CHAPTER 1
I I

TALKING ABOUT SEXUAL ISSUES:
HISTORY-TAKING AND INTERVIEWING

Significant obstacles exist between the clinician’s capacity to ask a question and the patient’s capacity to
respond. Whereas comprebensive knowledge is required of the cardiovascular system to cover all the
symptom bases, these questions are typically asked without anxiety or inhibition once the questions are
memorized and their rationale understood. Similarly, the patient experiences little or no hesitancy in
responding truthfully to these paths of inquiry. The same milieu does not generally exist with sexual bis-
tory taking.

GReeN, 1979

0 ther than descriptions of interviewing methods used by researchers” and opinions
of specialist-clinicians who treat people with sexual difficulties,’ health profession-
als have little guidance on the subject of talking to patients about sexual issues. Less
still is any direction given to primary care clinicians for integrating this topic into their
practices. For guidance on sex-related interviewing specifically, the primary care clini-
cian may want to begin by examining clinical research in the general area of interview-
ing, as well as the observations of those who have written about their personal general
interviewing ideas and practices.”

Some RESEARCH ON GENERAL ASPECTS OF HEALTH-RELATED
INTERVIEWING AND HISTORY-TAKING

As Rutter and Cox stated, “many practitioners have advocated a variety of approaches
and methods on the basis of their personal experience and preferences. . . [but]. . .
there has been surprisingly little systematic study of . . .interviewing techniques for
clinical assessment purposes.”” Only a few items from the research literature in the area
of health-related interviewing are described here.

Direct Clinical Feedback

One interviewing-research question has been the value of direct clinical supervision in
the development of interviewing skills generally. While this form of supervision makes
sense intuitively, the process has been subject to little research. One study compared
the value of direct clinical feedback to medical students using four different tech-
niques: three of them (audio replay, video replay, and discussion of rating forms) were
compared to a fourth whereby a student interviewed a patient and subsequently dis-
cussed findings (indirectly) with a supervisor.’ The students who received any of the
three direct clinical feedback methods did much better. The same individuals were
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assessed five years later as physicians and strikingly (since long-term follow-up studies
in health education are quite unusual) those who received feedback “maintained their
superiority in the skills associated with accurate diagnosis.”

In another study, two groups of medical students were videotaped on three different
occasions during the school year while performing a history and physical examina-
tion.® Both groups viewed their own tapes but one group received additional evaluative
comments by a faculty member. By the end of the year, those in the latter group per-

formed significantly better in the following:

e Their interviewing verbal performance
e The content of the medical history they obtained
e Their use of physical examination skills

Teaching Interviewing Skills

One might conclude from the findings of both studies that if direct supervision
proved superior in the process of learning interviewing skills generally, the same con-
clusion might be drawn for interviewing a patient about a specific subject such as
“sex." The importance of this conclusion can not be exaggerated when one considers
the dearth of questions about sexual issues in ordinary health histories. One way to
change this situation is to deliberately teach the skill of sex history-taking and inter-
viewing in health professional schools instead of (as now often seems to be the case)
seemingly expecting clinicians to absorb this skill in the course of developing their
clinical practices.

It may be instructive to also consider a series of studies of interviewing styles that
were based on talks with mothers who were taking their children to a child psychiatry
clinic.””" These interviews were conducted by experienced health professionals. Four
experimental interviewing styles were compared for their efficacy in eliciting factual
information and feelings. The four were given the following names:

¢ Sounding board

e Active psychotherapy
e Structured

e Systematic exploratory

The research group concluded that good-quality factual information required detailed
questioning and probing, that several approaches were successful in eliciting feel-
ings, and that these two issues were compatible in the sense that attending to one
did not detract from the other. Although their findings were related more to the
process of interviewing and not specific to any particular topic, their conclusions
seemed as applicable to the area of “sex” as with any other. The clinically apparent
need for the health professional to initiate sex-related questions when talking with
patients (see "Interviewer Initiative” in Chapter 2) echoes the conclusion of these
studies that asking detailed questions is more productive. In extrapolating from
these studies and insofar as “sex” can legitimately be seen as psychosomatic, there
should be no incompatibility in the attention that a clinician might give to the
acquisition of information that is factual and related to feelings when talking to a
patient about sexual matters.'”
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Another study that examined the proficiency in history-taking generally in second-
year medical students also may have implications for sex history-taking.'® Two meth-
ods of measurement were used:

e The Objective Structured Clinical Examination (OSCE)

e A written test
The authors believed that patient information could be divided into three domains:

1. Information required to make a diagnosis
2. Information to determine risk for future disease
3. Information to assess the patient's available support system

The study found that students concentrated on obtaining diagnostic information on
both of the tests used and that, unless modeled by faculty, information on risk factors
and psychosocial data was omitted. Since sex-related problems are often relegated to
the psychosocial arena, an assumption that one might derive from this study is that
unless a sexual problem is given by the patient as a chief complaint (and therefore in
the “diagnostic” arena) it is unlikely to be detected—unless faculty modeling occurs.

