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ABSTRACT

Hormone replacement therapy (HRT) is a major issue confronting millions of women today,
and general internal medicine and family practice physicians are an important source of in-
formation and counseling on this issue. Previous studies have suggested that HRT discussion
and prescribing are more frequent with female than with male physicians, but others have
suggested age and practice setting may be the reason for observed differences. We attempted
to determine if physician gender influenced HRT discussion frequency between physicians
and their patients using cross-sectional, secondary analysis of data collected at general inter-
nal medicine and family practice clinics at the University of New Mexico Health Sciences
Center. Twenty-seven family practice and internal medicine resident physicians (15 female,
12 male) participated. There were 127 female patients age 45 and older. Audio-taped obser-
vations of patient-physician visits collected during 1995 for a study on patient-physician com-
munication and patient satisfaction were used. There was less frequent discussion with fe-
male than male physicians (OR 5 0.42, p 5 0.0014). HRT was discussed during 51 visits.
Patients initiated HRT discussion in 39.2% of visits in which it was discussed. Patients with
diabetes were less likely to discuss HRT (OR 5 0.25, p 5 0.0122). Increasing year of physician
residency was associated with decreased discussion of HRT (OR 5 0.51, p , 0.0001). In this
health sciences center, with physicians similar in age and training, male physicians discussed
HRT significantly more often than did female physicians.
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INTRODUCTION

HORMONE REPLACEMENT THERAPY (HRT) is a
major issue confronting millions of women

today. By the year 2005, it is estimated that there
will be more than 32 million women between the
ages of 44 and 65.1 Physicians have been found
to be an important and primary source of infor-

mation about menopause and HRT for women.2–7

Several medical organizations have published
guidelines concerning HRT use, with the recom-
mendation that all women should be counseled
about the risks and benefits.8–10 The importance
of this issue is underscored by the addition of a
measure concerning management of menopause
(MoM) counseling to the Health Plan Employer

1University of Michigan, College of Pharmacy, Ann Arbor, Michigan.
2University of North Carolina at Chapel Hill, School of Pharmacy, Chapel Hill, North Carolina.
3University of New Mexico, School of Medicine, Albuquerque, New Mexico.
Data were collected at the University of New Mexico, General Medicine and Family Practice Clinics during 1995.
This work was supported by funding from Wyeth-Ayerst Pharmaceuticals, Protocol 0713X1-990, secondary analy-

sis of existing data, and Bayer Institute for Health Communication (grant number not applicable, primary data col-
lection).



Data and Information Set (HEDIS) for the year
2000.11 Internal medicine and family practice
physicians are especially important in the area of
HRT counseling. In a 1988 survey, 58% of in-
ternists, compared with only 8% of gynecologists,
reported the majority of their female patients
were older than 50 years of age.12 Data from the
1993 and 1994 National Ambulatory Medical
Care Surveys (NAMCS) also suggest that the ma-
jority of medical visits of women older than 40
years of age are to general internal medicine and
family practice physicians, with 41% to general
internists, 28% to family physicians, 18% to gen-
eral practitioners, and only 12% to obstetri-
cian/gynecologists.13

Some studies have suggested that menopausal
patients are more likely to be prescribed HRT by
female physicians than by male physicians.12,14 If
HRT prescribing does vary with physician gen-
der, it is important to understand why. Knowl-
edge about the underlying process will enhance
the ability of healthcare providers to take appro-
priate action and to provide effective care. Green-
dale et al.12 found that patients with female physi-
cians were 11 times more likely to be prescribed
HRT than patients with male physicians in a study
that included general internists and gynecologists.
Seto et al.,14 in a study with primarily general in-
ternal medicine physicians, found that patients
with female physicians received HRT 45% of the
time versus 23% of patients with male physicians
(p , 0.001). They also found, based on survey re-
sults, that primary care physicians were more
likely to initiate discussion concerning HRT than
other physicians or than patients themselves and
that female physicians were more likely to initi-
ate discussion than were male physicians. Lacroix
et al.15 have suggested that the differences seen in
the Seto et al. study14 may have been related to
the region of the country and practice setting
rather than to the gender of the physician. A sur-
vey by Ghali et al.16 found that although HRT pre-
scribing was similar between male and female
physicians, female physicians appeared to spend
more time discussing menopausal issues with
their patients. This was assessed by physician
awareness of patient attitudes (attitudinal mis-
match , p 5 0.03). Berman et al.17 found that de-
creased compliance with HRT (odds ratio [OR]
1.3, 95% confidence interval [CI] 0.99–1.6) was as-
sociated with having a male physician. Variables
in the Berman et al. study were determined
through prescription and insurance claims data-

