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The evolution of the general practice workforce in Australia,
1991–2003
Janice Charles, Helena Britt and Lisa Valenti

P

lans for future primary healthcare
should consider not only the changing
demographics of the Australian population, but also changes in the general practitioner population.
GP characteristics affect a range of service
attributes. McAuley et al, in Canada, found a
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— Research
in Australia supports the claim that GP age
influences the way GPs practise — for
example, younger GPs have significantly
shorter consultations than older GPs2 and
are significantly more likely to use computers for clinical purposes.3
The sex of the GP affects the patient
population seen and the mode of practice:
one study found that 70% of patients
attending female GPs were female, consultations were longer, more prescriptions were
written, and more female-specific conditions and psychosocial problems were managed.4 A study of GPs servicing residential
aged-care facilities showed that, although
the proportion of female GPs had increased,
the average number of services per female
GP had declined, leading to an increasing
reliance on older, male GPs to supply services in these environments.5
A recent examination of GPs’ postgraduate qualifications found that, after adjustment for practitioner, practice, patient and
morbidity differences, Fellows of the Royal
Australian College of General Practitioners
(RACGP) had longer consultations, performed more therapeutic procedures and
prescribed fewer medications.6
These examples suggest that changing GP
demographics can have a considerable
impact on manner, type and quality of practice. The purpose of our study was to investigate changes in the characteristics of GPs
between 1991 and 2003.

ABSTRACT
Objective: To examine changes between 1991 and 2003 in the characteristics of active
recognised general practitioners in Australia.
Design: We compared self-reported GP characteristics from the 1990–91 Australian
Morbidity and Treatment Survey (AMTS) with those from the 1999 and 2003 Bettering
the Evaluation and Care of Health (BEACH) surveys, after standardisation for age and
sex to the respective sample frames. AMTS and BEACH are cross-sectional, paperbased, national surveys.
Participants: Three random samples of 473 (1990–91), 980 (1998–99) and 1008 (2002–03)
GPs who had claimed at least 1500 A1 (ie, general practice) Medicare items in the
preceding year (in the AMTS) or 375 general practice Medicare items in the
preceding 3 months (in the BEACH surveys).
Main outcome measures: Changes in distribution of GP sex, GP age, number of
sessions per week, practice size and location, country of graduation, and postgraduate
training.
Results: Between 1991 and 2003, the proportion of female GPs rose from 19.3% to
35.2%; GPs aged < 35 years dropped from 22.3% to 10.0%, and those aged  55 years
increased from 21.4% to 31.6%. Between 1999 and 2003, the proportion of male GPs
working < 6 sessions/week increased from 6.1% to 11.4%, while the proportion working
 11 sessions/week fell from 23.8% to 17.1%. Between 1991 and 2003, the proportion of
solo practitioners nearly halved (25.5% v 13.7%); the proportion of GPs in practices of  4
partners increased from 34.3% to 59.8%; the proportion of Australian graduates fell from
81.4% to 72.2%; and the proportion of graduates from Asia and Africa increased. Over
the same period, the proportion of GPs with Fellowship of the Royal Australian College
of General Practitioners more than doubled (17.8% v 36.4%). All of these differences
were statistically significant (P < 0.001).
Conclusion: Changes in characteristics of the practising GP population will affect
consultative services and the balance between supply and demand for these services.
These changes should be considered in future workforce planning.
MJA 2004; 181: 85–90

