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ABSTRACT

The purpose of this study was to learn what practi
tioner type was preferred by gynecological clients who 
attended clinics of the Arizona Cervical Cancer Screening 
Program. Specifically, this study sought to describe pro
files for those clients preferring either the nurse or nurse 
practitioner, the female physician, or the male physician.
A final aspect of this study was to compare how clients 
rated the comfort of their gynecological exams given by 
different practitioner types.

The total population that attended the Program's 
clinics in Pima and Pinal Counties between January of 1978 
through December of 1978 were studied. Sample size was 
1,926. Self-reported data were collected from client intake 
and client evaluation forms. Ranking of practitioner type 
preference among the sample was first the female physician, 
followed by the no preference category. The third priority 
preference was for the nurse or nurse practitioner, followed 
by the male physician who was the least frequently preferred. 
A further finding was that preference for practitioner type 
was not strongly associated with a client profile. Simi
larly, no strongly associated relationship between percep
tion of comfort and examining practitioner types was found.

viii



CHAPTER 1

INTRODUCTION

The purpose of this study was to learn what practi
tioner type was preferred by gynecological clients who 
attended clinics of the Arizona Cervical Cancer Screening 
Program. Specifically, this study sought to describe pro
files for those clients preferring the nurse or nurse 
practitioner, for those clients preferring the female 
physician, and for those clients preferring the male 
physician'. Upon learning which practitioner type was pre
ferred by a particular client profile, clinic administrators 
could staff clinics with the preferred practitioner of 
target populations. A final aspect of this study was to 
compare how clients rated the comfort of their examinations 
among practitioner types.

This study also served a functional purpose. It 
could have become part of the Arizona Cervical Cancer 
Screening Program’s final program evaluation.

The Arizona Cervical Cancer Screening Program was 
administered by Pima Health Systems, an Experimental Health 
Services Delivery System site that was designated as such by 
the Department of Health, Education, and Welfare in 1971. 
Rima Health Systems became one of thirty-six agencies in the



United States that received grant monies from the National 
Cancer Institute to implement a state-wide project that 
screened women at risk for cervical cancer. The project was 
named the Arizona Cervical Cancer Screening Program, here
after called the CCSP.

The three-year project began in October of 1976.
This study limited itself to the period of time between 
January 1, 1978, and January 1, 1979. Multiple screening 
sites were utilized to reach women at risk for cervical 
cancer throughout the state of Arizona. For purposes of 
this study, screening sites were selected in two counties: 
Pima County and Pinal County. It is believed that these two 
counties represent a cross section of the state's target 
population; Pima, a predominantly urban population, and 
Pinal, a predominantly rural population. Figure 1 displays 
the twenty-eight screening sites that were located in eleven 
locations in Pima County, and the eight sites located in 
Pinal County. The sites represented diverse settings.

Diverse settings included the utilization of estab
lished health care facilities, a mobile van, and what were
called ”special clinics." Screening took place in estab-

x - ■ .

lished health, care facilities in, both counties. Screening 
in Pinal County took place exclusively in the county’s 
health department facilities, namely in Eloy, Oracle, 
Superior, Apache Junction, Casa Grande, Coolidge, Florence, 
and Kearny. Established health care facilities that were
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Figure 1. CCSP Screening Sites in Pima and Pinal Counties 
Between January of 1978 and January of 1979



utilized in Pima County included the Marana Community 
Clinic, Pima County Health Department's clinic in Ajo, and 
multiple sites in Tucson. Established sites in Tucson 
included the El Pueblo Neighborhood Center, Saint Elizabeth 
of Hungary Clinic, and two Pima County Health Department 
stations. Other screening sites were also used by the 
CCSP, but they were not included in this study. The addi
tional sites were excluded because the agencies' staff 
administered the screening activities, rather than CCSP 
staff. Consequently, CCSP's "Clinic Evaluation" forms 
(Appendix A), one of the measurement tools in this study, 
were not used. Therefore, no data of interest to this 
study were generated from those sites.

A mobile van, provided by the Arizona Rural Health 
Federation and equipped with two examining rooms and running 
water, traveled to Rillito, Lakewood, Green Valley, 
Sahuarita, Continental, Catalina, Three Points, and Arivaca 
with :CCSP staff. Upon arrival, the van parked next to the 
respective community buildings where women awaited screening 
services.. Thus., target communities without clinic 
facilities could be served.

So-called "special clinics" were held in various 
settings, so that accessible clinics could be provided to 
target populations in Pima County. Clinic settings were 
improvised in a skills center, a shopping mall, a community 
college, three area councils, schools, health fairs, a



senior citizen center, a mental health day care center, and 
community centers in Tucson. As we have seen, CCSP's staff 
devoted large efforts to screen women in target areas.

During the period of interest here, the CGSP 
employed a small staff under the direction of a project 
director. Examiners included one nurse, three nurse prac
titioners, nurse practitioner students, and six physicians 
who were hired to conduct specified clinics. Bilingual 
support staff aided in clinic operations, recruitment 
efforts, data collection, and follow-up of abnormal Pap 
smears. Clerical and bookkeeping staff completed the staff.

Clinic operation by CCSP staff involved several 
steps. The first step involved packing and transporting all 
necessary supplies from the program's offices to the 
screening site. Upon arrival at the site, CCSP staff trans
formed the facility into a clinic. Four stations that 
served unique functions were set up. The first station 
that was manned by a stationary person,.served as an area 
where clients were greeted, where patient numbers were 
assigned, and where instructions about educational material 
and clinic flow were given. The second station was desig
nated what was called the "intake"’area, where the client 
was asked to fill out the CCSP Patient Record (Appendix B) 
under the supervision of a staff member. That same staff 
member subsequently determined the appropriate time when a 
client could move to the third stateion, the dressing area.



After each, practitioner type introduced her/himself the . 
client was then examined by one of four practitioner types, 
namely a nurse or a nurse practitioner, a female physician, 
or a male physician, in the fourth station. After the 
examination and return to the dressing area, the client was 
asked to fill out the Clinic Evaluation Form (Appendix A) 
in the "intake" area, and then left the clinic. After all 
clients had been examined, Pap smears were prepared for 
delivery to the laboratory. Supplies were packed up and 
staff returned to the Program's office.

The four practitioner types that provided similar 
screening services included: .. a, nurse, nurse practitioners, 
female physicians, and male physicians. Screening services 
in the Pima County were provided by either the nurse, the 
three nurse practitioners, nurse practitioner students, one 
female physician, and four male physicians. Screening 
services in Pinal County were provided solely by a female 
obstetrician'-'gynecologist.

The backgrounds of all four practitioner types were 
varied, especially the nurse's and nurse practitioners' 
backgrounds. The nurse had a bachelor of science degree in 
nursing and worked toward completing requirements for both 
the obstetrical-'gynecological nurse practitioner certificate 
and the master of science degree in nursing. The gurse is 
the investigator of this study. A certified family nurse 
practitioner was one of the three nurse practitioners who



provided regular screening services. She had a bachelor of 
science degree in nursing, in addition to her family nurse 
practitioner certificate. The second nurse practitioner had 
an associate degree in nursing, in addition to her certifi
cate as an obstetrical-gynecological nurse practitioner.
She provided fewer regular screening services. An 
obstetrical-gynecological nurse practitioner with a master 
of science.degree in nursing was the third nurse practi
tioner. She was a faculty member at The University of 
Arizona's College of Nursing. She and two accompanying , v. 
nurse practitioner students provided fairly regular 
screening services.

The physicians were also of varied backgrounds. The 
four male physicians and one female physician who provided . 
screening services in Pima County were second year 
obstetrical-gynecological residents from The University of 
Arizona's College of Medicine. The female obstetrician- 
gynecologist who exclusively provided screening services in 
Pinal County was educated in a foreign country. In summary, 
four practitioner types of varying backgrounds provided 
screening services for the CCSP.

The screening services that were provided to CCSP's 
clients by all four practitioner types were similar. Ser
vices included history-taking, breast examinations, Pap 
smears, and bimanual pelvic examinations. Counseling and 
teaching about health-related matters specific to women were



frequently provided as well. There was one exception, 
however. The female obstetrician-gynecologist in Pinal 
County provided treatment for both minor conditions such as 
vaginal infections and mildly abnormal Pap smears, in addi
tion to regular screening services. These additional 
services could be provided since all screening sites in 
Pinal County were fully staffed and supported by the Health 
Department staff, which had resources and follow-up of these 
services. It is important to note, then, that although 
all practitioner types provided similar screening services, 
one female physician provided additional services and intro
duced a small margin of error into the collected data. 
However, all practitioner types were meeting one of CCSP's 
goals.

The staff directed their efforts toward accom
plishing three major goals. The CCSP's primary goal was to 
determine effective recruitment techniques that motivated 
women at risk for cervical cancer to attend free screening 
clinics. Multiple recruitment methods were planned, imple
mented, and evaluated.

The second goal was to provide Pap smears, pelvic 
examinations, and breast examinations to clients attending 
CCSP's clinics. Follow-up and referral for conditions that 
deviated from the norm were concomitant objectives.

The third goal was to measure the comparative 
effectiveness of utilizing nurses, nurse practitioners, and



a
physicians for screening services, as measured by an evalua-' 
tion of client preferences for practitioner types. This is 
considered to be an indirect measure of examiner effective
ness. Although this study, the subject of this master's 
thesis-, was separate from CCSP's goals, it was part of the 
program's third goal.

I became interested in my study for three reasons. 
Client ratings of exam comfort and preferences for practi
tioner type were evaluations of services that 1 helped 
render in my employment as CCSP's project nurse. This was 
of personal value to me in the evaluation of my practice. 
Secondly, I was interested in determining whether clients 
who were screened by nurses and nurse practitionersaccepted 
them for this screening, since physicians were the tradi
tional providers of gynecological examinations. This also 
was of personal interest to me because I was one of the 
nurses providing these services. Thirdly, I wanted to 
determine if the staff"'s assumption that women preferred 
female examiners for their gynecological examinations was 
correct. My initial interests later developed into this 
study, when I studied clinic evaluations that were collected 
by the program's staff. (
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Statement of the Problem 

The study had three intents. One intent was to 
learn what practitioner type was preferred by gynecological 
clients attending CCSP's clinics.

The second intent was to draw client profiles once 
significantly strong relationships between preferences for 
practitioner type and client characteristics were found.

The third intent was to determine if client percep
tion of their gynecological examinations' comfort varied 
among practitioner types.

Definitions
1. Women at risk for cervical cancer; At the time the 

data were collected, the following risk factors were 
identified: women whose income was below average
and/or were minority members and who had not had a 
Pap smear in over one year.

2. Practitioner type: Nurse, nurse practitioner, 
female physician, male physician.

3. Female examiners: Nurse, nurse practitioner, female 
physician.

4. Client profile: A set of distinguishing character
istics that identified clients. Characteristics 
included ethnicity, age, income, and Pap-testing 
histories.



Ethnicity was determined by the following categories 
Anglo-American, Mexican-American, Mexical National, 
Black, American Indian, other.
Income was based on annual household income per 
number of persons living in the household. A scale 
(Appendix C) was developed to depict income levels 
in increments of $900. The levels were labeled 
"poverty," "low-income," "middle-income," and "high- 
income."
History of Pap-testing included whether or not the 
client had ever had a Pap smear, length of elapsed 
time since the previous Pap smear, and whether any 
Pap smears had ever been abnormal.
Examiner effect; An effect where clients' prefer
ences for practitioner type shifted to the practi
tioner type who performed their examination.

Statement of Purpose 
The purpose of this study was to do the following: v 
To learn what practitioner type was preferred by 
clients attending CCSP's clinics in Pima and Pinal 
Counties between January of 1978 and January of 
1979. A frequency run was calculated to determine 
the preferred practitioner type.
To relate each distinguishing client characteristic 
to practitioner preference. This relationship was



then followed by an analysis where the examining 
practitioner type was controlled for, so that 
preferences according to client characteristics were 
separated according to examining practitioner type. 
In this manner, significant characteristics were 
paired with practitioner preference. Therefore, 
client profiles could be drawn according to prefer
ences for each practitioner type and the effect of 
the examining practitioner type could be seen.

