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Abstract
Rationale, aims and objectives: Gender effects on physician-patient interactions are well-established and gender
concordance of the physician-patient dyad influences consultation dynamics, person-centeredness and outcomes. We aimed
to establish the prevalence and associations of gender-concordant and gender-discordant consultations of general practice
(family medicine) trainees and to compare outcomes of gender-concordant and gender-discordant consultations.
Method: A cross-sectional analysis from an ongoing cohort study. The outcome measure was whether a consultation
included a gender concordant (female-female, male-male) or discordant (male-female, female-male) physician-patient dyad.
Independent variables related to patient, physician (registrar), practice, consultation content and consultation outcome.
Results: Five hundred and ninety-two general practice (GP) registrars (trainees) in 4 of Australia’s 17 regional training
programs provided data on 56,234 individual consultations. Sixty-two point nine percent of consultations were genderconcordant (73.5% female-female, 26.5% male-male) and 37.1% were gender-discordant (47.0% male physician-female
patient, 53% female physician-male patient). Associations of having a gender-concordant consultation were patient female
gender and younger age (<55), the patient not being new to the registrar and the registrar being part-time, younger and
having worked at the practice previously. Addressing a reproductive/contraceptive/ genital problem was associated with
gender concordance. Gender-concordant consultations were ‘complex’: significantly longer than gender-discordant
consultations, addressed a greater number of problems, resulted in more pathology ordered, more follow-up organised and
more learning goals generated.
Conclusions: Gender-concordant consultations may be more complex and gender-concordance is ‘sought’ by patients
rather than being random. Thus, efforts could be made in general practice to provide access to both male and female GPs,
especially for female patients or groups or patients with particular needs.
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Introduction

practice (family practice) consultations. We also sought to
compare outcomes of gender-concordant and genderdiscordant consultations. We studied Australian general
practice registrars’ (‘trainees’ or ‘residents’ in other
programs) consultations. This is a particularly appropriate
physician population for study as physician-gender related
differences in patient satisfaction have been found to be
greater with physician inexperience and in ‘newly
acquainted’ dyads [28].

Gender effects on physician-patient interactions are well
established, with most evidence derived from studies in
primary care [1]. Variability in interactions has been found
when viewed from both the physician and patient
perspective. Primary care consultations with female
physicians are longer [1-3] and female physicians,
compared to male physicians, are more likely to engage in
active partnership behaviour, positive talk, psychosocial
question asking and counselling and emotionally focussed
talk [1,2], to organise follow-up and make referrals and to
perform screening procedures [3]. Similarly, primary care
patients speak more to female physicians than to male
physicians, disclose more biomedical and psychosocial
information, are more assertive towards female physicians
and make partnership statements more frequently to female
physicians [4].
Not only the gender of the physician, but the gender
concordance of the physician-patient dyad, influences
consultation dynamics, person-centeredness and outcomes
[5]. The background to consideration of these dyads is that
female patients are more likely to consult female
physicians [3,6,7] and female physicians are preferred by
female patients for overall healthcare as well as for
gynaecological or ‘emotional’ problems [7-10]. Less
research has explored the preferences of male patients, but
gender-preference may be less important for male patients
[7,11].
Gender-concordant consultations have been found to
be longer than gender-discordant consultations [3,12], but
other differences in outcomes are complex. Much of the
literature in this area concerns communication and the
patient-centredness of consultations. Female-female
concordant consultations have been associated with greater
patient-centred care [12,13] and gender-concordant dyads
with greater understanding of the whole patient [14],
greater communication [12] and more shared decisionmaking [15].
Other outcomes related to gender-congruence are less
well-studied and evidence is mixed. Gender-concordance
has been found to be inconsistently associated with
delivery of various preventative care activities [16-20]. In
primary care, gender concordance has been associated with
better diabetic control [21], but not with quality of mental
healthcare (except for drug or alcohol issues) [22], nor
with assessing depression in the elderly.
While gender preference in physician-patient dyads
has been demonstrated across a range of ethnic and cultural
contexts [8-10,13] and dyadic preference may be more
prominent in some ethnic groups [8,24,25], a singular
consideration is that of Australian Aboriginal and Torres
Strait Islander patients in whom a desire to be seen by a
practitioner of the same sex regarding gender-specific
issues is related to strong cultural and spiritual reasons
[26,27].
We aimed to establish the prevalence and associations
of gender-concordant and gender-discordant general

