
 

 
For our second column, we are discussing the topic of sensitivity 
in diagnosis and treatment.  What follows is the story of an 
innocent teenage girl who was traumatized by the lack of 
sensitivity of the doctors treating her.  Although changes in the 
delivery of health care since the 1970s make it unlikely that such 
a scenario would occur today, the underlying principle – 
sensitivity to the patient and patient’s rights -- is a timeless 
subject and one which should always be in the forefront of 
practitioners’ minds. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TOPIC 2 
Sensitivity in Diagnosis and Treatment 

 
From the Patient’s Perspective 

 
Way back when--when I was still in utero--my mother tripped 
and fell during her first trimester of pregnancy and was on the 
verge of miscarriage.  I was her first pregnancy and she was just 
devastated.  Her obstetrician/gynecologist (OB/GYN) prescribed 
Diethylstilbestrol (DES), an estrogen first manufactured in 1938 
as a “synthetic estrogen.”  From 1938 to 1971 United States (US) 
physicians prescribed DES to pregnant women to prevent 
miscarriages and avoid other pregnancy problems, with the result 
that between 5 to 10 million pregnant women and their children 
were exposed to DES.  DES was prescribed on the theory that 
miscarriages and premature births occurred because pregnant 
women did not produce enough estrogen naturally.  At that time, 
DES was thought to be safe.  In 1971, the Food & Drug 
Administration (FDA) issued a Drug Bulletin advising physicians to 
stop prescribing DES as it caused a rare vaginal cancer in girls and 
young women who were exposed to DES in utero.1  
 
When I was an adolescent, I began to experience abnormal 
bleeding and my mother brought me to her OB/GYN, the very 
same provider who had prescribed the DES to her 16 years prior.  
This OB/GYN, who had an excellent reputation in our community  
 

 
 
and treated my grandmother and my aunts, was in his seventies 
and his bedside manner was reflective of the times.  Recall that in 
the good old 1970s, there was no discussion about patient rights 
or any sensitivities around women’s issues—you did what the 
doctor told you to do without question.  Of note, I was a very 
innocent 16-year-old and, at the time, only girls who were “in 
trouble” (e.g., pregnant or with a sexually transmitted disease) 
visited an OB/GYN.  The fact that I was innocent made me 
somewhat of an anomaly, with the result that I often felt like a 
lab rat—more on that later.  My recollection of that innocent 16-
year-old girl was that the OB/GYN provider was brusque,  
condescending and judgmental until he actually examined me.  
Thereafter, his demeanor changed 360 degrees and he displayed 
compassion.  In all honesty, I have blocked out much of this 
experience and have no recollection as to whether my mother 
was present for this exam; regardless, had she been there, she 
did not (and would not) contradict the provider.  Needless to say, 
the source of my abnormal bleeding was a result of the DES 
medication.  To his credit, the OB/GYN was completely 
transparent and very contrite about his prescribing DES, advised 
us of the new medical studies on the effects of DES and referred 
me to the premiere DES GYN oncologist expert—this expert was 
the provider that other OB/GYNs sent their wives and daughters 
to for oncologic consultation.  Of course, patients did not really 
sue their medical providers in the early to mid-1970’s—this era 
immediately preceded the late 1970’s-1980’s medical 
malpractice boom—a time of rising claims and rapid growth in 
insurance premiums.2  One theory is that hospital origins were in 
religion and charity care and ultimately evolved into public or tax 
supported municipal hospitals and the later development of for-
profit facilities.3  Needless to say, the thought of suing the 
OB/GYN provider or the pharmaceutical manufacturer of DES 
never entered  my mother’s thoughts. 
 
