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Increasing numbers of women are entering medicine in Canada. In 1959 women
accounted for 6% of the medical school graduates, but by 1989 they accounted for 44%.
Although there has been little systematic investigation of the impact of this increase on
Canada's health care system, there are grounds for believing that female physicians
bring with them distinctive values and interests, which may be reflected in the way they
conduct their professional practices. We used data from a recent national survey of 2398
Canadian physicians to examine differences between women and men in their practices
and their attitudes toward health care issues. Significant differences were found in the
organization and management of the practices. Women preferred group over solo
practice and were overrepresented in community health centres, health service organiza-
tions and centres locaux de services communautaires in Quebec. One-third of the
women, as compared with half of the men, were in specialties. Even after adjusting for
differences in workloads the incomes of the women were significantly lower than those
of the men. Only minor differences were observed in the assessment of the health care
system and alternative modes of organizing health care services. We believe that the
differences were due to the double workload of women as professionals and family
caregivers and the powerful socialization effects of medical education. As women
overcome their minority status in the medical profession, differences between the sexes
may become more apparent. Thus, the extent and effects of the progressive increase in
the number ofwomen in Canadian medicine should be assessed on an ongoing basis.

De plus en plus de femmes entrent dans la profession medicale au Canada. Alors qu'en
1959 elles comptaient pour 6% des dipl6mes, en 1989 le chiffre est de 44%. Si on a peu
etudie systematiquement l'incidence de cette augmentation sur les soins de sante, il y a
des raisons de croire que les femmes medecins apportent a leur exercice des valeurs
particulieres et des soucis qui leur sont propres. A partir d'un releve recent effectu6 dans
tout le Canada sur 2398 medecins, nous examinons les differences entre les hommes et
les femmes dans leur style d'exercice et leurs attitudes devant les questions concernant
les services de sante. Parmi les differences significatives, notons que les femmes
preferent exercer en groupe plut6t que seules; elles sont relativement plus nombreuses
que les hommes au sein des centres de sante communautaire, des organisations de
services de sante et, au Quebec, des centres locaux de services communautaires. Seul le
tiers des femmes, contre la moitie des hommes, est en specialite. Meme si on tient
compte de la somme de travail, les femmes ont un revenu moyen moindre que celui des
hommes. D'autre part, il y a peu de differences dans leurs opinions sur l'organisation
des services de sante et les methodes de remplacement pour les assurer. Nous attribuons
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les differences observees a la double responsabilite professionnelle et familiale des
femmes et a la forte influence socialisatrice des etudes de medecine. Au fur et a mesure
que les femmes cesseront de constituer une minorite dans la profession, il se peut que les
differences liees au sexe s'accentuent. C'est une question qu'il faudra continuer
d'examiner.

C anadian medicine is being transformed by
the increasing numbers of women entering
the profession. In 1959 women accounted for

6% of Canadian medical school graduates, in 1981
for more than 33% and in 1989 for 44%.1 In 1986-87
in Quebec more than half of the first-year medical
students were women.2 A similar, though less
marked, shift has occurred in the United States.3 In
Ontario in 1986 just over 17% of registered physi-
cians were women; of these, 21% were family physi-
cians and 14% specialists.4

Changes in the female:male ratio could have an
important impact on the health care system. Both
similarities and differences in practice patterns and
attitudes have been reported. In the United States
women are more likely than men to enter general
practice and to work in urban settings, in groups and
on salary.5-8 In Quebec female physicians work fewer
hours on average than their male counterparts; this
has influenced health care planners to forecast a
shortfall of physicians' services.2 There is also evi-
dence that female physicians have different attitudes
toward health care, which may change the "style" of
medical practice as more women enter the profes-
sion. Female physicians have been described as
being more "humanistic" and nurturing, more at-
tuned to the psychosocial aspects of patient care,
more likely to stress the desire to help people as a
career motivation and less likely to accept the status
quo in medicine and the technologic focus of the
biomedical disease model than male physicians.9-'4
Because of their more humanistic orientation toward
medical practice and their more marked inclination
toward change in health care delivery female physi-
cians may also be less concerned with the economic
autonomy of the profession and defences of the
fee-for-service system, with its inherent pressures to
maximize workloads and incomes.'5

