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Obijective: The aim of this study was to determine the ambivalent sexism and gender awareness levels of medical students
who will serve society as future physicians and to examine the relationship between these two attitudes.

Methods: This cross-sectional study was conducted with 404 medical students between May 15, 2025, and June 10, 2025.
A sociodemographic data form, the Ambivalent Sexism Inventory (ASI), and the Nijmegen Gender Awareness in Medicine
Scale (N-GAMS) were used.

Results: Of the students, 57.7% were female, and the mean age was 22.2+2.8 years. The students' mean scores were 3.1
+ 1.1 for hostile sexism, 3.2 + 1.1 for protective sexism, 4.1 + 0.5 for gender sensitivity, 2.7 £ 0.9 for gender-role ideology
towards patients, and 2.7 £ 0.9 for gender-role ideology towards physicians. There was a high positive correlation between
gender-role ideology towards patients and physicians and each of the sub-dimensions of the ASI (hostile and protective
sexism) (p < 0.001 for each).

Conclusion: This study reveals the clinical significance of the relationship between gender discrimination and gender
awareness among medical students. It is believed that structured gender education integrated into the medical education
curriculum will contribute to students providing equitable and ethical healthcare free from clinical biases.

Keywords: Gender awareness, medical student, patients, physicians, sexism

Tip 6grencilerinde gelisik duygulu cinsiyetgilik ve cinsiyet farkindaliginin incelenmesi

Arastirma makalesi
Sire¢

Gelis: 27/03/2026
Kabul: 01/06/2026

Telif Hakki

oloLc]

Bu Calisma Creative Commons Atif
4.0 Uluslararasi Lisansi
Kapsaminda Lisanslanmistir.

%) irem-007@hotmail.com
) candancankii@gmail.com

0z

Amag: Bu arastirmanin amaci gelecegin hekimleri olarak topluma hizmet verecek olan tip 6grencilerinin nasil bir cinsiyetgi
tutuma sahip oldugunu ve cinsiyet farkindaligi diizeyini belirlemek ve bu iki tutum arasindaki iliskiyi incelemekti.

Metot: Kesitsel tipteki bu ¢alisma 15 Mayis 2025- 10 Haziran 2025 tarihleri arasinda 404 tip 6grencisiyle yiratalda.
Sosyodemografik veri formu, Celisik Duygulu Cinsiyetgilik Olgegi (CDCO) ve Nijmegen Tipta Cinsiyet Farkindaligi Olgegi (N-
GAMS) kullanild.

Bulgular: Ogrencilerin %57.7’si kadind), yas ortalamasi 22,2+2,8 idi. Ogrencilerin puan ortalamalari diismanca cinsiyetgilik
icin 3,1 + 1,1, korumaci cinsiyetgilik igin 3,2 £ 1,1, toplumsal cinsiyet duyarhligi igin 4,1 £ 0,5, hastalara yonelik toplumsal
cinsiyet ideolojisi i¢in 2,7 + 0,9 ve hekimlere yonelik toplumsal cinsiyet ideolojisi i¢in 2,7 + 0,9 idi. Hastalara ve hekimlere
yonelik toplumsal cinsiyet ideolojisi ile CDCO alt boyutlarinin her biri (diismanca ve korumaci cinsiyetgilik) arasinda pozitif
yonde yuksek korelasyon vardi (her biri igin p < 0,001).

Sonug: Bu ¢alisma tip 6grencilerinde cinsiyetgi tutumlar ile cinsiyet farkindaligi arasindaki iliskinin klinik agidan 6nemini
ortaya koymaktadir. Tip egitim mifredatina entegre edilecek yapilandirilmis toplumsal cinsiyet egitimlerinin, 6grencilerin
klinik 6nyargilardan arinmis, esitlikgi ve etik bir saghk hizmeti sunmalarina katki saglayacagi diisiiniiimektedir.
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Introduction

