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COMMENTARY

An Update on Gender Disparity in  
Critical Care Conferences
This commentary's objective was to identify whether female representation at crit-
ical care conferences has improved since our previous publication in 2018.

We audited the scientific programs from three international (International Symposium 
on Intensive Care and Emergency Medicine [ISICEM], European Society of Intensive 
Care Medicine [ESICM], and Society of Critical Care Medicine [SCCM]) and two 
national (State of the Art [SOA] and Critical Care Canada Forum) critical care confer-
ences from the years 2017 to 2022.

We collected data on the number of female faculty members and categorized 
them into physicians, nurses, allied health professions (AHPs), and other.

Across all conferences, there was an increased representation of females as 
speakers and moderators over the 6 years. However, at each conference, male 
speakers outnumbered female speakers. Only two conferences achieved gender 
parity in speakers, SCCM in 2021 (48% female) and 2022 and SOA in 2022 
(48% female). These conferences also had the highest representation of female 
nursing and AHP speakers (25% in SCCM, 2021; 19% in SOA, 2022). While 
there was a statistically significant increase in female speakers (p < 0.01) in 2022 
compared with 2016, there was a persistent gender gap in the representation of 
men and female physicians. While the proportion of female moderators increased 
in each conference every year, the increase was statistically only significant for 
ISICEM, ESICM, and SCCM (p < 0.05). The proportion of female nurses and 
AHP speakers increased in 2022 compared with 2016 (p < 0.0001) but their 
overall representation was low with the highest proportion (25%) in the 2022 
SCCM conference and the lowest (0.5%) in the 2017 ISICEM conference.

This follow-up study demonstrates a narrowing but persisting gender gap in the 
studied critical care conferences. Thus, a commitment toward minimizing gender 
inequalities is warranted.

KEYWORDS: critical care medicine; gender; inequality; intensive care conferences; 
workforce

The past decade has seen increased awareness of gender inequalities 
within healthcare and a rising number of initiatives address this. There 
is an observed paradox, where despite increased female enrolment into 

medical training, there is a persistent gender gap in the physician workforce (1). 
Reports from the U.K. General Medical Council demonstrate 20% more female 
doctors in 2019 compared with 2012 (2). The same increase is also observed 
in Australia (3) and the United States (4). Nonetheless, there is still a sparsity 
of female physicians in senior roles particularly in certain specialities, such as 
surgery, radiology, and critical care medicine. The proportion of female critical 
care physicians is low globally, ranging from 20% to 40% in different geograph-
ical regions (1).

Fewer female intensive care medicine (ICM) physicians may partly 
explain the observed gender disparity in leadership positions, academic 
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roles, successful grant applications, first authorship 
in peer-reviewed journals, and salary (1). However, 
female representation in these areas is much lower 
than expected based on the female ICM specialist 
workforce (1), suggesting that proportionality does 
not account for this observation alone. Male phy-
sicians consistently outnumber their female coun-
terparts both as faculty members at conferences 
(5) and as first or last authors of scientific articles 
(6). The COVID-19 pandemic has disproportion-
ately affected the productivity and scientific output 
of female academics, leading to the loss of female 
scientific expertise from the public realm (7) and a 
widening of the gender gap in critical care medicine.

In our previous publication, we analyzed pro-
grams from five national and international crit-
ical care conferences between 2010 and 2016, and 
identified a gender gap among conference speakers, 
demonstrating that male physicians consistently 
outnumbered female physicians. With this follow- 
up study, we aimed to identify whether female rep-
resentation at these conferences has improved since 
2016 and to assess if there is gender difference in 
participation between physicians, nurses, and allied 
health professions (AHPs).

We audited the scientific programs from five ICM 
conferences: State of the Art (SOA), International 
Symposium on Intensive Care and Emergency 
Medicine (ISICEM), European Society of Intensive 
Care Medicine (ESICM), Society of Critical Care 
Medicine (SCCM), and Critical Care Canada Forum 
from the years 2017 to 2022. We recorded the gender of 
all of the moderators and speakers, as well as their pro-
fessional role, using congress programs and internet 
searches. We obtained the scientific program from re-
spective conference committees or websites. We then 
tabulated the proportion of female speakers and mod-
erators, grouping speakers’ profession into physicians, 
nurses, AHPs, and other (pharmacists, basic scientists, 
lay speakers). If the speaker’s sex or profession was un-
clear, we searched for photos and biographies. Trends 
in number of female speakers, per year and per con-
ference, were analyzed using linear regression, and 
proportions were compared using the chi-square test. 
Some data was missing due to conference cancellations 
during the height of the COVID-19 pandemic or una-
vailability of annual programs, despite contacting con-
ference conveners.

WHAT HAS CHANGED?

Across all conferences, there was an increase in female 
representation as speakers and moderators over the 
6 years (Table 1); at each conference, male speakers 
outnumbered female speakers (Fig. 1). By 2022, fe-
male physicians represented 38% or more of confer-
ence speakers in all studied conferences other than at 
ISICEM, where female representation was 23%. Two 
conferences achieved almost equal numbers in female 
and male speakers, SCCM in 2021 and 2022 and SOA 
in 2022. These two conferences also had the highest 
representation of nursing and AHP speakers. While 
there was a statistically significant increase in female 
speakers (p < 0.01) in 2022 compared with 2016, 
this did not extend to female physicians. Conversely, 
the proportion of female nurse and AHP speakers 
increased in 2022 compared with 2016 (p < 0.0001) 
but their overall representation was varied and low, 
with the highest proportion (25%) in the 2022 SCCM 
conference and the lowest (0.5%) in the 2017 ISICEM 
conference. In some conferences (SCCM and SOA), 
the increase in female speakers was explained by an in-
crease in nurses and AHP, rather than by physicians. 
While the proportion of female moderators increased 
in each conference every year, the increase was statisti-
cally significant only for ISICEM, ESICM, and SCCM 
(p < 0.05). Female representation trends across these 
conferences are shown in Figure 1.

