost,
and care methods. These IT systems would merge administrative, clinical, and finan-
cial information and could also be linked to patient personalized electronic health
records (PHRs) to empower patients as partners in care. These systems will improve
documentation, and prevent duplication while enhancing results by allowing inte-
gration and coordination of care should reduce errors. In any case, they would
guarantee universal provider access to accurate and current patient medical histories,
imaging and lab test results.

7.11 The Short-Term Repercussions of Health Care Reform

Regardless of the type of health care delivery system the U.S. evolves towards,
PPACA will quickly increase access to care for millions of currently uninsured
patients. For women, there will be an elimination of gender-biased premium ele-
vation, removal of the threat of being denied coverage for preexisting conditions,
greater ability to afford individual health insurance through tax credits and guar-
anteed coverage for maternity care. However, overall costs will inevitably increase
in the short term as a bolus of newly insured patients creates new demands on an
unprepared system. In the immediate future, the Enthoven model seems singularly
attractive since it can be more readily implemented, will reduce costs quickly and
has the capacity to accommodate larger numbers of patients into existing health
systems. Given their large size, IHDS could easily accept patients participating in
state or federal government insurance “pools” of individual and small company
employees.

From the patient’s perspective, fear of care-rationing was foreshadowed by the
summer of 2009 “town meetings” held to discuss health care reform options. There
overheated rhetoric about “Death Panels” – the fear that group of government
bureaucrats would encourage older Americans to forego treatment and die – were
used to politicize and polarize the debate. One possible strategy to minimize anxi-
ety over rationing would be to dramatically simplify the process of accessing care
by eliminating “gatekeepers” and including well-publicized, pay-for-performance
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(P4P) safeguards into all health insurance plans. This would establish a minimal
“standard of care” that would make necessary treatments available to all appropriate
patients. Moreover, the elimination of an insurance company’s ability to deny health
insurance for those with a “preexisting condition” should lessen the apprehension
for those who currently have health insurance but are afraid that they could someday
lose coverage and be unable to qualify for a new plan.

7.12 Long Term Consequences of Reform: A Two-Tiered System

Given the minimal administrative requirements of capitation, and the current provi-
sions that aim to increase the number of those eligible for Medicaid and Medicare,
full embrace of the Enthoven model could easily lead to alternative federal or state
government payers. However, as was evident during the recent health care reform
debate, the intense fear and politicization over the creation of a public option – cou-
pled with the intense lobbying and advertising campaigns of the insurance industry
– makes it unlikely that this type of government-sponsored plan will be a viable
option in the foreseeable future.

Where does the Porter IPU fit into a newly reformed health care delivery system?
Regardless of the assurances of the IHDS leadership, a capitated system will likely
provoke fear of care rationing and technology suppression. This fact, coupled with
the logistical difficulties patients will likely face when interfacing with the system,
will likely spur the development of a “gray” market in health care. In such a market,
consumers would pay directly for care from IPU-like providers with expertise in a
given specialty or medical condition. Since IPUs are positioned to generate better
results than comparable IHDS-based providers and would likely engender far higher
patient satisfaction, over time, the entire market could evolve to the Porter model or
some mixture of IPUs and IHDS analogous to the U.K.’s National Health Service
and its so-called Harley Street private practices.

7.13 Renewing Interest in Primary Care Specialties

Primary care physicians (PCPs) will undoubtedly play a progressively larger role in
caring for the newly insured. The current lack of adequate numbers of PCPs poses a
serious barrier to the effectiveness of any type of delivery reform. As an example, the
State of Massachusetts adopted legislation that provided near universal health care
coverage in 2008. Although the State’s rate of uninsured is currently at an all time
low, there is growing concern that there are not enough PCPs to provide care for this
influx of patients [28]. In the broader scheme, it is estimated that adoption of univer-
sal health coverage in the U.S. would exacerbate the projected physician shortage
of 200,000 in 2020 by 25% [29]. In terms of the OB/GYN workforce, evolving
practice patterns within the specialty will likely adapt to the increased demand for
ambulatory care provision. As the principal physician for many reproductive age
women, OB/GYNs will undoubtedly see an increased demand for their services.
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This increased demand may, however, exacerbate the current lack of obstetrics
providers in many locations.

In the past decade, the number of U.S. medical school graduates entering
family practice residencies and the percent of internal medicine residents plan-
ning careers in primary care dropped by more than 50% [30]. According to the
American Academy of Family Physicians, U.S. medical school graduates filled only
42% (1,083) of the 2,555 resident positions for family medicine in March 2009.
Conversely, medical subspecialty fellowship positions have increased by 40% in the
same interval and a quarter of general internists left their practices after only 15–20
years. This trend has also been seen in OB/GYN with the increase in the number
of applicants to subspecialty fellowships within our specialty in the recent past. For
example, in 1999, the number of subspecialty positions offered within OB/GYN
was 114 and efforts were made to encourage OB/GYN residents to pursue fellow-
ship opportunities because of difficulty filling these positions [31]. In contrast, in
2009, there were 328 applicants for 200 available fellowship positions within the
four major OB/GYN subspecialties [32].

There are multiple causes for this national PCP collapse. Economic realities
make primary care less attractive than the more lucrative subspecialties. Falling
incomes coupled with the fact that the average debt for a newly minted physician
was $154,607 in 2008 [33] makes choosing a primary care specialty a daunting
or even financially untenable option for many. Moreover, there has been a 10%
drop in PCP income over the past decade layered onto a far lower base salary
than specialists receive ($162,000 versus $297,000) [34]. Under FFS, the quality
of work life has deteriorated for PCPs as they attempt to maintain income by see-
ing ever-greater numbers of patients in the face of ever-falling reimbursements.
The average PCP now requires 10.6 h a day to provide high quality long-term
care and an additional 7.4 h per day to provide all the recommended preventive
services [35]. It should come as no surprise that 42% of PCPs report not hav-
ing sufficient time for patient care. More importantly, there is no current structure
for reimbursement for coordinating care, arguably one of a PCP’s most important
functions.

Despite these challenges, on average, PCPs provide higher quality care at lower
cost. Patients with a PCP as their personal physician compared to those utilizing a
specialist have 33% lower health care costs and 19% lower risk adjusted mortality
[36]. Furthermore, increased access to PCP is associated with reduced all-cause
mortality [37]. Thus, of all the broken aspects of the U.S. health care system, the
devastation of primary care is perhaps the most serious.

7.14 Patient Centered Medical Home

One possible solution to address the primary care crisis is implementation of the
patient centered medical home (PCMH). The core principles of the PCMH are based
upon providing personal, patient-oriented, coordinated care through an integrated
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Table 7.3 Patient centered medical home requirements

(1) Provision of primary care including coordination of care, preventative care, health
maintenance and acute health care services.

(2) Electronic health record with decision support capabilities. This system would be leveraged
to generate timely reports listing covered patients and resources used for P4P payments or
penalties.

(3) Quality assurance and improvement program.
(4) 24 h access and/or communication.
(5) Up to date advanced directives.
(6) Contract with each patient designating provider as their medical home.
(7) Payment by capitation or combination of monthly payment for medical home infrastructure

(e.g., IT) and care coordination plus FFS for discrete care provided modified by P4P criteria.
(8) Care coordinators to assist patient in self-management, enacting life-style changes and

monitoring progress
(9) Medication monitoring (necessity, dosage, potential for adverse drug reactions)

Source: Starfield et al. [37]

team of professionals. Quality and safety are paramount in this construct with
ultimate responsibility for the health of a patient resting in the hands of the providers
of care as opposed to insurance companies. A hallmark of the PCMH is the empow-
erment of the patient to achieve health through increased access to the care team.
The PCMH is designed to maximize preventive care, wellness programs and care
coordination by fairly compensating these previously non-reimbursed services. This
could address two divergent problems: improved reimbursement of PCPs while
simultaneously improving care provision through better coordination and oversight.
PCMH will likely reduce costs by decreasing ED visits, prevent duplicated imag-
ing, hospital readmissions and unnecessary procedures. The potential savings and
improved safety outcomes are substantial [38]. While the nature of the exact struc-
ture of a PCMH is under debate, minimal requirements have been outlined by the
Medicare Payment Advisory Committee (MedPAC) (see Table 7.3) [39].

7.15 Accountable Care Organizations (ACO)

Similar in structure and intent to the PCMH is an Accountable Care Organization
(ACO). An ACO is a local health care organization with a team of providers (at a
minimum, primary care physicians, specialists, and hospitals) that would be held
accountable for both the cost and quality of care delivered to a defined population.
The primary goal of the ACO is to deliver coordinated and efficient care that would
achieve specified quality and cost targets. Successful ACOs would be rewarded with
a financial bonus; under some approaches, those that fail might be subject to a finan-
cial penalty. In order to meet the requirements of this type of incentive system, an
ACO needs to be able to:
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• Care for patients across the continuum of care, in different settings.
• Plan, prospectively, for its budgets and resource needs.
• Support comprehensive, valid and reliable measurement of its performance.

The ACO ensures that the people and organizations that actually provide care
are accountable for the quality and the cost of that care. Previous health reform
initiatives involved insurers and made them ultimately accountable. The concept
driving ACOs is that it is providers, not insurers, who are best placed to make the
changes that will address the cost and quality problems resulting from the U.S.’s
current system of fragmented care, variation in practice patterns and volume-based
payment systems [40].

7.16 Retail Clinics

Another strategy to enhance primary care post-reform is to decant some of the
volume from a PCPs primary office and EDs to facilities that provide care using
simple, rule-based diagnostic and treatment algorithms (e.g., retail-based clinics).
Simple problems, such as urinary tract infections, strep throat, pregnancy tests, and
even routine vaccinations can easily be managed in a “walk-in setting” located at
a shopping mall or retail pharmacy. Such an urgent care setting could easily be
incorporated into a PCMH and therefore continue to provide coordinated services.

7.17 The First Steps to Reform are Already Underway

Prior to PPACA, steps had already been undertaken to address some of these con-
cerns and to foster an environment where either the Enthoven or Porter model of care
could be realized. Demonstration projects are being funded by the CMS P4P project
and through its Quality Monitoring System. MedPAC is now proposing large scale
testing of PCMHs paid for with a mix of per capita and FFS reimbursement [39].
The former would cover the cost of coordinating care and IT investments while the
latter would cover unique services rendered. Current reform efforts contain fund-
ing for pilot programs that would move away from the FFS model and to create
innovative payment schemes that reward quality and value-based care.

MedPAC is also proposing bundled physician-hospital payments for episodes of
care [39]. For example, there would be a single payment for the care of a patient
with CHF covering all hospital and provider services both for inpatient care and
post-discharge ambulatory care for 60 days. Given that private health plans usually
follow CMS’s lead, PCMHs and bundled payments will likely be the norm through-
out the health care system within 3–5 years. Moreover, these MedPAC proposals
could easily serve as a starting point for the creation and integration for either of the
discussed models.
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7.18 Medical Workforce Reform: Encouraging Medical Students
to Pursue Needed Specialties

To encourage medical students to pursue a career in general primary care and related
specialties such as ambulatory Ob/Gyn, steps must be taken to diminish the disparity
between salaries of specialist vs. generalist physicians. Such measures have been
included within PPACA and hope to begin increasing reimbursement of primary
care office visits by 5–10% [28].

To offset the burgeoning debt load of medical students, loan repayment programs,
such as the National Health Service Corps, could be expanded, be made more flex-
ible and easily available for those willing to practice general primary care, general
surgical specialties, and/or in underserved areas. It is also possible to create a medi-
cal education system similar to military physicians where medical education is free
but requires a mandatory period of service.

As the AAMC works to accomplish the 30% increase in the number of medical
schools and medical students by 2015, innovative strategies to attract those students
who might be more likely to enter primary care could be used. For example, medical
students coming from more rural areas are more likely to practice primary care
and should be encouraged and tooled to succeed [41]. As new medical schools are
established, it is likely that many will have a specific focus on primary care training
and research [42].

7.19 Changes in Graduate Medical Education (GME)
and Continuing Medical Education (CME) are Necessary
to Prepare Doctors for a Reformed Health Care System

Specific changes in how all physicians are trained will be necessary to meet the
needs of a reformed health care system. Although implementation of advanced
IT will be critical to improve coordination of patient care and to decrease errors,
specific preparation will be needed to utilize these new tools. To practice evidence-
based medicine, physicians will require increased training in medical informatics as
it pertains to both inpatient and office-based care. To remain current, CME oppor-
tunities must be flexible, readily available at low-cost and should optimize use of
ever-evolving cyber-technologies.

Despite the fact that that majority of health care is provided in the office setting,
the majority of all GME training occurs in highly specialized, inpatient facilities.
A primary reason for this imbalance is that current mechanisms for GME do not
allow reimbursement for training in community-based sites. Training opportunities
that balance inpatient care with training in outpatient, rural, and community sites
should be adequately funded and outfitted. “Teaching Health Centers” could focus
upon training residents the skills needed to adequately function within a team-based
and interdisciplinary care structure [28].
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7.20 Reform in the Funding of GME

GME is funded via two primary mechanisms. The largest revenue source, approx-
imately $12 billion per year, is through CMS. This funding source is paid in a few
ways. Direct Medical Education Payments (DME) cover salary, fringe benefits,
attending physician salaries and is calculated based on the number of Medicare
patients and the number of resident physicians within a teaching location. Indirect
Medical Education payments (IME) is calculated as a “percent add on” to the DME.
These complex formulas are employed to pay higher reimbursement rates to teach-
ing hospitals in order to offset the higher costs associated with training residents.
The second major source of funding is through the Health Resources and Services
Administration (HRSA) programs that allocate about $530 million at the discretion
of Congress. Funding by HRSA supports primary care, nursing, dentistry, and makes
available grants and incentives for providers to work in medically underserved
communities and in understaffed specialties such as primary care [43].

Unfortunately, these funding mechanisms have not been revised in decades
resulting in little relationship between funding of teaching hospitals and the actual
cost of GME. Additionally, the number of Medicare-funded GME positions desig-
nated for a training site is static after being capped in 1997 as part of the Balanced
Budget Act of 1997. Hospitals that have closed specific programs (i.e., pediatrics
residency programs) still maintain the same number of paid “slots” regardless if they
are being used. Redistribution of these unused spots along with increasing the num-
ber of training positions is a critical step in addressing the workforce issues and has
been addressed as a provision in the PPACA. A rational approach to GME funding
reform may stimulate the creation of innovative training opportunities and facilities,
such as Teaching Health Centers, and could help to redistribute the existing physi-
cian workforce and better match the locations of training facilities to underserved
areas [43].

