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ABSTRACT
Background and Objectives: Diversity, equity, and inclusion (DEI) efforts strive
to create a physician workforce that represents the general population. Barriers
remain, however, regarding the promotion of women and underrepresented in
medicine (URiM) physicians. We sought to describe gender and race trends in
academic family medicine leadership over the past decade.

Methods: We performed a secondary analysis of Council of Academic Family
Medicine Educational Research Alliance clearinghouse data, examining demo-
graphic survey responses from available surveys of family medicine clerkship
directors (CDs), program directors (PDs), and department chairs from 2011 to 2023.

Results: During the time studied, family medicine CDs female representation
expanded to 60.2% of CDs, an increase of 23%. CDs increased Asian representation
by 127% without significant change in other racial groups. Family medicine PDs
female representation expanded to 54.5% of PDs, an increase of 97%. PD Black
representation expanded by 51%, and Asian representation expanded by 100%.
Family medicine department chairs female representation expanded to 37.5% of
chairs, an increase of 61%. Similarly, Black representation expanded by 95%, and
Hispanic representation expanded by 150%. In total, 19.1% of chairs identified as
URiM in 2023.

Conclusions: Family medicine has improved advancements into academic leader-
ship positions. Familymedicine CDs and PDs have achieved representative status of
females but lag in URiM representation. Family medicine department chairs have
made progress in both female and URiM representation but still lag compared to
the general and family medicine physician population. Additional mentorship and
sponsorship are needed to access the resources available in family medicine to
further advance DEI in the representativeness of its leadership.

INTRODUCTION
The primary care physician workforce in the United States
does not proportionally reflect the gender or racial and ethnic
diversity of theUnited States. 1 US census data from2020 shows
that 51.1% of the general population is female, while Black,
Hispanic, and Indigenous populations represent 35% of the
general population.2 Improving the gender and racial/ethnic
diversity of the family medicine workforce is a key recommen-
dation by multiple family medicine associations. 3 Along with
improving the diversity of family medicine, promoting those
of diverse backgrounds into leadership is imperative. Diverse
leadershipmay contribute to equitable health care systems that
serve the needs of all.4

One measure of diversity is underrepresented in medicine
(URiM).URiM ispartially a result ofhistorically rooted systemic

inequities hindering advancement into physician careers. A
recent focus to improve URiM representation in leadership has
resulted in several programs to enhance skills and address the
unique needs that URiM faculty might require.5–8

Women are underrepresented in leadership positions in
academic medicine in multiple specialties,9 despite women
now encompassing most of the medical school graduates,
increasing the proportion of women in medicine. 10,11 Gender
stereotypes and double standards regarding leadership style
also play a role in promotion disparities. 12

While limited, the published data on racial/ethnic diversity
within department chairs in family medicine do show progress
in improving representativeness. 13,14 Family medicine, as a
specialty, has the highest percentage of URiM department
chairs, but representation is still lagging compared to the
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United States population. 13,14 Similarly, neither the family
medicine trainee workforce (medical students 27.2% URiM,
familymedicine residents 23.3%URiM) 10,15,16, academic family
medicine faculty (21.9% URiM) 17,18, nor family medicine PDs
(11.5% URiM) 19 currently match the racial/ethnic demograph-
ics of the United States. No published data are available on the
diversity of family medicine clerkship directors.

Previous published studies all have been cross-sectional
designs providing snapshots of the diversity of the academic
family medicine workforce. To define progress in achieving
representative leadership in academic family medicine, we
must first understand the most recent demographic trends.
This study aimed to explore racial/ethnic and gender demo-
graphic trends of academic familymedicine leadership, specif-
ically family medicine clerkship directors, program directors,
and department chairs, over the past decade.

METHODS
We obtained data from the publicly available Council of Aca-
demic Family Medicine Educational Research Alliance (CERA)
data clearinghouse.20 CERA conducts annual cross-sectional
surveys of all US family medicine clerkship directors and
department chairs, as well as biannual cross-sectional surveys
of all US family medicine residency program directors.21–23

These surveys begin with standardized questions regarding
the demographic data of the respondents. Methodology papers
have validated the representativeness of CERA survey respon-
dents and have found no differences between respondents and
nonrespondents.21–23 In these surveys, all US family medicine
clerkship directors, program directors, and department chairs
receive an email invitation to participate. The data are publicly
available 90 days after each survey closes on the Society of
Teachers of Family Medicine (STFM) website. These surveys
were approved by the American Academy of Family Physicians
(AAFP) Institutional Review Board prior to their administra-
tion.

