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Concern about the link between opioid
prescribing and preventable adverse drug
events has led to a series of initiatives
to reduce opioid use, with opioids identified as one of three high-priority drug
classes targeted to reduce patient harms in
the United States (US)’s National Action
Plan for Adverse Drug Event Prevention.1
Variation in opioid prescribing practices by physicians has been observed,
yet the reasons why these differences
exist remain largely unknown. A better
understanding of these differences may
help to improve prescribing practice for
opioids. Sex and gender considerations
in opioid prescribing practices have not
been well studied and may help address
this important knowledge gap.
There is some evidence to suggest that
sex and gender of physicians can affect
prescribing practices for older adults.2
Patient gender has also been related to the
experience of health conditions, health-
seeking behaviours and medication
use.3–5 Sex (biologic), a term describing
the physical characteristics and biological
attributes of males, females and intersex
individuals, influences biological manifestations of medical conditions and
responses to drug therapy.5 In contrast,
gender (sociocultural) refers to the socially
constructed norms, behaviours and roles
associated with being a man, woman
or gender diverse person.6 While these
concepts are related, they are often incorrectly interchanged. Considering sex and
gender, and how they intersect with key
identity factors such as age, culture, race
and ethnicity, is an analytical approach7
that can be applied to systematically
explore the influence of sex and gender
on prescribing practices, revealing potentially important differences or trends that
would otherwise remain obscured. Such

an approach provides the opportunity to
inform prescribing practices in general,
and pain management strategies in particular. This will allow healthcare provision
to be tailored to the unique needs of
women, men and gender diverse people,
including those in different age groups,
acknowledging the evolution of health
and medication needs across the life span.
The study by Tamblyn and colleagues,8
published in this edition of the journal,
underscores the utility and value of considering patient and provider sex along with
other key identity factors such as age,
race and culture in all clinical research.
This study also presents the opportunity
to consider the wider role of patient and
physician gender on prescribing, and why
the inclusion of both sex and gender may
be essential to uncovering important variations in clinical practice, and to capturing
the diversity of health needs and experiences in patient populations.
In their study, Tamblyn8 set out to
explore the impact of physician characteristics, including clinical competence, specialty and country of origin,
on opioid prescribing for chronic non-
cancer pain. The authors examined the
opioid prescribing patterns of a cohort
of international medical graduates in the
US who completed their Clinical Skills
Assessment requirement for the Educational Commission for Foreign Medical
Graduates between 1998 and 2004. They
were managing older patients covered
by the Medicare part D drug insurance
programme who were receiving care in an
ambulatory setting for chronic non-cancer
pain in 2014 and 2015. Logistic and
linear regression were used to explore the
association of the prescribing physician’s
characteristics with opioid prescribing
and the doses prescribed.
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Outcomes measured in the study included opioid
prescribing within 90 days of the clinical evaluation,
whether the patient received a non-opioid intervention (eg, physiotherapy treatment or a non-steroidal
anti-inflammatory drug) prior to the opioid prescription, and the opioid dose that was prescribed.8 The
former outcome is particularly important, as opioids
are not first-line therapy for chronic pain.9
Notably, even though it was not identified as one of
the primary variables of interest, the Tamblyn study8
revealed the importance of routinely stratifying data
by sex. Further, the study underlines the importance of
the collection and use of sex and age disaggregated data
to better understand health status.10 More specifically,
this study illustrates why it is important to consider
provider sex in opioid prescribing, as well as gender-
related sociocultural factors. First, there are important
physician and patient factors that relate to their sex
and others that are gender related. Most (61%) of the
prescribing physicians in this study were men. This is
in part because medicine itself is gendered.11 While the
proportion of female physicians has grown substantially over the past few decades, they remain under-
represented in most specialties, especially those that
are higher paying, including some of those explored
within the present study.11 12
Women are more likely than men to experience the chronic conditions that cause pain.13 The
most common chronic non-
cancer conditions being
managed in this study were back and neck pain,
migraine/headaches, rheumatoid or osteoarthritis,
and neuropathic pain. Each of these conditions occur
more commonly in older women than in older men.