7.21 Long-Term Health Care Reform and the Practice
of OB/GYN

Fortunately, ob/gyns are in a uniquely advantageous position to develop the opportu-
nities and overcome the obstacles created by a reformed health system. In obstetrics,
payments already cover a complete COC. Ob/gyn practices are also positioned to
serve as a women’s care centered medical home, either alone or potentially partnered
with internists in a limited multispecialty group practice and would be an indispen-
sible component of an ACO. Indeed, if health care moves to the Enthoven model,
ob/gyn practices will need to become affiliated with or owned by large IHDS. In this
model, “laborists” would likely dominate inpatient care. Alternatively, there may
be increased integration of mid-level providers into large ob/gyn practices where
obstetric care will be provided by midwives with physician oversight. In this model,
it is likely that the physicians will be salaried employees of a large corporation,
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similar to currently existing HMO’s. For a group that chose to remain independent
from an IHDS, the ob/gyn group might be subcontracted by the IHDS. Payments
may accrue by straight capitation on a per patient basis or possibly through a mod-
ified FFS model. Within an IHDS, ob/gyn subspecialists could operate as similar
sub-groups or as employees of the overall IHDS.

Alternatively, if the Porter model dominates, single specialty/sub-specialty
ob/gyn groups already represent nascent IPUs. Their full evolution to IPUs would
require developing expertise in a distinct clinical focus and achieving outstanding
outcomes for a competitive price. A focus on results measurement, reporting capa-
bilities and other IT functions as well as access to needed ancillary and consultative
services will be paramount to success.

As a specialty, ob/gyn has been on the forefront of working towards tort
reform. Unfortunately, there is little likelihood of such legal reform in the near
future. Evolution towards high-quality IPUs would likely reduce errors and improve
patient-provider rapport, a key to avoiding litigation. In the advent of evolution
to the Enthoven model, it is possible that the government – the largest purchaser
and provider of health care – would be forced towards tort reform to reduce tax
loads.

7.22 Health Care Reform and OB/GYN GME

Regardless of the type of reform that is ultimately enacted, the training of future
ob/gyns will need to be adapted. Initially, with the influx of formerly uninsured
patients one would anticipate an increase in the volume and variety of surgical and
ambulatory care experiences, particularly in the outpatient setting. Although this
may be initially welcomed, it may ultimately hinder the training of future ob/gyns
as the balance is tipped towards service and away from education as care is provided
for this flood of patients.

Although the number of GME positions is projected to increase, it is unclear how
this will specifically impact ob/gyn education, a system already under considerable
strain as it attempts to both train excellent clinicians and stay within the confines
of stringent duty hour restrictions. Concurrent with the impetus towards primary
care and the creation of the medical home, it is possible that this strain upon ob/gyn
GME will eventually give rise to the subspecialty of Ob/Gyn Ambulatory Women’s
Health and the novel training opportunities this may spawn as ob/gyns are integrated
into the interdisciplinary teams found in Teaching Health Centers. Obviously, these
changes would be dependent upon a rational and overarching reform of the GME
funding system.

As the delivery system evolves, we would anticipate modification in the struc-
ture and function of ob/gyn residency programs. In either case there will be a focus
on prevention and early diagnosis. In an Enthoven-like model of care, it is likely
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that some semblance of the traditional system of residency and fellowship train-
ing might be maintained since a large system may value and focus upon training
generalist ob/gyns to provide care within an IHDS. Within a Porter-like system,
where specializing would be the norm, early “tracking” into subspecialty training, or
focusing specifically on obstetrics or gynecologic training, may become the norm.
Likely, a highly specialized group of research-oriented trainees in ob/gyn would
“track” into an academic-research oriented pathway and the research focus of tra-
ditional subspecialty fellowships would diminish. Regardless, it is unlikely that the
current standardized and uniformly administered system of training, where every
ob/gyn resident is expected to have a relatively identical training experience, would
be maintained.

7.23 Health Care Reform and Women’s Reproductive Health

Politics has always played a large role in the practice of ob/gyn, particularly in
the area of women’s reproductive health. PPAVA prevents any insurance plan that
receives money from the federal government to pay for pregnancy termination.
Given the current difficulty in receiving abortion training, particularly for those pro-
cedures within the second trimester, it would be anticipated that this would worsen
an already serious situation [44].

7.24 Conclusions

Churchill said after the British victory at El Alamein “this is not the end. It is not
even the beginning of the end. But it is, perhaps, the end of the beginning.” Similarly,
the PPACA marks the beginning not the end of the long delayed evolution of the
U.S. health system. As each aspect of comprehensive health care is evaluated and
refined, the practice of medicine and the ways we train our medical workforce will
change in a far more radical way than following any of the failed short-term fixes
generated over the past 35 years. There will be a significant decrease in the number
of uninsured Americans with a concurrent stress upon our current system to care for
this large bolus of patients. The system will undoubtedly evolve and change, likely
along the two models of care proposed by either Porter and Teisberg or Enthoven
and colleagues or both. As our healthcare system matures, a greater emphasis will
be placed upon training and retaining PCPs, and novel ways to diminish the burden
of medical educational debt must be created. In ob/gyn, GME will need to become
more adaptable and flexible to meet the needs of the changing population of patients.
Health care reform offers huge opportunities to improve health care for our patients
and our communities and to improve the physician’s work life. Like all change, the
transition will not be easy and is likely to be disruptive in unexpected ways.
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Chapter 8
Faculty Satisfaction and Retention in Obstetrics
and Gynecology

Colleen M. Horan and Louis Weinstein

Abstract Given the resources that medical schools expend in developing their
faculty, the academic medicine community has a longstanding interest in faculty
satisfaction and retention. This chapter investigates retention rates of first-time
assistant professors in obstetrics and gynecology (i.e., faculty with no prior appoint-
ments at or above the rank of assistant professor) compared with other core clinical
specialties.

Keywords Faculty satisfaction · Faculty retention

8.1 Background

Over the past decade, there has been a significant amount of attention given to the
issue of physician supply. The discussion in the literature has pondered whether
there exists a general physician shortage, a shortage of primary care or special-
ist physicians, or an uneven geographic distribution of available physicians [1–5].
Debate has centered largely over whether to increase the supply of physicians by
increasing medical school enrollment (class of 2,013 at an all time high of 18,390
students) by increasing the number of graduate medical education programs (which
has been stable for 10 years), or by selectively recruiting into certain medical dis-
ciplines [6, 7]. This discussion has centered around the issue of physician supply,
or improving the production of physicians, with less attention paid to the subjects
of attending physician work hours, physician retention and faculty attrition [4, 8].
A different suggestion has been to better use resources by improving retention of
the current physician workforce before investing in the training of new physicians
[2–5, 8]. The potential cost-effectiveness of such an approach is highlighted by the
estimated cost of $300,000 to replace a burned out physician and the calculation that
the cost of faculty attrition can account for 5% of the annual budget of an academic
medical center (AMC) [9, 10].
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The medical literature has been awash with proclamations of an epidemic of
physician dissatisfaction. Certain fields seem to be particularly at risk, including
obstetrics and gynecology and academic medicine. Dissatisfaction among academic
obstetrician/gynecologists may have profound effects on the retention of faculty as
well as the recruitment of medical students into this field. Medical school faculty
serve as important role models for medical students and can influence their choice
of specialty. The issue of faculty satisfaction is paramount to the goal of recruiting
the best and brightest medical students into obstetrics and gynecology as well as to
the goal of retaining the commitment of those who are currently training the next
generation of physicians and performing research that will affect future practice. In
2007, 72% of obstetric/gynecologic residency positions were filled by U.S medical
school graduates, compared to 86.3% in 1997 [11]. At the same time, data is show-
ing that a controllable lifestyle is becoming an increasingly important factor in the
specialty choices of medical students [12].

The field of medicine as a whole is being affected by changes in practice patterns
as well as by changes in physician demographics. These changes are particularly
relevant to the practice of obstetrics and gynecology in an academic medical cen-
ter, where the majority of faculty are junior in rank. According to the American
Association of Medical Colleges (AAMC), the percentage of MD entry-level assis-
tant professors leaving academic medicine within a 10 year time period is 44%,
which is much higher than the 38% of all faculty who leave [13]. Autry and
colleagues published a study of current and previous faculty in obstetrics and gyne-
cology to explore reasons for increased faculty attrition. They found no difference
associated with gender, partner status, number of children or ethnicity and the inten-
tion to leave one’s job in the next 2 years. However, they found that junior faculty
and generalists were more likely to have left academics than senior faculty and sub-
specialists. Physicians who expressed a 50% or higher likelihood of leaving their
job within 2 years were less satisfied and were more likely to express frustration
with balancing personal and professional life. The most common reason for leaving
was the desire to spend more time with family and friends [14].

This chapter will address the topic of satisfaction and retention of academic fac-
ulty in obstetrics and gynecology. It begins with a review of factors that affect
the satisfaction of physicians in general, satisfaction of the practicing obstetri-
cian/gynecologist, and satisfaction of academic medical center (AMC) faculty. The
implications of two important shifts in physician demographics (generational and
gender) will be examined. Finally, strategies for improving the satisfaction, reten-
tion and recruitment of physicians from this new demographic to the practice of an
academic obstetrician/gynecologist will be explored.

8.2 Physician Satisfaction in General

Several sources have identified increasing dissatisfaction among physicians over
the past 50 years. This has been attributed to factors such as managed care, lack
of time to accomplish required tasks, expansion of non-medical duties, loss of
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autonomy and prestige, unmet expectations, and professional liability issues [15,
16]. Physicians report a lack of time to accomplish all the necessary administrative,
regulatory, and financial tasks required while trying to meet the high clinical expec-
tations of both themselves and their patients [15]. Surveys indicate that increasing
numbers of physicians are less than fully satisfied with the practice of medicine,
would not choose medicine as a career if they could start over and would not recom-
mend the medical profession to their children or to qualified college students [15].
A 2001 survey of physicians found that 87% reported a decline in physician morale
[15]. Another survey found that 17% of physicians rate isolation from colleagues
as a moderate or serious problem and that 26.6% are somewhat (21.2%) or very
(5.4%) dissatisfied with the practice of medicine [17]. According to one review, dis-
satisfaction results from the sharp discrepancies between what patients demand and
what doctors can accomplish, between the standards set in training and the com-
promises forced in practice, between the practice of 50 years ago and that of today,
and between the “wide open promise of medical science and the limited results of
individual doctors” [15].

Solomon and colleagues reported a decrease in physician satisfaction associated
with an increase in influence of managed care due to limits on time spent with
patients and requirements by insurers, hospitals, and practice directors to see a
higher volume of patients in less time [18]. However, since physicians find time
spent with patients to have inherent value they find ways to get around these time
constraints. Many physicians willingly disregard time limits when they deem it nec-
essary for patient care because this increases their overall satisfaction, even while
acknowledging that this decision decreases their compensation [18]. A different
solution has been to establish concierge practices, limiting the role of managed
care insurers but also limiting the practice to patients who are able to pay for this
service [18]. A survey of physicians in Switzerland addressed five dimensions of
satisfaction including patient care, work-related burden, income-prestige, personal
rewards, and professional relationships with colleagues. Physicians were found to
be more satisfied with patient care, professional relationships and personal rewards
and least satisfied with work-related burden and income-prestige. Time spent on
administrative tasks was found to have a globally negative effect while time spent
on continuing medical education had a globally positive effect [19].

In a cross-sectional survey of a random sample of U.S. physicians stratified by
age, specialty, and gender, personal accomplishment and emotional resistance were
found to be strongly associated with career satisfaction but work-life balance was
not found to be a predictor of career satisfaction. The strongest predictor of work-
life balance was having control over schedule and hours worked followed by total
weekly hours worked [20]. The number of children at home had the same impact on
both male and female physicians, with a significant inverse relationship between the
number of children at home and work-life balance and emotional exhaustion [20].

It has been questioned whether physician dissatisfaction leads to withdrawal from
clinical practice. In one study, the self-reported intent to leave clinical practice was
only 35.4% predictive of actual departure from practice 3 years later. Age 55–64 and
dissatisfaction were associated with intent to leave clinical practice, but only age was
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associated with actual departure from practice [8]. However, another prospective
study found that physicians who report being strongly dissatisfied were significantly
more likely to retire (OR 2.34, 95% CI 1.6–3.5) or to reduce hours (OR 3.6, 95% CI
2.32–5.6) [21].

8.3 Satisfaction for the Obstetrician Gynecologist

In a cross-sectional study of physician career satisfaction involving 42 special-
ties, obstetrics and gynecology ranked as the third least satisfied specialty [22]. In
this study, satisfaction was significantly and positively associated with income and
employment in a medical school but negatively associated with working over 50 h
per week, being full-owner of a practice, and having greater reliance on managed
care revenue [22]. This study also found that control over work hours was associated
with more work-life balance, emotional resilience, and personal accomplishment.
Specialties associated with “uncontrollable” lifestyle, such as obstetrics and gyne-
cology, were negatively associated with satisfaction [22]. Nonetheless, a similar
cross-sectional study found that practicing obstetrician/gynecologists have higher
levels of personal accomplishment and work life balance than general surgeons,
and more career satisfaction than general internists [20]. Survey data indicates that
surgery and deliveries are among the most satisfying aspects of the practice of
obstetrics/gynecology while on-call and in-office time are the least satisfying. There
is also a significant inverse correlation between overall career satisfaction and total
number of hours worked (p < 0.001) [23].

A 1987 report from the American Medical Association (AMA) council on long
range planning and development predicted that two factors with the potential to
affect the organization of an obstetric/gynecologic practice were the high numbers
of women entering the specialty and increasing practice expenses (largely associated
with liability risks) [24]. Over 20 years later, this prediction has proven accurate.
The numbers of women entering the field of obstetrics and gynecology continues to
increase. Female physicians on average work fewer hours and retire 5.5 years ear-
lier than male physicians [20, 21]. Professional liability concerns continue to plague
the specialty. The 1987 report predicted that diagnostic technology may actually
increase litigation as patients may come to expect perfect outcomes in all cases.
Twenty years later, Bryan Cowan’s presidential address to the Central Association
of Obstetricians and Gynecologists stated that “While the rates of maternal and
neonatal complications are low, patients have developed an unrealistic expectation
of “zero” complications during a pregnancy, expecting nothing less than a perfect
infant” [10].

A 2001 survey of practicing American College of Obstetricians and
Gynecologists (ACOG) fellows found that the career pressure with which clinicians
were most concerned was the extent to which the cost of liability insurance “will
affect the duration of my career in obstetrics and gynecology”. Clinicians who were
most pressured by this issue were more likely to work in solo practice, university
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settings, or partnerships and less likely to work in health maintenance organizations
or the military [23]. Obstetrican/gynecologists who feel that fear of litigation affects
their practice have been found to be less satisfied, and 60% of those over age 50 who
retired earlier than expected did so due to professional liability costs [11].

It seems impossible to underestimate the impact of professional liability on obste-
trician/gynecologists. According to the 2009 ACOG survey on professional liability,
90.5% of respondents had at least one claim filed against them during their careers,
with an average of 2.69 claims per physician. In addition, 59.2% of respondents
reported making practice changes due to the affordability or availability of profes-
sional liability insurance. Approximately one in five respondents reported increasing
the number of cesarean deliveries, ceasing to offer a trial of labor to patients who
have had a previous cesarean section, and decreasing their numbers of high-risk
obstetric patients. One in ten decreased the total number of deliveries performed and
6.5% stopped practicing obstetrics all together. Over 10% of respondents reported
that they had liquidated holdings, accessed savings, or secured a loan to fund liabil-
ity insurance premium increases [25]. These numbers do not include the estimated
costs incurred by defensive medicine practices.

