
Original papers

Differences in the attitudes of men and women
practitioners to responsibility and competence

ANGIE WILLIAMS

MICHAEL WHITFIELD

ROMOLA BUCKS

LINDSAY ST CLAIRE

SUMMARY A study has been carried out to predict the
prescribing and referral behaviour of general practitioners by
measuring their attitudes to their roles. Part of this study
involved determining whether women doctors accept greater
responsibility and feel more competent than men when
undertaking those tasks for which they are spid to be suited.
In May 1987 a postal questionnaire was sent to all 525
general practitioners in contract with Avon family practitioner
committee. Replies from 82 women and 289 men showed
that women accepted more respqnsibility for sex-related
tasks. For other medical tasks, including thQse of a technical
and traditional nature, men accepted both more responsibility
and felt more competent than did women respondents. Con-
trary to expectations, women did not accept more respon-
sibility or feel more competent than men for psychosocial
tasks. The results are discussed in the context of the role
of women within medicine.

Introduction
STEREOTYPIC differences between men and women are

widely accepted as realities by society. For example, men are
portrayed as strong, dominant and aggressive while women are
portrayed as submissive, gentle and supportive. Such feminine
qualities are said to be of value in general practice and thus
women are believed, by some, to be intrinsically suited to the
profession. 1,2

Within health care, there are patterns that are consistent with
this belief. For example, women patients often prefer to consult
women physicians for potentially embarrassing sex-related pro-
blems such as contraception, cervical cytology and breast
disorders.3-5 Women patients believe that women doctors have
a better understanding of their problems and that they take more
time, are more caring, more sympathetic and easier to talk to.6
In addition, women doctors are over-represented in certain areas
such as dealing with problems of a social nature, and treating
women and children.7'8 Similarly, women general practitioners
may be treating a disproportionate number of psychiatric
patients, paediatric cases and women's problems.8
The possibility of objective behavioural and attitudinal dif-

ferences between men and women doctors that might thrQw light
on such differing patterns of health care, has engendered a great
deal of interest among researchers. However, as yet no clear pic-
ture of such differences has emerged. One major study9 found
no evidence that women general practitioners were more likely
than men to be described by patients as 'good with children'
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as attaching more importance to family care, as performing more
vaginal examinations, or as communicating better. On the other
hand, there is evidence that men and women physicians hold
different attitudes towards practice and women's issues and that
women physicians are more strongly oriented towards the
interpersonal aspects of health care and are more sensitive to
female patients and women's health care issues, although dif-
ferences in actual behaviour have not yet been demonstrated.3

Thus, although it is clear that female stereotypes abound
among the medical profession and patients alike, it is not clear
whether the behaviour of women doctors corresponds to these
perceptions. Indeed, rather than representing differences bet-
ween men and wQmen doctors per se, different patterns of care
giving may be a result of patient selection and selective refer-
rals from professional colleagues, a so-called 'creeping specializa-
tion'.'0 In addition, it is not known how women (or indeed,
men) doctors feel about dealing with 'women's problems'."l
As part of a study which aimed to predict the prescribing and

referral behaviour of general practitioners by measuring their
attitudes to their roles, we were able to test whether women doc-
tors accept greater responsibility and feel more competent than
men when undertaking those tasks for which they are said to
be suited. Our hypotheses were (1) that women doctors would
feel more responsible and more competent for procedures related
to women's problems, such as insertion of intrauterine contracep-
tive devices, than men doctors, and (2) that, since feminine per-
sonality and behaviour are associated with interpersonal
awareness and compassion, women doctors would accept more
responsibility and report more competence for psychosocial
tasks.

Method
In May 1987 a postal questionnaire was sent to all 525 general
practitioners in contract with Avon family practitioner commit-
tee. Completed questionnaires were received from 371 general
practitioners - 289 men and 82 women (response rate 73% and
63%, respectively). Full details of the survey have been describ-
ed elsewhere.'2
The present study focuses on items concerning subjects' feel-

ings of responsibility and competence for 18 medical and 12
psychosocial tasks. These items were answered on five-point
Likert scales, ranging from 'totally' (score one) through often,
sometimes and seldom to 'not at all' (score 5). For analysis, the
18 medical tasks were divided into two groups: sex-related and
other medical tasks (Appendix 1). The 12 psychosocial tasks were
divided into three categories:'2 medical psychosocial treatment,
psychosocial treatment and special psychosocial treatment
(Appendix 1).
Two composite scores for each group of tasks were calculated

for each respondent - one for feelings of responsibility and
one for feelings of competence. For example, since there were
five sex-related medical tasks, responsibility and competence
scores for this group could both range from five to 25.

