
Gender & Sex Matters 
DISRUPTING THE PARAMEDIC WORK ENVIRONMENT WITH GENDER 
BASED ANALYSIS.
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Paramedic research – emerging as an area of focus to consider quality of care and evidence we utilize to make decisions that drives our care. 



Gender-based 
Analysis Plus GBA+ enables a more articulate picture  of health needs, 

health status and workforce health.

GBA+ contributes to “evidence based” decision making, 
because it broadens the scope of “evidence” used in the 
decisions.

GBA+ is an organized way in analyzing all aspects of health, 
and all parts of the health care system, because sex and  
gender affects all aspects of the lives of people and 
paramedics.

Using GBA+ means taking a gender-
and diversity-sensitive approach to our 
work. It is an analytical process 
designed to help us ask questions, 
challenge assumptions and identify 
potential impacts, taking into account 
the diversity of Canadians.

Shifting your thinking enables you to 
apply gender based analysis to 
improve your practice. 
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The purpose of this session today is to introduce the gender based analysis framework to you, this framework provides an opportunity for you as the paramedic to improve your ability to interpret the evidence and consider the aspects of how you understand sex and gender when you arrive at the patient side in your practice.  

Rather than assuming that “one size fits all,” SGBA reminds us to ask questions about similarities and differences between and among women and men, such as: Do women and men have the same susceptibility to lung disease from smoking? Are women at the same risk as men of contracting HIV/AIDS through heterosexual intercourse? Are the symptoms of heart disease the same in women and men? Are x‑rays equally useful for reflecting the level of disability and pain experienced by women and men living with osteoarthritis? Do boys and girls have similar experiences of being overweight or obese? Do international tobacco control policies work the same way for men and women? By introducing such questions, sex‑ and gender‑based analysis can help lead to positive changes in how programs are offered or how resources are allocated. 


SGBA also recognizes that there is a great deal of variation among women and among men – as well as between them – and analysts must therefore be careful to avoid making generalizations about all women or all men. Individual women and men as well as groups of women and men may be at greater risk of illness, have better access to health care, or respond differently to medication because of differences in income, class, race, language, sexual orientation, gender identity, education, geographic setting, age and/or life stage. First Nations women, for example, may share experiences of colonization and life on reserves with First Nations men that are distinct from the experiences of women of European descent living in Canada’s major cities. 


These social constructions play a significant part in how the patient tells their story and presents it to the paramedic; and how the paramedic interprets the information and patient presentation, depending on their preconceived notions of gender. What follows is that both biology (sex) and the expression of gender3 are implicated in the provision of quality care health.
. Leaving much of the understanding of how and why particular drugs affected women or anyone in transition an unknown. This missing evidence matters to paramedics who are left to their own devices to explore and develop clinical understanding of sex and gender implications on the medications available for practice. 

Clinical judgement underpinned by weak or lacking representative evidence is poor practice. It matters to the patient how paramedics understand biological differences of sex and gender. The value of intentionally exploring the differences in how gender or sex or intersections of marginalization influence paramedic practice is shared in a recent study.12  The study focus compared how men and women experience care for their cardiac chest pain and out of hospital cardiac arrest. The findings indicate that women receive fewer medications such as aspirin and pain management, are less likely to be transported lights and siren, and when in cardiac arrest are less likely to have resuscitation begun by paramedics. 

bias and blindness about sex and gender occurs in paramedic education. A frustrating example is the difficulty in finding paramedic curriculum, textbooks and teaching tools to help to teach and learn the differences in how menstruation and lactation influence the uptake and response of the drugs provided by paramedics. Yet, the implications of drug uptake during menstrual cycle impacts are well known for medications such as antipsychotics, antibiotics, cardiac medications, and antidepressants.9,14  During menstruation typical dosing regimes can be too high or too low depending on time of cycle with extremely different outcomes for the patient. Similarly, where patients are typically accessing paramedics to care for their sudden onset cardiac chest pain, sex and gender have implications for more appropriate care. The historical evidence and subsequently the taught and thought to be typical presentation for cardiovascular disease is premised on studies conducted only on men, usually white men. This leaves other patients to become the atypical presentation where the paramedic educator or practitioner must ponder how to provide evidence-based teaching and appropriate clinical care. This atypical presentation often occurs for the other sex who are experiencing cardiac chest pain, or a psychotic episode or developing sepsis due to an ongoing and untreated UTI. It is well documented that sex affects cell physiology, metabolism, and many other biological functions, the symptoms and manifestations of disease, and responses to treatment8,9,21 therefore we need to include this knowledge in the education and practice of paramedicine. The value of disaggregated (and publicly available) sex and gender data is revealed in the treatments developed for COVID-19, where men are now understood to have a much more severe disease experience than women (similar to studies of Severe Acute Respiratory Syndrome(SARS) and Middle East Respiratory Syndrome (MERS).17 If the data were sex biased and not disaggregated, those accessing the evidence to develop and provide treatment and educational tools would find it much more difficult or impossible to utilize. 