Methods
This study took place within the Registrar Clinical
Experiences in Training (ReCEnT) study. ReCEnT is an
ongoing multi-site cohort study of GP registrars.
Participants are GP registrars training with 4 of Australia’s
17 GP Regional Training Providers (RTPs) across 4 of
Australia’s 6 states. Registrars have recourse to clinical
supervisors for advice and support when required, but
function as independent practitioners (including for
prescribing, referrals and billing).
The methodology has been described elsewhere [29].
GP registrars undertake data collection once during each 6month training term (or 12-month term for part-time
registrars) as part of their educational program. This results
in registrars collecting data on 3 or 4 occasions during their
training.
Initial data collection involves demographic, education
and work experience of participating registrars as well as
characteristics of the practice in which they are working.
These parameters are recorded by each registrar via a
paper-based questionnaire, each term. Registrars then
record the details of 60 consecutive clinical consultations
at approximately the mid-point of each term on a paperbased encounter form. Data collection is performed midway through the registrar’s training term. As data
collection is designed to reflect a ‘normal’ week of general
practice, consultations in a specialised clinic, for example,
vaccination clinic or Pap smear clinic, are excluded. Only
office-based (not home visits or nursing home visits)
consultations are recorded.
The collected data encompass 4 broad areas: (1)
patient demographics; (2) diagnoses (or problems
managed); (3) investigations/management (including
referral and follow-up) & (4) educational training aspects
(whether the trainee sought in-consultation advice from
their trainer or information from other sources, or
generated learning goals). Problems managed/diagnoses
are coded according to the International Classification of
Primary Care, second edition classification system (ICPC2 plus) [30].
Outcome factor
The outcome factor in this study was whether a
consultation involved a concordant (female-female, male-
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male) or discordant (female-male, male-female) patientphysician dyad.

variables (consultation duration, number of problems dealt
with, referrals made, pathology ordered, follow-up
organised, information or advice sought and learning goals
generated).
In a post-hoc analysis, the individual type of pathology
tests ordered were examined to assess the influence of paptest ordering on rates of pathology ordering. Statistical
analyses used SAS v9.3. Predictors were considered
statistically significant if the p-value was < 0.05

Independent variables
Independent variables related to registrar, patient, practice
and consultation. Registrar factors were age, gender,
training term, place of medical qualification (Australia/
International), full-time/part-time status and whether the
registrar previously worked at the practice. Patient factors
were age, gender, Indigenous (Aboriginal or Torres Strait
Islander)
status,
NESB
(non-English
speaking
background), new patient to the practice and new patient to
the registrar.
Factors related to the diagnosis or problem dealt with
in the consultation were whether these were male/female
sexual or reproductive diagnoses/problems (ICPC-2
Chapters: W (Pregnancy, Childbearing, Family Planning),
X (Female Genital) and Y (Male Genital)), psychological
diagnoses/problems
(ICPC-2
plus
Chapter:
P
(Psychological)) or chronic disease diagnoses/problems
(classified according to the methodology of O’Halloran et
al) [31].
Practice factors included rurality/urbanicity, practice
size (number of Full-time equivalent GPs) and if the
practice routinely bulk-bills (that is, there is no financial
cost to the patient for the consultation). Practice postcode
was used to define the Australian Standard Geographical
Classification-Remoteness Area (ASGC-RA) classification
(the degree of rurality) of the practice location [32] and to
define the practice location’s Socioeconomic Index for
Area (SEIFA) Relative Index of Disadvantage [33].
Consultation-level factors included duration of
consultation, number of problems addressed in the
consultation, number of investigations ordered, if inconsultation information/advice/assistance was sought, if
follow-up was organised and whether learning goals were
generated for the registrar’s post-consultation attention.

Ethical approval
The ReCEnT project has approval from the University of
Newcastle Human Research Ethics Committee, Reference
H-2009-0323.

