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ABSTRACT
Background and Objectives: Workforce diversity is associated with improved
health outcomes. Currently, primary care physicians who are underrepresented in
medicine (URiM) disproportionately work in underserved areas. Increasingly, URiM
faculty describe experiencing imposter syndrome (IS), including a sense of not
belonging in their work environment and a lack of recognition. Studies of IS among
family medicine faculty are not prevalent nor are the factors most associated with
IS among URiMs and non-URiMs. The objectives of our study were to (1) determine
prevalence of IS among URiM faculty compared to non-URiM faculty; (2) determine
factors associated with IS among both URiM and non-URiM faculty.

Methods: Four hundred thirty participants completed anonymous, electronic
surveys. Wemeasured IS using a 20-item validated scale.

Results: Among all respondents, 43% reported frequent/intense IS. URiMs were
not more likely than non-URiMs to report IS. Factors independently associated
with IS for both URiM and non-URiM respondents include inadequate mentorship
(P<.05) and poor professional belonging (P<.05). However, inadequatementorship,
lowprofessional integration andbelonging, and racial/ethnic discrimination-based
exclusion from professional opportunities (all P<.05) were more prevalent among
URiMs than non-URiMs.

Conclusions: While URiMs are not more likely than non-URiMS to experience
frequent/intense IS, they are more likely to report racial/ethnic discrimination,
inadequate mentorship, and low professional integration and belonging. These
factors are associated with IS and may be reflective of how institutionalized
racism impedes mentorship and optimal professional integration, which may be
internalized and perceived as IS among URiM faculty. Yet, URiM career success in
academic medicine is crucial for achieving health equity.

INTRODUCTION
Diversity in themedical workforce is associated with improved
health outcomes, especially for the most disadvantaged com-
munities. 1 Physicians who are underrepresented in medicine
(URiM) are more likely than non-URiM physicians to work in
medically underserved areas, especially primary care physi-
cians. 1–3 Yet, URiMs often describe a sense of not belonging
in their current work environment,4,5 a lack of recognition
of their own successes, and a lack of attribution of their
achievements to their own intrinsic worth as opposed to just
luck or happenstance. These experiences are consistent with
elements of the imposter syndrome6 (IS) and are likely to
negatively influence URiM recruitment, retention, and career
persistence.

The term Impostor Phenomenon (IP) was coined in
the late 1970s by two clinical psychologists, Pauline Rose

Clance and Suzanne Imes, who used it to describe a series
of traits and behaviors of high-achieving, primarily White,
middle/upper-middle class women.6 They described highly
successful professional women, many with high scores on
standardized tests, advanced degrees, significant academic
achievements, and positions of authority, who, despite their
accomplishments, reported feelings of fraudulence about their
successes and a lack of capacity to attribute their successes to
their own intrinsic abilities.6 Specific familial characteristics
thought to be potential root causes of IP included families
that persistently and unreasonably valued achievement. As
such, when IP was designated, the concept itself was originally
thought to apply mostly to high-achieving White women
with characteristic family dynamics. Since then, however,
the phenomenon has become known by the term imposter
syndrome (IS) and is widely applied across racial/ethnic,
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gender, and class-based experiences as well as frequently
referenced among many who feel they do not belong in their
professional space.7

Extant literature has suggested that IS generally is more
common among females than males and is notably prevalent
among medical students and other medical professionals.8–10

