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ABSTRACT

Background Efforts to reduce barriers and disparities
faced by marginalised physicians are limited by a lack of
data on the current diversity of the Canadian physician
workforce. We aimed to characterise the diversity of the
Albertan physician workforce.

Methods This cross-sectional survey, open to all
Albertan physicians from 1 September 2020 to 6 October
2021, measured the proportion of physicians from
traditionally under-represented groups, including those
with diverse gender identities, disabilities and from racial
minorities.

Results There were 1087 respondents (9.3% response
rate); of whom 33.4% identified as cisgender men
(n=363), 46.8% as cisgender women (n=509) and

less than 3% as gender diverse. Fewer than 5% were
members of the LGBTQI2S+community. Half were

white (n=547), 4.6% were black (n=50) and fewer
than 3% were Indigenous or Latinx. Over one-third
reported a disability (n=368, 33.9%). There were 303
white cisgender women (27.9%), 189 white cisgender
men (17.4%), 136 black, Indigenous or person of
colour (BIPOC) cisgender men (12.5%) and 151 BIPOC
cisgender women (13.9%). Compared with BIPOC
physicians, white participants were over-represented in
leadership positions (64.2% and 32.1%; p=0.06) and
academic roles (78.7% and 66.9%; p<0.01). Cisgender
women had less often applied for academic promotion
than cisgender men (85.4% and 78.3%, respectively,
p=0.01), and BIPOC physicians had been denied
promotion more frequently (7.7% compared with 4.4%;
p=0.47).

Conclusion Many Albertan physicians may experience
marginalisation through at least one protected
characteristic. There were race-based and gender-based
differences in experiences of medical leadership and
academic promotion which may explain observed
disparities in these positions. To increase diversity and
representation in medicine, medical organisations should
focus on inclusive cultures and environments. Universities
should focus efforts on supporting BIPOC physicians,
especially BIPOC cisgender women, in applying for
promotion.

INTRODUCTION

Diversity among the physician workforce is asso-
ciated with improved outcomes for patients' and
trainees.” In addition, a lack of diversity among
physicians is an issue of justice, as it may signal an
unequal distribution of barriers® or discrimination®
that disadvantage specific groups of physicians.
While data on physician sex are systematically
collected by the Canadian Institute of Health
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Information,’ data on other protected character-
istics such as race, ethnicity, ability and gender
identity is unknown or estimated for Canadian
physicians.®® Further, while cross-sectional studies
have found that some demographic groups such as
women’ or black'’ physicians are under-represented
in medical leadership and academic positions rela-
tive to their total proportion in the physician work-
force, these data are also not routinely collected.
This lack of data prevents identification and there-
fore mitigation of gaps and barriers experienced by
under-represented groups in recruitment, admis-
sion, retention, hiring and promotion of physicians.

The aim of this study was to characterise the
diversity of physicians currently working in Alberta,
including their leadership roles and academic
appointments. Describing representation in the
physician workforce can be leveraged to improve
hiring processes, reduce barriers for marginal-
ised physicians, direct advocacy and focus future
research efforts. These data were collected as part
of a larger survey of Alberta physicians.

METHODS

Study design and ethics

This manuscript describes a subset of results char-
acterising the diversity of the physician workforce
collected during a larger, cross-sectional survey
that was circulated to all physicians in Alberta. The
survey was developed by a diverse team of physi-
cians, students and researchers at the University of
Calgary; this team included First Nations, Métis,
settler and racial minority people. All respondents
provided informed consent and participation was
uncompensated, anonymous and voluntary. This
manuscript is structured according to the Check-
list for Reporting Results of Internet E-Surveys'!
and Consolidated Criteria for Reporting Qualita-
tive Research'® guidelines for reporting survey and
qualitative research, respectively.

