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ABSTRACT

DOES GENDER MATTER?
A HERMENEUTIC PHENOMENOLOGICAL STUDY OF THE SHARED

EXPERIENCE OF WOMEN PHYSICIANS IN ACADEMIC PEDIATRICS

Academic medicine, historically dominated by men, has perpetuated a hierarchical
culture that marginalizes women (Boulis & Jacobs, 2008; Morantz-Sanchez, 1985; More et al.,
2009; Pololi, 2010). Despite this, the presence of women physicians in academic settings has
surged, challenging traditional norms. In pediatric academic medicine, women physicians
encounter the need to navigate through this entrenched male-dominated culture. Understanding
their experiences is crucial for hospital administrators and medical school leaders. This study
investigates the experiences of women physicians in academic pediatrics at a nationally ranked
institution.

This research sheds light on how women physicians navigate the challenges of a
traditionally male-dominated work environment and how their professional lives intersect with
personal aspects. This exploration of the layered complexities women physicians face in
academic pediatrics provides insight into their lived experiences.

Employing hermeneutic phenomenology, this study delves into the lived experiences of
women physicians, providing a platform to amplify their voices. Anchored in constructivism, the
study's paradigmatic position is elucidated through five governing axioms: defining reality, the
knower's relationship with the known, transferability, association linkages, and the role of values

in inquiry (Lincoln & Guba, 2013, pp. 37-38).
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Eight essential themes, distilled from participant interviews, capture the essence of their
experiences. These themes, categorized into personal and institutional perspectives, are viewed
through the lenses of agency and structure, mirroring the yin-yang duality. This approach
acknowledges both harmony and potential overlap among themes, presenting the phenomenon as
a synthesized whole.

Implications for theory, research, and practice are discussed. Further research avenues are
proposed, along with insights for refining existing theory. Additionally, considerations for
various stakeholders' practices are examined, encompassing recommendations for action. The

study concludes with an epilogue, reconsidering the findings based on recent social events.
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CHAPTER 1: INTRODUCTION

The number of graduates from U.S. medical schools identifying as women has increased
significantly—from 26.8% in 1982-1983 to 48.4% in 2010-2011 (Leadley & Sloane, 2011)—and
reached 51.8% in 2023 (Association of American Medical Colleges [AAMC], 2023d). Women
physician graduates surpassed men at U.S. medical schools in 2020-2021 (AAMC, 2023d). Since
2019, the number of women enrolled in U.S. medical schools has surpassed men, and in 2023
represented 54.5% of total enrollment (AAMC, 2023g). Upon graduation from medical school,
physicians apply for a medical residency for further specialty training. The residency period
usually lasts from 3 to 5 years, depending on specialty (Mallon & Vernon, 2008). Women
represented 48.2% of all residents in 2023 (AAMC, 2023b), up from 36.4% in 1999 (Leadley &
Sloane, 2011). After residency, physicians typically take one of two paths. The AAMC (2023e),
reported that the majority of physicians—over 80% as of 2021—went into nonacademic clinical
practice. The remainder chose academic medicine, in which they work for a university as faculty
in a combination of capacities: teaching medical students, conducting research, and providing
clinical care to patients (Borges et al., 2010; Mallon & Vernon, 2008).

As of 2023, there were 989,320 physicians in the US and its territories (AAMC, 2022c).
Whereas physicians in academic medicine account for approximately 20% of all physicians
(AAMC, 2023h), women comprise 44% of the medical school faculty in the US (AAMC, 20231).
Women joined academic medicine at higher rates than men during the 1980s, but have been
slower to rise in academic rank than their male counterparts (B. Li et al., 2021; Nonnemaker,
2000; Richter et al., 2020). As of 2023, only 28% of full professors in academic medicine were

women (AAMC, 2023i), and only 25% of department chairs were women (AAMC, 2023;).



Women enter the ranks of academic medicine for a number of reasons. Women
physicians in academic medicine typically had an affinity for biology and sciences in high school
and college, viewing academic medicine as a means to satisfy their intellectual curiosity and
meet altruistic desires to help people (Pololi, 2010). Borges et al. (2012) found that women chose
academic medicine careers based on fit (i.e., feeling congruence with their lives and careers, and
satisfaction with their career choices), aspects of the academic medical center environment, the
influence of people in their lives, exposure to academic medicine, and an interest in practicing
clinical medicine. Edmunds et al. (2016) conducted a review of 52 studies between 1985 and
2015 regarding why women chose or rejected careers in academic medicine, pointing to
significant limitations and inconsistency in study findings. However, Edmunds et al. found
supporting evidence that women were attracted to teaching and suggested that enabling
environments were a factor in attracting women into academic careers.

Pediatrics has been long considered a “women’s specialty” (Lopate, 1968, p. 120), (a)
viewed as an area in which women feel comfortable, can excel (as they are more apt to be more
accepted by department heads), and use their “special skills” (p. 120); (b) assumed to align with
women’s roles as mothers; and (c) as a result, perceived as more nurturing (p. 120). Historically,
women physicians have had greater representation in the medical specialty of pediatrics (Boulis
& Jacobs, 2008; Pololi, 2010; Spector et al., 2019). This representation may be attributed to at
least three factors: (a) pediatrics is a field in which women have felt comfortable and could excel
based on their historical role as mothers (Lopate, 1968); (b) the increase in pediatric residency
positions, created as a result of an increase in medical school capacity (Boulis & Jacobs, 2008);
and (c) the perception in medical school that pediatrics allows for a balance of medicine and

family (Boulis & Jacobs, 2008).



The influx of women physicians into pediatrics also coincided with the development of
the women’s health movement of the 1970s. The women’s health movement emerged from the
1960s social activism of disenfranchised groups such as women, Blacks, Latin@, Native
Americans, and LGBTQIA+, among others (Morgen, 2009). The narrative of the women’s health
movement benefited from a central work in women’s health education, Our Bodies, Ourselves,
published in 1973 (Boston Women’s Health Book Collective, 1973). The book was derived from
a bound set of course booklets written in 1970 by 19 Boston feminists at Emmanuel College,
who were determined to educate women about their health and sexuality (Boston Women’s
Health Collective, 1970). In the 1973 book, a number of previously taboo topics such as
abortion, orgasm, birth control options, and bisexuality were addressed, which helped women
develop a consciousness of their unique health needs, independent of the traditional medical
structure (Ginty, 2004; Wells, 2009). Childbirth and child health needs seemed to align to this
new awareness, evidenced by chapters on childbearing and motherhood. Although pediatrics
historically had a disproportionate number of women compared to other specialties, it seems that
the evolution of women’s health consciousness intensified the influx of women into medicine,
and pediatrics in particular. For example, in 1970, 20.8% of pediatricians were women, whereas
by in 2009, 55.2%—the majority of pediatricians—were women (Smart, 2012). The prevalence
of women pediatricians continued to grow, to 63.3% in 2017 (Spector et al., 2019), and to 65.6%
in 2022 (AAMC, 2024b). Specifically, academic pediatrics has also seen a significant shift, from
women comprising 48.6% of pediatric academic faculty in 2007, to 54% in 2020 (Saboor et al.,
2022). Although not exclusively responsible for the demographic changes in pediatrics, the
women’s health movement likely served as a strong catalyst in provoking and shaping the future

of women in medicine and subsequently pediatrics as well (Morgen, 2009).



Based on the demographics alone, the medical specialty of pediatrics has provided
women an entryway into the broader social and technical spheres of medicine. One might
conclude that with so many women physicians in the pipeline, especially in pediatrics, women no
longer need to be concerned with issues of gender equity. But is that how women pediatric
physicians perceive their status? In light of the evolutionary role of women in medicine, it is
worthwhile to understand how women in the traditionally most accepted areas of academic
medicine, like pediatrics, see themselves today and within the context of the historically situated
masculine culture of academic medicine (Beshiri, 1969; Boulis & Jacobs, 2008; Lopate, 1968;
Lorber, 1984; Morantz-Sanchez, 1985; Nye, 2009; Pololi, 2010; Saboor et al., 2022; Spector et
al., 2019; Starr, 1982). This study explores the perspectives of the women physicians, and more
specifically women physicians in academic pediatrics, to understand whether there are cultural
shifts that match with the demographic ones.

Situating the Study in the Literature

This study examines the lived experience of women physicians in a pediatric academic
medical center and draws upon perspectives of gender from critical feminist theory as well as the
concept of gendered organization in interpreting participants’ experiences. The study also
considers the lived experience of participant women physician in academic pediatrics within an
organizational culture—specifically through the lens of one academic medical center. Men and
the masculine perspective have long dominated academic medical center culture (Lorber, 1993;
Nye, 2009; Pololi, 2010). Figure 1 illustrates the intersection of the three major literatures
informing this study.

Critical review of the literature situating the study begins with the subject of women

physicians in academic pediatrics within the broader context of medicine and the most recent



studies of this population. Provided next is a brief summary of feminism and the concept of
gendered organization, followed by literature on organizational culture in academic medicine.
The literature review illustrates how these areas intersect to inform this study of women

physicians in academic pediatrics.

Women
Physicians in
Academic
Pediatrics

Figure 1. Three Bodies of Literature and Their Intersections Informing This Study

Women Physicians in Academic Pediatrics

As mentioned in the introduction, women physicians have played an increasingly
important role in medicine. In 2021, women accounted for 37.1% of the active physician
workforce in the United States, and that number should continue to grow, as over half—355.4%—

of graduating physicians were women (AAMC, 2023f). The growth in the percentage of women



in the physician workforce suggests that women’s prevalence is likely to increase, or at least
continue in the majority, within academic pediatrics as well.

However, the sheer increase in the numbers of women physicians in academic pediatrics
is only a recent phenomenon. Historically, women had been excluded from entering the medical
ranks through the segregation of medical colleges and subsequent closure of women’s medical
colleges, as well as systematic limited quotas for medical school entrance sanctioned by the
American Medical Association (Lopate, 1968; Nye, 2009; Starr, 1982; Walsh, 1977).

Research specifically focused on women physicians began with the first published study
by Lopate (1968). Lopate pointed to the “token numbers” (p. 187) of women in medicine,
described the experiences of women physicians and the reasons why the percentage of women
were low (6-8% from data Lopate gathered in 1965). Lopate suggested a number of
improvements to attract more women into medicine, including increased scholarship aid, flexible
scheduling during training, and childcare tax deductions (p. 187). Although Lopate’s research
focused quantitatively on the low percentage of women in medical school admissions, Lopate
also challenged “the [shifting] national climate of opinion concerning sexual roles” (p. 188) as a
means to attract more women into medicine.

Since the 1980s, the medical establishment itself has produced much of the research on
women physicians. Many studies have focused on characteristics of women physicians (e.g.,
Frank et al., 1998, 2001; Frank & Cone, 2000), particular areas of disparities or marginalization
(Levine et al., 2011; Nonnemaker, 2000; Pololi & Jones, 2010); discrimination (Carr et al., 2000,
2003); or the general status of women physicians in academic medicine (Brown et al., 2003;

Levinson et al., 1989; Nonnemaker, 2000; Pololi, 2010).



Glimpses into medicine through the lens of women physicians have also emerged in
popular literature. Examples include Conley’s (1998) description of her abrupt resignation from
the Stanford faculty in Walking Out on the Boys, Cassell’s (1998) anthropological study of
women surgeons in The Woman in the Surgeon’s Body, and Au’s (2011) more whimsical
personal experiences in This Won't Hurt a Bit (and Other White Lies): My Education in
Medicine and Motherhood.

The particular study of women physicians is still a somewhat recent phenomenon, with a
focus on quantitative description of women physicians within the broader context of medicine
(e.g., Foster et al., 2000; Frank et al., 1998, 2001), or issues related to gender bias and
advancement (e.g., Burgess et al., 2012; Carr et al., 2003; Nonnemaker, 2000; Risberg et al.,
2009). However, many of these and other studies published in medical or related journals lack
additional insight from outside medicine. As such, the evolving concepts of feminism, the
gendered organization, and organizational culture provide additional avenues from which to
increase understanding of the experiences of women physicians. This second body of knowledge
in these concepts and their linkage to this study are discussed next.

Critical Feminist Theory and the Gendered Organization

The second body of literature central to informing this study is that of critical feminist
theory, and its offshoot, the gendered organization. The experiences of women physicians in the
literature and in this study are explored through these lenses.

Critical Feminist Theory

Critical feminist theory, often referred to as feminism or feminist theory, is a diverse and

complex set of perspectives that originated as a social movement in the late 18th century to

secure rights and political equality for women (Hekman, 2006). Feminist thinkers characterize



the world as patriarchal with a resulting masculine culture that oppresses women—contending
that women must attain social power as a group to challenge their treatment (Lorber, 1984). One
of the reasons inequities between men and women exist is because they are built and maintained
by social institutions that create socially constructed assumptions of different sex roles (Acker,
1990, 1992; Alvesson & Billing, 2009; Britton, 2000; Mills, 1988). Modern feminist theory
comprises a range of theories. Beginning in the late 1970s, the field of critical feminism began to
look beyond more traditional elements of economic, political, and legal structures to explore
deeper explanations of women’s oppressed status. Krolokke and Sorensen (2006) summarized
critical feminist theory, or feminism, in terms of three waves. The first wave, they said, focused
on the fight for women’s voting rights in the early 1900s. The second wave, from the 1960s
through the early 1990s, directed attention toward women’s empowerment and differential
rights. The third wave, from the 1990s to present,

seeks to overcome the theoretical question of equity or difference and the political

question of evolution or revolution, while it challenges the notion of “universal

womanhood” and embraces ambiguity, diversity, and multiplicity in transversal theory
and politics. (Krolokke & Sorensen, 2006, p. 2)

Calds and Smircich (2006) traced the evolution of feminist schools of thought into liberal,
radical, and psychoanalytic theoretical approaches, with each having different epistemological
assumptions, but sharing the same ontological assumption regarding the location of women’s
oppression. This ontological assumption posits a universally sexualized, transcultural, and
transhistorical “woman” positioned against her other—*“man.” Feminist analysis explores
women’s role in society from a woman’s perspective, including how the two sexes can exist

together or separately without oppression and subordination (Calds & Smircich, 2006; Hekman,

2006).



In addition, Black feminists such as Lorde (1984) challenged the traditional feminist
approach as one-dimensional—representing the perspective of White, heterosexual, Anglo-
Saxon women—to recognize the unique perspectives of Black women as well as lesbians. The
challenge by Black feminists evolved the theoretical notions of feminism and opened the door
for discussions on intersectionality as a construct to examine the relationships among multiple
dimensions of gender, ethnicity, class, and color (Johnson-Bailey, 1999; McCall, 2005).

These different critical feminist theory perspectives provide a theoretical foundation from
which to understand why women physicians provide a unique perspective within the broader
academic pediatric arena. The voices of these physicians may offer specific ideas to reduce
oppression or subordination, resulting in greater organizational contribution, and perhaps
improved patient care practices. In light of this discussion of critical feminist theory, the focus
now shifts to the implications of critical feminism and the gendered organization.

The Gendered Organization

The discussion of gender is rooted in critical feminist theory. The term gender refers to
the socially and culturally imposed divisions of the sexes (Rubin, 1975). Acker (1992) further
defined the term gender as “the patterned, socially produced distinctions between female and
male, feminine and masculine” (p. 250).

Although women continue to make proportional gains within academic medicine,
academic medical structure and the culture that supports it are still heavily gendered toward the
masculine (Edmunds et al., 2016; Spector et al., 2019; Tsouroufli et al., 2011). This contention is
based on the theory that gender is socially constructed and maintained as a fundamental
meaning-making societal structure (Alvesson & Billing, 2002, 2009; Cislaghi & Heise, 2019;

Hekman, 2006; Heise et al., 2019; Lorber, 1994).



A gendered organization is one in which gender serves as a basic principle present in
“the processes, practices, images and ideologies, and distributions of power in the various sectors
of social life” (Acker, 1992, p. 567). Medicine developed a strong masculine-based gender
identity due to historical limitations placed on women in medical school admissions and a strong
cultural prejudice aimed at the suppression of women (Boulis & Jacobs, 2008; Chin, 2002;
Group & Roberts, 2001; Morantz-Sanchez, 1985; More et al., 2009). Feminism’s rise in the 19th
and early 20th centuries, and its revival in the 1960s, were crucial in advancing the role of
women in medicine. However, those women who did become physicians tended toward
specialties that were seen as less threatening to the male-dominated medical culture (Boulis &
Jacobs, 2008). Pediatrics is one of the areas of medicine most impacted by the increasing
prevalence of women into its ranks. Pediatric residency applications for women increased from
61.6% in 1999 to 73.1 in 2022 (AAMC, 2023b); in academic pediatrics departments, women
comprised 61% of the faculty in 2022, up from 49% in 2011 (AAMC, 2023c; Leadley & Sloane,
2011). Due to the demographic shift in the prevalence of women in medicine and specifically
pediatrics, these gender-based professional identities and related gendered organizational
cultures must change to ensure full inclusion and an environment of optimal ad vancement of
women physicians (Edmunds et al., 2016; Spector et al., 2019).
Organizational Culture and Academic Medicine

Academic medicine in the US evolved from the formalization of medical training in the
19th century. Although women had played a historical role in caring for the sick, the process of
medical professionalization through the rise of medical colleges and societies purposefully

excluded women (Starr, 1982; Walsh, 1977). The gendered, exclusionary nature of medical
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professionalization to which women have been subjected is crucial to understanding the current
culture of academic medicine.

Organizational culture is a complex concept. Alvesson (2013), drawing on previous
perspectives of organizational culture, highlighted five key assumptions about cultural
phenomena as

e having a relationship to history and tradition;

e having depth, being difficult to grasp, and requiring interpretation;

e Dbeing collective and shared by members of groups;

e being “ideational in character, having to do with meanings, understandings, beliefs,

knowledge and other intangibles” (p. 3); and

e Dbeing “holistic, intersubjective and emotional rather than strictly rational and

analytical” (p. 3).
Alvesson’s description of organizational culture provides a useful lens from which to view
academic medicine and the role of women specifically. In the experiences of women physicians
in academic pediatrics, particularly in a localized setting, organizational culture influences those
experiences. Synthesizing organizational culture with the gendered organization describes the
environment which women in academic pediatrics must navigate.
Overview of the Literature

Literature which integrates (a) the development and specific concerns of women
physicians as a force in medicine, (b) the notion of gendered organizations, and (c) the culture of
academic medicine, is explored in and informs this study to uncover or reveal deeper meaning

from the study participants’ experiences. Women physicians’ experiences can be interpreted
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better through an understanding of the social and organizational contexts in which they work and
live.

The literature review which follows this chapter situates and summarizes these three
bodies of literature informing this study, and the relationships among the three constructs of (a)
women physicians in academic pediatrics (in a historical context), (b) the gendered organization,
and (c) the organizational culture of academic medical centers. This review specifically links
these relationships through the foundational research in each area, concepts derived from the
research of these areas, the current stance in these areas, and the construct relationships that tie
the areas together.

Given this study’s context for this study, its rationale is explained next. The remainder of
this chapter focuses on the research need and subsequent research questions, as well the study’s
purpose and significance. Also explicated is the study’s linkage to the discipline of human
resource development (HRD). The study’s theoretical framework and paradigmatic positioning
situate this research. Then the researcher’s perspective, ethical considerations, study parameters,
delimitations, limitations, and definitions are discussed, before closing with the structure of the
dissertation.

Research Need and Questions

Academic medicine has evolved from a distinctly male-dominated professional identity
resulting in a hierarchical culture that has historically subordinated women (Boulis & Jacobs,
2008; Morantz-Sanchez, 1985; More et al., 2009; Pololi, 2010). Conversely, the percentages of
women physicians in academic medicine have increased dramatically over time, potentially
challenging academic medicine’s traditional culture and hierarchy. Women physicians

comprising this expanding presence in academic medicine must finesse or navigate the
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traditional male-dominated academic culture, and manage the response of other women in
traditionally gender-oppressed roles, such as nursing (Group & Roberts, 2001). What constitutes
finessing or navigating of environment for women physicians is not yet well understood. Such
understanding will help inform hospital administrators and medical school leaders regarding the
unique challenges facing women physicians in academic pediatrics. Recent studies have
indicated that women physicians have a higher burnout rate than their male peers (Chesak et al.,
2020; Rotenstein et al., 2021; Rotenstein et al., 2020; Templeton et al., 2019; Yeluru et al.,
2022). These reports further imply a unique gender dynamic in medicine that needs to be
addressed.

Accordingly, this research study explores an understanding of the experience of women
physicians in academic pediatrics at a nationally ranked pediatric institution. This study is guided
by these three research questions:

e How do women physicians in pediatrics describe their experience of gender in the

context of academic medicine?

e What are the study participants’ experiences related to their inclusion in the patterns of

formal and informal organization of the workplace?

e Can women physicians in a localized setting confirm or disconfirm that gender has

been successfully defused as an issue of status in academic medicine?
Study Purpose

This study informs understanding of how women physicians in an academically affiliated
pediatric institution (a) finesse or navigate the challenges of their work environment, which is
traditionally male-dominated; and (b) understand the additional personal-life components that are

influenced by their professional work environments and academic pediatric culture. One goal of
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the study is for the reader to develop an understanding of the layered complexity that this study’s
women physicians in academic pediatrics face in their work lives, and achieve a vicarious social
and emotional experience through them. As such, my desire is that the reader understand the
atmosphere women physicians in academic pediatrics face, so as to support changes in hospital
or health system policy. The outcome of these changes will benefit women physicians in
academic pediatrics; make the care teams within the hospital setting more effective, open, and
accepting; and ultimately improve both clinical outcomes and the patient experience. As the
researcher, my hope is that this research will inform and help to facilitate policy and practice
changes to engage women physicians and their professional colleagues in the co-creation of this
new environment.

In addition, an understanding of the experiences of women physicians in the academic
pediatric setting can build upon and add to existing theoretical frameworks already developed in
the literature. Critical feminist theory is challenging traditionally gendered organizational
hierarchies and accepted cultural norms. HRD scholars have looked to critical feminism in
arguing for workplace and human resource reform (Fenwick, 2004), and in advocating practice
that “honors and models concepts such as democracy, justice, equity, freedom, self -
determination and empowerment” (Callahan, 2007, p. 81). Bierema (2002) supported the use of
feminist research in recognizing gender as a category of analysis, and in advocating for social
action and change. Study of women physicians in an academic setting such as this study provides
an opportunity to inform and support these aims.

Significance of the Study
This study provides significance in three ways. First, although there has been extensive

research related to women physicians, there is little research related specifically to the
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experiences of women faculty in the academic hospital setting. This study offers voice to the
women physicians in this academic pediatric setting, to share their unique experiences in a
nationally regarded medical school and affiliated pediatric institution. Second, this study fills a
void in the extant literature: research which is positioned primarily from the postpositivist
paradigm and, more specifically, qualitative studies within that paradigm. None of the extant
studies found at the time of this study’s literature review explored the experience of women
physicians in academic pediatrics using a hermeneutic phenomenological approach. Instead, the
discussion of gender in the medical field has focused on three predominant perspectives: (a)
career selection and satisfaction; (b) the discrimination perspective, which identifies
characteristics and behaviors within the specific industry, organizations, and groups contributing
to the disparities between men and women physicians; and (c) the social change brought about
by the increased prevalence of women physicians, and subsequent perceived loss of status by
men physicians (Boulis & Jacobs, 2008). For example, Files et al. (2017) reported that women
were “less likely to be addressed by professional title than were men introduced by men” (p.
415). Third, the subject of women physicians has gained increasing attention throughout the
world, as evidenced by studies outside the US and in several non-English-speaking countries (De
Koninck et al., 1997; Harrison, 1998; Nomura & Gohchi, 2012; Ramakrishnan et al., 2014;
Wildschut & Gouws, 2013), suggesting that further understanding of the unique dynamics of the
environment is valuable.
Link to HRD

A large portion of the extant literature on women physicians comes from within medicine
itself, with little contribution from the HRD perspective. HRD focuses on development and

unleashing of human expertise at the individual, team, work process, organizational, national,
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and/or international level. Swanson and Holton (2009) defined HRD as ““a process for developing
and unleashing expertise for the purpose of improving individual, team, work process, and
organizational system performance” (p. 4). McLean and McLean (2001) defined HRD more
broadly, as

any process or activity that, either initially or over the long term, has the potential to

develop adults’ work-based knowledge, expertise, productivity and satisfaction, whether

for personal or group/team gain, or for the benefit of an organization, community, nation

or, ultimately, the whole of humanity. (p. 322)

Understanding and subsequent theorizing of how women physicians navigate their
environments—particularly in a context of a specific hospital—provide HRD practitioners with
an opportunity to influence and improve those environments through interventions.

This study examines the dynamics within an academic workplace setting, which is reliant
on collegial and collaborative relationships (Pololi, 2010). Understanding and improving
workplace relationships to increase organizational effectiveness is critical to the work of HRD.
This study provides a unique perspective into the academic medical sector, an area that has been
studied primarily from within the medical community, and not through the lens of HRD.
Theoretical Framework

Grounded theory, first developed by Glaser and Strauss (1967), is a set of systematic
methods consisting of flexible analytic guidelines for collecting and analyzing qualitative data to
construct theories grounded in the data themselves (Charmaz, 2006), and therefore constitutes
inductively driven theory-building. These guidelines emphasize field study of participants,
collecting and analyzing data simultaneously, adopting comparative methods, and checking and

elaborating on tentative categories. A grounded theory study begins as an inductive approach

while using rigor to categorize and develop themes from the data (Charmaz, 2006).
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Initially, I conducted a pilot study with five participants utilizing constructivist grounded
theory methodology, and subsequent methods developed by Charmaz (2006) which connect well
to the constructivist paradigm. The pilot study was intended to determine if there was enough
uniqueness to support a more complete dissertation study, and for me as the researcher to explore
qualitative methodologies related to the research topic. I discovered challenges during the pilot
study related to data analysis and richness of data interpretation using Charmaz’ constructivist
grounded theory method. Although the line-by-line method Charmaz suggested for novice
researchers was helpful to me in learning how to code data, the method also proved restrictive in
creating units from multiple sentences or parts of sentences.

The pilot study yielded a number of themes, from which four were selected for write-up:
(a) navigating through gendered hierarchy, (b) gendering subspecialty choices (e.g., surgery), (c)
managing the polarities of work-life balance, and (d) creating a supportive and relational
environment. Additional themes emerged from the data, but setting restrictions on the pilot study
forced consideration of a smaller, more obvious set.

Based on the interest of the pilot study participants and the need to limit the theme
analysis, there seemed to be value in further discovery. My dissertation committee agreed and
challenged me to take my analysis into deeper and more abstract interpretation via a new study.
To construct deeper and more abstract interpretations of the interview data, I resituated my new
dissertation study in the realm of hermeneutic phenomenology.

Hermeneutic phenomenology, described in detail in Chapter 3, is an active process of co-
creation between the researcher and participant wherein meaning is produced through readings of
texts, reflexivity, and interpretation (Laverty, 2003). Phenomenology, as an approach to research,

describes the lived experience of human beings “as they appear, show, present, or give
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themselves to us” (Van Manen, 2014, p. 26). Through its focus on lived experience, Van Manen
(1990) added that hermeneutics describes how one interprets the descriptions or fexts of this
lived experience. Denzin and Lincoln (2011) defined hermeneutics as an approach to the analysis
of texts that stresses how prior understandings and prejudices shape the interpretative process.
Hermeneutic phenomenology, then, is a process of co-constructing meaning using thick, rich
description of lived experience as it presents itself in concert with interpretation, reflexivity
(developing greater consciousness of meaning), and the resulting deeper interpretation. The
methodology of hermeneutic phenomenology “aims at uncovering and seeing through the
presumptions and suppositions that shape our understanding of the world and understanding of
life” (Van Manen, 2014, p. 55). Hermeneutic phenomenology also makes us “mindful to be
critically and philosophically aware of how our lives (and our cognitive emotional, embodied,
and tacit understandings) are socially, culturally, politically, and existentially fashioned” (Van
Manen, 2014, p. 13).

By using hermeneutic phenomenology as an approach to study women physicians in the
pediatric academic setting, this study’s purpose is to understand their lived experience in the
context of their environment and provide human instrumentality from which to hear the voices of
the study participants.

Philosophical Paradigm: Locating the Study

Naturalist inquiry, referred to in this study as constructivism, is anchored in five
governing axioms or “basic beliefs” (Lincoln & Guba, 1985, p. 33) that provide the building
blocks for a conceptual or theoretical structure or system. The axioms of constructivism explain

the nature of reality (ontology), the relationship of the knower to the known (epistemology), the
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possibility of transferability, the possibility of association linkages, and the role of values in
inquiry (Lincoln & Guba, 1985, pp. 37-38).

Ontology in the constructivist paradigm is relativist—that is, that reality is based on
multiple mental constructions that exist socially and are experientially based, local, and specific,
dependent for their form and content on the persons who hold them (Guba, 1990, p. 27).

The epistemology is subjective—where the “relationship between knower and known is
highly person- and context-specific” (Lincoln & Guba, 2013, p. 40), and findings are based on
the process of interactions between the two. In other words, knowledge is based on the dynamics
of identifying and interpreting new ideas. The aim of constructivist research, is “to understand
and interpret through meaning of phenomena (obtained from the joint
constructions/reconstruction of meaning of lived experience) [with] such understanding
providing improved practice” (Lincoln et al., 2011, p. 106). Shared knowledge is created through
“cumulative reconstructions of individual constructs or constructions (individual knowledge)
coalescing around consensus” (Lincoln & Guba, 2013, p. 55).

As a constructivist study, several additional key concepts serve to inform the conceptual
approach and development of this study. One key concept is that the researcher serves as the
instrument to co-construct knowledge by understanding and interpreting the meaning of the
participants’ lived experiences (Lincoln & Guba, 1985). A second key concept relates to the
methodological process in the use of dialectical hermeneutics. Concepts developed from the
lived experiences of the participants are defined hermeneutically, that is, as an unveiling through
interpretation, and “compared and contrasted dialectically with the aim of generating one (or a
few) constructions on which there is substantial consensus” (Guba, 1990, p. 27). Analysis in a

constructivist study is inductive, in that theoretical categories emerge from the interaction
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between the researcher and the data, rather than deductively from predetermined hypotheses or
concepts.

Another critical concept in the constructivist paradigm is goodness or quality criteria.
Trustworthiness of the theoretical concepts is based on the authenticity of the process and the
interpretation of the data. The process of goodness is reached through agreement and
understanding between the researcher, participants, and other actors in the process of dialogue,
shared conversation, and construction (Lincoln et al., 2011).

Researcher’s Perspective

This study is situated from a North American, White, male, and privileged-outsider
perspective. Outsiders are nonmembers of a specified group (Merton, 1972) and I am in the
outsider position as I am not a physician, nor a woman, nor from other underprivileged groups. I
also have hierarchical position power, as I am a human resources executive in the health care
industry. My desire is to improve various work dynamics to make health care delivery more
effective, open, and accepting; and to improve outcomes. From my observations over the past
several years, the scientific perspective (particularly in the academic setting) has downplayed (a)
the role of experience in managing workplace dynamics; and (b) the potential that these
dynamics have to influence workplace environs, clinical outcomes, and the patient experience.

