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Cultural Competency in Sexual Health Practice
Communication skills: Maximize privacy, including rooms for questioning and examination (e.g. door closed, provider sitting down and making eye contact, patient should be draped, intake forms with translated versions should be available and support sexual diversity)1 
· Allow the patient to be accompanied by a chaperone of choice even during the sexual health physical exam. 
· Female patients might feel more comfortable if the individual healthcare provider or team announces its arrival before entering her room, thus permitting time for her to cover herself (often with Muslim female patients).
· Always seek permission before undraping or touching the patient, and remember to minimize exposure.

· Allow patient the right to seek a health care provider of the same gender. If this is not possible, patient should be informed and asked for alternate suggestions that will help to make him/her feel comfortable, such as having a relative or a female staﬀ member present when a female patient is being examined by a male health care provider.
· It is customary in some cultures (e.g.: Muslim women) not to shake hands or make eye contact with a physician of the opposite gender.
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Diagnostic skills: 
· Unless medically indicated, refrain from performing invasive gynecologic procedures (Eg: pap smear). Know when a pelvic/physical exam is necessary for diagnosis and management. 
· STI-related questioning for married couple is sometimes seen as ‘offensive’, as is asking about children to an unmarried woman. 

(Many virgin women may fear hymen breakage after a pelvic exam. Acknowledge, reassure, and address her concerns.
(Identify multi-factorial cultural contributions or precipitating factors (e.g.: depression, female submissive roles, which may include pressure on females to exclusively practice contraception, female circumcision, folk medications, socioeconomic conflicts, etc.) that affect sexual function.1
(Appreciate that decreased sexual interest is a symptom rather than a diagnosis and that the underlying cause (e.g., medication side effect, hormonal issue, relationship issue) needs to be investigated1



	






· Introduce yourself, use an interpreter if necessary (seek patient’s permission first, NOT when patient is being positioned), ensure patient is draped and if the patient wishes, that a chaperone is present. 
· Be aware of the potential for sensory overstimulation related to lighting, air currents, the texture and noise of the paper on the exam table, etc. If necessary make adjustments to reduce sensory overload. Some people with disabilities such as autism may readily experience sensory overstimulation.7
· Remember some women may have never been ‘touched’ or taught not to ‘touch’ themselves. Normalize and justify the need for your exam7.

Before putting on gloves, ensure you have all that you need.

Remember: LLM – Light, Lubricant, and Mirror. 

· When placing the patient in lithotomic position, offer a drape and /or drape her in a way to protect her modesty/minimize exposure. Place the drape over her legs, depress it at the midline, and keep the knees covered.
· Visualize external genitalia for crab lice, rashes, scabies, lesions, etc.

        • palpate mons pubis and inguinal nodes 

        • palpate outer labia 

        • retract clitoral hood and visualize clitoris 

        • palpate inner labia 

        • locate the urethral orifice and ask about incontinence
        • visualize external locations of greater vestibular glands (Bartholin’s Glands) 


   Internal Exam 5

· Cystocele: Visualize urethral orifice. With the index 

finger pressing on the anterior wall, ask the patient to bear down. Note any                                                                           bulging of the bladder, protruding into the vagina, or any palpation of bladder 

           protrusion. 

· Rectocele: With the index finger pressing on the posterior wall, ask the patient to bear down. Note any rectal protrusion.
· Greater Vestibular Gland (Bartholin's gland): Insert the index finger into the vagina at five and seven o’clock while placing thumb on labia.
· PC muscle tone: Ask the patient to squeeze onto your index finger to assess 

            strength of the PC muscle. 

· Cervix location: Insert one or two fingers into the vagina with palm up to 

            identify the firm, rounded surface of the cervix. 
Speculum Exam5:

Narrow-billed =Pederson   Wide-billed =Graves 

· Warm and lubricate the speculum (applied sparingly to the first 2/3 of bills but not the tip). Water maybe used.
· Insert middle finger into the introitus and press down on the perineum while the index and the ring finger hold the inner labia open.

· Hold the speculum between your index and middle fingers at the base of the bills.

· Glide the closed speculum into the vaginal introitus, at either an oblique or horizontal angle, heading downward, following the vaginal canal.

· During descent: remove your fingers; rotate the bills into a horizontal position. Depress the thumb lever to open the speculum until you can visualize the cervix. Tighten the thumb-screw to hold the bills open and note color, position, any ulcerations, nodules, masses, bleeding, or discharge. 

