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Background: Gender-based discrimination and sexual
harassment are common in medical practice and may be
even more prevalent in academic medicine.

Objective: To examine the prevalence of gender-based
discrimination and sexual harassment among medical
school faculty and the associations of gender-based dis-
crimination with number of publications, career satisfac-
tion, and perceptions of career advancement.

Design: A self-administered mailed questionnaire of U.S.
medical school faculty that covered a broad range of topics
relating to academic life.

Setting: 24 randomly selected medical schools in the con-
tiguous United States.

Participants: A random sample of 3332 full-time faculty,
stratified by specialty, graduation cohort, and sex.

Measurements: Prevalence of self-reported experiences
of discrimination and harassment, number of peer-
reviewed publications, career satisfaction, and perception
of career advancement.

Results: Female faculty were more than 2.5 times more
likely than male faculty to perceive gender-based discrim-
ination in the academic environment (P , 0.001). Among
women, rates of reported discrimination ranged from 47%
for the youngest faculty to 70% for the oldest faculty.
Women who reported experiencing negative gender bias
had similar productivity but lower career satisfaction
scores than did other women (P , 0.001). About half of
female faculty but few male faculty experienced some
form of sexual harassment. These experiences were simi-
larly prevalent across the institutions in the sample and in
all regions of the United States. Female faculty who re-
ported being sexually harassed perceived gender-specific
bias in the academic environment more often than did
other women (80% compared with 61%) and more often
reported experiencing gender bias in professional ad-
vancement (72% compared with 47%). Publications, ca-
reer satisfaction, and professional confidence were not
affected by sexual harassment, and self-assessed career
advancement was only marginally lower for female faculty
who had experienced sexual harassment (P 5 0.06).

Conclusion: Despite substantial increases in the number
of female faculty, reports of gender-based discrimination
and sexual harassment remain common.

Ann Intern Med. 2000;132:889-896.

For author affiliations and current addresses, see end of text.

Women now account for slightly more than one
quarter of U.S. medical school faculty (1).

However, it has been reported that female physi-
cians in academic settings encounter more gender
discrimination and sexual harassment than do fe-
male physicians in the community (2–5). Female
physicians, even those in positions of authority in
medical schools, perceive a considerably more hos-
tile environment than their male colleagues, and
gender discrimination and sexual harassment con-
tribute substantially to these perceptions (6). Gender
discrimination refers to gender-based behaviors, pol-
icies, and actions that adversely affect work by lead-
ing to disparate treatment or creation of an intim-
idating environment (7). Sexual harassment covers a
spectrum from generalized sexist remarks and be-
haviors to coercive sexual advances (8) and from
unconscious patronization and subtle innuendo to
blatant sexual threats (8–10).

Although harassment of medical students by su-
periors has been examined frequently (11–15), less
is known about gender discrimination and sexual
harassment among academic medical faculty. Stud-
ies of harassment in academic medicine have gen-
erally examined small samples or populations at
only one site or in one discipline (12, 13, 16, 17).
Moreover, studies have usually examined harass-
ment and abuse in isolation rather than in the
context of the total academic experience. Nar-
rowly focused surveys typically overestimate the
prevalence of problems that they examine because
the persons who have experienced those problems
are more likely to respond to questionnaires. Our
study examines gender-based discrimination and
sexual harassment in the context of the total work
experience of full-time academic medical school
faculty. Specifically, we examined the perceived
prevalence of gender-based discrimination and sex-
ual harassment among medical school faculty and
the associations of these phenomena with an objec-
tive academic measure (number of peer-reviewed
publications), as well as the subjective outcomes
of career satisfaction and perceptions of career
advancement.
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Methods

Study Design

In 1995, we used a two-stage design to draw a
stratified random sample of full-time faculty at U.S.
medical schools. First, we selected 24 medical schools
from which faculty would be sampled. Of the 126
medical schools listed by the Association of Amer-
ican Medical Colleges (AAMC) at that time, we
excluded 6 schools that were outside the contiguous
United States because the AAMC considers them
to differ greatly from mainland schools. To obtain
reasonable numbers of female and ethnic minority
faculty in each institution, we also excluded 14 schools
with total faculties smaller than 200 persons, those
in which female faculty numbered fewer than 50,
and those in which ethnic minority faculty num-
bered less than 10. We used random numbers to
select 24 schools from the remaining 106 eligible
medical schools. The mean number of faculty at the
sampled schools (749) was similar to the mean num-
ber of faculty in the population of the 106 eligible
schools (722). The resulting sample of schools was
balanced across the four AAMC regions of the
United States and was divided evenly between pub-
lic and private institutions. Women represented 23%
of all AAMC faculty and of faculty in the sampled
schools.