In order to evaluate differences between men and women doc-
tors' attitudes, a series of Mann-Whitney U tests was run using
the Minitab statistical package. Demographic differences between
men and women practitioners were analysed using the chi square
test.
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Results

General characteristics Of the sample
There were no age differences between the, men and women doc-
tors in the sample (Table 1) although the men had been practis-
ing general practitioners for significantly longer. Similarly, there
were no differences in the number of years since qualification
or in other demographic practice variables such as whether the
practice was in a health centre or not or in a city or rural area.
However, a significantly higher proportion of men were trainers
and men doctors had larger list sizes. Such demographic dif-
ferences were not thought to have affected the results.

Feelings of responsibility and competence for
medical tasks
Although the median composite responsibility score for sex-
related tasks was 13 for both men and women doctors (Table
2), 3707 of men scored 12 or below compared with 48%o of
women. Thus, as predicted, women felt more responsible than
men for sex-related tasks. In contrast, there-was no significant
difference in feelings of competence for sex-related tasks.
The median composite responsibility score for other medical

tasks was 29 for men and 31 for women doctors (Table 2).
Similarly, the median composite competence score was 27.5 for
men and 31 for women doctors. Overall, 43% of men doctors
rated themselves as 'often' or 'totally' competent on every item,

Table 1. General characteristics of the sample.

% of doctors

Men Women Significance

Age (years)
(n = 289/82)
25-34 29.0 34.6
35-44 36.6 39.5
45-54 21.0 17.3 NS
55+ 13.4 8.6

Time since
qualification (years)
(n = 235/68)
0-10 30.6 41.2
11-20 17.4 20.6
21-30 23.4 20.6 NS
31 + 28.5 17.6

Time practising
as a GP (years)
(n = 289/81)
0-10 47.4 64.2
11-20 27.7 22.2
21-30 18.0 12.3 x2=9.01, 3 df,
31 + 6.9 1.2 P<0.05

Trainer
(n = 289/82)
Yes 17.9 4.9 x2=7.36, 1 df,
No 82.1 95.1 P<0.01

List size
(n = 245/66)
Under 1000 9.0 33.3 x2=76.89, 5 df,
1000-1499 4.9 28.8 P<0.001
1500-1999 19.2 22.7
2000-2499 38.0 7.6
2500-2999 18.8 4.5
3000+ 10.2 3.0

n = number of respondents (men/women). NS = not significant. df =
degrees of freedom.

compared with only 17%7o of women doctors. Thus, men felt both
more responsible and more competent to deal with other medical
tasks.

Feelings ofresponsibility and competenceforpsychosocial
tasks
There were no significant differences between men and women
in their attitudes towards the three groups of psychosocial tasks
(Table 2).

Discussion
The women doctors in this study felt more responsible than their
male counterparts for medical tasks that could be said to have
a sex-related component. However, women felt no more com-
petent than did men when dealing with these tasks. An unex-
pected finding was that women doctors felt less responsible and
less competent than did men doctors when dealing with other
medical tasks.

Interestingly therefore, the spirit of our predictions was con-
firmed, although the expected pattern of results was not found.
That is, rather than feeling more responsible and competent than
men doctors for sex-related tasks, with no differences on other
tasks, women doctors felt less responsible and less competent
than men for all medical tasks except those that are sex related.
It is important to note that these results reveal nothing about
levels of competence per se. Indeed men have been found to
estimate their future performances above predictions based on
actual ability, whereas women tend to estimate below them.'3
Even when placed in situations where women see themselves as
equal partners to male colleagues women seem to underestimate
their abilities. 14 Clearly, the evidence presented here could sup-
port either the view that men tend to overestimate their com-
petence, or that women underestimate theirs, or both.

This means that the results are more likely to reflect differences
in self-confidence than differences in objective competence. In
this respect they are consistent with the large body of research

Table 2. Median scores for feelings of responsibility and competence
for medical and psychosocial tasks.