Results
Five hundred and ninety-two individual trainees (response
rate 93.4%) contributed 1167 trainee-rounds of data
(including details of 56,234 individual consultations with
patients 14 years or older). The demographics of the
participating trainees and practices are presented in Table
1.
Of all consultations, 62.9% (95% CIs 62.5-63.3) were
gender-concordant (73.5% female-female, 26.5% malemale) and 37.1% (95% CIs 36.7-37.5) were gender-nonconcordant (47% male physician-female patient, 53%
female physician-male patient).
Associations of physician, patient and practice factors
with having a gender-concordant consultation are
presented in Table 2 and predictors of having a genderconcordant consultation in the logistic regression model
are presented in Table 3. In the adjusted model, younger
patient age (<55) and patient female gender and the
registrar being part-time, younger and having worked at
the practice prior to the current term were associated with
having
a
gender-concordant
consultation.
A
reproductive/contraceptive/genital problem addressed in
the consultation was associated with gender concordance.
Both the patient being new to the practice and new to
the registrar were associated with less chance of a genderconcordant consultation. Rather than Indigenous
(Aboriginal or Torres Strait Islander status) being
associated with gender-concordance of the consultation,
there was, in fact, a non-significant trend (OR 0.82, p =
0.06) for these consultations to be gender-discordant.
Univariate consultation level variable (consultation
content and outcomes) associations with gender
concordance are presented in Table 4 and the associations
of the 4 dyad-compositions of consultations are presented
in Table 5. Gender-concordant consultations were
significantly longer than gender-discordant consultations.
Other associations were a greater number of problems
addressed (though the effect size was small), more
pathology ordered, more follow-up organised and more
learning goals generated. Pap-smears constituted 5.5% of
female-female dyad pathology tests and 0.9% of male
physician-female patient dyad pathology tests.

Statistical Analysis
This was a cross-sectional analysis of patient consultations
from the longitudinal ReCEnT study. Analysis was
performed on 7 rounds of data from 2010-2013. Only
consultations involving patients 14 years or older were
included, as gender concordance issues are less likely to
operate in consultations with younger patients.
Percentage of registrars’ consultations involving each
of the 4 dyads was calculated, with 95% confidence
intervals. To test registrar, patient and practice associations
of a consultation involving a concordant patient-physician
gender dyad, simple and multiple logistic regression was
used with robust standard errors to account for the repeated
measures on registrars. All variables with a p-value < 0.20
in the univariate analysis were included in the multiple
regression model.
Univariate analyses (chi-square, t-tests or One-way
Analysis of Variance, as appropriate) were used to test
associations of gender-congruence with consultation-level
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Table 1 Participating registrar (trainee), registrar-term and practice characteristics
Variable
Registrar variables
Registrar Gender
Pathway registrar enrolled in
Qualified as a doctor in Australia
Registrar age (years)
Registrar year of graduation

Class

Male
Female
General
Rural
No
Yes
Mean (SD)
Mean (SD)

n

%

(95% CIs)
Or Mean (SD)

202
390
453
138
138
443

34.1%
65.9%
76.7%
23.4%
23.8%
76.3%

(30.3-38)
(62-69.7)
(73.2-80.1)
(19.9-26.8)
(20.3-27.2)
(72.8-79.7)
32.9 (6.8)
204.9 (5.7)

Registrar-term or practice-term variables
(n=1167)
Registrar Training Term

Term 1
Term 2
Term 3
Term 4
Registrar worked at the practice previously
No
Yes
Registrar works fulltime
No
Yes
Does the practice routinely bulk bill
No
Yes
Number of GPs working at the practice
1-4
5-10+
Rurality of practice
Major City
Inner Regional
Outer regional or remote
SEIFA* Index (decile) of practice
Mean (SD)
* Socioeconomic Index for Area (SEIFA) Relative Index of Disadvantage

515
328
266
58
859
289
259
882
969
183
375
769
674
348
144

44.1%
28.1%
22.8%
5%
74.8%
25.2%
22.7%
77.3%
84.1%
15.9%
32.8%
67.2%
57.8%
29.9%
12.4%

(41.3-47)
(25.5-30.7)
(20.4-25.2)
(3.7-6.2)
(72.3-77.3)
(22.7-27.7)
(20.3-25.1)
(74.9-79.7)
(82-86.2)
(13.8-18)
(30.1-35.5)
(64.5-69.9)
(55-60.6)
(27.2-32.5)
(10.5-14.2)
5.6 (2.9)

Table 2 Characteristics associated with having a Gender Congruent Consultation (n=56,234)

Variable
Patient age group

Patient gender
Patient Aboriginal or Torres Strait Islander
Patient non-English speaking Background (NESB)
Patient status re. practice

Registrar full-time or part-time
Registrar Training term

Registrar worked at the practice previously
Registrar qualified as a doctor in Australia
Practice size*
Does practice routinely bulk bill
Practice location

