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ABSTRACT

Importance: Gender differences were identified in experiences of the workplace
and family responsibilities amongst Australian and New Zealand ophthalmologists.
Background: To survey ophthalmologists regarding their balance of career, family
and workplace experiences, and to identify gender differences.

Design: Online questionnaire sent to 1000 randomly selected Royal Australian and
New Zealand College of Ophthalmologists (RANZCO) Fellows in 2017.
Participants: The response rate was 28% (n=282) with 192 males.

Methods: Confidential questionnaire.

Main outcome measures: Questionnaire responses.

Results: Gender differences were noted in working hours (59% of males worked
greater than 40 hours a week vs 26% of females, p<0.001) and frequency of private
practice work (mean of 6.6 half-day sessions per week for men vs 4.9 sessions for
women, p<0.001). Female ophthalmologists reported additional obstacles to career
advancement including difficulty receiving mentorship (57% vs 40%, p=0.027),
travel difficulties due to family responsibilities (59% vs 34%, p<0.001), and rigid
timelines for promotion/tenure (38% vs 19%, p=0.005). Female ophthalmologists
delayed child-bearing, with 59% becoming parents after fellowship training. Women
spent more time child-rearing (67% vs 8% of men cared for children >20 hours per
week, p<0.001). Female ophthalmologists were more likely to report experiencing
discrimination (31% vs 8% of men, p<0.001).

Conclusions and relevance: Female ophthalmologists worked fewer hours, mainly
in the private sector, to fulfil their greater family commitments. Female
ophthalmologists reported additional obstacles to career advancement and were

more likely to report experiencing discrimination in the workplace.
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1. INTRODUCTION

The proportion of women in the medical workforce has significantly increased, with
female medical students now accounting for greater than 50% of enrolled students
L2 Although more women are entering surgical professions, which traditionally have
been male-dominated, women continue to be under-represented in these specialties
including in ophthalmology . In 2016, 21% of Australian and New Zealand
ophthalmologists and 35% of ophthalmology trainees were female 2. In addition,
women within surgical specialties are more likely to report constraints in career
advancement compared with men *°. Reasons for these constraints are partly
societal and include women having a larger role in family duties, particularly in
childcare and housework. Other potential contributory factors are a lack of
mentorship and a culture that allows sexism °.

Studies conducted among Australian and New Zealand ophthalmologists in 2005 °,
and Canadian ophthalmologists in 2012 7, suggested that female ophthalmologists
face greater difficulty in balancing work and family responsibilities compared with
their male counterparts. Differences were reported in family patterns; women
tended to devote more time to childcare and were less likely to be in a long-term
relationship ©. A greater proportion of men were in surgical retina and
cornea/anterior segment specialties, potentially contributing to the higher reported
income among male surgeons. Women were more likely to hold a higher degree °.
The reasons underlying these gender differences within ophthalmology, and changes
over time with increasing female participation in the ophthalmology workforce, have
not been established.

Gender-based discrimination has also been found to be prevalent in both medical
and surgical professions 8. In 2015, sparked by media reports of frequent
discrimination, bullying and sexual harassment (DBSH) in surgical workplace

environments, the Royal Australasian College of Surgeons (RACS) released a briefing
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addressing these significant concerns °. A survey of Australian and New Zealand
ophthalmologists in 2015 found the prevalence of reported discrimination, bullying
and harassment was higher among female ophthalmologists (62%) than amongst all
ophthalmologists (37%) *°.

The primary aim of this study was to examine gender differences in the career and
personal profiles of fellows of the Royal Australian and New Zealand College of
Ophthalmologists (RANZCO)..

2. METHODS

This study was approved of and facilitated by RANZCO. A confidential questionnaire
was sent online to RANZCO Fellows in May 2017 via a third-party host website. Both
RANZCO and the authors were masked to the respondents’ personal details and the
surveys were anonymously analysed. A link to the survey was sent out to 1000
Fellows randomly chosen from all Fellows registered with RANZCO, with several
reminders. RANZCO had 1135 fellows in 2017, including 251 females. The survey
was also advertised via the RANZCO newsletter.