bases. Although they mention the idea of “lack of
rapport” as a possible contributor to decreased
HRT adherence, they did not specifically attribute
this to physician gender.17

Physician gender has been found to differ in
regard to other gender-congruent preventive care
rates as well. Using claims data with a group of
24,713 women, Lurie et al.18 found that patients
of female internal medicine and family practice
physicians were more likely to receive a Pap
smear (OR 2.14, 95% CI 1.83-2.51) or a mammo-
gram (OR 1.50, 95% CI 1.29-1.76). Franks and
Clancy,19 using data from the 1987 National Med-
ical Expenditure Survey, found lower rates of
gender-congruent screening tests, such as Pap
tests (risk ratio [RR] 0.61, 95% CI 0.38-0.99) and
mammograms (RR 0.63, 95% CI 0.46-0.86), with
male physicians, although there was not a sig-
nificant difference for breast examinations and no
difference in the use of blood pressure screening.
They suggested that physician age or patient dif-
ferences might account for the observed effects.

Therefore, this study examined initiation of
discussion about the topic of HRT between physi-
cians and patients, with physicians having com-
parable levels of training and age. An important
difference between this and previous studies is
that the current study was based on actual taped
observations of patient-physician visits. We hy-
pothesized that there would be more frequent
discussion concerning HRT between female
physicians and their patients than between male
physicians and their patients. We also hypothe-
sized that female physicians would initiate HRT
discussion more frequently than male physicians
and that patients would be more likely to initiate
discussion with a female physician than with a
male physician.

Several other factors previously have been
found to have an influence on HRT use or on pa-
tient-physician communication. Increasing pa-
tient age has been associated with decreased HRT
use,20,21 whereas increasing educational levels
have been associated with greater HRT use.20,22

Several recent studies suggest that women with
diabetes use HRT less often than do women with-
out diabetes.13,23,24 It has been recommended that
HRT be discussed with women who have expe-
rienced signs or symptoms of estrogen defi-
ciency,9 which can begin during perimeno-
pause.25 Because the age for natural menopause
and perimenopause varies, it is possible that not
all women in the sample will have hypoestro-
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genism.26 Therefore, presence or absence of per-
imenopause or menopause was included in the
study, as this could influence discussion. A diag-
nosis of hysterectomy previously has been asso-
ciated with higher rates of HRT use.20 Non-His-
panic white women were found to be more likely
to use HRT than Hispanic women.21 Therefore,
these factors were also examined in this study. 

MATERIALS AND METHODS

Study design

This was a cross-sectional, secondary analysis
of transcripts and audiotaped observations of pa-
tient-physician visits collected during 1995.

Study site

The data for this study were collected at the
University of New Mexico Health Sciences Cen-
ter’s general medicine and family practice clinics
during 1995. Both of these clinics serve a large
population of Hispanic, uninsured, and indigent
patients. More than 95% of patients, including the
uninsured and indigent, could receive prescrip-
tions for a low nominal fee. Bilingual research as-
sistants recruited patients and physicians. Both
patients and physicians completed consent forms
available in English and Spanish. These forms al-
lowed the audiotaped visits, medical records, and
questionnaires to be reviewed and used to study
patient-physician communication.

Dataset

The data were originally collected for a study
examining physician-patient communication and
patient satisfaction and were not previously used
to examine HRT discussion. The existing dataset
included transcripts of audiotaped patient-physi-
cian interviews, medical records, and information
from questionnaires.

