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Young physicians are often dissuaded 
from entering academic practice because 
of educational debt, prolonged train-

ing, early financial disincentives, and tension 
between research and clinical responsibilities.1–4 
Furthermore, faculty attrition remains high, 
and particularly affects junior and female fac-
ulty.5,6 Dissatisfaction with aspects of both the 
academic and clinical environment is corre-
lated with a desire to leave academic practice  
for community-based or private practice.7,8 

Therefore, identifying the causes of faculty dis-
satisfaction is essential to improve faculty reten-
tion and enhance gender diversity.

Women constitute approximately half 
of matriculating medical students each year. 
Although women enter academic practice more 
frequently than men, female faculty have signifi-
cantly higher attrition rates.6,9,10 Women remain 
underrepresented in leadership positions, less 
likely to achieve promotion, and more likely to 
leave academic medicine.11–13 Previous studies 
indicate that a lack of mentorship, unfavorable 
work culture, and barriers to research contrib-
ute to dissatisfaction. However, few studies have 
directly contrasted the factors that drive differ-
ences in job satisfaction among male and female 
academic physicians.14–16
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For an academic department, faculty attri-
tion is expensive, and the average annual cost 
associated with faculty turnover is approximately 
$400,000. Furthermore, these expenditures can 
compound in excess of $45 million over 5 years 
across an entire medical center.17,18 In addition 
to financial concerns, the loss of gender diversity 
among faculty can weaken collaborative clini-
cal and research efforts in women’s health. Most 
importantly, the lack of female faculty results in 
a dearth of successful female mentors and role 
models to encourage female medical students and 
residents to enter academic practice, further prop-
agating gender inequities. Therefore, the specific 
aims of this study are to identify and contrast by 
gender (1) the decision and factors influencing 
the choice for type of academic faculty position, 
(2) professional satisfaction, and (3) reasons for 
leaving academic practice.

METHODS

Study Sample
All active faculty members at the University of 

Michigan Medical School were surveyed anony-
mously using a Web-based survey during 2008, 
2010, and 2012. Faculty members completed a 
48-item survey regarding aspects of their current 
academic faculty position, professional satisfac-
tion, and their decision to leave or remain in aca-
demic practice. We excluded faculty members who 
had achieved emeritus status or with adjunct/visit-
ing faculty positions. All aspects of this study were 
approved by the Institutional Review Board at the 
University of Michigan.

Variables
We examined specific aspects of faculty posi-

tions, including rank, effort spent toward research 
and clinical endeavors, and appointment type. 
Faculty rank was categorized as assistant profes-
sor, associate professor, full professor, or other 
(instructor/lecturer). Activity involved included 
primarily clinical work, primarily research, and 
clinical and research evenly distributed. Faculty 
appointment type included the instructional, clin-
ical, research track positions, or other (lecturer/
clinical lecturer). Instructional track faculty were 
those faculty members who are appointed with 
the expectation of pursuing scholarly research, 
teaching, organizational service, and health care 
as pertaining to their professional field. Instruc-
tional track faculty are promoted primarily based 
on their achievements in scholarship, specifically 

with respect to research publications and external 
funding. Faculty appointed to the research track 
are primarily involved in scientific investigation 
over clinical activity, and promotion is based on 
achievements in mentoring, publications, exter-
nal funding, and national reputation. Faculty 
members appointed to the clinical track are pri-
marily responsible for patient care and trainee 
mentoring. Promotion is based primarily on 
accomplishments in clinical care and teaching, 
although scholarly activity and organizational ser-
vice are expected as well.

Faculty were asked their reasons for choos-
ing their track with the following yes/no options: 
track best suited my career decision, track was sug-
gested by leadership, track offered the best option 
for work/life balance, track offered the opportu-
nity for tenure, track did not include the pressure 
of tenure, not given a choice, and other. Faculty 
were asked to rate their overall professional satis-
faction on a scale of 1 (low) to 7 (high). In addi-
tion, faculty were asked to rate their satisfaction 
with academic practice (“If I had to do it all over 
again, I would choose a career in academics”) on 
a scale of 1 (low) to 7 (high), and their likelihood 
to leave the institution (“I am likely to look for 
appointments at other institutions in the coming 
12 months”) on a scale of 1 (very likely) to 7 (very 
unlikely). Finally, faculty were asked to describe 
their reasons for leaving their position with the 
following yes/no options: leadership opportuni-
ties elsewhere, compensation, dissatisfaction with 
the institution or environment, personal reasons 
(e.g., spouse/partner seeking alternate employ-
ment), leaving academic medicine, and other.