Questions were derived from validated questionnaires, in order to avoid inadvertent
bias in question construction **'2, The 32-question survey was divided into sections
of demographics, workload, career choices, personal circumstances, and workplace
safety. Questions were multiple choice with options wherever appropriate for a ‘not
applicable’ or ‘other’ response, and space for explanation. A five-point Likert scale
was used to assess perceptions of personal and professional balance and satisfaction
14, Ethnicity categories in the survey were European, North-East or South-East
Asian, South Asian and other 3.

Statistical analysis was conducted in SPSS version 24 (IBM, New York). Nominal data

was analysed using chi-square testing or Fisher’s exact test as appropriate.
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Parametric continuous variables were analysed using Student’s t-test. Tests were

two-tailed and a p value of less than 0.05 was considered significant.

3. RESULTS

A total of 282 responses were received, 192 from male and 90 from female
ophthalmologists, giving a response rate of 28%. The total proportions of RANZCO
Fellows surveyed were 22% of males and 36% of females. The proportion of female
respondents (32%) in this study was higher than the overall proportion of female
Fellows (22%, p<0.001). Male respondents were older than females (54.6 vs 47.0
years; p<0.001); the ages of fellows who completed the survey were similar to the
ages of all RANZCO fellows (53 and 48 years for males and females respectively) .

The demographic data of respondents is shown in 7able 1.

Table 1: Demographic data of RANZCO survey respondents by gender (n = 282).

Male fellows Female fellows p value
(n=192) (n=90)
Age mean (x SD) 54.6 (£10.9) 47.0 (£9.2) <0.001
Post-fellowship, years <0.001
<10 years 44 (23%) 46 (52%)
10-20 years 56 (29%) 27 (30%)
>10 years 91 (48%) 16 (18%)
Ethnicity 0.023
European 160 (84%) 62 (70%)
North-East or South- 13 (7%) 15 (17%)
East Asian
South Asian 12 (6%) 6 (7%)
Other 6 (3%) 6 (7%)
Region 0.22
New South Wales 57 (30%) 36 (41%)
Victoria 47 (25%) 19 (21%)
New Zealand 30 (16%) 12 (13%)
Queensland 28 (15%) 6 (7%)
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Western Australia 15 (8%) 4 (5%)
South Australia 6 (3%) 5 (6%)
Tasmania 5 (2%) 4 (5%)
Other 1 (0.5%) 2 (2%)
Education
Degree before medical 50 (27%) 20 (22%) 0.46
school
Degree after medical 47 (31%) 43 (57%) <0.001
school

- Master’s degree 28 (15%) 32 (36%)

- Doctor of 13 (7%) 5 (6%)

Medicine 15 (8%) 13 (15%)
- PhD

Key: SD = standard deviation, PhD = Doctor of Philosophy

A greater proportion of males had been a Fellow for greater than 10 years (77% vs
48%, p<0.001). A higher proportion of male fellows (84%) had European ancestry
compared with female fellows (70%, p=0.006) and compared with the wider
Australian and New Zealand population (70-75%) **. A higher proportion of female
respondents had completed a further degree after medical school (57% vs 31%,

p=0.002); the most common degree was a Master’s degree.

Table 2: Work profile of the RANZCO survey respondents (n = 282)

| Male fellows Female fellows p value
n=192 n=90
Average half-day sessions/week
Private practice 6.6 (+2.2) 4.9 (+2.3) p<0.001
Public 1.7 (+1.8) 2.1 (+1.8) p=0.003
Academic 0.2 (+0.7) 0.6 (+1.2) p=0.02

Divide between
public and private

work 19% (+19%) 30% (+22%) p<0.001
Public 81% (+19%) 70% (+22%) p<0.001
Private
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Previous or current 55 (29%) 66 (79%) p<0.001
part-time work

