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Introduction: Underrepresented in family medicine (URiFM) physicians hold 14.42% of US family medicine
faculty positions. Scholarship is critical to academic advancement. We explored family medicine
department chairs’ racial allyship, their identification of scholarship barriers faced by URiFM faculty, and
the existence of initiatives to increase scholarship.

Methods: We used the 2022 Council of Academic Family Medicine Educational Research Alliance (CERA)
Department Chair survey to examine the percentage of chair-perceived URIFM departmental faculty
members and their scholarly productivity and chair-perceived barriers to productivity and initiatives. We
measured chairs’ racial allyship. We calculated descriptive statistics, weighted means, and used
regression to identify whether chair characteristics or allyship scores were associated with support of
URIFM faculty scholarship initiatives and identification of the minority tax.

Results: One hundred nine chairs completed the survey (response rate 48.4%); 13.76% identified as
URIFM; 6.4% reported they perceived more than 50% of their faculty were URIFM; 90.8% of chairs did not
report programs supporting URIFM scholarship; and 44.9% described URIiFM faculty scholarly output as
minimal or none. Department chairs’ mean allyship score was 2.59 (SD = 0.80) out of 5. Chairs ranked lack
of research skills and lack of funding for protected time higher than the minority tax from a list of
scholarship barriers. We found no association between chair allyship scores, chair characteristics, total
department full-time equivalents, and the existence of a URiFM faculty scholarly support program.

Discussion: Despite chairs reporting low URIFM faculty scholarly output, few departments have a
dedicated support program. Chair allyship scores were not associated with identification of scholarship
barriers or existence of scholarship programs.

Introduction

Among underrepresented in medicine (URiM) faculty, including those who identify as Black or African
American, American Indian or Alaskan Native, Native Hawaiian or Other Pacific Islander, or Hispanic or Latina/
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0, representation remains low at 14.42% compared to 41.6% of the US population identifying as a race or
ethnicity other than White.”3 Although the term “underrepresented in medicine” (URIM) has been widely cited
and is commonly attributed to the Association of American Medical Colleges (AAMC), a formal definition is no
longer available on a public webpage. As an adaptation of this term, throughout this paper we use
underrepresented in family medicine (URiFM) to specifically denote physicians from these groups within the
academic family medicine workforce.

Scholarship productivity is essential for academic promotion, yet URiFM faculty face unique barriers including
inadequate mentoring, discrimination and the minority tax. Here, “minority tax” is defined as the expectation
that URIFM faculty lead diversity efforts, mentor minority learners, and serve as diversity representatives, while
these activities rarely count toward promotion.* Given the documented impact of the minority tax on URIFM
faculty advancement, we elected to examine this variable as an exploratory aim to assess whether chairs who
demonstrate higher allyship are more likely to recognize this as a specific barrier. Department leadership
support is fundamental to faculty research success. Racial allyship—a situation in which a person in a position
of power works in solidarity with marginalized groups to address racial injustice—may be critical for URiFM
faculty advancement.b’” However, the role of department chair allyship in supporting URIFM scholarship
remains unexplored.®?

Our study aimed to (1) characterize department chairs' racial allyship and existing URiFM faculty in family
medicine scholarship support programs, (2) identify chairs' perceived barriers to URiFM productivity and
initiatives, and (3) examine associations between chair allyship and both their recognition of the minority tax as
a barrier and the existence of programs to increase URiFM productivity in their departments.

Chair recognition of the minority tax may change the way departments are structured or the criteria for
promotion and increase URiFM production indirectly. Chairs also can implement programs to directly increase
URiFM scholarship. Racial allyship may be a quality that improves URiFM scholarship in a department.

Methods

We collected data through the 2022 Council of Academic Family Medicine Educational Research Alliance
(CERA) Department Chairs survey, conducted in August and September 2022.79 After excluding six individuals
no longer serving as chairs, the final sampling frame included 225 department chairs (208 United States,17
Canadian). The American Academy of Family Physicians Institutional Review Board approved this study.

This cross-sectional survey included standard recurring CERA demographic questions, and items specific to
chair-perceived URiFM departmental representation, chair-perceived URIFM scholarly output, support programs
for URIFM scholarly activity, perceived barriers, and an adapted version of a validated racial allyship instrument
(Table 1)." The original instrument included eight different scenarios with 44 different statements to respond
to, a length that was impossible to replicate because this survey was part of a larger national survey limited to
10 total items. We selected the scenario chairs were most likely to have experience with (a diversity training)
and that captured three different constructs. This adaptation may limit construct validity compared to the full
instrument. However, the constraints of the CERA survey necessitated this approach. We calculated an allyship
score (readiness to act in solidarity with racially marginalized individuals) from the mean of responses to the
first (a) and fifth (e) statements, a colorblindness score (tendency to downplay the significance of race or
systemic racism) by the mean of responses of the second (b) and third (c) statements, and an explicitly
negative attitudes score (overt prejudice that blames or disparages minoritized groups) from the response to
the fourth (d) statement. Because a Likert scale is used, higher values suggest stronger agreement or
endorsement of each construct.

