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medical workforce and analyse and report on those data to assist workforce planning. 
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INTRODUCTION 
 
Background 
In October 1996, AMWAC presented a joint AMWAC & AIHW report to AHMAC on female 
participation in the Australian medical workforce. This report provided an in depth quantitative 
analysis of the impact of increasing female participation on the Australian medical workforce, 
where previously information had been largely piecemeal or anecdotal. 
 
In 1995, women comprised 26% of medical practitioners in Australia, an increase of 3.3% over 
the past decade. Women represent approximately 46% of commencing medical students, and 
45% of first degree graduates from medical schools in 1995 were women. The percentage of 
women in the Australian medical workforce is projected to increase to 30% by 2000 and 42% by 
2025. This trend is influenced by the increasing number of female medical graduates and the 
comparatively large number of male clinicians aged 55 years and over proceeding through to 
retirement (AMWAC & AIHW 1996). 
 
Increasing female participation in the Australian medical workforce is expected to have an 
impact on the future supply and distribution of medical practitioners because of the different 
work characteristics of male and female practitioners. For example the AMWAC & AIHW report 
found that female medical practitioners= work practices presently differ from their male 
counterparts in that female practitioners are more likely to be working part time, to be working in 
a capital city or major urban centre, and to be working as a general practitioner. Women are 
much less likely to be in specialist practice. In addition, women tend to leave the practice of 
medicine, or practise at quite low activity levels, for a period of time during their career, 
coinciding with child bearing and child rearing and this in turn results in their average lifetime 
workforce contribution being around 68% of male practitioners= contribution (AMWAC & AIHW 
1996). 
 
However, while the AMWAC & AIHW report provided robust and reliable data on the main 
characteristics of female medical practitioners’ workforce participation, it still did not provide 
information on why particular career choices and workforce participation decisions were being 
made. As a result, AMWAC and the AMWAC Female Medical Workforce Working Party 
recommended that a qualitative study be undertaken of the factors influencing career choice of 
both female and male practitioners. It was also suggested that this may need to involve both a 
historical/retrospective study and an ongoing prospective cohort study. This second report on 
the influences on participation in the Australian medical workforce reports the results of the 
retrospective study, which involved medical practitioners who graduated between 1967 and 
1992. 
 
The Research Project 
To assist in the preparation of the report and conduct the primary research, consultants, Human 
Capital Alliance, were engaged. The consultants= terms of reference were: 
 
1. To identify the issues which affect and shape female and male participation in the 
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Australian medical workforce and to develop a national perspective on these issues. To 
be able to identify these issues, the successful consultant will need to consider matters 
such as: 
a. career choice and work issues;  
b. working hours; 
c. children/child care arrangements; 
d. partner=s occupation and impact on career choice; 
e. professional support. 

 
2. Identify whether or not there are any generational and/or distributional differences 

apparent in the attitudes of female and male practitioners towards the issues which 
affect and shape their participation in the Australian medical workforce. 

 
3. Distinguish those issues which are specific to female and male practitioners. 
 
4. Identify any changes to factors affecting female and male participation in the Australian 

medical workforce which might influence practitioners to make different career choices 
(that is decisions made in the past or may possibly be made in the future). 

 
5. Provide an assessment of the magnitude and importance of the issues that are identified 

as influencing female and male participation in the Australian medical workforce. 
 
6. Ensure that the contacts used in the research are a representative sample of the current 

Australian medical workforce and include female and male practitioners who are 
currently employed and who are not currently employed in the practise of medicine (if 
possible); and cover all major age categories, rural/remote and capital city/urban 
practitioners, and practitioners from each of the main segments of the Australian medical 
workforce (general practitioners, specialists, specialists in training and hospital non 
specialists). 

 
 
The consultants’ findings are outlined in the attached report. The report also summarises the 
approach used by the consultants and provides data on the sample and how the characteristics 
of the sample compare with the characteristics of the Australian medical workforce as a whole.  
 
The AMWAC Female Medical Workforce Working Party considers the sample to be 
representative of the Australian medical workforce. The Working Party was also impressed with 
the wealth of information gathered through the research process. 
 
