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It’s time for more
discussion about how
best to incorporate
chaperones in
primary care.

o you have a few minutes to chaperone a Pap smear?”
I [Dr. Pimienta] have been in medical practice for only a few
years, but I have already lost count of how many times ['ve
asked that question of my nursing staff. In family medicine, we are taught
to be sensitive to patient modesty when providing a thorough physical
exam, but best practices for chaperoned exams are unclear at best.
References to medical chaperones began to appear in the literature in
the 1970s and 1980s, with varying connotations and differing role descrip-
tions.*? Currently, the American Medical Association (AMA) says any
authorized member of the health care team can serve as a medical chap-
erone as long as there are clear expectations to uphold professional stan-
dards of privacy and confidentiality.? The addition of medical chaperones
to the patient encounter coincided with increasing rates of medical litiga-
tion in the United States,* although

itis unclear that this was the
catalyst. In any event, it appears
the intended use was to protect
the interests of both patients and
physicians.

Family physicians are routinely
entrusted by their patients to per-
form the most sensitive physical
exams. Unfortunately, every year

ABOUT THE AUTHORS

Dr. Pimienta is a family medicine resident at
the Mayo Clinic in Rochester, Minn. Rachel
Giblon is a biostatistician and epidemiologist
at the Mayo Clinic. Author disclosures: no
relevant financial affiliations disclosed.

there are news stories and litiga-
tion alleging cases of physician misconduct during patient encounters.
The “Me Too” movement has recently empowered more individuals to
speak up about improper sexual behavior within and beyond medicine. In
this environment, patients may be increasingly wary of their own health
care providers. Physicians, too, understand that they can become targets
to unethical or unwell patients who may allege misconduct that never
happened but is difficult to disprove without witnesses.’

ARE CHAPERONES THE SOLUTION?
How often do inappropriate examinations occur, and does the use of
chaperones reduce cases of inappropriate conduct? Unfortunately, cur-
rent statistics available through the National Practitioner Data Bank
(NPDB) do not provide details on these types of cases.® One estimate indi-
cated that almost 11 percent of provider misconduct reports were sexual
in nature.” The most rigorous published studies conclude that we lack suf-
ficient information on malpractice to accurately establish the rates and
types of physician misconduct.®

There also have been no studies examining whether the presence
of medical chaperones decreases the risk of physician misconduct.
Some studies have investigated whether medical chaperones affect
patient satisfaction, and the results generally indicated that patients
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found it respectful to be offered a chaper-
one and, depending on the country, often
expected one.®?

Finally, it is important to note that many
victims do not report sexual violations by
their physician, with one study estimating
that fewer than 1in 10 victims choose to
report it.°

The lack of hard evidence notwithstand-
ing, if we agree that chaperoned exams
have value, difficult implementation ques-
tions arise, including these: Must chap-
erone expectations apply to physicians
of both genders? How does the sexual
orientation of the patient and physician
factor into the chaperone selection? What
happens if the patient declines the offer of
a chaperone, but the physician feels he or
she must bring one in anyway? How does
the presence of a third person in the exam
room affect the physician-patient relation-
ship? Will we come to a point when physi-
cians can no longer examine any patient
alone? Where do the resources come from?
Where is the line to be drawn?

Although a number of associations and
government bodies have attempted to cen-
tralize recommendations on this topic, these
guidelines are often ambiguous and conflict-
ing. The AMA Code of Ethics recommends,
in part, notifying patients about chaperone
guidelines and always honoring a patient'’s
request to have a chaperone.? The American
College of Obstetricians and Gynecolo-
gists recommends, in part, accommodating
patient requests for a chaperone, regardless
of the physician's gender." The American
Academy of Pediatrics (AAP) explicitly
recommends having a chaperone attend
genital, rectal, and breast exams of adoles-
cent patients but also recommends using
shared decision making if the patient is old
enough.”? The exam of an infant, toddler, or
child should always be performed in the
presence of a parent or guardian, according
to the AAP policy. The American College of
Physicians Ethics Manual says, in part, that

“in general, the more intimate the examina-
tion, the more the physician is encouraged
to offer the presence of a chaperone.”*The
American Academy of Family Physicians
has not published recommendations on the
use of chaperones.

Several states have implemented legal
mandates that range from requiring that
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physicians offer a chaperone for intimate
examinations (Ohio)* to defining an
examination of the genitals or breasts by
a physician of the opposite gender without
a chaperone as professional misconduct
(Georgia).’* In Canada, associations in the
individual provinces have made their own
recommendations.’® In the United Kingdom,
the General Medical Council requires that
a physician offer a chaperone for an inti-
mate examination whenever possible.””

STARTING THE DISCUSSION

Ideally, each practice, department, or
institution would implement a medical
chaperone policy for all providers to follow.
However, standard approaches may not be

pragmatic or sustainable. Explicitly requir-
ing a chaperone for every visit would place
a greater burden on staff and increase
already ballooning health care costs.
In addition, there will be physicians who
feel uneasy with or outright reject the idea
that they need to be chaperoned. There
will be patients who do not want an extra
person present for sensitive examinations.
Insurance companies may have their own
requirements that would override depart-
mental or local policy. Ultimately, as is
the case with much of medicine, decisions
about chaperoning will continue to be
made on a case-by-case basis.

Nevertheless, it is imperative that we
start talking about chaperones in our prac-
tices. Speak with your patients about their
preferences regarding medical chaperones,
and have frank conversations with your
colleagues about current policies and pro-
cedures. Having a local or enterprise-wide
consensus on the use of chaperones will
improve the quality of care from the per-
spectives of both the physician and
the patient.

To encourage such discussion, and under-
standing the limitations of staffing and
costs, here are several ideas to consider for
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how to handle medical chaperones in your
practice:

1. Offer a medical chaperone to any
patient undergoing genital, rectal, breast,
or full-body skin exams.

2. Provide information explaining
chaperones and chaperoned exams when a
patient first seeks care at your practice.

3. Document in every patient’s chart his
or her preference regarding chaperones;
front-desk staff could ask about this

be able to win back the trust of the public
and remedy the malpractice of the small
minority of our profession.
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Personally, I [Dr. Pimienta] find the
notion of a chaperoned exam troubling
because I feel it implies that the physician
has ulterior and possibly harmful motives
that require third-party supervision. How-
ever, in light of the recent string of high-pro-
file physician misconduct cases, I recognize
the importance of chaperones. I hope that
one day in my career, we physicians will
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