Chronic problem

Class
14-24
25-39
40-54
55+
Male
Female
No
Yes
No
Yes
Old Patient
New to Registrar
New to Practice
Part-time
Full-time
Term 1
Term 2
Term 3
Term 4
No
Yes
No
Yes
Small
Large
No
Yes
Major City
Inner Regional
Outer Regional
Remote, Very Remote
No
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Gender Congruence
No
Yes
(n=20864)
(n=35370)

P

3187 (35%)
4827 (35%)
4947 (37%)
7903 (40%)
11054 (54%)
9810 (27%)
19633 (37%)
211 (42%)
18853 (37%)
1094 (35%)
8670 (36%)
10282 (38%)
1356 (38%)
4173 (34%)
16249 (38%)
9244 (37%)
5823 (37%)
4694 (36%)
1103 (39%)
15003 (37%)
5487 (39%)
5560 (39%)
14874 (36%)
7072 (39%)
13392 (36%)
17334 (37%)
3274 (37%)
11685 (36%)
6179 (36%)
3969 (42%)

5988 (65%)
9010 (65%)
8538 (63%)
11834 (60%)
9364 (46%)
26006 (73%)
33492 (63%)
297 (58%)
31895 (63%)
2015 (65%)
15687 (64%)
16582 (62%)
2194 (62%)
8202 (66%)
26375 (62%)
15410 (63%)
10018 (63%)
8203 (64%)
1739 (61%)
26040 (63%)
8758 (61%)
8708 (61%)
25926 (64%)
11284 (61%)
23389 (64%)
29219 (63%)
5691 (63%)
20407 (64%)
10812 (64%)
4130 (58%)

<0.001

13937 (36%)

24266 (64%)

<0.001

<0.001
0.068
0.14
<0.001

<0.001
0.4

0.024
0.053
0.025
0.6
0.0018
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Yes

6927 (38%)

11104 (62%)

Male/Female or sexual or reproductive
diagnose/problem

No

18565 (41%)

26746 (59%)

<0.001

Psychological problem

Yes
No
Yes

2299 (21%)
18157 (37%)
2707 (37%)

8624 (79%)
30753 (63%)
4617 (63%)

0.81

Socioeconomic status of practice location: SEIFA
Index (decile)
Registrar age
* Large practice size ≥ 6 Full-time equivalent GPs

Mean (SD)

5 (3)

6 (3)

0.15

Mean (SD)

34 (7)

33 (7)

0.0031

Table 3 Predictors of having a Gender Congruent Consultation, logistic regression model (n=56,234)
Univariate
OR (95% CI)
0.99 (0.93, 1.06)
0.92 (0.86, 0.98)
0.8 (0.75, 0.85)
3.13 (2.14, 4.58)
0.83 (0.67, 1.01)
1.09 (0.97, 1.22)

P
0.83
0.007
<0.001
<0.001
0.068
0.14

New to Practice

0.89 (0.82, 0.98)

0.015

0.91 (0.83, 1)

0.04

New to Registrar
Part-Time
Yes
Yes
Large
Inner Regional
Outer Regional
Remote of Very
Remote
Yes
Yes

0.89 (0.85, 0.94)
1.21 (1.11, 1.32)
0.92 (0.85, 0.99)
1.11 (1, 1.24)
1.09 (1.01, 1.18)
1 (0.91, 1.11)
0.8 (0.7, 0.91)

<0.001
<0.001
0.024
0.053
0.025
0.97
<0.001

0.87 (0.83, 0.91)
1.17 (1.07, 1.27)
0.91 (0.85, 0.98)
0.98 (0.88, 1.1)
1.08 (1, 1.16)
1.07 (0.97, 1.18)
0.89 (0.78, 1.02)

<0.001
<0.001
0.01
0.73
0.05
0.16
0.098

Chronic problem
0.92 (0.88, 0.96)
<0.001
1.01 (0.96, 1.06)
Male/Female problem@
2.6 (2.32, 2.92)
<0.001
1.92 (1.8, 2.05)
Registrar age
0.99 (0.98, 1)
0.0031
0.99 (0.99, 1)
#
SEIFA Index (decile)
1.01 (1, 1.03)
0.15
1 (0.99, 1.02)
* Large practice size ≥ 6 Full-time equivalent GPs
@
ICPC-2 plus chapters: W (Pregnancy, Childbearing, Family Planning), X (Female Genital) and Y (Male Genital)
#
Socioeconomic Index for Area (SEIFA) Relative Index of Disadvantage