Leadership role 84 (18%) 35 (19%) p=0.32
participation

Area of

Ophthalmology 100 (52%) 35 (39%) p=0.04
General 47 (25%) 16 (18%) p=0.21
Cataract 33 (17%) 21 (23%) p=0.22
Medical retina 32 (17%) 11 (12%) p=0.33
Glaucoma 22 (11%) 8 (9%) p=0.51
Cornea 22 (11%) 11 (12%) p=0.85
Oculoplastics 15 (8%) 3 (3%) p=0.15
Surgical retina 14 (7%) 4 (4%) p=0.36
Refractive 14 (7%) 9 (10%) p=0.44
Paediatric 5 (3%) 7 (8%) p=0.05
Uveitis 4 (2%) 1 (1%) p=0.56
Neuro-ophthalmology

A higher proportion of male compared with female ophthalmologists identified as
‘general ophthalmologists’ (52% vs 39%, p=0.039). There were no significant
differences between the genders within subspecialties. The work profiles of
respondents are outlined in Table 2.

The majority of male responders reported working more than 40 hours a week (59%
vs 26% for females, p<0.001) (Figure 1). The proportion of ophthalmologists
working more than 40 hours per week was smaller compared to the 2005 study for
both men (59% vs. 70%, p=0.04) and women (26% vs. 41%, p=0.03) °. Male
ophthalmologists worked more half-day sessions per week in private practice (mean
of 6.6 vs 4.9 sessions for women, p<0.001) and had a higher overall proportion of
private practice work in an average week (81% vs. 70% for women, p<0.001). A
greater proportion of male ophthalmologists had a salary of more than $200,000 per
annum (86% vs 70%, p=0.003). This result however was not significant when

adjusted for hours worked within the 40-49 hours per week bracket (93% of men
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vs. 83% of women earned >$200,000) or the 50-59 hours per week bracket (96%
vs. 80% earned >$200,000, p>0.05 for both).

Figure 1: Average hours worked per week for RANZCO survey respondents by
gender (n = 263)

Gender
50 M vale

i Female
40

an

20

Percent of respondents

Less than 20- 30- 40- 50- 60 hours or
20 hours 29 hours 39 hours 49 hours 59 hours more

Average hours worked per week

Most women had worked part-time at some point in their careers (79% vs 29% of
men, p<0.001). The proportion of ophthalmologists who had worked part-time at
some point was higher in the current study than in the 2005 study for both men
(29% vs. 14% in 2005, p<0.001) and women (79% vs. 57% in 2005, p=0.001) °.
The primary reason among women for part-time work was child-rearing (88% vs
22% for men, p<0.001). Men and women were equally likely to nominate lifestyle
reasons (22% vs. 23% respectively, p=0.93) or personal preference (22% men vs.

20% women, p=0.76) as reasons for undertaking part-time work.
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3.1 Leadership roles and academic positions

Overall, academic positions (Professor, Associate Professor, or Senior Lecturer) were
held by more males than females (36 vs 28, respectively). However, a higher
proportion of female survey respondents held academic positions (31% vs. 19%,
p=0.02). Similar proportions across both genders held leadership positions (48% of
men and 39% of women, p=0.32).

Women were more likely than men to cite the following as obstacles to pursuing an
academic career: balancing academic pursuits with clinical workload (74% vs. 59%,
p=0.035), difficulty receiving mentorship (57% vs 40%, p=0.027), travel difficulties
due to family responsibilities (59% vs 34%, p<0.001), and rigid timelines for
promotion or tenure (38% vs. 19%, p=0.005). Women were additionally likely to
cite balancing with child-care or home duties (74% vs. 41% for men, p<0.001) and
negotiating the politics associated with networking (62% vs. 46%, p=0.005) as

obstacles to both academic progression and serving on committees.

