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Abstract 
This commentary on a case considers how to navigate a pelvic exam in 
the context of a patient’s personal experience and suggests the clinical 
and ethical importance of thoughtful, intentional action and consistent, 
clear communication in these clinical encounters. 

 
Case 
Dr B sees CC, who is 16 years old and presents with persistent, foul-smelling vaginal 
discharge despite finishing antibiotics prescribed by another clinician for a presumed 
sexually transmitted infection (STI). Dr B explains, “I need to perform a pelvic 
examination and get a swab sample for the lab to test. Do you understand what that 
means?” CC responds, “Yes,” and nods agreement. Dr B returns with a chaperone. Upon 
inserting and opening a lubricated speculum in CC’s vaginal canal, CC screams, “This 
hurts too much!” Dr B slowly withdraws the speculum and does not complete the 
examination. 
 
Given CC’s recent health history, Dr B needs an accurate diagnosis to inform 
appropriate treatment. “Maybe I should have just quickly inserted the swab to get a 
sample,” Dr B wonders. 
 
Commentary 
Pelvic exam is used as an umbrella term for one or more potential evaluations: cervical 
cancer screen, STI screen, speculum exam, bimanual exam, visual inspection, and 
more.1 However, patients—especially patients of color—might associate a pelvic exam 
with anxiety, fear, discomfort, and pain.1,2,3 Throughout history, people of color and 
vulnerable populations have been used gynecologically to advance the goals of others: 
from Dr J. Marion Sims, lauded as the “father of modern gynaecology,” who performed 
pelvic surgeries on slaves without analgesia despite its availability,4 to physicians 
threatening to withhold medical care unless people were sterilized and legislative 
proposals that financially incentivize women of low income to choose contraceptive 
implants.5,6 Patients bring experiences of not only systemic racism but personal trauma 
to the exam room.7 In surveys of predominantly White and of diverse adult respondents, 
64% and 83%, respectively, reported having experienced at least one category of 
adverse childhood experiences, including sexual abuse.7 Examinations can trigger 
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emotions associated with these experiences and retraumatize patients.7,8 Clinicians 
thus must actively seek to provide trauma-informed care, especially given the historical 
context of reproductive injustice. 
 
While many areas of medicine leave an individual vulnerable, seeking help, and placing 
trust in their clinician, a pelvic exam by nature asks even more of patients by putting 
them in an even more vulnerable position. Preparing for and conducting pelvic exams 
are not skills gleaned from a textbook or during clinical skills sessions in medical school. 
Such sensitive patient care harkens back to the general principles of medical ethics 
(nonmaleficence and beneficence) and relies heavily on a trusting patient-physician 
relationship. Knowing when to perform an exam, preparing for an exam, and navigating 
patient-specific challenges that might arise, such as unexpected pain, are vital to 
centering a patient’s experience and gaining both the most information and a patient’s 
trust. Let’s break down our case line by line. 
 
Assessing Pelvic Exam Utility 
In the first line, we discover that CC is a 16-year-old who has persistent foul-smelling 
vaginal discharge after finishing antibiotics for a presumed STI. Pausing here, the first 
question is whether a pelvic exam is necessary within this context. Pelvic exams are 
performed to evaluate symptoms such as pain, vaginal bleeding, or discharge and used 
as a screening tool for cervical cancer and STIs.8 CC is reporting a concerning symptom 
for which it would be reasonable to proceed with a pelvic exam for evaluation, with 
patient consent. However, for an asymptomatic person, the utility of the routine pelvic 
exam has been called into question when weighing the potential risks we now more 
openly acknowledge that the exam can carry.9 According to the American College of 
Obstetricians and Gynecologists, the screening pelvic exam leads to harms “such as 
fear, anxiety, embarrassment (reports ranged from 10% to 80% of women) or pain and 
discomfort (from 11% to 60%).”3 These concerns about potential harms3,8,10 are also 
relevant for symptomatic patients, who might experience more pain and, as such, 
should be appropriately informed of expected pain. Although an exam might be deemed 
worthwhile by the clinician, the patient might not share that opinion. After adequate 
counseling, the patient is in the best position to weigh the personal risks and benefits of 
the exam and to come to a conclusion, for whatever reason, for themselves.3,11 