One review reported rates of IS ranging from 22% to 60%
among physicians and physicians in training. 11 Research find-
ings on the prevalence of IS and associated factors among
racial/ethnicminorities are inconsistent. For example, a recent
study found no difference in the prevalence of IS by race/eth-
nicity among a group of nursing students. 12 In contrast, a
systematic reviewof theprevalence andpredictors of IS showed
that symptoms of IS were particularly high among ethnic
minority groups. 13 Yet, another scoping review of medical
students found no association between IS and minority sta-
tus. 11,14 Factors that havebeenassociatedwith IS for racial/eth-
nic minorities include microaggressions and experiences of
racial/ethnic discrimination. Such experiences were found to
be significantly predictive of increased feelings of otherness
and intellectual ineptitude. 15,16 Additionally, Cokley et al 17

and McClain et al 18 found that for racial/ethnic minorities,
a combination of stressors—including racial discrimination,
microaggressions, and fears of not belonging—correlatedwith
IS. In 2017, Cokley et al. 19 also reported that perceived discrim-
ination had a stronger impact on feelings of IS among African
American and Latino/a/x students compared to their Asian
American peers. More investigation is needed to understand
the prevalence and potential factors associated with IS among
URiMs and non-URiMs in academic medicine.

Since the 1970s, the number of URiMs entering and
remaining in the medical workforce has been stagnant.20 Even
fewer URiMs pursue academic medicine, and when they do,
they often are disproportionately overextended with clinical
care responsibilities, diversity efforts, and other forms of
volunteer service to their institutions compared to non-URiM
faculty.4,21 These institutional activities are reflective of the
minority taxoftenexperiencedbyURiMs inacademicmedicine,
which can deter participation in activities such as mentorship
and scholarly work necessary to achieve promotion.5,21 Com-
pounding the effect of the minority tax on the promotion and
tenure process, URiMs often are passed over for leadership
positions as a result of structural and systemic mechanisms
of inequity, including racism and sexism.4,5 URiMs often are
surprised when White faculty evaluate their level of accom-
plishment, devaluing their work, and in some cases, blatantly
or subtly racially discriminating despite the individual’s high
academic achievement.4 These mechanisms of micro- and
macroaggression may take a physical and psychological toll.22

Therefore, not surprisingly, many URiMs perceive (1) isolation
in their academic environments4,5; (2) little acknowledgment
of their successes, and (3) lack of ascription of their achieve-
ments to their own intrinsic worth. These perceptions are
associated with IS and contribute to anxiety, depression, low
self-confidence,23,24 and subsequent adverse effects on job

well-being, satisfaction, and performance.25

This study furthers the research about IS by examining the
prevalence of IS and related factors among academic family
medicine (FM) faculty. The study aimed to (1) determine the
prevalence of IS among URiM and non-URiM FM faculty and
teachers; and (2) identify the factors associated with IS among
both URiM and non-URiM faculty and teachers.

METHODS
Data Collection and Participants
For this cross-sectional study, we e-mailed an anonymous
web-based survey to a convenience sample of participants who
identified as family medicine faculty and/or teachers across
the United States from September through November 2020.
We also extended an invitation to participate in the study
to physicians and faculty/teachers from various disciplines.
We recruited participants via national organization listservs
(eg, from the Society of Teachers of Family Medicine and the
North American Primary Care Research Group) as well as by
survey dissemination to known academic contacts (also family
medicine faculty and/or teachers) of the principal investigator.
The Institutional Review Board of the American Academy of
Family Physicians reviewed and granted exemption to the
study.

Dependent and Independent Variables and Instruments
We collected demographic data, including age, race/ethnic-
ity, gender identity, academic degree, faculty appointment,
years since training, and practice region. We used the Clance
Imposter PhenomenonScale (CIPS) tomeasure IS, the outcome
variable. CIPS is a20-itemvalidated instrument inwhichscores
range from 20 through 100 and correspond to four categories
of IS: low (score≤40), moderate (41-60), frequent (61-80), or
intense (>80). CIPS items measure the presence of cognitions
and effects associatedwith IS, including feelings related to fear
of (a) evaluation, (b) not being able to repeat successes, and (c)
being less capable than others (see Appendix for complete list
of questions).26

