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Abstract

Gender-based bias and conflation of
gender and status are root causes of
disparities in women’s health care and
the slow advancement of women to
leadership in academic medicine. More
than a quarter of women physicians train
in internal medicine and its subspecialties,
and women physicians almost exclusively
constitute the women’s health focus within
internal medicine. Thus, internal medicine
has considerable opportunity to develop
women leaders in academic medicine and
promote women’s health equity.

To probe whether holding an endowed
chair—which confers status—in

women'’s health may be an effective
way to advance women leaders in
academic medicine and women’s
health, the authors explored the
current status of endowed chairs in
women’s health in internal medicine.
They found that the number of these
endowed chairs in North America
increased from 7 in 2013 to 19 in
2015, and all were held by women. The
perceptions of incumbents and other
women'’s health leaders supported
the premise that an endowed chair
in women'’s health would increase
women’s leadership, the institutional
stature of women’s health, and

activities in women's health research,
education, and clinical care.

Going forward, it will be important to
explore why not all recipients perceived
that the endowed chair enhanced their
own academic leadership, whether
providing women’s health leaders with
fundraising expertise fosters future
success in increasing the number of
women'’s health endowed chairs, and
how the conflation of gender and
status play out (e.g., salary differences
between endowed chairs) as the
number of endowed chairs in women'’s
health increases.

In this Perspective, we contend and

seek to demonstrate that increasing the
number of endowed chairs in women’s
health can be an effective way to both
advance women in academic leadership
and also have a positive effect on women’s
health through increased research,
education, and clinical initiatives.

The Unbroken Glass Ceiling

Gender disparities persist in health care,
and women remain underrepresented
in clinical research.' For example,
compared with men, women have been
less likely to receive recommended
treatments of cardiovascular disease
and risk factors,*” spirometry for
establishing the diagnosis of chronic
obstructive pulmonary disease,'’ or
joint replacements for comparable

Please see the end of this article for information
about the authors.

Correspondence should be addressed to Molly
Carnes, Center for Women's Health Research, 700
Regent St., Suite 301, Madison, WI 53715; telephone:
(608) 263-9770; e-mail: mlcarnes@wisc.edu.

Acad Med. XXXX;XX:00-00.
First published online
doi: 10.1097/ACM.0000000000001423

osteoarthritis.'"'? Despite mandates
from the Institute of Medicine and the
National Institutes of Health (NTH)

to include both men and women in
clinical research on health conditions
that have an impact on both sexes,

and to analyze data by sex,"*”'> women
remain underrepresented in clinical
research on common conditions such as
cardiovascular disease.*”¢

Advancements in women’s health are
integrally related to the advancement

of women into leadership in academic
medicine.'””" In 1995, the Commission

on Graduate Medical Education in its fifth
report on women and medicine” stated
that issues of equity in the status of women
physicians and improvements in the quality
of health care for women were so tightly
bound that they could not be evaluated
separately. The inextricable link between
the advancement of women’s health and
the advancement of women in academic
medicine is fundamental to the mission of
the NTH Office of Research on Women’s
Health, which seeks not only to advance
research related to women’s health and
increase numbers of women participants
in clinical research but also to support the
recruitment, retention, and advancement
of women in biomedical research careers.”!
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Similarly, the Department of Health and
Human Services Office on Women’s
Health, through its National Center of
Excellence initiative from 1996 to 2007,
encouraged participating institutions to
address and redress the multiple complex
issues that are impeding the advancement
of women’s health in education, research,
and clinical practice and are preventing
the realization of women physicians’ full
potential for leadership.?*

Despite representing almost half of all
medical school matriculants for over

20 years, only 13% of all female full-time
faculty are full professors compared
with 30% for male full-time faculty.*
Furthermore, women’s representation as
medical school deans and department
chairs has seen little growth in the

last decade,* even in fields where the
overwhelming majority of physicians
have been women for quite some time.??
Deeply embedded gender-based biases
and assumptions may underpin both

the continued disparities in women’s
health and the slow pace of progress

of women into leadership in academic
medicine.'®**- Internal medicine and
its subspecialties are well positioned

to address both issues because these
disciplines provide the vast majority
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of medical care to adult women, are
leading the academic growth of sex-

and gender-based medicine,* and in
2014 encompassed 27% of all women
physicians.** Furthermore, within internal
medicine, academic and clinical programs
devoted to women’s health are led almost
exclusively by women.??%%

