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Innovative therapies in gynecology: 
The evidence and your practice
Nonsurgical, nonhormonal novel treatments appear promising  
for treating such disorders as GSM and SUI, but is the evidence  
of efficacy and safety sufficient to bear them out?

Miles Murphy, MD, MSPH; Cecile Ferrando, MD, MPH;  
S. Abbas Shobeiri, MD, MBA; and Andrea Pezzella, MD

A s more and more gynecologic therapies 
move to the outpatient setting, keeping 
up on the latest data regarding emerging 

options can be challenging. Furthermore, it can 
be difficult to justify purchasing expensive equip-
ment for the office when a therapy is not covered 
by medical insurance plans. However, if a therapy 
is efficacious and patients are willing to pay out of 
pocket, clinicians may want to have these options 
available for their patients.

In an effort to work through these complex is-
sues, a panel of experts was convened at the 47th 
Annual Scientific Meeting of the Society of Gy-
necologic Surgeons in Palm Springs, California, 
on June 29, 2021. This article includes the salient 
points from that panel discussion.

Fractionated CO2 laser therapy
Fractionated CO2 laser therapy is considered sec-
ond-line therapy for the treatment of genitouri-
nary syndrome of menopause (GSM). In 2018, the 
US Food and Drug Administration (FDA) issued a 
safety warning about the use of CO2 laser therapy 
and warned patients and clinicians that the FDA 
had not approved the treatment for vaginal rejuve-
nation or treatment of vaginal symptoms related to 
menopause, urinary incontinence, or sexual func-
tion. Despite this warning, laser treatments are still 
performed in many practices.

In 2019, the International Continence So-
ciety (ICS) and the International Society for the 
Study of Vulvovaginal Disease (ISSVD) put out 
a joint practice consensus statement that es-
sentially did not recommend the routine use of 
laser treatment for GSM, urinary incontinence, 
or lichen sclerosus.1 Conversely, the 2020 Ameri-
can Urogynecologic Society (AUGS) published 
a clinical consensus statement that spoke to the 
promising results of laser therapy for the treat-
ment of vulvovaginal atrophy, vaginal dryness, 
and menopausal dyspareunia, with benefits last-
ing up to 1 year.2 This statement also suggested 
that the short-term safety profile of the CO2 laser 
device was favorable.

How CO2 lasers work
Fractionated CO2 laser therapy differs from un-
fractionated treatment (which often is used in the 
treatment of condyloma) in that it is not ablative. 
The laser works by using fractionated beams of 
light to penetrate the affected tissue to create small 
wounds in the epithelium and underlying lamina 
propria, which leads to collagen remodeling and 
regeneration that then results in the restoration of 
the superficial epithelium, vaginal rugae, and lu-
brication.3 Most clinicians perform 3 applications 
of the laser treatment 6 weeks apart, a recommen-
dation that is based on manufacturer-sponsored 
studies in menopausal women.

Study results of patient outcomes 
with laser therapy
GSM. Several retrospective4,5 and prospective 
studies6-10 have looked at short- and longer-term 
outcomes in patients undergoing treatment with 
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the CO2
 
laser. All of these studies showed improve-

ment in patient symptoms related to GSM.
The VeLVET trial, conducted by Paraiso and 

colleagues, was a randomized trial that compared 
CO2 laser treatment with vaginal estrogen in 
women with GSM.11 While the study was under-
powered due to cessation of enrollment once the 
FDA safety warning was issued, the authors re-
ported that at 6 months, both the fractionated CO2 
laser therapy group and the vaginal estrogen group 
had similar improvements, with 70% to 80% of par-
ticipants reporting satisfaction with treatment. The 
authors concluded that laser therapy is likely to be 
as efficacious as vaginal estrogen and may be a 
good option for patients who cannot use vaginal 
estrogen to treat GSM.11

Lichen sclerosus. Some data exist on the ef-
ficacy of laser therapy for the treatment of lichen 
sclerosus. One recently published randomized 
trial showed that at 6 months, fractionated CO2 
laser treatment and prior treatment with high po-
tency topical corticosteroids was associated with 
higher improvement in subjective symptoms and 
objective measures compared with clobetasol 
propionate treatment.12 Another trial, however, 
revealed that laser treatment was not an effective 
monotherapy treatment for lichen sclerosus when 
compared with placebo.13 Fewer studies have  
examined the effect of laser therapy on urinary  
incontinence.

