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Gender-Related Differences in the Organization and Provision 
of Services Among General Practitioners in Europe 

A Signal to Health Care Planners 

WIENKE G.W. BOERMA, MSc, AND ATIE VAN DEN BRINK-MUINEN, PHD 

BACKGROUND. The number of women enter- 

ing general practice is rising in many coun- 
tries. Thus, gender differences in work situa- 
tion preferences and practice activities are 

important for future planning. 
OBJECTIVES. This article describes the differ- 

ences between male and female general prac- 
titioners (GPs) in 32 European countries. It 
examines gender differences in curative and 

preventive services and relates these to fea- 
tures of the health care system and the practice. 

METHODsThe data were collected in 1993 and 
1994 in the European Study of Task Profiles of 
General Practitioners. In 32 countries, 8,183 
GPs answered standardized questionnaires 
written in their own languages on their self- 

reported involvement in curative and preven- 
tive services, as well as how their practice was 

organized and managed. Because the indepen- 
dent variables in this study were on both the 
national 1 and individual practice levels, the 
data were subjected to multilevel analysis. 

RESULTS. Regardless of the type of health care 

Over the past decades, the number of women 

practicing medicine has increased considerably. 
Eastern Europe has a tradition of women working 
in medicine, but the trend is more recent in 
Western Europe. This article examines how this 

emerging trend may affect the delivery of services 
in general practice. 
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system, the female GPs were younger than the 
male GPs and more often worked part time in 

groups or partnerships and in cities, although 
not in deprived areas. They made fewer house 
calls and did less work outside office hours. 
Differences between men and women regarding 
workload diminished considerably after control- 

ling for part-time work. When other characteris- 
tics of the person and the practice were taken 
into account, female GPs proved to be less in- 
volved in several curative services, except as the 
first contact for gynecological problems, but 
more involved in health education. Some differ- 
ences were found in only certain types of health 
care systems. 

CONCLUSIONS. The results may have impor- 
tant implications for working arrangements, 
training, education, and planning of resources 
for general practice in the future. 

Key words: Primary care; general practice; 
physician gender; task performance; health 
care system; international comparison. (Med 
Care 2000;38:993-1002) 

Many studies have compared the activities of 
male and female general practitioners (GPs). Stud- 
ies in Australia1 and the Netherlands2 have shown 
that more women with gynecological, endocrine, 
and psychosocial problems consult female GPs 
than male GPs. In the Netherlands3 and the 
United Kingdom,4,5 female GPs apply fewer tech- 
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nical procedures than their male counterparts. A 
Canadian study found that female GPs are less 
involved in obstetric care.6 

Various studies have shown that female GPs are 
more attentive to psychosocial factors and more 

frequently use counseling techniques.6-14 How- 
ever, an international comparison found male GPs 
to be more involved as the doctor of first contact 
for mental and social problems.15 Regarding the 

organization of the practice, there is conflicting 
evidence of gender-based differences in office 
hours, length of consultation, house calls, and 
on-call arrangements.1-5,16-18 

In preventive services, female physicians have 

higher screening rates, especially for cervical and 
breast cancer.2/8,1419-25 Moreover, they feel more 

responsible for making sure their patients receive 

screening.13,26'27 A higher involvement of female 
doctors was also reported in family planning and 

perinatal care.1,5,6,16,17 Although differences ap- 
peared in specific aspects, the overall task profile 
does not differ between male and female physicians. 

Part of the gender difference can be attributed 
to other factors, such as age. Female GPs are 

younger than male GPs.1,4,13'19,28 The medical 

training of the females is thus more recent and 

may therefore place greater emphasis on preven- 
tive care and psychosocial aspects. Furthermore, 
female GPs are more likely to work in urban areas, 
to be part of group practices, and to be salaried or 

working on a part-time basis.1,4,13,19,26,28 
It is hard to say how significant many of these 

findings are because they are based on (often 
small-scale) research that does not control for 

confounding factors. Few of these studies have 
taken into account factors like age of both the 

patient and the GP Yet it is known that older GPs 
(who are often male) are consulted more fre- 

quently by older patients, because patients tend to 

stay with the same doctor. Besides, women usually 
prefer to consult a female doctor, particularly for 

gender-related services.1,3 16,29,30 Women also con- 
sult their doctor more frequently than men and 
tend to present more problems.31,32 