Survey development and description

The survey was developed from existing literature
and in consultation with multiple stakeholders,
including the University of Calgary Cumming
School of Medicine’s Office of Professionalism,
Equity and Diversity, the Department of Medicine’s
Anti-Racism Task Force and Equity and Diversity
Working Group, Indigenous medical students and
faculty members, Alberta Health Services’ Employee
Relations and Medical Affairs, and physicians with
lived experience of marginalisation. The survey was
pilot tested for face validity, length, completeness
and clarity by twenty physicians who were diverse
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in race, ethnicity, Indigenous status, gender identity, career
stage, practice setting and specialty. Items were added, revised,
removed or otherwise adapted based on written feedback. The
survey was administered using Qualtrics (Qualtrics, Provo, Utah,
USA). Participants were not allowed to return to previous ques-
tions or sections. Respondent IP addresses were not recorded, to
protect participant anonymity.

The survey contained seven domains: demographics, work-
place characteristics, leadership roles, gender-based workplace
harassment and discrimination, race-based workplace harass-
ment and discrimination, explicit anti-indigenous bias and
implicit anti-Indigenous bias (online supplemental appendix 1).
The results of this manuscript focus on describing the demo-
graphics, workplace characteristics, and leadership and academic
roles of Albertan physicians. The results of other sections are
reported elsewhere.

The number of survey questions varied by participant based on
previous responses (minimum 65, maximum 175). All questions
included a ‘prefer not to answer’ response option and, where
relevant, a free-text response. There were 25 demographic ques-
tions, aimed to understand the diversity of physicians based on
protected characteristics in the Canadian Charter of Rights and
Freedoms. Phrasing of items and responses was based on best
practices for sensitive survey questions.'* '* Workplace charac-
teristics contained a maximum of 19 items to understand the
physician’s practice discipline, location, and, where relevant,
academic positions. Promotion was defined as advancement in
faculty rank. Leadership roles included any self-defined position
of responsibility, and this domain contained a maximum of 13
items about the number, type, time commitment and compensa-
tion for leadership positions.

Participants and recruitment

All 11688 practising physicians in Alberta were included in
the sampling frame. The survey access link was circulated in
the September 2020 newsletter of the Alberta Medical Associ-
ation (reach of 14 000, which may include retired physicians
and duplicate email addresses), the College of Physicians and
Surgeons of Alberta (11730 recipients), and the Alberta Health
Services newsletter (9158 recipients). The social media accounts
of these organisations directed potential participants to these
newsletters to complete the survey. The survey was open from 1
September 2020 to 15 October 2020 (6 weeks).

Definitions and terminology

BIPOC refers to black, Indigenous and people of colour and
was used to refer to physicians who are minoritised based on
race. We have combined this group to examine intersectional
identities of race and gender while protecting the anonymity
of participants from smaller demographic categories; however,
this is a heterogeneous group with a diverse range of lived
experiences.

In this project, we use the term ‘other ability’ along with
‘disability” to refer to physical or cognitive health conditions that
often require adaptations for people to navigate their environ-
ments. There are different opinions among people with disabil-
ities/other abilities about the most inclusive language to discuss
this diverse group of health conditions. We aim to be person-
first and strengths-based when discussing disabilities and other
abilities in this work, but acknowledge that preferences differ
between communities and individuals.

Analysis
Complete data was available to a single member of the study
team (SMR) to reduce risk of participant identification. When
necessary, only relevant, non-identifiable data was shared among
team members in aggregate. Response rates per subgroup were
calculated using Albertan data from the Canadian Institute for
Health Information, which only reports binary, self-identified
sex of physicians.”® Data on the race and Indigenous status of
Canadian physicians and the general demographic information
of Alberta was obtained from the Statistics Canada 2016 or 2012
Census, where available.® '¢!7

Data are primarily reported using median and IQR. Responses
were stratified by self-reported gender identity, race and inter-
sectional identities of gender identity and race (white cisgender
men, white cisgender women, BIPOC cisgender men and
BIPOC cisgender women). % tests were used to compare count
outcomes for categorical data, the Wilcoxon rank-sum test was
used to compare non-parametric continuous measures between
two groups and Kruskal-Wallis tests were used to compare non-
parametric continuous measures between intersectional identi-
ties. Data analysis was performed using Stata (version 15.1).