Extrapolations from all of these studies in interviewing and history-

Extrapolations from studies in interview-
ing and sex history taking imply: {

1.

. Direct questions are more productive feeli
. There is no difficulty in attending to eelings

taking as far as “sex” is concerned imply the following:

. Teaching of skills by direct supervision should be included in

Teaching of skills by direct supervi- health science educational programs
sion should be included in health sci-

L 2. Direct questions are more productive
ence educational programs

3. There is no difficulty in attending to factual information and

factual information and feelings 4. Faculty modeling is a significant element in the learning process

. Faculty modeling is a significant ele-

ment in the learning process

INTEGRATING SEX-RELATED QUESTIONS INTO A GENERAL HEALTH
HisTorY

Texts on general aspects of health-related history-taking and interview-
ing reveal great inconsistency in the definition of a “sexual history” and consequently
in what is expected of the health professional. Some texts contain little or no informa-
tion on the subject'’; others include a separate chapter ""'®2? or portion of a chap-
ter.*** Complete or partial chapters are usually brief and the information is so concen-
trated that the content is difficult to use in a practical sense. Some authors focus on

“sex" as it relates to a particular psychiatric or medical disorder, for example:

1. Sexual desire in depression™*

2. Sexual abuse as it relates to dissociation, posttraumatic stress disorder, and som-
atization disorder®’

3. The "hysterical” patient*®

4. Sexually transmitted diseases®”

Others focus special attention on a particular sexual problem.>' Some authors recom-
mend asking about the patient's past sexual development®®; others suggest a focus on
current problems.?° Specific suggested questions are offered by some,'? and others may
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also include a brief rationale for these questions.>’ When questions are suggested, little
guidance is usually given on when they should be asked.

“Human Sexuality” textbooks are also of limited help. Some may include a chapter
on "assessment” or “sex” history-taking and interviewing.>*** Although the quality of
information in these chapters may be high, the amount that is squeezed into this one
section results in “information overload” and therefore becomes of minimal practical
use to the frontline clinician.

Journal articles on sex history-taking provide a similar variety of opinions about
what should be included. The advent of HIV/AIDS has pushed physicians into pro-
moting the need for taking a sex history.**3* So, too, is the effect on health profession-
als of the recognition of the frequency of child sexual abuse in the history of adults.*’
Sometimes, history-taking suggestions are in the form of topics to be covered rather
than specific questions to be asked.

Among the more informative sources of information on sex-related interviewing
and history-taking (but still of limited value to primary care clinicians) are the com-
ments about interviewing that are attached to some of the community based research
reports on sexual behavior. Kinsey and his colleagues included a chapter on the subject
of interviewing in their volume Sexual Behavior in the Human Male.*” More recently, large-
scale “sex” surveys in the United States®® (see introduction to PART 1), the United
Kingdom,* and France*® included reports about the interviewing process when outlin-
ing their study design (see Table 1-1 for a comparison of some aspects of the three
surveys).

Table 1-1 Comparison of Three Major “Sex” Surveys Published in the 1990s

SURVEY ASPECTS UNITED STATES Unimep Kincoom FRANCE
Government Opposition Yes Yes No
Financial support Private Private Government
Random survey Yes Yes Yes

Method

Principal Interview Method Face-to-face Face-to-face Telephone
Completed Interviews 3432 18,876 20,055

(Short: 15,253)
(Long: 4820)

Response rate (%)* 79 63.3-71.5 65.5-72

Population age 18-59 16-59 18-69

Range

Interviewers Yes No Yes

Specially trained

Duration of Interview 90 46-60 Short interview: 15
(minutes) Long interview: 45

*Range depends on method of calculation.
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Thus health-related interviewing texts, specialty books on "Human Sexuality,” and
journal articles are enormously variable in their content when considering sex history-
taking and tend to be disappointing in that they provide little aid to clinicians.

STupies IN MepicAL EDUCATION THAT RELATE T0 GENERAL ASPECTS
OF SEX HISTORY-TAKING

In the 1960s and 1970s, sex education in medical schools concentrated on provid-
ing information about “sex” and helping people to be more at ease with the sub-
ject. Beginning in the 1980s, some schools added a focus on skills, that is, inter-
viewing and history-taking, or, to put it differently, they added focus on the
practical issue of how physicians and patients actually talk about the subject of
sex. Attitudes and practices of sex history-taking have been examined from a
research viewpoint, and understanding conclusions from these studies may provide
some practical direction.

