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SUMMARY
Much subjective evidence has compared
productivity of male and female physicians.
Given that enrollment of female students is
now much higher, manpower planners have
to look carefully at the implications, ensunng
that they have accurate infornation. This
study surveyed 1984 graduates of one Ontario
and four western residency training programs
in family practice. Although many men had
no fuiltime plans and intended to take at least
three months off, women were more likely
not to have any work plans, to be intending
to practice in an urban area, and to be
intending to limit their practices (e.g. no
obstetrics, no emergency room, no surgical
assisting). While traditional role conflicts may
account for these differences, there may also
be different confidence levels by sex for
certain aspects of family medicine. (Can Fam
Physician 1985; 31:1745-47)
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SOMMAIRE
Les elements qui ont servi a comparer la productivite
des hommes et des femmes medecins sont
empreints de subjectivite. Considerant
l'augmentation importante des femmes
immatriculees comme 6tudiantes, les planificateurs
de main-d'oeuvre se doivent d'en analyser
attentivement les implications, tout en s'assurant
qu'ils ont en main des informations pr6cises. Cette
etude a analyse, au cours de leur premiere annde
post-graduation, les etudiants gradues en 1984 et
provenant de cinq programmes de formation en
m6decine familiale dont l'un de l'Ontario et quatre
des provinces de l'Ouest. Malgre le fait que de
nombreux hommes n'avaient pas de projets de
travail a plein temps et qu'ils desiraient prendre au
moins trois mois de conge, les femmes avaient
encore moins planifie leur travail, d6siraient
pratiquer dans des regions urbaines et avaient
l'intention de limiter leur pratique (eg. pas
d'obst6trique, pas de salle d'urgence, pas
d'assistance op6ratoire). Bien qu'il soit possible
d'expliquer ces differences par les roles traditionnels
et conflictuels entre les hommes et les femmes, il
pourrait aussi exister diffdrents-niveaux de confiance
selon les sexes pour certains aspects de la pratique
de la medecine familiale.
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UBJECTIVE EVIDENCE sug-
hYgests that female physicians are

not as productive at work as their
male counterparts. Depending on the
parameters considered, work output
of female physicians has been esti-
mated at 45-85% that of male physi-
cians." 2 Although Canadian data are
rare, a major Quebec report indicates
that female doctors work approxi-
mately 78% of the hours per week that
male doctors work, and work sub-
stantially fewer weeks per year.3
Other investigators indicate that
women take more extended periods
of time off work and that their
earnings are less than those of their
male counterparts.45
Given the dramatic increase in the

proportion of women in medical
schools in recent years, any differen-
tial in work activity is bound to have a

substantial impact on projected num-
bers of physicians required. The 1981
Canada census showed that only 17%
of physicians were women, but med-
ical school enrollment of female
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students is now up to 42%.67 Some
major medical manpower studies
have attempted to predict a reduction
in work force activity."'9 Moore'0 has
examined the potential impact on
family medicine; Lomas, Stoddardt
and Barer" have provided the defini-
tive methodological discussion.
Cohort studies have demonstrated

generational differences in labor
force activity of female physi-
cians.'2"13 This study focuses on
intended work activity of a recent
cohort of graduating family medicine
residents. Intentions of work acquisi-
tion, location, and specific activity
profile may provide a baseline of
information on actual work behavior
differences by sex, once they unfold
in the marketplace.
Methods

This descriptive epidemiological
study used an extensive questionnaire
to define anticipated work profiles of
family practice residents. The ques-
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tionnaire asked for demographic
details, residents' work plans and
attitudes, and their confidence level
in undertaking selected clinical activ-
ities. The population consisted of
1984 graduating residents from four
western Canadian programs and one
Ontario program.
Results
The intent of the study was to have

100% response, to create a statistical
'universe' rather than a sample. The
response rate from the western pro-
grams was 99.5%, but from the
Ontario program, only 75%. The 66
residents who responded were neither
a complete population nor a random
sample, but observations were the
same in direction with or without the
Ontario data, and most often were
true for individual western programs
as well.

Figure 1 demonstrates the employ-
ment plans of the residents one
month before graduation. Less than
one third had actually contracted for
a fulltime 'permanent' job, but males
were twice as likely to have done so
than were females-40% versus 22%.
One quarter of all respondents had no
specific plans to take up employment
upon graduation; the male: female
percentages in this category were
21%:35%. The highest percentage of
residents-41%-had plans for some
temporary work such as locum
tenens. Males and females were simi-
lar in this category: 44% and 40% re-
spectively.

Figure 2 shows the distribution of

intended practice locations. Fewer
than half of the 41 residents who
responded to this question planned to
work in a metropolitan setting, while
17% stated intent to work in moder-
ate size communities and 39% in
smaller and more isolated areas.
Women were substantially more like-
ly to opt for work in less remote
settings.

Figure 3 outlines stated expecta-
tions about number of months of
work planned after graduation.
Respondents were instructed to state
" 12 months" if holidays of one month
or less were planned. Proportions of
men were higher in both the group
expecting to work six months or less
and the group intending to work the
entire year. Another way of looking at
this issue is to consider that 52% of
women and 37% of men planned to
take at least three months off over the
next year. Residents were asked to
rate their confidence in several
aspects of clinical medicine (See Fig.
4). Figure 5 summarizes aspects of
practice that residents planned to
avoid.

Discussion
A picture emerges of a cohort of

new physicians who are rather
uncommitted in the job market.
Women appear even less committed
to early fulltime employment in the
traditional sense of the term than do
men. In addition, women who had
contracted work were more likely
than men to be planning to stay in the

metropolitan areas, and to work less
time over the prospective year. The
analysis of intended work profiles
showed women less likely to be
planning to do 'procedural' medicine.
A surprising portion of both sexes did
not plan to do obstetrics, nursing
home work, or house calls-a disturb-
ing omen for the future of comprehen-
sive care.
Much of the sex difference

described here may be the result of
traditional role conflicts experienced
by women, particularly the restraints
imposed by personal relationships,
and the stresses inherent in attempts
to reconcile roles of physician, wife
and mother. However, a suggestion
emerges frorm this study that there are
different confidence levels in per-
forming various aspects of clinical
medicine. Such 'profile predilections'
may be the result of biased selection
into family medicine programs, and
may be reinforced by teaching and
experience biases within such pro-
grams. Finally, they may be partially
based on true sex differences, if
indeed they exist.
We do not suggest that work

pattern differences described are
inherently good or bad. Indeed, a case
can be made in favor of the more
conservative view of clinical confi-
dence shown by the female physi-
cians. Also, intended work hours and
profiles shown by women intending
city work may be inherently more
compatible with and reflective ofjob
realities in many urban areas.

Fig. 1. Percentage of residents by job status and sex,
near graduation 1984.
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Fig. 2. Percentage of graduating residents by sex and
intended practice location.
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The external validity of results
presented here is limited by the extent
to which these results held across the
country in the summer of 1984, as

well as the degree to which findings
would hold in the same areas over

time, and for graduates of rotating
internship programs. Marital status,
parity, age, and other social and
demographic factors would also qual-
ify results presented. Because of the
considerable interrelations among
these variables, they would require a

House calls Emergency Surgical
Shifts Assisting

very large study indeed.
yearly national survey can

ized to monitor both prac

and practice performance
tate intelligent medical;
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Fig. 3. Percentage of graduating residents by sex and
intended number of work months In the prospective
year.

(Males=36, Females=21)

Fig. 5. Percentage of graduating residents by sex and
intention not to practice selected aspects of medicine.
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