RESULTS

Work and personal demographics

There were 1087 responses, for an overall response rate of
9.3%. Demographic and work characteristics of respondents are
presented in tables 1 and 2. One-fifth of respondents did not
report their discipline of practice (n=212, 19.5%); 43.7% of
respondents were in medical disciplines, and 33.4% were family
physicians. The response rate for family physicians was greater
than for medical and surgical specialists (15.4% compared with
8.5% and 7.8%, respectively). Most participants worked in a
metropolitan centre (67.6%, n=644).

Of all respondents, 33.4% identified as cisgender men
(n=363, response rate 5.3%), 46.8% as cisgender women
(n=509, response rate 11.8%) and fewer than 25 individuals as
either transgender, non-binary gender, gender diverse, two-spirit
or a gender that was not listed (table 1). Of the latter group, less
than half had shared their gender identity with their physician
leader, coworkers or patients. Between 25 and 50 individuals
were members of the LGBTQI2S+community and about two-
thirds had shared their sexual orientation with their physician
leaders or co-workers and less than one-fifth shared their sexual
orientation with patients.

Half of respondents were white (n=547), less than 5% iden-
tified as each of black, Indigenous, Hispanic, Latinx, Middle
Eastern, or Southeast Asian, and less than 10% identified as
either South or East Asian (table 1). There were 23.4% of partic-
ipants who were white cisgender men (n=194) and 39.2% who
were white cisgender women (n=326)(table 2). Notably, 16.7%
of respondents preferred not to disclose their race or gender
identity.

There were 33.9% of respondents who reported having a
disability (n=368), mostly commonly a mental health disorder
(n=80, 8.6%), followed by a chronic illness (<5%)(table 1).
Overall, 31.8% and 17.8% of respondents considered them-
selves a visible and non-visible minority, respectively (n=346,
n=194).

Leadership roles

There were 386 respondents who held a current leadership
position (35.5%) (table 3). Among our participants, there was
a similar proportion of cisgender women and cisgender men
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Table 1 Demographic and workplace representation of the survey cohort, compared with known characteristics of Albertan or Canadian physicians

and the general population of Alberta

Characteristics

Survey respondents (n)

Survey respondents (%)

Albertan physicians

General population

Entire cohort

1087

Demographic characteristics of survey respondents

Gender identity

Cisgender men
Cisgender women
Transgender men
Transgender women
Non-binary gender
Gender diverse

Two Spirit

Self-described, unsure or preferred not

to answer
Sexual orientation

Member of the LGBTQI2S+community

Heterosexual
Racial identity*

Black

White
Indigenous
Hispanic

Latinx

Middle Eastern
South Asian
East Asian
Southeast Asian
Race not listed
Preferred not to answer
Ability

No disability or other ability
An other ability or disability*
A sensory impairment
A learning disability
A long-term medical illness

A mobility or functional impairment

A mental health disorder
A temporary impairment

A other ability not listed above

Prefer not to answer

Survey respondents (n)

363

509

1-25
1-25
1-25
1-25
1-25

Survey respondents (n)

25-50
>1000

Survey respondents (n)

50
547
1-25
1-25
1-25
53
82
67
1-25
33
188

Survey respondents (n)

693
368
25-50
25-50
25-50
1-25
80
1-25
1-25
25-50

Work characteristics of survey respondents

Discipline of practice

Survey respondents (n)

Survey respondents (%)

33.4
46.8
<3%

Survey respondents (%)

<5%
>95%

Survey respondents (%)

46
50.3
<3%
<3%
<3%
4.9
7.5
6.2
<3%
3.0
17.3

Survey respondents (%)

