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Introduction

Before the eighteenth century in Europe, women had a limited 

role in medicine. Women administered herbs for basic medicinal 

purposes. This threatened the church’s religious doctrine, power 

and influence, and these women were accused of witchcraft. The 

medical practice of women was limited to midwifery.1 Medicine 

was primarily a masculine space until the twentieth century.1 

World War I and World War II increased the opportunity for 

women to study medicine as the men left to fight.1

In the South African context, throughout its colonial and 

republican past, it was a patriarchal society. Women were 

mostly subordinate to men and had limited opportunities for 

medical education.2 In addition, the apartheid era (1948–1994) 

entrenched racial discrimination.2 Predominantly white males 

could study to become doctors. The end of apartheid availed 

increased educational opportunities for Black, Coloured, and 

Asian groups, as well as the disabled and females, through equity 

and transformation policies.2 One of these policies is the gender 

policy framework, which “promotes empowerment of women 

and increases access to training opportunities and decision 

making”.3

Besides socio-political barriers, the career advancement of 
women, both in general and in medicine, is influenced by 
numerous barriers. For example, women have a biological role in 
childcare which is increased by social conventions. The challenge 
of juggling career and family responsibilities is a major hindrance 
to career advancement.4 Women may also face discrimination in 
the workplace. The gender pay gap is still prevalent in various 
work environments.5 However, it has also been noted that 
women are less assertive and lack confidence when seeking 
leadership positions.6 This passivity is rooted in the manner in 
which women are socialised and nurtured from childhood.7 

In the last few decades, more females have been enrolled 
into medical schools, referred to as the “feminisation of 
medicine”.8 The number of female medical graduates in South 
Africa increased from 46.6% in 1999 to 56.1% in 2005.9 Boylan 
and Grant10 state that it is important that members of the 
medical profession reflect the society they serve regarding 
ethnicity, race, and gender; and the authors conclude that 
the composition of members of the medical profession is, in 
itself of importance to society. Despite more women joining 
specialist training programmes,11 fewer women than men attain 
leadership roles and career progression beyond specialisation in 
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anaesthesiology.5 Today, most specialities in medicine still have 
gender gaps.12 Although Gardner et al.,13 reported on gender 
issues among South African anaesthetists in 2002, the female 
leadership representation in anaesthesiology and the profile of 
female anaesthesiologists in South Africa are not known. The 
aim of this two-part study was to describe the past and present 
profiles of female anaesthesiologists in South Africa from 1960–
2019.

Methods

The research design of Part I of this study was retrospective, and 
Part II was cross-sectional. Approval to conduct the study was 
obtained from the Human Research Ethics Committee (Medical) 
(M190832). 

Part I

In Part I, the study population consisted of records of the College 
of Anaesthetists of the Colleges of Medicine of South Africa 
(CMSA), the South African Society of Anaesthesiologists (SASA) 
and the nine academic departments of anaesthesiology. Census 
sampling was used.

Three surveys were developed and administered to different 
target groups. The CMSA survey requested the total number of 
successful Fellowship of the Faculty of Anaesthetists (FFA) and 
Fellowship of the College of Anaesthetists (FCA) candidates 
per year from the inception of exams in 1960 until 2019, with 
particular emphasis on the number that were female. The FFA 
was renamed FCA when the Faculty of Anaesthetists changed 
to a constituent college of the CMSA. Furthermore, this survey 
requested the leadership roles of female anaesthesiologists 
in the College of Anaesthetists of the CMSA and their period 
of service. The SASA survey requested the leadership roles of 
female anaesthesiologists and their period of service for SASA. In 
the third survey, the Academic Heads of the Departments (HOD) 
of Anaesthesiology were asked for the number of academic 
heads and the proportion who were female from the inception 
of the department until 2019. 

An appointment was scheduled with the academic registrar of 
the CMSA and the chief executive officer of SASA to complete 
the surveys. An email was sent to the nine academic HODs of 

Anaesthesiology, inviting them to take part in the study. The 

email included an information letter and a survey. Return of the 

survey implied consent. Data received from CMSA, SASA and 

the departments of anaesthesiology were anonymous with no 

identifying information.

Part II

The study population was female anaesthesiologists in either 

public or private practice who are full members of SASA. 

Convenience sampling was used, and the study sample was 

realised by the response rate. Of the 1 130 anaesthesiologist 

members of SASA in April 2020, 330 were female. The invitation 

and the link to the survey were published in the SASA newsletter. 

