
Women and Rural Medical Practice

Wainer,J
MA,ASIA
Senior Lecturer, Monash
University Centre for Rural
Health

Carson, D
BA(Hon), MA
Lectu rer, Monash University
Centre for Rural Health

Strasser, RP
MBBS, MClSc, FRACGB FACRRM
Director, Monash University
Centre for Rural Health

CorrespondenceTo:

JoWainer,
Monash University Centre for
Rural Health,
Post Office Box 424,
Traralgon,
Victoria, 3844,
AUSTRALIA.
T e l e p h o n e :  ( + 6 l )  3  5 | 7 3 I l 8 |
Facsmi l ie :  (+6 l )  3  5  173 8182
e-mail:
jo.wainer@med.monash.edu.au

Keywords:
rural, medicine, women doctors,
rural medical workforce

Up until now, the culture of Western
medicine has been developed without
women's input. Women were not there
when the art and science of medicine
was being developed. Women were
del iberate ly  exc luded f rom col leges
where medicine was taught and from
hospitals where it was practised.At the
time when the foundations of medicine

Abstract
The shortage of rural doctors affects
many  coun t r i es ,  i nc lud ing  Sou th
Africa. Medical workforce planners
have introduced various strategies to
encourage or compel doctors to
practise in underserved areas. One
ofthe strategies is to respond to the
increasing presence of women as
doctors by seeking to understand
how women practise medicine, and
how rural practice has to change to
attract women.

Introduction
The maldistribution of doctors has
been ident i f ied as an important
equity and workforce issue in both
SouthAfricar andAustralia.2 Doctors
are underrepresented in rural and
impove r i shed  a reas ,  and  fema le
doctors are currently even less likely
to go into rural practice than their
male colleagues.

This paper explores the relationship
between women. medicine and rural
medical practice. In SouthAfrica and
Australia there has been a radical
change in the sex rat io  of  the
students studying medicine. Until
recently women were a small and
largely silent minority of students. In
the year 2000 fifty six percent (56%)
of f irst year medical students in
South Africa are women, and in
Australia there is an equal number
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Women not Present

were being laid,women were excluded
from and punished for practising'the
healing arts'.

Yet the earliest doctors among the
common people of Christian Europe
were  women  who  cu l t i va ted  and
prepared herbs,who tended births and
deaths and who were the or ig inal

of  females enrol led as f i rs t  year
students for the first time. We need
to  unde rs tand  how these  young
women relate to their profession if we
are to attract them into rural practice.

Culture of Medicine
An established culture operates with
the assumption that what it knows and
experiences are important and right.
The suggestion that there are equally
valid ways to know and experience can
feel l ike a challenge. Many cultural rules
apply to both men and women, but
there are some that are gender-specific.
(lt may be helpful to note that the word
'sex' refers to the biological fact of
being female or male, while 'gender'

r e fe rs  t o  behav iou rs  and  no rms
considered appropriate for each sex
and is a social construct.)

Dr  Cather ine Shannon3 noted in  a
paper on Cul ture of  the Medicol
Profession:"The culture of the medical
profession,  the cul ture of  medical
o rgan i sa t i ons  and  the  po l i t i c s  o f
medicine form the matrix in which we
live and work.These cultural influences
pervade all our activities, the way we
think about and practise medicine,the
way we speak and deal with each other,
t he  way  we  dea l  w i t h  pa t i en t s ,
governments and other professions
and the way in which we organise
ourselves."

anatomists,  sc ient is ts  and healers.
Duringthe Inquisition conducted in the 166
to l8s Centuries, these healing women
werc named aswitches and eliminated.widr
the encouragement of the developing
professions of medicine and law.

Women were particularly attacked as
wi tches i f  they were healers.  The



handbook on witch-hunting, Malleus
Maleficarum, said: "lf a woman dare to
cure without having studied, she is a
witch and must die." Howevenwomen
were excluded from study at that time.4

As a result of the witch burnings, the
c u l t u r e  o f  m e d i c i n e  r e f l e c t s  t h e
mascul ine exper ience and does not
inc lude or  va lue the feminine and the
i m p a c t  o f  t h e  w i t c h  b u r n i n g s
continues today. Many women who
w o r k  i n  t h e  h e a l t h  p r o f e s s i o n s ,
particularly medicine, are reluctant to
draw attention to their femaleness
and instead adopt a variety of masks
and behaviours that  protect  them