Comfort and Preparedness

Comfort and preparedness in “taking a sexual history” was studied in a group of
first-year medical students.*'** The idea of including this topic in a medical his-
tory, as well as facilitating factors and obstacles, was examined. The authors found
that the sexual orientation of the patient seemed an important variable in that
students expected to be most comfortable with heterosexual patients of the same
sex and least comfortable with an (presumably gay) AIDS patient. The authors
also found that “the most consistent predictor of both knowledge and attitudes
about sexual history-taking was a student’s personal sexual experience.” The kinds
of experiences that were particularly linked with comfort and preparedness in tak-
ing a sexual history were:

1. Having taken a sexual history in the past
2. Having spoken to a health professional oneself about a sexual concern
3. Having a homosexual friend

Age seemed related only to the extent that older students expected to be more com-
fortable with an AIDS patient.

Practice

The importance of practice was seen in a study of medical students who were involved
in different sexuality curricula at two different schools.** In one, students were not
expected to be involved in sex history-taking. In the other, students conducted a sex
history with a volunteer or observed one taking place. The curricula were otherwise
similar. The three groups (no interview, conducting an interview, and observing an
interview) were assessed regarding knowledge about:

e Sexual issues
e The propriety of including sex-related information in a medical his-
tory
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e Self-confidence in the ability to conduct the interview

The students who previously conducted a sex-related interview did significantly better
than those who were neither participants nor observers. However, findings relating to
students who were in the observer group were intermediate on measures of knowledge
and perceived personal skill.

The reasons, “why other doctors fail to take adequate sex histories,” were deter-

mined in another study®* and include the following: A large majority of senior medical stu-

dents thought that knowledge by a phy-
sician of a patient’s sexual praciices was

1. Embarrassment of the physicians

2. A belief that the sex history is not relevant to the patient’s chief important part of the medical history

complaint but only half were confident in their
3. Belief that they (the subjects) were not adequately trained ability to actually acquire this informa-

tion from a pafient.
A large majority of senior medical students thought that knowledge by

a physician of a patient's sexual practices was an important part of the

medical history but only half were confident in their ability to actually
acquire this information from a patient.

Social and Cultural Factors

Social and cultural factors relating to the patient also seem to influence whether or not
a sex history is taken. Sixty emergency room medical records of adolescent girls who
complained of abdominal pain that required hospitalization were reviewed.*> The
authors found that asking about sexual issues in the context of an emergency room
occurred a great deal more with individuals from minority groups than with white
adolescents with the same complaint. They concluded that racial stereotyping was an
important factor in asking questions about sexual experiences. Although they sup-
ported the inclusion of such questions in an assessment, the authors argued that histo-
ries in an emergency room should be characterized by efficiency and a minimum of
irrelevant questioning, and that, in spite of the pertinence of questions about sexual
experiences to the complaint of abdominal pain in an adolescent girl, such questions
were more often omitted in those who were white.

Skills Versus Self-awareness

In a demonstration of the sex history-taking usefulness of direct teaching of skills com-
pared to sexual self-awareness, family practice residents were randomly allocated to
two groups emphasizing one or the other of these approaches.*® Each group received
two hours of training. The first hour was common to both groups and involved general
counseling skills and information about sexual dysfunctions. In the second hour, the
two groups were separated and concentrated on sexual history-taking issues or the
comfort and sexual self-awareness of the resident. One week later, residents conducted
a videotaped interview with a simulated “patient” with sexual and other problems but
who was also instructed to reveal sex-related information only if asked directly. Almost
all subjects (11/12) in the skills-oriented group asked the “patient” about the nature of
her sexual difficulty, compared to 25% (3/12) of the awareness-oriented group.

Clinical Practice
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Physicians in clinical practice (versus medical students and residents in educational
programs) also have been studied. In a widely quoted and well-conceived study, a
group of primary care internists were taught to ask a set of specific sex-related ques-
tions of all new patients attending an out-patient clinic.*” These physicians were then
compared to nontrained colleagues. After the visit, physicians completed a question-
naire and patients were interviewed concerning their encounter with the physician.
The following results were noteworthy and instructive:

1. More than half of the patients had one or more sexual problems or areas of
concern

2. Age and sex did not influence the prevalence of sexual problems

3. Many more patients (82%) who saw trained physicians were asked about sexual
functioning than those who saw untrained physicians (32%)

4. Among both groups of physicians, discussions about sexual issues were more
likely if the patient was less than 44 years old