Sexism is a concept that includes the existence of negative
attitudes towards the female gender in a male-dominated
society, the reflection of these attitudes as discrimination in
behaviour, and the lowering of women's positions compared to
men in social, cultural, political, and economic fields.!
According to some researchers, sexism consists of hostile
sexism and benevolent sexism.2* Hostile sexism is
characterized by an antagonistic ideology that frames women
as inherently inferior and overly dependent on men, thereby
legitimizing systemic gender discrimination and the
maintenance of patriarchal hierarchies. Benevolent sexism, on
the other hand, is a prejudice that serves to prove that women
are at an inferior level compared to men, even if it includes
positive attitudes such as protecting, glorifying, and loving
women.? Glick and Fiske suggest that individuals experience
ambivalent sexism due to the coexistence of hostile and
benevolent sexism.? A study conducted in Tirkiye found that
ambivalent sexism, especially hostile sexism, is an important
variable predicting negative situations regarding female
managers in the workplace.’

While biological differences between the sexes are as old as
human history, clinical medicine has, until recently, largely
shaped its body of knowledge based on male subjects, male
cells, and male animals.® This fact has had detrimental effects
on women'’s health. For example, women who have had heart
attacks are less likely to receive timely and accurate diagnosis
and treatment.® Research and knowledge regarding gender
differences are increasing in medical settings, particularly in
heart disease, pain disorders, and psychiatric disorders.” A
recent study indicates a significant paucity of understanding
among European internists regarding gender-specific medicine
and the broader implications of gender awareness in clinical
health.’® A study in Northern Italy highlighted the need for
training programs on gender awareness for doctors.'* Gender
blindness can lead to clinical biases and consequently to a
lower quality of care.’

Building on previous studies, Verdonk et al. identified two
attitudinal components of gender awareness in medicine as
gender sensitivity and gender role ideology. Gender awareness
means being aware of the learned behaviours of individuals
that define differences between women and men and the fact
that these differences are related to access and control of
resources. Gender role ideology refers to attitudes toward
patients and doctors regarding gender stereotypes.!?

Gender affects how we serve and receive medical care and
its role in society (caregiver versus workforce), differences in
perception of illness and health, access to healthcare, and
awareness of health-related rights.!* The World Health
Organization considers gender a social determinant of health.
However, there may not be sufficient awareness of gender
among doctors.'* Gender hierarchy reappears in jobs
considered more valuable within medical services, such as
surgery and clinical practice, where men are concentrated,
while women are predominant in a wide variety of medical
support services (technician, etc.).

Someone with a sexist attitude may overvalue gender
differences. On the other hand, an egalitarian healthcare
professional may not care about differences between genders.
Indeed, previous studies have found that hostile sexism is more

strongly associated with gender awareness.?> A recent study
in Tirkiye observed that the gender sensitivity of medical
students was associated with protective sexism, and the
gender role ideology towards patients and doctors was
associated with both hostile and protective sexism.* On the
other hand, previous studies have found that male students
have higher scores on ambivalent sexism and gender
awareness than female students.1#17-20

The aim of this research was to determine the sexist
attitudes and gender awareness levels of medical students who
will serve society as future physicians and to examine the
relationship between these two attitudes. In this way, it was
aimed to identify any shortcomings to ensure that medical
students provide healthcare services in a way that is as free
from clinical biases as possible, especially regarding gender,
and more consciously.

Methods

Between May 15 and June 10, 2025, the current cross-
sectional study surveyed first- through sixth-year medical
students at the xxx University Faculty of Medicine. The total
number of students in these classes for the 2024-2025
academic year is 1611. The minimum sample size was
calculated as 311 using the formula n= [DEFF*Np(1-p)l/
[(d?/Z%1-a2*(N-1)+p*(1-p)] in the OpenEpi (Version 3) program
[N=1611, confidence interval= 95%, effect size d= 5%, p= 50%].
The sample size for each class was determined through
proportional stratified sampling. Each academic year was
treated as a distinct stratum, with the number of participants
allocated relative to the total student population of that class.
The study had no exclusion criteria, and it was completed with
a total of 404 students.

Ethical committee approval was obtained for the study
(Decision no: 2025-04/09, Date: 24.04.2025). Potential
participants were briefed on the study's objectives, and
voluntary informed consent was obtained from all students
prior to data collection. The study was conducted in strict
adherence to the principles of the Declaration of Helsinki.
Furthermore, participants were assured that all personal data
would be handled with strict confidentiality. The survey was
created using Google Forms and distributed to students via
university email, class WhatsApp groups, and social media
platforms (Instagram, Twitter/X).

