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Consent in Pelvic Care

Continuing Education

Stephanie Tillman1, CNM

Consent is a clear dialogue between individuals to engage in a specific activity. Expectations for consent to intimate examinations in health care
should be equal to, if not exceed, expectations for intimate interactions in society. In reality, current definitions of consent in health care vary.
These blurry definitions lead to individualized interpretation, incomplete fulfillment, and opportunities formisunderstanding by both patient and
health care provider. If a patient does not believe they have consented to an examination or procedure, they are likely to rightfully identify with
one of consent’s antonyms, assault. Within the field of gynecology, a history of misogyny, racism, and classism illuminates abhorrent contexts
of assault disguised as care. Similar practices persist in the modern application of pelvic care, ranging from overt sexual assault to coercion
disguised as guidance. Health care providers and students who seek to improve consent practices can look to evidence-based frameworks such as
trauma-informed care and shared decisionmaking, both of which are embraced widely by professional organizations. These approaches often take
precedence during the first pelvic examination; care for people who are lesbian, bisexual, queer, transgender, or nonbinary; and care for anyone
with a known history of sexual assault; they can be easily extrapolated to all intimate examinations. Beyond obtaining consent for the examination
itself, health care providers must also intentionally obtain consent to include students in care and openly discuss new universal recommendations
for chaperone presence. Scripting for common procedures, such as bimanual examinations for pelvic care or cervical examinations in labor,
allows health care providers to practice trauma-informed language, include evidence-based guidance, and avoid unintentional bias. Contemporary
providers of intimate pelvic care must work to understand and strengthen the definition of consent and ensure its realization in practice.
J Midwifery Womens Health 2020;65:749–758 c© 2020 by the American College of Nurse-Midwives.

“The pelvic offers a fascinating window into the dynamics of the
relationship between doctors and patients, as well as the blurred
boundaries between sexuality and medicine. Though the proce-
dure itself is routinely performed on healthy women in a sup-
posedly sterile environment divorced from outside context, it is
in reality loaded with context and meaning.”
Wendy Kline, Bodies of Knowledge: Sexuality, Reproduction,
and Women’s Health in the Second Wave1

INTRODUCTION

Definitions of consent in health care vary across sources and
organizations, and subsequently implementation depends on
the health care provider. This individualized application cre-
ates opportunities for unintentional misunderstandings be-
tween provider and patient, space for coercion disguised as
consent, and experiences of assault within the health care set-
ting. Nuances and assurance of consent are especially im-
portant in pelvic care and care of sexual and reproductive
anatomy. Consent is a concept mirrored across intimate per-
sonal lives and intimate examinations, and the same language
in both spaces stresses its analogous importance in both ex-
periences for patients: in both circumstances, consent im-
plies an intention to do no harm. Expectations for consent in
health care settings should be parallel to, if not exceed those
of, expectations in society, where the hierarchical knowledge
and power of health care providers over patients must be ad-
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dressed for consent to be informed and freely given. This
higher burden is especially applicable for patients who are not
cisgender men: namely, cisgender and transgender women,
transgender men, and gender nonbinary people, given sim-
ilarly experienced intersections of power and bodily auton-
omy across other social institutions. (This review uses the
gender-inclusive terms person and patient, given that peo-
ple of all bodies and identities access pelvic care. Quoted re-
sources maintain language of the original version).

In health care settings, actions that would be considered
coercion or assault in social settings are often erroneously
labeled as clinically or medico-legally rational. The actions
are, however, equivalent from the standpoint of a defini-
tion of consent: if someone does not consent to something,
the actions against them constitute assault. Because health
care providers and institutions apply ambiguous definitions
of consent in health care, it is ethically challenging to ensure
that complete and informed consent is obtained consistently
in practice. Vague terminology can lead to inconsistent im-
plementation and risk for assault, or the experience of as-
sault, within the health care setting. Ultimately the onus of
ethical informed consent rests on the health care provider,
as the more powerful entity in the interaction, and the per-
son seeking consent. For the well-being of patients entrusting
providers with pelvic care needs, consent must be held to the
highest standard.

HISTORICAL AND CONTEMPORARY CONTEXT

In order to holistically consider current experiences of gyne-
cologic health care consumers, health care providers must ac-
knowledge the profession’s historical origins. The field of gy-
necology built its foundation on assault and nonconsent, be-
ginning with forced examinations and nonanesthetized surgi-
cal experiments on enslaved people wholly unable to decline.2
This occurred as white men, in designing modern medicine,
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✦ Consent is a process that equalizes the ability to respond either yes or no.

✦ The reasonable patient standard, shared decision making, and trauma-informed frameworks are emerging as standards of
care for informed consent.

✦ Pelvic health care mirrors people’s consensual and forced sexual experiences: when providing clinical care, health care
providers must intentionally choose language and approach during consent processes and examinations to decrease iatro-
genic trauma and lessen the risk of triggering past trauma.

✦ If someone declines recommended care, further attempts by the health care provider to obtain acquiescence are coercion
unless a new consent process is initiated because of change in clinical circumstances.

✦ Chaperones are recommended in all health care settings for all intimate examinations regardless of the health care
provider’s sex or gender identity.

destabilized historical knowledge held by Indigenous and
Black healers.3 The context of forced and nonconsensual
pelvic care continued into the 20th century with prac-
tices of quarantining and forcing internal examinations on
people suspected of venereal infections,4 sterilizing peo-
ple of color and people who were poor without their
knowledge,5 unnecessarily requiring pelvic examinations
for oral contraceptives,6 and hymen inspection for vir-
ginity testing.7 Examples persist in current practice, in-
cluding medical students performing covert pelvic exam-
inations on patients under anesthesia without their ex-
plicit consent,8 decades of abuse by Larry Nassar,9 and
fear of retribution when declining care recommendations.10

People’s current lived experiences also affect their in-
teractions in health care spaces. Outside of health care,
issues of consent and safety are nonexistent or not able to be
assumed for all people across similar social institutions. Ex-
amples include inadequate investigation into sexual assaults
on college campuses11 or within religious communities;12
lack of political and legal support for queer, transgender,
and nonbinary people in their struggle to find restrooms;13
limited or no accountability for politicians who admit to
sexual assault, including of minors;14 and documented rape of
migrant people seeking refuge or asylum.15 One out of every
6 American women reports an attempted or completed rape
in their lifetime,16 with many more attacks going unreported
to authorities or dismissed by the survivor as not meeting
criteria for assault because of rape culture myths.17

Thus, people’s own expectations of safety in health care
cannot be assumed, as safety has not been the historical con-
text in gynecology, is not currently the societal context in sim-
ilar social institutions, and is not, even now, guaranteedwithin
health care. This is all despite, in spite of, and beyond the
reach of the health care provider’s best intentions to create safe
spaces. Given the implications of people’s lived experiences of
consent and safety prior to engaging in health care, especially
in intimate circumstances, the process for ensuring informed
and active consent in pelvic care must be transparent.

