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ABSTRACT

Background: Research has raised concerns about gender bias in medicine; that is, are women
and men being treated differently because of gender stereotyped attitudes among physicians?
We investigated gender differences in the diagnosis and management of neck pain as pro-
posed in a written test. The design eliminated differences related to communication and pa-
tient behavior.

Methods: In a national examination for Swedish interns, using modified essay questions,
the examinees were allocated to suggest management of neck pain in either a male or a fe-
male bus driver with a tense family situation. The case description was identical with the ex-
ception of patient gender. The open answers were coded for analysis. Two hundred thirty-
nine interns (41% women) participated. Chi-square-tests were used to measure differences in
proportions, and t test was used to evaluate differences in means.

Results: In certain areas, significant gender differences were detected. Proposals of non-
specific somatic diagnoses, psychosocial questions, drug prescriptions, and the expressed need
of diagnostic support from a physiotherapist and an orthopedist were more common with fe-
males. Laboratory tests were requested more often in males. Both male and female physicians
contributed to the gender differences. When assessing the impact of the patient-doctor rela-
tionship for health outcome, male physicians underlined the importance of patient compli-
ance foremost in female patients, and female physicians did the opposite.

Conclusions: The results suggest that physicians’ gendered expectations are involved in cre-
ating gender differences in medicine. The inclusion of gender theory and discussions about
gender attitudes into medical school curricula is recommended to bring about awareness of
the problem.
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INTRODUCTION

IN THE PAST DECADES, attention has been paid to
evidence that women are not offered the same

medical treatment as men.1 For example, in coro-

nary artery disease, renal failure, and knee joint
arthrosis, men are more extensively examined
and treated compared with women with the same
severity of symptoms.1–3 Research indicates that
physicians are more likely to interpret men’s
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symptoms as organic and women’s as psychoso-
cial,4,5 and female patients are assigned more di-
agnoses of nonspecific symptoms and signs.3

Women are also prescribed more psychoactive
drugs than are men.6,7 Comparisons of medical
students’ performances on tests with standard-
ized patients show that both male and female stu-
dents achieve higher test results in the male cases,
indicating that male patients are taken more se-
riously.8 According to a recent review, there is a
need to investigate the management of health
problems not previously studied, as different dis-
eases may show disparate patterns of gender dif-
ferences.9

Thus, gender plays an important but not neces-
sarily appropriate role in medical decision mak-
ing. The issue of gender bias is raised; that is, are
gender differences in medical management a re-
sult of physicians’ unconsciously gendered social
attitudes, preconceptions, and stereotypes?1 In the
clinical situation, it is often hard to know to what
extent gender differences reflect gender bias or
other patient, physician, or communication char-
acteristics related to gender.3,9 For example, the bi-
ological differences between men and women
might indicate that the type and severity of symp-
toms vary, explaining the differences in treat-
ment.10 Patients’ wishes and communication be-
havior are other suggested causes of the gender
differences in the medical process.11,12 It is argued
that men describe their symptoms in a straight-
forward and demanding way, whereas women of-
ten give vague symptom descriptions and are hes-
itant to accept potentially dangerous measures,
such as surgery.2

The gender differences in treatment might also
depend on aspects of the physician beyond gen-
dered preconceptions. Studies comparing male
and female physicians suggest differences in
communication and consultation behavior, with
female physicians being less dominating and giv-
ing the patients more time.13–15 However, there
is less evidence about differences between male
and female physicians in medical decision mak-
ing. The research results are inconsistent and the
differences found are small.14,16,17

