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Sex-specific issues are not systematically considered during the development 
of clinical practice guidelines. Staff members from guideline development committees 
(GDCs) were offered a toolkit, training and feedback to facilitate attention to evidence 
on sex differences. 

To evaluate characteristics of discussions on sex-specific issues in six 
GDCs supported by trained staff members.

Non-participant observation and transcription of audio recordings from 22 
GDC meetings. Content analysis of meeting transcripts and guidelines. 

Characteristics of discussion episodes on sex-specific research data-based 
issues (subject matter, initiator, group approach towards the topic and themes) and whether 
or not conclusions were reflected in the final guideline text.

Of the 87 identified discussion episodes, 68 dealt with sex-specific research 
evidence potentially relevant to guidelines. Respectively 51%, 28% and 21% of the latter 
episodes were initiated by committee members, staff members and chairpersons. Group 
approaches towards the subject matter were generally positive. Data from 60% of those 
episodes were reflected in the final guideline text. Sex-specific data on reproductive 
issues were more often discussed and reflected in guideline texts than data on other health 
issues. Discussion episodes initiated by chairpersons were most often reflected in the 
guidelines. 

This study indicates that GDCs that were guided by staff members trained 
in using our framework regularly focused on sex-specific issues. However, attention to 
sex-specific information on other than reproductive health issues was limited. 



Clinical guidelines are based on the best available evidence concerning the 
diagnosis and treatment of patients, and they play an important role in improving the quality 
of care 1, 2. They are usually developed under the auspices of a guideline organization 
by a group of experts representing the user group. Many guideline organizations use a 
similar stepwise, internationally acknowledged, standard methodology of evidence based 
guideline development 3-6.

 For many years it was assumed that, apart from the reproductive system, there 
were few relevant differences between men and women that affect health. Consequently, 
clinical studies were mostly conducted with male research subjects. Since 1990 public 
and scientific concerns have been raised that these results might not be applicable to 
women, thereby preventing optimal care 7. In response, researchers and organizations 
funding health research have taken measures to ensure the equitable inclusion of men 
and women in clinical research and the analysis of the data according to sex 7-15. This 
approach has led to new evidence that diagnostic and treatment strategies for women may 
differ from those for men 16-22.

 Despite the greater availability of this evidence, a previous study revealed 
that evidence on sex differences was not systematically taken into account in guidelines 
from two major Dutch guideline organizations 23. Recognizing this as a gap, both 
organizations decided to participate in the Diversity Consultation Project, which offered 
a toolkit and training to staff members in ways to consider sex differences in guideline 
development. 

In an earlier study we found that the guidelines that were developed under the 
guidance of such trained staff members contained more sex-specific statements than 
previous versions. Most of these statements referred to reproductive health issues (such 
as fertility, pregnancy, and breastfeeding) and only a few referred to other sex-specific 
health issues 24.



Yet, guidelines are never a direct translation of scientific evidence, but rather the 
outcome of complex decision-making processes within guideline development committees 
(GDCs) 25, 26. Several factors may influence decision making 27-30. For example, Moreira 
found that GDCs do not only consider the scientific quality of evidence, but also other 
factors such as the practical and policy implications of their recommendations and the 
accountability of their working procedures 28, 29. Pagliari found that social processes, 
such as the professional and social status of the discussants or collective group attitudes 
towards subject matter, may also play a role 30.

Against this background, the first aim of this study was to examine the 
characteristics of group discussions on sex-specific issues by the GDCs participating 
in the Diversity Consultation Project. The second aim was to explore which of those 
characteristics may have facilitated or inhibited the uptake of sex-specific data in the 
guidelines. 

We studied six GDCs from the Dutch Institute for Healthcare Improvement 
CBO (CBO) and the Dutch College of General Practitioners (NHG). Both organizations 
have long-standing experience with guideline development 4, 5 and use an internationally 
accepted methodology of evidence based guideline development 3, 6, 31, 32.

These GDCs were selected by the researchers and senior staff members of the 
guideline organizations based on two criteria: 
1. Sex differences must have potential relevance for the topic of the guideline so that 

GDCs would be able to find sex-specific evidence and 
2. the guideline development process must start and end within the time span of the 

project (March 2005- September 2006). 

The selected NHG guidelines dealt with eczema, thyroid gland disorders and 
chronic obstructive pulmonary disease. The CBO guidelines dealt with rheumatoid 
arthritis, alcohol abuse and dependence, and hereditary colon carcinoma.