CONSENT IN HEALTH CARE

Consentis defined as a “process of communication between
a clinician and a patient that results in the patient’s au-

thorization or agreement to undergo a specific medical
intervention.”18 The simplicity of this definition carries signif-
icant weight in health care settings, where situational power,
unequal knowledge, and a patient’s own potentially traumatic
experiences as a health care consumer elevate the importance
of the process. Informed consent in health care is both a le-
gal and ethical framework through which patients receive in-
formation and ask questions to lead to a decision about their
care.19 The above broad definition reflects the 4 common pil-
lars of medical ethics: autonomy, or freedom of choice and
bodily integrity; justice, or equal application across all people;
beneficence, or acting in the person’s best interests; and non-
maleficence, or doing no harm.20

Professional Standards

This definition and the 4 ethical pillars are reflected in
contemporary documents developed to guide pelvic care
providers. The Joint Commission highlights that informed
consent is an ongoing process, not merely a signature on a
form.18 The American College of Nurse-Midwives’ (ACNM)
Hallmarks of Midwifery Practice highlights “advocacy for in-
formed choice, shared decision making, and the right to self
determination.”21 Within the midwifery Code of Ethics, key
concepts for informed consent are (1) disclosure of informa-
tion, including risks, benefits, and care options; (2) clarifica-
tion that the patient understands that information; and (3)
assurance of the voluntary nature of the consent. The mid-
wifery Code of Ethics also details various individual circum-
stances that might affect the voluntary component of the con-
sent process, such as health insurance status, income, privacy,
limited access to other health care providers, and relationship
safety.22 The American College of Obstetricians and Gynecol-
ogists’ (ACOG) Code of Ethics also reflects the above, as well
as the importance of presentingmedical facts and recommen-
dations “in reasonably understandable terms and include al-
ternative modes of treatment and the objectives, risks, ben-
efits, possible complications, and anticipated results of such
treatment.”23

ACNM and ACOG both use the term shared decision
making interchangeably with informed consent. The ACNM
Position Statement “Shared Decision Making in Midwifery
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Table 1. The Consent Process
Disclose the information that a reasonable provider would share and/or a reasonable patient would want

to know in a similar situation,29 including the following:
diagnosis or condition prompting the recommendation or treatment
benefits, and probability that the treatment will succeed
risks and complications
available alternatives, and their risks and benefits
possible consequences of forgoing treatment26

Tailor information to the patient’s literacy and numeracy levels31

Speak in the patient’s preferred language, with a certified medical interpreter unless it is a shared native
language with the health care provider32

Share information through the patient’s preferred delivery system: verbal communication, decision aids,
surveys, checklists, or interactive online models24,30

Ensure the decision can be made free from bias or coercion by the health care provider or the patient’s
family24,33

Document all processes of consent, including information shared and the patient’s questions and
answers, in the clinical record34,35

Care” emphasizes patients as authoritative decision makers,
uplifts the importance of effective communication between
patients and health care providers, and “maintains right to
informed refusal.”24 The ACOG Committee Opinion “In-
formed Consent” similarly reflects on the “moral right to
bodily integrity, to self-determination…and freedom tomake
decisionswithin caring relationships.”25 A separate ACOG re-
source details that shared decision making occurs when “de-
cisions about interventions should incorporate the woman’s
personal values and preferences and should bemade only after
she has enough information to make an informed choice.”26
Both organizations highlight the importance of consumers’
active involvement in their health care decision making and
are similar in themes and approaches.

Health care provider practice is guided by the concept of
standard of care, or what a reasonable provider would do in a
similar circumstance. This concept aligns with the traditional
informed consent model of a reasonable provider standard, or
what a reasonable provider would share as part of the con-
sent process in the same situation. In shifting power to shared
decision making, the model also shifts toward a reasonable
patient standard, or what a reasonable patient would need to
know to make an informed decision.27,28 The reasonable pa-
tient standard is emerging as standard of care and in many
ways overlaps with the more broadly known shared decision-
makingmodel.29 Because the patient themselves would define
their own parameters of a reasonable patient, this transition
to a reasonable patient standard highlights the responsibility
of health care providers to individualize the consent process
and consider the patient holistically within cultural contexts
and contemporary identities. For pelvic care, this specifically
applies to sex and gender identities and requires all health
care providers in practice to understand how a unique per-
son’s identities and experiences broaden expectations of what
should be disclosed, how to disclose it, how to ensure compre-
hension, and how explicit the consent should be.30

Consensus across organizational and ethical resources is
that a complete process of consent requires disclosing the in-
formation that a reasonable provider would share and/or a
reasonable patient would want to know,29 and that the in-
formation be tailored to the patient’s literacy and numeracy
levels,31 in the patient’s preferred language,32 and through the
patient’s preferred delivery system, whether verbal or through
decisional aids or interactive models.24,30 The process should
be free from coercion by the health care provider or the pa-
tient’s family24,33 and documented completely in the health
record.34,35 (Table 1).

Power Dynamics

The sensitive nature of intimate pelvic examinations calls for
an understanding of not only recommendations for informed
consent but also the power imbalances between patients and
health care providers, which oftenmimic power imbalances in
assault outside of health care. Health care providers, who hold
power and knowledge, are tasked with obtaining consent; pa-
tients, who by nature of power dynamics in health care are dis-
empowered in both knowledge and role, are tasked with con-
senting. Overlapping patient-provider discordances of race,
sex or gender identity and expression, language, educational
status, disability, and class further highlight the imbalance.
Although trust in health care providers or deference to au-
thority may guide decision making when patients are other-
wise neutral or unsure,30,36 2 validated indicators of respect-
ful care are a patient’s comfort in declining care and lack of
coercion in decision making.37 If a patient requests the health
care provider’s recommendation and the counsel given sup-
ports ongoing consent processes and continues shared deci-
sion making, free from coercion or provider bias, then such
guidance still aligns with consent.