The Working Party would like to stress that this study involves retrospective research. One key 
difficulty with any retrospective qualitative research is accurate recall. The Working Party and 
the consultants have worked to overcome recall difficulties by ensuring the consultants= 
interviews focussed on key career events and the major factors behind career decisions. Key 
events and influences are likely to be recalled with greatest accuracy. 
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The Working Party also recognises that the findings of the study may be criticised for relating to 
events that were influenced by past attitudes, arrangements and practices. This possibility is 
acknowledged and indeed the only real check on this would be to conduct a similar prospective 
study, as previously recommended. Again to overcome this possibility the key research findings 
have been specifically analysed by major age category, so that past and comparatively recent 
events can be more easily distinguished. In addition, the conclusions of both the consultants 
and the Working Party have focussed on broad trends that are in fact consistently evident 
across all age groups studied. This would tend to suggest that the key findings relate to 
systemic issues, rather than particular practices that could be considered to be exclusively of 
the past. 
 
The Main Characteristics of the Current Female Medical Workforce 
The following is a short summary of the main characteristics of the current female medical 
workforce. This summary should assist with comparison with the research sample. The 
summary is taken largely from the AIHW Medical Labour Force survey 1995 (AIHW 1997) and 
the first report of the Medical Training Review Panel (MTRP 1997). 
 
� In 1997, 46% of commencing Australian medical school students were female 
 
� Of the 48,941 practitioners employed in medicine in 1995, 13,322 (27.2%) were female 

and 35,619 (72.8%) were male 
 
� 53.6% of female clinicians and 42.7% of male clinicians were in primary care 
 
� 31.6% of primary care practitioners, 14.0% of specialists and 31.6% of specialists in 

training were female 
 
� Of vocationally registered primary care practitioners, 88.9% of males and 46.9% of 

females worked 35 hours or more per week 
 
� Of specialists, 88.1% of males and 68.6% of females worked 35 hours or more per week  
 
� For female specialists the main areas of practice were psychiatry (21.2%), anaesthesia 

(15.5%), paediatric medicine (7.0%), diagnostic radiology (6.3%) and obstetrics and 
gynaecology (5.5%). Only 1.4% of female specialists were in surgery. 

 
� Of the 7,235 clinicians located in a rural or remote area, 1,614 (22.3%) were female. 
 
� 1997 data shows that the specialist training programs currently favoured by women are 

paediatric medicine (62% of trainees are female), general practice (56.6%), public health 
medicine (50.7%), obstetrics and gynaecology (48.9%), pathology (46.0%) and psychiatry 
(44.6%). 

 
� Specialties with low levels of female trainees in 1997 were surgery (17.2%), 

ophthalmology (20.0%), occupational medicine (25.0%) and radiology (27.6%). 
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EXECUTIVE SUMMARY 
 
Characteristics Of The Interviewees 
 
Number of Interviewees 
� The study involved the interview of 296 medical practitioners, who graduated between 

1967 and 1992. 
 
Gender Profile 
� In total, 152 (51.4%) female medical practitioners and 144 (48.6%) male practitioners 

were interviewed. 
 
Age Profile 
� Of interviewees, 37.5% were aged under 40 years and 62.5% were aged over 40 years. 
 
� Of female interviewees, 34.2% were under 40 years of age while 41.0% of male 

interviewees were in this age group. 
 
� Overall, 31.8% of  interviewees were aged between 40 and 44 years, 18.2% were aged 

between  45 and  49 years and 12.5% were 50 years of age or more. In 1995, 22.6% of 
the total medical workforce were aged between 45 and 54 years and 20.0% were 55 
years of age or more. 

 
� Age groups poorly represented among interviewees were doctors aged between 25 and 

29 years (6.1% of interviewees) and doctors aged between 30 and  34 years (14.5% of 
interviewees). In 1995, doctors aged between 25 and 34 years represented 25.4% of the  
medical workforce. A major factor contributing to problems in gaining interviews with 
younger doctors was their high mobility (eg., overseas, changed address etc.). 

 
Geographic Distribution 
� In total, 61% of interviewees were from a capital city or major urban centre and 39% were 

from a rural or remote area. In 1995, 83.7% of the total medical workforce were from a 
capital city or major urban centre and 16.3% were from a rural or remote area. 