In the second stage of sampling, we identified
full-time salaried faculty from the 24 schools. We
used the AAMC Faculty Roster System to select
approximately 4000 faculty, whom we stratified by
sex (female or male), ethnicity/race (under-repre-
sented ethnic minority or other), and medical spe-
cialty (basic scientist, surgical specialist, medical and
other specialist, or generalist) within three gradua-
tion cohorts (years of experience, and faculty who
completed a doctorate [MD or PhD] before 1970,
between 1970 and 1980, or after 1980).

The AAMC listed 17 434 faculty at the selected
schools. Exclusion of 720 faculty in unique depart-
ments that did not exist at other medical schools
left 16 714 faculty, of which 4156 were women.
Within each of the 24 schools, we first sampled
faculty by using 6 replications of a 4 3 3 3 2 facto-
rial design, with equal numbers in four academic
department groupings, three graduation cohorts,
and two sexes. Within each cell (school 3 depart-
ment grouping 3 graduation cohort 3 sex), we sought
6 faculty. The most senior graduation cohort cells
were filled first. When we found fewer than 6 fac-
ulty for a cell, we finished filling the cell with per-
sons who were in the same school, specialty, and sex
but were adjacent in age cohort. To achieve ade-
quate numbers of ethnic minority, generalist, surgi-
cal, and senior female faculty, we supplemented this
balanced design by including 100% of ethnic minor-

ity and generalist faculty, all women in surgical spe-
cialties with very few women, and all women with
more than 15 years’ experience since receiving their
doctoral degree. The balanced factorial part of the
design yielded somewhat fewer women than men
because not all cells contained at least 6 women.
The total ethnic minority and generalist samples
also had fewer women. This imbalance was offset by
the addition of senior and surgical female faculty,
leading to a sample with nearly equal numbers of
men and women.

We mailed 4405 surveys to faculty at their pro-
fessional addresses. Of the faculty, 1073 were inel-
igible because they had left their institutions (512),
were not full-time (510), had died (11), had partic-
ipated in the pilot sample (9), or had other reasons
for being excluded (31). Nonrespondents among the
eligible 3332 faculty received reminder postcards,
follow-up telephone calls, and survey remailing as
needed.

The self-administered survey contained 177 ques-
tions about personal demographic characteristics;
self-esteem; family responsibilities; experiences of
bias, discrimination, and harassment; current aca-
demic environment; mentoring relationships; profes-
sional goals; academic productivity; rank; faculty
compensation; and career satisfaction. Approximate-
ly 10% of the survey items related to gender-based
discrimination and sexual harassment, which could
have occurred at any time over the faculty mem-
ber’s career. The survey was pretested by 45 medical
school faculty at three institutions to ensure that the
respondents would understand the meaning of the
questions and could answer the questions appropri-
ately.

Outcome Measure and Definitions of Variables

We used a career satisfaction scale consisting of
four items that assessed the work environment:
“How satisfied are you with 1) your current work
setting, 2) your potential to achieve your profes-
sional goals, 3) your overall professional practice
and/or research and 4) the extent to which this
practice and/or research has met your expectations”
(18). Each item was measured on a Likert scale
ranging from 1 (very dissatisfied) to 5 (very satis-
fied) (Cronbach a 5 0.87).

We conceptualized gender discrimination as be-
haviors, actions, policies, procedures, or interactions
that adversely affect work by resulting in disparate
treatment according to sex or creation of a hostile
or intimidating environment (7). We asked the fol-
lowing specific questions.

