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overview

Despite progress toward equity within our broad social context, the domains of gender as a social, cultural,

and structural variable continue to exert influence on the delivery of oncology care. Although there have

been vast advances in our understanding of the biological underpinnings of cancer and significant im-

provements in clinical care, disparities in cancer care for all women—including cisgender, transgender, and

gender diverse women—persist. Similarly, despite inclusion within the oncology physician workforce,

women and gender minorities, particularly those with additional identities under-represented in medicine,

still face structural barriers to clinical and academic productivity and career success. In this article, we

define and discuss how structural sexism influences both the equitable care of patients with cancer and the

oncology workforce and explore the overlapping challenges in both realms. Solutions toward creating

environments where patients with cancer of any gender receive optimal care and all physicians can thrive are

put forward.

DEFINING STRUCTURAL SEXISM

Over the past 50 years, the availability of educational
and employment opportunities for women has led
toward societal advancement and gender equity.1

Despite advances in the understanding and treat-
ment of cancer, disparities persist across cancer care
and the oncology workforce.2 Structural sexism or
systematic gender inequality in power and resources
influence and perpetuate inequities for women within
the health care system.3 Defining certain terms sur-
rounding structural sexism is essential to understand
the concept. The terms sex and gender are often
conflated but refer to distinct categories. Sex and
gender are multidimensional constructs in which sex
refers to anatomical and physiological traits (sex traits)
and gender is a social construct on the basis of ex-
pressions and social and cultural expectations asso-
ciated with sex.4 As a social and structural variable,
gender encompasses multiple domains beyond gen-
der identity: gender roles, gender relations, and
power.4 Structural sexism can be measured at the
macro, meso, and micro levels. The macro level refers
to institutional sexism such as policies, cultural norms,
and distributions of resources; the meso level refers to
patterns of behavior and organizational practices; and
the micro or individual level refers to the gendered
perception of self.3

Both patient care and physicians’ careers are nega-
tively affected by structural sexism (Fig 1). Exposure
to sexism at multiple levels is associated with more

chronic conditions, worse self-rated health, and worse
physical functioning for women.3 A supportive
workplace environment for physicians who are
women is critical for women’s health equity, in part
because clinicians who are women are more likely to
provide health care to women.5 Despite the inclusion
of women in medicine for over a generation, gender
equity has been slow to materialize. Nearly half of
women medical students report experiences of sexual
harassment during medical school, rates substantially
higher than in other STEMM graduate programs.6

Progress in the rate of advancement of women into
higher levels of faculty rank, department chairs, and
cancer center directors has been limited.7,8 Physi-
cians who are women start with lower salaries than
their counterparts who are men, and the gender wage
gap continues to widen even when adjusted for fac-
tors such as rank and experience.9,10 Differences in
the work environment, leadership opportunities, and
the accumulation of wealth are associated with de-
creased career satisfaction and higher rates of
burnout for women oncologists.11,12

Structural sexism cannot be addressed without con-
sideration of other forms of structural systems of dis-
crimination and inequity that also affect patients with
cancer and oncologists. Intersectionality is a frame-
work for understanding how multiple socially con-
structed identity categories (ie, race, ethnicity, and
gender) overlap and interact at the individual and in-
stitutional level to create disparate outcomes for
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individuals and communities.13 Structural sexism amplifies
other institutional barriers such as structural racism, able-
ism, heterosexism, and classism, and individuals with
multiple marginalized identities may be more affected by
these compounding systematic forces.14 Women who be-
long to groups that are under-represented in medicine face
further structural challenges in addition to structural sexism;
for example, Black and Latinx/Hispanic women are vastly
under-represented in the specialties of medical, surgical,

and radiation oncology.15,16 This further affects patient care
as diverse clinical teams are associated with increased
patient satisfaction and perceived quality of care.17,18

Interpersonal factors that act as barriers to gender equity
have been described extensively elsewhere.19,20 To date,
attempts to address the interpersonal sources of inequities
have been insufficient.21 Although implicit bias training can
increase bias awareness,22,23 reports on long-term suc-
cesses of bias training are scant.24,25 Rather than putting the
onus on those affected by sexism to fix themselves, com-
batting structural sexism in cancer care demands the
generation of specific structural solutions to foster equity
related to the delivery of cancer care.