All six GDCs were supported by a staff member from the guideline organization, 
who participated in the Diversity Consultation Project. At the start of their GDCs, these 
staff members had been given a toolkit and a training session. The toolkit contained 
instructions regarding the formulation of sex-specific key questions, strategies for 
accessing, reviewing, and assembling evidence on the effect of sex-specific factors, and 
methods for reporting this evidence in guidelines. The corresponding training course 
provided examples of sex-specific evidence and exercises designed for participants 
to apply and discuss the toolkit 33. Each staff member was also contacted by a gender 
consultant on two to three occasions to discuss the experiences with implementing the 



toolkit in their GDC. 
Together, the six GDCs consisted of 98 committee members (CBO: 69; NHG: 

29), 36 of whom were women (CBO 39%; NHG 31%). The NHG GDCs on thyroid gland 
disorder, eczema and COPD had 4, 6 and 13 members, respectively. The regular members 
had the following professional backgrounds: general practitioner (GP), professor of 
medicine or researcher. Other participants were invited to two meetings (four members of 
the guideline authorization committee and two patient representatives). The NHG GDCs 
did not have a formal chairperson.

The CBO GDC on rheumatoid arthritis, alcohol abuse and dependence and 
hereditary colon carcinoma had 21, 29 and 19 members, respectively. They had the 
following backgrounds: researcher, GP, medical specialist, allied medical profession 
(nurses, psychologists, physiotherapists), methodologists, professor of medicine or patient 
representatives. In each committee one member was appointed as chairperson. 

Data consisted of audio recordings from 22 guideline development 
meetings, which lasted 2-4 hours. One of the authors (DGK) attended these meetings as a 
non-participant observer, keeping field notes and writing down the order of the speakers 
to aid later transcription. Observations were scheduled so that the data would capture 
different stages of guideline development (i.e. formulation of key questions, searching of 
evidence, assessment of evidence and formulation of conclusions and recommendations 
for the guideline text) of the ten to eighteen meetings usually convened for guideline 
development 31, 34. Verbal consent for observations and audio recordings of the meetings 
was obtained from the GDCs. For three GDCs, five meetings were recorded, and for 
the other three, four, two and one meetings were recorded, respectively. The reason for 
observing fewer than five meetings in three GDCs is that the approval for audio recording 
meetings was obtained late or that the frequency of the group meetings was low. 

Other data consisted of the agenda and minutes of the observed committee 
meetings (if available) and the most recent versions of the guideline documents produced 
by the GDCs. 

From the audio tapes of each meeting, only those discussion episodes 
in which reference was made to sex-specific issues were selected using previously 
developed criteria 23 and transcribed. Speakers were renamed according to their role in 
the committee (chairperson, staff member, committee member) and their professional 
background. Data were analyzed by content analysis and results were coded, structured, 
and compared using MAXqda 2 software (Version 2) 35. 

The analysis consisted of the following steps: to identify which of the selected 
episodes contained potentially relevant information for actual inclusion in a guideline, 



transcripts were coded according to whether or not they referred to sex-specific research 
data. We assumed that episodes not referring to such data would not be relevant for 
inclusion in a guideline. Therefore, only episodes referring to sex-specific research data 
were included for further analysis. 

To identify which of the latter episodes were reflected in the guidelines we 
compared the content of transcripts with the guideline documents. 

To explore which characteristics might influence the uptake of information on sex 
differences in guidelines the transcripts were coded according to four questions that were 
inspired by previous studies on the decision-making process in guideline development 
groups:
- What is the subject matter of sex-specific health issues addressed in the discussion 

(reproductive health issues or other sex-specific health issues) 24?
-  What is the group role of GDC members (staff member, chair or committee member) 

and the sex of the speakers who initiated the discussion 30?
-  What is the general approach (see Box 1) taken by the participants in the discussion 

to the subject matter under discussion (sex-specific health issues) 30?
-  What are the overarching categories and themes addressed in the episode 29? To this 

end, episodes were broken up in strings of dialogue referring to the same theme and 
overarching categories 36.

Content analysis and coding were performed by DGK. Relevant sections of 
the transcripts were double coded by two other researchers to assess inter-rater reliability. 
Inter-rater disagreement was resolved by discussion. Once the transcripts were coded, 
frequencies were computed to reveal the predominant characteristics of those discussion 
episodes that were reflected in the guidelines or those that were not. Most of the data 
will be presented without references to the topic of the guidelines in order to respect the 
anonymity of the members of the GDCs.