741
33.9
<5%
<5%
<5%
<3%
8.6
<3%
<3%
<5%

Survey respondents (%)

9.3%

Sex of Albertan physicians®

60.8%
39.2%
Unknown/Not collected

Sexual orientation of
physicians
Unknown

Racial identity of Canadian
physicians®

2.2%

70.3%

<1%

<1%

3.5%
10.4%
7.4%
1.2%
Unknown

Prevalence of disability among

physicians
Unknown

Albertan physicians®

Sex or gender identity of
Albertans®

50.1%
49.9%

Sexual orientation of
Canadians™®

3.0%
97.0%

Racial identity of Albertan
residents®

33%
76.5%
6.5%
1.4%

1.4%
5.8%
4.0%
1.1%
Unknown

Prevalence of disability among

Albertan adults"
87.5%

12.5%

5.5%

2.0%

Not reported
6.4%

3.3%

Not reported
Unknown

Family medicine 291 334 50.0%
Medical specialty 381 43.7 39.9%
Surgical specialty 88 10.1 10.1%
Not listed 96 1.1 Unknown
Preferred not to answer 15 1.7
Years in practice
<5 years 180 20.8 5.9%
Continued
280 Ruzycki SM, et al. BMJ Leader 2022;6:278-285. doi:10.1136/leader-2021-000554

yBuAdoo Aq paroalold 1senb Aq +20z ‘0T [udy uo jwod g iapes)iwa//:dny woly papeojumoqd "ZZ0z Arenuer 0z Uo $SG000-TZ0Z-18pes|/9eTT 0T Se paysiand 1siy t1apes)


http://bmjleader.bmj.com/

Original research

Survey respondents (%)

Albertan physicians General population

Table 1  Continued

Characteristics Survey respondents (n)

5-10 years 178 20.6
11-15 years 125 14.5
16-20 years 104 12.0
21-25 years 88 10.2
Longer than 25 years 181 20.9
Practice location

Metropolitan centre 644 67.6
Urban centre 105 11.0
Large rural centre 44 4.6
Rural area 62 6.5
Remove area 21 2.2
Not listed 77 8.1
Practice setting*

Hospital 601 63.1
Outpatient clinic 482 50.6
Primary care network 152 15.9
Non-clinical administrative role 1m 11.6
Not described 80 8.4
University affiliation 695 63.9
University of Alberta 206 19.0
University of Calgary 437 40.2

*Multiple responses permitted, percentages may exceed 100%.

15.5%
14.8%
13.8%
13.1%
36.9%

92.7%

1.3%

Unknown

LGBTQI2S+, Leshian, gay, bisexual, transgender, queer, questioning, intersex, and two-spirit - a diverse group of people who have a sexual orientation other than heterosexual

and/or a gender identity other than cisgender.

leaders (41.1% and 46.0%; p=0.15). Though 50.3% of the
study sample were white, 64.2% of participants with leadership
roles were white, compared with 32.1% of leaders who iden-
tified as BIPOC (p=0.06; table 3; figure 1). Fewer than 5% of
persons in leadership positions were black and fewer than 3%
were Indigenous. As a proportion of respondents in their race
and gender identity group, white cisgender men respondents
occupied the highest proportion of leadership roles, though this
difference did not reach statistical significance (53.4%, n=101
of 189; p=0.135; table 3; figure 2A).

Most leadership roles were compensated (n=247, 64.0%;
table 3; figure 2A) and compensation did not differ by race,
gender identity or intersectional identities (p=0.53, p=0.66,
and p=0.53, respectively). Fewer cisgender women had a full-
time equivalent (FTE) allocation for their primary role compared
with cisgender men (p=0.002; figure 2A). Over a quarter of
physician leaders always exceeded their compensated FTE for
their leadership role (figure 2B); exceeding the compensated
FTE was least common for white cisgender men compared with
other groups (figure 2B).