Two other factors should be taken into account: 
the availability and proximity of services, because 
these may differ between cities and rural areas and 
between countries, and features of the health care 

system, such as the mode of payment, employ- 
ment status, and the formal gatekeeping role of 
GPs. One study found evidence of an association 
between mode of remuneration and gender- 
related professional attitudes.26 

In this article, we take advantage of the large 
database derived from the European Study of Task 
Profiles in General Practitioners33,34 to answer the 

following 2 research questions: Do male and fe- 
male GPs in Europe differ in their personal and 
work-related characteristics, and do male and fe- 
male GPs in Europe differ in their curative and 
preventive service profiles? If so, how can these 
differences be explained? 

In line with the literature, we expect to find 

gender differences in work preferences, the orga- 
nization and setting of the practice, and the pro- 
vision of certain services. In countries in which 

patients are registered with a particular GP and 
have access to specialist services only after referral 

by this "gatekeeping" GP, we expect to find less 
difference in curative services. The reason is that 
when patients have particular problems for which 

they would like to see a doctor of the same gender, 
they have less freedom of choice to do so. In 
countries in which GPs are self-employed, we 

expect to find less or no difference by gender in 

preventive medicine and health education, be- 
cause such services are rarely eligible items in 
these systems. 

Methods 

Sampling and Data Collection 

The study is based on data collected in 1993 and 
1994 in the European Study of Task Profiles of 
General Practitioners.33'34 In 32 European coun- 
tries, 8,183 GPs provided answers to uniform 

questionnaires in their own language about them- 
selves, their practice, and their involvement in the 

provision of curative and preventive services. The 

questionnaires were translated at the national 
level and were subsequently checked by licensed 
translators. The preferred random sampling pro- 
cedure could not be applied in 7 countries, usually 
because of the lack of sampling frames. The data 

entry and analyses were carried out centrally at 
NIVEL in the Netherlands.33 

The overall response rate was -50%, ranging 
from 87% to 30% among the countries. Possible 
bias resulting from nonresponse was estimated by 
comparing the respondents to national population 
parameters when available. In general, there was 
some underrepresentation of female GPs and of 

younger and older physicians.33 
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Measures Statistical Procedures 

Dependent Variables. Concerning curative 
services, the role of the GP in the first contact with 
a patient's health problems was measured for 27 
specified health problems on a 4-point scale, 
ranging from "almost always" to "seldom/never." 
Similarly, the involvement in technical procedures 
(eg, minor surgery) was measured for 14 described 
procedures. The involvement in treatment and 
follow-up of (chronic) diseases was measured for 
17 cases of specific diseases. The scores in each of 
these 3 task areas were averaged, and the result 
was assigned to each respondent. 

Concerning preventive services, questions with 
precoded answers were used to measure each 
GP's involvement in screening for hypertension, 
serum cholesterol, and cervical cancer, as well as 
the involvement in health education, ie, clinics to 
stop smoking, to control alcohol abuse, and to 
monitor diet. Furthermore, there were questions 
on the involvement in pediatric surveillance and 
family planning/contraception. 

Independent and Control Variables. The 
key independent variable is the gender of the GP. 
To study the independent effect of gender, several 
control variables were introduced. These concern 
the practitioners themselves, the practice, and the 
country's health care system. 

Regarding the GP as a person, the following 
variables were used: age, completion of postgrad- 
uate training in family medicine, average number 
of working hours in regular services per normal 
week (self-reported), reported average number of 
office-based patient encounters per day, and 
amount of time usually allocated per visit as 
recorded in the appointment book. 

At the practice level, the following variables 
were used: working solo or in a group practice, 
availability of certain equipment (a list of 10 items 
was used), willingness to visit patients at home, 
provision of services outside office hours, per- 
ceived proportion of socially deprived and elderly 
people among the practice population (compared 
with the national average), location of the practice 
(an inner-city, suburban/urban, or rural area), and 
distance to the nearest general hospital. 

