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SUMMARY. A random sample of 512 women were sent a
questionnaire to determine whom they see and whom they
would prefer to see for primary and preventive health care,
including screening for breast and cervical cancer. The
response rate was 86%.

The majority of women had had at least one cervical smear
test, most of them carried out by a general practitioner. Two
thirds of the women had had a physical breast examination,
but only one third had been shown breast self-examination
techniques — again the general practitioner was the health
professional most often involved.

The women'’s preferences for who to see for primary and
preventive health care were problem/procedure specific. Less
than one in 10 said they would prefer to see a female general
practitioner for general health problems, compared with near-
ly six out of 10 for women’s health problems. Similarly,
almost 60% would prefer to see a female health professional
for cervical screening and for breast screening by physical
examination and instruction in self-examination. Just under
half of all the respondents — two fifths of the over 45 years
age group and half of the younger women — said they would
prefer a female doctor for breast screening by
mammography.

A female general practitioner was the first choice for cer-
vical screening for the highest proportion of women (41%)
and the proportion was even higher among women from the
manual classes and among older women from the non-
manual classes. More women general practitioners might in-
crease compliance rates for cervical screening among these
high risk groups.

Introduction

ALF the population and more than half of patients are

women and a substantial minority, given a free choice,
would prefer to consult a female practitioner.! Many observers
would go further and say that, in general, women would prefer
to see another woman, especially for women’s problems.

Few studies have been specifically concerned with women’s
preferences for the sex of their doctor, and these have been based
on American populations. The results of three studies suggest
that women do prefer women doctors,2* especially in the case
of rectal and genital or mental symptoms.* A further four
studies found no strong preference.-

In the UK a survey of women’s health care preferences for
the Women’s National Commission found that 74% of women
who completed the questionnaire had no preference as to the
sex of their doctor.? Similarly, in a survey of women attending
a breast clinic, 74% said they did not mind whether they saw
a male or a female general practitioner.® A study of a random
sample of people in England and Wales in 1977 found that 21%
of women would sometimes like to see a doctor of their own
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sex, compared with 29% in 1964.!! In contrast, the Women’s
National Cancer Control Campaign have observed that the se-
cond most common question asked about their mobile cervical
screening service is ‘Will it be a female doctor?’ (personal com-
munication). Two review papers, one American,? and one
British,!? support the women for women notion, with the lat-
ter concluding that female patients are more likely than male
patients to prefer women doctors.

It appears, therefore, that the widely held view that women
prefer to see women health professionals is based on somewhat
limited and imprecise empirical data. To determine who women
do see and whom they would prefer to see for health checks and
problems, including breast and cervical cancer screening, a postal
survey of a representative sample of women in the general
population was carried out.

Method

The Borough of Eastleigh in Hampshire, which is adjacent to
the city of Southampton, had an electorate of 76 716 in 1986.
The borough includes residential areas, farms and light industry.

In June 1986 a one in 150 systematic sample of women was
taken from the borough'’s electoral roll. The sample of 512 women
were sent a questionnaire, covering letter and stamped addressed
return envelope. A reminder letter, questionnaire and envelope
were sent to non-responders in July 1986.

The questionnaire asked about their preference for the sex of
general practitioner for general and women’s health problems,
about their own experience of breast and cervical screening, and
for their sex and profession preferences for these screening pro-
cedures. The questionnaire also listed seven possible reasons for
preferring to see a woman for women’s health problems and
screening.

Respondents were grouped as follows: by age — 18—44 years
(younger women) and 45 years or over (older); by the age they
finished full-time education — 14—16 years (less educated) and
17 years or over (more educated); and by social class of the head
of the household — 1-3N (non-manual) and 3M-5 (manual).
The relative effects of age, education and social class, and their
possible interactions, on the responses to each item of the ques-
tionnaire were estimated using the statistical package GLIM. !4
Differences at or below the 5% level were considered to be
statistically significant.

Results

Response rate

Seven questionnaires were returned by the Post Office, six peo-
ple had died and eight were unable or ineligible to complete the
questionnaire. Of the 491 potential responders, 322 (66%) return-
ed a completed questionnaire after the first mailing and a fur-
ther 98 (20%) responded to the reminder, giving a total of 420
respondents and a final response rate of 86%.