Other important independent factors potentially related to
career experiences included perceived professional discrimi-
nation based on gender, race/ethnicity, or class; mentorship;
and professional integration. We measured discrimination
experiences using the Perceived Gender, Race/Ethnicity, and
Class Bias Scale, a 6-item scalemeasuring perceived structural
and systemic bias and discrimination in professional advance-
ment.4 A sample question was, “In your professional career,
have you ever been left out of opportunities for professional
advancement based on your race/ethnicity?” Response options
included never, sometimes, often, and always. We assessed
mentorship experiences using several items from the Robert
Wood Johnson Foundation’s Mentorship Relationship Func-
tions Scale, which assesses the perceived performance of a
respondent’s faculty mentor. We focused on the following
item: “Do you believe that inadequate mentoring has impeded
your career growth?” Response options ranged from 1 (very
significantly) to 5 (not at all significantly). We measured
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perceptions of professional integration by asking respondents
whether they perceived themselves well-integrated into their
professionandperceivedasenseofbelonging in theirpositions.
Response options ranged from 1 (frequently) to 4 (never).27

Analysis
We classified participants as URiM based on the Associa-
tion of American Medical Colleges’ definition of underrep-
resented in medicine: “racial and ethnic populations that
are underrepresented in the medical profession relative to
their numbers in the general population.”28 The following
groups are underrepresented in medicine compared to their
representation in the general US population: Black/African
American, Hispanic/Latino/a/x, Native American (American
Indian, Alaska Natives), and Native Hawaiian/other Pacific
Islanders.29,30 We used Fisher’s exact tests to compare demo-
graphic and career experience variables between URiMs and
non-URiMs. We compared the percentage of respondents with
IS scores categorized as frequent or intense across respon-
dents’ career experiences. We used unadjusted and adjusted
Firth logistic regression models to compare covariate odds of
frequent/intense IS vs low/moderate IS. Regression models
included dummy variables for missing covariate values. The
variables age, faculty appointment type, primary degree, and
years since training each strongly correlated with one another.
We compared adjusted model fit characteristics (eg, Akaike
information criterion) and found years since training to be the
variable to best fit the data in terms of explaining differences
between IS categories. We performed all analyses using SAS
software version 9.4. 31

RESULTS
A total of 542 respondents began the survey; among those,
430 completed the survey. Demographically, of those who
completed surveys, 45% were under 40 years of age and about
three-quarters (77%) identified as cigender female (Table 1).
A majority identified as White non-Hispanic/Latino (65%)
with 21% of respondents identifying as URiM. Thirty-eight
percent were assistant professors, and 36% were less than
7 years posttraining. Most respondents were located either
in the Northeastern (32%) or in the Western (30%) region
of the United States. The percentage of URiM respondents
working in the South (29%) was nearly twice the percentage of
non-URiM respondents (16%, P<.05). The percentage of non-
URiM respondents in the Midwest (19%) was nearly twice the
percentage of URiM respondents (10%).

Nearly half of all respondents (43%) reported either fre-
quent (37%) or intense (6%) feelings of IS while 45% reported
moderate IS and 12% reported low feelings of IS (Table 2).
Twenty-nine percent of respondents indicated that inade-
quate mentorship significantly or very significantly impeded
their career growth. A greater percentage of respondents
with frequent or intense IS reported that inadequate men-
torship very significantly/significantly impeded their career
growth, sometimes/infrequently/never feeling professionally
well-integrated, and sometimes/infrequently/never perceiv-

ing a sense of belonging compared to respondents with low or
moderate IS. Slightly more than one-third of URiM respon-
dents (34%) reported that inadequate mentorship impeded
their career growth compared with 27% of non-URiM respon-
dents (P<.05, Figure 1). URiMs were significantly more likely
to report sometimes, often, or always being left out of pro-
fessional opportunities due to their race/ethnicity (P<.05).
In addition, URiMs were more likely than non-URiMs to
infrequently/never feel professionallywell-integrated (29%vs
14%, respectively; P<.05). Lastly, URiMs were more likely than
non-URiMs to infrequently/never feel a sense of belonging in
their current professional position (19% vs 10%, respectively;
P<.05).