METHODS
Data sources
We used self-reported GP characteristics
from three cross-sectional, paper-based,
national studies of general practice activity:
the Australian Morbidity and Treatment Survey 1990–91 (AMTS)7 and the first (1998–
99)8 and fifth (2002–03)9 years of the
national Bettering the Evaluation and Care
of Health (BEACH) program. (Each study
was conducted between April of the first
year and March of the following year.) The
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AMTS and BEACH studies are comparable,
as they apply the same methods, detailed in
the published reports.7-9
Participants
Participants in the AMTS were medical practitioners who had claimed at least 1500 A1
(ie, general practice) Medicare items in the
previous 12 months. Participants in the
BEACH surveys were GPs who had claimed
at least 375 general practice Medicare items
in the preceding 3 months. The GPs who
agreed to take part in the studies were from
random samples drawn by the General Practice Branch, Australian Department of
Health and Ageing, from practitioner Medicare claims data supplied by the Health
Insurance Commission. To classify the GP’s
country of graduation we used the standard
85
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Health Insurance Commission groupings, in
which Africa includes the Middle East, and
Asia includes central Asian countries (Gordon Calcino, General Practice Branch, Australian Department of Health, Housing and
Community Services, personal communication).
Data were available for 473 GPs in 1990–
91, 980 GPs in 1998–99 and 1008 GPs in
2002–03. For ease of reference, we will call
the periods 1991, 1999 and 2003.
Variables analysed
The information provided by participating
GPs included age, sex, number of years in
general practice, number of sessions usually
worked per week, size of practice, country
of graduation, and practice location.
Standardisation for age and sex
Comparisons of the age and sex distributions of all three samples with those of the
sample frames from which each was drawn
demonstrated that all of the samples underrepresented younger GPs.8,9 To adjust for
this, we standardised each of the GP samples
for age and sex, based on the distribution of
the practising GP population in its sample
frame. Additional weighting was applied to

the 1991 sample to adjust for the oversampling of smaller states and territories that
had occurred in the original survey.7
We then compared the standardised samples in terms of their self-reported characteristics other than age and sex. We also
compared characteristics of age- and sexstandardised male and female subsamples in
the three studies. Changes over time were
tested using a χ2 test for each variable, while
within-variable significance was indicated
by non-overlapping 95% confidence limits.

associated significant increase in the proportion of GPs aged 55 years or over occurred
between 1999 (21.4%) and 2003 (31.6%)
(Box 1)
Number of sessions, practice size
and location
Between 1999 and 2003, the proportion of
GPs working less than six sessions per
week increased significantly, from 12.0% to
18.4%, while those working more than 10
sessions per week declined, from 18.2% to
13.5%, over the same period (Box 2).
There were almost twice as many GPs in
solo practice in 1991 (25.5%) as there were
in 2003 (13.7%). The proportion of practices with two or three GPs also fell markedly, from 40.2% in 1991 to 26.5% in
2003. Conversely, the proportion of practices with four or more GPs almost doubled, from 34.3% in 1991 to 59.8% in
2003 (Box 2).
Practice location changed significantly
between 1991 and 1999, with the proportion of GPs in metropolitan practices
increasing from 65.5% to 75.2% and the
proportion in rural areas decreasing from
34.5% to 24.8%. However, this trend had
steadied by 2003.

Ethics approval
Our project was approved by the Health
Ethics Committee of the Australian Institute
of Health and Welfare and the Human Ethics Committee of the University of Sydney.
RESULTS
Age and sex of GPs
After standardising samples for age and sex,
we observed a significant and progressive
increase in the proportion of female GPs
between 1991 (19.3%) and 2003 (35.2%).
GPs aged under 35 years made up a significantly greater proportion of practising GPs
in 1991 (22.3%) than in 2003 (10.0%). An

1 General practitioner sex and age data, 1990–91, 1998–99 and 2002–03
AMTS 1990–91

BEACH study 1998–99

1990 GP Raw data %
of GPs
Age- and sexsample
(95% CI)
standardised %
frame %
(n = 473)
of GPs (95% CI)
of GPs*

BEACH study 2002–03

1998 GP Raw data %
2003 GP
sample
of GPs
Age- and sexsample
frame %
(95% CI)
standardised %
frame %
of GPs†
(n = 980)
of GPs (95% CI) ST ‡ of GPs §

