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Abstract

This commentary responds to the assertions by Foreman et al. that credentialing of women’s health (WH)
fellows by the American Board of Medical Subspecialties and accreditation of current and future WH fel-
lowships by the Accreditation Council for Graduate Medical Education would improve the health and
healthcare of women by increasing the number of primary care providers competent to meet a growing clinical
need. They speculate that such accreditation would raise the status of WH fellowships, increase the number of
applicants, and result in more academic leaders in WH. They assert that curricular deficiencies in WH exist in
physician training and that WH fellowships are the preferred means of training physicians to care for midlife
women. We review the evidence to support or refute these claims and conclude that accrediting WH fellowships
would not have the forecasted outcomes and would jeopardize the success of current WH fellowships.

Foreman and colleagues
1 argue that the primary care

needs of women, particularly midlife women, are not cur-
rently being met because this population is growing and because
women’s health (WH) providers require a unique set of clinical
skills. They further speculate that these clinical skills can best
be provided through fellowship training and that credentialing
of fellows by the American Board of Medical Subspecialties
(ABMS) and accreditation of current and future WH fellowships
by the Accreditation Council of Graduate Medical Education
(ACGME) would be an effective strategy to increase the number
of primary care providers competent to meet a growing clinical
need and improve the health and healthcare of women.

Due to the growing number of women entering the mili-
tary, the Department of Veterans Affairs (VA) has invested in
developing leaders to champion research, education, and
clinical care aimed at improving the health of women.2 In
1994, the VA established six Advanced Fellowships in Wo-
men’s Health (AFWH) to develop academic leaders in WH.
These fellowships supported physicians from internal medi-
cine, obstetrics and gynecology (Ob/Gyn), psychiatry, family
practice, or surgery for 2–3 years of post-residency training.
In 1995, two additional sites were funded.2 By 2010, 87
physicians had completed a VA AFWH.3 Recognizing the
importance of WH leadership beyond medicine and con-
gruent with its efforts to foster interprofessional training and
practice,4 in 2012, the VA extended training at six recurring
and two new sites to nonphysician postdoctoral fellows in

clinical fields such as nursing and psychology5 and developed
a National AWHP Coordinating Center. An annual directory
of women’s health residency and fellowships lists nine 2-year
WH fellowships in addition to the eight from VA AFWH,
eight 1-year fellowships (two limited to psychiatry), and
eight WH residencies.6

We sought evidence to support Foreman et al.’s assump-
tions of benefit as well as evidence for potential harms of
pursuing WH fellowship accreditation by reviewing the de-
scriptions of existing WH fellowships and residencies in the
Directory of Residency and Fellowship Programs in Wo-
men’s Health,6 ACGME requirements for 2-year fellow-
ships7, the evaluation of the VA AFWH programs,3 the case
of ACGME accreditation of geriatric fellowships in 1988
leading to a Certificate of Added Qualification, the experi-
ence of general internal medicine (GIM) fellowships which
remain unaccredited,8 physician trends away from primary
care specialties,9–11 American Boards of Internal Medicine
(ABIM) fellowship matching data,12 and research on gender
and status. Table 1 summarizes our assessment of the evi-
dence supporting and opposing accrediting WH fellowships.

Assumption 1: Accrediting WH Fellowships
Will Increase the Status of WH Training

Foreman et al. believe that accreditation would increase
the status of WH fellowships. Although on the surface this
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seems like a plausible argument, this was the same supposi-
tion proffered to support the accreditation of geriatrics fel-
lowships. Therefore, the case of geriatric fellowship
accreditation bears scrutiny. The experience of accreditation
of geriatric fellowships is particularly germane to WH fel-
lowships because both are essentially primary care fellow-
ships, built around a segment of the adult population.