Physicians

The physician sample was a convenience sam-
ple. Twenty-seven resident physicians were in-
cluded in the original study, including 16 from
the general medicine clinic and 11 from the fam-
ily practice clinic. All resident physicians in the
two clinics were randomly selected to participate,
and of the physicians who were approached, 90%

agreed to participate in the study. Those who did
not agree to participate were not significantly dif-
ferent in terms of gender, ethnicity, age, year in
residency program, or specialty from those who
did agree to participate.

Patients

The patient sample was a convenience sample.
All the eligible patients of each participating
physician were recruited at all the physicians’
scheduled clinic times. In almost all cases, a pa-
tient was assigned to a resident physician for the
entire time the physician was in his or her resi-
dency program unless the patient wanted to
change physicians. Original patient inclusion cri-
teria were (1) 18 years of age or older, (2) gave
full voluntary consent for study participation,
and (3) able to communicate fluently in English
or Spanish. Each patient was included only once.
Seventy-nine percent of the approached patients
agreed to participate in the study. There were 427
male and female patients in the original study.
Patients who refused to participate did not differ
significantly in terms of gender, ethnicity, age, or
reason for clinic visit. The subset of the patients
included in this study were (1) female, (2) $age
45, and (3) non-Hispanic white or Hispanic. A
lower age limit of 45 was selected to maximize
the number of HRT discussions observed while
minimizing visits with women for whom HRT
would not be relevant. Patients who classified
themselves as other than Hispanic or non-His-
panic white were excluded because of low sam-
ple representation. Patients with a record of a ta-
moxifen prescription or a diagnosis of breast
cancer were excluded because breast cancer is of-
ten considered a contraindication to HRT.27 All
patients from the original study meeting the cri-
teria for this study were included. There were 130
female Hispanic or non-Hispanic patients aged
$45 in the study sample.

Measurement

Patient and physician demographic character-
istics were determined from questionnaire data.
Patient and physician gender were measured as
dichotomous variables. Patient ethnicity was self-
determined and measured as a dichotomous vari-
able (Hispanic or non-Hispanic white). Patient
age was measured in years as a continuous vari-
able, as was years of schooling completed. Physi-
cian age was a continuous variable. Medical 
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diagnoses were diabetes, menopause or peri-
menopause, and hysterectomy and were each
measured as dichotomous variables. They were
measured as Yes if the diagnosis was listed any-
where in the patient’s medical chart up to and in-
cluding the day of the patient-physician visit.

HRT discussion was determined through con-
tent analysis of the patient-physician visit tran-
scripts. Several transcriptionists transcribed the
audiotapes in English or in Spanish or both as
spoken during the patient-physician visit. All the
tapes were then reviewed by either the investi-
gators of this study or one of two Spanish-speak-
ing assistants in order to identify and correct er-
rors and to ensure accuracy. Trained research
assistants, one of whom was a fluent Spanish
speaker, coded the transcripts using a coding tool
developed by the principal investigator. HRT dis-
cussion included statements or questions by ei-
ther the patient or the physician about HRT but
excluded conversation related simply to identi-
fying what medications the patient was taking.
For example, it did not include simply naming an
HRT drug in response to a question, such as
“What medicines are you taking now?” Previous
studies have not provided a clear definition of the
term HRT discussion, and it is possible that some
respondents could have interpreted this term dif-
ferently.3,14 HRT discussion was measured as a
dichotomous variable, either Yes or No. When
HRT was discussed, who initiated discussion was
classified as a dichotomous variable, physician or
patient.

Twenty-nine transcripts were randomly se-
lected to assess intercoder reliability. Cohen’s
kappa was used for the nominal variables of
whether or not HRT was discussed and, when
HRT was discussed, who initiated HRT discus-
sion. Cohen’s kappa for HRT discussed was
0.861. Cohen’s kappa for who initiated discussion
was 0.882. Kappa values .0.75 are considered ex-
cellent; values from 0.40 to 0.75 are considered
good.28

Data analysis

The unit of analysis was the patient-physician
visit. There were 130 visits with female patients
age $45. Data were missing for three visits. This
resulted in a final sample size of 127 visits, each
with a different patient. First, descriptive statis-
tics were calculated for the patient and physician
demographic characteristics, using SPSS 9.0.0 for

Windows, standard version (SPSS, Inc., Chicago,
IL). Then, bivariate relationships between the in-
dependent variables were explored. Chi-square
tests, t tests, and Pearson’s correlation coefficients
were calculated for the relationships between the
independent variables and between the indepen-
dent and dependent variables. The chi-square test
was used to examine the relationship between
physician gender and who introduced the subject
of HRT.