3. To determine if perceptions among clients regarding 
their examinations' comfort differed significantly 
among examining practitioner types.

Assumptions
Nurse and nurse practitioner would not be distin

guished by the client and were one category on the clinic 
evaluation form (Appendix A).

Nurse and nurse practitioner were both females.

S tudy's Relevance 
Nurses and nurse practitioners who provide health 

care to women in ambulatory care settings will find this 
study relevant in at least three ways.

The review of the literature is the first aspect
C '

that may be useful to nurse practitioners. Studies that 
were done in the past decade reported on two aspects of 
health care rendered by nurse practitioners. A high rate of
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satisfaction among nurse practitioners' clients was reported 
in numerous studies, and may help strengthen nurse practi
tioners ' self-esteem. Other studies about client prefer
ences among practitioner types reflected changing opinions 
from preferences for the physician to preferences for other 
practitioner types. Methodological problems that need to be 
avoided by nurse researchers in the future are also useful 
aspects of the literature review. These findings in the 
literature are important from a historical standpoint, as 
well as for future application.

Secondly, client preference for the nurse or nurse 
practitioner validated gynecological care rendered by the 
nurse or nurse practitioner. Once consumers have validated 
this care, nurse practitioners could substantiate nurse 
practitioners' efforts to change restrictive nurse practice 
acts and promote third party reimbursement for their ser
vices, In summary, we have seen that this study is relevant 
to nurses and nurse practitioners practicing women's health 
care because of the literature review, and this study's . 
intent to determine, if consumer validation for gynecological 
care rendered by nurses and nurse practitioners existed.

Conceptual Framework
This study described three concepts: client pro-r

files, client preferences for practitioner type, and client 
ratings of exam comfort. I attempted to describe what
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client profiles preferred the female physician, what client 
profiles preferred the male physician, and what client pro-' 
files preferred the nurse or nurse practitioner. I also 
attempted to describe if clients rated their gynecological 
examinations in certain ways. A third aspect of this con
ceptual framework was the application of research done 
previously on client preferences for practitioner type. The 
studies will be critiqued in the second chapter and in
corporated into my conceptual model in the fifth chapter.
In this manner, previous research in addition to my findings 
were incorporated into a framework describing what client 
profiles prefer particular, practitioner types. How, then, 
are theoretical frameworks developed?

Theory development consists of four major levels 
according to Dickoff, James, and Wiedenbach (1968). They 
labeled the first level factor-isolating; the second level, 
factor-relating; the third level, situation-relating; and 
the fourth level, situation-producing.

The first level, factor-isolating, identifies and 
labels-.variables of a particular phenomenon. Accordingly,
I have isolated three factors for testing: client profiles,
client preferences-, and client ratings.

Significant variables are then related in the second 
level of theory development. Once having isolated the three 
factors of interest here, I related them in order to deter
mine if both significant relationships and strongly
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associated relationships existed. In this way, the study 
attempted to describe client profiles who prefer particular 
practitioner types, and rate examination comfort by practi
tioner type. This laid the framework for designing and 
testing predictive relationships in the future.

Once significant relationships are identified, 
relationships can be predicted and hypotheses tested on the 
third level of theory building, called situation-relating. 
These causal relationships that connect two states of 
affairs-then allow for the prescribing of actions toward 
previously identified needs. Thus situation-producing, the 
fourth and, highest level of theory-building, according to 
Dickoff et al. (J.968) , is accomplished.

The conceptual framework for my study utilized the 
first two levels of theory building, namely, factor- 
isolating and factor-relating. The framework is pictorially 
depicted in Figure 2. In this manner, client profiles were 
related to preferences for practitioner type and comfort 
ratings were related to practitioner type.

Summary
In summary, I have discussed five topics in this 

chapter, I have included a description of the Arizona 
Cervical Cancer Screening Program, a statement of the prob
lem, a statement of purpose, the study's relevance, and a 
conceptual framework that provides structure to this study.



Factor-Relating Factor-Relating

Factor? Client Preference for Ratings of examisolating Profile practitioner type1 ■
comfort

Operational
definition

Ethnicity, 
age, income, 
Pap-testing 
history

Prdfer to receive 
gynaecological exam by 
a nurse or nurse prac- 
-titioner., a female 
phyjsician, a male 
physician, no prefer
ence

More comfortable 
than most exams, 
as comfortable 
as most exams, 
less comfortable 
than most exams

CCSP Patient 
Record 
(Appendix B)

CCSP Clinic Evaluation 
Form (Appendix A)

CCSP Clinic 
Evaluation Form 
(Appendix A)

Figure 2. Conceptual Framework

H
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In the introduction, I described the Arizona 

Cervical Cancer Screening Program. Aspects of the program 
that I described included CCSP's goals, its staff, its 
practitioner types, its multiple screening sites, and client 
activities in a typical clinic. This was of importance 
since CCSP's clinics provided the setting of this study.

Three concepts were described: client profiles,
client preferences for practitioner types, and client 
ratings of their examinations. Specifically, the problems 
under study were:

1. to learn what practitioner type was preferred by 
gynecological clients attending CCSP's clinics in 
Pima and Pinal Counties between January of 1978 and 
January .of,. 1979 ;

2. to draw client profiles according to preferences
for the nurse or nurse practitioner, for the female
physician, and for the male physician;

3. to determine if client perception of their gyneco
logical examinations' comfort varied among examining
practitioner types.

These problems were selected for study in order to 
develop the first two levels of a theoretical framework 
describing what client profiles preferred particular 
practitioner types, and rated examinations according to 
practitioner type.
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Finally, this study is relevant to nurses and nurse 

practitioners who provide health care to women in ambulatory 
care settings, since client validation of the nurse practi
tioner's role was sought.



CHAPTER 2

REVIEW OF THE LITERATURE

In this section are reviewed client satisfaction 
with care rendered by nurse practitioners and client prefer
ences among three practitioner types.

I have selected these two topics for two reasons. 
Determining whether clients were satisfied with care 
rendered by nurse practitioners was a preliminary step 
before determining whether clients actually preferred the 
nurse practitioners' services over other practitioner types. 
Clients that were not satisfied with nurse practitioners'■ 
services would probably be not as likely to prefer their 
services. Therefore, I reviewed studies that measured 
client satisfaction, in order to determine if clients as a 
whole were satisfied with nurse practitioners' services.

Once having established client satisfaction with 
nurse practitioners' services, I reviewed studies that 
measured client preferences among other practitioner types. 
The review of these studies was of importance for the fol
lowing reasons. Since these studies were specifically 
relevant to this study, I was interested in their designs, 
their sampling techniques, and their results. Secondly, I 
intend to compare these reviewed studies with my study in 
: 19
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terms of design and results in the fifth chapter. Finally,
I will incorporate the reviewed studies into my conceptual 
framework in order to describe a theory about practitioner 
preferences among client profiles. These perspectives, 
then, should give the necessary structure to the review of 
the literature.

Client Satisfaction
Studies of client satisfaction with care rendered by 

nurse practitioners and aspects of care that were less 
acceptable to nurse pratitioners' clients are reviewed. As 
a group, studies that measured client satisfaction reported 
high levels of- satisfaction with care rendered by-nurse 
practitioners. Some studies identified specific aspects of 
practice which were accepted by nurse practitioners' clients 
and contributed to the overall satisfaction rate. On the 
other hand, other studies identified specific aspects of 
nurse practitioners’ practice that were not accepted by 
their clients and present issues that need further inquiry.

Unfortunately, only limited descriptive information 
can be gathered from most of the studies. Except for 
studies by Lees and Anderson (19 71), Linn (1976), and 
Levine et al. (1978), most studies limited themselves to 
small samples of nurse practitioners in individual practice 
settings. Tests of significance could therefore be limited
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to generalizations about only the particular individual or 
setting.

Five studies, that utilized small numbers of nurse 
practitioners in one practice setting included studies by 
Day, Egli, and Silver (1970) ; Coplowitz (1974) ; Spitzer et 
al. (.19 74); Perry, Youngs, and King (19 76) ; and Perrin and 
Goodman (.19 78) .

Day et al.'s (1970) descriptive study about a 
pediatric nurse practitioner (PNP) . found that 95% of the 68 
studied clients favored the PNP's association with the 
physician. Her clients favored care by an interdisciplinary 
team made up of a nurse practitioner and a physician. 
Coplowitz' (.1974) sample of 20 clinic patients also accepted
the nurse practitioner's care. The sample's acceptance was 
influenced by their perception both of the assistance that 
was rendered them and by the amount Of knowledge that the 
nurse practitioner had. Spitzer et al. (19 74) reported a 
satisfaction rate of 96% in their sample of 540 randomly 
selected families who received care by two nurse practi
tioners, Furthermore, Spitzer et al. (19 74) found that only 
0,7% of families left the nurse practitioner * s group 
because of dissatisfaction. As we have seen in the three 
aforementioned studies, clients accepted care rendered by 
nurse practitioners.

Two studies found that care rendered by nurse 
practitioners was not only accepted by their clients, but
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was also perceived to be better than traditional care.
Perry et al. (1976) sampled forty women receiving obstet
rical care at a group practice that employed a certified 
nurse midwife (CNM). They reported that 100% of their 
sample felt that the CNM would improve care. Similarly, 
Perrin and Goodman1s (1978) quasi-experimental study con
cluded that the five PNP's left the person calling for 
advice about her sick child significantly more satisfied 
than the twenty-eight pediatric residents and twenty-three 
practicing pediatricians. These five studies that I re
viewed have shown that clients who received care from nurse 
practitioners were satisfied in the individual settings that 
they were studied in. One must keep in mind, however, that 
these studies have limited powers of generalization.

Studies by Lees and Anderson (19 71), Linn (1976), 
and Levine et al. (.1978) included multiple practice settings, 
multiple providers, and large samples of clients. These 
studies were more powerful than the previously reviewed 
studies, since their designs generated data that were more 
generalizable. The three studies showed that clients who 
were cared for by nurse practitioners were largely satis
fied.

Acceptance of 589 nurse practitioners drawn from 
six family practices was studied by Lees and Anderson (19 71) . 
They showed that the nurses practicing in the expanded role 
were generally accepted in terms of their technical skills.
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Linn (.19 76) compared clients that were seen by 

family nurse practitioners (FNP) to clients that were seen 
by physicians in ten ambulatory care settings. He analyzed 
data from 1,912 questionnaires and concluded that clients 
who were seen by FNP's had higher satisfaction indices than 
clients who were seen by the physicians.

Levine and associates (1978) designed and imple
mented the most comprehensive study about patient acceptance 
of the nurse practitioner's care to date. They sampled 690 
clients from diverse practice settings in an entire state 
and one metropolitan area in a neighboring state. Adult and 
pediatric patient questionnaires were analyzed and showed 
that 93.6% of the sample felt comfortable with the nurse 
practitioners' care. Seventy-two per cent of the clients 
rated the nurse practitioner's care as very good, and 60% 
were pleased. As we have seen, the three studies have shown 
that overall, client satisfaction with care rendered by 
nurse practitioners was high.

Client Dissatisfaction
Clients identified five aspects in nurse practi

tioners ' practice that were of lesser acceptability than 
such accepted practices as providing routine medical care 
(Chenoy, Spitzer, and Anderson, 1975) , performing physical 
examinations with history-taking (Conant, 1971), and 
answering questions (Perry et al., 1976; Day et al., 1970).
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The majority of clients did not recognize the nurse practi~ 
tioners as consultants in serious physical conditions 
(Chenoy et al., 1973; Breslau, 1977) nor secondly, as con
sultants in serious developmental problems (Breslau, 1977). 
Thirdly, the prescription of drugs was mostly rejected by 
Lees and Anderson's (1971) sample. Fourth, counseling in 
marital or family difficulties was not an acceptable role 
(Lees and Anderson, 1971) for both upper and middle class 
members (IConant, 19-71). Finally, 12.8% of Levine et al.'s 
(1978) sample thought that the nurse practitioner asked 
questions only a physician should ask. In conclusion, nurse 
practitioners were generally accepted. However, there were 
aspects of their practice that were of lesser acceptability 
to clients, which points to the need for more study about 
client acceptance toward all aspects of nurse practitioners' 
practice.