1. Do you perceive any gender-specific biases or
obstacles to the career success or satisfaction of
faculty by gender in your academic environment
(1 5 no, never; 5 5 yes, frequently)?
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2. In your professional career, have you ever
been left out of opportunities for professional ad-
vancement based on gender (1 5 yes, 2 5 probably,
3 5 possibly, 4 5 not to my knowledge, 5 5 no)?

3. In your professional career, have you had in-
creased opportunities for professional advancement
based on gender (same scale as in the preceding
question)?

Our sexual harassment construct was based on
the 1980 Equal Employment Opportunity Commis-
sion definition: “unwelcome sexual advances, re-
quests for sexual favors, and other verbal or physical
conduct of a sexual nature” (19). We asked the
following questions:

1. In your professional career, have you encoun-
tered unwanted sexual comments, attention, or ad-
vances by a superior or colleague (1 5 no, 2 5 yes)?

2. If the answer to the previous question was yes,
how much of a problem has this been for you (1 5
no problem, 5 5 major problem)?

We captured the severity of sexual harassment by
using five levels described by Till (8): 1, generalized
sexist remarks and behavior; 2, inappropriate sexual
advances; 3, subtle bribery to engage in sexual be-
havior; 4, threats to engage in sexual behavior; and
5, coercive advances. In analyses, we defined harass-
ment broadly as including any of these behaviors and
narrowly as reporting levels 2 to 5 on the Till scale.
We evaluated the perceived impact of sexual harass-
ment with the following questions: To what extent
have these experiences had a negative effect on your
confidence in yourself as a professional (1 5 not at
all, 5 5 greatly)? To what extent have these experi-
ences negatively affected your career advancement
(1 5 not at all, 5 5 greatly)?

Statistical Analysis

Frequency distributions, means, and SDs were
used to describe survey respondents. We used multi-
variate models to test all relations between gender
and outcomes or between outcomes and faculty
characteristics within gender. The following vari-
ables appear in all models: medical school, specialty
(basic science, surgical specialists, medical and other
specialists, and generalists), race or ethnicity (under-
represented ethnic minority and other), seniority
(years since first faculty appointment), and seniority
squared. When comparing men and women, we re-
port the adjusted mean for each group (using the
least-mean-squares method) and the 95% CI for the
adjusted mean difference, which is the main effect
of “female” in a model using all of the above vari-
ables as predictors.

To simplify reporting, the values in Tables 2 and
4 refer to ordinary least-squares regressions, regard-
less of the form of the dependent variable. Findings

did not differ (and therefore are not separately re-
ported) when logistic regression was used to predict
dichotomous outcomes.

We used the same multivariable method to test
men and women separately for associations of dis-
crimination and harassment with various personal
and professional characteristics. Because few men
reported these experiences (93 [9%] reported dis-
crimination and 48 [5%] reported harassment),
there was little power to detect such associations for
men. Details of these analyses are therefore pre-
sented for women only. Results of examining the
association between a report of having been sexually
harassed and a respondent’s perception and experi-
ence of discrimination are shown for men and
women.

Participants responded to subjective questions by
using a Likert scale of 1 to 5; we reported as
positive any response of 3, 4, or 5. Findings rarely
changed when only responses of 4 or 5 were con-
sidered positive. For the two questions in Table 5 in
which the cut-point made a difference, we provide
more detailed information on the response distribu-
tion.

Table 1. Participant Characteristics*

Variable Women
(n 5 953)

Men
(n 5 1010)

Age, n (%)
,40 y 301 (32) 244 (24)
40–49 y 346 (36) 392 (39)
.50 y 303 (32) 373 (37)

Ethnicity/race, n (%)
White 773 (81) 809 (81)
Black 62 (7) 90 (9)
Hispanic 26 (3) 39 (4)
Asian 84 (9) 55 (5)
Native American 3 (0) 5 (0)

Marital status, n (%)
Part of a couple 755 (80) 925 (93)
Single† 186 (20) 73 (7)

U.S. region, n (%)
Northeast 378 (40) 357 (36)
South 198 (21) 234 (24)
Midwest 172 (18) 207 (21)
West 200 (21) 195 (20)

Type of institution, n (%)
Private 454 (48) 466 (47)
Public 495 (52) 535 (53)

