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Sexual Health Risk Assessment and
Counseling in Primary Care:
How Involved Are General Practitioners
and Obstetrician-Gynecologists?
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Sexually transmitted diseases (STDs) are
important causes of pelvic inflammatory dis-
ease, infertility, ectopic pregnancy, and neona-
tal morbidity in North America.' Each year,
more than 12 million cases of STDs occur in
the United States, and infections are occurnng
at younger ages than in the past.2'3 The advent
ofHIV has added an incurable infection to the
long list ofpreventable STDs.3

Risk behaviors associated with STDs
are present in a large segment of the popula-
tion. A recent survey found that 11% of het-
erosexual adults reported having multiple
sexual partners and using condoms inconsis-
tently.4 Another study showed that at-risk sex-
ual behaviors are frequent among college and
university students, with 65% of sexually
active male students and 47% of sexually
active female students having had 3 or more
partners and more than 15% of respondents
having engaged in anal intercourse.5 Only a
minority of these students used condoms
most of the time or always.5

The general medical examination pro-
vides an ideal occasion for physicians to assess
a patient's sexual risk behaviors and provide
individualized STD prevention counseling.
During recent years, several guidelines have
been developed to promote sexual history tak-
ing during medical visits." Surveys of physi-
cians show, however, that fewer than half
assess sexual history during a general medical
examination of a new adult patient and that
only a minority report assessing specific
STD/HIV risk behaviors.9-" Physicians have
many opportune occasions to provide patients
with sexual health counseling, such as during
consultations for contraception or STD treat-
ment, yet little is known about their preventive
practices during these visits.

This study of general practitioners and
obstetrician-gynecologists examined (1)
physicians' practices and perceived barriers
regarding assessment of sexual history dur-
ing a general medical examination and (2)

their counseling about STD prevention dur-
ing specific consultations for adolescent con-
traception and treatment of an STD.

Methods

Data are presented from a 1995 anony-
mous mail survey conducted in the province
of Quebec, Canada. Physicians' demographic
and professional data were provided by the
College des medecins du Quebec. To be
included in the study population, physicians
had to be general practitioners or obstetri-
cian-gynecologists, active in patient care,
licensed subsequent to 1964, and French
speaking. The survey involved a stratified
random sample of 1111 general practition-
ers and all of the province's obstetrician-
gynecologists (n = 241). Twenty-five gen-
eral practitioners could not be located,
reducing the number of general practition-
ers contacted to 1086. Overall, 963 physi-
cians returned their completed question-
naires. Response rates for the 805 general
practitioners and 158 obstetrician-gynecolo-
gists were 74% and 66%, respectively.
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Among generalists, more women than men
responded.

Data were collected via a self-adminis-
tered pretested questionnaire consisting mainly
of closed-ended questions. In answering the
questionnaire on their practices, physicians had
to refer to their most recent 6 months of prac-

tice. Sexual health risk assessment was mea-

sured by asking physicians to indicate, on a 4-
point scale, the percentage of adult patients
(aged 19-55 years) and adolescent patients
with whom they assessed selected sexual his-
tory items during a general medical examina-
tion: 25% or less, 50%, 75%, or 90% or more

(the last category constituted the study defini-
tion of routine assessment). Respondents were

also asked, through 8 closed-ended questions,
why physicians in general would not assess

sexual history during a general medical exami-
nation. Physicians' counseling practices in
regard to STD prevention were measured in the
context of 2 frequent clinical situations related
to sexual health: an adolescent presenting for
contraception and an adult consulting for an
STD. Again, physicians were asked to refer to
their most recent 6 six months ofpractice.

The practices of physicians are reported
according to respondents' gender and spe-
cialty. Given the sample design for general
practitioners, weights that took into account
probability of sampling were used in deriving
estimates for male general practitioners and
for female general practitioners. The Pearson
x test was used to determine whether there
were practice differences according to gender
and specialty.

Results

Examination of respondents' demo-
graphic and professional characteristics

showed, as expected, that female physicians
in both specialties were younger than male
physicians and that female generalists were

more likely than male generalists to have a

salaried practice in a local community health
care center. There was also a tendency for
female obstetrician-gynecologists to be more

involved in obstetrical care than their male
colleagues.

