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SUMMARY
Background. There is an assumption that men and women
general practitioners adopt different practice styles in the
management of gynaecological disorders. However, there
is little evidence to support this view.
Aim. A study was undertaken to compare the practice
styles of men and women general practitioners in the man-
agement of menorrhagia.
Method. The study took place in 73 general practices in the
Oxford Regional Health Authority area. A total of 348
patients who consulted 74 men general practitioners and
43 women general practitioners with a complaint of menor-
rhagia were recruited into the study and completed postal
questionnaires nine and 18 months after entry into the
study. Main outcome measures were men and women gen-
eral practitioners' awareness of patients' treatment prefer-
ences, treatment received by patients, patients' involve-
ment in treatment decisions and patients' satisfaction with
treatment received.
Results. There were no statistically significant differences
in treatment received by patients of men and women gen-
eral practitioners. Fewer patients consulting women gen-
eral practitioners were referred to a gynaecologist com-
pared with patients consulting men general practitioners
(56% versus 64%) and fewer underwent surgery (39% ver-
sus 47%). More patients consulting women general practi-
tioners reported participation in treatment decisions (63%
versus 53%) but more patients consulting men general
practitioners were satisfied with the care they received
(66% versus 55%). Again, these differences were not statis-
tically significant.
Conclusion. Although some indications of sex-associated
differences in practice style were found in this study, the
similarities in practice styles of men and women general
practitioners were more striking than the differences.
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Introduction
THE opportunity to consult a doctor of either sex is becoming

more common in British general practice where women gen-
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eral practitioners now constitute 27% of the total in England.' It
is well known that many women prefer to consult a woman doc-
tor for gynaecological problems when given a choice.2-'3
Patients' reasons for this preference include the feeling that a
woman general practitioner will be easier to talk to about embar-
rassing problems, that she is more likely to show understanding
and empathy, that she will be more knowledgeable and experi-
enced in the management of gynaecological problems, and that
she will be less likely to medicalize the problem unnecessarily.
In other words, there is an assumption that men and women gen-
eral practitioners adopt different practice styles in the manage-
ment of gynaecological disorders.

Research evidence in support of this view is scarce. In a study
from the Netherlands, van den Brink-Muinen and colleagues
found few differences in the treatment of women's health prob-
lems by men and women general practitioners, although men
were more likely to offer medication or referral for menstrual
problems.'3 A Norwegian study of practice patterns in the man-
agement of women's urinary incontinence found some sex differ-
ences in general practitioners' management but these were
small.'4 In a study of variations in hysterectomy rates between
eight districts in Oxford Regional Health Authority, Coulter and
colleagues found that the district with the lowest hysterectomy
rate - nearly half that of the district with the highest rate- had
twice as many women general practitioners, suggesting the poss-
ibility that women general practitioners had lower gynaecology
referral rates than men general practitioners.'5 A number of stud-
ies have found that, compared with men general practitioners,
women general practitioners achieve higher cervical smear
uptake rates'6-'8 and this may be in part because they have better
understanding of patients' feelings about pelvic examinations.'9
A prospective study of the management of menorrhagia in

general practice offered an opportunity to compare the practice
styles of men and women general practitioners in relation to this
common gynaecological problem. Menorrhagia can be treated
either medically or surgically. Around 800 000 prescriptions for
drugs to reduce menstrual blood loss loss were issued in England
and Wales in 1993 at an estimated cost of seven million pounds
(Intercontinental Medical Statistics Limited, 1994). Menorrhagia
is one of the most common conditions referred to gynaecology
outpatient clinics, accounting for 12% of all referrals20 and is the
main presenting problem in at least half of all hysterectomies.' 52'
There are wide variations in referral rates and surgical rates indic-
ating a lack of consensus among general practitioners and gynae-
cologists about when surgical rather than drug treatment is indi-
cated for this condition and vice versa.22

