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Abstract 

Objective:   Optimal elements of a sexual history for sexually transmitted infection (STI) and HIV IVHIVrisk assessment remain undefined.  We set out to describe sexual histories in use at STI clinics across the United States.
Methods:  We surveyed facilities in cities with populations > 200,000 (n=65). Within each city a public health STI clinic (71% of the sample) or other STI care facility (29%) was randomly selected and sexual history forms were requested.  Information was obtained from 48 clinics (74% response).  

Results:  Most forms recorded information on symptoms and prior STI (96%), condom use (88%), other contraception (85%), and numbers and gender (83%) of sex partners.  Common HIV risk questions were injecting drug use (IDU; 94%), sex for drugs or money (58%), and sex with an HIV-positive or IDU partner (52%). Ascertainment of time during which risks occurred varied from the past 14 days to the past 12 months, with only 39% of clinics using any one time period.  Few histories (17%) incorporated questions for men who have sex with men (MSM). Only two (4%) had space to record information about sexual behaviors by the HIV status of the sex partner.  Condom use was infrequently assessed specifically for vaginal and anal sex (13%), and condom use problems were rarely explored (10%).  Most forms documented STI/HIV counseling, though few (25%) included specific risk reduction plans. 
Conclusions:   Sexual histories are highly variable. STI/HIV care, surveillance, and prevention may be improved by developing consensus on core questions to be used in sexual histories.
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Sexual histories guide diagnostic sexually transmitted infection (STI) and HIV testing1-3 and counseling efforts.  The United States (US) Preventive Services Task Force guidelines recommend that clinicians elicit sexual histories with all adolescent and adult patients.1  In addition, the Centers for Disease Control and Prevention (CDC) now advocate an approach to HIV prevention in which interventions of variable intensity are directed to persons based on risk.4  Sexual histories can serve as a starting point in triaging patients into intensified prevention interventions.  Information from such histories are a source of behavioral epidemiologic data to assess population risk and response to STI/HIV prevention interventions.   Despite the importance of eliciting a sexual history, no standardized sexual history risk assessment instruments have been delineated5, 6 in the US that could be used by clinics to guide patient management as well as for a nationwide surveillance system.  Many publications encourage clinicians to perform sexual histories; however few data are available regarding what questions are typically asked by clinicians when they undertake sexual histories in clinical practice. 7-18

 ADDIN EN.CITE <EndNote><Cite><Author>Temple-Smith</Author><Year>1999</Year><RecNum>974</RecNum><MDL><REFERENCE_TYPE>0</REFERENCE_TYPE><LABEL>99377450</LABEL><AUTHORS><AUTHOR>Temple-Smith, M. J.</AUTHOR><AUTHOR>Mulvey, G.</AUTHOR><AUTHOR>Keogh, L.</AUTHOR></AUTHORS><TITLE>Attitudes to taking a sexual history in general practice in Victoria, Australia</TITLE><SECONDARY_TITLE>Sex Transm Infect</SECONDARY_TITLE><YEAR>1999</YEAR><VOLUME>75</VOLUME><NUMBER>1</NUMBER><PAGES>41-4</PAGES><KEYWORDS><styles></styles><KEYWORD>sex hx  Adult</KEYWORD><KEYWORD>Communication Barriers</KEYWORD><KEYWORD>Family Practice</KEYWORD><KEYWORD>Female</KEYWORD><KEYWORD>Health Promotion</KEYWORD><KEYWORD>Human</KEYWORD><KEYWORD>Knowledge, Attitudes, Practice</KEYWORD><KEYWORD>Male</KEYWORD><KEYWORD>*Medical History Taking</KEYWORD><KEYWORD>Middle Age</KEYWORD><KEYWORD>*Physician-Patient Relations</KEYWORD><KEYWORD>Physicians, Family/*psychology</KEYWORD><KEYWORD>*Sex Behavior</KEYWORD><KEYWORD>Sexually Transmitted Diseases/diagnosis</KEYWORD><KEYWORD>Support, Non-U.S. Gov&apos;t</KEYWORD><KEYWORD>Victoria</KEYWORD></KEYWORDS></MDL></Cite></EndNote>{Temple-Smith, 1999 #974}
We set out to collect and describe sexual history forms in use at clinical settings across the US that  provide STI care and HIV counseling and testing services.

METHODS

We focused on cities with populations > 200,000 that reported year 2000 gonorrhea, chlamydia, and syphilis cases (n = 65) in order to assess sexual history documentation practices in reasonably high-volume STI care sites.19  Within each city a public health sexually transmitted disease clinic or other STI  care facility was randomly selected from national directories20 that are maintained for national STI/HIV testing and care telephone hotline referrals and thus, were considered to be current and complete.  Staff at the selected clinics were asked to send the clinic’s sexual history form(s).  We solicited forms in 2002-2003 with up to three mailings and three phone calls.  The study received a human subjects certificate of exemption from the University of Washington. Forms were transcribed into an Excel (Microsoft, Redmond Washington) database and descriptive data of key chart elements were summarized.  All data in the database were cross-checked against the original forms for quality assurance.