New chairs of academic obstetrics and gynecology departments report financial
issues as major stressors, identifying human resources, finances, and relationships
with school leaders as areas of greatest need for mentoring. Nonetheless, they
report high levels of personal accomplishment and satisfaction with their decision
to become chairs [26]. The financial stressors felt by chairs can have a trickle down
effect on the satisfaction of clinical faculty in the AMC, who are finding that they
are valued in terms of billable events rather than for achieving excellence in teaching
and clinical care [27].

8.4 Faculty Satisfaction

The greatest resource of an AMC is its faculty, and faculty turnover comes at a
huge cost to a medical school. The cost of replacing a clinical faculty member at an
AMC has been estimated to range from $115,554 for a generalist to $587,125 for
a surgical subspecialist [28]. These costs include lost clinical income, recruitment
and hiring expenses, but not loss of revenue to the hospital or the costs of recruiting
the significant other of the new hires.

The factors associated with job satisfaction for the obstetrician/gynecologist in
academic medicine have been shown to be different from those in private practice.
The job aspects that most contribute to satisfaction for private physicians compared
to academic physicians are autonomy, physician-patient relationship and insurance
reimbursement (p < 0.01). For academic physicians compared to private physicians,
the aspects most contributing to job satisfaction are teaching, research, and practice
variety (p < 0.01) [29]. However, academic physicians are coming under increasing
pressure to support their departments by clinical revenue. With less grant money
available for research, the role of the clinical educator is expanding at AMC. The
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need to generate more clinical revenue leads to less time and money for teaching
and research, the aspects of practice that academic obstetrician/gynecologists find
most rewarding. Both male and female academic surgeons report feeling that they
are not meeting academic productivity expectations, with over 50% feeling that their
number of publications was not sufficient for their career stage. Productivity was not
found to be affected by marital status or parenthood. Inadequacy of time, funding,
mentorship, training, and collaboration have been described as barriers to academic
productivity [30].

The intention to leave academic medicine is associated with the belief that high
quality teaching and clinical care are not rewarded with promotion and tenure as
well as the perceived lack of services and facilities at AMC’s to provide excellent
care [31]. Motivating factors differ between clinician educators and clinician inves-
tigators. According to a study of internal medicine faculty, clinician investigators
were more likely than clinician educators to be motivated by self expression factors
such as being innovative, creative, and free from supervision as well as the attain-
ment of academic achievement [32]. Faculty members who spend more than 50%
of time in clinical care have slower career progress, greater dissatisfaction with aca-
demic medicine, and less of a commitment to remain in academic medicine [33].
These clinical faculty are at particular risk of attrition if attention is not given to the
aspects of academic medicine that they find satisfying.

A survey of faculty who left one medical school found that the most common
reasons for leaving included career advancement, low salary, and departmental lead-
ership issues. Men were more likely than women to report leaving due to retirement
while women were more likely to leave due to chairman/departmental leadership
issues and personal reasons. Women and minority faculty were more likely to be at
a lower academic rank when they left [9].

In 2006 the AAMC held a number of focus groups on faculty satisfaction which
revealed significant discrepancies between the mission of teaching and research and
the administrative and financial pressures pursuant to the bottom line. Aspects of
academic practice that were noted to have a positive effect on satisfaction included
being valued by patients and colleagues, having a collegial working environ-
ment, collaboration and flexibility, especially for research faculty. Negative aspects
included not being paid to teach, a negative culture of value by administration, dis-
connect between faculty and administration, and a lack of transparency [27]. This
can be related to the effects of administrative burdens and lack of autonomy that
have had a negative impact on satisfaction with the field of medicine in general. It is
revealing that from 1970 to 2004 there was a 2,753% increase in the number of hos-
pital administrators compared to a 156% increase in the number of physicians [10].
Dissatisfaction stems from the feeling that education and research, which are the
aspects of academic practice that most contribute to job satisfaction, do not generate
money, and therefore are not given adequate time or importance by administration:

And [the administration] really does not value education for the residents or the medical
students. That is just not taken into account on what you are doing, how good of a teacher
you are. It is basically the bottom line. . .the money that you can bring is what they are
valuing. And this being a medical school – that is not the reason we came here [27].



8 Faculty Satisfaction and Retention in Obstetrics and Gynecology 127

Academic physicians are not primarily motivated by money, but see that money
is how they are rated and valued by administration, and this causes dissatisfac-
tion due to a lack of “mission concordance”. Although obstetric delivery is the
number one CPT code registered in America, from the perspective of hospital
administrators, obstetrics does not make money [10]. This discrepancy results in
a further disconnect between the goals of the academic obstetrician and that of
administration.

8.5 Shifting Gender Balance

It is impossible to address the current practice of obstetrics and gynecology with-
out discussing the issue of gender. With 47% of medical school graduates being
female in 2005 compared to 7% in 1966, the entire field of medicine is being
affected by this change in the gender demographic. However, this demographic
change is not uniformly distributed across specialties. Seventy-eight percent of
obstetric/gynecologic residents are now female, a higher percentage than any other
specialty. The fields with the next highest percentages of women are pediatrics
(73%), dermatology (63%) and psychiatry (55%). Other surgical specialties have
a significantly lower representation of women, ranging from 13.9% for thoracic
surgery to 42.6% for ophthalmology. The percentage of women in general surgery
residencies is 32% [34].

The influx of women into the practice of obstetrics and gynecology should not
come as a surprise. In fact, historically, it is the utilization of male providers for
women’s healthcare that is a relatively new phenomenon. Traditionally “birth atten-
dants” have been other women and the introduction of the male midwife and then the
male obstetrician into the birthing chamber was initially met with resistance, and in
some societies still is. Obstetrics and gynecology is traditionally a surgical specialty
with a difficult lifestyle, characteristics that have been considered a deterrent to
women. However, anyone who is under the misimpression that the struggle between
family and professional obligations is unique to the twenty-first century should
consider reading Laurel Thatcher Ulrich’s A Midwife’s Tale: The Life of Martha
Ballard, Based on her Diary, 1785–1812. Whether it is due to patient demand or
physician choice, obstetric/gynecologic residency programs have become increas-
ingly female dominated. It is therefore of particular import that the field of obstetrics
and gynecology pay attention to the unique needs and values of female physicians,
who will represent the majority of ACOG fellows in the near future.

A survey of physicians to explore predictors of satisfaction, work-life balance,
and burnout found that women are significantly more satisfied with their careers
than men (79 vs. 76%, p < 0.01) and that both women and men reported similarly
moderate levels of satisfaction with work-life balance (48 vs. 49%), emotional resis-
tance (51 vs. 53%) and high levels of personal accomplishment (74%) [20]. Women
also work fewer hours per week (54 vs. 59, p < 0.05) and fewer on call hours (41
vs. 52, p < 0.01) [20]. The number of children at home has a similar impact on
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both male and female physicians, and is associated with a decrease in work-life
balance and an increase in exhaustion, but not with career satisfaction or personal
accomplishment [20].

Gender differences in the satisfaction and retention of academic faculty have
been described. In a survey of AMC faculty, 39% of women compared to 66% of
men agreed with the statement, “At my medical school female and male faculty
members have equal opportunities to be promoted in rank” [35]. Female faculty
members are less likely to be promoted to associate or full professor, even after
adjustment for work hours and academic productivity. This finding is not accounted
for by differential attrition from academic medicine between men and women [36].
Adjusting for professional characteristics and achievements, female medical school
faculties neither advance as rapidly nor are compensated as well as similar male
colleagues [37, 38]. In AMCs, women have not yet become uniformly distributed
across academic rank. In 2004–2005, although women represented 50% of medical
school applicants, they represented 42% of residents and fellows, 32% of medical
faculty, 15% of full professors and 10% of medical school deans [39]. Gender dif-
ferences in salary persist after adjustment for number of peer-reviewed publications
and clinical revenues [40]. Salary discrepancies by gender increase with increasing
seniority [38]. Similar findings in other fields suggest underrepresentation of women
in all three branches of federal government, law firm partners, and CEO’s of Fortune
500 companies [41]. Possible explanations for these findings include that there is a
natural lag between women entering these professions and their rising to the top
leadership roles, that there is a glass ceiling that keeps women from obtaining such
positions due to their gender, that child-bearing gets in the way, or that women are
opting out of career tracts for reasons of dissatisfaction [41].

There is a greater attrition for female than male medical school faculty.
According to the AAMC Faculty Roster of years 1981–1997, the percentage of
faculty leaving academic medicine in any 10-year period fluctuated from 40 to 47%
for women and from 36 to 39% for men [13]. In response to an AAMC survey
asking if their medical school cultivates a supportive climate, only 36% (39% of
men and 33% of women) agreed [35]. Among academic surgeons at the assistant
professor level, 29% of female versus 5% of male surgeons express an interest in
leaving academic medicine, and this group of women rated inadequate mentoring
as the most important reason for leaving, followed by inadequate career advance-
ment [30]. Female academic surgeons are more likely than their male counterparts to
report inadequate mentoring and training for publication. They are also more likely
to feel that career advancement opportunities are not equally available to them and
to feel a sense of isolation from colleagues [30].

Female academic surgeons are less likely than males to attain high academic
positions, become tenured, or publish. However, male and female academic sur-
geons also report different ultimate career goals with 25% of men compared to 5%
of women aspiring to chair a department [30]. In a survey of internal medicine
faculty regarding motivating factors, female physicians were significantly more
motivated by helping others. Male respondents rated extrinsic rewards such as
income, social status, and leadership higher than female respondents, but differences
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were not statistically significant [32]. While female faculty are less likely to progress
in academic rank than male faculty, this may be partially due to differences in per-
sonal values regarding career success. One study showed that while both male and
female faculty valued aspects of their careers that contributed to the local mission of
their school of medicine (quality patient care, relationships with patients and peers),
female faculty were less likely to value accomplishments such as national visibi-
lity (p = 0.02), scholarship (p = 0.0002) and leadership (p < 0.0001). When asked
whose recognition of their work they valued, female physicians were more likely to
mention patients, trainees, and local peers than national peers. Female physicians
were also less likely to value receiving tenure as a measure of their achievement
[33]. Other surveys have found that female medical students and faculty were more
interested in patient care and less interested in research than their male colleagues
[42]. Since national recognition and scholarship are generally necessary for tenure
and promotion, such differences may partially account for differences in men and
women in obtaining these academic achievements.

A survey of faculty at the University of Minnesota School of Medicine found
that 63% of respondents were satisfied overall, and that there was no difference
in overall satisfaction between men and women. However, there were significant
differences between men and women in the nuances of satisfaction as reflected by
differing responses to subcategories of questions relating to organizational climate
and family responsibilities. Despite putting in an equal number of hours at work,
women spent an average of 31 h per week on family and household responsibilities
compared to 19 h/week for men. Women were more likely to not have a partner (19
vs. 5%) or to have a partner who worked full time (70 vs. 36%). Significantly more
women were interested in a part time tenure track (33 vs. 14%). More women than
men indicated that obstacles to career success and satisfaction included lack of a part
time track, meetings after 5 PM and on weekends, absence of on-site child care and
adult care, inadequate formal parental leave policy and inadequate opportunities to
pursue research. Men were more likely than women to have a clear picture of where
they wanted to be in their academic career in 5–7 years and to have well-defined
plans for achieving their career goals [43].

There are important differences in the personal and family lives of male and
female physicians. Female academic surgeons are more likely than males to have
never married (23 vs. 4%) or to live alone (24 vs. 4%) [30]. Female surgeons are less
likely to have children and more likely to delay childbearing [30]. Among married
female academic surgeons, 28% are married to another surgeon, 14% to a physi-
cian in another specialty, and 90% live in dual career households. In contrast, only
15% of male academic surgeons are married to another physician and 40% live in
dual career households. These differences are reflected in a drastic difference in
how childcare responsibility is handled in the households of male versus female
surgeons. The spouse is primarily responsible for childcare in 63–79% of house-
holds of male surgeons compared to 5–29% of households of female surgeons. In
contrast, an employed person provides childcare in 40–88% of households of female
surgeons compared to 10–29% of households of male surgeons [30, 44]. Female sur-
geons are more likely than male surgeons to state that both maternity and paternity
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leave are important and to agree that surgeons should have more part time work
opportunities [44].

A study of otolaryngologists reveals parallel findings. Women in this specialty
are more likely than men to be divorced or separated, spend more time on house-
hold management, and earn 15–20% less than men, even when controlling for hours
worked and years since residency (p < 0.001) [45]. Male otolaryngologists were
more likely than females to report that their spouse or partner provides childcare
when a child has a minor illness (89.4% men vs. 14.1% women). Among otolaryn-
gologists, even if the spouse was a physician or surgeon, women were more likely to
believe that their spouse expected his career advancement to take priority over their
own [45]. The number of hours worked by female nonacademic otolaryngologists
declined in proportion to the number of children in their household (p < 0.001),
while the number of hours worked by male otolaryngologists is independent of
the number of children. Female otolaryngologists were more likely then men to
report both that their career compromised their family or personal life and that their
personal lives interfered with their career [45].

There is no comparable report in the literature that describes the marriage and
family experiences of male versus female obstetrician/gynecologists. While one
might imagine similarities to the above numbers due to the surgical and lifestyle
components of this specialty, it is also possible that the increasing proportion of
female obstetrician/gynecologists would lead to significant differences. The increas-
ing number of women who have joined the physician work force while continuing
to be involved in traditional roles of childcare and homemaking has been a driv-
ing force behind flexible work schedules [46]. The field of obstetrics/gynecology
is particularly affected by this change, and how it responds to this challenge may
well determine the future of the specialty in general and the future of academic
obstetrics/gynecology in particular.

8.6 A New Generation of Physicians

At the same time that the practice of medicine is being confronted with changes
demanded by increasing numbers of female physicians, it is also being confronted
by the influx of a new generation in which both men and women have very different
goals and expectations from their predecessors. The perception of a controllable
lifestyle is becoming increasingly important to medical students in their choice
of specialty. From 1996 to 2002 there has been a significant linear increase in
first-choice ranking of specialties with controllable lifestyle. After controlling for
income, work hours, and years of training, having a controllable lifestyle accounted
for 55% of the variability in choice of specialty over this time frame (p < 0.001)
[12]. The increased preference for specialties with a controllable lifestyle has been
observed among both male and female medical students, and is not explained solely
by the specialty choices of the increasing proportion of female medical students
[47]. According to a 2006 AAMC survey of physicians less than 50 years of age,
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time for family and personal life was rated very important to 66% of men and 82%
of women. Long term income potential was very important to 45% of men and 36%
of women while the opportunity to advance professionally was very important to
29% of men and 27% of women [48].