The percentages of respondents with frequent or intense
IS and unadjusted and adjusted odds ratios of frequent or
intense IS by respondent characteristics are presented in
Table 3. Compared with reference groups, the odds of frequent
or intense IS were highest for respondents with fewer than
7 years since training completion (OR=3.45; 95% CI: 1.88,
6.30), who practiced in the Northeast (OR=2.23; 95% CI:
1.18, 4.22) or West (OR=1.98; 95% CI: 1.04, 3.78), who very
significantly/significantly experienced inadequate mentorship
as impeding career growth (OR=1.94; 95% CI: 1.13, 3.31),
and who only sometimes (OR=2.77; 95% CI: 1.57, 4.87) or
infrequently/never (OR=3.69; 95% CI: 1.378 9.87) felt a sense
of professional belonging (Table 3). Notably, URiM cis-females
were not more likely than non-URiM cicgender females to
report frequent or intense IS.

DISCUSSION
Our study revealed that specific demographic factors (ie, years
since training completion, which correlated with younger age
and lower faculty rank; practice region) and career experi-
ences (ie, inadequate mentorship, sense of belonging) are
particularly associated with frequent or intense feelings of
IS. We observed significant differences between URiM and
non-URiM faculty in terms of career experiences. URiMs were
not more likely to report frequent or intense IS compared
to non-URiMs; but compared with non-URiMs, URiMs were
more likely to report racial/ethnic discrimination in their
careers, low professional integration, inadequate mentorship,
and infrequent sense of belonging in the profession. The latter
two are associated with frequent or intense IS.

Findings that URiM respondents report more racial/ethnic
discrimination and inadequate mentorship in their career tra-
jectories compared to non-URiM respondents confirm previ-
ous research. URiMhealth care professionals and trainees, 32–34

including family physicians, 35 reported experiences of racism
and discrimination in the health care setting during direct
patient care as well as during interactions with colleagues
and institutions. Moreover, URiMs reported feeling unsup-
ported by their institutions when they did experience such
macro- and microagressions. 33,35 Mentorship, however, is
widely thought to be a crucial, supportive component of
success in academic medicine 36–39 and may also be helpful in
mitigatingexperiencesof racial/ethnicdiscrimination.40,41 Yet,
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TABLE 1. Demographic and Employment Characteristics of Respondents by Underrepresented inMedicine (URiM) and non-URiM Status

Characteristic Total, N (%) URiM, n (%) Non-URiM, n (%) P
value

430 (100) 90 (21) 340 (79)

Age group .426

<40 years
41-50 years
51-64 years
65+ years

193 (45)
109 (25)
98 (23)
30 (7)

43 (48)
25 (28)
19 (21)
3 (3)

150 (44)
84 (25)
79 (23)
27 (8)

Gender identity .344

Cisgender female
Cisgender male
Other gender identity/sexual orientation

329 (77)
85 (20)
16 (4)

71 (79)
14 (16)
5 (6)

258 (76)
71 (21)
11 (3)

Race/ethnicity <.001

White NH
Black NH
Hispanic/Latino/a/x
AI/AN NH
Native Hawaiian/Other
Pacific Islander NH
Asian/Asian American NH
Mixed race NH
Other NH

279 (65)
29 (7)
45 (10)
1 (0)
5 (1)
53 (12)
16 (4)
8 (2)

0 (0)
29 (32)
45 (50)
1 (1)
5 (6)
7 (8)
8 (9)
1 (1)

279 (82)
0 (0)
0 (0)
0 (0)
0 (0)
46 (14)
8 (2)
7 (2)

MD/DO as primary degree 384 (89) 81 (90) 303 (89) .810

Faculty appointment .475

Professor/Associate Professor
Assistant Professor
Clinical instructor
None of the above

154 (36)
165 (38)
52 (12)
59 (14)