Reminders were posted two and four weeks later to maximise 

the response rate.

The anonymous electronic survey using Google Forms 

requested the following information: characteristics, academic 

qualifications, leadership roles, publications, serving on an 

editorial board, and factors influencing career progression. It 

took approximately 10–15 minutes to complete the survey. 

Consent was implied if the survey was returned.

Data were analysed in consultation with a statistician using Stata 

version 15 (StataCorp, USA). Categorical variables were described 

using numbers and frequencies. Continuous variables were 

described using means and standard deviations and medians 

and interquartile ranges, depending on the distribution of the 

data. Comparison between categorical variables was made 

with the chi-square goodness-of-fit test. A p-value of < 0.05 was 

considered statistically significant at a 95% confidence level.

Results

Part I

Between 1960 and 2019, 1 888 candidates qualified as 

anaesthesiologists from the CMSA, of whom 593 (31.4%) were 

females. Of these, 67 (11.3%) females qualified with a FFA 

between 1960 and 1993 and 526 (88.7%) with a FCA between 

1994 and 2019. Figure 1 shows the percentage of female 

anaesthesiology graduates from the CMSA over time.
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The first female anaesthesiologist office-bearer of the CMSA 
College of Anaesthetists, since its inception in 1956, was 
president from 2002–2005. Three female anaesthesiologists 
were councillors of this college from 2002–2011, and one was 
secretary from 2011–2019. 

Two female anaesthesiologists were founding members of SASA 
in 1943. Between 1948 and 2014, four female anaesthesiologists 
have been president of SASA, including the two founding 
members. Three other female anaesthesiologists have served on 
the executive committee from 1997 to the present and 15 have 
served as councillors from 1949 to the present. 

Of the nine universities with departments of anaesthesiology, 
eight responses were received. The proportion of female to male 
academic HODs is shown in Table I. Of the 33 academic HODs, 
only 5 (15.2%) were female.

Table I: Proportion of female to male academic HODs

University Inception 
year

Females
n (%)

Males
n (%)

University of KwaZulu-
Natal

1945 0 (0) 5 (100)

University of the 
Witwatersrand

1951 2 (29) 5 (71)

University of Pretoria 1959 1 (20) 4 (80)

University of Stellenbosch 1970 0 (0) 3 (100)

University of the Free 
State

1971 0 (0) 4 (100)

Sefako Makgatho Health 
Sciences University

1978 0 (0) 6 (100)

Walter Sisulu University 1985 1 (50) 1 (50)

University of Limpopo 2018 1 (100) 0 (0)

Part II

Of the 330 female anaesthesiologist with full membership at 
SASA at the time of the study, 179 (54.2%) responded to the 
survey. The characteristics of the female anaesthesiologists are 
shown in Table II. Significantly more female anaesthesiologists 
were aged 35–44 years (p = < 0.0005), white (p = < 0.0005), 
married (p = < 0.0005), had children (p = < 0.0005), and worked 
in the private sector (p = < 0.0005). The median (interquartile 
range) years since graduation was 9 (4–16), with a minimum of  
7 months and a maximum of 38 years. 

The qualifications of the female anaesthesiologists are shown 
in Table III. Other medical qualifications included 1 Diploma in 
Emergency Medicine, 1 in Child Health, 2 in Sedation, 1 in Health 
Care Management, 1 in Medical Education, 1 in Clinical Research 
and 1 in Medical Hypnotherapy. The non-medical qualifications 
included a certificate in photography, 2 pilot’s licences and 2 
Diplomas in Leadership Development.

Only 6 (3.4%) female anaesthesiologists currently hold an 
academic rank ranging from lecturers to professors. Of the 
female anaesthesiologists who had leadership roles in the past, 
10 (5.6%) were hospital HODs, 16 (9%) were heads of clinical 
units, 4 (2.2%) were medical managers and 10 (5.6%) performed 

other leadership roles, such as heads of undergraduate teaching 

programmes and practice managers. Of the 23 (12.8%) who 

currently hold leadership roles, 4 (2.2%) are hospital HODs, 6 

(3.4%) are heads of clinical units, 2 (1.1%) are medical managers 

and 11 (6.1%) perform other leadership duties such as practice 

managers, portfolio heads and a head of anaesthesia for a district.