I discovered this study’s topic pertaining to women physicians by accident—as I
interviewed a physician for a class exercise and found her story interesting and compelling. I
thought that as a male, nonphysician, I could bring a unique interpretation to the experiences of
women physicians, which would allow me the opportunity to practice and improve skills related

to dialogue, suspension of judgment, and hermeneutic phenomenology. My position as a senior
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level administrator, specifically in human resources, gives me a unique vantage point forto
understand broader organizational dynamics and provides a venue for participants to be heard.
Ethical Considerations

As a researcher, my primary responsibility is to conduct ethical research “grounded in the
moral principles of respect for persons, beneficence and justice” (Marshall & Rossman, 2011, p.
47). These principles demand that the researcher not use study participants as a means to an end,
that their privacy and anonymity are preserved, and that they freely consent to their right to
engage in or decline participation without prejudice. The beneficence principle of prinum non
nocere (first, do no harm) requires that the researcher reasonably ensure that participants are not
harmed in the study. The principle of distributive justice considers who does and does not benefit
from the study—respecting the historical injustices of oppressed groups. Creswell (2009)
described ethical issues that arise from the research process and suggested safeguards, also used
in this study, to protect and respect the rights of the participants:

* Participants received research objectives in writing and orally, including an
explanation of how data would be used, to ensure clear understanding of the study
(Creswell, 2009, p. 89).

*  Written permission was required of participants before I proceeded with the study as
it was communicated (Creswell, 2009, p. 89).

* An application was filed prior to the beginning of the study with the Colorado State
University Institutional Review Board (IRB) for protection of human participants. In
addition, I consulted the Research Integrity & Compliance Review Office as
necessary to ensure proper filing and management of ethical concerns (Creswell,

2009, p. 177).
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* Participants received detailed descriptions of data collection devices (such as tape
recorders for interviews) and activities.

* Each participant received a verbatim transcriptions and report of their own respective
data. Member-checking is an important technique for establishing credibility (Lincoln
& Guba, 1985).

* I considered participants’ rights, interests, and wishes first when reporting the data
(Creswell, 2009, pp. 90-91). Participants were clear regarding their rights and
expressed no concerns prior to, during, or following the completion of the study.

* Letters (e.g., Participant A) were used in lieu of pseudonyms to provide anonymity,
and participants were given the opportunity to withdraw from the study at any point if
they so chose, without prejudice (Creswell, 2009, p. 90).

This study’s focus is at the intersection of women physicians, the critical feminist
perspective, and academic medical culture. I am neither a woman nor a physician. As a White
male in a position of executive authority, specifically human resources at a health system, I have
an additional responsibility to be concerned about power, oppression, and privilege, and to
engage with “the complexities of power and how it operates in the social order” (Cannella &
Lincoln, 2011, p. 84). With due respect for the area of study and in the spirit of feminist
communitarianism ethics, multiple voices were represented, moral discernment enhanced, and
social transformation promoted (Cannella & Lincoln, 2011). I committed to confront the research
questions, and subsequent data collection and interpretation, through reflexivity: “critical
reflection on how the researcher, the participants, setting and research procedures interact and

influence each other” (Glesne, 2011, p. 151). I practiced reflexivity through journaling and
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dialogue with my advisor as well as my doctoral cohort. These items are addressed in Chapter 5
as to my role and responsibilities as the human instrument of the research.
Study Parameters, Delimitations, and Limitations

Most research designs contain delimitations, or boundaries, by which the researcher
contains and controls the study (Mauch & Birch, 1993; C. M. Roberts, 2010). The constructivist
paradigm and the perspective of human knowledge as a social construct bound this study. This
study focuses exclusively on the experience of women physicians practicing or having completed
their residency exclusively at an independent, Midwestern academically affiliated pediatric
institution, distinct from and unrelated to the site of the pilot study, and in a different region of
the US. I had no previous relationship with this institution, nor any conflict of interest. This
hospital was selected as it was an independent, nationally-recognized, academically affiliated
pediatric institution, located in reasonable proximity to the researcher, enabling access to
potential participants. I requested and was granted permission to conduct the study there by that
pediatric institution and its IRB.

Participants were selected through initial and theoretical sampling, a process which seeks
data to develop and refine theoretical categories (Charmaz, 2006). The number of participants
was determined based on saturation—the point at which further data through participants or
other means no longer helps develop theoretical understanding or reveals new characteristics of
the categories. The sampling process was in the hands of the researcher.

Limitations, or factors that affect the study but are outside the control of the researcher,
are primarily a result of the selected methodology, conceptual framework, and design (Marshall

& Rossman, 2011; Mauch & Birch, 1993). The study’s boundaries or delimitations create a
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study’s ensuing limitations. Lynham (2002) contended that theories require continual
development and refinement because they are “never complete” (p. 233).

As a qualitative study within the constructivist paradigm, this study is not intended to be
generalizable. It is based exclusively on the context of the participants and their experience
within this specific academic environment as well as the honesty of the participants interviewed.
It is the prerogative of the reader to determine appropriate transferability.

Operating Definitions

Health care is a complex environment and a number of key terms are used throughout
this study. Following are key terms and their meanings as used herein:

Academic medicine refers to

the combination of medical schools, teaching hospitals, and their faculty members and

staff. It is an enterprise of multilayered, multitasking institutions that share common

missions: to provide general professional education and specialized graduate training to
future physicians, biomedical scientists and other health care professionals; to conduct
biomedical, behavioral, clinical, and health services research; and to champion the
application of new knowledge in the alleviation of suffering, rehabilitation of injury, and

prevention of disease and premature death. (Mallon & Vernon, 2008, p. 1)

Pediatricians are medical practitioners who “diagnose and treat infections, injuries, and
many types of organic disease and dysfunction. They work to reduce infant and child mortality,
foster healthy lifestyles, and ease the day-to-day difficulties of those with chronic conditions”
(Stephens, 2011, p. 6).

Pediatrics refers to the medical practice that focuses on the “physical, emotional, and
social health of infants, children, adolescents, and young adults from birth to 21 years”
(Stephens, 2011, p. 6).

Pediatric subspecialists are

pediatric residents who choose to focus on a particular aspect of child health, either

exclusively or as a part of their general pediatric practice, [and] complete a subspecialty
fellowship after residency. Pediatric subspecialists are more likely to work in academic
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settings, where their responsibilities include teaching and research along with direct
patient care. (Stephens, 2011, p. 7)

Residency refers to postmedical school training generally lasting from 3 to 5 years
required as part of full medical licensure and board certification (Mallon & Vernon, 2008, pp.
21-22).

Subspecialty in pediatrics refers to medical practice that focuses on a “particular aspect of
child health, either exclusively or as a part of their general pediatric practice” (Stephens, 2011, p.
7). Pediatric subspecialties include academic generalist, adolescent medicine, allergy and
immunology, cardiology, child abuse, child/adolescent psychiatry, critical care, dermatology,
developmental and behavioral, emergency medicine, endocrinology, gastroenterology,
hematology-oncology, infectious diseases, neonatology, nephrology, neurology, pulmonary
medicine, rheumatology, and pediatric surgery (Mink et al, 2012; also see St. George’s
University School of Medicine, 2021, on medical specialties and subspecialties in general).
Structure of the Dissertation

This dissertation comprises five chapters, references, and appendices. This Chapter 1:
Introduction provides an overview of the study. Chapter 2: Literature Review provides a review,
summation, and synthesis of literature related to the informing theoretical frameworks of this
study, including women physicians, medical culture, and critical feminist theory. Chapter 3:
Methodology details the underlying research paradigm as well as the research strategies
employed. The research methods, including participant and site selection, data collection and
analysis approach, and the study’s quality criteria of trustworthiness and authenticity are also
described. Analysis of the data and discussion of the findings are presented in Chapter 4: Data
Outcomes and Discussion. This dissertation concludes with Chapter 5: Implication of Findings

and Conclusions, which provides study implications for theory and for future research,

25



recommendations for further study, conclusions, and an Epilogue—which positions this study in

the context of more recent social events.
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CHAPTER 2: LITERATURE REVIEW

This chapter connects this study to “the larger, ongoing dialogue in the literature, filling
in gaps and extending prior studies” (Creswell, 2009, p. 25) and helps position the study relative
to the synthesis of the literature that informed the study’s design, as introduced in the preceding
chapter. Specifically, this chapter focuses on situating the study in the literature, and explores the
constructs involved in the study.

Situating the Study in the Literature

This study focuses on the intersection of three constructs salient in exploring the lived
experience of women physicians in academic pediatrics. Guided by the research questions
delineated in Chapter 1, the informing constructs are (a) women physicians in academic
pediatrics, (b) feminism and the gendered organization, and (c) the organizational culture of
academic medical centers. These constructs interrelate in that (a) women physicians in academic
pediatrics perform their roles within academic medical organizations; and (b) both the role of
physician and the academic organizational culture have gendered historicity, or historical
actuality. It is difficult to decouple the gendered realities that women physicians experience and
the gendered organizations in which they work. Academic medical cultures are rich in histories
in which women were often marginalized and denied the opportunity for entrance into the
medical community (Boulis & Jacobs, 2008; Morantz-Sanchez, 1985). This section provides a
critical review of the bodies of literature on these constructs and how they inform this study.

In Figure 1 (presented in Chapter 1), literature on the first construct, women physicians,
explores the subject of women physicians as they have been portrayed in the literature and how

that portrayal is uniquely positioned due to historical actuality and gender.
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The literature on the second construct, feminism, examines critical feminist theory,
feminism, and the gendered organization. Literature on these related concepts supports the
sociohistorical positioning of women as oppressed by male-dominated structures, and explains
the concept of the gendered organization and the challenges women face in these structures.
Exploring the concept of the gendered organization also provides a lens through which to
understand and better interpret the study participants’ experiences.

In addition, intersectionality—the idea that gender is not a stand-alone construct and is
shaped by race (Crenshaw, 1989, 1991) and class (Acker, 2006, 2012)—is also discussed,
inclusive of the inseparability of gender, race, ethnicity, and class and their influence in
participants’ lived experiences. In related context, importantly,

race refers to physical differences that groups and cultures consider socially significant

.. .. [In contrast,] ethnicity refers to shared cultural characteristics such as language,

ancestry, practices, and beliefs. . . . Race is a social construct that is not universal.

(American Psychological Association, 2020, p. 142)

Thus, it is inappropriate to ascribe racial labels and/or constructs to ethnic groups (American
Psychological Association, 2020, p. 142).

The third construct is that of academic medical culture, which includes the concepts of
organizational culture and the evolution of academic medicine in the United States. This study
considers the lived experience of women physician participants within an organizational
culture—specifically through the lens of the academic medical culture. Academic medical
culture has long been dominated by men and the masculine perspective (Lorber, 1993; Nye,
2009; Pololi, 2010). As such, academic women physicians have unique challenges in working
effectively in these cultures. Figure 1 (presented in Chapter 1) illustrates the intersection of the

three bodies of knowledge informing this study.

Exploring the Constructs
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The literature review identifies and assesses literature relevant to and informing the
design of this study. The literature search employed search databases including Academic Search
Premier, ERIC, MasterFILE Premier, Medline, PsycARTICLES, PsycINFO, and Social Sciences
Abstracts. These databases were selected due to either the breadth of books or periodicals
covered or specific relevance to the study topic and the constructs introduced earlier. The terms
“women physicians,” and “academic women physicians” were used in searching for extant
literature. Additionally, references directly from articles were also followed in order to
understand conceptual ideas that contributed to the articles. Articles and books were reviewed
related to the three constructs that inform this study: women physicians in academic medicine,
gendered organization, and academic medical culture. A number of articles were excluded based
on the three exclusion criteria: articles or studies (a) related more specifically to patient care
experiences, (b) focused outside of the United States unless used to illustrate broader themes,
and/or (c) deemed irrelevant to this study.

Women Physicians

As mentioned in the introduction, women physicians have played an increasingly
important role in medicine. As of 2022, women accounted for 37.6% of all physicians in the
United States (AAMC, 2024b). In 2022, “pediatrics (65.6%) and hospice and palliative medicine
(62.2%) had the highest percentages of female physicians, while sports medicine (orthopedic
surgery) and orthopedic surgery (7.5% and 6.2%, respectively) had the lowest
percentages” (AAMC, 2024b). As mentioned previously, in 2023, 55.4% (or almost half) of all
matriculating medical students were women, and that matriculation percentage has slowly

increased since 2014 (AAMC, 2023f).
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However, the sheer increase in their numbers and prevalence is only a recent
phenomenon. Historically, women have been excluded from entering the medical ranks, through
the segregation of medical colleges, subsequent closure of women’s medical colleges, and the
systematic limited quotas for medical school entrance sanctioned by the American Medical
Association (Lopate, 1968; Nye, 2009; Starr, 1982; Walsh, 1977). The rapid increase in the
number of women entering medicine has not necessarily led to significant change in academic
medicine, but has drawn more pronounced attention to the perspectives of women faculty
(Pololi, 2010).

Literature specifically focused on women physicians began with the first published study
by Lopate (1968). Lopate’s research explored the challenges for women physicians and
suggested solutions to increase the numbers of women entering medicine. Lopate advocated for
increased scholarship aid to medical students, more flexible scheduling during the training years,
and child-care tax deductions. However, the most relevant aspect of Lopate’s book for this
current study is her commentary on gender roles in the United States and their impact on women
in medicine. Lopate said,

What seems necessary is that the national climate of opinion concerning sexual roles be

changed so that many more high caliber women will, of their own choice, decide to

become doctors and will squeeze their way into the medical world. (p. 188)

Although not necessarily a critical feminist treatise, Lopate (1968), a trained cultural
anthropologist, noted that society needed to alter traditional roles allowing both sexes to reach
their fullest potential:

Altering the traditional male and female roles so that members of both sexes can achieve

their fullest potential will necessitate change on all levels, from rewriting children's books

to include working mommy as well as daddy, to a shift in the educational curriculum
away from home-arts for girls. (p. 188)

30



Lopate also highlighted the resulting disparities for women entering professional positions:
"Little is being done by American society, however, to make the double burden any lighter.
Becoming a professional woman still means, in most instances, taking on two jobs instead of
one" (pp. 188-189).

Beshiri (1969) wrote The Woman Doctor to serve as a guide for women who want to be
doctors, after noticing a decline in medical applicants along with tremendous disparities in the
number of women physicians trained in the United States versus other countries. Beshiri rebuked
the medical establishment for not tapping into women to meet the increasing shortages of
physicians, and asked why "some medical educators openly admit they are against women in
medicine" (p. 9). In directly confronting male hegemony in the medical profession, Beshiri
proclaimed the United States as having the "harshest discrimination of any country in the world
against the woman who wants to become a doctor and still enjoy a balanced life that includes
marriage and motherhood" (p. 4).

Beshiri (1969) also outlined the process of becoming a physician and provided advice on
careers especially suited for married women, specifically suggesting they go into academic
medicine, where less opposition exists. Although her book seems to support a feminist point of
view, Beshiri also discouraged women who were planning to marry and raise a family from
going into the surgical subspecialty, "where considerable prejudice exists toward women, and
sometimes with reason" (p. 156). Her reasoning related to the conflict between the demands of
surgery and raising a family and the need for women to subjugate themselves to the existing
establishment in order to be successful.

Four authors published influential books in the late 1970s to mid-1980s, tracing the

historical positioning of women physicians within the medical establishment. First, Walsh’s
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(1977) “Doctors Wanted: No Women Need Apply”’: Sexual Barriers in the Medical Profession,
1835-1975 provided an abbreviated historical analysis and focus on the state of women
physicians in the Boston area. Starr’s (1982) Pulitzer Prize-winning book, The Social
Transformation of American Medicine, provided a historical narrative of the rise of the medical
profession in America and highlighted the exclusion of women as early as the colonial period.
Lorber’s (1984) Women Physicians: Careers, Status, and Power explored women physicians
from the feminist perspective. Finally, Morantz-Sanchez (1985), in Sympathy and Science:
Women Physicians in American Medicine, summarized the history of women physicians and
connected their historical, social, and political positioning with the rise of feminism.

Although Morantz (1978) criticized Walsh’s (1977) narrow focus and vagueness on the
role of professionalization in medicine, Walsh did note the impact of the Women’s Equity
Action League (Pratt, 1987) filing “a class action complaint against every medical school in the
country” (Walsh, 1977, p. 268; also see W. White, 1972, p. 77), claiming discrimination against
women in the academic community, which ultimately led to increases in admissions of women
beginning in the 1970s. Walsh also noted the influence of feminism on questioning the delivery
of health care to women and suggested the debt women physicians owe to the feminist
movement. Finally, Walsh suggested the need for more study in understanding how the
professional socialization process (which equates in part to the concept of the medical culture)
specifically affects women physicians.

Starr’s (1982) book, The Social Transformation of American Medicine, traced the rise
and fall of women in the medical profession from the mid-1800s to the early 20th century, and
specifically noted that women were limited to 5% of medical school admissions for the half-

century following 1910 (excluding wartime). In the book, Starr discussed the role of feminism in
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challenging the traditional paternalistic role of physicians in denying the rights of patients,
nurses, and other health care role participants in medical decision-making. Starr also credited the
feminist movement with the increased prevalence of women entering the medical procession—
from 9% in 1970 to 25% in 1979. Further, Starr noted changes in generational expectations
regarding women physicians, and how the prior generation wanted to prove that they were
equals, whereas younger women physicians expected men to change their attitudes, behavior,
and institutional practices to accommodate the needs of women. Starr also provided perspective
regarding how childbirth was a major force for change, as the traditional role of midwives
(primarily women) was suppressed by (overwhelmingly men) physicians, which led to a new
“consciousness of rights” (p. 391) in the medical establishment for women physicians.

Moving away from the more traditional postpositivist approaches to studying women
physicians, Lorber (1984) wrote a book from the feminist perspective: Women Physicians:
Careers, Status, and Power. Near the end of the book, Lorber made some powerful statements
and asked some provocative questions which influenced this current study’s research questions,
to examine if and how the situation for women physicians has changed since the book’s
publication. Lorber contended that

If women are to gain positions of power, the patterns of the informal organization of the

workplace must routinely [author’s italics] include them. As a group, women must be

trusted as colleagues, sponsored by ad vancement, given recognition for competence and
accomplishment, and accrue the resources and reciprocal favors that advance careers.

Paradoxically, women must act politically as a group in order to defuse gender as a
status. (p. 112)

Lorber then asked a poignant question regarding the goal of advancing women physicians as a
group, and further challenged how women should influence organizational structures:
Is it simply to put more women in positions of power in existing institutions, or is it to

change the structure of institutions and their values and practices to reflect women’s
special perspective? Do women have a different view of the world than men? (p. 112)
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Lorber answered the question by stating that women physicians attain success when institutions
operate with new values that reflect all needs and priorities for society, including women (p.
115). Lorber suggested that organizations must undergo fundamental change in order to
institutionalize those new values.

Morantz-Sanchez’s (1985) Sympathy and Science: Women Physicians in American
Medicine provided a thorough history of women physicians and connected their historical, social,
and political positioning with the rise of feminism. In this seminal study of the role of women in
medicine, and the historical development of how medicine was practiced and taught in the 20th
century, Morantz-Sanchez recognized and expounded upon the importance of feminism in
furthering women's role in medicine and provided a critique of the status of women physicians:

Because most women are socialized to function primarily in the privacy of the family,

where sentiment, intuition, feeling, and interrelatedness predominate, even single women

who choose medicine experience unease with values purported to be rational, scientific,

and gender neutral, but which are in reality masculine. (p. 357)

From the 1980s through the 2000s, the medical establishment itself produced much of the
literature on women physicians. Many studies appearing in medical journals focused on
characteristics of women physicians (e.g., Frank et al., 1998, 2001; Frank & Cone, 2000);
particular areas of disparity or marginalization (Levine et al., 2011; Nonnemaker, 2000; Pololi &
Jones, 2010); discrimination (Carr et al., 2000, 2003); or the general status of women physicians
in academic medicine (Brown et al., 2003; Levinson et al., 1989; Nonnemaker, 2000). Many of
these studies from the medical establishment were from researchers in the postpositivist research
paradigm, who often relied on quantitative data from surveys to support their perspectives or

pointed to disparities between the perceptions of women and men. These researchers focused less

on qualitative aspects of the lived experience of women physician research participants, how
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they perceived their institutions and professions, and where they wanted to see change toward
greater inclusion of their needs.

However, glimpses into medicine through the eyes of women physicians also emerged in
the popular literature, including Conley’s (1998) description of her own abrupt resignation from
the Stanford University faculty in Walking Out on the Boys, and Cassell’s (1998) anthropological
study of women surgeons in The Woman in the Surgeon’s Body. Both Conley and Cassell
provided valuable insight into the male-dominated subspecialty of surgery and highlighted
blatant discrimination within their respective institutions and medical specialist cultures. Carr et
al. (2000, 2003) supported the notion that gender-based discrimination and sexual harassment
were still common in academic medical institutions. Brodsky (Kass, 2015; Vineyard Gazette,
2014) continued the focus on the issue of discrimination in medicine after a multiyear U.S.
District Court case (Brodsky v. Kaleida Health, 2007) against the Buffalo Children’s Hospital
(and its successor organization) that began in 1998 (Precious & Watson, 2004). Brodsky became
a leading advocate for women physicians, founding Women MD Resources (2024), an
organization “dedicated to helping women physicians navigate the medical work environment”
(Vineyard Gazette, 2014).

Looking beyond discrimination as the primary issue for women physicians, Boulis and
Jacobs (2008) analyzed the impact of women physicians on health care in America and
suggested that patients—specifically women—want a more compassionate and family-friendly
way for medicine to be practiced. From the authors’ perspectives, gender differences in work
habits, interests, ambitions, and priorities had resulted in some women physicians having
different expectations for their work-lives and different levels of satisfaction. Boulis and Jacobs

concluded that women would change the way medicine is practiced on a daily basis, and
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influence the structure of the profession and the health care industry broadly. However, they
noted, such change to the profession would be incremental—especially in supporting meaningful
work-family balance. Not very different from Lorber’s (1984) assertion 30 years earlier, Boulis
and Jacobs forecast that women would constitute the critical mass to influence changes as they
entered leadership ranks. Bowman and Allen (1990) provided a resource for women physicians
in addressing the unique challenges facing women physicians, strategies for managing career and
life, and practical advice for coping with work-related stress. In a renamed later edition, Bowman
et al. (2002) continued the themes of career and life-management coaching for women
physicians, with a more scholarly tone and data-analysis support.

As a further examination of the themes articulated by Morantz-Sanchez (1985), More et
al. (2009) compiled a series of essays providing a historical narrative of women physicians in
American medicine from the 19th century to the present, linking early women physicians to
second-wave feminists, and analyzing the women’s health movement from the perspective of
women as patients and providers. From the perspective of this current study, the most important
aspect of More et al.’s anthology of essays was its acknowledgement of the gendered hierarchy
in the medical profession. Similar to Boulis and Jacobs’ (2008) work, the final essay in More et
al.’s collection discussed the obstacles women physicians still face in their environments and
jobs—even as they make progress in their prevalence in medical leadership roles (Frank et al.,
2009).

In additional studies, researchers have discussed obstacles in medical specialties and
subspecialties. For example, Elta (2011) examined the underrepresentation of women in
gastroenterology (which was actually lower than that of general surgery), and discussed the

challenges of balancing family and career, the lack of encouragement in professional
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development, discrimination, and the need to embrace the promotion of women, including
women of color. Further, Foster et al. (2000) studied gender climate as an obstacle to
professional development of women physicians, and found inclusive networking, access to child
care, and improved faculty interactions as possible remediation.

The written history of women physicians is still relatively recent, having been truly
examined only since the 1970s and 1980s. Since then, the number and prevalence of women
physicians has certainly grown and the issues related this growth have evolved, from
discrimination in basic inclusion and representation, to more diverse and complex issues of pay
discrimination, inclusion in leadership roles, work-family challenges, and needs for professional
development. It is clear from the literature that the complexity of navigating the profession of
medicine and recognizing and addressing the unique needs of women physicians warrants further
understanding to address Lorber’s (1984) vision.

Women Physicians in Academic Medicine

Pololi’s (2010) study, Changing the Culture of Academic Medicine, specifically focused
on the positioning of women physicians in academic medicine, with a clear conclusion:

The basic message of this book is a call for a core change in medical school culture that

encourages connections and trusting relationships among colleagues and supports the
human needs of health professionals. (p. 165)

While acknowledging that men also “dislike the culture of academic medicine, they more readily
achieve and are less alienated within the current system. Men do not share the same outsider
status as women and do not feel marginalized in the same way women do” (p. 12).

Following the 2010 book, Pololi built upon themes identified in that study to call for
change within academic medicine. Pololi and Jones (2010) concurred with the perspective of
women physicians’ outsider status, and Pololi et al. (2013) suggested that academic medicine

does not support relatedness and a moral culture for many faculty members, potentially leading
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to turnover. In a qualitative study of 20 women physicians who left a single institution, research
by Levine et al. (2011) supported the themes found in Pololi (2010), finding that women
physicians in academic medicine described a disconnect between their expectations and their
experiences, and feeling undervalued.

Perhaps the disconnect between expectations and experiences found by Pololi (2010) and
Levine et al. (2011), as described by women physicians in academic medicine, points toward the
reasons those women chose academic medicine in the first place. Researchers Borges et al.
(2012) found that a primary reason why women choose academic medicine is due to an interest
in teaching. They also found that the interest in teaching arose during or after a fellowship, and
was not necessarily a planned or intentional decision, which could support the need for more
systematized career development, mentoring, and environments encouraging nurturing
relationships.

Kalet et al. (2006) found that to have more flexibility, some women physicians in
academic medicine may not fully optimize their careers. The researchers’ findings suggested the
need for more innovative approaches to support the career development of women physicians,
such as allowing part-time employment for both scholarly and clinical work. Carnes et al. (2008)
drew a link between the lack of advancement of women physicians in academic medicine and the
evolution of women’s health itself, and made recommendations related to systemic institutional
approaches that address “the impact of unconscious, gender-linked biases that devalue and
marginalize women and issues associated with women” (p. 1453).

At the beginning of the 2010s, the literature regarding women physicians, and
specifically women physicians in academic medicine, expanded to include more personal

narrative, such as Au’s (2011) somewhat whimsical experiences in This Won't Hurt a Bit (and
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Other White Lies): My Education in Medicine and Motherhood. Au provided a useful
perspective into the challenges women physicians face when managing careers and motherhood.

One notably absent area in the literature relates specifically to minority women
physicians and those in academic medicine, with some exceptions. Gamble (2000) wrote an
essay about her experiences with discrimination, and Lumumba-Kasongo (2007) described her
experiences with patients doubting her professional status. However, the lack of literature on
Black physicians, and more specifically Black women physicians, is concerning. The AAMC
(2024a), on its U.S. Physician Workforce Data Dashboard, reported that as of 2023, 5.2% or
51,444 of United States physicians were Black. Per a 2021 essay in the Lancet (Bajaj et al.,
2021), only 2.8% of total active physicians (or 26,674) were Black women. This number is
similar to an AAMC (2018b) report on diversity in the U.S. physician workforce. Black women
physicians are significantly underrepresented, comprising only 2.8% of all physicians, and only
4.9% of all women academic faculty physicians (AAMC, 2018a). This is potentially problematic,
as the Black population in the US is 13.6% (U.S. Census Bureau, 2023), of which roughly half
are women.

The largest potential problem with the small numbers of minority physicians, and women
physicians in academic medicine in particular, is the impact on the patient experiences and health
outcomes. Research has shown that patients of the same racial identity as their physician
experience their care differently than when racial identity differences exist. Patients with racially
different physicians are likely to express lower levels of satisfaction with their care, and lower
levels of trust and partnership with their physicians (Cooper-Patrick et al., 1999; Doescher et al.,
2000; Saha et al., 1999). Interpersonal communication is one of the reasons cited for this

difference (Collins et al., 2002). In one study, Cooper et al. (2003) found that increasing the
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diversity of physicians may be the best strategy toward improving health care experiences for
members of minority groups. Similarly, Chapman et al. (2013) found that “increasing the number
of African American/Black physicians could reduce the impact of implicit bias on health care
disparities because they exhibit significantly less implicit race bias” (p. 1508).

Again, it is concerning that so few minority physicians, and specifically women
physicians in academic medicine, are available to support the needs of large minority
populations. More research on the specific barriers to African American women physicians in
academic medicine, as well as the experiences of other groups, would be beneficial. This current
study focuses specifically on women physicians in academic medicine, and included participants
from underrepresented groups.

Feminism

As has been evident in the literature on women physicians in general, and on women
physicians in academic medicine specifically, their historical narratives, characteristics, and
experiences cannot be separated from their unique experiences as women. It is with this
understanding that another relevant construct, that of critical feminist theory or feminism, is
reviewed and considered as it informs this study.

Critical feminist theory is a diverse and complex set of perspectives that originated as a
social movement in the late 18th century to secure rights and political equality for women
(Hekman, 2006). Feminist thinkers characterize the world as patriarchal with a resulting
masculine culture that oppresses women—contending that women must attain social power as a
group to challenge their treatment (Lorber, 1984). Structural inequality between men and women
exists because social institutions build and maintain inequities that create socially constructed

assumptions of different sex roles. Modern feminism consists of a range of theories. Beginning
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in the late 1970s, researchers began looking beyond more traditional elements of economic,
political, and legal structures to explore deeper explanations of women’s oppressed status.
Krolokke and Sorensen (2006) summarized feminism in terms of three waves. The first wave,
they said, focused on the fight for women’s voting rights in the early 1900s. The second wave,
from the 1960s through the early 1990s, directed attention to women’s empowerment and
differential rights. And finally, the third wave, from the 1990s to the present,

seeks to overcome the theoretical question of equity or difference and the political

question of evolution or revolution, while it challenges the notion of “universal

womanhood” and embraces ambiguity, diversity, and multiplicity in transversal theory

and politics. (p. 2)

Calas and Smircich (2006) traced and assessed the evolution of feminist schools of
thought into liberal, radical, and psychoanalytic theoretical approaches, each having different
epistemological assumptions, but sharing the same ontological assumption regarding the location
of women’s oppression. This assumption presumes a universally sexualized, transcultural, and
transhistorical woman positioned against her other—man. Feminist analysis explores women’s
role in society from a woman’s perspective, and how the two sexes can exist together or
separately without oppression and subordination (Calds & Smircich, 2006; Hekman, 2006).

In addition, Black feminists such as Lorde (1984) challenged the traditional feminist
approach as one-dimensional—representing the perspective of White, heterosexual, Anglo-
Saxon women—to recognize the unique perspectives of African-American women as well as
lesbians. The challenge of Black feminists evolved the theoretical notions of feminism and
opened the door for discussions of intersectionality as a construct to examine the relationships

among multiple dimensions of gender, race, ethnicity, class, and color (Johnson-Bailey, 1999;

McCall, 2005).
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These different feminist perspectives provide a theoretical foundation from which to
understand why women physicians provide a unique perspective within the broader academic
pediatric institution. The voices of these physicians may provide specific ideas to decrease
oppression or subordination, resulting in greater organizational contributions, and perhaps
improved patient care practices.

Gendered Organization

The discussion of gender is rooted in feminist theory. The term gender refers to the
socially and culturally imposed divisions of the sexes (Rubin, 1975). Acker (1992) further
defined the term gender as the “patterned, socially produced distinctions between female and
male, feminine and masculine” (p. 250).

As women continue to make gains in their prevalence within academic medicine,
academic medical structure and the culture that supports it are still heavily gendered toward the
masculine. This contention is based on the theory that gender is socially constructed and
maintained as a fundamental meaning-making societal structure (Alvesson & Billing, 2002,
2009; Hekman, 2006). In essence, this view suggests that gender is an organizing process (with a
more indirect element of biological difference) rather than a fixed system with underlying
gender-based assumptions (Aaltio & Mills, 2002; Alvesson & Billing, 2002).