Raw data % Age- and sexstandardised
of GPs
% of GPs
(95% CI)
(95% CI)
ST ‡
(n = 1008)

Sex¶
Male

80.3

80.5
(77.0–84.1)

80.7
(76.9–84.5)

70.8

70.0
(67.2–72.9)

68.1
(64.9–71.4)

↓

66.8

64.8
(61.8–67.7)

64.8
(61.8–67.8)

↓

Female

19.7

19.5
(15.9–23.0)

19.3
(15.5–23.1)

29.2

30.0
(27.1–32.9)

31.9
(28.7–35.1)

↑

33.2

35.2
(32.3–38.2)

35.2
(32.2–38.2)

↑

< 35

22.3

14.2
(11.0–17.3)

22.3
(17.6–26.9)

14.8

6.3
(4.8–7.9)

15.7
(12.3–19.1)

9.7

7.3
(5.7–9.0)

10.0
(7.8–12.1)

↓⇓

35–54

57.1

67.9
(63.6–72.1)

56.3
(51.4–61.3)

62.8

68.5
(65.6–71.4)

62.5
(59.0–65.9)

58.3

61.8
(58.8–64.8)

58.5
(55.4–61.6)

 55

20.6

18.0
(14.5–21.4)

21.4
(17.3–25.5)

22.4

25.2
(22.5–27.9)

21.8
(19.3–24.4)

32.0

30.9
(28.0–33.7)

31.6
(28.7–34.5)

Age (years)

↑⇑

AMTS = Australian Morbidity and Treatment Survey. BEACH = Bettering the Evaluation and Care of Health.
* Data supplied by the General Practice Branch of the Australian Department of Health and Ageing for the purposes of this study.
† Data drawn from Britt et al8 (data originally supplied by the General Practice Branch of the Australian Department of Health and Ageing).
‡ ST = significant trend: ↑ and ↓ indicate significant increase or decrease between either of the two later studies and the 1990–91 study; ⇑ and ⇓ indicate significant increase
or decrease between the two later studies.
§ Data drawn from Britt et al9 (data originally supplied by the General Practice Branch of the Australian Department of Health and Ageing).
¶ Significant at P < 0.001.
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Sex differences between GPs
Comparisons between characteristics of
male and female GPs are shown in Box 3. In
both male and female GPs there was a
significant increase in the proportion of
older practitioners between 1999 and 2003.
The ageing of male GPs (27.7% were aged
55 years or over in 1999, compared with
38.7% in 2003) was anticipated, but the
trend was even more pronounced in female
GPs, among whom the proportion aged 55
years or over rose from 9.4% in 1999 to
18.4% in 2003.
There were wide differences between
male and female GPs in the number of
sessions worked per week. Female GPs were
much more likely to work fewer sessions,
but no significant changes over time were
found. However, the proportion of male GPs
who worked fewer than six sessions per
week rose from 6.1% to 11.4% between
1999 and 2003, while the proportion working more than 10 sessions per week fell from
23.8% to 17.1%.
The move towards larger practice size was
evident for both male and female GPs.
Fewer male GPs were in solo practice in
2003 (17.5%) than in 1991 (27.9%). Conversely, the proportion of male GPs in practices with four or more practitioners rose
from 33.3% (1991) to 56.0% (2003). The
same pattern was seen for female GPs: in
1991, 38.6% were in larger practices, compared with 66.8% in 2003.
Male GPs were less likely to have graduated in Australia in 2003 (70.6%) than in
1991 (81.7%) and more likely to have graduated in Asia in 2003 (10.2%) than in 1991
(4.8%). These movements were not seen
among female GPs. There was a significant
increase in the proportion of African gradu-

2 General practitioner practice and training characteristics (all GPs),
by year of survey*
Proportion (%) of GPs (95% CI)
1990–91 (n = 473)

1998–99 (n = 980) ST† 2002–03 (n = 1008) ST†

Sessions/week‡
<6

NA

12.0 (9.9–14.2)