Median score

Type of task Men Women Significance

Sex-related medical tasks
Responsibility (n = 246/66) 1 3 1 3 U=39 791

P<0.05
Competence (n = 245/66) 13 13 NS

Other medical tasks
Responsibility (n=245/51) 29 31 U=36 052

P<0.05
Competence (n=246/64) 27.5 31 U=347 995

p<0.001

Medical psychosocial
treatment
Responsibility (n = 244/66) 7 7 NS
Competence (n = 248/65) 8 8 NS

Psychosocial treatment
Responsibility (n = 246/65) 12 13 NS
Competence (n = 248/63) 13 13 NS

Special psychosocial
treatment
Responsibility (n = 245/66) 9 8 NS
Competence (n = 245/65) 9 9 NS

n = number of respondents (men/women). NS = not significant.
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which indicates relatively low self-confidence among women,'5
especially in achievement settings,'6 However, it is also impor-
tant to note that the results do not indicate a lack of self-
confidence among women general practiti4ners. On the contrary,
women did judge themselves to be 'competent' overall. The dif-
ferences arose because men more often rated themselves 'total-
ly' as opposed to 'often' competent. Thus, women may simply
be more modest or apprehensive when asked to assess their com-
petence. Indeed, women exhibit lower self-confidence when social
cues are salient, particularly when they feel their perfo'rmance
is being measured against an 'expected standard'.'6 Ironically,
if the questionnaire was seen as an appraisal of some sort, it
may inadvertantly have contributed to the differences in self-
confidence levels that were found.

However, it is difficult to support a theory that women's
relative lack of self-confidence is due to worries about appraisal
of their performance, because women doctors' feelings of
relatively low competence disappear when they are rating
sex-related tasks. This may be due to the fact that they perform
these tasks more often than men, since men doctors often pass
them on to female colleagues. Thus, competence ratings might
be connected to their daily experience. Clearly, the reasons why
women doctors under-rate their competence may be more
complex and more susceptible to context than was thought at
first.
The results of this study did not support the hypothesis that

women doctors are more psychosocially oriented than men.
There was no evidence to suggest that women felt more respon-
sible or more competent than men to deal with tasks of a
psychosocial nature. However, the psychosocial tasks were divid-
ed into three categories for analysis, and we acknowledge that
other groupings are possible and that other items might better
represent a psychosocial orientation.

Conclusion
The women doctors in this study were inclined to accept more
responsibility than the men for physical tasks that could be said
to have a sex-specific component but they did not feel more
competent than did men when carrying them out. Notwithstan-
ding, sex-related tasks were of special status to women doctors,
because they felt less responsible and less competent when
dealing with other medical tasks. This is consistent with the idea
that women doctors accept the role of treating sex-related
problems.

These findings have raised many questions for further research
concerning the reasons underpinning such differences and the
extent to which they are a cause or an effect (or both) of dif-
ferent patterns of care giving. Future research should also con-
sider differences in attitudes and practice when treating medical
problems that are intimate and potentially embarrassing to men
patients.

Appendix 1. Classification of tasks into groups.

Sex-related medical tasks
Diagnosis of the cause of subfertility.
Insertion of an intrauterine device.
Treatment of vaginal prolapse with a pessary.
Treatment of znenorrhagia at the menopause.
Intrapartum care

Other medical tasks
Treatment of moderately serious hypertension.
Wedge resection of ingrowing toenail.
Treatment of non-insulin dependent diabetes.
Diagnosis of torn knee cartilage.
Treatment of mild to moderate rheumatoid arthritis.
Diagnosis of fracture.

Management of psoriasis.
Treatm,ent of angina pectoris.
Management of a stroke.
Aspiration of a knee effusion.
Treatment of chronic obstructive airways disease.
TReatment of heart failure.
Treatment of superficial thrombophlebitis of the leg.

Medical psychosocial treatment
Caring for a dying patient and the family.
Explanation of the hyperventilation syndrome.
Explaining the relationship between vague functional complaints and
problems of daily life.
Treatment for fear of serious disease (cancer, heart attack).

Psychosocial treatment
Advising patients on problems of bringing up children.
Discussing relationship problems with a couple.
Investigation of the social background of complaints.
Treatment of mild agoraphobia.
Caring for'discharged psychiatric patients.

Special psychosocial treatment
Offering help for addiction problems (alcohol, drugs).
Offering help with sexual problems.
Relaxation therapy for stress complaints.
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