A gendered organization is one in which gender serves as a basic principle present in
“the processes, practices, images and ideologies, and distributions of power in the various sectors
of social life” (Acker, 1992, p. 567). Medicine developed a strong masculine-based gender
identity largely due to historical limitations placed on women in medical school admissions, and
a strong cultural prejudice aimed at the suppression of women (Boulis & Jacobs, 2008; Chin,

2002; Group & Roberts, 2001; Morantz-Sanchez, 1985; More et al., 2009). Feminism’s rise in
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the 19th and early 20th centuries, and its revival in the 1960s, were crucial in advancing the role
of women in medicine. However, those women who did become physicians tended toward
specialties seen as less threatening to the male-dominated medical culture (Boulis & Jacobs,
2008). Pediatrics is one of the areas of medicine most impacted by the increased prevalence of
women among its ranks. Leadley and Sloane (2011) reported that women applicants to pediatric
residency increased from 61.6% of all applicants in 1999 to 69.5% in 2011. More recent data
from the AAMC (2021) showed that women now comprise 73.1% of all U.S. pediatric residents
and fellows. Due to the shift in the prevalence of women in medicine and specifically in
pediatrics, these historically gender-based medical disciplines and their subsequent gendered
organizational cultures must change to ensure full inclusion and an environment of optimum
advancement of women physicians.

The concept of the gendered organization as understood in this study reveals injustice
through discrimination and ineffective utilization of women in the workforce. These types of
evidence may be important concepts in linking the experiences of women physicians with their
organizational environments (Alvesson & Billing, 2009).

Organizational Culture

Organizational culture is a complex concept with several different definitions and
constructs (Cameron & Quinn, 2011). Denison (1990) referred to organizational culture as the

underlying values, beliefs, and principles that serve as a foundation for an organization’s

management system as well as the set of management practices and behaviors that both

exemplify and reinforce those basic principles. (p. 2)

Schein (2010) described organizational culture as a three-level construct consisting of artifacts,
espoused beliefs and values, and basic underlying assumptions. Understanding culture from

Schein’s perspective is the process of deciphering the patterns of these three constructs.

Describing culture using constructs similar to Schein’s, Cameron and Quinn also utilized explicit
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behaviors, artifacts, conscious contracts and norms, and implicit assumptions, noting that culture
is enduring, with “core values and consensual interpretations about how things are” (p. 20).
Hofstede et al. (2010) described the construct of culture as “mental software” (p. 5): patterns of
thinking, feeling, and acting. Alvesson (2013), drawing on previous perspectives of
organizational culture, noted five key aspects of cultural phenomena, which (a) have
relationships to history and tradition; (b) are deep, thus difficult to grasp, and requiring
interpretation; (c) are collective and shared by members of groups; (d) are “ideational in
character, having to do with meanings, understandings, beliefs, knowledge and other intangibles”
(p- 3); and (e) “are holistic, intersubjective and emotional rather than strictly rational and
analytical” (p. 3). Alvesson’s description of organizational culture provides a lens from which to
view academic medicine and the role of women therein specifically. Alvesson posited that the
key to understanding organizational culture is not simply social patterns, but collective
symbolism, in which social interaction takes place. Culture then, through symbolism, creates
meaning.
Academic Medical Culture

Academic medicine evolved from the formalization of medical training in the 19th
century in the United States. Although women had played a historical role in caring for the sick,
the process of medical professionalization through the rise of medical colleges and societies
purposefully excluded women (Starr, 1982; Walsh, 1977). The exclusion which women in
medicine have endured is crucial to understanding the current culture of academic medicine.

Utilizing Alvesson’s (2013) perspective of culture as described above, academic medical
culture is unique in its relationship to history and tradition, and specifically its exclusion of

women in the medical profession, governance, and teaching institutions. The culture of academic
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medicine is also difficult to grasp and usually interpreted though those within it. Academic
medicine as a topic of inquiry is not particularly accessible, as full-time faculty members in
academic medicine comprise only 17% of all licensed physicians in the United States (Young et
al., 2015). However, Leape et al. (2012a) called attention to the “pervasiveness of disrespect in
health care” (p. 853) resulting from a culture in which physicians’ ethos of individual privilege
and autonomy creates values that lead to disrespectful behaviors. These values and incumbent
behaviors are certainly not the only descriptors of medical culture, but they do provide valuable
insight, suggesting that academic medicine deserves greater study related to its organizational
culture. Further, Pololi et al. (2009) suggested that serious problems regarding relational issues
exist in academic medicine. They called for greater efforts in creating trusting relationships to
support faculty in creating a more productive culture, suggesting that
A logical response to the findings of our study would be for medical schools to make
efforts to instigate and support practices that encourage relationship formation among
faculty and leaders. Supporting connection in trusting relationships and the human
condition of health professionals would facilitate a core change in the medical school
culture and contribute to realizing the potential of all faculty. (Pololi et al., 2009, p. 112)
A later study by Ovseiko et al. (2019) suggested that,
Women’s experiences of the university culture are not only different to, but are less
positive than those of men . . .. A more supportive and inclusive culture is likely to
benefit all faculty and staff, increase career satisfaction, and reduce faculty and staff
attrition. (p. 186)
These studies suggest that building trusting, supportive, and relational organizational cultures are
likely to help improve the experience of not only women in the academic medical setting, but of
all faculty and staff. These studies further suggest that the more traditional hierarchical cultures

are contributing to higher attrition and dissatisfaction and that a focus on creating a better

experience for faculty and staff will improve satisfaction and retention.
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It is clear that academic medicine has its own unique organizational culture, which either
supports or constrains women physicians operating within it. Understanding aspects of academic
medicine’s organizational culture is key to understanding the experiences of women physicians
in academic medicine.

Relationships Between the Constructs

This section provides a discussion of the relationships among the previously discussed
constructs in order to demonstrate how this study adds to the knowledge of women physicians in
academic pediatrics.

Women Physicians in Academic Medicine and the Gendered Organization

As stated earlier, the concept of the gendered organization recognizes an encoding of
gender-based assumptions in the organizational setting. These assumptions are based on
gendered structures, practices, and identities. Gendered structures include the key components of
masculinity and femininity that “refer to the values, experiences, and meanings that are
associated with men and women or that define a masculine or feminine image” (Ely & Padavic,
2007, p. 1128). Cheryan and Markus (2020) specifically suggested that many gendered structures
are biased with “a hidden but powerful foundation of masculine ideas and values, policies,
interaction styles, norms, artifacts, practices, and individual beliefs that prevent the full
participation of women” (p. 1022). They concluded that, “Masculine defaults exist when
characteristics and behaviors associated with the male gender role are valued, rewarded, or
regarded as standard, normal, neutral, or necessary aspects of a given culture” (p. 1041).

As discussed earlier, historically, academic medicine has been gendered, with women

having to “struggle for acceptance” (Pololi, 2010, p. 17). If these gendered structures and

46



“masculine defaults” (Cheryan & Markus, 2020, p. 1022) exist, it is valuable to understand how
women physician in academic medicine manage and cope in these organizations.

This study explores the relationship between women physicians in academic medicine
and gendered organizations relative to the experiences of the participants, their awareness of
gendered aspects within their environments, and the approaches they take to navigating and/or
traversing those environments.

Gendered Organization and Academic Medical Culture

Academic medical centers have their own unique cultures derived in part from the
historical development of the medical profession beginning in the late 1800s, which clearly
excluded, or at least severely limited, women in professional medical practice. Historians have
ascribed the reasons for this exclusion as heavily based on gender roles and stereotypes during
this period (see C. F. Epstein, 1970; Lopate, 1968; Morantz-Sanchez, 1985; More et al., 2009;
Starr, 1982; Walsh, 1977). Considering that women did not begin to enter U.S. medical schools
in substantial numbers until the 1970s, it is difficult to examine the medical profession (and
specifically academic medicine) without considering the impact of gender (Riska, 1993).
Women Physicians and Academic Medical Culture

Women physicians in academic medicine operate within the academic medical culture.
Organizational culture, discussed earlier, is critical in understanding behaviors, social events, and
processes within the academic medical setting. Although women medical faculty members part
of academic medical culture, they are constrained by the culture’s male-dominated history
through shared meanings, beliefs, and ideation (Pololi et al., 2012, 2013). Thus, it is impossible
to understand the experiences of women physicians in academic medicine without exploration

and understanding of the meanings and values of academic medicine as expressed, reproduced,
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and communicated at least in part by symbolic form in the environment of academic medicine
(Alvesson, 2013). Thus if, as Alvesson posited, organizational culture creates meaning through
collective symbolism, the lived experiences of women physicians in academic medicine can only
be interpreted, at least in part, by understanding the organizational culture(s) in which they work.
How women physicians in academic medicine are shaped by their profession’s organizational
culture, and how (or if) they perceive their roles in shaping the future culture of academic
medicine, are valuable to explore in this study.
Women Physicians and Gendered Hierarchy

The literature establishes that academic medicine has been historically a male-dominated
environment that excluded women. Lorber (1984) contended that

gender inequities are pervasive and long-standing because they are built into the social

institutions and maintained by everyday assumptions about appropriate work for women

and men in and out of the home. (p. 114).
One of the most interesting aspects of the status of women physicians in academic medicine in
the US lies in the statistics: As of 2023, women comprised 44% of all medical school faculty
(AAMC, 20231), 28% of full professors in medical schools (AAMC, 20231), and 27% of medical
school deans (AAMC, 2023a). The distribution of women across the various medical specialties
and subspecialties is even more interesting. As of 2021, women comprised the majority of active
physicians in 10 specialties and subspecialties (out of 48): pediatrics; obstetrics and gynecology;
dermatology; geriatric medicine; endocrinology, diabetes, and metabolism; internal medicine
and/or pediatrics; neonatal-perinatal medicine; pediatric hematology and/or oncology; pediatric
anesthesiology; and child and adolescent psychology (AAMC, 2021). Almost all of those
specialties pay less than the majority of other specialties more dominated by men physicians. For

example, pediatrics, the specialty in which women comprise 65% of active licensed physicians

(AAMC, 2021), is one of the lowest paid specialties (Kane, 2023). Conversely, orthopedics, in
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which women comprise of only 5.9% (and the lowest percentage of all specialties and
subspecialties) of active physicians, pays the second highest, behind only plastic surgery (Kane,
2023). Based solely on the numbers, women physicians, and more specifically women
physicians in academic medicine, although achieving degrees of professional success, still face
injustice—at least based on compensation—as well as limited paths to power and influence in
the academic medicine environment.

The gendered hierarchy in academic medicine is a result of the academic medical culture
that developed with the historical systematic marginalization of women. Gendered hierarchy in
academic medicine is also a byproduct of the gendered organization, or the idea that
organizational cultures may be understood in terms of masculine and feminine values, ideas, and
meanings (Alvesson & Billing, 2009). As the predominant masculine perspective through
collective symbolism expresses gender value, gendered hierarchy, and subsequent
marginalization of women, emerges. This study shines a light on the impact of gendered
hierarchy on the experiences of women physicians in academic medicine. In this study, the lived
experiences of the participants and their interpretations of their lived experiences inform the
extent of the impact of gendered hierarchy on how the participants think about and practice
medicine within the academic environment.

Summarizing the Literature Review

In summarizing the literature, this section provides competing perspectives on issues that
are inconclusive in the gendered perspective. It also provides research synthesis and critical
analysis from the literature. This summation demonstrates that the theoretical constructs

critically examined herein support this study’s research questions, the scientific merit of
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examining the lived experience of women in pediatric academic medicine, and opportunities for
transferability of this study’s thematic constructions in informing practice.
Competing Perspectives

Studies have shown a difference between men and women physicians related to their
work experience through several lenses. However, it is important to discuss the terms behind
these work-experience lenses. Job satisfaction was characterized in seminal work by
Lichtenstein (1984) as “the difference between what a worker experiences on the job and what
he or she wants or expects to find” (p. 57). Researchers of burnout (Chesak et al., 2020)
characterized physician burnout “as an occupational syndrome defined by emotional exhaustion,
depersonalization, and a sense of reduced personal efficacy or accomplishment” (p. 2). Among
various work experience aspects, Chesak et al. (2020) noted that burnout “is distinct from job
dissatisfaction or work-related stress. It is also distinct from depression, though depression can
map with the emotional exhaustion component” (p. 2).

Some researchers, such as Zuger (2004), Keeton et al. (2007), and Gibson and Borges
(2009), and more recently Carvajal et al. (2018), Andrade et al. (2019), and Redmond and
McGuinness (2020), drew seemingly innocuous conclusions that women physicians had either
higher job satisfaction, or little or no difference in job satisfaction, based on gender. More
recently, researchers Kabbash et al. (2020) suggested that women physicians in secondary and
tertiary medical care levels had higher job satisfaction than men in similar roles. Secondary care
refers to health care services provided by medical specialists (e.g., cardiologists, neurologists,
etc.), who typically do not have first contact with patients; whereas fertiary care involves seeing
more specialized care providers in an inpatient hospital setting for advanced medical diagnosis

and treatment (Van Straten et al., 2017). Although discrimination and differences in gender
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perspectives were prevalent in a number of studies (Carr et al., 2000; Chow et al., 2020; Lu et al.,
2020; Rasmussen et al., 2021; Witte et al., 2006), women physicians in these studies recognized
the challenges and obstacles of gender but still found satisfaction in their careers. This suggests
that even though women physicians experience gender bias and discrimination, they may play a
lesser role in their overall job satisfaction. Through its research questions, this current study
explores understanding of women physicians’ experience of gender in the context of academic
pediatric medicine and how their experience is influenced by institutional and personal contexts.
This study sheds light on the challenges and obstacles of gender and understanding of their
impact on women physicians’ careers.

Researchers of burnout have asserted that women physicians in general have 20% to 60%
higher incidence of burnout (Dyrbye et al., 2017; McMurray et al., 2000; Shanafelt et al., 2015;
Templeton et al., 2019) than men physicians. Yeluru et al. (2022) pointed to a number of burnout
risk factors and remedies specific to women physicians, categorized as (a) workplace: unequal
pay, lack of mentorship, limited leadership opportunities, and time constraints; (b) home:
increased household and childcare responsibilities relative to male counterparts; and (c) health:
childbearing, increased maternal age, and mental health (p. 4).

However, Dyrbye et al. (2017) admitted that, “It is currently not clear if burnout is
actually more common among women, or if gender-based differences in its expression—such as
emotional exhaustion—make it easier to identify among women” (p. 2). In their systematic
review of burnout, Rotenstein et al. (2018) concluded that, “Because of inconsistencies in
definitions of and assessment methods for burnout across studies, associations between burnout
and sex, age, geography, time, specialty, and depressive symptoms could not be reliably

determined” (p. 1131). Templeton et al. (2019) added that, “Understanding the role of gender in
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burnout is complicated by the inconsistent use of terms such as sex, gender, male/man, and
female/woman in publications on this topic” (p. 2). The increased complexity and pronounced
difference between biological sex and nonbinary social constructions of gender have become
more prominent (Templeton, et al. 2019).

Although there may be competing perspectives on job satisfaction and burnout
specifically related to women physicians, this study sheds light on the experience of women
physicians in academic pediatrics in the broader perspective of the gendered culture of academic
medicine. The participants’ shared experiences in this environment may help to provide better
understanding of the unique issues related to job satisfaction and potential for burnout for women
physicians in academic pediatrics. The essential themes derived from the thematic categories of
data analysis are discussed in Chapter 4.

Research Synthesis and Critical Analysis

Synthesis and critical analysis of the literature that informs (a) the development and
specific concerns of women physicians as a force in medicine, (b) the notion of gendered
organizations, and (c) the culture of academic medicine, are presented next, to add meaning to
the contributions of this study and its participants’ experiences. Extant literature and this current
study indeed inform one another. This study’s participants’ lived experiences are better
interpreted through recognition of the social, professional, and organizational contexts in which
they work and live. That is, participants’ lived experience is understood in the contexts of the
institution in which they work and their personal lives outside of work. Table 1 summarizes these
three bodies of literature that informed this study’s design and analysis, and provides a
summative synthesis of the framing constructs’ foundations, key concepts, current forms and

research findings, and interrelationships.

52



Table 1. Synthesis of Literature Informing This Study’s Design

Framing constructs

Women physicians in
academic pediatrics

Gendered organization

Organizational culture
of academic medicine

Foundations

Concepts

Current forms and
research findings

Women physicians first
studied as having unique
challenges in entering
medical profession
(Beshiri, 1969; Lopate,
1968). Morantz-Sanchez
(1985) traced historical
development of women
physicians and their
exclusion from the
medical establishment.

Disparities exist between
men and women on
medical school faculties,
suggesting continued
need for equal
opportunity for women in
academic appointments
and promotions
(Nonnemaker, 2000).

Women physicians have
progressed but continue
to cluster in lower tiers of
medical hierarchy. Yet
they are influencing how
medicine is practiced,
and will become more
prominent in leadership
positions (Boulis &
Jacobs, 2008). Women in
surgical academic
medicine have still not
attained the most
powerful and prestigious
jobs, and experience
gender discrimination

Acker (1990) first defined
gendered organization as one
where advantage,
disadvantage, exploitation,
control, action, emotion,
meaning, identity are
patterned in terms of male and
female, masculine and
feminine.

Organizations build on and
reproduce inequalities of
gender, race, and class.
(Acker, 2006); the gendered
organization’s two-sided
dynamic of gendering
practices and practicing
gender (Martin, 2003); new
dynamics include
intersectionality, the
importance of organizational
context, and developing
mechanisms for
organizational change. This
concept is a framework for
seeing inequalities (Britton &
Logan, 2008).

Poststructuralist influence
moved away from
constructing gender through
biological or other universal
criteria, developing new
conceptualizations, and
integrating those with other
ideas to create gender-
sensitive but not gender-
exclusive cultural studies.
(Alvesson & Billing, 2009).

Women have just begun to
catch up to men in seniority
and tenure, but women are
still not adequately advancing
their careers at the same rate
as men. In addition, women

Schein (1985,2010)
defined organizational
culture as shared
assumptions, espoused
values, and artifacts.
Hofstede et al. (2010)
framed culture through
six characteristics
including a socially
constructed phenomenon.
Alvesson (2013) noted
role of history and
tradition in understanding
culture.

Socially shared meanings
and collective symbolism
are significant concepts in
cultural understanding
(Alvesson, 2013).

Academic medicine’s
culture is based on male-
dominated structures,
values, and assumptions.
Certain aspects of
institutional policy and
culture in academic
medicine pose challenges
for women (Hamelet al,,
2006; Palepu & Herbert,
2002)

Faculty consider leaving
academic medicine due to
its nonrelational and
unethical workplace
culture (Lowenstein et al.,
2007; Pololi et al., 2012).
Women physicians
specifically perceive
themselves as cultural
outsiders with barriers to
advancement including
bias and gender role
expectations (Foster et al.,
2000; Pololi & Jones,
2010). Early-career
women physicians report
disconnect between their
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(Longo & Straehley, faculty in medical schools are  priorities and those of the

2008). still compensated less than dominant culture (Levine,
men (Rotbart et al., 2012) etal, 2011)
Framing Women physicians in Organizational culture
constructs academic pediatrics Gendered organization of academic medicine
Construct relationships Women’s representation  Organizational culture and Culture can be a negative

in medicine will increase, gender are inseparable force that supports
challenging practice and  constructs that influence the repressive ideas on gender
structures (Boulis & construction and development —requiring critical
Jacobs, 2008). of organizations (Mills, 1988). exploration to facilitate

liberation from ideation
and normative
constraints. (Alvesson,
2013).

Women physicians feel
marginalized and want to see
changes in the culture of
academic medicine (Pololi,
2010).

Drawing on the informing literature, it appears that the integration of women physicians
in medicine follows, to some extent, the evolution of feminist thinking through the three (or
possibly four) waves of feminism. The first wave, from the mid-1800s to the first few decades of
the 20th century, “mobilized around the idea of the “new woman”—an ideal of femininity that
challenged limits established by male-centered society. The first wave relates to social
campaigns that expressed dissatisfaction with women’s limited rights for work, education,
property, reproduction, marital status, and social agency. It is associated with women’s
suffrage—a movement advocating women’s entitlement to vote (Malinowska, 2020, p. 2). For
women physicians, the first wave represented their slow acceptance into the medical community
through admittance into medical schools, beginning with Elizabeth Blackwell, the first American
woman admitted into a medical college (Lorber, 1984), to the gradual acceptance of women
students through the midcentury (Lopate, 1968; Morantz-Sanchez, 1985; Starr, 1982; Walsh,
1977). The second wave, from the early 1960s to the late 1980s, “asked questions about the
constituents of gender roles and women’s sexuality” (Malinowska, 2020, p. 3). This second wave

aimed “to uproot the cultural inequalities, gender norms, and attempts to establish the egalitarian
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role of women in the society” (Mohajan, 2022, p. 2). The feminist second wave also focused on
sexuality and reproductive rights along with other demands for equal opportunities for education,
employment; maternity leave, birth control and abortion rights, and more (Mohajan, 2022, p. 4).
More specifically, as women physicians’ numbers and prevalence continued to grow (Butter et
al., 1985; Lopate, 1968), they built the Women’s Health Movement (Morgen, 2009) and
developed a consciousness of their unique differences from their male counterparts. Women
physicians in the second wave also began to challenge the culture of exclusion in medical
education and academic leadership roles (Boulis & Jacobs, 2008; N. Rogers, 2009). Conley
(1998), a tenured full professor of neurosurgery at Stanford University, captured the experience
of women physicians in the second wave, in her book Walking Out on the Boys, in which she
described the sexist and highly gendered environment that led to her resignation in 1991.

From the 1980s to 2010s, the broadly defined third-wave feminism involved an
expansion of diverse branches of feminist thinking, yet with goals similar to the second wave.
However, third-wave feminism brought increased political activism and recognition of
interrelated social justice concerns (i.e., range of exploitation and oppression through the
intersections of race, class, gender, sexual expression, and sexual orientation; Crenshaw, 1989;
Shields, 2008). Iannello (2010) described the third-wave movement as “power feminism” (p. 72)
due to its refusal to accept the role of women as victims.

Some argue that the 215! century evidences the entrance of a fourth wave of feminism
(Baumgardner, 2011; Blevins, 2018; Rivers, 2017), claiming that “fourth-wave feminism is
fractured and complex, frequently reinforcing the advancement of the individual, and centering
the seductive notions of ‘choice,” ‘empowerment,” and ‘agency’” (Rivers, 2017, p. 24). Blevins

(2018) described fourth-wave feminism as “significant [in] that young people are self-identifying
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as fourth-wave feminists who are active on social media, forming groups and tackling small-
scale activism” (p. 102). Thus, the fourth wave has been characterized as technology-oriented,
social-media activism, and as “a ‘call-out’ culture, in which sexism or misogyny can be ‘called
out’ and challenged” (Muro, 2013, p. 23). However, this current study with the participating
women physicians in academic pediatrics intentionally does not explore these emerging issues
and the constructs of the various feminist waves.

The evolution in the discussion of women physicians’ development seems logical for
women physicians in academic pediatrics; as they achieve a degree of social, economic, and
professional status, they still face the same challenges facing women in all professions and facets
of modern life, and they should continue evolving with the changes in society. This study
provides insights through the shared experience of the participants regarding their development.

Although the numbers and prevalence of women physicians in general and in academic
medicine specifically have certainly increased (AAMC, 2021; 2022a), the literature suggests that
U.S. academic medical institutions do not appear to have reached Lorber’s (1984) point wherein

the patterns of the informal organization of the workplace routinely include women—as

trusted colleagues, sponsored by advancement, given recognition for competence and
accomplishment, and able to accrue the resources to advance their careers. (p. 112)

Thus, there is more to learn, via the framing constructs that inform the intersection of women
physicians in academic pediatrics, the gendered organization, academic medical culture (see
Figure 1 in Chapter 1), and through this study of the shared experience of women physicians in
academic pediatrics, as indicators of progress.

Based on Lorber’s (1984) vision and this study’s research questions, how may these
issues be assessed, to indicate if and how the culture of academic medicine for women
physicians has really changed, to be more inclusive and respectful of the unique needs of women

physicians? This exploration of the lived experience of women physicians within a specific
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setting may provide some insight as to if and how women have progressed (as described by
Lorber) and how their experience may inform policy change to better support women physicians
in academic pediatric environments.

This chapter has provided a critical review of literature related to and informing this
study of the lived experience of women physicians in a pediatric academic medical center
environment, as well as the theoretical constructs related to this study and the relationships
among the constructs. The literature specifically related in the theoretical constructs supports the
research questions and the value in examining the lives of women in pediatric academic
medicine. The next chapter examines this study’s paradigmatic approach, methodology, and

methods guiding the study.
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CHAPTER 3: METHODOLOGY AND METHODS

The purpose of this third chapter is to describe the methodology and methods used to
conduct this study. The study was conducted utilizing guidelines presented by Guba (1990),
Guba and Lincoln (1981, 1989, 1994, 2005), Lincoln and Guba (1985, 1986, 2013), and Lincoln
et al. (2011) for naturalistic inquiry and, as later referred to, constructivist inquiry (Guba &
Lincoln, 1989). This chapter highlights this study’s informing issue (problem) statement and
guiding research questions; describes and clarifies the study’s paradigmatic positioning;
describes the need for the study and its appropriateness; presents the research methodology,
participant and site selection, and data collection and analysis methods; describes the pilot study,
its results, and how those outcomes influenced the full study’s design and conduct; and identifies
quality criteria and how the study met those criteria.

Research Need and Questions

The research need driving this study’s research questions is based on academic
medicine’s evolution from a distinctly male-dominated professional identity resulting in a
hierarchical culture that has historically subordinated women. During that evolution, the numbers
and prevalence of women physicians have increased dramatically, potentially challenging
academic medicine’s traditional culture and hierarchy. This expanding group of women
physicians must finesse or navigate both the traditional male-dominated academic culture while
also managing the response of other women in traditionally gender-oppressed roles such as
nursing (Group & Roberts, 2001). The specific impact of academic medicine’s culture on women
physicians and how they navigate that culture are not well understood.

As mentioned in Chapter 1, this study examined the following research questions:
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1. How do women physicians in pediatrics describe their experience of gender in the
context of academic medicine?
2. What are the participants’ experiences related to their inclusion in the patterns of formal
and informal organization of the workplace?
3. Can women physicians in a localized setting confirm or disconfirm that gender has
been successfully defused as an issue of status in academic medicine?
For best address of these questions, it is important to frame my approach to conducting this
research inquiry. The concept of paradigms is considered next, and approaches to the research
discussed and rationalized.
Inquiry Paradigm
A paradigm is “a worldview built on implicit assumptions, accepted definitions,
comfortable habits, values defended as truths, and beliefs projected as reality” (Patton, 2008, p.
423). Lincoln and Guba (1985) described how paradigms have particularly shaped scientific
research and how a researcher’s paradigm influences numerous aspects of a study. Specifically, a
researcher’s ontological, epistemological, methodological, and axiological beliefs, or axioms,
comprise the basis of their paradigmatic approach to research (Lincoln et al., 2011). These
axioms build upon and are interdependent with one another, and connect the philosophical
beliefs or reality and knowledge acquisition to the process, posture, and methods for which the
inquiry is conducted.
Per Guba and Lincoln (Guba, 1990; Guba & Lincoln, 1994, 2005; Lincoln et al., 2011;
Lincoln & Guba, 1985, 2013), the ontological question asks, “What is there that can be known or

what is the nature of reality?” (Lincoln & Guba, 2013, p. 37). This question can help the
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consumers of research understand the researcher’s stance toward the physical and metaphysical
elements of the inquiry.

Epistemology comes from the Greek word epistemeé, meaning “skill, expertise,
knowledge” (Merriam-Webster, n.d.-b), and epistasthai, meaning “know, know how to do”
(Oxford Learners Dictionary, n.d.). In the context of knowledge and inquiry, the epistemological
question asks, “What is the nature of the relationship between the knower and knowable?”
(Lincoln & Guba, 2013, p. 37; also see Guba, 1990; Lincoln et al., 2011; Lincoln & Guba, 1985).
The answer to the epistemological question is limited by the answer to the earlier ontological
question (Guba, 1990; Lincoln et al., 2011; Lincoln & Guba, 1985, 2013).

The methodological question asks, “How can one go about acquiring knowledge?”
(Lincoln & Guba, 2013, p. 37). This question is essentially a process question, constrained by the
answers to the ontological and epistemological questions (Guba, 1990; Lincoln et al., 2011;
Lincoln & Guba, 1985, 2013).

The final axiom of a paradigm, as stated by Lincoln and Guba (2013), answers the
axiological question, “Of the knowledge available, which is most valuable, truthful and life-
enhancing?” (p. 37; also see Guba, 1990; Lincoln et al., 2011; Lincoln & Guba, 1985). Axiology
is the study of the nature, types and criteria of values, and value judgments; the term is from the
Greek word dxios, meaning “worth, equal, of an equal status” (Merriam Webster, n.d.-a).

The impact of a paradigm is especially inherent in social science research; as Greene
(1994) noted, different paradigms have different research purposes. Guba (1990) identified four
inquiry paradigms: positivism, postpositivism, critical theories, and constructivism. In addition,
Guba and Lincoln (2005) and Lincoln et al. (2011) identified and expounded upon the distinct

participatory paradigm, based on the work of Heron and Reason (1997). The inquiry paradigm
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of constructivism, sometimes referred to as the naturalist or interpretivist paradigm, argues that
“all research is interpretive: guided by a set of beliefs and feelings about the world and how it
should be understood and studied” (Denzin & Lincoln, 2011, p. 13).

Following is an overview of these different paradigmatic stances. This study of the lived
experience of women physicians in academic pediatrics was approached from the constructivist
paradigm and informed by feminist critical theory. As such, this overview provides the rationale
for blending aspects of these theoretical paradigms for this study.

Constructivism and Critical Theory

This section provides discussion of the constructivist and critical theory paradigms, to
position the study’s axioms, including its methodology and methods.
Constructivism

Constructivism, also known as interpretivism or naturalist inquiry, is anchored in five
governing axioms or “basic beliefs” (Lincoln & Guba, 1985, p. 33) that provide the building
blocks for a conceptual or theoretical structure or system. The axioms of constructivism explain
the nature of reality (ontology), the relationship of the knower to the known (epistemology), the
possibility of transferability, the possibility of association linkages, and the role of values in
inquiry (Lincoln & Guba, 1985, pp. 37-38).

Ontology in the constructivist paradigm is relativist—that is, that reality is based on
multiple mental constructions that exist socially and are experientially based, local, and specific,
dependent for their form and content on the persons who hold them (Guba, 1990, p. 27).

Epistemology is subjective—wherein the relationships between knower and known
merge, and findings are based on the process of interactions between the two. In other words,

knowledge is based on the dynamics of identifying and interpreting new ideas. Generalization is
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not the aim of constructivist research, as knowledge is co-created between the researcher and
participant together. Instead, transferability, or the degree to which the contexts are similar and
potentially applicable, is more the aim (Lincoln & Guba, 1985).

In a constructivist study, additional key concepts serve to inform the conceptual approach
and development of the study, as summarized in Table 2. One key concept is that the researcher
serves as the instrument (Guba & Lincoln, 1981, 1989; Lincoln & Guba, 1985) to co-construct
knowledge by understanding and interpreting the meaning of the participants’ lived experiences
(Lincoln & Guba, 1985). A second key concept relates to the methodological process in the use
of dialectical hermeneutics. Concepts developed from the lived experiences of the participants
are defined hermeneutically, that is, as an unveiling through interpretation, and “compared and
contrasted dialectically with the aim of generating one (or a few) constructions on which there is
substantial consensus” (Guba, 1990, p. 27). Analysis in a constructivist study is driven
inductively, in that theoretical categories are forged from interaction with the data, rather than
deductively from predetermined hypotheses or concepts. Categories have meaning because of

interaction between the data and the researchers.