In view of the known geographical variations in practice man-
agement and referral patterns, it seemed possible that there would
also be differences in the way in which men and women general
practitioners manage menorrhagia. A study was undertaken to test
the following hypotheses: that women general practitioners would
be more aware of their patients' preferences than men general
practitioners, that they would adopt a more participatory decision-
making style, that they would be more likely to recommend non-
invasive investigations and treatments and be less willing to refer
their patients for surgery, and that patients cared for by women
general practitioners would be more satisfied with their treatment
than patients cared for by men general practitioners.
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Method
Recruitment
A total of 129 general practitioners in 73 practices in the Oxford
Regional Health Authority area recruited patients consulting with
a complaint of heavy menstrual bleeding. Of the general practi-
tioners 79 were men and 50 were women. Recruitment involved
telling the patient about the study and handing her an information
sheet and a questionnaire, to be completed later in her own time.
Those eligible for entry to the study included all women in the
age group 30-49 years who consulted with a first or subsequent
complaint of heavy menstrual bleeding, regardless of severity of
symptoms and regardless of whether the condition was reported
by the patient or diagnosed by the doctor. This initial consulta-
tion was the index consultation. All women who retumed com-

pleted questionnaires were entered into the study and sent two
further questionnaires, the first after nine months and the second
after 18 months. Management of individual patients was decided
by general practitioners and specialists in the usual way and
treatment choice was unaffected by entry to this observational
study. A validation study and some other findings from the
study have been published elsewhere.23-25

Patients' questionnaires
The patients' questionnaires asked about reasons for consultation
(first questionnaire only), treatment preferences, current symp-
toms and previous medical history (including number of general
practitioner consultations in the previous 12 months, previous
experience of surgical operations for any conditions and for
gynaecological conditions, and number of previous consultations
for this episode of menorrhagia), involvement in decision making,
treatment received and, on the first and second questionnaire
only, demographic details and socioeconomic status. Social class
was classified according to the registrar general's scale26 based
on the woman's own current or most recent occupation. The third
questionnaire also included questions about satisfaction with
treatment received, which respondents were asked to rank on a

five-point scale ranging from very satisfied to very dissatisfied.
A menstrual symptom score was derived from answers to

questions about duration of menstrual periods, number of san-

itary pads and tampons used, experience of flooding and passing
blood clots, frequency of bloodstaining on clpthes, and extent of
dysmenorrhoea. Responses to the frequency scales were

summed, with a possible score range of between zero and 23.
The social impact score consisted of responses to a series of
questions about the extent to which menstrual period problems
interfered with different aspects of the woman's life, including
emotional state, paid&employment, domestic work, family rela-
tionships, sexual activity, social life, leisure activity and holi-
days. Total possible scores on this scale ranged between zero and
40. Scores on both scales were calculated as a percentage of the
maximum, with 100% representing the worst possible experi-
ence. For each scale responses were grouped into three, with
scores in the range 0%-33.3% classified as mild, 33.4%-66.6%
as moderate and 66.7%-100% as severe.

General practitioners' questionnaire
General practitioners were asked to complete a simple one-page
form after the index consultation for each patient recruited, giv-
ing details of their view of the severity of the problem (on a nine-
point scale ranging from mild to severe), whether or not related
signs and symptoms were present (for example, intermenstrual
bleeding, postcoittl4bl&eding, dysmenorrhoea, fibroids, anaemia,
premenstrual tension, tiredness, depression and stress), their
understanding of the patient's treatment preference and their pre-
diction of the likely treatment.
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Statistical analysis
The data were entered onto a computer and analysed using
SPSSPC. The chi square test was used to test for differences in
proportions and its %2 component to test for linear trend. The
Student's t-test was used to test for differences in means and the
Mann Whitney U test was used if the data were non-normally
distributed. Since there were age and social class differences
between the patients consulting men general practitioners and
those consulting women general practitioners, the analyses were
repeated adjusting for age and for age at completion of full-time
formal education (chosen as the best representation of social
class) in logistic regression models. The P values given are those
from the adjusted analyses. Two-tailed tests of significance were
used in all cases.

