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ABSTRACT

Objective. The aim of this study was to investigate expressed preferences for family physician
(FP) gender among Canadian European-descent (CED) and Canadian South-Asian (CSA)
immigrant women.

Method. An “on-site’ survey was conducted in community-based institutions in Toronto in order
to determine preferences for the gender of FP under various health care scenarios: overall health
care; gender-sensitive examinations; emotional problems; general ailments; and life-threatening
conditions.

Results. Ninety-four women responded to this survey (CED = 50, CSA = 44), response rate
77.3%. For all health care scenarios, CED and CSA women similarly expressed either a
preference for a female FP or no preference. More than two-thirds of women preferred a female
FP for gynaecological examinations (CED, 72.9%; CSA, 83.7%) or examinations with private
body part exposure (CED, 72%; CSA, 81.8%). For ‘emotional problems', half of the women
preferred a female FP and the other halt had no preference. A similar pattern was observed for
‘overall health care', with some shift to female physician preference among CSA women (60.5%)
compared with CED women (53.2%). For the “overall health care’ scenario, CED and CSA
women who preferred a female FP had a higher frequency of seeing female physicians within the
last 5 vears (CED, P <0.01; CSA, P <0.05), and attributed ‘positive’ social skills more to female

physicians (CED, P <0.01; CSA. P <0.01) compared with women with no preference for the
gender of the FP. Yet, CED women with a female FP preference were more likely to have a
concurrent female FP (P <0.01), and to rate past experiences with temale physicians as high (P <
0.01) and with male physicians as low (P < 0.05) compared with CED women with no
preference. In the CSA group, women with a preference for a female FP were more likely to be
unemploved (P < 0.01) and have low social support (P < 0.01).

Conclusions. Despite similar physician gender preference patterns, factors associated with these
preferences show some differences between CED and CSA women.
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Introduction

Preferences for same-gender physicians are expressed
by 20-45% of men and women patients.'* However,
women express stronger preferences for same-gender
physicians when choosing family physicians and
/or gynaecologists.!** Moreover, the lower proportion
of females in the medical profession may impact optimal
use of health services by women who prefer female

physicians.® This is demonstrated by several studies on
women’s preventive health behaviours, such as breast
and cervical cancer screening, suggesting women’s lower
compliance and/or satisfaction with the recommended
regime if their physician is of the opposite gender.®

A number of recent studies have explored women'’s
preferences for the gender of their physicians. Possible
explanations for this preference include the nature of the
required clinical care;!34€ physician’s attitudes and com-
munication style;”® patients’ stereotyping of physicians;!
patient’s prior contact with same-gender physicians;-
the quality of patient’s past experiences with male and
female physicians;® and the age of patients.’ However,
most of these explanations are specific to majority culture
populations of North America and Europe. Very little is



known about women's preferences for physician gender
among different ethnic groups, including immigrant
wolmen.

Cultural beliefs, norms and values affect the manner
in which health, illness prevention and sources of treat-
ment are perceived.!’ This is important for countries
where a significant segment of the population is com-
prised of immigrants, such as Canada, the USA, the UK
and New Zealand. In Canada, one out of five women is
an immigrant.! Furthermore, there is an increasing influx
of immigrants from Asial? who may have less linguistic,
ethnic and cultural congruence with the majority culture
population which is comprised of European descend-
ants. For example, one of the most fundamental cultural
differences is the distinction between individualistic and
collectivistic values.! In general, Asian cultures are col-
lectivistic in nature where people are motivated by the
‘common good’. Therefore, patterns of health-seeking
behaviours, including preferences for physician gender,
may be modelled entirely within the extended family,
unlike their North American and European counterparts
whose priority may lie with individualistic perspectives.'?
Furthermore, societal values influence the nature and
consequences of patient autonomy and medical pater-
nalism.!* Physician-training models in Asian countries
are relatively traditional, with a marked power hierarchy
between the doctor and patient. The magnitude of this
hierarchical physician—patient relationship may increase
for women from patriarchal cultures. Hence, migrants
from these countries may have different preferences for
the gender of their family physician or different sets of
reason for these preferences.

