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The representation of women on Australian clinical 
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Although in some countries 75% of the health workforce are 
women, leadership roles in medicine are often dominated 
by men.1 In Australia, there were 2.9 registered female 

health professionals for each male professional in 2020, but 
most medical and dental practitioners were men.2 In 2019, 45% 
of public hospital board chairs in Australia were women (but 
only 13% in New South Wales).3 Women comprise increasingly 
large proportions of National Health and Medical Research 
Council (NHMRC) funding recipients, but in 2021 received only 
38.5% of total Investigator Grant funding (the largest funding 
scheme), despite structural priority funding measures.4 
Gender inequities in support have negative consequences for 
research, health policy development, and health outcomes.5 
At the health leadership level, they harm morale, lead to the 
loss of critical skills, and have negative impacts on health care 
services;6- 8 redressing gender- based inequity could improve 
scientific knowledge production, medical practice, and patient 
outcomes.9

Guideline development bodies overseas have policies for ensuring 
gender equity in guideline development, a critical area of health 
care leadership. The World Health Organization Guideline 
Review Committee recommends that guideline development 
groups be “balanced in terms of gender and geography”.10 In 
Australia, the NHMRC recommends that guideline development 
groups be transparently reported and representative of the 
patients to whom the guideline will be applied.11,12

Nevertheless, substantial gender imbalances in guideline panels 
have been reported.13- 24 In a study that included 454 clinical 
guidelines published during 2012– 2017, 38% of guideline authors 
were women;18 similarly, fewer than 40% of panel members were 
women for about one- third of WHO guidelines (2008– 2018).13 As 
corresponding information has not been published for Australia, 
we examined the composition by gender of Australian clinical 
practice guideline panels, both overall and by health topic, and 
also examined guideline development- related factors that might 
influence panel composition.

Methods

We registered our study protocol with the Open Science 
Framework (12 August 2021; updated 18 August 2021; osf.io/n594f).

Guideline selection

We selected national guidelines with recommendations for 
health professionals in Australia published during 2010– 
2020 that satisfied the 2016 NHMRC Standards for Guidelines; 
these included being publicly accessible, being based on 
systematic reviews of evidence, development by a professional 
organisation, and containing a statement on conflicts of 
interest.12

We identified guidelines in two ways. First, the NHMRC 
Research Translation Office (Clinical Practice Guidelines) 
provided a spreadsheet of guidelines indexed in their database 
(the NHMRC clinical practice guideline portal) during 1 January 
2010 –  31 December 2020. We retrieved and screened the listed 
guidelines for eligibility for our analysis.
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Abstract
Objectives: To assess the composition by gender of Australian 
clinical practice guideline development panels; to explore guideline 
development- related factors that influence the composition of panels.
Design, setting, participants: Survey of clinical guidelines 
published in Australia during 2010– 2020 that observed the 2016  
NHMRC Standards for Guidelines, identified (June 2021) in the NHMRC 
Clinical Practice Guideline Portal or by searching the Guideline 
International Network guidelines library, the Trip medical database, 
and PubMed. The gender of contributors to guideline development 
was inferred from gendered titles (guideline documents) or pronouns 
(online biographies).
Main outcome measures: The overall proportion of guideline 
panel members —  the guideline contributors who formally 
considered evidence and formulated recommendations (ie, guideline 
panel chairs and members) —  who were women.
Results: Of 406 eligible guidelines, 335 listed the names of people 
who contributed to their development (82%). Of 7472 named 
contributors (including 511 guideline panel chairs [6.8%] and 5039 
guideline panel members [67.4%]), 3514 were men (47.0%), 3345 
were women (44.8%), and gender could not be determined for 612 
(8.2%). A total of 215 guideline panel chairs were women (42.1%), 
280 were men (54.8%); 2566 guideline panel members were men 
(50.9%), 2071 were women (41.1%). The proportion of female 
guideline panel members was smaller than 40% for 179 guidelines 
(53%) and larger than 60% for 71 guidelines (21%). The median 
guideline proportion of female panel members was smaller than 
50% for all but two years (2017, 2018).
Conclusions: The representation of women in health leadership 
roles in Australia does not reflect their level of participation in the 
health care workforce. In particular, clinical guideline development 
bodies should develop transparent policies for increasing the 
participation of women in guideline development panels.