Results
The general practitioners recruited 518 patients during the 15-
month recruitment period in 1990-91. Thirty five patients were
excluded because they were outside the specified age range,
leaving 483 eligible patients, of whom 425 (88.0%) returned
completed questionnaires and were entered into the study. This
paper reports the findings from the 348 out of the 425 patients
(81.9%) who retumed both the two follow-up questionnaires.
Between them, these patients had consulted 117 general practi-
tioners. A total of 177 patients consulted 74 men general practi-
tioners and 171 patients consulted 43 women general practi-
tioners.

Sociodemographic characteristics, symptom severity and
past medical history
There were some significant differences in the sociodemographic
characteristics of the patients who consulted men and women
general practitioners (Table 1). In particular, those consulting
women general practitioners were of higher social status accord-
ing to both the registrar general's social class (X2 = 6.33) and age
at completion of full-time formal education (X2 = 13.24). Since
the latter had the strongest association with the dependent vari-
able, it was included with age in the regression model.

There were no significant differences (before or after adjust-
ment) between the two groups of patients on any of the measures
of symptom severity or past medical history (Table 2).

Treatment prediction and patient preference
General practitioners' predictions of the likely treatment based
on their assessments following the index consultation and the
patients' preferences are shown in Table 3. In total, the general
practitioners predicted that 140 of 341 patients (41.1%) would
eventually have surgical treatment for menorrhagia. There was
no evidence that men general practitioners were more likely to
predict a surgical outcome than women general practitioners;
both groups of general practitioners made similar initial predic-
tions.
Only 129 patients (37.1%) indicated that they had a strong

treatment preference following the index consultation (Table 3).
Eighteen months after the index consultation the number of
women who reported having developed a strong preference had
increased to 187 patients (53.7% of the total). The preference for
suirgical treatment increased from 14.4% of the total number of
women to 32.5% and this preference was more pronounced
among patients consulting men general practitioners. Patients
consulting women general practitioners were more likely to
express an initial preference (after the index consultation) for
mirimal treatment compared with those consulting men general
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Table 1. Sociodemographic characteristics of patients, by sex of
general practitioner consulted.

% of women consulting

Man GP Woman GP
Characteristic (n= 177) (n= 171)

Age group (years)*
30-34 16.9 7.6
35-39 19.8 31.0
40-44 36.7 35.7
45-49 26.6 25.7

Marital statuse
Married 87.0 87.6
Divorced/separated 10.7 9.5
Never married 2.3 3.0

Social classb,**
1, 2 23.9 39.8
3N, 3M 54.0 42.2
4, 5 22.1 18.0

Age at completion of
full-time education (years)***
< 16 61.6 48.5
17/18 26.0 20.5
19+ 12.4 31.0

Employment status
Employed full time 38.4 37.4
Employed part time 42.9 45.0
No paid employment 18.6 17.5

n = number of women patients in group. aData missing for 2 women
consulting women GPs so n = 169. bData missing for 14 women consult-
ing men GPs so n = 163, and data missing for 10 women consulting
women GPs so n = 161. x2 test for trend: *P<0.05, **P<0.01, '*O.001.

practitioners (P<0.05), but this difference had diminished by the
time of the third questionnaire. More men general practitioners
than women general practitioners believed that their patients had
no preference for treatment, but more of their assessments of
their patients' preferences following the index consultation were
accurate compared with those of the women general practi-
tioners.

Treatment received
Nearly all patients received a course of drug therapy for their
menorrhagia, this being slightly more common among patients
consulting men general practitioners (Table 4). There were no
significant differences between the two groups in the proportion
having dilatation and curettage or other diagnostic investiga-
tions. A total of 209 patients (60.1%) were referred to a gynae-
cologist and 151 (43.4%) underwent surgical treatment for men-
orrhagia (hysterectomy or endometrial resection) or were on the
waiting list for surgery. Two women in each group had both
endometrial resection and hysterectomy. Fewer patients consult-
ing women general practitioners were referred compared with
patients consulting men general practitioners (56.1% versus
63.8%) and fewer underwent or were waiting for surgery (39.2%
versus 47.5%) but these differences were not statistically signific-
ant.
The majority of patients who expressed a preference had

received the treatment they wanted by the time they completed
the third questionnaire (Table 5). More than half the patients
(57.7%) indicated that the treatment choice had been a joint de-
cision by themselves and their doctors. No statistically signifi-
cant differences were found between patients consulting men and
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Table 2. Patients' symptoms and past medical history, by sex of
general practitioner consulted.