0.67
<0.001
0.024
0.6

Variable
Patient age group
(Referent 14-24 years)
Patient gender
Aboringinal or Torres Strait Islander
Non-English Speaking Background
Patient status in relation to registrar and
practice
(Referent: seen by registrar previously)
Registrar Full-Time or Part-Time
Registrar worked at the practice previously
Qualified as a doctor in Australia
Practice size*
Rurality
(Referent: major city)

Class
25-39
40-54
55+
Female
Yes
Yes

Adjusted
OR (95% CI)
0.98 (0.92, 1.05)
1.01 (0.94, 1.08)
0.93 (0.87, 0.99)
2.77 (1.86, 4.14)
0.82 (0.67, 1.01)
1.06 (0.94, 1.2)

P
0.6
0.8
0.03
<0.001
0.06
0.33

Table 4 Univariate associations of gender congruence of consultations
Gender Congruence [% (95% CI)]
Yes
No
17.7 (9.4)
16.8 (9.2)
1.7 (0.9)
1.6 (0.8)
18.1 (17.7-18.5)
17.5 (17-18)
28.5 (28-29)
22.1 (21.5-22.7)
20.5 (20.1-20.9)
20.1 (19.6-20.7)
60.3 (59.8-60.8)
57.7 (57-58.3)
22.4 (21.9-22.8)
21.2 (20.6-21.7)

Consultation Duration [mean (SD)]
Number of Problems [mean (SD)]
Referral Made
Pathology Ordered
Sources of Assistance Used in Consultation
Follow-up Organised
Generated Learning Goals from the consultation

P
<0.001
<0.001
0.12
<0.001
0.34
<0.001
0.001

Table 5 Univariate associations of consultation factors and gender dyads
Gender Congruence (Dr-Patient) [% (95%CI)]
Female-Female
Consultation Duration [mean(SD)]
Number of Problems [mean(SD)]
Referral Made
Pathology Ordered
Sources of Assistance Used in
Consultation
Follow-up Organised
Generated Learning Goals from
the consultation

Male-Male

18.2 (9.4)
1.7 (0.9)
18.5 (18.0-19)
31.2 (30.6-31.8)
21.7 (21.2-22.2)

Male-Female
% (95%CI)
16.4 (9.1)
16.4 (8.9)
1.5 (0.8)
1.5 (0.8)
16.8 (16.1-17.6)
16.2 (15.4-16.9)
21.0 (20.1-21.8)
22.5 (21.7-23.3)
17.3 (16.5-18)
17.3 (16.6-18)

17.1 (9.5)
1.6 (0.8)
18.7 (18.0-19.5)
21.8 (21.0-22.5)
22.7 (21.9-23.5)

P
<0.001
<0.001
<0.001
<0.001
<0.001

61.8 (61.2-62.4)
23.7 (23.1-24.2)

56.1 (55.1-57.1)
18.8 (18.0-19.6)

60.3 (59.4-61.2)
24.0 (23.2-24.8)

<0.001
<0.001
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previous research, including research involving US family
practice residents [34,35] (equivalent to Australian GP
registrars). In a UK general practice study, genital but not
reproductive problems were associated with genderconcordance [7].
Markers of the patient not being ‘new’ to the registrar
or practice (that is, the registrar having worked at the
practice prior to the current term and the patient having
been seen by the registrar, or at the practice, before) being
associated with gender-concordance may indicate that
gender concordance is something that is ‘sought’ by the
patient rather than being random [7]: patients new to the
practice or who have not seen the registrar before would be
less likely to be able to nominate the GP of their choice.
The borderline significance (p=0.05) and non-significant
trend (p=0.098), respectively, of smaller practices and rural
and remote practices having less gender congruent
consultations is consistent with this in that there might be
less scope for choice of doctor in smaller practices and
towns.
A concerning finding was the lack of association of
patient Aboriginal and Torres Strait Islander status with
gender-concordant consultations (in fact, a non-significant
trend to non-concordant consultations was found). Despite
the cultural importance of ‘men’s business’ and ‘women’s
business’ [26,27], the gender concordance of Aboriginal
and Torres Strait Islander consultations has not, to our
knowledge, been examined previously.
In terms of consultation content and outcomes,
previously established findings of greater consultation
length for gender-congruent consultations, particularly for
female-female dyads [3,12], are consistent with our
findings. The several other consultation level associations
in our study have not been demonstrated previously, but
our interpretation of these as markers of ‘complexity’ can
be seen as consistent, to some extent, with previous
literature of gender-concordant consultations being
associated with patient-centred care [12,13] greater
understanding of the whole patient [14], communication
[12] and shared decision-making [15].
The generalizability of the study is strong, given the
participation of 4 of Australia’s 17 RTPs, in 4 of
Australia’s 6 states, the registrar demographics resembling
those of Australian registrars overall and the reach of
practice location across all urban/rural classifications.
Additionally, our response rate (93.4%) is singularly high
for a study of GPs [36]. The large number of independent
variables collected contemporaneously enables a more
detailed examination of the associations of gender
concordance of consultations than provided by previous
studies. A limitation of the study is that data were not
recorded for the purpose of examining gender effects and
so patient and physician attitudes to the role of gender in
the consultation and attribution of consultation outcomes to
gender effects are beyond the scope of the study.
The findings related to patient ‘choice’ of practitioner
gender in this study should be considered together with the
findings regarding greater ‘complexity’ (duration, number
of problems, more pathology-testing, more follow-up and
generating more learning goals) of gender-concordant
consultations. The implication is that gender-concordant