More prospective data are emerging, evi-
denced by trials currently registered in ClinicalTri-
als.gov. While some studies provide evidence that 
laser therapy may be efficacious in the treatment of 
vulvovaginal atrophy, additional data are needed 
to confirm the favorable outcomes observed with 
laser therapy for the treatment of lichen sclerosus, 
and a significant amount of data are needed to 
evaluate the efficacy of laser treatment for urinary 
incontinence.

Until such evidence is available, fractionated 
CO2 vaginal laser therapy will remain a fee-for-
service treatment option and will be inaccessible 
to patients who cannot afford the cost of treatment.

Hydrogel urethral bulking
Urethral bulking agents have been used for 5 de-
cades in the treatment of stress urinary inconti-
nence (SUI) in women. Unlike midurethral slings, 

in which many medical device companies use the 
same implant material (microporous, monofila-
ment polypropylene mesh), the material for bulk-
ing agents has varied greatly. A 2017 Cochrane 
review of urethral bulking listed these agents used 
for this indication: autologous fat, carbon beads, 
calcium hydroxylapatite, ethylene vinyl alcohol 
copolymer, glutaraldehyde cross-linked bovine 
collagen, hyaluronic acid with dextranomer, por-
cine dermal implant, polytetrafluoroethylene, and 
silicone particles.14 These agents can be injected 
through a transurethral or periurethral technique. 
The review failed to find superiority of one mate-
rial or injection technique over another.

New bulking agent available
In January 2020, the FDA approved the premarket 
application for a new bulking agent. This new agent 
is a permanently implanted, nonresorbable hydro-
gel that consists of cross-linked polyacrylamide 
(2.5%) and water (97.5%). It is intended to be used 
with a transurethral bulking system that includes a 
rotatable sheath and two 23-guage needles; a total 
of 1.5 to 2.0 mL of the hydrogel is injected in 3 loca-
tions in the proximal urethra per session. Patients 
may undergo an additional 2 sessions, if needed, at 
least 4 weeks after the previous session.

Polyacrylamide hydrogel has been used as a 
bulking agent in cosmetic and ophthalmic surgery 
for many years, and it was first approved for medi-
cal use in Europe in 2001. The initial European 
data on its use as a urethral bulking agent was 
published in 2006.15 The first North American data 
came in 2014 from a multicenter, randomized trial 
that compared polyacrylamide hydrogel with col-
lagen gel.16 This investigation followed 345 women 
for 12 months and concluded that the safety and 
efficacy of polyacrylamide hydrogel was not infe-
rior to collagen, with a little over half of both co-
horts demonstrating a 50% or greater decrease in 
incontinence episodes.

Since these initial studies, 3-year17 and 7-year 
safety and efficacy data18 have been reported, 
with reassuring findings, but both studies experi-
enced significant attrition of the original group of 
patients. The most commonly reported adverse 
events associated with the procedure are pain at 
the injection site (4%–14%) and urinary tract in-
fection (3%–7%); transient urinary retention rates 
range in incidence from 1.5% to 15%.19

CONTINUED ON PAGE SS4
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Short procedure, long-term results
Given that a urethral bulking procedure can be 
done in less than 10 minutes in the office under 
local analgesia, this treatment may lend itself to 
use in more brittle patient populations. One study 
of women aged 80 or older showed a greater than 
50% decrease in the number of daily pads used for 
up to 2 years after initial injection.20 Another study 
found the greatest treatment success in women 
aged 60 years or older with fewer than 2.5 episodes 
of SUI per day.21

Platelet-rich plasma therapy
Platelet-rich plasma (PRP) therapy has been used 
in multiple disciplines for more than 2 decades as 
a treatment to regenerate damaged tissue, particu-
larly in sports medicine for treating tendonitis as 
well as in plastic surgery, gynecology, urology, and 
ophthalmology, and good outcomes have been 
demonstrated with no serious adverse effects. PRP 
is a natural product in which high levels of plate-
lets are concentrated through centrifugation with 
bioactive growth factors, including platelet-derived 
growth factor (PDGF), transforming growth factor-
beta (TGF-β), vascular endothelial growth factor 
(VEGF), epidermal growth factor (EGF), fibroblast 
growth factor (FGF), and insulin growth factor 
(IGF).22 The activated platelets are then injected 
autologously back into the patient’s tissue. This 
process releases activated growth factors that ac-
celerate tissue healing by stimulating the number 
of reparative cells to create collagen production, an-
giogenesis, and neurogenesis while fighting infec-
tion and downregulating the autoimmune system.