Only 26 (14.5%) female anaesthesiologists have or have had 

leadership roles in medical societies or organisations. Of 

these, 21 (11.7%) held roles with SASA; 4 (19%) as councillors, 

8 (38.1%) were involved at branch level and 9 (42.9%) were 

involved with SASA Special Interest Groups. Two (1.1%) 

female anaesthesiologists had leadership roles with College of 

Table II: Characteristics of female anaesthesiologists

Variable Categories n %

Age

25–34 13 7.3

35–44 102 57.0

45–54 30 16.8

55–64 29 16.2

> 64 5 2.8

Ethnicity

Black 31 17.3

Coloured 6 3.4

Indian 23 12.8

White 118 65.9

Other 1 6.0

Marital status

Single 28 15.6

Married 126 70.4

Divorced 14 7.8

Life partner 6 3.4

Widowed 5 2.8

Children
No 49 27.4

Yes 130 72.6

Place of work

Public district 2 1.1

Public regional 6 3.4

Public tertiary 27 15.1

Public quaternary 17 9.5

Private 94 52.5

Public and private 30 16.8

Retired 3 1.7

Table III: Qualifications of female anaesthesiologists

Qualifications n (%) Yes No

Medical 

DA 141 (78.8) 38 (21.2)

FCA 140 (78.2) 39 (21.8)

FFA 8 (4.5) 171 (95.5)

MMed 111 (62) 68 (38)

PhD 1 (0.6) 178 (99.4)

Other medical 
diplomas

8 (4.5) 171 (95.5)

Non-medical 5 (2.8) 174 (97.2)
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Anaesthetists of the CMSA; 1 as an examiner and the other as a 
secretary. Three (1.7%) had other leadership roles, such as, being 
on the pharmacy therapeutic committee and church leader. 
There were no leadership roles in the South African Medical 
Association.

The publications by female anaesthesiologists are shown in 
Table IV. Two (1.1%) female anaesthesiologists have been editors 
of a journal, and 1 (0.6%) has been on a journal editorial board. 

The majority of female anaesthesiologists [101 (56.4%)] were 
very satisfied with their career choice whereas 50 (27.9%) felt 
satisfied, 23 (12.8%) were neutral, 4 (2.2) were dissatisfied and 
only 1 (0.6%) felt very dissatisfied with being an anaesthesiologist. 
The mean standard deviation (SD) for job satisfaction with career 
choice was 4.4 (0.8) on the 5-point scale.

Of the female anaesthesiologists who participated, 92 (51.4%) 
specified additional factors that they perceived as influencing 
their career progression either positively or negatively. Some 
factors perceived as positive by some anaesthesiologists 
were perceived as negative by others. Having children and 
motherhood positively enhanced careers of 15 participants, while 
for 11 of them this hindered their progression. Many participants 
(34) found anaesthesiology gave them better ability to maintain 
work-life balance as well as they had more control over their 
working hours, flexible work environment in private sector and 
financial security. A supportive anaesthetic community and good 
mentorship from both male and female mentors encouraged 
leadership progression. On the other hand, inflexibility, staff 
shortages, excessive commuting, increase demand of clinical 
workload and administrative duties were seen to negatively 
affect career progression of 26 participants. The lack of ambition, 
burn out, racial discrimination or discrimination from other 
females, being bullied or working in “the big boys club” (as some 
surgeons preferred to work with male anaesthesiologists) were 
also stated as factors hindering career progression. Some also 
indicated that male anaesthesiologists were more likely to get a 
post or more attractive administrative duties giving them more 
time as opposed to women who are expected to adhere to the 
more traditional female role hence time for research and career 
advancement.

Discussion

This study described the past and present profiles of female 
anaesthesiologists in South Africa. Relating the South African 
profile to other international profiles proved difficult as different 
aspects were described.

There has been a notable increase in the number of females 
who qualified in medicine, leading to the term “feminisation 
of medicine”.8 In this study, this is borne out by the increased 
female registrars from 2010–2019, who qualified with a FCA. 
There is limited information on representation of women in 
medical workforce from low- and middle-income countries. A 
study done in three African cities showed overrepresentation of 
women in younger age groups though majority of the medical 
workforce were not women.14 In 2016 in the United States of 
America, 35% of anaesthesiology residents were female.11 One 
possible explanation for the increase in this study may be policy 
changes that were instituted after 1994 in South Africa. The South 
African Employment Equity Act, No 55 of 199815 endorses the 
elimination of unfair discrimination and requires the execution 
of affirmative action to ensure equal representation of gender 
and disability status in the workplace. The Health Professions 
Act, No 56 of 1974, amended by Act 29 of 200716 advocates 