How do we assess the status of a fellowship? If a marker
of status is the percent of fellowship positions that fill with
United States medical school graduates (USMGs), the status
of geriatrics fellowships did not increase following ac-
creditation. Although the number of geriatric fellows in-
creased following ACGME accreditation, the percentage of
U.S. trained physicians entering these fellowships de-
creased from 68% in 1991 to 45% in 2001.13 More than a
decade after accreditation, a national study of geriatric
medicine fellowship programs in 2002 concluded that ‘‘the
recruitment of high-quality USMSGs remains a challenge
for the discipline.’’14 In 2013, only 98 USMGs, 30% of
available positions, were in geriatric fellowships—one of
the lowest percentages among all residency and fellowship
training programs.15

Another marker of fellowship status could be the record of
producing academic leaders. Tilstra et al. conducted an
evaluation of the Veterans Health Administration AFWH by
surveying program directors and physician graduates.3 The
outcomes of this evaluation are relevant because the Veterans
Health Administration fellowships account for almost half (8/
17) of all 2-year WH fellowships and 1-year programs have
insufficient time in which to develop the foundation for an
academic career.6,8,16,17 Tilstra et al. were able to contact 77
of the 87 AFWH graduates. Of the 42 respondents with
evaluable data, 79% held an academic position, 39% were on
the tenure track, 43% had been awarded a National Institutes
of Health Career Development (K)-award, 30% had been
awarded a National Institutes of Health Research Project
(R01) or Exploratory/Developmental Research Grant (R21),
and 49% had held a major academic leadership position.
Compare this, for example, with pulmonary/critical care
fellowships in which 38% of trainees remain in academic
medicine with 20% involved in research.18 The remarkable
success of unaccredited WH fellowships makes it unlikely
that accrediting them would increase their status by the
metric of producing future academic leaders.

Gender is conflated with status in our society in both ex-
plicit and implicit ways.19–21 Tilstra et al. found that 97% of
WH fellows in their survey were women. The percentage of
women physicians in medical specialties and subspecialties is
strongly correlated with the prestige and remuneration of the
specialty.20,22 Pediatrics and Family Medicine draw a large
percentage of women residents and are among the lowest
paid specialties.23 In countries where physicians are pre-
dominantly women, the status of the profession is low.20

Even within the same specialty for the same work, studies
repeatedly find that women earn lower salaries.23–27 Ob/Gyn
has seen a rapid change in the percentage of women entering
the field and this change has generated open concern within
the discipline about a loss in status of the specialty.28 Some
have speculated that the ‘‘feminization of medicine’’ due to
the growing number of women physicians will lead to an
overall loss of income and status for the entire medical pro-
fession.29 Multiple studies confirm the following: (1) when

women comprise at least 75% of an occupation, it is assumed
to require traits that align with female gender stereo-
types;30,31 (2) work viewed as aligning with female gender
stereotypes is devalued32; and (3) even when men and women
are identically credentialed, women are offered lower salaries
than men.32–34 There is enough evidence for concern that
accrediting a subspecialty made almost entirely of women
physicians who provide primary care only to women would
lead to relatively lower income and status.

Because in the status hierarchy of academic medicine
physician-scientists are at the top followed sequentially by
physician-educators and clinicians, another measure of a
fellowship’s status might be the degree to which training
focuses on research. Only one of the 17 2-year fellowships
(Case Western) does not list research training as a focus.6

Capitalizing on the ability of the fellowships to draw pre-
dominantly women,35 some WH fellowships were designed
to strategically provide a portal of entry for women physi-
cians into academic medicine by providing mentorship, re-
search training, and frequently an advanced degree.3,5,6

Therefore, in spite of the implicitly lower status of a fel-
lowship composed almost entirely of women trainees and
devoted to the care of women, the focus on research training
and academic leadership development has brought WH fel-
lowships status within their respective academic institutions.
ACGME accreditation and ABIM credentialing would likely
require fellows to complete 12 months of clinical training,
similar to all internal medicine 2-year fellowships.7 Return-
ing to geriatrics as a relevant exemplar, in-depth interviews
with leaders in GIM following ACGME accreditation of
geriatric fellowships noted ‘‘the persistent belief that geriat-
rics is principally a clinical field rather than a distinct intel-
lectual, scholarly discipline,’’ and because of this clinical
focus, the perception that ‘‘geriatric fellows are not of the
same intellectual caliber as general internal medicine fel-
lows.’’36 GIM fellowships remain unaccredited, attract top
medical graduates, and produce academic leaders in the
field.8 The ACGME- and ABMS-mandated 12-month clini-
cal requirement that would come with accreditation would
severely curtail the time WH fellows could devote to research
and potentially lower the status of the current training pro-
grams, as it appears to have done for geriatrics.