 
Area of Practice 
� The representation of medical disciplines among interviewees was consistent with total 

workforce figures for 1995. Among interviewees, 41.9% were general practitioners, 35.1% 
were specialists and 23.0% were hospital non specialists. The AIHW 1995 Medical Labour 
Force survey indicated that the medical workforce comprised 45% general practitioners, 
36% specialists and 19% hospital non specialists and specialists in training. 

 
� Of the 105 specialists interviewed, 28% were physicians, 14.4% were surgeons, 9.6% 

were pathologists, 16.3% were psychiatrists, 13.5% were anaesthetists and the remaining 
18.2% were from other specialties. In 1995, 36% of the total medical workforce were 
specialists of whom 26.5% were physicians, 22.5% were surgeons, 4.6% were 
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pathologists, 14.5% were psychiatrists, 12.1% were anaesthetists and the remaining 
19.8% were from other specialties. 

 
Employment Status 
� In terms of employment status, the majority of interviewees were either self employed in 

private practice (53.4%) or were salaried in the public sector (33.1%) while 2.0% were 
currently not working. 

 
Hours Worked 
� On average, female practitioners worked 38 hours per week and male practitioners 

worked 53.8 hours per week. 
 
� Overall, men and women in the age groups 30 to 34 years and 35 to 39 years worked 

fewer hours per week than interviewees of other age groups. Among male and female  
interviewees, those aged 40 to 44 years and 25 to 29 years respectively worked the 
longest hours. Of female interviewees, those aged between 45 years and 49 years 
worked the second highest number of hours per week. 

 
Spouse/Partner Relationships 
� The majority (81%) of interviewees were in a long term relationship. Male medical 

practitioners were more likely to be in a relationship than were female practitioners (86.1% 
of male interviewees compared with 76.3% of female interviewees). 

 
� Of the 19% of interviewees not in a relationship, 70% of males were aged under 40 years, 

while only 47% of the females were aged under 40 years. 
 
� Significant differences were observed between female and male respondents in terms of 

their partner’s occupation. Female medical practitioners were almost twice as likely than 
male medical practitioners to have a Αprofessional≅ as a partner. Male practitioners were 
twice as likely as female practitioners to have a partner who was not working. 

 
� Female practitioners who were in a relationship were more likely to be working part time 

than were female practitioners not in a relationship. 
 
Key Findings From The Qualitative Analysis 
 
Impact of Family Responsibilities 
� The majority (95%) of female interviewees (general practitioners and specialists) indicated 

that, within their household, they carried the main responsibility for the care and rearing of 
children. 

 
� Of the female interviewees with children, most  indicated that they continued to work after 

the birth of their children; usually in a part time capacity. The findings suggest that female 
specialists return to medical practice following the birth of a child sooner than do female 
general practitioners. 
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� Compared with female interviewees, male interviewees were less likely to mention that 
having a family had influenced their career decisions in any way; either positively or 
negatively. Among male interviewees, the family was mentioned most often in relation to 
its impact on practice location decisions. A small number of male specialists indicated that 
having family responsibilities had influenced their choice of specialty.  

 
� Overall, female practitioners were more likely than male practitioners to have curtailed 

their career for family reasons. This was evidenced in several ways: 
 

- by suppressing career expectations; where an early decision was made to 
forego a potentially attractive career (most often in a specialist discipline), in 
favour of a career more amenable to blending career and family 

- by restricting choice; where preferred career options were avoided in favour of 
those that provided greater flexibility and allowed work on a part time basis 

- by elongating the training process; where having children before or during 
training required a reduction in work and training time, significantly increasing 
the duration of training, and even when part time training was available, 
increasing the potential for non completion 

- by limiting their role within the profession; where female practitioners accepted a 
lesser role within their profession because there was little time available for 
professional activities after fulfilling work and family commitments 

 
Spouse/Partner’s Career 
� The study finds that female practitioners are more likely than male practitioners to have 

altered their initial career choices in order to accommodate the career ambitions of their 
spouse/partner. This effect is most evident in terms of decisions about occupation and 
associated training, location of work and hours worked per week. 

 
� In comparison with female practitioners, more male practitioners reported that 

spouse/partner considerations had no effect on their career decisions. 
 