% of women consulting

Reported symptom/ Man GP Woman GP
past medical history (n = 177) (n = 171)

No. of GP consultations in past yeae
,<2
3/4
5+

No. of previous surgical operations (any)
0
1
2+

No. of previous gynaecological operations
0
1
2+

No. of previous consultations
for this menorrhagia episodeb
0
1+

Presence of related symptoms
(GP assessment)
Other bleeding problemsc
New associated dysmenorrhoea
Fibroids suspected or confirmed
Anaemia suspected or confirmed
Premenstrual tension
Depression, stress, tiredness

Symptom severity (GP assessment)d
Mild
Moderate
Severe

Symptom severity (patient assessment)
Mild
Moderate
Severe

Social impact of periods
(patient assessment)
Mild
Moderate
Severe

35.2
30.1
34.7

10.7
33.9
55.4

41.2
37.3
21.5

37.4
35.1
27.5

15.8
31.6
52.6

44.4
33.3
22.2

42.9
57.1

18.1
19.2
18.1
14.7
34.5
46.9

11.9
53.1
35.0

1.7
47.5
50.8

13.6
58.8
27.7

49.4
50.6

18.1
25.1
23.4
22.2
39.2
52.0

11.8
52.1
36.1

1.8
52.6
45.6

18.1
58.5
23.4

n = number of women patients in group. aData missing for one woman
consulting man GP so n = 176. bData missing for two women consulting
men GPs so n = 175 and for three women consulting women GPs so n =
168. Clncludes intermenstrual or postcoital bleeding. dData missing for
two women consulting women GPs so n = 169.

women general practitioners according to preferred treatment
received, treatment decision and patient satisfaction.
Participation in the treatment decision was more common among
patients consulting women general practitioners than among
patients consulting men general practitioners. One third of the
men general practitioners' patients (32.9%) indicated that they
had not been involved in the decision about their treatment,
whereas the proportion reporting no participation among the
women general practitioners' patients was somewhat lower
(26.3%). More patients consulting men general practitioners
reported that they were very satisfied or satisfied with the care
they had received (65.6%) than patients consulting women gen-
eral practitioners (54.6%).
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Table 3. General practitioners' predictions and patients' prefer-
ences for treatment, by sex of general practitioner consulted.

% of women consulting

Treatment prediction/ Man GP Woman GP
patient preference (n= 177) (n= 171)

GP prediction of likely treatmenta
Surgery 39.7 42.5
Drug therapy only 56.3 51.5
None necessary 4.0 6.0

Patient initial treatment preferenceb *
Prefer surgery 18.1 10.5
Prefer drug therapy 15.8 19.9
Prefer minimal treatment 1.1 8.8
No preference 65.0 60.8

GP assessment of
patient treatment preference
Prefer surgery 15.3 11.1
Prefer drug therapy 18.6 22.8
Prefer minimal treatment 1.1 6.4
No preference 65.0 59.6

GP-patient concordance in
treatment preferencec
Prefer surgery 40.6132] 38.91181
Prefer drug therapy 42.9 [281 41.2 [341
Prefer minimal treatment 0121 13.3[151
No preference 73.0[1151 67.3(1041

Overall agreement 61.6 54.4

Patient final treatment preferenced
Prefer surgery 35.6 29.2
Prefer drug therapy 14.7 21.6
Prefer minimal treatment 2.8 3.5
No preference 46.9 45.6

n = number of women patients in group. aData missing for three
women consulting men GPs so n = 174 and for four women consulting
women GPs so n = 167. bAccording to first questionnaire. c[Baseline
data]. dAccording to third questionnaire. x2 test for trend: *P<0.05.

