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ABSTRACT
Background: In the state regional hospitals, obstetrics and gynaecology units are often
overloaded with patients. Most consultations in these units culminate in vaginal examination
(VE) and oftentimes, because of the busy reabf the job, VE may be performed hurriedly
and | eave out the psychosoci al aspect t hat
towards VE in such a challenging environment will help compare what is known as well as
guide drafting guidelines on VE.
Objectives:The aim of the study was to survey the
patients towards vaginal examination and chaperoning, as well as understand the effect of
doctorsé gender on this attitude.
Method: Four hundred women who came tong Edward VIII Hospital for obstetric or
gynaecological reasons were purposively sampled via sadelinistered senstructured
guestionnaire and data was analysed descriptively using SPSS version 19.
Results: Most women (68%) were aged between 20 abd/&ars. In terms of educational
attainment, 35% did not reach grade 12, 28.7% reached grade 12 while 27.8% had further
studies beyond grade 120ut of 400 women, 377 (94.3%) gave their opinion on what they
think is the most intimate examination a womaan aundergo, 193(48.3%) were of the
opinion that vaginal examination is the most intimate examinat;5% regarded
abdominal examination as the most intimate examination; 19.0% felt the most intimate
examination to be breast examination; and only 1.5%&dreectal examination as the most
intimate.Response to a statement that vaginal examination causes discomfort was low (47%));
however, of the respondents, 61.7% agreed or strongly agreed that vaginal examination
causes discomfort. A conclusion that vagjieeamination causes pain cannot be made based
on the above findings as most participants (53%) did not respond to the quRetipanse to
a statement nlt i's better to have a chaperol
70% of the respondemtther agreed or strongly agreed that it is better to have a chaperone
during an examination if the doctor i s mal e
the 40% that responded, however because 7§33 out of 400 womenjesponded to a
statemeni There i s no need for a chaperone durin
infer that women are neither in support of nor against the presence of chaperone as 54.5%
said yes to the statement while 45.1% said no. 386 (96.7%) women out of 400 responded t
the question that sought opinion on preferred type of chaperone, those aged 20 to 35 years,
preferred a nurse as their chaperone. Younger women, aged 19 years or less, preferred their

mum as a chaperone.



Conclusion: In a state regional hospital, womeneamore likely to regard vaginal
examination as the most intimate examination and the procedure probably causes some
discomfort. They are equivocal on the use of a chaperone and where it is necessary; nurses
are the preferred choice of chaperone, exceptaggrs, who may prefer their mum. The

gender of the examining doctor is probably irrelevant.
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CHAPTER ONE

INTRODUCTION AND LITERATURE REVIEW
1.1 BACKGROUND
Even at its scientific bestedicine is always a social ddDbstetrics and gynaecology
differs from other specialties in a number of ways. Apart from being a combination of
medical and surgical specialty, it has a high psychosocial compofieatmajority of our
patients are fiand well women who by nature are sensitive and emotfo8atondly,
most obstetric and gynaecological consultation culminates in a vaginal examination, which
is intrusive and intimaté.Intimate examination, especially when it is carried out by a
physician of the opposite sex, can be embarrassing. It is partly for this reason that
physicians in many developed countries have long been advised to have a third party
(chaperone) present during certain parts of a physical examination. The rate of medical
chapeone use varies among countries. Higher utilisation rates are reported from the
United States of America (USA) and Canada compared with the United Kingdon? (UK).
In South Africa, the use of a chaperone is not included in the Health Professions Council
of St h Africads ( HPCSWhatigaoindoa Is the gresemce ofeah hi c s
interpreter who is mostly a female professional nurse or student nurse. The presence of a
third party, be it interpreter or chaperone, may violate the principle of confidignéiat
privacy, which are key components of the p
more so I f i1t occur s wActotdioguta thetRioyal Cpllage ofent 6 s
Obstetricians and Gynecologist (RCOG):
fiThe presence of a chaperon&y intrude in a confiding doctgratient relationship
and may | ower a d o ct oeverlBaksigrs ofudistreys frormthed et e ¢
patient . Some patientsd | evel of embarr a
number of individuals present durimg examination. It is acceptable for a doctor to
perform an intimate examination without a chaperone if the patient and doctor
agre®.®
The American College of Obstetricians and Gynecologists (ACOG) Committee Opinion on
Sexual Mi s ¢ o n d westby ethernat patient or & physieian toehave a chaperone
present during a physical examination should be accommodated irrespective of the
physi ci ahFamily membedseshould not be used as chaperones unless specifically
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requested by the patiemicathen only in the presence of an additional chaperone who is not a
family membef There are controversies aswied with the above statemeRbr example
some physicians feel that personnel costs and time constraints make the presence of a
chaperone imractical for each and every physical that includes a breast and pelvic
examinatiorf
1.2 WHAT IS KNOWN SO FAR?
An intimate examination is a physical examination for medicaposes that include
the examination of female breasts, the genitalia, or theumeof a patienf. Such
examinations can cause patients stress or embarrassraiemian concerns against
exposure of the private parts is a natural instinct and it is not surprising to note that vaginal
examinations can trigger feelings of fear, shamdl,gexposure and powerlessnéssn
the (UK), the General Medical Council (GMC) noted thimate examinations can be
embarrassing or distressing for patieht@henever a doctor examines a patient he or she
should be sensitive to what the patient maycpive as intimatéWherever possible, the
doctor should offer the patient the security of having an impartial observer (a chaperone)
present during an intimate examination. This applies whether or not the doctor is the same
gender as the patiew/omengenerally prefefemale doctor® & and this finding is not
surprising because they can identify with the doctor and expect empathy for their problem.
The tendency to prefer female physician is prevalent in Islamic or Asian society. A survey
in a multicultural location in USA showed that a female provider was preferred by 56%
of Protestants, 58% of Catholics, and 58% of Jews and by 74% of Hindus and 89% of
Muslims (p = 0.02}! Paradoxically, the field of obstetrics and gynaecology is still
dominated by mais. Gender differences can be overcome in a good eduoatient
relationship where excellent principles of good communication care and respect for human
dignity are practised. Doctors also have their own anxieties with regard to pelvic
examination®InSot | and, not infrequently doctors u
pelvic examinationso as & Thera ar¢ instancesawthéreo n  f o
general practitioners had been treating women with chronic vaginal discharge only to be
discoveredater that such women had advanced cervical cancer.
1.3 WHAT IS THE IMPORTANCE OF THE STUDY?
Most of the studies on this topic have been carried out in developed cduairies is
i mportant to describe and ceoomipen coenterpams pat.i
abroad. The few available | ocal studies are
i's stildl not c | e ar Evenhnation ippeduliare and is Soutla Afica t u d e
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more than 80% of medical interactions take placeszclimguistic and cultural barriers.
Many of these interactions are mediated by the presence of a third party (intetpreter).

It is currently believed that the number of litigations against doctors especially in
obstetrics and gynaecology is increasingSwouth Africa. At the level of the HPCSA,
complaints of sexual impropriety against health care practitioners are escalating. In the
context of public hospitals in South Africa, the dogtatient ratio is very low and this
creates serious constraints bhe tdevelopment of an excellent doepatient relationship,

which may be necessary in overcoming gender difference issues on intimate examination.
In a large number of units the number of patients is high and vaginal examinations may be
performed hurriedlywith a focus on identifying and addressing pathology. However, the
psychosocial aspect of the examination, which is paramount, may be neglected. Of note is
that during 9 months of antenatal c&dNC) in a public hospital, a patient is often seen

by different doctors at each antenatal care visit and this may adversely affect the
development of trust in the doctpatient relationship. Therefore, ihe context of the
public regional hospitalunderstanding how patients feel about a vaginal examination and
a chaperone may modify how doctors approach patients, with a view to increasing

patientsd satisfaction.

1.4 PURPOSE OF THE STUDY

The purpose of this study was to survey the attitude of patients attending King Edward
VIII Hospital towards vaginal examation, the presence of a chaperone and the examining
doctords gender .