However, there is also evidence that the orienta-
tion of female and male physicians is similar. Even if
there are differences upon entry to medical school,
they may be largely overcome by the powerful
socialization effects of years of medical training.'6
Recent data from the United States have indicated
that there are some differences in the sociopolitical
attitudes between female and male freshman medical
students but that these differences are less apparent
among more advanced students.'2 Processes of self-
selection to a historically male-dominated profession
may also minimize initial differences between
women and men choosing medical careers." Ob-

served differences in the workloads and practice
patterns may be due less to women having distinc-
tive orientations toward medicine than to their
remaining the childbearers and principal child care
providers and thus having to organize their practices
to facilitate workload management and scheduling.'3

Studies in Canada have also suggested potential-
ly important similarities and differences between
women and men in professional practice.2'7-20 We
used data from a recent national survey of 2398
physicians to examine the workloads, practice pat-
terns, incomes and attitudes toward health care of
female and male physicians in Canada.

Methods

A national survey of Canadian physicians was
conducted at the Institute for Social Research, York
University, Toronto, between November 1986 and
March 1987. The survey was designed as a follow-up
to one completed in 1982.'9 Self-administered ques-
tionnaires were mailed to the 2087 respondents from
the 1982 survey and to an additional 2000 physi-
cians selected randomly, within provinces, from the
1986 Canadian Medical Directory. Reminders by
mail and telephone, a model adapted from the
Dillman Total Design Method,2' yielded 2398 usable
questionnaires, an effective response rate of 68%.22
This rate was adjusted for ineligible respondents
(residents, interns and physicians no longer practis-
ing in Canada) and "dead addresses" (physicians
who were deceased or no longer in the country, or
whose correct address could not be determined after
extensive searches of professional and telephone
directories).

To test for bias from the inclusion of a panel
component a series of statistical comparisons were
made between physicians who completed question-
naires in 1982 and 1986 and those who responded
only in 1982. These comparisons looked at demo-
graphic characteristics (e.g., sex, year of birth, coun-
try of origin and province), professional characterist-
ics (e.g., practice type, specialty, hours worked,
patient load and professional income), attitudes
toward medicare and support for extra-billing, and
levels of stress in practice. No significant differences
were observed. Inclusion of the panel therefore did
not introduce a measurable response-nonresponse
bias into the 1986 results.22

Because the 1986 survey was not specifically
designed to examine differences between the sexes
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the data were insufficient to estimate the differential
response rates for women and men. However, as
indicated previously, there were no differences in
response and nonresponse to the panel component of
the survey. In addition, our estimate of the propor-
tion of female physicians in Canada is similar, if not
somewhat lower, than the corresponding estimate
from a survey of 41 599 physicians completed by the
CMA in late 1987 (12.4% v. 16.8%);23 the difference
was due in part to sampling error.22 Also, the panel
component of our survey was established in 1982,
and the 1986 sample was chosen from a listing of
physicians that, because of time lags in updating and
publication, was an accurate representation of the
profession a year or more earlier. This meant that no
physician in the survey graduated from medical
school later than 1984. Because of the rapid influx of
women into medicine during this period our results
should be interpreted as reflecting the proportion of
women in the profession before the point at which
the survey was conducted. Despite this qualification
the patterns of differences observed in our survey are
very similar to those reported elsewhere.5'6

To assess qualitatively and supplement the sur-
vey results as they related to differences between the
sexes the female respondents to the 1986 survey who
lived in the Toronto region were invited to partici-

pate in a follow-up focus group at the University of
Toronto on June 1, 1988. Of the 25 women invited,
11I participated in a detailed discussion of their
practice patterns, the influence of their role as
childbearers on practice organization and their atti-
tudes toward patient care and professional incomes.
In addition, the differences between the female and
male physicians were analysed on the basis of the
results of this group discussion.