Client Preferences 
Studies that have addressed themselves to client 

preferences among practitioner types have utilized diverse 
designs and have reported diverse findings. Some studies 
evaluated client preferences between male and female 
gynecologists, while other studies measured client, prefer
ences among physicians and other practitioner types.
Studies were reviewed according to type of design.
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Client preferences between male and female gynecolo^ 

gists were examined in two studies„ In 1973, the Gallup 
Poll interviewed 1000 women for the American Cancer Society 
(Gallup Organization, Inc., 1974). The poll reported that 
two out of three women, or 66%, expressed no preference 
between a male and a female gynecologist. The 32% that did 
have a preference mostly favored the male physician since 
they "always had had one, and they were more experienced." 
These results may be considered reliable because the Gallup 
Poll historically selected random samples. Yet the inter— 
.views were removed from the clinical setting and possibly 
presented an unrelated perspective upon client preferences 
for practitioner type.

Divergent findings were reported by Haar, Halitsky, 
and Strickier (.19751 who studied 409 clients of both male 
and female physicians from diverse practice settings. Self
administered questionnaires asked women if they would prefer 
a woman gynecologist. Thirty-three per cent of the total 
sample preferred - a... woman.. gynecologist, 19% did not prefer a 
woman gynecologist, and 36% had no preference. It was 
further determined that of the sample being seen by the 
female gynecologist, 60% preferred the female gynecologist. 
This suggested that experience with the female physician 
influenced preferences toward the female physician. In 
addition, the authors concluded that no relationship between 
socioeconomic status and preferences existed.
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Four studies (Ostergaard, Broen, and Marshall, 19 72a, 

1972b; Anapol and Wagner, 1978; Adamson and Watts, 1976) 
reported gynecological client preferences among a physician 
and two other practitioner types: ,the family planning
specialist and the nurse practitioner. Dissimilar findings 
were also prevalent. These studies are discussed below.

Ostergaard et al. (19 72a, 19 72b) reported data from 
what appears ito be two different studies. In one study 
(Ostergaard et al., 1972a) 10,582 patients in a women's
clinic were surveyed over a 44-week period. Forty-four per 
cent of the patients preferred the family planning special
ist and 6% preferred the physician. The other 50% had no 
preference. In Ostergaard et al.'s (1972b) other study,
1000 questionnaires were collected, and an overwhelming 85% 
of that sample preferred the family planning specialist 
trainee. Only 1% of the sample favored physicians :.over . 
trainees, while 14% had no preference. Ostergaard et al.'s 
two samples clearly preferred the family planning specialist 
over the physicians.

Anapol and Wagner's (1978) study equally divided 
their sample of 100 between male and female examiners.
Clients were examined by one of two male physicians or one 
of three female nurse practitioners at a Planned Parenthood 
clinic. The clients completed questionnaires in order to 
determine their level of comfort and preference for practi
tioner type.
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Anapol and Wagner (1978) reported the following 

findings. Fifty-six per cent of the entire sample preferred 
a female examiner, while 30% preferred a male examiner, re
gardless of examining practitioner type. However, when 
client preferences were analyzed according to examining 
practitioner type, different results were apparent. When 
the client was examined by a female practitioner, the 
preference rate for female was 82%, in contrast to a prefer
ence rate of 25% when the client was examined by a male 
practitioner. The preference rate for the female practi
tioner rose 26% with exposure to the female practitioner, 
while the preference rate for the male practitioner dropped 
by 5% with client exposure to the male practitioner type. 
Therefore, preferences for practitioner type were influenced 
by experience with examining practitioner type, seen both in 
Anapol and Wagner's (1978) study and in Haar et al.'s 
(1975) study.

Another aspect of Anapol and Wagner's (1978) study 
was the measurement of client perception of comfort of their 
examination and analyzed by examining practitioner types.
The authors reported that 78% of the sample that was 
examined by the nurse practitioners thought that their 
examinations were very comfortable, while 44%, or 34% 
fewer of the sample, when examined by the male physician 
thought that their examinations were very comfortable. As 
we have seen, Anapol and Wagner's (1978) sample reported
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)that gynecological examinations by female nurse practi

tioners were more comfortable and clients preferred female 
nurse practitioners over male physicians for their 
gynecological examinations.

Adamson and Watts (1976) administered 30 3 question
naires to clients of six maternity nurse practitioners in 
four settings, The settings included a prepaid group health 
organization, a university hospital clinic, and two private 
practices. All clients in each setting had previously been 
under physician's care, while 40% had had nurse practi
tioners previously care for them. The investigators found 
that 32% of the total sample attending the prepaid group 
health, organization preferred being seen by a female. 
Nineteen per cent of the total sample that attended the 
university hospital clinic, and 19% of the total sample that 
attended the two private practices, preferred to be seen by 
a feitjale. This study reported lower preference rates for 
female examiners than was reported in the previous studies 
by Anapol and Wagner [1978%, Ostergaard et al, (1972a,
1972b), and Haar et al, (19 75).

I;n summary,_ client preferences and their degrees of 
preference for provider type varied widely in the reviewed 
studies. Two studies pointed out divergent preferences 
between female and male gynecologists. In one study, male 
gynecologists were preferred, while on the other hand, 
female gynecologists were preferred.
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Dissimilar findings were also prevalent among the 

four studies that comparatively measured client preferences 
among physicians and two other practitioner types. Prefer
ence rates for the family planning specialist were clearly 
greater than preference rates for the physician. However, 
the degrees of preference varied markedly between Ostergaard 
et al.'s two studies. The preference rate for the nurse 
practitioner, however, was larger than preference for the 
physician in one study, yet smaller in another study. In 
conclusion, the literature did not support a general state
ment about client preferences nor degrees of preference 
among practitioner types.

Some variables that may have influenced client 
preferences either positively or negatively were identified 
in the reviewed literature. Two studies pointed out that 
client preferences for practitioner types were influenced by 
the examining practitioner type. Perry et al. (19 76) re
ported that when the certified nurse midwife (CNM) was 
introduced by the physician, clients were more likely to 
prefer the physician; whereas when the CNM introduced her
self, clients were more likely to prefer the CNM. Therefore, 
order of introduction seemed- to make a difference, too. 
Another study reported that sociodempgraphic variables did 
not have an influence on client preferences. A different 
study indicated that sex of practitioner and practitioner 
type were confounded variables, Therefore, multiple
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variables seemed to influence preferences for practitioner 
typei of which only a few have been isolated for study so 
far.

Summary
I have reviewed studies that measured client satis

faction and client preferences among practitioner types. As 
a whole, clients accepted care rendered by nurse practit- 
tioners, although some aspects were less acceptable.
Clients were largely satisfied with care rendered by nurse 
practitioners as well. Finally, no consistent findings were 
found among client preferences for practitioner types who 
provided obstetrical-gynecological health care.

Some of the reviewed studies had problematic designs. 
Such problems included small samples of either physicians or 
nurse practitioners who were studied in individual practice 
settings. Furthermore, preferences for, or satisfaction 
with male and female counterparts for the same practitioner 
types were not compared. Furthermore, client sample sizes 
were too small in some designs. Finally, many of the re
viewed studies only reported descriptive data analyses, 
rather than tests of statistical significance and measures 
of association. These were design problems that I intended 
to a-yoid in my study’s design, the subject of the next 
chapter.



CHAPTER 3

RESEARCH DESIGN

After a brief review of this study’s purpose, I will 
discuss the study’s methodology in this chapter. The 
study's setting and sample are described first. Discussion 
about the study's design and practitioner assignment follow. 
Methods of data collection, identification,-of variables 
under study, and methods of data analysis conclude this 
chapter.

Review of Purpose
Three purposes for this study were identified in 

Chapter 1, One purpose was to learn what practitioner type 
was preferred by CCSp’s clients. The second purpose was to 
draw client profiles according to preferences among practi
tioner types. The third purpose was to determine if client 
perception of their gynecological examination’s comfort 
varied among practitioners,types„

Setting
The setting of this study took place in CCSP's 

clinics, located in both Pima and Pinal Counties. Twenty- 
eight screening sites were utilized in Pima County and 
eleven screening sites were utilized in Pinal County.

31



Setting variability ranged between urban and rural sites, . 
large and small communities, established clinic sites, 
mobile van sites, and so-called "special" sites.

Sample
The sample represented a diverse group. Women of 

five ethnicities, of all income levels, and of all ages were 
represented in the sample. In order to determine if this 
study's sample was a representative sample of Arizona's 
female population, a comparison will be made between the

■ fsample and the state's population in the next chapter where 
the sample will be described. Client characteristics were 
compared with characteristics seen in the state's popula
tion, such as ethnicity, age, and per capita income. If 
the sample is representative, this study's internal validity 
will be enhanced.

This study's sample consisted of the total popula
tion of women that visited CCSP's clinics in Pima and Pinal 
Counties between January 1, 1978, and January 1, 19 79. Only 
those women who„came to the clinics for their initial visit 
were asked to respond to the "Clinic Evaluation" form.

The sample drew from the universe of women in both 
counties that had heard about the program. Although the 
CCSP directed marketing strategies specifically toward those 
women at risk for cervical cancer, no woman was denied
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services. In number, the sample was estimated to fall 
between three and four thousand.

Design
This study was designed by the staff of the CCSP as 

a part of their final program evaluation. The design was 
primarily oriented to screening objectives that had to meet 
time constraints set by the National, Cancer Institute. The 
CCSP measured the effects of providing gynecological 
examinations by one of four practitioner types, namely a 
nurse, a nurse practitioner, a female physician, and a male 
physician. This was considered the experimental treatment.

A random device for matching clients to practitioner 
types was not followed per se. The staffing of practitioner 
types was not designed in any particular manner, except for 
the consistent provision of female examiners at each clinic. 
Practitioners staffed clinics according to their availa
bility, Similarly, clients were given clinic appointments 
for the location and time of day that were the most con
venient for them. When clinics were staffed by more than 
one practitioner type, clients were seen according to clinic 
flow. Therefore, client matching to practitioner type was 
largely based on availability of practitioners, clinic 
flow, and convenience to the client.

There were three groups of clients that were excep
tions to the above-mentioned methods of assignment.
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Approximately 5% of the sample were assigned to practi-t: 
tioners of their preference, once they voiced their prefer
ence and assignment was possible. Fortunately, these 
clients represented only a small portion of the sample, 
However, these clients were not separated from the total 
sample during the collection of data and introduced a small 
margin of error into the data.

Pretests were not included in this study's design. 
The program was interested primarily in measuring client 
preferences after their exposure to one of the four practi
tioner types (_the experimental treatment) no matter what 
client preferences for practitioner type or client expe
riences with, past practitioner type were. This study 
measured the effects of the experimental treatment upon 
client evaluations of their examinations and preferences for 
practitioner type via a posttest. This study's design could 
be likened to Campbell and Stanley's (1966, p. 26) 
"posttest-only control group design." This design type can 
be used when pretesting is awkward and the experimental 
treatment, followed by a posttest, are given to the sample 
as a single package.

In summary, this study's design consisted of a 
design analogous to Campbell and Stanley's "posttest-only 
control group design," where the effects of the experimental 
treatment upon clients' evaluations of their examinations 
and preferences for practitioner type were measured.
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Assignment of clients to one of four practitioner types was 
according to practitioner availabilityf clinic flow, and 
convenience to the client. A small group of the sample was 
an exception to the assignment methods and introduced some 
error into the data.

