The Complex Problem of Women Trainees in Academic Medicine
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espite media attention to gender inequality in mul-

tiple professions, medicine has only recently begun

to identify disparities facing women in academic

medicine, focusing primarily on women faculty rath-
er than trainees. Because of the unique and poorly understood
juxtaposition of forces affecting their experience, focusing on
women medical trainees may provide a representative frame-
work to understand the larger, complex problem of gender
equity in medicine. Rather than being a complicated problem
with component parts that can be separately addressed, gen-
der equity in medicine is a complex problem—one composed
of a myriad of interrelated human and systemic factors. Such
a complex problem demands innovative, open-minded, us-
er-centered interventions. Here, we outline some of the factors
unique to women trainees, including lack of female role mod-
els in leadership, gender bias, sexual harassment, work-life
imbalance, and few formal leadership training programs. We
propose one potential strategy, leadership programs specif-
ically targeted to women residents and fellows. We recently
implemented this strategy at our institution in the form of a
day-long symposium of skill-building sessions for women resi-
dents and fellows.

Although women have achieved equal representation in sev-
eral medical training programs, there is still a dearth of women
in high-profile leadership positions within academic medicine.
Although women comprised 46% of United States medical
school applicants and residents in 2015-2016, underrepresen-
tation persists at the level of associate professor (35% women),
full professor (22%), department chair (14%), and dean (16%).!
Many potential women leaders may not self-identify as such
due to the limited exposure to women role models in posi-
tions of power and may in fact be ready for leadership roles
earlier but not apply until later in their careers as compared
with men.2® The lack of role models with a shared background
is an even more severe problem for women of color and all of
these factors contribute to the “leaky pipeline” phenomenon.*
We aimed to address this mindset and help women see them-
selves as leaders by overcoming “second-generation gender
bias" through our work.?
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Due to the intense and inflexible nature of residency and
fellowship training programs, many women choose to defer
milestones such as childbearing.® Women trainees are more
likely than their male colleagues to avoid having a child during
residency due to perceived threat to their career and negative
perceptions of colleagues.® Women who are in a domestic
partnership often bear the brunt of the household work re-
gardless of the careers of the two partners, a phenomenon
termed the “second shift.”” This work-life imbalance has been
shown to correlate with depressive symptoms in women inter-
nal medicine trainees.’

Recently, a trainee published on the experience of medical
residents being asked whether they were ever called “nurse.”
All the women in the room put up their hands; none of their
male colleagues did.” At issue is not the relative importance
of the professions of medicine and nursing, but rather the
gender stereotypes in medicine that lead to automatic cate-
gorization of women into one group. Although the majority
of women residents likely have had personal experiences with
bias and microaggressions, few are explicitly taught the tools
to address these. Beyond microaggressions, women trainees
are also subject to more sexual harassment than their male
colleagues.’ In addition, women living at the intersections of
race, ethnicity, and gender are faced with even higher rates
of harassment." Reporting sexual assault and harassment can
be particularly difficult as a trainee because of the risk of re-
taliation, fear of poor evaluations from superiors, and lack of
confidence in the reporting process.

Finally, women trainees often receive little training about
the skills required for career advancement to achieve parity
with their male colleagues. Women are less likely to negoti-
ate due to concerns about backlash or due to general lack of
awareness about the importance of negotiation.’? Women are
asked to volunteer for “nonpromotable” tasks more often than
men by colleagues of both sexes, a barrier to women reaching
their full career potential and a difficult workplace scenario to
navigate.” Unlike the fields of business, law, and technology,
for example, women in medicine do not routinely have train-
ing courses that incorporate skills such as navigating difficult
conversations, conflict resolution, curriculum vitae writing, and
negotiation. Various solutions have been offered to address
some of the barriers facing women in medicine (such as the As-
sociation of American Medical Colleges and Executive Lead-
ership in Academic Medicine leadership courses), but typically
these focus on faculty rather than trainees. Given that women
physicians practicing in the inpatient setting have been shown
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to have better patient outcomes' and organizations with fe-
male leadership outperform those led by men,™ equipping our
women trainees to thrive in the clinical and leadership environ-
ments is an essential step in fulfilling our mission as high-qual-
ity training programs.

