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RESUME

Data from a 1983-84 Quebec generalists'
survey were used to compare the
professional attitudes and clinical practices
ofwomen physicians with those of their
male colleagues. The survey was conducted
on a random sample of 736 Quebec
generalists and achieved a 83.7% response
rate. Analyses were performed separately
for fee-for-service physicians and for
salaried physicians working in local
community health centers (CLSCS). Results
showed more gender differences among fee-
for-service physicians than among salaried
physicians. Women in private practice were
more likely than their male colleagues to
value the multidisciplinary, social, and
humanistic aspects of patient care. For their
part, women salaried physicians reported
being significantly more involved in the
social and preventive dimensions of health
care than their male colleagues. Important
attitudinal differences were observed
between fee-for-service and salaried
generalists, regardless of gender. This study
suggests that neither the medical training
nor the organizational constraints of the
work setting succeed in levelling off all
gender differences. The findings also
suggest that women physicians can help
promote aspects of health care to which
much importance has been attributed in
recent years. (Can Fam Physician 1989;
35:59-63.)

On s'est servi des donnees obtenues par l'enquete
menee en 1983-84 aupres des omnipraticiens du
Quebec pour comparer les attitudes professionnelles
et les pratiques cliniques des femmes-medecins a
celles de leurs collegues de sexe masculin. Un
echantillon randomise compose de 736
omnipraticiens du Quebec ont participe a l'enquete
avec un taux de reponse de 83.7%. Dans l'analyse, on
a separe les reponses obtenues des medecins
remuneres a l'acte de celles obtenues des medecins a
remuneration fixe oeuvrant dans les centres locaux
de services communautaires (cisc). Les resultats ont
revele plus de diff6rences entre les sexes chez les
medecins a l'acte que chez les medecins a salaire. Les
femmes en pratique privee, comparativement a leurs
collegues males, ont exprime attacher plus
d'importance a la multidisciplinarite et aux aspects
sociaux et humanistes des soins. D'autre part, les
femmes travaillant a salaire s'impliquent
significativement plus dans les dimensions sociales et
preventives que leurs collegues males. On a observe
d'importantes differences en termes d'attitudes entre
les omnipraticiens a l'acte et les medecins a
remuneration fixe, independamment du sexe. Cette
etude suggere que ni la formation medicale ni les
contraintes organisationnelles du milieu de travail ne
reussissent a egaliser toutes les differences de sexe.
Elle suggere aussi que les femmes-medecins peuvent
contribuer a promouvoir certains aspects des soins
auxquels on accorde beaucoup d'importance depuis
quelques annees.
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THE LAST FEW DECADES
. have been marked by an impor-
tant increase in the number ofwomen
entering medicine. In Quebec alone,
the percentage of women physicians
has doubled in the last 10 years to
reach, in 1986, a high of 25.3%
among generalists and 12.1% among

specialists.1 Since the proportion of
women admitted to medical schools
continues to grow, the number of
women physicians may eventually
reach or even exceed the number of
men physicians. In 1987, women
made up more than 40% of students
enrolled in Canadian medical
schools.2 In Quebec, the proportion
of women is even greater: more than
half the medical student body is com-
posed of women.2
The feminization of medicine may

have a profound impact on the deliv-
ery of health-care services. Several
studies have shown that women phy-
sicians differ from their male counter-
parts both on specialty choice and
practice pattems. Indeed, women
physicians were reported as more in-
terested in primary care medicine and
less attracted by surgery and sub-
specialties.1l3 Regarding practice
patterns, women physicians were

shown as more likely to work in ur-

ban centres and in institutional set-
tings, to choose salaried practice,7,8
and to conduct a less diversified type
of medical practice, spending propor-
tionally more time than men in office
care but being less involved in hospi-
tal and emergency care, home care,
and administrative work.3'9'10
However, not much research has

examined the professional attitudes
and clinical practices ofwomen physi-
cians. Research among freshman
medical students showed that women
tended to display more sensitivity to
doctor-patient relationship, more

general acceptance of patients' feel-
ings, and more openness to the psy-
chosocial aspects of medicine than
their male colleagues.11-14 Among se-
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nior students, the results are some-
what less conclusive. While the re-

sults of the longitudinal study by
Lesermant3 showed that senior wom-
en students still placed more impor-
tance on social and psychological fac-
tors in health care, the study of
Maheux and colleagues14 disclosed
few, if any, gender differences among
senior students relating to the impor-
tance given to the interpersonal, psy-

chosocial, and preventive aspects of
the physician's role.

All these studies were conducted
on samples of medical students. Little
is known about the professional atti-
tudes and clinical practices of men

and women physicians, once in prac-

tice. This study seeks to determine
whether men and women physicians
have different professional values to-
ward health care issues debated in
Quebec over the last 15 years. It also
seeks to assess whether there are gen-
der differences in physicians' clinical
practices.

