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Purpose: The American Society for Radiation Oncology (ASTRO) has produced evidence-based clinical practice guidelines
since 2009. It is unknown whether task force members for these guidelines are representative of the diversity of the radiation
oncology field, particularly in comparison to the ASTRO membership demographics. We sought to characterize the demo-
graphic composition of all task force members to date.
Methods: The author list for ASTRO-led published guidelines from 2010 to 2022 was assessed. Main practice location/institu-
tion was extracted from the guideline publication. Self-identified gender and race/ethnicity were obtained from the ASTRO
membership database. Years of experience were measured as the number of years post−board certification at time of guideline
development. For United States (US)−based physicians, gender was confirmed with the National Provider Identifier database.
Proportions of task force members overall and by individual guideline were described by gender, underrepresented in medicine
(URM) status, geography (US vs international), US region (if US based), years of experience (separated into ≤5 years including
residents, 6-12 years, and >12 years), and type of practice. Proportions for gender, URM, and geography were compared with
ASTRO membership demographics.
Results: Between 2010 and 2022, there were 25 guideline task forces, with a total of 366 participants: 233 men, 126 women,
and 7 unknown gender. There were more men than women serving on most individual task force topics, with 28% of all task
forces having >80% composition of men. Of those with self-identified race/ethnicity, 9/204 (4.4%) were URM, which was lower
in proportion to URM self-identified ASTRO members (336/3277, 10.3%; P = .007). Most participants were based in the US
(n = 323, 88.3%), had >12 years of experience (n = 141, 38.5%), and were from academic institutions (n = 302, 82.5%). Com-
munity practitioners were less likely to be women or URM.
Conclusions: Improved data collection and more intentional efforts are needed to ensure that the diversity of guidelines task
forces is representative of ASTRO membership and the specialty. � 2022 Elsevier Inc. All rights reserved.
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Introduction

Since 2009, the American Society for Radiation Oncology
(ASTRO) has produced evidence-based clinical practice
guidelines to help guide the practice of radiation oncology
to improve patient care.1 The publication of the National
Academy of Medicine’s landmark report2 issuing standards
for the development of guidelines provided the foundation
for ASTRO’s own guideline methodology. These documents
help guide radiation oncologists and patients to reduce inap-
propriate practice variation, improve resource utilization,
and understand the evidence behind a recommendation.
ASTRO has streamlined and published their guideline
development process for all relevant stakeholders. This
starts with guideline initiation, which consists first of topic
selection and task force selection, followed by processes for
evidence review, draft development, peer review, approval,
and through to publication and dissemination.

Given the importance and influence of these guidelines
on the radiation oncology community and associated com-
munities, including patients, caregivers, providers, and
health systems, task force participant selection and overall
composition are critical. The ASTRO Guideline Subcom-
mittee is responsible for nominating guideline task force
chairs and members, and the composition ideally should
reflect the diversity of the field and patient population as a
whole. ASTRO’s guideline preamble states that it “strives to
avoid bias and is committed to creating task forces that
include a diverse and inclusive multidisciplinary group of
experts considering race, ethnicity, gender, experience, prac-
tice setting, and geographic location.”1 Task force members
come from many different practice settings and can include
radiation oncologists, radiation oncology residents, and
other relevant specialties including medical oncology, sur-
gery, medical physics, pathology, and/or radiology. Addi-
tionally, there may be a patient representative included in
the task force.

Prior evaluation of clinical practice guidelines across
high-impact medical journals have determined that women
and racialized clinicians have been underrepresented or
absent in guideline development panels.3 It is known that
the United States (US) and its cancer population are diversi-
fying rapidly,4 yet historical de facto and de jure exclusions
have limited workforce diversity in radiation oncology5 and
related radiation sciences.6 Inclusion of more viewpoints
can enhance innovation, interpretation, creativity, team-
building, problem-solving, and productivity—all crucial
components for creating a guideline—while ensuring a just
and equitable selection process.6-9 In addition, the COVID-
19 pandemic highlighted health disparities and inequities in
medicine with disproportionate effects on racial and ethnic
minority communities leading to calls for racial justice, par-
ticularly in health care.10,11 The National Comprehensive
Cancer Network, American Cancer Society, and National
Minority Quality Forum recently published recommenda-
tions for elevating equitable cancer care, which include
reviewing guidelines for disparity issues that could eliminate
or reduce disparity, incorporating language recognizing
existence of bias in care, and incorporating a framework to
account for health disparities into panel processes.12 Other
medical fields have incorporated the specific recommenda-
tion that guideline panels should be diverse.13,14

Therefore, we sought to evaluate the demographic com-
position of past ASTRO guideline task forces to understand
the historical trends in representation, particularly in com-
parison to the demographics of the radiation oncology field
from ASTRO membership data. This will also aid in identi-
fying gaps and potentially assisting with future processes to
ensure that diverse demographic identities and perspectives
are included and represented on guideline task forces.
Methods and Materials
The published author list for all guidelines where ASTRO
was the lead society and had oversight of task force compo-
sition from 2010 through 2022 was collated and assessed.
Patient representative data were not included in the analysis.
Each author’s main practice location/institution as listed in
the guideline publication was included in the results. Addi-
tionally, race/ethnicity (White, Asian, Black, American
Indian or Alaska native, Native Hawaiian or other Pacific
Islander, or Hispanic) obtained through self-identification
using ASTRO’s current membership database was analyzed
as a combined single variable because it was historically cap-
tured this way in the ASTRO membership database. Under-
represented in medicine (URM) status refers to Black,
Hispanic, American Indian or Alaska native, and Native
Hawaiian or other Pacific Islander individuals, per the Asso-
ciation of American Medical Colleges definition of racial
and ethnic groups that are historically underrepresented in
the medical profession relative to their numbers in the gen-
eral population.15,16 Years of experience was measured as
the number of years post−board certification, where known,
at the time of guideline development. For US-based physi-
cians, a search of the National Provider Identifier (NPI)
database, where gender is a required field with no missing
data, was captured to confirm gender. Of note, both ASTRO
membership database and the NPI database ask for “gender”
with options of “male/female,” which is generally noted as a
biological definition (not a gender identity). The NPI data-
base only provides the options of “male” and “female”—
there is no opportunity to select/input anything else.
Throughout the remainder of the article, we use “man/
woman” instead of “male/female” for gender descriptions.