Moreover, by examining evidence suggesting a loss in
status following accreditation of geriatric fellowships, the
large body of experimental and observational data on the
lower status of occupations occupied predominantly by wo-
men, the continued high status of unaccredited GIM fellow-
ships, and the success of unaccredited WH fellowships in
training researchers and producing academic leaders; we
conclude that accrediting WH fellowships would not elevate
and could potentially lower their status.

Assumption 2: The Number of Physician Applicants
to WH Fellowships Will Increase if They Are Accredited

Historically, new clinical fields in medicine have acquired
ACGME accreditation. Because an increasing proportion of
residents from internal medicine, pediatrics, and Ob/Gyn are
drawn toward subspecialty fellowships, on the surface it
might appear logical that accrediting WH fellowships would
draw more applicants.9–11 However, at least within internal
medicine, several features of WH fellowships predict that
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they would not hold the same appeal to residents as other
subspecialty fellowships. WH fellowships would offer en-
hanced clinical skills in providing primary care to women, yet
there has been a steady decline in the percentage of internal
medicine residents planning to pursue primary care ca-
reers.9,10 It follows that residents would not choose additional
training at a fellow salary to ultimately enter a primary care
practice when they could acquire such training within their
residencies and start a practice without a fellowship. This is
especially true since one reason for the disfavoring of pri-
mary care careers by internal medicine residents is the rela-
tively low salary.9

A hallmark of ACGME accreditation is standardization of
training. Although superficially this might seem beneficial,
such rigidity would eliminate the major benefit of existing
unaccredited WH fellowships (i.e., the ability to individual-
ize training to meet the career goals of the fellow). Following
a similar loss of flexibility with accreditation of geriatrics
fellowships, the applicant pool decreased:13 7 years after
accreditation in 1988 (and before reducing to 1 year) only
57% of accredited geriatric fellowships were filled.13 In the
past decade, with a single year of training, the number of
geriatric fellows has fallen by 35%, while most other medical
subspecialty fellowships have seen an increase in number of
fellows.37 This retreat from training in accredited geriatric
fellowships has occurred despite the growing workforce need
driven by the increasing number of older adults in the United
States.38

At the present time, WH fellowships can partner with in-
ternal medicine subspecialty fellowship programs to foster
the career development of future academic leaders. This
strategy increases the pool of potential applicants to WH
fellowships, results in subspecialists who are knowledgeable
in discipline-specific WH issues, and broadens the institu-
tional impact of WH fellowships. The loss of flexibility with
accreditation would remove the appealing features of a WH
fellowship for subspecialists. Accrediting WH fellowships
(either in internal medicine or jointly between internal
medicine and family practice) would also eliminate appli-
cants from disciplines currently eligible at many programs,
including Ob/Gyn, psychiatry, pediatrics, emergency med-
icine, and surgery.6 In Tilstra et al.’s survey, most VA
AFWH fellows were from internal medicine (74%), but
26% were from other specialties. Eight of the 42 (19%)
AFWH fellows were from Ob/Gyn, and 12 of all 25 1- and
2-year WH fellowships list Ob/Gyn among eligible spe-
cialties.6 Most Ob/Gyn residents do not want to practice
primary care, and post-residency Ob/Gyn fellowships are
largely surgical.11 Even if they remained eligible for WH
fellowships after accreditation, Ob/Gyn residents attracted
by the opportunity for research training in current WH fel-
lowships would likely not be attracted to a fellowship with
reduced research time and a required 12 months of clinical
training at a salary far below their market value.