HOW CONSIDERATIONS OF SEX AND GENDER INFLUENCE
CANCER CARE

Cancer incidence and outcomes are influenced by a variety
of biologic, social, environmental, and economic conditions,
including sex and gender.26 The differences in cancer di-
agnosis and outcomes between men and women are
multifactorial and poorly understood, but most likely reflect
differences in both endogenous factors and exogenous
factors. Both sex, as a biological variable, and gender, as a
social, cultural, and structural variable, act to influence
health. Historically, a 70-kg male patient was used to define

PRACTICAL APPLICATIONS

• Structural sexism, the unequal distribution of
resources and power, remains a challenge in
oncology and negatively affects both physicians
and patients.

• Structural sexism results in the deprioritization
of specialties predominately populated by
women physicians and patients and stalled
progress in cancers affecting women.

• Policy and institutional solutions are needed to
combat structural sexism and improve cancer
care for all.

Clinical Care Workforce
● Diagnostic delays
● Reimbursement

inequities
● Dismissal of

symptoms
● Clinical trial

accessibility
● Clinical resource

allocation
● Decreased research

funding

● Physician
gender roles
and bias

● Occupational
segregation

● Pay inequity
● Under-

representation
in leadership

● Devaluation of
women’s health

● Publication bias
● Stalled progress

in prevention
and treatment
interventions

Policy
considerations

Gendered social
expectations

Institutional
structures

Lower quality
clinical care

Physician attrition

FIG 1. Structural sexism affects
both oncology workforce and clini-
cal care. Top arrows demonstrate
the forces contributing to structural
sexism in clinical care, physician
workforce, and both domains; bi-
directional arrows show the down-
stream outcomes which further
amplify structural sexism. Created
with Biorender.
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the average patient in medicinal education, practice, and
biomedical research.27 Both sex and gender, therefore,
influence the structure of cancer care delivery, affecting
how patients receive care.

Among the components that define sex, anatomy most
noticeably influences epidemiologic differences in cancer
risk, treatment, and outcomes (Fig 2). Cancer incidence
and mortality (male:female ratio of 1.15 and 1.37, re-
spectively) are higher in the male US population, reflecting
differences in life expectancy and sex-specific cancer
disease site risk.28 Variations in incidence and mortality by
sex additionally exist across disease sites that are not sex-
specific. Higher cancer risk in male patients for most cancer
sites except thyroid and gallbladder persists even after
adjustment for known risk factors.28-30

Beyond anatomy, other domains of sex exert influence
across cancer biology and clinical care. Sex differences in
molecular and genomic alterations have been described
across cancer disease sites in specific genes, including
actionable mutations, such as mismatch repair genes, and
mutation signatures.31,32 Gonadal steroid hormones alter
cancer risk and outcomes, and hormonal modulation is a
common component of cancer therapy.33 Although the
influence of circulating estrogen, progesterone, and

androgens is primarily implicated in cancers of reproductive
organs, these hormones influence tumor vasculature,
stroma, and other aspects of the tumor
microenvironment.34,35 Total body water, lipid composition,
and metabolism influence the pharmacodynamics and
pharmacokinetics of chemotherapy agents, potentially al-
tering efficacy and adverse events.36,37 Differences in the
male and female innate and adaptive immune responses
have been well-established.38 Distinct sex-specific immune
features across multiple cancer types and differences in
response and adverse events with immuno-oncology
treatments have been demonstrated.33,37,39,40 The reduc-
tion of risk of death was twice as large for male patients
compared with female patients according to a meta-analysis
that pooled results from 20 randomized trials of immune
checkpoint inhibitors.40

The multiple dimensions of gender similarly influence
cancer care and affect patients with cancer. Gender identity
and a sense of femininity link postmastectomy breast re-
construction to an improved quality of life.41 Cultural ex-
pectations about behavior as they are associated with
certain sex traits influence cancer risk behaviors (eg, indoor
tanning, cigarette smoking, and physical inactivity). Con-
formation to gender norms of masculinity or femininity re-
lated to these behaviors contributes to cancer incidence