� In total, 53% of female general practitioners indicated that spouse/partner considerations 

had both positive and negative effects on their career. The two most common effects were 
on choice of discipline and changes in job location. A further 27% of female general 
practitioners felt their spouse/partner had had a positive impact on their career. In many 
cases this was observed when they worked together in the same practice. For 18% of 
female general practitioners, accommodation of spouse/partner concerns had negatively 
influenced their career ambitions. 

 
� Almost one third of female general practitioners interviewed had medical partners. 
 
� In contrast with female general practitioners, most male general practitioners described 

the effects of their spouse/partner as positive (53% compared with 27%) or of no effect 
(32%). Only 4% of male general practitioners indicated that spouse/partner considerations 
had had a negative impact on their career. 
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� Compared with female general practitioners, less female specialists (38%) indicated that 
spouse/partner considerations had both negatively and positively influenced their medical 
career, while a  similar proportion  (19%) indicated that it had a negative impact.  As with 
female general practitioners, this negative impact was greatest when their spouse/partner 
was also a medical practitioner. 

 
� For female specialists the main negative impacts were on choice of specialty and on their 

geographic mobility. 
 
� Female specialists perceived the most positive contribution of a spouse/partner occurred 

when the spouse/partner assumed the main parental role for crucial periods during their 
specialty training. 

 
� Male specialists were the group least affected by spouse/partner considerations, with 50% 

indicating that it had no influence. 
 
� Male practitioners were more likely to have travelled overseas to further their careers than 

were female practitioners. On the other hand, female practitioners were more likely to 
report having experienced difficulties finding the time to pursue their studies overseas 
because of spouse/partner career considerations and/or family responsibilities. 

 
Barriers to Specialist Training and Specialist Practice 
� The length and structure of specialist training, and then specialist practice itself, were 

seen to have significantly influenced the decisions of both men and women to pursue 
specialist careers, although the greater impact was upon women. 

 
� Female interviewees tended to take a longer and more complex pathway to achieve 

specialist qualifications than male practitioners. Women indicated experiencing 
interruptions to their training program either because of family responsibilities, changes in 
location to support their partner’s career or a personal decision to explore new areas. 

 
� Interestingly, while the journey to gaining specialist qualification was often longer for 

female practitioners, not all perceived this as a negative experience and indeed some felt 
the longer journey was more rewarding. 

 
� In comparison with female specialists, most male specialists had taken a direct route to 

gaining their qualification; fairly single mindedly pursuing their career objective. As a 
consequence, the length of time from commencement to completion of training for male 
specialists was much shorter than for female specialists. 

 
� Family considerations were indicated by female specialists as the main factor influencing 

their decision to enter specialist training and secondly whether to continue with specialist 
training. 
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� A significant finding of the study is that both male and female specialists will often choose 
specialities on the basis of the work conditions and the level of commitment required in 
terms of hours worked and time on call. A large proportion of both male and female 
specialists indicated that they had selected a specialty on the basis that it was flexible and 
family friendly. These issues were particularly important to female specialists and younger 
male specialists. These findings inform current female participation rates in the medical 
workforce and specialist training programs, where women are best represented in 
dermatology, psychiatry, radiation oncology, pathology and anaesthesia. 

  
� A number of female interviewees specifically indicated that they chose not to work in 

surgery or obstetrics and gynaecology because of the hours of work and the impact of 
these demands on lifestyle. 

 
� Some female specialists also noted that they had experienced difficulties in trying to 

negotiate more flexible working hours with public hospital administrators and that this had 
led them to leave the public hospital system in favour of private practice. 

 
� Another common theme which emerged, amongst both male and female interviewees, 

was the importance of positive (and negative) experiences in undergraduate and 
particularly early postgraduate training, on subsequent career decisions.  

 
General Practice as a Career Option 
� Both male and female practitioners reported actively choosing general practice for family 

reasons. In addition, some male practitioners reported choosing general practice following 
disillusionment with the public hospital system or specialist training. 

 
� Just over half of the interviewed female general practitioners stated that general practice 

was always their first career choice. The majority of these women chose general practice 
because it had flexible working hours which accommodated family commitments. Other 
factors cited as being important in choosing general practice were its emphasis on 
continuity of care and ‘whole person’ approach to treatment. 