The known: Despite the growing proportion of women in health 
care professions, men predominate in most leadership roles, 
including clinical practice guideline development. The gender 
composition of Australian clinical guideline panels has not been 
reported.
The new: For 179 of 335 high quality Australian clinical guidelines 
published during 2010– 2020 (53%), the proportion of women in 
guideline development groups was smaller than 40%; 280 of 511 
chairs were men (55%).
The implications: The gender balance of Australian guideline 
panels should be improved. Gender- based inequity in health care is 
a complex problem, but must be overcome to ensure high quality 
and equitable health care for all.
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Second, assisted by an information specialist, we searched the 
Guideline International Network guidelines library (https:// g-i-n.
net/ inter natio nal-guide lines-library), the Trip medical database  
(“guideline” filter function in advanced version; https://www.
tripd ataba se.com), and PubMed (24– 26 June 2021; Supporting 
Information, supplementary methods). Citations were imported 
into Covidence (https://www.covid ence.org), duplicates removed,  
and the cited items independently screened by two authors  
(AS, LV).

Finally, eligible guidelines from the two sources were then 
merged into a single list and duplicates removed.

Data extraction and analysis

We used a standardised form for data extraction. For each 
guideline we extracted the guideline title, publication year, 
publishing organisation, funding source, use of Grading of 
Recommendations, Assessment, Development and Evaluation 
(GRADE) methodology, NHMRC guideline approval status, and 
health topic (ie, primary specialty of the publishing organisation).

We then extracted the name, role, and gender of all named 
contributors to the guideline development process, grouped 
into three role categories: guideline panel chair, guideline 
panel member, and other contributors (steering committee 
chair, steering committee member, advisory committee chair, 
advisory committee member, technical project leadership role, 
technical project team member). The focus of our analysis was 
the guideline panel; that is, the guideline development group 
members who formally considered evidence and formulated 
recommendations (guideline panel chairs and members).

The WHO defines sex as biologically determined and gender 
as socially defined.25 For our analysis, we examined gender 
(categories: man, woman, other, unknown), based on information 
in the guideline and gendered titles (eg, Miss, Mr, Mrs, Ms). 
When the guideline did not yield this information, we searched 
online for professional biographies (eg, institutional, professional 
association websites) for pronouns or gendered titles as proxies 
for gender; when this information was unavailable, gender was 
classified as “unknown”. Neither names nor photos were used at 
any stage for determining gender. Gender was extracted by one 
author (AS) and independently reviewed by another (LV or RN), 
and the data were de- identified for analysis and reporting.

The primary outcome was the overall proportion of guideline 
panel members who were women; a sensitivity analysis excluded 
guidelines with fewer than ten guideline members (excluding 
chairs). We assigned each guideline to one of three categories by 
the proportion of women (fewer than 40%; 40– 60%; more than 60%). 
These categories reflected the 2019 Australian Medical Association 
gender diversity target of at least 40% representation for both men 
and women26 and the Science in Australia Gender Equity definition 
of gender balance.27 The statistical significance of differences in the 
proportion of guidelines for which fewer than 40% of guideline 
panel members were women by NHMRC approval, use of GRADE 
methodology, or source of funding was assessed in χ2 tests; P < 0.05 
was deemed statistically significant. A further planned analysis 
compared the proportion of women in guideline panels from the 
three health topics with the largest number of guidelines (cancer, 
cardiology, nephrology), as well as in paediatric medicine and 
women’s health. Statistical analyses were undertaken in Stata 16.

Ethics approval

We did not seek ethics approval for our analysis of publicly 
available information.

Results

We initially selected 406 guidelines for our analysis (Supporting 
Information, table 1), but 71 guidelines (18%) that did not identify 
guideline panel members were excluded (Box  1). Of the 335 
included guidelines in 35 health topics (Supporting Information, 
table 2), 78 reported using GRADE methodology (23%) and 59 
were approved by the NHMRC (18%). The NHMRC or federal 
government funded 74 guidelines (22%), other sources funded 
89 guidelines (27%); 14 guidelines reported they had received 
no financial support (4%), and 158 guidelines did not describe 
funding (47%).