Table 3: Personal profile of RANZCO survey respondents by gender (n = 282)

Male fellows Female fellows p value

(n=192) (G1))
Relationship status p=0.01
Married 158 (91%) 65 (77%)
Long-term relationship 7 (4%) 7 (8%)
Single 2 (1%) 5 (6%)
Divorced/separated 5 (3%) 7 (8%)
Partner’'s employment
status p<0.001
Full-time 39 (23%) 50 (60%)
Part-time 70 (40%) 10 (12%)
Not in the labour force 44 (25%) 7 (8%)
Not applicable/other 18 (11%) 16 (19%)
Partner work-area p=0.001
Medicine 39 (23%) 29 (33%)
Other health-care 39 (23%) 4 (5%)
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provider 49 (28%) 32 (38%)

Non-medical professional 45 (26%) 20 (24%)

Not applicable/other

Timing of first child 36 (23%) 8 (11%) p<0.001
Before starting training 59 (38%) 16 (22%)

During training 13 (8%) 6 (8%)

During fellowship 49 (31%) 44 (59%)

After fellowship

Number of children 12 (7%) 10 (12%) p<0.001
None 10 (6%) 18 (21%)

1 68 (39%) 30 (36%)

2 83 (48%) 26 (31%)

>2

Men were more likely to be married or in stable long-term relationships (95% vs.
86% for women, p=0.01). The partners of male ophthalmologists were more likely
to work part-time or not work (65% vs. 21%, p<0.001). The personal profiles of
respondents are summarised in 7able 3.

A number of respondents (37%) stated there was ‘no optimal time’ to start a family.
However, of the remainder, women were more likely to state that after fellowship
was a better time for having children than before (66% vs 39%, p=0.008). Men
were more likely than women to have their first child before or during
ophthalmology training (60% of men vs. 32% of women, p<0.001). These were
very similar to the proportions reported in the 2005 study (60% for males vs. 30%
of females) °. Women were more likely to have their first child after their fellowship
training (59% vs. 31%, p<0.001). Women tended to become first-time parents at a
slightly older mean age of 35 (range 25-53) compared to 33 (range 26-51) for men
(p=0.014). Men tended to have more children, with 48% having >2 children
compared with 31% of women, p=0.014.

Female ophthalmologists reported spending more time caring for children. Of
ophthalmologists with children, 67% of women compared with 8% of men were

involved in childcare for >20 hours per week (p<0.001) (Figure 2). The spouses of
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male ophthalmologists provided three quarters of total childcare time for 19% of
respondents, and all childcare for 21%, compared with 7% and 0% respectively
among spouses of female respondents. Female ophthalmologists were more likely to
rely on unpaid relatives (54% vs. 24%, p=0.01), paid in-home childcare (54% vs
46%, p=0.004) or childcare centres (75% vs. 42%, p=0.003).

Figure 2: Hours per week spent by the primary caregiver to children in childcare by

gender of RANZCO survey respondents (n = 135)

Gender

100 M vale
i Female

Percent of respondents

<20 21-40

Hours per week primary caregiver to children

Female respondents were more likely to report that having children had slowed their

career progression (75% vs 16%, p<0.001) and that they had experienced
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discrimination as a result of making family-orientated choices (32% vs 9%,
p<0.001).

3.2 Bullying, discrimination and harassment

Almost half the respondents (42%) reported experiencing bullying (34%),
discrimination (14%), and/or sexual harassment (7%) during their career. Although
similar proportions of male and female respondents reported bullying (33% vs 43%
respectively, p=0.12), a greater proportion of women reported discrimination (31%
of women vs 8% of men, p<0.001) and sexual harassment (23% vs 0.5%,
p<0.001).

While 31% of respondents had reported bullying by a male ophthalmologist, 8% of
respondents reported prior bullying by a female ophthalmologist (p=0.03). Female
ophthalmologists were more likely than male ophthalmologists to record bullying by
a male ophthalmologist (54% vs 25%, p<0.001), female nursing staff (20% vs.
10%, p=0.02) and female administrative staff (17% vs. 4%, p<0.001), a difference
which was not observed for male nursing staff (3% vs. 1%, p=0.17) or male
administrative staff (6% vs. 4%, p=0.46).