5. Ninety one percent of the entire group of patients thought that a discussion
about sexual issues was, or would be, appropriate in a medical context and
approval was almost unanimous (98%) among patients whose physician had, in
fact, included a sex history

6. Age of the patient was not a factor in the determination of appropriateness

7. Thirty eight percent of the entire patient group thought that follow-up for sex-
ual problems would be helpful

8. Physicians found that, in many instances, the sex history was helpful in ways
other than simply as a means to identify sexual problems or concerns

In summary, medical students, family practice residents, and physicians in clinical
practice in the community have all been studied on the issue of sex history-taking. The
following factors appear to influence the learning process:

1. Having talked to patients about sexual issues in the past

2. Having a sexual problem oneself and having discussed it with a health
professional

The sexual orientation of the patient

Having a homosexual friend

The belief that asking about sexual issues is relevant to the patient's concerns
Having received specific training

Nk W

Social and cultural issues

STuDIEs IN MepicAL EDUCATION ON SEX HISTORY-TAKING
IN Retation To HIV /AIDS

There is little question that HIV/AIDS is the major impetus for the recent teaching
of sex history-taking in medical schools and the promotion of sex history-taking
among practicing physicians. This development results from the knowledge that sex-
ual activity represents the prime method of viral transmission. Many agree with the
statement “that the taking of a candid and nonjudgmental sexual history is the cor-
nerstone of HIV preventive education. . ."*® Recognition of the crucial position of
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physicians in HIV prevention has resulted in several studies of physi- |, spite of the finding that 68% of 768
cian sex history-taking practices. respondents said they received “human
In general, studies of physicians with different levels of medical  sexuality training” in medical school,
only a small minority of primary care
physicians routinely screened pafients

for high-risk sexual behavior.

education and experience (e.g., internal medicine residents, primary
care clinicians) and using various research techniques (e.g., standard-
ized patients, telephone interviews) indicate the infrequency and/or
inadequacy of history-taking around vulnerability to HIV/AIDS

infection and the consequent inability to take preventive mea-
sures.***92 One of these surveys demonstrated that in spite of the finding that
68% of 768 respondents said they had received “human sexuality training” in medi-
cal school, only a small minority of primary care physicians routinely screened
patients for high-risk sexual behavior.’' “Sexuality Training” was evidently helpful
after the fact, since physicians who received this training in their medical education
“felt more comfortable in caring for patients known to be infected. . ." with HIV.
Another study showed that while self-reports of questions concerning homosexu-
ality doubled and questions about the number of sexual partners tripled, ques-
tions concerning sexual practices increased by only 50% over the five years of
the project (1984-89).>® Yet another study demonstrated that only 35% of pri-
mary care physicians reported that they routinely (100%) or often (75%) took a
sex history from their patients. Less than 20% of those who took histories
reported asking questions regarding sexual activities that increase the risk of
acquiring HIV/AIDS.**

Two particularly revealing projects involved a visit to primary care clinicians by a
simulated patient. In the first study, physicians agreed to participate after being told
that a simulated patient would appear in their practice.”” The “patient” was female in
order to include obstetrician-gynecologists. Other than obtaining prior agreement, the
“patient” was unannounced. She revealed the following information:

¢ That she had been exposed to Chlamydia by a previous partner

¢ She expressed interest in engaging in sexual activities with a new part-
ner

¢ She wanted to talk about concerns regarding STDs generally and HIV
in particular

Comparisons were subsequently made between the report of the “patient” and the self-
report of the physician on several issues, including risk assessment and counseling
recommendations. The greatest discrepancies (all of which involved physicians over-
estimating their history-taking skills in the opinion of the “patient”) occurred with the
following topics:

e STD history

e Patient use of IV drugs

e Patient sexual orientation

¢ Condom use

e Counseling concerning anal intercourse and use of a condom
e Safe alternatives to intercourse

13
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In the second simulated-patient study, the “patient” had a history of engaging in
sexual activities that made her vulnerable to HIV/AIDS infection.’® Physicians were

The generic form of “Human Sexuality”
training in medical schools seems to

provided with educational materials before the visit. Whether these
materials were used or not did not alter the finding that the questions

result in greater acceptance toward least frequently asked of the “patient” were about oral or anal sex prac-
those who already have HIV/AIDS but it tices, sexual orientation, and the use of condoms. The authors con-
is insufficient in preventing fransmission.  cluded that there was a need for prevention training.

Effective preventive behavior by physi- From these HIV/AIDS-related studies, one might conclude that the

cians evidently requires more specific
curricular intervention that addresses

generic form of “Human Sexuality” training in medical schools seems

history-taking skills and, in parficular, to result in greater acceptance toward those who already bave HIV/
inquiry about patient sexual pracices. AIDS but it is insufficient in preventing transmission. Effective preventive

behavior by physicians evidently requires more specific curricular inter-
vention that addresses history-taking skills and, in particular, inquiry

about patient sexual practices.