The 7472 contributors named in the 335 guidelines (median per 
guideline, 12 people; interquartile range, 6– 22 people) included 
3514 men (47.0%) and 3345 women (44.8%); gender could not be 
determined for 612 people (8.2%), and one person used they/
them as pronouns in their online professional profile and did 
not specify a gender identity.

Guideline panel chairs

Of the 511 guideline panel chairs (6.8% of named guideline 
contributors), 280 were men (54.8%) and 215 were women (42.1%); 
gender could not be determined for 16 people (3.1%). The overall 
proportion of chairs was larger for men than women in all years 
apart from 2017 (38 of 61, 62% women) (Supporting Information, 
table 3).

Guideline panel members

The 5039 guideline panel members (67.4% of named guideline 
contributors) included 2566 men (50.9%) and 2071 women 
(41.1%); gender could not be determined for 402 people (8.0%). 
The proportion of women was smaller than 40% for 179 
guidelines (53%; including 36 with fewer than 10% women 
[11%]), 40– 60% for 85 guidelines (25%), and larger than 60% 
for 71 guidelines (21%). The overall proportion of guideline 
panel members was larger for men than women in all years 
apart from 2011 (288 of 572, 50% women) and 2017 (297 of 536, 
55% women) (Supporting Information, table 3). The median 
proportion of women by year was below 50% each year, with 
the exceptions of 2017 and 2018 (Box  2). In the sensitivity 
analysis (199 guidelines with ten or more guideline panel 
members), the proportion of women was smaller than 40% 
for 103 (52%), 40– 60% for 55 (28%), and larger than 60% for 41 
guidelines (21%).

Guideline panel members: by guideline characteristic

Women comprised fewer than 40% of guideline panel members 
for 17 of 59 NHMRC- approved guidelines (29%) and 162 of 276 
guidelines without NHMRC approval (59%; P < 0.001). Women 
comprised fewer than 40% of guideline panel members for 32 
of 78 guidelines that used GRADE methodology (41%) and 147 
of 257 guidelines that did not (57%; P = 0.043). As 216 guidelines 
did not report their funding source, we did not assess whether 
the proportion of women guideline panel members differed by 
this characteristic.

In our additional analysis, the proportion of guideline panel 
members who were women was below 40% for 22 of 50 cancer 
guidelines (44%), 31 of 39 cardiology guidelines (80%), 18 of 27 
nephrology guidelines (67%), four of 13 paediatric medicine 
guidelines (31%), and two of 17 women’s health guidelines (12%) 
(Box 3; Supporting Information, table 2).

https://g-i-n.net/international-guidelines-library
https://g-i-n.net/international-guidelines-library
https://www.tripdatabase.com
https://www.tripdatabase.com
https://www.covidence.org
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Discussion

We report the first analysis of the composition of Australian 
clinical practice guideline panels by gender. The overall 
proportion of women as contributors to guideline development 
(all roles) was 44.8%, as guideline panel members 41.1%, and as 
guideline panel chairs 42.1%. The proportion of female guideline 
panel members was smaller than 40% for 179 of 335 guidelines 
(53%); the proportion was smaller for NHMRC- approved 
guidelines (17 of 59, 29%), and larger in some health areas (eg, 
cardiology, 80%; nephrology, 67%) than others (eg, women’s 
health, 12%; paediatric medicine, 31%).

Our findings are consistent with those of other reports of 
underrepresentation of women on guideline panels in various 
countries,13- 24 particularly in leadership roles such as panel 
chairs.17,19,22 The high proportion of cardiology guidelines with 

low female guideline panel member proportions is consistent 
with American and Canadian findings.16,24 This is of particular 
concern given the burden of cardiovascular disease in Australia 
and recognised gender- based differences in its diagnosis and 
treatment.28- 30 In contrast, the proportions of women were larger 
for guideline panels in areas in which women are traditionally 
more prominent, such as women’s and children’s health.