PROMOTING THE ARGUMENT FOR 
GENDER EQUITY

We report an increase in representation of fe-
male speakers at the studied intensive care confer-
ences over the last 6 years. While this needs to be 
applauded, it also prompts some important ques-
tions. The first question is how to benchmark or 
ascertain the “right” proportion of female speak-
ers. We have previously advocated for “explicit tar-
gets which reflect, at a minimum, the proportion of 
women in the specialty” (8). At a local level, female 
representation may reflect the national average; for 
example, the U.K. Faculty of ICM reported 20% fe-
male ICM consultants in 2017 (9), with an average 
female speaker representation of 22% in 2017–2022. 
Conversely, 27.3% of active ICM physicians were fe-
male in the United States in 2019 (10), when the pro-
portion of female at SCCM was never higher than 
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22%. Venkatesh et al (1) reported a mean proportion 
of female physicians across six intensive care societ-
ies of 40%. Consequently, to mirror the practicing 
workforce of ICM, international conference facul-
ties could aim for a female representation of 40%. 
However, the gender data quoted from Venkatesh 
et al (1) represented six of 27 participating societ-
ies, highlighting a significant limitation in this area. 
For the benchmark of 40% to be accurate, national 
societies, training, and certifying bodies need up-to-
date, gender disaggregated data on their members, 
which should be publicly available.

A second question frequently posed is around 
the importance of gender parity. We argue scientific 
bodies (training committees, expert panels, journal 
editors, grant awarding bodies, and conference fac-
ulties) are representative of the colleagues they are 
trying to educate and inform. Positive outcomes of 
gender parity in the workplace primarily come from 
the management sector, where improving gender- 
diversity has improved productivity, innovation, 

decision making, and employee retention and sat-
isfaction (11). In the critical care field, the merits of 
gender parity—increased collaboration, expand-
ing the breadth and balance of scientific topics that 
are presented, promoting engagement—have been 
elaborated elsewhere (5, 8). There is evidence that a 
female’s willingness to compete increases after observ-
ing a female role model, which subsequently increases 
their confidence in their own ability—a phenomenon 
not observed in men (12). Gender inequity results 
in females not feeling respected, valued or secure in 
their work, whereas the paucity of female leadership 
and role modeling positions creates an impression of 
limited success (13). Participation in conference facul-
ties is only one piece of this puzzle, since available data 
suggest that females are under-represented in training 
programs, editorial boards, academic faculty, and au-
thorship in high-impact journals (1, 7).

Previous studies have highlighted a number of insti-
tutional (lack of flexibility, opportunities, and limited 
job prospects) and interpersonal (bias against females) 

Figure 1. Female speaker representation at the studied critical care conferences from 2017 to 2022. CCCF = Canadian Critical Care 
Forum, ESICM = European Society of Intensive Care Medicine, ISICEM = International Symposium on Intensive Care and Emergency 
Medicine, SCCM = Society of Critical Care Medicine, SOA = State of the Art.
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factors as key drivers of the gender gap in critical care 
(13). The observed increase in the number of female 
physician speakers may have been a result of such or-
ganizational changes: for example, the post-pandemic 
expansion of tele-conferences and virtual methods of 
participation may have facilitated the increased female 
representation. Furthermore, the ongoing calls for 
gender equity (6, 13, 14) may have increased aware-
ness in the conferences’ scientific committees, result-
ing in more female speaker invitations. It is difficult to 
ascertain which of the above factors, if any, have con-
tributed to the documented improvement, or if there 
are other marginal gains (e.g., more female sponsor-
ship, increased scrutiny of the scientific programs). 
Recurrent concerns when gender quotas are being 
considered are those over meritocracy, tokenism and 
whether ensuring a fixed number of female speakers 
will somehow erode the quality of the science. This ar-
gument inherently assumes that the existing overrep-
resentation of men is based on a “natural superiority 
of talent,” hence, the paucity of females must be due to 
lack of merit (15). However, implementation of quotas 
in areas other than healthcare (e.g., politics) was asso-
ciated with positive outcomes (more inclusive political 
party operation and recruitment, increased legislative 
diversity), without compromising candidate quality 
(16). Research on proposed strategies for gender eq-
uity and comparative assessments of their results is 
paramount.

LIMITATIONS

The current study has several limitations: we have re-
ported gender disparities and did not address other 
inequalities, such as ethnicity or disability. Emerging 
data demonstrates that gender inequalities are more 
profound when racial characteristics are taken into 
account (6). Unfortunately, inconsistent recording of 
speakers’ ethnicity made this challenging. Second, we 
categorized speakers as female or male but did not use 
further differentiation in gender. Last, our method-
ological design relied on scientific programs and in-
ternet searches, which may have introduced erroneous 
interpretations of demographic information.

CONCLUSIONS

In conclusion, the present follow-up study evaluating 
gender equality in the studied medical conferences 

shows improvement but ongoing disparity. The efforts 
of the organizing committees should be applauded, 
as the progress demonstrates a commitment toward 
minimizing the gender inequalities in academic crit-
ical care medicine. Nonetheless, further efforts to un-
derstand the reasons behind any persisting gender 
disparity, address the very low representation of nurses 
and AHP and identify which strategies are more effec-
tive in reducing it are warranted.
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