Specialty, n (%)
Primary care 276 (30) 332 (33)
Basic science 235 (25) 228 (23)
Medical specialty 266 (28) 245 (24)
Surgical specialty 153 (16) 190 (19)

Rank, n (%)
Full professor 203 (22) 346 (35)
Associate professor 244 (27) 254 (26)
Assistant professor 418 (45) 344 (35)
Instructor 58 (6) 41 (4)

Mean total career publications 6 SD n 23 6 33 36 6 49
Mean career satisfaction score 6 SD‡ 3.4 6 0.9 3.6 6 0.9

* Information is missing on age for 7 women and 6 men, ethnicity for 3 women and 6
men, specialty for 16 women and 12 men, rank for 32 women and 25 men, region for
5 women and 17 men, institution for 4 women and 9 men, and marital status for 12
women and 12 men.

† Includes divorced, separated, widowed, and never married.
‡ From McGlynn’s four-item scale. Each item was measured on a Likert scale of 1 to 5

(1 5 very dissatisfied, 5 5 very satisfied).
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We used linear regression to estimate the effects
of having experienced gender bias in advancement
and having been sexually harassed on the number of
publications and career satisfaction. Because the
distribution of the number of publications is highly
skewed, our analysis was structured to predict log of
publications plus one. In these analyses, we con-
trolled for hours of work per week, percentage of
time in research, and percentage of time in clinical
work, in addition to the variables listed above. We
used SAS statistical software, version 6.11 (SAS In-
stitute, Inc., Cary, North Carolina).

Role of the Funding Source

The Robert Wood Johnson Foundation funded
the study but had no role in its design, conduct, or
reporting.

Results

Demographic Characteristics of Respondents

The number of respondents was 1979, with re-
sponse rates of approximately 60% for both male
and female faculty. Women accounted for 49% of
the faculty respondents (Table 1). The similar dis-
tributions of respondent men and women by spe-
cialty, region, and public status of their institution
reflected the balance built into the sampling design.
However, even sampling by sex within cohorts de-
fined by year of medical school graduation did not
fully equalize the age distribution: Female respon-
dents were on average 2 years younger than male
respondents. White faculty accounted for 81% of
respondents for both genders; fewer women than
men were black (6.5% and 9.0%) or Hispanic (2.7%
and 3.9%), and more women than men were Asian
(8.8% and 5.5%). Women were less likely than men
to be married or have a partner (80% and 93%)
(the category “single” encompassed never married,
divorced, separated, or widowed). Women were less

frequently full professors (22% and 35%), were
more often assistant professors (45% and 35%) and
had fewer total career publications (23 and 36).

Because of the sampling design, our respondents
differed somewhat from the AAMC Medical Faculty
Roster in terms of age distribution (we had a flatter
age distribution that was similar for men and
women) and overrepresentation of nonwhite faculty.
The rank distribution of male respondents was sim-
ilar to that in the AAMC, but our female respon-
dents were older than is typical and included a
higher proportion of full professors (22% compared
with 10%). The specialty distribution also differed,
with more faculty in basic science (25% and 16%).

Gender-Based Discrimination and Harassment

Table 2 shows the prevalence of gender-based
discrimination and harassment among male and fe-
male faculty. Many more female faculty than male
faculty perceived gender bias in the academic envi-
ronment (77% and 30%; P , 0.001). In addition,
60% of women but only 9% of men suspected or
felt clearly that they had experienced gender bias in
professional advancement (P , 0.001). However,
many more women than men also felt that gender
had given them an advantage in professional ad-
vancement (31% and 11%; P , 0.001). More than
half of female faculty (52%) reported having been
sexually harassed by a superior or colleague com-
pared with only 5% of male faculty (P , 0.001).

Factors Associated with Discrimination and
Harassment

Many faculty and school characteristics were ex-
amined separately for men and women in terms of
associations with gender discrimination, including
age, ethnicity, marital status, number of publica-
tions, specialty and rank of faculty, public or private
status, and regional location of institution. No factor
was associated with discrimination among men (P .