To obtain research data, a sociodemographic data form, the
Ambivalent Sexism Inventory (ASl), and the Nijmegen Gender
Awareness in Medicine Scale (N-GAMS) were used.

The sociodemographic data form consisted of 11 questions
in total, inquiring about age, gender, class, geographic region,
average monthly family income, smoking and alcohol use,
academic achievement, place of residence, and parents'
educational status.

The ASI, used to determine the ambivalent sexism of
students, was first developed by Glick and Fiske (1996)* and
consists of 22 items. The instrument utilizes a 6-point Likert
scale, ranging from 1 ('strongly disagree') to 6 ('strongly agree').
It comprises two primary dimensions: hostile sexism (items 2,
4,5,7,10, 11, 14, 15, 16, 18, and 21) and protective sexism.
The latter is further categorized into three sub-factors:
heterosexual intimacy (items 1, 6, 12, and 13), protective
patriarchy (items 3,9, 17, and 20), and complementary gender
differentiation (items 8, 19, and 22). High scores obtained from
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the scale indicate high levels of both hostile and protective
sexism. The Turkish validity and reliability of the scale were
established by Sakalli-Ugurlu on university students, and the
Cronbach alpha coefficient was found to be 0.85 for the whole,
0.87 for the hostile sexism sub-dimension, and 0.78 for the
protective sexism sub-dimension.!

The N-GAMS, used to determine the level of gender
awareness of students, was developed by Verdonk et al.
(2008).12 The scale is a 5-point Likert-type scale. It consists of
30 items and 3 subscales: gender sensitivity (items 1-12),
gender-role ideology towards patients (items 13-23), and
gender-role ideology towards physicians (items 24-30). Since
not all subscales correlate with each other, it is recommended
that the total scores of the subscales be evaluated and
analysed separately; calculating a total score for the scale is not
recommended. The reverse-coded items are 2, 3, 4,5, 6, 7, 8,
9, 10, 11, and 12. Yilmaz-Karaman et al. found that the scale is
valid and reliable among Turkish medical students.!* The
Cronbach's alpha value of the Turkish N-GAMS was calculated
as 0.810 for the gender sensitivity subscale, 0.919 for gender
role ideology towards patients, and 0.896 for gender role
ideology towards physicians.**

Data were analyzed using IBM SPSS Statistics version 21.0
(IBM Corp., Armonk, NY, USA). The normality of the distribution
was confirmed, as the skewness and kurtosis values for all
numerical variables were within the acceptable range of -1 to
+1.21 Descriptive statistics were reported as means, standard
deviations (SD), and percentage distributions. To compare
groups, independent samples t-tests and one-way ANOVA
(utilizing Bonferroni or Tamhane’s T2 post-hoc tests where
appropriate) were employed. Relationship strengths were
assessed via Pearson correlation analysis, where a coefficient
(r) of < 0.50 indicated a weak correlation and 0.50 < r < 1.0
represented a strong correlation.?? Statistical significance was
setat p <0.05.

Results

The descriptive characteristics of the students participating
in the study are presented in Table 1. Of the students, 57.7%
were female, and the average age was 22.2 + 2.8. The majority
were preclinical students (68.6%), those from the Central
Anatolia region (34.2%), those with high family income relative
to expenses (49.8%), non-smokers (55.4%), those who did not
consume alcohol (68.6%), those with an academic achievement
(GPA) of 2-3 (56.4%), those living in dormitories (44.1%), those
whose mothers had a high school education level (36.9%), and
those whose fathers had a university education level and/or
above (45.3%). In our study, Cronbach's alpha values were
found to be 0.942 for the entire ASI, 0.918 for hostile sexism,
0.903 for protective sexism, 0.738 for the gender sensitivity
subscale, 0.934 for the gender-role ideology towards patients’
subscale, and 0.899 for the gender-role ideology towards
physicians’ subscale.

Table 2 shows subscale scores of the ASI and N-GAMS. The
students' mean scores were 3.1 + 1.1 for hostile sexism, 3.2 +
1.1 for protective sexism, 4.1 + 0.5 for gender sensitivity, 2.7 +
0.9 for gender-role ideology towards patients, and 2.7 + 0.9 for
gender-role ideology towards physicians.