At our institution, we recognized the need for training in
leadership skills for women medical trainees and designed a
day-long symposium for internal medicine women residents
and fellows. Before developing the curriculum, we conducted
a needs assessment to ascertain which skills women wanted to
develop; women overwhelmingly wanted to learn about public
speaking skills, work-life integration, and mentoring. Based on
these responses, a group spanning multiple levels of training
(residency, fellowship, and faculty) designed a combination
of large-group lectures and small-group workshops termed
“Women in Leadership Development” (WILD). The day-long
curriculum included sessions on public speaking skills, wom-
en as change agents, mentorship, conflict resolution, and ad-
dressing microaggressions and concluded with a networking
event for women faculty and trainees (Table).

In total, 77 medicine residents and fellows voluntarily partici-
pated in the symposium in 2017 and 2018. The public speaking
skills session received the highest reviews, with 98% of par-
ticipants reporting that they identified ways to change public
speaking styles to project confidence. This session was facili-
tated by an outside consultant in public speaking, highlighting
the benefit of seeking experts outside of academic medicine.
Another novel session focused on responding to microaggres-
sions, defined as subtle and sometimes unintentional actions
that express prejudice toward marginalized groups, in the
clinical and academic environments. Microaggressions can un-
dermine the recipient’s confidence, feeling of belonging, and
effectiveness at work.'® At our institution, trainees in graduate
medical education report the largest single source of microag-
gressions as patients (greater than attendings, fellow trainees,
or staff), with gender bias being responsible for the greatest
number of microaggressions (Schaeffer, unpublished data).
Navigating these situations to ensure good patient care and
strong patient-provider relationships, while also establishing a
climate of mutual respect, can be challenging for all women
physicians, in particular for trainees who are just beginning to
experience the clinical environment independently. Our session
on microaggressions was purposefully led by a national expert
in patient-provider communication and offered an opportunity
for women trainees to reflect on their past experiences being
the target of microaggressions, to name them as such, and then
to brainstorm possible responses as a group. The result was a
"toolkit” of resources for responding to microaggressions."”

Of the attendees of WILD 2017 and 2018, 91% strongly
agreed that participation in the symposium was a useful ex-
perience. One attendee reflected that they “feel more em-
powered to discuss women-related issues in academics with
peers, mentors, mentees” and another stated that as a re-
sult of WILD, they would “sponsor peers and mentors, speak
out more about gender bias, seek out leadership positions.”
Challenges for our symposium included obtaining protected
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TABLE. WILD Symposium Agenda?
Topic Core Competency

Introduction to Issues Facing Women in Medicine Shaping Leadership Identity

Advocacy and Empowerment

"Culture Box” Group Share Community Building

"Honing Your Voice as a Leader” Public Speaking Seminar  Leadership Skills

Shaping Leadership Identity

Women as Change Agents in Academic Medicine Advocacy and Empowerment

“Advocacy in Action” Brainstorming Session Advocacy and Empowerment

Peer Networking Lunch Community Building

Addressing Microaggressions and Ally Skill Building Leadership Skills

Building your Mentorship Team Mentoring and Sponsorship

Navigating Difficult Conversations and Conflict Leadership Skills

Mentor/Mentee Relationships Panel Mentoring and Sponsorship

Networking with Faculty Reception Community Building

Mentoring and Sponsorship

*Sessions for the WILD Symposium are listed under “Topic.” The corresponding core compe-
tencies that each “Topic” item fulfills are listed under “Core Competency.”

curricular time from busy trainee schedules. Supportive lead-
ership at all levels was critical to our success; carving out ded-
icated curricular time will be essential for the sustainability of
this leadership symposium. Our group has recently received
funding to expand to a longitudinal course open to all women
residents and fellows across graduate medical education.

Although the complex and unique problems facing women
medical trainees are unlikely to be comprehensively addressed
by a leadership course, we urge other institutions to adopt and
expand on our model for teaching vital leadership skills. In ad-
dition to leadership skills, academic medical centers should
adopt a multipronged approach to support their female train-
ees, including clear and confidential reporting practices of
sexual harassment without fear of retaliation, training for all
staff on harassment and bias, involvement of men as allies, and
mentorship programs for women trainees. Further research is
needed to better understand this complex problem, its impact
on career outcomes, and a path to achieving gender equality
in medicine.
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