The field of medicine in general, and obstetrics and gynecology in particular,
must adapt to the changing needs, expectations, and priorities of a new generation.
Sixty-five percent of obstetricians are less than 50 years of age [11]. In the words of
one ob/gyn baby-boomer, “It seems to me that I happily made choices to develop my
career by sacrificing social activities, family, responsibility, and sleep, just to men-
tion a few. When Generation Xs are asked to make these or other personal sacrifices
they traditionally are unaccommodating” [10]. The “baby boomer” generation of
physicians trained and began practice in what was considered the golden age of
medicine. This “Boomer physician” is more likely to be male, work long hours, and
see professional life as the overall driving force of daily existence [49]. They worked
hard and sacrificed much, and apparently were happy to do so (or at least they did
not complain). Residents literally resided in the hospital and, according to the old
adage; the only disadvantage to being on call every other night was the missed edu-
cational opportunities on the off night. For this dedication the older physicians were
granted what has been perceived as a god-like status of unlimited autonomy, great
prestige, and luxurious income.

There is little point in applying the chicken versus egg argument to medicine’s
fall from grace: the bottom line is that physicians that are being trained today are not
expected to act like or to be treated like deities. They are conditioned to the work
hour regulations set by the Accreditation Council for Graduate Medical Education
(ACGME) and they are encouraged to report their programs if infractions are forced
on them. They have accepted that they must navigate the insurance industry’s web of
referrals and pre-approvals before requesting consultations, ordering imaging stud-
ies, or scheduling surgeries. They know to check the insurer’s preferred formulary
before ordering certain medications. They are familiar with the 24-h chart check
by which they will be cited for illegible signatures, untimed notes, or the use of
abbreviations that have been banned by the Joint Commission. As described by one
observer, “In the not-too-distant future, every working physician will for the first
time in the United States, have been enveloped in a career long bureaucratic system
that systematically leads to a more impersonal, less satisfying work experience”
[46]. This contributes to the observation that physicians are increasingly turning
to activities outside work for satisfaction. With an increase focus on lifestyle and
a decrease in autonomy, it has been observed that “instead of a profession, many
now consider this as a job” [10]. If this is so, students entering medicine today
are unapologetic about it. The decision to choose specialties based on lifestyle has
earned the nickname of the “E-ROAD” – an acronym for Emergency Medicine,
Radiology, Ophthalmology, Anesthesiology, and Dermatology [47]. In a medical
student perspective published in the Archives of General Surgery in 2002 regarding
the lifestyle deterrents to a surgical career the question was aptly put, “Do you live
to work or work to live?” [50].
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This shift is not unique to the United States. Australia’s health system is also
under pressure, where it has been observed that junior doctors are making career
choices based on flexibility. This has been linked to a growing interest in locum
positions, which offer a competitive income along with job flexibility and autonomy,
over traditional models in which a strong sense of vocation drives an individual to
selflessly work long hours in substandard conditions [51]. The Netherlands have
also noted an increasing interest in reduced work hours among young male and
female physicians and an interest in less traditional career paths to achieve a fit
between actual and preferred work hours [52]. Nor is this interest in lifestyle not
unique to medicine. It has also been observed in the fields of business, engineering
and the military [12]. Compared to previous generations, generation X is the first
in which both parents were likely to work outside the home and are more likely to
have divorced parents, leading this generation to seek a greater sense of family and
to be less likely to put their jobs first, less willing to sacrifice, and less fixated on
titles and the corner office [53].

In order to recruit this generation of physicians, academic medicine must realize
that their buyer’s market is drawing to an end and that they must focus on mentor-
ing relationships, work-life balance, and career and leadership development [53].
Among young physicians, even the best residents and fellows are not necessarily
committed to academic careers. Disincentives include the steep career trajectory
of an academic path, the lower income compared to private practice in many spe-
cialties, and the lack of mentors or role-models to whom the young generation
relates [53].

8.7 Future Directions

It is not necessary to change. Survival is not mandatory.
~W. Edwards Deming

Based on our review of the literature, it becomes clear that the satisfaction and
retention of faculty in obstetrics/gynecology requires reform in three inter-related
areas:

1. career flexibility
2. patient safety
3. physician wellness.

Without reform in these areas we will continue to confront dissatisfied faculty
who struggle with the impossible task of neglecting their personal lives for long
clinical hours and the endeavor to produce adequate publications for promotion. The
resultant disillusionment and exhaustion is compounded by the feeling of faculty
that their educational efforts are undervalued and that they will never measure up
to the ideals of themselves or their patients. Restructuring of the practice of obstet-
rics/gynecology presents an opportunity for the specialty to create a culture in which
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patient safety is our core principle by identifying and implementing best practices
and thereby minimizing professional liability by proactive rather than reactive mea-
sures. Such an emphasis on patient safety will “bring us back to what motivated us
to go into obstetrics and gynecology – to help women get well and stay well” [54].
Imagine if in so-doing, we could also improve our own wellness!

8.7.1 Career Flexibility

The future of obstetrics/gynecology will demand more flexibility in work hours and
in career tracks, both in private practice and in academia. The new breed of obste-
trician/gynecologist, who we suggest be called GEN3X (generation X and gender
XX) will not work the 24-36-48-72-h shifts upon which the current model of ob-
gyn practice is based. A survey of obstetrician/gynecologists in Houston found that,
in contrast to the limited work hours for residents mandated by the ACGME, most
practicing obstetrician/gynecologists worked >80 h per week and that physicians
who were men or were >50 years old were more likely to work >80 h/week [55].
The authors concluded that, “resident work-hour restrictions. . .do not reflect the
reality of work hours for practicing obstetrician/gynecologists in an urban center”
[55]. However, this survey addresses only the status quo, and ignores the impending
winds of change. Both the increasing numbers of women in obstetrics/gynecology
and the importance placed on lifestyle by the GEN3X physicians have resulted in
increased interest in part time practice. By refusing to confront this reality we are
more likely to lose talented GEN3X physicians all together than to browbeat them
into conforming to the role of the traditional full time physician.

Of full time obstetricians under the age of 50, one in four reports being interested
in working part time but not having the option. Among full time obstetricians under
the age of 50, those who work less than 44 h per week are more satisfied [11].
Those who are interested in practicing part time but do not have the option are less
satisfied than those who do have the option to work part time but were not interested.
Again, for obstetricians under the age of 50, higher satisfaction scores are associated
with a satisfactory work-personal life balance and with the ability to control work
hours and schedules [11]. In addition to enhancing recruitment and retention of
GEN3X physicians, the option for part time practice may also delay the retirement
of physicians who are later in their career. One in three full time obstetricians over
the age of 50 report that they have an interest in working part time, but that they do
not have that option [11].

McMurray and colleagues found that part time physicians in the United States
are better able to control their work hours and note significantly less stress than
full time physicians [56]. Furthermore, they are significantly more satisfied than full
time physicians with patient care issues, personal time, administrative issues, and
with their jobs overall [56]. Mechaber and collegues found that, in survey of general
internists and family physicians, part time physicians were more satisfied, had sig-
nificantly less burnout, and had more work control than full time physicians. They
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found no significant difference in job stress or intent to leave practice and no dif-
ference between patient satisfaction or trust in their physicians between patients of
part time or full time physicians [57]. At a time when trainees are placing a grow-
ing emphasis on work-family balance, a core group of satisfied part time physicians
could also improve recruitment of medical students [56].

Academic medicine must find a way to reconcile the congruence of career-
building and childbearing years. When forced to choose between job and family,
where the previous generation may have chosen job, the new generation is likely
to choose family. Academic departments will have better recruitment if they do not
force their faculty to make this choice. This may mean more flexibility and less than
full time options, job sharing, and unpaid leave [53]. If academic medicine does not
find a way to accommodate part time or flexible schedules, than it risks losing the
skill and labor of the growing number of physicians who are interested in part time
employment, many of whom will opt out of academics if the part time option is
not available, or if the barriers to such an option are too high [58]. Potential ways
in which the AMC can help faculty to balance work and family demands include
creation of a part time tenure track, on site and emergency child care and adult
care, formal parental leave policies and restructured meeting times. Attention should
also be given to addressing both blatant and subtle gender bias and to improved
mentoring and faculty development [43].

Other specialties are making significant efforts to improve opportunities for part
time physicians. The highest proportion of part time physicians is found in general
pediatrics [56]. A recent survey of fellows of the American Academy of Pediatrics
shows that the percent of pediatricians working part time has increased from 15%
in 2000 to 20% in 2003 to 23% in 2006. An increase was noted among men and
women, older and younger physicians, general pediatricians and subspecialists, and
those working in inner cities and suburban areas [59]. A survey of the attitudes of
pediatric faculty members toward part time positions showed that although 59% of
respondents believed that part time faculty were perceived as being less commit-
ted to the institution, 69% believed that part time faculty should be eligible for all
academic tracks and 73% believed that they should be allowed extension of time to
obtain tenure. Furthermore, most respondents (78%) believed that policy changes
to support part time faculty would enhance diversity and improve recruitment,
retention, and promotion of female faculty [60].

A survey of chairs of departments of pediatrics, medicine, family medicine, and
surgery conducted in 1996 found that 85% of departments employed part time fac-
ulty, including 94% of pediatric departments, 89% of medicine departments, 86%
of family medicine departments, and 72% of surgery departments. Most chairs
were very or extremely satisfied with having part time faculty. Advantages included
keeping talented people in the workforce who might otherwise leave, leveraging
financial resources, and the skills of part time faculty. Disadvantages included a loss
of academic productivity, and a lack of shared goals of part time faculty with the
department [61].

In 2007 the Association of Specialty Professors, within the Alliance for
Academic Internal Medicine convened a task force to establish guidelines for
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effectively incorporating part time faculty into departments of internal medicine.
Part time faculty were defined as those faculty who worked less than full
time but whose full professional effort was devoted to the academic institution.
Recommendations included: increasing support for work family balance, allow-
ing flexible time as well as part time employment, directly addressing negative
perceptions of part-time faculty, developing flexible policies for academic advance-
ment, considering part time faculty for leadership positions and for research awards,
and increasing research into best practices for incorporating part time faculty [62].
Challenges addressed by the task force included costs such as fixed overhead and
professional liability coverage, promotional clocks and tracks, mentoring difficulties
and disruptions in practice coverage [62].

The Society of Internal Medicine has developed a program, the Horn Scholars
Program, which is intended to foster a new career track for physicians centering on
successful balance of career, family, and social responsibilities [58]. This is a 3 year
career development program for clinician educators in internal medicine wishing
to work one half of a full time academic position, including care for the medically
indigent, while focusing the remainder of the work week caring for dependents.
Qualitative interviews of participants in this program (all women ages 30–45) and
their division chiefs (all men ages 50–62) were undertaken to explore the positive
and negative aspects of part time work for both the faculty participants and the
division. Noted advantages of part time work included more research time, more
time for family and self, retention of high-quality faculty, and the ability to role
model work-family balance. Disadvantages included a slower career trajectory, loss
of pay and benefits, and being less than fully integrated into the division. Part time
work was viewed fundamentally as either working “less” or working “differently”.
If one holds the traditional view of a physician as productive, indefatigable and
selflessly dedicated, than the focus on part time work is what the part time physician
is not doing, rather than what they are contributing. If a medical career is considered
in the context of long-term values and priorities, then the part time physician can
become valued as a skilled and dedicated member of the faculty. It is such a shift
in cultural attitudes that must take place in medicine in general, and in academic
medicine in particular, if the contribution of the part time faculty member is truly to
be embraced, and that valuable physicians who might otherwise opt out of academic
medicine might be retained [58].

One argument against the many calls in support of increased opportunities for
part time practice is that such an approach fails to address the ever increasing and
unsustainable work load of full time academic faculty, typically requiring 60–80 h or
more per week in order to meet productivity expectations [63]. In a commentary on
this subject, Dr. Deborah Helitzer suggests that the work-life balance of all academic
faculty members could be improved by adaptations such as reduced bureaucratic
requirements, relaxation of promotion time lines, accommodations of family needs
with on site services such as child-care, adult-care and dry-cleaning, and student
loan forgiveness programs for those pursuing academic careers [63]. This highlights
the perspective that the key to the future practice of medicine is not so much the
number of hours worked, but in allowing more career flexibility for all physicians,
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at varying stages of their careers. Reforms for the field of obstetrics and gynecology
as proposed by Weinstein and Wolfe have included limiting full time work hours
to 50 h/week, use of laborists for obstetric coverage, part time liability policies, job
sharing, and education in time and money management [64].

The call for increased flexibility in order to improve academic recruitment has
been made in other countries. In the United Kingdom, the lack of enthusiasm for
an academic career has been the focus of a Modernizing Medical Careers initiative
which has called for increased flexibility, particularly in fields such as pediatrics
due to the high proportion of women. Proposed reforms have included the use of
competency assessment rather than “time served” to shorten academic training, flex-
ibility in moving between clinical and academic paths, creation of positions with
less on-call load, job sharing, and equal recognition for research and teaching as
core academic activities [65].

8.7.2 Patient Safety

In the midst of increasing requirements from insurance companies and regulatory
bodies, the need to balance budgets in the face of decreasing reimbursement, and the
controversy surrounding professional liability, it is easy to forget that the physician
should be the greatest advocate for patient safety. Nowhere should this be truer than
in the practice of obstetrics/gynecology, where inherent health disparities and unpre-
dictable clinical outcomes combine to increase the vulnerability of patients and to
thwart the best intentions of the most dedicated of physicians. Part of physician dis-
satisfaction may come from the fact that we really do want to provide safe care, and
it seems that we are working in a system that does not allow us to live up to the
expectations of ourselves or our patients. The high professional liability costs and
so-called “malpractice crisis” combined with high physician dissatisfaction have
been described as creating a perfect storm for the specialty of obstetrics/gynecology.
In order to weather this storm, we must create a culture of patient safety [54].
Strategies to improve patient safety include adopting a transparent systems based
approach to errors and near misses, improving communication among providers and
between patients and providers, and developing a patient-centered interdisciplinary
approach to patient care [54]. Making patient safety a fundamental principle of our
practice can allow us to regain control that has been lost to lawyers and policy mak-
ers, and to regain the motivation to practice obstetrics/gynecology – “to help women
get well and stay well” [54].

One of the key concepts in the patient safety movement is the acceptance that
health care providers, as human beings, are fallible and will make mistakes, but
that it is the responsibility of the system to have safeguards in place that prevent
mistakes from jeopardizing patient safety. A useful analogy likens human errors
to holes in Swiss cheese. A poor system, like Emmenthal cheese, has large holes
that are easily penetrated by system failures. A safe system, like Havarti cheese, has
tighter defenses that are less likely to be penetrated by system failures [66]. Veltman
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has done an excellent job of pointing out the “holes” that are inherent in the current
practice of obstetrics/gynecology, most of which are familiar to anyone within the
specialty [66]. These include:

1. the frequent need for the obstetrician to be simultaneously responsible for
patients in the office, in labor and delivery, and in the operating room

2. high patient volume
3. poor sign out practices
4. inadequate protocols
5. acquiescence to unsafe patient requests
6. off-site monitoring of high-risk situations
7. hierarchy at the expense of teamwork
8. inadequate back-up
9. failure to recognize the effects of “human factors” such as fatigue [66].

Veltman goes on to describe strategies for tightening the system defenses of
obstetric practice, or “getting to Havarti.” Potential methods include structured
communication, simulation training, use of protocols, increased in-house pres-
ence, attention to high-risk issues, full “24/7” labor and delivery staffing, and
the use of data to support practice-based learning. It is also necessary to have a
departmental infrastructure that includes effective peer review, multi-disciplinary
development of protocols and review of near-misses, and ongoing patient safety and
risk management education [66].