Although the proportion of female medical doctors is rising 
in Australia31 and gender diversity is increasingly promoted 
in health care,32 underrepresentation of women in health 
leadership positions is often attributed to factors such as gender- 
based discrimination, carer responsibilities, and maternity 
leave.33 As unconscious biases during the informal process of 
guideline panel member selection can contribute to unequal 
representation,17- 19 more structured, transparent selection 
processes could help correct imbalances.

1 Selection of Australian clinical guidelines meeting National Health and Medical Research Council standards published during 
2010– 2020 for our analysis
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Workplace culture, quality of care, and all patients could benefit 
from the increased creativity and productivity associated 
with gender balance.32,34 For example, scientific publications 
with female authors are more likely to take gender and sex 
into consideration, increasing the potential for findings that 
lead to equitable health care.35 Policymakers and guideline 
developers should consider the many benefits of equitable 
gender representation5 when convening guideline panels, and 
the effect of gender balance on guideline quality should be 
investigated.

Despite NHMRC recommendations,11,12 71 of 405 guidelines 
otherwise eligible for our analysis (18%) did not report guideline 
contributors, and 216 of 335 included guidelines did not report 

how they were funded (64%). We therefore recommend 
that the listing of guideline panel members (including 
their gender, with consent) and the description of 
panel recruitment processes and funding sources be 
required for Australian guidelines.

Prescriptive recommendations and quotas for gender 
equity in guideline development could improve 
balance.13 The lower proportion of NHMRC- approved 
guidelines with fewer than 40% female guideline panel 
members is consistent with this view. Organisations that 
develop or endorse guidelines should adopt effective 
policies for gender balance on their guideline panels 
and regularly monitor progress toward this target.

Limitations

The gender of guideline panel members was not 
consistently reported. Other investigators have 
inferred gender from names and photos,17- 19,23 
but, as this approach is susceptible to error and 
bias, we instead inferred gender from pronouns 
and gendered titles. This may have reduced the 
likelihood of error, but we could not determine 
gender for 8.2% of guideline panel members. We 
could not assess whether gender identity was 
different at the time of guideline publication and 
at data collection. Given the large variability in 
size of guideline panels, our findings might be 

skewed by those with small or very large panels. However, 
a sensitivity analysis excluding guidelines with fewer than 
ten panel members yielded similar results to the main 
analysis. We did not assess the proportions of women 
in guideline commissioning organisations, and this was 
therefore not compared with the number of women on their 
guideline panels. Patient and community involvement in 
guideline development, recommended by the NHMRC, was 
not assessed in our study.12 The intersection of gender with 
other socio- cultural factors (eg, ethnic or social background) 
is critical for discussions of inequity in health leadership,36,37 
but such factors are not typically reported by guidelines, nor 
can they be easily assessed retrospectively.

Conclusions

Clinical practice guidelines are a key component  
of evidence- based health care, and guideline 
development is an important part of health care  
leadership. We found that women are under -
represented in Australian guideline development 
groups. Australian guideline development or  gan -
isations should revise the manner in which they 
recruit guideline development panels in order 
to secure gender balance; particularly important 
is transparent reporting and regular auditing of 
panel composition. Gender bias in health care is 
a complex and multifactorial problem, but it must 
be overcome to ensure high quality and equitable 
health care.
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2 Proportion of Australian guideline panel members who were women, for 
335 guidelines published during 2010– 2020

* Does not include guideline development group chairs. Each box represents the interquartile range 
of values (with the median indicated by a horizontal line); whiskers indicate maximum values, circles 
outlier values excluded from the median calculation. The number of included guidelines by year is 
included in the Supporting Information, table 3. ◆

3 Proportion of Australian guideline panel members* who were women, for 
guidelines published during 2010– 2020, by guideline health topic

* Does not include guideline development group chairs. The proportions for other health topics are 
included in the Supporting Information, table 2. ◆



M
JA

 2
18

 (2
) ▪

 6
 F

eb
ru

ar
y 

20
23

88

Research

Open access: Open access publishing facilitated by Monash University, as part of the 
Wiley – Monash University agreement via the Council of Australian University Librarians.