WHAT, THEN , IS THE DEFINITION
OF A SEX (OR SExuaL) HisTorY?

[s taking a sex history by a family physician who has only a few minutes to ask ques-
tions about sexual issues and wants to concentrate on, for example, STDs and HIV/
AIDS-related sexual behavior the same as for a forensic psychiatrist who is evaluating
a patient referred because of pedophilia? Is it the same (in time and content) for a
health professional asking questions about child sexual abuse as for an interviewer
involved in a population survey in which each interview might take hours to complete?
Is it the same for a clinical psychologist or psychiatrist who asks a few screening ques-
tions as part of the assessment of a patient who is depressed as it is for a clinical sex-
ologist who is evaluating a couple referred specifically because of erectile problems?
The answer to these questions is obviously “no.” In all these situations, the result
might be called a “sex history” but the time involved and the questions asked would be
quite different. Rather than use the singular, it might be more reasonable to talk in the
plural, that is, of sex histories—inquiries that are sexual in nature but differ because of

Instead of considering a sex history or

the diverse requirements of the situations. In fact, instead of consider-

sex histories, it may be easier fosimply ~ ing a “sex history” or “sex histories," it may be easier to simply think
think about the task of talking to a about the task of talking to a patient about sexual matters.
patient about sexual matters A primary care clinician must therefore be skilled in talking to

patients about a variety of sexual issues, depending, among other
things, on the patient, the problem presented, the amount of time

14

available for questioning, and the context in which the patient is
seen.

PrACTICAL ASPECTS OF INTRODUCING SEXUAL QUESTIONS
INTO A HEALTH-RELATED HISTORY

Practical aspects of talking to patients about sexual matters can be viewed in the con-
text of the familiar format of why, who, where, when, how, and what. This conceptual
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arrangement has been used elsewhere in dissecting this subject but the content here is
different." So is the order. Issues that involve the manner in which questions are
phrased (how) are considered in Chapter 2, and which questions to ask (what) are
discussed in Chapters 3, 4, and 5.

Why Discussion Muy Not Occur (Box 1-1) !\Iot knowing what to do with }he answer
is the most common reason given by

The following may be reasons why discussions of sexual topics in a  physicians for avoiding the topic of sex.
health care setting do not occur:

1. Not knowing what to do with the answers is the most common

reason given by physicians in particular for avoiding the topic of
“sex” in medical history-taking. When investigating what this explanation means,
two factors become evident:

e Uncertainty about what the next question should be
e Perplexity regarding what to offer the patient after all the questions are
asked and "Pandora’s box" is opened

2. Worry that patients might be offended by an inquiry into this area is a recurrent
theme of medical students. In spite of the almost uninhibited media display of
sexuality, many people (including medical students and physicians) continue to
regard sexual issues as “personal” and are concerned that questions in this area
might be regarded as intrusive.

3. Lack of justification is a common explanation given by medical students for the
frequent omission of sexual topics from medical histories. However, when some
medical problems are presented to a physician, specific aspects of a person’s
sexual life experience are often the subjects of inquiry (e.g., issues that may be
medically relevant). Examples include:

e Sexual dysfunctions associated with diabetes mellitus®”
e Sexual sequelae of child sexual abuse®’

Thus it seems as if an association between "sex” and a medical disorder must be
demonstrated before there is sufficient rationale to include sex-related questions in
a medical history. A closely related issue is doubt among some health profession-
als about the acceptability of sexual issues in health care apart from disorders
that affect others (such as STDs).

4. Talking with older patients about sexual matters appears difficult for health
professional students. The age of the student may be relevant, since many
are much younger than their patients. The student may find that this situa-
tion resembles talking with their parents about the subject (an experience
that most would not have had and that may be thought of as highly embar-
rassing if it did occur). Avoidance of discussing sexual issues with older
patients is particularly unfortunate because some sexual difficulties clearly
become more common with increasing age. For example, menopause in
women can result in discomfort with intercourse, which, in turn, is explained
by decreased estrogen, resulting in diminished vaginal lubrication.”® Meno-
pausal women will obviously not be well served by the medical establish-

15
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m Why ‘Sex” Questions Are Not Asked

N o W

. Unclear what to do with the answers
Unfamiliarity with treatment approaches
e Uncertainty about the next question
Fear of offending patient

Lack of obvious justification
Generational obstacles

Fear of sexual misconduct charge
Sometimes perceived irrelevant
Unfamiliarity with some sexual practices

ment if they are not asked about discomfort or pain with intercourse. Not
surprisingly, when women in general are surveyed on the acceptability of
talking to a physician about sexual concerns, almost three fourths think that
it is appropriate to do so. Moreover, the response seems to be age related
in that approval increases with age.”