Practitioner Types and Screening 
Procedures

We saw earlier that four practitioner types of 
diverse backgrounds provided screening services. Practi
tioner types included a nurse, two nurse practitioners, one 
nurse practitioner with two accompanying nurse practitioner 
students, two female physicians, and four male physicians. 
All practitioners provided similar screening services, which 
included history?-taking, breast examinations. Pap smears, 
and bimanual pelvic examinations. One exception, however, 
was the female obstetrician-gynecologist in Pinal County.
In addition to having provided the same screening services, 
she also provided treatment for minor gynecological condi
tions. This may have introduced a small margin of error 
into the data.

Methods of Data Collection 
Data were collected over a year's period from 

January 1, 19-7 8, to January 1, M 9  79, by CCSP's staff. Two 
tools were used to gather client self-reported data. The 
"Ceryical Cancer Screening Program Patient Record" (Appendix
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B) and the "Clinic Evaluation" form (Appendix A) were the 
tools for measurement. Both tools were available in Spanish 
to facilitate data collection in the clinic setting.

Upon entry into the clinic, each client completed 
her patient record. The record included among other items 
ethnicity, age, income, and history of Pap-testing. This 
tool provided data about client profiles.

After the client was examined, two events occurred. 
The practitioner signed the "Patient Record," which provided 
data about examining practitioner type. Subsequently, CCSP 
staff asked the client to fill out her "Clinic Evaluation" 
form. Items on the evaluation form included comfort of the 
examination and preferences for practitioner type. How
ever, there were instances when the staff did not con
sistently ask the client to complete the form after her 
initial visit and may have accounted for some of the missing 
data. The "Clinic Evaluation" form provided the data about 
client preferences and client perceptions about their 
examinations,

Methods of Data Analysis 
In this study, collected data were analyzed to 

describe several independent variables. In addition, 
statistical tests were run to determine if there was a sig
nificant relationship between the independent variables and 
the dependent variables of self-reported preferred
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practitioner type and perception of exam comfort. The 
Statistical Package for the Social Sciences (SPSS!, a 
system of computer programs, was used to tabulate and _ 
analyze descriptive data, SPSS also calculated measures Of 
association between the independent and the dependent 
variables in two of the three hypothesized relationships 
that made up the study’s purpose. An outline of the three 
relationships is shown in Figure 3.

1. Frequency of the preferred practitioner type.
Independent Variables Dependent Variables

2. Client profile, a set of 
the following character
istics: ethnicity, age, 
income, and history of 
Pap-testing.

Preferred practitioner 
type, controlling for 
examining practitioner 
type.

3. Examining practitioner 
type.

Exam comfort.

Figure 3. Outlined Relationships
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In order to determine if the relationships between

variables were statistically significant,^ the following
2analytical methods were used. Cross tabulations between

the independent and dependent variables were drawn and Chi-
3square tests of significance were calculated to determine 

significance levels of interactions between the variables 
in question. Lambda^ was then calculated to measure the 
strength of association between independent and dependent 
variables in° each relationship. Specifically, data were 
analyzed according to the following relationships.

In the first relationship, a frequency was run to 
determine which of the five categories for client prefer
ences [CD nurse or nurse practitioner, (2) female physician, 
(3) male physician, (.4) no preference, or (5) mixed prefer
ence] was the most prevalent one. In this manner, the

1. "Statistically significant relationships are less 
likely to be a function of chance than some predetermined 
probability" (Ary, Jacobs, and Razevieh, 1972, p. 133).

2. "Cross tabulation is a technique of comparing two 
or more variables at the same time. It is useful in making
a comparison, in testing relationships, and in finding the 
correlation between two variables from data that have been 
collected" (J?reece and Treece, 1977, p. 124)..

3. "The Chi-square test of significance finds the 
significance of differences among the proportions of sub
jects , objects, or events, that fall into different categories" (Ary et al., 1972, p. 225).

4. "Lambda is a measure of association for cross 
tabulations based on nominal level variables, and measures 
the percentage of improvement in our ability to predict the 
value of the dependent variable once we know the value of 
the...independent variable" (Nie et al. , 1975, p. 225).
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preferred practitioner type can be calculated among CGSP's 
clients.

In the second relationship, preferences for practi
tioner type with its previously-mentioned five categories 
were designated as the dependent variable. Utilizing the 
Chi-square test and Lambda, the dependent variable (pre
ferred practitioner type) was analyzed in terms of the 
independent variables that were associated with client 
profile. Four variables make up client profile: ethnicity,
age, income, and history of Pap-testing, where each variable 
in turn consisted of subcategories which were defined 
earlier. Cross tabulations were made between each inde
pendent variable and dependent variable. In addition, 
cross tabulations were calculated for each independent 
variable and controlled for examining practitioner type in 
separate runs. For example, all of the evaluation forms 
that were completed after the nurse practitioners' examina
tions were tabulated separately from those of the other 
examiners' so that client preferences for practitioner 
type could be isolated among the examining practitioner 
types. In this manner, client profiles that prefer 
particular practitioner types and prefer practitioner types 
according to their examining practitioner types could be 
ascertained. ^

In the third relationship, the examining practitioner 
types were the independent variables and consisted of the
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following four categories: nurse, nurse practitioner,
female physician, male physician. The Chi-square test and 
Lambda were used to analyze the strength of the relationship 
 ̂between the examining practitioner types and the dependent 
variable: client perceptions of their examinations' com
fort. Three categories were designated to describe exam 
comfort: more comfortable than most other exams, about as
comfortable as most other exams, and less comfortable than 
most other exams. Cross tabulations were calculated 
between the '.independent and dependent variables and 
measured if client ratings of their examiners varied sig
nificantly among practitioner types.

Summary
This study's methodology was discussed in this 

:chapter. Setting variability was demonstrated, in which the 
study's sample that consisted of the population of women 
screened by CCSP between January of 1978 and January of 1979 
in Pima and Pinal Counties was examined. Client matching to- 
practitioner types of diverse backgrounds was largely by 
availability, clinic flow, and convenience.

Data were collected with the use of two tools, the 
"Cervical Cancer Screening Program Patient Record" and the 
"Clinic Evaluation" form. SPSS, a system of computer pro
grams , was used to then calculate descriptive statistics 
and correlated independent variables to dependent variables.



Data were .analyzed according to the three relationships that 
made up this study's purpose.



CHAPTER 4

DATA ANALYSIS

In this chapter, I will analyze the data that were 
collected for this study in the following manner. I will 
start the chapter with a description of the population that 
made up this study's sample. Then .I will proceed to the 
analysis which is.organized according to each purpose set 
forth in the design of this study. Accordingly, I will 
discuss the relationships between variables and then proceed 
to the descriptive aspects of the data. Finally, in the 
summary, I will reiterate the major findings.

Population Characteristics 
Between January 1, .19 78, and January 1, 19 79, the 

number of women who were screened for cervical cancer in the 
clinics of the CCSP in Pima and Pinal Counties totaled 3,242 . 
This represents 1.2% of the total female population residing 
in the two counties and is depicted in Table 1. However, 
the response rate to the "Clinic Evaluation" form (Appendix 
A) was only 58%. The data analysis is therefore based on a 
sample of 1,926 who responded to the pertaining question
naire items. In summary, the responding sample size 
totaled 1,9-26 in number.

42
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Table 1. Sample population compared to total..female popula

tion of Pima and Pinal Counties.

Sample Pima Pinal Sum of 
Pima and Pinal

n = 3,242 
1.2%

n = 235,000 n = 43,700 n = 279,000

Source: Valley National Bank of Arizona (19 78, p.- 9)

The ethnic distribution of the study sample was 
similar to that of the State of Arizona and therefore repre
sentative of the state as displayed in Table 2. The Anglo 
population, the largest category, comprised 76.6% of the 
sample, and was comparable to Arizona's population of 
Anglos of 72%. The combined population of Mexican-Americans 
and Mexican nationals comprised 15.8% of the sample and was 
also similar to the state's ethnic distribution of 18.7% for 
peoples of Spanish heritage. Two point seven per cent of 
the sample were black which was representative of Arizona's 
black population of 3% as well. The American Indian sample 
of 0.4%, however, was not representative of Arizona's, 
population of 5.6%. The "other" category comprised 3.7% 
of the sample and was probably similar to Arizona's popula
tion of "others" of 0.7% as well. In summary, the ethnic 
distribution among the sample was generally representative 
of Arizona's ethnic distribution, where Anglo women made up 
the largest category.
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Table 2. Ethnic representation of sample, in percentages.

Sample Arizona's Population
Anglo 76.6% 72%
Mexican-American and 

Mexican national 15. 8% 18.7%
Black 2.7% 3%
American Indian 0.4% 5.6%
Other 3.7% 0.7%

Source: Valley National Bank of Arizona (1978, p. 8)

All age groups, ranging between less than 25 years 
of age to greater than 65 years, were fairly evenly repre
sented in the sample and are depicted in Table 3. The per
centages of the sample comprising each age group were as 
follows. The younger than 25 year age group made up 11.9% 
of the sample and the smallest portion; the 25 through 34 
year age group made up 21.9%, the largest portion. The 35 
through 44 year age group comprised 17.5% of the sample, 
the 45 through 54 year age group 15.4%, and the 55 through 
64 year age group 17.1% of the sample. Finally, the 65 and 
older age group made up 16.2% of the sample.

In order to determine if the sample was representa
tive of Pima and Pinal Counties' female age groups, I 
assigned a confidence level of 6% for accepting or re
jecting an age group's representation. I found that three



Table 3, Age representation.

Years
Age distribution 

of sample
Age distribution 
of Pima County3

Age distribution 
• of Pinal County

Sum of Pima 
. and Pinal

Per cent 
of sum

0-24 n=229 (11.9%) 100,543 22,293 122,836 43.5%'
25-34 n=421 (21.9%) 40,568 5,695 46,263 16.4%
35-44 n=338 (17.5%) - 27,604 4,188 31,792 11.2%
45-54 n=296 (15.4%) 22,347 3,937 26,284 9.4%
55-64 n=330 (17.1%) 20,847 3,578 24,425 8; 6%
65+ n=312 (16.2%)j 25,920 3,955 29,875 10.6%
Total n=l,926 (100%) . 237,829 . . ' .4.3,646. . . .281, 47.5 99.7%

Source: Valley National Bank of Arizona (1978, p, 8)«
aThe age distribution of Pima County was multiplied by 50,6%, the average 

number of females in Pima County,
^The non-metropolitan population was divided into Pinal’s total popula

tion, then multiplied by the per cent of women in Pinal County, This per cent 
was multiplied by each age distribution in the non-metropolitan counties.
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age groups were comparable. The 25-34 year age group was 
comparable to Pima and Pinal's 16.4%, the 35-44 year age 
group was comparable to Pima and Pinal's 11.2%, and the 65 
years and older age group was comparable to Pima and 
Pinal's 10.6%. In summary. Table 3 depicted that age groups 
ranging from less than 24 years and 65 years and older 
were represented in the sample, and the highest proportion 
fell into the 25-34 year age group. Three of six age groups 
(25-34, 35-44, and 65 years and older) were representative 
of Pima and Pinal Counties' female age distributions.

Four income levels were represented in the sample 
and are shown in Figure 4, Eighteen point eight per cent 
of the sample reported poverty income levels. Thirty-seven 
point one per cent, the largest proportion of the sample, 
reported low income levels. Twenty-five point three per 
cent reported incomes falling into the middle income cate
gory and 18,8% of the sample reported incomes falling into 
the high income category. In summary, 56% of the sample 
reported incomes at the poverty or low income level.