The GYN oncologist, who was in his fifties, possessed a somewhat 
softer demeanor than my mother’s OB/GYN but, nonetheless, the 
doctor knows best mentality continued to be the mantra, with no 
consideration of the sensitivities in treating a young, innocent 
adolescent.  I was ultimately admitted for a cone biopsy, which was 
the treatment at the time for the pre-cancerous condition caused 
by the DES.  While I adored the GYN oncologist (who, by the way, 
looked exactly like Edward Mulhare (the ghost) in the TV series of 
The Ghost and Mrs. Muir), during this admission, I was nonetheless 
subjected to indelicate physical examinations by a horde of male 
OB/GYN residents.  Recall the 1970s was also pre-chaperone days, 
however, I was fortunate enough that a nurse took pity on me and 
held my hand during each exam as I cried.  My tears and emotional 
response to this went unacknowledged by the medical team and I 
distinctly recollect the feeling of being violated at that tender age.  
Rather defiantly (for the times), I later asked by GYN why he had so 
many strange men looking at me and examining me, his eyes 
teared up and he simply explained that they rarely had the 
opportunity to examine someone like me and that he had to show  

  
Keeping the Patient’s Perspective 

 
By Samantha E. Quinn, Pamela Monastero, and Dr. Julie Monroe  

 

PAGE 29 // RMJ 2021 // VOLUME II 



them what my “insides” looked like so that they could learn and 
treat other patients.  Amazingly, I was satisfied with his response 
but remained somewhat scarred by the experience.  Thereafter, I 
followed up four times annually for many years and, fortunately, 
did not have any adverse sequelae until I became pregnant as DES 
placed me in a high-risk pregnancy category. 
 
In conclusion, I am grateful every day that I did not develop 
cancer and suffer as so many others with DES did, many losing 
their lives.  Writing this was very personal for me and I can only 
say that I am very proud of the great strides we have made in 
healthcare over the decades and sleep comfortably knowing that 
most modern providers are much more cognizant of patient 
sensitivities. 
 

From the Lawyer’s Perspective 
 
As noted above, the sequence of events which conspired to set 
the stage for Pam’s experience is unlikely to occur today.  Her 
rendition of this situation, though, is both moving and instructive, 
and demonstrates some key ideas which are as true today as they 
were over four decades ago. 
 
First of all, regardless of how inured a physician may be to 
viewing body parts, particularly of patients of the opposite 
gender, most patients are very sensitive when it comes to 
exposing themselves to their doctors.  Today, chaperones are 
routine during examinations, and this is always recommended, 
both for the patient’s comfort and also to protect against any 
future claims of impropriety.  However, in addition to the 
presence of a chaperone, the examining physician should always 
be aware of the sensitivities of the patient, especially where 
adolescents are concerned.  There should always be a staff 
member of the same gender as the patient in the room during 
any examination.  When appropriate, and if the adolescent 
consents, the parent should be in the examination room. 
 
Secondly, even though teaching young doctors is important, it should 
never be prioritized over the patient’s comfort and security.  A 
patient’s consent should always be obtained before an examination 
by residents or for teaching purposes is conducted.  A patient has the 
right to refuse such an examination, and if unaware, she or he should 
be so advised.  In the case of an adolescent, the parent’s consent 
should also be obtained.   Moreover, a discussion about the purpose 
and scope of the examination should be conducted BEFORE not 
AFTER it occurs. 
  
Finally, judgment should never be a part of medical treatment.  
Pam’s story is troubling from a number of perspectives, not the 
least of which is that the OB/GYN who initially treated her was 
passing judgment on her based upon erroneous assumptions.  It is 
worth noting that he later changed his demeanor when he realized 
that the source of her issue was, in fact, out of her control and not 
because of promiscuous behavior on her part.  But that should 
have been his demeanor from the outset; it is not the place of 
doctors, nurses or other medical personnel to pass judgment on  

why a patient sits before them; it is simply to treat the patient.  
Attitudes like those described by Pam – judgment, condescension, 
“doctor knows best,” - are incompatible with a patient being an 
active and informed participant in his or her treatment.  In fact, 
such attitudes lead to avoidance of treatment and lack of candor of 
patients for fear of recrimination, both of which can have 
devastating consequences.  
 

From the Physician’s Perspective 
  
I agree that this scenario is one which is unlikely to occur in 
today’s modern era of medicine.  On the one hand, it is 
somewhat refreshing to hear how the physician was open and 
honest about the connection between his prescribing the DES 
and the patient’s condition.  Having only started practicing in the 
early 1990s when malpractice litigation was much more 
prevalent, it’s hard for me to relate to him being able to disclose 
such information in a matter-of-fact manner. 
  