Statistics

Descriptive statistics were performed to illustrate the distri-
bution of task force members by various demographics. The
entire task force composition was analyzed; this includes
representatives from other societies outside of ASTRO. The
proportion of women versus men overall as well as by
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individual guideline was presented. The proportions of task
force members were described overall and by individual
guideline regarding race, ethnicity, geography (US vs inter-
national), US region (if US based; see Appendix E1), years
of experience (separated into ≤5 years including residents,
6-12 years, and >12 years), and type of practice. Guideline
task force chairs were also evaluated separately by gender.

For each individual task force, the expected number of
participants by gender, race/ethnicity, and geography was
calculated by multiplying the total number of participants
in the task force by the proportion present in current
ASTRO radiation oncologist membership for each demo-
graphic (as of July 2022).17 For the purposes of the analysis,
“unknown” and “prefer to not say” data were removed for
comparisons. The statistical significance of the difference
between the actual and the expected number of participants
was assessed using a binomial probability test. For compari-
sons between task force member proportions and ASTRO
membership proportions for specific demographics, x2 anal-
ysis was performed. Other proportional comparisons were
performed using x2 analysis. Proportions of task force mem-
bers by gender were calculated to assess long-term trends
between 2010 and 2022 using simple linear regression mod-
els to estimate trends and associated P values. Data were
analyzed using Stata version 17 (StataCorp) and R version
4.2.1 (R Group for Statistical Computing). P ≤ .05 was con-
sidered significant in 2-sided tests.
Results
Between 2010 and 2022, there were 25 guideline task
forces, representing 20 different disease sites (Table E1).
Five guidelines were updated that created a new task
force for the updates: whole breast irradiation, palliative
thoracic, brain metastases, bone metastases, and endome-
trial. In total, there were 366 individuals serving on task
forces; 233 who identified as men, 126 who identified as
women, and 7 with unknown gender (Table 1). The total
number of unique individuals was 304, as there were 25
individuals who served on multiple task forces (18 men,
7 women, 0 URM). The number of individuals serving
on several different disease-site task forces (not just the
update of the prior task force) was 22 (17 men, 5
women, 0 URM).

Gender

By gender, in general, there were more men than women
serving on individual task forces (Fig. 1A). The task forces
with 80% or higher representation of men included oropha-
ryngeal (16/16, 100%), glioblastoma (13/14, 92.9%), non-
small cell lung cancer (NSCLC; 12/14, 85.7%), bone metas-
tases 2011 guideline (14/17, 82.4%), lung stereotactic body
radiation therapy (14/17, 82.4%), palliative thoracic 2011
guideline (9/11, 81.8%), and prostate (12/15, 80.0%).
Therefore, 28% of all task forces had >80% composition of
men. Among all task forces, the proportion of women was
34.4% (n = 126) compared with 63.7% men (n = 233). In
comparison to ASTRO membership demographics in July
of 2022,17 this is similar, as among radiation oncologists,
26% identify as women, while 60% identify as men, and
14% are unknown (P = .05). When removing the breast/
gynecologic disease-site task forces, the proportion of
women decreases to 28.5% compared with 71.4% men,
which is not statistically significant compared with ASTRO
demographic data (P = .56). Between 2010 and 2022, repre-
sentation of women on task forces significantly increased
(P = .002 for trend; Fig. 1B).
Race/ethnicity

There were 204 individuals with documented race/ethnic-
ity data (55.7%) and 162 individuals with unknown data
(44.3%). Of those with documented race/ethnicity, 9
(4.4%) were URM while 195 (95.6%) were non-URM. Of
the 9 URMs, 8 were women and 1 was a man. Most task
forces did not have any URM representation (Fig. 2A). In
general, URM representation was more common on
recently formed task forces (2020 to present) compared
with older task forces. Among ASTRO membership data,
of those with documented race/ethnicity data, 10.3% (336/
3277) of members identify as URM and 89.7% identify as
non-URM. When comparing total URMs among task force
members (9/204) to total URMs among ASTRO members
(336/3277), task force members have significantly fewer
URMs (P = .007; Fig. 2B). Among those with documented
race/ethnicity and gender data among task force members,
there was a significantly higher proportion of women
representation among URMs (9/10) compared with
women representation among non-URMs (69/193,
P = .002)
Geography/region

By geographic location, most individuals serving on a task
force were based in the US (n = 323, 88.3%; Fig. E1). How-
ever, the oligometastases task force consists of 50% US-
based individuals and 50% non-US-based individuals, as
this is a joint task force guideline between ASTRO and the
European Society for Radiotherapy and Oncology. Among
those who are from the US, more individuals are from insti-
tutions in the South (n = 105, 32.5%) followed by the Mid-
west (n = 85, 26.3%), the Northeast (n = 74, 22.9%), and the
West (n = 59, 18.3%). Most ASTRO members are US based
(75.8%).
Years of experience

When evaluating task force composition by years of
experience at the time of guideline formation, we found



Fig. 1. Gender representation across clinical guideline task forces. (A) Gender representation across clinical guideline task
forces in descending order of representation of men. The dotted blue line represents the percentage of women in the American
Society for Radiation Oncology (ASTRO) membership data in 2022. (B) Gender representation across clinical guideline task
forces by year of publication. Between 2010 and 2022, representation of women on task forces has been significantly increasing
(P = .002 for trend).
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that the majority of task force members had more than
12 years of experience (n = 141, 38.5%) followed by
members with 6 to 12 years of experience (n = 90,
24.6%) and 48 task force members with 5 years or less
(including residents, 13.1%), with 87 individuals
unknown (15 of which were international) (Fig. 3A).
Task force members who were men had more experience
compared with task force members who were women
(>12 years of experience, 67%, n = 95/141 men vs 32%,
n = 45/141 women; Fig. 3B). Among task force members



Table 1 Clinical practice guideline task force participant demographics, 2010 to 2022
Guideline, n (%)

WBI*
Bone
mets*

Pall
thoracic*

Brain
mets* Endometrial* NSCLC GBM

Bone
mets* Orophnx

Lung
SBRT APBI Prostate

Pall
thoracic* WBI* Panc Skin SCLC Cervical Rectal Liver Sarcoma Oligo Glioma

Brain
mets* Endometrial* Total

Year 2010 2011 2011 2012 2014 2015 2016 2017 2017 2017 2017 2018 2018 2019 2019 2019 2020 2020 2020 2021 2021 2022 2022 2022 2022