Thirteen per cent of participants were on an equity, diver-
sity or inclusion (EDI) committee (n=95; figure 2A). BIPOC
and cisgender women respondents were more often on an

EDI committee than white and cisgender men participants
(p=0.03and p=0.004), and BIPOC cisgender women were
more often on EDI committees than any other group (p=0.001).

Academic positions

There were 637 participants (58.6%) who had an academic
affiliation (table 3; figures 1 and 3). There was no difference in
the proportion of cisgender men and women who had academic
affiliations (69.7% and 72.7%, respectively, p=0.28); however,
a greater proportion of white respondents had academic posi-
tions compared with BIPOC respondents (78.7% and 66.9%,
p<0.01). There were fewer than 25 total black and Indigenous
physician respondents with academic affiliations (<5%).

A greater proportion of cisgender women reported being
told not to apply for promotion compared with cisgender
men (19.8% (n=71) compared with 12.8% (n=32), p=0.03)
(figure 3). Most participants commented that they were told by
their leadership that they were not ‘ready’, not qualified, nor did
not have enough publications. Seven cisgender women reported
maternal discrimination related to their promotions; examples
included being told that ‘women tended to ‘not be successful
in academic positions because they had competing priorities”,

Table 2 Gender identity and race of participants. (% by column, row where applicable)

Prefer not to

Entire cohort  Black White Asian Indigenous  Hispanic/Latinx ~ Middle Eastern answer
Entire cohort 1087 25-50 (~5%) 547 (50.3) 278 (25.6) 1-25(<3%)  1-25(<3%) 53 (4.9%) 181 (16.7)
Cisgender men 363 (33.4) 0-25 (<3%) 194 (23.4) 87 (8.0) 0-25 (<3%) 0-25 (<3%) 27 (2.5%)
Cisgender women 509 (46.8) 0-25 (<3%) 326 (39.2) 104 (9.6) 0-25 (<3%) 0-25 (<3%) 0-25 (<3%)
( (

Transgender, non-binary gender, 25-50 (<5%) 0-25 (<3%) 0-25 (<3%)

two-spirit, gender diverse or self-
described gender

0-25(<3%)  0-25(<3%)  0-25(<3%) 0-25 (<3%)
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Table 3 Characteristics of leadership and academic positions by participant demographics

Leadership role

Total respondents (n, % of demographic, % Compensated

Academic affiliation
(n, % of demographic, %

Number of
leadership roles  FTE

(n, %) of leaders) (n, %) (median, IQR) (median, IQR) of academics)
Total 1078 386 (35.5) 247 (64.0) 1(1-2) 0.15 637 (58.6)
(0.05-0.30)
Gender Identity
Cisgender men 363 (33.4) 167 105 1(1-2) 0.15 253
(46.0, 43.3) (62.9) (0.15-0.30) (69.7,39.7)
Cisgender women 509 (46.8) 209 136 1(1-2) 0.15 370
(41.1,54.1) (65.1) (0.05-0.30) (72.7,58.1)
Comparison® P=0.15 P=0.66 P=0.28
Race
White 547 (50.3) 248 168 1(1-2) 0.15 418
(45.3, 64.2) (67.7) (0.05-0.30) (78.7, 65.6)
Black 50 (4.6) 1-25 1-25 2(1-2) 0.25 1-25
(30.0,<5%) (35%-50%) (0.10-0.80) (30%-50%,<5%)
Asian and Middle Eastern 233 (21.4) 98 60 2(1-2) 0.15 158
(42.1,25.4) (61.2) (0.10-0.30) (63.2,24.8)
Indigenous 1-25 (<3%) 1-25 1-25 1(1-3) 0225 1-25
(57.9, <3%) (50%-75%) (0.05-0.40) (50%—75%,<3%)
BIPOC 296 (37.1) 124 80 2(1-2) 0.20 198
(41.9,33.3) (64.5) (0.15-0.35) (66.9,31.1)
Comparison*' t P=0.06 P=0.53 P<0.01
Intersectional identities
White cisgender men 189 (17.4) 101 68 1(1-2) 0.20 154
(53.4,26.2) (67.3) (0.10-0.40) (79.4,24.2)
White cisgender women 303 (27.9) 141 95 1(1-2) 0.125 255
(46.5, 36.5) (67.4) (0.05-0.30) (78.2, 40.0)
BIPOC cisgender men 136 (12.5) 60 35 2(1-2) 0.15 87
(44.1,15.5) (58.3) (0.10-0.30) (60.0, 13.7)
BIPOC cisgender women 151 (13.9) 61 37 2(1-2) 0.20 106
(40.4,15.8) (60.7) (0.10-0.40) (66.3, 16.6)
Comparison* P=0.15 P=0.53 P<0.0001