Critically important to the process of obtaining consent
is equalizing the patient’s ability to say yes or to say no. If a
health care provider simply expects a patient’s acquiescence

Journal of Midwifery &Women’s Health � www.jmwh.org 751

 15422011, 2020, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jm

w
h.13189, W

iley O
nline L

ibrary on [22/04/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Table 2. Definitions of Consent in Health Care

Term Definition

Consent Discussion between patient and health care provider that results in the patient
authorizing or declining an intervention18

Shared decision making Patient and health care provider share information and values to make the best
decisions regarding a plan of care24

Nudging, directed counseling Health care provider guiding patient toward a decision40

Coercion Health care provider using forceful language or threats to mitigate a decision38

Force, assault Health care provider doing an examination without explicit consent41

to the recommended plan, true informed consent does not
happen. Patients must be explicitly informed of their right to
refusal.24,29 Informed refusal is in fact a corollary of informed
consent, and health care providers must anticipate and re-
spect both outcomes.38 Documenting that someone declines
or decides against, rather than refuses, care may be a word
choice more indicative of respect for the patient’s decisional
authority and may be better perceived by patients when ac-
cessing their own health records. Nonetheless, patients who
wish to decline a recommendation may be acutely aware of
the provider’s negative feelings or concerned it will change
the therapeutic relationship. Health care providers must thus
consider their tone and language when a patient declines a
recommendation in order to maintain shared power in the
therapeutic relationship.10 Providers should embrace the con-
sent process as an opportunity for patients to take control of
their own care and be empowered within the patient-provider
relationship.39

Directed Counseling, Coercion, and Force

Consent by any other name is not consent. Any attempt by
health care providers to indicate a preferred approach or de-
sired outcome, defined interchangeably across resources as
nudging, directed counseling, pressure persuasion, or forced
compliance, cannot by definition be consent, as the sway of
the provider cannot supersede a patient’s decisional author-
ity. If a health care provider weaves their own preferences into
recommendations in an effort to guide patients toward a de-
cision that the provider determines best for their welfare, that
is not consent. Such tactics are not free from bias and may
be ethically congruent with coercion.38,40,41 Although coercion
is often defined as involving threat or force, a fine line exists
between consent and coercion that can be crossed in prac-
tical implementation, especially in emergency circumstances
when decisions need to be made quickly (Table 2). Impor-
tantly, ACOG asserts that “pregnancy is not an exception to
the principle that a decisionally capable patient has the right
to refuse treatment, even treatment needed tomaintain life.”38
The legal or liability implications of a patient’s right to decline
recommended care, even when there are emergent risks to the
well-being of themselves or their fetus, conflicts with standard
medical obligations, or affronts to the health care provider’s
personal values, are outside of the scope of this article and are
covered elsewhere.38

INTIMACY OF PELVIC CARE

Clinicians maintain a clinical environment in pelvic care by
modifying language and palpation to avoid any parallels with
sexual intimacy. This acknowledges the lived proximity of a
pelvic examination to the patient’s experience of physical inti-
macy and sexuality. Health care providers must recognize that
some patients view pelvic examinations as an experience they
would define as intimate. Negative experiences during pelvic
examinations may lead patients to delay or avoid future care,
which ultimately eliminates any health benefits of gynecologic
care.42 Thus, “engaging patients in the decision-making pro-
cess can improve patients’ comfort with intimate touch.”43

The Trauma-Informed Framework

Trauma-informed care, the standard of care for all sexual as-
sault survivors, is now considered the standard for all health
care and especially for intimate examinations, given that pa-
tients may not disclose an assault history or identify previous
health care examinations as traumatic.44–46 This evidence-
based framework assumes that all people have experienced
trauma, may be currently experiencing it, or will experience it
in the future. It embraces the range of effects that trauma may
have on one’s physical and mental health and guides tone, ap-
proach, response, and process at both individual and organi-
zational levels.47 Health care providers may already consider
trauma-informed care consent processes as uniquely relevant
in scenarios like the first pelvic examination, care for sexual
assault survivors, and care for patients of diverse sexual ori-
entation and gender identities. The Engage,Motivate, Protect,
Organize, Self-Worth, Educate, Respect (EMPOWER) Clinic
for survivors of sex trafficking and sexual violence in New
York details a thorough approach to trauma-informed health
care, which can be easily extrapolated to empower and engage
all patients regardless of disclosed history.48

First Pelvic Examination

Acceptance of pelvic care as central to sexual and reproduc-
tive health caremay lead to assumptions about what is normal
or expected; this was seen in the assaults by Larry Nassar.9
The first pelvic examination establishes long-term under-
standing of what the examination entails and imprints expe-
riences on gynecologic health care going forward.49 Health
care providers must take careful steps to obtain consent for
the first pelvic examination, including clear discussion about
each step, how to notify the provider of discomfort or how to
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rescind consent, and explanation that the examination is not
mandatory.50 Providers should be attuned to power transfer
throughout, reminding the patient that the examination can
stop at any point and ensuring that the patient is in control.51
The first pelvic examination also serves as a learning opportu-
nity to discuss when different examination components may
be appropriate or recommended, including the purposes of
external visual examination, internal speculum visualization,
and bimanual palpation: differentiation of each step allows in-
formed consent, and informed refusal, as necessary.

History of Sexual Assault

A known history of sexual trauma, regardless of the type
of assault, compels health care providers to modify the ap-
proach to pelvic care. The experience of the assault itself and
subsequent pelvic examinations can intertwine in the sur-
vivor’s memories.52 Avoiding common verbiage that mim-
ics sexual innuendo or common assault language, such as
“spread your legs wide” or “just relax,” decreases possible
misinterpretation of the pelvic care provider as partner or
assailant and maintains a supportive clinical environment.
Individualized accommodations, such as deferring portions
of an examination,53 giving anticipatory guidance on pos-
sible sensations like pressure or temperature, and stepwise
consent processes, are also sensitive components of care for
survivors.52 Health care providers staying attentive to and sup-
portive of effective coping mechanisms, such as distraction
with music or social media and deep breathing techniques,
can facilitate patient resilience during difficult examinations.