· Removing the Speculum: Loosen the screw, remove the speculum by first pulling away from the cervix so the bills don’t pinch the cervix. Withdraw slowly, removing your thumb from the lever to allow the bills to close. Turning the speculum may assist you in seeing the posterior and anterior walls. The speculum must be completely closed when you exit from the introitus. 
Bimanual Exam5 

Standing position: one foot resting on the extended step, with shoulder, elbow, and wrist dropped. Insert lubricated, gloved index and middle fingers into the vagina with your thumb, ring, and little fingers abducted. Note any tenderness or masses in the vaginal wall. 
· Use a 360-degree sweep around the cervix, noting position, shape, consistency, size, and nodules.

· Place your index and middle finger under the cervix.  Lifting the cervix this way elevates the uterus.

· Guide your external hand to press with the pads of the fingers 

            into the abdomen, midway between the umbilicus and the symphysis pubis.                     
· The abdominal hand palpates uterus from the fundus downward and from either side to midline. Note size, shape, consistency, mobility, and any masses. The position of the uterus will be either anteflexed, anteverted, midline, retroflexed, or retroverted.       

Rectovaginal Exam5 

· Change your gloves.

· Lubricate and insert the middle finger into the patient’s anus, ask the patient to take a deep breath.

· Insert index finger into the vaginal introitus. Palpate the rectovaginal septum between the index and middle fingers. 
· When done, slowly remove the vaginal finger, then, with the middle 

           finger, palpate in a 360-degree motion for any rectal masses.

Key References:
1. Association of Reproductive Health Professionals (ARHP),March 2010.Accessed on Jan 15th 2011.Available from:

http://www.arhp.org/publications-and-resources/clinical-fact-sheets/shf-competencies

2. Rust,Kondwani,Martinez,Dansie,et all.A CRASH Course in Cultural Competence.Ethnicity and Disease,Vol 16.Spring 2006

3. Hammoud,White,Fetters.Opening Cultural Doors: Providing Culturally Sensitive Healthcare to Arab American and American Muslim Patients. June 2005.American Journal of Obstetrics and Gynaecology.193.1307-11.Available from: http://www.scribd.com/doc/4963805/Opening-cultural-doors-Providing-culturally-sensitive-healthcare-to-Arab-American-and-American-Muslim-patients

4. ETHNIC:Culturally Sensitive History-Taking. Information  modified from http: //erc.msh.org/aapi/tt3.html (Levin et al, 2000) and 18 Culture Questions Sheet (UMDNJ-SOM Dept of Family Medicine). Available from:

http://amsa.org/AMSA/Libraries/Committee_Docs/091110_culturally_sensitive_history_use_of_interpreter_WCC.sflb.ashx

5.  Project Prepare.The Female Pelvic Exam.Student Syllabus.2006. Available from http://www.projectprepare.org/for-students/

6. Table Manners and Beyond: The Gynecological Exam for Women with Developmental Disabilities and Other Functional Limitations Edited by Katherine M. Simpson, MA, MFCC Produced by Kathleen Lankasky, BA, MLE  Available from: http://www.bhawd.org/sitefiles/TblMrs/cover.html
7. Language Matters:  Teaching Woman-Centered Language as a Fundamental Skill During Pelvic Exams Sara Shields, MD; Marji Gold, MD; Lucy Candib, MD STFM Northeast Regional Meeting November 1, 2008

8. Hispanic/Latino Profile. The Office of Minority Health, U.S. Department of Health & Human Services, Available from: http://minorityhealth.hhs.gov/telates/browse.aspx?lvl=3&lvlid=31
9. Culturally Competent Resources: Newsletters and Reports listed at: http://www.thebody.com/content/art2443.html#pubs
10. Gavin et al., “Racial and Ethnic Disparities in the Use of Pregnancy-Related Health Care Among Medicaid Pregnant Women,” Maternal and Child Health Journal, Vol. 8, No. 3, 2004: 116.
11.Patient Education Pamphlet Your First Gynecologic Visit. American College of Obstetricians and Gynecologists. May 2010.Accessed on 21st March 2011.Available from http://www.acog.org/publications/patient_education/bp150.cfm
12.Barclay L,Murata P.Guidelines Issued for Gynecologic Examination for Adolescents in the Pediatric Office Setting. Medscape Education. August 2010.Accessed on 21stMarch 2011.Available from: http://www.medscape.org/viewarticle/727762
*Header Image Courtesy: Migration News Sheet.

General Pointers When Dealing With Culturally Diverse Groups





Questions to elicit cultural health beliefs:2


What do you call your problem? Describe it?


What do you fear the most of your disorder?


Do you use any home remedies for the disorder?


Have you consulted alternative/traditional/folk healers?


Are you facing any ostracism from family members due to your condition?


How do you expect to be treated for your problem?














When in doubt or you don’t know something: ASK!





When using an interpreter:3


NEVER use ﬁrst-generation oﬀspring as interpreters as information may be filtered out. 


Medical interpreters should be proﬁcient in both languages, understand medical terminology, and most importantly, understand general cultural issues like family structures and roles. 