1.5 SCOPE OF THE STUDY

This was a descriptive crosectional survey. Chapter Two is an overview of relevant
studies, guidelines and events on this topic. Chapter Three outlines matedanethods

used for the study. Chapter Four sets out the results of the survey. Chapter Five comprises
the discussion, a statement of weaknesses and strengths, a conclusion and

recommendations.
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LITERATURE REVIEW
A literature search was done ordi via the website of the University of KwaZulu
Natal. Online library databases like MEDLINE, SCIENCE DIRECT, OVID MD and
GOOGLE SCHOLAR were accessed by clicking on electronic resources. Also

www.google.conwas used @a search engine.

KEY WORDS: Use of chaperone, patigsitysician relationship, intimate

examinations, vaginal examinations.
DEFINITION, HISTORICAL & ETHICO-LEGAL PERSPECTIVES

From themid-1990sonward, the UK saw a series of medical scandals thatedsula
number of major official public inquiries and reports that were published over a period of
five years beginning in 2006. For example, Dr Rodney Ledward a consultant
gynaecologist was struck off by the GMC in 1998 for professional misconduct imyolv
numerous instances of unprofessional behavib@r Clifford Ayling was convicted in
2000 of 12 counts of indecent assault on women he had treated as a general practitioner
(GP) and gynaecologist. These led many hospital trusts to develop chapepolieies!®
The word Achaperoneodo daaperon@sarfdirmgn filh@o d&-d ear
a kind of hat. The term was first borrowed into English in the 1700s and came to refer to
an Aescort, o0 commonly an ol der woonmamin who a
public to provide protection. While the use of these social chaperones now seems quaint
and has fallen out of practice, the use of medical chaperones has never been more hotly
debated owing, of course, to the increasingly consumerist and Ugigi@ature of
healthcare in the 21st centdfyAccording to the RCOG, vaginal speculum examination
and bimanual palpation of the female internal genitalia are among the most intimate and
potentially embarrassing examinations carried out in clinical medfidim¢he light of the
above, the GMC felt that vaginal examination should not be considered as an automatic
and inevitable part of every single gynaecological consultdtitmwever the management
of many gynaecological problems is based on competent@amination proceeded by
an explanation of its purpose and followed by effective communication about its finding.
The basic principles of respect, privacy, explanation and consent should be a part of every
gynaecological examinationThe GMC recommergithat all patients undergoing such an
examination be offered a chaperone, which may be a friend or relafive.American
College of Obstetricians and Gynaecologsstagainst use of relatives as chaperone and
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states that If a chaperone is an employeth@fractice, the physician must establish clear

rules about respect for privacy and confidentidlifthe GMC guideline adresses comfort

and protection of patients, whilst also serving a secondary role to protect doctors from
false allegationS. Pracice as a health care professional is based upon a relationship of
mutual trust between patients and health care practitioners. Health care practitioners hold
information about patients that is private and sensitive. While it may be argued that
provisionofc haper ones demonstr at es -baing, axdspeetfot i on |
their concerns and an understanding of their vulnerability, there is a concern that patient
privacy and confidentiality may be compromised by the presence of a thirdpSoiye
physicians contend that the presence of a third party may only serve to heighten the
feelings of susceptibility and embarrassment on the part of the patleshy patient may

feel even more inhibited about revealing personal and medically imparfanhation®®

In a wellestablished patiefthysician alliance grounded in trust, the use of chaperones
may be seen by both parties as unnecessary and cumbersome, and may indeed be a moot
issuel® In the UK, most problems and litigation arise from unnsaes examinations

rather than unchaperoned oRes.

PATIENTS ATTITUDE TO CHAPERONE USE EFFECT OF SEX AND AGE.

In a study of male and female adults and teenagers in a general practice setting in the
USA, Penn and Bourguet found that the majority of patjeitsither sex and of all ages,
did not express a strong opinion on the presence of a chapétdowaever, substantial
proportions of adult women (29%) and female teenagers (46%) preferred that a chaperone
be present during a breast, pelvic or rectal emation by a male physician; 36% of adult
women and 63% of female teenagers wanted a chaperone present during a first
examination of these regioffsAdults of both sex thought that the nurse would be the best
chaperone, whereas teenagers ranked a pasrdarid the nurse second. Patients indicated
that they felt comfortable asking for a chaperéh®ng and colleagues surveyed all male
patients attending a urology outpatient clinic over-md@th period and out of 315
evaluable patients, 270 (85.7%) peatis did not wish a chaperone present for their own
intimate examinations and 45(14.3%) patients preferred a chapéralse. in that study
only 3% of urologists offered a chaperone to all male pattéMthen attitude of males
and females are comparetiappears that males are generally more comfortable without a
chaperone and this comfort increases with age, irrespective of sex. In Melbourne Sexual

Health Centre, Teague and colleagues studied the attitudes of male and female patients to
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the use of chapenes during genital examination within a sexually transmitted disease
clinic and the result was that among male patients, only 7.3% and 6.0% expressed a desire
for a chaperone when being examined by a male and female practitioner, respectively.
Among femde patients, 26.8% desired a chaperone if they were going to be examined by
a male practitioner, compared with 5.5% for a female practitioner (P<C-D¥1gws

about pelvic examinations and chaperones were sought from 1 000 women attending a
family plannirg clinic in the UK and it was observed that older women and women who
had been pregnant were less likely to feel negative towards pelvic examination and both
these demographic variables were independently signifitdast women expressed a

clear preferace for a female doctor and the majority of the women did not want a
chaperone present when they were being examined by a female'doctor.

Yanikkerem and colleagues described women's attitudes and expectations regarding
gynaecological examination by suriey 433 women who applied to a gynaecological
outpatient clinic in Turkey. More than oialf of the women felt anxious or worried
about their health situation during the pelvic examination (54.8%) and 41.8% of women
said that they were embarrassed abawirtg to undress. Under 50% (45.5%) of women
reported that they would prefer a female doctor; only 4.2% reported that they would prefer
a male doctor in their obstetric and gynaecological care; and the remaining women
(49.9%) expressed no prefereriéén another similar study in Poland, the most unpleasant
moment during a womandés vVvisit to the gynae
chair (47%) and preparation for the examination (30%), whereas the least embarrassing
moment is the gynaecologicatamination itself (21%). However, the most embarrassing
moment of the examination is vaginal examination (40%), rectal examination (33%),
colposcopy (27%), and breast examination (2%). All the women stated that gynaecological
examination was necessary; Wwid0% of them having examinations once every 12
months, 32% once every 6 months, 9% once every 24 months and 19% even more
seldom?® In South eastern Nigeria, Ouj and colleagues studied the perceptions of 486
women who were attending a gynaecological cliand over 25% of the women felt
embarrassed at a vaginal examination and 37.2% found it a bit painful or felt discomfort.
In spite of the discomfort, 73.7% believed vaginal examination was necessary and over
95% indicated readiness to undergo such exarimat future if necessar.

HEALTH-CARE PROVI DERSO6 ATTI TUDES TO CHAPE

In the UK, attitudes and behaviour of medical professionals are often at odds with the
recommendations of the royal colleges and other bodies regarding the universal use of
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chaperones for intimate examinations. Use of chaperones by male doctors since the 1980s
and 1990s has substantially increased, but use by female doctors remamis lawross
sectional survey of internal medicine residents in the USA, Ehrenthal and celeagu
found that, when examining female patients, male residents overall were very likely to use
a chaperone during a pelvic exam, but less likely for the breast exam and rectal exam. For
the female resident, there was a significantly lower likelihood ofgusivaperones during

the pelvic, breast, or rectal exams. There was a much lower rate of chaperone use during
the sensitive portions of the male physical examination compared with the female
examination, with somewhat higher use by female residérsen n strong Islamic
culture, Al Gaai and Hammami surveyed physicians in a tertiary care hospital in Saudi
Arabia regarding their practice and perception of medical chaperone use and they found
that medical chaperoning (MC) is underutilised, especially amemgle physiciandOne
hundred and twentgix (67.7%) of the physicians perceived MC as a protection for
physicians against allegations of misconduct, and 122 (65.6%) perceived MC as a

protection for patients against abdse.

REGIONAL VARIATIONS ON THE TORC OF VAGINAL EXAMINATION,
CHAPERONE AND PHYSICIANS GENDER.