We used descriptive statistics to characterize departments, chair characteristics, existing support programs,
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and scholarly productivity. We calculated weighted ranks for chair-perceived barriers to URIFM scholarly
productivity and barriers to initiatives to support productivity. Two logistic regression analyses, adjusted for
total faculty full-time equivalents (FTE), chair gender, chair URIFM status, and chair tenure, examined the
association between allyship scores and recognition of the minority tax as a barrier and the presence of a
URiFM scholarship program. We conducted all analyses using SPSS software, version 29 (IBM SPSS Inc.,
Armonk, NY). Statistical significance was set to a=0.05 (two-tailed).

Results

Among 225 eligible chairs, 109 chairs completed all 10 survey items (48.4%). Department, faculty, and chair
characteristics and allyship scores are shown in Table 2. Fewer than one in ten departments reported a
program dedicated to URiFM scholarship, and nearly half reported URiFM scholarly output as minimal or absent
(Table 3). Lack of general research skills was the most common barrier to productivity and lack of funding for
protected time for URIFM faculty was the most common barrier for program development, whereas the
minority tax (lack of protected time due to URiFM faculty asked to lead diversity initiatives) was ranked fifth out
of eight potential barriers (Table 4). Given that the minority tax analysis was exploratory, these descriptive
findings should be interpreted with caution.

In adjusted models, no variables uniquely predicted chair identification of the minority tax as a barrier to
scholarship, including allyship measures and no variables predicted chairs reporting a program to support
URiFM scholarly productivity (Table 5).

Discussion

Our findings suggest that URIFM faculty in family medicine remain scarce among family medicine chairs and
faculty, and dedicated programs to support URiFM scholarship are rare. In addition, few departments offer
programs to support URiFM scholarly advancement. Chair allyship scores, chair characteristics, and
department FTE did not predict if a department had a program to support URiFM scholarly productivity. Our
findings also suggest that most department chairs do not recognize the minority tax as a potential barrier to
URIFM scholarship. Although our exploratory analysis of minority tax recognition was limited by the constraints
of adapting a validated instrument for the CERA survey, this finding may warrant further investigation with more
comprehensive measures.

This study did not find evidence that lower allyship was associated with inequitable distribution of resources
for URIFM. Rather, the scholarly environment for family medicine appears to be underresourced in general,
suggesting that allyship alone may be insufficient for URiFM individuals to overcome the structural barrier of
departmental funding.31°

Our study has limitations. Chairs reported their perceptions of percentage of URIFM faculty in their
departments and their scholarly productivity. Both reports may be inaccurate. Levels of minimal, moderate, and
extensive research/scholarly activity were not defined in survey questions which could also lead to inaccuracy.
Although validated measures of allyship were used, respondent bias (eg, recall bias, social desirability) may
exist; furthermore, only a subset of the items from the original scale were used, which could limit validity.
Although the response rate to the survey was adequate, nonresponders might be significantly different from
those who responded. Finally, although we had a North American sample of department chairs, only 109 chairs
were included, limiting the power to detect smaller effects.

Based on the findings in our study, areas for future research include expanding the sample size to increase
power, as larger data sets may reveal more subtle trends or differences. Asking URIFM faculty directly about
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their experiences and scholarly output could capture a broader range of perspectives and provide a more
comprehensive understanding of the barriers URiFM faculty face. Focus groups of URiFM faculty with and
without programs to support their scholarly productivity could be deployed to better understand their potential
impact. The impact of federal changes around programs to support workforce diversity in academic medicine
should also be explored.

The academic family medicine workforce is persistently less diverse than the populations that physicians
serve. This study found most department chairs report low scholarly output for URiIFM faculty and lack
programs to support them. Allyship scores were not associated with department chair actions to promote
URiFM scholarship, suggesting that barriers are more systemic.’® Addressing structural obstacles such as
insufficient protected time, research funding, and inadequate mentorship is necessary to create a more
equitable academic environment.

Tables and Figures

Table 1. Survey Scenario and Question (Adapted From Williams and Sharif'')

“You are taking a required diversity workshop. The trainer starts to discuss race and explains that White people have an unfair
advantage in most every area of American life due to “White privilege.” A class discussion begins where one of the White students
argues that she never got any special treatment in life due to her race. A Black student disagrees and seems visibly upset. You are
asked for your opinion.”

How likely would you be to actually SAY or DO the following (or say or do something similar) 1= very unlikely, 2, unlikely, 3, neither
likely nor unlikely, 4 likely, 5, very likely.

“Too many White people have a hard time talking about race, and that’s a problem.”

“Everyone suffers. Not just Black people.”

“Race doesn’t matter. There is only one race — the human race.”

“A lot of minorities are too sensitive.”