Now that we have seen the sample's socioeconomic 
characteristics, let us proceed to the description of the 
sample's Pap-testing histories. Three variables were con
sidered in the sample's Pap-testing histories. The 
variables included ever having had a Pap smear, elapsed 
time since the previous Pap smear, and ever having had an 
abnormal pap smear. The findings are shown in Figure 5
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Figure 4
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Sample's Income Distribution —  Income category 
as defined per income scale (Appendix C).
Source: CCSP screenees in Pima and Pinal Counties 
between January 1, 1978 and January 1, 1979.
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Per cent of sample
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One to two years ago 

Three to five years ago 
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History of normal Pap 
History of abnormal Pap
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Figure 5. Sample's Pap-Testing History -- Source: CCSP 
screenees in Pima and Pinal Counties, January 
1978-January 1979.
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where an overwhelming majority (.9 5,1%) had had a Pap smear 
in the past, while 4% never had Pap smears. Most of the . 
sample had their Pap smears either within the past year 
(19.9%) or one to two years ago (53,9%). Only 15% of the 
sample had had Pap smears between three and five years ago, 
while 6,2% had theirs over five years ago. Furthermore, 
most women had not had an abnormal Pap smear (87,4%), al
though 12,6% did. Therefore, most of the sample had had
normal Pap smears in the past one to two years,

To recapitulate, the largest proportion of the : 
sample consisted of the following characteristics. In 
number, the responding sample size totaled 1,926, Anglo 
women and women between 25 and 34 years of age of low 
income comprised the largest ethnic, age, and income cate
gories, In addition, most women in the sample had had 
normal Pap smears in the past one to two years. Now that
we have seen a description of the sample in this study, let
us proceed to the data analysis for each of the three 
purposes set forth for this study.

Practitioner Preference 
The first purpose of this study was to learn what 

practitioner type was preferred by the sample who were 
screened By CCSP in Pima and Pinal Counties between Jaunary 
1, 1978, and January 1, 1979. We learned that the most 
frequently occurring preference was for the female



physician. (.see Figure 6). The figure displays that the most 
frequently occurring preference was for female physician by 
44.3% of the sample, which was followed by the no-preference 
category. The no-preference category, the second most 
frequent choice, was made by 27% of the sample. The nurse 
or nurse practitioner was preferred by 15.5% of the sample, 
and was closely followed by the mixed preference category, 
wherein 8.9% of the sample marked preferences for more than 
one practitioner type. Finally, the male physician was 
the least frequently chosen preference, made by 4% of the 
sample. In summary, we learned that the female physician 
was the preferred practitioner among the sample. Now that 
we have completed the first purpose of this study, let us 
proceed to this study's second purpose.

Client Profiles 
The intent was to draw client profiles once signifi

cant relationships between preferences for practitioner 
type and distinguishing characteristics were found. Util
izing the Chi-square test and Lambda, the dependent 
variable (.preference for practitioner type) was analyzed for 
significant relationships between the following six inde
pendent variables: (1) ethnicity, (2) age, (3) income, (4)
ever having had a Pap smear, (5) elapsed time since the last 
Pap smear, and (.61 history of an abnormal Pap smear. The
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SPSS system of computer programs was used to tabulate and 
analyze the data.

The findings showed that although there were 
numerous significant Chi-square values that suggested u 
systematic relationships between the dependent and inde
pendent variables, the values for Lambda were very small. 
Since Lambda measures strength of association, small Lambdas 
indicated how weakly the dependent variable was related to 
the independent variables. Predictive ability for most 
relationships did not improve beyond 1%. Therefore, the 
significant Chi-square values were probably due to the 
effect of the large sample size (1,926), a ceiling effect.
In short, weak relationships were found between preferred 
practitioner type and the demographic characteristics of the 
sample.

Since there were no significantly strong relation
ships between distinguishing client characteristics and 
practitioner preference, no client profiles according to 
practitioner preference could be drawn. Even though there 
were no strongly associated relationships, the following 
descriptive aspects of the data that were concerned with 
preferences for practitioner types were of interest.

Sample Characteristics and Their 
Practitioner Preferences

In this section, I will describe the data.that were 
concerned with preferences for practitioner types in the
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following manner. First.I will discuss the priority prefer^ 
ences for practitioner types by each of the independent 
variables. The variables included: ^ethnicity, age, income, 
and Pap-testing histories. Then 1 will describe how prefer
ences for practitioner type changed when preferences were 
analyzed according to the examining practitioner type.

Once preferences for each of the practitioner types 
was prioritized according to modal distributions and related 
to each of the independent variables, striking similarities 
became apparent. Regardless of clients' ethnicities, ages, 
income levels, or histories of Pap-testing,clients' first, 
second, third, fourth, and fifth most frequently occurring 
choices for practitioner type did not vary much between any 
of the independent variables that were studied. Tables 4 
through 9 which describe each independent variable 
separately depict these conclusions.

Each table (.Tables 4-9) was organized according to 
priority preference for each practitioner type by each in
dependent variable that was studied: ethnicity (Table 4),
age (Table 5), income (Table 6), ever having had a Pap

i
smear (Table 7) , elapsed time since the last Pap smear 
(Table 8)., and ever having had an abnormal Pap smear (Table
9). Priority preferences were based on modal distributions 
in each category. A rank column indicates priority prefer
ences in each independent variable. Note that bimodal 
distributions were assigned the same priority preference



Table 4. Priority preference for practitioner type by ethnicity Modal 
distributions.

Anglo
Mexican American and 

Mexican National Black Other
Rank. n (%) Rank n (%) Rank n (%) Rank n (%)

FMD 1 634 (43.0) 1 188 (61.6) 1 19 (36.5) 1 36 (50.0)
MMD 5 52 (3.5) 5 10 (3.3) 3 7 (13.5) 5 4 (5 . 6)
RN, NP 3 217 (14.7) 2 47 (15.4) . 3 7 (13.5) 3 11 (15.3)
No preference 2 435 (29.5) 3 39 (17.8) 2 14 (26.9) 2 16 (22.2)
Mixed preference 4 137 (9.3) 4 21 (6.9) 4 5 (9.6) 4 5 (6.9)
Total n = 1,475 (100.0) n = 305 (100.0) n = 52 (100.0) n = 72 (100.0)

FMD = female physician; MMD = male physician? RN, NP = nurse or nurse practitioner? source: CCSP screenees in Pima 
and Pinal Counties between January 1, 1978 and January 1, 1979.



Table 5. Priority preference for practitioner type by. age.

0-24 25-34 35-44 45-54 55-64 65+
Rank n (%) Rank n (%) Rank n (%) Rank n (%) Rank n (%) Rank n (%)

FMD 1 111 (48.5) 1 182 (43.2) 1 149 (44.1) 1 150 (50.2) 1 152 (46.1) 1 142 (45.5)
MMD . 5 8 (3.5) 5 17 (4.0) • 5 16 (4.7) 5 8 (2.7) 5 13 (3.9) 5 12 (3.8)
RN, NP 3 31 (13.5) 4 46 (10.9). 3 47 (13.9) 3 45 (15.2) 3 63 (19.1) • 3 55 (17.6)
No preference 2 58 (25.3) 2 125 (29.7) 2 104 (30.8) 2 76 (25.7) 2 77 (23.3) 2 . 71 (22.8)
Mixed preference 4 21 (9.2) 3 51 (12.1) 4 22 (6.5) 4 17 (5.7) 4 25 (7.6) 4 32 (10.3)
Total n = 229 (100.0) n = 421 (99,9) n = 338 (100.0) n = 296 (100.0) n = 330 (100.0) n = 312 (100.0)

FMD = female physician; MMD = male physician; RN, NP = nurse or nurse practitioner; source; CCSP screenees in Pima and 
Pinal Counties between January 1, 1978 and January 1, 1979.



Table 6. Priority preference for practitioner type by income.

Poverty Low Middle High
Rank n (%) Rank n ■(%) Rank n (%) Rank n (%)

FMD 1 178 (49.2) 1 343 (48) 1 214 (43.9) 1 151 (41.6)
MMD 5 20 (5.5) 5 r 31 (4.3) 5 14 (2.9) 5 9 (2.5)
RN, NP 3 61 (16.9) 3 107 (15.0) 3 70 (14.4) 3 49 (13.5)
No preference 2 82 (22.7) 2 172 (24.4) 2 141 (29.0) 2 114 (31.4)
Mixed preference 4 21 (5.8) 4 59 • (8.3) 4 48 (9.9) 4 40 (11.0)
Total n = 362 (100.1) n = 712 (100.0) n = 487 (100.1) n = 363 (100.0)

FMD = female physician; HMD = male physician; RN, NP = nurse or nurse practitioner; Source; CCSO screenees in Pima and 
Pinal Counties between January 1, 1978 and January 1, 1979.



Table 7. Priority preference for practitioner type by ever having had a Pap
smear.

- Yes No Do not know
Rank n (%) Rank n (%) Rank n (%)

FMD 1 836 (45.6) 1 44 "(56.4) - 1 6 (37.5)
MMD 5 71 (3.9) 5 2 (2.6) 4 1 (6.3)
RN, NP 3 269 (14.7) 2 13 (16.7) 2 5 (31.3)
No preference 2 496 (27.1) 3 12 (15.4) 3 3 (18.8)
Mixed preference 4 160 (8.7) 4 7 (9.0) 4 1 (6.3)
Total n = 1832 (100.0) n = 78 (100.1) n == 16 (100.2)

FMD = female physician; MMD = male physician; RN, NP = nurse or nurse 
practitioner; source: CCSP screenees in Pima and Pinal Counties between January 
1, 1978 and January 1, 1979.

in



Table 8. Priority preference for practitioner type by elapsed time since last
Pap smear.

Within the 
past year 1-2 years ago 3-5 years ago Over 5 years ago

Not applicable, 
do not remember

Rank n (%) Rank n (%) Rank n (%) Rank n (%) Rank n (%)

FMD 1 162 (42.9) 1 466 (45.5) 1 136 (47.7) 1 60 (50.8) 1 50 (53.2)

MMD 5 19 (5.0) 5 36 ■ (3.5) 5 48 (16.8) 5 6 (5.1) 5 3 (3.2)

RN, NP 3 60 (15.9) 3 137 (13.4) 3 48 (16.8) 3 19 (16.1) 2 18 (19.1)

Mo preference 2 104 (27.5) 2 291 (28.4) 2 72 (25.3) 2 22 (18.6) 3 15 (16.0)

Mixed-preference 4 33 (8.7) 4 94 (9.2) 4 20 (7.0) 4 11 (9.3) 4 8 (8.5)

Total n = 378 (100.0) n = 1024 (100.0) n = 205 (100.0) n = 118 (99.9) n = 94 (100.0)

FMD = female physician; MMD = male physician; RN, NP = nurse, nurse practitioner? source: CCSP screenees in Pima and 
Pinal Counties between January 1, 1978 and January 1, 1979.
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Table 9. Priority preference for practitioner type by ever 

having had an abnormal Pap smear.

Yes No
Rank n (%) Rank n (%)

FMD 1 99 (42.9) 1 736 (46.1)
MMD 5 . 10 (4.3) 5 61 (3.8)
RN, NP 3 33 (14.3) 1 3 236 (14.8)
No preference . 2 71 (30.7) 2 424 (26.6)
Mixed preference 4 18 (7.8) 4 139 (8.7)
Total ' n = 231 (100.0) n = 1596 (100.0)

FMD = female physician; HMD = male physician; BN, 
HP = nurse, nurse practitioner; source: CCSP screenees in 
Pima and Pinal Counties between January 1, 1978 and 
January 1, 1979.
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ranking. I will discuss preferences for each practitioner 
type according to priority ranking that was collectively 
evident after each independent variable was analyzed 
separately.

The female physician was clients' most frequent 
choice among practitioner types, regardless of ethnicity, 
age, income, or Pap-testing history, with the singular 
exception of the American Indian women who cited the nurse 
or nurse practitioner as the number one choice for practi
tioner. This is readily seen in Tables 4 through 9, and 
supported the earlier conclusion that the female physician 
was the preferred practitioner type among the sample.

The male physician, on the other hand, was the least 
frequently preferred among all practitioner types.. This 
also held across ethnicities, ages, income levels, and Pap- 
testing histories. There were two exceptions to this 
generalization, however. Black women and women who did not 
know if they ever had had a Pap smear (Table 4 and Table 7), 
respectively, chose the male physician third and fourth 
most frequently.

Tables 4 through 9 illustrate that preferences for 
the nurse or nurse practitioner alternated between third and 
second most frequently occurring choices. This was con
sistent among all the'.independent variables. It was inter
esting to note that the American Indian women ranked the 
nurse or nurse practitioner as the most frequently chosen
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category. However, due to„the very small sample size (n=-7) 
of American Indian women, this could not be considered a 
reliable finding. The mean value for priority preferences 
for the nurse or nurse practitioner was calculated at 2.8.