18.4 (16.0–20.8)

⇑

6–10

NA

69.8 (66.8–72.8)

68.1 (65.2–71.1)

 11

NA

18.2 (15.7–20.7)

13.5 (11.4–15.6)

⇓

Solo GP

25.5 (21.3–29.7)

16.4 (14.0–18.8)

↓

13.7 (11.6–15.9)

↓

2–3 GPs

40.2 (35.4–45.0)

29.6 (26.5–32.6)

↓

26.5 (23.7–29.3)

↓

 4 GPs

34.3 (29.7–39.0)

54.0 (50.6–57.5)

↑

59.8 (56.7–62.9)

↑

81.4 (77.8–85.1)

78.3 (75.6–80.9)

72.2 (69.4–75.0)

↓⇓

‡

Size of practice

Country of graduation‡
Australia
UK/Ireland

8.9 (6.3–11.6)

8.5 (6.7–10.3)

9.1 (7.3–10.9)

Asia

5.8 (3.6–7.9)

7.8 (6.2–9.4)

9.8 (8.0–11.6)

Europe

1.5 (0.3–2.7)

2.2 (1.3–3.0)

1.6 (0.8–2.3)

Africa

1.0 (0.1–1.9)

1.4 (0.7–2.1)

4.2 (3.0–5.5)

1.4 (0.3–2.4)

1.9 (1.0–2.8)

3.1 (2.0–4.2)

Metropolitan

65.5 (60.9–70.1)

75.2 (72.3–78.1)

↑

72.7 (69.9–75.5)

Rural

34.5 (30.0–39.2)

24.8 (21.9–27.7)

↓

27.3 (24.5–30.1)

17.8 (14.1–21.5)

32.3 (28.9–35.8)

↑

36.4 (33.4–38.5)

Other

§

↑
↑⇑

Practice location‡

FRACGP‡
Yes

90%

Proportion of GPs

Country of graduation and
postgraduate training
In 1991, 81.4% of GPs were graduates of
Australian medical schools, but the proportion declined over the next decade, dropping significantly between 1999 (78.3%)
and 2003 (72.2%). The proportion of GPs
who graduated in Asia increased significantly between 1991 (5.8%) and 2003
(9.8%), while the proportion who were
African graduates trebled, from 1.4% to
4.2%, between 1999 and 2003.
The proportion of GPs holding Fellowship of the RACGP more than doubled
between 1991 and 2003, the increase being
significant between each of the three measurement points: from 17.8% (1991) to
32.3% (1999) to 36.4% (2003).

↑

1991

80%

1999

70%

2003

60%
50%
40%
30%
20%
10%
0
Female

 55 years < 6 sessions
per week*

 4 GP
practice

Australian
graduate

Rural
practice

FRACGP

FRACGP = Fellow of the Royal Australian College of General Practitioners.
NA = not available (data not collected in 1990–91 Australian Morbidity and Treatment Survey).
* Some survey responses were incomplete. The denominator for each variable was the number of completed
responses for that variable.
† ST = significant trend: ↑ and ↓ indicate significant increase or decrease between either of the two later studies
and the 1990–91 study; ⇑ and ⇓ indicate significant increase or decrease between the two later studies.
‡ Significant at P < 0.001.
§ Includes New Zealand, the USA, South America and Canada.
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3 General practitioner practice and training characteristics, by sex of GP and year of survey*
Proportion (%) of GPs (95% CI)
1990–91

1998–99
Male (n = 685)

2002–03

†

ST Female (n = 295) ST

†

Male (n = 653)

ST† Female (n = 355) ST †

Male (n = 381)

Female (n = 92)

< 35

19.0 (14.0–24.0)

36.0 (24.6–47.3)

12.3 (8.5–16.1)

22.9 (16.2–29.7)

6.5 (4.5–8.4)