At the country level, the control variables were 
as follows: coordinating role of GPs (gatekeeping), 
employment status (salaried versus self- 
employed), and political background of the coun- 
try (Western Europe versus the former East Bloc 
countries). 

Three dependent variables on curative ser- 
vices were measured by analyzing lists of items. 
After a scaling procedure, this resulted in indi- 
vidual scores. Items with >85% either positive 
or negative answers were removed from the list. 
Respondents providing answers for <75% of the 
items of a list were not taken into account for 
that aspect of service. Thus, the number of 
respondents may vary by the kind of service 
considered. Reliability analyses were quite sat- 
isfactory, with a Cronbach a >0.87. On the scale 
concerning the role of the GP on first contact 
with health problems, subscales were identified 
for the first contact with gynecological and 
psychosocial problems. Individual GP scores 
were calculated; the higher the score, the deeper 
the self-reported involvement.34 

Involvement in preventive services was mea- 
sured by questions with precoded answers per 
item of service. The analyses were based on the 
percentage of GPs being involved. 

In conducting the multivariate analyses, we 
were aware of sources of variation in the scope 
of services to be located at the local level (GPs 
and practices) and the national level (system 
characteristics and European region). To avoid 
the problem of both aggregation (loss of infor- 
mation) and disaggregation (overestimation of 
the effects of the higher-level variables), the data 
were analyzed by use of the hierarchical linear 
model35'36 with the MLn software.37 The multi- 
level analysis controlled for confounding vari- 
ables on both levels. These were the following: 
age, postgraduate training, working hours, med- 
ical equipment, solo or group practice, degree of 
urbanization of the practice location, and dis- 
tance to nearest hospital. The control variables 
at the national level were gatekeeping role, 
employment status, and the East-West distinc- 
tion. To get a specific perspective on the health 
care systems, gender differences were also ana- 
lyzed separately with respect to countries with 
or without a gatekeeper role for GPs, salaried 
versus self-employed GPs, and the former East 
Bloc versus Western Europe. Control variables 
have not been entered in Tables 3 through 5; full 
tables including these coefficients can be ob- 
tained from the authors. 
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TABLE 1. Provision of Services by Male and Female GPs* 

Countries With Significant 
Differences,t (n) 

Male Female Male Female 
Areas of GP service GPs,t % GPs,t % Higher Higher 

Curative 
First contact with health problems 

(mean score) 
All (n = 6,676) 3.0 2.5 6 
Gynecological only (n = 7,330) 2.9 2.5 1 5 
Psychosocial only (n = 7,404) 2.9 2.4 6 

Application of medical techniques 2.2 1.7 21 
(mean score) (n - 6,597) 

Treatment/follow-up of disease 2.7 2.4 14 
(mean score) (n = 6,979) 

Preventive 
Screening for 

Hypertension (n = 8,045) 80.5 79.1 (NS) 5 5 
Cervical cancer (n = 7,307) 51.6 45.8 ... 3 
Serum cholesterol (n = 7,973) 45.2 38.9 2 3 

Health education sessions 
(n = 7,828) 
Smoking 12.7 16.3 1 
Diet 12.4 16.6 1 
Alcohol use 10.9 16.9 ... 1 

Family planning (n = 6,000) 75.3 54.8 2 3 
Pediatric surveillance (n = 5,998) 65.3 54.6 4 2 

*All differences are significant (P < 0.001) unless indicated by NS. 
tInvolvement scores range from 1 (low) to 4 (high). 
tTotal number of countries: 32. 