Methodology
Data for the study reported here

were collected from a representative
sample of Quebec physicians as part
of a mail survey conducted in
1983-84. The aim of the survey was

to determine to what extent physi-
cians' interest in various health-care
themes advocated during the last 15
years in Quebec (such as patient in-
volvement in health care, biopsycho-
social approach, and humanization of
care) varied according to their so-

ciodemographic background, their
area of specialization, and the charac-
teristics of their medical practice.

The survey was conducted by
means of a mail questionnaire sent to
a random stratified sample of 736
Quebec generalists. This sample was

drawn from the population of 4488
generalists listed in the computerized
ifies of the Federation of General
Practitioners of Quebec as franco-
phone, practising medicine in Que-
bec, and directly involved in the pro-

vision of patient care. Retired
generalists or practitioners not pro-

viding direct patient care were thus
excluded from the study. The sample
was stratified on three variables: gen-

der, post-doctoral training (mixed or

rotating internship or residency train-
ing in family medicine), and type of
practice (fee-for-service or salaried)
for a total of eight strata. Simple ran-

dom sampling was used within the
eight strata of the sample. Of the 736
physicians selected in the sample, 392
were men, and 344 were women. The
study achieved an 83.7% response
rate. The high response rate was ob-
tained by sending three follow-ups
after the initial mailing of the ques-
tionnaire and by using the Dillman
Total Design Method of implement-
ing mail surveys.15

Comparisons between men and
women generalists were performed
according to the two types of general
practice found in Quebec: private of-

Table 1
Quebec Physician Survey, 1983-84.
Professional Attitudes of Fee-for-Service
and CLSC Generalists: Age-Adjusted Mean Scores by Gender

Professionala Fee-for-Service CLSC
Attitudes Physicians Physicians

Men Women Men Women
(n=184) (n=147) (n=136) (n=147)

Multidisciplinarity -.07 .25b .85 .76
in health care

Social components -.34 -.04b .15 .32
in health care

Illness as a .02 .14 .34 .28
potential source
of personal growth

Patient involvement -.21 -.30 .31 .28
in health care

a. See Appendix for composition of attitude scales.
b. p<.01.
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fice practice on a fee-for-service basi-
sand salaried practice in local com-
munity health centres (cLscs). CLscs
are publicly owned primary care cen-
tres that provide both medical and so-
cial services at the local community
level.
Within each type of medical prac-

tice, men and women generalists
were compared on their attitudes to-
ward greater patient involvement in
health care, illness as a potential
source of personal growth, the social
component in health care, and the
multidisciplinarity in health-care ser-
vices. Men and women generalists
were also compared on their reported
clinical practices: namely, on the ac-
tions they take to allow the patient
greater involvement in his or her own
care; to account for social and pre-
ventive aspects of health care; and to
ensure an interpersonal relationship
of quality with the patient.
The attitudes and clinical practices

of physicians were measured with
multi-item scales. The item composi-
tion of the scales were validated
through factor analysis. The scales
were constructed from the factor
score co-efficients. They are thus
standardized variables (mean = 0,
standard deviation = 1) ranging
mainly from -3.0 to + 3.0. The com-
position and reliability of the scales
are given in the Appendix.

Since women surveyed were gener-
ally younger than their male col-
leagues, the results were controlled
for the seven-year age difference be-

tween men and women generalists
working on a fee-for-service basis
(men = 40.3; women = 33.0) and
the three-year age difference between
men and women generalists in CLSC
practice (men = 34.3; women =
30.9). Analysis of covariance was the
technique used in analysing the data.
Data were processed using the spss-x
statistical software.

Results
As shown in Table 1, some differ-

ences were observed in the attitudes
of men and women generalists. For
fee-for-service physicians, the results
showed that, compared to men,
women expressed more positive atti-
tudes toward the social and multidis-
ciplinary components of health-care
services. The differences were highly
statistically significant (p < .01).
There were, however, no differences
in the attitudes of male and female
generalists towards illness as a poten-
tial source of personal growth and pa-
tient involvement in health care.

In contrast to generalists working
on a fee-for-service basis, men and
women generalists working in cLscs
did not differ in their attitudes to-
wards the multidisciplinary and social
components of health-care services.
Both groups favoured these two as-
pects of health care to a greater ex-
tent than did their colleagues in fee-
for-service practice. Furthermore
there were no gender-related differ-
ences in CLSC physicians' attitudes to
illness as a potential source of person-

Table 2
Quebec Physician Survey, 1983-84.
The Clinical Practices of Fee-for-Service
and CLSC Generalists: Age-Adjusted Mean Scores by Gender

Clinicala Fee-for-Service CLSC
Practices Physicians Physicians

Men Women Men Women
(n=172) (n=143) (n=130) (n=145)

Patient involvement -.12 .05 -.01 .16
in health care

Social/preventive .11 .17 .20 .44c
dimensions of health
care

Humanization -.04 .14b .07 .17
of health care

a. See Appendix for composition of clinical practice scales.
b. p<.05.
c. p<.01.
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al growth and patient involvement in
health care.