Characteristics of respondents

Just over half of the respondents (56%) were aged 18—44 years
and the majority (79%) were married. Two-thirds (65%) finished
full-time education when aged 14-16 years and equal propor-
tions (43%) were from social classes 1-3N and 3M-5 (no infor-
mation for 14%).
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Table 1. Respondents’ experiences of cervical screening, breast examination, breast self-examination instruction and mammography

(n=420).

Number (%) of respondents

Cervical

Breast BSE

smear examination demonstration Mammogram
Had procedure at some time
Yes 328 (78) 260 (62) 145 (35) 35 (8)
No 86 (21) 155 (37) 257 (61) 380 (92)
Not sure 5 (1) 5 (1) 18 (4) o (0
Total 419 (100) 420 (100) 420 (100) 415 (100)
Professional who carried out last
procedure
General practitioner 202 (62) 118 (46) 59 (41) -
Nurse 34 (10) 25 (10) 30 (21) —
Hospital doctor 41 (13) 86 (33) 32 (22) -
Family planning doctor 50 (15) 28 (11) 23 (16) -
Total 327 (100) 257 (100) 144 (100) -
Sex of professional who carried out
last procedure
Male 148 (47) 155 (62) 69 (48) -
Female ) 170 (53) 97 (38) 75 (52) -
Total 318 (100) 252 (100) 144 (100) —

BSE = breast self-examination. n = total number of women.

Results of questionnaire

Two hundred and ninety-two (70%) respondents had a male
general practitioner, 123 (29%) a female doctor, and three (1%)
said both (two respondents failed to answer).

Previous experience of cervical screening. Over three quarters
of the respondents had had a cervical smear test at some time
(Table 1). There were significant differences between age groups
and social class groups (allowing for age) — more of the younger
women (87%) than older women (77%) had had a smear
(x®*=5.41, 1 df, P=0.020), and more of the manual group
(87%) than the non-manual group (77%) (x>=6.03, 1 df,
P=0.014). Older women in the non-manual group were the least
likely to have had a smear test (65%) but this interaction bet-
ween age and social class did not reach statistical significance.
Most cervical smear tests had been carried out by a general prac-
titioner and almost equally by each sex (Table 1).

Previous experience of breast screening. Nearly two thirds of
the women had had their breasts examined (Table 1). Most breast
examinations had been performed by general practitioners, and
more often by a male than a female health professional. Sixty-
eight per cent of the more educated group had had their breasts
examined by a male health professional, compared with 56%
of the less educated group. However, this difference was not
statistically significant.

Instruction in breast self-examination had been given to a
minority of the respondents (Table 1). There were significant
differences between education groups and social class groups
(allowing for education) — 42% of the less educated group had
been shown breast self-examination compared with 30% of the
more educated group (x?=4.54, 1 df, P=0.033), and 40% of
the non-manual group compared with 35% of the manual group
(*=4.19, 1 df, P=0.041). Less educated women from the non-
manual group had been shown breast self-examination most
often (51%), but this interaction between education and social
class was not statistically significant. The general practitioner
was the health professional most involved in teaching self-
examination (Table 1) and 59% of older women had been shown
the technique by a male health professional, compared with 36%
of younger women (x?=6.50, 1 df, P=0.011).

Very few women had ever had a mammogram (Table 1). Ten
per cent of the less educated women had had a mammogram
compared with 4% of the more educated, but this difference
did not reach statistical significance.

Preferences. Table 2 shows the sex of the health professional that
respondents said they would prefer to see for general health pro-
blems, for women’s health problems and for cervical and breast
screening. The proportion who said they would prefer to see a
woman ranged from 7% for general health problems to 59%
for breast examination and instruction in self-examination.
Similarly high proportions preferred a woman for women’s pro-
blems (56%) and cervical screening (57%). Fifty-one per cent
of the younger age group said they would prefer to see a female
doctor for mammography, compared with 40% of the older
women (X2 = 3.64, 1 df, P = 0.049).

Table 3 shows the women’s preferred health professionals for
cervical and breast screening. In both cases, one third of the
respondents had no preference. The highest proportion of
women preferred a female general practitioner for cervical screen-
ing (41%) and a female doctor for breast screening (54%).