Foreman et al. state that with ACGME accreditation of
WH fellowships ‘‘it is likely that a greater number of phy-
sician graduates would undergo specialized training.’’ It is
unclear where these potential physician graduates would
come from. Nonprocedural fields are almost all struggling to
match physician graduates. Accreditation does not guarantee
that residents will apply to a subspecialty fellowship. Within
internal medicine, procedural and highly remunerated spe-

cialties attract the largest number of applicants per position
and over 95% of programs fill.12 In contrast, while they are
accredited, many subspecialty fellowships have few appli-
cants per position and the percentage of programs that did not
fill in 2014 (e.g., endocrinology, 13%; rheumatology, 14%;
infectious disease, 44%; nephrology, 44%; geriatrics, 74%) is
similar to or greater than the 25% of VA AFWH fellowships
that did not fill in the same year (AFWH National Co-
ordinating Center, unpublished data).12 These results suggest
that neither the lack of accreditation nor inefficient recruit-
ment strategies are responsible for failure to fill available WH
fellowship positions as Foreman et al. suggest.

In summary, we found no evidence that accreditation would
increase the number of applicants to WH fellowships, as ac-
creditation of geriatric fellowships—an analogous primary
care fellowship—did not enhance recruitment of geriatric
fellows and many currently accredited subspecialty fellow-
ships do not fill. We did find considerable evidence to suggest
that accreditation would decrease the number of applicants by
eliminating residents from a number of specialties in the cur-
rent pool of eligible applicants and by making the fellowship
unattractive to those who want to pursue research.

Assumption 3: Accrediting WH Fellowships Will
Produce More Academic Leaders in WH

We found no evidence to support the assumption that ac-
crediting WH fellowships would produce more academic
leaders in WH who will lead WH research, infuse WH issues
into medical curricula, and serve as role models to attract
future physicians. The percentage of academic leaders ema-
nating from current WH fellowship is already high.3 A survey
of primary care physician faculty found that those who took
fellowships were more likely to be engaged in research and
had achieved a higher rank than those without fellowships.
Many of these faculty likely pursued GIM fellowships that
remain unaccredited.8 In a survey of 109 GIM fellows, over
70% rated preparation for an academic career as important
or very important in their fellowship (e.g., mentor, protected
time for research or teaching, research support, and avail-
ability of an advanced degree), whereas only 28% similarly
valued a written curriculum.39 If we can assume that GIM
fellowships, which are also in primary care and also unac-
credited, are analogous to WH fellowships, the standardized
clinical curriculum required for ACGME accreditation
might discourage residents who want an academic career.
Accreditation of geriatric fellowships reduced academic
activity of graduates. Before accreditation 60% of former
geriatric fellows reported being active in research and 85%
taught some geriatrics;40 following accreditation (but be-
fore reduction to 1 year) 32% reported being active in re-
search and 75% taught.17

As noted above, a major strength of remaining unaccred-
ited is the flexibility to tailor training to the career goals of
each fellow. Constraining the ability to individualize training
and shifting the focus to the acquisition of a prescribed set of
clinical skills would likely make fellowships less appealing
to future physician scientists and educators. For example,
the ability of current fellowships to partner with medical
subspecialties in training physicians who want an academic
career allows infusion of sex and gender issues into subspe-
cialty training. In this model, fellows enroll in the WH
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fellowship either before or after subspecialty training and
emerge with enhanced academic skills and deeper content
knowledge regarding sex and gender issues within their own
discipline (e.g. older women’s heath, WH infectious disease,
WH endocrinology). Accrediting WH fellowships would
jeopardize the ability to support this training model and
thereby reduce the potential for WH fellowships to produce
academic leaders.