The most interesting finding belonged to the cate
gory no preference for practitioner type, which was pri
marily ranked the second-most frequent choice as shown in 
Tables 4 through 9. This can be interpreted to mean that 
although the largest majority chose the female physician as 
their practitioner type of choice, the second largest 
majority had no preference among practitioner types. Mixed 
preferences, or preferences for multiple pratitionerLtypes, 
almost consistently ranked fourth.

In summary, Tables 4 through 9 showed that priority 
preferences among practitioner types did not vary much 
among clients' characteristics. The data in these tables 
also showed that the range of preferences depicted in Figure 
6 was typical for nearly all categories in all the inde
pendent variables. Let us now see if preferences among 
clients were prioritized differently when analyzed according 
to their examining practitioner types.

After the female physicians examined their clients, 
they became the preferred practitioner choice in an even 
larger percentage of the sample. This held for all ethnici
ties, ages, income levels, and Pap-testing histories. I 
chose to call this the "examiner effect" because the
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examining practitioner type, in this case the female 
physician, influenced preferences in the direction toward 
the examining practitioner type. It was therefore a posi
tive examiner effect. This relationship is depicted in 
Figure 7, where I chose to show the examiner effect in one 
category (the modal category) of each independent variable.

It was apparent that the female physician was both 
the preferred practitioner type in the sample choosing 
across all practitioner types and the preference to an even 
larger degree in the sample that was examined by the two 
female physicians. In numbers, the female physicians 
examined 600 women, or 31% of the sample. Figure 7 shows 
that 27% more of the Anglo women who were examined by the 
female physicians preferred this practitioner type than did 
all Anglos in the sample. Similarly, 23% more of the 25 to 
34 year old women who were examined by the female physicians 
preferred the female physicians as did low-income women who 
increased their preference ratings by 23%. Women who had 
had Pap smears and were examined by female physicians in
creased their preference ratings for the female physician 
by 25%, while 2 3% more women who had had Pap smears one to 
two years ago increased their preferences for the female 
physician than did all women who had Pap smears one to two 
years ago in the entire sample. However, those women who 
had had normal Pap smears increased their preferences for 
the female physician by only 1.1%. It was clear that the
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female physicians exerted a positive examiner effect on the 
sample that was examined by them because preferences for the 
female physician increased among their screenees.

A positive examiner effect was also evident for the 
examining nurse and the examining nurse practitioners who 
respectively examined 49 women (2.5% of the sample) and 
1,064 women (.55.2% of the sample). Whereas a mean value of 
2.8 ranking was calculated when the sample ranked prefer
ences across all practitioner types, a mean of 2.04 ranking 
was calculated when the sample's preferences were separated 
according to examining nurse and examining nurse practi
tioner. This smaller mean ranking shows that preferences 
for the nurse or nurse practitioner rose from nearly third 
to second most frequently occurring choice among practi
tioner types. The most frequently occurring choice in this 
particular sample, however, remained with the female 
physician.

Figure 8 depicts the examiner effect that was seen 
in the sample examined by the nurse practitioners. When 
preferences for the nurse or nurse practitioner were 
analyzed according to examining nurse practitioner, prefer
ences for the nurse practitioner rose among the sample.
Nine per cent more of the Anglo women who were examined by 
the nurse practitioners preferred this practitioner type 
than did Anglos in the entire sample. Similarly!, , 6.4% more 
of the 25 to 34 year old women who were examined by the
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nurse practitioners preferred the nurse or nurse practi
tioner, as did low-income women who also increased their 
preference ratings by 8.2%. Women who had had Pap smears 
and were examined by the nurse practitioners increased their 
preference ratings for the nurse or nurse practitioner by 
8.3%, while 8.2% more women who had had Pap smears one to 
two years ago increased their preferences for the nurse or 
nurse practitioner. However, those women who had had normal 
Pap smears and were examined by the nurse practitioners 
decreased their preferences for this practitioner type by 
1.8%. These findings clearly showed that nurse,practi
tioners exerted a positive examiner effect on their clients, 
since preference ratings for the nurse or nurse practi
tioner rose in all but one of the sample's modal categories.

The findings for the four examining male physicians 
who examined 197 women (10.2% of the sample) proved to be 
unique. The following two phenomena occurred with this 
practitioner type. 'First, the most frequently occurring 
choice of practitioner type when the male physicians were 
the examiners was for no preference. This held across 
ethnicities, ages, income levels, and Pap-testing histories. 
This can be interpreted to mean that they women who were 
examined by the male physicians truly had no preferences 
among practitioner types, or had not been exposed to 
another practitioner type, or were dissatisfied with the 
male physicians. Second, the mean value for the male
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physician ranking rose from a mean of 4 ? 68 priority ranking 
across all practitioner types.to a mean value of 2.12 
ranking in the sample of women who were examined by the 
male physicians. This rise from the least frequently 
occurring choice among practitioner types to the second most 
frequently occurring choice can be defined as a positive 
examiner effect in those particular women. In summary, the 
male physician rose to second choice among practitioner 
types. However, the most frequently occurring choice was 
for no preference when the sample was examined by male 
physicians.

To recapitulate, preferences for practitioner type 
favored the examining practitioner type and was called a 
positive examiner effect. Table 10 summarizes preferences 
when analyzed according to each examining practitioner type.

The sample that was examined by the nurse or the 
nurse practitioner ranked preferences similarly (see Table
10). This sample preferred the female physician foremost, 
followed by a no preference rating and third, preferred 
the nurse or nurse practitioner. Ratings among the sample 
examined by the female physicians ranked preferences for 
the female physician first, followed by the no preference 
category, and ranked the male physician third. Finally, 
this sample preferred the nurse or nurse practitioner 
fourth. The sample that was examined by the male physicians 
on the other hand primarily had no preferences among



Table 10. Preference ranking for practitioner type by examining practitioner _ 
type s. '

Examining
paractitioner

type

Priority preference for practitioner type

RN, NP FMD MMD No pref.
Mixed 

.. pref...
n Examined by 

. practitioner type

RN 3 1 4 2 3 n = 49
NP 3 ' 1 '"5 2 4 n = 1,064
FMD 4 1 3 2 5 n = 600
MMD 4 3 2 1 5 n = 197

EN = nurse; NP = nurse practitioner; FMD = female physician; MMD = male 
physician; pref. = preference. Source: tiCSP'screenees in Pima and Pinal 
Counties between January 1, 1978 and January 1, 1979„ Ranking derived from 
preferences in the following modal categories: Anglo women, 25-34 years of age, 
low income, and having had normal Pap smears one to two years ago.
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practitioner '..types. Preference for the male physicians was 
ranked second in this sample, followed by preferences for 
the female physician and nurse or nurse practitioner. In 
summary, the female physician was the preferred practitioner 
type among the sample examined by the nurse, nurse practi
tioners, and female physicians, whereas the sample examined 
by the male physicians had no preferences.

Comfort Ratings of Examinations
The third purpose of this study was to determine if 

clients' perceptions of their gynecological examination's 
comfort varied among practitioner types. The sample rated 
whether their gynecological examinations were more com
fortable than most other exams, about as comfortable as 
most other exams, or less comfortable than most other exams 
(Appendix A) before leaving the clinics. Utilizing the Chi- 
square test and Lambda, client ratings of exam comfort were 
analyzed for a significant relationship to practitioner 
type. The SPSS system of computer programs tabulated and 
analyzed the data.

Once analyzed, the Chi-square value was very high 
at 0.0000 with 30 degrees of freedom. This suggested that 
a significant relationship between comfort ratings and 
practitioner type existed. However, the value for Lambda 
was small and improved prediction by 4%. Because the 
relationship between comfort ratings and practitioner type
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was so weakly associated, it appears that the type of 
practitioner did not influence client perceptions of their 
gynecological examinations' comfort.

Relationships Between Comfort 
Ratings and Practitioners

When the descriptive aspects of the data that con
cerned themselves with comfort ratings were considered, 
similarities between comfort ratings and practitioner types 
emerged. Comfort ratings were arranged according to modal 
distributions in each practitioner category in Table 11. 
Similar ratings occurred for each practitioner type. Across 
all practitioner types, approximately one-third of the 
sample most frequently rated their examinations more com
fortable than most exams, followed by rating their examina
tions about as comfortable as others. Finally, their .. 
examinations were ranked less comfortable than others, least 
frequently. Similar comfort ratings appeared when I re
calculated values for each practitioner type without values 
generated by missing data, a considerable amount. Therefore, 
I concluded that these priority comfort ratings did not 
point out variations between comfort ratings and practi-: 
tioner types. This supports the weak association between 
the dependent variable, comfort ratings, and the inde
pendent variables, practitioner types.



Table 11. Comfort ratings for practitioner type among the screenees.

RN NP . . FMD MMD
n (.%) n C%) n ('%). n ('%)

More comfortable 32 (39.5) 763 (38,8) 306 (40.4) 118 (31.9)
About as comfortable 13 (16.0) 249 (12,7) 165, (21.8) 73 (19.7)
Less comfortable 0 (0,0) 26 (1,3) 32 (4.2) 3 (0.8)
Blank 32 (39,5) 874 (44.5) 231 (30.5) 167 (45.1)
Other 4 (4.9) 53 (2.8) 23 (3.0) 9 (2.5)
Total 81 (99.9) 1965 (100.1) 757 (99.9) 370 (100.0)

RN = nurse? NP = nurse practitioner? FMD = female physician? MMD = male 
physician. Source: CCSP screenees in Pima and Pinal Counties between January 1,
1978 and January lf 1979, Total n = 3173,



Summary
This chapter described the findings of this study„

I will reiterate both the characteristics of the sample and 
the major findings of this study.

The sample was characterized by the following 
characteristics. The responding sample size was 1,926 in 
number, where the largest categories were made up of Anglo 
women and the 2 5-34 year age group. Most women (56%) re
ported either poverty or low income levels. In terms of 
Pap-testing histories, most of the sample had had normal Pap 
smears (.87.4%) in the past one to two years (5 3.9%) .

Several characteristics were representative of 
Arizona's demographic characteristics. All of the ethnic 
categories were representative with the exception of the 
American Indian. Furthermore, three of six age categories 
(25-34, 35-44, and 65+) were representative to Pima and 
Pinal Counties' female age distributions. In conclusion, 
this study's external validity has been strengthened to the 
extent that the study sample appears to be demographically 
representative of the female population in Pima and Pinal 
Counties.

Three major findings were found in this study. One 
finding was that the sample's most preferred practitioner 
was the female physician. The female physician was the most 
frequently occurring choice across all practitioner types, 
followed by the no-preference category. The nurse or nurse
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practitioner ranked third, while the male physician was the 
leasttfrequently chosen practitioner type.

The positive examiner effect on the sample was the 
second finding. Each examining practitioner type influenced 
their screenees positively because preferences for their 
category of practitioner type increased. ,The reason for 
this effect remained open to interpretation.

The third, finding was that the relationship between 
client characteristics, such as ethnicity, age, income, 
ever having had a Pap smear, elapsed time since the previous 
Pap smear, and ever having had an abnormal Pap smear, was 
weakly associated to preferences for a particular practi
tioner type. Therefore, client profiles according to 
practitioner preferences could not be drawn. Similarly, 
the relationship between comfort ratings and practitioner 
type was also weakly associated. This suggested that client 
perceptions of their gynecological examinations1 comfort 
were not related strongly to practitoner types.

Now that we have seen the findings of this study, 
let us proceed to the next chapter. Its. subject matter will 
include: the limitations of this study, the implications
it holds for nursing, and recommendations for future 
research, after this study's findings are related to the 
findings in the literature and related to the conceptual 
framework.



CHAPTER 5

CONCLUSIONS

In this final chapter, I will discuss the following 
subject matter.. I will begin by describing this study's 
limitations, I will then relate the findings in the litera
ture to this study's findings and discuss how I revised a 
theory about client preferences and client perceptions 
toward their examinations. I will then end this chapter 
with a description of the implications that this study holds 
for nursing and suggest recommendations for future research.