Comparative analysis of surveys in various parts of the worldshmat culture and religion

have effect on womenodos preferences for fem
Emirates, 86.4% & participant s preferred f emal e p
preference was privacy during intimate examination (89.1%) or counselling (68.8%),
religious beliefs (74.3%), and cultural traditions (45.3%h a study of 500 women in Syria,

Bashour andAbdulsalam showed that est women preferred to be attended by a female

doctor during delivery® In western societies this huge preference for female physicians is

not observed. A survey of 264 patients in 13 obstetrics and gynaecological waiting rooms in
Connecticut, USA showed that the majority of patients (66.6%) had no gender bias when
selecting an obstetriciagynaecologist, and an even larger majority (198, 80.8%) felt that
physician gender does not influence quality of ¢&ie. a similar study in TleAviv, Israel,

Piper and colleagues showed that most women (60.3%) did not consider the gender of
gynaecologist or obstetrician when choosing a aggologist or an obstetrician rather major
determinants in their choice of a ggtologist or an obstetrigiaincluded professionalism

(98.9%), courtesy (96.6%) and board certification (929 anotherstudy, four hundred

and nine women were asked whether they would prefer a woman gynaecologist, 33.9 per cent
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said yes; 19.3 per cent said no while 36.2 per wane indifferen£® A survey in a multi

cultural location in USA showed that a female provider was preferred by 56% of Protestants,
58% of Catholics, and 58% of Jews and by 74% of Hindus and 89% of Muslims (p £!0.02).
Said and Wielandt studied the attiu of Arabic speaking women to gynaecological
examinations in Denmark and found that there was a connection between the refusal of
gynaecological examination by a male doctor and the length of time the women had lived in
Denmark?® Most women who permitteekamination by a male doctor héided in Denmark

longer than those who refused the same gynaecological examiffationlapan, pelvic
examination requires a curtain that hangs down from the ceiling at waist level and this blocks
the woman and physiciarroin seeing each oth&.The U.S. style of examination is
characterised by use of private rooms and a sheet to cover the perineum. Fetters et al
interviewed 19 Japanese women in Michigan and found that most of the participants did not
support using a curtaiduring pelvic examinations in the U.S., as practiced in Japan, and
some were critical of the Japanese practicm the UK, Australia, and New Zealand
speculum examinations are done without stirrups with the woman in the dorsal or lateral
positions, in he United States medical providers are trained to do gynaecological

examinations with women in the dorsal lithotomy position in stirfaps.
FACTORS AFFECTING DISCOMFORT OF VAGINAL EXAMINATION

In a randomised trial, Seehusen et al found that women undgrggamination without
stirrups had a reduction in mean sense of vulnerability from 23.6 to 13.1 (95% confidence
interval of the difference 16.6 to- 4.4)3? Mean physical discomfort was reduced from 30.4

to 17.2 ¢ 19.7 to- 6.8). There was no significareduction in sense of loss of cont?éIn a
Swedish study that studied factors associated with strong discomfort during vaginal
examinations (SD/VE), Swahnberg et al concluded that women who unexpectedly react with
SD/VE are more likely to have a backgnd of abuse, and may even run a risk of feeling re
traumatised during the VE&.In a systematic review of 6 trials, Galaal and colleagues found
that playing music during colposcopy appears to reduce arifiétgskin et al via a
randomised trial evaluatethe effectiveness of lidocaifmilocaine (EMLA 5%) cream
application to genital mucosa for reducing pain or discomfort associated with speculum
examination in postmenopausal women and the conclusion was that topical application of
EMLA 5% cream on genitanucosa of postmenopausal women before vaginal examination

significantly reduces pain associated with speculum applicition.
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Good patient centred communication has been shown to allay anxiety and improve patient
satisfaction. Therefore it may have a disdort reducing effect on vaginal examination. A
systematic review of studies in the last 10 years suggest that preference for a female
gynecologistobstetrician might be explained by a more patemttered communication style

used by female gynecologiststetricians® Moettus et al studied if the examiner's gender
affects women's perceived pain and embarrassment during emergency department pelvic
examination, and the conclusion was that emergency department patients perceive pelvic
examination by a maleexaminer as more embarrassing but not more painful than
examination by a womaH.A prospective randomised study suggest that patients who did
their first digital rectal examination after an educational clarification on the issue reported

significantly lessdiscomfort than those who were not exposed to educational clarifiétion.

INTIMATE EXAMINATION, CHAPERONE AND SEXUAL MISCONDUCT: THE
SOUTH AFRICAN PERSPECTIVE.

In an article in the South African Medical Journal in 2011, Ames Dhai and colleagues
noted thathe number of sexual misconduct cases reaching formal enquiry at the HPCSA
had increasetf In late 2012, a Gauteng woman laid a complaint with HPCSA after she
went to see a doctor about a sore throat and was given a vaginal examination instead.
Further irvestigation revealed that the doctor in question was not a doctor but a Congolese
man standing for a fellow Congolese dodbOut of several cases in 2012, the HPCSA
posted on its website, a case of one Dr DA Merrell who was found guilty of performing a
transvaginal ultrasound and digital vaginal examination on a patient who was a virgin and
who informed him that she was not comfortable with an internal examirfatibine
proponents of the attendance of a MC may believe that this may not have happened had
there been a chaperotieddowever; the core issue was neither intimate examination nor
absence of a chaperone but a violation of
the cases on the HPCSA website clearly demonstrates that most cases istatestof
fraudulent claims, use of unqualified locum doctors and not about sexual misctnduct.
Despite the strong Western influence on South Africa, it is unclear why the HPCSA does
not yet have a policy on chaperonthid.is plausible to reason that ikd opinion of some
bioethics experfs, sexual misconduct among doctors is probably not too much at present.
In a recent local study to ascertain how a group of medical practitioners, especially
gynaecologists, felt about the presence of chaperones dbergpnsultation and intimate
examination of patients, Guidozzi and colleagues established that medical practitioners, or
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at least gynaecologists, support the development and production of ethical guidelines on

the use of chaperon&sAt the moment, therés no South African study that surveyed
patientso6 opinions on both wvaginal examina
Africa is arightsbased constitutional democracy whe
(Bathopele) it is probably premature tolcah the HPCSA to recommend the use of
chaperones based on opinion of doctors only. There is an adage that says that the customer

is always right and the customer in this case is the patient. Therefore, there is a need to

know what patients feel about clespne use during a vaginal examination.

MEDICAL INTERPRETATION IN DOCTORPATIENT RELATIONSHIP

Medical interpreting refers specifically to the process of facilitating -fadace
communication between client and practitioner in the clinical setting. Aicgptd the
University of Arizonabos Nati onal Centre f
interpreting that takes place in medical [/
offices, clinics, hospitals, home health visits, mental heditlics, and public health
presentation® Medical interpretation is inevitable in a situation where a language barrier
exist between the doctor and the patient. Confidentiality and privacy are at stake and the
clinician must not forget to seek permissioon the patient.

In summary, the most important factor for the patient is the attitude of the doctor; the
patient views the offer of a chaperone as a sign of respect by the Hodtoe.
development of shared decision making within a consultation involamgntimate
examination should be seen as more important than a rigid approach towards using a
chaperoné® If one is to reason which party in the doepatient relationship is more
important with regard to issues of vaginal examination and chaperone,ahtei ent 6 s v

will be considered first in a constitutiahdemocracy like South Africa.
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CHAPTER TWO

METHODOLOGY
RESEARCH QUESTION: What is the attitude of patients towards vaginal examination and
how is the attitude affected Itlye presence o& chaperone as well #sdoctoiGs gende?
OBJECTIVE

1. To describe and relatemographi@nd reproductive characteristics of women to
perceptions on vaginal examination.

2. To examinepatient®opinions onthe preence of a chaperone during vaginal examination.
3. To examine the effect @doctoiGs gender othe patients views on vaginal exaination.