Totaly 15 17 11 14 17 14 14 8 16 17 8 15 8 14 14 10 16 15 17 17 16 20 18 18 17 366

Gender Men 8 (53.3) 14 (82.4) 9 (81.8) 9 (64.3) 10 (58.8) 12 (85.7) 13 (92.9) 4 (50) 16 (100) 14 (82.4) 4 (50) 12 (80) 5 (62.5) 4 (28.6) 8 (57.1) 6 (60) 11 (68.8) 7 (46.7) 11 (64.7) 7 (41.2) 12 (75) 12 (60) 9 (50) 11 (61.1) 5 (29.4) 233 (63.7)

Women 7 (46.7) 3 (17.6) 2 (18.2) 4 (28.6) 7 (41.2) 2 (14.3) 1 (7.1) 4 (50) 0 (0) 3 (17.6) 4 (50) 3 (20) 3 (37.5) 10 (71.4) 5 (35.7) 4 (40) 5 (31.3) 8 (53.3) 5 (29.4) 9 (52.9) 4 (25) 5 (25) 9 (50) 7 (38.9) 12 (70.6) 126 (34.4)

Unknown 0 (0) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0) 1 (5.9) 1 (5.9) 0 (0) 3 (15) 0 (0) 0 (0) 0 (0) 7 (1.9)

Race White 9 (60) 5 (29.4) 6 (54.5) 4 (28.6) 11 (64.7) 5 (35.7) 3 (21.4) 4 (50) 5 (31.3) 8 (47.1) 6 (75) 7 (46.7) 3 (37.5) 9 (64.3) 8 (57.1) 7 (70) 7 (43.8) 5 (33.3) 4 (23.5) 4 (23.5) 4 (25) 9 (45) 4 (22.2) 2 (11.1) 10 (58.5) 149 (40.7)

Asian 0 (0) 3 (17.6) 1 (9.1) 3 (21.4) 2 (11.8) 1 (7.1) 4 (28.6) 2 (25) 2 (12.5) 1 (5.9) 0 (0) 1 (6.7) 1 (12.5) 0 (0) 0 (0) 2 (20) 3 (18.8) 0 (0) 3 (17.6) 3 (17.6) 0 (0) 1 (5) 4 (22.2) 8 (44.4) 1 (5.9) 46 (12.6)

Black 1 (6.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (6.7) 0 (0) 0 (0) 0 (0) 1 (5) 0 (0) 0 (0) 0 (0) 3 (0.8)

AIAN 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (6.3) 0 (0) 0 (0) 0 (0) 0 (0) 1 (0.3)

Hispanic 1 (6.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (12.5) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (5.9) 0 (0) 1 (5) 1 (5.6) 0 (0) 0 (0) 5 (1.4)

NA 4 (26.7) 9 (52.9) 4 (36.4) 7 (50) 4 (23.5) 8 (57.1) 7 (50) 2 (25) 9 (56.3) 8 (47.1) 1 (12.5) 7 (46.7) 4 (50) 5 (35.7) 6 (42.9) 1 (10) 6 (37.5) 9 (60) 10 (58.8) 9 (52.9) 11 (68.8) 8 (40) 9 (50) 8 (44.4) 6 (35.3) 162 (44.3)

URMz Yes 2 (18.2) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (14.3) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (16.7) 0 (0) 1 (12.5) 1 (20) 2 (16.7) 1 (11.1) 0 (0) 0 (0) 9 (4.4)

No 9 (81.8) 8 (100) 7 (100) 7 (100) 13 (100) 6 (100) 7 (100) 6 (100) 7 (100) 9 (100) 6 (85.7) 8 (100) 4 (100) 9 (100) 8 (100) 9 (100) 10 (100) 5 (83.3) 7 (100) 7 (87.5) 4 (80) 10 (83.3) 8 (88.9) 10 (100) 11 (100) 195 (95.6)

Geographic location US 15 (100) 14 (82.4) 8 (72.7) 10 (71.4) 17 (100) 12 (85.7) 14 (100) 7 (87.5) 15 (93.8) 15 (88.2) 7 (87.5) 13 (86.7) 7 (87.5) 13 (92.9) 13 (92.9) 10 (100) 14 (87.5) 14 (93.3) 16 (94.1) 16 (94.1) 15 (93.8) 10 (50) 16 (88.9) 17 (94.4) 15 (88.2) 323 (88.3)

Int’l 0 (0) 3 (17.6) 3 (27.3) 4 (28.6) 0 (0) 2 (14.3) 0 (0) 1 (12.5) 1 (6.3) 2 (11.8) 1 (12.5) 2 (13.3) 1 (12.5) 1 (7.1) 1 (7.1) 0 (0) 2 (12.5) 1 (6.7) 1 (5.9) 1 (5.9) 1 (6.3) 10 (50) 2 (11.1) 1 (5.6) 2 (11.8) 43 (11.7)

Region, if US Northeast 5 (33.3) 2 (14.3) 2 (25) 0 (0) 3 (17.6) 4 (33.3) 3 (21.4) 2 (28.6) 2 (13.3) 2 (13.3) 3 (42.9) 2 (15.4) 1 (14.3) 4 (30.8) 3 (23.1) 4 (40) 7 (50) 1 (7.1) 3 (18.8) 4 (25) 6 (40) 3 (30) 3 (18.8) 2 (11.8) 3 (20) 74 (22.9)

Midwest 5 (33.3) 7 (50) 3 (37.5) 6 (60) 5 (29.4) 6 (50) 4 (28.6) 2 (28.6) 3 (20) 3 (20) 1 (14.3) 2 (15.4) 3 (42.9) 2 (15.4) 2 (15.4) 2 (20) 3 (21.4) 3 (21.4) 2 (12.5) 2 (12.5) 4 (26.7) 2 (20) 4 (25) 5 (29.4) 4 (26.7) 85 (26.3)

West 1 (6.7) 1 (7.1) 3 (37.5) 2 (20) 6 (35.3) 0 (0) 3 (21.4) 1 (14.3) 1 (6.7) 3 (20) 0 (0) 3 (23.1) 1 (14.3) 2 (15.4) 1 (7.7) 4 (40) 3 (21.4) 3 (21.4) 5 (31.3) 4 (25) 1 (6.7) 1 (10) 3 (18.8) 4 (23.5) 3 (20) 59 (18.3)