A strength of current WH fellowships is that they are inter-
and multidisciplinary and support training not only of phy-
sicians from a variety of specialties, but also of other clinical
postdoctoral fellows.5,6 Accreditation within one or more
physician specialty would almost certainly reduce or elimi-
nate the ability of current programs to support applicants
from these disciplines. Although there is precedent for ac-
creditation across medical specialties, accreditation across
disciplines is not feasible. Therefore, ACGME accreditation
of WH fellowships would reduce training of academic
leaders in WH beyond medicine resulting in an overall loss of
those who could implement improvements in the health and
healthcare of women.

In summary, we found no evidence to support the as-
sumption that accrediting WH fellowships would increase the
number of academic leaders in WH. We found a fair amount of
evidence that accrediting WH fellowships could reduce their
current success in training academic leaders. This reduction
would occur because the restrictions placed by accreditation
on fellowship training would make the current WH fellow-
ships less appealing to top applicants with academic career
aspirations and make applicants from an important multidis-
ciplinary pool of future academic leaders ineligible.

Assumption 4: WH Fellowships Are the Best Way
to Develop a Clinical Workforce to Provide
the Spectrum of Primary Care to Women

Effective nonfellowship models of enhancing training in
clinical aspects of adult care of women have been success-
fully incorporated into internal medicine residencies.41 WH
tracks are available within both primary care and categorical
internal medicine residency programs.6 One program docu-
mented enhanced knowledge and confidence in primary care
WH in residents enrolled in the WH track.6 This model is
congruent with recommendations from leaders in GIM who
recommend tailoring the final 1–2 years of residency toward
anticipated practice and career goals.42 For any physician
planning to enter primary care, and particularly for women
because female patients self-select women providers, such
tailoring could include enhanced training in WH within the
current residency program. Family medicine competencies
already include detailed knowledge and skills in WH and sex/
gender specific health care.43

Another model to consider is the Focused Practice certi-
fication currently available to hospitalists. Hospital medicine
is a relatively new practice specialty; physicians within this
specialty can qualify for certification by the American Boards
of Internal Medicine (ABIM) and Family Practice (ABFP) in
Focused Practice in Hospital Medicine (FPHM). ABIM states
that FPHM ‘‘recognizes and sets standards for the specific
knowledge, skills, and attitudes of general internists who
focus their practice in the care of hospitalized patients.’’ If
primary care physicians feel it is desirable to let their patients

know that they have achieved a set of competencies in caring
for women, certification in Focused Practice in Women’s
Health would be an option that would allow physicians to
accrue eligibility for certification while they practice rather
than prolonging their training by serving 2 years at relatively
low salary. We must also ask ourselves whether current in-
ternal medicine residencies are failing their trainees if resi-
dents complete 3 years of training and still require at least 12
months of enhanced training in WH to gain clinical compe-
tency to provide care for 51% of the population. If ACGME
moves toward accreditation of WH fellowships, therefore,
would it not be complicit in perpetuating the overuse of
residents to provide inexpensive clinical service and placing
institutional needs above the learning needs of residents?

The World Health Organization,4 Institute of Medicine,44

the Veterans Health Administration, and others45,47 are pro-
moting the benefits of interprofessional training and practice.
WH fellowships currently foster interprofessional collabo-
ration in research, education, and clinical care. A concern
about claiming ownership of WH fellowships by physicians
would be the loss of what is currently a strength.4

In summary, while curricular content of WH varies among
medical schools and internal medicine residencies,47–49 ef-
fective training models that increase clinical competencies in
primary care WH exist and do not require a fellowship be-
yond residency. Rather than increasing the number of clini-
cians competent to provide health care to women, accrediting
WH fellowships as a physician specialty in primary care
would eliminate applicants from Ob/Gyn and nonphysician
clinical disciplines, reduce the ability of unaccredited fel-
lowships to foster interprofessional training and practice, and
potentially siphon resources away from WH training within
existing residencies.