In studies of differences between men and
women, it is important to clarify the concepts of
sex and gender and define the gender perspec-
tive applied. Sex refers to biological characteris-
tics and chromosomes, and, thus, sex is often seen
as definite and given. Gender, on the other hand,
looks on men and women from a psychological,

social, and cultural perspective.15,18 What does it
mean to be a man or a woman in a certain soci-
ety? What is regarded as proper to say and do?
However, when studying activities, behavior,
and health in men and women, it is usually not
possible to know to what extent a certain phe-
nomenon is biological or social in origin. A con-
structivistic perspective of gender is then appro-
priate because it underlines that biology and
culture, sex, and gender are related and interde-
pendent and that what gender implies is contin-
uously being negotiated, accepted, rejected, or
changed in social interaction.15

The purpose of this study was to investigate
gender differences in the suggested diagnosis and
management of neck pain in a theoretical exam-
ination for Swedish medical interns. We chose
neck pain because it is a common health problem
in men as well as women and because there is a
lack of knowledge about gender differences in the
medical management of neck pain. By using pa-
per cases and written answers, we eliminated
gender differences caused by patient behavior
and interaction between doctor and patient and
focused on the physicians’ preconceptions and
unconscious values. A constructivistic gender
perspective was used.

The research questions were: Did the sug-
gested diagnosis and management differ in rela-
tion to the case gender? Did men and women
physicians differ in their suggested diagnosis and
management?

MATERIALS AND METHODS

National examination

After finishing university studies, medical stu-
dents in Sweden work as AT-physicians (corre-
sponding to interns in the United States and pre-
registration house officers in the U.K.) for 2 years.
This period ends with one written examination
and one practical one. The AT-physician can
thereafter apply for registration as a fully licensed
medical practitioner. The written examination is
national, given on a certain day at nine different
locations four times a year. Each time, 220–300
examinees usually participate. Modified essay
questions are used,19 and the examination proce-
dure is as follows. Each examinee is given a writ-
ten case description, followed by one or two
open-ended questions. When the answers on the
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first questions are handed in, the examinee re-
ceives new information about the case and then
additional questions.

Data collection

In the national examination in May 1996, a re-
search case was designed. The examinees were
allocated to assess neck pain in either a male or
a female bus driver with a tense family situation.
The case description was identical, with the ex-
ception of patient gender. The examinees did not
know that the assigned gender of the patient was
of specific interest. The male case was distributed
at three examination places and the female case
at the other six. (See Appendix for the case de-
scription and questions.) The answers were made
anonymous and were blinded regarding the age
and gender of the examinee.

Participants

Two hundred thirty-nine AT-physicians par-
ticipated in the examination, 59% (n 5 141) men
and 41% (n 5 98) women, and all answered the
questions in the research case. The age of the
physicians varied between 26 and 56 years, the
mean age for men being 33.0 and for women 33.1
years. The allocation of cases resulted in 56% of
male and female physicians receiving a male case
and 44% receiving a female case.

Analysis

Creating a Coding Schedule. First, 12 examina-
tions were randomly chosen and independently
analyzed by the four researchers with regard to
content. Prior knowledge about gender dispari-
ties in healthcare guided us when constructing
the variables (e.g., as men’s symptoms are more
likely than those of women to be interpreted as
somatic, we outlined variables that differentiated
somatic and psychosocial diagnoses).

Another 12 examinations were then coded ac-
cording to the preliminary schedule, and the vari-
ables were discussed and modified. A coding
schedule of 72 variables was thus constructed.
The variables were mainly treated as nominal
(e.g., Were questions asked or not about working
conditions in the history taking?). The proposed
diagnoses in question A (Appendix) were
counted and categorized into (1) well-defined so-
matic diagnoses (e.g., arthrosis, rupture of ten-
don, or disc hernia), (2) well-defined psychiatric

diagnoses (depression was the only acknowl-
edged psychiatric diagnosis proposed), (3) non-
specific symptom diagnoses (such diagnostic en-
tities as fibrositis, myalgia, and tendinitis), and
(4) psychosocial diagnoses (diagnostic entities
and proposed explanations relating the symp-
toms to environmental, social, or psychological
conditions, e.g., work overload, stress, family
problems, and drug-related symptoms).