Magnified concerns about professional sexual misconduct and consequent licen-
sure problems result in reluctance by some health professionals to initiate con-
versations with patients about sexual issues. The primary organization responsi-
ble for medical malpractice insurance in Canada has, in an exaggerated way,
cautioned their clients about discussions with patients on the subject of sex and
has thereby magnified the already difficult problem of health professional
restraint.®
The appropriateness of sex-related questions in the acute stage of an illness may
be viewed by the health professional as a dubious focus because of more pressing
patient concerns. An example is when the patient has little opportunity for sex-
ual experiences with a partner (e.g., a situation that occurs when a patient is in
hospital). In this illustration, sex is defined narrowly as related only to the func-
tion of the genitalia.

Unfamiliarity with some sexual practices (e.g., gay patients talking to a hetero-
sexual physician) may restrain the health professional from introducing the
topic.

Why Discussion Should Occur (Box 1-2)

Reasons why discussions should occur in a health care setting include the following:

1

. HIV/AIDS, as everyone knows, is a sexually transmitted disease that is also lethal.

It has become a powerful (perhaps, the most convincing) stimulus for

Considering HIV/AIDS, prevention is the
best deterrent. This means falking to
patients about their sexual practices.

sex history-taking by health professionals (see introduction to Part ).°'

Considering HIV/AIDS, prevention is, at the moment, the best deter-
rent. This, in turn, means talking to patients about their sexual prac-
tices. As used here, the term sexual practices refers to:

16

e The types of sexual activities engaged in by the patient, as well
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as the nature of relationships with sexual partners Physicians are thought fo be in a unique

e The characteristics of sexual partners position fo prevent HIV infection, since

e The “toys" (mechanical adjuncts such as vibrators) used in sex- 70 percent of adults in the United States

ual activities
e Methods used to prevent STD transmission and conception
In the words of Hearst: “Responsible primary care physicians
no longer have the option of deciding whether to do AIDS

years

visit a physician at least once each year
and 90% do so af least once in five

prevention; the question today is how to do it. . . ."> Health
professionals are simply not fulfilling their role if inquiry is not
made about sexual practices, and if, in the process, the opportunity for dis-
pensing preventive sexual advice is lost. Physicians, in particular, are thought
to be in a unique position to prevent HIV infection, since 70% of adults in the
United States visit a physician at least once each year and 90% do so at least
once in five years.”'

. Many medical disorders such as depression®® and diabetes®” are known to disrupt
sexual function. A comprehensive view of such disorders is plainly impossible
without also asking how a patient’s sexual function is affected (see Chapter 8).

. Treatments such as surgery®* or drugs® can interrupt sexual function. A health
professional should inquire about drug side effects (see Chapter 8 and Appen-
dix III).

. Inquiry into past sexual events may be essential to understand the nature of a
disorder in the present. Such is the case with lack of sexual desire after sexual
assault as an adult or child (See Chapters 8 and 9).°

. The observation that “. . .sexual function is a lifelong capacity, not normally
diminished by middle or older age” represents a change in social attitudes.”” The
aging of the population translates into increasing expectations by many patients
regarding sexual function. These hopes may conflict with the difficulty that
many young health professionals experience in discussing sexual matters with
older people.

. Sexual dysfunctions are common, at least on an objective level.®® So, too, are
sexual difficulties. Intuitively, it seems reasonable for a health professional to ask
particularly about problems that occur most frequently (sexual dysfunctions and
difficulties) as compared to problems that are unusual.

. On the topic of sex as well as others, health professionals tend to be problem ori-
ented. This book and many others on the same subject admittedly “focus on the
darkerside. . .more than on its brighter side”*® (p. 351). However, the “other side”
is what happens when "things go right.” Laumann and colleagues (see introduction
to PART ) addressed this side of sex in their chapter (brief by their own admission)
on the association between sex, and health and happiness (pp.351-375).

Sexual activity and good health are related. Of patients in the Laumann et al.
study who had no sexual partners in the past 12 months, most (6% versus 2% of
the entire sample) were in poor health.*® Sexual activity and happiness were cor-
related. Of those who considered themselves “extremely or very happy” (com-
pared to those who were “generally satisfied” or “unhappy”), three groups of
respondents were most prominent:

17
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e Those who had one sexual partner

e Those who had “sex” two to three times per week

e Women who “always” or "usually” experienced orgasm in partnered sex
(p. 358)

The association between “sex,” emotional satisfaction, and physical pleasure was
examined also in the Laumann et al. study®® (pp. 363-368). Those who found
their relationships “extremely or very” pleasurable or satisfying were more often
the people who had one (versus more than one) sex partner, especially if the
partner was a spouse or there was a cohabitational relationship (p. 364). The
authors commented that while “association is not causation (p. 364),” "the qual-
ity of the sex is higher and the skill in achieving satisfaction and pleasure is
greater when one's limited capacity to please is focused on one partner in the
context of a monogamous, long-term partnership”(p. 365).