Sexual History Taking

Contaception was the sexual health topic
most frequently reviewed by physicians in a

general medical examination; fewer thanhalfof
general practitioners and obstetrician-gynecol-
ogists reported that they routinely inquire about
condom use and about number, gender, and
STD risk of sex partners (Table 1). Respon-
dents reported rarely screening for a history of
sexual abuse during general medical examina-

tions with either adult or adolescent patients.
Physicians' gender was a more important

variable in terms ofsexual risk assessment than
their specialty. Among general practitioners,
women inquired more frequently than men
about method of contraception, condom use

(including attitudes toward condom use), and
number, gender, and STD risk of sex partners.
Sexual risk assessment practices of female
general practitioners were similar to those of
male and female obstetrician-gynecologists.

The reasons most cited by respondents
that physicians do not take a sexual history dur-
ing a general medical examination were the
assumption that the patient was not at risk for
STDs and physicians' reported personal or per-
ceived patient discomfort with the subject. Dif-
ficulty knowing how to ask questions about
sexual history appropriately, fear of offending
patients, and lack of time were reported by
more than half of physicians. Fear of being

accused of sexual misconduct was the least-
cited reason, and this issue concerned more
male physicians than female physicians.

CounselingAbout STD Prevention

More than 80% of physicians reported
routinely discussing the importance of regu-

lar vaginal cytology during consultations
about contraceptives with adolescents, but
fewer physicians reported talking about STD
prevention (Table 2). Female general practi-
tioners discussed with adolescents percep-

tions about condoms and their benefits and
the frequency of STDs among youth more
readily than their male colleagues. There was

little evidence that obstetrician-gynecologists
provided more counseling than general prac-

titioners during consultations about contra-
ceptives with adolescents.

The percentages of general practitioners
and obstetrician-gynecologists who reported
routinely discussing various aspects of STD
prevention during an STD consultation aver-

aged about 80% for treatment and notification
of sexual partners, 60% for barriers to condom
use, 40% for HIV screening, and 20% for
hepatitis B vaccination (Table 2). Among gen-

eral practitioners, women brought up partner
treatment and notification and patient barriers
to condom use more readily, while male gener-
alists discussed hepatitis B vaccination more
frequently. Except for notification of partners,
counseling provided for an STD patient did not
differ in comparisons ofthe practices ofgeneral
practitioners and obstetrician-gynecologists.

Discussion

This study shows that while most physi-
cians review a patient's method of contracep-
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TABLE 1-Percentage of Physicians Who Routinely Assess the Sexual History of Adult and Adolescent Patients During a
General Medical Examination, by Physicians' Gender and Specialty: Quebec, Canada, 1995

General Practitioners Obstetrician-Gynecologists Specialty Differences

Men Women Men Women (P)
Sexual History Item (n =31 1), % (n = 436), % P (n = 105), % (n = 43), % P Men Women

With adult patients
Contraception method 37 69 <.0005 79 82 .70 <.0005 .07
Condom use 22 39 <.0005 47 48 .91 <.0005 .27
No. of sexual partners 16 35 <.0005 23 30 .39 .11 .45
STD risk of partners 17 29 <.0005 28 23 .54 .01 .37
Sex of partners 15 20 .05 17 23 .43 .57 .71
History of sexual abuse 2 3 .70 2 0 .36 .89 .28

With adolescent patients
Sexual activity 47 71 <.0005 53 79 .003 .32 .24
Contraception method 67 81 <.0005 87 88 .82 <.0005 .24
Attitudes concerning condom use 29 46 <.0005 50 49 .90 <.0005 .67
History of sexual abuse 6 4 .14 7 2 .28 .81 .62

Note. Routine assessment was defined as assessment involving 90% or more of patients.
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tion as part oftthe general medical examination,
only a minority of general practitioners and
obstetrician-gynecologists routinely discuss
condom use and barriers (fewer than 50%) and
number, gender, and STD risk of partners
(fewer than 35%). This finding supports earlier
studies noting poor integration of sexual his-
tory during general medical examinations9-16
and suggests that improvement among physi-
cians is needed in the area of STD prevention.
History of sexual abuse is rarely assessed dur-
ing a general medical examination, despite its
prevalence in the population17 and its associa-
tion with substantial psychosexual, psychoso-
cial, and medical morbidity."8

In this study, the major reasons given
for not reviewing sexual history were the
assumption that patients were not at risk for
STDs and physician discomfort and perceived
patient discomfort with discussing sexuality.
If these are major barriers, then increasing
physicians' awareness ofthe prevalence ofrisk
behaviors in the patient population and foster-
ing better training in sexual history taking
may improve physicians' involvement in STD
prevention.