Uses for PRP in gynecology
In gynecology, dating back to 2007 PRP was shown 
to facilitate wound healing, when Fanning and col-
leagues reported PRP applications in gynecologic 
operative wounds, such as hysterectomies and 
urogynecologic procedures, to reduce postopera-
tive pain.23 In the last decade, there has been a dra-
matic increasing trend in the application of PRP 
injections as an alternative therapy in gynecology 
to improve intimate health. PRP has been used 
to treat lichen sclerosus, atrophic vaginitis, SUI, 
and female sexual dysfunction; however, there is 
a dearth of studies that compare PRP with tradi-
tional therapies.

Runels and colleagues described the effects 
of localized injections of autologous PRP for the 
treatment of sexual dysfunction early in 2014.24 
Those authors pioneered PRP use in women with 
dyspareunia and other symptoms related to sexual 
dysfunction. Women were offered PRP injections 
into the periurethral area of the Skene glands and 
the clitoris. Sexual satisfaction and pain were im-
proved but results did not reach statistical signifi-
cance. The results of this pilot study of 11 patients 
suggested that PRP injections could perhaps be an 
effective method to treat certain types of female 
sexual dysfunction, including desire, arousal, lu-
brication, and orgasm.

In another pilot study, Long and colleagues 
looked at the effectiveness of local injection of 
PRP for treating women with SUI.25 In that study, 
younger patients with mild severity of SUI had 
promising results, with up to 75% cured or im-
proved. Results in the older group, with 50% cured 
or improved, did not reach statistical significance. 
Other small, limited studies have been conducted 
under the hypothesis that PRP as an “O-shot” may 
be a promising treatment that is a safe, effective, 
nonsurgical, and nonhormonal option for women 
with dyspareunia from lack of lubrication and re-
lated sexual dysfunction, such as decreased libido 
or arousal.26-29 A pilot study by Behnia-Willison and 
colleagues demonstrated clinical improvement in 
PRP use as an alternative to topical steroids for li-
chen sclerosus.30 Several other studies also have 
shown efficacy for the treatment of lichen sclero-
sus.31-34

More evidence of efficacy needed
To date, preliminary studies suggest that PRP 
holds promise for a host of gynecologic conditions. 
Since PRP is autologous, there are no significant 
contraindications, and thus far there have been 
no known serious adverse effects. However, most 
health insurers still do not cover this therapy, so 
for now patients must pay out-of-pocket fees for 
these treatments.

As we continue to investigate therapies in re-
generative medicine, the continued efforts of our 
discipline are required to conduct well-designed 
prospective, randomized controlled studies. While 
initial series suggest that PRP is safe, it is unlikely 
that this therapy will be embraced widely in the para-
digm as an alternative treatment option for many 

CONTINUED FROM PAGE SS3
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genitourinary symptoms of menopause and vulvar 
disorders until efficacy is better established.

Radiofrequency therapy
For the past 20 years, radiofrequency (RF) energy 
has been used through the vagina, urethra, and 
periurethral tissues for the treatment of genito-
urinary symptoms, with limited success. More re-
cently, because some patients hesitate to receive 
mesh implants for treatment of urinary inconti-
nence,35 there has been gravitation to office-based 
procedures.

In contrast to lasers, which transmit energy 
through light, RF waves (measured in hertz) trans-
form the kinetic energy of the intracellular atoms, 
which move and collide, generating thermal en-
ergy.36,37 RF therapy has been shown to increase 
the proportion of smooth muscle and connective 
tissue; stimulate proliferation of the epithelium, 
neovascularization, and collagen formation in 
the lamina propria; and improve natural lubrica-
tion.36,38 In addition, RF is:
•	 ablative when the heat is capable of generating 

ablation and/or necrosis of the epidermis and 
dermis

•	 microablative when energy fractionation pro-
duces microscopic columns of ablative thermal 
lesions in the epidermis and upper dermis, re-
sulting in microscopic columns of treated tissue 
interspersed with areas of untreated skin,39 and

•	 nonablative when trauma occurs only in the 
dermis by heating without causing ablation of 
the epidermis.39

The RF devices discussed below are used with 
settings for microablation in the treatment of SUI 
and sexual health/vaginal laxity, and with nonab-
lative settings in the treatment of GSM.