4. To examine which aspects of physical examinasiathemost intimate.

METHODS

STUDY DESIGN
The study design was a descriptive crssstional study.
STUDY SETTING

The study setting v&athe obstetricsand gynaecologynit of King Edward VI
Hospital. King Edward/Ill hospital is a teaching hospital for the University of Kwhi-
Nat al 6s Nel son R Mddene chrdl itaprovideshregmhal aodf tertiary
services to major parts ofwéZulu-Natal andthe Eastern Cap#’. The hospital isa 922
bed hospital with plus or minus 360,000 out patiéhfBhe obstetrics and gynaecgio
unit carries outapproximately 7000 deliveries per annum and has a total of about 5000
new patient visits to botkhe antenatal andthe gynaecological clinic per annunthe

hospital islocated in ward 33 of eThekwini municipality.
PARTICIPANT SELECTIO N

STUDY POPULATION

The study populatiomvas composed of women that were seen at King Edward VI
Hospital Durban for either pregnancyelated or gynaecological complaints between June

2012 and October 2012. Questionnaires were made available to evergnwo the

19



varioussections othe obstetrics and gynaecological unit (i.e. clinic, wards, and admission
rooms).The excluson criteria were potential participants who reflisgive consent for

the studyas well as patients who were in painful or resjoiry distresg e.g. patients in
labour.

SAMPLE SIZE

Purpose sampling was carried out until 400 eligible patients were sampled (giving 5%
margin of error). Eligibility was restricted to patients whednot filled the questionnaire
before. Therefore, 16Questionnaires were discarded because they were completed by

participants who had filleth the questionnaire before.

MEASUREMENTS
METHOD OF DATA COLLECTION

Data was collected on a sestructured questionnairhat was designed for women
visiting King Edvard VIII Hospital for obstetrics and gynaecological reasons. derdo
designa valid instrument for measuremgfitstly well-defined goals of thetudy wereset
out and questions thatirectly addressed these goals wdesignedthrough athorough
seach for a preexisting questionnairérom the literature. And m order to ensure face
validity of the questionnaire, seniacademics and colleagues weisked to review the
guestions with a view tacquiringthe best possible ways of addressimg tgoalsof the
study. These senior academics and colleagugmve their opinion about whether the
guestios wereessential, useful or irrelevant to measuring the construct under Stugly.
inputs wereanalysed and the questionnaire modified to improve the ratioafidity. The
instrumend eeliability wasobtained by pilot testing the questionnaian 10 patients and
comparing theesult withthe study basedn findings from thditerature review. The final
guestionnaire included demographic data like age, @timdup and gravidity, questions
relating to feelings towards vaginal examination, preferences about the gender of the
examining doctor as well abe presence of a chaperon&djustments made by various

institutional committees on data collection strateggre adopted.

DATA ANALYSIS

Data collected weranalysed with SPS&ersion 19. The analysis that was undertaken
wasdescriptive, providing summary statistics (frequencies, percenttgg. Pearson Chi

square test was used to determine if thenewgnficant associations between variables.
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ETHICAL CONSIDERATION

Permission was obtained frothe postgraduate education committeelbdiversity of
KwaZulu-Natal UKZN), the Biomedical researclethics committee 0UKZN, medical
manager ofKing Edward Hosptal, and research participantall information obtained

was held in confidence and no name was requested in the questionnaire.
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CHAPTER THREE

RESULTS

After the necessary institutional revimemmittee approvals had been obtained, 400

patients were targetedrive-hundredandsixty questionnaires were completed; however

160 questionnaires were excluded because they were filled by participants who had filled

the questionnaire before. Participants who had previously filled the questenvere

detected through a question that asked whether they had filleguéstionnaire before.

Those who answeregye were excluded to avoid bias. Not all women answered every

guestion. The followingables/figureareadescriptive summary of their respses.

3.1 Characteristics of the study population

Table 1: Age groups

Age groups Frequencyl Percent
less than or equal to 1 60 15.0
20- 35 years 272 68.0
Above 35 years 68 17.0
Total 400 100.0

Two-hundredandseventytwo women (68%) were agecktveen 2685 years representing

the most common age group seen at King Edwaidl hospital for gynaecological or

pregnancyrelated reasong he meamage of the sample was 28.03 years (ranfigé3 to 75

years) while the 2 most common agé these women are 24(28%) and 30 years (28%).

Table2: Other baseline characteristics

Characteristics Frequency Percent = % when n = 400 (val
percent)”
Reason for visiting KEH.
1 ANC 265 66.3 (80.5)
1 Gynae care 64 16.0 (19.5)
1 Unspecified 71 17.8
Previous vagial examination
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1 Yes, has had VE 230 57.5(59.9)
1 No, never had VE 154 38.5 (40.1)
Educational background
1 Lessthan grade 12 140 35 (36.1)
1 Grade 12 115 28.7 (29.6)
1 >grade 12 with further studies 133 33.3(34.3)
Reproductive characteristics
1 1t pregnancy or has had | 143 35.8 (38.9)
pregnancy
§ 29 pregnancy or has had | 110 27.5 (29.9)
pregnancies
f 3“preg or has had 3 pregnancieg 71 17.8 (19.3)
1 4" preg or has had 4 pregnancieq 38 9.5 (10.3)
OB preg or has had 5 preancies | 6 1.5 (1.6)
Ethnic background
1 Black 339 84.8 (84.8)
1 Indian 26 6.5 (6.5)
1 White 21 5.3 (5.3)
1 Other(coloured) 14 3.5(3.5)
Marital status
1 Married 86 21.5 (21.6)
71 Divorced 9 2.3(2.3)
1 Single 238 59.5 (59.6)
1 Unmaried but lives  withf 53 13.3(13.3)
boyfriend
1 Other(specify) 13 3.3(3.3)

*** Valid percent =percentage after exclusion of missing data

Of the 400 women that were intervieweZh5 (66.3%) visited King Edward VI
hospital forpregnancy related reasorg! (16%) came for gynaecological reasons while
71 (17.8%) did not disclose whether they weherefor ANC or gynaecological care.
Two-hundredandthirty women (59.9%) héhad a vaginal examination previously54

hadnever had a vaginal examinatijcanda few (4%) did not disclose whether thagd
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had a vaginal examination or not. Those who had not hagginal examination were
mostly women in their first pregnancjes well as teenagers.

In terms of educational backgrouridiO women (35%hadnot reabed grade 12115

(28.7%)hadreached grade 12vhile 27.8% had studefurther thangrade 12. Whait h a d
st udi e dmeémisrnottiearr 0

Reproductive background was as above. Ffuty women (11%) were in their4
pregnancyorthh ad 04

pregnancies previously.
Marriagewas unpopulay as only86 (21.5%) women were married. This is supported

by the finding that only very few 2.3% were divorced and this is another category that had
previous marriage experience.

As expectedB84% of the women were of African origin and they were followed by
Indians &t only6.5%)andwhites (5.3%).

3.2 Opinion on most intimate examination

Figure 1:Mostintimateexamination
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1
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breast exam abdominal exam

I
vadinal exam rectal examination
Most intimate Exam
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Table3: Most intimate examination

Type ofexam Frequency % Valid %
Breast &am 76 19.0 20.2
Abdominal exam 102 25.5 27.1
Vaginal exam 193 48.3 51.2
Rectal exam 6 15 1.6
Unspecified 23 5.8 -

Total 400 100.0 100.0

Out of 400 women, 377 (94.3%) gave their opinion on what they think is the most
intimate examination a womanrcandergo. One hundred and nin#iyee (48.3%) were
of the opinion that vaginal examination is the most intimate examination. The next most
intimate examination was abdominal examination (25.5%), followed by breast
examination (19.0%)A rectal examinatio was thought of as the lease most intimate
examination(1.5%). In order to assess if there is any association between variables and
opinion onthe most intimate examination, twway (contingency) tablevasgenerated as
shown in table 4 below.

Table4: Agegroups and most intimate examination

Most Intimate examination
Breast | Abdominal| Vaginal Rectal Total
exam exam examination| examination
019 y¢19 16 23 0 58
20-35 years| 49 72 132 5 258
Above 35 years | 8 14 38 1 61
Total 76 102 193 6 377
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Table5: Chi-Square test of association between age & most intimate examination

Value Df Asymp Sig
(2- sided)
Pearson Chsquare 10.794 6 0.095
Likelihood ratio 11.240 6 0.081
Linear by linear association | 9.239 1 0.002

All age groups were of the omn that vaginal examination is the most intimate
examination a woman can have. Age groups did not significantly influence opiniba on

most intimate examinatioas P value is 0.095.

Educational and reproductive background did not significantly infleempinion orthe

most intimate examination because both had Pearsesyuhre test greater than 0.05.