In the matter of clinical practices,
some gender differences were ob-
served (Table 2). While women phy-
sicians working on a fee-for-service
basis gave more importance in their
practice to humanization of health
care than did their male counterparts,
women physicians in CLSC practice re-
ported being more involved in the so-
cial and preventive aspects of health
care than were their male colleagues.
Women physicians in both types of
practice tended to score higher than
their male colleagues as promoting
patient involvement in health care.
The results were not, however, statis-
tically significant (p > .05).

Discussion
This study examined the profes-

sional attitudes and clinical practices
of a representative sample of men
and women generalists practicing in
Quebec. Physicians in fee-for-service
and in CLSC practice were considered
separately.
Among practitioners working on a

fee-for-service basis, a number of
gender differences were observed.
Compared to men, women had more
favourable attitudes to multidisciplin-
arity in health-care services and to
the psychosocial aspects of patient
care. They also showed greater con-
cern for humanization of care in their
medical practice. These results cor-
roborate previous studies of medical
students.11"12 They tend to indicate
that women keep at least some of
their characteristics as they advance
from medical students to medical
practitioners, and that neither the
medical training nor the work setting
leads to a complete levelling of gen-
der differences. These results suggest
that the feminization of the medical
profession can promote aspects of
care that have been judged essential
to ensure a high quality of medical
care. 16
Whereas women practitioners

working on a fee-for-service basis val-
ued the multidisciplinary, psychoso-
cial and humanistic aspects of patient
care more than did their male coun-
terparts, these gender differences
were not present among cLsc physi-
cians. Closer examination of the re-
sults indicates that both men and
women give more importance to
these aspects than do their colleagues
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in the private sector. These results
clearly show that type of practice is
an important variable to control
when examining the relationship be-
tween physicians' gender and profes-
sional attitudes and practices.

Several factors may explain why
men and women physicians working
in CLSCS form a more homogeneous
group. First, it is likely that there is a
selection effect. In other words, cLscs
attract physicians who, independently
of gender, share the same interest in
a biopsychosocial approach to health
care. Secondly, the organization of
the cLscs may contribute to the main-
tenance or development of attitudes
and clinical practices consistent with
the health-care ideology supported by
cLscs. A final reason may be that the
proportion of women physicians is
higher in cLscs than in private prac-
tice, and that when they are in the
majority, women may have an
influence on the attitudes and clinical
practices of their male colleagues. In-
deed, women constitute more than
half the physician body working in
CLScs, while they make up only about
20% of general practitioners as a
whole. This argument is supported by
Kanter's theory.17 According to this
theory, a majority ofwomen in an or-
ganization creates attitudinal and be-
havioural modifications among mem-
bers of the organization. Some
gender differences remain, however,
since women physicians allow signifi-
cantly more importance in their prac-
tice to the social and preventive di-
mensions of health care than do their
male counterparts.

To what extent women physicians
will continue to differ from their male
colleagues is unknown. Answers to
this question are needed to predict
the impact on medical practice of the
medical profession's feminization.
Some argue that gender differences
will persist and perhaps even increase
as more and more female role models
participate in medical training. 13,18
Others suggest, on the contrary, that
the long "cohabitation" of men and
women in medical school will help to
reduce gender differences in medical
practice.1920 All agree that more re-
search is needed to determine how.
this important sociodemographic
change in the medical profession will
affect medical practice and the deliv-
ery of health-care services. U
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It is essential that the patient have a good understanding of his illness.
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The patient should always make the final decision about his treatment.
It is often justifiable to hide information from the patient.
Certain decisions about treatment are too fraught with consequences
to be left up to the patient.
I would like to see the patient adopt a critical attitude towards his
treatment.

(Alpha coefficient = 0,77)

Clinical Practice Scales
The frequency with which the physician succeeds in doing the following
things when meeting a patient. Four answers were provided ranging from
"almost never" to "almost always".
1. Patient Involvement in health care

If the patient is hesitant about medical recommendations, encourage
him to ask for a second opinion.
Ask him to explain the prescribed treatment in his own words.
Encourage him to ask questions.
Give him sources of information about his health problem.
Encourage him to use resource persons other than those of your
profession.
Explain to him that he must make the ultimate decision about his
treatment.

(Alpha coefficient = 0,63)

2. Social/preventative dimensions of heafth care
Try to find out about the patient's circumstances.
Enquire about any personal problems that might be worrying the
patient.
Promote healthy life habits in the patient.

(Alpha coefficient = 0,73)

3. Humanization of health care
Take your time with the patient.
Demonstrate warmth for the patient.
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