35–54

56.8 (51.3–62.3)

54.4 (43.1–65.6)

60.0 (56.0–64.1)

67.7 (61.0–74.3)

54.8 (51.0–58.7)

65.2 (59.8–70.6)

 55

24.2 (19.5–29.0)

9.7 (3.1–16.3)

27.7 (24.4–31.0)

9.4 (6.3–12.5)

38.7 (35.0–42.5) ↑ ⇑

18.4 (14.4–22.4)

<6

NA

NA

6.1 (4.3–7.9)

24.7 (19.5–29.9)

11.4 (8.9–13.8)

6–10

NA

NA

70.1 (66.5–73.7)

69.1 (63.4–74.8)

71.6 (68.1–75.0)

 11

NA

NA

23.8 (20.5–27.1)

6.2 (3.1–9.3)

17.1 (14.2–20.0)

⇓

Age (years)‡
↓⇓

16.4 (11.5–21.3)

↓
↑⇑

Sessions/week§
⇑

31.1 (26.2–36.0)
61.9 (56.7–67.1)
7.0 (4.2–9.8)

Size of practice‡
Solo GP

27.9 (23.1–32.7)

15.2 (7.4–23.1)

19.6 (16.5–22.8)

↓

9.6 (6.3–12.8)

17.5 (14.5–20.4)

↓

6.9 (4.2–9.5)

2–3 GPs

36.7 (33.5–44.0)

46.2 (35.1–57.3)

29.3 (25.7–32.9)

↓

30.3 (24.6–36.0)

26.6 (23.2–30.0)

↓

26.3 (21.6–31.0)

↓

 4 GPs

33.3 (28.2–38.4)

38.6 (27.7–49.5)

51.1 (47.0–55.2)

↑

60.2 (54.1–66.3)

56.0 (52.1–59.8)

↑

66.8 (61.8–71.8)

↑

70.6 (67.1–74.1)

↓

75.2 (70.7–79.7)

↑

Country of graduation¶
Australia

81.7 (77.6–85.7)

80.5 (71.9–89.0)

76.6 (73.4–79.8)

UK/Ireland

9.5 (6.4–12.6)

6.4 (1.5–11.3)

9.5 (7.3–11.8)

81.8 (77.3–86.2)
6.3 (3.4–9.1)

Asia

4.8 (2.6–6.9)

9.9 (3.2–16.6)

7.8 (5.9–9.8)

7.7 (4.6–10.8)

Europe

1.6 (0.1–3.0)

1.1 (0.0–3.2)

2.3 (1.2–3.3)

2.0 (0.5–3.5)

1.6 (0.8–2.5)

Africa

0.8 (0.0–1.6)

2.2 (0.0–1.6)

1.6 (0.7–2.5)

0.9 (0.0–1.8)

4.0 (2.5–5.5)

Other**

1.7 (0.4–3.0)

0

2.1 (0.9–3.3)

1.5 (0.2–2.7)

3.7 (2.3–5.2)

9.9 (7.6–12.2)
10.2 (7.9–12.6)

7.5 (4.7–10.3)
↑

9.0 (6.1–11.9)
1.6 (0.3–2.9)

↑⇑

↑⇑

4.7 (2.5–6.9)
2.0 (0.5–3.6)

Practice location††
Metropolitan

64.9 (59.8–70.0)

67.8 (57.3–78.2)

71.9 (68.2–75.6)

82.3 (77.7–86.8)

70.6 (67.1–74.1)

76.6 (71.9–81.3)

Rural

35.1 (30.0–40.2)

32.2 (21.8–42.7)

28.1 (24.4–31.8)

17.7 (13.2–22.3)

↓

29.4 (25.9–32.9)

23.4 (18.7–28.1)

18.9 (14.7–23.1)

13.0 (5.5–20.4)

27.5 (23.7–31.3)

42.6 (36.2–49.1)

↑

32.2 (28.6–35.8)