Why not?> Masters and Johnson asked this question (still germane more than 25
years later) in a medical journal editorial that did not receive the attention that
it seemingly deserved.®” They were critical of the opinion that physicians appar-
ently needed special justification for asking “sex” questions while paradoxically
being taught to ask questions about everything else in the course of a general
medical examination. “The biologic and behavioral professions must accept the
concept that sexual information should be as integral a part of the routine med-
ical history as a discussion of bowel or bladder function.”

Not including sexual matters in a health history can sometimes be considered
negligent and possibly unethical. An example is the second case history provided
in the introduction to PART I. In that instance, the physician (in a “sin” of omission
rather than commission) clearly failed the medical dictum of “do no

Almost all patients should be given the
opportunity to talk about a sexual con-

harm.”

cern in a health professional seting. W (which patients) Should Be Asked About Sexual Issues?

Almost all patients should be given the opportunity to talk about a sexual
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concern in a health professional setting. Providing such an opportunity

m Why Ask Questions About “Sex™?
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Morbidity and mortality—STDs and HIV/AIDS
Symptoms of illness

Treatment side effects

Past may explain present problems

Function potentially lifelong

Dysfunctions and difficulties are common
Association with health and happiness

Why not?

May be negligent if ignored
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does not mean asking a “sex” question but rather using a method that involves asking if it's
OK to ask a “sex” question (see "Permission” in Chapter 2 and an example of a specific
permission question in Chapter 3).

Common sense dictates at least two exceptions to routinely giving
everyone an opportunity to talk about sexual issues. First, it obviously does not apply
to an emergency setting (unless, for example, the emergency is sexual in nature, such
as sexual asphyxia [see Chapter 8 for definition]). Rather it applies to situations such
as the first few visits of an “intake” procedure. Second, when applied to physicians, the
idea of routinely giving everyone this opportunity relates more to generalists, that is,
primary care specialists (e.g., in medicine: family physicians, pediatricians, gynecolo-
gists, and internists) and medical specialists whose area of work is directly related to
sexual function (e.g., urologists). Providing an opportunity to talk about sexual issues
on a routine basis rather than a selective basis does not apply to medical specialty areas
such as Ophthalmology and ENT (ear, nose, and throat).

Where (in a health professional history) Should Questions Be Asked About Sex?

Sometimes, a patient spontaneously indicates that a sexual concern is the principal
reason for the visit. When this occurs, the sexual problem obviously has priority. How-
ever, such information usually has to be elicited carefully. In a medical setting, three
different circumstances (not mutually exclusive) exist in which this could happen:

1. The prime location in a medical history for asking about sex-related information

is within a Review of Systems (ROS [sometimes referred to as a
Functional Inquiry]; see “Permission” in Chapter 2 for an exam-

The lowering of defenses during a physi-
cal examination can be hazardous to the
ple). A ROS consists of a few questions about each body system patient because questions about sexual

to ensure that nothing is wrong with a patient other than the issues can be misinterpreted as a sexual

initial complaint(s). In such a context, a few additional questions invi.tuli?n b}' the thSI(i“" and the
patient's misconception could provoke a

charge of sexval harassment or miscon-
duct. Although sex-related questions

about sexual concerns could be easily included.
2. Another possibility for the introduction of questions about sexual

issues is within a Personal and Social History. For example, in the  during a physical examination may rep-

process of asking about relationships, one could ask about sexual  resent a more efficient use of profes-
concerns. sional fime, the potential for misunder-
standing is sufficiently great that this
method should be avoided.

3. A sex-related question could be asked during a physical examina-
tion (least desirable and an option that is, obviously, unavailable
to nonphysicians). For example, one could ask about genital func-

tion in the process of examining genitalia. In one sense, this situ-
ation is easier for physicians, since it seems that psychological
defenses of patients are diminished when their clothes are off. However, the low-
ering of defenses during a physical examination can be hazardous to the patient
because questions about sexual issues can be misinterpreted as a physician’s sexual
invitation and the patient’s misconception could provoke a charge of sexual harass-
ment or misconduct. Although sex-related questions during a physical examina-
tion may represent a more efficient use of professional time, the potential for
misunderstanding is sufficiently great that this method should be avoided.