FIG 2. Age-adjusted cancer incidence andmortality rates in theUnited States including the years 2016-2020. Bars represent incidence andmortality rates for
100,000 male patients (green) or 100,000 female patients (blue) for the indicated cancer type. Created by SEER*Explorer.
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differences between men and women.42 Gendered as-
sumptions that women are emotional, sensitive, and even
hysterical affect the way that physical pain symptoms are
interpreted by health care professionals.43 Gender bias in
the patient encounters within the health care system can
lead to diagnostic delays and is significantly associated with
longer diagnostics intervals in six of 11 non–sex-specific
disease sites (bladder, colorectal, gastric, head and neck,
lung, and lymphoma) without comparable diagnostic delays
for men in any of those disease sites.44 Repeated exposures
to gender-based inequities at the individual, relational, and
institutional levels accumulate and are associated with a
diagnosis of chronic conditions and worse overall health.3

The presence of comorbidities and decreased performance
status are well-known factors which are negatively associ-
ated with cancer outcomes.

Access to cancer care and the patient experience differ for
women compared with men. Women are more likely to have
health insurance than men but less willing to incur out-of-
pocket costs influencing their availability and choices in
therapies.45 Financial toxicity perpetuates health disparities
in access and quality cancer treatment.46 Although women
with cancer are more likely to have a caregiver than men,
caregivers to male patients are more likely to be a spouse,
whereas caregivers to female patients are more likely to be a
child.47 Psychosocial support from the health care team is
valued more by women than men.48

Gender additionally influences how we think about sex and
sex-specific conditions and disorders. Stigma contributes to
nonadherence with breast and cervical cancer screening for
persons from sexual and gender minority communities.49

Dismissal of symptoms of postmenopausal bleeding by
health care professionals is commonly reported by women
ultimately diagnosed with endometrial cancer.50 Ovarian
cancer has been historically labeled a silent killer, although
nearly three fourths of patients have documented symptoms
in the year before their diagnosis.51 The care of gynecologic
cancers has historically been siloed from the care of other
disease sites, leaving significant infrastructure barriers to
care for patients with these malignancies.52,53

Sex and gender may act independently of each other and in
ways that can complement, enhance, diminish, or negate
the other’s influence on cancer risk, treatment, and out-
comes.54 Similarly, sex and gender may interact with other
social factors, such as race, ethnicity, socioeconomic status,
and educational attainment to affect cancer outcomes.55

The influence of structural determinants of health, including
health insurance status, geographic distance from specialty
care, and transportation barriers, generally disadvantage
patients with cancer from under-represented and under-
served communities.3 Presumably resulting from the in-
tersection of multiple social and structural factors, cervical

and endometrial cancer, two female-specific disease sites,
have among the largest racial disparities for Black women of
solid tumor types.56 Patients with gender nonconforming
identities have been shown to have lower rates of cancer
screening and increased cancer mortality.57,58

Within the scientific literature and health policy domains,
sex and gender are often used imprecisely in language
and/or conflated. A recent analysis of oncology trials be-
tween 2012 and 2019 used to support FDA drug approval
demonstrated that sex and gender terminologies were used
inconsistently in 76% of reporting of results. None of the 128
evaluated studies described how sex and gender infor-
mation was collected or assessed. Although 89% of survival
data for non–sex-specific cancer sites was disaggregated by
sex, no study presented disaggregated toxicity data by sex or
gender.59 Without disaggregation by sex and gender of
research data, an analysis and understanding of how sex
differences and gender inequalities affect health is not
possible. Inattention to sex and gender in research, im-
precision in language and reporting, and inadequate en-
forcement of journal and funder policies reflect a larger
system of gender inequity that devalues women’s bodies,
health, and experiences.