Lesbian, Gay, Bisexual, Queer, Transgender, and Nonbinary
Communities

Any recommendation for pelvic care that includes insertion
of a speculum or test swabs or evaluation by bimanual ex-
amination must take into consideration the patient’s intimate
lived experience. Lesbian, gay, bisexual, transgender, and non-
binary people are more likely than their cisgender or cisgen-
der heterosexual counterparts to never have, or vary engage-
ment in, penetrative intercourse. Pelvic health care may be
the only time someone experiences something inserted into
their vagina or rectum, thus exponentially increasing the sen-
sitivity and physical intimacy, or trauma, of the examination
for that individual.49 In addition, it is important to recognize
that a history of sexual assault is higher in queer communi-
ties, compounding the need for deliberate trauma-informed
care. Finally, transgender and nonbinary individualsmay have
language for their bodies that differs frommedically gendered
language. Health care providers should inquire about the indi-
vidual’s anatomical language and use this in consent processes
as well as during the examination itself.

Consenting Beyond the Examination Itself: Chaperones
and Students

Chaperones

Evenwith all guidelines for informed consent and shared deci-
sionmaking in place, patients maymisinterpret or experience

appropriate health care through traumatic lenses.52 ACOG
now recommends the presence of chaperones for all breast or
chest, genital, and rectal examinations; this is irrespective of
the sex or gender of the person performing the examination
and includes all examinations performed in outpatient and in-
patient settings, including labor and birth units, as well as dur-
ing diagnostic studies such as transvaginal ultrasonography.45
These recommendations occur in the context of significant
publicity surrounding LarryNassar’s sexual assault of patients,
as well as with increased reporting and disclosure of miscon-
duct among nurses and physicians.54,55 Chaperones are med-
ical staff trained in clinical best practices and patient pri-
vacy, are able to identify misconduct, and have an immediate
uncensored pathway to report concerns.45 Because of these
criteria, friends and family of the patient, trainees, and stu-
dents cannot serve as chaperones, although at the patient’s
discretion they can be present as advocates or support peo-
ple. Patients should receive anticipatory guidance regarding
the new standard for the presence of chaperones to ensure
consensual and appropriate pelvic care; however, they can de-
cline chaperone presence as part of their consent process, and
health care providers can then document this decision in the
chart.

Students

Clinical education programs must provide structured con-
tent around ethics and consent in the context of gyneco-
logic care.56,57 Two recently published textbooks offer specific
guidance about consent and trauma-informed gynecologic
care and are relevant for all learners who will provide pelvic
care.58,59 Standard curricula around bioethics and medical
ethics can be designed to evolve based on student-identified
concerns; this allows opportunities for incoming generations
of health care providers to affect the contemporary ethics
discourse.57 Patients must give consent for student involve-
ment as well as receive anticipatory guidance regarding what
the student’s role will entail: what type of student will be in-
volved in the care, how many students will be present, their
capabilities, how many examinations will be performed if the
student is involved, and whether the preceptor or attending
health care provider will be present at the same time.8,60 On
that theme, patients should be fully permitted to decline stu-
dent involvement even in educational institutions: presence
within a teaching facility is not explicit consent for student
involvement, as even in this case the assumption of consent
in any capacity does not meet the definition of consent as a
standalone concept. Furthermore, not all patients may un-
derstand that they are seeking care in a teaching facility, so
transparency as to student involvement must be the stan-
dard. Preceptors and attending physicians must prioritize pa-
tient consent and care over student learning. This models re-
spect for patient autonomy and decision making by specifi-
cally seeking informed consent for the care process as well
as the student’s involvement.61 Unfortunately, failure to ap-
preciate this is reflected in the continuation of unconsented
pelvic examinations on patients under anesthesia. Every few
years a medical student publishes a report of being pressured
by attending or resident physicians to perform covert biman-
ual examinations on patients under anesthesia, without the
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patient’s explicit consent, for the student’s learning benefit.60
These reports fail to detail if patients are notified of the
examinations when awakened from surgery, if they ever ques-
tion the presence of medical gel intravaginally, or if they ex-
press a sense of penetration. These reports substantiate pa-
tient’s own accounts of the same.62 Such violations parallel
drugged rape experiences and rightfully compromise trust of
gynecologic care providers. ACOG specificallymandates con-
sent for these examinations.56

CLINICAL CONTEXT

Informed consent and shared decision making not only seek
to equalize the patient as an active participant in their health
care experience but also aim to eliminate experiences of mis-
understanding, mistreatment, assault, and abuse. Health care
providersmust take the time to reconcile aspects of their prac-
tice that diverge from what was and continues to be the in-
formed consent process in order to eliminate a patient’s expe-
rience of abuse within health care settings. Examining com-
mon clinical intimate examinations such as the annual pelvic
examination or routine cervical examinations in labor pro-
vides an opportunity for providers to reflect on their typical
consent process. Both scenarios cut across the nexus of pa-
tient experience, provider preference, institutional norms, and
evidence-based practice as part of consent processes. Every
health care provider has their own opinion about whether an
annual pelvic examination is needed or how often cervical ex-
aminations should be done during labor. Common language
used in each scenario can illuminate areas for improvement in
these cases and across all health care consent processes (Ta-
ble 3 ).

Evidence recommending against the screening pelvic ex-
amination in asymptomatic patients is still very new for pa-
tients and health care providers.42,63,64 Both patients accus-
tomed to an annual external or internal examination and
health care providers who may continue their preferred prac-
tice despite the evidence may struggle or disagree with possi-
ble changes to practice. Shared decision making is the posited
standard of care, especially in such a circumstance when per-
haps no perfect answer exists andwhen the decision regarding
a plan of care is thus best made through sharing information
and values.24,64

Routine cervical examinations in labor, whether based on
clinical circumstances such as labor induction or rupture of
membranes, patient request, or hourly recording guidelines
mandating scheduled documentation, should be examined
for their bias toward health care provider preference and away
from patient preference or evidence. Lack of informed con-
sent, including lack of consent prior to vaginal examinations
in labor, is now detailed extensively throughout the World
HealthOrganization typology ofmistreatment in childbirth as
failure tomeet professional standards of care. The same classi-
fications were also used for patients’ own reports of mistreat-
ment in care in the Giving Voice to Mothers Study.37,41,65 This
lack of consent includes when patients perceive health care
providers as merely going through the motions of the consent
process.65

Example Scripting: Consent in Outpatient Pelvic Care

Complete informed consent for a pelvic examination, whether
for an annual visit or during labor, includes the reason for the
examination, benefits, risks, alternatives, and time for ques-
tions. Gynecologic pelvic care, particularly in outpatient set-
tings, is rarely emergent; thus it affords plentiful opportunities
to individualize care. As consent is an ongoing process, pelvic
care providers should continue to modify language through-
out an examination to continue to transfer power and afford
opportunities to consent or decline during the examination
itself. Communicating flexibility and alternatives can be done
efficiently in language crafted beforehand and chosen by each
health care provider for their comfort as well as for that of the
patient.