Competing interests: Meghan Bohren, Caroline Homer, Agnes Wilson, and Joshua Vogel 
were involved in the development of several guidelines included in our study. Caroline 
Homer chairs the NHMRC; Joshua Vogel is a member of the NHMRC Research Committee, 
but this played no role in access to the guidelines or in the analysis. These findings are 
those of the authors and do not necessarily reflect the views of the NHMRC. ■

Received 26 July 2022, accepted 26 October 2022

© 2023 The Authors. Medical Journal of Australia published by John Wiley & Sons Australia, Ltd 
on behalf of AMPCo Pty Ltd.

This is an open access article under the terms of the Creative Commons Attribution License, 
which permits use, distribution and reproduction in any medium, provided the original work 
is properly cited.

 1 HRH Global Resource Center. Gender and health 
workforce statistics. Undated. https://www.
hrhre sourc ecent er.org/gender_stats (viewed 
Mar 2021).

 2 Australian Institute of Health and Welfare. 
Health workforce. Updated 7 July 2022. https://
www.aihw.gov.au/repor ts/workf orce/health-
workf orce (viewed Dec 2022).

 3 Cohn A, Cubitt M, Goh A, et al. Gender equity in 
Australian health leadership. Asia Pacific Journal 
of Health Management 2021; 16: 6- 10.

 4 National Health and Medical Research Council. 
Investigator grants 2021 outcomes: factsheet. 
2021. https://www.nhmrc.gov.au/sites/ defau 
lt/files/ docum ents/attac hment s/grant %20doc 
ument s/2021_inves tigat or_grants_facts heet.
pdf (viewed Dec 2021).

 5 Fine C, Sojo V. Women’s value: beyond the 
business case for diversity and inclusion. Lancet 
2019; 393: 515- 516.

 6 Mousa M, Boyle J, Skouteris H, et al. Advancing 
women in healthcare leadership: a systematic 
review and meta- synthesis of multi- sector 
evidence on organisational interventions. 
EClinicalMedicine 2021; 39: 101084.

 7 Ghebreyesus T. Female health workers drive  
global health: we will drive gender- 
transformative change. 20 Mar 2019. https://
www.who.int/news-room/comme ntari es/detai 
l/female-health-worke rs-drive-global-health 
(viewed Sept 2022).

 8 Cassells R, Duncan A. Gender equity insights 
2020: delivering the business outcomes 
(Bankwest Curtin Economics Centre/Workplace 
Gender Equality, issue 5). Mar 2020. https://
bcec.edu.au/publi catio ns/gender-equity-insig 
hts-2020-deliv ering-the-busin ess-outcomes 
(viewed Sept 2022).

 9 Criado- Perez C. Invisible women: data bias in 
a world designed for men. London: Chatto & 
Windus, 2019.

 10 World Health Organization. WHO handbook for 
guideline development. 2nd edition. Geneva: 
WHO, 2014. https://apps.who.int/iris/handl 
e/10665/ 145714 (viewed Mar 2021).

 11 National Health and Medical Research Council. 
NHMRC corporate plan 2019– 20. Aug 2019. 
https://www.nhmrc.gov.au/sites/ defau lt/files/ 
docum ents/attac hment s/publi catio ns/Corpo 
rate-Plan-2019-20.pdf (viewed Mar 2021).

 12 National Health and Medical Research Council. 2016 
NHMRC standards for guidelines. In: Guidelines for 
guidelines handbook [online only resource]. 2016. 
https://www.nhmrc.gov.au/guide lines forgu ideli 
nes/stand ards (viewed Mar 2021).

 13 Bohren MA, Javadi D, Vogel JP. Gender balance 
in WHO panels for guidelines published from 
2008 to 2018. Bull World Health Organ 2019; 97: 
477- 485.

 14 Hougen HY, Goodstein FR, Bassale S, et al. 
Gender representation in American Urological 
Association guidelines. Urology 2021; 156: 47- 51.

 15 Green AK, Barrow B, Bach PB. Female  
representation among US National Comprehensive 
Cancer Network guideline panel members. 
Lancet Oncol 2019; 20: 327- 329.

 16 Rai D, Waheed SH, Guerriero M, et al. National 
trends of gender disparity in Canadian 
Cardiovascular Society guidelines authors from 
2001– 2020. CJC Open 2021; 3 (12 Suppl): S12- S18.