* %2 tests were used to compare count outcomes between categories.

tComparison is between white and BIPOC participants, as other racial groups had too few participants to compare.
BIPOC, black, indigenous or person of colour; FTE, full-time equivalents (50 hours per week).

being told not to apply ‘because I was going on maternity leave
within the next year’ or being told that her promotion would be
‘delayed due to maternity leaves, because ‘I took time off’ even

Proportion of Group (%)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Total cohort -

White cisgender men . BIPOC cisgender men

White cisgender women BIPOC cisgender women
Figure 1  Proportion of total cohort, leadership roles and academic

positions occupied by each demographic group. BIPOC, black, Indigenous
or person of colour.

though I was still quite academically productive’. One partici-
pant was advised against applying for a promotion due to having
obtained academic credentials obtained in another country and
three were discouraged specifically due to their health issues.

Among those with academic affiliations, a greater proportion
of cisgender men with had applied for an academic promotion
than cisgender women (85.4% and 78.3%, respectively, p=0.01;
figure 3). BIPOC physicians had a greater prevalence of unsuc-
cessful promotion compared with white physicians, though
the increased prevalence was not statistically significant (7.7%
compared with 4.4%; p=0.47)(figure 3).

DISCUSSION

This cross-sectional survey of Albertan physicians reports novel,
baseline demographic data about the diversity of the physician
workforce and begins to characterise different experiences
of leadership and academia based on demographic character-
istics. While the proportion of Albertan physicians who are
white is lower than the proportion of white Albertans in the
general population, our data suggest that white physicians may
be over-represented in both leadership and academic roles. In
addition, white cisgender men may be under-represented on
committees that aim to address EDI. Importantly, we found
that certain demographic groups may be more often discour-
aged from applying for promotions and may be more likely to
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A 80 White cisgender men . BIPOC cisgender men

White cisgender women BIPOC cisgender women

50
40
30
20
10
: g §

Leadership Compensated No FTEalloted

Proportion of Respondents (%)

EDI committee

B Amount of time that leaders exceeded their allotted FTE in their
primary leadership role.

0% 20% 40% 60% 80% 100%

White cisgender men [l

White cisgender women

[ |
BIPOC cisgender men [
|

BIPOC cisgender women
m Never <10% 10-50% >50% mAlways

Figure 2 Leadership roles and characteristics by gender identity and race
category. (A) Proportion of each demographic group in leadership roles
and selected characteristics of these roles; (B) Amount of time that leaders
exceeded their allotted FTE in their primary leadership role by gender
identity and race. BIPOC, black, Indigenous or person of colour; FTE, full-
time equivalent.

be unsuccessful in application for promotion; both factors may
contribute to under-representation of BIPOC physicians and,
in particular, BIPOC cisgender women in academic leadership.
These results should inform targeted interventions to address

100

White cisgender men . BIPOC cisgender men

20 White cisgender women BIPOC cisgender women
80
—_
O\O 70
[%)
<
o ©
©
c
8_ 50
wv
(]
o
‘-06 40
c
o
B30
c
o
Q.
2
a
10
0
Academic  Toldtoapply Toldnotto Appliedfora Unsuccessful

affiliated apply promotion promotion

Academic Promotion Milestones & Outcomes

Figure 3  Experiences of academic promotion and outcomes by gender
and racial identity. BIPOC, black, Indigenous or person of colour.

lack of diversity among physicians and can be used as a baseline
for evaluation of these interventions.

