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Premessa –Definizione 1

Il genere rappresenta una costruzione culturale, la 

i d fi i i i i i di irappresentazione, definizione e incentivazione di comportamenti 

che rivestono il corredo biologico e danno vita allo status di 

uomo / donna 

Il genere è un prodotto della cultura umana e il frutto di unIl genere è un prodotto della cultura umana e il frutto di un 

persistente rinforzo sociale e culturale delle identità: viene 

creato quotidianamente attraverso una serie di interazioni checreato quotidianamente attraverso una serie di interazioni che 

tendono a definire le differenze tra uomini e donne... 

Il genere è un carattere appreso e non innato. Maschi e 

femmine si nasce, uomini e donne si diventa.



Premessa-Definizione 2

Il rapporto tra sesso e genere varia a seconda delle aree geografiche, dei periodi

storici, delle culture di appartenenza. I concetti di maschilità e femminilità sono

concetti dinamici che devono essere storicizzati e contestualizzati. Ogni società

definisce quali valori additare alle varie identità di genere, in cosa consiste essere

uomo o donna. Maschilità e femminilità sono quindi concetti relativi.

Il concetto di genere è stato introdotto ufficialmente nel discorso scientifico

dall'antropologa Gayle Rubin nel suo The Traffic in Women (Lo scambio delle

donne) del 1975. La studiosa parla di un sex-gender system in cui il dato biologico

viene trasformato in un sistema binario asimmetrico in cui il maschile occupa una

posizione privilegiata rispetto al femminile, al quale è legato da strette connessioni

da cui entrambi ne derivano una reciproca definizione.
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...Al di là del mito

Nell’Iliade Agamede, figlia del re degli Epei era
medico sul campo di battaglia nella piana di Troia emedico sul campo di battaglia nella piana di Troia e
“sapeva di tutte le medicine che sono cresciute nella
vasta terra” (XI, 740)( , )

Nell’Odissea Omero racconta che Elena di Troia
aveva studiato medicina in Egitto con Polidamna il cuiaveva studiato medicina in Egitto con Polidamna il cui
nome significava sottomettitrice di molti mali (IV,
219)

Igea era la dea Greca della salute e i suoi templi,
assieme a quelli della sorella Panacea, furono
probabilmente luoghi di cura dove le donne
svolgevano la professione medica

Da: “Donne di Medicina- G. Vicarelli



...

In Grecia dove pur esistevano donne medico e chirurgo in
quasi tutte le città una legge ateniese del IV sec a C proibìquasi tutte le città, una legge ateniese del IV sec a.C. proibì
loro “sotto pena di morte di studiare o praticare la medicina e
la farmacologia...nel tempo in cui tale legge fu operante
morirono di parto e di malattie intime poichè il pudore
impediva loro di permettere a un uomo sia di farle partorire
che di c a leche di curarle

A Roma, dove secondo gli storici, la scienza medica ebbe un
minor sviluppo autoctono molte erano le donne che “ purminor sviluppo autoctono, molte erano le donne che pur
occupandosi di gravidanze, parti aborti o malattie femminili,
andarono ben oltre il campo dell’ostetricia descrivendo eandarono ben oltre il campo dell ostetricia descrivendo e
trovando rimedi per tutti i mali dell’uomo

Da: “Donne di Medicina- G. Vicarelli



...

Nel medioevo è nei santuari, negli ospizi, nelle
infermierie monastiche oltre che nei lebbrosari che si
preservano spazi di assistenza e di cura affidati alle
donne. Nonostante ciò con il passare dei secoli ilp
lavoro delle mammane e delle guaritrici erano
considerate far parte di stregoneriep g

Da: “Donne di Medicina- G. Vicarelli



...