Table 6 is a two way contingency table to assess if there is any association between

previous vaginal examination and most intimate examination.

Table6: Previous vaginal exam and most intimate examination

Most Intimate Examination

Breast exan| Abdominal exam Vaginal exam Rectal exan] Total

Previously had VE | 34 56 128 3 221
Never had VE beford 39 45 55 3 142
Total 73 101 183 6 363
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Table7: Chi-square tesbf association between previous VE and most intimate exam

Value | df | Asymp Sig (2sided)

Pearson Chsquare 14.137| 3 | 0.003

Likelihood ratio 14.158| 3 | 0.003

Linear by linear associatio 11.594| 1 | 0.002

Just under 58%b{7.9%) of those whdad been previously examined vaginally were of
the opinion thak vaginal examination is the most intimate examinatiust under 39%
(38.799 of women whohad never hada vaginal examination also rated vaginal
examination as the most intimate examinatid/ith a Pearson cisiquare of 0.003, those
who had experiencef a vaginal examinatiorwere more likely to consider ithe most
intimate examination than those who were yet to have experierufea vaginal

examination.

African women were more likely to gathat a vaginal examination was the most
intimate examination (p value = 0.005) but this is likelyoedue to the fact that 84.3% of

women were of African originwhich skewed the statistics in favour of African women.

When asked to respond tine statene n t t hat says Avagi nal
di s c o nmM88d47%)oout of 400 women responded to the question as follows; 3.0%
strongly disagreed, 15.0% disagreed, 23.3% agreed while 5.8% strongly agreed. Because
of thelow response to this statement, Pearshisquare test wasot used to determine if
there s any significant association between variables. Howéivene excludes missing
data and look at valid per cent, 61.7% either agree or strongly agree that vaginal

examination causes discomfort (Jesble8 below).
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Table8: Response to stateménfi VE causes di scomforto

Response Frequency| Percent Valid %
Strongly disagree 12 3.0 6.4
Disagree 60 15.0 31.9
Agree 93 23.3 49.5
Strongly agree 23 5.8 12.2
Unspecified(missing data) | 212 53 NA
Total 400 100.0 100.0

3.3 Opinion onpresenceof chaperoneas well as doctors gender

On the issue odchaperone a st atement was made as f ol
another female (chaperone) during an exami

response.

Table9: Table ofresponsei Bet t er t o have a chaperone pr

Response Frequency| Percent Valid %
Strongly disagree 7 1.8 4.3
Disagree 42 10.5 25.8
Agree 87 21.8 534
Strongly agree 27 6.8 16.6
Unspecifiedmissing data) | 237 593 NA
Total 400 100.0 100.0

Onehundredandsixty-three (40%) women responded to the statemesdt out
immediately above Tabl®. Seventy per cendf respondentither agreed or strongly
agreed that it is better to have a chaperone damgxaminationif the doctor is male.
Even thaigh the numbers were lowt appears thathe majority of the respondent

preferreda chaperone to be present durimgaginal examination. It is unclear why many
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people did not respond toehguestionhowever part of theunspecified or missing data
included participants whose response were not recorded in the SPSS software because
they ticked more than one respongef note is that the question was not specific to any
kind of examinationtherefore participants were alscsked to respond wittiyesdor hod

need for a chaperone du

tothestatementi Ther e i s no

is their response.

Tablel Response to statemamhapmdarhemre duwr inmg nweag

Frequency | Percen | Valid %
Yes, there 168 42.0 54.5
is no need.
No, there is 139 34.8 45.1
a need.
Unspecified| 93 23.3 -
Total 400 100.0 100

Out of 400 womenthree hundred and sev€ii6.8%) respondednd 54.5% of the
responderg said therevasno need for a chapererduringa vaginal examination while
45.1% said theravas aneed.Therefore,p a t i @pmibnsod vaginal examination was

equivocal.

Tablel11: Participant®preferred type of chaperone

Choice of Chaperone Frequency Percent Valid %
Partner 143 35.8 37.0
Mum 54 13.5 14.0
Friend 3 0.8 0.8
Nurse 168 42.0 43.5
Other(specify) 18 4.5 4.7
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Missing data

14

3.5

NA

Total

400

100

100

Participants were informed that chaperone is a neutral observer duragloctor

patient consultation and it could beedative, a nurse or a friend. They were then asked to

choose their preferred kind of chaperone.shswn in Tble 10, 386 women responded
One-hundred ansbixty-eight (42%)of thesepreferred a nursd43(35.8%) preferred their

partners 54 (13.5%) predrred their mum and three preferred a frienkhere was little

missing dat43.5%).

Table P: Age and preferred type of chaperone

Preferred type of chaperone

Age Partner Mum Friend Nurse Other(sp| Total
ecify)
019 vyie @aurst (%] 19 21 1(1.7%) |18 1 (1.7%)| 60
within age group) (31.7%) | (35.0%) (30.0%) (100.0%)
20-35 yearsi count (%] 103 32 2 (0.8%) | 113 13 263
within age group) (39.2%) | (12.2%) (43.0%) | (4.9%) | (100.0%)
035 yie @oust (%] 21 1(1.6%) | 0 (0.0%) | 37 4 (6.3%)| 63
within age group) (33.3%) (58.7%) (100.0%)
Total 143 54 3(0.8%) | 168 18 386
(37.0%) | (14.0%) (43.5%) | (4.7%) | (100.0%)

Table13: Chi-square test of association between age and preferred type of chaperone

Value Df Asymp. Sig.
(2 sided)
Pearson Chisquare 36.077 8 0.000
Likelihood Ratio 35.509 8 0.000
Linearby-linear association |6.769 1 0.009
N of valid cases 386
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It appeargsthat there is an association between age and choice of type of chaperone
Women who were 19 years or lessrevenore likely to choose their mum while older
women (20 years and above) were more likely to choose their partner or nurse as

chaperone.
Tablel4¢Ef f ect of doctords gender on intimate ex
With respectd most intimate examination| Frequency | Percent Valid %

my feeling isthe same whether the doctor

is a male or female.

Yes 253 63.2 73.8
No 90 22.5 26.2
Unspecified 57 14.2 -
Total 400 100.0 100.0

Out of 400 women343 (85.8%) responded with eithalye or hobto a structured
statement thadassessed whether their feebradgpoutintimate examinatiosis influenced by
thegender of the examining doctdrhe najority of the respondes{73.8%) did not think
thatwhat they consider to be tmeost intimate examination is affected the gender of

the doctor. Fiftyseven (14.2%) of the women did not respond tstaement

Finally, we assessed haive discomfort ofa vaginal examination is graded on a scale
of 1to 5 where 1 is mild discomfort, 2 is between mild and moderate discomfort, 3 is
moderate discomfort, 4 is between moderate and severe discomfort and 5 is severe

discomfort. Tablel5 below is the response.

Table B: Scaleof discomfort of vaginal examination

Frequency Percent Valid %
Mild discomfort(1) 87 21.8 27.1
B/w mild & moderde | 58 14.5 18.1

31



discomfort(2)

Moderate  discomfor| 78 19.5 24.3%
3)

B/W  moderate & | 37 9.3 11.5
severe discomfort (4)

Severe discomfort (5) | 61 15.3 19.0
Unspecifiedmissing 79 19.8 -
data)

Total 400 100.0 100.0

There is no outright majority in theragling of discomfort associated with vaginal

examination and this shows that the feeling cannot be quantified.
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CHAPTER FOUR
DISCUSSION

In the previous chapter the study results were displayed through a descriptive summary.
In this chapter, a discussion of the results of the study will be the focus. Strengths,
weaknesses artle meaning of the study will also be discussed. The chapter will end with
conclusions and recommendations.

This study showed that the most common age groupoofiem seen at King Edward
VIII hospital for obstetric and gynaecological reasabetween 2@nd 35 years (68%).
This is not surprising because this age
reproductive life.The majority of the women came the hospital for pregnancyelated
reasons.

It is widely known that women of low soegronomic status are prevalenta public
hospitallike King Edward VIII Hospital. Therefore,the majority of respondent (65.7%)
were women whose educational level was eithelow grade 12 or at grade 1Phe
majority of participants were black (84%)\hich is another parameter that is associated
with low socieeconomic statum the study region.