27 (30)
40 (44)
12 (13)
11 (12)

127 (37)
125 (37)
40 (12)
48 (14)

Years since training .285

<7 years
7-10 years
11-19 years
20+ years

155 (36)
58 (13)
103 (24)
114 (27)

38 (42)
13 (14)
22 (24)
17 (19)

117 (34)
45 (13)
81 (24)
97 (29)

Practice region .005

Northeast
Midwest
South
West
Other

139 (32)
73 (17)
82 (19)
131 (30)
5 (1)

24 (27)
9 (10)
26 (29)
28 (31)
3 (3)

115 (34)
64 (19)
56 (16)
103 (30)
(1)

Abbreviations: URiM, underrepresented in medicine; NH, non-Hispanic/Latino/a/x; AI/AN, American Indian/Alaska Native (Native American)
Notes: Other gender or sexual identity includes respondents who indicated a nonbinary gender (n=10), a sexual identity including lesbian, gay, bisexual,
asexual, queer, or intersex (n=3).

as reflected in ourfindings, URiMs often experience inadequate
mentorship.5,42–45

Inadequate mentorship is also likely related to inadequate
professional integration and sense of belonging—whether
that factor is the cause, effect, or both. Previous research
has corroborated our findings that URiMs often experience
deficits in professional integration,5,46,47 which may also have
some relationship to inadequate mentorship. Low profes-
sional integration and belonging may also be connected to the
severe underrepresentation of Black, Latino/a/x, Native Amer-
ican/America Indian and Pacific Islander medical students and
faculty across the country. Underrepresented medical school
enrollees and full-timeURiM faculty across USmedical schools

have increased minimally over the past 40 years.20,48 While
faculty diversity in the specialty of family medicine is higher
than in other specialties, it still significantly lags behind that
of the general US population.49 Combined factors of covert
and overt racial/ethnic discrimination and disproportionate
burdens associated with diversity efforts,5,21,50 augmented by
inadequate mentoring, can exacerbate experiences of profes-
sional isolation and invisibility and lead to low professional
integration for URiMs.

Considering our study results with prior findings onURiMs
in academic medicine,51–54 we are compelled to question the
impact of racial/ethnic discrimination, inadequate mentor-
ship, and low professional integration and belonging on the
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TABLE 2. Distributions of Career Experiences by Imposter Syndrome Type

Imposter syndrome type

Characteristic Total, N (%) Low/moderate, n (%) Frequent/intense, n (%)

430 (100) 246 (57) 184 (43)

Do you believe inadequate mentoring has impeded your career growth?*

Very significantly/significantly 123 (29) 54 (22) 69 (38)

Somewhat significantly 92 (21) 53 (22) 39 (21)

Not significantly 210 (49) 137 (56) 73 (40)

Do you feel well-integrated into the network of your current professional position?*

Frequently 169 (39) 120 (49) 49 (27)

Sometimes 175 (41) 83 (34) 92 (50)

Infrequently/never 73 (17) 34 (14) 39 (21)

Do you feel a sense of belonging in your current professional position?*

Frequently 214 (50) 154 (63) 60 (33)

Sometimes 153 (36) 64 (26) 89 (48)

Infrequently/never 50 (12) 19 (8) 31 (17)

Ever felt left out of professional opportunities because of your race/ethnicity?*

Never 304 (71) 174 (71) 130 (71)

Sometimes 91 (21) 52 (21) 39 (21)

Often/always 28 (7) 16 (7) 12 (7)

*Fisher’s exact P value <.05 comparing the overall distribution of low/moderate and frequent/intense responses within each career experience. Note:
Responses were missing for inadequate mentorship (n=5), feeling well-integrated (n=13), feeling a sense of belonging (n=13), and feeling left out of
professional opportunities because of race/ethnicity (n=7). Across all questions, the missing data comprised 1% to 3% of responses.