South 4 (26.7) 4 (28.6) 0 (0) 2 (20) 3 (17.6) 2 (16.7) 4 (28.6) 2 (28.6) 9 (60) 7 (46.7) 3 (42.9) 6 (46.2) 2 (28.6) 5 (38.5) 7 (53.8) 0 (0) 1 (7.1) 7 (50) 6 (37.5) 6 (37.5) 4 (26.7) 4 (40) 6 (37.5) 6 (35.3) 5 (33.3) 105 (32.5)

Years of experience ≤5x 4 (26.7) 3 (17.6) 1 (9.1) 4 (28.6) 2 (11.8) 1 (7.1) 2 (14.3) 2 (25) 2 (12.5) 6 (35.3) 1 (12.5) 1 (6.7) 2 (25) 2 (14.3) 1 (7.1) 2 (20) 1 (6.3) 1 (6.7) 2 (11.8) 1 (5.9) 1 (6.3) 1 (5) 4 (22.2) 1 (5.6) 0 (0) 48 (13.1)

6-12 0 (0) 2 (11.8) 1 (9.1) 2 (14.3) 3 (17.6) 0 (0) 4 (28.6) 3 (37.5) 2 (12.5) 4 (23.5) 1 (12.5) 6 (40) 4 (50) 4 (28.6) 4 (28.6) 4 (40) 6 (37.5) 6 (40) 5 (29.4) 9 (52.9) 3 (18.8) 3 (15) 2 (11.1) 8 (44.4) 4 (23.5) 90 (24.6)

>12 9 (60.0) 8 (47.1) 7 (63.6) 5 (35.7) 8 (47.1) 11 (78.6) 5 (35.7) 3 (37.5) 5 (31.3) 5 (29.4) 5 (62.5) 5 (33.3) 1 (12.5) 5 (35.7) 6 (42.9) 2 (20) 6 (37.5) 6 (40) 4 (23.5) 3 (17.6) 7 (43.8) 5 (25) 6 (33.3) 5 (27.8) 9 (52.9) 141 (38.5)

Unknown 2 (13.3) 4 (23.5) 2 (18.2) 3 (21.4) 4 (23.5) 2 (14.3) 3 (21.4) 0 (0) 7 (43.8) 2 (11.8) 1 (12.5) 2 (20) 1 (12.5) 3 (21.4) 3 (21.4) 2 (20) 3 (18.8) 2 (13.3) 6 (35.3) 4 (23.5) 5 (31.3) 11 (55) 6 (33.3) 4 (22.2) 4 (23.5) 87 (23.8)

Type of practice Academic 12 (80) 12 (70.6) 9 (81.8) 11 (78.6) 15 (88.2) 13 (92.9) 11 (78.6) 6 (75) 11 (68.6) 14 (82.4) 7 (87.5) 12 (80) 6 (75) 13 (92.9) 12 (85.7) 8 (80) 13 (81.3) 12 (80) 15 (88.2) 15 (88.2) 14 (87.5) 16 (80) 16 (88.9) 13 (72.2) 16 (94.1) 302 (82.5)

Community 2 (13.3) 4 (23.5) 2 (18.2) 2 (14.3) 2 (11.8) 1 (7.1) 3 (21.4) 2 (25) 5 (31.3) 2 (11.8) 1 (12.5) 2 (13.3) 2 (25) 1 (7.1) 0 (0) 2 (20) 2 (12.5) 2 (13.3) 1 (5.9) 2 (11.8) 1 (6.3) 2 (10) 2 (11.1) 4 (22.2) 1 (5.9) 50 (13.7)

Govt 0 (0) 1 (5.9) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (5.9) 0 (0) 1 (6.7) 0 (0) 0 (0) 1 (7.1) 0 (0) 1 (6.3) 1 (6.7) 0 (0) 0 (0) 1 (6.3) 0 (0) 0 (0) 1 (5.6) 0 (0) 8 (2.2)

Unknown 1 (6.7) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0) 1 (5.9) 0 (0) 0 (0) 2 (10) 0 (0) 0 (0) 0 (0) 6 (1.6)

Task force chairs
(2 per task force)

50

Gender Men 2 (100) 2 (100) 2 (100) 1 (50) 0 (0) 2 (100) 2 (100) 1 (50) 2 (100) 1 (50) 1 (50) 2 (100) 2 (100) 1 (50) 1 (50) 1 (50) 2 (100) 1 (50) 1 (50) 1 (50) 1 (50) 2 (100) 0 (0) 2 (100) 1 (50) 34 (68)

Women 0 (0) 0 (0) 0 (0) 1 (50) 2 (100) 0 (0) 0 (0) 1 (50) 0 (0) 1 (50) 1 (50) 0 (0) 0 (0) 1 (50) 1 (50) 1 (50) 0 (0) 1 (50) 1 (50) 1 (50) 1 (50) 0 (0) 2 (100) 0 (0) 1 (50) 16 (32)

URM Yes 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (50) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (50) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 2 (4)

Abbreviations: AIAN = American Indian/Alaska Native; APBI = accelerated partial breast irradiation; GBM = glioblastoma; Int’l = international; mets = metastases; NA = not applicable/unknown; NSCLC = non-
small cell lung cancer; Oligo = oligometastases; Orophnx = oropharyngeal; Pall thoracic = palliative thoracic; Panc = pancreas; SBRT = stereotactic body radiation therapy; SCLC = small cell lung cancer;
URM = underrepresented in medicine; US = United States; WBI = whole breast irradiation.
* Task forces with an update.
y Patient representative not included.
z Only includes individuals with known self-reported race/ethnicity; excludes individuals with unknown or unreported race/ethnicity.
x Including residents.
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Fig. 2. Underrepresented in medicine (URM) representation across clinical guideline task forces. (A) URM representation
across clinical guideline task forces by year of publication. Most task forces did not have any URM representation, with more
URM representation on recently formed task forces (2020 to present) compared with older task forces. (B) Proportion of URM
among task force participants in comparison to American Society for Radiation Oncology (ASTRO) members. There are sig-
nificantly fewer URMs among task force members (9/204) compared with ASTRO members (336/3277; P = .007).
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with ≤5 years of experience, 3 identified as URM (6.3%,
n = 3/48; Fig. 3C). Women and URM showed greatest
representation in the category of ≤5 years of experience
(Fig. 3B, 3C). By individual task force, NSCLC had the
largest representation of members, with >12 years of
experience, while palliative thoracic (2018) had the
smallest (Fig. 3D).
Place of practice