Table 2. Summary of the Constructivist Paradigm

Ontology Epistemology Methodology Axiology
Relativism— Transactional/ Hermeneutical Propositional, transactional
localized and subjectivist; co- leading to an knowing is instrumentally
specific co- created findings understanding of valuable as a means to social
constructed lived experience emancipation, which is an end
realities to itself intrinsically valuable

Note. Adapted with permission from “Competing paradigms in qualitative research,” by E. G. Guba & Y. S.
Lincoln, 1994, as cited in Table 6.1 (p. 109) in N. K. Denzin & Y. S. Lincoln (Eds.), Handbook of qualitative
research (pp. 105-117). Sage. Copyright 1994 by Sage Publications; permission conveyed through Copyright
Clearance Center, Inc.
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Another critical concept in the constructivist paradigm is goodness or quality criteria.
Trustworthiness of the theoretical concepts is based on the authenticity of the process and
interpretation of the data. The process of goodness is reached through agreement and
understanding between the researcher, participants, and other actors in the process of dialogue,
shared conversation, and construction (Lincoln et al., 2011). This study explored understanding
of the experience of women physicians in academic medicine at a nationally ranked pediatric
institution allowing for the co-creation of understanding through the dialogue between the
researcher and participants.

Critical Theory

First coined by Horkheimer (1937/2002) in 1937 (Daly, 2006; Ingram & Simon-Ingram,
1991), critical theory refers to a school of thought characterized by radical social theory and
sophisticated cultural criticism (Ingram & Simon-Ingram, 1991). Critical theory focuses
primarily on the integration of knowledge and purposeful action (Smith, 1990). Guba (1990)
asserted that critical theory is “ideologically-oriented inquiry” (p. 23) that rejects the claim of a
values-free role of the researcher. In critical theory, the researcher is an activist and advocate,
tasked with uncovering the hidden assumptions derived from historical circumstances, traditional
thought, and absolutist claims (Bronner, 2011).

Critical theory’s ontology is historically situated and shaped by context and values—
which may involve social, political, cultural, economic, ethnic, gendered, and/or other
perspectives suppressed by majority or traditional thought. Critical theory’s epistemology is
subjectivist in that values mediate the inquiry findings wherein reality cannot be seen but through
values (Guba, 1990). Kincheloe et al. (2011) asserted that “facts can never be isolated from the

domain of values or removed from some form of ideological inscription” (p. 164).
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Methodologically, critical theory utilizes a dialogic approach, meaning that the inquiry
requires a dialogue between the researcher and research participants. The dialogic process
engages the researcher and participants in a joint learning process, to increase consciousness of
the world around them, and to interact and take responsibility for the development of the world
(Abma & Widdershoven, 2011). This dialogue is dialectic in that it involves an uncovering of
historically situated and subjugated knowledge of suffering and oppression through critique of
the status quo, leading to a transformational new reality. Table 3 presents a summary of the

critical theory paradigm.

Table 3. Summary of the Critical Theory Paradigm

Ontology Epistemology Methodology Axiology
Historical realism—  Transactional/ Dialogic/dialectical ~ Values-laden
virtual reality subjectivist; value- leading to social
shaped by social, mediated findings emancipation,
political, cultural, which is an end to
economic, ethnic, itself and
and gender values: intrinsically
crystallized over valuable
time

Note. Adapted with permission from “Paradigmatic controversies, contradictions, and emerging confluences,
revisited,” by Y. S. Lincoln, S. A. Lynham, & E. G. Guba, 2011, in N. K. Denzin & Y. S. Lincoln (Eds.), The Sage
handbook of qualitative research (4" ed., pp. 97-128). Sage. Copyright 2011 by Sage Publications; permission
conveyed through Copyright Clearance Center, Inc.

Much of critical theory accepts a basic assumption that thought is mediated by socially
and historically constituted power relations, and explores meanings that serve hegemonic or
ideological interests (Crotty, 1998). As such, there are many lenses from which the relationship
between power and culture through social critique may be viewed. Critical theory typically
includes critical race theory, disability studies, feminism, gender and queer theory, indigenous

knowledges and postcolonialism, Marxism, poststructuralism, and psychoanalysis (Hamera,
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2011). Critical theory is related to critical feminist theory as feminism is one form of social
critique, albeit an important one and key to this study.
Critical Feminist Theory

Feminist literature offers a framework from which to consider analysis of literature of
women physicians in academic medicine. Calds and Smircich (2006) described three schools of
thought related to women’s condition: liberal feminist, radical feminist, and psychoanalytic.
Their feminist schools-of-thought heuristic notes at the categories of intellectual roots,
conception of sex/gender, conception of “the good society,” epistemological positions, favored
methodologies, conceptualization of sex/gender and organization, needed organizational change,
and favored interventions (p. 289). The authors described how, in the liberal feminist tradition,
the majority of gender-based organization literature falls under the category of women in
management. Women in management literature tied to the liberal feminist tradition focuses on
explanations for the continuation of organizational gender-based segregation. The literature has a
positivist bent in assuming the intent of gender-neutral organizational justice through a primarily
quantitative analytical lens.

Radical feminism, particularly when relating to organizations, provides a different
interpretation of gender and sexuality in organizations. Gender, to the radical feminist, is a social
construction intended to subordinate women to men. It assumes that organizations are patriarchal
in nature in order to maintain gender discrimination and sexual oppression. The goal of women
in organizations then, to radical feminists, is to eradicate oppression through gender separatism
and empowerment (Calds & Smircich, 2006).

Psychoanalytic feminism assumes a third perspective of gender and the organization. The

psychoanalytic feminist perspective perceives organizations as reproductions of patriarchal
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psychosexual development and embraces the belief that organizations should have no gender
structuring—valuing both the feminine and masculine (Calds & Smircich, 2006).

Both the radical and psychoanalytic feminist perspectives suggest the possibility of a
different form of analysis when considering women physician in academic medicine. There is a
gap in extending feminist theory to academic medicine, beyond what may be described currently
as women-in-medicine literature. Although women physicians such as Brodsky (Kass, 2015;
Vineyard Gazette, 2014) and Conley (1998) described and exposed the discrimination they
experienced in the academic medical setting, much of the literature on women physicians still
appears more quantitative, descriptive, and positivist in nature (Richter et al., 2020; L. W.
Roberts, 2020), rather than being focused from the liberal feminist perspective. As so challenged,
the strongly ingrained positivist and postpositivist nature of academic medicine (Goldenberg,
2006; Park et al., 2020; Zaidi & Larsen, 2018), with its strict cultural gendered norms, may
explain why different feminist perspectives are underrepresented in academic medicine and
health care in general.

Rationale for This Study

The underlying paradigm for this study is constructivism, informed by feminist critical
theory. The rationale for this dual approach is explained herein from the perspective of HRD,
and in light of the perspective which emerged from the pilot study (described later in this
chapter), which revealed themes warranting further and deeper interpretation of the shared
experience of women physicians in academic pediatrics.

Rationale From the HRD Perspective
Academics have long debated the definition of HRD, without resolution (Han et al.,

2017; Kuchinke, 2010; M. Lee, 2001; McLean et al., 2008; Woodall, 2001). However, McLean
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and McLean’s (2001) definition of HRD resonated for me and provided the linkage of HRD with
this study of the shared experience of women physicians in academic pediatrics. McLean and
McLean defined HRD as

any process or activity that, either initially or over the long term, has the potential to
develop adults’ work-based knowledge, expertise, productivity and satisfaction, whether
for personal or group/team gain, or for the benefit of an organization, community, nation
or, ultimately, the whole of humanity. (p. 322)

Utilizing this definition, the study of women physicians in academic pediatrics provides the
participants the opportunity to share their lived experience, potentially to inspire policy changes,
and to increase their work environment satisfaction and subsequently their contribution and
productivity to and within the organization.
Rationale From the Pilot Study Perspective

An unpublished pilot study conducted for my doctoral studies’ preliminary examination
(Wukitsch, 2012) confirmed the need for this study. The pilot study utilized a constructivist
grounded theory methodology and semistructured interviews as the data collection method.
Although the pilot study exposed some data analysis challenges in utilizing grounded theory
methodology, it also yielded at least four themes from participants’ lived experience: (a)
navigating through gendered hierarchy, (b) gendering subspecialty choices, (c) managing the
polarities of work-life balance, and (d) creating a supportive and relational environment
(Wukitsch, 2012). These themes and their respective descriptions from participant experience
support the notion that women physicians have unique experiences in gendered organizational
environments worthy of further research and understanding.
Research Approach

The research methodology in the context of qualitative inquiry refers to the approach

employed by the researcher in conducting the study. The approach or research design shapes the
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researcher’s choice and use of particular methods in order to achieve the desired outcome
(Crotty, 1998). The research design for this study was hermeneutic phenomenology.
Phenomenology is a complex set of ideas originating with Husserl (Husserl & Husserl,
1910/1965), and built upon by Heidegger (1962/2008), Sartre (1956, 1963), Merleau-Ponty
(1962/2013), Gadimer (1978/2008), Schutz (1970), and others (Denzin & Lincoln, 2011; Van
Manen, 2014). Phenomena are the appearances of, or what gives or shows itself in, experience or
consciousness (Van Manen, 2014). Hermeneutic phenomenology focuses on the exploration of
meaning through an interactive process of description and interpretation.
Site Selection

Based on the axioms of constructivism outlined earlier in this chapter, there is a set of
entry conditions which ensure that the methodology of the study aligns with the constructivist
paradigm. Guba and Lincoln (1989) asserted that in order to align with the relativist ontological
perspective, the study must be conducted in the natural environment of the participant. The
research site of an independent, Midwestern pediatric academic medical center provided a
logical place to identify and select women physicians in academic pediatrics, both specialists and
subspecialists. Practically speaking, because I lived in the area, the site location provided me
relatively convenient access to participants and enough pediatric specialists and subspecialists to
identify potential participants. The proximity of the site to my home also allowed access for
member checking during various phases of the study.
Participant Selection

Participant selection for the study was conducted to yield the best possible data on the
lived experience of women physicians in academic pediatrics. Typically, pediatric institutions

are affiliated with medical schools. The chosen institution allowed for access to possible
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participants due to proximity, while avoiding a potential conflict of interest in my former human
resources role at a nearby adult health system. I identified a list of pediatric specialists and
subspecialists available from the pediatric institution’s website and/or its related medical school
website. As available, age, ethnicity, class, color, specialty, and subspecialty area of each faculty
participant were considered to ensure the broadest potential starting point for the study. The use
of a single organization for participants ensured that “constructions [were] necessarily based on
local circumstances and experiences” (Lincoln & Guba, 2013, p. 71), thus consistent with the
constructivist paradigm.

Pilot Study

As part of a PhD program requirement, I conducted a preliminary, constructivist,
grounded theory study at an academically affiliated pediatric hospital to understand how women
physicians navigate through the complex and gendered academic medical culture (Wukitsch,
2012). The study utilized interviews for data collection and unitizing and coding for data analysis
and theming interpretation.

Four compelling themes were constructed from the pilot study, and written implications
of the themes were shared with faculty as part of the program requirement and course
completion. The interest from study participants was significant and data from the study
suggested support for further research. Challenges with the grounded theory methodology,
specific to the use of coding and the methods for constructing themes, were also identified and
later utilized to explore new methodologies within the constructivist paradigm for the main
dissertation study. Working with the study advisor and dissertation committee, we determined
that heuristic phenomenology provided a more natural method to interpret and construct themes

from the participant data.
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The pilot study allowed for exploration of the constructivist paradigm, qualitative
research methodology, methods, and overall interest in the topic of women physicians in
academic pediatrics. The theoretical constructs were revised for greater depth and the research
questions were honed in order to construct more abstract and deeper interpretations. As the pilot
study provided an opportunity to explore qualitative research methodology and methods, none of
the data nor results of the pilot study was used in any way for the dissertation study. In addition,
this current study was conducted in an entirely different location, several years later, due to a job
change. The pilot study informed this dissertation study’s topic and led to a refined and more
organic methodology with less reliance on a strict coding regiment for theme construction. While
utilizing the learning from the pilot study, this dissertation study is an entirely distinct effort.
Methods of Data Collection, Participant Sampling, and Analysis

This current study was conducted using a hermeneutic phenomenological process of data
collection and data analysis, with intentional consideration of consistency with paradigmatic
quality criteria detailed later in this chapter. Ethical parameters were followed, also as detailed
later in this chapter, and the study had IRB approval. I provided each participant with oral and
written information regarding the study and evidenced their respective informed consent in
writing. This section details the data collection approach, participant sampling, as well as the
methods of data analysis including transcripts, coding, categories, and themes.

Data Collection

I conducted participant data collection utilizing semistructured interviews which lasted 45
to 90 minutes. Semistructured interviews (Appendix A) served as the study’s data collection
method to align with the constructivist paradigm, specifically, as interviews provide useful data

for interpretation and co-construction of two thematic categories and corresponding eight
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essential themes. In-depth interviewing aligns with the constructivist paradigm’s goal of probing
for essential meaning through language in collaboration with the participants, seeking to
understand their lived experiences and the meaning they make of their experiences (Seidman,
2006). In-depth interviewing method also provides an open-ended, detailed exploration of an
aspect of life in which the participant has rich experience and insight (Charmaz & Belgrave,
2012). The semistructured approach created a more informal environment, soliciting direct
answers to the study’s research questions, while also allowing flexibility in follow-up questions
and a more organic flow of the conversation with each participant.
Participant Sampling

Consistent with the constructivist paradigm, purposeful sampling was the sampling
approach utilized in this study (Lincoln & Guba, 1985, 2013). Lincoln and Guba (1985), citing
Patton (1980), recognized six purposes, or types of sampling that focus beyond generalization
(for which statistical random sampling is utilized): extreme or deviant cases; typical cases;
maximum variation; critical cases; politically important or sensitive cases; and convenience
sampling. As such, the purpose of sampling in constructivist hermeneutic phenomenology “will
most often be to include as much information as possible, in all of its various ramifications and
constructions; hence, maximum variation sampling will usually be the sampling mode of choice”
(Lincoln & Guba, 1985, p. 201). Lincoln and Guba (1985) defined characteristics of purposeful
sampling utilizing maximum variation: emergent sampling design that recognizes the specific
context of the studied phenomenon where “there can be no a priori specification of a sample” (p.
201); serial selection, which suggests that the selection of each participant informs the need for
further information from subsequent participants; continuous adjustment of the sample for focus

or refinement; and selection to the point of redundancy or saturation where no new information
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is introduced (see pp. 201-202). The sampling approach for the study was considered in two
phases. In the first phase, purposeful sampling (Lincoln & Guba, 1985) was used, by obtaining
referrals from the physician education leader whom I knew professionally. From those referrals,
I engaged in conversations with a handful of medical school faculty regarding the study,
determining interest in participation, and/or inquiring about other potential participants known to
the faculty member. Snowball sampling (Glesne, 2011; Lincoln & Guba, 1985) helped identify
additional candidates to explore broader experiences further. Snowball sampling from key
stakeholders or through the networks of earlier participants identified potentially interested
participants. Snowball sampling operates similarly to social networking, in that people with a
particular set of interests tend to know others with a similar set of interests. The second phase of
sampling engaged in maximum variation sampling (Patton, 1980) to provide breadth for
interpreting localized understanding and to bound the study. Guba and Lincoln (1989) posited
that maximum variation sampling displays two characteristics: (a) samples are selected serially,
wherein new participants are included only when data collection from the convenience sampling
is mostly completed; and (b) the sample is conditional on the direction of the study. In some
cases, additional participants may be sought to ensure saturation of ideas or to probe specific
areas of the research questions.
Data Analysis

As the data collection process occurred, the data analysis phase began. Lincoln and Guba
(1985) described data analysis as “open-ended and inductive” (p. 224) analysis that facilitates the
“continuing unfolding of the inquiry” (p. 225) and leads to a maximum understanding of the
phenomena being studied. Interview data from each participant were captured in audio

recordings; prepared in written form by a transcriptionist; and then unitized, coded, categorized,
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and themed. The constant comparative method provided by Glaser and Strauss (1967) and
further advanced by Lincoln and Guba (1985) was used to hone the development of categories
and themes constructed from participant data. These processes are detailed below.

Transcripts. The interviews were digitally recorded and the recordings provided to a
transcriptionist. I reviewed and compared the transcripts to the recordings and corrected them to
assure accuracy of the interviews to the actual words of the participants. Each of the participants
was offered their own respective transcrip, if needed to clarify any questions or make corrections
to the transcripts without altering the content. However, none of the participants requested their
respective transcript. My dissertation advisor, Dr. Susan Lynham, served as co-investigator for
the study and was given access to the transcripts for review if needed to provide a point of
triangulation in support of the inquiry’s trustworthiness (Lincoln & Guba, 1985).

Coding. Codes are words or short phases that symbolically depict the interpretive
essence and/or prominent, evocative, or emotive attribute of a portion of written or spoken data
(Saldana, 2009). Each participant’s interview transcript was coded using methods described by
Corbin and Strauss (1990, 2008). Gibbs (2007) described these methods as three stages: (a) open
coding, wherein the transcript text is read reflectively to identify relevant categories; (b) axial
coding, wherein categories are refined, developed, or related or interconnected; and (c) selective
coding, wherein the central category that ties all other categories together into a story is
identified and related to other categories (p. 50). Codes were reviewed and improved upon based
on (a) my comfort with the initial coding method, (b) constant comparison with each additional
interview, and (c) with my co-investigator, and further as new ideas emerged from the data.

Categories and Themes. Codes were placed on note cards, sorted, and analyzed within

each interview by identifying concepts constructed as either significant ideas or those that
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instilled curiosity. Using the constant comparison methods provided by Glaser and Strauss
(1967), described by Lincoln and Guba (1985), and advocated by Charmaz (2006), codes and
ideas from each interview were compared across all of the interviews and developed into
theoretical categories. The categories were analyzed further and developed into themes. The
themes were shared with available participants, and with my advisor, to triangulate and further
refine the themes. The themes, supported by thick and rich description, are presented in the next
chapter in this dissertation.

The data analysis for the study utilized transcripts, coding and categorizing, and theming.
However, the process of data analysis alone does not determine the quality and applicability of
the study. Quality criteria within the constructivist paradigm, as well as study applicability, are
discussed here and in a later chapter, utilized to assure study quality and relevance.

Quality Criteria and Study A pplicability

Swanson (2005) defined research as “an orderly investigation process for the purpose of
creating new knowledge” (p. 4). The goodness or quality of a study is determined by
stakeholders’ trust inherent in the inquiry approach as well as the utility in the findings,
interpretations, and outcomes (Lincoln & Guba, 1985). Quality criteria are determined by the
study’s research paradigm. The research paradigm is expressed by its stance or axioms on
ontological, epistemological, and methodological questions. As this study was conducted in the
constructivist paradigm, the quality criteria were consistent with a relativist ontology,
transactional/subjectivist epistemology, and a hermeneutic/ dialectic methodological approach
(Lincoln & Guba, 2013).

This study utilized Lincoln and Guba’s (2013) quality criteria of authenticity. These

criteria and inquiry methods are embedded in the axioms of constructivism. The following
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subsections further explain each element of the authenticity criteria and its respective supporting
method, followed by a summary of all elements.
Fairness

Fairness as a quality criterion refers to the balance of all stakeholder views, perspectives,
values, claims, concerns, and voices relative to the study (Lincoln et al., 2011). Thus, competing
constructions are accessed, considered, and deconstructed to shape the inquiry as emergent
reconstructions (Lincoln & Guba, 2013). As the researcher, I did not direct the study, but instead
served as a human instrument of co-construction with each of the participants. The point of
fairness is to ensure that participant voices are truly heard and that the construction process is
equitable.

Fairness in this study was ensured using Lincoln and Guba’s (2013) methods. Informed
consent procedures confirmed participant willingness to be involved in the study as well as an
understanding of the study’s intent, process, and potential harm. Prolonged engagement and
persistent observation by me as the researcher ensured (a) building of appropriate levels of
rapport and trust with each participant, and (b) focus on situational elements important to
understanding the research issue (Guba & Lincoln, 1989; Lincoln & Guba, 1986). When
possible, member checking was done with each individual participant to involve them in the
construction process; and to test ideas, categories, and interpretations (Guba & Lincoln, 1989). In
addition, I used my advisor, co-constructors, and other committee members or classmates as peer
debriefers to test out and discuss my tentative analyses and/or findings (Guba & Lincoln, 1989).
Member checking with participants was limited due to my relocation and subsequent job change.
However, I utilized peer debriefers frequently as part of group advising within the PhD program

at Colorado State University.
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In the early part of the study, participants were communicated with on some initial
constructions and themes and they were provided an opportunity for feedback or input.
Unfortunately, feedback became increasingly difficult due to my personal and professional
changes.

Ontological Authenticity

As the basic ontological presupposition of constructivism is relativism, authenticity in
research requires that the inquirer and participants develop greater sophistication or enrichment
in their understanding and awareness of their own constructions. Lincoln and Guba (1986)
described ontological authenticity as “improvement in the individual’s (or group’s) conscious
experiencing of the world” (p. 81).

Methods employed to ensure ontological authenticity included dialectical conversations
between me as the inquirer and each participant, openness to and awareness of my own pre-
understandings, development of trusting and caring relationships with each of the participants,
processes to compare the researcher’s and each of the participants’ constructions, and final
introspective statements of researcher’s and participants’ growth (Lincoln & Guba, 2013).
Educative Authenticity

The criterion of educative authenticity relates to the “extent to which individuals,
including the inquirer, have become more understanding of, more sophisticated about, and more
tolerant of the constructions of others” (Lincoln & Guba, 2013, p. 70). This criterion was met by
using dialectical conversations, peer debriefing, and comparison of respondents and my
introspective statements about understandings of others’ constructions (Lincoln & Guba, 2013). I
maintained an audit trail of the constructions.

Catalytic Authenticity

76



Guba and Lincoln (1989) defined the criterion of catalytic authenticity as “the extent to
which action is stimulated and facilitated by the inquiry” (p. 70). A call to action, whether in the
form of assignment of accountability for action, policy, or process change, or as programmatic
development, provides support of catalytic authenticity. The study findings were utilized in
dialogues in the author’s workplace in order to challenge policy and processes. In a transferable
setting, a leadership program specific to women in health care and including women physicians,
was created and implemented to ensure dialogue and understanding of issues specific to women
in the health care setting.

Tactical Authenticity

Empowering individuals to take the action the inquiry implies or recommends is the
critical component of tactical authenticity (Guba & Lincoln, 1989). This requires that
stakeholders have input into the process and a role in its emergence. This was done through
methods of negotiation of data collection, interpretation, and reporting; dialectic conversations;
member checking as mentioned earlier; and discussions about power which may have inhibited
certain individuals (or groups) to act (Lincoln & Guba, 2013). For this study, discussions with
the participants prior and during the interviews were open and negotiated and member checking
was available to them, although used sparingly due to participant schedules and my personal and
professional changes. However, utilizing the input that was available and recognizing the
criticality of the participants’ voice remained paramount throughout the process of analysis and
write up.

Study Applicability
Given this study’s basis in the constructivist paradigm and reliance on the

hermeneutic/dialectic methodology, the constructions and subsequent interpretations from a
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participant are applicable only to the local context in which the constructions were created. As a
result, the burden of proof for transferability of the findings falls on the reader or stakeholder
(Guba & Lincoln, 1989).

Thus, these various quality criteria provide the basis of accountability for the appropriate
degree of systematic rigor and how the criteria were met. Table 4 summarizes these criteria. Self-
assessment against these criteria is presented in Chapter 5.

Summary of Methodology

Consistent with the foregoing discussion of the research issue and questions, inquiry
paradigm, theoretical paradigm and study rationale, research approach, participant selection,
pilot study, data collection and analysis methods, and quality criteria, this dissertation study of
the shared experience of women physicians in academic pediatrics was centered primarily in the
constructivist paradigm using hermeneutic phenomenology to collect, analyze, interpret and
write up the data. This study is informed further by critical feminism, intended to expose unique
perspectives of women in a traditionally male-dominated, hierarchical academic environment.

The study was conducted with participants from a large, independent, academically -
affiliated pediatric institution in the Midwest. Study participants were invited to take part in the
study from convenience sampling initially, then through purposive sampling to bound the study
and seek additional data on specific themes constructed from the data analysis.

The data were analyzed applying Lincoln and Guba’s (1985) content analysis, utilizing
the constant comparative process in concert with the author’s quality criteria of authenticity
(Guba & Lincoln, 2005; Lincoln & Guba, 1985, 2013). Themes resulting from the data analysis

and interpretation are detailed in the next chapter.
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Table 4. Summary of Quality Criteria

Criterion Requirement Assessment of methods
Fairness Competing constructions have been Informed consent procedures
accessed, exposed, deconstructed, and Prolonged engagement and persistent observation
taken into account in shaping the by the inquirer
emergent reconstructions. Priori explication of the inquirer’s etic position
e Individualand group member checking
e Use of peer debriefer and post facto auditor
Ontological Individual constructions, including the e Dialectical conversations
authenticity inquirer’s, have become more e Openness of purpose
informed, or where individuals e Explication of inquirer’s etic position
themselves become more aware of the o Caring and trusting relationships with respondents
prior unrealized constructions until the o omparison of respondents’ and inquirers’ initial
inquiry brought them from the tacit to & final personal constructions
the propositional level. e Respondents’ and inquirers’ introspective
statements about their own growth
Educative Individuals, including the inquirer, e Dialectical conversations
authenticity have become more understanding of, e Use of peer debriefer and auditor by inquirer
more sophisticated about, and more e Comparison of respondents’ & inquirer’s
tolerant of others’ constructions. assessment of others constructions
e Respondents’ and inquirer’s introspective
statements about their understandings of others’
constructions
Catalytic Action (clarifying the focus at issue, e Development of a joint construction, including
authenticity moving to eliminate or ameliorate the assignment of responsibility and authority for
problem, sharpening values) is action
stimulated and facilitated by the e Respondent/inquirer collaboration
inquiry. e Accessibility of finalreport to all stakeholders
e Evidence of practical applications
Tactical Individuals are empowered to take the e Negotiating data to be collected, their
authenticity action that the inquiry implies or interpretation and reporting

proposes.

Maintenance of confidentiality and use of consent
forms

Dialectical conversations

Member checking

Inclusion of representatives from all at-risk groups
as respondents

Prior agreements about power

Training in accessing the corridors of power, if
necessary

Note. Adapted with permission from The Constructivist Credo,by Y. S. Lincoln, & E. G. Guba, 2013 (pp. 70-71).
Copyright 2013 by Left Coast Press (now owned by Sage); permission from Sage conveyed through Copyright
Clearance Center, Inc.
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CHAPTER 4: DATA OUTCOMES AND DISCUSSION

The purpose of this chapter is twofold. First is presentation of the data outcomes. Second
is discussion of the categories and themes constructed from the participant interviews related to
the essence of their shared lived experience as women physicians in academic pediatrics.

Data Outcomes

Eight essential themes—Iliterally expressing the essence of experience—were constructed
through a multileveled process (as described in Chapter 3) of analysis from the participants’
interview transcripts. These constructions are interpretations of the participants’ lived
experiences as captured in the text of the transcripts (Lincoln & Guba, 1985, 2013; Vagle, 2014a,
2014b; Van Manen, 1990). Subsequently, the themes were sorted into two main thematic
categories which inform understanding of the participants’ lived experience from both agency
and structural perspectives (Cockerham, 2005). The purpose of developing the two thematic
categories was that with each review of the transcripts, analysis, and card sort, the experiences of
the participants shared a duality of their individual perceptions, coping mechanisms, and
alignment with their profession—along with struggles of navigating legacy-gendered cultural
structures at the institutional level. The classic sociological issue of agency-structure
(Cockerham, 2005) appeared to be playing out in the participants’ lived experience and in the
thematic categorization construction. Agency-structure theory explores the concept of the impact
or choices of individual actions versus the influence of structures. For the purposes of this study,
the structure is interpreted as the academic medical institution.

Yin-Yang Thinking
The manner in which the themes were constructed exhibited a duality of components—

specifically, institutionally oriented themes in contrast to personally oriented themes. This
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duality can be expressed through yin-yang thinking, a central notion from the Taoist religion and
philosophy which “teaches us how to act in accordance with nature” (Luo & Zheng, 2016, p. 3).
P. P. Li (2008) explained yin-yang thinking as endorsing “the logic of duality (opposites in
unity) in contrast to that of dualism (opposites in contrast) embraced in the West” (p. 416). Yin-
yang is represented in Figure 2. “The two forces are assumed to be mutually dependent and
reciprocal, and they complement one another in striving to create harmony in the universe”

(Craddick et al., 1971, p. 338).

Figure 2. Yin-Yang Symbol

Note. The yin-yang symbol representing duality of forces. The symbolis in the public domain.

P. P. Li (2008) provided three tenets of the yin-yang duality: holistic duality, dynamic
duality, and dialectical duality. Holistic duality requires that “a phenomenon . . . cannot be
complete unless it has two opposite elements” (p. 416). Dynamic duality suggests that these
opposite elements balance one another under various conditions. Finally, dialectical duality
follows the logic of paradox in that “two contrary (relatively contradictory) yet interdependent
(relatively compatible) elements exist as opposites in unity” (p. 416). The Chinese or Eastern
approach to duality presents in unity as harmony—rather than the distinction of opposites in

conflict—as is more pervasive in Western duality logic (P. P. Li, 2008).
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Although this study is not intended as an analysis of yin-yang thinking per se, the themes
constructed in this study are framed within two categories as represented in the yin-yang diagram
(Figure 2). The themes as constructed satisfied the three tenets of the Eastern duality. The
analysis of the themes recognizes the harmony and potential overlap among them, and
categorizes them in a manner that represents the phenomenon as a synthesized whole.

The yin-yang symbol that visually depicts the two thematic categories and essential
themes is used with great respect to the Chinese and Taoist philosophies. It provides a more
holistic approach to depicting the phenomena as lived experience, with duality between the
institutional or workplace experience and the personal or home-life experience. It is a more
accurate and complex way of depicting the concept of work-life balance. A more linear
framework is inadequate to capture the more complex meanings of the institutional and personal
duality.

Introducing the Themes: Institutional and Personal

The two thematic categories—institutional and personal (Figure 3)—acknowledge those
essential themes that are informed by institutional and organizational experiences, in contrast to
(yet interdependent with) those that are more personal in nature. The two categories also suggest
how the issues derived from the themes can be addressed through policy change in academic
institutions, or support provided for individual contexts (Dey, 1993; Guba & Lincoln, 1989;
Lincoln & Guba, 1985; Torrance, 2011). The institutional structures, and the cultural
components that support and sustain those structures, influenced the manner in which
participants navigated their organizations and influenced their personal decisions to either
conform to or diverge from their organizations. However, there are also personal issues that

women physicians in academic pediatrics experience and try to cope with which are independent
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of their organizational structures. An introduction to these personal themes follows those of the

institutional themes.
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Figure 3. The Essential Themes in the Institutional and Personal Thematic Categories for
Women Physicians in Academic Pediatrics

The institutional themes explore academic pediatrics’ cultural reluctance to accept
women into the fabric of institutional power—a point that Lorber (1984) claimed was necessary
to eliminate discrimination in health care. The four essential themes in the institutional category

are as follows:

e The Glass Ceiling Still Stands: This theme describes and explores the participants’
experience of the lack of women in senior leadership positions, their importance in
influencing organizational culture and specifically their role supporting junior faculty
and their unique needs.
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e The Last Stand of the Good Old Boys: This theme describes and explores the
participants’ experiences of the challenges they encountered in navigating the
gendered hierarchy and traditional structures of medical academe.

e The Baseball Game Double Standard: This theme describes and explores the
participants experiences of double standards, role expectations, and traditional
gendered norms permeate women’s roles at both home and work and how they
managed those expectations.

e Mentoring and Networking as Activism: This theme describes and explores how the
participants utilized mentors, professional and social networks, and growing self-
advocacy to prepare themselves for leadership roles and the challenges they faced in
their organizations.