FIGURE 1. Distribution of Career Experiences by Underrepresented inMedicine (URiM) vs Non-URiM
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TABLE 3. Imposter Syndrome (%), Unadjusted and Adjusted Odds Ratios by Respondent Characteristics

Characteristic Frequent/intense IS Frequent/intense IS vs low/moderate IS

% Unadjusted OR(95% CI) Adjusted OR(95% CI)

Underrepresented inmedicine (URiM)

Non-URiM 42.1 ref ref

URiM 45.6 1.15 (0.72, 1.84) 1.00 (0.59, 1.72)

Gender identity

Cisgender male/other 30.7 ref ref

Cisgender female 46.5 1.95 (1.21, 3.13)* 1.48 (0.85, 2.58)

Years since training

<7 years 59.4 4.86 (2.83, 8.36)* 3.45 (1.88, 6.30)*

7-10 years 44.8 2.72 (1.38, 5.36)* 1.88 (0.89, 4.00)

11-19 years 38.8 2.13 (1.18, 3.84)* 1.39 (0.72, 2.68)

20+ years 22.8 ref ref

Region

Northeast 47.5 1.93 (1.09, 3.42)* 2.23 (1.18, 4.22)*

Midwest 43.8 1.67 (0.87, 3.21) 1.98 (0.95, 4.14)

South 31.7 ref ref

West 45.0 1.75 (0.98, 3.12) 1.98 (1.04, 3.78)*

Degree to which inadequate mentorship impeded career growth

Very significantly/significantly 56.6 2.39 (1.51, 3.76)* 1.94 (1.13, 3.31)*

Somewhat significantly 55.7 1.38 (0.84, 2.28) 1.09 (0.62, 1.94)

Not significantly 34.8 ref ref

How often do you feel well integrated into your profession?

Frequently 29.0 ref ref

Sometimes 52.6 2.70 (1.73, 4.21)* 1.36 (0.77, 2.41)

Infrequently/never 53.4 2.79 (1.58, 4.91)* 0.69 (0.28, 1.67)

How often do you feel belonging in your current profession?

Frequently 28.0 ref ref

Sometimes 58.2 3.54 (2.29, 5.49)* 2.77 (1.57, 4.87)*

Infrequently/never 62.0 4.13 (2.17, 7.85)* 3.69 (1.38, 9.87)*

Age group

<40 years 55.4 3.89 (1.61, 9.41)*

41-50 years 44.0 2.47 (0.99, 6.18)

51-64 years 22.4 0.92 (0.35, 2.41)

65+ years 23.3 ref

Primary degree

MD/DO 44.0 1.60 (0.84, 3.05)

Other 32.6 ref

Faculty appointment

Full/Associate professor 29.9 ref

Assistant professor 52.1 2.54 (1.60, 4.02)*

Clinical instructor 40.4 1.59 (0.83, 3.06)

None of the above 52.5 2.58 (1.39, 4.78)*

Ever felt left out of professional opportunities because of your race/ethnicity?

Never 42.8 ref

Sometimes 42.9 1.01 (0.63, 1.61)

Often/always 42.9 1.01 (0.46, 2.21)

*P<.05. Note: age, primary degree, and faculty appointment type were omitted from adjusted analysis due to
strong correlation between these covariates and years since training. Abbreviations: URiM, underrepresented
in medicine; IS, imposter syndrome; OR, odds ratio; CI, confidence interval; ref, reference group
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career advancement of URiMs. Compared to White faculty
in academic medicine, URiMs are significantly less likely to
advance in rank or faculty appointment.55,56 Despite their often
greater workloads, few URiMs have leadership positions such
as chairpersons or deans in academic institutions.57 Given the
differences we found between URiM and non-URiM respon-
dents, we urge contemplation of how institutionalized racism
can disallow adequate mentorship and produce suboptimal
professional integration, ultimately negatively affecting career
development.58