In this paramedic – patient relationship, every little action and word cause the experience of providing care and receiving care to occur in a particular way. In this way we act, often unknowingly, based on our own intersections of gender, race, power, and privilege.   

different biological processes, anatomies, conditions in daily life, environmental experiences, risk behaviors and responses to stressful events, may all contribute
to variation in health and disease in men and Women

There is also evidence that women, for no apparent medical reason, are not offered the same treatment as men, a phenomenon that raises the question of gender bias. Many studies, for example, show that women are less likely than men to receive more advanced diagnostic and therapeutic interventions
 ixth, nowadays, education about sex and gender differences in health is requested in medical schools. Helping the students avoid making gender-
biased assessments, students’ attitudes to and preconceptions about men and women should also be addressed
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Where sex and gender are often thought to be interchangeable, they are not, one is a social construct 
with cultural meanings, and one is a biological difference that can matter. 

SEX

Sex refers to the biological differences 
between  females and males. The health sector 
has focused largely on reproductive 
differences, particularly maternity care, but 
physical distinctions between females and 
males shape a much broader range of  health 
issues.

GENDER

Gender refers to the array of socially 
constructed roles and relationships, personality 
traits, attitudes, behaviours, values, relative 
power and influence that  society ascribes to 
the two sexes on a differential basis. 
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We do gender when we engage with our patients – 

It is important to know that sex is defined as the biological differences (such as chromosomes, sex organs, and hormonal profiles) between men, women and persons with differences in sex development


Biological sex differences matter to how disease processes manifest15,16 in addition to how socially constructed genders are perceived directly relates to safe and competent health care. It remains a common concern that much of how women (and men) present with health concerns is perceived differently and actioned differently by all health practitioners, including paramedics. These gendered assumptions work much the same way as stereotypes, which are often mistakenly applied with immediate and most likely inequitable and unsafe outcomes. 

Gender is relational - gender roles and characteristics do not exist in isolation, but are defined in relation to one another... Gender roles and responsibilities are rarely evenly balanced in any society. Women and men generally do not have equal access to resources such as money, information, power and influence.
The definition of gender is the socially constructed, culturally reinforced and enacted roles and behaviours attributed by what is thought to be feminine or masculine.




When we talk about gender bias in medicine we usually either mean an unintended, but systematic neglect of either women or men, stereotyped preconceptions
about the health, behavior, experiences, needs, wishes and so on, of men and women, or neglect of gender issues relevant to the topic of interest.
Gender bias has implications in treatment of both male and female patients and it is importantto take into consideration in most fields of medical research, clinical practice and education. Gender bias is also a relevant issue in the discussionof clinical and academic advancements and careers [12]; however, that aspect is not the focus

Data bias or data blindness exist in research such as random clinical trials, designed to provide a better understanding of cause and effect, is still likely to use white males as the comparator or the norm to which the findings are most likely referenced. This gap in sex and gender representation is detrimental to the outcome of care when “You can’t automatically extrapolate your results to both sexes if you don’t even test the females”.5 Medications found in the paramedic drug kit are assumed to work the same way for women as for men, except that until the early 2000s, women were not even considered for clinical drug trials. Concerning to both patient and paramedic when adverse drug events are now known to be more severe for women.6  The issue of men representing women in the research data may best be described as “Men go without saying, and women don’t get said at all”. 7 