Quality improvement can have a positive impact on physician satisfaction. The
presence of quality problems in a practice has been found to be independently
associated with increased professional isolation, work-life stress, and practice dis-
satisfaction [17]. Although loss of autonomy has previously been associated with
a decrease in physician satisfaction, one survey found that involvement in quality
improvement activities is associated with a positive trend in satisfaction [17]. Rather
than allowing ourselves to be the victims of frivolous lawsuits and petty regula-
tions, we should become the leading champions of patient safety and quality of care.
Obstetrician/gynecologists who have a greater interest in continuing medical educa-
tion have a significantly higher satisfaction rating than those who considered such
programs to be burdensome [23]. Involvement in quality improvement is paramount
to being a member of the medical profession, as a profession is defined not just by
doing what it does well, but by doing what it does better all the time [67]. This
requires continuous quality improvement and experiential learning that improves
behavior as well as knowledge and the use of outcomes data to continuously raise
performance levels [67]. Data is increasing regarding the efficacy of such methods,
and we as physicians, must make an important choice whether to embrace or to
resist incorporating them into our medical practice.

The current medical system demands that physicians, especially obstetricians,
work long and unpredictable hours. Patient safety concerns have forced restric-
tions on the number of hours worked by residents but not by attending physicians.
Allowing for shorter, more flexible work hours is necessary not only for physician
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satisfaction, but more importantly for patient safety. Although there is little clinical
data linking physician fatigue to patient outcomes, the potential effects of fatigue
on patient safety cannot continue to be ignored. Medicine is a human endeavor, and
the human need for sleep has been well studied. The National Sleep Foundation
recommends 8 h of sleep per night for an adult. Sleep deprivation results from
both interrupted sleep and insufficient sleep. Sleep cannot be stored up, and recov-
ery from a period of insufficient sleep requires at least 2–3 full nights of adequate
uninterrupted sleep [68].

Other industries have recognized the effects of sleep deprivation. The National
Transportation Safety Board rates excessive sleepiness as the second leading cause
of driving accidents in the United States and the Federal Railroad Administration
showed that fatigue has played a role in 25% of train accidents [68]. Physicians are
fallible human beings who are prone to mistakes and who frankly, just like everyone
else, need sleep. A recent retrospective study of procedures performed by attending
surgeons and obstetrician/gynecologists demonstrated an increased rate of compli-
cations in procedures that were performed following a night of call that allowed for
less than 6 h of sleep opportunity [69]. The counter-arguments have been loudly
stated: shorter work hours have not been proven to improve patient outcomes; there
are benefits to continuity of care; and there are critical patient safety issues that are
inherent in increasing the number of hand-offs. However, these are NOT excuses
for keeping the status quo. As stated in the ACOG committee opinion on fatigue
and safety, “The inability to document improved outcome after residency work-
hour reform does not mean that fatigue and safety can be ignored by practicing
physicians” [68]. Rather, we need to standardize care plans and revamp the sign-out
processes so that patient care can be safely transferred from one physician to the
next without interrupting the continuity of care. Promising options include quality
of care bundles such as those that have reduced ventilator associated pneumonia
and the use of standardized regimens, such as an oxytocin protocol as proposed by
Hayes and Weinstein [70, 71].

In order to implement many of these system changes to improve patient safety,
the cost of professional liability insurance must be controlled, and the option for
part time policies must become widespread [4]. In order to improve both patient
safety and physician lifestyle, each physician must work shorter shifts without con-
flicting responsibilities, necessitating more physicians for a given obstetric practice.
On the other hand, the expense of professional liability policies creates an incen-
tive to try to cover the obstetric service with fewer physicians, in order to decrease
the number of expensive policies that a given obstetric practice must purchase. This
leads to fewer doctors working longer hours with more competing responsibilities,
intuitively causing patients to be less safe and physicians to be less satisfied. Still,
according to ACOG, “Even though there may be some economic impact of chang-
ing schedules to accommodate avoidance of fatigue, patient care and safety must
take priority over economic concerns” [68].

The Laborist model proposed by Weinstein is one unique way of reconciling
both patient safety and physician lifestyle [72]. Employing an obstetrician to work
10–14 h shifts with a maximum of 42 h/week covering only the labor floor allows for
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predictable and controllable work hours, which has been associated with improved
patient satisfaction. Physicians wanting to work fewer hours for personal reasons
may work a limited number of these shifts which would give them the flexibility to
continue to practice rather than quit obstetrics or leave practice altogether. It would
also help to close many of the “holes in the cheese” described above. This may
also reduce the contribution to dissatisfaction that comes from not being able to
meet too many competing expectations, and improve the satisfaction that comes
from the inherent opportunity to participate in quality improvement. Variations on
the laborist theme have been initiated at many institutions since this model was
first proposed. Studies of patient safety and physician satisfaction in these settings
should be undertaken to determine how this can influence the field as a whole.

8.7.3 Physician Wellness

The patient safety and quality of care movements rely on certain “indicators” of
quality that health care systems can measure, report, and improve. A revolutionary
concept proposed by Jean Wallace and colleagues in the November 2009 edition
of the Lancet is that one such quality indicator should be physician wellness [73].
Should physician wellness be an indicator of quality? Why should the health care
system care about the wellness of physicians? Isn’t a physician simply a “cog in the
wheel” of the healthcare system, an entity obligated to produce desired patient out-
comes amid diminishing reimbursement, external cost controls, and endless rules
and regulations? There is data to suggest otherwise. Physicians’ overall job satis-
faction has been found to have a positive effect on patients’ adherence to treatment
[74]. Both medical students and physicians who have poor personal health profiles
are less likely than those who are healthy to recommend evidence-based screening to
their patients or to provide counseling for a healthy lifestyle [73]. Physician burnout
is associated with reduced productivity and efficiency [73]. Physician work-related
stress has been connected to reduced standards of care such as taking shortcuts or not
following protocols, that have been linked to diminished safety [73]. Furthermore, it
is expensive (at least $150,000–300,000) to replace a physician. Physician wellness
is an indicator that is both measurable and actionable [73]. Only if efforts are made
to strive for improvement of this indicator can we discover whether interventions
improve costs and patient outcomes.

Medical research, conducted at AMCs’, has devoted countless hours toward the
study of disease. New ways to study patient safety and quality improvement are
being developed at a rapid pace. A final crucial component to improving medical
care is to focus on the subject of physician wellness. How can it be that a profession
that is chock-full of opportunities for intellectual stimulation, interpersonal relation-
ships, achievement of technical skills and a myriad other rewards can be plagued by
high levels of dissatisfaction, burnout, depression, substance abuse, and suicide?
[73]. Prevalent physician personality traits such as perfectionism, workaholics, and
the type A personality have been associated with adverse health outcomes such
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as burnout, depression, anxiety, eating disorders, and cardiovascular disease [73].
Furthermore, we physicians are not very good at taking care of ourselves. Many do
not have a personal doctor, self-prescribe drugs, and neglect to seek help for phys-
ical or mental symptoms. Physicians may be discouraged from seeking help due
to inherent personalities and a perceived stigma of needing help, but also my be
deterred by the fear that treatment, especially for problems related to mental health
and substance abuse, can lead to investigation by licensing boards and damage to
their careers [73]. Physicians also report working when physically unwell and feel-
ing pressured from patients and colleagues to appear well even when they are sick
[73]. In a survey of junior doctors regarding anticipated response to a hypothetical
illness, 61% reported that they would “work and wait and see” if they were vomit-
ing all night, 83% if they had blood in their urine, 76% if they suspected a stomach
ulcer, and 73% if they had severe anxiety [73].

Such professional hypocrisy – dispensing to others, yet personally ignoring
advice about leading a balanced life – is decried in Dr. Charles Hatem’s words on
“renewal in the practice of medicine” [75]. In order to achieve renewal, Hatem states
that we physicians must realize that we are not limitless resources [75]. We need to
develop core values around which we can balance our lives. We need to practice
self-preservation and remember to take non-working, guilt-free vacations. We need
to search for meaning in both our personal and professional lives, while regaining
control of our own attitudes and passion for medicine.

A fulfilling career in medicine means not only decreasing those aspects of the
profession that are most dissatisfying, but also concentrating on those aspects that
are most satisfying [76]. The field of medicine may benefit from data in nonmedi-
cal industries that indicate improved measures of success with improved employee
satisfaction [75]. This will require further identification of aspects of work where
the cost of de-motivation and the rewards of improved motivation can make the
most substantial difference, while accepting that in some ways the nature of our
work itself may have to change. The extent to which faculty physicians are able
to focus on the aspect of work that is most meaningful to them has been found
to have a strong inverse relationship to their risk of burnout [77]. Optimization of
career fit may promote physician satisfaction and reduce attrition of academic physi-
cians [77]. The question for the future is one of how to fit the practice of academic
obstetrics/gynecology with the goals and attitudes of the new GEN3X.

Another proposed solution to faculty attrition, which can be connected to physi-
cian wellness, has been the formation of formal mentoring programs. Mentoring
in academic medicine has been reported to influence personal development, career
guidance, career choice, and research productivity, but there is currently no strong
evidence to support this perception [78]. The Junior Faculty Development Program
(JDFP) at Penn Sate College of Medicine is an example of a formalized pro-
gram developed specifically for the purpose of promoting the development and
advancement of junior faculty to replace the old “sink-or-swim“ approach to fac-
ulty development. This program involves completion of an individual project by
each participant and follows a course format with a recommended 4 h per week
of protected time (indicative of institutional support). Participating junior faculty
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are asked to approach a mentor, preferably from another department, in order to
empower junior faculty to initiate and develop new professional relationships and
to facilitate interdepartmental collaboration. After 2 years of the program, nearly all
participants reported that they were satisfied with the program and would recom-
mend it to others. They reported perceived increases in abilities related to research
review, teaching, understanding promotion, career planning, communication, and
grant management [79].

In a pilot study of faculty mentoring at a Harvard Medical School affiliate hospi-
tal, both mentors and mentees reported significant benefits from the program. Both
reported feeling better supported by the department and feeling greater camaraderie.
One hundred percent of mentors reported that the program gave them an opportunity
for self-reflection and made them feel more connected. Mentees reported that impor-
tant benefits of the program included career planning, balancing work and family,
knowledge about organizational structure of the hospital and leaderships skills. In
selection of a mentor, ability to connect was found to be more important than gen-
der [80]. Done well, mentorship programs may not only improve the retention and
recruitment of junior physicians, but they may renew the passion for medicine in the
more senior physicians.

At first glance the literature on the subject of physician satisfaction and retention
reads as both a lamentation of the bygone glory days of medicine and a harbinger of
an impersonal, highly regulated, and algorithm-driven system devoid of any gratifi-
cation. The public wants to feel safe in the hands of the healthcare system. GEN3X
wants to have it all – a great career and a great lifestyle. We need nothing more than
determination to create a system that achieves both of these goals. Such a system is
an aspiration worthy to be pursued by the field of academic obstetrics/gynecology.
Our survival depends on it. The practice of medicine is being transformed, but seen
in the right light, this may represent the prospect of the revival of the greatness
of this profession: the potential of medical science to understand and treat dis-
ease, and the opportunity of one human being to understand and treat another. The
winds of change bring with them an opportunity for the creation of a new culture of
medicine – one that respects the individual personhood of both the patient and the
physician.
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Chapter 9
Ethics in Academic Medicine

Anne Drapkin Lyerly

Abstract Membership in academic medicine carries with it special challenges and
responsibilities in such matters as patient-physician relations, physician conduct and
practice, and conflict of interest. This chapter addresses a limited selection of ethical
issues in academic medicine that particularly apply to women’s healthcare.

Keywords Ethics · Bioethics · Professional ethics · Conflict of interest · Innovative
practice · Gender schemas · Conscience

9.1 Introduction

The provision of health care for women is critical both to their own well being, as
well as the health of their families, communities, and society broadly. Its effects are
both immediate and long term, with the both benefits and shortfalls of care poten-
tially stretching across generations. Yet according to the World Health Organization,
societies and their health systems have failed to adequately address the issues that
affect women across their lifespan [1]. Thus obstetricians and gynecologists –
and those who will educate and train them – face considerable challenges and
opportunities in improving women’s healthcare worldwide.

Central among these challenges are ethical considerations for an evolving profes-
sion. Obstetrics and gynecology is known for generating important – and divisive –
ethical debate. Situated as it often is at the beginning (sometimes the end) of life,
around health issues such as reproduction that are imbued with meaning, ethical ten-
sions in reproductive medicine abound. Furthermore, rapidly expanding capabilities
in diagnosis and treatment as well as enduringly polarizing questions about abor-
tion and contraception generate numerous ethical dilemmas for physicians caring
for patients.
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Such profound questions arising in the clinical encounter have demanded much
attention of those addressing ethics in obstetrics and gynecology. Yet less atten-
tion has been directed toward what might be called questions of “professional”
ethics: what ethical considerations should guide obstetrician-gynecologists when
they teach? when they encounter economic or intellectual opportunity? when
they craft a workplace, a workforce, an organization? The changing landscape
of academic obstetrics and gynecology has intensified some longstanding chal-
lenges in professional ethics, and generated scores of new ones. While it would
be impossible to address in a single chapter the breadth of controversies fac-
ing contemporary academic obstetrics and gynecology (much less ethical issues
in reproductive medicine more broadly construed), described here are a limited
selection of the most pressing of these challenges, organized around a trio of
tensions faced by individual physicians, by institutions, and the by profession
respectively.

9.2 Ethics in Medicine

Before describing issues specific to academic medicine, it may be helpful to con-
sider the role of ethics in medicine broadly. The last four decades have been marked
by a growing recognition of the importance of ethics in medicine, science and
health. In the early 1970s, the term “bioethics” was coined, and with it emerged an
interdisciplinary effort to formalize a bridging of scientific knowledge with human
value systems [2]. Scholarship in bioethics has addressed ever more pressing issues
regarding medicine and society, ranging from questions about medicine’s appropri-
ate role at beginnings and endings of life to questions about the appropriate and fair
distribution of limited resources for health care.

There is no single “best” way to analyze ethical issues in medicine, and the dis-
cussion that follows draws on a range of theories and methodologies. Indeed, some
have invoked the metaphor of a “toolbox” as a useful way to think about employ-
ing different approaches to different ethical problems [3]. In other words, different
ethical approaches or “tools” might be appropriate for different issues that arise.
For instance, the first section (on Challenges for Academic Physicians) draws heav-
ily on principle based ethics. This approach relies on a set of principles or rules
for guidance or justification. The major principles commonly invoked as guides to
professional action include autonomy, beneficence, nonmaleficence, and justice [4].
Elsewhere invoked is feminist ethics, which uses the tools of feminist theory to
examine ethical issues across medicine [5]. This approach can reveal how gendered
conceptions affect women as patients and doctors, distort the tools that philosophers
and bioethicists use, and identify and challenge dominance and oppression due to
gender, race, class or other characteristics. Other approaches include case-base rea-
soning, communitarian ethics, and virtue based ethics. All may be useful in address-
ing the issues described here as well as other ethical issues that arise across academic
medicine.
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9.3 Challenges for Academic Physicians: Ethics of Teaching
and Research

Changes in the landscape of academic medicine have intensified challenges faced
by faculty in academic obstetrics and gynecology. Demand for financial pro-
ductivity in the face of escalating costs and decreasing reimbursement has lim-
ited time and opportunities for academic pursuits [6], including education and
research.