The majority of the women who responded to the survey considered vaginal
examindion (51.2%) as the most intimate examination; abdominal examiredibe next
most intimate examination (27.1%pllowed by breast examination (20.2%id rectal
examination (1.6%)The findings set outaboveresemble theutcome of a surveiy Utah,

USA, which showed that women feel less comfortable during the pelvic examination than

they do during the breast examination; physical discomfort of the pelvic examination is the
reason most frequently cité8Of all the examinations, rectal examination is&dhat is

least frequently done in obstetrics and gynaecology and it is possible that the study
population were not exposed to it previously and that may explain why it was rated the
leastintimate.

This study failed to demonstrate any influence of adacational level, and previous
number of pregnancies on perceptions tioé most intimate examinatien Previous
experienceof vaginal examinatiormndbeing a black woman do appear to hawesffect
on which examination is rated the most intimate. Women dtbbeen previousligeen
examined vaginally were likely to rate vaginal examination the most intimate examjnation
57.9% as opposed to 38.7% of women who neverahaahinal examination before (p =

0.003). African women were more likely to say that vabiexamination was the most
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intimate examination (p value = 0.005) but this is likely due to the fact that 84.3% of
women were of African originwhich fact skewed the statistics in favour of African
women.The response rate tinestatementi v a gi niah atix@am causes disc
47%, which is lowerfinding thanthat of a study that assessed attitudes towards pelvic
examination anathaperoningn Scotland;its response rate was 69%However, in the
context of the population that responded, it iackhatthe majority (61.7%) either agreed
(49.5%) or strongly agreed (12.2%jth the statement that vaginal examination causes
discomfort. This appears to be in agreement wilk general belief tha vaginal
examination causes discomfort: 1°Secondy, 321 women(80.3%) graded the discomfort

of vaginal examination on a scale eblwhere one is mild discomfort and five is severe
discomfort. From this it appeatbat there is some form of discomfort associated with
vaginal examination. It is difficulto quantify this discomfortas there is no outright

majority in the grading (Table 15

No local guideline exists regardiniget use of a chaperone duriagy form of physical
examinatiorand the finding of this study is not robust enough to call for ¥fe/? When
women were asked to respondthes t at e me n't Ait i's better to
e X a mi n 237 wamenb9.3%) did not respon@®pportunity to find out why so many
participans did not respond to certain questiomas lost because the gtiess were
thought to be sensitive and the researcher was advised not to come too close to the
participants during data collection. The participants were addressed in groups and the
guestionnaires were distributed following verbal consent from the parntisip
Participants were asked to indicate their
participants on completion of the questionnaire placed them in opaque brown envelopes.
The envelopes were collected in batches weekly by the investigator. Whefrcaigni
missing data was noted, a biostatistician was consulted and he advised that nil further
could be doneln those that responded, 70% either agreed or strongly agreei ifhat
better to have a chaperone during examination. When the examinatiompeciteed as
vaginal examination there was a good response but there is no clear nagosdpo were
in support ofa chaperone while 45.1% were agaitist presence of ehaperone during
vaginal examination. This equivocal finding is in line with sevesalveys that
demonstrate variable preferenchiedical practitioners especially private gynaecologists
in South Africa are more likely to support use of chapefénin a study that looked at
perceptios andthe use ofa chaperone by Nigerian gynaecolagt, 97.6%believedthat
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chaperone use isecessary during pelvic examination, while (8.4%) thought it
unnecessar$? Despite the majority belief that chaperone use is necessangdwelvic
examination, only35.9%) of the male respondents alway ofen used chaperon&&9t

is important to note that the opinion of the patient is probably superior to the opinion of
the practitioner especially in a right based constitutional democracy like South Africa. The
researcher could not see a local study $pacifically surveye the opinion of patientsn

vaginal examination and chaperoiéis study unfortunately is not robust enough to say
that patients wants chaperone or not because of poor response to the question on
chaperone. The lesson that has beamnteas result othe method of data collection is
stated in our recommendation. Howewrere is astudy that looked at whether patients
want a chaperone during anogenital examination, 32% of women wanted a chaperone if
being examined by a mal29% didnot>° Also in Dublin, Ireland, a questionnaiteased
studydemonstrated that most patie(88%)do not wish to have a chaperone during a VE

but a small proportion would still request one regzssliof the examiner's gendér.

Over 40% 43.5% of women,who responded to the question thre preferred kind of
chaperone, preferred a nurse to be their chaperonerelpisnsavas abovehe 37% who
chose their partner to be present during examination. This mearisetsse ofhaving a
chaperone during intinbé examination is a sensitive one. It is possible that marital status
which reflectsalevel of intimacy indirectly influenced this outcomas only 21.5% of the
sample wasnarried while 72.8% were singl€he responsalso showed that nurses have
histolically and traditionally occupied a position of patient advgcagpecially if one
considers their often unofficial role of medical interpreter in South Afrideere a huge
proportion of doctopatient interaction takes place across cultural and lingustriers.

The study also showed that younger women (19 years or less) were more likely to choose
their mum over nurse or partner as chaperdhety-five per cenof women who were 19

years or less chose their mum as chaperone, while 31.7% tteaspartner and 30%
chosea nurse. The findingsset out aboven the preferred chaperone were similar to
resuls of a study in USAthat showed thatdults of both sexrsthought that the nurse
would be the best chaperone, whereas teenagers ranked a [rateahd the nurse

second®

This study did not demonstrate a preference for a female doctor camimgimate
examination.The najority of the participarst(73.8%) did not think thahe most intimate
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examinationwas affected by gender of the doctor. Tiesultdiffers from that ofa study

where most women (76%) expreds clear preference for a female doctbHowever, it

can be likened to other studies in western countries where the gender of the examining
doctor did not mattei® 2’ It is possible thathe reason fothis poor preference for female
physician is a result of western influence on South African cultdnether possible
reason for the findings probablybecause what is important tise attitude of the doctor

and not the gender. This is lleeping with opinion of Whitford and colleagues who were

of the view thathe most important factor for the patient in an intimate examimagiohe
attitude of the doctd®® The development of share@cisionmakingwithin a consultation
involving an irtimate examination should be seen as more important than a rigid approach

towards using a chaperoffe.
STRENGTHS AND WEAKNESSES OF THE STUDY

This study has certain limitations that need to be taken into account when considering the

contribution the studgan make.

Firstly, data in this study was collected quantitatively, even though opinion or perception
cannot be easily quantified. The study was therefore limited in its design by not exploring the

reasons behind various opinigas this would require auglitative methodology.

Secondly questionnaires wereself-administered because some of the questions were
considered sensitive by the post graduate committee and the investigator was advised not to
be present whilst the participants filled in the questere. The opportunity to seek clarity

on the questions was therefore lost. Response rate to key questions would have been

improved if the participants were assisted in completing the questionnaire.

Thirdly, there was no standardised questiaire avdable A pilot study and consultation
with senior colleagues within thdepartment ofobstetrics and gynaecologyelped in
designing the questionnairdowever,the Pilot study was done prior to the advice from the
post graduate committee and therefois Weakness was not identified.

Finally, the question thatttemptedo investigate thereferencefd oct or 6 s g@ender
intimate examinatiomvasambiguous andherefore the finding that women do not have any

preference othesex of the doctais unreliable anghould bestudiedfurther.
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CONCLUSION

This study suggests that women in their @s are visiting King Edward VIII Hospital to
access obstetrical and gynaecological servitlke.najority of these women are African and

are of low socieemnomic status.

Out of 400 women, 377 (94.3%) gave their opinion on what they think is the most intimate
examination a woman can undergo, 193(48.3%) were of the opinion that vaginal examination
is the most intimate examination; 2%5regarded abdominal examtion as the most
intimate examination; 19.0% felt the most intimate examination to be breast examination; and
only 1.5% rated rectal examination as the most intimdtest women irrespective of their

age, educational level, and previous number of pregasa consider vaginal examination the
most intimate examination. Women who have had vaginal examination are more likely to
regard vaginal examination as the most intimate examination. Women who have not had
vaginal examination are less likely to regardyimal examinationas the most intimate
examination Response to a statement that vaginal examination causes discomfort was low
(47%); however, of the respondents, 61.7% agreed or strongly agreed that vaginal
examination causes discomfoA. conclusiontha vaginal examination causes discomfort
cannot be madeased on the above findings most participas (53%) did not respond to the
guestion.386 (96.7%) women out of 400 responded to the question that sought opinion on
preferred type of chaperonthoseaged 2Qto 35 yearspreferreda nurse as their chaperane

Younger women, aged 19 years or Jggsferred their mum aschaperone.