The most common type of bullying reported based on gender was receiving a
different perceived level of respect or responsiveness from the medical team (38%
for females vs 2% for males, p<0.001) or nursing/administrative team (30% vs 5%,
p<0.001). More women also reported feeling that they had been denied operating
lists (20% vs 0%, p<0.001), had been excluded from work social events (19% vs
1.6%, p<0.001), and had had hurtful or humiliating comments made about them
(22% vs 3%, p<0.001) based on their gender.

3.3 Personal and professional balance

Male and female ophthalmologists were satisfied with their careers in medicine (91%

and 89% respectively, p=0.70), and more specifically in ophthalmology (87% and
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90%, p=0.50). However, women were more likely to feel frustrated by the lack of
time available to devote to their career (33% vs 12%, p<0.001), and feel they often
had to choose between career and family (57% vs 26%, p<0.001).

Female respondents were slightly less likely than male respondents to agree that
‘female trainees and ophthalmologists are well-supported in the workplace’ (86% vs
96% of men, p=0.01). They were also more likely to disagree with the statement ‘a
woman’s opportunity for advancement in ophthalmology is the same as a man’s’
(50% vs 86% of men, p<0.001), and that they personally were treated as an ‘equal’

by their colleagues in ophthalmology (82%, vs 96%, p<0.001).

4. DISCUSSION

Gender-based differences in aspects of Australian and New Zealand
ophthalmologists’ working profiles and family responsibilities are presented in this
study. In particular, female survey respondents tended to work fewer hours, spend
less time in private practice and reported additional obstacles to career progression.
The findings echo those of other studies of ophthalmologists, both in Australasia and
further afield &7°,

When comparing the results of the present survey to the 2005 survey of Australasian
ophthalmologists ¢, a greater proportion of both male and female respondents had
previously undertaken part-time work (29% vs. 14% in 2005, p<0.001 for men,
79% vs. 57% in 2005, p=0.001 for women). While the majority of female
ophthalmologists worked part-time work for child-rearing purposes (88%), male
ophthalmologists’ reasons were split evenly between lifestyle, personal preference,
or family. These trends are consistent with research suggesting that there has been
a generational change amongst men away from traditional male career paths ’.

Indeed, in the medical profession, there has been trend towards controllable lifestyle
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becoming more of a factor than traditional career motivators including prestige and
remuneration '8,

Similar to prior studies in various specialties, children and child-care had a greater
impact on female ophthalmologists *"'**2!, Female ophthalmologists reported
delaying child-bearing until after training, had fewer children, took on a greater
proportion of childcare and were more likely to rely on alternative child-care
arrangements in comparison to their male counterparts. Compared with other
surgical specialties, female ophthalmologists had higher marriage rates (77%
compared with 61% and 65% for female paediatric and plastic surgeons
respectively) and higher child-bearing rates (88% compared with 46% and 58% for
paediatric plastic surgeons) **?2, While female ophthalmologists demonstrated
equivalent career satisfaction to male ophthalmologists and other medical
professions %18, they expressed greater frustration in balancing their career and
family responsibilities and felt child-bearing slowed down career progression, as has
been acknowledged in other studies in ophthalmology and other specialties *1¢%°,
Higher proportions of women compared with men were found to have completed
higher research degrees and attained academic positions, potentially demonstrating
a greater interest in academic pursuits amongst women who responded to the
survey. This finding may reflect a preponderance of women with higher
qualifications completing the survey. Women nevertheless were more likely than
men to report additional obstacles to academic advancement, including a lack of
mentorship, rigid academic timelines, negotiating the politics associated with
networking and difficulty balancing family responsibilities. These factors have been
well recognized in the literature as barriers to women'’s career advancement in
academic medicine as well as in the broader science sector #>192%23, Studies have
shown that although women enter academic medicine in equal or greater numbers,
they are less likely to be promoted to senior positions, including head of department

or full professor >2!*, Across Australia and New Zealand, there are currently 4 (3 in

This article is protected by copyright. All rights reserved.