For example, compared with men of the same age,
women aged 65 years and older in Canada are 1.9
times more likely to have been diagnosed with rheumatoid arthritis and are 1.4 times more likely to have
been diagnosed with osteoarthritis.14 Migraine headaches are experienced by almost twice as many women
as men (7.4% of women compared with 3.4% of
men)10 and neuropathic pain is similarly more prevalent among women.13 The predominance of older
women experiencing these chronic non-cancer pain
conditions may be one reason why more than 66% of
the older patients being managed for chronic pain in
the Tamblyn study were women. Unless these differences are examined using sex and age disaggregated
data, important patterns in the characteristics of the
prescribers and the differences in pain experienced by
older women and men will remain hidden in the data.
A second salient finding of this study was that the
odds of prescribing an opioid for non-cancer chronic
conditions was 11% higher for male physicians (OR
1.11, 95% CI 1.03 to 1.19).8 Further, for every
10% increase in the clinical encounter score (used to
measure clinical competence), the odds of prescribing
an opioid decreased by 16% for female physicians
(OR 0.84, 95% CI 0.75 to 0.94), but not for male
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physicians (OR 0.99, 95% CI 0.92 to 1.07).8 These
findings align with the existing literature that reports
on correlations between physician gender-
related
sociocultural factors and prescribing behaviour, patient
care and clinical outcomes. Female physicians have
been shown to prescribe medications at lower doses
than male physicians.15 The initiation of medications
at low doses, using the ‘start low, go slow approach’,
is a practice from geriatric medicine that minimises
the risk of harm in older adults, as adverse events are
often dose related.16 This was illustrated in a study of
the initiation of drug therapy for the management of
dementia. Female prescribers were more likely than
their male counterparts to initiate cholinesterase inhibitor therapy at a lower-than-recommended dose and
for a shorter duration.15 Previous literature on the
prescribing of opioids similarly finds that female physicians prescribe opioids more sparingly than their male
counterparts.17 When it comes to patient–clinician
interactions, female physicians have been characterised as providing more patient-centred and empathetic
care.18 19 Compared with their male counterparts, they
have been shown to spend more time with patients,
engage in more communicative and active partnerships, and provide more psychosocial support and
counselling.19 Female physicians have also been shown
to adhere more closely to clinical guidelines20 and
practise more evidence-based medicine.21 These differences in care delivery and treatment provision may be
linked to the more conservative prescribing practices
of female physicians demonstrated in the present study
and elsewhere.15 17
The differences in opioid prescribing practices
between male and female physicians observed in the
Tamblyn study are not isolated to pain management
or opioid prescribing. Rather, this study contributes
to recent evidence from different clinical settings
and specialties, suggesting that patients cared for by
female physicians may have better clinical outcomes
compared with their male colleagues. For instance,
when matched for patient, surgeon and hospital characteristics in a large population-based cohort study,
patients of female surgeons identified as having 1 of 25
index procedures were found to experience lower risk
of short-term postoperative death than those cared for
by male surgeons.22 Similarly, female internists treating
older adults hospitalised with a medical condition
were found to provide significantly better outcomes
than their male colleagues in terms of 30-day mortality
and readmission rates.23
Data on physician and patient sex or gender-
related sociocultural factors are often not reported
on or described in research studies, making further
synthesis of findings through meta-analysis difficult.24
Consistent reporting of this information can allow
for aggregation of data and establishment of stronger
correlations between prescriber sex and gender, and
clinical outcomes.
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Finally, considering a sex-
based and gender-
based
analytical approach that includes an intersection with
cultural factors for both patients and prescribers may
be key to a better understanding of opioid prescribing
and pain management. Gender-
based psychosocial patient factors have been related to behavioural
responses and expressions of perceived pain, which
often reflect societal norms.25 As a social construct,
gender is understood to be context specific and thus
varying cultural expectations for pain management,
potentially linked to country of origin, may influence
how a patient experiences pain and a physician’s likelihood of opioid prescribing for common pain problems. In the present study, Tamblyn found that while
the prescriber’s country of origin did not influence the
odds of opioid prescribing, US and Canadian physicians, both men and women, prescribed opioids at
higher doses.8 Therefore, the potential influence of
cultural norms and gender in relation to clinical treatment and diagnosis of pain may also reveal disproportionate cross-national impacts that would otherwise
remain hidden.
This study has highlighted the importance of considering patient and prescriber sex, gender and other
key identity factors including age and culture, in all
research studies in order to better inform clinical care.
Given the risks associated with potentially inappropriate opioid use in older adults, it is worth exploring
further how the more cautious practices of female
physicians could offer a learning opportunity to optimise health outcomes for all.
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