Cross-tabulations and variable means were used
in the analysis to describe differences in the practice
patterns and attitudes toward health care. Multiple
regression analysis was used to determnine whether
observed differences could be attributed to sex or to
other factors.

Results

Professional practice

The data in Table 1 confirm wom'en')s minority
status in the Canadian medical profession. Of the
2398 respondents only 297 (12.4%) were women.
However, these data also reflect the rapid increase in
the number of women entering medicine in Canada
in recent years: 41% of the female physicians, as
compared with 14% of the male physicians, graduat-

.Table 1: Practice characteristics of 297 female and 2101 male physicians who participated in 1986
:survey

Sex; no. (and %) of physicians
Characteristic Fe

Year graduated
1926-55 3
1956-65 4
1966-75 9
1976-84 122

Practice type
Solo 5
Associate 54
Group 6
Hospital 4
Community health

centre or centre
local de services
communautaires lE

Mixed 60
Specialty
General practitioner 200
Other 97

Practice location
Census metropolitan area 206
Other 91

Fee-for-service earnings, %
of total earnings

.533 5C
34-65 16
66-1 00 231

p 0.01.

:male

1(1 1.1 )
(14.5)
)(33.3)
2(41.1)

3 (17.8)
(18.2)

) (23.2)
3 (14.5)

3 (6.1)
) (20.2)

Male

546 (26.0)
571 (27.2)
688 (32.7)
296 (14.1)1
614 (29.2)
296 (14.1)
355 (16.9)
354 (16.8)

43 (2.0)
439 (20.9)

Total

579 (24.1)
614 (25.6)
787 (32.8)
418 (17.4)

667 (27.8)
350 (14.6)
424 (17.7)
397 (16.6)

61 (2.5)
499 (20.8)

1(67.3) 1040 (49.5) 1240 (51.7)
7(32.7) 1061 (50.5) 1158 (48.3)

3 (69.4)
1(30.6)

) (16.8)
:)(5.4)
1(77.8)

1267 (60.3) 1473 (61.4)
834 (39.7) 925 (38.6)

267 (12.7)
137 (6.5)

1697 (80.8)

317 (13.2)
153 (6.4)

1928 (80.4)

Chi-squared
value

146.2*

38.9*

32.5*

8.7*

3.9
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ed from medical school after 1975. Also, although
women constituted only 6% of the physicians in the
sample who graduated between 1926 and 1955,
they accounted for 29% of those who graduated
between 1976 and 1984. Consequently, the female
physicians were significantly younger than the male
Physicians.

The data identified both differences and similar-
ities in the professional practices. Table 1 reveals the
tendency reported elsewhere for women to prefer
group over traditional solo practice. Only 17.8% of
the female physicians were in solo practice, as
compared with 29.2% of the male physicians; con-
versely, 23.2% of the women were in group practice,
as compared with 16.9% of the men. However, these
differences were observed primarily in private prac-
tice; the proportions ofwomen and men who worked
in hospitals and other medical institutions were
roughly equal (14.5 and 16.8). Although proportion-
ately more women than men reportedly practised in
community health centres, health service organiza-
tions or centres locaux de services communautaires
in Quebec the percentages were small (6.1% and
2.0%). The women and the men were equally reliant
on a fee-for-service system; about 80% derived more
than two-thirds of their income in this way.

Consistent with the results of earlier re-
search,5 6'20 the survey revealed that the women were
significantly more likely than the men to enter
general as opposed to specialty practice (67.3% v.

49.5%) and to work in urban areas (census metropol-
itan areas) (69.4% v. 60.3%). Although there were
too few cases in the sample to calculate stable
population estimates, most of the female specialists
were in psychiatry, anesthesia, internal medicine and

pediatrics, and few were in surgery or surgical
subspecialties.