When considering IS, our data do not reflect higher
instances of the phenomenon among URiM respondents. Yet,
URiMs and other faculty of color in academic settings often
describe a sense of imposterism.59,60 We argue that rather
than true IS among URiMs, an internalization of feelings of
inadequacy and fraudulence as a result of institutionalized
racism experienced across educational and career trajectories
may instead subsequently be mislabeled as IS. This false
attribution is important to recognize precisely because the
group to which IS was originally ascribed may have vastly
different educational, career, and social experiences than
URiMs. IS is often noted to be intrinsic to a person and,
consequently, must be addressed and overcome by the
affected individual.61,62 This ascription puts the onus of
change on individuals rather than on external structures of
institutionalized racism that have upheld and perpetuated
racial/ethnic discrimination and disseminatedmessages of not
belonging in academia.

Our data builds on existing evidence that change is needed
to achieve equity. Many recommendations exist for addressing
the dearth of recruitment and retention among URiMs in
academic medicine.21,50,63–65 Leaders can take advantage of
the wealth of literature documenting the unique challenges of
URiMs to begin to dismantle the structures of institutionalized
racism and oppression that contribute to feelings of IS, namely
micro/macroaggressions and minority tax experiences that
many URiMs disproportionately face in academia.21,50,63–68

One example of action that leaders can take is to determine
the racial/ethnic composition of departments/institutions to
understand who and how many are underrepresented, while
also then investigating whether URiMs are overrepresented on
diversity committees, for instance, and therefore are taking
on the brunt of DEI (diversity/equity/inclusion) efforts. Other
important actions that leaders can take include intentional
training on how to identify and address institutional racism
in academia and holding not only their own organizational
leadership accountable for change but also holding national
specialty organizations accountable for implementing strate-
gies to improve DEI and career development efforts of faculty
across the specialty.5 Lastly, leaders and their institutions
can invest in developing and supporting senior mentors of all
racial/ethnic backgrounds (including White allies) to promote
greater integration of URiM faculty into their professional
circles. Experienced mentors can do this not only by helping
early to midcareer URiM faculty navigate scholarly work but

also by revealing to young facultywhat theyneed to knowabout
the hidden curriculum of academia. In this way, mentors can
serve as advocates for URiM faculty and can also support them
throughmicro- andmacroaggressions.67

Limitations

This study’s cross-sectional design limited causality, and the
convenience sample of respondents limited generalizability
of findings. Additionally, this study did not measure other
factors that might contribute both to feelings of IS in general
and to career advancement, especially among URiMs. Such
factors include parental education, family income, and wealth.
Nonetheless, to our knowledge, this is the first study to
examine IS and associated factors among family medicine
faculty.

CONCLUSION
Workforce diversity is intricately linked to attainment of
health equity for patients. Yet, diversity alone is insufficient
to address the disadvantage of some groups compared to
others. Diversitymust be combinedwith equity andwelcoming
institutional environments. For many URiMs, long-standing
experiences of discrimination and exclusion continue to pave
their educational and career experiences in medicine. To pro-
vide high-quality care for disadvantaged communities, URiM
recruitment, retention, career development, promotion, and
leadership in academic medicine must improve to equitably
diversify our workforce. For URiMs in family medicine to
succeed, we must work with allies and our leading profes-
sional organizations to implement strategies that address the
disadvantage of those groups who have the least access to
professional opportunities. Moreover, to function as optimal
mentors for rising learners, URiMs also must have access to
positions of power. Institutional inaction and maintenance of
structural racism in medical academia has helped to create
and perpetuate feelings of imposterism among URiMs, which
may mask experiences of racial/ethnic discrimination. Our
study findings reinforce that differential factors are associated
with the lived experiences of historically underrepresented
racial/ethnic groups with respect to their professional experi-
ences. This work also brings to light that structural racism can
have a detrimental impact on academic medical careers. The
time to implement policies that promote the change we want
and need, is now—not just for us as academic physicians, but
for our patients.
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