Scripting for common examinations allows students and
health care providers to practice language around power
transfer, eliciting a patient’s concerns as well as prior lived ex-
periences, and anticipating a supportive response if the exam-
ination needs to stop unexpectedly for any reason. The follow-
ing are possible scripts for informed consent for a pelvic ex-
amination with a trauma-informed care framework (ellipses
indicate pauses when the health care provider waits for the
patient to respond before continuing; xxx indicates patient-
specific information).

For Someone Who Is Asymptomatic

“Based on your history and current lack of symptoms like
pelvic pain, pain with sex, irregular bleeding, or significant
pain with your periods, a pelvic exam is not indicated today.
Research shows that performing an exam for someone with-
out any symptoms could actually find something that is nor-
mal but requires further evaluation that could be unnecessary
or harmful. Testing for infections could be completed by urine
or self-collected sample, and your Pap test will next be due
xxx. I can talk you through how to collect your own samples
if you’d prefer. I want you to feel comfortable with your care,
and if you believe an examwould be best or if you’d prefer that
I collect the swabs, please let me know…”

For Someone Who Is Symptomatic or Someone Who Is Asymptomatic
But Requests an Examination After the Above Script

“How have your pelvic examinations been in the past?… Is
there anything I can do to make today’s exam more comfort-
able?…When you experienced pain in the past, was it on the
outside or the inside?… How would you feel about inserting
the speculum yourself?… It is important that you know we
can stop at any time for any reason. I may ask you throughout
the exam to let me know when you are ready, so that I never
start something without your knowing. Language that works
for many of my patients is ‘pause,’ which will cause me to stop
moving until you tell me you are ready for me to continue, or
‘out,’ which if I hear that I will take awaymy hands or swabs or
the speculum immediately. Will those words work for you?…
Or would something nonverbal, like raising your hand work
better?… Today’s exam includes an external exam where I ex-
amine the vulva including the labia and clitoris to ensure the
skin and structures are normal. Please letme know of any pain
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Table 3. Improving Language of Consent for Common Pelvic Examinations: The Annual Pelvic Examination and Cervical Examinations in
Labor

Term Clinical Scenario Incorrect Language

Revision Toward Consent and

Shared Decision Making

Consent and the annual pelvic

examination

Nudging, directed counseling Health care provider preference
for routine annual pelvic
examination in
asymptomatic people

“I would prefer to do the exam
because in my clinical
experience…”

“What I would want my
daughter, mother, spouse, or
friend to choose…”

“Given the evidence, having a
pelvic exam is your decision.
We can defer the exam until
the point in time when you
might notice a symptom, or
can start with an external
exam or a speculum exam,
and depending on what is
visualized we can discuss
whether an internal exam is
needed.”

Coercion After completing counseling
and informed consent, if the
patient says “No,” the health
care provider continues to
ask for consent with no
change in clinical
circumstance

“I hear you saying no, but want
I want to emphasize is…”

“Okay but that means I cannot
provide contraception,
referrals, or testing today.”

Complete consent with all risks
and benefits the first time.
Discuss during this first
consent process that if
clinical circumstances
change, you will be revisiting
the conversation as risks and
benefits change. Do not bring
up risks for the first time, or
emphasize them repeatedly,
after a “no” as part of working
toward obtaining a “yes.”

Force, assault Patient consents to one part of
the examination, like an
external or speculum
examination, and health care
provider proceeds with
internal bimanual
examination or rectal
examination

“I know you said no before but
now what I’m seeing leads
me to continue the next step
as your provider so I am
going to start that now.”

“It is my job to make decisions
in your best interest so I am
going to proceed with the
next step in the exam.”

Only proceed with portions of
examination that patient has
explicitly consented to, while
all other parts of consent
process are being met.

If clinical scenario changes and
health care provider finds
need for further examination,
restart the consent process
before moving forward.

Consent and cervical

examinations in labor

Nudging, directed counseling Patient questions the need for
an examination

“This is what we do for
everyone.”

“How else will we know if labor
is progressing?”

“Often we check the cervix
every few hours in labor, just
to see how labor is
progressing…” Then start the
consent process outlined
above.

(Continued)
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Table 3. Improving Language of Consent for Common Pelvic Examinations: The Annual Pelvic Examination and Cervical Examinations in
Labor

Term Clinical Scenario Incorrect Language

Revision Toward Consent and

Shared Decision Making

Coercion Cervical examination is
needed, health care provider
completes consent process,
and patient declines

“So I hear you declining, but
what I want to emphasize
is…”

“I have to do this, or your baby
will die.”

“Trust me, I know what’s best.”

Ensure all risks and benefits
were included in the first
consent process, not added
on at the end. Then ask when
it is okay to revisit the
conversation.

Force, assault Patient asks for cervical
examination to stop, and
health care provider is
almost done

Starting a cervical examination
without explicitly obtaining
consent

“You’re doing great.”
“Just another second.”
“Almost finished.”
“I am doing this for you.”
“You will thank me later.”
“I just need to check.”

Stop the examination
immediately. The patient
rescinded consent.

Never start any examination
without the patient’s consent.

or discomfort so I can change what I am doing or be alert to a
concerning area. Next I will place gel on the speculum, which
looks like this and might feel cold, and insert to the end of
your vagina. This commonly feels like pressure. If you feel any
pulling, pinching, or pain, please let me know at any point so
that I can change what I am doing during the exam, or can be
alert to the symptoms you are concerned about. When I open
the speculum it can sound like clicking, which is normal. The
swabs look like this, and when I collect the sample from inside
of your cervix it might feel dry or like scratching.When I take
the speculum out it might feel like lower pelvic cramp. After
I take out the speculum, then I will change my glove and put
on gel to do the internal exam. I will then insert 2 fingers to
the end of your vagina and put my other hand on your pelvis.
By pressing my 2 hands toward each other, first on the center
of your abdomen, and then on each side, I can check the size,
movement, and normalcy of your uterus and ovaries. Then I
take my hand out and the exam is done. I will check in with
you to debrief how everything went. At any point in the pro-
cess we can stop or wait to do a part of the exam until the next
visit. If you decide you want to decline this entire exam we
can talk about other ways to get the information needed to-
day. A trained medical chaperone will be in the room for your
and my safety. Do you have any questions about anything?…
Is there anything you’d like more information about before we
continue?…”