Table 2. Perception and Experience of Discrimination and Harassment by Gender

Problem* Adjusted Mean Value† Difference between
Adjusted Means

(95% CI)‡

P Value

Women
(n 5 953)

Men
(n 5 1010)

% percentage points

Respondents who perceived gender-specific bias in the academic
environment§ 77 30 47 (43–52) ,0.001

Respondents who personally experienced gender bias in
professional advancement\ 60 9 51 (48–55) ,0.001

Respondents who personally experienced gender advantage in
professional advancement\ 31 11 20 (16–23) ,0.001

Respondents who personally experienced harassment¶ 52 5 47 (44–50) ,0.001

* Each question was scored on a scale of 1 to 5. Responses of 3, 4, or 5 were counted as positive.
† Adjusted for medical school, specialty, ethnicity/race (majority or minority), and years since first faculty appointment.
‡ Value for women minus the value for men.
§ 1 5 no, never; 5 5 yes, frequently.
\ 1 5 no, 2 5 not to my knowledge, 3 5 possibly, 4 5 probably, 5 5 yes.
¶ 1 5 no, 2 5 yes.
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0.05 for all factors). Among women, factors inde-
pendently associated with gender-based discrimina-
tion were increasing age (prevalence ranged from
47% for women , 40 years of age to 70% for wom-
en . 50 years of age) and black compared with
white ethnicity (74% and 60%) (Table 3).

When the same characteristics were examined for
associations with self-reported harassment, we found
no associations among men. Among women, white
female faculty reported more harassment than did
other female faculty of ethnicities or races (57%
compared with #42%), women in primary care re-
ported less harassment than did women in other
specialties (44% compared with $52%) and women
of senior rank reported more harassment than did
other female faculty (58% compared with 47%)
(Table 3).

Data on type of sexual harassment by increasing
level of severity are shown in Table 4. Almost half
of female faculty (48%) reported encountering sex-
ist remarks or behavior, and nearly 30% reported
more substantial harassment (unwanted sexual ad-
vances, subtle bribery to engage in sexual behavior,
threats to engage in sexual behavior, or coercive
advances). In contrast, male faculty rarely reported
such experiences (#3%). Although most women re-
ported that sexual harassment had little effect on
their professional confidence or their career ad-
vancement, the presence of an effect was more ev-
ident for women than men (P 5 0.007 and 0.06,
respectively). Women who reported being sexually
harassed were more likely to perceive institutional
gender bias in the academic environment (Table 5)
and gender bias in professional advancement (P ,
0.001 for both) than did other female faculty.

Associations with Career Outcomes

Female faculty who reported experiencing nega-
tive gender bias had lower career satisfaction scores
than did other women (adjusted mean scores, 3.2
and 3.7; P , 0.001), even though they had similar
numbers of publications (P . 0.2). Among men, re-
ported discrimination was not associated with either
satisfaction or number of publications. Among men
and women, the experience of harassment was not
independently associated with career satisfaction or
number of publications (P . 0.2 for all compari-
sons).

Discussion

Although the high prevalence of sexual harass-
ment of women in traditionally “male” occupa-
tions is well documented (20, 21), the problems of
gender-based discrimination and sexual harass-
ment among faculty in academic medicine have not
been studied. Data on medical students reveal a
disturbing frequency of such experiences (15–17,
22, 25–28). In our study, men and women differed
strikingly in their experiences and perceptions of
gender-based discrimination and sexual harassment:
More than half of female faculty reported such ex-
periences, whereas very few men noted that such
behavior existed in academic medicine. A substan-
tial minority of female faculty felt that their gender
had helped them in career advancement, whereas
male faculty seldom perceived a gender advantage
in career progress.

Our results are consistent with previous findings
that female surgeons and other specialists in histor-

Table 3. Female Faculty’s Experience of Discrimination and Harassment

Faculty
Characteristics

Women Discrimination Harassment

Unadjusted Rate Adjusted P Value* Unadjusted Rate Adjusted P Value*

n % %

All women 953 60 – 52 –
Age

,40 y 301 47 – 49 –
40–50 y 346 63 ,0.001 52
.50 y 303 70 ,0.001 55

Ethnicity/race
White 773 60 – 57 –
Black 62 74 0.03 42 0.07
Hispanic 26 46 39 0.05
Asian 84 56 21 ,0.001
Native American 3 33 0