This study was developed to examine preferences for
the gender of family physicians among Canadian-born
European-descent (CED) and Canadian South-Asian
(CSA) immigrant women. The study aimed to investi-
gate similarities and differences across targeted groups
with respect to (i) preferences for gender of family phys-
icians in different health care scenarios; and (ii) factors
associated with the preference for family physician gender.
It was hypothesized that women’s sensitive health care
needs, increased exposure to female physicians, better
past experiences with female physicians and positive
stereotyping of female physicians will be associated with
an expressed preference for female physicians. It was
also hypothesized that CSA immigrant women will ex-
press a stronger preference for a female family physician
compared with CED women, especially for gynaeco-
logical examinations and emotional or family problems.

Methods

Participants

Participants in this study included CED and CSA im-
migrant women over 18 years of age. Recruitment criteria
for the CSA group comprised of being a first-generation

immigrant from South Asia who had parents born in South
Asia. For the CED group, Canadian-born women of Euro-
pean descent with Canadian-born parents were eligible
to participate. Study subjects were selected from com-
munity institutions such as immigration and settlement
agencies for CSA women, and schools, universities,
senior day-care and fitness centres for CED women. A
total of 130 women were invited to participate in the
study, 65 for each targeted group.

Study design and questionnaire

The data were collected by ‘on-site’ survey at the com-
munity agencies within the Greater Toronto Area. The
survey tool comprised a self-administered English ques-
tionnaire. Prior to survey administration, the question-
naire was pre-tested for language simplicity and clarity
followed by appropriate research ethics approval. Two
medical students gathered data at the community agencies.
All eligible clients, physically present at the agencies,
were invited to participate in the study. After an ex-
pressed willingness to participate, written consent was
obtained from each participant. South-Asian immigrant
women with English language difficulties were offered
assistance to complete the questionnaire by one of the
medical students who spoke Hindi.

The questionnaire obtained information about socio-
demographic characteristics, perceived health, preferences
for the gender of family physician and factors associated
with these preferences. Socio-demographic information
included age, marital status, education, employment
status, annual household income and perceived social
support. The outcome variable, women'’s preferences for
the gender of family physician, was measured for six
health care scenarios by offering five options of ‘prefer a
female physician’ (‘somewhat’ or ‘alot’), ‘no preference’
and ‘prefer a male physician’ (‘somewhat’ or ‘a lot’).
The six health care scenarios were overall health care,
gynaecological examinations, examination with private
body part exposure, family and emotional problems,
general ailments and life-threatening conditions. The
section on factors which were hypothesized to have asso-
ciations with gender preferences consisted of exposure
to female physicians in the last 5 years (one item), quality
of overall experiences with male and female physicians
(two items), gender of current family physician (one
item) and beliefs about physician attributes (16 items).
Beliefs about physician’s attributes (BPA) were derived
from the literature under the themes of caring qualities,
democratic and traditional attitudes, professional com-
petence and hurriedness. This section was operational-
ized through options of ‘not gender specific’; ‘somewhat
like a male or female physician’; and a ‘lot like a male or
female physician’ (coded as (), 0.5 and ).

Statistical analysis
Comparative analyses between and within CED and
CSA groups were carried out using chi-square analyses



and Student ¢-test (two-tailed) for the outcome variable,
i.e. preferences for gender of family physician. As very
few women reported a preference for male family phys-
icians, the analyses focused on preference for female
family physician versus no preference for gender. To
predict the outcome variable, direct logistic regression
analyses were performed separately for CED and CSA
groups; predictor variables were derived from comparative
analyses. Prior to comparative analysis, the structural
relationship of the 16 variables in the BPA section was
factor analysed using principal component analysis with
varimax rotation. For interpretation of factors, criteria of
eigenvalues =1, scree plot, rotation sums of squared
loadings >18% and factor loadings >0.68 were used.
This resulted in identification of two factors ‘social skills’
and ‘hurriedness’. The factor ‘social skills’ consisted
of four physician attributes: “‘makes patients feel secure
and comfortable’; “interested in patients’ total situation”;
‘concerned about patients’ emotions’; and ‘invites
patients’ participation in treatment decision’. The factor
‘hurriedness’ consisted of four physician attributes: ‘inter-
rupts the patient’; ‘leaves the patient with unanswered
questions’; ‘chooses treatment without consulting the
patient’; and ‘seems disorganized’. For further analysis,
the total scores of ‘social skills’ and ‘hurriedness’ were
computed separately, followed by the acquisition of their

mean scores. The data were analysed using Statistical
Package for the Social Sciences (SPSS) version 10.1.