Consider first medical education, and ethical issues faced by clinician-educators,
whose role has become more central due to increasing clinical and educational needs
of expanding departments (see Chapter 4). Effective teaching and training is critical
to ensuring that the next generation of obstetrician-gynecologists will provide safe,
patient-centered and evidence based care to women in the future. Yet the process of
training raises several potentially contentious issues, given a learner’s involvement
in the care of a sick or parturient patient not only as a student but as a trainee or even
a provider of health care. A student or trainee’s involvement brings with it potential
benefits to the attending, to the patient, and to the student herself. Yet because the
primary end of education is pedagogy rather than promoting the best interests of
patients (although the latter is certainly a goal), tensions may arise for an educa-
tor who must consider her respective roles as educator and healthcare provider. The
challenge of managing these potentially conflicting roles is longstanding, but as time
for education has become more constrained by increasing demands for revenue and
limitations on trainee duty hours [7], tensions between the physician’s responsibil-
ities to educate and train and their responsibilities to respect and promote patients’
interests have been accentuated.

Over the last several decades, the principle of respect for autonomy has emerged
as one of the most important concepts in biomedical ethics, and should guide
clinician educators in their decisions about involving trainees in patient care. The
principle holds that persons should be free to choose and act without controlling
constraints imposed by others. Respecting autonomy means to respect a patient’s
capacities and perspectives, including her right to hold certain views, make certain
choices and – of particular relevance to clinician educations – determine whether or
not students or trainees may participate in their care [8]. Respect for autonomy in
the care of patients in obstetrics and gynecology may be particularly pressing given
the private, personal and sometimes pivotal issues around sexuality and childbearing
that characterize this area of medicine [9].

As it turns out, not all patients seen in academic medical centers will freely con-
sent to trainee participation in their care, thereby raising a tension between the need
to educate the trainee and the requirement to respect patient autonomy. For instance,
a recent study reported that 62% of preceptors at one institution “sometimes” or
“often” have had patients decline medical student involvement in gynecologic exam-
inations [10]. Given mounting time pressure, such refusals might erode trainee
access to sufficient exposure to the breadth and depth of issues in a clinical rota-
tion. Some argue that choosing to use medical services at an academic institution
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presumes acceptance of the presence of learners; however, only explicit consent with
an accompanying right of refusal is adequate to informed consent. Furthermore, for
many patients, academic medical centers may be their only source of care, mak-
ing more problematic any justification for trainee participation based on presumed
choice of venue for health care delivery.

Indeed, key to this conclusion is the requirement to obtain informed consent. As
noted by the American College of Obstetricians and Gynecologists’ Committee on
Ethics, obtaining informed consent has an ethical and legal basis, and pertains not
just to consent for the provision of medical care or conduct of research, but for the
“participation in teaching exercises involving students and residents.” It is a process
that should result in a patient’s understanding (comprehension) of her situation and
alternatives for treatment, as well as intentional or voluntary choice (free consent) to
the provision of care or intervention [11]. While it may be appropriate and helpful to
discuss with the patient their reasons for refusal of trainee participation, consent for
participation should be elicited and informed refusals of trainee participation based
on trainee status should be respected.

A second set of issues accentuated by the changing environment of academic
medicine raises issues for both clinician educators and clinician-scientists. Given
the growing role of industrial development of drugs and devices, relationships with
industry are being recognized as more common, more important, and more ethically
problematic. Sixty percent of research is privately funded, of which 70% is directly
supported by the pharmaceutical industry. Fifty percent of CME is funded primarily
through educational grants from the pharmaceutical industry [12, 13]. More than
one quarter of physicians receive payment for consulting or serving on an advisory
board or speakers bureau.

While presently integral to academic medicine – as both a teaching and research
endeavor, the involvement of industry has also emerged as cause for concern. The
heart of the concern are the different primary loyalties of corporations and physi-
cians – the former, to stockholders and boards; the latter, to patients. The interests
of each do not always align. When members of industry interact with clinicians,
corporate activities may also generate biases or obligations unrelated to product
merit, creating the actuality or appearance of conflict of interest. In fact evidence
has accumulated that the provision of even small gifts may shift physician behavior
or prescribing practices, not necessarily in the best interests of their patients – or
in the interests of the students and residents they may teach [14]. These shifts are
characteristic even of situations in which providers do not recognize admit to any
changes in practice patterns or prescribing behavior.

Accumulating data about the influence of industry over physician behavior has
led several professional and regulatory organizations to develop guidelines about
acceptable relationships with industry following recommendations of national lead-
ers [15, 16]. In 2008, the American College of Obstetricians and Gynecologists
joined other professional organizations in signaling caution regarding such rela-
tionships [17]. In its Committee Opinion, it cautioned against acceptance of gifts
even of nominal value; recommended disclosure of financial interests to patients
and colleagues; and noted that support from industry for CME and professional
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meetings should not be directly accepted by physicians; when it is used to support
educational activities, disclosure is required. Several academic medical centers have
gone further, explicitly prohibiting faculty (both full and, increasingly, adjunct fac-
ulty) from participating in certain activities, such as speakers bureaus, in which
content is often dictated by companies rather than the faculty that participate. For
example, in early 2010, Stanford University extended guidelines to adjunct fac-
ulty, based on the idea that anyone who serves medical students in a teaching
capacity must present their own work or the medical literature in an unbiased
way [18].

Clinician scientists face an array of other issues stemming from the changing
landscape of academic medicine, at least two of which deserve mention, and are
intimately related. The first are ethical challenges stemming from ever more rapid
and widespread innovation and the blurred distinction between innovate practice and
formal research such progress often entails; the second are the ethical challenges to
the responsible inclusion of pregnant women in research. While not particular to
obstetrics and gynecology, the blurring of boundaries between research and inno-
vative practice is particularly common in the specialty due to several factors [19,
20]. First is the clinical context. A significant proportion of innovation in repro-
ductive medicine involves medical procedures which lack the adequate regulatory
mechanisms for ensuring safety and efficacy that apply to drugs. Development of
surgical techniques often occurs in the context of a clinical encounter rather than
a research study, and new devices as well as operation-specific “kits” for surgical
use are often rapidly and widely adopted before being evaluated by rigorous stud-
ies [21]. Second is the political context. Divisive debates about the moral status
of embryos and fetuses have led to policies that preclude federal funding of any
research in which an embryo is destroyed [22]. As a result, most clinical innova-
tion in reproductive endocrinology has been conducted without the oversight of the
federal government, and has instead been funded by private industry or conducted
in the context of clinical care. And third is the cultural context, specifically what
have been called “protectionist” inclinations and policies toward pregnant women,
children and fetuses [23], and a focus on eliminating, rather than responsibly man-
aging, risk in the context of pregnancy [24]. While the reasons for such a stance are
beyond the scope of this chapter, it is important to note that the inclination to protect
women, fetuses and embryos from research rather than through research has led to
a dearth of studies regarding therapeutics in the populations for whom obstetricians
and gynecologists care, and a parallel dearth of data upon which to base treatment
decisions [25].

Distinguishing between innovative practice and research is ethically impor-
tant for at least three reasons. First, again, is the requirement to respect patient
autonomy and obtain informed consent. Disclosure of the degree to which the
new and novel is also unproven is necessary (although not sufficient) to informed
decision making for patients. Second is the need for adequate protection from
the harms of novel intervention; in terms of ethics, it reflects the principle of
beneficence, which holds that the provision of research or care should promote
well-being or health [4]. Oversight of research is highly regulated in the US, with
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research protocols requiring approval by an Institutional Review Board (IRB). Such
oversight has been designed in part to advance adequate disclosure of the risks of
intervention and ensure through external assessment that risk-benefit calculus is
appropriate [26].

The third reason that distinguishing innovative practice from research is ethically
important has to do with justice. Justice requires that the distribution of the bene-
fits (and burdens) of health interventions be fair, and the provision of care and the
conduct of research not be discriminatory. Moreover, newer theories of justice bring
to light other problems of the current approach to knowledge and research in repro-
ductive medicine. These theories hold that oppression – in addition to distribution –
qualifies as a concern of justice, and highlight women’s disadvantage with regard to
evidence-based therapeutics as a dimension of women’s generally oppressed status
in society [27]. Compared with that for other specialties, the burdens of ignorance
in obstetrics and gynecology are particularly profound, raising concern that repro-
ducing women and children’s interests have not been fairly represented. Because
reproductive medicine has often advanced outside of the context of research, there
is a dearth of information about evidence-based therapeutics across the breadth of
women’s reproductive health.

For instance, recent reports have highlighted a profound dearth of information
about the impact of assisted reproductive technologies on the health of both children
who result from them and women who undertake them [28–31]. A 2008 Cochrane
review of outcomes of interventions used in the treatment of infertility indicated
that most randomized studies conducted since 2000 either did not measure the
short or long term health impact of fertility treatment on women, or did not have
sufficient power to detect meaningful differences in delivery rates or obstetric
outcomes, particularly less frequent outcomes such as complications affecting
maternal health [32].

The status of evidence based therapeutics in established pregnancies is similarly
problematic [33]. Because pregnant women are presumed to be excluded from most
research studies, evidence about how to safely and effectively treat women’s medi-
cal illnesses during pregnancy is lacking. This includes a dearth of pharmacokinetic
data to guide dosing, effectiveness data to guide medication choice, and informa-
tion about the safety of medications for pregnant women and fetuses [34]. The
result is harm to the health and well being of women and children alike. Many have
raised justice as a central concern: current policies have excluded a class of poten-
tial beneficiaries (pregnant women) from the immediate and long term benefits of
research. Advancing responsible inclusion of pregnant women in research is a moral
imperative – and one in which faculty in academic medical centers can and should
take a leadership role [35]. Specific strategies, such as increased focus on oppor-
tunistic pharmacokinetic studies, ensuring assessment of women’s health outcomes
in observational studies [36], and advancing legislative strategies akin to those of
the pediatrics community (described in more detail elsewhere [33]) are among
those that should be advanced by clinician-scientists in academic obstetrics and
gynecology.
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9.4 Challenges for Institutions: An Ethical Workplace

One of the most profound shifts the landscape of academic obstetrics and gyne-
cology are the demographics of its faculty – perhaps the most striking of which is
gender. Less than half a century ago, obstetrics and gynecology was a specialty dom-
inated by men. Not so anymore. As described in Chapter 3, the number of women in
the specialty has inclined steadily in recent decades, with females now constituting
more than half of full-time faculty at academic institutions. Indeed, the proportion
of women who are faculty is higher in obstetrics and gynecology than it is in any
other clinical or basic science department [6].

At first glance the shift appears a welcome corrective to the gender imbalance
that previously characterized faculty demographics in women’s healthcare. But
other statistics have been cause for concern. Compared with their male counter-
parts, women were more likely to be junior faculty, with only 9.1% having reached
full professorship compared with 29% of their male counterparts, ratios that have
not changed significantly in the last decade. In part attributable to the still relative
newness of gender equity in faculty demographics, a contributing factor is also the
significant attrition rate of female faculty: over a 10 year time period, only 36%
of entry level assistant professors remain at their school, with a vast majority of
those leaving the institution having left academia altogether. Attrition is not exclu-
sively a problem of women faculty, although women are especially likely to leave
academia when compared to their male counterparts; nor is it exclusively a problem
for departments of obstetrics and gynecology, given other departments combined
can claim a similarly concerning 10 year retention rate of 44%. But the combination
of high attrition among females and a now predominantly (at least at its lower ranks)
female specialty, raises ethical challenges for academic obstetrics and gynecology,
and call for close attention to the ways that gendered norms may be contributing to
the problem.

A central challenge for academic medical centers is developing what might be
called an “ethical workplace,” which, at the very least, is a workplace where indi-
viduals are treated respectfully and fairly with equal opportunities for advancement
for faculty regardless of race or gender. This requires not simply a sincere commit-
ment to meritocracy but attention to the sometimes subtle ways that gender shapes
the way faculty are assessed, supported or promoted.

Two related conceptions of the role of gendered norms illuminate challenges
and opportunities for crafting an ethical workplace. The first is androcentrism –
which relates to the ways that human society tends to be male-centered. Under
androcentrism, man is treated as the tacit standard for what it is to be human – the
unstated point of reference. This, theorists have argued, places man in an unfairly
privileged position, particularly in what Maggie Little has called the “disturbing
cumulative effect on our understanding of “human”: over time, our substantive con-
ception of what is normal for humans has come to be filled in by what is normal
for men” [5]. Thus man’s psychology, body and biography have subconsciously
come to be regarded as constituting a human norm. Consider how this might play
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out in distorting conceptions of the ethical workplace. The academic tenure system
provides a vivid example. Many have presumed that evaluating faculty for tenure
after 7–10 years should provide a rough indication of productivity or performance
over their academic career. But this presupposition assumes a man’s career. Given 4
years of medical school and four of residency, for women these years correspond to
childbearing years (read: pregnancy, birth, breastfeeding, rearing young children) –
and are arguably the years least likely to represent a woman’s future academic
potential.

A second challenge to crafting the ethical workplace are gender schemas. These
refer to unconscious cognitive representations of men as capable of independent and
focused action and acting according to reason, and of women as nurturing, commu-
nal and acting according to emotion [37]. Notably, stereotyped behaviors about traits
and behaviors of good leaders are more agentic and thus more aligned with assump-
tions about male, rather than female attributes [38]; studies consistently find that
men are assumed to posses intrinsic traits that make them better leaders than their
female counterparts, even when their credentials are identical. Such schemas have
resulted in overrating men and underrating women in professional settings, and have
exerted subtle influence across academic medicine, including bias in the selection
process for prestigious federal grants [39].

Clearly such biases – often unintended and unconscious – are potential sources
of frustration and barriers to advancement, likely to affect the experience of women
(and men) in the setting of academic medical centers. While the reasons for faculty
members leaving academic obstetrics and gynecology are complex, several studies
suggest that the ethical workplace as such has not been broadly achieved – neither in
academic medical centers, nor in the American workplace more broadly construed;
highlighted here a handful of the larger breadth significant findings.

First are studies that, in exploring reasons behind attrition, identify problematic
workplace culture and priorities as a driving force. In contrast to media portrayals
of high achieving women’s decisions to leave careers as representative of a “sea-
change” among daughters of the feminist revolution and a return to (even embracing
of) traditionalism, rigorous social science suggests that other issues are at play [40].
For instance, sociologist Pamela Stone, who interviewed a large series of women
who chose to leave their careers just as they were on the brink of (or realizing) lead-
ership potential were not in fact “opting out.” Rather, she discovered that women
“quit because of work, not home – and only as a last resort.” Women, she argued,
don’t “opt out” but are pushed out, and often as they approach the payoff after
years of hard work – as they ought just to be taking on the leadership positions they
worked so long to assume.