E’ solo con la fine dell’800 che inizia un faticoso
itinerario di inclusione delle donne nella praticaitinerario di inclusione delle donne nella pratica
medica

In Italia nel 1888 una legge sanitaria disciplina laIn Italia nel 1888 una legge sanitaria disciplina la
professione e le modalità di accesso per la pratica di
ostetriciaostetricia

Nello stesso periodo in cui si definisce e si
cristalizza , in posizione subordinata ed ancillare la
figura santiaria femminile, si laureano le prime donne
medico le quali danno vita nel 1919 alla Medical
Women’s International association che troverà eco in
molti paesi europei ed anglosassoni

Da: “Donne di Medicina- G. Vicarelli



Numero degli esercenti la professione medica nei censimenti italiani dal 1881 al Numero degli esercenti la professione medica nei censimenti italiani dal 1881 al 
1991 per distribuzione territoriale e sesso1991 per distribuzione territoriale e sesso

1881 1911 1921 1931 1936

Medici 18.950 23.361 29.327 32.950 33.079

No d 7 372 9 003 12 246 14 213 14 638Nord 7.372 9.003 12.246 14.213 14.638

Centro 3.148 3.928 5.060 6.556 7.035

Sud 8.430 10.430 12.021 12.182 11.406

Donne 2 83 613 795 876Donne 2 83 613 795 876

Nord 1 38 340 426 455

Centro 0 13 139 195 217

Sud 1 32 134 174 204

1951 1961 1971 1981 1991

Medici 51.299 75.828 86.100 149.896 184.867

Nord 23.038 34.112 38.054 65.866 86.358

Centro 10.582 16.745 20.152 34.299 39.857

Sud 17.689 24.971 27.884 49.731 58.562

Donne 1 556 3 744 7 565 26 549 43 129Donne 1.556 3.744 7.565 26.549 43.129

Nord 831 2.004 4.213 12.853 21.752

Centro 390 913 1.730 6.595 9.371

Sud 355 827 1.622 7.101 12.006

Fonte: A. Cammelli e A.Di Francia (1996) - “Donne di Medicina”, G. Vicarelli



...numeri

A meta’ degli anni Settanta le donne sono un g

terzo degli iscritti alle facolta’ di medicina e il 

20 % dei laureati.

Oggi tra gli iscritti a medicina il rapporto 

maschi:femmine è di 1:2 



Da: Il giornale della Previdenza dei Medici edegli Odontoiatri. N° 2 2009



ITALIA

Iscritti all'albo dei medici distinti per fasce di età e sesso

60 000

50.000

60.000

40.000

20.000

30.000 Uomini

Donne

10.000

0

<25 25‐29 30‐34 35‐39 40‐44 45‐49 50‐54 55‐59 60‐64 65‐69 >70



INGHILTERRA



BMJ,  Vol 338 13 june 2009  

The Lancet, Vol 373 June 13, 2009

Il Ministero della salute crea un forum per le donne che lavorano nel Servizio sanitario 
nazionale

Per ascoltare le protagoniste e discutere dei problemi e delle prospettive della sanità pubblicap g p p p p

www.ministerosalute.it



When Most Doctors Are Women: What Lies Ahead?
Wendy Levinson and Nicole Lurie

The profession of medicine is becoming feminized. The number of women enrolled p g
in medical school and residency programs has increased dramatically over the past 
several decades. Some researchers have examined how women are faring in the 
profession, but few have considered how feminization of the profession will affectprofession, but few have considered how feminization of the profession will affect 
patient care and health care systems, as well as the profession itself. We predict 
that notable changes may emerge in 4 domains:

h h l h• the patient–physician relationship, 

• the local delivery of care, 

the societal delivery of care• the societal delivery of care, 

• the medical profession itself. 

We also consider the potential positive and negative consequences of aWe also consider the potential positive and negative consequences of a 
predominantly female physician workforce on these domains.

Ann Intern Med. 2004;141:471-474.



Medicine is not gender-neutral: influence of 
physician sex on medical care

- Many studies have shown that men and women differ in communication styles.
The question is whether these differences also play a role during medical
consultationconsultation.

– Potential differences between male and female physicians that have been 
investigated, are differences in doctor-patient communication, the diagnostic g , p , g
process and treatment.

– The communication style of female physicians is more patientoriented than that 
of male physicians.