In contrast to the institutional themes, the personal themes point to the challenges this
study’s women physicians in academic pediatrics had experienced in establishing new values for
themselves in the social patterns of work (Lincoln & Stanley, 2021; McKinsey & Leanln.org,
2021; Pololi, 2010; Pololi et al., 2012; Sandberg, 2013 [with Scovill]). Often, these women
physicians in academic pediatrics were conflicted between managing their personal lives,
dreams, and career goals and their feelings of inadequacy and the reality of women still
managing their children and home-life disproportionally—even with strong spousal or partner

support. The four essential personal themes are as follows:

e Pulling Double Duty: Describes the participants’ shared challenges of managing work
and home life as well as disproportionate child-rearing responsibilities, which in turn
influenced how they experienced their work organizations.

e Physician Identity and the Calling of Care: Describes the participants’ shared
experiences of purpose, professional identity, and norms in providing meaning; also
describes how participants’ professional identities as physicians—and specifically
pediatric physicians—influenced their priorities and how they chose to experience
their organizations.

e Imposter Phenomenon: Describes the participants’ feelings of inadequacy, self-doubt,
and perfectionism as barriers in navigating their work lives.

e The Significance of Partnership: Describes the importance of participants’ spousal or

partner support as a key coping mechanism for managing the challenges of their
work.
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Figure 3 is a representation of both categories and their respective essential themes. The
figure visually represents the dualistic, yet interdependent, relationship of the institutional and
personal themes. The institutional themes underscore the influence of structures that “empower
and constrain social action” (Sewell, 1992, p. 22) and represent the challenges these women
physicians in academic pediatrics navigate working in the academic sector. The organizations
and culture of academic pediatrics provide the structural boundaries within which these
participants work, and influence their home lives. As the yin-yang diagram (Figure 2) denotes,
the participants’ academic pediatric organizations influence how they operate within those
organizations’ structural boundaries, whereas their individual lived experiences in turn influence
their work experiences and organizational dynamics. These institutional themes can be impacted
through changes in policy, culture, and climate (Daniels et al., 2009; Grigsby, 2009) of academic
pediatric institutions, as discussed in Chapter 5. The personal themes cluster around the
participants’ own choices and intentions as women physicians in academic pediatrics, and how
they can find greater fulfillment in their changing work worlds, which in turn will challenge
existing norms and bring about Lorber’s (1984) vision of “the establishment of new values which
reflect the needs and priorities of all members of society—female and male, old and young, rich
and poor” (p. 115).

Discussion of Institutional Themes

This section describes the essential institutional themes constructed through the analysis
process from the participants’ shared experience. These themes represent different institutional
boundaries which this study’s women physicians in academic pediatrics have had to navigate,
and these themes point to the structural issues in need of address in academic pediatrics in order

for women physicians to feel truly equal.
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The Glass Ceiling Still Stands

We had this crisis management course, and they divided us into small groups, and I was

the only woman in this group with three or four guys. And when you speak, it’s as though

nobody listens. (Participant D)

The metaphor of the glass ceiling, often attributed to Marilyn Loden in 1978 (Vargas,
2018) or Katherine Lawrence in 1979 (Zimmer, 2015), describes an invisible barrier to the career
advancement of women—the biased judgments women collectively experience in attempting to
ascend to leadership or other advanced roles (Isaac et al., 2011). The metaphor of the glass
ceiling has been used in popular media, and business management, and academic literature
(Powell & Butterfield, 2015).

The specter of the glass ceiling and its existence in the shared experience of this study’s
participants was evident—although in more subtle ways. Participant C explained one of the new
forms of the glass ceiling in action:

Almost nobody in the Department of Pediatrics is on the tenure track. Tenure-track, I

think, for all practical purposes now, is you’re just guaranteed to have a job, right? If you

get on the tenure track, but I think even if you are on the tenure track and you get
tenured—that potentially you can still get, not have a job anymore if you don’t have
funding. But tenured-track people have to be able to bring in a lot of grants. I just don’t
think that’s the name of the game anymore, at least in our department. The only ones that

I think are tenure track now are the basic science people. (Participant C)

The process of tenure and decrease in tenured positions over the last 40 years provide
good examples of how women are kept out of the influence structure of academic medicine.
Tenure, a promotional process that grants an indefinite academic appointment, is essentially
advancement into a special class of academics with safeguarded academic freedom and
economic consistency (American Association of University Professors, 2019). The American
Association of University Professors (2019) confirmed that the percentage of tenured faculty

within the U.S. academic labor force has declined to 21%. In academic medicine, specifically,

tenure-track clinical faculty dropped from approximately 60% in 1984 to 30% in 2010 (Mayer et
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al., 2014). However, the rate of decline for women is faster than that of men (Mayer et al., 2014).
This decline means that untenured academicians are less protected in both economic terms
(indefinite appointment) and academic freedom. The reasons for this decline vary, but include
increased dependence within academic medicine on the generation of clinical income along with
declines in grants from the National Institutes of Health (Xierali et al., 2020). However, research
does indicate that “women are particularly disproportionately represented in non-tenure-track
academic jobs” (Rennane et al., 2022, p. 13; see also Franks et al., 2022).

Paradoxically, as tenure is disappearing in academic medicine, the prevalence of women
on a new clinical-educator track in increasing. Mayer et al.’s (2014) research findings showed
that 77% of the U.S. medical schools offering the clinical-educator track had a higher proportion
of women than men full-time faculty; in contrast, only 20% of schools with the traditional tenure
track had a higher proportion of women than men.

Ironically, this drop in overall tenure opportunities has occurred during a time when
women have overtaken men as new matriculants in academic pediatrics and as career and family
issues have become more complex. These complexities that many women physicians in
academic pediatrics must consider include child-rearing duties, coping with illness, and other
family concerns (Dyrbye et al., 2013; Ely & Meyerson, 2000). For example, one participant
recovering from a serious illness was impacted by the full-time “requirement” for tenure from
her institution:

The promotion and tenure committee realized that I was part-time, and so the first letter |

got . . . (the promotion and tenure process is very long, it takes like a year and a half).

The first letter I got was congratulating me on being a clinical assistant professor, and I

had already been an assistant professor. So, basically, I got a demotion to clinical

assistant professor at the time that I submitted my application to be promoted. I thought,

“Okay, not only have they turned me down, but they have reduced me to this.” But at the

time, the only thing a part-time person could be was a clinical; the clinical came in front
like you weren’t considered really an academic at all because you didn’t work full-time.
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They have gotten rid of that now, but still part-time people are treated as not as invested
and serious about what they do. (Participant B)

Apart from the previous full-time requirement, the overall reduction of traditional tenure track
positions did not seem to be concerning to the participants in this study. One participant
explained her perspective on traditional tenure track specific to her family situation:
I am not on the tenure track and that’s fine with me. I don’t know what tenure means
anymore for physicians. It’s kind of an obtuse sort of thing. I think it depends, from

institution to institution. Having kids has definitely changed the way I work. (Participant
P)

None of the participants in this study was on a traditional tenure track. In addition, none
seemed concerned with any negative implications or consequences for themselves as women
physicians in academic pediatrics. Some saw the transition away from tenure track as positive, in
that it allows for greater career flexibility, a less demanding timetable for research and
publication, and less rigidity around promotion (Mayer et al., 2014). It was clear that the half or
so of the participants on the clinical-educator track saw the new track as positive for them, as it
aligned with their passion for teaching and allowed greater flexibility with their schedules and
home-life needs. However, the new track does raise the question as to how voices in academia
are heard—and specifically women’s voices. It is curious from a gendered organization
perspective that this change in tracks is occurring in academic medicine at the same time that
women are overtaking men in admission to medical school (Woods et al., 2018). It will take
some time to understand if the development of the clinical-educator track limits or increases the
influence of women in the institutional power structure of academic medicine. If clinical
education is viewed as equally valuable and both women and men on this track rise to positions
of influence, that would suggest that women in academic medicine will have broken through at
least an element of what has constituted the traditional glass ceiling. However, if the clinical-

educator track is not a real or perceived path to leadership, then the medical academe may be
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playing bait and switch—trading one gendered hierarchical structure for another. In that case, the
result will be the same: fewer women rising to positions of power and influence in academic
pediatrics.
The Last Stand of the Good Old Boys

It’s something very, very subtle, but I’ve been in medicine long enough to recognize it

when I see it, and to sidestep it . . . . I hate to tell you this, but (this institution) is known
to be the bastion of White male dominance. (Participant D)

As noted in the discussion of the previous subtheme, The Glass Ceiling Still Stands, the
much-discussed glass ceiling is still a barrier for women physicians in academic pediatrics, even
though the prevalence of women has increased significantly. Despite their increased prevalence
in academic pediatrics, women physicians are still challenged in navigating the gendered
hierarchy and traditional structure of the medical academe—a structure still dominated by men,
and a structure that avoids the uncomfortable issues of class, race, and ethnicity. The euphemism
of the “good old boys” resulted from listening to the study participants and analyzing their
transcripts. Good old boys, in this context, refers to the gendered alignment that men have
utilized to explicitly and implicitly set the rules for how the organization will run—including
who is included and what is acceptable and unacceptable (Alvesson, 2013). As academic
medicine has historically been governed by men (Bowman, 2002; Pololi, 2010), the introduction
and development of women into academic pediatrics positions them as others (Prasad & Prasad,
2002). So, although the prevalence of women in academic pediatrics has increased, the good old
boy network is alive and well—although perhaps more subtly. Participants in this study noted
that the good old boys, or boys club, still exists in academic pediatric medicine in a number of
ways, and is perpetuated by cultural norms such as dress, office space, participation in national

meetings and research symposiums, and even, still, in the selection of subspecialty. These
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cultural norms serve as barriers to an atmosphere of equality and provide additional layers and
barriers for women physicians in academic pediatrics to navigate when working in academic
pediatrics.

As demonstrated in the data which follow, organizations dominated by good-old-boys or
boys-club thinking utilize a number of methods and practices to maintain gendered cultural
norms that disproportionately keep men in power. These include style of dress, office space,
professional groups, subspecialty choice, and pay practices, each discussed in more detail below.
In addition, specific challenges for women of color in a good-old-boy atmosphere are discussed.

Dress as a Symbol of Power. Academics at national meetings wear a “uniform,” as
Participant A noted—and the most perceived-to-be-distinguished academics are typically older
men:

You walk into a meeting and all the men are in their bow ties and they are all older. They

are all venerable and impressive and sometimes they walk and they can be a little bit
arrogant; you know neurologists can. It’s just the nature of some of us. (Participant A)

Two issues are notable in Participant A’s description. First, this participant specifically
mentioned the bow tie as a symbol of seniority and honor. Secondly, she referred to “us” in
describing neurologists as arrogant. Thus, the specific symbol of arrogance falls strictly on the
older, male physician, but she still wanted to identify as being part of the neurology group. The
bow tie is somewhat particular to the male physician. It is differentiated from the regular tie
more associated with business, and serves as a symbol of venerability. There is no equivalent
symbol of dress for women physicians and especially those in academic pediatrics. One study
indicated that male physicians wore these ties to avoid passing on potentially harmful bacteria,
and to reduce the temptation of precocious children from pulling on them (Frei, 2015).
Ironically, research has shown that ties, including bow ties, carry harmful bacteria regardless,

and that patients are ambivalent to the professional dress of their physician (Hueston & Carek,
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2011). However, the bow tie also symbolizes a place in the hierarchy of physicians. It is seen
more frequently on academic physicians and suggests an unquestioned degree of respect and
expertise. Given that the bow tie is worn distinctly by men, women cannot participate in this
dress-as-respect program. The good news is that with all of the studies noting the risks (e.g., Frei,
2015; Gartmeier et al., 2019; McGovern et al., 2010; Shabbir et al., 2013), physician dress has
moved toward “business casual.” Although a dying symbol, older male physicians in pediatrics
(and in other specialties as well) still cling to the venerable bow tie and have used it to exclude
the importance and voice of women in professional groups. The participants in this study, like
those in other areas of medicine (Billick et al., 2022), seemed keenly aware of these symbols and
their representation of traditional power in the academy.

However, progress is occurring for women, as the dress code in academic pediatrics is
changing. More institutions are moving to casual dress to reduce infection risk, and to appear
more approachable by patients and children. The physician’s white coat remains the distinctive
status symbol to differentiate the physician from most other care providers (Blumhagen, 1979;
Karnieli-Miller et al., 2013). The coat, viewed as a status symbol with clearly identified
organizational affiliation, provides a hierarchy of sorts in the academic hospital setting. From my
own experience, some hospitals do not provide these coats to independent physicians and those
from non-employed physician practice groups as a way to delineate the degree of affiliation.
However, the coat itself is unisex, and although still a symbol of physician hierarchical power, it

is no longer an exclusive differentiator between men and women.
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Office Space. Another symbol of the systemic devaluation of women physicians in
academic medicine—one difficult to ignore—also arose with one participant: the issue of office
space. As an administrator, I am aware of the challenges of having enough space for physicians,
as well as other providers and administrators. However, the situation described by one
participant, a board-certified neurologist, showed a clear gender-based standard in the
distribution of office space:

So, my colleague and I are sharing a space, and they wanted to put two other people in

here, and I said, “Well, the other two male child neurologists have their own offices, nice

large offices, by themselves. Why aren’t they doubled up?” (Participant A)

Participant A had described herself as shy, and struggled with voicing her opinion in a way that
was not perceived as too assertive. It would have been easy for administrators to take advantage
of her personality style in determining the allocation of office space rather than using a more
transparent method. It is possible that male physicians in academic pediatrics would not have
been placed in this situation. Was it based on seniority, or the assumption that the women
physicians were less likely to insist on their own space? Why were the female pediatric
neurologists expected to share office space when their male colleagues were not? Perhaps, the
administrative decision-makers were blind to the potential appearance or perception of gender
discrimination.

It is as if the women physicians in academic pediatrics should be grateful for the office
space at all, whereas the men would require or expect their own space. This discrimination
against the women physicians in determining office space provides an example of how women
often suffer from distributive injustice.

Theories of distributive justice focus on the ways, means, and outcomes of scarce
resource allocation among groups or individuals (Roemer, 1996). Folger (1977) suggested that

the outcome of the distribution of resources like office space may be fair when different
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members receive benefits at the same rate proportional to their contributions. In other words,
equivalent contributions equal equivalent benefits. However, the possibility that both of the male
neurologists were contributing disproportionally higher than both the women was not clear. The
apparently unjust situation placed the women physicians in academic pediatrics in a moral
dilemma—accept the decision as-is, supporting the apparently gendered hierarchy without
understanding the rationale—or speak up and risk being seen as difficult.

Additionally, the distribution of visible artifacts and symbols such as office space sends a
message to others in the organization about the perceived comparative value of different
physicians. Intentionally or unintentionally, Participant A being placed in shared space versus
her male counterparts reinforces a gendered hierarchy and perception of success. Senge (1990)
described the organizational system archetype, “Success to the Successful” (pp. 385-386), in
which competition for resources and support results in one individual or group becomes
successful whereas the other struggles. From a gender perspective, the office space situation with
Participant A symbolizes a perception of status and success with male organization members
clearly positioned at the top.

As noted in this and the previous subsection, dress and office space were two areas in
which the study participants experienced the continuation of the good-old-boys’ behaviors and
preferences. A third area that participants experienced, the good -old-boys’ network, relates to

gendered dominance in professional groups.
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Dominance in Professional Groups. National meetings provide a venue for sharing
research findings and establishing reputations as experts in the various medical specialty fields.
Although many of the meetings are held in person, some are held via video conference or phone.
Despite more women in the various medical specialties, attendance is still disproportionately
male—and the men seem oblivious to the lack of female participants:

So, I do a lot of research, so a lot of my interactions during my typical research days are,

you know, with research studies that I'm actually leading or participating in. But more

often leading, and there's a cadre of physicians that are part of them. And a lot of that is
very give-and-take intellectual conversations and thoughts, and very collegial . . . . |
realized I was the only woman in that group of about 10 people. This is all by phone,
because it's a national group, and I very methodically brought in other women to that
group. Due to, you know, if we come up with a new idea of their interest. I brought in
men to that group—but I've sort of pointed out where we need to, you know, bring in

women without pointing out to them that there are no other women. (Participant F)

Although this study’s participants noted that gender played less of a role when men and
women of the same age group participated in professional groups, one noted that senior male
academic physicians are still typically viewed as superiors, even when older women participate
in the groups (Participant G). In these settings, the boys club perpetuates—with uniforms,
academic demeanor, and the historical patriarchal structure of academic medicine. It is clear that
younger women physicians in academic pediatrics, although clearly established in their own
right alongside their male colleagues, still feel inferior to the more established and older male
academics. They feel more comfortable around the older women physicians who have paved the
way before them:

I think pretty much everyone in our group is like, between 30 and 40. Mostly my age, |

mean. We’ve all known each other for a long time, so I don’t think there’s much of a

difference between men and women in that scenario. I think probably there is a

difference—I want to say there isn’t—but I think there is a difference with some of the

older male physicians, I think. Probably in that I feel a little more like they are my
superiors, like, you know, I think if there was a senior woman and a senior male

physician, I would feel more comfortable with the woman, if that makes sense.
(Participant G)
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Women physicians in academic pediatrics rely on other women to create comfortable spaces for
them to explore these historically male-dominated professional settings, build relationships with
similarly aged colleagues, and develop their own professional voices. This also suggests that as
the post-baby-boom generation begins to exit leadership roles in professional organizations, the
newer generations experience less gendered professional cultures. It is also interesting to note
that although the president of the American Academy of Pediatrics (2019; the largest
professional organization for pediatrics) was a male at the time of this writing, both the incoming
president and immediate past presidents were women. This study’s participants were unaware of
some of these symbolic changes in the structures of the national professional associations.
However, the perceptions of this study’s participants that national professional organizations are
still heavily male-dominated suggests that the visibility of women physicians in academic
pediatric leadership remains problematic and up-and-coming women physicians in academic
pediatrics need to see a more inviting atmosphere in these organizations.

Like professional dress and office space, professional organizations provide another
example in which a gendered hierarchy still exists. These areas are visible symbols of the male-
oriented good-old-boys’ hierarchy in academic pediatrics. Further exploration of gendered
hierarchy exists in the choice of subspecialty itself, in academic medicine, and academic
pediatric medicine specifically. This subtheme is discussed next.

Choice of Physician Specialty and Subspecialty. Specialty and subspecialty choice is
very important in academic medicine, and in physicians’ careers in general. Specialties are
disciplines within medical practice that focus on a defined group of patients (e.g., family
medicine or pediatrics), disease states (e.g., cancer), bodily systems (e.g., gastroenterology,

otolaryngology), or specific skills (e.g., radiology, pathology), and require specific medical
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education (“Medical Specialty,” 2024; see also Cassel & Reuben, 2011). Specialization can be
categorized as family medicine, internal medicine, general surgery, obstetrics and gynecology,
pediatrics, along with dermatology and radiology (Bunton & Henderson, 2013). Cassel and
Reuben (2011, p. 1172), utilizing criteria adapted from American Board of Internal Medicine’s
(Blackwell et al., 2006) report on point, described a subspecialization (or subspecialty) as
representing a unique body of knowledge that cannot be fully incorporated into the parent
discipline; a distinct clinical practice, based on and contributing to the research base of medicine;
offering evidence that the discipline improves patient care; requiring supervision and direct
observation in formal training settings; involving complex technology or specific site-of-care
skills; and having positive value for certification in the new discipline (Blackwell et al., 2006,
pp. 6-7).

In medical school, physicians rotate through various subspecialties and choose a
practice specialty prior to residency. There are at least 19 medical specialties (Cassel & Reuben,
2011; St. George’s University School of Medicine, 2021). In addition, physicians may select a
subspecialty that requires advanced and specific training for part of the body. Pediatrics, the
practice of medicine on children, is a medical specialty, whereas pediatric neurosurgery would
represent a subspecialty.

Historically, women physicians tended toward medical practice in a cluster of specialties
and subspecialties including pediatrics, public health, child psychiatry, pathology, and
dermatology (Boulis & Jacobs, 2008, Lorber, 1984). Lorber (1984) found that women were
encouraged to enter these specializations due to their high patient interaction and compatibility
with women’s interests in people. Women were also steered to other specialties that allowed for

working hours more compatible with family responsibilities, such as pathology and
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anesthesiology. In the 1970s, for example, over 65% of all U.S. women physicians were in
pediatrics, public health, child psychiatry, or internal medicine (Bluestone, 1978). However, this
gender-oriented typing practice often showed the prevalence of men in the higher revenue-
producing areas like surgery, cardiology, and orthopedics. Physician pay in the higher revenue-
producing areas tends to be higher (Boulis & Jacobs, 2008; Kane, 2023).

Today, rise of the hospitalist role also has a tendency toward gendered typing.
Hospitalists in pediatrics provide for and coordinate care for children in the hospital setting.
They bring together different specialists and/or subspecialists to coordinate the care plan for the
child. They do not have patients that see them per se. Instead, hospitalists manage the care for
their patients while on shift, and hand off to another hospitalist when they go off shift. They
provide more of a navigator or coordinator role, and do not have expertise in a specific organ or
bodily system. They also do not conduct research. As such, and due to the nature of how they
work, they are often seen as “less than” the expert subspecialists.

The 16 participants interviewed for this study were either in the general specialty of
pediatrics or in different subspecialties within pediatrics (Table 5). This study’s selection
criterion did not focus on subspecialty, instead focusing on securing a sufficient number of
willing participants in academic pediatrics. The study participants came from general pediatrics
and a fairly wide range of subspecialties within pediatrics. The inclusion of experiences of
participants spanning this variety of subspecialties supported the construction of a theme related
to physician specialty in pediatrics and its perceived perpetuation of the boys’ club.

Participant I described her role as a pediatric hospitalist and her observation of the
gendered nature of the role:

So, I think it’s hard being, like, a generalist in the hospital; and I think subspecialists and
proceduralists [typically critical care physicians who perform nonsurgical procedures
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such as intubation, paracentesis, and thoracentesis] are more men in this hospital and [its]
leadership. So, it’s hard to know whether . . . it’s the chicken or the egg. Why are they
that [more often subspecialists and proceduralists]? Is it because they are men or because
that’s the career they like? Who knows which came first, kind of thing? But I think the
result is, most of the hospitalists are women. Like, there are fewer male hospitalists,
whereas if I was in, maybe, cardiology or GI [gastroenterology] or, like, if I were a
surgeon. | think even in pediatrics there are more male [subspecialists]. So, by virtue of
that, we are not only at the bottom of the totem pole from a medical standpoint, but also
from a gender standpoint, and there are a lot of issues, and I’m sure you’ve heard this,
maybe, from others in our division. (Participant I)

Table S. Study Participants by General Pediatrics or Pediatric Subspecialty

Pediatrics or Pediatric Subspecialty (N = 16) n
Cardiology 2
Critical care 1
Emergency medicine 3
Gastroenterology, hepatology & nutrition 1
General pediatrics 1
Hospitalist 3
Medical education 2
Neonatology 1
Pediatric neurology 1
Public health & medicine 1

Participant I clearly asserted that hospitalists are at the bottom of the hierarchy based on
both their subspecialist role (i.e., hospitalist) and the fact that they are women. She questioned
how it got that way—because of the nature of the role, or the issue of gender? She later described
how she, as a hospitalist, had been ignored by the surgical care team and questioned if the snub

was due to her role or her gender:
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But about [a typical day interacting with other academic pediatric subspecialists], getting
consults, or doing certain things or work, or asking questions, or having somebody do
something for you. Or like a surgeon coming. [ don’t know what it would be like if T were
a man, but, like, when I am in the obs[servation] unit downstairs, like I’ll ask . . . we’ll be
co-managing a surgical patient. And, like, the whole team will come walking by . . . and
see the patient, and then just, like, leave. And I don’t know if they would or wouldn’t
come talk to me if I were a man, or is it just, they just don’t really talk to the
[nonsubspecialist] pediatrician? (Participant I)
These behaviors of the specialists toward the pediatric hospitalists have elements of both role
hierarchy and gender, yet most likely, they are intertwined. The specialists see their role as
superior to the hospitalists—the specialists complete a higher degree of training and often are
attached to research, whereas hospitalists are navigators for the patient. Hospitalists focus less on
specific clinical expertise, and more on process optimization and ensuring that the patient’s care
is coordinated throughout their hospital stay. Jones and Whatley (2016) reported that women
hospitalists comprised an estimated 33% of all U.S. hospitalists in 2016, but their percentage was
growing at a faster rate than that of male hospitalists. Herzke et al. (2020) confirmed this, and
found, in their study of hospitalists in academic medicine, that the numbers of faculty women
and men were approximately equal, but 80% of hospitalist leaders were men versus 20% women,
and 37% of male hospitalist leaders were professors, whereas no female leaders were professors.
Although status, social power dynamics, individual personalities, and exogenous factors appear
to play a role in how physicians treat one another (Conrad et al., 2010; Leape et al., 2012b;
Vanstone & Grierson, 2022), women are faced with the challenges of navigating these
hierarchies, seemingly more so than men.
Like dress, office space, and professional organizations, subspecialty demonstrates yet
another example of the good-old-boy atmosphere with which women physicians in academic

pediatrics have to contend. Those organizational challenges are difficult enough, but another area

of significant challenge is unequal compensation in academic pediatrics.
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Unequal Pay. The boys’ club is also still prevalent in medicine as a whole, academic
medicine, and academic pediatric medicine, due to the compensation differential between men
and women. A number of this study’s participants understood this as their reality. In more
general terms, the subject of equal pay for the same or similar work has received significant
attention in the last decade (Aragdo, 2023; U.S. Government Accountability Office, 2023), and
specifically in medicine (Catenaccio et al., 2022; Hoff, 2021; Lin et al., 2021; Lyons et al., 2021;
Whaley et al., 2021). A study by the Institute for Women’s Policy Research (2018) found that
full-time females made only $0.82 for every dollar earned by male counterparts. Blau and Kahn
(2017) found that many of the traditional explanations for the wage gap continued to explain the
differences. However, a study by Lo Sasso et al. (2020) regarding starting salaries for male and
female physicians found that specialty choice and hours spent in patient care could explain
approximately 60% of the gap in salaries. Even with extensive statistical analysis adjusted to
account for a number of variables, Lo Sasso et al. suggested that workplace biases—whether
intentional or unintentional—affected pay for women. One of the most traditional explanations
(outside of education levels) is the quantitative percentage representation of women in
traditionally male occupations, as well as gendered roles and gendered divisions of labor.
Specifically, Blau and Kahn noted how “current research continues to find evidence of a
motherhood penalty for women and a marriage premium for men” (p. 49), as well the challenges
of dual-career families and location of the family, dependent on which spouse’s career is viewed
as the priority. If the woman is the trailing spouse or “tied mover” (p. 25), her pay may be

decreased and not reflect the appropriate experience or job skills.
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This current study’s participants were well aware of the gender gap in their academic
pediatric organizations. Participant H noted the blatant differences in her compensation versus
that of one of her male colleagues:

I found out that one of my male colleagues, who is a couple of years ahead of me, his

starting salary was higher for a job that was exactly the same in theory. Which was like, I

am sure that there is some reason on paper or something, but that felt like a really obvious

thing that was not really fair. (Participant H)

Participant I, a hospitalist, noted the existence of a hierarchy in salaries, with hospitalists at the
bottom of the academic structure. In describing a conversation with her husband, Participant I
mentioned how her choice of subspecialty impacted her earning potential:

I chose [to be] a hospitalist in an academic center, right? So I mean, even if I was a

general pediatrician doing, like, well-child checks and vaccines . . . in private practice,

you could make at least $250K, $300K if you’re a partner. And that is not where we are.

(Participant I)

Another participant, Participant K, was hopeful about where pay equity is headed, now that more
women are represented in pediatrics. Notably, however, she did not say that women were at pay
equity yet:

I think [I’m] trying to be optimistic about this time in medicine for women. I mean, when

you compare to the number, the percentage of women, I mean, in pediatrics or even just

in medicine in general to where it was even 20 years ago, were almost half of the or over
half I think of physicians. And so, knowing that the numbers are there now and I think
the mentality and the pay equality and everything that comes with that is hopefully

coming soon after. (Participant K)

Participant K acknowledged the pay schemes that were based on productivity, that is, the
number of patients a physician sees on a given day: “I think, in a lot of the outpatient
settings, it’s very productivity-based, and so whether you’re a male or female, it’s how
you work and how many patients to see” (Participant K). Although Participant K noted

the change in pay schemes in the outpatient setting as being based on productivity, and

thus suggesting greater equity, productivity-based pay may still disadvantage women
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who may have a disproportionate role in managing domestic activities and children. The
productivity-based pay scheme can leave women with a difficult choice: equal
compensation or management of the family.

Women physicians may also be disadvantaged in productivity-oriented compensation
schemes due to the relational aspect of their roles. Women physicians and women patients both
tend to prefer meaningful interactions, as “gendered expectations shape health care interactions
and experiences” (Kilminster et al., 2007, p. 44). These expectations may come from the
patient’s gendered expectation of care (Linzer & Harwood, 2018; Schmittdiel et al., 2000) or by
“gender-socialized values” (Ku, 2011, p. 223). As a result, women physicians tend to place more
emphasis on the overall patient experience, and tend to practice in specialties that are more
consultative rather than procedurally oriented (Ku, 2011). This emphasis on the experiential side
of care may require more time with patients than the highly procedural and standardized aspects
of medicine. What this approach means is that patients expect more time spent with women
physicians during the typical visit (Rouse et al., 2020) which may lead to lower volume-based
productivity, subsequent inadequate performance metrics, and, in turn, compensation for the
physician (Butkus et al., 2018).

Issues of Intersectionality and Barriers for Women of Color

Organizational inequality has been defined as the “systemic disparities between
participants in power and control over goals, resources and outcomes” (Acker, 2006, p. 443).
Intersectionality considers inequalities relative to categories of gender, ethnicity, and class
(Acker, 2006; Crenshaw, 1989) that “mutually constitute, reinforce and naturalize one another”
(Shields, 2008, p. 302). Crenshaw (1989, p. 140) stated that “the intersectional experience is

greater than the sum of racism and sexism,” and analyzing it is necessary to understand how

102



women of color are particularly marginalized. It is difficult, then, to explore issues of gender
without considering the intersectionality of gender with ethnicity and class as well.

Babbitt (2013) provided recommendations for researchers related to intersectional
content and challenged researchers to increase the representation of people of color in their
research. This current study had a diverse group of participants (N = 16), all women physicians
in academic pediatrics, self-identified as nine White, one Black, two Latina, one Asian, two
Asian-Indian, and one multiethnic. However, although acknowledging the challenges of
intersectionality, the interviews and subsequent data analysis focused more on the challenges of
gender, specifically, in the academic pediatric sector.

Although admittedly rare for this study’s participants of color, some did comment on the
added challenge of proving themselves to patients, and sometimes coworkers, who might
perceive a woman physician of color as less intelligent. The participants who described this
experience seemed to downplay intersectionality issues pertaining to treatment by coworkers or
administrators, but the issue of patient discrimination emerged as potentially more significant:

I think it [perception of patient discrimination] is a bit different because you kind of have

to, I guess, I mean, I am an intelligent person, but I think I have to reveal my intelligence

in a bigger way than other people. You know, kind of like pulling things out of the air in

terms of statistics and studies. So, it seems like [’'m well-read but sometimes you’ve got
to put that in there so that they will realize you’re well-read. (Participant A)

Another example pointed to the assumptions that both patients and staff make regarding women
of color in hospital roles—demonstrating the continued prejudice that women of color cope with
on a regular basis:
I would say it’s [prejudice is] probably even more acute with Black women than it is with
White women for, absolutely for sure. For me, they assumed I was the nurse; a Black

woman they might assume they are the environmental services. Seriously, absolutely, or
a Hispanic woman they might think of her as a translator. (Participant B)
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Yet another example reinforced the ethnic issues between physicians and patients of color. This
difference in how patient ethnic groups are treated spilled over to assumptions people make of

physicians of color:

Because institutions would not like to think of themselves as racially divided or racially
unfair, but they are, and [in] people, there is subtle bigotry and there is overt bigotry. And
in medicine, you probably don’t see overt bigotry. You can’t, because as a doctor you
have to deal with multiple populations. But even in our practice, sometimes, you would
have a parent come in who is articulate and well-read, and they would demand things,
and what we saw in our group is people were giving in to these people, and yet, you
know, an African American patient with the same problems and the same risks [is]
treated differently. (Participant D [multiethnic])
Although women of color are well represented in this study, their reluctance to make patient
discrimination a larger issue may have been due to their affiliation with a nationally recognized
institution, or may have required greater probing by the researcher to better capture their
experiences. The point is that if they know that prejudicial assumptions are happening with
patient groups, then it is likely that women physicians of color are coping with it too, and have
learned to adapt or ignore it. Interestingly, as physicians, they are taught to provide care
regardless of gender, sexual identity and orientation, ethnicity, socioeconomic status, and other
factors. However, it seems ironic that they still experience degrees of prejudice from the
institutions and patients that they serve.