FRACGP ‡

Proportion of GPs

Yes
90%

1991

80%

1999

70%

2003

↑

↑

44.3 (38.9–49.7)

↑

60%
50%
40%
30%
20%
10%
0

Male

Female

 55 years

Male

Female

< 6 sessions/week

Male

Female

 4 GP practice

Male

Female

Australian graduate

Male

Female

Rural practice

Male

Female

FRACGP

FRACGP = Fellow of the Royal Australian College of General Practitioners. NA = not available (data not collected in 1990–91 AMTS).
* Some survey responses were incomplete. The denominator for each variable was the number of completed responses for that variable.
† ST = significant trend: ↑ and ↓ indicate significant increase or decrease between either of the two later studies and the 1990-91 study; ⇑ and ⇓ indicate significant increase
or decrease between the two later studies.
‡ Significant at P < 0.001. § P < 0.001 (M); P = 0.143 (F). ¶ P < 0.001 (M); P = 0.090 (F).
** Includes New Zealand, the USA, South America and Canada.
†† P = 0.066 (M); P = 0.013 (F).
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ates between 1999 and 2003 for both male
and female GPs.
χ2 tests revealed a decrease in the proportion of female GPs working in rural areas
between 1991 and 1999 (P = 0.013),
although confidence intervals overlapped.
There was a marked increase over the years
in the proportion of female GPs who were
Fellows of the RACGP, rising from 13.0% in
1991 to 44.3% in 2003. The proportion of
male Fellows also increased significantly,
although less dramatically, between 1991
(18.9%) and 2003 (32.2%).
DISCUSSION
Our study shows that the GP workforce in
Australia is becoming proportionally more
female, older, more likely to work fewer
sessions per week and to hold Fellowship of
the RACGP. GPs are more likely to work in
large practices and increasingly likely to
have graduated overseas. These results provide independent support for recent government reports on the medical labour
force10-12 and have implications for the
future needs of general practice.
The increasing feminisation of the workforce alone will affect supply and demand,
as female GPs are more likely to work fewer
sessions per week and have longer consultations on average.4 Older GPs have longer
consultations than do younger GPs,2 and
Fellows of the RACGP have longer consultations than non-Fellows.6 These three factors
will combine to affect the number of consultations that are provided by each GP.
The preference of many female GPs for
part-time practice has been recognised, and
the proportion working part-time did not
change between 1999 and 2003. However,
the marked shift of male GPs away from
longer working hours over this period is of
equal importance when considering the
workforce needs of the future. This finding
supports anecdotal evidence that younger
male GPs do not expect, in the future, to
work the long hours that are normal for
older generations.11 A 1996 Australian
study found that full-time GPs were more
likely to suffer work-related stress, mostly
caused by time pressures, than their parttime colleagues.13 Work-related stress, the
ageing GP population and the international
promotion of shorter working hours for the
medical workforce — endorsed by the Australian Medical Association’s “safe hours”
campaign12 — are probable factors contributing to this change.
The trend away from rural and towards
metropolitan practice, with a resultant