In our analyses, we controlled for self-reported 
clinical specialty (medical, surgical, or hospital-
based). Medical fields included dermatology, neurol-
ogy, physical medicine and rehabilitation, psychiatry, 
emergency medicine, radiation oncology, family 
medicine, internal medicine, pediatrics, and com-
municable diseases. Surgical fields included neuro-
surgery, obstetrics and gynecology, ophthalmology, 
orthopedic surgery, general surgery, and urology. 
Hospital-based specialties included anesthesiology, 
pathology, and radiology. Finally, we controlled for 
ethnicity, which was categorized as “white” and “non-
white.” Nonwhite ethnic groups consist of Arab, 
Asian, black/African American, Hispanic/Latino, 
and multiple ethnic groups.

Statistical Analysis
Identifiers were not linked across years to 

protect respondent privacy, and each year of sur-
vey administration was considered as a single, 
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cross-sectional point in time, rather than cumula-
tive or longitudinal data. Descriptive statistics were 
generated for the study sample. Chi-square analy-
sis was used to determine demographic differ-
ences by gender. Logistic regression models were 
used to determine the effects of various aspects 
of job satisfaction on each self-report reason for 
choosing track. We also compared mean satisfac-
tion scores between genders using the t test and 
reasons for leaving position using the chi-square 
test. The significance level was set at p < 0.05. Stata 
11.2 (StataCorp LP, College Station, Texas) and 
SPSS PASW Statistics 17.0.3 (SPSS, Inc., Chicago, 
Ill.) were used for analyses.

RESULTS
A total of 3003 faculty with appointments 

as assistant, associate, or full professors were 
included in the study, and an average of 1351 
faculty members (45 percent) responded to the 
survey over the 3 years of survey administration. 
Table 1 illustrates the characteristics of the study 
sample. In each year, male faculty were more 
likely to be appointed to instructional track posi-
tions compared with female faculty (2008, 45 per-
cent versus 20 percent; 2010, 47 percent versus 20 

percent; and 2012, 49 percent versus 20 percent; 
p < 0.001), who were more likely to be appointed 
to clinical track positions. Female faculty were sig-
nificantly more likely to be of lower faculty rank 
compared with male faculty during each year 
of the study. For example, in 2008, 49 percent 
of female faculty were at the assistant professor 
level, and only 9 percent had achieved a rank of 
full professor, compared with 32 percent of male 
faculty at the assistant professor level and 32 per-
cent who had achieved a rank of full professor  
(p < 0.001). These gaps diminished slightly by 
2012 but remained significantly different (assis-
tant professor, 29 percent male versus 42 percent 
female faculty; full professor, 37 percent male ver-
sus 12 percent female faculty; p < 0.001). Female 
faculty were significantly more likely to report 
that they were engaged in clinical work only dur-
ing each year compared with male faculty (2008, 
31 percent female versus 18 percent male faculty; 
2010, 28 percent female versus 14 percent male 
faculty; and 2012, 33 percent female versus 13 
percent male faculty; p < 0.001) and less likely to 
report that they participated in both clinical and 
research activities. There were no significant dif-
ferences by specialty or ethnicity between male 
and female faculty members.

Table 1. Characteristics of Faculty at the University of Michigan Medical School from 2008 to 2012

Characteristic

2008 (n = 737) 2010 (n = 1151) 2012 (n = 971)

p*Male (%) Female (%) Male (%) Female (%) Male (%) Female (%)

Track†
  Instructional 207 (45.0) 53 (20.0) 227 (47.2) 65 (20.3) 204 (48.6) 58 (20.3) <0.0001
  Clinical 220 (47.8) 179 (67.6) 218 (45.3) 214 (66.9) 200 (47.6) 202 (70.6)
  Other 33 (7.2) 33 (12.5) 36 (7.5) 41 (12.8) 16 (3.8) 26 (9.1)
Rank‡
  Assistant professor 149 (32.4) 129 (48.7) 157 (32.9) 143 (45.3) 121 (28.8) 118 (41.7) <0.0001
  Associate professor 100 (21.7) 39 (14.7) 101 (21.1) 47 (14.9) 89 (21.2) 46 (16.3)
  Full professor 145 (31.5) 25 (9.4) 153 (32.0) 39 (12.3) 154 (36.7) 35 (12.4)
  Other 66 (14.4) 72 (27.2) 67 (14.0) 87 (27.5) 56 (13.3) 84 (29.68)
Activities involved§
  Clinical only 81 (18.0) 83 (31.1) 68 (14.2) 87 (27.5) 54 (12.9) 93 (32.9) <0.0001
  Clinical and  