Limitations and Problems 
of This Study

There were limitations and problems in this study. 
For one, this study's sample limited one's ability to apply 
the findings to populations outside of Pima and Pinal 
Counties. Furthermore, both the design and the study's data 
collection tools were problematic and needed improvement. 
These topics for discussion will follow.

We saw that this study's sample size was large and 
represented the population that it drew from in terms of 
its ethnicity and three of its age groups. Therefore, this 
study's results could be applied to the female populations
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of Pima and Pinal Counties. This study, then, was limited 
to inferences about the populations of Pima and Pinal 
Counties.

In retrospect, numerous variables could have inter
fered with the dependent variables: preferences for practi
tioner type and comfort ratings. Prior preferences, client's 
possible inability to recognize their examining practitioner 
type,, :and differences in services rendered by the varying 
practitioner types may all have introduced a small margin 
of error. Furthermore, a design type utilizing a pretest 
may have improved this study's internal validity.

Several aspects in this study's design were limited. 
According to Campbell and Stanley (1966), the posttest only 
control group design is limited in its ability to measure 
the interaction of the experimental treatment, which limits 
the generalizability of this study's findings. A design 
incorporating a pretest could have improved this limitation. 
For example, a pretest could have been administered to the 
sample in order to determine preferences for practitioner 
type prior to the experimental treatment:, one of four 
examining practitioner types. The pretest could then have 
been compared to the posttest (preferences selected on the 
"Clinic Evaluation" form) and insured that exposure to the 
different practitioner types did indeed make a difference 
in preferences for practitioner type. Thereby, this study's
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internal validity could have been improved. Three other 
problematic aspects with the design need consideration.

A problem with clients recognizing their examining 
practitioner type existed in a small portion of the sample 
examined by the nurse, or nurse practitioners.^ Although 
practitioners introduced themselves, a few clients may not 
have understood, nor heard the introduction, nor remembered 
who their examiner was.

The 11% who thought that their nurse practitioner 
was a female physician slightly skewed this study's findings 
in the direction of the female physician. In order to 
decrease this possible source of error, clients could have 
been reminded that their examining practitioner type was a 
certain practitioner, prior to their completion of the 
evaluation form.

A further problem with client recognition of their 
practitioner type may have been a culturally related one.
For example, a Mexican national's understanding of an 
enfermera's (nurse's) role may have been completely differ
ent from an American's understanding of a nurse practi
tioner's role. Therefore, interpretations based on cul
turally, related preferences need.to be cautious because

1. A telephone survey conducted by CCSP's staff in 
January of 1979 randomly sampled 450 of CCSP's screenees.
The survey determined that of the 179 respondents who were 
examined by the nurse or nurse practitioner, 11% thought 
that the examiner was a female physician and 26% did not 
know who their examiner was.
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preferences may have been due to culturally defined expec
tations, rather than exposure to a practitioner type. In 
summary, clients who may not have recognized their examining 
practitioner type or who expected different roles of their 
practitioner could have introduced error into this study's 
findings.

The final problematic aspect with the design in
volved the experimental treatment: exposure to one of the
four examining practitioner types. While all practitioner 
types offered similar screening services, there was a dif
ference that needed to have been controlled. Since ;the 
sample examined by the obstetrician-gynecologist in Pinal 
County was offered additional services, control measures 
upon those clinic evaluation forms were needed. Evaluation 
forms from those clients that received extra services 
needed to have been analyzed separately, or excluded from 
analysis. In this manner, some margin of error could have 
been avoided by controlling extraneous variables that may 
have confounded the responses in that portion of the sample. 
As we have seen, prior preferences, some clients' inability 
to recognize their examining practitioner, and differences 
in rendered services all may have introduced some error into 
the data.

Other sources of error may have originated from the 
tools of measurement: the "Clinic Evaluation" form
(Appendix AL. and the "Cervical Cancer Screening Program



Patient Record” (Appendix B), For one, self-reported data 
have inherent limitations.. Socially accepted responses were 
expected, since the sample was asked to report personal data 
and to evaluate rendered services. Further problems in 
relation to the item about preferences among practitioner 
types on the "Clinic Evaluation" form need to be pointed 
out. The category/preference for nurse or nurse practi
tioner, was not a mutually exclusive one, nor were they 
identified as female practitioners. Separation of the two 
practitioner types and clarification that both were female 
could have improved this item's reliability and validity. 
However, the assumptions that clients could not distinguish 
between a presumably female nurse and presumably female 
nurse practitioner probably held for most of the sample.

To reiterate, inferences about this study's findings 
were,-limited to the populations of Pima and Pinal Counties. 
Several problems with the design and tools of measurement 
were pointed out that may have reduced this study's 
external and internal validities to a slight degree. 
Solutions to these problems were suggested so that similar 
studies could avoid theses/problems in the future.

Comparison to the Literature
Both similar and divergent conclusions were apparent 

when this study's findings about client preferences and 
comfort ratings were compared to results reported in the
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literature. Studies by Haar et al. (1975), Ostergaard et 
al. (1972a, 1972b), Anapol and Wagner (19 78), and Adamson 
and Watts (.19 76). studied one or more aspects that were 
measured in this study. These are the studies that will be 
discussed in this section.

It is clear that this study improved on these 
previous studies in three major ways. This study determined 
gynecological clients' preferences among four practitioner 
types, as compared to the previously mentioned studies that 
had compared preferences among two practitioner types.
Second, this study measured comfort ratings among all four 
practitioner types, whereas only one previous study measured 
comfort ratings between two practitioner types. Third, this 
study used statistical tests of significance and association, 
whereas other previous studies primarily used descriptive 
statistics. In short, this study has expanded our under
standing of client preferences and comfort ratings among 
practitioner types. Let us now compare specific findings 
between this study and the previously mentioned studies.

The four studies in question had differing designs. 
Haar et al. (1975) studied client preferences between male 
and female physicians, while Ostergaard et al. (19 72a,
19 72b) studied preferences between family planning special
ists and physicians. Anapol and Wagner (1978) compared 
preferences and comfort ratings between male physicians and 
female nurse practitioners. Yet Adamson and Watts (19 76)
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studied preferences for only maternity nurse practitioners. 
Consequently, I will only compare the findings from Haar et 
al.'s (19 75) and Anapol and Wagner's (1978) studies to this 
study, because their designs correspond with the design in 
this study. I could not compare the findings of this study 
to Ostergaard et al.'s (1972a, 1972b) findings nor to 
Adamson and Watts1 (1976) findings, because their designs
were too dissimilar for comparison. Ostergaard and asso
ciates studied preferences for family planning specialists 
and since they are not necessarily nurses, they could not 
be compared to nurses or nurse practitioners in .my opinion. 
Furthermore, Adamson and Watts' design did not include a 
comparison between measuring Clients' preferences when 
examined by physicians to clients' preferences after being 
examined by the maternity nurse practitioners. Therefore, 
only two studies by Haar et al. (1975) and by Anapol and 
Wagner (1978). could be directly compared to this study.

The only study that reported findings that were 
similar to this study's findings was Haar et all's study in 
1975.. Their findings concurred with this study's findings 
in three major areas, namely, in the descriptive data, in 
the relationships between client profile and preferences, 
and in examiner effects.

The descriptive data for preferences among male and 
female physicians between Haar and associates and this study 
were fairly similar. The two descriptive data sets varied.
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however, in magnitude and priority preferences were dif
ferent. Second, Haar et al.'s study found no relationship 
between socioeconomic status and preferences for male or 
female physicians, which this study found as well. Finally, 
Haar et al. reported a positive examiner effect for the 
female physician and concurred with this study's positive 
examiner effect in the female physician. We have seen that 
although Haar et al. studied gynecological clients' prefer
ences between only male and female physicians, their findings 
concurred with this study's findings for the male and female 
physicians in terms of preference ratings and a positive 
examiner effect.

Anapol and Wagner (1978) measured both client prefer
ences and comfort ratings between male physicians and 
female nurse practitioners. Similarly, they found that 
female nurse.'.practitioners were preferred over male 
physicians; however, they reported larger magnitudes than 
did this study. In contrast, their examiner effects and 
comfort ratings differed from findings in this study. Al
though the two investigators reported a similar positive 
examiner effect for the female nurse practitioner, they 
reported a negative examiner effect for the male physician. 
This latter finding was not found in this study. Further
more, they reported a comparatively higher comfort rating 
for the nurse practitioners' gynecological exams, whereas 
this study did not find a strongly associated relationship
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between comfort ratings and praactitioner types. Thus di
vergent findings between Anapol and Wagner's (1978) study 
and this study were apparent.

In summary, this study is findings, which improved on 
previous studies with its design and statistical tests, 
compared with Haar et al.'s (1975) and Anapol and Wagner's 
(1978) studies in the following manner. Similarities were 
found between this study and Haar et al.'s preference 
ratings and positive examiner effects for male and female 
physicians. Dissimilarities between Anapol and Wagner's 
reported comfort ratings and negative examiner effect for 
the male physician were found when compared to this study's 
findings. Finally, studies by Ostergaard et al (19 72a,
19 72b) and Adamson and Watts (1976) could not be compared to 
this study because of their dissimilar designs. Therefore, 
previous studies both concurred with and conflicted with 
this study's findings. This sets the stage for the be
ginning phases of a theoretical framework about client 
preferences and comfort ratings.

Theory Development
The development of theories proceed through four 

levels, according to Dickoff et al. (19 6 8). This study 
attempted to develop a theory about gynecological client 
preferences for practitioner types and comfort ratings of 
their examinations by proceeding through the first two
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levels of theory development; namely, factor-isolating and 
factor-relating. I will discuss the irrelevant factors that 
were isolated in this study, and relate the relevant factors 
to client preferences.

The isolation of factors that were found irrelevant 
to gynecological client preferences and comfort ratings was^ 
important since it set the stage to study and isolate 
factors that are relevant in the future. Through this 
study;,. I isolated the following factors that had very weak 
associations to gynecological client preferences for 
practitioner types of nurse, nurse practitioner, female 
physician, and male physician. The screening program's 
clients' ethnicities, ages, income, and Pap-testing 
histories were irrelevant to preferences for practitioner 
type. Furthermore, there was no strong association between 
the examining practitioner and clients'; comfort ratings of 
their gynecological examinations. Therefore, this study 
was able to isolate factors that were not associated with 
CCSP's clients' preferences for practitioner type and 
comfort ratings of their examinations.

On the other hand, positive examiner effects were 
found to influence preferences in the direction of the 
examining practitioner type. This was true of all four 
practitioner types. This suggested to me that the examiner 
was a factor that influenced clients' preferences. Thus a
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beginning conceptual framework can be depicted for client 
preferences as shown in Figure 9:

Factor-relating
Factor Examining practitioner Client preferences
isolating type: nurse, nurse + for practitioner

practitioner, female type: nurse.
physician, male nurse practi-f.
physician. tioner, female 

physician, maleOrder of practitioner 
introduction to client

physician.

Figure 9, Initial Conceptual Framework

As we have seen, the only isolated factor that was 
related to gynecological client preferences for practi
tioner type in this study was the examining practitioner. 
Client characteristics, such as ethnicity, age, income, 
and Pap-testing histories wereunot related to preferences. 
Similarly, the examining practitioner type was not related 
to comfort ratings. This beginning conceptual framework 
needs further expansion in order for it to develop into a 
theory about gynecological client preferences for practi
tioner type. It does, however, have implications for the 
nursing profession.
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Nursing Implications

Nurses and nurse practitioners who provide ambula
tory health care to gynecological clients will find this 
study's findings relevant to their practice in the following 
ways.

But first, let us recall the preference priorities 
that this study found for the four practitioner types. The 
female physician was the preferred practitioner since 44.3% 
of the sample preferred the female physician. This practi
tioner type was followed by the no preference category, 
which was preferred by 27% of the sample. The third most 
frequently occurring choice by 15.5% of the.sample was for 
the nurse or nurse practitioner. Choices for mixed prefer
ences and for the male physician ranked fourth and fifth by 
8.9% and 4% of the sample, respectively.