Demographic data in each survey were abstracted for
trendline analysis from 2011 to 2023. Program director surveys
withmultiple surveyswithin the same yearwere combined into
singular data points. Gender and race/ethnicity were plotted
over time. Data were compiled to represent academic family
medicine leaders that are URiM based on the Association of
American Medical Colleges (AAMC) definition: “Underrepre-
sented in medicine means those racial and ethnic popula-
tions that are underrepresented in the medical profession
relative to their numbers in the general population.”24 This
definition includes Black, Hispanic, Indigenous, and spe-
cific Asian nationalities (Vietnamese, Laotian, Cambodian, and
Indonesian heritage). CERA surveys do not delineate Asian
subpopulations. Because a large majority (>95%) of Asian
physicians do not classify as URiM, we did not include them
as URiM in our analysis. We also combined gender and race
to assess the effects of intersectionality. We used descriptive
statistics to describe trends in the data. We analyzed the data

using R statistics software version 4.2.2 (R Foundation). We
performed trendline analysis using linear logistic regression
and Pearson’s correlation coefficient test.

RESULTS
Family Medicine Clerkship Directors
Weanalyzed a total of 12 CERA familymedicine clerkship direc-
tor surveys. All surveys included demographic information
regarding respondents’ declared gender and race/ethnicity.
Response rates for the CERA clerkship director surveys ranged
from 49% to 86% (Appendix 1). We found no consistent
changes in responding family medicine clerkship directors
from public versus private medical schools during this time
(ranges: 64.5%–72.7% and 27.3%–35.5% respectively). In
the first survey, from 2012, 48.8% (42/86) of the survey’s
respondentswere female, and 51.2% (44/86)weremale (Figure
1A). The racial/ethnic breakdown of these respondents was
9.4% (8/85) Asian, 2.4% (2/85) Black, 2.4% (2/85) Native
Hawaiian/Pacific Islander/American Indian, 2.4% (2/85) His-
panic, and83.5% (71/85)White (Figure 1B). Intersecting gender
and race/ethnicity showedapopulationof 44.2%(38/86)White
male, 38.4% (33/86) White female, 10.5% (9/86) non-White
male, and 7.0% (6/86) non-White female (Figure 1C).

The 2023 CERA clerkship director survey showed that
survey-responding US family medicine clerkship directors
have become proportionallymore female, increasing by 23% to
represent 60.2% (56/93) of respondents identifying as female
and 39.8% (37/93) as male (R2=0.6075, P=.0014). During this
period, the racial profile of survey-responding US family
medicine clerkship directors has trended non-White.We found
an 84% increase (30.3% vs 16.5%, R2=0.5789, P=.002) in the
proportion identifying as non-White and a 127% increase in
the proportion identifying as Asian (21.3% vs 9.4%, R2=0.543,
P=.0031). The total racial/ethnic breakdown in 2023 was 21.3%
(19/89) Asian, 3.4% (3/89) Black, 0% (0/89)NativeHawaiian/-
Pacific Islander/American Indian, 2.2% (2/89) Hispanic, and
69.7% (62/89)White.Whengrouping based on theAAMCURiM
definition, URiM clerkship directors did not change over the
past decade (9.0% vs 7.1%, R2=0.0045, P=.4917). Intersecting
race and gender data corresponded to a 7% increase in White
females (40.9%vs 38.4%,R2=0.367, P=.0184), an 85% increase
in non-White males (19.4% vs 10.5%, R2=0.2601, P=.0451), a
100% increase in non-White females (14.0%vs 7.0%,R2=0.271,
P=.0413), and a 42% decrease inWhitemales (25.8% vs 44.2%,
R2=0.7974, P<.0001).

Family Medicine Program Directors
We analyzed a total of 22 CERA family medicine program
director surveys. All surveys included demographic informa-
tion regarding respondents’ declared gender, and 11 surveys
included information regarding race/ethnicity. Response rates
for the CERA program director surveys ranged from 41% to
61% (Appendix 1).We found no consistent changes in respond-
ing family medicine program directors from university-based
programs, community-based programs, or military programs
(ranges: 13.5%–19.6%; 75.6%–82.9%; 0.3%–5.0% respec-
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FIGURE 1. Trends in Family Medicine Clerkship Director Diversity

tively) or community size (ranges: <150,000 people 40.4%–
52.1% and >150,000 people 47.9%–59.6%). The first sur-
vey was from 2011, where 27.6% (47/170) of that survey’s
respondents were female and 72.4% (123/170) were male
(Figure 2A). The first survey with racial/ethnic data was
from 2017; it reported 4.9% (14/287) Asian, 3.5% (10/287)
Black, 0.6% (1/287) Native Hawaiian/Pacific Islander/Amer-
ican Indian, 8.4% (24/287) Hispanic, and 78.0% (224/287)
White (Figure 2B). Intersecting gender and race/ethnicity
showed a population of 47.0% (135/287) White male, 31.0%
(89/287) White female, 11.8% (34/287) non-White male, and
10.1% (29/287) non-White female (Figure 2C).