Medic ine was developed to win the
war.  F lorence Night ingale (Cr imean
War)  and Dorothea Dix (Amer ican
C iv i lWar )  we re  t o le ra ted  i n  t he i r
dr ives to reform nurs ing because
they were making a contr ibut ion to
the war.The f i rs t  Engl ish speaking
w o m a n  d o c t o r  w a s  D r  J a m e s
Miranda Barry,  medical  of f icer  and
inspec to r -gene ra l  o f  t he  B r i t i sh
Army hospi ta ls  between l8 |  3  and
1865 .  I n  o rde r  t o  su rv i ve ,  l i ke  Joan
o f  A rc  she  d ressed ,  behaved  and
l i ved  as  a  man .  She  d i sgu i sed  he r

from being seen as intruders in their
own profession.

Attacks on mature and experienced
w o m e n  w h o  a r e  n o t  u n d e r  t h e
control of a man are not just part of
Eu ropean  h i s to ry .  l t  i s  cu r ren t
practice in some parts of rural South
Africa for women to be 'necklaced'

and burnt  as wi tches.  Women who
control the affairs of vil lages when
the men leave to find work may be
demonised and burnt  when the men
re tu rn  home and  seek  to  rega in
control. In the United States in 1997 a
woman was fired from her teaching job

and hunted out of town after being

Medicine and the Mi l i tary
gender,  concealed her  ident i ty ,  and
obscu red  he r  rea l  se l f  i n  o rde r  t o
obta in,  in  her  words " the pr iv i leges
of  manhood,  the greatest  of  which
was a doctor of medicine degree". s

A l o n g  w i t h  t h e  e x c l u s i o n  o f  t h e
f e m i n i n e ,  t h i s  h a s  h a d  r a d i c a l
consequences  fo r  t he  way  i n  wh i ch
m e d i c i n e  i s  c o n c e p t u a l i s e d  a n d
taught .  The mi l i tary in f luence on
m e d i c i n e  i s  e v i d e n t  t o d a y .  T h e
med ica l  p ro fess ion  i s  au tho r i t a r i an
and  con t ro l l i ng  o f  i t s  members  i n  a

accused by Christian fundamentalists of
b e i n g  a  w i t c h .  A t  t h e  B e i j i n g  + l

Conference at  the Uni ted Nat ions in

J u n e  2 0 0 0  N o n - G o v e r n m e n t
Organisations drew attention to the
current practice of infl icting a social
or actual death on widows in Africa
and Asia.  who are k i l led for  reasons
s im i l a r  t o  t ha t  beh ind  the  w i t ch -
burnings.

It is dangerous even todayto drawattentjon
to one's femaleness in a male-controlled
cuhure such as medicine in which leadership
is embodied in the heroic male,and in wlrich
many of the structures and values are
derived from the military.

way that  no other  profession would
t o l e r a t , e  a n d  m e d i c a l  e d u c a t i o n
inc ludes  haz ing  and  ha rassmen t  o f
s tuden ts  s im i l a r  t o  t ha t  f ound  i n
m i l i t a r y  a c a d e m i e s .  E v e n  t h e
language  o f  med ic ine  i s  m i l i t a r i s t i c .
I t  is  at  war wi th d isease;  i t  f ights
b a t t l e s  t o  s u r v i v e ;  i t  c o n d u c t s
c a m p a i g n s  a n d  i t  i s  u n a b l e  t o
conceptual ise death as anyth ing but
defeat .  l t  is  no wonder that  many
y o u n g  w o m e n  ( a n d  s o m e  y o u n g
men) st ruggle to feel  comfor table
in  t h i s  cu l t u re .

p rov i s i on  o f  ma te rn i t y  l eave  fo r
fema le  f am i l y  phys i c i ans  i n  Sou th
A f r i ca  and  hopes  to  make  fam i l y
practice more accommodating to the
female doctor in South Africa.s The
P r e s i d e n t  o f  t h e  A s s o c i a t i o n  o f
A m e r i c a n  M e d i c a l  C o l l e g e s ,  D r