Gender inequity is also reflected in disparities in National
Institutes of Health (NIH) funding for diseases that affect
women. For many diseases that affect primarily one sex, the
funding pattern favors those that primarily affect men. With
respect to burden of the disease within the population,
female-dominant diseases are statistically more likely to be
underfunded compared with male-dominant diseases.60,61

Although there is an association between burden of disease
and NIH funding, historic funding for a condition or disease
is the factor most strongly associated with continued
funding, thereby perpetuating male bias in biomedical re-
search.62 Disproportionately low NIH funding to gynecologic
cancers compared with other cancer disease sites has been
described.60,63,64 Over time, persistent disparities in funding
and research resources can lead to gaps in the evidence
base for screening, diagnosis, and treatment of female-
specific cancers, as well as limiting the pipeline of re-
searchers invested identifying novel therapeutics for those
diseases.

Reproducibility and generalizability of cancer clinical trials
depend on the enrollment of populations representative of
the population for which interventions are intended. His-
torically, exclusion of women from clinical trials rested on
the gendered construction of a normal study participant as a
70-kg male patient, concerns that the normal hormonal
fluctuations of the menstrual cycles might interfere with
study results, and fears that enrollment of subjects capable
of pregnancy might potentially lead to a teratogenic fetal
exposure. The requirement that NIH-funded researchers
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enroll racial and ethnic minorities and women, including
women of childbearing age, into clinical research trials was
codified into Federal law in the NIH Revitalization Act of
1993.65 Although women make up approximately half of
participants in NIH-sponsored research today, disparities in
cancer clinical trial enrollment persist. For non–sex-specific
trials completed between 2003 and 2016, female patients
were underenrolled. Female enrollment to lung and pan-
creatic cancer trials was under 10% during this time frame
while they represent over 40% of the new diagnoses.66

Oncology drug development depends on phase I trials made
up of small cohorts of patients receiving escalating doses. In
a recent analysis of National Cancer Institute (NCI)–sup-
ported phase I trials (between 2000 and 2019), similar
numbers of male and female participants were enrolled and
outcomes, including survival and adverse events, were
similar between men and women. However, there are
multiple selection biases in clinical trials enrollment that
favor male participation in all phases of drug development.67

Women are more likely than men to have multiple chronic
conditions68; hemoglobin levels are generally lower in
women, which could potentially preclude women from
participation69; and financial toxicity related to clinical trials
enrollment may disproportionately affect women’s ac-
crual.70 Without representative populations of women par-
ticipating in clinical research, the applicability of doses and
efficacy of anticancer agents to the broader population of
women may result in over- or undertreatment as well as
excess treatment-related toxicity.

Few peer-reviewed journals are centered around the
health needs of women. Publications in women’s health
journals remain primarily focused on reproductive health
with an emphasis on obstetrics.71 Within the broader
publication community, women’s health research has
been shown to be less publishable—and when published,
less impactful—than research focused on men.72 Re-
search focused on cancer care for women is also more
often performed by women than men adding to other
publication biases.

THE IMPACT OF STRUCTURAL SEXISM ON THE
ONCOLOGY WORKFORCE

Just as the intersection of gender, power, and status affects
patient care, structural sexism has wide-ranging effects on
the oncology workforce. The physician identity was created
by men as medicine was historically a profession performed
by men.73 The culture of medicine today reflects this history
with value assigned to typically masculine traits and char-
acteristics such as authority, objectivity, and rationality.
More characteristically feminine behaviors such as acts of
compassion or bidirectional communication are infre-
quently built into health care systems, incentivized, or
rewarded.73 The consideration of sex and gender as a binary

has resulted in unique challenges, such as emotional dis-
tress, harassment, and fear, for physicians with non-
conforming gender identities.74,75 In 2021, 35.2% of
practicing oncologists identified as women.19 Yet despite
large numbers of women practicing in oncology-focused
specialties, women in oncology face many of the same
challenges encountered by women in the larger medical
community.