RF for the treatment  
of urinary incontinence
Studies with RF have shown its benefits in urinary 
symptoms as secondary outcomes, such as im-
provement of SUI.38,40 One theory that favors energy 
devices as a treatment for SUI is that the treatment 
strengthens suburethral and pubocervical support, 
thereby decreasing urethral mobility.41

In 2016, the Viveve system (Viveve) re-
ceived FDA 510(k) clearance for “use in general 
surgical procedures for electrocoagulation and  

hemostasis.” A single-site, randomized, nonblinded 
pilot study compared 1 treatment (group 1) versus  
2 treatments (group 2) with the Viveve system for 
SUI in 35 participants.42 At 12 months, only for 
group 2 did mean scores on the Incontinence Im-
pact Questionnaire Short Form (IIQ-7) and the 
International Consultation on Incontinence Mod-
ular Questionnaire-Urinary Incontinence-Short 
Form (ICIQ-UI-SF) decrease by the minimum clin-
ically important difference of 16 and 2.52 points, 
respectively, compared with baseline.

The ThermiVa device (ThermiGen, LLC) re-
ceived FDA clearance for “use in dermatological 
and general surgical procedures for electroco-
agulation and hemostasis” in 2017. A single-site, 
prospective, double-blind, randomized controlled 
pilot trial evaluated the efficacy of this device for 
the treatment of SUI in 20 participants randomly 
assigned in a 1:1 fashion to active and sham 
groups.43 At 12 weeks, mean scores of the Urogeni-
tal Distress Inventory (UDI-6) and the ICIQ-UI-SF 
decreased by the minimal clinically important 
difference only in the treatment group arm. Addi-
tionally, 70% of treatment group participants had a 
negative stress test at 12 weeks compared with 0% 
of control group participants.43 In another study of 
48 patients who were followed longitudinally for  
5 months, a substantial improvement in genital 
appearance was observed.44 Assessment based on 
validated instruments demonstrated significant 
improvements in sexual function and SUI.44

A microablative RF device (Wavetronic 6000 
Touch Device, Megapulse HF FRAXX system; Lok-
tal Medical Electronics) consists of a vaginal probe 
with 64 microneedles at the tip, each capable of 
penetrating to a depth of 1 mm. During activation, 
delivery of RF energy, which results in vaporiza-
tion of tissue at 100 °C, occurs in a preset sequence 
of 8 needles at a time, preventing the overheating 
of intervening tissue between adjacent needles.

Slongo and colleagues conducted a 3-arm 
randomized clinical trial that included 117 climac-
teric women with SUI.45 In group 1, treatment con-
sisted of 3 monthly sessions of RF; group 2 received 
12 weekly sessions of pelvic floor muscle training 
(PFMT); and group 3 received RF treatment plus 
PFMT simultaneously. Assessments were con-
ducted at baseline and 30 days after the end of 
therapy using validated questionnaires and scales 
for urinary, vaginal, and sexual functions, and 
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cytology was used to assess vaginal atrophy. The 
association between RF and PFMT showed signifi-
cant improvement in the SUI symptoms assessed 
by questionnaire. The vaginal symptoms and dry-
ness showed more substantial improvement with 
the RF treatment, and vaginal laxity showed simi-
lar improvement in the 3 treatment groups.45

RF for the treatment of GSM
For women who are not candidates for localized 
hormone therapy, as well as others who simply do 
not wish to use hormones, nonablative RF laser 
therapy may be an alternative for the management 
of GSM.

The VIVEVE I trial was one of the largest ran-
domized, sham-controlled trials performed to de-
termine the efficacy of vaginal rejuvenation using 
surface-cooled RF; 174 women received either RF 
treatment (90 J/cm2) or sham treatment (1 J/cm2).46 
Treated participants had a significant improve-
ment in perception of vaginal laxity/looseness and 
sexual function up to 6 months posttreatment.46 
Overall, participants were satisfied with the treat-
ment (77.8%–100%) and reported significant im-
provements in vaginal laxity and symptoms of 
atrophy. RF was well tolerated with minimal ad-
verse effects, such as procedure-related erythema 
and edema of treated tissue, and vaginal discharge. 
One patient discontinued treatment because of 
procedural pain.47,48

The ThermiVa system also was evaluated for 
efficacy in the treatment of GSM in a single-site, 
double-blind randomized controlled pilot study, 
the methods of which were previously described 
above.43 GSM symptoms were evaluated at base-
line and 12 weeks using the Vaginal Health Index 
(VHI) and visual analog scale (VAS). At the 12-
week follow-up, compared with baseline scores, 
VHI scores were unchanged in the control group 
and improved in the treatment group. Addition-
ally, VAS scores for dyspareunia decreased in the 
treatment group compared with baseline while 
VAS for dyspareunia in the sham group did not 
change from baseline to 12 weeks.