When Should Questions About Sex Be Asked?

19
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Green offered a clear and sensible opinion on when questions should be asked
about sexual issues: “The optimal time. . .is not when a patient’s initial visit has
been prompted by influenza, otitis media and bronchitis. Nor is the appropriate
time the anniversary of the physician-patient relationship. . .Delay in approaching
the topic communicates discomfort. The effect when ‘the subject’ is finally broached
is comparable to the painfully familiar scene of a father who initiates discussion of
the 'facts of life’ with his son on his 13th birthday."' Generally speaking, the apho-
rism of 'the earlier the better’ should be applied. Screening questions (see Chapter
3) can be introduced after the acute problem that initially led the patient to the
health professional has disappeared or is under control.

If a problem is introduced in the process of screening, more detailed diagnostically
oriented questions can be asked on a subsequent occasion (see Chapter 4). The diag-
nostic process may involve a physical examination (see Chapter 6) and the use of

laboratory tests (see PART II).

SumMmARY

Extrapolations from studies on general aspects of health- related interviewing and his-
tory-taking imply the following:

1. Concerning sexual issues, teaching of skills by direct supervision and feedback
should be included in health science educational programs

2. An interviewer can attend to both factual information and feelings

3. Faculty modeling in obtaining information about the patient’s psychosocial sta-
tus and risk factors is a significant element in the learning process

When considering the integration of sex-related questions into a general health his-
tory, interviewing texts, books on “Human Sexuality,” and journal articles appear to be
of limited practical help.

Studies in sex history-taking have involved medical students, residents, and practic-
ing physicians. The studies can be separated into ones that considered sex history-
taking in general and those that focused on the specific subject of STDs. In the former
group, factors found to be associated with positive attitudes toward sex history-taking
and conducting such a history were:

Personal sexual experience

The belief that such questions were relevant to the patient's chief complaint
Feeling adequately trained

Confidence in taking a sex history

Having previously taken a sex history

Having spoken to a health professional oneself about a sexual concern
Having a homosexual friend

Social and cultural factors

Skill training (as compared to personal comfort and self-awareness)

OO N AW D=

Studies that focused on “sex" history-taking as it applies to HIV/AIDS prevention
indicate that relevant questions occur infrequently and inadequately. Previous “sexual-
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ity training” appeared to be helpful to physicians in caring for those already infected
with HIV but it was insufficient in the process of preventing transmission, which, in
turn, required an inquiry into the sexual practices of the patient.

Rather than attempting to define a “sex” history (there are many such definitions),
it might be more productive to simply talk about asking questions of patients about
sexual matters. One might consider the introduction of such questions under the head-
ings of Who, What, When, Where, Why, and How.

Reasons why “sex” history-taking does not regularly occur include:

Not knowing what to do with the answers

Concern that patients might regard “sex” questions as intrusive

Lack of a sense of justification

Difficulty in talking to older patients about this subject

Concern about accusations of sexual misconduct

The sense that such questions are inappropriate in the context of other difficul-
ties manifested by the patient

AN

7. Lack of familiarity with some sexual practices
Reasons why “sex” questions should occur in a health history include finding that:

1. Such questions provide an opportunity to introduce HIV/AIDS prevention infor-
mation

2. Disrupted sexual function may be a symptom of a medical disorder or it may be

a side effect of its treatment

Past sexual history may help explain the present

Sexual issues are important at all stages of the life cycle

Sexual dysfunctions in particular are quite common

Sexual function is related to general health

There is no explanation for not asking questions of a sexual nature

® N ook w

Not asking “sex” questions may constitute negligence from a legal point of
view

The problem of who should be asked questions about sexual issues can be resolved
by saying that almost everyone should have the opportunity to talk about sexual con-
cerns if they so choose. Other than situations in which a sexual problem is the main
issue that brought the patient to the health professional, questions can be asked in the
context of a medical review of systems (ROS) or a personal and social history. Physi-
cians may also ask questions during a physical examination but caution should be
exercised because of the possibility of misinterpretation of the intent and consequent
accusations of sexual misconduct. It may be easier to say when the time to ask such
questions is not optimal than when it is.

“Sex" questions are improper in the midst of concern over some other issue that
brought the patient to the attention of the health professional. (Questions about many
topics are reasonably omitted in such situations). The context for “sex” questions is

21
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after the acute problem subsides and the professional is reviewing general aspects of

the patient’s health history.

The "how” (or methods used) of asking “sex” questions is considered in detail in
Chapter 2 and is therefore not included here. Similarly, the “what” (content) did not
form part of Chapter 1, since it forms the content of Chapters 3, 4, and 5 and subse-

quent portions of the book.
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