Main Coding. All examinations were randomly
sorted into four lots, and each researcher coded
one lot.

Reliability of the Coding. Twelve randomly cho-
sen examinations were recoded by the three re-
searchers who had not been the prime coder.
Twenty-six interpretation discrepancies, because
of vagueness in the meaning of the answer, were
identified. Thirty reading discrepancies, caused
by difficulties in understanding the physician’s
handwriting or by not seeing what was in fact
clearly written, were also identified.

An estimation of interresearcher reliability was
calculated for the 12 examinations, each with 72
variables. As each interpretation problem con-
cerned one or several of the researchers, we cal-
culated per examination: 26/(72 3 12) 5 3.0%.
The reading problems concerned only one re-
searcher at a time, and, therefore, the researcher
was included in the denominator of this calcula-
tion: 30/(72 3 12 3 4) 5 0.9%. We identified reli-
ability problems concerning interpretation in 3%
of the variables and reliability problems con-
cerning reading in 1%.

Statistical analysis

The analysis of gender differences in the num-
ber of proposed diagnoses was based on the cal-
culation of means. To study gender differences in
the nominal variables, the outcome in each indi-
vidual variable was compared between male and
female cases and male and female physicians, and
also the gender differences made by male and fe-
male physicians, respectively. Individual vari-
ables, measuring similar aspects, were computed
into new variables. Pearson’s chi-square test was
used to test the gender differences in proportions,
and a t test was used to check the differences in
means. All tests were two-sided. A p value , 0.05
was chosen as significant. Close to significant p
values (p , 0.1) are also presented in the tables.
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Multiple logistic regression analyses were
made to assess the association between a binary
outcome and the four gender combinations (male
or female examinee/male or female case) and
also to control for the impact of age on the re-
sults. The nominal variables in questions B–F
(Appendix) were summarized and classified ac-
cording to whether they measured somatic or
psychosocial aspects. Based on these classified
variables, the following eight outcomes were con-
structed for the regression analysis: somatic and
psychosocial total, somatic and psychosocial his-
tory taking, somatic and psychosocial investiga-
tions and treatments, and somatic and psychoso-
cial overall assessments. Each outcome was
dichotomized at the 75th percentile in such a way
that those above the 75th percentile were coded
1 and those below were coded 0. To control for
age, it was dichotomized, ,36 years (n 5 174),
and $36 (n 5 65), and added to the regression
analysis. To evaluate the results of the multiple
logistic regressions, 95% confidence intervals
(95% CI) were used.

The statistical calculations were conducted in
SPSS 6.1 (Mac) (Chicago, IL).

RESULTS

Differences in relation to case gender

The comparisons between outcome in the male
and female case are presented at left in Tables 1,
2, 3, and 4. Nonspecific symptom diagnoses, such
as myalgia and tendinitis, were significantly
more often assigned to the female case (Table 1).
In the other diagnostic groups, there were no sig-
nificant differences in relation to case gender.

A consistent pattern was shown in history
taking (Table 2). There were higher percentage
scores in all the psychosocial variables in the 
female case. The greatest difference concerned
the family aspects, which were in total attended
to in 61% of the female cases and 37% of the
male.

Regarding investigations and treatments, lab-
oratory tests were suggested more often in the
male case (Table 3). Diagnostic referral to a phys-
iotherapist and an orthopedist as well as pre-
scriptions for drugs (painkillers and psychoactive
drugs) were more often suggested in the female
case.

Once the diagnosis of cervical disc hernia was

established (Table 4), there was a pattern in which
psychosocial factors and aspects of the patient-
doctor relationship showed higher percentage
scores in the female case. Concerning the situa-
tion at work, the difference reached a statistically
significant level.