RF treatment for sexual health
The efficacy of the Viveve RF system for female sex-
ual dysfunction was evaluated in an international, 
randomized, controlled, single-blinded study  
(n = 154) that compared 6-month outcomes of RF 

treatment versus sham treatment.46 Although there 
was a statistically significant improvement in pa-
tient-reported sexual dysfunction on validated in-
struments, it is essential to note that the study was 
powered for the primary outcome of vaginal laxity. 
In addition, the study was not adequately powered 
to evaluate safety; however, the adverse events 
reported were mild, and the most frequently re-
ported adverse event was vaginal discharge.

Microablative monopolar RF treatment for 
GSM has been evaluated in 2 single-arm clinical 
trials that included a total of 70 patients.39,49 Pre- 
and posttreatment outcomes were analyzed af-
ter delivery of 3 treatment sessions 28 to 40 days 
apart. Although the only significant improvement 
in quality of life was in the health domain of the 
World Health Organization Quality of Life Adapted 
Questionnaire (P = .04), significant improvements 
in sexual functioning were seen in terms of the de-
sire (P = .002), lubrication (P = .001), satisfaction 
(P = .003), and pain (P = .007) domains of the Fe-
male Sexual Function Index (FSFI) questionnaire 
except for excitation and orgasm.39 Overall, 100% 
of participants reported being satisfied or very 
satisfied with treatments, and 13 of 14 women felt 
“cured” or “much better.”39 After treatment, signifi-
cant increases in vaginal Lactobacillus (P<.001), 
decreases in vaginal pH (P<.001), improvements 
in maturation of vaginal cellularity (decreased 
parabasal cells, P<.001; increased superficial cells, 
P<.001), and increased VHI score (P<.001) alone 
occurred.49 No adverse events beyond self-limited 
vaginal burning and redness were reported.39,49 In 
another study mentioned above, the combination 
of RF and PFMT in sexual function does not offer 
benefits superior to those achieved by the thera-
pies alone.45

Evidence on RF treatment does not 
support marketing efforts
Radiofrequency devices have been marketed for a 
variety of genitourinary problems in women, with 
limited high-quality, randomized, comparative 
evidence of efficacy and durability in the literature. 
It is unfortunate that RF treatment continues to be 
promoted by practitioners around the world who 
cite small, short-term studies that lack biostatisti-
cal rigor in their reporting of protocols and results. 
Statements from both AUGS and the Interna-
tional Urogynecological Association have heeded  

CONTINUED ON PAGE SS8
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caution on the use of lasers but they could not even 
evaluate RF devices due to lack of evidence.2,41

Informed counseling  
and shared decision making 
remain the bottom line
By the year 2025, all members of the Baby Boom 
generation will be aged 60 or older. While in the 
past there has been a reluctance to discuss wom-
en’s sexual health, urinary incontinence, and 
GSM, the need for open discussion and a variety of 
treatment options for these conditions has never 
been more critical.

Many patients prefer office-based therapies 
over hospital-based procedures, and others are 
leery of synthetic implants. These concerns are lead-
ing toward great interest in the types of treatments 
covered in this article. However, it is paramount that 
clinicians are aware of the evidence-based data be-
hind these emerging options so that we can openly 
and accurately counsel our patients.

As we have shown, the quality of the data 
behind these officed-based therapies varies sig-
nificantly. Until a greater body of research data is 
available, we must carefully balance our desire to 
meet patient wishes with solid, informed counsel-
ing and shared decision making. n

CONTINUED FROM PAGE SS6
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Gender equity and gynecologic 
surgery: Ensuring a culture 
of diversity and inclusion
Although gender biases remain widespread, even among health 
care providers, solutions exist to create gender equity within 
ObGyn. The authors explain how deliberate use of specific steps 
can help achieve a gender-equitable culture.

Christine A. Heisler, MD, MS, and Sarah M. Temkin, MD

A 
workplace environment conducive to 
success includes equal access to re-
sources and opportunities, work-life inte-

gration, freedom from gender discrimination and 
sexual harassment, and supportive leadership. 
With focused leadership that is accountable for 
actionable interventions through measurable out-
comes, it is possible to create an equitable, safe, 
and dignified workplace for all ObGyns.