Results

Overall, 94 women participated in the study with a
response rate 0f 72.3%. Participants included 50 (53.2%)
CED and 44 (46.8% ) CSA immigrant women. The CED
and CSA women were similar in mean age, education
level, employment status, annual household income, self-
perceived health and having a regular family physician
(Table 1). However, 77.3% of the CSA women currently
were married or living with partner compared with 38%
of the CED women. Similarly, 93.2% of the CSA women
had children compared with 36% of the CED women.
The mean number of years as residents of Canada for
CSA women was 10.7 years (SD, 8.86), and 54.5% of
women reported good or excellent English language
skills.

For six health care scenarios, women expressed either
a preference for a female family physician or no prefer-
ence. Preference for a male physician was expressed by a
maximum of three women in any scenario; hence, re-
sponses of these participants were not analysed further.
Comparison of female preference and no preference for

TABLEl  Women's sociodemographic characteristics by ethnicity

Variables CED women (n = 50)

CSA women (i = 44)

Agc inycars, mcan

Marital status, %e*

Married/living with partner
Separated/Divorced/Widowed
Single, never married

Had children, %*

Education, %

School, some or complete
College, some or complete
University. some or complete

Employment status within last ycar, %

Not employed
Part-time employed
Full-time employed

Annual household income, %

Less than 30 000
3000140 000

40 001-50 000

50 001-60 000
More than 60 000

Had a regular [amily physician, %

Self-perceived health.* mean

417 (SD +19.8)

38.0 (CI 24.6-51.5%)
16.0 (CT5.8-26.2%)
46.0 (C1 32.2-59.8%)

36.0 (CI122.7-49.3%)

16.0 (CI5.8-26.2%)
32.0(CT 19.1-44.9%)
52.0 (CI 38.2-65.8%)

20.0 (CI8.9-31.1%)
20.0 (CL8.9-31.1%)
60.0 (CT 46.4-73.6%)

22,2 (C110.1-34,5%)
15.6 (C15.0-26.2%)
15.6 (C15.0-26.2%)
17.8 (C1 6.6-29.0%)
28.9 (CT 15.7-42.1%)

92.0 (CI 85.4-100%)
3.64(SD + 1.14)

43.9 (SD = 14.4)

77.3 (C1 64.9-89.7%)
13.6 (C123.7-35.0%)
9.1 (CL0.06-17.6%)

93.2 (C185.8-100%)

32.6 (CI 18.6-46.6%)
23.3(CI 10.7-35.9%)
44.2 (C129.3-59.1%)

40.5 (C125.7-55.3%)
19.0 (CI 30.9-71.0%)
40.5 (CI 25.7-55.3%)

45,0 (C1 30,0-60.4%)
15.0 (CT 39.0-26.1%)

5.0(CI1.80-11.8%)
12.5 (C122.7-23.0%)
22.5(CI 9.60-35.4%)

95.5 (CI 87.4-100%)
2.69 (SD = 0.84)

CED, Canadian-born European-descent; CSA, Canadian immigrant South-Asian; CI, 95% conlidence inlerval.

*Statistically significant differences, P < (1.00L.
*Scale 1-5: poor to cxcellent.



the gender of family physician (Table 2) revealed that
approximately two-thirds of CED and CSA women had
no gender preference when health care needs were for
general ailments or life-threatening conditions. How-
ever, a strong preference for a female family physician
was expressed when visits involved gynaecological
examinations (CED, 72.9%; CSA, 83.7%), and exam-
inations with private body part exposure (CED, 72%;
CSA, 81.8%). For emotional and family problems, half
of the women preferred a female family physician and
the other half had no preference. A similar pattern
was observed for ‘overall health care’, with some shift
to female physician preference among CSA women
(60.5% ) compared with CED women (53.2%). CED and
CSA women did not differ statistically in their gender
preferences for family physician for any of the six health
care scenarios.