“It's not fair, but people get a lot of advantages from being White.”
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Table 2. Department, Faculty, and Chair Demographics and Allyship Scores

Location of department in US or Canada Frequency %
New England 7 6.4
Middle Atlantic 19 17.4
South Atlantic 18 16.5
East South Central 6 55
East North Central 18 16.5
West South Central 8 7.3
West North Central 10 9.2
Mountain 8 7.3
Pacific 9 8.3
Canada 6 5.5

Community size

Chair Perceived % of faculty in department who

are underrepresented in family medicine

Less than 30,000 5 4.6
30,000 to 75,000 5 4.6
75,001 to 150,000 14 12.8
150,001 to 500,000 27 24.8
500,001 to 1 million 20 18.3
More than 1 million 38 34.9

Number of full time faculty
Chair self-identified characteristics

Mean

36.99 46.97

0% 7 6.4
1%-10% 41 37.6
11%-20% 23 211
21%-30% 11 10.1
31%-40% 7 6.4
41%-50% 5 4.6
>50% 7 6.4
No response 8 7.3

Standard deviation

Female gender % 62.39 48.66
URIFM % 13.76 34.61
Duration in current role (years) 544 5.95
Total duration as chair (years) 6.59 6.80

Chair allyship scores (n-98; higher scores - stronger agreement) Standard deviation
Allyship 2.59 0.80
Colorblindness 1.51 0.78
Explicitly negative attitudes 1.22 0.70

Abbreviation: URIFM, underrepresented in family medicine.

* New England (NH, MA, ME, VT, RI, or CT), Middle Atlantic (NY, PA, or NJ), South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV, DE, or MD), East South Central
(KY, TN, MS, or AL), East North Central (WI, MI, OH, IN, or IL), West South Central (OK, AR, LA, or TX), West North Central (ND, MN, SD, IA, NE, KS, or MO),

Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM), Pacific (WA, OR, CA, AK, or HI)
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Table 3. Support Programs for URiFM Faculty and Scholarly Productivity
Existence of program for specifically supporting URIFM in

research/scholarship in family medicine department TUEE S

No 99 90.8
Yes 10 9.2
Chair reported scholarly productivity for chair-identified URIFM faculty

Extensive research/scholarship 9 8.3
Moderate research/scholarship 39 35.8
Minimal research/scholarship 36 33.0
No research 13 11.9
| do not know 4 3.7
No response 8 7.3

Abbreviation: UriFM, underrepresented in family medicine.

Table 4. Weighted Rank of Chair Perceived Barriers to URiIFM Scholarly
Productivity and Barriers to Initiatives to Support URIFM Scholarship

Standard
e deviation
Barriers to productivity
Lack of general research/scholarship skills of all faculty members 1.12 1.176
Lack of protected time for research/scholarship (not related to diversity initiatives) 1.03 0.976
Lack of available mentorship for research/scholarship specific to URIFM 0.68 1.105
Lack of available mentorship for research/scholarship 0.62 1.025
Lack of protected time due to URIFM faculty asked to lead diversity initiatives 0.34 0.808
Lack of general research/scholarship skills of URIFM faculty 0.27 0.765
We do not have barriers to supporting URiIFM research/scholarship 0.19 0.601
Lack of diverse patient population 0.11 0.515
Barriers to initiatives

Funding for protected time for URIFM faculty to do scholarly work 0.96 0.932
Funding for initiative to improved skills of URIFM 0.95 1.182
Lack of diversity in the faculty 0.7 0.977
Expertise in providing training to URIFM faculty 0.68 1.096
This is not a problem in our department 0.25 0.655
Does not require deliberate action or resourcing 0.17 0.616

Abbreviation: UriFM, underrepresented in family medicine
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Table 5. Association of Chair Allyship Measures and Chair Identification
of Barriers to Support URiIFM Scholarship/Research

Chair identifies minority tax is a barrier

95% CI for odds ratio

Variable Significance Odds ratio
Lower Upper

Chair tenure 247 1.053 .965 1.150
Chair gender 406 .608 .188 1.965
URIFM chair .237 255 .027 2455
Total department FTE 115 1.008 .998 1.018
Chair allyship score .249 1.831 .655 5.116
Chair colorblind score 251 459 121 1.737
Chair explicitly negative attitudes .344 1.826 525 6.351
Constant .018 .052

Chair reports URiIFM program

95% CI for odds ratio

Variable Significance Exp (B) Lower Upper

Chair tenure .812 1.017 .885 1.169
Chair gender .947 1.066 .166 6.836
Total department FTE 735 1.003 .984 1.022
Chair allyship score .100 .349 .099 1.224
Chair colorblind score .652 1.524 .244 9.517
Chair explicitly negative attitudes .690 1.432 245 8.368
Constant 270 212

(Chair URIFM excluded due to

L_multicollinearity)

Abbreviations: UriFM, underrepresented in family medicine; FTE, full-time equivalents; ClI, confidence interval.
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