– Male and female physicians differ in their use of additional tests;notably, 
intimate examinations such as prostatic or vaginal examinations are performedintimate examinations, such as prostatic or vaginal examinations,are performed 
less frequently for patients of the opposite sex.

A.L.M.Lagro-Janssen. Medical Education: 2007; 41: 39–49



Medicine is not gender-neutral: influence of 
physician sex on medical care

– Male physicians prescribe medication more frequently; notably sedatives are
prescribed more often by male physicians to female patients.

– Therefore, whether medical care is provided by a male or a female physician 
makes a difference: the professional role of the physician is not gender-neutral. 
Within the medical profession male and female medical students are socialisedWithin the medical profession, male and female medical students are socialised 
differently, and professional socialisation does not overcome differences in gender 
roles.

– Patients are generally more satisfied with female physicians than male 
physicians.

– Knowledge of and insight into these processes is essential for improving the 
quality of care.

A.L.M.Lagro-Janssen. Medical Education: 2007; 41: 39–49



Physician Gender Effects in Medical Communication: A y
Meta-analytic Review
D. L. Roter; J. A. Hall; Y. Aoki. 2002

Objective To systematically review and quantify the effect of physician gender on 
communication during medical visits.

S d S l i S di i i i d hStudy Selection Studies using a communication data source, such as 
audiotape,videotape, or direct observation, and large national or regional studies 
in which physician report was used to establish length of visit, were identified 
th h bibli hi d t i d h T t th b ti lthrough bibliographic and computerized searches. Twenty-three observational 
studies and 3 large physician-report studies reported in 29 publications met 
inclusion criteria and were rated.

Data Synthesis Female physicians engage in significantly more active partnership 
behaviors, positive talk, psychosocial counseling, psychosocial question asking, 
and emotionally focused talk. There were no gender differences evident in the 

li f bi di l i f i i i i l iamount,quality, or manner of biomedical information giving or social conversation. 
Medical visits with female physicians are, on average, 2 minutes (10%) longer 
than those with male physicians. Obstetrics and gynecology may present a 
diff t tt th th t f i ith l h i i d t tidifferent pattern than that of primary care, with male physicians demonstrating 
higher levels of emotionally focused talk than their female colleagues



Medical Education: 2007; 41: 39–49



Conclusions Female primary care physicians engage in more 

communication that can be considered patient centered and p

have longer visits than their male colleagues. Limited studies 

exist outside of primary care and gender-related practiceexist outside of primary care, and gender related practice 

patterns in some subspecialties may differ from those evident 

in primary carein primary care.



Effects of Physician Gender on Patient
SatisfactionSatisfaction
K.D. Bertakis,P.Franks,R.Azari JAMWA. 2003





Effects of Physician Gender on Patient
SatisfactionSatisfaction
K.D. Bertakis,P.Franks,R.Azari



Does Physician Gender Affect Satisfaction of 
Men and Women Visiting the Emergency 
Department?
KP. Derose,RD. Hays, DF. McCaffrey, DW. Baker.

OBJECTIVE: To assess the association of physician gender with patient ratings ofOBJECTIVE: To assess the association of physician gender with patient ratings of 

physician care. 

DESIGN: Interviewer-administered survey and follow-up interviews 1 week afterDESIGN: Interviewer administered survey and follow up interviews 1 week after 

emergency department (ED) visit. 

SETTING: Public hospital ED. p

PATIENTS/PARTICIPANTS: English- and Spanish-speaking adults presenting for 

care of nonemergent problems; of 852 patients interviewed in the ED who were 

eligible for follow-up, 727 (85%) completed a second interview. 

