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Abstract

as well as the ability to make this distinction accurately when given the
opportunity to learn from real patients.1,4,5
One of the challenges regarding the teaching and learning of the male
One of the challenges is the extent to which medical students
genital examination as part of the undergraduate medical curriculum have the opportunity to practise with real patients in the clinical setrelates to the extent of practice opportunities with patients in the ting. Factors preventing opportunities to perform the male genital
clinical setting.
examination are multifactorial. Difficulties include conflict between
ethical and educational needs,6 student anxiety,4 student gender, 5,7,8
and patient preferences.7,8 In one study, obstruction by clinical staff
OBJECTIVES
To quantify how many male genital examinations have been per- was the least identified reason as a barrier for performing the male
formed on real patients by medical students at the point of gradua- genital examination,7 unlike for other sensitive examinations such as
tion, and to explore the context of performing the examination with the female pelvic examination.9
patients.
Opportunities for medical students to perform sensitive examinations with a patient can be rare.9,10 With regards to the male genital
exam, the lack of opportunity is highlighted in an international survey
METHODS
A self-completed, online, anonymous questionnaire was developed of 104 medical schools. The study showed that a male genital examiand deployed as part of a two-centre study. Data were collected nation would typically never be performed by their medical students
from final-year medical students in the period just after graduation at the time of their graduation, in approximately 50% of surveyed
from the medical programmes at the Universities of Auckland and medical schools.11 In a context with cultural differences to Australasia,
Flinders in late 2013.
a study conducted at the King Saud University College of Medicine
identified that 34.6% of interns had never completed a male genital
examination at the point of their graduation.8 In another study from
RESULTS
The combined response rate was 42.9% (134/312). The median for the two Saudi Arabian medical programmes, the majority of students
number of male genital examinations performed was 2-3. A total of (75.2%) had never performed a male genital examination.7 There is a
16% of medical students had never performed a male genital exam- paucity of information in the literature on the rates of performance of
ination. Self-reported opportunities for performing the male genital the male genital examination in the Australasian context.
examination were strongly related to the setting (e.g. urology and
This study aims to quantify the number of male external genital expaediatrics/neonates). The largest self-reported barrier was related aminations on real patients at the point of graduation, as well as barto patients being uncomfortable being examined by female students.
riers to performing this examination on real patients at two Australasian medical schools. Self-reported competence of the examination
and differentiating between abnormal and normal is also explored.
CONCLUSIONS
For some students, their only experience of performing male genital
examinations is on a model in simulation. Opportunities to perform Methods
the male genital examinations that students feel comfortable with SETTING AND SUBJECTS
are rare. The delivery of medical curricula needs to address this issue. Medical students from Flinders University and The University of
Auckland in their final year were eligible to complete an anonymous
Introduction
online survey at the point of their graduation in late 2013.
The teaching and learning of the male genital examination as part of
For both medical programmes, the male genital exam is not forthe medical curriculum is complex. Traditional methods of teaching mally taught in the simulated or preclinical setting. Opportunities for
sensitive examination include textbooks, models, videos, small groups, performing these examinations on real patients as an appropriate
and lectures.1 Genital teaching associates (GTA) have also been used part of patient assessment occur in different years for the different
increasingly in undergraduate medical programmes.2 In New Zealand, medical schools. Flinders University has a four-year Doctor of Mediuse of GTAs in a simulated clinical environment has been found to be cine (MD) programme, of which opportunities to perform male geneffective in increasing medical student’s skills and confidence.3 How- ital examinations on real patients occur in the clinical years (Years
ever, there are numerous advantages to using real patients as part of Three to Four). The Bachelor of Medicine and Bachelor of Surgery
teaching and learning.1 The most valued method identified by medical (MBChB) programme at the University of Auckland starts in year two,
students is with patients.1,4,5 This is shown by their increased confi- and is a six-year curriculum with opportunities to perform the male
dence in their ability to differentiate the abnormal from the normal, genital examination during Years Four to Six.
INTRODUCTION
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Number of respondents