Again, the participants of color did not necessarily indict their institution for overt ethnic
discrimination which they personally experienced. They seemed to feel that the undercurrent
existed, suggesting that the issue of ethnicity and related discrimination is not openly discussed,
regarding the physicians themselves and their patient populations. The recent rise in discussions
related to the social determinants of health, the need for greater “cultural competency” (see

Abrishami, 2018; Brottman et al., 2020; Flores, 2000; Khanna et al., 2009; S. E. Lee et al., 2020;

Sue, 2006; Williams, 2007), and the increased prevalence of women physicians of color,
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collectively, may begin to break the ice on the subject of ethnicity in medicine. However, it is
clear from this study’s participants that ethnicity and intersectionality with other inclusivity
dimensions are still not openly discussed in the academic pediatric atmosphere. Their described
experiences suggest the need for further study from a critical perspective.

Only one participant openly self-identified as LGBTQIA+, and described their
experience as highly positive and without feelings of prejudice or discrimination by their
colleagues or the institution. Although their experience was encouraging, it also suggested to me
that further probing specific to the LGBTQIA+ experience, beyond the scope of this current
study, would be needed to provide a more thorough understanding of related barriers and
challenges. Having described and discussed the second institutional theme of The Last Stand of
the Good Old Boys, the next section turns to the third theme in the institutional category.

The Baseball Game Double Standard

We just got into this whole conversation about the way in which women apologize for

everything, and men do the same thing and do not apologize, and no one is offended by

it. But when women do something similar, if you are not apologizing, people think that
you are cold or insensitive or, you know. So, it’s a little bit of a double standard.

(Participant K)

Strains of male-oriented cultural expectations still permeate behaviors in academic
pediatric medicine. Study participants noted from their experience how certain behaviors by men
are considered normative and acceptable, and often overlook the different needs or expectations
of women. Double standards, gendered role expectations, and gendered norms continue to
permeate women’s roles at work and home, challenging some of these women physicians in
academic pediatrics to manage their roles more intentionally and with greater complexity. When

these women physicians in academic pediatrics have behaved outside of cultural norms, they

reported often being expected to apologize for doing so, as Participant K shared above.
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Participant G described a particularly frustrating experience she had regarding attendance
at department meetings:
I recently took a role as an Associate Program Director, and there are two other Associate
Program Directors, both men, and then our Program Director. Our boss is a woman and
the three of them have been doing these roles for a long time. I just started 3 months ago,
and we have a weekly meeting every single Monday from 1 o’clock to 4 o’clock, and it’s
very much set like, “This is very important. You will be there at every meeting. This is
pretty much the main part of your job because we cover all the residency related stuff that
day.” So, I kill myself trying to make it to these meetings. It would have been great just
to not go to this 3-hour meeting, and I made it. I got there and the Program Director, the
woman, she was like, “Oh, just so you know, sorry the other two males, they are going to
bail (out) today because they are going to the (local baseball team) game. They just
decided to go an hour ago.” And I was, like, livid and everyone was just laughing about
it. They were like “Oh, those two!” Call them Bobby and Jimmy or whatever. “Oh, that’s
just Bobby and Jimmy. Don’t worry.” (Participant G)
There may have been a good reason that the woman leader was complicit in permitting the men
to miss their department meeting to attend a baseball game. However, the meetings were
supposed to be important and required; the decision to attend the game was made at the last
minute, but it was permitted even though the newest team member, a woman, went to great
lengths to attend. The double standard was not necessarily harmful or blatant per se; however, it
did reinforce the power dynamics and hierarchy of the men—technically equals in position
power—on her team. It is these seemingly innocent actions that men take for granted, but the
women physicians like Participant G recognize as inhibiting. Participant G’s experience is a
“game” in which she is in a quandary. She reported that, had she been vocal in her critique of her
male colleagues, she would be seen as trite, and likely “punished” for pointing out this double
standard. The men would have likely supported each other, and in turn appealed to the female
director, who would have been in a dilemma: she could side with her male subordinates to secure

her place as the team’s leader, or support her female subordinate and risk her place in the social

hierarchy.
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This situation exemplifies the challenges that some women physicians in academic
pediatrics face as participants in team dynamics. Do they challenge existing group norms that
favor the needs and behaviors of men? And risk ostracizing themselves or being ridiculed for
highlighting gendered norms? Do women leaders side with existing norms—especially since
those norms may have helped elevate them to their leadership positions? Women physicians in
academic pediatrics, as newer team members or as leaders, have to navigate such cultures very
thoughtfully, whereas their male colleagues are likely to do less so.

Another point related to the institutional theme The Baseball Game Double Standard is
that the women physicians in this study did not seem to have anything similar, in terms of
acceptable social gatherings that are permitted to circumvent work priorities. This is not to say
that the women did not enjoy professional sporting events, but for men it was assumed to be
acceptable. Could a different type of social gathering directed at women be prioritized over an
important department meeting? As Participant G stated later, “If I just said, hey, I think I am
going to just go get a massage or a manicure or something like that, that would never be okay.
Nobody would certainly be laughing about it, right?”

Having described and discussed the third institutional theme of The Baseball Game
Double Standard, the next section turns to the fourth institutional theme, namely Mentors and
Networking as Activism.

Mentors and Networking as Activism

Some of the people who have provided mentorship for me in my research world—those
kinds of interactions, I think—have been influential to me. (Participant P)

The study participants deeply appreciated the role that other women physician leaders in
academic medicine played in supporting their careers. Whether as formal or informal mentors or

coaches, the study participants valued having women leaders within their organizations who
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shared their experiences and helped them cope with and navigate the academic pediatrics culture.
The participants also valued the support their mentors provided in career development as well as
in strategies for managing dual-career situations and childcare.

For purposes of this dissertation, the terms mentoring and coaching are used
interchangeably. Although there has been debate as to differences in applications of these terms,
both mentoring and coaching share a similar nature and draw on notions from humanistic
philosophy and the human potential movement (Garvey et al., 2018). The human potential
movement, led by C. Rogers (1951), drew on the notions of person-centered therapy and self-
help that influenced current coaching practice and methods.

Relationships with other academic women leaders, either through more personal
coaching and mentoring, or via experience in professional networking groups, provide women
physicians a platform in which to discuss their challenges, and learn from others who have
experienced and navigated academic medicine before them. In the process of engaging with
other women physicians, this study’s participants reported having discovered their voices, which
in turn built their confidence to challenge traditional norms—especially gendered norms. This
discussion focuses on the different means by which this study’s participants engaged with other
women leaders through mentors, networking, and formal professional development programs.

Mentors. Mentors for this study’s participants played critical roles in helping up-and-
coming women physicians learn to navigate the organization. In negotiating for a new job within
the institution, one participant tended to lead with family needs and limitations on her work
schedule. This approach was putting her at a clear disad vantage:

So, when I am interviewing for a job, and when I am saying, “X and X hours, and I can

do this or I can do that,” a lot of what I say is, “I have a 2-year-old at home. I am trying to
figure out what I can do, and I want to do it well.” Interestingly, Joan [a pseudonym]
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across the hall, she tells me this, she says, “You don’t even have to bring that up. Why is
it you feel you have to bring that up?” (Participant E).

Participant E’s experience exemplifies the value of mentors and advisors for women physicians.
For one, it is important for women with longer tenure and greater influence and power to help
more junior women physicians navigate the cultural expectations of their organizations. How
would a woman physician know that it is unnecessary to bring up child -rearing-based limitations
in an interview? Would a male candidate bring up the same issue? Only another woman
physician who has participated in conversations related to candidate selection can understand the
impacts of a candidate being forthright about schedule limitations or other personal concerns.
Also, women physician leaders understand, through the experience of interviewing male and
female candidates, that men are less likely to bring up the issue of schedule limitations due to
child care. These limitations influence the selection process, and shift the focus from
qualifications related to knowledge, skills, and abilities to one’s limitations and personal needs.
That shift almost always disadvantages the woman physician with domestic or child -rearing
responsibilities. Women mentors provide the guidance to ensure that up-and-coming women
leaders focus their interviews on their qualifications and contributions, not their limitations or
work-life-balance needs.

In Participant D’s experience, her boss (and department chair) served as a mentor who
helped her learn how to build a significant subspecialty program. Her situation changed when her
boss left to pursue a promotion:

I was the Medical Director of the unit here. I had a boss, who was a fantastic boss. She

gave me opportunities and I worked with her. I came into the program when it was a

very, very small program and I knew that she wanted to build this program. I supported

her through that, helped her, anything, and we worked together. When she left, it was this

huge program . . . and then it was given to someone else. I knew from the moment I met
[the new director] that he was uncomfortable with me. (Participant D)
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Participant D’s department head was invested in her, and when she left, so did that support. This
participant also felt that her director’s replacement was uncomfortable serving in a mentoring
role:
When I first started, I had [two higher level mentors here, which] was fantastic. I would
go to [one of them] if I had any problems. [Each of them had extensive experience in

these roles.] [They were phenomenal, and . . . were my two support systems. Now they
have both left, so who do I have? Actually, I don’t. I sort it out myself. (Participant D)

The value of a mentor relationship in providing a support system was apparent with this and
other participants. The sense of loss shared by this participant was profound and suggested that
more formal programs would be beneficial to women physicians, especially earlier in their
careers.

Networking. Professional and social networks and growing self-advocacy are
empowering women in their work and organizations. The support they receive in these areas is
significantly meaningful in changing their self-awareness and ability to deal with and exercise
political voice within their institutions. Lorber (1984) noted that “women must act politically as a
group in order to defuse gender as a status” (p. 112), and she feared that

when women have succeeded in forming effective “old-girl” networks and in placing

representative numbers of women in existing institutions, they will relax their efforts or

disband entirely. Women will still need support from other women if they are not to be

co-opted. (p. 114)

This study’s participants described networking as critical in connecting women physicians in
academic pediatrics to share their unique experiences in the traditional academic arena, find
commonality in research interests, support career development, and ad vocate for a greater
influence in academic medicine.

The women physicians in academic pediatrics in this study recognized the importance of

participating in national professional networking and advocating for themselves to ensure their

voices are heard in academic medicine:
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You can form your own network, or you can be like me, a loner. There is this concept of
the insider and outsider, right? So, until the new chief came, I was the insider, and now
I’'m the outsider. (Participant D)

National networking creates the avenue for women physicians in academic pediatrics to share
their experiences, and develop support and advocacy for their work and accomplishments. Some
of these groups already exist, such as the American Medical Women’s Association (2024),
Association of Women Surgeons (2023), the American Association for Women in Radiology
(2022), and the related American Association of University Women (n.d.). Most of these groups
exist within the framework of larger specialty organizations.

In 2007, Brodsky (Kass, 2015; Vineyard Gazette, 2014) founded WomenMDResources
(2024), an organization initially dedicated to creating a progressive health care workplace for all
women physicians, and subsequently an expanded dedication “to creating a progressive
healthcare guidance for all women” (About Us). Brodsky had experienced discrimination
firsthand, resulting in three related federal gender-based discrimination and Equal Pay Act
lawsuits with two employers. Brodsky was a pioneer in specifically recognizing the unique needs
of women navigating medical careers and providing resources to them. A number of networking
organizations exist for women physicians, which would include women physicians in academic
pediatrics. These and other groups provide an opportunity for women physicians in academic
pediatrics to increase their networks and enhance their professional development.

Leadership Development Programs. As women physicians in academic pediatrics
become more focused on self-advocacy for their development, they are also becoming more
intentional in how they choose to manage their careers and position themselves for future
leaderships roles. A number of this study’s participants recognized their own potential and

affirmed their interest in leadership.
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Leadership development programs specifically designed to support women physicians in
academic pediatrics are becoming more prevalent and have been supported by their institutions.
These programs have had a tremendous impact in helping such women address their own self-
doubts and find their own unique voices:

I think that program helped me, like, learn my own leadership type, in learning how to

have my own voice and being able to speak up. Now I speak up during meetings and, you

know, because you kind of assumed that sometimes research is more important than
clinicians, but we need clinicians out there, otherwise the world would fall apart. So

that’s why I learned a lot more over the years to realize my own value. (Participant A)
Women physicians in academic pediatrics who are engaged in mentoring, networking, and
formal development programs serve as activists for the role of women in positions of influence
in academic medicine. This study’s participants, earlier in their academic careers, recognized the
power of community with other women physicians, and saw these relationships as a means to
develop their voices and position themselves for leadership roles in their respective institutions.

In developing their own voices, it is noteworthy that women who network, and are
mentored and sponsored for development, are more likely to provide the same opportunities for
others (Ragins & Cotton, 1993). Woods et al. (2018) supported that contention, noting that
“advocating for mentorship is essential because empowered women empower women” (p. 21).
As Participant P stated,

There is another woman physician, a leader physician who does a lot of work in research.

And she is like, “I try to lift up all the people around me. Because the more I lift up

everyone around me, the more everything elevates.” And I think that’s another really

important lesson that I’ve learned. I think that’s a little bit about paying it forward too.

(Participant P)

The need for ongoing support of up-and-coming women physicians in academic pediatrics is still

evident, as are the need for encouragement of women to serve as support for one another, along

with organizational support for participation in professional groups.
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Beyond the personal support and professional growth that mentoring, networking, and
professional development programs offer, they also provide a platform for activism in
challenging cultural norms and addressing perspectives pertaining to women specifically. This
activism is critical in ensuring that women physicians are heard, and their needs addressed
throughout their institutional career paths.

As discussed next in this dissertation, four personal themes were constructed from the
interview data. These personal themes address specific challenges that this study’s participants
faced at the intersection of professional work-life and personal life. Mentors, networks, and
professional development programs offer the platform to address this intersection, as discussed
in Chapter 5.

This section explored academic medicine’s cultural reluctance to accept women into the
fabric of institutional power through the four institutional and four personal themes. The next
section focuses on the personal themes, which point to the challenges this study’s women
physicians in academic pediatrics faced in establishing new social patterns of work.
Discussion of Personal Themes

This section turns to discussing the personal categorical theme and its four essential
themes. As was mentioned at the beginning of this chapter, as women physicians in academic
pediatrics, the study’s participants were often conflicted between managing their career goals
and demands along with their roles as the primary players in their domestic lives—managing
their children and homelives disproportionally—even with strong spousal or partner support. The
four essential themes, Pulling Double Duty, The Power of Physician-ness and the Calling of
Care, Imposter Phenomenon, and The Significance of Partnerships highlight these conflicts and

challenges.
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Pulling Double Duty

Now I am pregnant. So, now I think differently. It was more like thinking, I guess, like a

man would. Like ‘Oh, I don’t have to worry about child care, going home; doing all of

those kinds of things.” But now I kind of think differently. I understand...the stress of

trying to do more than one thing. (Participant A)

Work and life harmony are a real challenge for women professionals today. The
complexities in balancing work-life and home-life demands are quite prevalent for women
physicians in academic pediatrics. Based on the interviews with this study’s participants, the
challenges that they face in managing their work and home lives influence how they experience
their work organizations and vice versa. Women physicians are forced to manage challenging
careers with disproportionate domestic duties, unequal responsibility for child-rearing and
domestic duties, while simultaneously trying to grow their careers (Jolly et al., 2014; Spector et
al., 2019; Tawfik et al., 2021). Interestingly, participants in this study seemed to accept their dual
roles—grateful for their spouse or significant relationship—while still owning the role of
primary caregiver to their children. The importance of the supportive relationship is addressed in
a later theme, The Significance of Partnership.

However, it is also clear that this study’s participants paid a “motherhood penalty”
(Correll et al., 2007, p. 1298), in that their ability to ad vance their academic careers, especially
into leadership roles, was hampered by their decision to have children. It is ironic that, in a
profession specifically focused on the health and well-being of children, the children of the care

providers are perceived in the academic pediatric culture as a barrier to professional

advancement:

All of our work time, [which] had been the mix of days, evenings, and weekends,
switched to all evenings and weekends. That was really challenging, because childcare
really is only mostly available during the day; and young infants are very difficult to put
in childcare because they have to be a certain age . . . to put them in childcare; and I had

114



to go back to work in 6 weeks [after having the baby] and no daycare center takes a child
at 6 weeks. I already mentioned I have no family. (Participant B)

Balancing motherhood with work is challenging enough (Kane, 2020; McKinsey &
Leanln, 2021; Mobilos et al., 2008), but Participant B did not have family nearby to help her care
for her infant, and was working evenings and weekends when childcare was unavailable.
Scheduling for clinical physicians is multifaceted, to meet requirements of patient care (Erhard et
al., 2018). The challenges of physician scheduling in general include staffing for optimal
workforce size, rostering for optimal assignments to shifts over specific time horizons, and
replanning issues related to unexpected events or problems (Mansini & Zanotti, 2019). Although
women academic physicians may have some influence in their scheduling due to their
specialized training and skills (Erhard et al., 2018), this study’s participants faced challenges
unique to them: managing their work scheduling around motherhood (as Participant B
highlighted), and making career decisions based on their motherhood. Participant P made a clear
choice in not attending networking and professional opportunities or working more clinical hours
due to her motherhood commitment:

[I] turned down a lot of professional opportunities or conferences because I didn’t want to

leave my kids. How my clinical schedule looks has been greatly influenced by having

kids and wanting to be there at night when they go to bed. (Participant P)

Participant P clearly experienced an example of the motherhood penalty and made the choice to
place her career as second to her family’s needs. In a conversation with a male colleague,
Participant A did not hear of him having to make the same choice:

I remember one of my colleagues . . .. I said one time, “Well you know, don’t you want

to be home for dinner with your family?”” And he says, “Well you know, the children

don’t need me as much as they need their mom.” I said, “No, that’s not true. They need a

dad just as much. Yeah, they need you. You are just as important.” And he didn’t

understand his importance I guess . . . . A lot of the men were there late as well . . . but
the female physicians and the nurses were always gone. They had to do things at home or

with the children, so that’s the kind of thing a man does. Because maybe in that aspect he
didn’t have to rush home. (Participant A)
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Participant A’s male colleague was able to put his career choices ahead of his family based on
his own gendered perception of his children’s needs and perhaps his own experience of the
institution’s perceptions for men versus women. Participant A had to manage both work
expectations and family needs, and may have felt a degree of resentment that her male colleague
did not have to balance both.

The challenges of trying to manage motherhood and work-life in the academic pediatric
hospital or clinic setting require some women physicians to find childcare. For study
participants, they were challenged in finding babysitters or nannies that could support their long
work hours:

Having kids has definitely changed the way I work. I had my kids by myself, so I had two

kids as a single person, and then I got married. And my work process changed a lot. Like,

I had to leave at a certain time, because I had to get home to get the babysitter out

because she had been there since 7 o’clock in the morning. So, a lot of that changed when

I became a mother. (Participant P)

Another aspect is the additional expense that single mothers and mothers in general need
to cover in finding appropriate care for their children. Although women physicians in academic
pediatrics are better positioned economically to be able to afford childcare, the challenges of
selecting and managing it usually falls on them (Jolly et al., 2014; Starmer et al., 2019). The cost
of childcare, however, is also a financial consideration, as Participant I explains:

[My husband and I have] talked about me with my salary . . . because we have a nanny

and we have daycare . . . for our 3-year-old. And we still have an 18-month-old, so these

would be the two and . . . post-tax, and no daycare, no nanny; I barely make more than
that. We pay the nanny and the school and the taxes for the nanny . . . . He feels very
strongly about my career. He is like, “You need that. You would be a disaster if you

stayed at home.” (Participant I)

In the case of Participant I, she is in a dual-income situation with a non-physician male, and this

couple chose to utilize a nanny over traditional childcare. So, although this woman physician in
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academic pediatrics is in a generally higher than average socioeconomic status, based on her
salary, the decision regarding childcare still falls primarily on her.

No single-parent physicians participated in this study, but it is like that childcare issues
for single parents are even more severe. The participants in this study, with the exception of one,
were straight women in marriages. Eight of the participants were married to physicians and eight
were married to nonphysicians.

This personal theme of Pulling Double Duty points to the challenges these women
physicians in academic pediatrics had in balancing work and family needs. They had also faced
decisions regarding prioritizing career growth or family responsibilities and childrearing. Even
though half of the study participants were married to physicians (who appeared to understand the
career requirements and shared some duties), they still carried the bulk of domestic duties and
made a disproportionate set of sacrifices. The next section moves from the work-family
challenges to the second personal theme, related to the unique professional identity of women
physicians in academic pediatrics.

Physician Identity and the Calling of Care

I really wanted to take care of kids. Adult medicine was never super exciting, like,

appealing to me. I think it was [that] I enjoyed being around children. I like[d] some

surgical-type stuff in medical school, but I’d rather do surgery in kids if I was going to do
surgery anyway . . .. Everybody really comes to work in a children’s hospital that wants
to do the best that they can for kids, and that’s what they come to work with wanting to

do every day. (Participant H)

Being a woman physician in academic pediatrics is a unique and special occupation.
Those in such occupations operate as social identity groups in that “a group uses a social
category (group) to define . . . themselves” (Alvesson, 2013, p. 37). These social identities can be

expressed through occupations and in turn create occupational cultures (Alvesson & Billing,

2009; Pololi, 2010). Occupational cultures include “focusing on identity issues around who we
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are and what is distinct for us and what we identify with” (Alvesson, 2013, p. 38). As illustrated
in Figure 4, Hofstede et al. (2010) noted how occupational culture is a mix of values and
practices, and broke out various levels of culture and their balance of values and practices.
Hofstede et al. used “the terms practices for answers about culture ‘as it is” and values for
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answers about culture ‘as it should be” (p. 43). Occupational culture (such as physician culture),
then, is balanced equally between the values and practices, and aligned to the “kind of education
chosen” (p. 347). In essence, Hofstede et al. suggested that the education for an occupation

influences values and practices, and thus occupational culture, and this can apply to medical

education or physician training.

Gender
National

Family

Social class

Occnpational [o———=s-rre-—msomnem—ms gl s cnsontomonses School

Practices

Industry

Work

Organizational
Corporate

Figure 4. Hofstede et al.’s (2010) Balance of Values and Practices for Various Levels of Culture

Note. Used with permission of McGraw Hill LLC from “The Balance of Values and Practices for Various Levels of
Culture,” Figure 10.1, by G. Hofstede, G. J. Hofstede,and M. Minkov, M., in Culturesand Organizations: Software
for the Mind (3rd ed., p. 347). Copyright 2010 by McGraw-Hill; permission conveyed through Copyright Clearance
Center, Inc.

Merton (1957), in seminal work, discussed specifically how medical education links to
occupational culture, stating that the purpose of physician training is “to transmit the culture of
medicine and to advance that culture” (p. 7). Education thus serves two purposes: to provide both

medical knowledge and skills, along with “a professional identity so that [one] comes to think,
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act, and feel like a physician” (p. 7). Although the gendered nature of Merton’s 1957 work is
problematic, the notion of physician professional identity as embedded in medical school applies
across the gender spectrum.

More contemporary scholars such as Cruess et al. (2014, 2018) have suggested a
theoretical framework of medical education as a “community of practice” (Lave & Wegner,
1991, p. 111), emphasizing learning as a situated, social practice. Barab et al. (2003) defined
community of practice as “a persistent, sustaining social network of individuals who share and
develop an overlapping knowledge base, set of beliefs, values, history and experiences focused
on a common practice and/or mutual enterprise” (p. 238). Cruess et al. (2018, p. 186) supported
Barab et al.’s definition as “appropriate for medicine.” Communities of practice as defined by
Barab et al. and supported by Cruess et al. suggest a strong link between medical education and
identity formation, which in turn influences occupational culture. This linkage is important when
considering women physicians in academic pediatrics and the context of their occupational
culture and identity.

In considering occupational identity, the process of becoming physicians in academic
pediatrics has been described as a calling due to the moral motives and more societal ends that
the work serves (Gustafson, 1982; Jager et al., 2017; Serwint & Stewart, 2019; M. T. Stewart &
Serwint, 2019). Kao and Jager (2018) found that 87% of medical students in their study
specializing in pediatrics agreed or strongly agreed that medicine is a calling. In pediatrics, the
nature of the work involves caring for the most vulnerable, and academic pediatrics provides a
place where physicians are exposed to the broadest possible range of cases and the potential to

participate in or access research in support of their cases (Olympia, 2021). This calling was
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significant for the participants in this study as it provided for them personal meaning and a sense
of purpose aligned with a strong occupational identity (Gustafson, 1982).

The shared experiences of this study’s participants included purpose, professional
identity, and norms which provide meaning for these women physicians in academic pediatrics.
The participants’ professional identities as physicians, and specifically pediatric physicians,
influenced their priorities and how they experienced their organizations. Regardless of
background, this study’s participants were consistent in their compassion and desire to help
children (values) while working in a profession that provided them purpose and meaning
(practices).

Thunborg (1999) provided a theoretical framework that informed the interpretation of
physician identity components in this study. Thunborg’s framework for physician identity
distinguishes three levels: (a) occupational level; (b) operational level; and (c) individual-related
level. The occupational level focuses on characteristics that are common to the medical
physician profession. The operational level includes “characteristics emerge that can be related
to the different care units in which the staff groups work. There are thus differences that have to
do with the content and organization of the activities” (p. 222). Finally, the individual-related
level assumes “that there are differences between staff [physicians] that are independent of
activity and occupation” (p. 222). These levels are present equally or differently with each other
and “interact as the formation . . . into a profession” (p. 222). Thunborg continued, noting,

[TThere is a relationship between the professional and the operational level that is central

to the formation, maintenance and development of professional identities. It is at the

operational level that actors must translate their profession into practical work, while at the

same time the business has its own way of functioning. Thus, these levels affect each other.

At the same time, it can be assumed that there is a contradiction between these levels. (p.
222)
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Andersson (2015), building upon Thunborg’s (1999) framework, clarified that at the
occupational level, “the basis of physicians’ work is medical science, which they should use to
make competent medical decisions. Their decisions are made using their judgment, implying a
high level of autonomy and individual responsibility” (p. 87). Andersson also described the
operational level, as

the activity-related level, which, on the one hand, focuses on differences in physicians’

identities because of division into subspecialties, meaning variations in activities.

However, similarities between subspecialties mean that physicians’ activities are self-

governed to a higher extent than in other professions. (p. 87)

Finally, Andersson posited that the individual-related level “concerns how far the physician has
come in [their] career. The more experienced tend to be more involved in research, education
and clinical development. Common to all three levels is the “endeavour for professional
fulfilment” (p. 87).

For purposes of this current study’s analysis, Thunborg’s (1999) model, aided by
Anderrson (2015), was adapted further, to include the relational aspect of medicine as
constructed from this study’s participants’ shared experiences. Thunborg (personal
communication, March 1, 2024) gave me permission to build upon the theoretical framework.
Figure 5 illustrates four supportive aspects of physician identity including science/academic
achievement, procedural, career and status, and relational. In the adapted model, Thunborg’s
(1999) level of occupation identity is reinterpreted as scientific/academic achievement to note the
knowledge required for medical practice and licensure—as well as research requirements for
some in academic medicine. Thunborg’s (1999) operational and activity-related level
acknowledges the procedural nature or physician subspecialty and self-governing practice.

Career and status refer to Thunborg’s (1999) individual-related level and its focus on career. The

additional fourth area of physician identity, relational, acknowledges the importance of the

121



physician-patient relationship as well as those within medical teams, practice partners,
administrators and other stakeholder relationships (Dudley et al., 2022; Krupat et al., 2000;

Levinson & Lurie, 2004; Pololi et al., 2009).

Scientific/
Academic

Physician
Identity

Relational Procedural

Career/
Status

Figure 5. Interpreted Components of Physician Identity

Note. Adapted with permission (C. Thunborg, personal communication March 1,2024) from “Figur 10:1. En
sammanfattande analysmodell 6ver hur yrkesidentiteter lidrs i samspel mellan tre nivaer” [Figure 10:1. A summary
analysis model of how professional identities are learned in interaction between three levels], p. 221, by C.
Thunborg, 1999, Lirande av yrkesidentiteter: En studie av likare, sjukskoterskor och underskoterskor [Learning
occupational identities: A study of physicians, nurses and assistant nurses; Doctoral thesis, Linkoping University,
Sweden]. https://urn.kb.se/resolve?urn=urn:nbn:se:liu:diva-143154, p. 221.

Participant P provided a good example of how she described her identity in the context of
procedures:
And sometimes [ will do a procedure and I’ll be like, “Oh, I feel like such a doctor

today.” The other things that I do that are very doctory, I guess; you know I make a lot of
medical decisions, so I guess that’s all very doctory (Participant P).

To Participant P, the term doctory alluded to notions of physician identity, and
specifically the procedural and medical decision-making part of the physician’s work.

Conducting procedures on live human beings is a unique practice that differentiates the physician
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from other occupations. Often, the procedural aspect of physicians’ work is seen as gendered and
associated with the more masculine connotation of medicine because of the gendered segregation
of medical specialties. In contrast, women have been underrepresented in the procedure-intensive
areas such as surgical subspecialties, orthopedics, cardiovascular and gastroenterology (Boulis &
Jacobs, 2008; Kane, 2020). Participant P’s use of “doctory” has an almost uncomfortable tone
and hints at her own acceptance of proceduralists as more acceptable as doctors than hospitalists
or other more coordinative or consultative areas of medicine. As Pelley and Carnes (2020)
posited,

women are likely to be seen—by themselves and others—as a better fit for specialties

viewed as requiring stereotypically female-gendered attributes like being nurturing and

valuing relationships, while for men this sense of fit occurs for specialties viewed as
requiring stereotypically male-gendered attributes like technical skills and physical

strength. (p. 1501)

The areas of medicine that are less procedural or operational in nature fit in the physician identity
component of relational. The relational aspect of medicine is more associated with women due to
women’s higher percentage representation in areas of medicine such as pediatrics, obstetrics and

gynecology, psychiatry, and infectious disease among other areas (Boulis & Jacobs, 2008; Pelley
& Carnes, 2020).

The women physicians in academic pediatrics who participated in this study had diverse
backgrounds and influences regarding their choice of pediatric medicine and academics. They
had diversity in age and ethnicity, yet limited in sexual orientation. However, it became clear in
hearing their voices that the identity of the pediatric physician had meaning to them and
supported their interests, values, and life purpose.

Participant C explained why she chose pediatrics as a specialty:

I like working with kids. I have done it my whole life, pretty much. I like the fact that

kids are resilient. So, you can have a child that’s ill one day, and 2 or 3 days later they are
smiling and happy. (Participant C)
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Earvolino-Ramirez (2007) described the outcomes of resilience in adolescents and
children as “effective coping, mastery, and positive adaptation” (p. 78). For example, Participant
C appreciated the coping and positive adaptation of children as they can be ill and then present as
“smiling and happy” days later. The resilience of her child patient allows her to witness the
outcome of care, affirming her ability to create happiness and a better life. Put simply, this
participant was able to make a difference in the life of a child. Participant C pointed to the
relational aspect of being a physician as an important part of her identity.

