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Abstract

Objective—To characterize the cohort who may become senior leaders in obstetrics and 

gynecology by examining the gender and subspecialty of faculty in academic department 

administrative and educational leadership roles.

Methods—This is an observational study conducted through websites of U.S. obstetrics and 

gynecology residency programs accredited in 2012-2013.

Results—In obstetrics and gynecology departmental administrative leadership roles, women 

comprised 20.4% of chairs, 36.1% of vice chairs, and 29.6% of division directors. Among 

educational leaders, women comprised 31.9% of fellowship directors, 47.3% of residency 

directors and 66.1% of medical student clerkship directors. Chairs were most likely to be 

maternal–fetal medicine faculty (38.2%), followed by specialists in general obstetrics and 

gynecology (21.8%), reproductive endocrinologists (15.6%), and gynecologic oncologists 

(14.7%). Among chairs, 32.9% are male maternal–fetal medicine specialists. Family planning had 

the highest representation of women (80.0%) among division directors, while reproductive 

endocrinology and infertility had the lowest (15.8%).

The largest proportion of women chairs, vice chairs, residency program directors, and medical 

student clerkship directors were specialists in general obstetrics and gynecology.

Conclusion—Women remained under-represented in the departmental leadership roles of chair, 

vice chair, division director, and fellowship director. Representation of women was closer to 
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parity among residency program directors, where women held just under half of positions. Nearly 

one in three department chairs was a male maternal–fetal medicine specialist. Compared to 

subspecialist leaders, specialist leaders in general obstetrics and gynecology were more likely to 

be women.

Introduction

Women comprise nearly half of medical school students and residents and 37% of medical 

school faculty members (1-3). However, the proportion of women who advance to the senior 

ranks of academic medicine remains lower than that of men (3,4). Obstetrics and 

gynecology has the largest proportion of women residents (81%), faculty (54%), and 

department chairs (20%) compared to other specialties (3,5). Women have comprised more 

than 50% of obstetrics and gynecology residency graduates for over 20 years (6). If women 

and men progress to leadership positions at the same rate, after enough time has elapsed, 

gender distributions in leadership roles should reflect the historical residency cohorts. If one 

assumes that 20 years is sufficient time for faculty members to advance to career positions at 

which promotion to leadership positions is common, (7) based on this historical residency 

cohort we would expect women and men to hold most obstetrics and gynecology 

departmental leadership roles in similar numbers.

The Association of American Medical Colleges provides data on the overall proportion of 

women in the leadership roles of department chair (14%), vice chair (22%), and division 

director (22%), but these data are consolidated across all medical specialties (3). The 

objective of this study was therefore to describe the cohort of faculty who may become 

senior leaders in obstetrics and gynecology by examining the gender and subspecialty of 

faculty in academic department administrative and educational leadership roles.

Materials and Methods

We conducted a cross-sectional observational study of U.S. academic departments of 

obstetrics and gynecology. A department was included if it had a residency program that 

was accredited in 2012-2013 by the Accreditation Council for Graduate Medical Education 

(8). From November 7, 2012 until January 6, 2013, each academic department's website was 

visited, and information about leaders within the department was collected. The institutional 

review board at Beth Israel Deaconess Medical Center approved this project.

Each department's website was searched for information about administrative leadership 

positions, which included chair, vice chair, and division director, as well as educational 

leadership positions, which included residency and fellowship program directors and 

medical student clerkship director. The gender of leaders was determined by name and 

confirmed by image and pronoun use, when available. Subspecialty was determined by 

documentation of fellowship training on each website, if applicable. Leaders without 

apparent subspecialty training who were listed within a subspecialty division or were listed 

as division directors or fellowship directors were categorized as that subspecialty. Leaders 

who were not assigned a subspecialty category were considered specialists in general 

obstetrics and gynecology. Titles and degrees were collected as reported on the websites.
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For this study, we considered the titles of assistant chair, associate chair, and co-chair to be 

equivalent to vice chair. Division chief, division head, and chief (of division) were 

categorized with division director. Vice chairs or directors of research, medical directors, 

directors of clinical practice or clinical units, and non-physician leaders were not included. 

Interim or “acting” titles were recorded in the same way as permanent positions; information 

on emeritus faculty was not collected. If no leadership information was available but faculty 

biographies were provided, the individual biographies were searched for relevant titles and 

positions.

If a department's website did not provide information about its leadership, the department 

chair was identified on the Association of Professors of Gynecology and Obstetrics website 

(9) and confirmed via web search: “[name of program] obstetrics gynecology chair”. A 

similar strategy was used for vice chair and division director. Residency program director 

information was verified using the Accreditation Council for Graduate Medical Education 

website (8). If these strategies were unsuccessful, no further search was attempted.