Conclusions

We have examined evidence to support or oppose Foreman
et al.’s assumptions that accrediting WH fellowships would
benefit the health of women. We conclude that the extant evi-
dence does not support a benefit of accreditation and identifies a
number of potential harms. These harms include the potential
for lower status for a specialty where nearly all providers will
be women, inflexibility to meet individual fellows’ training
needs given ACGME’s and ABMS’s 12-month clinical re-
quirement, the inability to continue the success in training ac-
ademic leaders in multiple medical specialties/subspecialties,
and the exclusion of nonphysician fellows once programs are
accredited for physician training. We further find evidence to
support effective nonfellowship models to enhance physicians’
clinical skills in providing primary care to women. We disagree
with Foreman et al’s. statement that investing time and re-
sources to accredit WH fellowships that will train perhaps 100
physicians annually will ‘‘better serve the greater than 50 mil-
lion patients.’’ On the contrary, to meet the health care needs of
women patients across the lifespan, improving WH compe-
tencies in the clinical training of the > 13,000 physicians who
annually complete residencies in internal medicine, Ob/Gyn,
family medicine, and pediatrics would have a far greater
positive impact.

Author Disclosure Statement

No competing financial interests exist.

346 CARNES AND VOGELMAN



References

1. Foreman H, Weber L, Thacker H. Update: A review of
women’s health fellowships, their role in interdisciplinary
health care, and the need for accreditation. J Womens
Health 2015;24:336–340.

2. Carnes M. The Department of Veterans Affiars: A major
force in women’s health. SGIM Forum 1998;21:2;9.

3. Tilstra SA, Kraemer KL, Rubio DM, McNeil MA. Eva-
luation of VA Women’s Health Fellowships: Developing
leaders in academic women’s health. J Gen Intern Med
2013;28:901–907.

4. World Health Organization (WHO) Health Professions
Networks. Framework for action on interprofessional edu-
cation and collaborative practice. Geneva, Switzerland:
WHO, 2010.

5. U.S. Department of Veterans Affairs. VA Fellowships in
Women’s Health. 2014 Available at www.va.gov/oaa/
specialfellows/programs/SF_WomensVets.asp?p=20 Ac-
cessed March 10, 2015.

6. Association of Academic Women’s Health Programs. Di-
rectory of residency and fellowship programs in women’s
health. J Womens Health 2014;23:1–41.

7. Accreditation Council for Graduate Medical Education.
2015. Available at www.acgme.org/acgmeweb/tabid/134/
ProgramandInstitutionalAccreditation/MedicalSpecialties/
InternalMedicine.aspx Accessed March 13, 2015.

8. Taylor JS, Friedman RH, Speckman JL, Ash AS, Mosko-
witz MA, Carr PL. Fellowship training and career outcomes
for primary care physician-faculty. Acad Med 2001;76:
366–372.

9. Brotherton SE, Rockey PH, Etzel SI. US graduate medical
education, 2004–2005: Trends in primary care specialties.
Jama 2005;294:1075–1082.

10. Garibaldi RA, Popkave C, Bylsma W. Career plans for
trainees in internal medicine residency programs. Acad
Med 2005;80:507–512.

11. Gerber SE, Lo Sasso AT. The evolving gender gap in
general obstetrics and gynecology. Am J Obstet Gynecol
2006;195:1427–1430.

12. The Match, National Resident Matching Program. Results
and data specialties matching service, 2014. www.nrmp.org/
match-data/fellowship-match-data Accessed March 7, 2015.

13. Warshaw GA, Bragg EJ. The training of geriatricians in the
United States: Three decades of progress. J Am Geriatr Soc
2003;51:S338–S345.

14. Warshaw GA, Bragg EJ, Shaull RW, Goldenhar LM,
Lindsell CJ. Geriatric medicine fellowship programs: A
national study from the Association of Directors of Ger-
iatric Academic Programs’ Longitudinal Study of Training
and Practice in Geriatric Medicine. J Am Geriatr Soc
2003;51:1023–1030.

15. Center for Workforce Studies, Association of American
Medical Colleges (AAMC). 2014 Physician Specialty Data
Book Center for Workforce Studies. Washington, DC:
AAMC, 2014.