Differences in relation to physician gender

We analyzed the differences made by male and
female physicians separately. Female physicians
proposed significantly more diagnoses in the fe-
male case, primarily in the nonspecific symptom
diagnoses category, whereas male physicians were
more consistent (Table 1). Numerically, men pro-
posed more well-defined diagnoses in the male
case and more nonspecific symptom and psy-
chosocial diagnoses in the female case. Compar-
ing the outcome in relation to physician gender
in the male and female case separately, the num-
bers of proposed nonspecific symptom and psy-
chosocial diagnoses were higher in the female
case when assessed by female compared with
male examinees.

In history taking (Table 2), differences ap-
peared foremost in the psychosocial variables.
Overall, a larger proportion of the female com-
pared with the male physicians asked psychoso-
cial questions. Male physicians asked more about
work aspects in total and family aspects in total
in the female case. They also asked more specific
questions about domestic duties and the psy-
chosocial situation in the family in the female
case. The gender differences made by female
physicians in history taking were less pro-
nounced. In the female case, questions about the
physical workload were posed by 42% of the fe-
male examinees compared with 26% of the male.
Such a large difference in relation to examinee
gender was not seen for the male case.

Regarding investigations and treatments (Table
3), both male and female physicians ordered lab-
oratory tests to a larger extent in the male case,
but the difference reached significance only for
female examinees in laboratory tests that had to
be sent to an external laboratory. Physicians of
both genders proposed diagnostic referrals to
physiotherapists and orthopedists, as well as
drug prescriptions, more often in the female case.
In the male case, extensive physical examinations
and diagnostic referrals to physiotherapists were
suggested significantly more often by female than
male physicians.
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Both male and female physicians mentioned
the working situation as important for the prog-
nosis more often in the female case (Table 4). The
difference was close to significant for male physi-
cians. Regarding aspects of the patient-doctor re-
lationship, an opposite gender pattern was
shown. Male physicians underlined the worth of
patient compliance significantly more often in the
female case, whereas female physicians stressed
it more often in the male case. Female examinees
highlighted the importance of a supporting doc-
tor more often when the patient was a woman.
In the male case, male physicians mentioned the
importance of drug prescription significantly
more often than female physicians.

In the multivariate logistic regression analyses,
the combination male physician/male case was
used as reference. The eight binary somatic and
psychosocial outcomes described in Materials and
Methods were the dependent variables. Signifi-
cant associations were found only for psychoso-
cial history taking. The female physician/female
case combination was a strong determinant for
high outcome in the psychosocial history taking
odds ratio OR 2.74, CI 1.25-6.06. Adding age to
the regression model did not change this associa-
tion. In the extended model, the OR for the psy-
chosocial history taking in the female physi-
cian/female case combination was OR 2.79, CI
1.26-6.24.

DISCUSSION

The current study investigated proposed di-
agnoses and management of neck pain in a male
or female patient on paper. Nonspecific symp-
tom diagnoses, psychosocial questions, drug
prescriptions, and the expressed need of help
from a physiotherapist and an orthopedist in
the diagnostic process were more frequent in
the female case. Laboratory tests were more
common in the male case. Both men and women
examinees made gender differences. According
to psychosocial history taking about family and
work, the gender differences made by male
physicians were greater. Female physicians
made greater differences in the types of diag-
noses and laboratory tests proposed. Concern-
ing the assessments of the patient-doctor rela-
tionship, male physicians underlined patient
compliance as important for recovery foremost
in the female case, and the female examinees

more often mentioned the importance of patient
compliance in the male case. Furthermore,
women examinees seemed to take a larger re-
sponsibility for the patient in the female case,
underlining the importance of the doctor’s sup-
port for health outcome.

Sweden is known for far-reaching gender
equality.20 There are laws and strong norms in
society that men and women should be treated
equally and receive the same opportunities in all
fields, including healthcare. Furthermore, all in-
habitants are covered by public health insurance
ensuring that the majority of an individual’s med-
ical costs are covered by the state. Accordingly,
most doctors do not tend to treat men and women
differently if the patients’ problems are the same.