Endowed Chairs: A Way to Break
Through the Glass Ceiling

Academic health centers can receive gifts
or can allocate funds for an endowment
from which the annual income is used to
support a specific individual or a theme
of research or clinical care. These are
typically referred to as endowed chairs or
endowed professorships, depending on the
amount of the initial endowment, with
the former representing a larger amount.
When the name of the individual who
provides the endowment is attached

to the title, these may be referred to as
named professorships. For convenience,
we will refer to all of these situations as
endowed chairs.

Holding an endowed chair confers status.
In nearly all cultures, the roles, behaviors,
or characteristics associated with

women are of lower status than those
associated with men.*****® Recognition
by a high-status group can increase social
capital and confer legitimate power.*'*
Women may particularly benefit

from the external conferral of status.
Amanatullah and Tinsley** demonstrated
this experimentally in two studies that
found that a high-status title benefited
women but not men in a negotiation task.
Moreover, this body of research would
predict that the status of an individual
female faculty member and her ability

to effectively negotiate would increase
when she receives an endowed chair.

If the endowed chair is specifically in
women’s health, academic initiatives in
women’s health should benefit both from
this external conferral of status and also
from the increased effectiveness of the
endowed chair to negotiate on behalf of
women’s health programs.

Testing the Premise

To test the premise stated above, we
undertook a series of efforts to assess
the current status of endowed chairs in
women’s health in internal medicine
and whether holding an endowed chair
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appeared to support the dual goals of
increasing the presence of women in
academic leadership and advancing
women’s health. We chose internal
medicine as the focus of our efforts
because more than a quarter of women
physicians train in internal medicine and
its subspecialties, and women physicians
almost exclusively constitute the women’s
health focus within internal medicine.
Thus, internal medicine has considerable
opportunity to develop women leaders
in academic medicine and to advance the
field of women’s health in medicine.

Specifically, we

¢ identified and convened the extant
internal medicine endowed chairs in
women’s health in North America (in
2013),

e convened an expanded community of
women’s health leaders (in 2014),

e queried incumbent endowed chairs
and other women’s health leaders
to ascertain their perspectives on
endowed chairs in women’s health (in
2014), and

e queried incumbent endowed chairs
regarding the structure and perceived
impact of their women’s health
endowed chairs (in 2015).

We describe these efforts below.

Convening of internal medicine
endowed chairs in women’s health in
North America (2013)

In May 2013 in Boston, one of us (P.J.)
sought to identify and convene, for the
first time, all endowed chairs in women’s
health in internal medicine or its
subspecialties that existed in the United
States or Canada. The purpose was to
raise awareness of the existence of such
endowed chairs and generate discussion
to determine whether a case could be
made for organized efforts to promote
the development of more endowed
chairs in women’s health within internal
medicine. Endowed chairs were identified
using online searches with phone calls
to validate that the endowed chair was
in women’s health and resided within
internal medicine in a school of medicine,
at the university level, or in a teaching
hospital. There were seven endowed
chairs, of which five had incumbents, all
women. These five endowed chairs met
for a one-day conference at Brigham

and Women’s Hospital, a major teaching
hospital of Harvard Medical School in
Boston.

Each endowed chair presented a brief
overview of her research with an
emphasis on how it was improving

the health of women, and indicated
important questions for future research.
There were opportunities for junior
faculty and trainees interested in women’s
health and sex- and gender-based
medicine to meet with these leaders. The
organizer led the invitees in discussions
regarding their endowed chairs and
whether and how holding the chair had
influenced the invitees’ ability to advance
the field of women’s health, the study of
sex and gender differences in health and
disease, and women’s academic careers.
The content of these discussions made
clear the benefits of organizing efforts to
increase the number of endowed chairs in
women’s health.

