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IIn our hypersexual culture, we cannot 
avoid the topic of sex. One merely has 
to go through the grocery store checkout 
line to see sex trumpeted in the headlines 
of women’s magazines. The implication? 
Everyone is sexual all of the time. 

Even without the cultural hype and 
the sexual myths it perpetuates, real 
problems are prevalent. Your patients 
may have difficulties discussing their 
concerns with you—and you may not be 
sure how to begin the conversation. 

How common are sexual problems?
Laumann et al reported that in a survey 
of 1749 women aged 18 to 59 years, 43% 
had sexual dysfunction (eg, inability to 
achieve orgasm, pain during sex).1 This 
report did not clarify whether these diffi-
culties were present all the time or on oc-
casion, and did not quantify whether the 
difficulties were associated with signifi-
cant emotional distress. In another survey 
of female sexual dysfunction, Bancroft et 
al estimated the incidence of female sex-
ual dysfunction to be around 25%.2

An accurate assessment of sexual dys-
function depends on how it is defined. In 
an earlier work, Frank et al interviewed 
middle-class white couples, and found 
that 40% of men reported erectile dysfunc-
tion and 63% of women reported problems 
with arousal.3 In this same group, however, 
50% of men and 77% of women reported 
“difficulties” that could not be labeled as 

dysfunctions but which caused patients to 
feel concern and dissatisfaction:

• �One’s partner chooses an 
inconvenient time for sex

• �Inability to relax
• Disinterest in sex
• �Attraction to a person who is not 

one’s partner
• Different sexual practices or habits
• Too little foreplay
• �Too little tenderness after intercourse

These difficulties can disrupt sexual 
relationships and have the potential to af-
fect a couple’s overall relationship. Most 
patients with sexual difficulties do want 
to talk about these issues, and women are 
3 times more likely than men to talk seri-
ously with their physicians about sex.4

Mutual discomfort inhibits discussion
Few patients approach the topic of sex 
with ease. Many of them—68% in one 
survey—fear they will embarrass their 
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Do patients want to talk with  
you about sex?
Yes. And they expect you to initiate  
the dialogue. Few of us are comfortable 
raising the topic of sexual function.  
The remedy? Be prepared.
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physician.5 In this same survey, 71% 
doubted their physician would take their 
problem seriously. Clinicians may not be 
any more comfortable than their patients 
when it comes to discussing sexual func-
tion. Taking a sexual history can feel awk-
ward, particularly if it does not relate to a 
patient’s presenting complaint.

Inadequate training about taking a 
sexual history may be the chief reason 
that sexual difficulties are overlooked in 
patient interviews. Less than one third of 
medical schools offer instruction on how 
to take a detailed sexual history. As a rule, 
fewer than 10 hours are devoted to training 
residents in sexual function.6 Even when 
physicians do take a sexual history, lack of 
training may leave them without the infor-
mation or skills to respond appropriately 
to concerns raised by the patient.

There are other obstacles to discuss-
ing sex with patients. Clinicians may be 
reluctant to discuss intimate issues with 
patients of a different culture or genera-
tion, fearing that they will cause offense 
or that they lack knowledge of cultural 
norms. Clinicians may be unfamiliar 
with the sexual practices a patient dis-
cusses or the terminology she uses and 
worry that they will appear uninformed 
or insensitive. Fear of litigation for per-
ceived sexual misconduct is another 
impediment—especially in a male-clini-
cian/female-patient scenario. 

Prepare yourself
An informed clinician is one who feels 
comfortable addressing sexual issues and 
whose receptive demeanor helps normal-
ize the topic for a patient. One excellent 
resource is William Maurice’s book, Sex-
ual Medicine in Primary Care.7 His chapter 
on interviewing methods offers sample 
questions you can use. The author also 
provides guidance on questions to avoid. 
Other chapters offer suggested questions 
for eliciting more in-depth information 
on specific sexual dysfunctions. Similar 
guidelines are available elsewhere.8,9

The website www.femalesexualdys-
functiononline.org/site/about.cfm, spon-
sored by the Baylor College of Medicine, 
is another helpful resource that offers a 
slide library on a variety of topics, such as 
interviewing about sexual problems, as 
well as online meetings, CME opportuni-
ties, and links to other resources.