J GEN INTERN MED 2001;16:218±226



MEASUREMENTS AND MAIN RESULTS: We conducted separate ordered 
logistic regressions for women and men to determine the unique association 
of physician gender with patient ratings of 5 interpersonal aspects of care, 
their trust of the physician, and their overall ratings of the physician, 
controlling for patient age, health status, language and interpreter status, g g g g
literacy level, and expected satisfaction. Female patients trusted female 
physicians more (P =.003) than male physicians and rated female physicians 
more positively on the amount of time spent (P =.01), on concern shown (Pmore positively on the amount of time spent (P .01), on concern shown (P 
=.04), and overall (P =.03). Differences in ratings by female patients of 
male and female physicians in terms of friendliness (P =.13), respect shown 
(P = 74) and the extent to which the physician made them feel comfortable(P =.74), and the extent to which the physician made them feel comfortable 
(P =.10) did not differ significantly. Male patients rated male and female 
physicians similarly on all dimensions of care (overall, P =.74; friendliness, P 

75; time spent P 30; concern shown P 62; making them feel=.75; time spent, P =.30; concern shown, P =.62; making them feel 
comfortable, P =.75; respect shown, P =.13; trust, P =.92). 
CONCLUSIONS: Having a female physician was positively associated with 

' ti f ti b t h i i d t i t d ith 'women's satisfaction, but physician gender was not associated with men's 
satisfaction. Further studies are needed to identify reasons for physician 
gender differences in interpersonal care delivered to women. 

J GEN INTERN MED 2001;16:218±226



Physician gender is associated with the 
quality of type 2 diabetes carequality of type 2 diabetes care
H. K. Berthold, I. Gouni-Berthold, K. P. Bestehorn, M. Bo, W. Krone

Objectives:

To investigate 
the influence of 
physician 
gender ongender on 
quality of care 
in patients with p
type 2 diabetes.



R lt Th ti t f f l h i i ftResults. The patients of female physicians were more often women, more 
obese, older and had more often atherosclerotic disease (34% in the total 
cohort). The patients of female physicians more often reached target values in ) p p y g
glycaemic control (HbA1c < 6.5%; OR 1.14; 1.05–1.24, P = 0.002), blood 
lipoproteins (LDLC < 100 mg dL)1; OR 1.16; 1.06–1.27, P = 0.002),and blood 
pressure (systolic values < 130 mmHg; OR 1 11; 1 02 1 22 P = 0 018) Theypressure (systolic values < 130 mmHg; OR 1.11; 1.02–1.22, P = 0.018). They 
were more likely to receive antihypertensive drug therapy in general (OR 1.35; 
1.24–1.46, P < 0.0001) and angiotensin converting enzyme (ACE) inhibitors in 
particular (OR 1.17; 1.09–1.25, P < 0.0001). The patients of female physicians 
less often performed glucose self-monitoring (OR 0.83; 0.76–0.91, P < 0.0001) 
and less often received oral hypoglycaemic agents (OR 0.88;0.82–0.95, P =and less often received oral hypoglycaemic agents (OR 0.88;0.82 0.95, P  
0.001)

Conclusions. Physician gender influences quality of care in patients with type 2 
diabetes. Female physicians provide an overall better quality of care, especially in 
prognostically important risk management.

J Intern Med 2008; 264: 340–350.



Influence of gender of physicians and patients 
on guideline recommended treatment ofon guideline-recommended treatment of 
chronic heart failure in a cross-sectional study
M Baumha U Mu M BoM. Baumha, U. Mu, M. Bo

Aims Clinical outcomes of patients with chronic heart failure (CHF) have improved, but 
evidence-based treatment appears to be imbalanced depending on patients’ and physicians’ 
gender. We aimed to determine the interactions of gender with medical treatment of CHF.

Methods and results Consecutive patients with CHF (n ¼ 1857) were evaluated regarding 
biditi N Y k H t A i ti l ifi ti t di l t t t dco-morbidities, New York Heart Association classification, current medical treatment, and 

dosage of angiotensin-converting enzyme-inhibitors (ACE-Is) and betablockers. Gender of 
patients and treating physicians was recorded. Baseline characteristics of patients and 
physicians were comparable for males and females. Female patients were less frequentlyphysicians were comparable for males and females. Female patients were less frequently 
treated with ACE-Is, angiotensinreceptor blockers, or beta-blockers. Achieved doses were 
lower in female compared with male patients. Guideline-recommended drug use and 
achieved target doses tended to be higher in patients treated by female physicians. There 

diff t t t t f l f l ti t b f l h i i h lwas no different treatment for male or female patients by female physicians, whereas male 
physicians used significantly less medication and lower doses in female patients. In 
multivariable analysis, female gender of physicians was an independent predictor of use of 
beta-blockers.beta blockers.