The female physicians worked significantly
fewer hours per week, spent their working hours in
different settings and saw fewer patients than their
male counterparts did (Table 2). For instance, the
women worked 38.1 hours per week on average, as

compared with 45.0 hours per week on average for
the men, in patient care and other professional
activities, including staff meetings and continuing
education. This difference, roughly equal to a stan-
dard working day, was largely due to the significant-
ly shorter time the female physicians spent in hospi-
tals (10.7 v. 17.0 hours). Although all of the physi-
cians spent about 20 hours per week providing care
in their offices, this number represented 52.5% of the
total hours per week for the women but only 45.3%
for the men. Thus, the women spent proportionately
more time providing patient care in their offices and
significantly less time in hospitals. Although there
were no significant differences in the total patient
loads, the women saw fewer patients than the men

during their work weeks (90 v. 113). In addition,
there were significant differences in the professional
incomes; the mean annual net income before taxes
was $103 100 for the men and $77 000 for the
women.

Attitudes

No substantive differences in attitudes toward
health care were identified. Table 3 shows the mean
scores, based on multiple-item attitude scales. The
first five scales measured attitudes toward the health
care system and issues of professional freedom, and
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Table 2: Mean workloads per week and incomes of female and male
physicians

Sex; mean

Workload/income Female Male Total Eta*

Workload
lnpatientcare,h 6.5 11.0 10.4 0.1111
Outpatientcare,h 4.2 6.0 5.8 0.0711
In-office care, h 20.0 20.4 20.4 0.01
On call, h 17.4 20.9 20.4 0.04
Total,th 38.1 45.0 44.2 0.1311
No. of patients
Perweek 90 113 110 0.0811
Total 880 1041 1022 0.04

Length of vacation, wk$ 4.6 4.5 4.5 0.02
Income,x $1000§ 77.0 103.1 99.8 0.2011
'Measurement of the statistical relation between interval dependent and nominal in-
dependent variables.24 Extremes are 0 and 1, higher scores indicating stronger relations.
tincludes time spent on inpatient, outpatient and in-office care, medicare paperwork,
committee work or compulsory staff meetings, and continuing medical education and
reading.
tDuring the previous 12 months.
§Net income for 1985 before taxes.
lIP 0.01.



the last three concerned alternative modes of provid-
ing health care services through increased emphasis
on public health, community health centres and
group practice.

There were no differences between the women
and the men in the scores of the first five scales. For
instance, on the first scale ("approve of medicare")
both groups had an mean score of 2.8, just below the
midpoint score of 3; this indicated a lukewarm
response to the Canadian medicare system. Similar-
ly, both groups had a mean score of 3.1 on the next
scale ("satisfaction with medicare"); this reflected a
slightly more positive assessment of medical practice
under government health insurance. Both the women
and the men supported the principles that physicians
should have economic autonomy (3.5) and that
patients should pay hospital user fees (3.3). Howev-
er, most of the physicians did not support a return to
private and commercial control of the Canadian
health care system (2.8 for the women and 2.9 for
the men).

Small but statistically significant differences
were observed in the scores of the remaining three
scales. The female physicians were slightly more
approving of community health measures and incen-

tives to encourage forms of group medicine and less
approving of institutional care than their male coun-
terparts were; however, these differences were not
substantive.

Multivariate analysis

Our data suggested that the women and the men
conducted their practices in different ways. To
determine whether these differences were actually
related to sex or whether they reflected the women's
tendency to be younger general practitioners who
spent fewer hours in practice than average we
conducted multiple regression analyses, controlling
the simultaneous and correlated effects of sex, spe-
cialty, year of graduation, practice type, number of
patient visits and hours worked on a number of key,
dependent variables. The results of four such analy-
ses (total hours worked per week, number of patient
visits per week, annual net income before taxes for
1985 and degree of approval of community-based
health measures) are in Table 4. The figures are the
dependent variable means for the respondents calcu-
lated before (unadjusted) and after (adjusted) other
independent variables were controlled. For example,

1able I3 Mean s-cores -of ideclogic. variables for female and male physiclarn.