The proportion of women in the two social class groups prefer-
ring a female general practitioner for cervical screening differed
significantly: 46% of the manual group preferred a female
general practitioner, compared with 35% of the non-manual
group (x>=5.02, 1 df, P=0.025). There was a significant in-
teraction between social class and age — in the non-manual
group 27% of the younger women preferred a female general
practitioner compared with 49% of the older women (y2=4.76,
1 df, P=0.029).

Reasons for preferences. Of the seven possible reasons for prefer-
ring to see a woman for women’s health problems and screen-
ing, those most often selected were that a woman would be easier
or less embarrassing to talk to, and another woman would have
a better understanding of the problem (Table 4). Of the women
who gave reasons for their preference significantly more in the
manual class group (63%) than in the non-manual group (45%)
thought a woman could be asked more questions (x2=7.036,
1 df, P=0.008).
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Table 2. Sex of health professionals preferred for general health problems, women’s health problems and breast and cervical screening

(n=420).
Number (%) of respondents preferring:
Male Female No
GP/nurse GP/nurse preference Total

General health problems 41 (10) 29 (7) 348 (83) 418 (100)
Women'’s health problems 26 (6) 235 (56) 158 (38) 419 (100)
Cervical screening 22 (5) 232 (57) 156 (38) 410 (100)
Breast examination and instruction in BSE 17  (4) 239 (59) 152 (37) 408 (100)
Mammography 20 (5) 192 (46) 203 (49) 415 (100)

BSE = breast self-examination. n = total number of women.

Discussion

The high response rate to this postal survey suggests that the
respondents are representative of women living in the Borough
of Eastleigh and that the subject is of interest to women. The
responses help to explain the conflicting conclusions reached
by previous studies — women’s preferences change according
to the particular problem or procedure in question. A female
health professional is not important to most women when they
are consulting about general health problems but is more im-
portant for screening by mammography and particularly impor-
tant for women’s health problems, cervical screening and breast
screening by physical examination and instruction in breast
self-examination.

Cervical and breast screening have been the focus of atten-
tion recently and two of the findings of this study warrant par-
ticular attention. First, a female general practitioner was the first
choice of health professional for cervical screening for the highest
proportion of women (41%) and this proportion was even higher
among women from the manual classes and older women from

Table 3. First choice of health professional: (1) to carry out a cer-
vical smear test in general practice or at a well-woman clinic; (2)
to conduct a breast examination and demonstrate BSE in hospital
or at a well-woman clinic (n=420).

Number (%) of

Preferred health professional respondents
Cervical smear test

Female GP 167 (41)
Female family planning doctor 48 (12)
Male GP 21 (5)
GP of either sex 17 (4
Female nurse 17 (4)
Family planning doctor of either sex 9 (2
Male nurse o (0
Nurse of either sex o (0
Male family planning doctor o (0
No preference 130 (32)
Total 4092 (100)
Breast examination and instruction in BSE

Female doctor 220 (54)
Female nurse 19 (5)
Doctor of either sex 18 (4)
Male doctor 17 (4
Male nurse o (0
Nurse of either sex o (0
No preference 134 (33)
Total 408 (100)

aMissing data for 11 women. bMissing data for 12 women.
BSE = breast self-examination. n = total number of women.

the non-manual classes. At present these groups of women tend
not to come forward for screening but are at increased risk of
cervical cancer. More women general practitioners might increase
compliance rates for cervical screening.

Secondly, two fifths of the 45 years plus age group and an
even higher proportion of younger women said they would prefer
to see a female doctor for breast screening by mammography.
With the recent government decision to offer regular mam-
mography to all women aged 50—64 years (and to older women
on demand) there is an opportunity to train more women doc-
tors for a specialist role in breast screening programmes.

This survey has also highlighted the importance to many
women of being able to see a female general practitioner for
women’s health problems. However, less than one third of the
respondents were registered with a female doctor. It is encourag-
ing, therefore, that both the numbers and proportion of women
in general practice are expected to rise.!

Table 4. Reasons selected for preferring to see a woman for
women’s health problems and screening.

Number (%)  Percentage
who of total
answered sample
(n=271) (n=420)
Easier or less embarrassing to
talk to 207 (76) 49
Better understanding of
problems 189 (70) 45
Can be asked more questions 144 (53) 34
More sympathetic or caring 94 (35) 22
Takes a more personal interest 52 (19) 12
More likely to take more time 49 (18) 12
Religious or other beliefs 3 (1) 1
Other reason 8 (3 2

n = number of women.
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