European Journal of Heart Failure (2009) 11, 299–303



Influence of gender of physicians and patients on 
guideline-recommended treatment of chronic heartguideline recommended treatment of chronic heart 
failure in a cross-sectional study
M. Baumha, U. Mu, M. Bo

European Journal of Heart Failure (2009) 11, 299–303



Europeaan Journal oof H
eart Faiailure (2009)9) 11, 299–3303



Conclusion Treatment of CHF is influencedConclusion Treatment of CHF is influenced 
by patients’, but also physicians’ gender with 
regard to evidenced-based drugs and theirregard to evidenced-based drugs and their 
dosage. Physicians should be aware of this 

bl i d t id d l t dproblem in order to avoid gender-related 
treatment imbalances.

European Journal of Heart Failure (2009) 11, 299–303



Sex Differences in Cardiac 
Catheterization: The Role of PhysicianCatheterization: The Role of Physician 
Gender
S S Rathore; J Chen; Y Wang; et alS.S. Rathore; J.Chen; Y.Wang; et al.

Objective: To determine whether sex differences in cardiac 

catheterization after AMI were greater when patients were treated by male 

attending physicians compared with female attending physicians.

Main Outcome Measure: Use of cardiac catheterization within 60Main Outcome Measure: Use of cardiac catheterization within 60 

days of admission,compared between the 4 groups of patient sex–physician 

sex combinationssex combinations.

JAMA. 2001;286(22):2849-2856



Results Women underwent fewer cardiac catheterizations than men when 
treated by either male physicians (38 6% vs 50 8%; P= 001) or femaletreated by either male physicians (38.6% vs 50.8%; P=.001) or female 
physicians (34.8% vs 45.8%; P=.001). Sex differences in procedure use 
were not greater when a patient and physician were of different sexes (P for 
interaction=.85). After potential  confounders in multivariable analysis were 
accounted for, women were less likely to undergo cardiac catheterization 
(risk ratio 0 90 [95% confidence interval {CI} 0 88-0 92]) regardless of(risk ratio, 0.90 [95% confidence interval {CI}, 0.88 0.92]), regardless of 
the treating physician’s sex. Patients treated by male physicianswere more 
likely to undergo cardiac catheterization (risk ratio, 1.06 [95%CI, 1.02-
1.10]) than those treated by female physicians, regardless of patient sex.

Conclusions Women who have had an AMI undergo a cardiac 
catheterization less often than men, whether treated by a male or female 
physician These results suggest that factors other than sexual bias by malephysician. These results suggest that factors other than sexual bias by male 
physicians toward women account for sex differences in cardiac procedure 
use.

JAMA. 2001;286(22):2849-2856



Women patients’ preference for women 
physicians is a barrier to colon cancer screeningphysicians is a barrier to colon cancer screening
S.B. Menees, J.M. Inadomi, S. Korsnes, G.H. Elta

Background: The preference of women patients for women physicians has 
been shown in many specialties.Women patients awaiting a lowerbeen shown in many specialties.Women patients awaiting a lower 
endoscopy have been shown to have a preference for women 
endoscopists.The reasons for this preference and the strength of this 
preference have not been studied in the primary care setting.

Methods: A questionnaire was given to female patients who were waiting 
for primary care appointments at 4 offices. Patients reported 
sociodemographic characteristics, experiences with colorectal cancer (CRC), 
barriers to CRC screening gender preference of their physician thebarriers to CRC screening, gender preference of their physician, the 
significance, and reasons for this preference.