Hierarchical modeling was used to predict the
relationship between HRT discussion and the pa-
tient and physician variables. Patient demo-
graphic and medical history variables and physi-
cian gender were entered into a generalized
estimating equation (GEE) logistic regression
model, using SAS version 6.12 TS060 (SAS Insti-
tute, Inc., Cary, NC), in order to estimate the hi-
erarchical model. Hierarchical modeling accounts
for patient nesting within physician, by adjusting
the standard errors of the regression coeffi-
cients.29,30

Results

Patients ranged in age from 45 through 83. There
were 78 Hispanic patients, 61.4% of the study sam-
ple. Patients with diabetes comprised 29.1% of the
sample. The prevalence of non-insulin dependent
diabetes (NIDD) is 2–3 times higher among Mex-
ican Americans than it is in non-Hispanic whites.31

Approximately 82% of the patients had a diagno-
sis of menopause or hysterectomy, with 46.5%
having a diagnosis of hysterectomy and 60.6%
with a diagnosis of menopause/perimenopause
recorded in the medical chart. Table 1 shows pa-
tient characteristics.

There were 27 physicians in the current study,
44.4% male and 55.6% female. The mean age of
the physicians was 31.2 years, varying from 26 to
39 years. Fifty-nine percent of the physicians
practiced in the general medicine clinic, and 41%
were in the family practice clinic. There was no
significant difference in the ages and genders of
the physicians between or within clinics.

With each patient having a single visit, the
number of audiotaped visits with each physician
varied from 1 to 11, with the mean number of vis-
its per physician being 4.85. There was no signif-
icant difference in the number of visits between
male and female physicians, although the mean
number of visits with female physicians was
slightly higher (5.07) than with male physicians
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(4.58). There was no significant difference in the
number of visits between the two clinics, with a
mean of 4.5 visits per physician in the general in-
ternal medicine clinic and a mean of 5.36 visits in
the family practice clinic.

HRT was discussed with 27 physicians, 15 fe-
male and 12 male, during 51 visits. It is impor-
tant to note that guidelines suggest that HRT be
discussed with all women at some point but not
necessarily during each visit. Additionally, not all
women in the sample were menopausal. There-
fore, it was not expected that HRT would be dis-

cussed during all visits. Table 1 also presents the
patient and physician characteristics during vis-
its in which HRT was discussed. HRT was dis-
cussed during 35.6% of visits with female physi-
cians and during 46.2% of visits with male
physicians. Overall, the patient introduced the
subject of HRT 20 times, 39.2% of the time. Chi-
square analysis of the association between physi-
cian gender and who initiated HRT discussion
found no significant difference (Table 2).

Interestingly, HRT was discussed significantly
less during visits with patients with diabetes
(27.0%) than with patients without diabetes
(45.6%) (Pearson chi-square = 3.75, p 5 0.053). As
expected, HRT was discussed more often with 
patients who had a recorded diagnosis of
menopause (49.4%) than it was discussed with
patients without a recorded diagnosis of meno-
pause (26.0%) (Pearson chi-square 5 6.9, p 5
0.009). HRT was discussed during 50.8% of visits
with a recorded diagnosis of hysterectomy and
during only 30.9% of visits without such a diag-
nosis (Pearson chi-square 5 5.24, p 5 0.022).
There were no significant differences found in the
relationships between HRT discussion and the
variables of ethnicity, age group, educational
level, or year of physician residency.