Seat  yourself, the  patient, and the interpreter  in a triangular arrangement  with  the  interpreter at the apex, behind the doctor and patient, who are facing each other.4


An interpreter of the same gender may be preferable.


 Preferred alternative is a healthcare worker of the same cultural/religious background who does not have a personal relationship with the patient.








Exercise extreme sensitivity when you are trying to elicit answers to such issues. A good way to begin may be:





“I understand and respect your cultural norms, but for me to provide optimal care within those norms; I would like to know how *insert issue* is perceived in your culture?”








Factors Contributing to Low Reproductive Health Outcomes in Ethnic Minorities


Lack of access to medical services


Lack of information and education


Lack of follow-up to abnormal results


Language barriers and low cultural sensitivity


Late cancer detection and screening


Lack of insurance coverage





When Talking About Birth Control Practices:3


Some cultural/religious norms do not permit the use of assisted reproductive technology (e.g.: IVF) and abortions. It’s customary in certain cultures to refrain from using post-coital birth control methods (e.g.: Morning-after pill, or even IUD’s).  This should NOT prevent you from providing full information on birth control, but do so in a respective and culturally competent way.


Use of temporary pre-coital or other practices during intercourse are preferred by few religious groups (Eg: Coitus Interruptus). It is a good cultural practice to counsel such patients on pre-coital methods of birth control, seek individual responses to permanent methods (vasectomy), and provide full information on methods of contraception.3


Use of assisted reproductive techniques is usually acceptable as long as it does not raise questions of the child’s parentage.3











P: Partnership (Work for a common treatment goal)


E: Empathy (Comprehending patient’s experiences/feelings)


A: Apology (Willingness to acknowledge any discomfort/hurt caused to patient);  Assess (Assess language comprehension and health literacy)


R: Respect/Reflect (Respecting each patient’s unique belief and treating with a non-biased approach)


L: Legitimize (Accepting patient’s beliefs regardless of whether or not you agree with those perceptions)


S—Support/self-efficacy (Aelping provide optimal care and support in whatever way you can)








C:  Culture (Examine cultural beliefs about the sexual health disorder)


R  Respect (Demonstrate respect and be mindful of your gestures; e.g. not using too much of physical touch)


A  Assess (Language comprehension, health-literacy, and acculturation-level)


S  Sensitivity (Developing awareness on certain issues within a culture, a breach of which may dampen patient-physician rapport)


H  Humility (To learn more about cultural competency, and be quick to apologize in the event of cultural mis-steps)








Promoting Cultural Diversity and Rendering Support


Identify sources to help facilitate cultural support (e.g. culture-specific sexual health counseling help lines, and local community networks.


Create an effective means (e.g. triage patterns for both psycho-behavioral and medical management) for referring patients/clients to sexual health experts.1


Provide translated counseling/patient information booklets.





For first-time visiting patients, use ACOG’s Patient Education Pamphlet Your First Gynecologic Visit 11 http://www.acog.org/publications/patient_education/bp150.cfm








Step-by-Step Guide for a Pelvic Exam





Routine Questions to Ask5





Have you ever had a pelvic exam before? How was that experience for you? 


When was the first day of your last period? Is that normal for you? 


 [Normalize] I ask this question of all of my patients: do you have any concerns about your sexual health? 


Since your last pelvic exam, have there been any changes you would like me to know of?


[Normalize] Most of my patients are nervous about getting a pelvic exam. Is there any reason that you are particularly nervous about being here today?











Say:


“I will begin with an external exam to make sure 


everything is healthy and normal on the outside, please stop me and let me know when you feel any discomfort”








Indications for a Pelvic Exam12


Persistent vaginal discharge;


Dysuria or other urinary symptoms in a sexually active adolescent girl;


Dysmenorrhea unrelieved by treatment with nonsteroidal anti-inflammatory drugs;


Amenorrhea;


Abnormal vaginal bleeding;


Lower abdominal pain;


Contraceptive counseling regarding use of an intrauterine device or diaphragm;


Performing a Pap test;


Evaluating suspected or reported rape or sexual abuse; or


Pregnancy.








Say:


“Next I am going to insert one finger to examine some 


internal structures. This may cause some discomfort; please let me know if that happens.”











Say “This is the instrument I will use to see your cervix; you will hear a click as I use it”








Say “The next part of the exam is called the bimanual exam. I will be inserting two fingers and then pressing down with my other hand on your belly to feel your cervix, uterus, and ovaries”





The patient will start to lose patience by now! Assure you are almost finished. Say “The last part of the exam is called the rectovaginal exam. I will be inserting one finger in your rectum and one finger in your vagina. This is the only way I can feel behind your uterus”





Offer a tissue-box to the patient, so she can wipe any excess lubricant, and thank her for cooperating! 
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