Box 1: Approach to sex-specific issues in discussion episode



In the recordings of 22 meetings, 87 episodes on sex differences were 
identified. The number of episodes per meeting varied from 0 for the eczema and COPD 
GDCs to 18 for thyroid gland disorders. The median was 2. Content analysis of the 87 
transcripts revealed that 68 of the episodes dealt with data about sex-specific issues that 
might be potentially relevant to include in a guideline, while 19 of them were of a very 
general nature, not referring to any information that would be relevant for inclusion in 
a guideline. The discussions in these 19 episodes mainly consisted of social talk. Our 
further analyses are focused on the first 68 episodes.

By comparing the transcripts of these episodes to the corresponding 
guideline texts, we found that conclusions from 60% of these episodes (n=41) were 
reflected in the guideline text (median 7 per GDC). Most of these discussions (n=10) 
were reflected in the hereditary colon carcinoma guideline. Conclusions from the other 
40% of episodes (n=27) could not be traced back in the guideline (median 3.5 per GCD). 
Most of these non-traceable discussions were held in the COPD GDC (n=9). Examples of 
these two types of episodes are given in Box 2 A and B.

Content analysis revealed that the 68 episodes dealt with two subjects: 
reproductive health issues, such as fertility, pregnancy, menstruation or breast feeding, 
and other sex-specific health issues, such as differences between men and women in risk 
profiles or treatment effects (Table 1 A). Reproductive issues were mainly discussed in 
the thyroid gland disorders GDC (n=13) and other health issues mainly in the COPD 
GDC (n=9). Episodes of reproductive health issues were reflected in a guideline in 72% 
as compared to 32% of those on other health issues. Most of the discussions reflected 
in the guideline on reproductive health issues were discussed in the hereditary colon 
carcinoma GDC (n=9) and most (n=6) of the discussions on other health issues reflected 
in the guideline were discussed in the eczema GDC.

An examination of the interaction patterns between the discussants in the 
GDCs revealed that 35 (52%) of the discussion episodes on sex differences were initiated 
by committee members, 19 (28%) by staff members from the guideline organizations and 
14 (21%) by the chairpersons of the committee (Table 1 B). Interestingly, while 79% of 
the discussions initiated by a chairperson were reflected in a guideline, this was the case 
for only 38% of those initiated by the staff members (Table 1 B).



The proportion of women participating in discussions on sex-specific issues 
(36%) was equal to the proportion of women participating in the GDCs (37%). 

Table 1: Number of discussion episodes on sex-differences held by six GDCs and the proportion of those 
discussion episodes reflected in a guideline, according to the main subject matter discussed, to person 
initiating the discussion by group role and to the general approach taken by the GDC towards the 
subject matter of sex differences*

* Analysis is restricted to discussion episodes containing information which is potentially relevant for 
inclusion in guidelines. (GDC – guideline development committee).

Our exploration of the general approach of the GDCs towards the subject 
matter of sex differences revealed that it could be characterized as positive in 50% (34) 
of the episodes. An example of a positive approach is described in Box 2 C. Data from 
59% of the episodes in which sex-specific issues were approached positively by the GDC 
(n=20) were reflected in a guideline (Table 1 C). Interestingly, this was also the case for 
80% of the episodes in which the issue was approached negatively and for 77% of the 
episodes in which it was mentioned only once but not further discussed by the GDC.



In 68 discussions, 194 strings of dialogue were identified, referring to 15 
different themes that could be grouped into three overarching categories specifying key 
activities of a GDC (Table 2). 

Table 2: Overview of discussion episodes on sex differences by six GDCs: overarching categories, themes and 
the proportion of episodes referring those themes according to reflection in a guideline



Box 2: Examples of fragments of discussion episodes reflected and not reflected in guideline texts 



(GDC – guideline development committee).



The first category, “working procedures for the development of a guideline,” 
contained 10 themes, referring to discussions about practical arrangements for the 
working procedures of the committee. One example of such a theme was how evidence 
on sex differences should be reported in the guideline document. This theme occurred in 
31 of the 68 episodes. In Box 2 D an example of this theme is shown. A second category 
was the “quality evaluation of scientific evidence,” which included four themes. A main 
theme within this category addressed the question “are our conclusions justified given the 
available scientific evidence?” Thirty-eight of the 68 episodes addressed this question. 
The third category was “the assessment of the practical implications of evidence,” which 
included one theme. The discussions referring to this theme were mainly focused on the 
usability of sex-specific research data for practice. They referred to issues such as how the 
available sex-specific evidence may affect diagnosis, therapy, referral to further medical 
care or screening. Box 2 E shows an example of this type of discussion. 