Results 

Range of Services of Male and Female GPs 

Male physicians were generally more involved 
in most of the services specified in Table 1. The 

exception was health education in special sessions, 
in which female doctors were more frequently 
involved. This pattern did not show up as often in 
distinct countries. Except for the application of 
technical procedures and management of dis- 
eases, significant differences were found in only a 
few countries. Regarding hypertension screening, 
for example, some countries had a higher involve- 
ment of male GPs, whereas other countries had a 

higher involvement of female physicians. In 5 
countries, female doctors were more involved in 
the first contact with gynecological problems. This 
was in contrast to the results concerning other 
health problems. With respect to screening for 
cervical cancer, there were 3 countries with signif- 

icant differences; in all 3, female physicians re- 

ported higher involvement. The higher involve- 
ment of female physicians in health education, 
found at the aggregate level, was absent in the 

analyses performed by country. 

Characteristics of the Person and the 
Work Situation 

Well over half of our sample (58%) consisted of 
men. In 20 countries, male GPs outnumbered 
female GPs; in 8 (East European) countries, the 

proportion was the other way round; and in 4 
countries, there was no significant difference. On 

average, male doctors were older; this difference 
was found in 17 countries. The following profile 
for female GPs emerged: Compared with their 
male counterparts, a smaller proportion had com- 

pleted postgraduate (specialist) training in family 
medicine; they had fewer regular working hours 
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TABLE 2. Personal and Practice Characteristics of Male and Female GPs 

Countries With Significant 
Differencest (n) 

Male Female Male Female 
Characteristics GPs* GPs* Higher Higher 

Personal 
Gendert (n = 8,137), % 58.1 41.9 20 8 
Age (mean) (n = 8,105), % 44.9 41.6 17 
Postgraduate training completed 46.0 34.3 3 3 

(n = 7,956), % 
Time in main position? 41.5 36.1 10 2 

(n = 7,927), h/wk 
Office contacts per regular day, n 

All physicians (n = 7,914) 29.8 25.7 6 6 
Full-timers only (n = 2,733) 32.0 34.3 3 3 

Time allocated per patient (in 14.7 15.5 1 9 
appointment book) 
(n = 3,644),I, min 

Practice 
Working solo (n = 7,985), % 45.2 27.0 6 
Medical equipment (up to 10 4.9 4.0 14 

items) (n = 8,137), n 
Making house calls (n = 8,002), % 15.2 12.7 14 2 
Involvement in after-hours services 59.9 41.5 7 

(n = 7,918), % 
Socially deprived above national 20.6 17.7 5 

average (n = 6,996), % 
Elderly above national average 41.8 35.1 4 1 

(n = 7,012), % 
Practice location (n = 8,084), % 

Rural 27.2 14.9 7 1 
Inner city 18.7 33.7 ... 10 
Hospital >5 km 58.7 50.4 5 

*All differences are significant (P < 0.001). 
tTotal number of countries: 32. 
tGender distribution in our sample. 
?Excluding hours for on-call services. 
[Only GPs working with an appointment system. 

per week; they had fewer office contacts per day 
and allocated slightly more time per patient; and 
they had a lower total workload for patient care 
per week (Table 2). When we took only full-timers 
into account, the workload difference diminished 

considerably. Moreover, the number of office con- 
tacts per day was even somewhat higher for 
female physicians. In many countries, female GPs 
worked fewer hours per week. In 9 countries, 
female physicians allocated significantly more 
time to each patient. In 11 countries, the patient 
workload of female doctors was lower, but in most 
of these countries, this difference disappeared if 
only full-timers were taken into account. 

Female doctors were more likely to work in 

partnerships and group practices. They had less 
medical equipment at their disposal; they made 
fewer house calls; they were less involved in 
services outside of regular office hours; and they 
worked more frequently in inner cities (but less in 

practices with relatively large estimated numbers 
of socially deprived and elderly people). Male 
physicians were overrepresented in rural areas and 
in practices farther away from the hospital. Differ- 
ences at the aggregate level were also found in a 
substantial number of individual countries, partic- 
ularly in terms of medical equipment, location of 
the practice, and working in groups. 
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TABLE 3. Standardized Regression Coefficients of Gender (Female = 1) With GP Involvement in 5 
Measures of Curative Services, Controlled for Personal and Practice Variables 

Position as the Doctor of First Contact With 
Health Related Problems, A h R d P , Application of Treatment and 