J o r d a n  C o h e n ,  c o m m e n t e d :  " W e

must  cease re legat ing (an increase
i n  l e a d e r s h i p  b y  w o m e n  i n
m e d i c i n e )  t o  t h e  c a t e g o r y  o f
'women 's  i ssues ' .  Too  many  men
h a v e  c h o s e n  n o t  t o  i n v o l v e
themse lves .  l t  i s  essen t i a l  t ha t  men
a s  w e l l  a s  w o m e n  r e g a r d  t h e
sha t te r i ng  o f  ba r r i e r s  t o  gende r
ba lance  as  ou r  i ssue  -  ou r  j o i n t

societa l  obl igat ion."  e

A Diff icult Issue
I t  is  d i f f icu l t  for  women in medic ine
t o  t a l k  a b o u t  g e n d e r  i s s u e s .
Crit iquing the system is l ike bit ing the
hand that feeds you.Women may feel
they run the risk of being stigmatised
as  ' no t  one  o f  us ' .  Women  have
e s t a b l i s h e d  t h a t  t h e y  a r e  a s
competent as medical practit ioners
as men are and having done that, may
find it diff icult to say,'yes, we can do
what you do, and we may want to do
it differently.'

Psychiat r is t  Carolyn Quadr io has
noted that women in medicine have
more conservat ive at t i tudes than
those in the ar ts  and humani t ies;  are
less l ikely to perceive discrimination;

and when they do,  they are more
p rone  to  a t t r i bu te  i t  t o  pe rsona l
i n a d e q u a c y . 6  M e d i c a l  m e n  h a v e
b e e n  i d e n t i f i e d  a s  e v e n  m o r e
c o n s e r v a t i v e  t h a n  t h e i r  f e m a l e
c o l l e a g u e s  o n  i s s u e s  o f  f e m a l e
p r o f e s s i o n a l  w o r k  a n d  a r e  l e s s
sensi t ive to the problems of  female
doctors.T

Some leaders in  the profession are
encou rag ing  women  to  cha l l enge
existing systems so that medicine can
ga in  t he  fu l l  va lue  o f  i t s  f ema le
m e m b e r s .  R e c e n t  r e s e a r c h  b y
M o o d l e y ,  B a r n e s  a n d  d e  V i l l i e r s
highlighted the scarcity of women in
practice partnerships and the lack of



The shor tage of  rura l  doctors is
focusing the attention of governments
in countr ies such as South Afr ica.
Canada and Australia on the need to
better match the infrastructure of rural
pract ice wi th the professional  and
p e r s o n a l  n e e d s  o f  t h e  y o u n g e r
generation of doctors, half of whom are
female. Research suggests that women
are less attracted to rural practice as it
is currently structured than men.

in the Rural  Medical  Workforce
Australian data shows that rural practice
continues to attract a lower percentage
o f  f ema les  t han  me t ropo l i t an  o r
provincial practice.Strasser r0 found that
there are significantly fewer female
general practitioners in rural practice
( | 9%) than in suburban general practice
(32%) in theAustralian state ofVictoria,
although a higher proportion of younger
rural doctors are women (43% of those
aged less than 35).rl

Hours
working around 50 hours than female
ru ra l  doc to rs  (  15 .5%) .  r3

The National Rural General Practice
Study conducted in Australia ra found
that the number of hours worked per
week is a more important issue for
women than for men.This is consistent
with the dual role most women doctors
play, that of parent and doctor. Female
rural doctors report that fulfilling the

Rural practice wil l have to become
better at attracting female doctors if
i t is to address the issue of under-
supply of rural practit ioners. Models
for  recru i t ing and reta in ing rura l
p rac t i t i one rs  wh i ch  have  been
developed from the perspective of a
predominantly male workforce wil l
need to be recreated to allow for sex
d i f f e rences  and  i nc reased  fema le
participation.

Ru ra l  doc to rs  wo rk  l onge r  hou rs
than urban doctors.  Austra l ian data
shows  tha t  remo te  a rea  doc to rs
work an average 52-hour week.  In
add i t i on ,  r u ra l  doc to rs  a re  ca l l ed
more of ten when on cal l  12 and th is
h a s  s u b s t a n t i a l  i m p l i c a t i o n s  f o r
doctors who are also'on call '  for their
families. Most rural doctors work 35
to 49 hours a week, with three times
as many male rural doctors (38.6%)

requirements of  both ro les resul ts
in considerable st ress.rs  One of  the
ways to deal  wi th th is  is  to  work
'par t - t ime' ,  def ined by the Austra l ian
M e d i c a l  W o r k f o r c e  A d v i s o r y
Commit tee (AMWAC) as less than
40 hours per week,r6 although thirty-
e ight  hours is  a s tandard fu l l - t ime
work week in most  d isc ip l ines.  In
the UK 26 hours is  considered par t -
t ime.