16. U.S. Department of Veterans Affairs, Office of Academic
Affairs. VA Fellowship in Advanced Geriatrics. 2015.
Available at www.va.gov/oaa/specialfellows/programs/SF_
AdvGeriatric.asp?p=3 Accessed March 15, 2015.

17. Medina-Walpole A, Barker WH, Katz PR, Karuza J, Wil-
liams TF, Hall WJ. The current state of geriatric medicine:
A national survey of fellowship-trained geriatricians, 1990
to 1998. J Am Geriatr Soc 2002;50:949–955.

18. Nadig NR, Vanderbilt AA, Ford DW, Schnapp LM, Pastis
NJ. Variability in structure of university pulmonary/critical
care fellowships and retention of fellows in academic medi-
cine. Ann Am Thorac Soc Feb 25, 2015. [Epub ahead of print].

19. Ridgeway CL, Bourg C. Gender as status: An expectation
states theory approach. In: Eagly AH, Beall AE, Sternberg
RJ, eds. The Psychology of Gender, 2nd ed. New York:
Guilford Press, 2004:217–241.

20. Hinze SW. Gender and the body of medicine or at least
some body parts: (Re)constructing the prestige hierarchy of
medical specialties. Sociol Q 1999;40:217–239.

21. Kaatz A, Carnes M. Stuck in the out-group: Jennifer can’t
grow up, Jane’s invisible, and Janet’s over the hill. J Wo-
mens Health 2014;23:481–484.

22. Carnes M BC, Isaac C, Kaatz A, Kolehmainen C. Why is
John more likely to become department chair than Jennifer?
Trans Am Clin Climatol Soc 2015; In press.

23. Kane L, Peckham C. Medscape Physician Compensation
Report, 2014. WebMD, 2014. Available at www.medscape
.com/features/slideshow/compensation/2014/public/overview
Accessed March 7, 2015.

24. Lo Sasso AT, Richards MR, Chou CF, Gerber SE. The
$16,819 pay gap for newly trained physicians: The unex-
plained trend of men earning more than women. Health Aff
2011;30:193–201.

25. Wright AL, Schwindt LA, Bassford TL, et al. Gender dif-
ferences in academic advancement: patterns, causes, and
potential solutions in one U.S. College of Medicine. Acad
Med 2003;78:500–508.

26. Jagsi R, Griffith KA, Stewart A, Sambuco D, DeCastro R,
Ubel PA. Gender differences in salary in a recent cohort of
early-career physician-researchers. Acad Med 2013;88:
1689–1699.

27. Jagsi R, Griffith KA, Stewart A, Sambuco D, DeCastro R,
Ubel PA. Gender differences in the salaries of physician
researchers. JAMA 2012;307:2410–2417.

28. Lyon DS. Where have all the young men gone? Keeping
men in obstetrics and gynecology. Obstet Gynecol 1997;90:
634–636.

29. Carvajal D. The changing face of medical care. New York
Times. March 8, 2011.

30. Cejka MA, Eagly AH. Gender-stereotypic images of oc-
cupations correspond to the sex segregation of employ-
ment. Pers Soc Psychol Bull 1999;25:413–423.

31. Glick P, Wilk K, Perreault M. Images of occupations:
Components of gender and status in occupational stereo-
types. Sex Roles 1995;32:565–582.

32. Alksnis CDS, Curtis J. Workforce segregation and the
gender wage gap: Is ‘‘women’s’’ work valued as highly as
‘‘men’s’’? J Appl Soc Psychol 2008;38:1416–1441.

33. Isaac C, Lee B, Carnes M. Interventions that affect gender
bias in hiring: A systematic review. Acad Med 2009;84:
1440–1446.

34. Moss-Racusin CA, Dovidio JF, Brescoll VL, Graham MJ,
Handelsman J. Science faculty’s subtle gender biases favor
male students. Proc Natl Acad Sci U S A 2012;109:16474–
16479.