Sex, mean si-ore'

Variable

Approve of rnedicare
Satisfied with medicare
Support economic autonomy
Approve of user fees
Approve of privatizatio
a,pprove of alternative
organizatior

Approve of community health
Approve of group incentives

Female Male Total

2.8
3.1
3.5
3.
2 8

2.6
3..7
3.0

2).8.iD.

O. l-

. 0

: ., 4
F3

.,I 1:.

2.8

IJ. 15

3.6
1.

cu{res &e irt ft'3r.-ia higher sf;u(es 'rldlting greater appro,a DIjpppcrr 'atisfci

able 4: Unadjusted and adjusted means for selected variables

Sex: mean

Female Male

.d riable Unadjusted Adjusted Unadjusted Adjusted'

:I.- -ai workload, t
Nc of patients per week
icome. $1000

Approve of community
-ealth, score

38.0+
90.6t
77.0f

3.7+

39.4t-I
93.6t§
86.2'

3.7

45.0
113.0
103.1

36

46.04:
107.8§
100.2

3.6

otal r, al Lj

45.2
.1.06.0
98 4

3.6

if:eit qory use rison in regretsion anialysis
* 0.01.

Adjusted for- specialty. year of graduation from medical scthool. type of practice and rurber of patients per week

.Adusted for specialty. year of graduation. type of practice and total workload.
A 1hUsted tor specialty year of cradLation tvpe rrvir., fi-ef patients pre weec :nn tntal wnrkirac
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0.0".
0.04
0 0G

0.080.08'',I081!
; !:

0 343+0.43-
ii 44-



the adjusted means for the total number of hours
worked were estimated through a multiple regression
analysis that included dummy variables for sex,
specialty, year graduated, practice type and number
of patient visits. Thus, the results statistically com-
pare female and male physicians who had similar
professional characteristics.

In three of the four analyses the differences
observed earlier remained significant after other
independent variables were controlled. For example,
the unadjusted means for the first dependent vari-
able were 38.0 among the women and 45.0 among
the men; the corresponding adjusted means were
39.4 and 46.0 respectively. These findings indicate
that the differences in the hours worked were due
not simply to differences in the practices of special-
ists and general practitioners, younger and older
physicians, physicians in different practice types and
those with larger or smaller patient loads but, rather,
to differences between men and women. The same
was true for the number of patient visits; although
the professional characteristics were similar the fe-
male physicians saw significantly fewer patients than
the male physicians. The income differences report-
ed earlier persisted even after we controlled for
patient visits, hours worked, age and specialization;
therefore, the significantly lower incomes of the
women were not because more women than men
were general practitioners working shorter hours and
seeing fewer patients.

The adjusted differences in the fourth variable,
which measured approval of community-based
health measures, were not significant. Although not
shown in Table 4, the small but statistically signifi-
cant differences in attitudes toward alternative
modes of health care organization and incentives for
group practice became insignificant through multiple
regression analysis. Thus, even the small attitudinal
differences reported earlier could not be attributed
to differences between the women and the men.

Discussion

Our findings suggest that attitudes toward health
care policy issues are essentially similar among
female and male physicians, although there are
significant differences in the way they organize and
conduct their practices. These differences have im-
portant implications for health care planning but
suggest no major or imminent challenge to the
existing organization or operation of the Canadian
health care system.

That women disproportionately entered general
practice and worked in urban areas may portend
physician shortfalls in specialties such as surgery,
especially outside of major Canadian cities. That
women worked significantly fewer hours and saw

fewer patients than their male colleagues may like-
wise signal a general decrease in the volume of
medical services provided by physicians or a poten-
tial physician shortage. As noted earlier, in Quebec,
which has a larger proportion of female physicians
than any other province, planners are already esti-
mating the extent of corrections in medical school
enrolment necessary to maintain the present levels of
service.2