I do, however, remember the early days of my training when an 
attending physician would make rounds with a posse of residents 
and medical students trailing behind.  We would walk in to the 
room and many times startle the patient awake in the early 
morning hours so that the attending could ask the patient 
questions about how they were feeling and examine them in 
front of the group.  Sometimes the topics discussed including 
bowel movements and urinary habits were rather sensitive.  The 
attending physician would often turn to the medical students and 
talk to them about the patient’s diagnosis as if the patient wasn’t 
sitting right there in the room.  My initial reaction as a first-year 
medical student was that this did not seem right.  How could we 
not respect a person’s privacy for the sake of teaching doctors-in-
training?  Perhaps even more bizarre was how patients went 
along with this as if they didn’t expect to be treated any 
differently.   
 
But times have certainly changed.  Even back then, I noted the 
younger attendings seemed to show more consideration for a 
patient’s privacy and would often peak around the curtain into 
the patient’s bed first to ask if it was ok for the group of residents 
to round on them before pulling back the curtain for all to see.  
Similar to how society has changed and treatment of individuals 
in the workplace has become more sensitive to individuals’ 
feelings and perspectives, medicine too has evolved to allow 
patients more respect and autonomy.    
 
I often have pre-med students shadow me during my office 
hours.  The days are rushed and busy but I always take the time 
to go into the exam room myself first and ask the patient if they 
would mind if a medical student sit in on the visit before having 
them come into the room and introducing them to the patient.  
Most of the time the patient consents and has no issues with it 
but occasionally, I’d have a patient who says “I’d rather not.”  I 
respect their wishes and reassure them that it’s not a problem to 
decline.  The patient’s comfort should come before any teaching 
moment for a student.   
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While respecting a patient’s privacy may be more of a norm in 
medical care today, avoiding judgment can be a more insidious 
problem to tackle.  There are certain medical diagnoses such as 
mental illness, HIV or alcohol or drug dependence that often lead 
physicians to subconsciously pass judgments on patients.  It’s 
important for physicians to recognize these biases and avoid 
making any generalized assumptions about the patient and 
certainly avoid making the patient feel liked they are being 
judged or treated any differently because of their diagnosis. 
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C A L L I N G  A L L  S P O N S O R S   

AHRMNY Needs Your Help 

We hope you are doing well and remain safe as we get back 
to doing normal things again. 
 
During the Pandemic the Fundraising Committee modified 
our sponsorship tiers and asked Sponsors to help support 
efforts to continuing providing quality educational 
programs to our members and guests.   
 
We were so happy with the outpouring of support from 
many Sponsors.  10 companies signed up to sponsor our 
educational planning and we are so grateful for this 
support.  Because of your generosity, we have been able 
to accomplish the following so far during this year: 
 

1. Hosted 10 webinars and five (5) collaborative 
webinars with over 750 attendees; 

2. Most of these webinars were offered free of charge; 
3. Hosted our Annual Educational Conference virtually, 

providing expert speakers and games & prizes for 
attendees; 

4. All programs were approved for Risk Management 
Credits and some were also approved for Continuing 
Legal Education Credits; 

5. Most programs were recorded and made available to 
members and guests. 

 
As we begin planning for new educational programs 
beginning in September, we call upon our Sponsors once 
again.   
 
The One-Level Sponsorship of $250 per program will 
remain in effect for 2021 and includes the following 
benefits: 
 
• Sponsors will be acknowledged at the beginning of a 

scheduled webinar program by AHRMNY’s President 
who will share a few words about your 
company/firm; 

• Sponsors will be acknowledged on all webinar 
announcements; 

• Sponsors will be acknowledged in the Risk 
Management Journal; 

• Sponsor logo will be featured on AHRMNY website. 
 

Interested in Sponsoring? 
Contact the Fundraising Committee at ahrmny@gmail.com 
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