 
� Similarly, over half of the interviewed male general practitioners indicated that general 

practice was their first career choice. Some male general practitioners reported that they 
‘fell’ into general practice after failing to gain a specialist training position or a specialist 
qualification. 

 
Cultural Factors and Attitudes 
� The most obvious attitudinal factor highlighted by interviewees was a negative attitude 

towards part time work, particularly the notion that one is not a >doctor= unless one works 
full time. 

 
� Female interviewees, particularly older women, reported experiencing overt sexual 

discrimination during their career. 
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� Some male interviewees expressed a negative view about women in the medical 
workforce, and these practitioners tended to be older. 

 
� In terms of colleague attitudes, female specialists were more likely than female general 

practitioners to report experiencing negative attitudes. Generally, these experiences were 
associated with them expressing a wish to work or train part time. 

 
� Several female practitioners, including practitioners in the younger age groups,  indicated 

that they were questioned about their personal life, including intentions to marry and/or 
have children, during interviews for jobs and training placements. 

 
� A number of younger doctors were strongly critical of the adverse working conditions they 

experienced in public hospitals. 
 
� The important and positive role played by mentors and role models in early career 

decisions was a theme often referred to by both male and female practitioners. 
 
Rural Practice 
� For male interviewees working in a rural location, the most common reason for choosing 

rural practice was growing up in a rural area. The next most common factor was a positive 
rural experience. 

 
� Unlike their male counterparts, for female interviewees working in a rural location the most 

common reason for doing so was their partner’s job. 
 
� Both female and male practitioners described the pleasures of the rural lifestyle and the 

scope of practice as important factors in remaining in rural practice. 
 
� The education of children was a major concern for rural doctors, and a number of 

interviewees indicated they had left rural practice solely for this reason. 
 
� Concerns were also raised about negative attitudes towards rural practitioners from urban 

doctors. This was particularly noticeable amongst rural specialists, who felt teaching 
hospital specialists gave more support to their urban colleagues. 

 
� The other main concern raised by rural practitioners, both general practitioners and 

specialists, was the need for locum relief. 
 
Reasons For Choosing Medicine 
� The three main reasons given by female practitioners for choosing a medical career were 

being good at mathematics/science, for altruistic reasons and due to family influence. 
 
� The three main reasons given by male practitioners were family pressure, for altruistic 

reasons and good school results. 
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Generational Differences 
� Few differences were evident between the older (pre 1980 graduates) and younger (post 

1980 graduates) with respect to family responsibilities and the influence of spouse/partner 
career. However,  younger male practitioners were more likely to report instances of part 
time work or changing their work pattern to help look after the family or to facilitate their 
spouse/partner’s career aspirations. 

 
� The majority of female practitioners aged under 40 years, working part time, were doing 

so for family reasons. 
 
� The length and nature of specialist training continues to have a major effect on the career 

decisions of younger doctors. Almost 80% of younger female specialists interviewed, and 
a significant number of younger male specialists, indicated they had chosen their area of 
specialty practice on the basis that it provided flexible working hours which allowed them 
to balance work and family commitments. 

 
� In total, 70% of younger female general practitioners interviewed indicated they chose 

general practice due to its flexible working hours, the absence of a requirement to do after 
hours work and because it fitted in well with family commitments. 

 
� Compared with their older colleagues,  younger doctors were more likely to be critical of 

the excessive hours and poor working conditions of public hospitals. Other issues 
mentioned included insufficient time for study, lack of a proper mentor system, lack of 
vocational guidance, the suicide of colleagues and concern about competition for training 
positions. 

 
Conclusions 
Male and female practitioners participate in the medical workforce differently. Definite trends are 
noticeable and the research presented in this report illustrates some of the key factors that have 
shaped career choices and workforce participation decisions. 
 
The research also shows that barriers do exist that influence the structure of the medical 
workforce. These barriers confront female practitioners mostly, and occur most noticeably 
during vocational training and the child rearing period of a woman’s life. These barriers are 
associated with some specialist medical College training policies and practices and with the 
public hospital system. At the same time, in highlighting this it should be stressed that some of 
the issues raised are quite complex and also not unique to the medical workforce.  
 