Gender bias or assumptions about roles, behaviors, and
interactions on the basis of presumed sex are pervasive in
society and medicine. Gender-biased beliefs are equally
held by men and women,76 health care professionals, and
the general public.77 Resulting from these wider societal
expectations, women practicing medicine juggle a dispro-
portionate share of household management and childcare
tasks compared with their male colleagues in addition to
their work as physicians.78 Occupational gender bias, in-
cluding the association of men as physicians, is identified
early in childhood.79 Gender segregation inmedicine occurs
at the specialty level with women tending to choose com-
munal specialties that involve the care of women and
children.23 The specialties with the largest representation of
women in the oncology workforce reflect this gendered
specialty divide as 54% of gynecologic oncologists and 69%
of breast surgeons are women.80-82

The culture of medicine—a hierarchical power structure,
history of male dominance, long hours, and ample access to
private spaces—makes gender-based harassment in
medicine more pervasive than in other science or profes-
sional fields.6 While explicit discrimination and sexual ha-
rassment are declining, implicit gender bias remains
prevalent and can have equivalently detrimental effects over
time compared with explicit discrimination.6,83 In a recent
survey of ASCO members, 70% reported having experi-
enced sexual harassment in the past year. These experi-
ences were more common in women compared with men
(80% v 56%) and included gender harassment, unwanted
sexual attention, and sexual coercion.84 Inclusion of women
into a specialty does not necessarily lead to decreasing rates
of gender harassment. Within general surgery residencies,
increasing percentages of women correlates with higher
rates of gender discrimination and sexual harassment.85

Most gynecologic oncologists (64%) report workplace
gender discrimination.86 Behaviors of these volumes, re-
ported from such a variety of sources that include authority
figures, patients, staff, and other hospital employees, sug-
gest social forces beyond the individual level that drive
gender-based harassment.87,88

Role congruity theory when applied to gender and medicine
proposes that women will be positively evaluated when they
are perceived as feminine (not a physician); however, being
perceived as a woman often leads to being unrecognized as

Structural Sexism and Cancer Care
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an expert. This double bind leaves women challenged as to
whether they should prioritize likeability or recognition for
their expertise.81,89 Biases held by patients and coworkers
lead to the frequent misidentification of physicians who are
women as nurses, support staff, or other nonphysician
health care professionals leaving women to choose between
laughing it off or asserting their role.90,91 Women are less
likely thanmen to be introduced using professional titles in a
variety of setting including while speaking at grand rounds92

and when receivingmessages from patients communicating
through the electronic medical record.93 Despite repre-
senting 35.6% of physician membership within oncology
professional societies, women were found to receive only
24% of the physician awards suggesting exceptional per-
formance may be less likely to be recognized or rewarded in
women.94 Each of these seeming small undermining acts,
behaviors, or dismissals accumulate, create additional work
for women who are physicians to justify their skill and
proficiency, and contribute to the leadership gap in
medicine.95-97

Leadership in oncology remains disproportionately male.
Over half of women practicing oncology perceive their
gender to adversely affect their job promotion.98 Within
academic medical departments in gynecology and radiation
oncology, a disproportionately low number of women hold
the rank of full professor or department chair.99-101 Within
radiation oncology, there remains an under-representation
of women in chair positions despite higher levels of grant
funding for women.102 At NCI-designated cancer centers,
cancer center leadership teams are made up of predomi-
nantly White men, with women holding only 16% of cancer
center director positions.8,100,103 Women remain under-
represented in the currency of academics—women are less
likely than men to publish in the senior author position, less
likely to be included in authorship of clinical trials, and less
likely to hold editorial positions in oncology journals.104,105

These and other opportunities and activities can be thought
of as markers of influence.106 They coalesce and synergize
to define leadership in oncology, and if, for each marker,
women are less likely to be considered or awarded, ste-
reotypes about women being less fit for leadership are
perpetuated.