Type of Country's All Health Gynecological Psychosocial Technical Follow-Up of 
Health Care System, Problems Problems Problems Procedures Disease 
European Region (n = 7,433) (n = 6,841) (n = 6,898) (n = 6,177), P (n = 6,531), p 

All systems/countries -0.008 0.063* -0.047* -0.096* -0.083* 
With gatekeeping GPs 0.006 0.034* -0.024 -0.085* -0.065* 
No gatekeeping GPs -0.018 0.059* -0.072* -0.101* -0.096* 
With self-employed GPs 0.012 0.068* -0.033* -0.092* -0.065* 
With salaried GPs -0.009 0.063* -0.049* -0.098* -0.086* 
Former East Bloc -0.034* 0.031 -0.090* -0.150* -0.095* 
Western Europe 0.018 0.099* -0.017 -0.079* -0.066* 

*Significant value (P < 0.05). 

Service Profiles 

Curative Services. After adjustment for the 
control variables, we found significant gender 
differences in the provision of the various cura- 
tive services (Table 3). Female GPs were more 
involved in the first contact with gynecological 
problems, although in the separate analysis this 

applied only to countries in Western Europe. 
The higher involvement of male GPs in the first 
contact with psychosocial problems, which was 
found at the general level, does not hold for 
countries with gatekeeping GPs or for countries 
in Western Europe. Involvement in the applica- 
tion of technical procedures and in the treat- 
ment and follow-up of disease was also higher 
among male GPs than among female GPs. This 

was true regardless of country or type of health 
care system. In countries with GPs in a gate- 
keeping position, the standardized coefficients 
were generally closer to zero than in the other 
countries. This means that gender differences 
were smaller in countries with a gatekeeping 
system. Similarly, we found greater differences 
between male and female physicians in the 
countries of the former East Bloc than in the 
West. The exception was first contact for gyne- 
cological problems, which virtually no GP in the 
East European countries reported. 

Preventive Services. With respect to health 
education, which is not central in the GP's task 

anywhere, female physicians were generally more 
involved than males in special sessions or clinics 
on three topics: smoking, alcohol use, and diet 

TABLE 4. Standardized Regression Coefficients of Gender (Female = 1) With GP Involvement in 
Health Education and Screening, Controlled for Personal and Practice Variables 

Health Education Concerning Screening of Risk Groups for 

Type of Country's Serum Cervical 
Health Care System, Smoking Alcohol Use Diet Hypertension Cholesterol Cancer 

European Region (n = 7,380), 3 (n = 6,847), p (n = 7,330), 8 (n = 7,329), p (n = 7,322), P (n = 7,274), 8 

All systems/countries 0.052* 0.038* 0.031* -0.007 0.007 0.011 
With gatekeeping GPs 0.073* 0.021 0.024 -0.024 -0.013 -0.014 
No gatekeeping GPs 0.035* 0.055* 0.039* 0.010 0.024 0.033 
With self-employed GPs 0.015 0.044* -0.019 -0.020 -0.028 -0.001 
With salaried GPs 0.062* 0.034* 0.049* 0.001 0.022 0.018 
Former East Bloc 0.054* 0.015 0.065* 0.015 0.047* 0.038* 
Western Europe 0.043* 0.045* 0.002 -0.021 -0.023 -0.011 

*Significant value (P < 0.05). 
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(Table 4). In the separate analyses, however, this 

greater involvement of female GPs did not hold 
for all types of health care systems, nor for all 
countries. The gender difference in clinics to stop 
smoking was not found in the countries with 

self-employed GPs. Female physicians were more 
involved in health education on alcohol use in 
Western countries, though not in countries with 

gatekeeping GPs. Involvement in health education 
on dietary issues was higher among female GPs in 
countries in which GPs are salaried and do not 
have a gatekeeping position, as well as in former 
East Bloc countries. 