Table 3 presents the results of the GEE analy-
sis predicting discussion of HRT during the pa-
tient-physician visit. After accounting for clus-
tering by physician, results indicate that female
physician gender was significantly associated
with a lower likelihood of HRT discussion dur-
ing the patient-physician visit (OR 5 0.42, p 5
0.0014). Increasing patient age was significantly
associated with decreased HRT discussion (OR 5
0.94, p 5 0.0185), although the effect was not
large. Patients with diabetes were significantly
less likely to have discussion concerning HRT
during their visit (OR 5 0.26, p 5 0.0155). As ex-
pected, the medical diagnoses of menopause/
perimenopause (OR 5 4.67, p 5 0.0003) or hys-
terectomy (OR 5 1.98, p 5 0.0985) were associ-
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TABLE 1. PATIENT AND PHYSICIAN CHARACTERISTICS AND

NUMBER OF VISITS DURING WHICH HRT 
WAS DISCUSSED (n 5 127)

No. (%) No. (%) of
of patients visits with 

Patient with characteristic with 
characteristics characteristic HRT discussed

Ethnicity
Hispanic 78 (61.4) 28 (35.9)
Non-Hispanic 49 (38.6) 23 (46.9)

white
Age, years
45–54 58 (45.7) 26 (44.8)
55–64 52 (40.9) 21 (40.4)
$65 17 (13.4) 4 (23.5)

Total 127 (100) 51 (40.2)
Education, years
0–11 60 (47.2) 24 (40.0)
12 34 (26.8) 14 (41.2)
$13 33 (26.0) 13 (39.4)

Diabetes*
Yes 37 (29.1) 10 (27.0)
No 90 (70.9) 41 (45.6)

Menopause/
Perimenopause**

Yes 77 (60.6) 38 (49.4)
No 50 (39.4) 13 (26.0)

Hysterectomy***
Yes 59 (46.5) 30 (50.8)
No 68 (53.5) 21 (30.9)

No. (%) of No. (%) of
visits with visits with 

Physician physician characteristic with 
characteristics characteristic HRT discussed

Gender
Male 54 (42.5) 25 (46.2)
Female 73 (57.5) 26 (35.6)

Residency year
First 49 (38.6) 25 (51.0)
Second 41 (32.3) 16 (39.0)
Third 37 (29.1) 10 (27.0)

Significance level for two-sided Pearson chi-square test:
*p 5 0.053; **p 5 0.009; ***p 5 0.022.

TABLE 2. GENDER OF PHYSICIAN WHEN HRT DISCUSSION

WAS INITIATED

Male Female 
Who initiated physician physician
HRT discussion No. (%) No. (%) Total No.

Patient 9 (36.0) 11 (42.3) 20
Physician 16 (64.0) 15 (57.7) 31

Total 25 26 51



ated with greater likelihood of HRT discussion.
Physicians in their third year of residency were
significantly less likely to discuss HRT with their
patients than were second year or first year resi-
dents (OR 5 0.51, p , 0.0001). Neither patient
ethnicity nor education was significantly associ-
ated with HRT discussion likelihood. The num-
ber of previous visits with a physician was also
tested and not found to be significant. Therefore,
the final model did not include this factor.

DISCUSSION

Although we hypothesized that there would be
more frequent HRT discussion with female
physicians than with male physicians, we found
that HRT was discussed significantly more often
with male physicians (GEE analysis, p 5 0.0014).
Based on empirical data from previous studies,
this was unexpected. Seto et al.14 found that pa-
tients recalled HRT discussion with female physi-
cians more frequently than with male physicians.
Ghali et al.16 reported that female physicians dis-
cussed menopause more frequently than male
physicians. In addition, results from one survey
showed that 81% of women rated having a female
physician available with whom to discuss
menopause as being very important.5 It may be
that there was more discussion about psychoso-
cial or other gender-related issues during these
visits, resulting in a lower percentage of visits
with discussion about HRT with female physi-
cians. Roter and Hall32,33 found greater discus-
sion of psychosocial and socioemotional issues
during visits with female physicians when com-

pared with male physicians. Haar et al.34 found
that psychotherapy patients were likely to prefer
female gynecologists. They also found that women
(including psychotherapy and nonpsychother-
apy patients) preferring a female gynecologist
tended to cite reasons that were related to greater
understanding of women’s problems or because
of perceptions of “greater physical and emotional
comfort.”34 Fennema et al.35 also noted that of
51% of patients expressing a preference for physi-
cian gender in regard to discussing depression
and family problems, 41% preferred a woman.
Discussion of psychosocial and socioemotional is-
sues is important, and further study is needed to
discover if this is indeed the reason that there was
less discussion of HRT.