The ‘gender order’ in society means that a ‘normal’ human being is assumed to be a man, women as a group are regularly subordinated to
men, and boys and men are seen as being more important and valuable compared with girls and women [14]. The gender order implies that social
determinants such as economic wealth, education, and political power, are unequally distributed between men and women. The concept of
gender also refers to the constantly ongoing social construction of what is considered ‘feminine’ and ‘masculine’ and is based on power and
sociocultural norms about women and men. Seen in this way, gender is constantly created in interaction between people, we are all ‘doing
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Social Location
INTERSECTIONALITY

The idea that patients are situated in 
frameworks of multiple, interacting forms of 
oppression and privilege through socially 
constructed categories such as gender and 
race, ethnicity, socioeconomic status, and 
religion.

PRIVILEGE 

A special right granted to some but not others. 

Within the paramedic-patient relationship, every 
little action and word cause the experience of 
providing care and receiving care to occur in a 
particular way. 

In this way we act, often unknowingly, based on 
our own intersections of gender, race, power, 
and privilege.   

An individual's social location is defined as the combination of factors including gender, race, social class, 
age, ability, religion, sexual orientation, and geographic location. 
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Intersectionality and privilege make up the social location that paramedics and patient experience. 


Healthcare provided by paramedics most often occurs within the patient’s environment, and while usually within a model of clinical oversight, is dependent on the ability of the individual or pair of paramedics to interpret and apply knowledge and skill to meet the patient needs with the resources available in the moment.

 That there is a hierarchy to our social location is apparent from our first experiences as students. Navigating the real and perceived constructions and position of power is something we learn early as paramedic students. We know this because we have all been described by a preceptor as the “newby”, “rookie” or “this is my student” instead of introduced by name, this language describes well the social location of the preceptor group who hold disproportional power and dominate the learning space over the student



We provide care to many different populations in many diverse settings address(ing) gaps in an evolving and stressed healthcare system that cross boundaries and factors of gender, geography, sex, socioeconomic status, age, and disability. Better understanding of how these factors implicate how we view and care for patient populations is emerging. Our ability to incorporate relevant research, and the development of evidence based practice to meet the individual patient need, needs to reflect the differences (where they matter) across not only boundaries of biology, but the context in which people experience the world. Such as how sex determines response to illicit drugs or susceptibility to disease, where males and females are proven to respond different. Or how gendered experiences between paramedic students and preceptors influence learning during practicum placements. Bowles, R., vanBeek, C., Anderson, G. (2017). Four dimensions of paramedic practice in Canada: Defining and describing the profession. Australasian Journal of Paramedicine: 2017;14(3)
Lewis, J., Miles, M., Watson, T., Lankford, E. (2019). Effect of intern and preceptor gender on internship experiences for paramedic training. Australasian Journal of Paramedicine, 2018; 12(2)
 
The provision of health care is a social interaction, we operate in the human domain out in the environment and context of and with our patient. To access our patient, we must step into their social space and location in order to interpret the scene. However, it is the paramedic who often holds disproportionate power in the event. The language we chose to use if the patient is conscious influences how the patient will respond to our questions and directions, or how the receiving health practitioner hears the “story” about mechanism of injury (from our view) for the patient with altered consciousness. In this paramedic – patient relationship, every little action and word cause the experience of providing care and receiving care to occur in a particular way. In this way we act, often unknowingly, based on our own intersections of gender, race, power, and privilege

Consider that each patient encounter we have is dependent on the social agreement that underpins our entire practice, without the relationship with each of our work partners, and the patient, we would not have an event in which we could provide care. It is paramedicine’s core function as responding to the patient’s side in an emergency to provide urgent care that puts us into this context. In each of these interactions’ paramedics bring assumptions and in some cases stereotyping, racism, incompetence, and fear of other, alongside assessment of the scene and what we chose to see of the patient presentation.

That there is a hierarchy to our social location is apparent from our first experiences as students. Navigating the real and perceived constructions and position of power is something we learn early as paramedic students. We know this because we have all been described by a preceptor as the “newby”, “rookie” or “this is my student” instead of introduced by name, this language describes well the social location of the preceptor group who hold disproportional power and dominate the learning space over the student. How we practice is shaped by how we understand our own identity, which is directly influenced by the power dynamics of the student – preceptor relationship and how we see ourselves within these structures of relationships when learning to practice. 