Whether observed differences will effect funda-
mental changes in the way medicine is practised in
Canada is a more difficult question to answer. A
different style of medicine may be indicated, since
the female physicians spent significantly less time in
hospitals and more time providing patient care in
their own offices than their male counterparts. In
addition, the women were less likely to enter solo
practice and saw fewer patients than the men; these
differences were not simply a function of specialty,
age or practice type and suggest that women spend
more time with each patient. Especially interesting is
the finding that the women earned significantly less
than the men with similar levels of experience,
practice types and patient loads. Although the rea-
sons are unclear, such differences might be because
female physicians provide fewer services per patient
visit or a greater proportion of lower-priced services,
or because those in salaried positions are paid less
than their male counterparts. Similar findings have
been reported in the United States;25"26 female physi-
cians were found to earn less even after the hours
worked and the patient loads were controlled.

The differences suggest a greater attentiveness to
patients and lower system costs as more women
enter medicine; however, there are also important
similarities. Although the women were more likely
than the men to work in groups, most of them, like
the men, continued in private, fee-for-service prac-
tice. As well, differences in attitudes toward health
care issues were too small to be meaningful. Ob-
served differences in attitudes toward alternative
modes of health care organization lost significance
after the characteristics other than sex were con-
trolled.

The most important implications of the increas-
ing numbers ofwomen in Canadian medicine appear
to be for physician manpower planning. Although
women seem to organize and manage their practices
in distinctive ways, they may be less likely than men
to change how the profession perceives its role or
how medical services are provided. This is consistent
with a model that attributes organizational differ-
ences in women's practices primarily to the impera-
tives of family life, in which women continue to play
a key role as childbearers and child caregivers. The
lack of differences in the orientations of the female
and the male physicians toward health care issues
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may be attributed to the powerful socialization
effects of medical school. Self-selection among fe-
male applicants to medical schools may also tend to
limit heterogeneity in the attitudes of physicians.

There are, of course, alternative explanations of
our data. Observed differences in practice organiza-
tion could have been because female physicians
value greater variety and autonomy in life and
therefore put less emphasis on their professional
work and because they have a greater sensitivity to
the personal lives of others and therefore spend more
time with their patients. More detailed study is
needed to test such competing accounts. Our inter-
pretation, nevertheless, emphasizes the double work-
load of women and the socialization effects of
medical training. Alternative explanations would
have been more convincing if there had been more
marked differences in the attitudes toward health
care issues. If, as some studies have suggested,7'9"'2
women are less motivated by financial gain and
more concerned with the "caring" aspects of medi-
cine, we might have expected to see less support for
the economic autonomy of the profession and more
support for alternatives to the dominant, institution-
ally based "sick care" system. In addition, our
explanation of a double workload reflects the results
of the focus group session, in which female physi-
cians identified their responsibilities as childbearers
and family caregivers as a primary influence on the
organization and conduct of their practices.

The possibility of more fundamental change in
the Canadian health care system because of the
increasing numbers of women entering medicine
should not, however, be ruled out. Although, as a
minority group in a male-dominated profession
women may tend to articulate prevailing values and
interests as strongly as, or more strongly than, their
male counterparts, they may begin to take more
distinctive positions that would reflect possible dif-
ferences in underlying values as their numbers be-
come more substantial.27

Conclusions

Although it seems certain that the number of
women entering medical practice in Canada will
continue to increase, the general implications for the
health care system remain unclear. To the extent
that change is occurring because of the growing
number of female physicians, the implications would
be strongest for physician manpower planning. How-
ever, as women overcome their minority status
within the profession there is also the possibility of
more fundamental change. Therefore, the extent and
effects of the progressive increase in the number of
women in Canadian medicine should be document-
ed and assessed on an ongoing basis.