The majority of medical practitioners interviewed - male and female - indicated that overall they 
were satisfied with their professional careers. However, the career paths of male and female 
practitioners have often involved different experiences and have been fashioned by different 
career stimuli. The research shows that the major career drivers for male practitioners are 
associated with the professional work ethic and achieving a high standing amongst their peers. 
On the other hand, the career ambitions of female practitioners are modified by the priority they 
place upon the development and maintenance of personal and family relationships, which 
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requires them to balance family responsibilities with their clinical work. 
 
The majority of medical practitioners interviewed were partnered and/or have family 
responsibilities. However, male and female practitioners interpret their family roles very 
differently. Female practitioners tend to be the main family carers. Thus, for female practitioners 
the care and maintenance of the family emerges as a high priority, either by choice or by 
default. As a result many women seek out career options that allow them the flexibility to 
accommodate both their professional and their family/social roles. For men, this is not such a 
high priority. However, there is some evidence that among younger male doctors it may be of 
growing importance. These findings are not surprising given they are in accord with the tenor of 
other Australian and international literature on women in medicine and women in other 
professions.   
In many cases, the professional career aspirations of female practitioners have been 
subordinated to the career aspirations of their spouse/partner. This study found that female 
practitioners with partners had generally experienced interrupted or curtailed careers. This was 
particularly the case where both partners were medical practitioners and where there had been 
a lack of synchronisation and harmony between their respective training paths.  
 
General practice is one area in medicine which allows sufficient flexibility for the family/social 
and professional objectives of female practitioners to be accommodated. This study shows that 
some female practitioners have selected general practice as a positive decision, some for 
pragmatic reasons, and others by default. Of particular significance have been adverse 
reactions to the hospital environment with its demanding shift work, comparatively rigid 
management practices and lack of part time training and work opportunities; and to specialist 
disciplines that are comparatively more demanding of time and involve time on call. 
 
According to interviewees, access to flexible training and work opportunities emerges as one of 
the most important determinants of career choice for women. This is because flexible work 
environments allow female practitioners to combine their work and family/social responsibilities. 
Hence the favouring of disciplines such as dermatology, paediatric medicine, pathology and 
general practice. These disciplines have more flexible working environments and generally little 
or no requirement for irregular working hours and time on call. Female practitioners are least 
likely to train and work in areas that are demanding of time, compromise lifestyle responsibilities 
and aspirations, and offer little or no possibility for part time work. There was no evidence in the 
study to suggest that this pattern of participation was likely to change.  
 
The work of the MTRP supports the continuation of the above trends. For example, the 1997 
data on specialist training programs shows that the specialties with the largest proportion of 
female trainees were paediatric medicine (62.0% of trainees), general practice (56.6%), public 
health medicine (50.7%), obstetrics and gynaecology (48.9%), pathology (46.0%) and 
psychiatry (44.6%) (MTRP 1997). While all medical Colleges indicate they offer part time 
training, it would seem the only widespread practical application of this notion occurs within 
general practice.  
 
Both the results of this study and the data from the MTRP suggest that current workforce 
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participation trends are likely to continue unless those areas of practice with comparatively 
smaller numbers of female practitioners and trainees work at ways to offer more flexible training 
and work environments. If this is not done the gender imbalance between general practice and 
specialist practice and within the specialist disciplines can be expected to continue and possibly 
even increase. 
 
In common with the recently completed MTRP review of trainee selection in Australian medical 
Colleges, conducted by Dr Peter Brennan, is the notion that there is indeed a gap between 
rhetoric and reality in relation to women in medical training, particularly in the sense that despite 
 specialist medical Colleges having developed policies and procedures in relation to women in 
training, concerns continue to be highlighted (Brennan 1998). In this study the majority of these 
concerns related to practical difficulties associated with the training environment and as such 
hospital staffing and work practices.  
 
The issue will need to be dealt with. Accordingly, the Working Party supports the suggestion in 
the MTRP/Brennan review that perhaps one approach to a resolution of the difficulties in this 
area would be a series of national workshops to develop workable solutions. In agreeing with 
this suggestion, it is important to stress that any workshops will need to have the development 
of workable solutions as their prime objective otherwise they risk just further reviewing the 
issues and revisiting now well known causes and concerns without any progress towards 
reform. It would seem that without some positive effort in this area the difficulties highlighted in 
this study are likely to continue to persist, in turn encouraging at the very least the maintenance 
of the current imbalances in workforce participation.  
 