We identified race-based differences in leadership roles.
While more than two-thirds of white physicians had a leader-
ship position, less than half of black physicians and about 60%
of Asian and Middle Eastern physicians had leadership roles.
Though our results are not adjusted for time in practice, this
under-representation of black physicians as leaders is apparent;
despite accounting for 2.2% of all practising physicians, there
have been no black leaders of the Canadian Medical Associa-
tion, no black medical school deans, and no black inductees to
the Canadian Medical Hall of Fame.'® Similarly, Association of
American Medical Colleges data shows that the proportion of
medical school deans from under-represented races has stag-
nated between 10% and 15% for the past decade.'® Further,
our data show that while BIPOC leaders held a greater number
of leaderships roles than white leaders, a lesser proportion of
BIPOC physician leaders were compensated for their positions
compared with white physician leaders.

Overall, our data suggest the need for strategies to recruit
and retain physician leaders from racial minority groups, espe-
cially BIPOC women, who had lowest leadership attainment
in our study. These strategies could include quotas,' separate
application streams,” opt-in selection,*' evidence-based faculty
development programmes®* and adoption of best practices
in recruiting under-represented groups.”> Medical leadership
training programmes should be examined for bias, exclusion and
effectiveness in under-represented groups. For example, prelim-
inary research on the professional identity work performed
in formal leadership training programmes for medical leaders
suggests that these identities are fluid and respond to organi-
sational contexts®*; further research on how this identity work
manifests for physicians from under-represented groups who
experience isolation, discrimination and bias in the organisa-
tional context may provide insights on how to tailor existing
supports and training for these groups as they enter medical
leadership. Existing frameworks for identifying, selecting and
training medical leaders® should be critically evaluated for
potential biases and evaluated for their effectiveness in under-
represented groups. Lastly, medical organisations should create
systems-level policies to ensure that all leaders are compensated
appropriately to address potential race and gender biases.

Similarly, we report gender-based and race-based differences
in academic positions. White cisgender men and women were
over-represented in academic positions compared with their
proportion in the study sample; while 50% of our sample iden-
tified as white, 66% of academic physicians were white. The
over-representation of white physicians in academia, especially
in more senior positions, is commonly reported in the literature;
in the USA, 56.2% of all practising physicians, 63.1% of medical
school faculty and 75.6% of professors are white.”> Similarly,
men were over-represented in senior academic positions in our
sample, making up only 39.2% of those with an academic affili-
ation but 77.1% of clinical professors and 56.3% of professors.
Our data suggest that this over-representation of white cisgender
men is multifactorial. White cisgender men reported the lowest
rate of being discouraged from applying for an academic promo-
tion, cisgender men were more likely to apply for a promotion
than women, and white physicians were most often successful in
being promoted. BIPOC physicians were nearly twice as likely to
report being unsuccessful in a promotion application compared
with their white counterparts. These findings emphasise the
need for bundled interventions to address the multiple causes of
race-based disparities in academia.
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Many physicians unknowingly work with another physician
who is a sexual or gender minority; we estimate that between 1%
and 3% of Albertan physicians have a non-binary gender iden-
tity. Our estimate is greater than the 0.7% of American medical
students, 0.3% of practising physicians and 0.06% of Canadian
medical students previously reported to identify with a gender
identity that differed from their sex assigned at birth.® %%’ Simi-
larly, we report that between 1% and 5% of Albertan physi-
cians are members of the LGBTQ +community (Lesbian, gay,
bisexual, transgender; the ‘plus’ refers to the multiple additional
identities included in this heterogeneous group of people who
have a sexual orientation that is not heterosexual and/or gender
identity that is not cisgender), less than the 7.7% of American
medical students but similar to the 3.8% of physicians and 5.4%
Canadian medical students who reported being a member of the
LGBTQ+ community.® 2%’ Among our respondents, one-third
were not open about their sexual orientation with coworkers
and more than half had not shared their gender identity with
colleagues, which is very similar to results of other studies of
sexual and gender minority medical students.?® In one study of
North American medical students, one of the most common
reason for not disclosing one’s sexual orientation or gender iden-
tity to other physicians was due to fear of discrimination.”®** As
a result, nearly 80% of participants censored themselves at work
to avoid accidentally disclosing their gender identities.”’ Overall,
these data highlight the importance of developing a workplace
culture that is accepting and the need for professional compe-
tence in non-traditional gender and sexual identities.

