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“Men just aren’t natural leaders.” 
“Men earn less because they just aren’t very good at negotiating.” 
“How will you be able to keep up your surgical skills as a dad working part-time?” 

These statements sound absurd when directed at men but highlight very real biases 

faced by women, particularly those who work in male-dominated fields such as surgery. 

The most prominent measure of persistent gender inequities in the surgical workforce is 

the gender pay gap. 

The gender pay gap is defined as the difference in earnings between women and men for 

performing the same job with comparable experience and skill. Despite emerging 

evidence that the performance of female surgeons is equivalent or even superior to their 

male counterparts (1-3), remuneration for their work has remained consistently lower 

(4,5). Within the same speciality, women earn 25-33% less than men, even when 

adjusting for key factors that influence salary including seniority, age, hours worked, and 

research output (6,7). There are several structural and cultural barriers that contribute to 

the gender pay gap – including representation, intrinsic bias/discrimination, gendered 

cultural norms, and training inflexibility – which culminate in a vicious cycle of exclusion 

and underemployment of female surgeons (8-16). 

As of 2023, women comprised only 32% of surgical trainees, 23% of surgical fellows, and 

15% of the active surgical workforce, which was the lowest gender ratio of all medical 

specialties in Australia, as shown in Figure 1 (17,18). It is well known that women face 

lower recruitment, higher attrition, and less opportunity for promotion within surgery (8-

16). Whilst there has been concerted effort to increase representation, it is predicted that 

most surgical subspecialties will not achieve workforce gender parity within the next 50 

years (13,17). Furthermore, leadership within surgical departments and on collegiate 

boards has lacked female representation (9,16). A common misconception is that this 

absence is due to a difference in career commitment or lack of interest, however, it is 

known that lack of opportunities for career advancement (e.g. research funding, 



publications, and teaching) drive inequality in the promotion of women (15,19,20). Since 

leadership positions influence both policy and culture within surgery, the historic 

exclusion of women has translated to patriarchal norms and attitudes that have 

produced intrinsic biases (19,21). 

Systemic biases continue to limit professional opportunities for female surgeons across 

subspecialty and seniority (19,21). Women face significant judgement when negotiating 

salaries, thus it is unsurprising that they are less inclined to participate in negotiations 

(22). There is significant disparity in both the number and complexity of cases performed 

by female surgeons, leading to a relative “underemployment” compared to male 

surgeons, which cannot be accounted for by familial obligations, subspecialty choice, 

years of practice, or hours worked (8,23). Female surgeons receive less procedural-

based referrals than male surgeons, disproportionate to the number of women within 

surgical subspecialities, as shown in Figure 2 (24). The achievements and skills of 

women are consistently under-recognised, reinforcing false perceptions of female 

surgeons being less competent (21). “Female traits” such as communication, 

approachability, collaboration, patient-centric decision making, and risk-avoidant 

behaviours continue to be undervalued and even stigmatised in the surgical workforce 

(1,2,10,19,25).  

The surgical training model, with inflexible working hours and an unpredictable lifestyle, 

does not accommodate the needs of women and families. Only 2% of trainees were 

approved for flexible training in Australia in 2023 (17,18). Work-life balance is further 

complicated by societal gendered norms of parenting and a surgical culture that 

continues to stigmatise parental leave and part-time training (16,26,27). Female 

surgeons who prioritise family are perceived to be less committed and at risk of de-

skilling, which translates to career disengagement, stymied career progression, and 

significant pay disparity (8,10,11,28-30).  

Overcoming the gender pay gap within surgery will require structural changes to facilitate 

career flexibility, increase female visibility, and publicly support women’s careers. By 

implementing a more supportive training model that prioritises flexibility, surgery will 

become inherently more inclusive and accepting of necessary changes (11,15,29,32,33). 



Accessible and visible career pathways for women, such as quotas and financial 

exemptions, are required to increase representation until equity in both representation 

and remuneration can be sustained independently (14,31,34). Simply recruiting and 

promoting women without support networks, however, has historically led to perceived 

underperformance, which inevitably perpetuates the misconception that these 

candidates weren’t suitable for the role (15,31). A focused effort to facilitate mentorship 

and sponsorship at all career stages is the most effective measure to empower women 

through personal development, career guidance, salary negotiation advice, and 

opportunities for professional advancement (1,2,11,12,33,35-37). Furthermore, a 

diversified surgical leadership portfolio is required to foster a culture of inclusivity and 

respect from the top down (10,15,16). 

Measures to address the gender pay gap will only be successful with significant cultural 

changes. Particularly dispelling pervasive misconceptions such as (1) that correcting for 

intrinsic biases constitutes “special treatment” and (2) that gender-based inequities, 

including as the pay gap, will naturally improve with gender parity (9,30,38). Importantly, 

cultural acceptance of career pathways and resources for female surgeons will remain 

important even once gender parity has been achieved, since increased female 

representation within male-dominated fields is known to paradoxically reinforce intrinsic 

gender biases (39). Consistent with this, women in Obstetrics/gynaecology face 

significant disparities in training, career advancement, and remuneration (40), despite 

achieving gender parity (18). Leadership in Obstetrics/gynaecology remains male 

dominated (40). It will be interesting to see whether gendered cultural norms dissipate 

as female representation in surgical leadership increases and whether this translates to 

financial equity. 

Surgery remains an unwelcoming career for women. Persistent inequities, such as the 

gender pay gap, are blamed on perceived deficiencies in women rather than 

acknowledging intrinsic biases that limit the advancement of highly skilled female 

surgeons. It is the shared responsibility of surgical colleges and individual surgeons to 

enforce both structural and cultural changes that empower women, focusing on 

diversifying leadership, fostering support networks, challenging male-dominated 

cultural norms, and modernising the surgical training model. 
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Figure 1. Surgery has the lowest female representation within medicine. Specialist registration by 
gender in Australia for 2023, based on public national registration and accreditation data (18). 

 



 

 

 
Figure 2. Female surgeons receive less procedural-based referrals than male surgeons, 
particularly from male physicians. Proportion of referrals from physicians to surgeons in Canada, 
separated based on gender of both physicians and surgeons. Dashed line represents the proportion of 
male and female surgeons within each subspeciality. Bars above the dashed line represent over-
referral (i.e. there is greater proportion of referrals made to male surgeons than the proportion of male 
surgeons within that subspeciality) (24). 
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