Studies of women specifically in academic medicine have corroborated Stone’s
findings, indicating that characteristics of the workplace are a significant factor
in decisions to leave for non-academic careers or to leave the profession entirely.
These include feelings of isolation, lack of role models, lack of formal and infor-
mal mentorship, an environment perceived as denigrating to women, frank gender
discrimination, and inadequate institutional support for family issues that – despite
progress – still fall predominantly on women [41].
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Work in psychology has helped to further delineate the sources of frustration.
In her book Necessary Dreams Anna Fels argues that in order for individuals to
pursue their ambitions, it is critical for them to experience recognition in their lives,
and that the pursuit of mastery requires a particular sort of recognition, which she
describes as follows:

Recognition means being valued by others for qualities that we experience and value in our-
selves; it involves appreciation by another person that feels accurate and meaningful to the
recipient. Because recognition affirms a person’s individual experience or accomplishment,
it is different from other forms of attention [42].

Notably, Fels argues that there are gender differences in the ways that recogni-
tion is both experienced and dispensed. She points to a large body of evidence that
women get less recognition than men – even when their behaviors or achievements
are identical. It is possible, then that the continued exodus from academic obstetrics
and gynecology can be traced, in part, to gender differences around the dispensation
of recognition within academic medical centers.

More concretely, researchers on gender and academic medicine have cited the
hierarchical structure of academic medicine, including the indeterminate tenure
of department chairs, as having a significant impact on faculty work experience,
including advancement, particularly for women [43]. The authors concluded that
medical schools should consider alternative models of leadership and managerial
styles, including fixed terms for chairs with a greater emphasis on inclusion as a
structural reform that could increase opportunities for advancement especially for
women in academic medicine.

While far from an exhaustive review of the complex factors that underlie the
“leaky pipeline” in academic obstetrics and gynecology, it makes clear that institu-
tions have an important role – beyond ensuring equity of pay and absence of explicit
sexual harassment – in retention of male and female faculty alike. This will require
more than giving women the opportunities that that their male counterparts have
long enjoyed. Rather, since the traditional workplace was shaped by a particular set
of needs and priorities (that of men, usually with partners in the home) the traditional
workplace may not be an ethical workplace. Crafting the latter will require similar
attention to the needs and priorities to the population it now serves – a population in
which men and women are both represented.

9.5 Ethical Challenges for the Profession

The changing landscape of academic medicine also presents significant chal-
lenges for the profession of obstetrics and gynecology as a whole – challenges
which stretch beyond institutions to issues for the professional organization and
its leadership.

A central concern for the profession of obstetrics and gynecology as a whole is
meeting the increased demand for women’s health care services. While the degree
to which the health of all women is the profession’s responsibility might be debated,
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a broadly accepted view of medial professionalism holds that the responsibility is
strong and fundamental. Because obstetrician-gynecologists often have an exclu-
sive right to offer many health services – a “collective monopoly” – the profession
as a whole also has a duty or responsibility to ensure services are readily avail-
able to all [44, 45]. In other words, the exclusive rights that come with the practice
of obstetrics and gynecology creates a related vulnerability in the population, and
generates duties to ensure access to services. This so-called “gatekeeper paradigm”
is relevant to at least two ethically controversial issues relating to patient access
and facing the specialty of obstetrics and gynecology: approach to conscientious
refusals [46], and issues of birth location and attendant. It is likewise relevant
to issues of access to care and socioeconomics, discussed in depth elsewhere
(Chapter 8).

Consider first the highly controversial topic of conscientious refusals by physi-
cians to provide standard services. Though relevant across fields, the issue has
gained particular attention in obstetrics and gynecology in which morally con-
tentious services around reproduction are common [47]. The central question is
whether and under what conditions physicians may refuse to provide requested or
indicated care if doing so would constitute a significant moral conflict. The debate
has been considerably polarized, with one side claiming that physicians who can-
not provide such services leave the profession [48]; and the other claiming that
physicians have a virtually absolute right to refuse [49].

The latter view was promulgated in the last days of the Bush Administration, with
a rule providing sweeping protection for providers who refuse. Specifically, the law
protects “actors who have a reasonable connection to the procedure, health service
or health service program, or research activity to which they object . . . encompass-
ing individuals who are members of the workforce of the Department-funded entity
performing the objectionable procedure,” from “participation in any activity with a
reasonable connection to the objectionable procedure, including referrals, training,
and other arrangements for offending procedures [50].”

The Rule has been sharply and broadly criticized as flying in the face of civil
rights law and standards of professionalism [51, 52]. Critics have highlighted the
potentially serious consequences of these expansive (and expensive) provisions.
Of perhaps most immediate concern is the likelihood that it will further under-
mine patients’ access to necessary health care and information, with excess burden
on already disadvantaged populations. Others highlight the extent to which the
provisions are inconsistent with professional ethical responsibilities to provide
non-discriminatory health care and are likely to cause confusion. Indeed many
professional organizations have crafted a compromise position, which holds that
providers have a limited right to refuse as a long as access to requested care is main-
tained, and take a stance that argues for “balance” between the needs of providers
and patients [53–55]. These guidelines are all characterized by a trio of requirements
that protect patient access: a requirement to provide accurate and complete informa-
tion, a requirement to provide referral to another provider or health care facility if
indicated or requested care constitutes a conflict, and a requirement to provide care
regardless of objections in emergency circumstances.
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The debate is ongoing, and will likely continue to be a source of contention in the
near future. Within weeks of taking the nation’s helm, the Obama Administration
initiated a proposal to rescind the HHS rule, requested comments in order to evaluate
whether to rescind the rule in its entirety or in part [56]. Most proposals for ongoing
progress highlight the role of professional organizations in crafting a solution that
meets the needs of both professionals and patients. Indeed, as one leading scholar
has argued, “accepting a collective obligation does not mean that all members of
the profession are forced to violate their own conscience” [46]. ACOG’s Ethics
Committee argued, rather, that “institutions and professional organizations should
work to create and maintain organizational structures that ensure nondiscriminatory
access to all professional services and minimize the need for individual practitioners
to act in opposition to their conscience” [47]. In February 2011, key portions of the
Rule were rescinded [57].

The profession’s responsibility in this case stems not just from protecting its indi-
vidual members’ consciences, but from the duty that derives from the profession’s
monopolistic control over a “public utility” of sorts – reproductive health care. Legal
scholar Rebecca Dresser puts it this way: “although every individual member of
the medical profession might not have a duty to perform every procedure within
his or her competence, society expects the broader profession to adopt reasonable
measures to promote patient access to acceptable procedures” [58].

The details of an approach which accomplishes this goal, however, remain a
challenge. Legal scholar Fernandez Lynch has proposed a model in which “the gov-
ernment, the profession, and society should allow both doctors and patients to seek
out like-minded others” [45]. She pinpoints state licensing boards acting as a proxy
for the medical profession as a whole as the most promising organization to ren-
der this compromise solution. While beyond the scope of this chapter, her concrete
proposal for progress with regard to the ethically fraught issue of conscientious
refusal rests squarely on the profession as a whole. Finding a satisfactory solution
to the issue of conscientious refusal is both a challenge and responsibility for the
profession – clearly a charge for leaders in academic obstetrics and gynecology.

Matching the contentiousness of the debate around conscience are a second set
of issues for the profession: issues regarding birth location and provider. Where
women should give birth – and by whom they should be cared for in that process,
has long been a source of controversy. While the vast majority of births in the US
occur in hospitals and are attended by physicians, out of hospital birth has long been
advocated by members of the midwifery and women’s health advocacy communities
as a safe and satisfactory alternative. In several European countries, out of hospital
birth is widely accepted; in the Netherlands, 30% of births occur at home. Midwives
in European countries play a role in the care of all or most pregnant women, and their
involvement is advocated by governmental and professional organizations [59].

The US reflects a different model, favoring the provision of care in hospitals by
physicians. While the percentage of births attended by midwives has grown steadily
since 1980, it was still only 8% as of 2003. Place of birth is more contentious: both
ACOG [60] and the American Medical Association [61] oppose home birth. In an
official 2007 policy, ACOG “believes that the hospital, including a birthing center
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within a hospital complex . . . or freestanding birthing centers that meet (certain
accreditation) standards is the safest setting for labor, delivery, and the immediate
postpartum period” and indicated that it “strongly opposes home birth” and “does
not support programs or individuals who provide home births.” Several professional
and consumer advocacy organization have raised concerns about these policies, cit-
ing a lack of evidence to support their position, and the potential to limit women’s
choices and jeopardize physician back up for women who do choose out of hospi-
tal birth. Recently ACOG’s Committee on Obstetric Practice issued a Committee
Opinion which continued to endorse hospitals and birthing centers as the safest
options for women, but emphasized its respect for “the right of a woman to make a
medically informed decision about delivery” [62].

The physician shortage accentuates the debate about birth attendants and loca-
tion – and, notably, further problematizes the aforementioned stance of ACOG
and the AMA. By casting a broad net in its attestation about safety according to
birthplace, it delineates a broad monopoly over maternity care across the US popu-
lation. According to the “gatekeeper paradigm” such purported control brings with
it responsibility to ensure access to services. Yet access to safe birth – not to men-
tion as access to the type of birth that many childbearing women desire – is currently
limited. The reasons are several, and include obstacles to obtaining maternity care,
such as poverty, discrimination, and lack of insurance overage, to name a few. In
addition, a shortage of obstetrical providers in many regions has contributed to the
problem.

While many of these barriers to safe maternity care are not the fault of the pro-
fession, the profession’s claims about appropriately safe maternity care make access
to adequate care their responsibility. Obviously one approach is to address the
physician shortage by training more obstetricians. In addition, however, fostering
collaboration with other obstetrical care providers, such as midwives, and pursuing
safe (and often preferred) alternatives to hospital birth provide potential solutions
that are both patient-centered and cost-effective. Here again, the “gatekeeper model”
suggests that given their virtual monopoly on maternity care services, the obstetrical
community is in fact responsible for ensuring access to the breadth of services that
patients need and want. Doing so may involve a process of intensive collaboration
and serious considerations of different models – and locations – for the provision of
maternity care.

9.6 Conclusion

Academic medicine in the new millennium presents a breadth of ethical challenges
for obstetrics and gynecology – for clinician-scientists and educators; for academic
institutions; and for the profession broadly. As is clear from analysis of just a slice
of the considerable breadth of ethical issues and challenges for academic obstetrics
and gynecology, the privilege of caring for women’s across their lifespan brings
with it challenges and responsibilities. These include promoting the best interests
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of patients receiving care in teaching institutions, crafting an ethical workplace for
providers of such care, and advancing systems of health care that ensure access to
services for all women.
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Chapter 10
Preparing for Tomorrow in Academic Women’s
Health Care

William F. Rayburn and Jay Schulkin

Abstract This summary will serve as a reference in promoting common data
definitions across other healthcare fields and in stimulating an adequately funded,
better organized national agenda focused on other academic physician workforce
issues. The chapter combines conclusions from each chapter to project changes
in the academic women’s health care landscape as a foundation for continued
surveillance and reporting.

Keywords Academic · Workforce · Projections women’s health

10.1 Introduction

Numerous pressures at academic health centers are causing women’s health care
to evolve and redefine itself. Given their long-term commitment and perspective,
academic departments have an obligation to lead the process of change while they
struggle to adapt to health care reform. A proactive stance will help improve the
effectiveness of training programs in women’s health care and enhance our influence
on patient care and research in women’s health.

At the average academic health center today, funding for education and research
depends largely on the profitability of practice activities, which represent more than
half of the average clinical department’s budget [1]. Although many training pro-
grams have felt this impact, Medicare indirect graduate medical education payments
have helped subsidize these educational responsibilities. As explained in Chapter 8,
it has been widely held that free access to patients depends on a primary care desig-
nation, except perhaps for obstetrics and gynecology, a procedure-driven specialty
in which prevention and coordination of care are emphasized.
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We face significant and rapid changes in preparing for tomorrow’s needs.
Academic departments have opportunities in women’s health care to create a unified
curriculum for medical students, share traditional expertise in residency programs,
instill concepts of lifelong learning in our graduates, and develop or refine basic and
clinical research programs. Presented in this chapter are key findings and impli-
cations from prior chapters as the landscape of academic women’s health care
continues to evolve.

10.2 Trends in Medical School Enrollment and Residency
Matching

As noted in Chapter 1, this year marks the 100th anniversary of the Flexner report,
Medical Education in the United States and Canada [2]. This landmark report, pub-
lished in 1910, found that medical schools did not base their training on sufficiently
high standards of science. While not focusing on women’s health care, that report
resulted in the closure of many medical schools and caused the number of med-
ical graduates per year to drop precipitously. From 1900 to the mid-1960s, there
was almost universal agreement that the nation did not have enough physicians,
although the per capita supply remained relatively stable. This perceived shortage
was not supported by any studies conducted with acceptable analytic rigor.

The Flexner Report tended to emphasize excellence in isolation. What is required
now is the sharing of information with more social interactions amongst physicians.
A culture of research needs to continue by sharing resources including knowledge
[3–5]. Other lessons learned from Flexnerian sensibilities to apply to today and
tomorrow’s needs in medical education are reflected in Table 10.1.

Support from federal and state governments, beginning around 1963, resulted
in the building of some 40 new medical schools and the expansion of established
schools by 1976. By the early 1980s, the number of entry-level medical students
plateaued and the construction of new schools ceased due to a projected oversupply
of physicians [6]. There remain over 42,000 applicants each year, or nearly 2 1/3
for every available seat in medical school classes. The total enrollment of first-year
U.S. medical students (now about 18,000 annually) has increased minimally over the
past 25 years [7]. Women now constitute nearly half of all applicants and enrollees
(48%).

While medical school enrollment remained steady (approximately 130 students
per medical school class), the population of the United States rose from 227 million
in 1980 to 304 million in 2008 – an increase of nearly 80 million people in 30 years.
Furthermore, demand on physicians’ time has and will increase, especially with an
aging population and the epidemics of lifestyle-associated illnesses such as obesity,
heart disease, and cancer.