Convening an expanded community of
women’s health leaders (2014)

Capitalizing on the momentum from the
2013 meeting, we (the authors) became

a working group (led by C.N.B.M.) to
further explore the benefits of endowed
chairs in women’s health in internal
medicine and its subspecialties. In
October 2014, we convened the growing
number of such endowed chairs and
included other leaders whose work was at
the nexus of women’s health and women’s
leadership in academic medicine. We
repeated efforts from 2013 to capture

all of North America’s current endowed
chairs in women’s health in internal
medicine and its subspecialties and
identified other invitees through personal
queries and electronic searches. All were
women. We invited 38 individuals (13
endowed women’s health chairs and 25
other leaders) to attend the meeting,
titled “Women’s Health Leadership
Summit: An Initiative to Increase
Women’s Health Endowed Chairs in
Internal Medicine and its Subspecialties,”
and sent them a premeeting
questionnaire capturing themes that had
emerged from the first convening.

Sixteen attendees (seven endowed chairs)
met for a 1.5-day conference at Cedars-
Sinai Medical Center in Los Angeles.
Each received a packet that included
several topic-relevant articles'**” and
an informational book on women’s
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philanthropy.*® Presentations and small-
group discussions focused on topics
concerning endowed chairs in women’s
health, including

* current status of women’s endowed
chairs and results of the premeeting
questionnaire about such chairs;

e how gender stereotypes impede
women’s advancement in academic
medicine;

* successful case studies of women’s
health chairs endowed by grateful
patients, philanthropists, industry, and
targeted institutional initiatives;

 strategies for successful philanthropy;
and

* individual and collective plans for
action following the meeting.

The participants uniformly expressed a
desire to meet again the following year
and the need for more information about
the current endowed chair positions.

Query of endowed chairs and other
women’s health leaders (2014)

The premeeting survey based on the
themes from the initial convening in
2013 was sent to the 38 invitees to the
meeting just described. It asked them
whether they agreed, disagreed, or were
unsure whether women’s health is an
opportunity for advancing women in
academic leadership. They were also
asked to rank-order the benefits of an
endowed chair in women’s health on the
following five areas:

* helping advance women into
leadership positions;

* including women’s health issues in
clinical care, education, and research;

* raising the stature of women’s
health as a discipline within internal
medicine;

* increasing recognition that women’s
health is broader than reproductive
health; and

e encouraging women philanthropists.

Because a number of incumbents shared
that they had needed to raise their own
endowment, we included questions about
experience with and perceived barriers to
fundraising, the level of experience they
had with grateful-patient fundraising,
and their attitudes on academic—

industry collaborations. Respondents
rank-ordered the following barriers

to fundraising for endowed chairs in
women’s health within internal medicine,
from most important to least:

* marginalization of women’s health
endowed chairs;

* concern with framing women’s health
in fundraising efforts;

* institutional policies that determine
themes for fundraising initiatives;

e difficulty convincing local leaders
to include women’s health endowed
chairs in fundraising efforts; and

* resistance to endowments for women’s
health in internal medicine from
departments of obstetrics—gynecology,
the field historically associated with
care of women, especially their
reproductive health.

Of the 25 (66%) who responded to the
premeeting survey, 23 (92%) agreed that
women’s health provides an opportunity
for advancing women in academic
leadership. When asked to rank the
benefits of an endowed chair in women’s
health, the benefit ranked as number

one in the list of five by the greatest
number of respondents (8; 32%) was
“increase the stature of women’s health
as a discipline within internal medicine”;
16 respondents (64%) ranked this benefit
within the top two in that list. The ability
of endowed chairs in women’s health to
include women’s health issues in clinical
care, education, and research was ranked

number one by 7 respondents (28%); 16
(64%) ranked this benefit within the top
two benefits.

As mechanisms to fundraise for an endowed
chair in women’s health, 13 respondents
(52%) reported negligible experience with
grateful-patient fundraising. In ranking
barriers to fundraising for endowed

chairs in women’s health, prohibitive
institutional policies were perceived as the
greatest barrier by 8 respondents (32%)
and to be within the top two barriers by

13 respondents (52%). Pushback from the
more traditional women’s health field of
obstetrics—gynecology and marginalization
of women’s health endowed chairs were
also ranked within the top two barriers by
10 respondents (40%) and 9 respondents
(36%), respectively.