Gontinuing Professional Development (CPD)

South Africa has recently introduced a
requirement for continuing professional
development among family physicians. I I

Access to CPD is commonly identif ied
as a problem in rural areas,accentuated
fo r  women  because  o f  ch i l dca re
commitments and the lack of attention
paid to this by course organisers.

Tolhurst and colleagues have found that
women, who may work fewer hours in
medicine than their male counterparts,

are sti l l  required to obtain the same
number of CPD points, regardless of
other work they may be doing.re This
means they invest a higher proportion
of their professional t ime in continuing
education than their male colleagues
who may be more heavily invested in a
single professional role (doctor) rather
than the dual role ofdoctor and parent.

Campbell's study found that doctors in
towns wi thout  hospi ta ls  (33% are

w o m e n )  w e r e  s i g n i f i c a n t l y  l e s s
confident about their abil ity to carry
out an identified emergency procedure
than their colleagues in towns with
hosp i t a f  s  (7% a re  women) .  Th i s
indicates an even greater need for CPD
to be del ivered in  a way that  is
accessible to women's work and life
patterns. There is also an identif ied
need for education in areas otherwise
no t  we l l  cove red ,  bu t  wh i ch
communities expect female doctors to

Variety of Practice
The National Rural General Practice
Study also demonstrates that women
place less importance on the abil ity to
uti l ise a range of medical skil ls as an
attractor to rural practice. They rate
access to inpatient care and hospital
facilities as less important than men do.
Campbell 's study, which was conducted
in Victoria, found that women doctors

were  ove r - rep resen ted  i n  t he
workforce of  rura l  towns wi thout
hospi ta ls  and under-represented in
towns with hospitals.rT

lf Campbell's findings can be generalised,
they would indicate that fewer women
general practitioners are involved in in-
hospi ta l  care than men and,  as a

consequence,they may value this less.This
may be pafticularly likely if women are
squeezed out of hospital medicine by the
hierarchical and structured nature of
hosp'nal culture and inflexible rostering and
lack of childcare.Their exclusion may be
an unintended consequence of  the
dominance of the masculine culture in
medicine and in rural practice.
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del iver.  These areas include off ice
gynaecology, counsel ling, family violence
and sexual assault.

Par tners
T h e  N a t i o n a l  R u r a l  G e n e r a l
P r a c t i c e  S t u d y  c o n f i r m e d  t h a t

Several studies have found women
practise medicine differently from men.
20 2t  22 Women pract i t ioners value
psychosocial aspects of medical care,
in particular social and psychological
factors,more than men do.Women are
therefore more l ikely to uti l ise the
b iopsychosoc ia l  r a the r  t han  the
biomedical paradigm in health care.

An Austra l ian study indicated that
women doctors were more influenced
than men in their choice of speciality
by the need for "the opportunity for
holistic care" (86Yo of women and 58%
of men). Another study found that
"...clinician gender has an effect through

T h e  A u s t r a l i a n  g o v e r n m e n t  h a s
responded to the shortage of rural
doctors in part by funding programmes

to encourage rural origin students to
consider  medic ine as a career ,  and
universit ies to support the entry of
rural origin students to medicine. In
f 995 only 7.9% of medical students
w e r e  o f  r u r a l  o r i g i n  a n d  t h e

ProPortion of women among these
students dropped compared wi th
1 9 8 9 .  M o n a s h  U n i v e r s i t y  i s  a n
exception to this trend.Approximately
20% of its medical student intake in
1997 was of rural origin and 22 out of
the 27 first-year rural students are
women. A majority of members of
rural student clubs are women.

ln the Uni ted States medical  schools
committed to training doctors for
rural practice provide an increasing
amount  of  medical  educat ion in  a
rura l  set t ing,  and th is  example is

being fo l lowed in Austra l ia .  In  2000

the clinician-patient relationship and its
outcomes; patient's perceive male and
female doctors differently; and women
patients believe women doctors have
the good qualit ies of both male and
female clinicians, such as assertiveness
and init iative, but also tenderness and
nurturing." 23