When should the discussion start?
A sexual history can be included as part 
of your review of systems when you first 
meet a patient. This sets the expectation 
that you are interested in the whole pa-
tient and are a safe person with whom 
the patient can discuss sexual concerns. 

Other times can also be appropri-
ate—a complaint of acute low back pain 
should prompt a sexual history. Depres-
sion, chronic stomachache, migraine, or 
cough—any of these problems can in-
terrupt lives. Characterizing such sexual 
problems as an interruption normalizes 
the topic of sexual function for patients. 
Assure your patient that sexual problems 
are common and that there is hope for a 
solution.

Onset of menopause is a natural time 
to discuss sexuality. Physiologic changes 
during this transition are likely to influ-
ence a woman’s experience of sex, par-
ticularly diminished desire and increased 
discomfort with intercourse related to es-
trogen deficiency and vaginal changes. 

Taking the sexual history of underage 
patients is equally important. It not only 
normalizes sexual health but also pro-
vides an opportunity for you to correct 
misinformation and provide education 
about safer sexual practices and birth 
control.

A note of caution: avoid taking a sex-
ual history during a physical exam. Tak-
ing the sexual history while the patient 
is clothed and you both are seated may 
provide a nonthreatening atmosphere. 
If, however, the subject is broached dur-
ing an exam, make sure an appropriate  
“chaperone” is present.

In general, if you do not know the pa-
tient well or are uncomfortable with that 
patient or the sexual issue presented, the 
presence of a  “chaperone” may be help-
ful. Patients who speak another language 
should have a professional interpreter 
who is comfortable with the cultural is-
sues of sexuality; a family member serv-
ing as interpreter is not appropriate be-
cause it violates confidentiality. 

The specifics: Questions to ask
“May I ask you some questions about sex-
ual matters?” should be your first ques-
tion. By asking permission, you prepare 
the patient for the upcoming questions 
and allow the patient to decide if this is 

Establish that you 
are interested in  
discussing sexual 
concerns during 
your first meeting 
with a new patient.
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an area that she would like to discuss. If 
the patient says no, simply say you are 
available if at any time she wishes to dis-
cuss such matters.

Make questions simple and usable. 
Keep in mind that some patients inter-
pret questions quite literally. “Are you 
sexually active?” may elicit a no, if the pa-
tient remains passive during sex. 

Try to be as clear as possible and obtain 
a chronology of the issues at hand. For in-
stance, if you want a history of sexual ac-
tivity, ask,  “Have you been sexually active 
in the last 6 months?”  An even more fo-
cused question might be  “Have you been 
sexually active (or involved) with a part-
ner in the last 6 months?” If you simply 
ask your patient whether she has been 
sexually active with a partner, she may 
answer yes, meaning 20 years ago. 

Ask questions that are broad enough 
to include activities other than heterosex-
ual intercourse. Other questions you may 
want to ask are “Have you been sexually 
active with men, women, or both?” and 
“Do you or your partner have any sexual 
difficulties, such as your interest level, 
vaginal lubrication, orgasms, or pain on 
intercourse?” If the patient acknowledg-
es a problem with any of these 4 factors, 
your line of inquiry can become much 
more focused (Table).

Keep in mind the possibility that a pa-
tient’s specific religious or ethnic/cultural 
beliefs will influence her attitude about 
sexual activity. For example, most reli-
gions are pro-family and condone—even 
encourage—sexuality within the context 
of marriage. Some religions go further 
and proscribe certain activities. If you do 
not know a patient’s religious proscrip-
tions, you may offer advice that is unac-
ceptable to her.

A study of sexually active Afro-Carib-
bean and Afro-American women, aged 
40 to 80 years, showed that women in this 
population felt more comfortable reveal-
ing sexual difficulties when asked a uni-
versal question, such as  “Many women 
with diabetes have sexual problems. Is 
this a problem for you?”8 The authors 
suggest that asking this type of question 
of women in this minority group, espe-
cially women older than 60 years, may 
yield more information than you might 
otherwise learn. Their findings further 
showed that, although sexual problems 

in this group occur in similar frequency 
to those in a more heterogeneous popu-
lation, pain during sex seemed to occur 
more often.