Correlations between subscale scores of the ASI and N-
GAMS are presented in Table 3. There was a high positive
correlation between gender-role ideology towards patients

and physicians and each of the ASI subscales (p < 0.001 for
each).

Table 1. Descriptive characteristics (n=404).

233 (57.7)
171 (42.3)
22.242.8

Preclinical
Clinical

277 (68.6)
127 (31.4)

Central Anatolia 138 (34.2)

Eastern Anatolia 65 (16,1)
Southeastern Anatolia 63 (15.6)
Mediterranean 52 (12,9)
Black Sea 37 (9,2)
Aegean 21(5,2)
Marmara 17 (4,2)

Foreign nation 11 (2,7)

201 (49.8)
156 (38.6)
47 (11,6)

Income exceeds expenses
Income equals expenses
Income lower than expenses

224 (55.4)
180 (44.6)

277 (68.6)
127 (31.4)

85 (21.0)
2-3 228 (56.4)
3 and above 91 (22.5)

178 (44,1)
147 (36.4)
79 (19.6)

Dormitory
Student house
Homestay

Secondary education and below
High school
University and above

132 (32.7)
149 (36.9)
123 (30.4)

Secondary education and below 103 (25.5)
High school 118 (29.2)
University and above 183 (45.3)

SD Standard deviation, GPA Weighted grade point average

Table 2. Subscale scores of the Ambivalent Sexism Inventory
and the Nijmegen Gender Awareness in Medicine Scale (n=404)

3.1+1.1

Hostile sexism

Protective sex 3.2+1.1

32+1.1

Protective 33+1.2

Complementary differentiation between 33+1.2
genders

Gender sensitivity 4.1+0.5

Gender-role ideology towards patients 2.7+0.9

Gender-role ideology towards physicians 2.7+0.9

SD Standard deviation
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Table 4 shows the mean scores of the ASI subscales
according to the demographic characteristics of the students.
Males (p < 0.001), those who did not consume alcohol (p =
0.030), those with a GPA of 1-2 (p = 0.005), those living in
dormitories or student housing (p < 0.001), and those whose
parents (p < 0.001 for mother, p = 0.010 for father) had
secondary education or less had higher mean scores for hostile
sexism. Those living in dormitories or student housing (p =

0.001) and those whose mothers had secondary education or
less (p = 0.015) had higher mean scores for heterosexual
intimacy and complementary differentiation between genders
(p = 0.004 and p = 0.020, respectively). Students living in
dormitories or student housing (p < 0.001), and those whose
parents had a secondary education level or lower (p = 0.010 for
mother, p = 0.020 for father), had higher mean scores on the
protective patriarchy subscale.

Table 3. Correlations between subscale scores of the Ambivalent Sexism Inventory and the Nijmegen Gender Awareness in Medicine

Scale (n=404)

rnp rnp

nLp nLp rp

-0.014, 0.772 0.064, 0.199 0.002, 0.972 0.082, 0.100 0.097, 0.052
Gender-role ideology 0.733,<0.001  0.636, <0.001 0.564, <0.001 0.586, <0.001 0.599, <0.001
towards patients
Gender-role ideology 0.681, <0.001 0.628, <0.001 0.567, <0.001 0.573, <0.001 0.586, <0.001

towards physicians

Pearson correlation analysis was performed.

Table 5 presents the mean scores of the N-GAMS subscales
according to the demographic characteristics of the students.
Males (p = 0.004), alcohol users (p = 0.001), and those whose
fathers had a high school education (compared to those with a
university education) (p =0.022) had higher mean scores on the
gender sensitivity subscale. The mean gender-role ideology
scores towards patients were higher for men (p = 0.003), those
who did not consume alcohol (p = 0.007), those with a GPA of
1-2 (p = 0.036), those living in dormitories (p = 0.001), those
whose mothers had a high school education or lower (p =
0.001), and those whose fathers had a secondary education or
lower (p = 0.015). The mean gender-role ideology scores
towards physicians were higher for men (p = 0.002), those who
did not consume alcohol (p = 0.003), those living in dormitories
(p = 0.001), and those whose parents had a secondary
education or lower (p = 0.003 for mother, p = 0.030 for father).