Query of incumbent endowed chairs
(2015)

The consensus of the attendees at the
2014 conference was that we needed
more descriptive information on the
current endowed chairs. With input from
participants at the 2014 meeting, we
developed a questionnaire to ascertain
(1) the structure and types of endowed
chairs; (2) the perceived impact of the
current endowed chairs on women’s
health education, research, and clinical
care; and (3) the perceived ability of the
position to advance women’s academic
leadership (oneself and others). The
methods were approved by the Cedars-
Sinai institutional review board with
waiver of signed informed consent.
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Figure 1 Numbers of endowed chairs in women'’s health in North American departments of
internal medicine in recent years. In 2015, the authors, through online searches, identified 19
endowed chairs in women'’s health in departments of medicine. Fifteen responded to a survey and
indicated the year in which their endowed chair in women’s health was established. In all cases,
the respondent was the first occupant to hold the position.
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Table 1

Descriptions of Endowed Chairs in Women's Health in Departments of Internal
Medicine, North America, 20152

Requires formal letter of appointment

Has development office with expertise or interest in
raising funds for women’s health

“The authors e-mailed a survey to the 19 North American incumbent endowed chairs in women’s health
in departments of internal medicine, whom they were able to identify through online searches. The 15
respondents (74 %) supplied the information in this table.

In 2015, we e-mailed an invitation to
take the survey to the 18 previously
identified internal medicine endowed
chairs in women’s health plus one newly
identified such chair, followed by two
reminders. Voluntarily clicking the link
to the online survey indicated informed
consent. Fifteen of the 19 endowed

women’s health chairs (74%) responded
to the survey. The greatest number of
endowed chairs among respondents (9;
60%) were established during the period
2010-2014 (see Figure 1). Tables 1

and 2 provide information about the
endowed chairs. Each was the first
recipient to hold the position, and a

Table 2

Financial Characteristics of Endowed Chairs in Women'’s Health in Departments of
Internal Medicine, North America, 20152

Current dollar amount of endowment 82
* Mean, $2.1 million (range, $1.2-$3.0 million) 9 (100)
Amount chair can spend 15

e Endowment supports salary only 4.(26)
Funding source for endowment 13
........ R 1Y
........ B S Tl Py
........ ey
........ Sy o sty
........ B o e

aThe authors e-mailed a survey to the 19 North American incumbent endowed chairs in women'’s health in
departments of internal medicine, whom they were able to identify through online searches. Fifteen respondents
(74%) supplied the information in this table.

bPercentages of respondents for the items within each of the three characteristics are based on the number

of respondents overall to questions about a specific characteristic; that number was different for each
characteristic. For example, there were 13 respondents overall for questions about “Funding source for
endowment” but 15 respondents overall for questions about “Amount chair can spend.”

third of the respondents (5; 33%) had
developed their own endowed chairs.
The dollar amount of the endowment
for the 9 respondents who reported that
information ranged from $1.2 million to
$3.0 million, and the rules for spending
and access to funds varied considerably
from receiving salary support only (for 4
respondents) to having access to a wide
range in the amount of discretionary
funds. Fight of the 9 respondents said
that the source for the endowment was
most often a donor.

Table 3 shows the numbers and percentages
of the 15 out of 19 women’s health endowed
chairs who responded affirmatively in

2015 to questions about the impact

of their position, along with examples they
provided. Being able to advance sex- and
gender-based research was endorsed by

14 of the 15 respondents (93%), and the
remaining respondent indicated that she
was new to her position but anticipated that
it would advance such research. Over half of
the respondents indicated that the endowed
chair had enabled them to increase sex- and
gender-based content in the education of
medical students (8; 73%), the education

of residents (9; 82%), and the education

of faculty (9; 82%). Many, but not all, of

the respondents indicated that holding the
chair had promoted their own leadership
(7; 47%), facilitated new grant funding

(10; 67%), and allowed recruitment of

new faculty (many of whom were women)
who would further advance women’s health
(65 40%).

