
Internationally, there are increasing 

numbers of women entering the physi-

cian workforce and enrolled in medical 

school and residency programs. In Can-

ada, 60% of family practice trainees are 

women and the number of female phy-

sicians increased by nearly 23% be-

tween 2007 and 2011 alone (compared 

to a 9% increase in the number of male 

physicians over the same period). This 

shift in physician workforce demograph-

ics has been labeled the “feminization 

of medicine.” 

The increasing proportion of women 

practicing medicine may potentially con-

tribute to a shortage in service supply. If 

female physicians are less productive, 

have shorter overall careers, see a re-

stricted patient population, or deliver a 

more restricted basket of services com-

pared to their male counterparts, then 

the increasing feminization of the work-

force may well necessitate an increase 

in overall physician numbers to ade-

quately meet population needs. 

A recent comprehensive knowledge 

synthesis of over 130 academic and 

grey literature sources published be-

tween 1990 and 2012 investigated the 

impact of an increasing proportion of 

females in the physician workforce on 

levels of service provision and human 

resources planning.  

Common Themes in the Literature 

The bulk of the literature in this area 

focuses on differences in the amount of 

work completed by male versus female 

physicians. Differences in practice style, 

patient mix, service mix, and broad 

workforce trends are featured much 

less prominently. The majority of arti-

cles examine primary care, which is not 

surprising given that primary care has 

the largest proportion of women among 

specialities. 

Activity and Workload 

Compared to their male counterparts, 

female physicians: 

 are more likely to have engaged in 

part-time work, or intend to do so at 

some point during their career. The 

majority of female physicians cur-

rently working part-time are under 

age 45 (corresponding with years of 

childbearing), while, the majority of 

male physicians who work part-time 
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About CHHRN 

Faced with critical and stubborn 

HHR issues, decision and policy 

makers across Canada are in 

need of ready access to the latest 

information about promising and 

innovative HHR policies and prac-

tices and the conditions neces-

sary to scale these up. To begin 

to address this need, the Pan-

Canadian Health Human Re-

sources Network (CHHRN) was 

established.  

CHHRN consists of a virtual net-

work of national experts from re-

search, professional, clinical, 

managerial and policy communi-

ties with expertise and interests 

related to HHR research, policy 

and planning. CHHRN gathers, 

shares and exchanges state-of-

the-art HHR knowledge amongst 

researchers and decision-makers 

to support high quality evidence-

informed policy development and 

implementation. CHHRN also 

enhances communication and 

knowledge exchange of inter-

jurisdictional and international 

HHR planning issues and initia-

tives. 

CHHRN has undertaken a series 

of national and regional consulta-

tions to inform the development of 

an interactive website and range 

of research, knowledge exchange 

and decision-making and imple-

mentation tools in four thematic 

areas: 1) needs-based, compe-

tency focused HHR planning; 2) 

models of health care delivery 

and scopes of practice; 3) mobil-

ity and migration; and 4) rural, 

remote and aboriginal HHR.  



are over age 54 (likely correspond-

ing to a decline in service provision 

as retirement approaches). The few 

longitudinal studies note that the 

gap in hours worked between male 

and female physicians seems to be 

narrowing both over time and as the 

physician cohort ages. 

 work, on average, five to twelve 

fewer hours per week.  

 work similar hours when they have 

no dependents.  

 see fewer patients. This gap is larg-

est in primary care where they com-

plete approximately 45 fewer visits 

per week and smallest in some spe-

cialties where it drops to between 8 

and 23 visits per week. Women in 

anaesthesiology, dermatology, gen-

eral practice, psychiatry, internal 

medicine, paediatrics, neurology, 

obstetrics, ophthalmology, general 

surgery and radiology see fewer 

patients or deliver fewer services on 

average than their male counter-

parts.  

However, female physicians still work 

more, on average, than the rest of the 

country’s employed population. Issues 

of work-life balance, caregiving and 

child-rearing responsibilities warrant 

significant attention. Physicians, re-

gardless of sex, should work in an 

environment that supports balance, 

without compromising the quality of, 

and access to, care. 

Practice Patterns 

Male and female physicians practice 

medicine differently. Females are less 

likely than males to: 

 choose to work in rural practice; and  

 provide house calls or out-of-office 

care; 

and are more likely to: 

 work in partnership or group-based 

practice rather than solo. 

In general practice, when compared to 

males, female physicians: 

 tend to see a higher proportion of 

female patients and a lower propor-

tion of elderly ones; 

 are more likely to see patients with 

complex psychosocial problems; 

 are equally likely to see patients 

with complex medical problems; 

 see more gynaecologic problems, 

pregnancies, family planning, and 

endocrine/metabolic problems; and 

 see fewer musculoskeletal, respira-

tory and male genital system prob-

lems. 

Speciality Choice 

Female physicians remain much less 

likely to select surgical specialities and 

much more likely to select primary 

care, paediatrics, and obstetrics com-

pared to their male counterparts. 

Thus, because the proportion of fe-

male physicians is rising, specialities 

with very low rates of female participa-

tion may experience shortages. 

Research Gaps and Priorities 

Studies are needed to examine: 

 whether differences in activity levels 

between male and female physi-

cians could result in shortages or 

surpluses in specific specialities;  

 reasons for speciality selection;  

 physician and practice variation; 

and 

 differences in patient and service 

mix. 

Much of the literature relies on one-

time, cross-sectional surveys, collect-

ing self-report data on work practices 

and patterns. This type of research 

has some substantial methodological 

limitations, including low response 

rates, selection bias, recall bias, a 

high degree of random error, and an 

inability to measure trends over time. 

Implications for Human Resources 

Planning 

More robust measures that account 

for sex differences in volume, but also 

on the implications of the differences 

in patient mix, service mix, and prac-

tice style between male and female 

physicians need to be developed and 

used. Other demographic and work-

force factors (e.g., the impact of physi-

cian age and cohort) should also be 

considered. Health human resources 

modeling must always also focus on 

the health needs of the population. 

Accurate measures of physician and 

service supply that account for the 

impact of feminization and other 

demographic shifts are not sufficient 

in-and-of themselves. 
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Knowledge Syntheses and 

CHHRN’s Mandate 
The production of rigorous and 

systematic knowledge syntheses, 

which integrate and contextualize 

the findings from particular do-

mains of research and identify 

promising practices for scale up, 

are a critical first step in the 

knowledge translation process. 

CHHRN identified the importance 

of undertaking a series of knowl-

edge syntheses, to not only in-

form policy and practice, but to 

also help map a research agenda 

within its for key thematic areas. 

These topics were identified from 

a number of HHR related reports, 

and also from the regional consul-

tations CHHRN undertook with its 

member researchers, profes-

sional stakeholders and policy-

decision-makers. Two other syn-

thesis papers focus on the Plan-

ning for Health Workforces and 

Health Care Systems Based on 

Population Health Needs and In-

ternationally Educated Health 

Professionals. 