Discussion
Although some indications of sex-associated differences in prac-
tice style were found in this study, the similarities between the
treatment pattems of the men and women general practitioners
were more striking than the differences. There was no evidence
that men general practitioners were less aware than women gen-
eral practitioners of their patients' treatment preferences or were
less likely to prescribe a course of drug therapy as a potential
altemative to surgical intervention.

There was a suggestion that patients consulting women gen-
eral practitioners were less likely to be referred to a gynaecolo-
gist and were therefore less likely to be candidates for surgery
compared with patients consulting men general practitioners.
This difference was more marked in an earlier analysis of the
data from the 425 patients who were entered into the initial phase
of the study.24 By the end of the present prospective study the
differences had narrowed and were no longer statistically signific-
ant. It seems likely that women general practitioners are more
reluctant to refer and spend more time trying various altematives
to surgery, thus delaying referral. It could also be indicative of
women general practitioners' greater confidence in managing the
condition in general practice without resort to specialist advice,
perhaps as a result of their greater experience of treating gynae-
cological conditions owing to the fact that they see a higher pro-
portion of patients with these problems.5'8"12
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Table 4. Treatment received, by sex of general practitioner con-
sulted.

% of women consulting

Man GP Woman GP
Treatment/action (n = 177) (n = 171)

Drug therapy with
or without other treatment 91.5 86.5

Referral to gynaecologist 63.8 56.1
Dilatation and curettage 20.9 18.7
Other diagnostic investigationa 63.3 68.4
Hysterectomy 22.6 21.1
Endometrial resection 20.3 14.0
Awaiting surgery 5.6 5.3
Total undergoing or awaiting surgery 47.5 39.2
No active treatment 4.0 4.1

n = number of women patients in group. aEndometrial biopsy, ultra-
sokund scan, blood test.

Table 5. Patient satisfaction, by sex of general practitioner con-
sulted.

% of women consulting

Man GP Woman GP

Did patient receive preferred
treatment? (n = 94/92)a
Yes 80.9 81.5
No 19.1 18.5

Who made treatment decision?
(n = 158/152)b
Patient 14.6 10.5
Doctor 32.9 26.3
Patient and doctor 52.5 63.2

Patient satisfaction (n = 154/152)c
Very satisfied 34.4 30.3
Satisfied 31.2 24.3
Neither satisfied nor dissatisfied 22.1 28.9
Dissatisfied 8.4 9.2
Very dissatisfied 3.9 7.2

n = number of respondents attending men GPs/women GPs. aExcludes
those who did not have a preference. bExcludes those who did not have
treatment. cData missing in some cases.

The women general practitioners were, if anything, less accur-
ate than the men general practitioners in their assessment of
patients' preferences following the index consultation. However,
18 months later more of their patients reported involvement in
decisions about their care compared with patients consulting men
general practitioners. Despite this, patients consulting men gen-
eral practitioners were more likely to say that they were satisfied
with the treatment they had received. The picture is thus quite
confused, but little support was found for the popular stereotypes
of men general practitioners lacking understanding of gynaeco-
logical problems or instantly resorting to surgical treatment, and
women general practitioners being more closely in tune with
their patients' wishes because of their greater empathy and per-
sonal experience.

It is important to remember that although a considerable
number of general practitioners participated in the study, it was
not a random sample. It is possible that the general practitioners
who were prepared to recruit patients into a study of this type
were atypical in the sense that they were more than usually inter-
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ested in the treatment of menstrual problems. Given the slow
pace of recruitment into the study23 this does not seem likely, but
it is an important limitation of the study design. Nevertheless, the
results of the present study are broadly in line with those of the
studies cited earlier.'3"14 If there are differences between the
sexes in practice styles, they are not nearly as dramatic as is pop-
ularly assumed. It seems more likely that the differences within
the sexes are much greater than the differences between them.
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