Questions Answered, Questions
Remaining

Across these four initiatives to assess

the current status of endowed chairs in
women’s health in internal medicine,

we found that the number of chairs

is growing, and the consensus is that
organized efforts for further increasing
the number are warranted. Although
their accomplishments may have been
the reason for their receiving an endowed
chair rather than its result, the impact of
the current cohort of endowed chairs in
women’s health has been far-reaching,
encompassing professional career
development, novel curricular offerings,
new women’s health and sex- and
gender-based research, and improved
access to clinical care for women.
Multiple different strategies appeared

to have been successful in establishing
endowed chairs in women’s health;
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Table 3

Impact of an Endowed Chair in Women'’s Health in Departments of Internal
Medicine as Perceived by 15 Chairs of This Kind, North America, 2015*

Promoted your 7 (47) e Having an endowed chair showed that women'’s health research was a legitimate area of research/scholarship.
ig;ﬂg‘giﬁgal executive e The [endowed] chair has increased my visibility across the institution.

e | became the leader of the Women in Medicine Office.

e By helping to cover my salary, the endowed chair has freed up more of my time for leadership activities.

e [Having an endowed chair has] provided [me with] more of a national presence.

Allowed you to 14 (93) e | have the discretion to distribute research funds to faculty performing meritorious research.

advance sex- and e | have developed methods to incorporate sex and gender analysis into health systems performance
genderhbased measurement and reporting.
researc

e \We have surveyed sex and gender education in our trainees.

With “biology of sex and gender differences” as the theme, I led a “cluster hire” that recruited three new
women faculty. All are now tenured, leading research programs.

Funding has allow[ed] hiring ... to focus on gender research.

Because of the endowed chair, | have become a mentor to ... those interested in gender- and sex-based
research projects.

Domestic violence in Latinas.¢

[In the area of] ovarian cancer.

e Use of antepartum thrombosis prophylaxis.

e [In the area of] breast cancer.

o A large-scale qualitative study [that led to] significant advocacy efforts and ultimately informed federal policy

change.
Facilitated new grant 10(67) » Due to more protected time for research and mentoring, | have been able to obtain several grants, as well as-
funding mentor other faculty on K awards.

e A [large] grant to study gender equity in health and health care including health disparities among women.
e Used the funds to conduct pilot work leading to several new NIH grants over the years.

e Simply having a named professorship brings some status that | believe has helped affirm my credibility when |
apply for both internal and external grant funding.

e | have been able to secure several grants from new funding streams since taking the chair.

Increased sex- and 8 (73) e [l have] led development of multidisciplinary sex- and gender-based medicine curriculum projects.
gender-based e Now there is at least [one] class and a clinical elective rotation [on] women and CVD.

medicine in medical . L .
school curriculum e Increased presentation of domestic violence issues to students and house staff.

Increased sex- and 9(82) e [l have] mentored many residents on sex-based analyses.
rgneenddiSi:k;aifwe?esident ¢ \We have surveyed trainees and are developing an approach to improve sex and gender curriculum and training.
training ¢ [We now have] elective rotations on women cardiovascular disease for internal medicine residents (full
curriculum and rotation for one month developed).
Increased sex- and 9(82) e Developed a 20-hour CME series, Y Does X Make A[?]
gender-based e Talks at CME conferences on sex-based differences.
medicine into faculty
CME e Annual Women and CVD CME.
Enhanced dlinical 11(73) » Launched a sex- and gender-specific cardiovascular prevention clinic. T
care of women e Spearheaded the development of an algorithm/clinical decision support tool to facilitate evidence-based
decision making for use of menopausal hormone therapy.
e [Established] a productive Women's Heart Center [that offers] specialty cardiovascular screening, diagnosis,
and treatment.
e Developed the Women Veterans Health Clinic.
e [Developed a] clinical guidance statement on prevention and treatment of pregnancy-associated venous
thromboembolism.
e Specialty clinic for women with CVD ... educational programming for [emergency room] and primary care ...
[I'am] working now with [Obstetrics] to develop a referral line for pregnancy-related CVD events.
e Started a program ... where faculty speakers give evidence-based talks on areas in women’s health/sex differences.
e | have founded and developed a comprehensive women'’s health center at the medical school/hospital, which
offers care to patients, is a site for [graduate medical education] training, and also does clinical research.
e Expanded genetic counseling for BRCA mutations based on our findings of increased risk in contralateral breasts.
(Table continues)
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Table 3

(Continued)

Allowed you to
recruit new faculty
with the goal of
advancing women’s
health

6 (40) e We have recruited numerous faculty members; one example is a cancer epidemiologist with a strong interest
in breast cancer research.