 From  discussions on 14 identified themes references could be traced back 
in the guideline text. Discussions on one theme could not be traced back in the guideline 
document. These discussions dealt with the following questions: “Is attention to diversity 
issues relevant to this guideline? And if so, is gender the only relevant aspect or are 
there any others, such as ethnicity or socioeconomic circumstances?” Another highly 
prevalent theme in episodes that were not reflected in the guideline text (78%) dealt with 
the committee members’ reactions to this project (the Diversity Consultation Project). In 
Box 2 F an example is given. The discussions on the latter theme were often of a general 
nature and, in contrast to those on the other themes, they did not refer to any underlying 
documentation.

Discussions on reproductive health issues were initiated 16, 12 and 11 
times and discussions on other health issues 19, 8 and 2 times by committee members, 
staff members and chairpersons, respectively. The discussion episodes on reproductive 
issues that were initiated by chairpersons were more often reflected in the guideline text 
(92%) than those initiated by other members. Discussions on other health issues that were 
initiated by committee members were most often reflected in the guideline text (58%). 

 For both subject matters, the GDCs’ approach in the discussions about sex-
specific health issues was almost equally dispersed among the six categories. A positive 
approach was most common, occurring in 18 of the 39 episodes discussing reproductive 
health and in 16 of the 29 episodes discussing other health issues. In relative terms,  
discussions in which there was a positive approach towards sex differences were more 
often reflected in the guideline if they dealt with reproductive health issues than with 
other health issues.
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 In the 39 discussion episodes on reproductive health issues, quality 
assessment of the evidence was the most commonly discussed theme. In the 29 episodes 
on other health issues, the most commonly discussed category was working procedures. 
For the episodes discussing reproductive health, all three categories exceeded a proportion 
of 62% in which the episode was reflected in the guideline; for other health issues none 
of the three categories exceeded a higher proportion than 46%.

The Diversity Consultation Project offered staff members of six Dutch 
guideline development committees a toolkit, a training session, and feedback from a 
gender consultant to facilitate attention to sex-specific evidence in guideline development. 
This study made the way in which these GDCs approached sex specific issues more 
transparent, by analyzing how they addressed these issues during their meetings, and 
whether and how these discussions were reflected in the guidelines. 

 In 22 GDC meetings, we observed a median of two group discussions 
on sex-specific issues per meeting. Most of these discussions (68 out of 87) dealt with 
evidence that could be potentially relevant to a guideline. A breakdown of the contributors 
to these 68 discussions by professional background revealed that most of these discussions 
were initiated by committee members (51%), followed by staff members (28%) and 
chairpersons (21%). This indicates that all professions showed an interest in the topic, 
not just the trained staff members. The attitude of the groups towards the consideration 
of sex-specific issues appeared to be mostly positive (50%). In 19% of the meetings 
the topic was merely addressed as a formality and not discussed further. Only in a few 
cases (7 %) were clearly negative group attitudes towards the topic found. With respect 
to the content of the discussions, we found that 57% (39) of the discussions related to 
sex-specific issues dealt with the area of reproductive health, while 43% (29) dealt with 
other health-related areas. In terms of their characteristics, most discussions dealt with 
themes that clearly belong to the core business of evidence based guideline development: 
establishing working procedures for how to develop the guideline, and evaluating the 
scientific quality and the practical usability of evidence.

 One of the most interesting findings of this study is that 60% of the 
discussions on sex-specific issues were also reflected in the final guideline text. To our 
knowledge, this is the first study that examines how the conclusions of discussions in 
GDC meetings are crystallized in guideline documents 29. For that reason, there are no 
comparable data available to interpret this result. Nevertheless, this finding suggests 
that the guideline committees worked efficiently with the available information on sex-
specific issues. 

 



Closer inspection of the data suggests that the uptake of information on sex-
specific data in guidelines may be particularly facilitated by the subject matter. Data from 
discussions on reproductive health issues were more often reported in a guideline than 
those on other health issues (72% versus 32%). There are several possible explanations 
for this phenomenon.

One explanation may be that the available research data on other sex-
specific health issues are still too general and, therefore, of little relevance for clinical 
practice guidelines. This phenomenon was previously observed in a study of barriers 
to the uptake of evidence on the socioeconomic characteristics of patients in guideline  
development 37. Another explanation may be that there may have been fewer barriers 
for GDCs to integrate sex-specific data on reproductive health issues into guidelines 
as this is already more compatible with existing routines of reporting evidence in  
guidelines 38, 39. A third explanation may be that the status of the group members who were 
involved in discussions on sex-specific issues may have had an impact on the inclusion 
of data in a guideline. We found that discussions that were initiated by chairpersons were 
more often reflected in the guidelines than those initiated by other group members or 
by staff members. In this respect, it is relevant to note that 30% of the discussions on 
reproductive health issues were initiated by a chairperson as compared to only 6% of 
those on other health issues. Moreover, 92% of the first discussions were reflected in a 
guideline, but none of the latter. 