Residency programs were categorized according to the classification used in the American 

Medical Association's FREIDA Online residency program database as university-based, 

community-based university-affiliated, community-based, or military (10). Military-based 

programs and programs outside the 50 U.S. states were excluded because we assumed the 

pool of potential leaders differed from the general U.S. obstetrician–gynecologist 

population.

All statistical analyses were performed using SAS 9.3 (SAS Institute, Cary, NC). All tests 

were two sided, and P values <0.05 were considered statistically significant. Categorical 

variables were presented as frequency and proportion and compared using the chi-square or 

Fisher's exact test.

Results

The Accreditation Council for Graduate Medical Education lists 233 non-military U.S. 

academic departments of obstetrics and gynecology (8). Residency programs in academic 

departments were university-based (47.6%), community-based with a university affiliation 

(41.6%), or based in community hospitals (10.7%) (10). A total of 1,575 faculty leaders 

from these 233 departments were identified. Department websites containing faculty names 

were available for 231 departments (99.1%). Six websites did not contain information about 

the department chair.

In obstetrics and gynecology departmental administrative leadership roles, women 

comprised 20.4% of department chairs, 36.1% of vice chairs, and 29.6% of division 

directors. In educational leadership roles, women comprised 66.1% of medical student 

clerkship directors, 47.3% of residency program directors, and 31.9% of fellowship 

directors. The proportions of leaders who were women did not differ when comparing 

university-based and community-based departments with or without university affiliations 

(all P≥0.10) with the exception of residency program directors, where women comprised a 

higher proportion in university-based departments (P<0.001).
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Department chairs who were men were significantly more likely to have subspecialty 

training (81.6%) compared with department chairs who were women (65.2%; P=0.02). 

Among obstetrics and gynecology subspecialties, the greatest proportion of department 

chairs was maternal–fetal medicine faculty (38.2%), followed by specialists in general 

obstetrics and gynecology (21.8%), reproductive endocrinologists (15.6%), and gynecologic 

oncologists (14.7%). Nearly 1 in 3 (32.7%) general obstetrics and gynecology specialist 

department chairs was a woman (Table 1). In contrast, among maternal–fetal medicine 

specialists serving as chairs, only 12 (14.0%) were women—the lowest among all accredited 

subspecialties. Nearly one-third of all department chairs was a male maternal– fetal 

medicine specialist. Among university-based departments, women department chairs were 

significantly more likely to be subspecialists (81.5%) than women department chairs at 

community-based departments (42.1%; P=0.01). A similar pattern was seen among chairs 

who were men, with 91.6% in university-based departments being subspecialists compared 

with 73.4% in community-based departments (P=0.004).

Specialists in general obstetrics and gynecology comprised the greatest proportion of vice 

chairs (38.1%), followed by maternal-fetal medicine specialists (29.9%) (Table 1). Among 

division directors, family planning had the highest proportion of women (80.0%), although 

we only identified 10 family planning division directors. This was followed by general 

obstetrics and gynecology divisions, for which women comprised 42.3% of division 

directors. The divisions with the lowest proportions of women directors were reproductive 

endocrinology and infertility (15.8%) and gynecologic oncology (21.7%) (Table 1). Figure 1 

shows the numbers of chairs, vice chairs, and division directors stratified by subspecialty 

and gender.

The subspecialty with the highest proportion of fellowship directors who were women 

(75.0%) was family planning; however, the overall number of family planning fellowship 

directors identified was small relative to other fellowships. The lowest proportion of women 

fellowship directors were in the subspecialties of minimally invasive gynecologic surgery 

(6.7%) and reproductive endocrinology and infertility (14.8%) (Table 1).

Specialists in general obstetrics and gynecology comprised the largest proportion of both the 

239 residency program directors (54.4%) and 115 medical student clerkship directors 

(80.0%). Among residency program directors, general obstetrics and gynecology specialists 

(54.6%), family planning specialists (66.7%), and other subspecialists (66.7%) had the 

largest proportion of women. Significantly more department chairs who were women were 

also residency program directors (26.1%) compared with department chairs who were men 

(14.0%, P=0.048). The majority (55.7%) of the 115 medical student clerkship directors were 

women specialists in general obstetrics and gynecology. Figure 2 shows the numbers of 

fellowship, residency program, and clerkship directors stratified by subspecialty and gender.

Overall, 12.3% of men and 17.6% of women had at least one post-secondary degree in 

addition to the MD or other doctoral- level clinical degree. For men, the most common 

additional degree was a PhD (4.2%), and for women the most common additional degree 

was an MPH or MSPH (8.3%). Among chairs, significantly more women (26.1%) than men 

(12.9%) had an additional degree (P=0.03).
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Discussion

Compared to other medical specialties, obstetrics and gynecology has the highest proportion 

of women in the department chair role at 20% (3,6); however, our study also finds that men 

hold more than two-thirds of the department-based leadership positions of chair, vice chair, 

and division director. With more women than men graduating from obstetrics and 

gynecology residency programs for over 20 years, clearly women remain underrepresented 

even in mid-level department leadership roles.