Discussion
Gender-concordant consultations were more common than
discordant consultations in this population of GP registrars.
The prevalence of gender-concordant consultations may
have been even somewhat higher had ‘special’ clinics such
as pap-smear and ‘well-women’ clinics not been excluded
by our methodology.
Gender-concordance was associated with a number of
patient and registrar demographic factors and with a
reproductive or genital problem being dealt with in the
consultation.
Contrary to an hypothesised positive
association of Aboriginal or Torres Strait Islander status
with gender-concordance, these patients were less likely to
have gender-concordant consultations (with nonsignificant trends on both univariate and multivariate
analyses).
There
was
evidence
of
gender-concordant
consultations being more ‘complex’ than genderdiscordant: being longer, dealing with slightly more
problems, generating more pathology-testing (not
accounted for by pap-testing), being followed-up more
frequently and generating more learning goals for postconsultation attention.
Our findings of a high prevalence of genderconcordant consultations (62.9%) compares with 51.9% in
a large US study [17], but comparisons are limited as this
outcome will be influenced by the proportion of male and
female physicians (the patient gender proportion being
relatively consistent between primary care studies). Our
study had a higher proportion of female physicians than
other studies in this area. Though not a direct comparison,
previous findings of 70.5% of female residents’
consultations being with female patients versus 63.1% of
male residents’ consultations being with female patients
[34] are relevant. Similarly, male primary care physicians
are more likely than female physicians to see a male
patient (31.6% versus 22.3% of consultations) [3]. Also
relevant are the findings of female patients in family
practice being more likely to see a female physician
(26.4%) than are male patients (15.2%) [16].
The finding of older patients (aged > 55 years) being
less likely than younger patients to have gender-concordant
consultations is consistent with previous literature on
younger age being associated with greater genderconcordance [6].
That female patients are more likely to have genderconcordant consultations is not surprising. Preferences of
female patients for female physicians for general care,
preventative health and gynaecological issues [8,10,23]
and female patients’ greater trust of female physicians [20]
have been found previously. Preference for choice of a
gender-congruent GP by female, but not male, patients has
also been demonstrated in the United Kingdom (UK) [7]
and gender-concordance was not a priority for adolescent
males in a US study [11].
The association of genital and/or reproductive
problems and gender-concordance is consistent with
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consultations may be sought by the patient in order to
accommodate clinical complexity. Thus, our findings of
these consultations being both ‘sought’ and ‘complex’
suggest a need for appropriate access. Efforts should be
made in general practice to provide access to gendercongruent consultations. Provision of such access may
involve structural and procedural changes that promote
availability of both male and female GPs within practices
and patient choice regarding the gender of their doctor for
a particular consultation. The observed temporal trend to
larger general practices [37-39] might be thought to
facilitate implementation of these policies, though the
effect of practice size on access may be complex [38,39].
Nowhere is the issue of gender-concordance more
acute than in the area of Aboriginal and Torres Strait
Islander health in Australia. The cultural imperatives of
gender-congruence, especially concerning consultations
involving ‘women’s business’ [27], do not appear to be
being met in our study population and should be an area
for policy review.