 Because the staff members from the guideline organizations had been given 
a toolkit, training and feedback on how to incorporate the consideration of sex-specific 
issues in guideline development, we expected that they would play a facilitating role in 
calling attention to this issue in the GDC meetings. They initiated 28% of the discussions 
on either subject (reproductive health issues and other health issues). Yet, if discussions 
were initiated by staff members they were less often included in the guidelines than if 
they were initiated by chairpersons or other committee members. This is a somewhat 
puzzling finding. It should be borne in mind, however, that staff members typically play 
a supportive role in guideline working groups. They are not the decision makers and 
in some cases not the experts on the topic under discussion. The observation reports of 
the committee meetings provided more information on the role of staff members. This 
revealed that they regularly tried to elicit or clarify questions on how sex differences 
might be relevant with respect to the topic under consideration, once a discussion on sex-
specific issues had begun. Those questions were mostly related to methodological issues, 
such as what the committee could do to find, review and interpret research evidence on 
men and women. Furthermore, they played a role in the editing of the guideline texts. 
Thus, the staff members mainly tried to facilitate attention to sex differences by providing 
methodological support. This was precisely what they were taught in the Diversity 
Consultation Project. 



The strength of the chosen method for this study is that it builds on direct 
observation and transcripts of GDC meetings. As is the case for most qualitative methods, 
only a limited number of cases were included. Our study was limited to six Dutch GDCs. 
Although these GDCs worked according to internationally accepted procedures for 
evidence based guideline development 6, a unique feature was that they were guided by a 
staff member from the guideline organization who was trained in a methodology of sex-
specific guideline development. A limitation of our study is that we did not study GDCs 
that were not guided by such trained staff members, as this had been a topic of a previous 
quantitative evaluation study 23. Moreover, we observed only 3-5 meetings per GDC. 
While this is a sufficient number of meetings for studying decision-making patterns 30, 
we may have missed some relevant information. Each of these factors could be a cause 
of bias. Also, the GDCs were selected on the basis that sex differences had a potential 
relevance to the topic of the guideline, which may have led to a higher number of sex-
specific discussions than might have been found for other guideline topics. Therefore, 
caution should be exercised when generalizing from this data. 

Nevertheless, this study has shown that the GDCs in question regularly 
discussed the relevance and the applicability of evidence for male and female patients, 
and the conclusions of 60% of those discussions were subsequently taken up in the 
guidelines. This represents a major shift from the unsystematic approach towards sex 
differences which was found in an earlier study of guideline committees working in 
the same organizations on a guideline topic with potentially relevant sex differences 23. 
Also, this study revealed that chairpersons and other committee members with a high 
professional status had an important influence on the discussions and on decision making 
on sex specific issues. This is in keeping with findings from other studies on decision-
making processes by GDCs on other topics 30. In terms of their characteristics, most 
discussions dealt with themes that are very similar to those found by Moreira in a study of 
the repertoires by which various forms of evidence are discussed, valued and interpreted 
by British GDCs 29. Moreover, this study showed that the GDCs appeared to be more apt 
to discuss data on reproductive issues than those on other sex-specific health issues and to 
include these data in the guidelines.

Guideline organizations are beginning to acknowledge the need to consider 
the relevance and the applicability of guidelines for different target groups of patients, and 
some organizations have developed a framework for considering socioeconomic evidence 
in guidelines 37. To our knowledge the toolkit, training and feedback developed during the 
Diversity Consultation Project is the first framework that focuses on the consideration of 
sex-specific evidence for guidelines. This study indicates that GDCs that were guided by 
staff members who are trained in using this framework regularly focused on sex-specific 
issues. However, more studies are needed to explore why the consideration by these 
GDCs of sex-specific health issues other than reproductive health was rather limited. 



Given the overall results of this study, we believe that the tool kit, training 
and feedback developed in the Diversity Consultation could also be relevant for other 
guideline organizations. Because GDC members with a high status appear to have an 
important influence on decision making, it may be relevant to offer the training session 
and the toolkit not only to the staff members but also to key decision makers within 
GDCs. 
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their GDC members who participated in this study and made us feel welcome during our 
observations of their committee meetings. We would like to thank researchers Mirjam 
Kohinor and Roos de Jonge for acting as second readers in analyzing the discussion 
episodes. We would like to express our appreciation to the Netherlands Organization for 
Health Research and Development for making this study possible (ZonMw; grant no. 
36100 028).
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