SURVEY DESIGN
The median number of male genital examinations performed was 2–3.
The survey was created with a United Kingdom based team,12 and then The number of male genital exams performed in each location is seen
adapted for New Zealand and Australia,13,14 taking in to account differ- in Figure 1.
ent ethnic categories. The survey tool was electronic and anonymous.
In the questionnaire, students were asked to estimate, using an Figure 1: Number of male genital exams performed.
ordinal categorical range scale (none, 1, 2–3, 4–5, 6–9, 10–19, 20–49,
50–99, 100+), the number of male genital examinations they have per30
formed throughout their medical school training. The students were
also asked to comment separately on their ability to differentiate be25
tween normal and abnormal, as well as their perceived competence
in performing these examinations. Free text responses for each ex20
amination was available. Basic demographic data (i.e. ethnicity, gender,
age) were also collected in the survey.
15
Ethical approval for this study was granted by the University of
Auckland Human Participants Ethics Committee and the Social and
10
Behavioural Research Ethics Committee at Flinders University.
DATA ANALYSIS

Descriptive and comparative statistics were used to analyse the quantitative data with the IBM SPSS Statistics version 23 computerised
statistical package.
Thematic analysis was used to identify, analyse, and report patterns
within the qualitative data (free text comments).15 HB read, coded and
themed the whole data set. AJ, AW, and AV independently reviewed
the data against the themes and revised the analysis. A consensus was
reached by all four authors. Barriers and opportunities to practise
the male genital examination identified, reviewed, and defined certain
themes. For each theme, illustrative quotations were selected.
Results
The survey’s overall response rate was 42.9% (134/312). At Flinders
University, the response rate for the survey was 32.8% (40/122), while
at the University of Auckland the response rate for the survey was
49.5% (94/190). For the combined data set, the median age of the
students was 25 years (interquartile range (IQR), 4 (24–28) years).
The University of Auckland’s students’ median age of 24 years (IQR,
3.3 (23–26.3) years) was significantly lower (Mann–Whitney U-test, P
< 0.05) than the Flinders University students’ median age of 27 years
(IQR, 6.3 (26–32.3) years). Table 1 shows the demographic details of
the study population.
Table 1: Gender and ethnicity of medical students.
University of
Auckland
Number (%)
41 (43.6)
53 (56.4)

Flinders
University
Number (%)
20 (50.0)
20 (50.0)

Number (%)
61 (45.5)
73 (54.5)

Ethnicity
Number (%)
European
40 (42.6)
Asian†
32 (34.0)
Australian Aboriginal or 0 (0)
Torres Strait Islander
Māori or Pacific Peoples 8 (8.5)
Americas
1 (1.0)
African and Middle
3 (3.2)
Eastern
Other ‡
10 (10.6)

Number (%)
25 (62.5)
5 (12.5)
1 (2.5)

Number (%)
65 (48.5)
37 (27.6)
1 (0.7)

0 (0)
2 (5.0)
0 (0)

8 (6.0)
3 (2.2)
3 (2.2)

7 (17.5)

17 (12.7)

Gender
Male
Female

Combined

† Includes students who identified themselves as coming from South East Asia,
North East Asia, Southern Asia, and Central Asia
‡ Includes students who identified themselves as “New Zealander”, “Australian”,
or those who identify with multiple ethnicities
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Number of male genital exams performed
The University of Auckland
Flinders University

A total of 47.9% and 42.5% of students felt incompetent performing the male genital examination at The University of Auckland and
Flinders University, respectively. With regards to differentiating normal from abnormal, 39.3% of students at The University of Auckland
and 40.0% of students at Flinders University felt incompetent. Table
2 shows the perceived competence in performing the male genital
examination, and Table 3 shows the perceived confidence in differentiating normal from abnormal findings.
Table 2: Perceived competence performing the male genital
examination.
No
ComFairly
response pletely
incompe(%)
incompe- tent (%)
tent (%)
0
9.6
38.3

University
of Auckland
Flinders
10
University

15

27.5

Fairly
Very
Expert
compe- compe- (%)
tent (%) tent (%)
46.8

5.3

0

40

7.5

0

Table 3: Perceived confidence regarding differentiating normal
from abnormal
No
Comresponse pletely
(%)
incompetent (%)
0
10.6

University
of Auckland
Flinders
10
University

15

Fairly
Fairly
Very
Expert
incompe- compe- compe- (%)
tent (%) tent (%) tent (%)
28.7

54.3

5.3

1.1

25

45

5

0

There was a moderate, and statistically significant, correlation between
the number of male genital exams performed and perceived competence regarding the exam (Spearman’s rho, 0.625). There was a moderate, and statistically significant, correlation between the number of exams
performed and perceived confidence in distinguishing between normal
and abnormal for the male genital examination (Spearman’s rho, 0.627).
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Qualitative analysis of free text comments provided four main
themes. Firstly, that students identified certain clinical attachments as
providing a better opportunity to perform the male genital examination. Secondly, the gender of the student was seen as a barrier to perform the examination, with patients being more uncomfortable being
examined by female students. Thirdly, students wanted more teaching.
Fourthly, students felt incompetent performing the examination.