The 2023 CERA program director survey showed that
survey-responding US family medicine program directors
have become proportionally more female, with a 97%
increase correlating with 54.5% (307/557) of respondents

identifying as female and 45.5% (250/557) as male (54.5%
vs 27.6%, R2=0.9691, P<.0001). During this period, the racial
profile of survey-responding US family medicine residency
program directors has remained relatively unchanged,
with a racial/ethnic breakdown of 9.8% (55/564) Asian,
5.3% (30/564) Black, 0.7% (4/564) Native Hawaiian/Pacific
Islander/American Indian, 6.6% (37/564) Hispanic, and 72.9%
(411/564) White. We observed statistically significant trends in
a 23%decrease inWhite (72.9%vs 78.0%,R2=0.7418, P=.0138),
a 100% increase in Asian (9.8% vs 4.9%, R2=0.8958, P=.0021),
and a 51% increase in Black (5.3% vs 3.5%, R2=0.9111, P=.0015)
program directors. When grouping based on the AAMC URiM
definition, URiM residency program directors did not change
over the past decade (14.2% vs 12.5%, R2=0.2201, P=.174).
Combining race and gender data corresponded to a 50%
increase in non-White females (15.2% vs 10.1%, R2=0.8656,
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FIGURE 2. Trends in Family Medicine Program Director Diversity

P=.0035) and a 25% decrease in White males (35.2% vs 47.0%,
R2=0.9351, P=.0008). We found no statistically significant
change in White females (38.5% vs 31.0%, R2=0.267, P=.147)
and non-White males (11.1% vs 11.8%, R2=0.0768, P=.0008).

Family Medicine Department Chairs

We analyzed a total of six CERA family medicine department
chair surveys. All surveys included demographic information
regarding respondents’ declared gender, and four surveys
included race/ethnicity. Response rates for the CERA
department chair surveys ranged from 48% to 77%
(Appendix 1). We found no consistent changes in responding
family medicine department chairs from university-
based, community-based, or military departments (ranges:
53.5%–63.7%; 34.0%–43.9%; 0.3%–1.2%, respectively) or
community size (ranges: <150,000 people 40.4%–52.1%

and >150,000 people 47.9%–59.6%). In the first survey,
from 2013, 23.3% (20/86) of that survey’s respondents were
female, and 76.7% (66/86) were male (Figure 3A). The first
survey with racial/ethnic breakdown was in 2019; it showed
7.1% (7/99) Asian, 6.1% (6/99) Black, 1.0% (1/99) Native
Hawaiian/Pacific Islander/American Indian, 2.0% (2/99)
Hispanic, and 76.8% (76/99) White (Figure 3B). Intersecting
gender and race/ethnicity together showed a population of
50.5% (48/95)Whitemale, 29.5% (29/95)White female, 21.1%
(20/95) non-White male, and 7.4% (7/95) non-White female
(Figure 3C).

The 2023 CERA department chair survey showed that
survey-respondingUS familymedicinedepartment chairs have
become proportionally more female, with a 61% increase
to 37.5% (42/112) of respondents being female and 62.5%
(70/112) being male (37.5% vs 23.3%, R2=0.867, P<.0001).
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FIGURE 3. Trends in Family Medicine Department Chair Diversity

During this period, the racial profile of survey-responding US
family medicine department chairs has had a 95% increase
in identifying as Black (12.7% vs 6.5%, R2=0.8666, P=.0216)
and a 150% increase in identifying as Hispanic (5.5% vs 2.2%,
R2=0.8753, P=.0194). The remaining racial/ethnic breakdown
in2023was9.1%(10/112)Asian,0.9%(1/112)NativeHawaiian/-
Pacific Islander/American Indian, and 71.8% (79/112) White.
When grouping based on the AAMC URiM definition, URiM
department chairs increased 95% over the past decade (19.1%
vs 9.8%, R2=0.8668, P=.0215). Race and gender data combined
corresponded to no significant changes among White males
(43.8% vs 48.5%, R2=0.3077, P=.1266), White females (26.8%
vs 28.3%, R2=0.0302, P=0.3710), non-White males (20.5% vs
20.2%, R2=0.0608, P=.3188), or non-White females (10.7% vs
7.1%, R2=0.4968, P=.0584).

DISCUSSION
Representation and diversity in medicine matters, and the
consequences of a lack of diversity, are detrimental to patients,
medical students, residents, and colleagues. A diverse faculty
can represent a more complete understanding of cultural
awareness and increased cultural competency. These attributes
affirm a greater understanding of cultural humility and health
equity for students deciding whichmedical school or residency
to attend.