Female doctors see more women
patients than men do.They see fewer
pat ients,  have longer consul tat ions
(particularly with female patients) and
deal with more clinical problems per
consultation.2a Britt 2s and Tolhurst 26

confirmed this. They also found that
women doctors do more counsell ing

Attracting the Next Generation to Rural Practice

f ema le  ru ra l  doc to rs  we re  more
conce rned  abou t  oppo r tun i t i es  f o r
t he i r  pa r tne rs  t han  ma le  doc to rs
w e r e ,  a n d  s a t i s f a c t i o n  w i t h
o p p o r t u n i t i e s  f o r  p a r t n e r s  w a s
s t rong l y  l i nked  to  t he  l i ke l i hood  o f
r e m a i n i n g  i n  r u r a l  p r a c t i c e .

Women have their own Work Culture

-2003 i t  is  ant ic ipated that  a l l  medical
facul t ies wi l l  establ ish rura l  c l in ica l
schools.

The Australian government has also
responded to the increased presence
of  women in the student  body by
f u n d i n g  t h e  d e v e l o p m e n t  o f  a n
undergraduate curr icu lum uni t  that
explores issues for women in rural
m e d i c i n e .  T h i s  p r o j e c t  h a s  b e e n
developed at-Monash University as part
of the rural curriculum and has been
taken up by Newcastle University and
the University of Melbourne. In South
Africa the University of Stellenbosch
has introduced a discussion of gender

issues in  medic ine.

The  deve lopmen t  o f  a  cu r r i cu lum
uni t ,  which expands exis t ing norms,
needs to take into account the values
of  the decis ion-makers on medical
c u r r i c u l u m  i n  t h e  d i f f e r e n t

un i ve rs i t i es  and  to  be  ab le  t o  be

E v i d e n c e  s u g g e s t s  t h a t  a  m a l e
doc to r  w i l l  unde r take  Drac t i ce  i n
a n  a r e a  r e g a r d l e s s  o f  w h e t h e r
the re  a re  good  oppo r tun i t i es  f o r
t he i r  pa r tne r .  Fema le  doc to rs  w i l l
a v o i d  t h o s e  a r e a s  t h a t  l a c k
oppo r tun i t i es  f o r  pa r tne rs .

and work wi th v io lence and sexual
assault cases.They do the mental health
work of the community.

According to Strasser, 27 it is strength
of rural practice that the doctor knows
his/ her patients, their families and their
contexts. This strength may intersect
with notions of 'holistic care' in a way
that attracts women to rural practice.
Work by Canadians Rourke, Rourke &
Brown 28 suggests that women and men
might  pract ise medic ine d i f ferent ly
because women are more involved with
the art of medicine,while men are more
captured by the politics,economics and
technology.

presented in a form, which can be
a d v o c a t e d  a n d  s u p p o r t e d  i n  a
compelling way. Rourke and Strasser
2e were talking about the introduction
o f  a  r u r a l  c u r r i c u l u m  w h e n  t h e y
determined:"At all stages this process
shou ld  be  needs -d r i ven ,  ev idence -
based, learner-centred, and outcome-
measured."  Their  comments apply
e q u a l l y  t o  t h e  i n t r o d u c t i o n  o f
c u r r i c u l u m  o n  g e n d e r  i s s u e s  i n
medical  pract ice.

At  Monash Univers i ty  considerat ion
of  gender issues in  medic ine is  now a
part  of  the rura l  curr icu lum in the
second- and sixth-year of study. One
of  the outcomes of  th is  curr icu lum
is to prov ide students wi th tools  to
help them understand what  they are
seeing and exper iencing as men and
women in medic ine,  and to explore
how women and men can combine
t h e i r  p e r s o n a l  l i v e s  w i t h  t h e
chal lenges of  rura l  pract ice.



Women and men Dract ice medic ine
differently, have different preferences
and attractions to rural medicine, and
have different points of intersection
between their personal and professional
l ives. Rural medical practice must be

restructured to attract women if rural
workforce needs are to be met. The
alternative is to continue to attempt to
restructure women to fit rural practice.
This approach is ethically dubious, and
unlikely to succeed.

It seems timely to address these issues
in a deliberate and systematic mannen
rather than continue to work on the
assumption that if women would only
be a bit more l ike men, there would
be no problem.

Summary
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