 17 Ross L, Mathew R, Bal G, et al. Analysis of 
gender representation among physician authors 
in American Academy of Neurology clinical 
practice guidelines. Neurology 2021; https://doi.
org/10.1212/WNL.00000 00000 200567 [online 
ahead of print].

 18 Merman E, Pincus D, Bell C, et al. Differences in 
clinical practice guideline authorship by gender 
[letter]. Lancet 2018; 392: 1626- 1628.

 19 Adami G, Benini C, Vantaggiato E, et al. Gender 
disparity in authorship of guidelines and 
recommendations in rheumatology [letter]. Ann 
Rheum Dis 2020; 79: 1122- 1123.

 20 Mantovani A, Nascimbeni F, Buzzetti E, 
Dalbeni A. Looking for women in hepatology: 
sex authorship differences in clinical practice 
guidelines and position statements [letter]. Dig 
Liver Dis 2019; 51: 911- 913.

 21 Mantovani A, Sartori F. Gender difference in 
authorship of clinical practice guidelines and 
position statements in endocrinology [letter].  
J Endocrinol Invest 2019; 42: 489- 490.

 22 Bushyhead D, Strate LL. Sex differences in 
authorship of major gastroenterology society 
guidelines and technical reviews. Dig Dis Sci 
2020; 65: 2225- 2228.

 23 Dey P, Green AK, Haddadin M, et al. Trends 
in female representation on NCCN guideline 
panels. J Natl Compr Canc Netw 2020; 18: 
1084- 1086.

 24 Tong I, Griffin B, Trott J, et al. The proportion 
of women authors and the inclusion of sex and 
gender content among the American College of 
Cardiology clinical practice guidelines, 2008– 
2018. J Womens Health (Larchmt) 2020; 30: 
1616- 1625.

 25 World Health Organization. Gender and health. 
2022. https://www.who.int/health-topic s/gende 
r#tab=tab_1 (viewed Dec 2022).

 26 Australian Medical Association. The AMA 
gender equity summit report. 23 Mar 2019. 
https://www.ama.com.au/sites/ defau lt/files/ 
docum ents/AMA%20GES %20Rep ort%20Aug 
%202019_2.pdf (viewed Apr 2021).

 27 Science in Australia Gender Equity. Gender 
equity in higher education. Updated 25 May 2021. 
https://scien cegen dereq uity.org.au/about/ 
gender-equity-in-higher-educa tion (viewed Dec 
2022).

 28 Desai S, Munshi A, Munshi D. Gender bias in 
cardiovascular disease prevention, detection, 
and management, with specific reference to 
coronary artery disease. J Midlife Health 2021; 12: 
8- 15.

 29 Bachelet BC, Hyun K, D’Souza M, et al. Sex 
differences in the management and outcomes 
of non- ST- elevation acute coronary syndromes. 
Med J Aust 2022; 216: 153- 155. https://www.mja.
com.au/journ al/2022/216/3/sex-diffe rences-
manag ement-and-outco mes-non-st-eleva 
tion-acute-coronary

 30 Cardiology’s problem women [editorial]. Lancet 
2019; 393: 959.

 31 Australian Institute of Health and Welfare. 
Medical practitioners workforce 2015. Updated 
24 Aug 2016. https://www.aihw.gov.au/repor 
ts/workf orce/medic al-pract ition ers-workf orce-
2015 (viewed Apr 2021).

 32 Nielsen MW, Alegria S, Börjeson L, et al. Gender 
diversity leads to better science. Proc Natl Acad 
Sci U S A 2017; 114: 1740- 1742.

 33 Newman C, Chama PK, Mugisha M, et al. Reasons  
behind current gender imbalances in senior 
global health roles and the practice and policy 
changes that can catalyze organizational change. 
Glob Health Epidemiol Genom 2017; 2: e19.

 34 Shannon G, Jansen M, Williams K, et al. Gender 
equality in science, medicine, and global health: 
where are we at and why does it matter? Lancet 
2019; 393: 560- 569.

 35 Nielsen MW, Andersen JP, Schiebinger L, 
Schneider JW. One and a half million medical 
papers reveal a link between author gender and 
attention to gender and sex analysis. Nat Hum 
Behav 2017; 1: 791- 796.