Developed a strategic plan for a $20 million endowment ... that includes [three faculty hires] to ensure
women’s heart research in perpetuity.

e Will be recruiting new faculty as a downstream result of the chair.

Improved ability
to raise funds to o
advance the field of
women’s health

6 (40) e Creation of a fund for an annual lectureship.
Patients of mine and others have become donors.
Some support from nonprofit wing of Big Pharma.

Abbreviation: CME indicates continuing medical education; CVD, cardiovascular disease.
#The authors e-mailed a survey to the 19 North American incumbent endowed chairs in women’s health in
departments of internal medicine, whom they had identified through online searches. The 15 respondents (74 %)

supplied the information in this table.

5Some of the quotes below are not complete sentences. This is because those quotes did not contain sufficient

information to create accurate sentences.

This topic and the following four are some of the areas of sex- and gender-based research, plus an initiative, that

were mentioned by the respondents.

however, most of the current endowed
chairs and women leaders in women’s
health had no fundraising experience.
Increasing competencies in fundraising
among women’s health leaders in
academic internal medicine may be an
important area for education and skill
building—especially since one-third (5
of 15) of the women’s health endowed
chairs who responded to our survey
had established their own positions.
Institutional restrictions on fundraising
priorities were seen as a major barrier to
establishing endowed chairs in women’s
health, indicating that discussions with
those who set fundraising priorities are
important in making the case for the
institutional benefits of endowed chairs
in women’s health. The examples we
presented of the impact of the current
women’s health endowed chairs may be
useful as persuasive evidence of what
can be accomplished by developing an
endowed chair in women’s health in
internal medicine.

Title IX did much to eliminate explicit
institutional structures, such as quotas,
that historically prevented women’s
entry into high-status occupations and
positions.* However, gender is such

a diffuse and automatically triggered
status cue that the assumption of low
status can and does tacitly influence
judgment and decision making in ways
that disadvantage women physicians in
hiring,* salary,”~* grant funding,”>>>->*
and leadership opportunities.?®>*

6

Even the percentages of women
physicians in medical specialties and
subspecialties correlate with the prestige
and remuneration of the specialty:

the alignment of gender and status
resulting in higher percentages of
female physicians entering relatively
low-status, lower-paying specialties and
higher percentages of male physicians
entering high-status, higher-paying
specialties.?***¢!

Receiving an endowed chair in women’s
health should be an effective way to
increase social capital, confer legitimate
power, and foster effective negotiation
outcomes—to the benefit of both

the recipient and women’s health.*=
Therefore, we found it interesting that
more than half of the current endowed
chairs (8 out of 15) did not perceive that
holding the position had promoted their
own leadership. Some offered that they
were already in a leadership position when
they received the endowed chair. We do not
have explanations for the negative response
from others, but this provides an area for
more in-depth exploration. It is possible
that rather than receiving the status benefit
of an endowed chair, the opposite is
occurring. That is, the low status imbued to
anything associated with the female gender
may be lowering the status of an endowed
chair that is designated for women’s health
and held by a woman. One of us (M.C.)
cited similar concerns regarding the
enthusiasm by some to seek accreditation
for women’s health fellowships.*

Even though our investigation was
descriptive and had a small sample size,
we captured almost the entire population
of endowed chairs in women’s health

in departments of internal medicine in
North America. From our sequence of
efforts, we believe that our initial premise
is conceptually sound and borne out by
the experiences of current women’s health
endowed chairs. Increasing the number

of endowed chairs in women’s health

in internal medicine can be an effective
way to both advance women in academic
leadership and also have a positive effect
on women’s health through increased
research, education, and clinical initiatives.
Going forward, it will be important to
explore why not all recipients perceived
that the endowed chair enhanced their
own academic leadership, whether
providing women’s health leaders with
fundraising expertise fosters future success
in increasing the number of women’s
health endowed chairs, and how the
conflation of gender and status play out as
the number of endowed chairs in women’s
health increases (e.g., will endowed chairs
in women’s health have lower salaries than
endowed chairs in other areas of internal
medicine?).
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