Finally, consider delaying questions 
you suspect might be too sensitive—eg, 
asking for details of sexual activity that 
you think might be relevant to the pre-
senting problem—until you sense that 
you have earned your patient’s trust.

Slang or formal terminology?
Use clinical language rather than ver-
nacular. One of your goals should be to 
normalize the topic of sex. Clinical lan-
guage has less emotionality attached to it 
and thus maintains an appropriate pro-
fessional distance between you and your 
patient, which can be important for the 
patient’s comfort level. Because clinical 
language allows people to talk more eas-
ily about difficult problems, it also gives 
you an opportunity to teach. 

Proponents of vernacular language 
say it lessens ambiguity. Certainly, if a 
patient does not understand the clinical 
terms you are using, you should resort to 
more common language.

Involving her partner
Once you have determined that there is 
a problem, it may be reasonable to ask 
your patient’s permission to involve  her 
partner in your discussions. If you decide 
to refer to a specialist, that may also be a 
time to involve her partner. It might be 
appropriate to talk with the couple when  

Some patients may 
be more comfortable  
answering questions 
that emphasize 
the universality of 
sexual problems.

Possible Sexual Dysfunction  
According to Complaint

	 Possible  
Complaint	 Dysfunction

Lack of interest	 Hypoactive sexual  
	 desire disorder or  
	 sexual aversion  
	 disorder

No vaginal 	 Female arousal 	
lubrication	 disorder 

No orgasm 	 Female orgasmic  
	 disorder

Pain on 	 Dyspareunia or 
intercourse	 vaginismus

TABLE
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considering potential treatments so that the 
partner has a good understanding of the 
problem and can help with the solution.

Therapies for sexual problems
Although there may be a biological basis 
for a sexual problem, sexual behavior is 
usually interactional. Hypoactive sexual 
desire disorder can be difficult to treat for 
this very reason. It can involve cultural, 
religious, relationship, and perhaps even 
educational factors, and not just physi-
ologic influences. If, however, you believe 
that a hormone imbalance is the primary 
issue, estrogen or testosterone therapy 
(or both) may be warranted. At present, 
however, there are no therapies approved 
by the US Food and Drug Administra-
tion for women with lessened sexual de-
sire. Incorporating other modalities, such 
as counseling, may provide more robust 
treatment than hormone therapy alone.

A woman’s arousal is as much cogni-
tive as it is physiologic. Subjective arousal 
is not well correlated with genital re-
sponse. For example, when shown erotic 
videos, both women who report problems 
with arousal and women who report no 
problems with arousal display similar 
increases in genital vasocongestion. This 
again speaks to the multidimensional na-
ture of sexual response and enjoyment.10 

Lubrication—water-soluble or non-
water-soluble—can also help with arous-
al disorders. Saliva is not only a great lu-
bricant, its pH is similar to that of vaginal 
secretions and will not impede sperm 
motility.

A significant number of women do not 
experience orgasm during intercourse. 
Specific questions asked about stimula-
tion may suggest answers: Have you ever 
had an orgasm? Does it occur only occa-
sionally or with some partners and not 
others? Can you masturbate to orgasm? If 
the answer to this last question is yes, the 
problem may be partner related. 

Good protocols exist for treating female 
orgasmic dysfunction. These therapies in-
clude body awareness, relaxation, and ex-
ercises to create orgasm (self-stimulation 
first, then stimulation by the partner).11 

The treatment may also involve attention 
to concomitant disorders such as anxiety 
or obsessive compulsive disorder that can 
inhibit  “letting go,” which facilitates an or-
gasmic experience.

Basic assumptions that will  
serve you well
Understand that your patients may be 
embarrassed at first—use sensitivity 
when broaching any discussion of sex. 

Most patients have limited medical 
understanding and will not use appropri-
ate terminology. Consider this an oppor-
tunity to teach. 

Patients may be uninformed about sex-
uality and reproduction. Encourage them 
to ask any questions that occur to them. 

When dealing with couples, it is safe to 
assume they have not always been candid 
with each other or have not shared their 
most intimate fears or desires about their 
sexual relationship.12 

Keep in mind that most sexual prob-
lems have multiple determinants and 
may require multilevel interventions.

Use good interviewing techniques and 
you will elicit useful information and be 
most helpful for your patients. n
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Subjective arousal 
does not correlate 
well with genital 
response in women.