 36 Hammarström A, Johansson K, Annandale E, 
et al. Central gender theoretical concepts  
in health research: the state of the art. 
J Epidemiol Community Health 2014; 68: 185- 190.

 37 Heise L, Greene ME, Opper N, et al; Gender 
Equality, Norms, and Health Steering Committee. 
Gender inequality and restrictive gender norms: 
framing the challenges to health. Lancet 2019; 
393: 2440- 2454. ■

Supporting Information

Additional Supporting Information is included with the online version of this article.

http://creativecommons.org/licenses/by/4.0/
https://www.hrhresourcecenter.org/gender_stats
https://www.hrhresourcecenter.org/gender_stats
https://www.aihw.gov.au/reports/workforce/health-workforce
https://www.aihw.gov.au/reports/workforce/health-workforce
https://www.aihw.gov.au/reports/workforce/health-workforce
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/grant documents/2021_investigator_grants_factsheet.pdf
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/grant documents/2021_investigator_grants_factsheet.pdf
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/grant documents/2021_investigator_grants_factsheet.pdf
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/grant documents/2021_investigator_grants_factsheet.pdf
https://www.who.int/news-room/commentaries/detail/female-health-workers-drive-global-health
https://www.who.int/news-room/commentaries/detail/female-health-workers-drive-global-health
https://www.who.int/news-room/commentaries/detail/female-health-workers-drive-global-health
https://bcec.edu.au/publications/gender-equity-insights-2020-delivering-the-business-outcomes
https://bcec.edu.au/publications/gender-equity-insights-2020-delivering-the-business-outcomes
https://bcec.edu.au/publications/gender-equity-insights-2020-delivering-the-business-outcomes
https://apps.who.int/iris/handle/10665/145714
https://apps.who.int/iris/handle/10665/145714
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/publications/Corporate-Plan-2019-20.pdf
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/publications/Corporate-Plan-2019-20.pdf
https://www.nhmrc.gov.au/sites/default/files/documents/attachments/publications/Corporate-Plan-2019-20.pdf
https://www.nhmrc.gov.au/guidelinesforguidelines/standards
https://www.nhmrc.gov.au/guidelinesforguidelines/standards
https://doi.org/10.1212/WNL.0000000000200567
https://doi.org/10.1212/WNL.0000000000200567
https://www.who.int/health-topics/gender#tab=tab_1
https://www.who.int/health-topics/gender#tab=tab_1
https://www.ama.com.au/sites/default/files/documents/AMA GES Report Aug 2019_2.pdf
https://www.ama.com.au/sites/default/files/documents/AMA GES Report Aug 2019_2.pdf
https://www.ama.com.au/sites/default/files/documents/AMA GES Report Aug 2019_2.pdf
https://sciencegenderequity.org.au/about/gender-equity-in-higher-education
https://sciencegenderequity.org.au/about/gender-equity-in-higher-education
https://www.mja.com.au/journal/2022/216/3/sex-differences-management-and-outcomes-non-st-elevation-acute-coronary
https://www.mja.com.au/journal/2022/216/3/sex-differences-management-and-outcomes-non-st-elevation-acute-coronary
https://www.mja.com.au/journal/2022/216/3/sex-differences-management-and-outcomes-non-st-elevation-acute-coronary
https://www.mja.com.au/journal/2022/216/3/sex-differences-management-and-outcomes-non-st-elevation-acute-coronary
https://www.aihw.gov.au/reports/workforce/medical-practitioners-workforce-2015
https://www.aihw.gov.au/reports/workforce/medical-practitioners-workforce-2015
https://www.aihw.gov.au/reports/workforce/medical-practitioners-workforce-2015

	The representation of women on Australian clinical practice guideline panels, 2010–2020
	Abstract
	Methods
	Guideline selection
	Data extraction and analysis
	Ethics approval

	Results
	Guideline panel chairs
	Guideline panel members
	Guideline panel members: by guideline characteristic

	Discussion
	Limitations
	Conclusions

	Acknowledgements: 
	Open access: 
	Competing interests: 
	Anchor 17