 
Dr B decides that a pelvic exam is warranted, then tells CC they need to perform the 
exam to get a swab sample for a test. Framing this as a decision already made instead 
of a point for shared decision-making can perpetuate negative associations and a lack 
of control surrounding the exam for the patient.11 Dr B does ask if CC understands what 
a pelvic exam means, but phrasing the question as a yes/no question is less likely to 
elicit what concerns and preferences CC brings to the experience.11 For example, CC is 
only 16—is this their first pelvic exam? Which components of a pelvic exam would be 
acceptable to CC? What is Dr B planning to perform? There are ways to explain what 
exactly the exam entails, taking into account the age and health literacy of the patient, 
and to assess true understanding when obtaining consent through means like the 
teach-back method, all of which help maintain the patient’s sense of safety and build 
trust.12 Another key element of consent is the right to refuse treatment as long as the 
patient is aware of the potential risks.13 Telling patients before starting a pelvic exam 
that they have the right to discontinue the exam at any point for any reason, pain related 
or not, can restore patients’ agency and sense of security.13 Acknowledging that the 
exam is sensitive and can be painful, as well as asking about prior exam experiences, 
might open the door to communication that better prepares the patient for—and 
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individually tailors—the exam while building rapport.1 Although a formal signed consent 
is not required for a pelvic exam, good practice requires tailored counseling prior to 
performing such an exam. 
 
Managing Pain 
In the next paragraph, Dr B returns with a chaperone, which is a point to applaud in the 
case. Patients are encouraged to bring support persons, and a chaperone can provide 
both the support and reassurance a patient needs during an exam.1 Dr B then places a 
lubricated speculum—at which CC screams, “This hurts!”—and Dr B ends the exam by 
removing the speculum. Dr B deserves credit for using a lubricated speculum, which has 
been shown to decrease discomfort and does not affect results of infection tests.8 But 
speculum size, voiding prior to procedure, and patient positioning can also make a 
difference in ensuring that a patient is comfortable prior to and during the exam, and it 
is unsaid in the scenario whether these factors were addressed.8 Regardless, once the 
speculum is in place, CC reports pain. Instead of immediately removing the speculum, 
Dr B could have asked CC what hurts or where it hurts, which might reveal that resolving 
the pain is as simple as releasing an area of pinched skin or repositioning the table and 
footrests. In the same vein, asking CC if they want to continue the exam centers CC and 
shows that they are still in control rather than assuming that CC wants to discontinue 
the exam and deciding for them. Some individuals might react initially or experience 
pain but still deem the answers from the exam worthwhile and prefer to continue, 
whereas others might not. However, that determination is up to the patient, not the 
clinician. This case illustrates why adequate counseling, obtaining patient consent, and 
reviewing potential challenges and solutions beforehand are helpful to prevent further 
harm, optimize the chances of a successful exam, and ensure a positive patient 
experience. 
 
Alternatives to a Pelvic Examination 
CC’s exam was not satisfactory for obtaining an adequate sample for STI testing, which 
is important in providing adequate care, given CC’s presentation. Fortunately, there are 
less invasive, yet still effective, means to obtain samples through vaginal self-swabs or 
even testing from a urine sample. Data have shown that vaginal self-swabs for STIs are 
just as accurate as those performed by a clinician and that urine samples, while slightly 
less accurate, are still recommended over no sample.3,14,15 Either alternative could be 
an option for those unable to complete a pelvic exam and gives patients control. 
Additionally, offering a digital exam with one finger might be better tolerated and still 
adequately assess cervical motion tenderness. These alternatives further emphasize the 
importance of determining the extent and utility of a pelvic exam for each patient. A 
downside in a setting of high concern for infection is the inability to assess other 
potentially important components of the exam (eg, discharge, cervical or vaginal 
lesions). However, if the patient is aware of these downsides and their impact, deferring 
the exam and evaluating possible infection by other means in order to tailor treatment is 
a viable option. 
 
Managing Pain With Communication 
The final sentence gets at the heart of the issue throughout CC’s entire visit: lack of 
adequate, open communication. Dr B might wonder what went well or wrong and what 
could have been done differently, but Dr B’s best resource for figuring out that answer is 
the patient. Dr B could have obtained additional history to assess for risk factors and 
counseled CC on the exam beforehand, but, even after the exam, Dr B had the 
opportunity to ask CC how they could have made the exam more comfortable.10,12 
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Medicine and pain unfortunately often coincide. Although we try to standardize it, pain is 
a personal experience unique to each individual. If pain is personal, the medical care to 
understand and combat it should also be made personal. Just as we are now learning 
more about Anarcha, Betsey, and Lucy—the women upon whom Dr Sims experimented 
without consent—and recognizing their contributions to the field of medicine, so, too, 
should we respect and support our patients in seeking the care and experience that best 
suits their needs. Truthfully conveying the details of the exam and placing the patient as 
the one in control are essential to changing the narrative of the pelvic exam. Including 
the patient in the decision-making process reinforces autonomy and affirms the pelvic 
exam not as “a threshold experience for women” but as a judiciously used tool to 
advance health and reproductive justice.9 

 
References 

1. O’Laughlin DJ, Strelow B, Fellows N, et al. Addressing anxiety and fear during the 
female pelvic examination. J Prim Care Community Health. 
2021;12:2150132721992195.  