Participant C also focused on prevention as a means to creating higher quality of life for
the child and reducing health inequities: “I really liked the prevention aspect. The thinking about
the big picture and how . . . the social determinants of health and . . . how they affect family and
people’s lives” (Participant C). Participant C saw herself as supporting “the big picture” in
reducing social determinants of health in which inequities with patients result from factors such
as ethnicity, gender, and socioeconomic status. Due to these factors, patients receive less access
to quality care, leading to higher incidence of disease and other health conditions. Participant C’s
ability to support “prevention” challenges these unjust traditional health inequities due to
socioeconomic factors like ethnicity, gender, and socioeconomic status. For Participant M, the
notion of prevention referred first and foremost to access to quality care for socioeconomically

disadvantaged child patients, and the scientific aspect of her own identity:

I never really, truly owned any other idea, and in fact went to medical school to be a
pediatrician. I have just always loved working with kids. I find grown-ups to be a little bit
whiny, and I’'m less empathetic towards them, right? It’s perfectly natural for a 2-year-old
to yell at you, but it’s not for a 41-year-old to yell at you. I just have much more patience
with children. I am not a terribly patient person otherwise. (Participant M)

Again, the relational aspect of connecting physician identity (i.e., the honest reciprocal
relationship with child patients) was described as part of Participant M’s motivation to be a

physician:
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From a really early age, probably about 7 or 8, I knew I wanted to work with kids . . .
which is kind of weird, because I was a kid myself. That was sort of what I was drawn to
and so ... I was either going to be a doctor or a math teacher was sort of my plan early

on. (Participant H)

Participant H intimated the notion that as a child, she could relate to other children, and
that relationship influenced her desire to work with children. However, Participant H also
showed an interest in the scientific aspect of her interests, in identifying both mathematics and
medicine as her career interests. It seemed that she chose medicine, in part, as a means to support
her scientific and relational interests.

Participant H also identified another relational aspect of her identity as a physician: that
of working with others of similar positive motivations to help children. She explained:

Because what we do is hard, but it makes it a whole lot easier to know that, like,

everybody around you is really motivated to, like, it’s hard to have bad motivations in a

place where there are sick children that you’re trying to take care of, so. I think that’s a

big part of it. (Participant H)

Participant H identified as a physician primarily out of her ability to relate to children, as well as
the motivations of her coworkers. She did not share her interest in status, career growth, or her
procedural interest in medicine. Instead, her motivations were based on her primary identity as
physician through relationships with patients and coworkers.

Participant L’s physician identity began as a patient, due to a car accident that cemented
her interest in becoming a physician. She explained:

I got hit by the car. The paramedics arrive[d]. What they did on the scene was the most

incredibly painful experience I will ever remember . . .. [They] brought me to one ED

[Emergency Department], [and] decided that I was too sick for that ED. Brought me to

another ED. Then it was a community hospital where pediatrics was small . . . and from

the beginning, I was going to be a pediatrician. That was the plan. It was a small ward of
an adult hospital and every aspect of what was done to me and done to the children

around me, it just didn’t seem like that’s how you should treat kids. And that they just . . .

like the nurses were very kind, but the processes, it didn’t seem right. It just didn’t seem
like it was the best way to have done things. (Participant L)

125



As Participant L expressed her personal experience in the pediatric ward in an adult hospital, she
recognized the procedural issues in caring for patients. Her “painful” experience, and that “every
aspect of what was done to me and done to the children around me . . . didn’t seem right,” point
to her empathy for others and concern for the process of care. Participant L’s personal experience
shaped her identity as a physician through the lens of a terrible experience—and in turn, she
recognized the need to create a more positive experience of care for children. So, although her
identity was tied to her procedural interests, she was also clearly influenced by the relational
aspect of care and the physician’s role in it.

Participant G summarized the increasing importance of the relational aspect of medicine
versus the scientific and procedural components of physician identity:

I think I realize more and more that there is not always a right answer, and more about

the art of medicine rather than the science of medicine, and the interpersonal part of
medicine [emphasis added] and the ambiguity of medicine. (Participant G)

The participants in this study strongly identified as pediatric physicians. Their connection
to their patients—as vulnerable, relatable, and resilient children—is unique in that few
participants identified with the procedural or clinical parts of their jobs. They described even less
about career and status concerns. Instead, this study’s participants most identified with the
vulnerability of the patients themselves, and the relational aspect of caring for children. Levinson
and Lurie (2004) suggested that the feminization of medicine would change care itself by placing
greater emphasis on patient-centric care. Patient-centric care was described by the Institute of
Medicine (2001) as having “qualities of compassion, empathy, and responsiveness to the needs,
values and prepressed preferences of the individual patient” (p. 48). This concept emphasizes the
relationship between the physician and patient (and often family) while meeting patients in their
own contexts (R. M. Epstein & Street, 2011). However, patient-centered care is most challenging

in pediatrics—as children often cannot advocate for themselves, and their parents may be unable
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or unwilling to address their care sufficiently. Participant G was especially aware of this
vulnerability with her patients:
A child, they don’t have control over their illness or . . . they didn’t live in a healthy
lifestyle and that’s why they are where they are, or they didn’t decide to do drugs and
that’s why they are why they are. (Participant G)
For this second personal theme, the study participants clearly shared a deep respect for children
as patients and held a deep responsibility for serving as their advocates. This study celebrates the
spirit of these women physicians in academic pediatrics, their personification of the patient-
centered care ethos, and the expanded importance of the relational aspect in physician identity.
So, whereas the study participants were deeply committed to their profession and
strongly identified with the positionality of their vulnerable patients, conversely, they were also
challenged with how they felt about themselves in the contexts of the roles they were playing.

This pattern of self-doubt, or imposter syndrome (Harvey & Katz, 1985), is the next personal

theme discussed.

Imposter Phenomenon

Although the study participants were all high achieving, driven, and intelligent women, a
surprising number of them expressed feelings of inadequacy, self-doubt, and perfectionism in
reflecting upon themselves and their self-worth. The term imposter phenomenon, first described
by Clance and Imes (1978; Langford & Clance, 1993) as the experience of women who, “despite
their earned degrees, scholastic honors, high achievement on standardized tests, praise and
professional recognition from colleagues and respected authorities . . . do not experience an
internal sense of success” (Clance & Imes, 1978, p. 1). High-achievement women (which would
logically include some physicians) experiencing the imposter phenomenon believe themselves to

be less intelligent or accomplished, and even deceitful to those who think otherwise (Clance &
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Imes, 1978; Langford & Clance, 1993). Kumar and Jagacinski (2006), using a sample of 135
college students, found that “women endorsed far more imposter fears than men” (p. 155); their
research was consistent with that of King and Cooley (1995), who had also used a college
student sample. Participant P gave an example of the imposter phenomenon, having started her
career as a dancer. She expressed self-doubt related to her ability to pursue a medical career and
gain acceptance into medical school:

I was pre-med, so I started thinking down the road I wanted to go to medical school. But I

did a lot of dancing as an undergrad, and after I finished my undergrad degree, I wanted

to spend some time working as a professional dancer. . .. So, I got a job actually dancing

[abroad] . . . after I graduated. . .. I moved to [U.S. city] for the year that I was applying

to medical school, and I danced during that time. . . . I felt a little different from my peers

because I had been out for a couple of years. . . . At the time, I thought people thought it

was a little bit kooky that way. I thought there was no way in God’s green earth that I

would get into [name of] Medical School. (Participant P)

Rather than recognizing and internalizing her academic achievements with her special talents in
dance as uniquely qualified for medical school, she viewed her time dancing and exploring her
interests as “kooky” and ‘less-than’ her peers.

In the institutional theme discussion of Mentors and Networking as Activism, I noted the
value of greater involvement in national professional groups, and how women have not always
felt included. Participant A explained how she first felt when exposed to a national academic
specialist group:

At first, I was afraid thinking they would be sort of geniuses and all this stuff, and do

research. And I'm just the clinician [emphasis added]. But it’s been better with that, so I

think [it] was great learning how to navigate through that. (Participant A)

It is comforting that Participant A was able to overcome her initial discomfort and “navigate

through that.” However, her self-description within the broader professional structure was self -

deprecating, suggesting an unworthiness to participate with “geniuses.” This is a strong example
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of the imposter phenomenon at work with high-achievement women physicians in academic
pediatrics.

Although both women and men have appeared in the literature to be “susceptible to
imposter feelings” (Rohrmann et al., 2016, p. 2), it surprised me how open this current study’s
participants were with their feelings and frequency of self-doubt. I had expected that women
physicians, who represent socioeconomic and academic success, would be more self-assured.

Participant L specifically raised the term imposter syndrome in her description of her
lived experience, and explained why she believed imposter syndrome was more common for
women: “Well, you don’t see men so much who would have that imposter syndrome because
they maybe aren’t as introspective” (Participant L).

Participant L’s description of the term alone requires some interpretation. Whereas
“imposter syndrome” and “imposter phenomenon” are both commonly referred to somewhat
interchangeably in the literature, some authors have suggested that designating the term a
syndrome has a more negative connotation, which “implies a medical model of dysfunction
within the individual” (Feenstra et al., 2020, p. 2), and recalls the medical overtone of the
“‘female hysteria’ diagnoses of the nineteenth century” (Tulshyan & Burey, 2021, p. 4). In
contrast, although self-doubt, a lack of self-confidence, and a tendency to underestimate their
accomplishments were prevalent in this study’s participants, their descriptions and self-
characterizations seemed to come from a place of humility (“introspection,” as Participant L
noted), rather than serving as a psychological barrier. Participant P described her experience in
finding self-confidence in a leadership role as, “You are not proving yourself; . . . you are

proving more to yourself than to other people.”
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Despite the accomplishments of each of this study’s participants, many still expressed
self-doubt. Building the confidence of women physicians in academic pediatrics, like this study’s
participants, will be necessary to continue challenging gendered structures and culture in
pediatric academic medicine.

Moving from this discussion of this third personal theme, the imposter phenomenon,
examined next is the fourth and final personal theme, regarding the importance of personal

relationships as support mechanisms for this study’s participants.

The Significance of Partnerships

My husband is wonderful, and he was going to be active. I probably wouldn’t have
married a person who wasn’t like that, so I guess I was lucky or smart . . . to marry
someone who was going to share the load, and we continued to do that. When both of us
got our first jobs, we worked alternate weekends, alternate nights. If he was on call, then I
would work at night, and vice a versa. We each spent more time with the kids and less
time with each other, but we agreed that was our priority. (Participant B)

The shared experience of women physicians in academic pediatrics in this study included
that of a supportive spouse or significant other. Every one of the participants interviewed shared
this commonality and these spousal relationships proved to be a key coping mechanism in
helping manage the challenges of work and academic medical culture. Although most of those
relationships seemed to have a more traditional gender role associated with child -rearing, not all
of them did.

So, you have to figure out what you are going to do and what your partner is going to do

to make it work for you . . . [and it] works great for me. My husband is a general

pediatrician in private practice and he is home one day a week. He works a lot of

Saturdays, so he has Wednesdays off. So, that has worked very nicely for us; I mean I

work full-time. But when our kids were younger, I would drop [them] off at school

sometimes, my husband would drop [them] off at school sometimes, and . . . some of the

women [at school] who didn’t work knew him as well as they knew me. (Participant C)

Participant I described her division of duties more specifically:

What’s weird about our relationship is that I do all of the house stuff, and . . . we have a
nanny. And our nanny does all our family laundry . . . and we have a housecleaner that
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comes every 2 weeks . . .. I do all the gardening. I do all the maintenance. I do all the

hardware store . . . . He is not handy . . . . He does a lot of other things . . .. He does the

investing and the big financial choices of our taxes; he does our taxes, pays our nanny,
and does all the investing. But I do all the day to day . . . like all the little things, because
he would totally, it would be a disaster. We divide it enough, but I do feel like when he is
home and the kids are in bed, I am usually doing something in the house and he is not.

But he gets up every morning and I sleep, so. We share most things. (Participant I)

These relationships seemed to include a clear understanding of roles related to work and
home life, and there were two distinctions in the roles of spouses: about half of the participants
had spouses or partners directly working in medicine themselves, whereas the other half had
spouses working specifically outside of medicine. These distinctions provide two different but
valuable perspectives for the women physicians in academic pediatrics in this study. Those with
spouses or relationships in medicine shared a unique understanding of the demands, lifestyle, and
atmospheres of medicine, providing support through degrees of common experience and
understanding. Those participants with spouses or relationships outside of medicine highly
valued the ability of their spouse to listen with objectivity, serve as supporter, counselor, best
friend, and as an escape from their work experiences.

I learned everything about being successful from my husband, who is an MBA. I mean he

is, like, I think that he has, like, made my career, honestly. I mean I haven’t told him that

... maybe I should, . . . but he is just very skilled at interacting with people and knowing

when to escalate things and went to, like, back off and calm down. (Participant I)

An interesting perspective is that none of the participants was divorced, and the dual-
physician relationships were most understanding of the specific challenges related to practicing
medicine. However, although the participants described their relationships with varying degrees
of partnership with and empathy for them, it was equally clear that the participants still had
disproportionate responsibility for domestic and child -rearing responsibilities. So, although the

participants experienced a more contemporary division of home and child-rearing duties than

previous generations, an underpinning of traditional gendered roles remained. Those roles may
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have been based on the dynamics of the individual relationships, the evolution of the more
“progressive” male, or the personal decision of the woman physician regarding child-rearing and
home life.

The participants’ primary relationships mattered as a critical support mechanism, whether
they were married to physicians or not. Each such relationship had its own unique characteristics
of support. Although the distribution of domestic duties still appeared disproportionate for
women, their supportive relationships provided stability, perspective, and balance to the women
physicians in this study and demonstrate the importance of work-life management in navigating
the academic pediatrics arena.

The personal themes of Pulling Double Duty, Physician Identity and the Calling of Care,
Imposter Phenomenon, and The Significance of Partnerships demonstrate the challenges of this
study’s women physicians in academic pediatrics in navigating their work worlds and
establishing new values and expectations for themselves. They described their conflicts between
managing their personal lives with their feelings of self-doubt, and the reality of disproportionate
domestic duties. However, they appreciated the value of strong spousal or partner support.
Summary

All eight of the themes discussed herein were constructed through analysis of the
participants’ interview transcripts, interpreted from the text as the participants’ lived experience
(Lincoln & Guba, 1985, 2013; Vagle, 2014a, 2014b; Van Manen, 1990). Member checking of
the themes and thematic categories was conducted to help support the authenticity of the
constructions. The eight themes were subsequently sorted into two thematic categories, personal
and institutional, utilizing agency and structural perspectives (Cockerham, 2005) to help interpret

the participants’ lived experience. Then, personal and institutional thematic categories were
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represented in the yin-yang duality. Utilizing the Eastern yin-yang duality, the analysis of the
themes recognizes the harmony and potential overlap among the themes, while also categorizing
them in a manner that views the phenomenon as a synthesized whole.

Having explored the eight essential themes in the institutional and personal thematic
categories, the next chapter turns to discussion of the implications of this study’s findings and
conclusions. The next chapter revisits the research questions; reconciles the study’s findings with
the bodies of literature which informed the study’s design; and discusses implications for theory,
practice, and future research, including the study’s limitations, and review of the study’s quality
criteria for authenticity. The next chapter also provides thoughts on my experience as the human
mstrument of this research, and overall conclusions from the study. This study concludes with an
Epilogue, which situates the study in the context of the related social change that has occurred

since the study was undertaken.
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CHAPTER 5: IMPLICATIONS OF FINDINGS AND CONCLUSIONS

This chapter has multiple purposes: (a) reflecting on how the study’s findings inform its
three research questions; (b) reconciling the findings with the study’s informing bodies of
literature; (c) discussing the study’s implications for theory, practice, and future research; (d)
reviewing the study’s quality criteria of authenticity; (e) reflecting upon my lived experience as
the human instrument of the research; and finally (f) drawing conclusions.

The key question that stoked my curiosity on the topic of women physicians in academic
pediatric medicine came from the challenge iitiated by Lorber (1984), suggesting the explicit
connection between gender equality and inclusion in the academic medicine power structure:

If women are to gain positions of power, the patterns of the informal organization of the

workplace must routinely include them. As a group, women must be trusted as

colleagues, sponsored for advancement, given recognition for competence and
accomplishment, and accrue[d] the resources and reciprocal favors that advance careers.

(p. 112)

Given that 40 years have passed since publication of Lorber’s (1984) book, it is useful to revisit
her vision, wherein
the ultimate goal is not for women to join men in inner circles imbued with the male
perspective on work, family life, and social service, but for the establishment of new
values which reflect the needs and priorities of all members of society—female and male,
old and young, rich and poor. (p. 115)
This study was designed to gain understanding as to whether or not Lorber’s vision has come to
fruition, or at least progressed, as expressed in the voices, shared experiences, and perspectives
of women physicians in academic pediatrics.
How the Study’s Findings Inform its Three Research Questions

My interest and curiosity in Lorber’s (1984) goal prompted three research questions to

explore in this study:
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e How do women physicians in pediatrics describe their experience of gender in the
context of academic medicine?
e What are the participants’ experiences related to their inclusion in the patterns of
formal and informal organization of the workforce? and
e (Can women physicians in a localized setting confirm or disconfirm that gender has
been successfully defused as an issue of status in academic medicine?
The research questions were informed by exploring the literature on the theoretical constructs of
women physicians in academic pediatrics, gendered organization, and the culture of academic
medicine to understand the experience of women physicians in academic pediatrics and gendered
hierarchy. The constructs were the basis of the inquiry explored through the lens of the
constructivist paradigm, with its ontology of relativism, epistemology of transactional
subjectivism, methodology of hermeneutic dialecticism, and values-driven axiology (Lincoln &
Guba, 2013). As detailed in Chapter 3, the study methodology utilized hermeneutic
phenomenology in alignment with the constructivist paradigm. The three guiding research
questions, inspired by Lorber (1984), also aligned well with the constructivist paradigmatic
approach. I conducted participant interviews in a specific academic pediatric medical center, and
transcripts of those interviews served as the basis for data analysis and theming as discussed in
Chapter 4. Building upon the results of the analysis in the previous chapter, the findings of the
study in the context of the research questions are discussed next.
Overall, from analysis, interpretation, and meaning-making of the participants’ lived
experiences, the eight themes constructed in the two thematic categories—institutional and
personal—suggest that (a) academic organizational structures and culture, (b) societal

expectations of personal relationships, and (c) recognition of the individual needs of women have
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shifted toward better reflection of the egalitarian values Lorber (1984) intended. However, as
described in Chapter 4, the constructions of the shared lived experiences of this study’s
participants also point to the persistence of gendered roles at home and double standards in the
workplace.

The first two research questions were answered through interpretations of the
participants’ interviews, resulting in the constructed institutional and personal thematic
categories, each with four corresponding themes. The four themes in the institutional thematic
category—The Glass Ceiling Still Stands, Last Stand of the Good Old Boys, The Baseball Game
Double Standard, and Mentors and Networking as Activism—highlight participants’ voices from
the structural perspective, as to how the participants navigated the gendered academic medical
culture. Although not as pronounced as overt sexism and sexual harassment, the study
participants experienced double standards regarding dress, office space, team-based expectations,
and limitations of career growth through the erosion of tenure. They were empowered when they
had mentors and support, participated and/or had leadership roles in professional organizations,
and had opportunities for career development in leadership and/or other roles that best supported
their work-life balance.

Similarly, the four themes in the personal thematic category—Pulling Double Duty,
Physician Identity and the Calling of Care, Imposter Phenomenon, and The Significance of
Partnership—illuminate the participants’ individual perceptions, relational support structures and
systems, and alignment with professional identity. Although it is clear that traditional gendered
roles of child-rearing and domestic responsibilities still fell disproportionally on the participating

women physicians, it is also clear that the participants’ spouses and partners were more aware of

136



and supportive in home and childcare responsibilities, and that the participants recognized the
value of partnership in managing dual-career relationships.

It is surprising that a few of this study’s women physicians in academic pediatrics
struggled with self-doubt and feelings of inadequacy, even though they were socioeconomically
advantaged and employed at a highly reputable, nationally respected pediatric institution.
However, this self-doubt seemed in part related to those participants’ high achievement
orientations and tendencies toward perfectionism. Those participants also saw themselves as
helping and providing voice for the vulnerable—children—and deeply identifying with the
responsibilities incumbent in being pediatric physicians.

How do women physicians in pediatrics describe their experience of gender in the context of
academic medicine?

Regarding the first research question, in describing the experience of gender in the
context of academic medicine, a significant number of the study participants did not present
gender as a significant organizational limitation in how they do their jobs nor in their career
success. For example, Participant J’s responses are particularly illustrative of this finding:

Interacting with other physicians is positive; it’s nice, it’s very collaborative here . . . .

But I can say, going into a shift knowing that I work with, you know, a man versus a

woman, [ don’t walk into the shift thinking anything different. (Participant J)

In describing the differences within her work team, Participant J also downplayed gender: “But
that’s a personality; I don't think that’s the gender thing necessarily.” However, when probing
further, she also noted,

I guess there are things that I notice . . . a lot of, that leadership is more men than women.

Our division head, our department head are all men, which is interesting in a place where

men are generally the minority. That always makes me think, “C’mon, why? Why is it

more? Where is our representation?”” Not that I ever feel like I am disadvantaged. I feel
like I’ve gotten the career advancements that I wanted. (Participant J)
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Participant J highlighted a characteristic of academic medicine for women physicians: the
atmosphere is team-oriented and focused on the common mission of providing care for children.
The women physicians in this study described men physicians in positions of authority in
academic pediatrics as supportive and seemingly not overtly discriminatory in their behavior
toward the women physicians. The study participants strongly voiced this attitude.

What are the participants’ experiences related to their inclusion in the patterns of formal and
informal organization of the workforce?

Based on this study’s participants’ descriptions, and using Lorber’s (1984) aspiration as a
guide, these women were “trusted as colleagues, sponsored for advancement, [and] given
recognition for competence and accomplishment” (p. 112). Yet that description of these
participants’ experience is incomplete. Per their voices, these women physicians in academic
pediatrics had yet to “accrue the resources and reciprocal favors that advance careers” (p. 112),
and were still underrepresented in the positions of institutional power. This more recent element
of the glass ceiling, as constructed from participant data, is playing out as clinical education is
replacing tenured positions in the hierarchy, leaving women on an unclear path into higher
leadership levels.

Can women physicians in a localized setting confirm or disconfirm that gender has been
successfully defused as an issue of status in academic medicine?

Answering the third research question was more complicated. The participants did not
share experiences of blatant sexual harassment or discrimination that one might have expected in
a study of women’s institutional experiences in a traditionally gendered hierarchy. The
participants were not overtly critical of their work environments—claiming that, for the most
part, their leaders and the organization as a whole were supportive of their personal needs and
career goals. However, the descriptions within the institutional thematic category indicate

experiences of more subtle methods of keeping these women physicians in academic pediatrics
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out of the institutional patterns: from dress to office space, unequal pay, male dominance in
professional groups, and women clustered within specific pediatric subspecialties. Such
institutional norms still present barriers and added complexities for women physicians in
academic pediatrics in navigating the academic pediatric institution. Added to these issues are
the challenges of child-rearing and domestic responsibilities while under the scrutiny of the
academic enterprise, and with the decline of tenure. So, from both institutional and personal
perspectives, gender has not been defused as an issue of status in academic medicine.

From a quantitative perspective, women physicians in academic pediatrics have made
tremendous strides, now comprising 54% of all academic pediatricians compared to men at 46%
(Saboor et al., 2022). Women physicians in academic pediatrics have surpassed men in lower-
level academic positions such as instructors, assistant professors, and associate professors, but
still lag in positions of chairpersons and full professors (Saboor et al., 2022). Saboor et al. (2022)
attributed the reason for slower progress to factors such as differential family responsibilities,
fewer authorships, workplace harassment, personal preferences, fewer work hours per week,
unconscious gender bias, reduced faculty employment rates, and funding opportunities (p. 7).
Again, women physicians have made solid progress and may be filling the pipeline for future
leadership roles. However, the lower percentages of women physicians’ representation in the
higher echelons of power and influence, along with the phenomenon described and constructed
in this study’s institutional and personal themes, suggest that Lorber’s (1984) vision has not been
realized. Progress is evident since her 1984 book, but her vision is not yet fulfilled, over 40 years

later.

Reconciling the Findings With the Study’s Informing Bodies of Literature

This study explored the intersection of women physicians in academic pediatrics, the
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gendered organization, and academic medical culture, thus informing the research questions
developed in support of these bodies of literature (see Figure 1 in Chapter 1). Pertaining to
women physicians in academic pediatrics, the findings of this study support Boulis and Jacobs’
(2008) notions that the increased representation of women in medicine will challenge existing
practice and structures, and that there is continued need for equal opportunity in academic
appointments (Nonnemaker, 2000; Saboor et al., 2022). Relative to academic appointments, the
recent structural changes of tenure and subsequent migration of women to clinical educator roles
are both a blessing and a curse. The change in tenure practices—which disproportionately impact
women who now constitute an increasing percentage of academic pediatric faculty (Saboor et al.,
2022)—resembles a new aspect of the glass ceiling which could be the newest barrier keeping
women out of the echelons of power in academe. However, the women physicians in this study
interpreted this structural change in tenure practices as positive, in that it provides them great
flexibility in managing career and family life, and allows them to focus on their combined
affection for children and education. It is also noteworthy that clinical educator roles could be
utilized to influence up-and-coming physicians through their training by eliminating gendered
practices and incorporating more intersectional perspectives.
Implications for Theory, Practice, and Future Research

This study’s results indicate a number of implications, specifically for future theory,
research, and practice. Each is considered below.
Implications for Theory

The constructs from this study—namely, The Glass Ceiling Still Stands, Last Stand of the
Good Old Boys, The Baseball Game Double Standard, Mentors and Networking as Activism,

Pulling Double Duty, Physician Identity and the Calling of Care, Imposter Phenomenon, and The
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Significance of Partnership—explore how the institutional and personal issues must be addressed
in concert for women physicians in academic pediatrics to thrive and achieve Lorber’s (1984)
“ultimate goal . . . for the establishment of new values” (p. 115). Perhaps the most significant
implication for theory arising from this study is that although significant progress has been made,
this study’s institutional themes point to the participants’ shared experience of still-gendered
organizational cultures, from visible symbols such as dress, and structural issues such as
representation in leadership, to the significant change in tenure and the rise of the clinical
educator. Although less overt than sexual harassment and blatant discrimination, these more
opaque symbols, roles, and structural changes suggest a shift in the traditional concept of the
glass ceiling for these women physicians in academic pediatrics. Powell and Butterfield (2015)
claimed that “the nature of glass ceilings has remained essentially stable despite all of the
scholarly attention they have received” (p. 319). The constructions from this study suggest
otherwise. Instead, the nature of glass ceilings may be more dynamic, adapting as organizational
forms through structures, changes in job design, and other symbols of power and hierarchy.
Another implication for theory lies in building upon how the yin-yang model may be
utilized as a construct to express the experience of gendered structures. The study participants,
through the constructs of the institutional and the personal thematic categories, recognized the
interplay between their work and personal lives, and how each influences the other. So, although
academic pediatric culture is inseparable from the gendered organization (Acker, 1988; Alvesson
& Billing, 2009; Mills, 1988), the personal life situations of the study participants interplayed
with their organizational experience as well. This interplay suggests that inclusion of participants
in the patterns of formal and informal organization in the workplace has a personal element that

should not ignored.
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Implications for Practice

Based on the data and subsequent interpretations from the lived experience of the
participants in this study, women physicians in academic pediatrics still confront significant
barriers to overcome on the path to achieving Lorber’s (1984) vision. The institutional and
personal themes from this study, especially utilizing the yin-yang framework, recognize the
interdependence of institutional influence and personal dynamics on the perceptions of these
women physicians in academic pediatrics. As this study demonstrates, women physicians in
academic pediatrics are challenged in navigating the institutional culture and structure of
academic life, in tandem with the challenging nature of managing home life with
disproportionate distribution of duties. In addition, some of the women physicians in this study
were coping with their own confidence and feelings of inadequacy. The study’s institutional and
personal themes also highlight hope: that increased mentoring and networking provide
opportunities for women physicians to challenge the traditional hierarchy and gendered academic
culture to elevate women to more leadership roles and greater influence. These themes provide
implications for stakeholder groups including academic medical center physician leadership,
administrative leadership, all medical staff, and patients.

One of the personal themes points to the unique identity, or calling, that the study
participants have within their professional discipline, which results in building deeper
relationships with their patients and families. This high identification with their calling, and the
relational aspect of their identities, may be a key element in improving patient experience, which
has become an increasing important measure for hospitals (Ahmed et al., 2014; Bleich et al.,
2009; Bull et al., 2019; Larson et al., 2019) and a requirement for certain hospitals in order to

receive full reimbursement for services from the Centers for Medicare and Medicaid Services
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(2024). Promoting women physicians into leadership positions may influence clinical care and
patient experience, leading to improvements and better reimbursement.

The importance of healthy personal partnerships as a theme in this study highlights how
spousal and life partner relationships (and perhaps other relationships as a whole) provide a
means of critical support and a coping mechanism for women physicians in academic pediatrics.
Supportive relationships as a means to leading a balanced life may likely apply to all physicians
regardless of identity dimensions (e.g., gender, ethnicity, sexual orientation, religious beliefs,
marital status, parental status, age, education, physical and mental ability, income, etc.). Creating
flexible and supportive paid-time-off policies that allow for sickness, recovery, and/or mental
and emotional health recharge would reduce burnout and likely support higher productivity and
performance for a longer career (Vander Weerdt et al., 2023). Ensuring reasonable standards that
“protect against long work hours and heavy workloads” (Olson et al., 2019, p. 9) also supports
physicians in their well-being and life balance. Another implication for practice is the inclusion
of spouses or significant others in social activities related to the work group, to acknowledge and
appreciate these relationships and their impact on the physician.

Providing access to and encouraging the use of employee assistance programs (EAPs) to
help physicians going through various life challenges may also demonstrate support for
physician well-being. An EAP is a “work-based program that encompasses a wide spectrum of
helping services to address aspects of work, life, and health, and is intended to remedy existing
employee difficulties as well as mitigate future adversities” (Long & Cook, 2023, pp. 2-3).
Historically, the use of EAPs by physicians and health professionals has been low due to
perceived confidentiality issues, time availability, and stigma (Brown-Berchtold et al., 2024;

Milot, 2019), but more effective and proactive methods for access, as well as normalization
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through leadership role modeling, may demonstrate its value and provide another avenue for
physician support. These and other work-life supportive practices and interventions recognize the
value of healthy relationships and work-life balance (Morganson et al., 2014) and that physicians
have life challenges similar to the general population.

One impetus for undertaking this study was to gain better understanding, within my own
positioning as a health system administrator, of the potential policy implications for medical
school and health system administrators. This study’s institutional and personal themes provide
guidance for improving the lived experiences of women physicians in academic pediatrics, and
potential transferability of this study’s findings, as discussed below.