Gender pay gaps, arguably the most objective and
transparent representation of differing value assigned to
work performed by women, persist in all fields of
oncology.80,107,108 Across professions, the separation of
jobs as performed primarily by women or men, or occu-
pational segregation, explains much of the gender wage
gap.109 Men and women earn less in professions pre-
dominated by women compared with those where men are
in the majority. The declines typically occur after the entry
of women into previously male-dominant occupations
signifying a devaluing of the same work when performed by

women.110,111 This trend has been demonstrated in
medical fields including endocrinology, surgery, and
gynecology.81,110,112

Numerous other gender-related factors explain observed
differences in salary. Our current approach to physician
compensation approach devalues an approach to practice
favored by women (whether due to patient and coworker
expectations or gender identity as a woman)—engagement
in more patient-centered care and longer visits.113,114

Female-specific procedures reimburse on average 28%
lower than the comparable procedure in a male patient, a
so-called double discrimination for women physicians who
primarily care for breast or gynecologic malignancies.114,115

Compensation in specialty care is most often dependent on
new patient referrals. Although doctors are more likely to
refer to specialists of the same gender, a bias toward re-
ferrals to men persists even with increasing representation
of women within a specialty.116,117 Patient complications
lead to sharp drops in referrals to specialists who are women
(and all women physicians) but not to men.118 Women are
more likely to be referred patients with complex psycho-
social problems who require more time in the office and are
less likely to generate procedural revenue.11 In aggregate,
women are doing more work for each work unit assigned
compared with men.

SURMOUNTING THE CHALLENGE OF STRUCTURAL SEXISM
IN CANCER CARE

Themultiple domains of gender amplify one another leading
to many barriers for patients with cancer and the oncology
workforce. The downstream effects of structural sexism
negatively influence the quality of care and innovation in
research and are evidenced by persistent disparities in
outcomes for patients with cancer and the continued bar-
riers to career satisfaction and advancement for all oncol-
ogists, who identify as women—including cisgender,
transgender, and gender diverse women—despite several
decades of inclusion. Women with additional under-
represented identities are further disadvantaged by the
intersection of structural sexism with other structural factors
that influence health.

To overcome the challenges related to structural sexism,
organizational and structural changes are required. Sev-
eral cancer research and care organizations, such as
European Society for Medical Oncology and ASCO, have
put forth leadership development initiatives for oncologists
of all backgrounds, advocated for policies advancing
health equity for patients with cancer, and put forth best
practices for caring for gender minority patients with
cancer.15,26,119,120 The following solutions are put forward
toward creating a more equitable work and supportive
clinical environment for the betterment of oncologists and
patients with cancer.
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• Individual oncologists should examine their own moti-
vations, biases, and practices related to the delivery of
equitable medical care to all patients.
• Interventions to best implement and reward empa-

thetic, trauma-informed (inclusive of recognizing and
responding to the effects of traumatic stress and
promoting patient safety, empowerment, and healing),
and person-centered care are urgently needed across
oncology care delivery environments.

• Incorporate sex and gender education in medical school,
postgraduate oncology training, and continuing medical
education such that the concepts are well understood by
clinicians and the oncology workforce.

• Interrogate and disaggregate data from quality
improvement projects by patient and health care
professional gender to identify areas in need of
improvement.

• Ensure inclusion of sex and gender considerations, di-
verse populations of researchers (including women), and
patients throughout the research continuum—from hy-
pothesis generation to study design, analysis, interpre-
tation, and dissemination of results.

• Encourage the use of precise and accurate terminology
about sex and gender in interpersonal communication,

patient charts, reporting of research results, and health
education related to cancer.
• Avoid use of stigmatizing language (eg, hysterical,

aggressive, and bossy) when discussing patients and
colleagues and opt for gender-neutral terms when
possible (eg, upset, assertive, and goal-directed).

• Enhance flexibility. Alternate schedules, job sharing, and
family-friendly policies allow patients and health care pro-
fessionals with any gender to better integrate cancer care
with other responsibilities and ensure continuity of care.

• Enact term limits for leadership positions within organi-
zations, professional societies, and journals. Term limits
spur succession planning and innovation.

• Create cultures of inclusion and excellence, through
ensuring transparent and fair metrics for patient care,
administrative tasks, and research.

• Ensure transparent and fair metrics for recruitment, re-
tention, promotion, and salary.

Equity is important to everyone, and diversity improves
health care and research outcomes. Dismantling structural
sexism is one piece of improving care delivery in cancer
care, and the cancer research enterprise can benefit in-
dividuals of all genders and improves the health of com-
munities of people affected by cancer.
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