Table IV: Publications by female anaesthesiologists

Publication n (%)

None 1–5 6–10 11–15

Peer reviewed

Research 118 (65.9) 58 (32.4) 3 (1.7) 0 (0)

Editorial 175 (97.8) 4 (2.2) 0 (0) 0 (0)

Case report 158 (88.3) 21 (11.7) 0 (0) 0 (0)

Systematic review/meta-analysis 168 (93.9) 11 (6.1) 0 (0) 0 (0)

Review 161 (89.9) 16 (8.9) 2 (1.1) 0 (0)

Non-peer reviewed

Research 169 (94.4) 10 (5.6) 0 (0) 0 (0)

Editorial 179 (100) 0 (0) 0 (0) 0 (0)

Case report 175 (97.8) 4 (2.2) 0 (0) 0 (0)

Systematic review/meta-analysis 179 (100) 0 (0) 0 (0) 0 (0)

Review 161 (89.9) 14 (7.8) 3 (1.7) 1 (0.6)
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for previously disadvantaged groups to be given priority with 
respect to employment and appointments. The order of priority 
being firstly women followed by men of African, Asian or 
Coloured descent and lastly, the disabled.16 The Basic Conditions 
of Employment Act, No 75 of 199717 protects females in the 
public sector from unfair dismissal due to pregnancy and allows 
four consecutive months of paid maternity leave commencing 
four weeks prior to their estimated delivery date.

The World Health Organization (WHO) report of 200818 prioritised 
leadership reforms as one of the key reforms necessary in order 
to better the health system to meet the healthcare challenges, 
“without leaders, even the best designed systems fail”. Gender 
and ethnic diversity in the workplace and leadership strengthen 
the health system and produce quality healthcare delivery.19 
Bissing et al.11 highlighted that despite the growth in female 
medical graduates, the number of women in leadership 
positions in academic medicine and especially in anaesthesia 
has not kept par with the increased medical graduates. In this 
study, it was shown that academic leadership positions remain 
male-dominated. The reason for this is not fully understood. 
Our study did not ask female anaesthesiologists if they wanted 
to progress further or if they were satisfied with their career 
progression. The limited career progression may have been by 
choice or due to systemic factors. However, this study showed 
that 84.3% of female anaesthesiologists were happy with their 
career choices. Also, 52.4% were working in the private sector, 
where career progression is less likely than in the public sector.

Bosco et al.,20 in a scoping review, listed the following factors 
as reasons for limited female career progression: unsupportive 
work environments, lack of mentorship, personal choices, 
childcare responsibilities and active discrimination against 
women.20 However, this study showed a dichotomy in the 
factors influencing career progression; what was stated as a 
positive influence on career progression by some was stated as 
negative by others. For example, some female anaesthesiologists 
considered family responsibilities and motherhood as hindering 
career progression, while others stated this as a positive factor. 
Commonly described factors hindering career progression, 
family responsibilities and motherhood, support at various 
levels and personal factors were stated by more female 
anaesthesiologists as having a positive rather than negative 
influence on career progression in this study. This finding is in 
keeping with a previous study by Gardner et al.,13 which showed 
that significantly more South African female anaesthetists 
reported that having children and combining parenting with 
their career interests, positively enhanced their relationships 
and support systems.13 Female anaesthetists also had higher 
career satisfaction but reported more gender discrimination and 
harassment. In our study, discrimination was only experienced as 
a negative influence.

It is important to note that this was a quantitative study 
where participants only rated and listed factors that influence 
their career progression. Therefore, a qualitative study is 
recommended to explore and obtain a deeper understanding of 

factors influencing female anaesthesiologists’ career progression 
in the South African context.

Further limitations of this study were that Part I of this study only 
reflects female anaesthesiologists who qualified with a FFA or 
FCA from the CMSA and not those who qualified solely with a 
university anaesthesiology degree, which is a path pursued by 
the minority of qualified anaesthesiologists in the country. The 
data obtained from the HODs may have been influenced by 
recall bias as the data may not have been formally recorded. 
Part II of the study was a cross-sectional study based on a survey 
which was completed only by female anaesthesiologists who 
were full members of SASA. 

Conclusion

This study describes the past and present profiles of female 
anaesthesiologists in South Africa. The number of female 
anaesthesiologists qualifying has increased notably from 1960–
2019, which is in keeping with the “feminisation of medicine”. 
However, the female anaesthesiologists’ career progression 
remains limited. This study showed a dichotomy in the factors 
influencing career progression.
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