Recently, obstetrics and gynecology has be-
come the only surgical specialty in which a majority 
of practitioners are women. Since the 1990s, women 
in ObGyn have composed the majority of trainees, 
and 2012 marked the first year that more than half 
of the American College of Obstetricians and Gyne-
cologists (ACOG) Fellows in practice were women.1

Despite the large proportion of women within the 
specialty, ongoing gender-based inequities continue. 
Many of these inequities are rooted in our pervasive 
societal views of behavioral norms based on biologic 
or perceived sex, otherwise known as “gender,” roles.2 
The cultural gender role for men embodies charac-
teristics that are bold, competitive, decisive, analyti-
cal; qualities for women include modesty, nurturing, 
and accommodating in interactions with others. Such 
male-typed traits and behaviors are termed “agentic” 
because they involve human agency, whereas female-
typed traits and behaviors are termed “communal.”3

Gender biases remain widespread, even among 
health care providers.4 When gender roles are  

applied to medical specialties, there is an assump-
tion that women tend toward “communal” special-
ties, such as pediatrics or family practice, whereas 
men are better suited for technical or procedural 
specialties.5 ObGyn is an outlier in this schema 
because its procedural and surgical aspects would 
characterize the specialty as “agentic,” yet the ma-
jority of ObGyn trainees and physicians are women.

Biases related to gender impact many aspects 
of practice for the ObGyn, including:
• surgical education and training
• the gender wage gap
• interpersonal interactions and sexual 

harassment
• advancement and promotion.

Surgical education and training
The message that desirable characteristics for 
leadership and autonomy are aligned with mas-
culinity is enforced early in medical culture, and it 
supports the ubiquity of deep-seated stereotypes 
about gender roles in medicine. For example, 
the language used for letters of recommenda-
tion for women applying to residency and fellow-
ship highlight communal language (nurturing, 
warm), whereas those for men more typically use 
agentic terms (decisive, strong, future leader).6  
During ObGyn surgical training, women resi-
dents receive more negative evaluations than 
men from nurses throughout training, and they 
report spending more effort to nurture these rela-
tionships, including changing communication in  
order to engage assistance from nurses.7
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Similarly, women trainees receive harsher and 
more contradictory feedback from attending phy-
sicians.8 For example, a woman resident may be 
criticized for failing to develop independence and 
execute complete plans for patient care; later, she 
might be labeled as “rogue” and told that she should 
engage with and seek input from supervising faculty 
when independently executing a treatment plan.

Even when attempting to apply feedback in 
the operating room, women trainees are afforded 
less surgical autonomy than men trainees.9 These 
factors contribute to lower surgical confidence 
in women trainees despite their having the same 
technical skills as men, as measured by the Funda-
mentals of Laparoscopic Surgery skills exam.10

The gender wage gap
The mean salary for women ObGyns remains 
lower than that for men at every academic rank, 
with the differences ranging from $54,700 at the 
assistant professor rank to $183,200 for the de-
partment chair position.11 Notably, the pay dis-
crepancy persists after adjustments are made for 
common salary-influencing metrics, such as expe-
rience, practice construct, and academic produc-
tivity.12 The gender salary gap is further identified 
for women subspecialists, as women reproductive 
endocrinology and infertility specialists and gyne-
cologic oncologists earn $67,000 and $120,000 less, 
respectively, than men colleagues.13,14

While the gender wage gap often is attributed 
to women’s desire to work part time, similar rates 
of graduating women and men medical students 
in 2018 ranked schedule flexibility as important, 
suggesting that work-life balance is related to an 
individual’s generation rather than gender.11

Parenting status specifically adversely affects 
women physicians, with an ascribed “motherhood 
penalty” and “fatherhood bonus” phenomenon: 
women physicians who became parents lost an 
additional 6% salary, whereas men physicians saw 
a salary increase of 4% with parenthood.15

Most worrisome for the specialty is evidence 
of declining wages for ObGyns relative to other 
fields. “Occupational segregation”16 refers to the 
pronounced negative effect on earnings as more 
women enter a given field, which has been de-
scribed in other professions.17 Overall, ObGyn 
salaries are the lowest among surgical specialties18 

and show evidence of decline corresponding to 
the increasing numbers of women in the field.16

Interpersonal interactions  
and sexual harassment
In the workplace, women in ObGyn face more 
interpersonal relationship friction than men. 
Practicing women ObGyns report differing treat-
ment by nurses as compared to men,19 noting 
that additional time and effort are required to 
nurture professional relationships. Additionally, 
nurses and trainees20 evaluate practicing women  
ObGyns more harshly than they evaluate men. 
Further, women gynecologic surgeons experience 
gender bias from patients, as patients endorse a 
preference to have a woman gynecologist but pre-
fer a man gynecologic surgeon.21

In addition to gender bias, the experience of 
gender harassment, including sexual harassment, 
is common, as two-thirds of women gynecologists 
report workplace harassment, 90% of which is at-
tributed to gender.22 This rate is 3 times higher than 
that for men, with a senior colleague in a position 
of power within the same organization reported to 
be the harasser to women in 91% of occurrences.