These preference, priorities suggest to nurses and 
nurse practitioners that although a small portion of the 
screening program's sample actually preferred the nurse or 
nurse practitioner as their examiner, a larger portion of 
the sample had no preferences and may not be averse to nurse 
or nurse practitioner examiners. The two categories, 
preference for the nurse or nurse practitioner and no 
preference, account for 42.5% of the total sample, a sub
stantial portion. Furthermore, given five choices, the 
nurse or nurse practitioner fell between the second and 
third most frequently occurring choice. This,.’in my
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opinion, validates gynecological care offered by nurse 
practitioners in a substantial portion of the population, 
especially when the traditional provider of gynecological 
health care, the male physician, was preferred the least.

In addition to validation of gynecological examina
tions by nurse practitioners, a positive examiner effect was 
found for the nurse and nurse practitioner. When prefer
ences were analyzed according to examining nurse and nurse 
practitioner, preferences for the nurse and nurse practi
tioner rose from between second and third most frequently 
occurring choce to second most frequently occurring choice 
among five choices. Thus their clients were influenced 
positively by their services, I believe that as time passes 
and more women are exposed and educated about nurse practi
tioners providing ambulatory gynecological health care, this 
positive examiner effect will increase women’s preference 
for the nurse practitioner. However, this remains to be 
seen.

These data validating gynecological examinations by 
nurse practitioners in this sample, and literature reporting 
satisfaction with care rendered by nurse practitioners, 
can substantiate nurses’ and nurse practitioners’ efforts 
to change restrictive nurse practice acts. The data 
generated from-this study were particularly important be^ 
cause they reflected positive client evaluations of 
screening services rendered by nurse practitioners,
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Therefore, the data could be used at public hearings when 
supporting evidence is needed to substantiate recommended 
changes in nurse practice acts. Furthermore, these data 
could also be used to substantiate nurse practitioners' 
efforts to promote third party reimbursement for their 
services. ’

In summary, this study has been relevant to nurses 
and nurse practitioners who provide ambulatory gynecological 
health care. The implications for nursing were numerous 
because this study validated gynecological examinations by 
nurse practitioners.

Recommendations for Future Research 
In order to develop a theory about gynecological 

client preferences for practitioner type and comfort ratings 
of their examinations, more research is necessary. Sig
nificant variables need to be isolated as yet, and related 
to preferences and comfort ratings.

I suggest considering the following variables, rela
tive to preferences,for study. Client characteristics 
might include educational levels, beliefs about preventive 
health care, and body image. Other variables might include 
prior experiences with practitioners and whether accurate 
role expectations of each practitioner type are evident. 
Similarly, variables relative to studying comfort ratings 
might include the following client attributes: presence of
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fear or particular barriers toward the gynecological 
examination, personal space perception, and body image.
Other variables related to the study of comfort ratings 
might include whether speculum size was appropriate, whether 
palpation was gentle, and whether the practitioner explained 
steps of the procedure prior to executing them. These 
multiple variables come to my mind and might be interesting 
to measure in order to see if they are strongly associated 
to gynecological client preferences for practitioner type 
or related to comfort ratings of gynecological examinations.

The designs of future studies could be multiple,.
An exploratory design might be the best type to start 
further study since factors that are related to gyneco
logical client preferences and comfort ratings have not 
been isolated as yet. Open-ended questionnaire items that 
are administered to a large heterogeneous sample may yield 
patterns of variables that would be suitable to study in 
quasi-experimental designs. In any case, if a study similar 
to this one is attempted, I suggest avoiding the problems 
of this study and using a pretest to compare with results 
of the posttest. Appropriate and easily understood methods 
of data collecting and data analysis need to be considered 
as well.

Statistical tests of significance and measures of 
association could be included in future studies. In addi
tion, multiple regression techniques may be useful if
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interval data are used in a quasi-experimental or experi
mental design. In this manner, factors could be clustered 
and thus isolated. In summary, additional research is 
necessary in order to develop a theory about gynecological 
client preferences and comfort ratings of gynecological 
examinations.

Conclusions
In conclusion, I will reiterate the following sub

ject matter. I will describe the three main findings of 
this study, the beginning conceptual framework that I was 
able to develop, and this study's relevance to nursing.

One finding was that the sample's most preferred 
practitioner was the female physician, followed by the no 
preference category, and third, by preferences for the nurse 
or nurse practitioner. Each examining practitioner type-- 
nurse, nurse practitioner, female physician, and male 
physician--influence their screenees positively. This 
second finding was called a positive examiner effect. 
Finally, the third finding pointed out that very weak asso
ciations between client characteristics and preference for 
practitioner type existed. Similarly, weak associations 
between comfort ratings and practitioner type were found. 
Although these latter findings were disappointing, they were 
important. Further research can now take on new directions 
and different independent variables could be selected to
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study their effects on women's preferences for gynecological 
practitioner types.

After one takes into consideration the limitations 
of this study and that socially acceptable responses were 
probably affecting these findings, one could conclude that 
the female practitioner types were more acceptable to 
gynecological clients undergoing breast and pelvic examina
tions . One cannot conclude that clients with particular 
socioeconomic and Pap-testing characteristic were related to 
preferences for practitioner types, nor that gynecological 
examinations by one practitioner type were more comfortable 
or uncomfortable than another practitioner type!s examina
tions ,

In lieu of this study's findings and findings 
reported in the. literature, two factors were isolated and 
related to preferences for practitioner type. The examining 
practitioner type and order of practitioner introduction to 
the client seemed to influence clients' preferences. These 
two factors formed a beginning conceptual framework for 
practitioner preferences and needs further study to expand 
into a theoretical framework.

This study's findings did, however, have implica
tions for nursing. Since lithe nurse and nurse practitioners 
influenced their clients positively, and preferences 
priorities for the nurse or nurse practitioner fell between 
second and third most frequently occurring choice.



gynecological' care rendered by nurse practitioners was 
validated, in my opinion. Furthermore, these positive 
findings can substantiate nurse practitioners1 efforts to 
change restrictive nurse practice acts and promote third 
party reimbursement for their services in the near future.



APPENDIX A 

CLINIC EVALUATION FORM

clinic evaluation
To help us make our clinics better in the future, we would appreciate the following  
information from you:

1. My pelvic exam and Pap test at this clinic were:

 1. More comfortable than most other exams I have received.

2. About as comfortable as most other exams I have received.

 3. Less comfortable than most other exams I have received.

 4. I have never been examined before.

2. In general, if I had a choice, I would prefer to  receive a pelvic exam by:

 _____1. A female physician

 ____ 2. A male physician

 ___ 3. A nurse or nurse practitioner

 4. No preference

3. What is the main reason you decided to  get a Pap test now?

 1. I try  to get a Pap test every year and was due for one.

 2. I feared that something was wrong and wanted to get checked.

 3. A friend or relative urged me to  get a Pap test now.

 4. Other

4. What is the main reason you decided to  get a Pap test through our 
program (instead of at another clinic or physician's office)?

 1- There is no charge for the exam.

 2. A friend or relative recommended I go.

 3. Clinic hours and/or location were convenient.

 4. I learned that the exam could be performed by a female
physician or nurse.

 5. Other

COMMENTS: ■

I f  you were happy w ith  our services, please te ll y o u r friends about our program .
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EVALUACION DE LA CLINICA

Para ayudarnos a que nuestra clinica sea mejor en al future, 
nosotros le agradeceriamos que nos diera la siguiente 
informacion.
1. Mi examen pelvico y el examen Pap en la clinica fue:

  1. Mas comodo que la mayoria de los otros examenes
que he recibido.

2. Tan comodo como otros examenes.
3. Menos comodo que la mayoria de los otros 

examenes que he recibido.
4. Nunca antes me han examinado.

2. En general, si yo pudiera escoger, yo preferiria recibir 
el examen con:
  1. Con una mujer doctora.

2. Con un medico hombre.
3. Con una enfermera o enfermera practicante.

  4. No tengo preferencia.
3. cCual es la razon principal por la cual usted decidio

hacerse un examen de Pap ahora?
  1. Yo trato de recibir un examen de Pap cada ano

y ya era tiempo para mi examen anual.
  2. Yo tenia temor de que algo podia estar mal y

queria hacerme examinar.
  3. Una amiga o pariente me urgio a que me hiciera

un examen de Pap ahora.
4. Otra razon

4. cCual es la razon principal por la cual usted decidio 
recibir su examen de Pap a traves de nuestro programa? 
(en lugar de recibir su examen en otra clinica o en la 
oficina de un doctor.)
  1. Porque el examen es gratuito.

2. Una amiga o pariente me recomendo que fuera.
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 _ 3. Las ̂ horas de las clxnicas y/o el lugar donde

estan situadas es conveniente para mx,
  4. Yo supe que el examen podxa ser hecho por una

doctora 6 por una enferraera.
  5. Otra razon______ _____________________________
Comentarios:

Si usted se encuentra complacida con nuestros servicxos, 
por favor cuentele a sus amigas acerca de nuestro 
programa. . ■



APPENDIX B

CCSP PATIENT RECORD FORM

CERVICAL CANCER SCREENING  P R O G R A M  P A T IE N T  RECORD

(Facility) (8-9)

M o ./D a y /Y e a r  (10-14)

NO .
. 1st Annual 

2nd Annual 
3rd Annual 

(16)

The Information on this form is strictly Confidential. The information is necessary 
to complete your Pap test and for statistical purposes.

1. N A M E -

ADDRESS_ 
(10-14)

Last (17-41) Middle (64-80)

City 136-45) Zip (46-50)

2. Can you be contacted at this
address and phone? Y es________ N o__

3. BIRTH DATE 4. MARITAL STATUS  
1. Sinole

5. RACE/ETHNICITY
1. Anolo-American

2. Married 2. Mexican-American

M o./D ay/Y ear  
(51-56)

3. Separated 3. Mexican National
4. Divorced 4. Black
5. Widowed 5. Oriental

(57) t 6. American Indian
7. Other

(58)

6. Number.of persons 7. Annual 8. Where do you usually go for medical care?
Living in Your Household 1. Clinic at hospital
Household Income 2. Other clinic

(59-60) $ 3. Physician’s office
Per Year (Name of physician)

(61-65) 4.
5.
6.

Chiropractor's office 
. Emergency Room 

No usual place
7. Other

(66) (Please specify)

9 . Has a doctor ever examined 
your internal female organs? 
1................ Yes

10. Have you ever had a 
Pap test?
1. Yes

11. If yes, how long ago 
was your Pap test?
1- Within last year

2. No 2. No
_ i <- ycoia oyv

3. Don't Know 3. Don't Know 4.
__ 3-5 years ago

Over 5 years ago
(68)(67) 5. Don't remember 

(69)

12. If you have had a Pap test 
in the past, have the 
results ever been abnormal?
1________ Yes
2 . _______No

(70)
If "Yes". Please explain:

13. Date of your last 
menstrual period

Month Day Year 
(71-76)

14. If you are still having 
periods, are they regular? 1-------  —  Yes 2---------------No

(77)
If "N o", Please explain:

15. Have you had any female 
surgery?
1 . _______ Yes___________

2. . . No
Type

16. Have you had any 
X-Ray treatment of 
your female organs? 
1 . _______ Yes______

2. . _No

17. Are you now taking:
1 . _______ Birth control pills
2  . _______ Other hormones
3. _______Other hormones

for female problems 
such as vaginal 
creams, etc.

(80)
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APPENDIX C

INCOME SCALE DEVELOPED BY CCSP

1 $ 2,800
3,700

P o v e r t y 4,600
5,500
6,400
7,300
8,200

Low 9,100
10,000
10,900
11,800

Medium 12,700
13,600
14,500

l 15,400
16,300

High 17,200
18,100
19,000
19,900
20,800

i n 9 Q 7 6 6 A 7 9 1
Members in household
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