Physicians’ age, regional variation, or differ-
ences in practice setting have been suggested as
explaining differences in HRT recommendations
and use, rather than gender.6,15,19 The Seto et al.
study14 included physicians with a mean age of
32 (SD 6 7) years. The mean physician age in the
current study was 31.2 years, but the standard de-
viation was smaller (SD 6 3.9 years). Therefore,
the physicians included in this study were more
comparable on age and level of training, reduc-
ing practice variations due to these factors. Seto
et al.14 conducted their study in the northeast,
whereas the current study was conducted in the
southwest. Data from the 1993–1994 NAMCS
suggest that the rate of HRT use is much higher
in the west (13.4%) than in the northeast (3.9%).13

In the Albuquerque practice setting of this study,
the American College of Physicians (ACP) guide-
lines for counseling postmenopausal women were
widely available and promoted by the attending
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TABLE 3. GENERALIZED ESTIMATING EQUATION PREDICTING DISCUSSION OF HRT DURING THE PATIENT-PHYSICIAN

VISIT (n 5 127 PATIENTS SEEING 27 PHYSICIANS)

Independent variables Estimate (SE) 95% confidence interval Odds ratio

Physician gender (2 5 female, 1 5 male) 2.87 (.27) (2.34, 21.41) .42*
Patient ethnicity 2.85 (.55) (.23, 21.94) .43

(05 non-Hispanic white, 15 Hispanic)
Patient age (years) 2.07 (.03) (2.01, 2.12) .94**
Patient schooling (years) 2.09 (.06) (.03, 2.21) .92
Diabetes 21.34 (.55) (2.25, 22.43) .26***

(0 5 no, 1 5 yes)
Menopause/perimenopause 1.54 (.43) (2.38, .70) 4.67****

(0 5 no, 1 5 yes)
Hysterectomy .68 (.41) (1.49, 2.13) 1.98

(0 5 no, 1 5 yes)
Residency year 2.68 (.14) (2.39, 2.96) .51*****

*p 5 0.0014; **p 5 0.0185; ***p 5 0.0155; ****p 5 0.0003; *****p 5 0.0001.



physicians to the resident general internal medi-
cine physicians during the period in which data
were collected.8 However, it is not clear that these
guidelines were equally promoted to the family
practice residents. Attending physicians in fam-
ily medicine did emphasize keeping indicated
preventive interventions up to date, including
women’s health issues, such as HRT. In addition,
for both groups, there was a flow sheet in each
patient’s chart that outlined preventive interven-
tions based on gender and age, including HRT.
These flow sheets were in use during 1992
through 1995.

It is puzzling that counseling about HRT de-
creased with increasing residency year. Lack of
time did not appear to be an issue, as first year
residents were generally scheduled for longer ro-
tations and were considered to have greater time
pressures. It is possible that education about
menopause and HRT differed before beginning
their residency training. It is also possible that al-
though the guidelines and flow sheets were
widely disseminated throughout the training pe-
riod of these residents, implementation of these
practices was somewhat slower. In any case, the
trend of decreasing discussion of HRT with in-
creasing residency seniority is one of some con-
cern and should be followed up in future re-
search. Although other studies have suggested
that passive dissemination is not particularly ef-
fective for increasing the use of guidelines, it is
thought that social influences, such as opinion
leaders, may be,36 and opinion leaders may be
particularly effective in teaching settings. During
training, each resident’s case was discussed with
an attending physician, and there were educa-
tional conferences that included the topic of HRT.
However, data concerning HRT discussion by
opinion leaders were not collected. Previous re-
search suggests that using two or more methods
of influencing physician behavior, as was done in
this setting, is more successful in guiding change
than is a single intervention.36,37

In the current study there was no significant
difference between physician gender and HRT
discussion initiation, although the small sample
size precludes drawing a strong conclusion. This
differs from the Seto et al. study,14 in which fe-
male physicians were reported to initiate HRT
discussion more frequently than male physicians
(p 5 0.1). In addition, patients were equally likely
to introduce the subject of HRT discussion with
either a female or a male physician in this study.