2. Qaseem A, Humphrey LL, Harris R, Starkey M, Denberg TD; Clinical Guidelines 
Committee of the American College of Physicians. Screening pelvic examination 
in adult women: a clinical practice guideline from the American College of 
Physicians. Ann Intern Med. 2014;161(1):67-72. 

3. Committee on Gynecologic Practice. ACOG Committee Opinion no. 754: the 
utility of and indications for routine pelvic examination. Obstet Gynecol. 
2018;132(4):e174-e180.  

4. Cronin M. Anarcha, Betsey, Lucy, and the women whose names were not 
recorded: the legacy of J Marion Sims. Anaesth Intensive Care. 
2020;48(3)(suppl):6-13.  

5. Gold RB. Guarding against coercion while ensuring access: a delicate balance. 
Guttmacher Institute. September 2, 2014. Accessed July 14, 2024. 
https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-
ensuring-access-delicate-balance  

6. Kluchin R. How should a physician respond to discovering her patient has been 
forcibly sterilized? AMA J Ethics. 2021;23(1):E18-E25. 

7. Committee on Health Care for Underserved Women. Caring for patients who 
have experienced trauma: ACOG Committee Opinion, number 825. Obstet 
Gynecol. 2021;137(4):e94-e99. 

8. Bates CK, Carroll N, Potter J. The challenging pelvic examination. J Gen Intern 
Med. 2011;26(6):651-657. 

9. Lyerly AD. Routine pelvic examinations and the ethics of screening. Obstet 
Gynecol. 2024;143(1):4-5.  

10. Hilden M, Sidenius K, Langhoff‐Roos J, Wijma B, Schei B. Women’s experiences 
of the gynecologic examination: factors associated with discomfort. Acta Obstet 
Gynecol Scand. 2003;82(11):1030-1036. 

11. Chor J, Stulberg DB, Tillman S. Shared decision-making framework for pelvic 
examinations in asymptomatic, nonpregnant patients. Obstet Gynecol. 
2019;133(4):810-814.  

12. Committee on Patient Safety and Quality Improvement. Committee Opinion no. 
490: partnering with patients to improve safety. Obstet Gynecol. 
2011;117(5):1247-1249.  

13. Committee on Ethics. Informed consent and shared decision making in 
obstetrics and gynecology: ACOG Committee Opinion, number 819. Obstet 
Gynecol. 2021;137(2):e34-e41. 

https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance
https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance


 

  journalofethics.org 90 

14. Hoebe CJPA, Rademaker CW, Brouwers EEHG, ter Waarbeek HLG, van Bergen 
JEAM. Acceptability of self-taken vaginal swabs and first-catch urine samples for 
the diagnosis of urogenital Chlamydia trachomatis and Neisseria gonorrhoeae 
with an amplified DNA assay in young women attending a public health sexually 
transmitted disease clinic. Sex Transm Dis. 2006;33(8):491-495.  

15. Lunny C, Taylor D, Hoang L, et al. Self-collected versus clinician-collected 
sampling for chlamydia and gonorrhea screening: a systemic review and meta-
analysis. PLoS One. 2015;10(7):e0132776. 

 
Kelsy Schultz, MD is a third-year resident in obstetrics and gynecology at Western 
Michigan University Homer Stryker MD School of Medicine in Kalamazoo, where she also 
attended medical school. Her research interests include global health and family 
planning. 
 
Charita L. Roque, MD, MPH is an assistant professor in the Department of Obstetrics 
and Gynecology at Western Michigan University Homer Stryker MD School of Medicine in 
Kalamazoo. She obtained her medical degree and master’s degree in public health from 
Case Western Reserve University School of Medicine, where she remained for residency 
at MetroHealth Cleveland Heights Medical Center. She completed a fellowship in 
complex family planning at Johns Hopkins University School of Medicine. Her interests 
include contraceptive decision-making, global health, and health inequity. 
 

Editor’s Note 
The case to which this commentary is a response was developed by the editorial 
staff. 
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