Response to a statement #Alt i s better to ha\
low (40%); 70% of respondemtither agreed or strongly agreed that it is better to have a
chaperone during an examination if the doctc
based on the 40% thaesponded, however because %6.8307 out of 400 women)
respondedto astateménfT her e i s no need for a chaperone
can probably infer that women are neither in support of nor against the presence of chaperone

as 54.5% said yes to the statement while 45.1% said no.

There is no clear demonstration of prefece for a female doctor dog intimate
examination. Rislack of clear peference for female physiciaaquires further investigation
as it is against the expectatioHowever, it is in line with several surveys in western

countries?627.28
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RECOMMEND ATIONS

1. The researcher is of the opinion that other studies should be done in other centres so
as to generate me robust local findingsSome of the stuesshould be qualitativeas
perceptions cannot be easily quantifiett. will also afford a methodofyy that is
capable of exploring in detail the reasons behind any perception on thisvithace
the study is quantitative, participants should be assisted with completion of data sheet
but the assistance should be in such a way that coercion is avoluedim of
assisting the participants should be to reduce missing data as well as clear any
unforeseen ambiguity that may be present in questionnaire.

2. Obstetriciansand gynaecologists need to understand that when examining a teenage
woman the presence of hemum may assist in allaying anxiety or discomfort
associated with intimate examination and the young woman has a right to decline
such a chaperone.

3. Vaginal examinations must be carried out with utmost respect and dighéy must
be preceded withn expganation ofthe purpose of examination and verbal consént.
Women must be informed that the examination may be uncomfortable but not
distressing? During the procedure, the clinician must remain alert to verbal and non
verbal indications of discomfort andny request to discontinue the examination

should be respected and documented me  p anedica redod&
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APPENDIX 1
INFORMATION GIVEN TO PARTICIPANTS

INFORMATION LEAFLET AND INFORMED CONSENT FORINURAL RESEARCH (e.g. educational,
health systems or nonclinical operational research)

TITLE OF STUDY:
ATTITUDES TOWARDS VAGINAL EXAMINATION AND CHAPERONE/INTERPRETER:SECROSR\L
SURVEY OF PATIENTS AT KEH VIII hospital

Dear Patrticipant,

1. INTRODUCTION

We invite you to participate in this r esearch study. This information leaflet will help you decide if
you want to participate. Before you agree to take part, you should fully understand what is
involved. If you have any questions that this Leaflet does not fully explain; please do not hesitate
to ask the investigator.

2. THE NATURE AND PURPOSE OF THIS STUDY

This study is a quantitative study that seeks
examination and the effect of examining doctor
int erpreter on this perception. Some of the questions are sensitive. The objective of the study is
primarily academic but will inform a better provider understanding of patients feelings during

vaginal examination with a view to improving patient care and sat isfaction.

3. EXPLANATION OF PROCEDURES TO BE FOLLOWED

This study involves a semi-structured interview seeking your detailed views about vaginal
examination. The Interview will be done one on one through a questionnaire which is simple, and
self-administered. However, the investigator or its representative will be available to address any
of your questions.

4. RISK AND DISCOMFORT INVOLVED
There are no risks in participating in the study except that you may need to sacrifice about 10
minutes of your prec ious time in participating in the study.

5. POSSIBLE BENEFITS OF THIS STUDY

You will not benefit directly from the study; however the results of the study will enable us to
understand our patients better with a view to improve handling of patients. These  findings will be
available in the dissertation which | will be happy to share with you and others.

6. WHAT ARE YOUR RIGHTS AS A PARTICIPANT?

Your participation in this study is entirely voluntary. You can refuse to participate or stop at any
time during the study without giving any reason. Your withdrawal will not affect our relationship as
doctor (patient.

7. HAS THE STUDY RECEIVED ETHICAL APPROVAL?

This study has received written approval from the Research Ethics Committee of the Faculty of
Health Sciences at the University of KwaZulu -Natal and a copy of the approval letter is available if
you wish to have one.

8. INFORMATION AND CONTACT PERSON

The contact person for the study is myself (Dr O.U. Amaechina). If you have any questions about

the study pl ease contact me at 072 858 6265(cell). You may contact the Biomedical Research Ethics
Office on 031-260 4769 or 260 1074 or Email BREC@ukzn.ac.za if you have complaints or questions
about your rights as a research participant. The Biomedical Research Ethi cs, Research Office, UKZN
postal address is Private Bag X54001, Durban 4000
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Administrator is Ms D Ramnarain.

9. COMPENSATION
Your participation is voluntary. No compensation will be given for your participation.

10. CONFIDENTIALITY

Your name is not required during the interview. All information that you give will be kept strictly
confidential. Once we have analyzed the information no one will be able to identify you. Research
reports and articles in scientific journals will not include any information th ~ at may identify you.

CONSENT TO PARTICIPATE IN THIS STUDY

I confirm that the person asking my consent to take part in this study has told me about nature,
process, risks, discomforts and benefits of the study. | have also received, read and understood th e
above written information (Information Leaflet and Informed Consent) regarding the study. | am
aware that the results of the study, including personal details, will be anonymously processed into
research reports. | am participating willingly. | have had time to ask questions and have no
objection to participate in the study. | understand that there is no penalty should | wish to

discontinue with the study and my withdrawal will not affect our relationship.

| have received a signed copy of this informed co nsent agreement.

| am aware that | may contact the Biomedical Research Ethics Office on 031 -260 4769 or 260 1074
or Email BREC@ukzn.ac.za if | have questions about my rights as a research participant.
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APPENDIX 2

QUESTIGNAIRE

Please write, tick or circle the most correct answer

1. Kindly indicate your age. ¢€eééeéeéée

2. Have you filled this questionnaire before? Yes/No

3. Are you for ante -natal care or for gynecological care? ........cccccceveeeevviiiivinnnnnnn.
4. Have you ever had a vaginal examination before in your life? Yes/No

5. Which of the following best describes your academic achievement?

5.1. < grade 12.

5.2. grade 12
5.3. > grade 12 with further studies.
5.4. Other (specify) éééeééeéeéeécécé.

6. Which of the following best represents your reproductive experiences?

6.1 This is my first pregnancy or | have had 1 pregnancy.

6.2 This is my 2nd pregnancy or | have had 2 pregnancies.

6.3 This is my 3rd pregnancy or | have had 3 pregnancies.

6.4 This is 4th pregnancy or | have had 4pregnancies.

6.5 This is O 5th pregnancy or has had 5 or more preg

7. Which of the following best describes your ethnic background?

7.1 Black 7.2 I ndi an 7.3 White 7.4
8. Which of the following indicates your marital status? Tick where applicable

8.1 Married

8.2 Divorced

8.3 Single

8.4 Not married but lives with boyfriend

8.5 Other (specify)éééeéééeéé

9. In your opinion which of the following is the most intimate examination a woman can undergo?
9.1. Breast exam.

9.2. Abdominal exam.

9.3. Vaginal examination.

9.4. Rectal examination.

10. If the examining doctor is a female, which of the following best represent your feeling with
regard to this most intimate examination?

10.1 1 will feel the same way | would have felt if the doctor is a male. Yes/No

10.2 | will feel better than | would have felt if the doctor is a male. Yes/No

11. Kindly indicate your views on the following statements:
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Strongly disagree
Disagree

Agree

Strongly agree

11.1 Vaginal examination causes me some dscomfort.
11.2 Vaginal examination does not cause discomfort but is embarrassing.

11.3 Having to undress creates anxiety
11.4 It would have been better to have another female (chaperone) in the room if the doctor is a
male.

12. A chaperone is a neutral observer during a doctor -patient consultation. It could be a nurse, a
relative or a friend. In a situation where you want a chaperone, which of the following is your
preferred chaperone.