It is very encouraging to know that male physi-
cians are highly likely to discuss HRT with their
female patients over the age of 45 and that female
patients appear willing to initiate discussion
about this important issue with both male and fe-
male physicians.

It is also very interesting that patients initiated
discussion 39.2% of the time when HRT was dis-
cussed. This also differs from the Seto et al.
study,14 which found that patients recalled initi-
ating discussion during only 5 of 52 healthcare
visits in which HRT was discussed. An advan-
tage of the current study is that it was based on
actual tape-recorded visits, and, therefore, did
not rely on patient memory. Clearly, HRT is an
important issue that women want to discuss with
their physicians.

A diagnosis of diabetes was associated with
significantly lower odds of discussing HRT. Be-
cause several recent studies have suggested that
there is less use of HRT by women with diabetes
when compared with those without diabetes,23,24

we expected that there might be less frequent dis-
cussions about HRT with women with diabetes.
However, women with diabetes are also likely to
have a higher number of visits to their physi-
cian,13 so it is possible that physicians have the
same number of HRT discussions with both types
of patients in any given year, but the percent of
overall visits with HRT discussion may be lower
for women with diabetes. Therefore, it is difficult
to draw any firm conclusion from the results of
this study, although it does suggest the possibil-
ity that HRT may not be discussed frequently
enough with women with diabetes.

It is interesting that this study did not find a
significant association between patient educa-
tional level and discussion of HRT. Previous
studies have found an association between in-
creased use of HRT and increasing levels of edu-
cation.16,20,38 They did not, however, examine the
issue of HRT discussion. Future research should
examine the relationship among HRT discussion,
educational level, and HRT use. It may be that
even when the issue is discussed, educational
level will play a role in the initiation and contin-
uation of HRT.

A major limitation of this study is the small
sample size, which limited its power. However,
the fact that we conducted the study in only one
health sciences center increased the comparabil-
ity of the physicians. Another limitation of this
study is that the physicians were all resident

PHYSICIAN GENDER AND HRT DISCUSSION 285



physicians. This is offset by the advantage of sim-
ilarity of age, training level, and practice setting
of these physicians, allowing a better gender com-
parison. Another limitation of the study is the
cross-sectional design, as we were able to exam-
ine only one visit with each patient. Therefore, we
were unable to capture any discussion concern-
ing HRT that may have occurred in previous or
subsequent visits. This should not affect the rela-
tionships between HRT discussion and physician
gender, however, because the possibility of pre-
vious or subsequent discussion should be similar
for both genders.

CONCLUSIONS

Although drawn from a convenience sample,
this study provides important information about
patient-physician communication about HRT and
is one of the first examining this issue in which
audiotapes of actual conversations were exam-
ined. In this health sciences center, with physi-
cians similar in age and training, male physicians
discussed HRT with their appropriate patients
significantly more often than did female physi-
cians. It is possible that more psychosocial and
socioemotional discussion occurred between fe-
male physicians and their patients, and this re-
sulted in less discussion concerning HRT. This
should be investigated in future studies.

There was no significant difference by physi-
cian gender in who initiated discussions about
HRT, but the small size of this sample limited the
ability to test for this parameter. In this health set-
ting, women did not appear more reluctant to dis-
cuss the topic with male physicians than they
were with female physicians.

Although not a focus, this study also provides
interesting information about HRT discussion
with women who have diabetes. A trend toward
decreased HRT discussion with increasing resi-
dent seniority is troubling and should be investi-
gated. Future investigations may want to con-
sider the role of opinion leaders, guideline
dissemination, preventive care flow sheets, and
reinforcement by attending physicians.

HRT is an important topic that all physicians
should discuss with their perimenopausal and
postmenopausal patients. Physicians should also
discuss other important options for treating
symptoms, preventing osteoporosis, and reduc-
ing heart disease.10 It has been shown previously

that the recommendation of the physician is an
important influence on the decision to use HRT.3

Findings of this study suggest that male physi-
cians in a clinic setting similar to the one in Al-
buquerque are at least equally and possibly more
likely than female physicians to discuss HRT with
their appropriate patients. Future research should
examine this topic in attending physicians.
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