Discussion

This study examined in detail the relationship between the
levels of ambivalent sexism and gender awareness among
medical students at xxx University Faculty of Medicine. The
high Cronbach's alpha values of the scales (total a=0.942 for
ASl; a=0.738-0.934 for N-GAMS sub-dimensions) indicate that
the measurement tools used are reliable for this sample. One
of the factors that increases the Cronbach's alpha coefficient is
that the sample group is homogeneous, giving more consistent
responses, rather than being highly heterogeneous (giving
extreme responses) in terms of the measured characteristic.
Indeed, compared to Sakalli-Ugurlu's study® (university
students), our study yielded much higher Cronbach's alpha
values because it was conducted only with medical students.

The moderate average scores for hostile and protective
sexism, and the relatively high scores for gender sensitivity,
suggest that while medical students are more inclined towards
equality discourse, they have not completely abandoned
traditional sexist attitudes. In our study, the mean scores of
students on the gender sensitivity sub-dimension were found
to be quite high. This high level of sensitivity parallels the high
sensitivity finding in the study by Maxwell et al.’® in Canada.
However, it is higher than the gender sensitivity scores found

in medical students in Italy and India.?>?* On the other hand,
the gender-role ideology scores of students towards patients
and physicians in our study are similar to the averages in the
Italian, Indian and Swedish samples, showing that medical
students, while not overly rigid in general, still harbour certain
levels of gender stereotypes.?+26

In our study, the fact that gender sensitivity scores were
higher than gender-role ideology scores towards patients and
physicians is an important finding. This result suggests that
students theoretically embrace gender equality, but this
awareness is not reflected to the same extent in clinical
practices and professional roles. Verdonk et al.!® emphasize
that gender awareness is a multidimensional structure that
includes not only knowledge but also attitude and behavioural
change.

In our study, a positive and strong correlation was found
between gender-role ideology towards patients and physicians
and both hostile and protective sexism sub-dimensions. This
result is in direct agreement with the findings of the N-GAMS
validity study conducted in Turkiye by Yilmaz-Karaman et al.;
the relevant study also showed that gender-role ideology
towards patients and physicians scores were significantly
positively correlated with both hostile and benevolent
sexism.'* Another study conducted in China also supports the
idea that hostile sexism directly shapes gender-role attitudes.?”
These findings show that sexist attitudes do not remain only at
the individual thought level but can also affect clinical decision-
making processes and perceptions of professional roles.
Similarly, Morais et al., in their study using N-GAMS, reported
that clinical biases become more pronounced as gender role
ideology increases.®

One of the most striking findings of our study is that male
students have significantly higher scores on hostile sexism,
gender-role ideology towards patients and physicians
compared to female students. This finding, suggesting that
men hold more sexist stereotypes towards both patients and
colleagues, is strongly supported by national and international
literature. Sakalli-Ugurlu found that men had higher scores on
hostile sexism and protective patriarchy than women.?
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Table 4. Mean scores of the Ambivalent Sexism Inventory subscales according to the demographic characteristics of the students
(n=404)

Mean+SD p* Mean+SD p* Mean=SD p* Mean=SD

3.241.2
3.4+1.2

0.280 3.3£1.2

3.3+1.2

Female 2.9+0.9
WEIS 3.4+1.2

<0.001 3.1+1.1

3.241.2

0.450

Income is higher than 3.241.1 3.3+1.1 3.3+1.1 3.3+1.2
expenses. 0.123 0.206 0.755 0.204