identified gender (female gender of student) as a reason for reduced
opportunities to perform the male genital examination. This was similar to the findings of other studies.4,7,8 Other issues raised by students
related to the amount of teaching they would have liked to receive
and their perceived competence performing the examination.
The moderate and statistically significant correlation between the
number of exams performed and perceived confidence in distinguishing between normal and abnormal found in our study was also supported by the literature.5,8 However, this is not a strong correlation
1. CLINICAL ATTACHMENTS
Speciality surgery, paediatric, and emergency medicine attachments and our quantitative analysis indicates that some students feel incomwere identified as being conducive to more opportunities to perform petent with regards to performing the male genital examination and
differentiating normal from abnormal, despite performing examinathe male genital examination.
tion on patients.
There are several limitations to this study. First, our data was retro“Only exposure in urology and paediatrics...and E.D.” (Female; age
spective and is based on the memory of medical students over multi33 years; the University of Auckland; response identity (ID) 87)
ple years during their degree. Second, our data was self-reported and
the relationship between perceived and actual competence cannot be
“All in paediatric population” (Female; age 24 years; Flinders Uniververified. Third, the response rate was low; however, this was better
sity; response ID 5)
than is typical of online surveys.16 Fourth, the data are five and a half
years old and the curriculum may have improved. Fifth, we did not
2. GENDER OF STUDENT
With respect to performing the male genital examination, being a perform an analysis to determine if our respondents were representative of all students (by age/ethnicity). Finally, as the data were
female student was mentioned as a barrier.
collected from two Australasian institutions (New Zealand/Australia),
it may not be possible to extrapolate more widely.
“Usually males [patients] were understandably shy to have me in the
Despite the limitations, our results raise important questions reroom for genitalia exams. If I was, I mainly observed.” (Female; age
garding teaching the male genital examination to medical students.
24 years; the University of Auckland; response ID 57)
Firstly, is it necessary to teach the male genital examination to undergraduate students? Unlike other sensitive examinations such as the
3. REQUEST FOR MORE TEACHING
rectal examination and the pelvic examination, the male genital exStudents wanted more teaching of the male genital examination.
amination is not specified by accrediting bodies in Australia17 and New
“Would have liked more teaching about examination of testicular
Zealand as a skill that pre-vocational junior doctors are expected to
lumps/masses.” (Female; age 27 years; Flinders University; response
be able to perform. Secondly, if medical students are expected to be
ID 6)
able to perform the male genital examination, how many male genital
examinations should students be expected to perform? Finally, given
that the requirement for this examination is rare, is the teaching and
4. PERCEIVED LACK OF COMPETENCE
Students reported that they were not prepared or organised to per- learning of the male genital examination sustainable? Further qualitative data from educators, clinicians, and students is required in order
form the male genital examination.
to answer these questions.
To our knowledge, this is the first paper that quantifies the number
“Bit unsure of what to do other than inspect.” (Female; age 23 years;
of male genital examinations performed by medical students in the
the University of Auckland; response ID 52)
Australasian context and investigates the confidence and competence
in performing male genital examinations by medical students.
Discussion
In conclusion, some final-year medical students have never perWe found that rates of performance of the male genital examination
by medical students were low, but higher than the available inter- formed the male genital examination in a clinical setting during the
national literature, taking into account cultural differences between extent of their degree. Opportunities (e.g. facilitated by surgical and
Saudi Arabia and Australasia.4,7 In a study based in Saudi Arabia 75.2% paediatric rotations) and barriers (e.g. related to gender and lack of
of students, by the end of graduation, had never performed male formal teaching) were identified by students. If this examination is to
external genital examination on real patients as compared with 16.2% be considered necessary for students to learn prior to graduation, the
of final-year medical students in this study.7 Our study found that teaching and learning of the male genital examination in the underthe median number of male genital examinations performed was 2–3. graduate medical programme should take these factors into account
This was higher than a similar study done in Saudi Arabia: median and ensure that students have adequate learning experiences and opportunities to become competent.
number 1–2.8
Quantitative analysis did not identify any statistically significant predictors of lower or higher rates of attainment for the male genital
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