 research 377 (82.0) 182 (68.7) 410 (85.8) 229 (72.5) 366 (87.1) 190 (67.1)
Specialty‖
  Medical 127 (27.6) 72 (27.2) 121 (25.3) 96 (30.4) 107 (25.5) 73 (25.9) 0.89
  Surgical 126 (27.4) 69 (26.0) 127 (26.6) 84 (26.6) 119 (28.4) 66 (23.4)
  Hospital-based/ 

 other 207 (45.0) 124 (46.8) 230 (48.1) 136 (43.0) 193 (46.1) 143 (50.7)
Ethnicity
  White 359 (80.1) 197 (78.0) 361 (75.5) 229 (72.5) 315 (75.0) 224 (79.2) 0.67
  Nonwhite¶ 89 (19.9) 53 (21.2) 117 (24.5) 87 (27.5) 105 (25.0) 59 (20.9)
*p < 0.0001, χ2 analysis of independence was performed to test differences between proportions in the instructional and clinical track.
†Track includes faculty appointment as instructional, clinical only, research only, and other (lecturer/clinical lecturer). Numbers do not add 
up because some faculty did not report their track or rank.
‡Rank includes full professor, assistant professor, associate professor, and other (instructor/lecturer).
§Activities involved include those who were involved in clinical work only, research only, and both clinical and research works.
‖Medical includes dermatology, neurology, physical medicine and rehabilitation, psychiatry, emergency medicine, radiation oncology, family 
medicine, internal medicine, pediatrics, and communicable diseases. Surgical includes neurosurgery, obstetrics and gynecology, ophthalmol-
ogy, orthopedic surgery, general surgery, and urology. Hospital-based includes anesthesiology, pathology, and radiology.
¶Nonwhite ethnic groups consist of Arab, Asian, black/African American, Hispanic/Latino, and multiple ethnic groups.
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Table 2 describes the reasons cited by faculty 
for choosing their professional track [i.e., instruc-
tional (tenure) or clinical (nontenure)], stratified 
by gender. Female faculty were less likely com-
pared with male faculty to report that they chose 
their track because of its alignment with their 
professional goals [2008, OR, 0.52 (95 percent 
CI, 0.36 to 0.78); 2010, OR, 0.57 (95 percent CI, 
0.40 to 0.83); and 2012, OR, 0.86 (95 percent CI, 
0.60 to 1.22)]. Female faculty were more likely to 
choose their track to accommodate work-life bal-
ance compared with male faculty [2008, OR, 1.89 
(95 percent CI, 1.29 to 2.76); 2010, OR, 1.95 (95 
percent CI, 1.38 to 2.76); and 2012, OR, 2.05 (95 
percent CI, 1.40 to 3.00)]. In addition, female fac-
ulty were less likely to choose their track for the 
opportunity of tenure [2008, OR, 0.42 (95 per-
cent CI, 0.23 to 0.75); 2010, OR, 0.54 (95 percent 
CI, 0.35 to 0.85); and 2012, OR, 0.47 (95 percent 
CI, 0.29 to 0.76)], and were more likely to choose 

their track to avoid the pressure of achieving ten-
ure [2010, OR, 1.56 (95 percent CI, 1.04 to 2.43); 
and 2012, OR, 1.57 (95 percent CI, 1.02 to 2.43)] 
compared with male faculty

Figure1 illustrates overall professional satisfac-
tion across each study year, stratified by gender. 
Overall, male faculty reported slightly higher 
professional satisfaction scores across each year, 
which were significantly different compared with 
female faculty in 2008 (5.7 versus 5.4, p < 0.009) 
and 2012 (5.3 versus 5.0, p < 0.03).

In our sample, there were no significant dif-
ferences between men and women with respect 
to their likelihood of leaving the institution over 
the subsequent upcoming 12 months. However, 
there were significant differences in the reasons 
faculty cited for leaving, by gender (Fig. 2). For 
example, in 2010, male faculty were more likely 
to cite leaving for leadership positions elsewhere 
(14.4 percent versus 9.2 percent, p < 0.03) and 

Fig. 1. Overall professional satisfaction across each study year stratified by gender.