shortage of rural GPs, is already well recognised.12,14 However, we hypothesise that the
increase in numbers of overseas-trained and
temporary-resident doctors in rural areas
has reduced this problem to some extent.
Overseas-trained doctors holding visas for
up to 5 years that are conditional on rural
placement have been recruited at a rate of
about 200 per year since 2000.11 Temporary-resident doctors (with a visa stay of up
to two years) were estimated to make up
4.6% of the rural GP workforce in 1997, and
data from 2000 showed increases of about
50 per year.11 This has probably already
affected the distribution of GPs according to
country of graduation, with a decrease in the
proportion of Au stralian gradu ates.
Recently, temporary-resident doctors have
been offered 4-year visas, and overseastrained doctors visas for up to 10 years, with
the possibility of gaining Australian qualifications and permanent residence.15 This
policy offsets to some extent the insufficient
numbers of Australian graduates taking up
training in regional programs despite financial incentives.
In 2001, GP training program places were
increased to 600 annually, but have not
always been filled,16 reflecting the trend in
countries such as the United States, which
has seen a decline in numbers of general
practice trainees.17,18
In 1998–99, 5%–6% of GPs withdrew
from the workforce and a slightly higher
percentage entered it.11 However, because of
the widening gap between younger and
older GPs in the number of sessions worked,
the retirement of the “demographic bulge”
of the older generation will have a substantial effect on total consultations provided.
Some limitations were encountered during this study. We were restricted to categories and groupings imposed by extant AMTS
data, so some GP characteristic details available from the BEACH surveys (eg, computer
use and after-hours arrangements) have not
been reported here. The division between
metropolitan and rural locations in the 1991
survey relied on the obsolete Remote and
Rural Areas categories,19 but for the two
later surveys the more recent Rural, Remote
and Metropolitan Areas classification20 was
applied to GP postcode. Although similar in
nature, these may not be comparable in all
aspects, and variations in urban sprawl over
the years may be another confounding factor. Results relating to practice location
should therefore be considered as indicative
only. In terms of overseas graduates, our
data did not differentiate between permaMJA • Volume 181 Number 2 • 19 July 2004

nent residents/citizens and temporary visa
holders.
This comparison over time presents a
picture of a GP workforce that has changed
considerably since 1991. Changes in characteristics of the practising GP population will
affect consultative services and the balance
between supply and demand. These developments need to be considered in future
workforce planning.
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A contraceptive pill for men?
The male pill. A biography of a technology in
the making. Nelly Oudshoorn. Durham:
Duke University Press, 2003 (xi + 306pp,
$30.75). ISBN 0 8223 3195 0.

W HY HAVEN’T WE GOT a contraceptive pill for men? Nelly Oudshoorn, Professor of Gender and Technology at the
University of Twente in the Netherlands,
attempts to provide some of the answers
in this timely historical account.
In 1972, the World Health Organization (WHO) Male Task Force concluded
that a long-acting gestagen to suppress
pituitary gonadotropin secretion, and
hence testicular activity, supplemented
by androgen replacement therapy, was
the way to develop a male contraceptive.
But which gestagen, and which andro-
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gen, in what dose, and by what route of
administration? These questions still
remain, 32 years later, although the latest
Australian study1 has shown that threemonthly injections of 300 mg depot
medroxyprogesterone acetate and fourmonthly implants of 800 mg testosterone
give excellent contraceptive protection
for one year.
A male contraceptive implant might
find a small niche market in the developed world, but in the developing world,
where most of the world’s population
lives, the logistics and cost of repeated
implants or injections would probably
make it a non-starter. Another worry is
that anabolic steroids (aka androgens) are
now internationally banned as performance-enhancing drugs, and hence any
athlete taking a hormonal contraceptive
would simply not be allowed to compete.
The lack of interest shown by the pharmaceutical industry (wisdom in hindsight?) has been a major blow, as has the
low profile of andrology as a medical
specialty.
Nelly Oudshoorn concludes that we
have failed to develop a male pill simply
because “technological innovation in
male contraception thus facilitates a situation in which hegemonic masculinities

are destabilized and nonhegemonic masculine identities are articulated and gain
momentum”. The truth is somewhat simpler.
A male pill is still not in sight, and the
pharmaceutical industry will have to
invest hundreds of millions of dollars to
bring a three-monthly injectable hormone cocktail onto the market. Is it
worth the investment?
Roger V Short
Professor of Obstetrics and Gynaecology
Royal Women’s Hospital, Melbourne, VIC
1 Turner L, Conway AJ, Jimenez M, et al.
Contraceptive efficacy of a depot progestin and
androgen combination in men. J Clin Endocrinol
Metab 2003; 88: 4659-4667.
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