Advancement and promotion
Within academia, women faculty face specific 
career-limiting barriers related to gender. Rates of 
academic promotion and leadership opportuni-
ties remain lower for women than for men faculty. 
Although there has been more women representa-
tion in ObGyn over the past 20 years, the number 
of women serving as department chairs, cancer 
center directors, editors-in-chief, or on a board of 
directors remains lower than what would be ex-
pected by representation ratios.23 (Representation 
ratios were calculated as the proportion of ObGyn 
department-based leadership roles held by women 
in 2019 divided by the proportion of women  
ObGyn residents in 1990; representation ratios 
<1.0 indicate underrepresentation of women). 
This lag in attainment of leadership roles is com-
pounded by the difficulties women faculty expe-
rience in finding mentorship and sponsorship,24 
which are known benefits to career advancement. 

Having fewer women hold leadership roles 
also negatively influences those in training.  
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For example, a survey of emergency medicine and 
ObGyn residents identified an implicit gender bias 
that men and women residents favored men for 
leadership roles.25 This difference, however, was not 
significant when division chiefs and department 
chairs were women, which suggests that visibility of 
women leaders positively influences the stereotype 
perception of men and women trainees.4

Blueprint for change
While the issues surrounding gender bias are 
widespread, solutions exist to create gender equity 
within ObGyn. Efforts to change individual behav-
ior and organizational culture should start with an 
understanding of the current environment.

Multiple studies have promoted the concept 
of “culture change,”26,27 which parallels a standard 
change process. A critical aspect of change is that 
individuals and organizations maintain the status 
quo until something prompts a desire to achieve a 
different way of being. As data regarding the breadth 
and impact of gender bias emerge and awareness is 
raised, there is recognition that the status quo is not 
achieving the goals of the department or institution. 
This may occur through the result of loss of physi-
cian talent, reduced access for vulnerable patient 
populations, or lower financial productivity.

Once change is considered, it must deliber-
ately be pursued through a specific process. The 
first actionable step is to assess the existing state 
and then identify prior barriers to and current  
opportunities for success. A validated instrument 

that has been applied for this purpose is the Diver-
sity Engagement Survey, a 22-item questionnaire 
that assesses 8 domains of organizational inclusion 
on a 5-point Likert scale (see TABLE, page SS14).28 
This tool not only provides a measure of institu-
tional culture but also obtains characteristics of the 
respondents so that it additionally assesses how en-
gaged specific groups are within the organization. 
Once baseline data are obtained, an action plan can 
be formulated and enacted. This cycle of assess-
ment, system influences, plan, and act should be 
continued until the desired changes are achieved.

It is critically important to identify objective, 
measurable outcomes to assure that the interven-
tions are moving the culture toward enhanced 
gender equity. As the ideal state is achieved, de-
velopment of practices and enforceable policies 
help to ensure the longevity of cultural changes. 
Furthermore, periodic re-evaluation of the exist-
ing organizational culture will confirm the main-
tenance of gender equity objectives.

Solutions toward gender equity
Gender inequity may arise from societal gender 
roles, but it is incumbent on health care organiza-
tions to create an environment free from gender bias 
and gender harassment. An imperative first step is 
to identify the occurrence of gender discrimination.

The HITS (Hurt, Insulted, Threatened with 
harm, or Screamed at) screening tool has been used 
effectively with surgical residents to identify the prev-
alence of and most common types of abuse.29 This 

Key points for ensuring a culture of gender equity

•	 Gender bias in obstetrics and gynecology is pervasive and spans training through practice.
•	 Culture change requires assessing the current state, identifying system barriers and opportunities, 

creating a plan, and taking action.
•	 Interventions to create gender equity exist on an organizational, interactional, and individual level. 
•	 Every intervention to ensure gender equity must have a measurable outcome to track progress.
•	 Intentional action toward gender equity could include implicit bias awareness (for example, the Implicit 

Association Test), gender bias habit-breaking intervention workshops, formal mentorship programs 
(such as the Wisconsin program “Entering mentoring” curriculum1), women-focused leadership 
programs (such as Executive Leadership in Academic Medicine [ELAM]2), and Strategies and Tactics 
for Recruiting to Improve Diversity and Excellence (STRIDE) presentations.