Table 2. Self-Reported Factors Influencing Choice of Professional Track*†

2008 2010 2012

OR 95% CI p OR 95% CI p OR 95% CI p

Best suited my  
professional goals 0.52 0.36–0.78 0.001 0.57 0.40–0.83 0.03 0.86 0.60–1.22 0.39

Suggested by  
leadership 0.88 0.62–1.28 0.53 0.73 0.53–1.0 0.05 0.90 0.63–1.27 0.54

Best for work-life 
balance 1.89 1.29–2.76 0.001 1.95 1.38–2.76 0.001 2.05 1.40–3.00 0.001

Opportunity for 
tenure 0.42 0.23–0.75 0.003 0.54 0.35–0.85 0.008 0.47 0.29–0.76 0.002

Did not want pressure 
of tenure track 1.39 0.87–2.25 0.17 1.56 1.04–2.43 0.03 1.57 1.02–2.43 0.04

*Reference group is male faculty members.
†Adjusted for ethnicity, rank, and specialty.
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because of compensation (14.2 percent versus 9.2 
percent, p < 0.03) compared with female faculty. 
Female faculty were more likely to cite leaving for 
personal reasons (e.g., spouse/partner job reloca-
tion) compared with male faculty (11.1 percent 
versus 6.3 percent, p < 0.02). In 2012, the only 
significant differences by gender remained lead-
ership opportunities elsewhere, which were more 
likely among male faculty (15.2 percent versus 8.1 
percent, p < 0.005).

DISCUSSION
In this study of medical school faculty at a 

large public institution, female faculty were less 
likely to hold tenure-track positions or fully ten-
ured positions, compared with male faculty. In 
addition, female faculty reported lower levels of 
professional satisfaction, and were more likely 
to choose their positions because of work-life 
balance and avoiding the pressure of achieving 
tenure compared with male faculty. Although 
male and female faculty did not differ in their 
likelihood of leaving their position, male faculty 
were more likely to leave because of leadership 

positions elsewhere and compensation compared 
with female faculty, who were more likely to leave 
because of personal commitments.

Previous research indicates that women are 
underrepresented in academic medicine and sys-
tematically disadvantaged.11–14,19 Common barriers 
to success in academic practice cited by female fac-
ulty include a lack of appropriate mentorship and 
poor work-life balance.15,20 Female physicians also 
cite poor departmental leadership, low compen-
sation compared with other colleagues, and dif-
ficulty in professional advancement as important 
sources of dissatisfaction.16 These obstacles likely 
contribute to the observed differences between 
men and women with respect to academic posi-
tion and promotion.6,9,15,21 Although the reasons 
for these persistent barriers are not entirely clear, 
cultural norms for men and women, such as nego-
tiation and communication styles, may contribute 
to observed differences in success. For example, 
previous research suggests that men are more 
likely to use direct tactics for negotiation (e.g., 
direct inquiry), whereas women rely on indirect 
tactics (e.g., demonstrating skills).22 In addition, 

Fig. 2. Reasons for leaving academic medicine by gender in 2010 (above) and 2012 (below).



Copyright © 2015 American Society of Plastic Surgeons. Unauthorized reproduction of this article is prohibited. 

Volume 136, Number 3 • Gender Disparities in Academic Practice

385e

differences in family-related responsibilities and 
expectations by gender may further contribute 
to difficulty with work-life balance and profes-
sional satisfaction. Although these demands are 
common for women in many professions, such as 
business, law, and corporate management, work-
life conflicts are directly correlated with physician 
burnout and depression, and are more commonly 
reported among female physicians compared with 
male physicians.23,24

This study has several notable limitations. 
First, our survey was conducted at a single institu-
tion. Our observations may not be applicable to 
faculty at other institutions with a different infra-
structure or practice model, and our study may 
only reflect issues and cultural differences unique 
to our institution. Although the survey structure 
was anonymous without linked identifiers, faculty 
may be reluctant to describe dissatisfaction and 
desire to leave, and approximately 53 percent 
of faculty who were surveyed did not respond. 
Even though the nonresponder percentage was 
comparable with previously published physician 
survey response rates, our results may be subject 
to responder bias that was not captured in our 
analysis.25–28 Although we do not have information 
regarding the characteristics of nonresponders, 
the distribution of gender across faculty specialty, 
rank, track, and ethnicity are similar to publically 
available distributions at our institution. Further-
more, surveys were administered anonymously 
during 2008, 2010, and 2012 to maximize can-
did responses regarding professional satisfaction. 
Therefore, each year can only be considered as a 
single, cross-sectional point in time, and responses 
cannot be analyzed cumulatively. Finally, this sur-
vey did not specifically examine the proportion of 
faculty who sought and achieved promotion, or 
failed to achieve promotion, and the criteria cor-
related with success, such as academic and clini-
cal productivity. Future longitudinal, comparative 
studies between male and female faculty may bet-
ter illuminate the barriers for women to achieve 
promotion and success in academia.