When will we know that we have the “right” number of doctors? A standard
method for determining this number of medical school graduates is by calculat-
ing the physician-to-population ratio. Currently, there are 286 actively-practicing
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Table 10.1 Challenges and recommendations identified by the Carnegie Foundation Report which
apply to training in women’s health care

The Carnegie Report 2010

Theme Challenges Recommendations

Standardization and
individualization

• Medical education is:

◦ Not outcomes based

◦ Inflexible

◦ Overly long
◦ Not learner-centered

• Standardize learning outcomes
through assessment of
competencies

• Individualize learning process,
allow opportunity to progress
within and across levels when
competencies are achieved

• Offer elective programs to support
the development of skills for
inquiry and improvement

Integration • Poor connections between
formal knowledge and
experiential learning

• Fragmented understanding of
patient experience

• Poorly understood nonclinical
and civic roles of physicians

• Inadequate attention to the
skills required for effective
team care in a complex health
care system

• Connect formal knowledge to
clinical experience, including early
clinical immersion and adequate
opportunities for more advanced
learners to reflect and study

• Integrate basic, clinical, and social
sciences

• Engage learners at all levels with a
more comprehensive perspective
on patients’ experience of illness
and care, including more
longitudinal connections with
patients

• Provide opportunities for learners
to experience the broader
professional roles physicians

• Incorporate interprofessional
education and teamwork in the
curriculum

Habits of inquiry
and improvement

• Focused on mastering today’s
skills and knowledge without
also promoting
knowledge-building and an
enduring commitment to
excellence

• Limited and often pro forma
engagement in scientific
inquiry and improvement
exercises

• Inadequate attention to patient
populations, health promotion,
and practice-based learning
and improvement

• Prepare learners to attain both
routine and adaptive forms of
expertise

• Engage learners in challenging
problems and allow them to
participate authentically in inquiry,
innovation, and improvement of
care

• Engage learners in initiatives
focused on population health,
quality improvement, and patient
safety
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Table 10.1 (continued)

The Carnegie Report 2010

Theme Challenges Recommendations

• Insufficient opportunity to
participate in the
management and
improvement of the
health care systems
within which they learn
and work

• Locate clinical education in settings
where quality patient care is delivered,
not just in university teaching hospitals

Identity formation • Lack of clarity and focus
on professional values

• Failure to assess,
acknowledge, and
advance professional
behaviors

• Inadequate expectations
for progressively higher
levels of professional
commitments

• Erosion of professional
values because of pace
and commercial nature of
health care

• Provide formal ethics instruction,
storytelling, and symbols (honor codes,
pledges, and white coat ceremonies)

• Address the underlying messages
expressed in the hidden curriculum and
strive to align the espoused and enacted
values of the clinical environment

• Offer feedback, reflective opportunities,
and assessment on professionalism, in
the context of longitudinal mentoring
and advising

• Promote relationships with faculty who
simultaneously support learners and
hold them to high standards

• Create collaborative learning
environments committed to excellence
and continuous improvement

Source: Cooke et al. [15]

physicians per 100,000 people (1 for every 350 persons) in the United States. Based
on the rising population, by 2050 we may need 1.2 million doctors in the United
States to maintain this ratio. Assuming that the average physician practices for 40
years from medical school graduation until retirement and that American medical
schools will not increase their enrollment, our schools will be able to supply slightly
more than half of the physicians needed in 2050.

Recognizing this projected shortage of physicians, the Association of American
Medical Colleges (AAMC) announced in 2006 the need of a 30% increase in med-
ical school enrollment by 2015 using the 2002 first-year class size as a baseline
(see Chapter 2) [8]. Roughly 5,000 new student positions per year will be necessary
to graduate 21,000 students to keep up with the nation’s growing population and
the unacceptably high number of U.S. students training at foreign medical schools.
Expansion of the 125 Liaison Council on Medical Education (LCME) accredited
medical schools at the time of the recommendation was expected to comprise 76%
of the anticipated growth in first-year student enrollments by 2013, while new
schools (five accredited as of 2008 and five applicant schools) would account for
the remaining 24% of the increase.



10 Preparing for Tomorrow in Academic Women’s Health Care 167

After interviewing at selected residency programs, students in their senior year of
medical school will enter into the National Residency Matching Program (NRMP),
and eventually match with training institutions. In recent years, approximately 5.0%
of all U.S. medical students pursued residencies in ob-gyn programs, 15.1% into
family and community medicine, and 5.8% into internal medicine [9]. First-year
resident positions will be filled by graduates who trained outside U.S. allopathic
medical schools (international medical graduates, osteopathy medical schools) in
26% residency slots in ob-gyn, 56% slots in family and community medicine, and
51% slots in internal medicine. At the same time, hospitals and other health care
institutions will fill more than one quarter of the nation’s 100,000 available resi-
dency positions with international medical graduates (IMGs) [8]. At the same time,
first-year enrollment at U.S. osteopathic schools in 2002 (3,079 students) increased
in 2008 by 53.7% (to 4,732 students) and is projected to increase in 2013 by 79.2%
(to 5,519 students).

10.3 Need for Additional Graduates in Obstetrics
and Gynecology

Despite the rising population in the United States, the number of US medical school
graduates entering many residency programs especially in obstetrics and gyne-
cology has not increased. The number of first year residents has finally equaled
the previous peak of 1,218 (7.9% of US medical school graduates) in 1993. The
number of ob-gyn residents has increased minimally (2.4%) since academic year
2001–2002. Compared with training programs in other specialties, residents in inter-
nal medicine, family and community medicine, and ob-gyn are widely divergent.
For example, obstetrics and gynecology has the highest percent of residents who
are female (78 vs. 45%) and the highest percentage of residents who are African
American, American Indian/Alaska Native, or Native Hawaiian/Pacific Islanders
(11 vs. 6%) [9]. The percentage of residents of Hispanic origin is similar to the
other residency specialties (8 vs. 8%).

Understanding tomorrow’s needs about an adequate number of well-trained grad-
uates from residency programs requires a brief history of the major role played by
government and an awareness of signal events during the past 45 years. Anecdotal
evidence antedating the 1960s led to a general consensus that the United States had
a shortage of physicians, prompting federal and state governments to allocate funds
to increase supply. This support began in the early 1960s, and by 1976 resulted in
the building of 40 new medical schools and the expansion of established schools.
A signal event in 1965 was the passage of Medicare and Medicaid, when the fed-
eral government began to assume the responsibility of providing health care for
the elderly and disabled. By funding hospitals to care for the Medicare population,
funding was appropriated for the education of resident physicians at those hospi-
tals, triggering a gradual but significant increase in the supply of doctors. Various
commissions and studies in the 1980s pointed to an oversupply of physicians, with
even larger surpluses projected by 2000 and 2020 [2].



168 W.F. Rayburn and J. Schulkin

Reforms enacted by the Balanced Budget Act (BBA) of 1997 were intended to
curb Medicare expenditures rather than to base Medicare GME policy on workforce
requirements [10]. The BBA included changes that altered GME funding which
reduced the growth and number of intern/resident training positions while attempt-
ing to maintain primary care positions. Instead of paid managed care companies for
the care of Medicare enrollees, Medicare paid teaching hospitals directly. Hospitals
were encouraged to reduce their residency training programs by 20–25% in gen-
eral except for primary care residents. To encourage primary care programs, the
BBA also expanded funding for facilities (especially off-site) to include rural health
clinics and community health centers and Medicare managed care plans.

Probably the single greatest impact on training residents was the limitation on
work hours. A typical intern’s weekly schedule in the 1960s was more than 100 h.
The event that started legislative action in New York State was the death of a patient
named Libby Zion in 1985, when resident physician fatigue was suspected to be a
contributor. The resultant “80 h work week” applied to all time spent by every resi-
dent in a hospital, including the clinic, emergency department, operating room, labor
and delivery, and teaching conferences. A resident could be on-call no more than
every third day, on average, and must have at least 24 h off each week. These restric-
tions are expensive and difficult to enforce, violations are not always reported, and
concern exists in procedure-based medical fields such as obstetrics and gynecology
about time could be insufficient for some in surgical training.

The impact of this new “80 h work week” on reducing patient mortality and
morbidity remains unclear. In terms of its impact on the workforce, the fewer “man”
h roughly translate to a 20% reduction in work hours of the nation’s approximately
112,000 medical residents and fellows, which is equivalent to losing the workload of
about 15,000–22,000 full-time positions. As is the case with the “80 h” paradigm,
we do not have solid evidence of any deleterious or helpful effects of shortened
training programs on patient safety or quality care.

A formidable task lies before us. In the judgment of some national groups study-
ing physician workforce issues, the most severe shortage of physicians could be in
obstetrics and gynecology. The Balanced Budget Act should be revised. As with the
increase in medical school enrollment, we must increase the number of ob-gyn resi-
dent positions to serve a population that is predicted to nearly grow another 40% by
2050. Otherwise, the only expansion would be in the proportion of residency posi-
tions filled by US medical graduates rather than by international graduates. This
population-based increase in demand will be accompanied by a growing database
of knowledge, demand for specialization, more cutting edge technology such as
laparoscopic, robotic, and minimally invasive procedures, and a desire of many
graduates to specialize so as to stand out in their own niches within our broader
health discipline.

The cost of training additional clinicians and surgeons needed in all specialties
is slightly less than 500 million dollars per year in current dollars [11]. The greatest
costs are thought to be in ob-gyn, orthopedics, urology, and general surgery. While
this cost to add new physicians is significant, it is a very small fraction of current
Medicare expenditures. It is entirely relevant to consider “what if” scenarios related
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to the cost of funding different numbers of residency positions depending on the
severity of the impending shortage. Despite concerns about escalating costs, this
expense in training additional residents should be viewed as an essential investment
if women are to have timely access to a physician’s care.

10.4 Trends in Academic Departments

Current data and projections about department sizes are important for faculty, the
specialty as a whole, and those either considering or beginning an academic career
in women’s health care. Periodic national reviews of department sizes are essential
to determine whether a sufficient faculty workforce is available to fulfill missions in
teaching, patient care, and research.

The number of full-time ob-gyn faculty at United States medical schools has
more than doubled in the past 31 years [1]. Differences exist between the types of
schools. The modest growth in ob-gyn department sizes between 1994 and 2008
was only among physician faculty. In general, private medical schools have more
faculty than public institutions, and this difference is accounted for by an increasing
number of physicians. The top 40 research-intensive schools, according to 2009
National Institutes of Health funding, had more ob-gyn faculty than at the less
research-intensive and at the more community-based medical school departments
(see Chapter 5).

The most substantial change in faculty demographics was the increase in num-
ber and proportion of faculty who are females (see Chapter 3). For example, the
proportion of women per ob-gyn department rose from 14.3% in 1983 to 34.1% in
1994 to now 52.3% – higher than any other medical or surgical specialty includ-
ing pediatrics. With this gradual but more recent increase, women are more likely
than men to be instructors or assistant professors than to be associate professors or
professors.

The development of faculty requires financial, personnel, and facility resources to
meet department missions. Greater demands on faculty in core clinical departments
to teach and provide women’s health care make protected time to support grant
writing and scholarly activity a constant challenge. As departments expand to meet
increasing patient care and educational demands, the clinician educator will play a
more central role (see Chapter 4). Long-term retention rates of entry-level faculty
at their original departments has been similar for faculty in clinical departments.
Among those who leave their department, generalist faculty, especially those who
are clinician educators, were much more inclined than specialists to leave academia
than to switch schools.

The average percentage of positions filled annually by first-time clinical chairs
between 1979 and 2007 is about the same (7–9%) [12]. Regardless of the depart-
ment, clinical chairs find themselves faced with more financial pressures, informa-
tion overload, and effort invested in managing and implementing organizational
change. Compared with other core clinical departments, retention of first-time
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ob-gyn chairs declined most consistently over the past 30 years from being the
highest to now among the lowest. The median tenure of first-time ob-gyn chairs
(7.3 years) is now comparable to chairs in surgery, slightly longer than for inter-
nal medicine, and shorter for psychiatry, family and community medicine, and
pediatrics [12].

A report by the Association of American Medical Colleges (AAMC) found
that between 1988 and 1998, faculty lost or gained the most ground in financial
compensation depending on their specialty [13]. Data from the annual AAMC
Faculty Salary Survey for academic years 2000–2001 through 2008–2009 revealed
that unadjusted compensation improved for ob-gyn faculty by 24.8% (or 3.3% annu-
ally) during that 9 year period [14]. Inflation-adjusted growth of faculty salaries
was similar for those in general internal medicine, family and community medicine,
ob-gyn, general pediatrics, and general surgery.

A limitation of AAMC Faculty Roster is that only full-time faculty are counted.
All departments now have more part-time faculty. A national survey of chairs dis-
closed that this pattern is anticipated to increase [1]. The change in workforce to
accommodate more part-time faculty is critical for chairs and deans to track so
that faculty needs can be more accurately projected (see Chapter 6). More med-
ical schools are now developing policies to optimize recruitment and promotion
of part-time faculty as the changing landscape of academic medicine becomes
more dependent on maintaining satisfied faculty members.

10.5 Preparing for Tomorrow’s Educational Needs

Preparing for tomorrow’s needs in academic women’s health care requires change
and redesign of educational programs. The Carnegie Foundation issued a report,
Educating Physicians: A Call for Reform of Medical School and Residency that
calls for standardizing learning outcomes and individualizing the learning pro-
cess, promoting multiple forms of integration, incorporating habits of inquiry and
improvement, and focusing on the progressive formation of the physician’s profes-
sional identity (Table 10.1). Cooke and colleagues wrote this report which traces
the seeds of these themes in Flexner’s work and describes their own conceptions
of them, addressing the prior and current challenges to medical education as well
as recommendations for achieving excellence [15]. Their key findings apply to
advancement of teaching about women’s health care.

Findings presented in the text include an expanding medical school enrollment
and workforce statistics that indicate the growing need for more training of general-
ist physicians interested in women’s health. Appropriate training of medical students
and residents as eventual providers of coordinated care for women will require
an interdisciplinary curriculum; expansion of the number of residency positions;
promotion of gender, racial, and ethnic diversity at all levels of medical education
and academic leadership; and development of expanded opportunities for research
in women’s health, supported especially by the National Institutes of Health. The
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numbers of faculty in family and community medicine, internal medicine, and
ob-gyn will inevitably expand to meet these increased demands for undergraduate
and graduate medical education as long as funding from a variety of resources is
maintained or continues to grow.

Many chapters in this book have highlighted the change in medicine and
women’s health. From women joining the field of medicine in extraordinary
amounts in the U.S., to a culture of medicine nurtured within women’s health issues,
to an inherent uncertainly of how to retain faculty must ensure that faculty are
satisfied and not demoralized by the diverse and conflicting demands. Required in
this changing landscape are flexible options in which physicians can participate in
the field of medicine in diverse ways: as part-time physicians, hospitalists, and use
of an older workforce.

As we look ahead, certain recommendations are to be offered to address those
needs in academic women’s health care, as set forth by the Advisory Committee
on Workforce Studies and Planning, American College of Obstetricians and
Gynecologists [16]:

• Encourage more medical students to pursue careers in women’s health.
• Promote federal funding of selective increases in residency slots, especially at

programs in states where there exists an underrepresentation of women’s health
care physicians or where there is anticipated to be continued population growth.

• Publicize loan repayment programs and other efforts to attract family physicians,
general internists, and ob-gyns to health provider shortage areas.

• Promote sustainable physician-led collaborative models with certified nurse mid-
wives, nurse practitioners, and physician assistants, to establish physician-led
“teams”.

• Alter practices by improving efficiency, reconfiguring the way certain services
are delivered, and increasing the use of health information technology.

• Recognize and respond to faculty life-style concerns (i.e. more flexible schedul-
ing, part-time work).

• Improve data collection about the supply and demand for women’s health care
physicians.

Medicine is one of the great wonders of human invention. The chapters of this
book have noted the reality of a changing profession, and suggested some pos-
sibilities for a future of medicine that promotes flexibility, faculty satisfaction,
and a culture of social medicine, embodied in the free exchange of resources and
information to advance women’s health care.
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