This survey was financed by grants 410-86-0483 and
456-86-2822 from the Social Sciences and Humanities
Research Council of Canada.
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Conferences
continuedfrom page 193

Nov. 11-13, 1990: Canadian Hospital Association National
Conference on Waste Management for Health Care
Facilities

Radisson Hotel, Ottawa
Conferences, Canadian Hospital Association, 100- 17 York

St., Ottawa, Ont. KIN 9J6; (613) 238-8005,
FAX (613) 238-6924

Nov. 22-23, 1990: Dual Disorders Conference '90 -
Substance Abuse and Mental Disorders: Hands-on
Treatment Strategies (sponsored by the Ontario
Ministry of Community and Social Services,
Toronto area)

Queen Street Mental Health Centre, Toronto
Nancy MacKay, Addiction and Rehabilitation

Department, Salvation Army, 496 Richmond St. W,
Toronto, Ont. M5V 1Y2; (416) 366-6521

Nov. 23-24, 1990: Canadian Bioethics Society 2nd Annual
Meeting - Autonomy, Donation and Sharing as Issues
in Bioethics

Chateau Frontenac, Quebec City
Dr. Harry Grantham, H6tel-Dieu de Quebec, 11, c6te du

Palais, Quebec, PQ GIR 2J6; (418) 691-5075,
FAX (418)691-5331

Dec. 1-2, 1990: Society of Toxicology of Canada
23rd Annual Symposium

Holiday Inn Crowne Plaza, Montreal
Dr. Gordon Krip, executive director, Society of
Toxicology of Canada, PO Box 517, Beaconsfield, PQ
H9W 5V1

Feb. 26-Mar. 2, 1991: 7th International Hypoxia
Symposium - High Altitude Physiology and Medicine
(sponsored by McMaster University and the Arctic
Institute of North America in conjunction with the
International Society for Mountain Medicine)

Chateau Lake Louise, Lake Louise, Alta.
Abstract deadline is Nov. 1, 1990.
Ingrid Ellis, conference coordinator, Rm. 1Ml 0,
McMaster University, 1200 Main St. W, Hamilton, Ont.
L8N 3Z5; (416) 525-9140, ext. 2182

Apr. 21-24, 1991: Canadian Organization for the
Advancement of Computers in Health 16th Annual
Conference

Sheraton Centre, Toronto
Steven A. Huesing, executive director, Canadian
Organization for the Advancement of Computers in
Health, 1200-10460 Mayfield Rd., Edmonton, Alta.
T5P 4P4; (403) 489-4553, FAX (403) 489-3290

May 13-14, 1991: Canadian Life Insurance Medical
Officers Association 46th Annual Meeting

Quebec
Dr. J.L. Guy Tremblay, La Solidarite compagnie

d'assuranrce sur la vie, 925, ch. St-Louis, Quebec, PQ
GIS lC1; (418) 688-8710, ext. 273

May 13-16, 1991: 7th World Congress on Emergency and
Disaster Medicine

Palais de Congres, Montreal
Ms. Ursula Schwarz, Meeting Secretariat, Kush Medical
Communications, 210-16 Four Seasons Place,
Etobicoke, Ont. M9B 6E5; (416) 621-5663,
FAX (416) 621-5352

May 23-24, 1991: 2nd Canadian Epidemiology Research
Conference

Edmonton
Dr. Colin Soskolne, conference convenor, 13-103 Clinical

Sciences Bldg., University of Alberta, Edmonton, Alta.
T6G 2G3; (403) 492-6013, FAX (403) 492-0364

May 26-29, 1991: 5th Canadian Congress of
Rehabilitation

Prince Edward Hotel, Charlottetown
Dr. A.S. Muzumdar, director and head, Department of

Physical Medicine and Rehabilitation, Queen Elizabeth
Hospital, PO Box 6600, Charlottetown, PEI CIA 8T5;
(902) 566-6060

May 30-June 1, 1991: International Conference on Stroke
Intercontinental Hotel, Geneva
Abstract deadline is Jan. 15, 1991.
Secretariat, International Conference on Stroke, c/o Kuoni

Travel Ltd., 7 rue de Berne, CH-1 211, Geneva 1,
Switzerland; telephone 41-22-732-088,
FAX 41-22-731-5078
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