Concerning involvement in screening of popu- 
lations at risk of high levels of hypertension and 
serum cholesterol and of cervical cancer, no gen- 
der differences were found in the countries of 
Western Europe (Table 4). In the countries of 
Eastern Europe, female doctors were more in- 
volved than male GPs in screening for serum 
cholesterol and cervical cancer. Separate analyses 
including the gatekeeping role and employment 
status revealed no gender differences. 

No gender differences were found for pediatric 
surveillance either at the aggregate level or in the 

separate analyses by subgroups of countries (Table 
5). For family planning, we found that male GPs 
were more often involved than their female coun- 

terparts in Western Europe and in countries with 

gatekeeping GPs. 

Discussion 

In countries with quite different health care 
systems, we found consistent gender differences in 

practice preferences. Compared with their male 
counterparts, female GPs were more often found 
in partnerships than in solo practices; they tended 
to work in urban rather than in rural areas; they 
made fewer house calls and were less involved in 
work outside regular office hours; and on average, 
they spent more time on each consultation. With 
respect to the number of office contacts per day 
(adjusted for part-time working), however, we 
found no difference between male and female 
GPs. These findings are in accord with our expec- 
tations derived from the literature. 

Our expectation to find less difference in the 
provision of curative services in health care sys- 
tems with gatekeeping GPs was confirmed by the 
results. With all distinguished services, the differ- 
ences were smaller in these systems. Gender 

TABLE 5. Standardized Regression Coefficients of 
Gender (Female = 1) With GP Involvement in 

Pediatric Surveillance and Family Planning 
Controlled for Personal and Practice Variables 

Type of Country's Pediatric Family 
Health Care System, Surveillance Planning 
European Region (n = 5,557), ( (n = 5,561), (3 

All systems/countries 0.016 -0.023 
With gatekeeping GPs -0.008 -0.053* 
No gatekeeping GPs 0.036 -0.001 
With self-employed GPs -0.007 -0.032 
With salaried GPs 0.018 -0.021 
Former East Bloc -0.009 0.041 
Western Europe 0.015 -0.062* 

*Significant value (P < 0.05). 

differences in curative services are less obvious 

among gatekeeping GPs, because by regulation a 
broad range of problems are channeled through 
the GP into the system,33 some of which may be 
referred to other practitioners. 

Concerning the provision of preventive services 
and health education, we expected to find less or 
no gender difference in systems with self- 

employed GPs. Here, the results were mixed. In 
these systems, we indeed found smaller or no 

gender differences with health education on 

smoking and food intake and cervical cancer 

screening. In the other services, however, the 
difference was even higher among self-employed 
GPs. It should be kept in mind that overall GPs 

reported a very low involvement in health educa- 
tion clinics; health education in general practice 
may be practiced more frequently in individual 
consultations. Because the overall involvement of 
GPs in cervical cancer screening in Eastern Europe 
was very low, we could not detect any difference 
related to gender. Yet even in Western Europe, we 
found no difference between male and female 
GPs, which seems to contradict the results of 

many studies.20-23,25 In Western Europe, GPs have 
good opportunities for case finding and follow-up, 
and that is why they are increasingly called in with 
community screening programs. This trend de- 
creases the chance of having gender differences. 

The higher involvement of male GPs in family 
planning in Western Europe is not in line with 
results found by Britt et al1 and Cooke and Ro- 
nalds,16 and further research should clarify this 
difference. 
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We also wanted to know whether the patterns 
of services identified in local and regional studies 
were confirmed in this more broadly based study. 
Some of the differences we identified have partic- 
ular bearing on curative services. The greater in- 
volvement of male GPs in curative services was 
related to their longer working hours and to the 
fact that male GPs predominated in rural areas. 
There were also differences in postgraduate train- 

ing, which had been completed by relatively more 
male GPs. The available equipment was closely 
related to the range of services provided. 

The greater involvement of male physicians in 
the application of technical procedures was in 
accordance with Dutch and UK studies. This pic- 
ture was generally similar, regardless of the gate- 
keeper role and the remuneration system of GPs 
or the geographic location in the East or the West. 
The same result was found with respect to the 
treatment and follow-up of disease. 