In this light and because the examination tested
theoretical knowledge and what the physicians
knew they ought to do, it is surprising that gen-
der differences were found. Despite identical
symptoms and problems, both male and female
examinees proposed different diagnoses and
managements depending on case gender. It is of-
ten believed that gender differences arise in clin-
ical communication,2,9 and our data give strong
indication that gender differences in medical
management also derive from physicians’ gender
bias.

On method

This study analyzed gender differences in a
written examination, which implied testing theo-
retical knowledge and competence.21 The doctors
were trying to do their best to pass the examina-
tion and wrote what they believed was the right
thing to do. The patient was a paper case and not
a real person who could interact and influence
management. The test situation was, therefore, a
situation where the gender differences should be
minimized and due only to the physicians’ gen-
der preconceptions. There probably would have
been wider gender differences if we had designed
a study with standardized patients or real pa-
tients in clinical practice. In such studies, how-
ever, it is difficult to determine whether the dis-
parities are related to the doctor’s knowledge and
preconceptions, the patients’ behavior, or the
communication between doctors and patients.1,22

Furthermore, as there is no scientific consensus
that neck pain and cervical disc hernia should be
managed differently in women and men with
identical symptoms, all differences found in this
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study might be considered inappropriate and
gender biased. They were the result of precon-
ceptions and ideas emanating from the doctors’
minds only.

The use of open-ended, modified essay ques-
tions was a strong point because such a test re-
sembled the clinical situation more than other
written tests.19,23 The examinees were not given
hints about how to answer but defined what they
saw as relevant to mention and do. They were not
reminded to consider gender aspects, and, thus,
the differences emerged without any trigger
mechanisms other than the assigned gender of
the patient.

A problem with the open-ended design was
that the answers were more complicated and time
consuming to analyze compared with multiple
choice alternatives or Likert scales. The system-
atic construction of variables that were easy to
identify and code was important for the thrust-
worthiness of the study. The test of reliability in
the coding process also revealed a good agree-
ment between the individual researchers.

It would have been ideal to have the male and
female cases distributed within the same testing
center, but this was not feasible. We looked for
differences in the examinees’ responses correlat-
ing with which medical school or testing center
they had attended (indicating that gender-related
attitudes might be different in different geo-
graphical regions), and such differences could not
be detected.

Gender differences in medical management
have been investigated by comparing examina-
tion scores.8,22 These studies have shown incon-
sistent results, and the design has some limita-
tions. Because medical traditions and treatment
guidelines are sometimes blind to gender,3 there
might be gender differences hidden in similar
scoring. In Sweden, for example, it has been
shown that women with cardiac insufficiency
were offered cheaper and older drugs than men
with corresponding symptoms.24 Even if a cheap
drug is proper according to guidelines, it is nev-
ertheless worth considering the reasons for, and
the effects of, gender differences.

Few significant differences were found when
comparing the outcome in the male and female
cases. (Even fewer differences were found when
comparing the outcome in male and female physi-
cians; data not shown.) Most differences were de-
tected when comparing management of the male
and female cases by male and female physicians,
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respectively. This calls attention to a crucial
methodological and theoretical issue in research
on gender differences: What perspective on gen-
der is applied? In a constructivistic perspective on
gender, as used here, gender is regarded as con-
tinuously performed and created in interaction
with others.15 Consequently, the others, those in-
teracting with the studied subjects, have to be in-
cluded in the analysis. To analyze differences in
the treatment of male and female patients without
considering physician gender means that gender
differences in physicians’ behavior is neglected.
On the other hand, to analyze physicians’ decision
making without considering patient gender means
that physicians’ gendered behavior is seen as in-
herited and essential rather than contextual and in-
teractional. As illustrated in the tables, important
knowledge might then be missed.