Specialty
Primary care 276 53 – 44 –
Basic science 235 64 56 0.03
Medical specialty 266 63 52 0.02
Surgical specialty 153 63 0.06 60 0.003

Rank
Full/associate 447 68 – 58 –
Assistant/instructor 474 52 47 0.02

* P values indicate statistical significance of differences from the base category (listed in the first row) after adjustment for all other characteristics (medical school, specialty,
ethnicity/race, age, and rank). P values .0.1 are not shown.
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ically male-dominated specialties are more likely to
be harassed (2–6). In fact, female faculty are almost
twice as likely as women in primary care to be
sexually harassed. Possible explanations include the
idea that primary care is more hospitable to women
because of the greater numbers of women in that
discipline and that surgery and other procedure-
oriented specialties place a higher value on hierar-
chy, authority, and traditional hegemonic structures
than do other disciplines, which has better main-
tained an environment of gender discrimination.

Some differences were seen among ethnic or ra-
cial groups; black women reported more gender-
based discrimination than white women or women
of other ethnic minority groups. However, white
women reported sexual harassment more frequently
than did black women or women of other ethnic
minority groups. It is not clear whether white
women are actually more likely to experience sexual
harassment than are other women or are simply
more sensitized to these issues. Ethnic minority
women may find it difficult to determine whether
offensive, harassing, or discriminating behavior is
gender-based or ethnicity-based. The greater preva-
lence of harassment among higher-ranked women
faculty may mean that the situation is improving
and the prevalence of harassment is decreasing.
However, it may simply reflect the reality that
longer careers provide more opportunity for nega-
tive experiences.

Gender bias and mild forms of sexual harassment
have more far-reaching consequences than has pre-
viously been appreciated. Satterfield and Muehlen-

hard (29), found that flirtatiousness in an authority
figure negatively affects women’s self-confidence in
their creativity but does not affect men’s self-confi-
dence. They postulated that women have had more
cumulative negative experiences and are therefore
sensitive to even minor forms of harassment (29,
30). Although flirtatiousness, particularly when re-
ciprocated, is often not viewed as harassment (31),
it still negatively affected women’s professional con-
fidence. We did not find large differences in the
effects of sexual harassment on professional confi-
dence or career advancement, but women who re-
ported experiencing negative gender bias had lower
career satisfaction. Several investigators (32) have
found that women focus and define themselves
more in the context of relationships than do men.
This tendency may enhance women’s awareness of
these issues in the workplace. The full consequences
of the subjective aspects of harassment and gender
bias are unknown.

Cole and Singer (30) suggest that women’s lower
publication rate may stem from the accumulation of
micro-inequities over time. Gender bias and sexual
harassment are two such inequities. Despite the
high prevalence of gender bias and sexual harass-
ment, women in our study with these experiences
had productivity similar to that of other female
faculty, as assessed by numbers of publications.

The major limitation of our study is that it is
cross-sectional and cannot follow the effects of ha-
rassment on faculty careers over time. We report
associations of gender discrimination and sexual ha-
rassment with several outcomes, including peer-

Table 4. Experience and Perceived Effects of Harassment by Gender

Nature and Effects of Harassment Adjusted Mean Value* Difference between
Adjusted Means

(95% CI)†

P Value

Women
(n 5 953)

Men
(n 5 1010)

% percentage points

Personally encountered any of the following
Sexist remarks or behavior 48 1 47 (44 to 51) ,0.001
Unwanted sexual advances 27 3 25 (22 to 28) ,0.001
Subtle bribery to engage in sexual behavior 8 0 8 (6 to 10) ,0.001
Threats to engage in sexual behavior 2 1 1.5 (0.5 to 2.4) 0.002
Coercive advances 8 1 7 (5 to 9) ,0.001

Personally encountered any of the four most severe types of harassment
listed above (items 2–5) 29 3 26 (23 to 29) ,0.001

Respondents reporting harassment‡ 495 48
Among respondents reporting harassment, the extent to which

harassment affected the following§
Professional confidence

Little (1 or 2) 75 94 219 (232 to 25) 0.007\
Much (4 or 5) 9 2 7 (23 to 18) 0.152¶

Career advancement
Little (1 or 2) 77 90 213 (226 to 0) 0.060\
Much (4 or 5) 11 8 3 (27 to 13) 0.573¶