Overall health care scenario
Group-specific bivariate and regression results are
included for women with an expressed preference for a
female family physician versus women with no preference.
CED women who preferred a female family physician
for overall health care (Table 3) were more likely to be
single (chi-square = 7.52, d.f. =2, P <0.01), and to have
a female family physician (chi-square = 6.91, d.f. = 2,
P =< 0.01) compared with CED women with no prefer-
ence. Also, they had a higher frequency of seeing a female
physician in the last 5 years (¢ = 2.08. d.f. = 44, P < 0.05).
In terms of overall quality of past experiences with phys-
icians, women with a female physician preference rated
female physicians higher (¢=2.61,d.f. =43, 7 =<0.01)and
male physicians lower (1 =2.11,d.f. =45, P < 0.05). CED
women with a female physician preference perceived
the physician’s positive ‘social skills’ attribute as more
typical of female physicians compared with women with

no preference (r = 3.51, df. = 44, P <0.01). A direct
logistic regression analysis was performed on preference
status with the predictor variables mentioned above, ex-
cept ‘frequency of seeing a female physician’; the latter
variable was not entered because of its strong correl-
ation with having a concurrent female family physician
(Pearson correlation coefficient 0.7). A test of the full
model against the constant-only model was statistically
reliable, chi-square (5, n = 40) = 25.79, P < 0.000. The
predictor variables, as a set, accounted for 63.4% of
variance (Nagelkerke R?) in the outcome variable, with
prediction success of 75% for female preference and
80% for no preference. Table 5 shows regression coeffi-
cients, Wald statistics, odds ratio and significance of odds
ratio for each of the predictor variables.

CSA women with a preference for a female family
physician for overall health care (Table 4) were less likely
to be employed (chi-square = 6.56,d.f. =2, P<0.01) and
rated their self-perceived social support as low (f = 2.89,
d.f. =40, P =0.01). CSA women with a preference for a
female physician reported a higher frequency of seeing
a female physician in the last 5 years (1 = 1.99, d.f. = 37,
P =0.05) and characterized positive ‘social skills’ as
more typical of female physicians compared with women
who had no preference (r = 3.03, d.f. = 40, P <0.01). In
direct logistic regression analysis, predictor variables
included: employment status; social support; frequency
of seeing a female physician; and physician’s social skills.
A test of the full model against the constant-only model
was statistically reliable, chi-square (4, n = 37) = 15.7,
P =<0.01. The model explained 45.5% of the variance
(Nagelkerke R?) in the outcome, with the prediction suc-
cess of 53.8% for no preference and 87.5% for a female
preference. A regression model with inclusion of marital
status did not change the outcome variance significantly.
For details on each predictor variable, see Table 5.

TABLE2  Preferences for family physician gender

Health care scenarios

Preferred female FP

No gender preference

CED % CSA % CED % CSA %

Overall health care 46.8 60.5 532 395

Gynaccological cxaminations 72.9 83.7 27.1 16.3
(including Pap est)

Examinations with private body part exposure 72.0 81.8 28.0 18.2
(e.g. clinical breast exam)

Family problems and emotional problems 52.0 50.0 48.0 50.0
(c.g. abuse, depression)

General ailments 25.0 30.0 75.0 70.0
(e.g. cold, flu, stomach pain)

Life-threatening conditions 29.2 20.5 70.8 79.5

CED, Canadian-born European-descent (n = 47); CSA, Canadian immigrant South-Asian (n = 43); FP, [amily physician.

Nonc of the chi-square tests were significant at 2 = (.05,



TABLE 3 Determinanis of preference for female family physician of Canadian-born European-descent women (n = 47) and overall health care

Variables Preferred No gender Test significance
female FP prelerence
(n=22) (n=25) 2 fvaltie

Age in years, mean 39.1n =21 45.0n =25
Marital status, %

Ever married/living with partner 364n=38 76.0n=19

Never married 63.6n=14 240n=6 7.5 %%
Had children, % 31.8n="7 40.0n =10
Education, %

School, some or complete 182n=4 120n=3

College/University, some or complete 81.8n=18 88.0n=22
Employment status within last year, %

Not employed 227n =35 200n =5

Part-time/Full-time employed 773n=17 80.0n =22
Chosc rcgular family physician alonce, % 45.0n =9 55.0n=11
Had female family physician, % 76.2n =16 364n=8 6.971%%
Perceived social support,® mean 405n=22 4.08n =25
Seeing a female physician in last 5 years, 357n=21 272n=25 2.08*%
Overall cxpericnce with male physicians,” mean 2.80n=22 348n =25 2.11%
Overall experience with female physicians,” mean 4.05n=22 339n=23 2.61%%
Perceived physician social skills,? mean L48n=21 026 n=25 3.51%*

Statistically significant diffcrences, *7 = (.05 and ** P = 0.01.
2Scale 1-5: weak to strong.