Most guideline task force participants were from academic
institutions (n = 302, 82.5%), with 50 from community
institutions (13.7%), 8 from government institutions (2.2%),
and 6 unknown (Fig. 4A). By gender, women were less likely
to come from community practices (n = 8/50) compared



Fig. 3. Clinical guideline task force members by years of experience. (A) Most task force participants had more than 12 years
of experience (n = 141, 38.5%). (B) By gender, among those with >12 years of experience, most were men (67%, n = 95/141 vs
32%, n = 45/141). (C) Underrepresented in medicine (URM) task force members showed greatest representation in the cate-
gory of ≤5 years of experience. (D) Clinical guideline task forces presented in descending order by representation of members
with >12 years of experience. Non-small cell lung cancer (NSCLC) had the largest representation of members with >12 years
of experience. Palliative thoracic (2018) had the smallest.
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Fig. 3. Continued.
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with academic institutions (n = 115/302; P < .002; Fig. 4B).
Among the URM task force participants (n = 9), 8 were
from academic institutions, with 1 from the community
(Fig. 4C). The top 3 institutions with the most task force
members are UT—MD Anderson Cancer Center (n = 31),
Duke University Cancer Center (n = 20), and Memorial
Sloan Kettering Cancer Center (n = 13) (Table E2, Fig. E2).
Task force chairs

There are 2 members who serve as “chairs” within each task
force. With 20 different disease site-based task forces and 5
updates, there are effectively 25 different task forces, and
thus 50 chairs. Among the 50 chairs, 34 were men (68.0%)
and 16 were women (32.0%). The 16 women were chairs
representing 14 task forces, with the endometrial (2014)
task force and glioma task force having both chairs as
women. Three of the 14 task forces with women chairs had
a statistically significant higher number of women on the
task force compared with the ASTRO membership propor-
tion (endometrial 2022, 12 women; P = .007; whole breast
irradiation 2018, 10 women; P = .002; and liver 9, women;
P = .03). In comparison to ASTRO demographics, there was
no statistically significant difference for women representa-
tion as task force chairs (P = .79). When removing breast/
gynecologic malignancy task forces, 73.7% of the remaining
task force chairs were men, while 26.3% of task force chairs
were women. Only 2 chairs identified as URM, on the accel-
erated partial breast irradiation task force and liver task
force; these are 2 of the 7 guidelines with any URMs versus
18 guidelines without any URMs.
Demographic changes among task forces with
updates

Of the 5 guidelines that underwent an update, when com-
paring demographics, all 5 had an improvement in repre-
sentation of women between the original and updated task
force, from a range of 17.6% to 46.7% in the original task
force to a range of 37.5% to 71.4% in the update (Table 2).
There was no documented improvement in URM represen-
tation in any of the task force updates, with the whole breast
irradiation task force decreasing URM representation
between the original and the update. There was a decrease
in members with >12 years of experience among all disease
site-based task force updates, except for endometrial, which
increased from 47.1% to 52.9%.
Discussion
In this analysis of all ASTRO guideline task forces from 2010
to 2022, consisting of 20 de novo guidelines and 5 updates
and a total of 366 individuals, there was a higher proportion
of men participants compared with women, 63.7% versus
34.4% respectively, which did not differ significantly from the
overall ASTRO membership demographics. Among all task
force members with documented race/ethnicity, there were
significantly fewer URM individuals compared with ASTRO
members. In addition, the majority of task force members
had more than 12 years of experience (38.5%) and were
largely from academic institutions (82.5%). Finally, among
those selected as chairs, approximately two-thirds were men
and less than one-third were women, and only 2 URM indi-
viduals have served as chairs.



Fig. 4. Clinical guideline task force members by type of practice. (A) Most task force participants were from academic insti-
tutions (n = 302/366, 82.5%). (B) By gender, women were less likely to come from community practices (n = 8/50) compared
with academic institutions (n = 115/302; P < .002). (C) Almost all underrepresented in medicine (URM) task force members
were from academic institutions (n = 8), with 1 from community practice.
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It is established that the radiation oncology physician
workforce is lagging in gender diversity.18-20 Therefore, it is
not surprising that there are more men than women serving
on guideline task forces, because this is in line with ASTRO
membership demographics. However, there are some nota-
ble outliers among certain guideline topics with substantially
more men than women (>80%), including prostate, lung
stereotactic body radiation therapy, NSCLC, glioblastoma,
bone metastases, and the first palliative thoracic (2011) task
forces. In addition, the oropharyngeal task force did not
have any women represented. Because there are women in
radiation oncology treating and performing research on
oropharyngeal malignancies, it suggests a need to investigate
and mitigate the barriers and implicit (eg, gender stereo-
types) or explicit (eg, sexism) biases that may affect their
inclusion versus exclusion on these and other guidelines to
assure gender equity in the guideline task force selection
process. Prior data have demonstrated that women are
underrepresented in general clinical practice guidelines
based on an evaluation of 454 guidelines in 2018.21 Notably,
in the more recent ASTRO guidelines, the gender ratio was
found to be increasing and closer to parity. Still, intentional



Table 2 Comparison of clinical practice guideline task force participant demographics for task forces with an update

Original Update Original Update Original Update Original Update Original Update
WBI WBI Bone mets Bone mets Pall thoracic Pall thoracic Brain mets Brain mets Endometrial Endometrial

Year 2010 2019 2011 2017 2011 2018 2012 2022 2014 2022

Total* 15 14 17 8 11 8 14 18 17 17

Gender Men 8 (53.3) 4 (28.6) 14 (82.4) 4 (50) 9 (81.8) 5 (62.5) 9 (64.3) 11 (61.1) 10 (58.8) 5 (29.4)

Women 7 (46.7) 10 (71.4) 3 (17.6) 4 (50) 2 (18.2) 3 (37.5) 4 (28.6) 7 (38.9) 7 (41.2) 12 (70.6)

Unknown 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0)

Race White 9 (60) 9 (64.3) 5 (29.4) 4 (50) 6 (54.5) 3 (37.5) 4 (28.6) 2 (11.1) 11 (64.7) 10 (58.5)

Asian 0 (0) 0 (0) 3 (17.6) 2 (25) 1 (9.1) 1 (12.5) 3 (21.4) 8 (44.4) 2 (11.8) 1 (5.9)

Black 1 (6.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

AIAN 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Hispanic 1 (6.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

NA 4 (26.7) 5 (35.7) 9 (52.9) 2 (25) 4 (36.4) 4 (50) 7 (50) 8 (44.4) 4 (23.5) 6 (35.3)