One-third of our participants reported an other ability or
disability, including nearly 9% of our sample who reported
having a mental illness. This result is more than twice the
12.5% of Albertan adults who reported having a disability in
2012.%° The reported prevalence of disability in the United
States is 2.7% in medical students and 3.1% among practising
physicians,”” *' ** while 3.5% of Canadian medical students
reported having a disability in 2012.° Observed differences in
prevalence of disability among physicians may be explained
by under-reporting®' and dynamic definitions of what consti-
tutes a disability.*” Literature on physicians with disabilities
suggests that these physicians experience multiple barriers in
the workplace that are due to structural and personally medi-
ated ableism.*? ** These barriers and their proposed solutions
are expected to differ by clinical setting and type of disability.>?
Further study to understand the experiences of physicians with
disabilities is needed to address these barriers among practising
physicians.

Our study has important limitations. The most important
limitation is response bias; for example, early career physicians,
rural physicians and cisgender women respondents were over-
represented among our respondents. This over-representation
of women respondents is in-keeping with other studies.** The
second critical limitation is our low response rate, which limits
our ability to make definitive statements about the diversity of
Albertan physicians. Due to low numbers of certain subgroups
of respondents, we had to combine groups to protect participant
anonymity; combining these groups can result in collider bias
due to heterogeneity among respondents who are incorrectly
combined, which is most likely to occur among the ‘BIPOC’
category and may bias results for this group toward null effects.
In addition, our results may be confounded by social desirability
bias, where respondents adjust their answers to be more favour-
ably viewed.

This study represents the first attempt to enumerate the
diversity of Canadian physicians beyond binary sex, including

data on intersectional identities. These data should inform
and evaluate efforts to increase representation of minoritised
physicians by tracking changes over time or comparing lead-
ership roles to current demographics in the general physi-
cian workforce. In addition, these data re-emphasise the
importance of cultural safe, professional workplaces, given
the diversity of identities among physicians. Physicians and
trainees should understand and use appropriate terminology
and language to avoid unintentional harm to their colleagues,
who can be expected to hold diverse identities. Continuing
medical education that addresses our evolving understanding
of these identities could be helpful.

Further, our data suggest that observed differences in academic
attainment occur along the entire career spectrum including at
appointment, through support for promotion, and likelihood of
successful promotion application. Interventions to address these
disparities will be complex and must be multifaceted, but could
include opt-in selection for promotion,” promotion mentorship
programmes, and masked review of applications.

CONCLUSION

This study is consistent with other literature that the medical
workforce in Alberta remains predominantly made up of white,
cisgender men, heterosexual and physicians without disabilities.
Physicians with these characteristics are further over-represented
in leadership and decision-making positions. Our data further
suggest that BIPOC cisgender women are least represented in
academic leadership positions; this should be a targeted area of
action for universities. Altogether, these data provide impetus
for intentional efforts to reduce barriers for under-represented
groups.
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