PERSPECTIVE

my oncologist. She is the sort of
clinician ’'m happy to trust with
my life, and she answered my
questions about ovarian cancer
risk with compassion and preci-
sion. By the time I'm 40, she ex-
plained, my cumulative risk of
ovarian cancer will have risen to
3%. That number sounds so tiny,
and yet it’s the basis on which
doctors warn me to have my ova-
ries removed by the time I'm 40.
I would be furious if, in the name
of treating me “equitably,” my
doctors told me that my risk was
3% when it was really 6%, or 1%,
because my most critical life de-
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cisions hinge on those numbers.
So I want for other patients what
I want for myself: give us your
best estimate of our risk, engag-
ing deeply with the context-spe-
cific inequities that distort risk
predictions, so we can decide
what to do.
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he recent U.S. Supreme Court

decision striking down the
use of affirmative action in uni-
versity admissions threatens dec-
ades of progress in the areas of
diversity, equity, and inclusion in
academic medicine. Although
women accounted for the major-
ity of medical school enrollees in
2022, they represented only 28%
of full professors, 23% of depart-
ment chairs, and 27% of deans
that same year,'! and gender-
based disparities in compensa-
tion persist at the highest levels
of academic medicine.? Similarly,
11% of full professors and 13%
of department chairs and deans
in 2022 were members of racial
or ethnic groups that are under-
represented in medicine.! Only
about 3% of full professors and
department chairs were women
from underrepresented groups,
including Black, Latina, and In-
digenous women.

Beyond the Supreme Court de-
cision, leaders in academic medi-
cine have long recognized the
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importance of diversity, but they
have had difficulty with focus.
This lack of focus has led to dif-
fusion of efforts and to “conden-
sation,” the process by which any
number of loosely related ele-
ments are consolidated under a
single concept.> Broad definitions
of “diversity” can result in aca-
demic institutions making little
progress on racial equity specifi-
cally.? Existing inequities made
more evident by the Covid-19 pan-
demic and the murder of George
Floyd led to a renewed focus on
recruitment of Black faculty mem-
bers, cohort hires, and tempo-
rary policy reforms to support
caregivers, many of whom are
women. Although recent efforts
represent progress, they continue
to be piecemeal and have failed
to support retention of faculty
members from groups that are
underrepresented in medicine by
creating a truly inclusive and equi-
table climate in which all faculty
members can thrive.

We propose centering efforts on
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retaining and advancing women
of color (and, in particular, Black
women) at multiple levels (in-
cluding among students, trainees,
staff, faculty, and institutional
leaders) in academic medicine.
By “centering” women of color,
we mean that leaders should fo-
cus attention, decision making,
and policy interventions specifi-
cally on dismantling the struc-
tural racism and sexism that exist
in academic medical institutions.
Using an intersectional lens to
examine how racism and sexism
interact makes it clear that,
throughout many industries, the
experience of women of color
diverges the most from that of
White men. Women of color face
multiple forms of discrimination
and have less access to career-
enhancing work than do mem-
bers of other groups. Women of
color also tend to face more exter-
nal pressures, including respon-
sibility for domestic work and
caregiving — not just for chil-
dren, but for parents and extend-
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ed family members. In medical
education and training, discrimi-
nation often begins early; recent
evidence suggests that with increas-
es in the number of coexisting
marginalized identities, medical
school attrition rates increase.*
Institutional leaders can cen-
ter women of color in their diver-
sity efforts by implementing or
enhancing policies and proce-
dures in several areas. First, they
could establish institutional dec-
larations and action plans. Insti-
tutions should have statements
affirming that structural discrim-
ination — specifically, racism and
sexism — persists in academic
medicine and must be expelled.
These declarations are a first step,
but they aren’t sufficient. Another
critical step involves developing
racial equity action plans to dis-
mantle structural racism, a pro-
cess that includes reviewing poli-
cies and procedures through the
lens of disparate effects on
women of color. For example, a
review of promotion-related poli-
cies could consider longstanding
inequities between Black scien-
tists and White scientists in the
receipt of National Institutes of
Health (NIH) funding, and poli-
cies could be updated to acknowl-
edge foundation or other nonfed-
eral funding as equivalent to
NIH funding for the purposes of
evaluating merit and making de-
cisions about promotion.’
Second, leaders could take
steps to identify and eliminate
potential funding disparities with-
in their institution. Internal grants
could be awarded on the basis of
a holistic review that takes into
account the importance of facul-
ty diversity. In addition to con-
ducting institutional salary-equity
reviews, which are common
among health professions schools,
leaders could collect data on fund-
ing amounts for endowed chairs,
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hard money (guaranteed salary
from the institution), and start-
up and retention packages. An-
nual analyses of these data
could focus on inequities for
women of color and other in-
equities based on gender, race, or
ethnicity.

Department chairs could also
begin to track sponsorship — or
access to opportunities — based
on gender, race, ethnicity, and
intersectional identities (such as
women of color). This step would
include reporting on the number
of women of color who are asked
to attend meetings with donors
or who are appointed to, or se-
lected for, leadership roles. Lead-
ers should be encouraged to ex-
amine their own executive teams
to determine whether women of
color are included as team mem-
bers at the highest level — and
not just in the tokenized role of
chief diversity officer.