The Working Party also concludes that change is required in the organisation and management 
of many of the specialist training programs so that female practitioners can have the opportunity 
to better participate in the training program, and then ultimately within the medical workforce. In 
particular, interventions that help to create better access to non general practice training 
programs would be of greatest immediate value. In turn, this would create a better gender 
balance across the Australian medical workforce, recognising within the vocational training 
environment that women now comprise almost half of all medical graduates, and that their 
legitimate concerns should not be ignored.  
 
The Working Party recognises that most of the impetus for workable solutions will need to come 
jointly from the specialist medical Colleges (as the overseers of training) and the public hospital 
system (as the main provider of training placements and therefore the training environment). 
There are a range of possible reform options, all of which could contribute in part to facilitating 
an improved gender balance across the Australian medical workforce; however, these are 
probably best pursued in depth through the national workshops rather than in this report. In 
addition, it is quite possible that potential solutions will not be without some financial cost, but 
speculation on this issue is outside the scope of the Working Party=s activities.  
 
It would also seem that the influences on workforce participation should be regularly examined. 
This retrospective study has identified factors which have influenced the career pathways of 
practising doctors. The factors influencing the careers of female practitioners were found to be 
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those which have influenced women in most professions for decades and these are likely to 
continue to exert influence. The study also found that the career expectations of male doctors 
appear to be changing with some younger men also making career choices based on flexibility 
and manageable work hours. Such changes have the potential to influence the structure of the 
future workforce in important ways. Prospective studies are required to monitor changes in 
current, and future, junior doctor cohorts= attitudes to training and the factors influencing their 
career choices and workforce participation decisions.  These studies should be undertaken 
jointly by MTRP and AMWAC. 
 
 
RECOMMENDATIONS 
The Working Party considers it is desirable for State/Territory health departments, public 
hospitals and specialist medical Colleges to work towards greater flexibility in the training and 
work environment for medical practitioners as this seems to be the key influence on career 
choice and workforce participation decisions. If workable solutions are not found to the desire 
for more flexibility in the work and training environment then it is likely that the gender imbalance 
between general practice and specialist practice and within the specialist disciplines will 
continue. The Working Party recognises that the development of arrangements that 
accommodate greater flexibility may not be easy or without cost implications. 
 
It is recommended that: 
 
1. As a guiding principle, health departments, hospitals and private medical practices seek 

to make best use of highly trained male and female doctors by: 
- designing jobs as flexibly as possible, whilst maintaining consistency with good 

clinical practice; 
- ensuring appointments are made using non-discriminatory and transparent 

processes; and 
- promoting re-entry to the workforce using appropriate adjustment and retraining 

arrangements as necessary. 
 
2. Associated with 1 above, health departments, hospitals and specialist medical Colleges 

should continue to seek greater female participation in specialist training programs. 
 
3. To assist in the development of workable solutions to the issues concerning flexible 

employment opportunities, improved female participation in training programs, and the 
use of non-discriminatory and transparent selection processes; AMWAC, in association 
with the MTRP, should convene a national workshop. Participation in the workshop to be 
drawn from State/Territory health departments, hospital administrators, specialist 
medical Colleges and professional medical associations. 

 
4. AMWAC continue to monitor trends in medical workforce training and workplace 

participation and explore innovative approaches to participation and retention, including 
drawing on developments in other fields. 
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As part of this monitoring process, AMWAC and the MTRP jointly undertake a series of 
prospective cohort studies to monitor and report on junior doctor training and career 
decisions and the factors that are influencing their workforce participation. 

 
5. AMWAC to report progress on implementing these recommendations to AHMAC on a 

regular basis. 
 
 


	CONTENTS
	ABBREVIATIONS
	TERMS OF REFERENCE OF AMWAC
	MEMBERSHIP OF AMWAC
	MEMBERSHIP OF THE AMWAC FEMALE MEDICAL WORKFORCE WORKING PARTY
	INTRODUCTION
	EXECUTIVE SUMMARY
	RECOMMENDATIONS