Our study was consistent with other literature on cross-
sectional analyses of family medicine department chair and
program director demographics. 13,14,19 Our study was one of
the first, though, to look at other academic leaders, such as
clerkship directors, as well as the first to longitudinally assess
progress in gender and racial/ethnic diversity.
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The improvement in the number of female clerkship
directors (60%) and programdirectors (54%) is representative
of the academic family medicine faculty population, which
is 56% female. Family medicine department chair female
representation, although progressing, has not achieved repre-
sentative status among the familymedicine faculty population.

URiM leadership for family medicine department chairs
(19%) is representative of the academic familymedicine faculty
population, which is 21.9% URiM, but not yet representative
of the general population of the United States, which is
35% URiM. 1 Family medicine clerkship directors and program
directors have seen an increase in those leaders identifying as
Asian but have not seen an increase in the representation of
URiM.

More studies need to be done to understand why aca-
demic family medicine leadership does not fully represent
family medicine faculty physicians and the US general pop-
ulation. Accurately tracking the diversity of our leadership
is a necessary first step, and publishing CERA surveys and
organizational membership data (Association of Departments
of Family Medicine [ADFM], Association of Family Medicine
Residency Directors, AAMC, STFM, NAPCRG, AAFP) remain
plausible options. 19

For several years, inconsistent data were collected on
race/ethnicity and gender. In our study, gender was assumed
from the responses to the surveys, but past surveys did not
include options beyond male and female. Later surveys have
more inclusively classified gender by including cisgender and
transgender options.25 Race and ethnicity in early surveys was
not always included.Moremodern surveys include race options
that are consistent with the US census definitions, includ-
ing Asian, Native Hawaiian/Pacific Islander, Black, American
Indian, Hispanic/Spanish, Middle Eastern, and White.25 To
accurately account forAsian subpopulations, CERAshould con-
sider deconstructing that ethnic population. Due to a paucity
of data, we were unable to assess trends among transgender
responses andMiddle Eastern populations.

Lack of mentorship and sponsorship for women and URiM
family medicine faculty is a root cause of inadequate rep-
resentation within academic family medicine leadership.26

Abundant programming and opportunities are available to
help progress URiM family medicine faculty in their careers.
The unspoken effects of systemic racial and gender biases
add additional burdens to women and URiM faculty seeking
leadership positions.9,27 Representation plays a role in building
the diversity of future family medicine physicians; if future
familymedicine faculty are unable to see a leaderwho looks like
them, they may not deem these positions as attainable.28 As a
specialty, family medicine has been a leader in improving its
academic leaders’ representativeness, 16 but our analysis shows
that work remains to be done. One cause for optimism is the
Council of Academic FamilyMedicine’s creation of a leadership
development task force, with a goal to increase the number of
female and URiM leaders in family medicine. 3

Our data were limited by the family medicine depart-
ments who were surveyed and who completed the survey.
The department chairs’ information included data only from
university or medical school associated programs as part of
ADFM and did not include data from independent academic
medical centers that are not associated with a university or
medical school.21 The limitations of the sample population
suggests an increase in gender diversity and less progress
for diversity of race/ethnicity, though this speculation will
need to be further explored using membership data; unfor-
tunately, the current data infrastructure cannot accomplish
this task longitudinally. Although membership data would be
the gold standard, ADFM does not include department chairs
of independent academic medical centers, and no current
organization encompasses familymedicine clerkship directors.
Further elucidation regarding the generational differences and
ages of physicians in these leadership roles is also desirable;
we speculate that increases in gender and ethnic diversity are
largely due to leadership positions held by younger physicians.
Additionally, further studies should not only look at the
recruitment of diverse faculty but also the development of
diverse leaders into these positions.29

CONCLUSIONS
Although family medicine as a specialty has many successes
to celebrate regarding representativeness, family medicine
departmentsneed to continue todevelopURiMandwomen fac-
ulty for leadership roles. Organizations should follow a process
for filling leadership roles that is similar to the best practice
recommendations used to recruit a diverse, representative res-
ident physician workforce. 30 These practices include training
interviewers in implicit bias mitigation, following inclusive
selection processes, and continuing ongoing DEI committee
work. 31 Family medicine departments must continue to role
model the ongoing, dynamic commitment to DEI required to
achieve representativeness at all leadership levels.
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Correction:
This article was revised after publication on February 17,

2025 to correct a data error in the original publication, within
the last sentence of the “Family Medicine Program Directors”
results section, as follows:

“We found no statistically significant change in White
females (38.5% vs 31.0%, R2=0.267, P=.147) and non-White
males (11.1% vs 11.8%, R2=0.0768, P =0008).”

was corrected to:
“We found no statistically significant change in White

females (38.5% vs 31.0%, R2=0.267, P=.147) and non-White
males (11.1% vs 11.8%, R2=0.0768, P =.2975).”
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