12.1 Partner

12.2 Mum

12.3 Friend

12.4 Nurse

12.5 Other (specify)ééééeéeéeé.

13. Kindly indicate your views about chaperone on the following examinations:

There is no need for a chaperone during abdominal examination. YES/NO
There is no need for a chaperone during breast examination. YES/NO
There is no need for a chaperone during vaginal examination. YES/NO
There is no need for a chaperone during rectal examination. YES/NO

14. If your view is that vaginal examination causes some discomfort; how d o you grade this
discomfort on a scale of 1 to 5 where 1 is mild and 5 is severe discomfort?

141 1

14.2 2

14.3 3

144 4

145 5
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Uhlu Iwemibuzo

Beka uphawu lapho kunempendulo eyiginiso khona.

1. I sho imiaeagéa&da yakhoté

2. Uke waligcwalisa loluhlu lwemibuzo phambilini? Yebo/Cha

3. Kungabe uze lapha ngokuzonakekelwa ngokukhulelwa kwakho noma uzohlolwa isinye?

4. Uke wabhlolwa isitho sakho sangasese phambilini? Yebo/Cha
5. Okuphi kulokhu okuchaza kahle impumelelo yakho kwezemfundo?

5.1. Ngaphansi kwa-grade 12.

5.2. U-grade 12

5.3. ngaphezu kwa-grade 12 waghubeka wafunda.
54.0kunye(chaza) ééééééeééeéeéé.

6. Okuphi kulokhu okuchaza kahle umlando wakho ngokukhulelwa kwakho?

6.1 Ukukhulelwa kwami kokuqala lokhu noma ngike ngakhulelwa kanye.

6.2 Ukukhulelwa kwami kwesibili lokhu noma sengikhulelwe kabili.

6.3 Ukukhulelwa kwami kwesithathu lokhu noma sengikhulelwe kathathu.

6.4 Ukukhulelwa kwami kwesine lokhu noma sengikhulelwe kane.

6.5 Ukukhulelwa kwami okungaphezu kokuyisihlanu lokhu noma sengikhulelwe kahlanu noma
ngaphezulu.

7. Okuphi kulokhu okuchaza kahle ngobuzwe bakho?

7.10mnyama 7 . 2 UmNdi ya 7.3 Omhlophe

8. Okuphi kulokhu okuchaza ngesimo sakho somshado? Beka uphawu endaweni efanele.
8.1 Ngishadile.

8.2 Ngidivosile.

8.3 Angishadile.

8.4 Angsihadile kodwa ngihlala nomagondana wami.

,,,,,,,,

8.5 Okunye (chaza)ééeéeéeéeééée

9. Ngombono wakho, okuphi kulokhu kuhlolwa okwenza owesifazane asondelane kakhulu
nodokotela?

9.1. Ukuhlolwa amabele.

9.2. Ukuhlolwa isisu.

9.3. Ukuhlolwa isitho sangasese.
9.4. Ukuhlolwa komdidi.

10. Esimweni lapho uhlolwa wudokotela wesifazane, kuvela kanjani lokhu kusondelana kakhulu
kulokhu okulandelayo?

10.1 lyofana indlela engizizwa ngayo noma ngabe udokotela bekungowesilisa. Yebo/Cha

10.2 Ngiyozizwa kangcono kunokuba udokotela bekungowesilisa. Yebo/Cha

11. Veza imibono yakho ngalokhu okulandelayo:
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Angivumi kakhulu
Angivumi
Ngiyavuma
Ngivuma kakhulu

11.1 Ukuhlolwa isitho sangasese akungiphathi kahle.

11.2 Ukuhlolwa isitho akungenzi ngiphatheke kabi kodwa kuyangihlaza.

11.3 Ukukhumula kungenza ngibe nexhala

11.4 Bekungaba ngcono uma kukhona omunye umsizi wesifazane (chaperme) uma udokotela
kungowesilisa.

12. I-chaperone umuntu ozimele ongachemile ngesikhathi udokotela ebonana nesiguli. Kungaba
unesi, isihlobo noma umngane. Uma udinga i-chaperone, eyiphi kulaba ongayikhetha.

12.1 Umagondana wakho.

12.2 Umama wakho.

12.3 Umngane.

12.4 Unesi.

12.5 Okunye (chaza)ééeéééeéeéé.

13. Sicela uveze imibono yakho nge-chaperone uma uhlolelwa lokhu:

13.1 Asikho isidingo se-chaperone uma uhlolwa isisu.  YEBO/CHA

13.2 Asikho isidingo se-chaperone uma uhlolwa amabele? YEBO/CHA

13.3 Asikho isidingo se-chaperone uma uhlolwa isitho sangasese? YEBO/CHA

13.4 Asikho isidingo se-chaperone uma uhlolwa umdidi? YEBO/CHA

14. Uma umbono wakho wokuthi ukuhlolwa kwesitho sangasese akukuphathi kahle; Ikuphi kulokhu
okuchaza kahle ukungaphatheki kahle kwakho khombisa lokhu ngokusebenzisa isikali kusukela ku 1-
5 okungahuthi u 1 kungconywana u 5 kunzima?

141 1

142 2

143 3

14.4 4
145 5
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&, UNIVERSITY OF
., KWAZULU-NATAL
K INYUVESI
. YAKWAZULU-NATALI
RESEARCH OFFICE

Biomedical Research Ethics Administration

Westville Campus, Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Waebsite: http://research.ukzn. ac.za/ResearchEthics/BiomedicalResearchEthics. aspx

03 July 2012

Dr, O Amaechina

Department of Obstetrics and Gynaecology
Nelson R Mandela School of Medicine
University of KwaZulu-Natal

Dear Dr Amaechina

PROTOCOL: A cross-sectional survey of patients attitude towards vaginal examination and
chaperone at King Edward Hospital. REF: BE104/12

EXPEDITED APPLICATION

A sub-committee of the Biomedical Research Ethics Committee has considered and noted your
application received on 16 April 2012.

The study was provisionally approved pending appropriate responses to queries raised. Your
responses dated 21 June 2012 to queries raised on 08 June 2012 have been noted by a sub-
committee of the Biomedical Research Ethics Committee. The conditions have now been met
and the study is given full ethics approval and may begin as from 03 July 2012,

This approval is valid for one year from 03 July 2012. To ensure uninterrupted approval of
this study beyond the approval expiry date, an application for recertification must be
submitted to BREC on the appropriate BREC form 2-3 months before the expiry date.

Any amendments to this study, unless urgently required to ensure safety of participants, must
be approved by BREC prior to implementation.

Your acceptance of this approval denotes your compliance with South African National
Research Ethics Guidelines (2004}, South African National Good Clinical Practice Guidelines
(2006) (if applicable) and with UKZN BREC ethics requirements as contained in the UKZN BREC

Terms of Reference and Standard Operating Procedures, all available at
http://re X -Ethics/Bi jcal-Research-Ethics.aspx.
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P UNIVERSITY OF
s KWAZULU-NATAL
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. YAKWAZULU-NATALI

6 June 2012

Dr H Ramnarain

Department of Obstetrics and Gynaecology
School of Clinical Medicine

Dear Dr Ramnarain

PROTOCOL: “A cross-sectional survey of patients’ attitude towards vaginal examination and chaperone at King
Edward Hospital.” Student:0 Amaechina, student number: 211559833. (Obstetrics and Gynaecology)

| am pleased fo inform you that the abovementioned study has been approved.
Please note:
- The Academic Leader: Research must review any changes made to this study.

« The study may not begin without the approval of the Biomedical Research Ethics Committee.

May | take this opportunity to wish the student every success with the study.

CC.  DrO Amaechina Biomedical Research Ethics Committee
Westville Campus

Postgraduate, Higher Degrees & Research
School of Clinical Medicine, NRMSM Campus
Postal Address: P/Bag X3, Congella, Durban, 4013, South Africa
Telephone: +27 (0) 31 260 4745 Facsimile: +27 (0) 31 260 4723 Email janfjies@ukzn.ac.za Website: www,ukzn.ac.za

l 1910 - 2010 ‘

100 YEARS OF ACADEMIC EXCELLENCE
Founding Campuses: @ Edgewood == Howard College Medical School  me Pielemarizburg = Weshille
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