URMy Yes 2 (18.2) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

No 9 (81.8) 9 (100) 8 (100) 6 (100) 7 (100) 4 (100) 7 (100) 10 (100) 13 (100) 11 (100)

Geographic location US 15 (100) 13 (92.9) 14 (82.4) 7 (87.5) 8 (72.7) 7 (87.5) 10 (71.4) 17 (94.4) 17 (100) 15 (88.2)

International 0 (0) 1 (7.1) 3 (17.6) 1 (12.5) 3 (27.3) 1 (12.5) 4 (28.6) 1 (5.6) 0 (0) 2 (11.8)

Region, if US Northeast 5 (33.3) 4 (30.8) 2 (14.3) 2 (28.6) 2 (25) 1 (14.3) 0 (0) 2 (11.8) 3 (17.6) 3 (20)

Midwest 5 (33.3) 2 (15.4) 7 (50) 2 (28.6) 3 (37.5) 3 (42.9) 6 (60) 5 (29.4) 5 (29.4) 4 (26.7)

West 1 (6.7) 2 (15.4) 1 (7.1) 1 (14.3) 3 (37.5) 1 (14.3) 2 (20) 4 (23.5) 6 (35.3) 3 (20)

South 4 (26.7) 5 (38.5) 4 (28.6) 2 (28.6) 0 (0) 2 (28.6) 2 (20) 6 (35.3) 3 (17.6) 5 (33.3)

Years of experience ≤5z 4 (26.7) 2 (14.3) 3 (17.6) 2 (25) 1 (9.1) 2 (25) 4 (28.6) 1 (5.6) 2 (11.8) 0 (0)

6-12 0 (0) 4 (28.6) 2 (11.8) 3 (37.5) 1 (9.1) 4 (50) 2 (14.3) 8 (44.4) 3 (17.6) 4 (23.5)

>12 9 (60.0) 5 (35.7) 8 (47.1) 3 (37.5) 7 (63.6) 1 (12.5) 5 (35.7) 5 (27.8) 8 (47.1) 9 (52.9)

Unknown 2 (13.3) 3 (21.4) 4 (23.5) 0 (0) 2 (18.2) 1 (12.5) 3 (21.4) 4 (22.2) 4 (23.5) 4 (23.5)

Type of practice Academic 12 (80) 13 (92.9) 12 (70.6) 6 (75) 9 (81.8) 6 (75) 11 (78.6) 13 (72.2) 15 (88.2) 16 (94.1)

Community 2 (13.3) 1 (7.1) 4 (23.5) 2 (25) 2 (18.2) 2 (25) 2 (14.3) 4 (22.2) 2 (11.8) 1 (5.9)

Govt 0 (0) 0 (0) 1 (5.9) 0 (0) 0 (0) 0 (0) 0 (0) 1 (5.6) 0 (0) 0 (0)

Unknown 1 (6.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 (7.1) 0 (0) 0 (0) 0 (0)

Task force chairs (2 per task force)

Gender Men 2 (100) 1 (50) 2 (100) 1 (50) 2 (100) 2 (100) 1 (50) 2 (100) 0 (0) 1 (50)

(Continued)
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efforts by the Society and its committee leaders moving for-
ward can affect sustained improvements in representation.
An example from the American Society for Microbiology
demonstrated that it was possible to improve gender diver-
sity among annual meeting presenters in a short time frame
when awareness of disparities was made to leadership.22,23

Among those who did self-identify their race/ethnicity,
there were 9 individuals who identified as URM, of which 8
were women. URM representation among task force mem-
bers was significantly lower compared with URM represen-
tation among ASTRO members. These findings are
consistent with a recent study showing the lack of inclusion
of racialized individuals (via socially assigned race) in guide-
line panels published in high-impact journals, although that
study showed a greater absence of non-White women
instead of men.3 The 2 guidelines with URM chairs were
among the guidelines (7 of 25) with any known URMs. Sep-
arately, most URM task force members were from academic
institutions (8 of 9 URM members). These findings demon-
strate a need for improved capturing of race and ethnicity
through membership self-disclosure and intentionality
around the recruitment of women and URM, including
from the community environment where even greater dis-
parity in inclusion was noted.

ASTRO guideline task force participants were predomi-
nantly from academic institutions and tended to be more
senior. Historically, task force members were selected
because of their years of experience and presumed topical
expertise with the assumption that this was necessary or a
primary way to ensure a credible and respected guideline.
This selection process was fraught with inherent bias and
minimal accountability to ensure equity and fairness in
selection on a task force. The de facto consequence is that
task forces represented mostly non-URM men with
>15 years of experience from an academic institution. How-
ever, if guidelines represent the best and most modern evi-
dence to date, it begs the question whether having mostly
senior leaders serving on task forces is singularly representa-
tive of expertise and ultimately best for the field,24 and an
improved balance of junior, midlevel, and senior individuals
(with presumably the most clinical experience) may contrib-
ute to better consensus guidelines overall. Similarly, this
analysis suggests that the inclusion of community specialists
on these task forces needs improvement, given their unique
perspectives and that they ultimately comprise a large pro-
portion of radiation oncologists.

Another notable finding was the fact that there were 25
individuals who served on multiple different task forces, thus
reducing opportunities for others or for “fresh” voices to be
represented on the task force. Repeat representation on an
updated guideline has been a deliberate part of the process to
promote consistency and provide historical context. How-
ever, this was only the case for 3 individuals, as 22 individuals
were on multiple different disease-site task forces, not just the
updated guideline, thus serving as an expert in many different
topics. Such hoarding of opportunities is ultimately counter
to the principles of inclusivity, equity, and justice. Serving on
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a guideline task force is helpful for building a national reputa-
tion and promotion, thus allowing more opportunities for
junior individuals to give back to the field and aid in their
promotion, which can propel them to future leadership posi-
tions within ASTRO. Such strategies to mitigate bias have
previously been advised to achieve gender and racial equity
in radiation oncology.20,25,26

To our knowledge, this is the first evaluation of the diver-
sity of task force participants for ASTRO guidelines. Given
the changing field and our diversifying cancer population, it
is important to determine whether task forces are reflective
of this modern perspective. Previous analyses into general
clinical practice guidelines have demonstrated low represen-
tation of women and racialized people, with a call to
increase transparency surrounding selection processes and
efforts to improve diverse representation on guideline
panels.3,21 Notably, these studies did not include radiation
oncology-specific guidelines, but, recognizing this limita-
tion, called for future evaluation of guidelines published by
specialty-interest societies such as ASTRO. Improvements
can be made within our ASTRO guideline task forces and
thus are ongoing. A goal of the selection process should be
to recognize and attempt to remove biases and inequitable
demographic imbalances in task force representation. The
ASTRO Guideline subcommittee has initiated some efforts
to improve the selection process for future members that
serve on a task force. An online application initiative to
recruit and draw a broader pool of participants as task force
members may increase the diversity of future task forces.27

In addition, self-nomination to serve on a task force has
been proposed to further tackle the inequities associated
with the selection process. Representation will be assessed
on each guideline panel prospectively to ensure demo-
graphic diversity reflective of the ASTRO membership.