Nonetheless, our findings highlight several 
aspects of academic medicine that could improve 
faculty satisfaction and, ultimately, retention. 
Clinical demands on faculty members have risen 
sharply with the inception of resident work-hour 
regulations, and many academic physicians report 
a decline in research productivity because of 
diminished clinical support for patient care.29 In 
addition, over the past decade, financial support 
for research has become increasingly competitive 
for dwindling resources, and there is increased 

pressure on physicians to generate revenue for 
their salary through patient care.30,31 Regulations 
on resident work hours have resulted in a greater 
clinical burden on academic faculty.29 Despite the 
intellectual rewards of entering academic prac-
tice, these constant pressures accumulate, and 
over 30 percent of practicing surgeons describe 
feeling emotional exhaustion, and work-life bal-
ance remains elusive.32,33 Currently, the majority 
of academic faculty members work approximately 
80 or more hours per week.34,35 Although there 
are no accepted criteria for a “part-time” com-
mitment, some centers have developed part-time 
tenure track positions with success. Part-time fac-
ulty have been shown to provide higher quality 
of care, greater patient satisfaction, more effec-
tive resource use, and greater academic produc-
tivity.36–38 Increasing resources for family care can 
also ease the burdens of domestic responsibility 
on academic physicians.20,39 For example, greater 
access to on-site child care, equitable parental 
leave policies, and streamlined administrative 
duties to weekday working hours can allow fac-
ulty the ability to meet their professional and 
personal responsibilities effectively. Finally, using 
physician extenders can also improve academic 
and clinical productivity. These strategies could 
reduce clinical workloads and increase clinical 
support, possibly leading to improved satisfaction 
and work-life balance.

In addition to addressing work-life balance, 
optimizing departmental leadership can poten-
tially improve faculty satisfaction and retention. 
Faculty who struggle to maintain success profes-
sionally and personally frequently look to their 
department leaders for mentorship and support. 
Although the culture in academic medicine is 
often described by physicians as individualistic, 
competitive, and hierarchical, specific initiatives 
can change these perceptions.40–42 For example, 
the University of Toronto implemented the Career 
Development and Compensation Program in 
1995 to outline job expectations, enhance career 
development, and provide a regular peer-review 
process for performance evaluation. Under this 
model, male and female faculty advanced at simi-
lar rates.4 In addition to clearly defining expec-
tations, administrative leadership should have 
candid and constructive communication with 
their faculty. At the University of Virginia, a super-
visory dialogue program was initiated in 2001 to 
provide a defined structure for faculty evalua-
tions. Following the implementation of this pro-
gram, faculty reported increased morale, a clearer 
vision of their personal and the institution’s goals, 
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and an improved alliance between section leaders 
and faculty.43

Finally, strong mentorship is correlated with 
academic productivity and retention in academic 
practice.44–46 Formal mentorship programs have 
been shown to be successful in promoting diver-
sity and retaining academic faculty. For example, 
in 1998, the Office of Women’s Health of the 
U.S. Department of Health and Human Services 
implemented the National Centers of Leader-
ship in Academic Medicine, designed to foster 
knowledge, skills, and resources for junior faculty 
through a structured mentoring program.47 Fol-
lowing implementation, the retention of junior 
faculty at selected institutions increased from 
58 percent to 80 percent, and retention in aca-
demia increased from 75 percent to 90 percent.48 
Although this program is directed largely toward 
maintaining racial and ethnic diversity among fac-
ulty, similar efforts could be successful if applied 
toward gender disparities.

Faculty attrition rates may differ by gender, yet 
all faculty have similar job desires and priorities, and 
identifying common criticisms among all faculty 
can direct resources to optimize faculty satisfaction 
and productivity. Strategies such as part-time ten-
ure track positions and development programs can 
potentially ease the transition for graduating phy-
sicians and improve faculty retention. Ultimately, 
these efforts can maintain a diverse and motivated 
faculty that will effectively train rising physicians, 
provide empathic patient care, and advance knowl-
edge through innovative medical research.
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