Income equals/less 2.9+1.1 3.1+1.1 3.3+1.3 3.2+1.3
than expenses
Preclinical 3.0£0.9 0.201 3.2+1.0 0.470 3.2£1.1 0.250 3.2£1.1 0.242
Clinical 3.2+1.3 3.2+1.3 3.4+1.4 3.4+1.4
No 3.1£1.1 0.235 3.2+1.1 0.257 3.4+1.2 0.092 3.3£1.2 0.155
3.0+1.1 3.1+1.2 3.2+1.2 3.2+1.2
No 3.2£1.0 0.030 3.3£1.0 0.079 3.3£1.1 0.150 3.3£1.1 0.101
Yes 2.941.2 3.0£1.2 3.1+1.4 3.1+1.4
1-2 3.5+0.9 0.005 3.4+1.1 0.063 3.5£1.1 0.237 3.5£1.2 0.117
2 and above 3.1£1.1 3.2+1.1 3.3+1.3 3.3+1.2
Homestay 2.6+1.1 <0.001 2.8+1.1 0.001 2.841.2 <0.001 2.9+1.3 0.004
Dormitor: 3.3£1.0 3.3+1.1 3.5+1.1 3.4+1.1
3.1+1.1 3.241.1 3.4+1.3 3.3+1.2

Dormitory>Homestay, Dormitory>Homestay, Dormitory>Homestay, Dormitory>Homestay,
p<0.001, p=0.001, p<0.001, p=0.003,
Student house> Homestay, Student house> Student house> Student house> Homestay,
p=0.001 Homestay, p=0.007 Homestay, p=0.001 p=0.049

3.4£1.0 <0.001  3.4+1.1 0.015 3.5£1.1 0.010 3.5£1.1 0.020
and below
2.9+1.1 3.1+1.1 3.3+1.3 3.2+1.2
2.9+1.1 3.0£1.1 3.01.2 3.1+1.3
above
Secondary education and Secondary education Secondary education and Secondary education and
below > High School, and below > University =~ below > University level below > University level and
p=0.006, level and above, and above, p=0.008 above, p=0.016
Secondary education and p=0.024
below > University level
and above, p<0.001

0.010 3.4£1.1 0.077 3.6%1.1 0.020 3.5£1.3 0.090

Secondary education 3.4+1.1
and below

High school 2.9+1.2 3.14+1.2 3.2+1.4 3.1+1.3

University and above 2.9+1.0 3.1£1.0 3.2+1.1 3.3+1.1

Secondary education and Secondary education and
below > High School, below > University level
p=0.036, and above, p=0.011

Secondary education and
below > University level
and above, p=0.015

SD Standard deviation. GPA Weighted grade point average. *Independent-samples t-test, one-way ANOVA, **Bonferroni,
***Tamhane's T2 were used.
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Table 5. Mean scores of the Nijmegen Gender Awareness in Medicine Scale subscales according to the demographic characteristics

of the students (n=404)

Mean+SD

Female 4.1+0.5
WEIS 4.24+0.5

Mean+SD Mean+SD

4.1+0.4
4.1+0.5

Income is higher than expenses.
Income equals/less than expenses

4.1+0.5
4.2+0.5

Preclinical 0.122

Clinical

2.6+0.9 0.003 2.6+0.9 0.002
2.9+0.9 2.9+0.9
2.7+0.9 2.7+0.9
2.840.9 0.465 2.7+0.9 0.781
2.7+0.9 0.510 2.7+0.9 0.625
2.8+1.0 2.7+1.0

No 4.140.5 0.338 2.840.9 0.078 2.7+0.9 0.305
es 4.140.4 2.6+0.9 2.6+1.0

No 4.140.5 0.001 2.840.9 0.007 2.840.9 0.003
Yes 4.2+0.4 2.5+1.1 2.5+1.1

1-2 4.140.4 0.784 2.940.8 0.036 2.840.8 0.211
2 and above 4.1+0.5 2.7+0.9 2.740.9

Homesta 4.240.5 0.399 2.4+1.0 0.001 2.4+1.0 0.001
Dormitory 4.1+0.4 2.9+0.8 2.94+0.8
Student house 4.1+0.5 2.7+0.9 2.7£1.0

Dormitory>Homestay, p=0.001 Dormitory>Homestay, p=0.001

Secondary education and below 4.1+0.4 0.661 2.9+0.8 0.001 2.9+0.8 0.003
High School 4.1+£0.5 2.8+0.9 2.7£0.9
University level and above 4.1+0.5 2.5+1.0 2.5+1.1

Secondary education and below > Secondary education and below
University level and above, p=0.001, > University level and above,
High School > University level and p=0.003
above, p=0.043

Secondary education and below 4.1+0.4 0.022 2.9+0.9 0.015 2.9+0.9 0.030
High school 4.2+0.4 2.7+1.0 2.7+1.0
University and above 4.0+0.5 2.6+0.9 2.6+0.9