There are several limitations that must be addressed in this
analysis. The data were collected and rely on the ASTRO
membership database, which is entered by each individual
member. However, there are many gaps and unknowns
within the data set, particularly for race and ethnicity. At this
time, we do not have the granular breakdown of the ASTRO
general membership along intersectional demographic varia-
bles such as gender and URM status (eg, number of women
URMs), academic versus community practice, physician ver-
sus nonphysician, and others. In addition, the groups are too
small to accurately determine any patterns of missingness. It
is crucial that members, especially members serving on task
forces, committees, or in other leadership roles, self-report
these data, so that the community can understand the demo-
graphic composition of task forces that are creating guide-
lines. In the future, more initiatives from ASTRO may collect
additional sociodemographic parameters about its members
and volunteers, such as ableness, veteran status, sexual orien-
tation, generation of tertiary learning, and other factors, all
variables that were missing in this study, to ultimately ensure
the representativeness and inclusion of diverse populations
on the task forces. These data could then be used to further
evaluate the diversity of future task force members and
further facilitate assessment of inequity and bias in the task
force selection process to the benefit of all our patient com-
munities. The ASTRO membership database does not have
reliable data on disease-site subspecialization, thus a compari-
son between those who serve as disease-site subspecialists ver-
sus the task force composition could not be performed. In
addition, we acknowledge that gender is nonbinary, however,
data beyond “man” or “woman” is not available for this anal-
ysis. The NPI database only allows one to select “male” or
“female,” thus those who do not identify as either are not
appropriately captured. Additionally, we are unable to cap-
ture those who were invited to serve on a task force versus
those who declined or had relevant disclosures that prevented
participation—it is possible that more women or junior fac-
ulty were invited but declined at disproportionate rates.
Finally, participants nominated by other societies are
accepted by ASTRO uncontested, except when disclosures
represent a conflict, and their race and ethnicity were not
provided. Guidelines with a larger contingent of multidisci-
plinary participants from other societies contribute signifi-
cantly to task force demographics but historically are not
subject to ASTRO selection processes, and this related process
should be reviewed. Nevertheless, these data provide a mod-
ern snapshot of the current composition of guideline partici-
pants and can serve as a benchmark for future analyses to
evaluate the changing demographics over time.
Conclusions
Overall, we found that current ASTRO task force partici-
pants reflect the current ASTRO membership data with
respect to gender, yet there are imbalances when removing
task force disease sites that include breast/gynecologic can-
cers and some guidelines with little to no representation of
women. In addition, URM representation among task force
members lags behind URM representation among ASTRO
members, with most guidelines having no URM representa-
tion. Intentional efforts are also needed to ensure the inclu-
sion of community practitioners and those with varying
years of practice. Re-evaluation of task force participants in
the future will help determine whether these efforts have
contributed to improved diversity, inclusion, and represen-
tation in the ASTRO guideline panels.
References

1. American Society for Radiation Oncology Guideline Subcommittee.
ASTRO Clinical Practice Guideline Methodology Guide. 2019. Avail-
able at: https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care
%20and%20Research/PDFs/ASTRO_GuidelineMethodology.pdf.
Accessed July 15, 2022.

2. Clinical Practice Guidelines We Can Trust. Washington, DC: Institute
of Medicine; 2011.

3. Persaud N, Ally M, Woods H, et al. Racialised people in clinical guide-
line panels. Lancet 2022;399:139-140.

https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care%20and%20Research/PDFs/ASTRO_GuidelineMethodology.pdf
https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care%20and%20Research/PDFs/ASTRO_GuidelineMethodology.pdf
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0002
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0002
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0003
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0003


Volume 00 � Number 00 � 2022 Demographic trends among ASTRO guideline task forces 13

ARTICLE IN PRESS
4. Research AAfC. AACR Cancer Progress Report. 2020. Available at:
https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care%20and
%20Research/PDFs/ASTRO_GuidelineMethodology.pdf. Accessed July
15, 2022.

5. Kamran SC, Niemierko A, Deville Jr C, Vapiwala N. Diversity trends by
sex and underrepresented in medicine status among US radiation and
medical oncology faculty over 5 decades. JAMA Oncol 2022;8:221-229.

6. Kamran SC, Winkfield KM, Reede JY, Vapiwala N. Intersectional anal-
ysis of U.S. medical faculty diversity over four decades. New Engl J Med
2022;386:1363-1371.

7. Marrast LM, Zallman L, Woolhandler S, Bor DH, McCormick D.
Minority physicians’ role in the care of underserved patients: Diversify-
ing the physician workforce may be key in addressing health dispar-
ities. JAMA Intern Med 2014;174:289-291.

8. Rohwerder B. Impact of diversity and inclusion within organisations. 2017.
Available at: https://assets.publishing.service.gov.uk/media/5ba51175e
5274a54d5c39c19/109_Diversity_and_inclusion_within_organisations.pdf.
Accessed August 15, 2022.

9. Williams WW. Medical school admissions - a movable barrier to end-
ing health care disparities? New Engl J Med 2021;384:1659-1660.

10. Centers for Disease Control and Prevention. Introduction to COVID-
19 racial and ethnic health disparities. Available at: https://www.cdc.
gov/coronavirus/2019-ncov/community/health-equity/racial-ethnic-dis
parities/index.html. Accessed July 15, 2022.

11. Evans MK. Covid’s color line - infectious disease, inequity, and racial
justice. New Engl J Med 2020;383:408-410.

12. National Comprehensive Cancer Network (NCCN). Elevating cancer
equity: Recommendations to reduce racial disparities in guideline
adherent cancer care 2021. Available at: https://www.nccn.org/docs/
default-source/oncology-policy-program/2021_elevating_cancer_equi
ty_webinar_slides.pdf?sfvrsn=e11f66e4_2. Accessed July 15, 2022.