Our study revealed that nearly one-third of obstetrics and gynecology department chairs are 

male maternal–fetal medicine specialists. Specialists in general obstetrics and gynecology 

hold a substantial proportion of administrative leadership roles, especially in community-

based departments, and the vast majority of residency and medical student program 

leadership positions. Women pursue subspecialty fellowships less often than men, which 

may help explain why general obstetrics and gynecology specialist leaders are more likely to 

be women compared to subspecialist leaders (11). The leadership role of the academic 

specialist has increased in recent years, further enhanced by support from the Society for 

Academic Specialists in General Obstetrics and Gynecology (12).

Women are more often found in resident and medical student educational leadership roles 

than in administrative leadership positions. The reasons for the larger proportion of women 

in these educational leadership roles are unclear. Perhaps these roles are on a different 

‘track’ or are not routes to administrative department leadership; however, we found that 

16% of department chairs are also residency program directors. Fulfilling these dual roles is 

likely challenging due to the Accreditation Council for Graduate Medical Education 

requirement that obstetrics and gynecology residency program directors devote a minimum 

of 20 hours weekly to the position (13). Anecdotally, department chairs often ascend from 

division directors and vice chair positions. Further investigation is required to define the 

pathways to the chair role, and to what extent, if any, educational leadership roles or 

subspecialty choice are part of those pathways.

Our data are limited to the information that departments present on the Internet. Over 99% 

of non-military U.S. residency program websites report faculty information, and our finding 

for the proportion of women in the chair role was nearly identical to what the Association of 

American Medical Colleges reports (3). This suggests that, at least for department chairs, 

our search method was accurate. We used supplemental databases to ensure completeness of 

department chair and residency program director data, and over 86% of departments had 

information available for leadership positions beyond these roles. Some of the remaining 

departments are small and may not have additional faculty leaders. Apparent subspecialty of 

leaders was determined from websites, which may have led to misclassification due to 

missing information. While it is difficult to know how up-to-date each website was, data 

collection occurred over only two months, thus limiting the amount of time for leadership 

turnover and website changes. Conclusions from our data are limited by our decisions to 

define academic departments as those with residency programs and to exclude leadership 

roles such as research positions and medical directors.
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Reasons for the continued gender gap even in mid-level department leadership roles in 

academic obstetrics and gynecology may include a lack of role models, mentors, and 

representation in professional networks, as well as expectations and choices regarding work 

and family (14,15). Increasingly, institutional culture and workplace environments have 

been shown to impact retention and promotion of women as leaders (16-19). Women 

perceive that flexible career paths and supportive leadership would improve their success in 

academic medicine (18-20). Interventions modeled from the business community, including 

academic sponsorship and Stanford's Academic Biomedical Career Customization model, 

are currently being explored with promising results (16,21,22).

The proportion of women leaders in obstetrics and gynecology mirrors women's 

representation in other U.S. professions: women comprise 20% of members of Congress 

(23), 33% of Supreme Court justices (24), and 26% of college presidents (25). As the 

providers of health care for women and the specialty with the largest proportion of women 

in its membership, obstetrics and gynecology should instead lead the way in promoting 

women as leaders.

This study demonstrates that women are significantly under-represented even in mid-level 

department leadership roles. This situation is not acceptable. Future efforts should include 

targeted development of women for leadership roles, identifying best-practice cultures in 

obstetrics and gynecology departments that have successfully promoted higher proportions 

of women, and overt recognition that increasing the number of women in leadership is a 

goal. To date, the specialty of obstetrics and gynecology has celebrated its promotion of 

women as leaders, but this simple view of the number of women achieving leadership does 

not tell the full story. Recognition that disparities continue, even in mid-level department 

leadership, is the first step toward attaining proportionate representation of women as senior 

leaders.
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Women remain underrepresented among departmental leaders, and non-fellowship 

trained leaders are more often women; one third of department chairs are male maternal–

fetal medicine specialists.
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Figure 1. 
Obstetrics and gynecology administrative leadership by subspecialty and gender. Other 

includes family planning, minimally-invasive gynecologic surgery, adolescent gynecology, 

and reproductive infectious diseases. REI, reproductive endocrinology and infertility; 

FPMRS, female pelvic medicine and reconstructive surgery.
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Figure 2. 
Obstetrics and gynecology educational leadership by subspecialty and gender. Other 

includes family planning, minimally-invasive gynecologic surgery, adolescent gynecology, 

and reproductive infectious diseases. REI, reproductive endocrinology and infertility; 

FPMRS, female pelvic medicine and reconstructive surgery.
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