PScale [-3: never, 23%, 50%, 75%, always.

¢Scale 1-5: poor to excellent.

dScale 0-1: not gender specific, somewhal like a [emale physician, more like a [emale physician.

Interpretation of logistic regression analyses requires
caution as the case to variable ratio was 8 and 9 per vari-
able for the CED and CSA group, respectively, which is
fewer than 10 subjects per predictor as suggested by
Norman and Streiner.'”

Discussion

The results of the study have several implications for
future research and initiatives to facilitate physician—
patient communication, although the generalizability of
the findings is limited by the recruitment strategy. Irre-
spective of ethnicity, participant women highly preferred
a female family physician for visits that require gender-
specific examinations such as gynaecological examinations.
Although this has also been demonstrated by other
studies,'*%7? our findings are unique in revealing similar
patterns and lack of statistically significant differences
between South-Asian immigrant and European-descent
Canadian-born women. However, there are group-
specific factors associated with these similar preferences.
This study emphasizes the relationship of culture-specific

values, norms and experiences with preferred use of
health services such as visits to female family physicians.

It is acknowledged that country-specific migration
policies may lead to regional differences among im-
migrants, as a group, and even within specific immigrant
subgroups such as South-Asians. For example, immigra-
tion to Canada is an ongoing national policy based on a
scoring system where primary applicants are assessed for
the professional skills required by the country. There-
fore, the principal migrants arriving in Canada under the
‘independent’ category are likely to be educated and
skilled. This policy brings homogeneity within Canadian
immigrants but, Canadian immigrants, as a group, may
differ from immigrants of other countries where waves
of migrants arrived only during certain years under
labour contracts. However, these cross-country differ-
ences are likely to be less conspicuous for immigrant
women especially from South Asia because the majority
arrive as dependants with no scoring requirements for
education or professional skills.

QOur hypothesis that South-Asian women would
have significantly higher preference for female
physicians in various health care scenarios compared



TABLE 4 Determinanis of preference for female family phvsician of Canadian immigrant South-Asian women (n =43) and overall health care

Variables Preferred No gender ‘Test significance
female FP preference
(n=26) (n=17) v (-value
Age m years, mean 46.6 1 =26 398n=15
Marital status, %
Ever married/living with partner 885n=23 94.1n=16
Never married 115r=3 59n=1
Had children, % 96.2n =25 882n=15
Education, %
School, some or complete 40.0n =10 235n=4
College/University, some or complete 60.0n =15 T6.5n=13
Employment status within last year, %
Not employed 538n=14 133n=2
Part-time/Full-time employed 46.2n=12 86.7n=13 6.56%%
Chose regular family physician alone, % 26ln=6 S00n=8
Had female tamily physician, % 522n=12 46.7n=17
Pcrecived social support,* mean 221n=26 3.13n=16 2.89%F
Seeing a [emale physician in last 5 years? mean 333n=24 2.69n =16 1.99%
Overall experience with male physicians,” mean 2.77n=26 294n=17
Overall experience with female physicians,® mean 338n=26 3.06n=17
Pcrecived physician social skillsd mean 1.93n=26 08ln=16 3.03%*

Statistically significant differences: #*F < 0.05 and **P < 0.0L.
“Scale 1-5: weak to strong.

PScale 1-5: never, 25%, 50%, 75%, always.

“Scale 1-5: poor to excellent,

dScale (-1: not gender specilic, somewhal like a [emale physician, more like a female physician.