This script includes reasonable accommodations for ac-
cessible and trauma-informed care to offer anyone during
their pelvic care, including describing parts of the examina-
tion before and during, reviewing a patient’s prior experiences
and modifying practice appropriately, offering self-swab or
self-speculum insertion, stopping or delaying any portion of
an examination for any reason, and debriefing afterward44,49,51
A stepwise process for a trauma-informed pelvic examination
after this initial consent process can be found in the textbook
Gynecologic Health Care.44

CONCLUSION

In contemporary society, people who seek gynecologic care
unfortunately face several realities. Certain genders and iden-
tities may be considered legally and socially second class to
others. There are marked power imbalances between patients
and health care providers. Patients of color are subjected to
racist infrastructures. Some health care providersmay assume
consent de facto by presentation to care, whereas patients
who anticipate informed consent do not follow the same as-
sumptive framework. The intimate nature of people’s bodies
in health care overlaps with social and legal sexual assault pa-
rameters. The real-life implementation of consent often does
not match its theoretical intentions. Consent in health care
scenarios remains fraught with misinterpretation and open
to individualized implementation. The implications for clini-
cians who do not seek and obtain adequate consent in pelvic
care may be minimal, perhaps no more than a regret in hind-
sight and apologetic debrief with the patient about how to im-
prove communication going forward. However, the implica-
tion for a patient who is not appropriately or fully consented,
who then experiences forced, coercive, or rough gynecologic
and pelvic care, is an experience of assault within health care,
by no means minimal or fleeting. Such a discrepancy in expe-
rience demands improvement in the process.

Although there are explicit and essential differences be-
tween a health care provider knowingly assaulting a patient
and a health care provider believing to have adequately con-
sented someonewhodisagreeswith that conclusion, providers
must strive toward zero similarity between consent and assault
in the context of care provision. A holistic review of consent
in pelvic care challenges health care providers to take a per-
sonal account of their practice, eliminate language that nudges
or coerces patients into a decision, and immediately stop any
practice that could be interpreted as, or is, assault. When
possible, pelvic care providers should standardize a consent
process for common examinations, to ensure consistent ap-
plication and manage expectations for patients.

756 Volume 65, No. 6, November/December 2020

 15422011, 2020, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jm

w
h.13189, W

iley O
nline L

ibrary on [22/04/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



It is worth the time, for the bodily autonomy and safety of
patients in health care, to build ethical processes and to prac-
tice intentional language around trauma-informed frame-
works for consent and shared decisionmaking in pelvic health
care.

CONFLICT OF INTEREST

The author has no conflicts of interest to disclose.

ACKNOWLEDGMENTS

The author would like to thank Patty Aikins Murphy, CNM,
DrPH, and Em Rabelais, PhD, MBE, MS, MA, RN, for their
support in editing this review.

REFERENCES

1.Kline W. Bodies of Knowledge: Sexuality, Reproduction, and Women’s
Health in the Second Wave. Chicago, IL: University of Chicago Press;
2010.

2.Wailoo K. Historical aspects of race and medicine: the case of J. Mar-
ion Sims. JAMA. 2018;320(15):1529-1530.

3.Tunc TE. The mistress, the midwife, and the medical doctor: preg-
nancy and childbirth on the plantations of the antebellum American
South, 1800-1860.Womens Hist Rev. 2010;19(3):395-419.

4.Stern SW. The venereal doctrine: compulsory examinations, sexu-
ally transmitted infections, and the rape/prostitution divide. Berkeley
J Gender Law Justice. 2019;34(1):149-214.

5.Norsigan J. Our Bodies Ourselves and the women’s health move-
ment in the United States: some reflections. Am J Public Health.
2019:109(6):844-846.

6.Henderson JT, Saway GF, Blum M, Stratton L, Harper CC. Pelvic ex-
aminations and access to hormonal contraception. Obstet Gynecol.
2010;116(6):1257-1264.

7.McKeon Olson R, García-Morena C. Virginity testing: a systematic
review. Reprod Health. 2017;14(1):61.

8.Friesen P. Educational pelvic exams on anesthetizedwomen:why con-
sent matters. Bioethics. 2018;32(5):298-307.

9.Tillman S. Protecting our patients from sexual assault. J Psychosoc
Nurs Ment Health Serv. 2018;56(3):2-4.

10.JenkinsonB,Kruske S, Kildea S. The experiences ofwomen,midwives,
and obstetricians when women decline recommendedmaternity care:
a feminist thematic analysis.Midwifery. 2017;52:1-10.

11.Mennicke A, Bowling J, Gromer J, Ryan C. Factors associated with
and barriers to disclosure of a sexual assault to formal on-campus re-
sources among college students [published online December 2, 2019].
Violence Against Women. doi: 10.1177/1077801219889173

12.Harris AJ, Terry KJ. Child sexual abuse in organizational settings:
a research framework to advance policy and practice. Sex Abuse.
2019;31(6):635-642.

13.Wernick JL, Kulick A, Chin M. Gender identity disparities in bath-
room safety and wellbeing among high school students. J Youth Ado-
lesc. 2017;46(5):917-930.

14.MaasMK,McCauley HL, Bonomi AE, Leija SG. “I was grabbed bymy
pussy and its #NotOkay”: a Twitter backlash against Donald Trump’s
degrading commentary. Violence Against Women. 2018;24(14):1739-
1750.

15.Falcón S. “National Security” and the violation of women: milita-
rized border rape at the US-Mexico border. Incite, ed. In Color of Vi-
olence: The INCITE! Anthology. Durham, NC: Duke University Press,
2016:119-129.

16.Scope of the problem: statistics. RAINNwebsite. Accessed January 29,
2020. https://www.rainn.org/statistics/scope-problem

17.Henry DS, Merrell LK, Blacsktone SR, et al. Does perpetrator occupa-
tion affect classification of sexual assault? [published online Septem-
ber 5, 2019]. J Interpers Violence. doi: 10.1177/0886260519873331

18.The Joint Commission. Informed consent: more than getting
a signature. Quick Safety. 2016;(21):1-3. Accessed September 1,
2020. https://www.jointcommission.org/-/media/deprecated-
unorganized/imported-assets/tjc/system-folders/joint-commission-
online/quick_safety_issue_twenty-one_february_2016pdf.pdf?db=
web&hash=5944307ED39088503A008A70D2C768AA

19.Informed consent. Code of Medical Ethics Opinion 2.1.1. American
Medical Association website. Accessed September 28, 2020. https://
www.ama-assn.org/delivering-care/ethics/informed-consent

20.Beauchamp TL, Childress JF. The Principles of Biomedical Ethics. New
York, NY: Oxford University Press; 1979.