Furthermore, at least in Western Europe, female 
GPs were more involved as the first contact for 
women with gynecological problems. The absence 
of a difference in Eastern Europe must have re- 
sulted because primary care physicians, male and 
female, hardly saw any women with gynecological 
problems. We identified at the general level a 

greater involvement of male GPs in the first 
contact with psychosocial problems, apparently in 
contrast to most other studies. However, on fur- 
ther analysis, this turned out not to apply to 
countries in Western Europe or to countries with 

gatekeeping GPs. This restriction may help clarify 
this contradictory result, because the other studies 
did not cover countries in Eastern Europe.1,2,6-14 
Moreover, we asked about only the first contact 
with psychosocial problems, whereas Britt et al1 
and Bensing et al,3 for instance, studied all con- 
tacts for psychological and social reasons. 

We should also consider some methodological 
issues. This study did not entail random recruit- 
ment in all participating countries, and the rate of 

nonresponse was high. Because the questionnaire 
covers a broad range of issues and possible tasks, 
it is not likely that we have attracted GPs with 

particular interests more than others. For this 
reason, we do not think that we have identified a 

particularly biased group of GPs with regard to 
service provision. Gender selection is also an issue: 
The gender distributions of respondents in 21 
countries were compared with the populations of 
GPs. Male GPs were slightly overrepresented in 3 
countries; females, in 15 countries. In most cases, 

the deviation in our sample was <5% from the 
national proportion. It is quite possible that we 
missed some female GPs holding a small part- 
time job who might not have thought that the 
invitation to participate in this study was meant for 
them. We are aware that the results may have been 
affected by self-selection in the response. In indi- 
vidual countries, this may have led us to underes- 
timate the gender differences. In the international 

comparison, however, we believe that the total 
number of female GPs was sufficient to permit 
generalization. 

Another concern is the methodological differ- 
ence between this large-scale international study 
and the local and regional studies to which we 
have referred. The methods used in these studies, 
such as direct observation or registration of patient 
contacts, would not be feasible in our study. This 

divergence puts a constraint on comparability. The 

strengths of our approach, which is based on 

self-reported activities, are its uniform application 
in many countries and the fact that it takes rele- 
vant confounders and other background variables 
into account. These features form the basis for a 

good international comparison. 

Study Implications 

The importance of the study lies in its implica- 
tions for the future provision of care in general 
practice. At this point, we would like to suggest 
some likely trends. 

Working Arrangements. Increased numbers 
of female GPs will encourage the establishment of 

group practices. For women, the flexibility of part- 
time work, the more limited commitment, and the 

possibility of salaried employment will often be 
more attractive. Female GPs were less involved in 
activities outside regular office hours. That is why 
new arrangements will be needed to ensure the 

provision of these services. In countries in which 
most GPs are still involved in evening, night, and 
weekend services, such as Denmark, the United 

Kingdom, and the Netherlands, there are experi- 
ments that point a way forward. 

Education. Training for a part-time doctor is 
no less rigorous than for a full-time doctor and is 
the same for men and women. A temporary leave 
of absence and a limited volume of working time 
because of family commitments are inevitable 

consequences of the increased recruitment of fe- 
male GPs. This results in a reduced working 
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lifetime. Implications for the longer term therefore 
start with the recognition of a need for educating 
more doctors. 

If the reduced activity of female GPs in the 

application of technical procedures would point to 
less adequate care, which has not been proven so 
far, additional education could be one of the 
remedies. Likewise, the difference found in some 
countries between male and female GPs in the 

reported recognition of psychosocial problems 
could also be addressed in the educational pack- 
age. 

Resources in General Practice. As doctors 

provide a smaller total volume of care in the course 
of their working lifetime, society will need more 
GPs. Otherwise, some tasks will have to be trans- 
ferred to other health care workers. Therefore, 
national policies should be formulated for the 
future direction of the provision of primary care 

specifically addressing the role of GPs and their 
relation to other professionals. At fixed costs, one 
direction would be to promote more involvement 
of ancillary workers. If, however, the present sys- 
tem of access to health care by GPs is preferred, it 

may be necessary to increase the resources. 
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