High School > University level
and above, p**=0.022

***Tamhane's T2 were used.

Similarly, in Turkiye, Kurnaz Ay et al. and Yilmaz-Karaman et
al. found that male students had significantly higher gender-
role ideology towards patients and physicians scores than
female students.'*” Wortmann et al. in Germany and Bert et
al. in Italy indicate that male medical students hold more
gender stereotypes.'®23 Glick and Fiske's theory of ambivalent
sexism suggests that men are more likely to internalize both
overt (hostile) and covert (protective) sexist attitudes within
societal power relations.> In the EFIM-IMAGINE study
conducted in Europe, it was emphasized that physicians and
medical students have limited knowledge about gender
awareness and that this situation is reflected in clinical
practices.°

However, the fact that male students in our study also had
higher gender sensitivity scores than females may seem
paradoxical at first glance, but it is in complete agreement with
some specific findings in the current literature. Although it is

Secondary education and below >

SD Standard deviation. GPA Weighted grade point average. *Independent-samples t-test, one-way ANOVA, **Bonferroni,

Secondary education and below
> University level and above,
***=0.016

University level and above,
***=0.010

generally reported that women have higher gender sensitivity,
Kurnaz Ay et al. found that male medical students in Istanbul
had significantly higher gender sensitivity scores than
females.? Similarly, in Italy, Savarese et al. found that male
students had higher scores than females in both gender
sensitivity and gender-role ideology towards patients and
physicians simultaneously.?® Savarese et al. explain this
situation by suggesting that male students can develop a high
awareness of gender issues through specific trainings or
personal interests, but at the same time continue to maintain
traditional gender roles (towards patients and physicians) due
to the ingrained influence of cultural and social norms.?°
Despite the high gender sensitivity scores in our study, the high
stereotype scores observed in men support this theory.
Students living in dormitories/student houses with low
family education levels (parents having secondary education or
less) were found to have higher scores for hostile sexism,
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protective patriarchy, complementary gender differentiation,
gender-role ideology towards patients and physicians. This
indicates the importance of parental education and
sociocultural background in breaking down stereotypes.
Kurnaz Ay et al. showed that low mother's education level and
lack of employment increased students' sexist attitudes
towards both patients and physicians.'” In India, Pragjna et al.
emphasized that medical students with urban backgrounds and
working mothers had a more egalitarian attitude (lower
gender-role ideology towards patients and physicians),
confirming how family role models shape the attitudes of
medical students.?* A study conducted in ltaly also reported
that sexist attitudes are more common among individuals with
traditional family structures.’® Similarly, the higher sexism
scores found in students living in dormitories or student houses
suggest that social environment and living conditions may be
effective in maintaining these attitudes. It can also be
considered that isolated and homogenous closed living
environments such as student dormitories and houses create a
breeding ground for the reinforcement of existing patriarchal
stereotypes.

The limitations of our study can be listed as follows: Since
the current study is cross-sectional, a causal relationship
between ambivalent sexism and gender awareness levels in
medical students could not be established. Since it was
conducted with students from only one faculty, it may not
adequately represent all medical students. In addition,
distributing survey forms to students through online platforms
such as Google Forms, WhatsApp, Facebook and X/Twitter may
have created a bias.

Conclusion

In our study, as students' gender-role ideology towards
patients and physicians increased, both hostile and protective
sexist approaches also increased. Students' gender sensitivity
was higher than their gender-role ideology towards
patients/physicians. Hostile sexist approaches were higher in
males, those who did not consume alcohol, those with low
academic achievement, those living in dormitories/student
housing, and those with low parental education levels.
Protective sexist approaches were higher in those living in
dormitories/student housing and those with low parental
education levels. Social gender sensitivity towards patients and
physicians was also higher in students with similar
characteristics listed above. In conclusion, the findings
obtained in this study are largely consistent with both national
and international literature and reveal the clinical significance
of the relationship between sexist attitudes and gender
awareness in medical students. It is thought that structured
gender education programs integrated into the medical
education curriculum will contribute to students providing
equitable and ethical healthcare services free from clinical
biases.
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