On findings of gender-biased management

One might argue that because women carry the
main burden of housework and child care, it was
appropriate for the doctors to ask about the fam-
ily situation more often in the female case. It
might be understandable but hardly appropriate.
The individual patient has the right to be seen as
unique and not as representative of a group. Fur-
thermore, in good clinical practice, history taking
about daily life in the family and at work is a pre-
requisite.25,26 As described in the Appendix, this
paper case, whether male or female, had a very
tense family situation, with economic problems
and where the spouse was being threatened by
redundancy. In such a situation, the patient is cer-
tainly affected by the problems to some extent,
and it is important that the physician consider
that. Research has shown that most patients with
psychosocial problems will disclose them to the
doctor when asked.27 Not to ask might be seen as
an act of neglect and probably contributes to som-
atization of problems as the doctor signals what
areas are proper to discuss.28

There were evident inconsistencies in the man-
agement of psychosocial aspects in the examina-
tions. Although the situations in the family and
at the workplace were attended to more often in
the female case during history taking, the pattern
was different for the measures proposed. Family-
oriented measures were, on the whole, seldom ac-
tualized, and the proportion of work-oriented
measures was higher in the male case. How can
this be understood? Women’s illnesses tradition-



ally have been regarded as related to psychoso-
cial factors and difficulties in combining multiple
roles in the family and at work, whereas men’s
employment and role as breadwinner have been
taken for granted.29 Such attitudes might have
stimulated history taking about family and work
more in the female than in the male case. When
the examinees during the test received informa-
tion about the patient’s difficulties at home and
at work, another pattern emerged. Only a few
physicians suggested any family-oriented mea-
sures, such as a follow-up with the spouse or a
referral to a social worker. This was probably be-
cause the family is considered a private area. The
fact that work-oriented measures were men-
tioned more often in the male case indicates that
wage work is regarded as a more important part
of men’s lives than of women’s lives. This is in
line with research on work-oriented rehabilita-
tion that has shown that male patients are offered
more rehabilitation resources and have returned
to work to a larger extent when sick-listed.30,31

According to previous research, physicians pre-
scribe more drugs for female patients.7,32 This
might be related to the fact that women, more then
men, suffer from diseases that are appropriate to
treat with drugs or that they demand drugs to a
larger extent than men. This study gives support
to a hypothesis of gender bias. Physicians, men and
women, are more prone to offer drugs to female
patients than to males with the same symptoms
(Table 3). Research on the clinical management of,
for example, heart, kidney, and Parkinson’s disease
has shown evidence for a bias favoring men’s ac-
cess to advanced technical investigations, opera-
tions, and expensive medicine.1,33 Notwithstand-
ing that laboratory tests were ordered more often
in the male case, such a pattern was not evident in
this study. For example, male physicians proposed
advanced technical investigations more often in the
female case, and the most common treatment was
physiotherapy in all four case/physician combina-
tions.

In this study, more nonspecific preliminary di-
agnoses were proposed in the female case. This
might be explained by the fact that women patients
are often considered as describing their symptoms
in a more diffuse way than men, making it hard
for the doctor to understand and arrive at a diag-
nosis.18,34,35 Can such ideas also explain why the
examinees suggested a diagnostic referral to a
physiotherapist and an orthopedist more often in
the female case? Did they interpret the case de-

scription as more diffuse and unclear in the female
case, thereby feeling that they needed a second
opinion to establish the diagnosis?

The importance given to patient compliance
and doctor’s support (Table 4) showed that men
and women physicians had different expectations
and demands in relation to patient gender.
Whether such preconceptions are diminished or
exaggerated in real consultations is concerned
with the patient’s and physician’s way of relat-
ing to gender, for example, in behavior, speech,
and dressing.15 Most consultation research has
been restricted to differences between men and
women physicians, on the one hand, or men and
women patients, on the other.9 In one study com-
paring the four gender combinations of physician/
patient, consultations between female physicians
and female patients were the most free of conflict,
supportive, and egalitarian.13 Interactions be-
tween female physicians and male patients were
the most complex and psychologically demand-
ing, whereas consultations between male physi-
cians and male or female patients were some-
where in between. In an examination study on
standardized patients, the students performed
worse on symptoms presented by a patient of the
opposite gender.36 In a qualitative consultation
study, male physicians were hardly interrupted
by patients when speaking, whereas female
physicians were interrupted by male patients.37

Research thus indicates that opposite gender con-
sultations are more complicated, which might
also explain why the examinees underlined the
importance of a compliant patient more in the op-
posite gender case.