21.American College of Nurse-Midwives. Core Competencies for Basic
Midwifery Practice. Silver Spring, MD: American College of Nurse-
Midwives; 2012.

22.AmericanCollege ofNurse-Midwives.Code of Ethicswith Explanatory
Statements. Silver Spring, MD: American College of Nurse-Midwives;
2015.

23.American College of Obstetricians and Gynecologists. Code of Pro-
fessional Ethics. Washington, DC: American College of Obstetricians
and Gynecologists; 2018. https://www.acog.org/-/media/project/
acog/acogorg/files/pdfs/acog-policies/code-of-professional-ethics-
of-the-american-college-of-obstetricians-and-gynecologists.pdf?la=
en#=CC213370E1EFDCD3E81242D8384BE4AB

24.American College of Nurse-Midwives. Position Statement: Shared De-
cisionMaking inMidwifery Care. Silver Spring,MD:AmericanCollege
of Nurse-Midwives; 2016.

25.American College of Obstetricians and Gynecologists Committee on
Ethics. Committee opinionno. 439: Informed consent.Obstet Gynecol.
2015;114(2 pt 1):401-408.

26.American College of Obstetricians and Gynecologists. Informed Con-
sent Versus Shared Decision making. Washington, DC: American Col-
lege of Obstetricians and Gynecologists; 2018.

27.Spatz ES, Krumholz HM,Moulton BW. The new era of informed con-
sent: getting to a reasonable-patient standard through shared decision
making. JAMA. 2016;315(19):2063-2064.

28.De Bord J. Informed consent. University of Washington
Medicine, Department of Bioethics and Humanities website.
Accessed January 29, 2020. https://depts.washington.edu/bhdept/
ethics-medicine/bioethics-topics/detail/67

29.Cook A.Midwifery perspectives: the consent process in the context of
patient safety and medico-legal issues. Clin Risk. 2016;22(1-2):25-29.

30.Grady C. Enduring and emerging challenges of informed consent. N
Engl J Med. 2015;372(9):855-862.

31.Wu HW, Nishimi RY, Page-Lopez CM, Kizer KW. Improving Patient
Safety Through Informed Consent for Patients with Limited Health
Literacy. Washington, DC: National Quality Forum; 2005. Accessed
September 28, 2020. http://www.qualityforum.org/Publications/
2005/09/Improving_Patient_Safety_Through_Informed_Consent_
for_Patients_with_Limited_Health_Literacy.aspx

32.Basu G, Phillips Costa V, Jain P. Clinicians’ obligations to use quali-
fiedmedical interpreters when caring for patients with limited English
proficiency. AMA J Ethics. 2017;19(3):245-252.

33.American College of Obstetricians and Gynecologists. Committee
opinion number 390: Ethical decision making in obstetrics and gy-
necology. Obstet Gynecol. 2019;110(6):1479-1487.

34.American College of Nurse-Midwives.Midwifery Strategies for Liabil-
ity Risk Reduction in Informed Consent. Silver Spring, MD: American
College of Nurse-Midwives; 2004.

35.AmericanCollege ofObstetricians andGynecologists. InformedCon-
sent Forms andDocumenting InformedConsent.Accessed  January
.

36.Rhodes R. Understanding the trusted doctor and constructing a the-
ory of bioethics. Theor Med Bioeth. 2001;22(6):493-504.

37.Vedam S, Stoll K, Rubashkin N, et al; CCinBC Steering Council. The
Mothers on Respect (MOR) index: measuring quality, safety, and hu-
man rights in childbirth. SSM Popul Health. 2017;3:201-210.

38.American College of Obstetricians and Gynecologists. Committee
opinion no. 664: Refusal of medically recommended treatment dur-
ing pregnancy. Obstet Gyncol. 2019;127(6):e175-e182.

Journal of Midwifery &Women’s Health � www.jmwh.org 757

 15422011, 2020, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jm

w
h.13189, W

iley O
nline L

ibrary on [22/04/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.rainn.org/statistics/scope-problem
https://www.jointcommission.org/-/media/deprecated-unorganized/imported-assets/tjc/system-folders/joint-commission-online/quick_safety_issue_twenty-one_february_2016pdf.pdf?db=web%26hash=5944307ED39088503A008A70D2C768AA
https://www.jointcommission.org/-/media/deprecated-unorganized/imported-assets/tjc/system-folders/joint-commission-online/quick_safety_issue_twenty-one_february_2016pdf.pdf?db=web%26hash=5944307ED39088503A008A70D2C768AA
https://www.jointcommission.org/-/media/deprecated-unorganized/imported-assets/tjc/system-folders/joint-commission-online/quick_safety_issue_twenty-one_february_2016pdf.pdf?db=web%26hash=5944307ED39088503A008A70D2C768AA
https://www.jointcommission.org/-/media/deprecated-unorganized/imported-assets/tjc/system-folders/joint-commission-online/quick_safety_issue_twenty-one_february_2016pdf.pdf?db=web%26hash=5944307ED39088503A008A70D2C768AA
https://www.ama-assn.org/delivering-care/ethics/informed-consent
https://www.ama-assn.org/delivering-care/ethics/informed-consent
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/acog-policies/code-of-professional-ethics-of-the-american-college-of-obstetricians-and-gynecologists.pdf?la=en#=CC213370E1EFDCD3E81242D8384BE4AB
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/acog-policies/code-of-professional-ethics-of-the-american-college-of-obstetricians-and-gynecologists.pdf?la=en#=CC213370E1EFDCD3E81242D8384BE4AB
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/acog-policies/code-of-professional-ethics-of-the-american-college-of-obstetricians-and-gynecologists.pdf?la=en#=CC213370E1EFDCD3E81242D8384BE4AB
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/acog-policies/code-of-professional-ethics-of-the-american-college-of-obstetricians-and-gynecologists.pdf?la=en#=CC213370E1EFDCD3E81242D8384BE4AB
https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/67
https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/67
http://www.qualityforum.org/Publications/2005/09/Improving_Patient_Safety_Through_Informed_Consent_for_Patients_with_Limited_Health_Literacy.aspx
http://www.qualityforum.org/Publications/2005/09/Improving_Patient_Safety_Through_Informed_Consent_for_Patients_with_Limited_Health_Literacy.aspx
http://www.qualityforum.org/Publications/2005/09/Improving_Patient_Safety_Through_Informed_Consent_for_Patients_with_Limited_Health_Literacy.aspx


39.Nicholls J, David AL, Iskaros J, Lanceley A. Consent in pregnancy:
a qualitative study of the views and experiences of women and
their healthcare professionals. Eur J Obstet Gynecol Reprod Biol.
2019;238:132-137.