13. American Psychological Association. Criteria for development panel
members: Clinical practice guideline development August 2020. Avail-
able at: https://www.apa.org/about/offices/directorates/guidelines/crite
ria-panel-members. Accessed August 10, 2022.

14. Infectious Diseases Society of America. Handbook on Clinical Practice
Guideline Development. 2015. Available at: https://www.idsociety.org/
globalassets/idsa/topics-of-interest/lyme/idsa-handbook-on-cpg-devel
opment-10.15.pdf. Accessed August 15, 2022.
15. Association of American Medical Colleges. Underrepresented in medi-
cine definition. Available at: https://www.aamc.org/what-we-do/diver
sity-inclusion/underrepresented-in-medicine. Accessed July 15, 2022.

16. Page KR, Castillo-Page L, Poll-Hunter N, Garrison G, Wright SM.
Assessing the evolving definition of underrepresented minority and its
application in academic medicine. Acad Med 2013;88:67-72.

17. American Society for Radiation Oncology (ASTRO). ASTRO member-
ship demographics 2022. Available at: https://www.astro.org/Member
ship/Membership-Demographics. Accessed July 15, 2022.

18. Odei B, Kahn J, Holliday EB, et al. Where are the women in radiation
oncology? A cross-sectional multi-specialty comparative analysis. Adv
Radiat Oncol 2021;6 100735.

19. Chapman CH, Hwang WT, Deville C. Diversity based on race, ethnic-
ity, and sex, of the US radiation oncology physician workforce. Int J
Radiat Oncol Biol Phys 2013;85:912-918.

20. Holliday EB, Siker M, Chapman CH, et al. Achieving gender equity in
the radiation oncology physician workforce. Adv Radiat Oncol
2018;3:478-483.

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

22. Casadevall A. Achieving speaker gender equity at the American Society
for Microbiology general meeting. mBio 2015;6:e01146.

23. Casadevall A, Handelsman J. The presence of female conveners corre-
lates with a higher proportion of female speakers at scientific symposia.
mBio 2014;5:e00846-13.

24. Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: The rela-
tionship between clinical experience and quality of health care. Ann
Intern Med 2005;142:260-273.

25. Chapman CH, Gabeau D, Pinnix CC, Deville Jr C, Gibbs IC, Winkfield
KM. Why racial justice matters in radiation oncology. Adv Radiat
Oncol 2020;5:783-790.

26. Deville Jr C, Cruickshank Jr I, Chapman CH, et al. I can’t breathe: The
continued disproportionate exclusion of black physicians in the United
States radiation oncology workforce. Int J Radiat Oncol Biol Phys
2020;108:856-863.

27. American Society for Radiation Oncology (ASTRO). Guideline task
force applications 2022. Available at: https://www.astro.org/Patient-
Care-and-Research/Clinical-Practice-Statements/Guideline-Task-
Force-Nominations. Accessed August 1, 2022.

https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care%20and%20Research/PDFs/ASTRO_GuidelineMethodology.pdf
https://www.astro.org/ASTRO/media/ASTRO/Patient%20Care%20and%20Research/PDFs/ASTRO_GuidelineMethodology.pdf
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0005
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0005
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0005
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0006
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0006
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0006
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0007
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0007
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0007
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0007
https://assets.publishing.service.gov.uk/media/5ba51175e5274a54d5c39c19/109_Diversity_and_inclusion_within_organisations.pdf
https://assets.publishing.service.gov.uk/media/5ba51175e5274a54d5c39c19/109_Diversity_and_inclusion_within_organisations.pdf
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0009
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0009
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/racial-ethnic-disparities/index.html
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/racial-ethnic-disparities/index.html
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/racial-ethnic-disparities/index.html
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0011
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0011
https://www.nccn.org/docs/default-source/oncology-policy-program/2021_elevating_cancer_equity_webinar_slides.pdf?sfvrsn=e11f66e4_2
https://www.nccn.org/docs/default-source/oncology-policy-program/2021_elevating_cancer_equity_webinar_slides.pdf?sfvrsn=e11f66e4_2
https://www.nccn.org/docs/default-source/oncology-policy-program/2021_elevating_cancer_equity_webinar_slides.pdf?sfvrsn=e11f66e4_2
https://www.apa.org/about/offices/directorates/guidelines/criteria-panel-members
https://www.apa.org/about/offices/directorates/guidelines/criteria-panel-members
https://www.idsociety.org/globalassets/idsa/topics-of-interest/lyme/idsa-handbook-on-cpg-development-10.15.pdf
https://www.idsociety.org/globalassets/idsa/topics-of-interest/lyme/idsa-handbook-on-cpg-development-10.15.pdf
https://www.idsociety.org/globalassets/idsa/topics-of-interest/lyme/idsa-handbook-on-cpg-development-10.15.pdf
https://www.aamc.org/what-we-do/diversity-inclusion/underrepresented-in-medicine
https://www.aamc.org/what-we-do/diversity-inclusion/underrepresented-in-medicine
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0016
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0016
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0016
https://www.astro.org/Membership/Membership-Demographics
https://www.astro.org/Membership/Membership-Demographics
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0018
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0018
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0018
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0019
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0019
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0019
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0020
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0020
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0020
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0021
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0021
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0022
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0022
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0023
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0023
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0023
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0024
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0024
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0024
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0025
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0025
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0025
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0026
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0026
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0026
http://refhub.elsevier.com/S0360-3016(22)03511-8/sbref0026
https://www.astro.org/Patient-Care-and-Research/Clinical-Practice-Statements/Guideline-Task-Force-Nominations
https://www.astro.org/Patient-Care-and-Research/Clinical-Practice-Statements/Guideline-Task-Force-Nominations
https://www.astro.org/Patient-Care-and-Research/Clinical-Practice-Statements/Guideline-Task-Force-Nominations

	Demographic Trends Among American Society for Radiation Oncology Clinical Practice Guideline Task Force Participants From 2010 to 2022
	Introduction
	Methods and Materials
	Statistics

	Results
	Gender
	Race/ethnicity
	Geography/region
	Years of experience
	Place of practice
	Task force chairs
	Demographic changes among task forces with updates

	Discussion
	Conclusions
	Outline placeholder
	Outline placeholder
	References