Gender bias is a complex phenomenon. Ac-
cording to Ruiz and Verbrugge,3 it can arise from
two views, one assuming equality where there
are genuine differences and the other assuming
differences where none exist. This is true on a
population level, and on the individual patient
level, there are additional aspects to consider. The
differences seen in studies between individual
men in a male population or between individual
women in a female sample are regularly greater
than the differences between groups of men and
women.38 This means that once knowledge about
gender differences in a certain condition has been
established, it might, in fact, be the cause of dis-
crimination toward individual patients because
“the problem with generalizations is that they do
not apply to particulars.”39 It is usually very easy
to identify who is a man and who is a woman
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and thereby risk assigning group characteristics
to an individual without reflection, that is, risk
making gender-biased assessments.

CONCLUSIONS

This study of the answers to a written exami-
nation suggests that physicians’ gender stereo-
typed expectations are involved in creating gen-
der differences in medicine. To reduce gender bias,
the awareness of values and attitudes to gender
has to increase within the medical society. To in-
clude gender theory and discussions about gender
attitudes into medical school curricula is one pos-
sible approach to tackling the problem. Another
way is to give senior physicians opportunities to
reflect continuously on gender and other non-
medical influences in medical decision making.
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APPENDIX: MALE/FEMALE CASE VERSION

Sivert/Siw Jonsson is a 34-year-old bus driver who consults you at a health center in a small town.
Twenty minutes are allocated for the consultation. Mr./Mrs. Jonsson complains about pain that
started in the left shoulder a couple of months ago. It is still most painful in the left shoulder, but
now there is also pain in the right shoulder and neck. Mr./Mrs. Jonsson describes sleeping problems.
It is hard to find a proper sleeping position, causing the patient to wake up each time he or she tries
to turn around in the bed. Furthermore, the pain is there all day, and sometimes there is pain even
in the left arm. The patient has problems at work and stayed at home last week, having signed him-
self or herself off sick. Now, to be able to continue the sick-listing, he or she wants a medical cer-
tificate to show at the social insurance office. The last time Mr./Mrs. Jonsson consulted you half a
year ago, he or she complained about headache.

Question A: Based on the information you have, which diagnoses might be considered?

Question B: What questions do you want to pose to this patient?

When turning in the answers to questions A and B, the examinees were informed that Siwert/Siw
Jonsson was married, with two children of preschool age. The family situation was tense, with wor-
ries about the family economy and the wife or husband being threatened by redundancy. At work,
Mr./Mrs. Jonsson drove the bus in the town during days, evenings, and weekends. No heavy goods
were involved. He or she did not smoke and drank alcohol only a few times a year. The patient of-
ten woke up in the morning with severe pain in the left arm, and it was hard to turn the steering
wheel or to turn the head to look back. Mr./Mrs. Jonsson has worried about cancer, as a close rela-
tive died of bone cancer.

Question C: What physical examinations do you want to conduct?

Question D: Do you want to propose any laboratory tests or referral studies? If so, which?

Question E: What treatments and measures do you recommend?

Before the last question, the examinees were informed that the studies performed revealed a re-
duced rotation to the left in the neck, tender muscles in the shoulder, neck, and back of the head,
tender facet joints in the neck, and reduced sensibility in the forth and fifth finger of the left hand.
They were also told that a plausible cause was a cervical disc hernia.

Question F: Which factors would you assess as crucial for the patient’s recovery?
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