TABLES  Logistic regression analysis: preference for gender of physician in overall health care (female preference = I and no preference = ()

Variable B Wald test QOdds ratio Signilicance

CED womcen (r = 40)
Marital status (single, never married = 1) 2.65 6.77 14.45 0.01
Gender of doctor (female =1) 1.27 1.49 357 0.22
Overall experience with male physicians -0.48 0.63 0.62 0.43
Overall expericnee with female physicians 075 115 212 0.28
Perceived physician social skills 1.03 4.68 279 0.03
(Constant) -4.12 3.16

CSA women (rn=37)
Employment status (not-emploved = 1) 1.93 3.66 6.89 0.06
Social support —0.69 1.94 0.49 0.16
Sceing femalce physician in last 5 ycars 0.63 215 1.87 0.14
Perceived physician social skills 0.93 4.07 2.54 0.04
(Constant) -1.28 0.38

CED, Canadian-born European-descent; CSA, Canadian immigrant South-Asian; B, coellicient estimated [or the model.

with European-descent Canadian born women was
refuted. This finding points to the universality in
women'’s preference for same-gender physicians. The
culture-specific norms or values mean little when it
comes to personal preference for the gender of a family

physician. However, transformation of a personal prefer-
ence to actual selection of a physician may encounter
socio-cultural influences and systemic barriers. As our
study illustrates, South-Asian immigrant women who
preferred a female physician were less likely to select a



female family physician compared with European-
descent women with a similar preference. Based on other
studies, one possible explanation might be the greater
value given to the languages spoken by the family
physician rather than the gender of the physician among
immigrant women.'%'8Tn our study, just over half of the
South-Asian participants had good or excellent English-
speaking abilities. Nevertheless, the mismatch between
preferred and aceessible health services is of concern,
especially for the uptake of preventive gender-sensitive
screenings when health benefits may appear to be far in
the future to patients. The study results suggest a need to
improve physician—patient communication (including
better interpreter services) to help in improving
equitable access to preferred health care providers
among women of all backgrounds.

Study participants of either background who expressed
a preference for a female family physician for overall
health care had a higher frequency of seeing a female
family physician in the last 5 years and perceived positive
social skills as a more typical attribute of female phys-
icians. This is consistent with other published studies
conducted with western majority culture women;’8
however, our study also reports a parallel pattern among
South-Asian immigrant women. The attribution of
positive social skills to female physicians reflects the
importance of physician—patient communication style
among women of both groups. In addition, CED and
CSA women with a female preference rated the quality
of past experiences with female physicians better
compared with women with no preference; although the
difference was statistically significant for European-
descent women only. The explanation might lie in results
of some other studies indicating that female family
physicians provide more counselling,'”” have a longer
consultation time, spend more time listening to their
patients and give selective attention to preventive health
care’®?! and female health issues’ than male physicians.
Analysis of the literature by Roter and Hall'* reports
that female physicians show a greater affinity for
collaborative models of physician—patient relationship
than do their male colleagues. Further research would
be helpful in establishing strategies to address women’s
concerns about physician—patient communication style.

South-Asian participants with a preference for a female
family physician were maore likely to be unemployed and
have limited social support (i.e. friends and relatives)
as compared with women with no gender preference.
Migration inevitably is associated with a period of signifi-
cant adjustment and re-orientation. During early years
of immigration, people encounter not only cultural, socio-
economic and systemic barriers but also separation from
family and community which may lead to inadequate
emotional and social support.”> When inadequate social
support is factored into women’s multiple care-giving
responsibilities in the patriarchal and collectivistic
nature of South-Asian culture (which gives priority to

family rather than self), social isolation outside the
family sphere is likely to perpetuate.”® Hence, South-
Asian immigrant women may perceive their encounters
with same-gender physicians as a source of psychosocial
support and empowerment. This emphasizes the im-
portance of social support and integration opportunities
for South-Asian immigrant women, and how social
influences relate to use of health services. Future
research would be useful in directly testing some of these
hypotheses and in-depth exploration of socio-cultural
determinants of preferences for family physician gender
across ethnic groups.

Conclusions

This study contributes to the existing knowledge on
similarities and differences across ethnic groups with
respect to gender preferences for family physicians.
Among study participants, preferences for same-gender
family physicians were similar among European-descent
Canadian-born and South-Asian immigrant women.
Two-thirds of women preferred female physicians for
gender-sensitive examinations. In both groups, higher
appreciation of a physician’s social skills was associated
with preference for a female physician. Moreover, among
South-Asian immigrant women, preference for a female
family physician was associated with their integration
status, such as employment and psychosocial support.
The study results have implications for improving means
of physician—patient communication.
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