Australia) female full professors of ophthalmology out of 21 (19%). Female
professionals may use ‘intentional invisibility’ to navigate such adverse environments
2> ‘Intentional invisibility’ involves strategies centred on lowering risks and avoiding
conflicts in order to avoid backlash and maintain a professional status quo and may
complicate career advancement for women. Women of ethnic minorities have been
found to be the most vulnerable in academic employment °; although it was not
possible to undertake sub-group analysis based on ethnicity in the present study due
to low numbers in the subgroups, future studies should collect this data.

Initiatives to re-structure opportunities, such as altered timelines for promotion and
tenure and flexible meeting scheduling for those with families, may facilitate women
meeting both their professional and personal goals and in turn reduce systemic
gender-based discrimination **?%. The Athena SWAN framework, introduced in the
UK in 2005, aimed to address underrepresentation of women within STEMM careers
through an awards scheme that promoted structural and cultural change within the
higher education and research sector 2. The introduction of the program was
associated with an increase in female representation in academic medicine posts .
The program has been piloted in Australia as The Science in Australia Gender Equity
(SAGE) initiative and has been adopted by over 50% of Australian academic
institutes 2.

Almost half of all respondents reported experiencing DBSH with female
ophthalmologists nearly four times more likely to report discrimination and fifty times
more likely to report sexual harassment compared to their male counterparts. Male
ophthalmologists were the most common source of DBSH behaviours. Female nurses
and female administrative staff were more likely to be recorded as bullying female
ophthalmologists than male ophthalmologists, as has been reported previously in a
study of general surgical residents #’. In this study, the overall rates of reported

bullying, discrimination and sexual harassment (34%, 14% and 7% respectively),
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were similar to those found in the RACS survey (49% overall, 39%, 18% and 7%
respectively) and that of other surgical specialties 2%2"2°,

RANZCO has acknowledged issues of bullying and harassment with a similar survey
of its Fellowship *° and has instituted new policies and measures that aim to address
systemic discrimination 2. These include processes for dealing with complaints to
allow reporting of abuse without fear of retribution, training on appropriate
behaviour to increase positive role modelling and reduce bystander silence, third-
party employee assistance programs organised for victims, and updated codes of
conduct that emphasise no tolerance for discriminatory behaviours 2. Recognising a
lack of diversity as contributing to gender-based discrimination, RANZCO aims to
achieve a 35% participation rate in College leadership positions, in contrast to the
2016 female representation rate of 20% 2. In the current study, there was evidence
of existing support systems, with women being more likely (86%) to agree that
ophthalmology in their workplace was supportive of female trainees and surgeons
than in the RACS survey (67%) 2.

Limitations of the current study include selection bias inherent in voluntary online
survey participation and recall bias in providing responses about past events. While
the response rate was similar to other voluntary surveys of medical and surgical

72227 3 slightly larger proportion of women

professionals, including ophthalmologists
responded to the survey than would be representative of registered RANZCO

fellows, potentially affecting the applicability of the results. The questionnaire did not
include specific definitions of DBSH behaviours or differentiate between higher-
ranked and lower-ranked leadership roles, leading to possible bias through varied
interpretations of these questions. It is likely that women in leadership and academic
positions were more likely to have responded to the survey as a similar portion of
female and male ophthalmology leaders were reported, yet RANZCO committees and
academic ophthalmology do not currently have equal female representation. Gender

differences in promotion timelines were not examined in this study. While this study
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is limited as it represents a cross-section of the survey population at particular time
point, when viewed in conjunction with the survey conducted in 2005, it is able to
highlight findings which are consistent as well as suggest possible trends over time

in the ophthalmology workforce.

4.1 Conclusions

The ophthalmology workforce in Australia and New Zealand is changing, with
increased female representation and increased interest amongst both genders in
balancing work and family responsibilities. Gender-related differences exist, with
female ophthalmologists reporting fewer career advancement opportunities and a
higher rate of discrimination compared with male ophthalmologists. Initiatives in
workplaces and leadership by the College will be able to utilise these data and are
crucial in minimising obstacles that may negatively influence career advancement

and family life satisfaction amongst both women and men.
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