[5] Bertakis, K.D. (2009). The influence of gender on the
doctor-patient interaction. Patient Education and
Counseling 76, 356-360.
[6] Jerant, A., Bertakis, K.D., Fenton, J.J. & Franks, P.
(2013). Gender of physician as the usual source of care and
patient health care utilization and mortality. Journal of the
American Board of Family Medicine 26, 138-148.
[7] Graffy, J. (1990). Patient choice in a practice with men
and women general practitioners. British Journal of
General Practice 40, 13-15.
[8] Ahmad, F., Gupta, H., Rawlins, J. & Stewart, D.E.
(2002). Preferences for gender of family physician among
Canadian European-descent and South-Asian immigrant
women. Family Practice 19, 146-153.
[9] Elstad, J,I. (1994). Women's priorities regarding
physician behavior and their preference for a female
physician. Women’s Health 21, 1-19.
[10] Gerbert, B., Berg-Smith, S., Mancuso, M., Caspers,
N., Danley, D., Herzig, K. & Brand, R. (2003). Video
study of physician selection: preferences in the face of
diversity. Journal of Family Practice 52, 552-559.
[11] Perry, R.C., Chien, A.T., Walker, W.J., Fisher, T.L. &
Johnson, W.E. (2010). African American adolescent males'
views on doctors and the health care system. Journal of the
National Medical Association 102, 312-320.
[12] Sandhu, H., Adams, A., Singleton, L., Clark-Carter,
D. & Kidd. J. (2009). The impact of gender dyads on
doctor-patient communication: a systematic review.
Patient Education and Counseling 76, 348-355.
[13] Bertakis, K.D. & Azari, R. (2012). Patient-centered
care: the influence of patient and resident physician gender
and gender concordance in primary care. Journal of
Women’s Health 21, 326-333.
[14] Bertakis, K.D., Franks, P. & Epstein, R.M. (2009).
Patient-centered communication in primary care: physician
and patient gender and gender concordance. Journal of
Women’s Health 18, 539-545.
[15] Pietrolongo, E., Giordano, A., Kleinefeld, M.,
Confalonieri, P., Lugaresi, A., Tortorella, C., Pugliatti, M.,
Radice, D., Goss, C. Heesen, C., Solari, A. & Auto MS
group. (2013). Decision-making in multiple sclerosis
consultations in Italy: third observer and patient
assessments. PLoS One 8, e60721.
[16] Flocke, S.A. & Gilchrist, V. (2005). Physician and
patient gender concordance and the delivery of
comprehensive clinical preventive services. Medical Care
43, 486-492.
[17] Jerant, A., Bertakis, K.D., Fenton, J.J., Tancredi, D.J.
& Franks, P. (2011). Patient-provider sex and
race/ethnicity concordance: a national study of healthcare
and outcomes. Medical Care 49, 1012-1020.
[18] Pickett-Blakely, O., Bleich, S.N. & Cooper, L.A.
(2011). Patient-physician gender concordance and weightrelated counseling of obese patients. American Journal of
Preventive Medicine 40, 616-619.
[19] Shires, D.A., Stange, K.C., Divine, G., Ratliff, S.,
Vashi, R., Tai-Seale, M. & Lafata, J.E. (2012).
Prioritization of evidence-based preventive health services
during periodic health examinations. American Journal of
Preventive Medicine 42, 164-173.

Conclusions
We have established the prevalence and associations of
gender concordance in the consultations of physicians and
patients in general practice training. The findings regarding
‘complexity’ of consultations and ‘choice of practitioner’
suggest that this is an area that should be addressed via
specific practice policies in order to increase this particular
facet of the person-centeredness of family doctor
consultation and relationships.

Acknowledgements and Conflicts of
Interest
We would like to acknowledge the registrars who collected
the study data and the 4 Regional Training Providers who
facilitated the study process with their registrars. We
declare no conflicts of interest.

References
[1] Roter, D.L., Hall, J.A. & Aoki, Y. (2000). Physician
gender effects in medical communication: a meta-analytic
review. Journal of the American Medical Association 288,
756-764.
[2] Roter, D.L. & Hall, J.A. (2004). Physician gender and
patient-centered communication: a critical review of
empirical research. Annual Review of Public Health 25,
497-519.
[3] Franks, P. & Bertakis, K.D. (2003). Physician gender,
patient gender, and primary care. Journal of Women’s
Health 12, 73-80.
[4] Hall, J.A. & Roter, D.L. (2002). Do patients talk
differently to male and female physicians? A meta-analytic
review. Patient Education and Counseling 48, 217-224.
476