Administrators must scrutinize policies and practices that produce barriers that
complicate balancing of work and home life. The need for balance was clear for the women
physicians in this study, and it does appear that working mothers carry disproportionate domestic
duties. However, recognizing and supporting more balanced and holistic employees, regardless
of marital or partnership status, may be reciprocated in more satisfied, engaged, and productive
employees (Boamah et al., 2022; Haar et al., 2014; Saks, 2022; Wood et al., 2020). Recognition
of the value of part-time work, providing onsite child care with extended hours, and providing
flexible time off are practices supportive of the needs of working physicians regardless of
gender. Redesign of ineffective processes, job controls, and systems, in addition to supportive
work-life practices, also contributes to physician job satisfaction, as these factors can often be
conditions that influence the imbalance (Gardner et al., 2019; Khairat et al., 2018; Linzer et al.,
2020; Waddiimba et al., 2019; also see Grow et al., 2018; Maslach & Leiter, 2017; Maslach et

al., 2001; Rotenstein et al., 2018 on the related topic of physician burnout).
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Another potentially valuable option for administrators is the development of structured
coaching and mentoring programs to allow physicians to explore and discover their career
interests. Seeking, including, and supporting physicians in internal or external leadership
development programs can provide a useful mechanism to encourage physicians to explore their
leadership interests and considerations. Recognizing the imposter phenomenon and related lower
confidence, self-doubt, and unwillingness to internalize one’s own accomplishments (Clance &
Imes, 1978; Langford & Clance, 1993), administrators could be more intentional in encouraging
and developing physicians who express interest in leadership roles. Specific programs to build
confidence and reduce self-doubt would be a reasonable place to start as part of leadership
development curricula. Helping physicians see and appreciate their own accomplishments and
the humility incorporated into self-doubt are increasingly more important elements of good and
effective leadership (Hoekstra et al., 2008).

Administrators should also acknowledge past practices that may have been exclusionary,
and ensure inclusion in policy, process-based, and practice decisions, by taking into account
different perspectives and life experiences and engaging a diverse group of people to help in
policy and practice development and implementation.

Implications for Future Research

The results of this study point to a number of opportunities for future research. Further
exploration and development of Thunborg’s (1999) physician-identity framework might build
upon that framework to cultivate understanding of meaning and purpose in support of physician
resilience, job satisfaction, and career satisfaction. Thunborg’s original framework comprised
three levels: occupational-related, activity-related, and individual-related identity. This study

adds a fourth component to Thunborg’s framework, to include the relational-related identity
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elements of medicine and health care. There are opportunities for further expansion and depth
regarding intersectionality with greater understanding of how class, ethnicity, and gender inform
the interpretation of physician identity components as described by this study’s participants
through the lens of Thunborg’s model.

Another implication for further research is the specific impact of the loss of tenure and
positioning of clinical education as the new glass ceiling. This significant structural change to the
organizations and cultures of academic medicine come at a time when academia has become
increasingly “corporatized” with an emphasis on revenue generation and commercialization (see
Chan & Fisher, 2009; Churchman, 2002; Lieberwitz, 2005; Lincoln, 2011, 2012, 2018a, 2018b;
Schrecker 2010; Steck, 2003). The gendered implications of this change cannot be overlooked
and deserve additional inquiry.

Another area for future research is in the synthesis of studies of organizational justice;
organizational culture; and diversity, equity, and inclusion. In listening to the participants, their
experiences trigger another area to explore when considering women physicians in academic
pediatrics: organizational justice. Traditionally, organizational justice, first coined by Greenberg
(1987), has been understood as an employee’s perception of fairness regarding their
organization’s behaviors, decisions, and actions. The construct of organizational justice can
include either three or four components: (a) procedural, (b) distributive, (c) relational, and (d)
informational justice. Specifically, relational justice (also referred to in the literature as
interactional justice) is the fairness one receives in interpersonal treatment (Cropanzano, 2001)
and reasonable expectations for treatment in the organizational context.

Intersectionality is often addressed in critical race studies (see Arifeen & Gatrell, 2013;

Allison & Banerjee, 2014; Atewologun, 2018; Hearn, 2014; Hearn & Louvrier, 2015; C)zbilgin et
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al., 2011). As mentioned in Chapter 4, and based on the voices of this study’s participants,
ethnicity, intersectionality, and other inclusivity dimensions were still not discussed openly in
their respective experiences of academic pediatric culture. This opportunity to delve further into
intersectionality, and its application in diversity, equity, and inclusion programs, may be highly
useful in fostering the new values Lorber (1984) mentioned in her vision, and beneficial in the
increasingly diverse physician population.

Having considered the implications of this study for future research, reviewed next are
the study’s quality criteria of authenticity. These quality criteria ensure alignment with the
study’s paradigmatic position.

Review of the Study’s Quality Criteria of Authenticity

As mentioned in Chapter 3 of this study, Lincoln and Guba’s (2013) quality criteria of
authenticity were used to ensure that the study was conducted with integrity and rigor.
Constructivism’s axioms embed these criteria and subsequent inquiry methods. Addressing each
authenticity criteria and its supporting method demonstrates the study’s integrity and usefulness
to the researcher, participants and readership.

Fairness Criteria

Fairness as a quality criterion assesses the extent to which all competing constructions,
values, claims, concerns, and voices are accessed, exposed, and deconstructed into the emergent
reconstruction of a research study (Lincoln & Guba, 2013; Lincoln et al., 2011). As mentioned in
Chapter 3, fairness ensures that participants’ voices are truly heard, and that the construction
process is equitable. Fairness also restricts the researcher to serve as the human instrument of co-
constructions with participants, not as study director in predetermining constructions (Guba &

Lincoln, 1989; Lincoln & Guba, 1986, 2013).
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The fairness quality criterion as actualized in this study followed Lincoln and Guba’s
(2013) methods. Informed consent procedures were utilized to confirm participant willingness in
engagement in the study as well as an understanding of the study’s intent, process, and potential
harm. Correspondence, prolonged engagement, and persistent observation were used to build and
establish appropriate levels of rapport and trust by and with participants. Situational elements
important to addressing the research questions were used where possible. There were limitations
with respect to time spent with each participant due to the nature of their work and availability.
Individual member checking with study participants was limited due to location and availability
constraints as well. However, my advisor and other workshop classmates served as peer
debriefers to test out and discuss my tentative analysis, introspections, ideas, and findings. Study
limitations are reviewed in the next section, following this review of quality criteria of
authenticity.

Ontological Authenticity

Ontological authentication requires that the researcher and each participant are able to
reflect on the constructions of the participant’s lived experience in a sophisticated and
meaningful way to enrich their understandings of the co-constructions. The intent of ontological
authentication is to improve the level of understanding of the individual constructions “from the
tacit to the propositional level” (Lincoln & Guba, 2013, p. 70).

This study utilized the following methods to ensure ontological authenticity, from
Lincoln and Guba (2013). As the inquirer, I conducted dialectical conversations with each
participant in each interview with openness to and awareness of my own preunderstandings. The
interviews developed trusting and caring relationships with each of the participants, with limited

comparison processes of individual and co-constructions where possible, as well as final
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introspective statements of mutual growth. The introspection statements of growth for the
participant were embedded in each interview’s closing questions (see Appendix A), and I found
myself, as the researcher, engaged and empathetic in the experiences of each participant. Both
the participants and I, as the researcher, experienced an openness and increased understanding
and awareness of their individual lived experiences through the course of the interviews and
immediately afterward. I received participant comments that they had never before reflected on
the kinds of questions asked in the interviews, and that they were genuinely appreciative of my
interest in researching their experiences.
Educative Authenticity

Educative authenticity as a quality criterion results when participants develop a greater
understanding, appreciation for, and tolerance of the constructions of others (Lincoln & Guba,
2013). Methodologically, the use of dialectical conversations (in the form of interviews), peer
debriefing (with classmates and my advisor), and limited comparison of participants’ and
researcher’s constructions occurred throughout the interviews and subsequent analyses. The
study advisor conducted an audit trail of the constructions.
Catalytic Authenticity

Catalytic authentication, as described by Lincoln and Guba (2013), stimulates and
facilitates action for change. In my role as researcher, the study resulted in numerous dialogues
with health care colleagues including women physicians, hospital administrators, and clinical
leaders regarding policies, systems, and perspectives of gendered organizational culture. These
numerous conversations served as a catalyst for policy discussions and the need for greater

awareness of the unique needs of women physicians.
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This study continues to inspire interest and has left an impression on me to recognize,
continually, the unique challenges of women physicians in my current and prior health care roles
and institutions. As a senior leader and scholar-practitioner in health care, discussions of this
study topic with women physicians, peer administrators, and clinical leaders have generated
significant interest and dialogue in understanding the lived experience of women physicians. In
loyalty to my participants as their voice, I have advocated for actions, policy changes, and
programmatic development. For example, I have successfully championed for building a new
child development center to support the needs of working families, including physicians. The
experience of studying the lived experience of women physicians in academic pediatrics has
changed the way in which I approach and support employees in my employment role.

Tactical Authenticity

As highlighted in Chapter 3, empowering individuals to take the action this inquiry
implies or recommends is the critical component of tactical authenticity (Guba & Lincoln, 1989).
Study participants, my advisor, my cohort classmates, and other stakeholders (e.g., the IRB) had
input into the research process as well as a role in its emergence. The methods of data collection,
interpretation, and reporting, dialectic conversations, member checking, and any dialogues about
power (particularly as a human resource leader and practitioner) were discussed and negotiated.
The limited discussions with study participants were intended to decrease any potential barrier to
taking action related to the themes identified. In the case of this study, little intervention was
required, as in my work I am an influencer and advocate in support of the study findings.

Study Limitations
Limitations of a study were described by Price and Murnan (2004) as “the systematic bias

that the researcher did not or could not control and which could inappropriately affect the
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results” (p. 66). C. M. Roberts (2010) added that “limitations are areas over which [the
researcher] ha[s] no control” (p. 162) and include methodological concerns such as sample size,
response rates, and data collection and location constraints.

A major limitation of this study is the positionality of the researcher as a White male
studying and writing about women physicians in academic pediatrics. Although conscious of this
positionality and sensitive to potential bias, “every act of inquiry is simultaneously a political act,
in the sense of the exercise of power” (Lincoln & Guba, 2013, p. 77). As this study’s researcher,
I made every attempt to acknowledge bias, recognize the privilege of serving as the human
instrument of the research and voice for the study participants, and “take a posture of advocacy
and activism with respect to all stakeholder groups™ (p. 78). It is up to the reader to determine if |
succeeded.

Another limitation to this study concerns the sampling approach. Hermeneutic
phenomenology “does not generalize from an empirical sample to a certain population” (Van
Manen, 2014, p. 249). The sample size depends on the context of the phenomenon being studied.
As Van Manen (2014) explained, “Depending on the phenomenological question, the general
aim should be to gather enough experientially rich accounts that make possible the figuration of
powerful experiential examples or anecdotes that help to make contact with life as it is lived” (p.
353). Purposeful, snowball sampling was the method used in this study to identify and attract
participants. This study’s interpreted data and developed constructions involved 16 participants.
Whether or not the number of participants was the right number is open for debate, as further
sampling to include more, or a different set of, participants may have resulted in different
interpretations and constructions. However, as Bartholomew et al. (2021) contended, “Samples

must be sufficient to answer a research question . . . researchers should be certain they are able to

151



answer their research questions with the data they have, first and foremost” (p. 12). This study
provided a human instrument for the participants in answering this study’s research questions.
The reader must determine if the themes are relevant and transferable to their understanding of
the lived experience of women physicians in academic pediatrics.

In addition, utilizing a hermeneutic phenomenological methodology requires interactions
between the researcher and the study participants, “focusing on their [participants’] initial
constructions and aimed at developing reconstructions by a process in which all share equally”
(Lincoln & Guba, 2013, p. 65). These constructions were derived through consensus, and
“paradoxically, dependent on the existence of a minimal level of resistance and conflict that must
be resolved to achieve a common construction” (p. 69). Although the participants were engaged
in the outcomes of their respective interviews, the physical distance between the researcher and
study participants made the process of consensus difficult. The resulting constructions may have
been different and/or more sophisticated interpretations with time and closer physical proximity
with the participants.

Aging of the data is another limitation of this study, as the data were collected in 2016
and analyzed for theme constructions over a 2-year period. The length of time it took to conduct
this study was due primarily to my full-time work commitment as a health care system executive.
Over the span of time utilized for data collection, analysis, and write-up, a number of social
issues came to light which may have influenced the study participants’ responses. Thus, the data
must be viewed in the context of the time in which the data were collected and readers must
determine applicability and transferability in light of this context. The recognition of these social
changes and their potential impacts on the study are discussed in the Epilogue following this

Chapter 5.
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My Lived Experience as the Human Instrument of the Research

Guba and Lincoln (1981) described the role and characteristics of the researcher as the
human instrument of the research. The researcher as human instrument recognizes the multiple
and concurrent roles as study administrator, data collector, data analyst, and data interpreter,
serving as “both an independent variable and an interaction effect” (p. 128). In other words, the
researcher is not a distant, unbiased, nor impartial judge of the data. As such, “findings produced
by qualitative inquiry are always relative and context-bound” (D. L. Stewart, 2010, p. 293). This
perspective aligns with constructivism’s presumptive ontology of relativism and epistemology of
transactional subjectivism. The researcher is oneself a variable, recognizing the influences that
have shaped one’s own lived experience and perceptions of people and environments. As
Lincoln and Guba (2013) stated,

The “realities” taken to exist depend on the transaction between the knower and the “to-

be-known” in the particular context in which the encounter between them takes place.

The transaction is necessarily highly subjective, mediated by the knower’s prior

experience and knowledge, by political and social status, by gender, by race, class, sexual

orientation, nationality, by personal and cultural values, and by the knower’s
interpretation (construction) of the contextual surround. (p. 40)

The challenge, then, for the research as the human instrument of the research is learning
to recognize one’s existing perceptions while suspending them to construct new understandings
from the data and voices of the participants. The researcher as human instrument in the
constructivist paradigm is dynamic and creative, seeking understanding that is “unique, atypical,
different, idiographic individualistic” (Guba & Lincoln, 1981, p. 129). This allows the researcher
fluidity in identifying, understanding, and constructing the phenomena under consideration.
Serving Guba and Lincoln’s (1981) Seven Characteristics of the Human Instrument

Guba and Lincoln (1981) described seven characteristics of the human instrument of

research. Table 6 summarizes each characteristic and how each was applied in this study.
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Table 6. Guba & Lincoln’s (1981) Seven Characteristics of the Human Instrument as Applied in

This Study
Characteristic Description Application in this study

Responsiveness Exercises contextual interaction with the Used open-ended, semistructured questions to
dimensions of the context and with the begin and allow the participant drive the
participants, making the dimensions direction of the questions and follow ups. As
explicit. inquirer, answered questions from my own

perspective.
Adaptability Utilizes multiple modes of data Adjusted approach based on meeting place,

Holistic emphasis

Knowledge-base
expansion

Processual
immediacy

Opportunity for
clarification and
summarization

Opportunity to
explore atypical or
idiosyncratic
responses

collection through perceptivity and
instinct, adjusting style, method, and
approach as needed.

Sees the world as a continuous context
within which study participants view
themselves and their lives as real, true,
and meaningful.

Builds understanding through conscious
and unconscious levels of awareness
along with tacitand propositional realms
of knowing.

Processes data immediately upon
acquisition, reordering, changing the
direction of the inquiry based upon it,
generating hypotheses, and testing them
as they are created.

Uses the data collection process to
probe, delve, scrutinize, or cross-
examine to ensure statement clarity; uses
summarization as a credibility check, a
participantrecord, and an opportunity to
catch missed information or points.

Explores responses from experts, or
those with unique roles, and those who
may provide atypical or idiosyncratic
responses.

pace of interview, body language, and areas of
interest.

Recognized the connection between
organizational and personal contexts in the use
of yin-yang framework, and developed two
thematic categories and eight themes from the
data.

Conscious understanding experienced through
descriptions of participant lived experience and
later through interpretive constructions
exploring data individually and as shared
experiences.

While semistructured interviews provided
outline for data collection, follow-up questions
and points were raised spontaneously with no
two interviews exactly the same. Thoughts
were shared and directions changed based upon
participant responses.

Provided probing of responses, active listening
and summarization, follow up questions and
closing question for additional information and
clarification.

The participants were specific types of
physicians that and the inquirer was familiar
enough with the environment to follow up on
atypicalresponses thatinfluenced category and
thematic constructions.

Note. Adapted with permission from “Major characteristics of the instrument,” in Chapter 6, The evaluator as
instrument,” by E. G. Guba & Y. S. Lincoln, 1981, in Effective evaluation: Improving the usefulness of evaluation
results through responsive and naturalistic approaches (pp. 128-138). Copyright 1981 by Jossey-Bass (now owned
by Wiley); permission from Wiley conveyed through Copyright Clearance Center, Inc.
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Serving Guba and Lincoln’s (1981) Five Desirable Qualities of the Human Instrument

In addition to the seven characteristics of the researcher as the human instrument of the
research, Guba and Lincoln (1981) described the desirable qualities of the inquirer as the human
instrument. Table 7 describes those desirable qualities and their application in this study. Overall,
my experience as the human instrument tightly aligned with the desirable qualities Guba and

Lincoln described.

Table 7. Guba & Lincoln’s (1981) Desirable Qualities of the Human Instrument as Applied in
This Study

Quality Application in this study

Empathic Found myself empathizing with participants during the interview and upon
reflection afterward. The thematic categories and themes reflect the empathetic
stance of the inquirer—as the constructions recognize the institutional and
personal challenges faced by women physicians in academic pediatrics.

Dealing with psychological  This study involved few psychological stressors except with one participant who
Stressors felt that her career suffered due to a bad relationship with her boss. In that
instance, I expressed understanding and allowed her to process aloud.

Good listener Was self-aware with active listening but often felt mechanical with follow-up
questions and could have probed more effectively after reading transcripts.

Attentive to others’ social & Took social and behavioral cues from participants related to gender issues and

behavioral signals ethnic dynamics that helped in construction of thematic categories and themes.
Finding people truly As a human resources executive, this study provided me with the opportunity to
interesting understand people with whom I seldom interface. Genuinely found my

participants interesting!

Note. Adapted with permission from “What are desirable qualities for ‘human instrument,”” in Chapter 6, The
evaluator as instrument, by E. G. Guba & Y. S. Lincoln, 1981, in Effective evaluation: Improving the usefulness of
evaluation results through responsive and naturalistic approaches (pp. 138-150), Copyright 1981 by Jossey-Bass
(now owned by Wiley); permission from Wiley conveyed through Copyright Clearance Center, Inc.

Other Learning as the Human Instrument of the Research
I found crafting phenomenology utilizing Vagle’s (2014a, 2014b) less structured
approach was freeing. Vagle’s introduction to the books began with a quote from Van Manen:

Phenomenology aims at gaining a deeper understanding of the nature or meaning of our
everyday experiences. . . . [It] does not offer us the possibility of effective theory with
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which we can now explain and/or control the world, but rather it offers us the possibility
of plausible insights that bring us in more direct contact with the world. (Van Manen,
1990, p. 9)

This perspective of utilizing phenomenology to study people’s lived experience rejects the
notions of methodological perfectionism [overly-mechanistic procedural focus], as well as
theorizing as the goal of a study. Rather, it is one’s understanding of or learning from interpretive
insights that the reader may transfer to an application of their choosing. Methodological
perfectionism is incompatible with phenomenology in the constructivist paradigm, as it
contradicts presumptions pertaining to ontology and epistemology. It is also incompatible with
the constructivist hermeneutic methodology “whereby the constructions are successively
disclosed and plumbed for meaning” (Lincoln & Guba, 2013, p. 40).

As the human instrument of the research, the process of constructing meanings from
participants’ lived experience is, as Vagle (2014a, 2014b) described it, “more of a craft then a
method” (p. 104). Vagle’s insights radically changed my perspective and gave me confidence
and freedom of exploration and joy in my topic. “As phenomenologists, we are actively engaged
in crafting something, and as we engage in craftwork, we need to resist the urge to follow a
recipe, and instead embrace the open searching, tinkering, and reshaping that this important work
requires” (p. 104). Developing a craft is freeing for the researcher, as each discussion, note, and
construction hones one’s craftwork in search of greater understanding of the lived, everyday
human experience. I can take the learnings from my researcher craftwork and reaffirm the
constructions by provoking action in my role as a human resources administrator and
policymaker to improve the workplace and create a vision of equality and fairness more akin to

Lorber’s (1984) vision.
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Drawing Conclusions

The findings of this phenomenological study of the shared experience of women
physician in academic pediatrics were constructed with institutional and personal categories and
corresponding themes presented in the yin-yang framework. The yin-yang framework provided a
philosophical and visual way of presenting the complementary, mutually interdependent, and
reciprocal themes. For the women physicians in this study, institutional barriers still exist as
vestiges of gendered traditional hierarchical structures and culture. The reality for the women
physicians in this study was that they still have a disproportionate responsibility for home-life
and childrearing. They still had to be more intentional in working through the cultural norms that
men take for granted in terms of role expectations, leadership ambition, and systemic symbols
that favor men.

New barriers, disguised as flexible clinical academic roles, could provide desired
opportunities to better balance work and life demands, but could also result in new means of
segregation for women physicians in the academic medical structure. However, as women
physicians’ prevalence increases, along with greater self-awareness of their collective power, in
national professional groups, and through mentoring, there is hope for these women physicians
in academic pediatrics to influence the change of values that shape academic medical culture.

It is important for women physicians to voice their unique needs and expectations,
challenge organizations’ cultural norms, address the self-defeating beliefs underlying the
imposter phenomenon, and seek more organizational power and influence. At the same time,
organizational leaders in academic pediatric medicine need to recognize the barriers women
physicians face and work to eliminate them through thoughtful change and inclusive policy and

practice.
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The participants in this study were smart, interesting, and committed to their profession
of physicians in academic pediatrics. Overwhelmingly, they selected a profession that aligned
with their values and proudly proclaimed their caring for the most vulnerable in their identity in
“physician-ness.” They struggled with personal challenges. They should be celebrated and
supported as the change agents that they are. And although women physicians have yet to
achieve Lorber’s (1984) vision, there is hope.

Although this study was localized to one pediatric academic medical center in the U.S.,
the rigor of this study’s process and its findings suggest a high level of potential transferability
and transportability (Lincoln & Lynham, 2011) to like institutions. This study satisfied the
phenomenological methodology and constructivist paradigm by serving as a catalyst for change
and improved human flourishing.

Given the period over which the study was conducted, the Epilogue which follows
considers the study within the current environment and the context of events which have
occurred since the data collection and analysis. Perhaps Lorber’s (1984) vision is even more
relevant and informative in today’s increasingly social, technological, political, and economic

climate.
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EPILOGUE

Attention to gender issues in organizations was reignited with Sandberg’s (2013) book,
Lean-In: Women, Work, and the Will to Lead, in which Sandberg directly confronted the bias
women face in the workplace, and subsequently started a movement of support groups (West,
2018). Anecdotally, from my position as a human resources executive, there seemed to be
something stirring about the gender in the workplace, and this interest coincided with my
doctoral coursework which ultimately led to this dissertation study. This study’s data were
collected in 2016-2017. Subsequently, several major developments occurred relevant to the
study’s purposes. The #MeToo movement (Burke, 2021; Hillstrom, 2019; Rodino-Colocino,
2018), a significant social movement founded by Burke (2021; Boyd & McEwan, 2022) in 2006,
focused on supporting survivors of sexual violence and rose to prominence in 2017, following
exposure of sexual abuse by Harvey Weinstein in the entertainment industry (Hillstrom, 2019;
Nikolova, 2021; Wahyudiputra, et al., 2021). The movement targeted, in particular, abuse by
men in positions of power who used their roles to take advantage of vulnerable women,
especially in the workplace (Berraf, 2022; Farrow, 2019; Miazad, 2020). Widespread media
coverage led by notable Hollywood actresses exposed a number of male entertainment-industry
leaders, celebrities, and politicians.

George Floyd’s horrific death in 2020 at the hands of the Minneapolis police (Hill et al.,
2020; Parks, 2020) spotlighted institutional racism, and led to mass protests and civil unrest
(Altman, 2020; Campo-Flores et al., 2020; Deliso, 2021; Silverstein, 2021). Institutionalized
racism points to the manner in which the construct of race is embedded in societal operating
structures such as education, government, health care, and the corporate arena (Tyson, 2006).

The subsequent Black Lives Matter (2024) movement (Dunivin et al., 2022; Nummi et al.,
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Feagon, 2019; Weddington, 2021) and a number of articles and books—notably including Eddo-
Lodge’s (2017) Why I'm No Longer Talking to White People About Race, DiAngelo’s (2018)
White Fragility, Kendi’s (2019) How to Be an Antiracist, and Wilkerson’s (2020) Caste: The
Origins of Our Discontents—challenged structural racism and White supremacy, bringing these
issues to the forefront of societal consciousness and forcing dialogues into institutions ranging
from universities, government, corporations, and the entertainment and media industries. New
diversity, equity, and inclusion efforts (Colvin, 2022; McKinsey, 2022; U.S. Chamber of
Commerce, 2021; N. White, 2022) in corporations and government recognized the
intersectionality of gender, race, ethnicity, and class, exploring social justice concepts such as
mmplicit (also referred to as unconscious) bias, microaggressions, antiracism, and White
supremacy. The idea of a reframing of the social strata came into public consciousness, as well
as through corporate and governmental initiatives (Berry-James et al., 2021; Deloitte, 2021;
Jude, 2020; Wallace, 2020; Zheng, 2020). For example, The World Bank (2022) described the
need for social inclusion, which it defined as “the process of improving the terms on which
individuals and groups take part in society—improving the ability, opportunity, and dignity of
those disadvantaged on the basis of their identity” (Social Inclusion section).

As consciousness of race and racism came to the forefront, sexual identity issues related
to the lesbian, gay, bisexual, transgender, queer, intersexed, asexual, and other related
(LGBTQIA+) communities also intensified in challenging societal norms. The Supreme Court of
the United States’ 2015 legalization of same-sex marriage, changed traditional dynamics and
further highlighted discrimination, marginalization, and microaggressions within the larger social
strata (Nadal, 2019; Obergefell v. Hodges, 2015). Relatedly, transgenderism took on an

increasingly visible role in the media due to high profile cases in entertainment, politics, and
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sports (Taylor et al., 2018), and the issue of transgender health care has gained greater interest
and support (Coleman et al., 2022). Although this current study focused on women physicians in
academic pediatrics, further research on intersectionality, and specifically greater inclusion of
LGBTQIA+ experiences in the patterns of formal and informal organization of the workplace
would enhance the literature beyond this study’s contributions to understanding of shared
experience.

These significant social movements exposed abuses of power in the traditional and
patriarchal hierarchies and structures and demanded the end to prejudicial and discriminatory
treatment of women, people of color, and other marginalized groups. How did all of this rising
social consciousness impact the women physicians in academic pediatrics in this study, and their
interview responses? I was not able to reach back out to them, but I do believe that they may
have responded with greater self-awareness of their positions in the academic culture and
gendered hierarchy, and demanded greater influence in their organizations and an accelerated
end to the double standards and gendered cultural positioning. They may also have been
emboldened to seek higher levels of leadership in academe as prior generations retire.
Conversely, it is also possible that the social movements actually reflected what had already been
stirred in academic pediatrics, albeit with less media coverage. The increasing prevalence of
women, together with their increasing self-awareness, activism, and influence, has changed the
face of academic pediatrics. These social movements could provide the tailwinds needed to
finally reach Lorber’s (1984) vision.

As these social movements have had substantial impact on societal injustices toward
women in general, and including professional women, another major event occurred that

specifically impacted women physicians: the COVID-19 pandemic. Again, unfortunately, I did
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not have the opportunity to reach out to this study’s participants during and after the pandemic.
However, similar to the significant pending social changes, an obvious question emerged: How
might the pandemic have shaped interpretations of this study of women physicians in academic
pediatrics? It seemed clear that the pandemic magnified at least a few of the personal themes,
including Pulling Double Duty, and Physician Identity and the Calling of Care, constructed from
the participants’ lived experience in this study. Women physicians in their role as mothers were
impacted specifically related to child care and the fact that many schools were shut down and
later required online learning. This placed more responsibility on women physicians in their
disproportionate role as domestic care providers.

In addition, during the pandemic, networking and professional development opportunities
went exclusively online, limiting opportunities for deeper discussions and relationship building.
There seem to be mixed responses to online events, but suffice to say that women physicians in
academic pediatrics probably suffered more than men in established positions of power.

Brubaker (2020) specifically noted that the pandemic “highlighted systemic assumptions
about women physicians that may cause unintentional disadvantage” (p. 835), including the
reduction of work hours, and “modifying career progress” (p. 835) to accommodate and balance
the demands of the work-life with personal responsibilities. The increases in patient volumes
brought about by the pandemic required adjustments to physicians’ professional lives with
“many of these adjustments . . . made disproportionately by women physicians” (p. 836).
Brubaker called for both women and men to “reject the expectation of unhealthy personal
sacrifice” (p. 836), and further stated,

Working toward a more appropriate life-work balance for all physicians will improve

opportunities for physicians to reach their full potential in the[ir] personal roles while
growing professionally to care for patients and each other. Women and men physicians
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should be able to share the joy and the work of their lives equally. The COVID-19
pandemic may just be the catalyst needed to achieve that goal. (p. 836)

Perhaps the concurrent social awakening combined with the realities of the COVID-19 pandemic
accelerated the pathway to Lorber’s (1984) vision, and thus the impact on women physicians in
academic pediatrics. Although this study’s meaning and implications were never intended to
extend beyond its participant group, consistent with the constructivist paradigm, its findings in
the context of past and current informing literature, combined with my practitioner experience,
suggest a degree of transferability and transportability (Lincoln & Lynham, 2011). In my own
setting, for example, although I am no longer in an academic institution, I was inspired to
develop and implement a leadership development program for the needs of women physicians.
Without this study and the shared experiences of the participants, the understanding required to
develop and implement that program would not have occurred. Just as Lorber’s book and vision
transferred to and inspired this study, so too am I encouraged that this study may do the same for

related future research and researchers.
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APPENDIX A: INTERVIEW QUESTIONS

A Hermeneutic Phenomenological Study of Women Physicians’ Shared Experience at an
Academic Pediatric Hospital

Study Interview Questions 5-22-15

Demographic Questions

Age

Medical school graduation date
Education level

Race/Ethnicity

Sexual Orientation (if willing to share)

Initial Open-ended Questions
1. How did you come to choose medicine as a career?

2. What other areas of study or professions did you consider before deciding on medicine?

3. Who, if anyone, influenced your decision to go to medical school? Tell me about how she/he
influenced you.

4. How would you describe your experience in medical school? What was going on in your life
then? How, if at all, has your view of your medical school experience changed?

5. How would you describe the person you were then?

Intermediate Questions
1. Could you describe a typical day when you are interacting with other physicians? Nurses?

2. In order to be successful in your environment, what did you need to learn and how did you
learn that?

3. Tell me about your thoughts or feelings in working with women physicians versus male
physicians? What experiences have you had that have shaped your perspective about these
working relationships?

4. How would you describe the relationship you have with nurses? What factors most influence
that relationship from your perspective?

5. What helps you manage these relationships? What problems have you encountered? Tell me
the sources of these problems?

6. Who has been helpful to you when you have relationship problems at work? How has she/he
been helpful?
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What are the most important lessons you learned through working with other women in the
health care setting?

Tell me how you would describe the person you are now. What most contributed to this
change [or continuity]?

Ending Questions

1.

What are the most important ways for women to manage relationships with each other in
health care?

How have you grown as a person since medical school? Tell me about the strengths that
you’ve discovered in the course of your career as a physician? [If appropriate] What do you
most value about yourself now? What do others most value in you?

If you could use a metaphor to describe your experience or learning process as a woman
physician at a pediatric teaching hospital...what would it be? Why that choice?

Based on your experiences, what advice would you give to women physicians just getting out
of medical school?

If you were to have residents in their first week and give them five gifts of knowledge (or
nuggets of wisdom)....what would those be? Why?

Is there anything that you might not have thought about before that occurred to you during
this interview?

I's there anything else you think I should know to understand relationships between women at
[Name of institution]?

Could you provide the name of a woman physician colleague who will give me a different
perspective?

Is there anything you would like to ask me?
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