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Patients’ preference for male
questionnaire study

Tona Reid

Patients’ preferences in the provision of health care are
an important consideration. Although several studies
have investigated patients’ preferences for male or
female general practitioners, few studies have
considered preference for male or female surgeons,
and preference of women for male or female breast
surgeons has not been reported. Until recently the
small numbers of female consultant surgeons in
Britain meant that patients did not have a choice of
male or female surgeon. This will change, however,
with increasing numbers of female consultants and
may have implications for the staffing of specialist
breast units.

Subjects, methods, and results

In September 1997 a female consultant surgeon
became available at Victoria Infirmary’s specialist
breast clinic, which had previously been run by a male
consultant. From October 1997, 100 consecutive newly
referred patients were identified by clinic receptionists
on arrival and asked to fill in an anonymous question-
naire. Patients were asked their age and ethnic origin.
The questionnaire then gave three options for consult-
ant surgeon—male, female, or no preference—and the
patients were asked to state the reason for their prefer-
ence. Ninety eight completed questionnaires were
obtained; two patients declined to complete the
questionnaire.

Sixty seven patients (95% confidence interval 58 to
75) had no preference for a male or female consultant
and 31 (23 to 41) preferred a female consultant. No
patient preferred a male consultant. Patients who pre-
ferred a female surgeon were younger (median age 35
(range 16-56) years versus 42 (18-83) years for women
with no preference; P=0.005, independent ¢ test).
Seven (23%) women who preferred female surgeons
gave their ethnic origin as Asian compared with one
(1%) woman with no specific preference (P=0.003,
Fisher’s exact test).

Women who stated a preference for a female
surgeon made comments such as “women are easier to
talk to” and “I feel less embarrassed with a woman.”
Patients who had no preference in general felt that a
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or female breast surgeons:

surgeon’s sex did not affect competence and that the
most important issue was to have a good surgeon irre-
spective of sex.

Comment

Previous studies in surgical outpatient clinics and gen-
eral practice have found that about a third of patients
prefer a health professional of their own sex and two
thirds have no specific preference.'” In general surgical
clinics, which have roughly equal numbers of male and
female patients, this balances out reasonably evenly. At
breast clinics almost all the patients are women, and it
is not surprising that the results of this study are simi-
lar to those of a study of patients’ preferences for male
or female gynaecologists."

The most striking finding is that none of the
women preferred a male surgeon. The United
Kingdom has a shortage of female consultant
surgeons. In 1996, only 2.3% of consultants in general
surgery in England and Wales were women (Women in
Surgical Training, Royal College of Surgeons of
England, personal communication). Most specialist
breast clinics do not have female consultants, although
many have women in junior grades. Twelve per cent of
registrars training in general surgery in England and
Wales were female in 1996 (Women in Surgical Train-
ing, personal communication), and this percentage will
probably increase. This study suggests that up to one
third of patients may prefer to be referred to a breast
clinic with a female consultant. This will be possible
only when more female consultants are available.
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