Paramedics are like other health professionals who are intentional beings with intersecting identities practicing in settings of hierarchies related to power, gender, sexualities, and social relations. Knowing this and knowing the ability we have to influence patient centered care is the opportunity to be intentional about our act(s) of caring. The provision of health care is a social interaction, we operate in the human domain out in the environment and context of and with our patient. To access our patient, we must step into their social space and location in order to interpret the scene. However, it is the paramedic who often holds disproportionate power in the event. The language we chose to use if the patient is conscious influences how the patient will respond to our questions and directions, or how the receiving health practitioner hears the “story” about mechanism of injury (from our view) for the patient with altered consciousness. In this paramedic – patient relationship, every little action and word cause the experience of providing care and receiving care to occur in a particular way. In this way we act, often unknowingly, based on our own intersections of gender, race, power, and privilege.   
Album D and Westin S. Do diseases have a prestige hierarchy? A survey among physicians and medical students. Social Science and Medicine 2008;66:182–8.
 





Intersectionality promotes understanding how people are shaped by the interaction of different social locations such as race or ethnicity, indigeneity, gender, class, sexuality, geography, age, ability, migration status, and religion. The lens of intersectionality prevents us from reducing the conversation about good care and excellent paramedic practice to singular issues such as compliance with clinical protocols that ignore the complexity of the social interactions and interdependent forms of privilege and oppression shaped by colonialism, imperialism, racism, homophobia, ableism, and patriarchy

Intersectionality is one way to attend to the issue of professionalism in paramedicine, in that it is a basis for understanding the power and privilege that happens in the provision of health care. That gender bias, racism and discrimination occurs in and across emergency medical services is a problem for the profession of paramedicine to address and solve in a meaningful way, not only for the patient but for the profession.
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Storying GBA+
Why do you treat me this way… Paramedic Connie “I find it so frustrating that I  

didn’t recognize that patient presentation as 
cardiac, why don’t they tell us that in school ” 
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These social constructions play a significant part in how the patient tells their story and presents it to the paramedic; and how the paramedic interprets the information and patient presentation, depending on their preconceived notions of gender. What follows is that both biology (sex) and the expression of gender3 are implicated in the provision of quality care health.


In the evidence-based health care arena inequality and bias still occurs in relation to gender and sex. This existing inequality often has negative implications for how paramedics interpret and synthesize findings to enact and balance protocol driven practice with clinical judgment.

Sex and gender differences are significant to how individuals manifest disease signs and symptoms, access health and social care, and are interpreted and therefore treated by paramedics.

Treatment of pain is another aspect of paramedic clinical practice that reveals some of the significance to understanding how sex and gender influence the paramedic’s evidence-based clinical judgement. The relief of pain is considered a key performance indicator within EMS systems, yet women are less likely than men with the same injury, to receive appropriate pain management.13  Gendered stereotypes held by health practitioners, including paramedics, directly influences equitable care when men and women present with pain. Women have received less pain management for severe pain in comparison, and are considered to be less tolerant, more sensitive to severe pain than men.13 

In order for paramedics to fully utilize evidence for the benefit of each patient they must challenge the data as fully representative, unbiased and directly relevant. There are tools for analysis of evidence available18 that can help challenge the strength and relevancy of how sex and gender data need to be considered in developing clinical treatment pathways, operational policy and quality assurance and improvement programs. An example of paramedics challenging data bias across sex and gender boundaries involves a study design addressing intimate partner violence. The recognition of a significant data reporting failure for women experiencing intimate partner violence arose from paramedic practice. Violence against women is pervasive worldwide. Intimate partner violence has a major impact on the health and wellbeing of women where paramedics are too often called on to provide both clinical and emotional support to those perpetrating and experiencing this type of violence. Not much focus has been placed on collecting data around aspects of these events by paramedics. One of the study key findings19 is that specific sex and gender data collection and reporting directly enables analysis, accessibility for others to utilize and provides a baseline from which to develop improvements in referral and clinical care. Proving that when disaggregated data is accessible, bias is managed, evidence is more representative, better care is possible. 
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Consider completing the Gender-
based Analysis Course available at:

https://women-gender-
equality.canada.ca/en/gender-based-
analysis-plus.html
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