European Journal for Person Centered Healthcare 2015 Volume 3

[20] McAlearney, A.S., Oliveri, J.M., Post, D.M., Song,
P.H., Jacobs, E., Waibel, J., Harrop, J.P., Steinman, K. &
Paskett, E.D. (2012). Trust and distrust among
Appalachian women regarding cervical cancer screening: a
qualitative study. Patient Education and Counseling 86,
120-126.
[21] Schmittdiel, J.A., Traylor, A., Uratsu, C.S., Mangione,
C.M., Ferrara, A. & Subramanian, U. (2009). The
association of patient-physician gender concordance with
cardiovascular disease risk factor control and treatment in
diabetes. Journal of Women’s Health 18, 2065-2070.
[22] Chan, K.S., Bird, C.E., Weiss, R., Duan, N., Meredith,
L.S. & Sherbourne, C.D. (2006). Does patient-provider
gender concordance affect mental health care received by
primary care patients with major depression? Women’s
Health Issues 16, 122-132.
[23] Carroll, J., Epstein, R., Fiscella, K., Gipson, T.,
Volpe, E. & Jean-Pierre, P. (2007). Caring for Somali
women: implications for clinician-patient communication.
Patient Education and Counseling 66, 337-345.
[24] Ahmad, W.I., Kernohan, E.E. & Baker, M.R. (1991).
Patients' choice of general practitioner: importance of
patients' and doctors' sex and ethnicity. British Journal of
General Practice 41, 330-331.
[25] Ahmad, W.I., Kernohan, E.E. & Baker, M.R. (1989).
Patients' choice of general practitioner: influence of
patients' fluency in English and the ethnicity and sex of the
doctor. Journal of the Royal College of General
Practitioners 39, 153-155.
[26] Morgan, D.L., Slade, M.D. & Morgan, C.M. (1997).
Aboriginal philosophy and its impact on health care
outcomes. Australian and New Zealand Journal of Public
Health 21, 597-601.
[27] Kelly, J. & Luxford, Y. (2007). Yaitya tirka madlanna
warratinna: exploring what sexual health nurses need to
know and do in order to meet the sexual health needs of
young Aboriginal women in Adelaide. Collegian 14, 1520.
[28] Hall, J.A., Blanch-Hartigan, D. & Roter, D.L. (2011).
Patients' satisfaction with male versus female physicians: a
meta-analysis. Medical Care 49, 611-617.
[29] Morgan, S., Magin, P.J., Henderson, K.M., Goode
S.M., Scott, J., Bowe, S.J., Regan, C.M., Sweeney, K.P.,
Jackel, J. & Driel, M.L. (2012). Study protocol: the
Registrar Clinical Encounters in Training (ReCEnT) study.
BMC Family Practice 13, 50.
[30] Britt, H. (1997). A new coding tool for computerised
clinical systems in primary care - ICPC plus. Australian
Family Physician 26 (Supplement 2) S79-82.
[31] O'Halloran, J., Miller, G.C. & Britt, H. (2004).
Defining chronic conditions for primary care with ICPC-2.
Family Practice 21, 381-386.
[32] Australian Bureau of Statistics. Australian Standard
Geographical Classification (ASGC) - 2006. Available at:
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Latestprodu
cts/1AE106C101420508CA2571A900170741 : [accessed
15/1/15].
[33] Australian Bureau of Statistics. 2039.0 - Information
Paper: An Introduction to Socio-economic Indexes of
Areas
(SEIFA),
2006.
Available
at:

http://www.abs.gov.au/ausstats/abs@.nsf/mf/2039.0/
[accessed 15/1/15].
[34] Blake, R.L., Jr. (1990). Gender concordance between
family practice residents and their patients in an
ambulatory-care setting. Academic Medicine 65, 702-703.
[35] Orzano, A.J. & Cody, R.P. (1995). Gender
concordance between family practice residents and
diagnoses in an ambulatory setting. Family Medicine 27,
440-443.
[36] Bonevski, B., Magin, P., Horton, G., Foster, M. &
Girgis, A. (2011). Response rates in GP surveys - trialling
two recruitment strategies. Australian Family Physician
40, 427-430.
[37] Australian Medical Workforce Advisory Committee.
(2005). The General Practice Workforce in Australia:
Supply and Requirements to 2013, AMWAC Report
2005.2, Sydney.
[38] Wensing, M., Hermsen, J., Grol, R. & Szecsenyi, J.
(2008). Patient evaluations of accessibility and coordination in general practice in Europe. Health
Expectations 11, 384-390.
[39] Campbell, J.L., Ramsay, J. & Green, J. (2001).
Practice size: impact on consultation length, workload, and
patient assessment of care. British Journal of General
Practice 51, 644-650.

477