In addition, universities could
recognize work related to diver-
sity, equity, inclusion, and anti-
racism throughout each of the
traditional domains of faculty
evaluation (research, service, edu-
cation, and clinical care) for ad-
vancement and promotion. For ex-
ample, clinician—educators should
be recognized for the develop-
ment of quality-improvement proj-
ects aimed at improving outcomes
among patients from marginal-
ized racial and ethnic groups or
new seminar series on antiracism
for trainees. Institutions could
review cases in which women of
color are denied on-time advance-
ment or promotion to ensure
that equity issues and structural
discrimination aren’t impeding
growth.

Institutional leave policies
could be revised to ensure ade-
quate paid leave for childbearing
and childrearing. As the U.S.
population ages, policies provid-
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ing paid leave for care of older
adults should be developed to
support faculty members who are
informal caregivers.

Institutions should also rec-
ognize that women of color are
often subject to a “minority tax,”
which refers to the burden asso-
ciated with engaging in more (un-
paid) mentorship and committee
service than other faculty mem-
bers. Departments could track
committee service for all faculty
members to reduce this burden.
Alternatively, faculty members
who are “super mentors” or take
on a disproportionate amount of
committee-related work should
receive additional compensation,
and such work should be consid-
ered in promotion and tenure de-
cisions.

Finally, foundational training
on structural discrimination and
effective ways to mitigate it
should be required for all institu-
tional leaders and encouraged
for all other faculty members.
Clinical, research, and education
leaders could work together to
identify appropriate people and
groups to conduct this training.

Leaders could invest funds in
implementing these plans and
gathering relevant data. Ultimate-
ly, success will involve achieving
salary parity and representation
of women of color in academic
medicine leadership roles at rates
reflecting the diversity of the
United States.

Although we intentionally in-
clude all women of color (e.g.,
Latina, Indigenous, and Asian
women) in our descriptions of
these efforts, we recommend that
a primary focus be on Black
women. A focus on Black women
— the group that we contend has
experienced significant margin-
alization and structural discrim-
ination in academic medicine —
could help promote inclusive
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policies and procedures that would
benefit other women of color
and members of other histori-
cally marginalized groups (e.g.,
sexual and gender minorities,
immigrants, and people with dis-
abilities). Improved family-leave
policies, for example, could bene-
fit people of all genders and
sexual orientations.

As three women with diverse
racial and ethnic identities, we
have experienced structural dis-
crimination in the form of sex-
ism and racism our whole ca-
reers. Because academic medical
institutions weren’t created with
us in mind, we have witnessed
White men with less experience
and fewer skills get promoted
and advance, while our colleagues
from historically excluded groups
are devalued and marginalized.

CENTERING WOMEN OF COLOR IN ACADEMIC MEDICINE

If we truly want to support excel-
lence for everyone in academic
medicine and promote health
equity for all patients, a justice-
and equity-focused approach will
be required. We believe institu-
tions must center efforts on
women of color to dismantle
structural racism and sexism so
that Black women and other
women of color can thrive in ac-
ademic medicine.
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At the idyllic lakefront camp
where I spent childhood sum-
mers, free swim was the high-
light of the day. Campers were
assigned a swimming-skills peer
to be their swim buddy. At regu-
lar intervals, the lifeguard blew a
piercing whistle, stood on the
peeling white chair, and called,
“Buddy check!” The swimmers had
a few frantic seconds to locate
their buddies, grab their hands,
and hold the clasped hands
above their heads. For the staff;,
this was a safety check. For a shy
camper like me, it guaranteed
that someone had to swim close
enough to find my hand; often,
the buddy turned into a friend.
Medical training provides us
with automatic buddies for many
years. College lab partners, anat-
omy dissection groups, coresident
teams, and fellowship classes all
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supply the support of built-in
companions with shared inter-
ests and experiences. Often, par-
allel career trajectories result in
shared life experiences outside
medicine, and thus people with
whom to commiserate over find-
ing apartments, planning a wed-
ding, or surviving infant sleep
training. But when the PGY-num-
bered years end, doctors often
find themselves adrift in the sea
without an assigned swim buddy.

I was fresh out of residency
when I joined my practice 23 years
ago, and about as prepared for
outpatient medicine as I would
have been to swim across the At-
lantic. Each of my partners played
a role in my education — teach-
ing me about rashes, rounding,
or writing school letters. I learned
from, and am grateful for, all of
them. But no single experience
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was as transformative as having
a buddy.

My buddy and I are not tem-
peramentally similar: she has the
careful analytic style of an almost-
engineer, and I have the impa-
tient decisiveness of an almost-
surgeon. She had been in practice
longer and taught me plenty, such
as how to write orders that pre-
vented midnight wake-up calls
with nonessential lab results. But
the value of the relationship lay
(and lies) in the relationship itself,
not the skills I learned.

Initially, my buddy and I each
had 1 day off and rounded for
each other 1 day a week to pro-
tect one another’s nonclinical day.
Eventually (in a process much
longer and more painful than a
single sentence suggests), we
both had children and negotiated
working 3 days a week each; she
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