Visits for oral contraception are one of
the most frequent adolescent consultations,
and physician-delivered information about
STD prevention at this time is especially rele-
vant.19'20 The present study suggests that
more should be done to take advantage of
this clinical visit to provide adolescents with
counseling on STD prevention. Similarly, a

visit for STD treatment offers physicians an

important counseling opportunity, since
patients presenting with a sexual health prob-
lem may be more receptive to individualized
preventive messages.

In this study, physicians' gender appeared
to be a more important predictor of sexual risk

assessment and counseling than their specialty.
Our finding that female general practitioners
integrate preventive screening and provide
counseling more readily than male physicians
supports the results of other studies.921,22The
increasing feminization of general medical
practice should have a positive impact on the
amount and quality of sexual health assess-

ment and counseling provided in general prac-

tice. Obstetrician-gynecologists in our study
did not appear to be more involved in sexual
health evaluation than female generalists. This
is unsettling, since many women of childbear-
ing age have an obstetrician-gynecologist as

their primary care provider and major source

ofsexual health information.
Our results reflect the screening prac-

tices ofgeneral practitioners and obstetrician-
gynecologists in Quebec. There is, however,
little reason to believe that the findings would
be very different elsewhere in Canada or in
the United States. Although there are differ-
ences in the specifics of health care delivery
systems that may affect the delivery of pre-
ventive health services, reasons given by
physicians for not assessing their patients'
sexual history related more to issues ofmed-
ical training than to organizational factors.

This study suggests that despite an

ongoing STD epidemic during the last 2
decades, physicians' practices in regard to
sexual health risk assessment and counseling
do not appear to be improving. Sexual history
is still not taken routinely during a general
medical examination, and minimal STD pre-
vention counseling is given during consulta-
tions relating to sexual health. Physicians'
underestimation ofpatient risk behaviors and
their continuing discomfort when discussing
sexuality merit increased attention by med-
ical educators. C:
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Involving Men in Reproductive Health:
The Young Men's Clinic

Bruce Armstrong, DSW, Alwyn T Cohall, MD, Roger D. Vaughan, DrPH,
McColvin Scott, MD, Lorraine Tiezzi, MS, and James F McCarthy, PhD

In recent years, efforts to target and
address the reproductive health needs of
young men have increased,3- although few of
these service programs have been sustained.4
This is unfortunate, because adolescent and
young adult males represent the other half of
the equation for the reproductive health prob-
lems affecting millions of young people each
year, and they may serve as vectors for possi-
ble solutions to many ofthese problems.

There are many reasons for the lack of
sustained development of affordable, develop-
mentally and culturally appropriate reproduc-
tive health programs for men, as well as for
men's reluctance to approach available services.
Adolescent males typically see themselves as

too old for the pediatrician but too young for the
internist. Because they are young, many are

uninformed about how to gain access to health
care on their own or are reluctant to do so

because ofembarrassment or cultural proscrip-
tions that equate seeking help with inappropri-
ate masculine behavior. Moreover, unlike
females who must visit a reproductive health
care provider for most contraceptive methods,
males may perceive fewer reasons to use repro-
ductive health care. Even young men who are

sufficiently motivated to gain access to repro-

ductive health services face formidable struc-
tural barriers to receiving care, and health care

staffs are often inadequately trained to address
the needs of adolescent and adult young men.S

As a result of both individual and envi-
ronmental factors, young men often wait a

long time before seeking needed reproductive
health services. The consequences ofthis inat-
tention and the magnitude of the reproductive
health diseases experienced by US adoles-
cents and young adults are enormous, and
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