40.Simkulet W. Nudging, informed consent and bullshit. J Med Ethics.
2018;44(8):536-542.

41.Vedam S, Stoll K, Khemet Taiwo T, et al; GVtM-US Steering Coun-
cil. The Giving Voice to Mothers study: inequity and mistreatment
during pregnancy and childbirth in the United States. Reprod Health.
2019;16(1):77.

42.Clinical preventive service recommendation: Screening pelvic
exam. American Academy of Family Physicians website. Accessed
November 1, 2018. https://www.aafp.org/patient-care/clinical-
recommendations/all/screening-pelvic-exam.html

43.O’Lynn C, Cooper A, Blackwell L. Perceptions, experiences and pref-
erences of patients receiving a clinician’s touch during intimate care
and procedures: a qualitative systematic review. JBI Database System
Rev Implement Rep. 2017;15(11):2707-2722.

44.Tillman S, Likis F. Gynecologic history and physical examination. In:
Gynecologic Health Care. 4th ed. Schuiling KD, Likis FE, eds. Sudbury,
MA: Jones & Bartlett Learning; 2020:99-132.

45.American College of Obstetricians and Gynecologists. Sexual mis-
conduct: ACOG committee opinion, number 796. Obstet Gynecol.
2020;135(1):e43-e50.

46.Raja S, Hasnain M, Hoersch M, Gove-Yin S, Rajagopalan C.
Trauma-informed care in medicine: current knowledge and fu-
ture research directions. Fam Community Health. 2015;38(3):
216-226.

47.Schachter CL, Stalker CA, TeramE, LasiukGC,DanilkewichA.Hand-
book on Sensitive Practice for Health Care Practitioners: Lessons from
Adult Survivors of Childhood Sexual Abuse. Ottawa, Canada: Public
Health Agency of Canada; 2008.

48.Ades V, Wu SX, Rabinowitz E, et al. An integrated, trauma-informed
care model for female survivors of sexual violence: the Engage, Mo-
tivate, Protect, Organize, Self-Worth, Educate, Respect (EMPOWER)
Clinic. Obstet Gynecol. 2019;133(4):803-809.

49.Bryan AF, Chor J. Factors influencing adolescent and young adults’
first pelvic examination experiences: a qualitative study. J Pediatr Ado-
lesc Gynecol. 2019;32(3):278-283.

50.Freyens A, Dejeanne M, Fabre E, Rouge-Bugat ME, Oustric S. Young
women describe the ideal first pelvic examination: qualitative research
using semistructured interviews.Can FamPhysician. 2017;63(8):e376-
e380.

51.Williams AA,WilliamsM. A guide to performing pelvic speculum ex-
ams: a patient-centered approach to reducing iatrogenic effects. Teach
Learn Med. 2013;25(4):383-391.

52.Reeves EA, Humphreys JC. Describing the healthcare experiences
and strategies of women survivors of violence. J Clin Nurs. 2018;27(5-
6):1170-1182.

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

54.AbuDagga A,Wolfe SM, CaromeM, Oshel RE. Crossing the line: sex-
ual misconduct by nurses reported to the National Practitioner Data
Bank. Public Health Nurs. 2019;36(2):109-117.

55.AbuDagga A, Carome M, Wolfe SM. Time to end physician sexual
abuse of patients: Calling the U.S. medical community to action. J Gen
Intern Med. 2019;34(7):1330-1333.

56.American College of Obstetricians and Gynecologists. Committee
opinion no. 500: Professional responsibilities in obstetric-gynecologic
medical education and training. Obstet Gynecol. 2017;118(2 pt 1):400-
404.

57.Mejia RB, Shinkunas LA, Ryan GL. Ethical issues identified by obstet-
rics and gynecology learners through a novel ethics curriculum. Am J
Obstet Gynecol. 2015;213(6):867.e1-867.e11.

58.Schuiling KD, Likis FE, eds.Gynecologic Health Care. 4th ed. Sudbury,
MA: Jones & Bartlett Learning; 2020.

59.McCullough LB, Coverdale JH, Chervenak FA. Professional Ethics in
Obstetrics and Gynecology. Cambridge, UK: Cambridge University
Press; 2019.

60.HammoudMM, Spector-Bagdady KS, O’Reilly M, Major C, Baecher-
Lind L. Consent for the pelvic examination under anesthesia by
medical students: recommendations by the Association of Profes-
sors of Gynecology and Obstetrics. Obstet Gynecol. 2019;134(6):
1303-1307.

61.Byrne J, Straub H, DiGiovanni L, Chor J. Evaluation of ethics edu-
cation in obstetrics and gynecology residency programs. Am J Obstet
Gynecol. 2015;212(3):397.e1-397.e8.

62.Golberg D. She didn’t want a pelvic exam. She received one
anyway. New York Times, February 17, 2020. February 25, 2020.
https://www.nytimes.com/2020/02/17/health/pelvic-medical-exam-
unconscious.html

63.Ledbetter A. Has the time come to discontinue routine pelvic exami-
nation? J Midwifery Womens Health. 2018;63(5):513-515.

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

65.Bohren MA, Vogel JP, Hunter EC, et al. The mistreatment of women
during childbirth in health facilities globally: a mixed-methods sys-
tematic review. PLoS Med. 2015;12(6):e1001847.

Continuing education (CE) is available for this article. To
obtainCEonline, please visit www.jmwhce.org. ACE form
that can be mailed or faxed is available in the print edition
of this issue.

758 Volume 65, No. 6, November/December 2020

 15422011, 2020, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jm

w
h.13189, W

iley O
nline L

ibrary on [22/04/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.aafp.org/patient-care/clinical-recommendations/all/screening-pelvic-exam.html
https://www.aafp.org/patient-care/clinical-recommendations/all/screening-pelvic-exam.html
https://www.nytimes.com/2020/02/17/health/pelvic-medical-exam-unconscious.html
https://www.nytimes.com/2020/02/17/health/pelvic-medical-exam-unconscious.html
http://www.jmwhce.org