Gastrointest Endosc 2005;62:219-23



Gastrointest Endosc 2005;62:219-23



Conclusions: 

Women patients frequently prefer a woman endoscopist, and this preference is 

reported as being strong enough to delay the procedure and to incur personal 

expense. It is an absolute barrier to endoscopy according to 5% in this subset 

of women surveyed. Interventions must be made in the primary care setting to 

address this issue and to increase the participation of women patients in CRC

Gastrointest Endosc 2005;62:219-23

address this issue and to increase the participation of women patients in CRC 

screening.



Do Women Prefer Care From Female or Male 
Obstetrician-Gynecologists? A Study of Patient Gender 
P fPreference
A.M. Johnson, P.F. Schnatz, A.M. Kelsey, C. M. Ohannessian

Objective: 

To determine whether men should be encouraged to enter the medical specialty ofTo determine whether men should be encouraged to enter the medical specialty of 
obstetrics and gynecology

Results:Results: 

The majority of patients (66.6%) had no gender bias when selecting an 
obstetrician-gynecologist, and an even larger majority (198, 80.8%) felt that 
h i i d d t i fl lit f Th t ti ti lphysician gender does not influence quality of care. There was no statistical 

difference in patient satisfaction based on physician sex. Respondents self-
reporting gender bias rarely selected  obstetriciangynecologists based solely on 
this factor and frequently choose physicians of the sex that was not their indicatedthis factor and frequently choose physicians of the sex that was not their indicated 
preference, suggesting that several factors other than gender preference are more 
important in physician selection 

JAOA • Vol 105 • No 8 • August 2005
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Conclusions: The majority of women surveyed didConclusions: The majority of women surveyed did 
not select their obstetrician-gynecologists based 
solely on physician gender Although a smallsolely on physician gender. Although a small 
percentage of survey respondents did indicate a 
gender preference it rarely influenced physiciangender preference, it rarely influenced physician 
selection and was only a minor consideration when 
compared with other desirable physician attributescompared with other desirable physician attributes.

JAOA • Vol 105 • No 8 • August 2005



Women in medicine - is there a problem? 
A literature review of the changing g g
gender composition, structures and 
occupational cultures in medicineoccupational cultures in medicine
S.Kilminster, J.Downes, B.Gough, D.Murdoch-
Eaton T RobertsEaton,T.Roberts

Medical Education: 2007; 41: 39–49



Women in medicine-is there a problem? A literature review of the changing gender 
composition, structures and  occupational cultures in medicine. Medical Education: 2007



Conclusioni

La storia ha da sempre riconosciuto il ruolo ufficiale
dell’uomo nell’ambito della medicina, nonostante da
sempre le donne siano state guaritrici, chirurghe,p g , g ,
levatrici.

Nel corso degli anni il ruolo dominante del medicoNel corso degli anni il ruolo dominante del medico
uomo è andato via via ridimensionandosi con il

t i t d l di dcrescente incremento del numero di donne.

Le donne, seppur con grande difficoltà, hanno, pp g ,
quindi abbandonato il loro ruolo di “vestali”, figure
di sostegno in una medicina largamente declinata aldi sostegno in una medicina largamente declinata al
maschile, per indossare quello delle “emacipate”.



Conclusioni

Se ammettiamo la presenza del “genere” nel senso piùSe ammettiamo la presenza del genere , nel senso più
ampio del termine, è lecito, anzi doveroso chiedersi se
esiste una differenza di genere nella professione medica.g p

La storia e molti studi di letteratura, seppur con tutte le, pp
limitazioni metodologiche e scientifiche in merito
propederebbero per una risposta affermativa, ma gli effetti
di questo cambiamento che è in atto sono ancoradi questo cambiamento, che è in atto, sono ancora
probabilmente poco analizzati , poco evidenti per essere
compresi, o troppo complessi per riuscire a trovare una
i t d fi itirisposta definitiva



‘Medicine is not only a science, but
also the art of letting o r o n indi id alitalso the art of letting our own individuality

interact with the individualityy
of the patient.’ 

(Albert Schweitzer)( )