* Adjusted for medical school, specialty, ethnicity/race (majority or minority), and years since first faculty appointment.
† Adjusted mean difference is defined as the value for women minus the value for men.
‡ Data given are the number of respondents.
§ Each question was scored on a Likert scale of 1 to 5 (1 5 not at all, 5 5 greatly).
\ P value compares scores of 1 or 2 with scores of 3 to 5.
¶ P value compares scores of 1 to 3 with scores of 4 or 5.
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reviewed publications, career satisfaction, and per-
ception of career advancement. However, we have
no way of determining cause and effect: that is,
whether the perception of gender bias results in
lower job satisfaction among faculty or lower job
satisfaction increases the perception of gender bias.
In addition, a cross-sectional study fails to capture
the experience of “non-stayers,” most notably those
who may have left academic medicine rather than
continue in what they perceive to be an unwelcome
environment. Our data are self-reported and may
not accurately reflect the actual experience of fac-
ulty. However, because our questions were part of a
larger survey of the total experience of academic
faculty, response bias was probably less pronounced
than in a more narrowly focused study.

We have limited data on the 40% of faculty who
did not respond to the survey, and we have no way
of measuring response bias. We examined only gen-
der-based discrimination and harassment by superi-
ors or colleagues and did not explore gender-based
problems among students or patients (33, 34). Fur-
thermore, we documented the frequency but not the
“experience” of discrimination or harassment. Qual-
itative studies are needed to understand these phe-
nomena and to guide the design of specific inter-
ventions. Finally, our data do not reflect only the
current academic environment; the reported experi-
ences of gender discrimination and sexual harass-
ment could have occurred at any point in an aca-
demic career. However, among female faculty
initially appointed in 1988 or later, roughly half
reported discrimination or harassment in their pro-
fessional careers.

Our study has many strengths. It examined med-
ical faculty and used a national database to deter-
mine the prevalence of gender-based discrimination
and sexual harassment among both male and female
faculty in the full spectrum of medical school de-
partments. Because our study was part of a larger

survey of the total academic experience of faculty,
less response bias should have occurred than in
more narrowly focused studies. We also addressed
both subjective and objective career outcomes of
gender bias and sexual harassment.

Because medical school faculty educate future
physicians and provide care to patients, widespread
and under-recognized gender bias and harassment
have broad consequences. The high prevalence of
perceived gender bias and sexual harassment among
female faculty makes these issues of serious concern
for leaders of academic medicine.
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Table 5. Experience and Perception of Discrimination by Gender and Harassment Status*

Problem Women (n 5 953) Adjusted
P Value†

Men (n 5 1010) Adjusted
P Value†

Experienced
Harassment
(n 5 495)

Have Not
Experienced
Harassment
(n 5 458)

Experienced
Harassment

(n 5 48)

Have Not
Experienced
Harassment
(n 5 962)

n (%) n (%)

Respondents who perceived gender-specific bias in the
academic environment‡ 392 (80) 273 (61) ,0.001 12 (25) 233 (25) .0.2

Respondents who personally experienced gender bias
in professional advancement§ 358 (73) 210 (47) ,0.001 13 (27) 80 (8) ,0.001

Respondents who personally experienced gender
advantage in professional advancement§ 166 (34) 99 (22) ,0.001 11 (23) 81 (9) ,0.001

* Each question was scored on a scale of 1 to 5. Responses of 3, 4, or 5 were counted as positive. Numbers and percentages are unadjusted.
† P values refer to differences within gender between those who reported having experienced harassment and those who did not have this experience.
‡ 1 5 no, never; 5 5 yes, frequently.
§ 1 5 no, 2 5 not to my knowledge, 3 5 possibly, 4 5 probably, 5 5 yes.
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Dr. Palepu: Room 620-B, Burrard Building, Centre for Evalua-
tion and Outcome Sciences, St. Paul’s Hospital, 1081 Burrard
Street, Vancouver, British Columbia V6Z 1Y6, Canada.
Dr. Moskowitz: Section of General Internal Medicine, Boston
University School of Medicine, 720 Harrison Avenue, Suite 1102,
Boston, MA 02118.
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