35. Carnes M, VandenBosche G, Agatisa PK, et al. Using
women’s health research to develop women leaders in ac-
ademic health sciences: The National Centers of Excellence
in Women’s Health. J Womens Health Gend Based Med
2001;10:39–47.

36. Simon SR, Fabiny AR, Kotch J. Geriatrics training in
general internal medicine fellowship programs: Current

WOMEN’S HEALTH FELLOWSHIPS SHOULD NOT BE ACCREDITED 347



practice, barriers, and strategies for improvement. Ann
Intern Med 2003;139:621–627.

37. American Board of Internal Medicine (ABIM). Number of
first-year fellows by subspecialty. ABIM, 2004–2015.
Available at www.abim.org/about/examInfo/data-fellow/
chart-04.aspx Accessed March 7, 2015.

38. Institute of Medicine Committee on the Future Health Care
Workforce for Older Americans. Retooling for an aging
America: Building the health care workforce. Washington,
DC: National Academies Press, 2008.

39. Caiola E, Litaker D. Factors influencing the selection of
general internal medicine fellowship programs: A national
survey. J Gen Intern Med 2000;15:656–658.

40. Barker W, Podgorski, C. Physicians completing geriatric
fellowships, 1980–88, abstr. A940. American Geriatrics
Society Annual Scientific Meeting Final Program. Chicago,
IL: American Geriatrics Society, 1991.

41. Spencer AL, Bost JE, McNeil M. Do women’s health in-
ternal medicine residency tracks make a difference? J
Womens Health 2007;16:1219–1223.

42. Larson EB, Fihn SD, Kirk LM, et al. The future of general
internal medicine: Report and recommendations from the
Society of General Internal Medicine (SGIM) Task Force
on the Domain of General Internal Medicine. J Gen Intern
Med 2004;19:69–77.

43. American Academy of Family Physicians (AAFP). Re-
commended curriculum guidelines for family medicine
residents: Women’s Health. AAFP Reprint No. 282. AAFP,
1994.

44. Institute of Medicine Committee on Planning a Continuing
Health Care Professional Education Institute, Board on
Health Care Service. Redesigning Continuing Education in
the Health Professions. Washington, DC: National Acade-
mies Press, 2010.

45. Interprofessional Education Collaborative. Core compe-
tencies for interprofessional collaborative practice: Report
of an expert panel. Washington, DC: Interprofessional
Education Collaborative, 2011.

46. Josiah Macy Jr. Foundation. Conference recommendations.
Transforming patient care: Aligning interprofessional edu-
cation with clinical practice redesign, Atlanta, Georgia,
January 17–20, 2013. New York: Josiah Macy Jr. Foun-
dation, 2013.

47. Henrich JB. Women’s health education initiatives: Why
have they stalled? Acad Med2004;79:283–288.

48. Henrich JB, Viscoli CM, Abraham GD. Medical students’
assessment of education and training in women’s health
and in sex and gender differences. JWomens Health
2008;17:815–827.

49. Wayne DB, DaRosa DA. Evaluating and enhancing a
women’s health curriculum in an internal medicine resi-
dency program. J Gen Intern Med 2004;19:754–759.

50. Raven BH. The bases of power and the power/interaction
model of interpersonal influence. Anal Soc Issues Public
Policy 2008;8:1–22.

51. Portes A. Social capital: Its origins and applications in
modern sociology. Ann Rev Sociol 1998;24:1–24.

52. Lyon DS. Graduate education in women’s health care:
Where have all the young men gone? Curr Womens Health
Rep 2002;2:170–174.

53. Riska E. Towards gender balance: But will women physi-
cians have an impact on medicine? Soc Sci Med 2001;52:
179–187.

54. Levinson W, Lurie N. When most doctors are women: what
lies ahead? Ann Intern Med 21 2004;141:471–474.

Address correspondence to:
Molly Carnes, MD, MS

Center for Women’s Health Research
University of Wisconsin

700 Regent Street
Suite 301

Madison, WI 53715

E-mail: mlcarnes@wisc.edu

348 CARNES AND VOGELMAN