References
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instrument could be adapted and administered to 
ObGyns in practice or in training. These data should 
inform the need for system-level antisexist training 
as well as enforcement of zero-tolerance policies.

Organizations have the ability to create a salary-
only compensation model for physicians within the 
same specialty regardless of academic rank or aca-
demic productivity, which has been demonstrated 
to eliminate gender pay disparity.30 Additional mea-
sures to achieve gender equity involve antisexist 
hiring processes31 and transparency in metrics for 
job performance, salary, and promotion.32

While health care organizations are obliged to 
construct a gender-equitable culture, efforts can 
be made on the individual level. Implicit bias is 

ascribed to the unconscious attitudes and stereo-
types people conclude about groups. The Implicit 
Association Test (IAT) is a validated instrument 
that provides the respondent with information 
about one’s own implicit biases. By uncovering 
gender bias “blind spots,” an individual can work 
to consciously overcome these stereotypes. Ex-
tending from the mental reframing required for 
overturning implicit biases, individuals can learn 
to identify and intervene in real-world situations. 
This concept of “being an upstander” denotes 
stepping in and standing up when an inappropri-
ate situation arises33 (see “Case example: Being an 
upstander,” on page SS16). The targeted individ-
ual may not have the ability or safety to navigate 

TABLE  Diversity Engagement Survey: A questionnaire to assess an institution’s 
inclusion efforts28

Engagement and 
inclusion factor Item Item descriptiona

Common purpose 4 I feel that my work or studies contribute to the mission of the institution

17 I feel connected to the vision, mission, and values of this institution

Access to opportunity 5 This last year, I have had opportunities at work/school to develop professionally

9 There is someone at work/school who encourages my development

Equitable reward and 
recognition

10 I receive recognition and praise for my good work similar to others who do 
good work at this institution

16 In my institution, I am confident that my accomplishments are compensated 
similar to others who have achieved their goals

Cultural competence 7 In this institution, I have opportunities to work successfully in settings with 
diverse colleagues

11 I believe my institution manages diversity effectively

15 In my institution, I receive support for working with diverse groups and work-
ing in cross-cultural situations

20 In this institution, there are opportunities for me to engage in service and 
community outreach

Trust 1 I trust my institution to be fair to all employees and students

13 If I raised a concern about discrimination, I am confident my institution would 
do what is right

19 I believe that in my institution harassment is not tolerated

Sense of belonging 6 At work/school, my opinions matter

14 I consider at least one of my co-workers or fellow students to be a trusted friend

21 I feel that I am an integral part of my department or school

Appreciation of  
individual attributes

3 I am valued as an individual by my institution

8 Someone at work/school seems to care about me as an individual

22 The culture of my institution is accepting of people with different ideas

Respect 2 The leadership of my institution is committed to treating people respectfully

12 In my institution, I experience respect among individuals and groups with 
various cultural differences

18 I believe that my institution reflects a culture of civility
a Responses are scored on a 5-point Likert scale (5 = strongly agree, 1 = strongly disagree).
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through a confrontation, but an upstander might 
be able to assist the target with empowerment, 
verbalization of needs, and support.

Lastly, mentorship and sponsorship are criti-
cal factors for professional development and ca-
reer advancement. Bidirectional mentorship 
identifies benefit for the mentee and the mentor 
whereby the junior faculty obtain career develop-
ment and support and the senior faculty may learn 

new teaching or communication skills.34

A final word
As recognized advocates for women’s health, we 
must intentionally move toward a workplace that 
is equitable, safe, and dignified for all ObGyns. En-
suring gender equity within obstetrics and gyne-
cology is everyone’s responsibility. n
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Case example: Being an upstander

Dr. Bethany Wain is attending a departmental conference and is talking with another member of her 
division when Dr. Joselle, her division director, approaches. He is accompanied by the Visiting Professor, 
an internationally reputable and dynamic man, a content expert in the field of work in which Dr. Wain 
is interested and has published. Dr. Joselle introduces the Visiting Professor formally, using his title of 
“doctor.” He then introduces Dr. Wain by her abridged first name, Beth.

As an upstander, the Visiting Professor quickly addresses Dr. Wain by her title and uses the situation 
as a platform to highlight the need to maintain professional address in the professional environment. He 
then adds that women, who are usually junior in academic rank, confer more benefit to being addressed 
formally and receiving visibility and respect for their work in a public forum. In this way, the Visiting 
Professor amplifies Dr. Wain’s work and status and demonstrates the standard of using professional 
address for women and men.