RESULTS

Study Respondents

Forty-eight of 65 clinics participated (74% response), representing 29 states from western, midwestern, northeastern, and southern state regions, Washington DC, and Puerto Rico. Most (72%) were public STI clinics; others included family planning, college health, gay men’s, and teen clinics.  The 17 non-responding clinics did not differ by geographical distribution from the responding sites.

Sexual History Format

The majority used a single form for both women and men (58%), while the remainder used separate forms for males and females.  Many used a checklist format with some narrative (58%), while 38% used checklists only.  Common domains were reason for visit, symptoms, recent sexual behaviors, STI history, HIV risks, obstetrical and gynecologic history, and counseling.  Other chart elements included exam findings (19% had anatomical pictures of genitalia for charting), diagnosis and treatment; labs; and referrals.  

Sexual History Questions

Figure 1 provides a rank order summary of the key questions that are detailed below.

Reason for visit:  Most asked this (85%), with responses generally including symptoms, contact with STI/HIV or a symptomatic partner, positive screen, and desiring a STI/HIV screen or test.  

Symptoms: Symptoms were nearly always noted (96%), using a variety of terms to focus on urethral and vaginal discharge, genital and non-genital lesions, pruritis, dysuria, lymphadenopathy, abdominal pain, and anorectal symptoms, among others.  Symptom duration was noted on most of the forms (71%).

Recent sexual behaviors: Most inquired about sex partner gender (male, female, or both) and number of recent partners (83% for each question), and 81% asked date of last sexual exposure.  

As seen in Figure 1, the number of past sex partners was ascertained for varying periods. The most commonly used timeframe was the past 30 days (38%); 46% used more than one time frame.  Fewer than half (40%) asked about type of partner, such as new (35%), regular or main and casual (19%), and anonymous (4%).  

Few forms (17%) included questions assessing risks for men who have sex with men (MSM) separately from heterosexuals, or allowed clinicians to record information separately for male and female partners of persons with partners of both genders.  Only two clinic forms (4%) were designed to record information about sexual behaviors in relation to partner HIV status.


Most forms (88%) recorded general questions about condom use, rather than documenting condom use specifically with anal or vaginal sex acts (13%) or type of sex partner (19%).  Of those with condom use questions, a quarter used categorical responses (always, sometimes, never) and one third sought yes/no responses.  None asked about characteristics of sex partners with whom condoms were or were not used. Only five sites asked about condom use correctness or problems with condom use such as putting the condom on backwards, or after genital contact begins.

STI history: Almost all (46/48 sites) noted previous STI history; 65% noted date of last episode.  

HIV:  Many forms (71%) included at least one HIV risk question21,22   such as sex with a bisexual man for females, or sex with an HIV-positive partner. For those forms listing an STI/HIV risk section, there was not consistency in which risk factors were queried, though common items can be seen in Figure 3.  Several sites (8%) included perinatal HIV exposure as a patient risk factor.  Only five sites (10%) consistently asked ever and last date of exposure for a range of HIV risk questions.

More than half of the forms documented HIV testing history.  Six sites recorded whether the patient wanted to be tested for HIV during the visit (13%).  
Obstetrical and gynecologic history:  Most forms (85%) recorded female patients’ pregnancy history; three (6%) asked about pregnancy intent. Almost all (44/48 sites) asked about contraception other than using condoms, and 48% asked this of both men and women.  Contraceptives queried were barrier (92%), hormonal (83%), surgical (65%), and other methods (69%).
Counseling:  Eighty-one percent recorded didactic information such as ‘health teaching’. Many also noted ‘counseling’ (71%), though whether this involved a client-centered approach23 was difficult to determine.  Few (25%) listed specific risk reduction plans such as ‘maintain monogamy’ or ‘reduce number of sex partners.’ Around one in three (29%) documented that informational materials such as videos or pamphlets were presented. 

Partner notification parameters – i.e., discussion of ways to contact sex partners of STI/HIV-positive patients about their infection risk – were not consistently present on the sex history forms.  Half of the forms recorded referrals to a disease investigation specialist or other referral for partner follow-up; 15% of the forms listed contact from the health department for partner exposure as a reason for the patient visit.
Other:  Substance use other than injecting drug use (IDU) was assessed about half the time (46%); few (8%) noted drug use frequency.  Substances commonly assessed included stimulants such as cocaine and amphetamines (25%), and alcohol (25%). One-third of the forms assessed history of sexual assault (33%).  

DISCUSSION

STIs including HIV are among the dominant health problems in the world.24  Sexual histories are the starting point for clinical STI/HIV care, counseling and prevention, and provide the most readily accessible source of behavioral data related to sexual risk.  Despite the critical importance of sexual histories, our study demonstrates that even in clinics primarily devoted to STI care and HIV testing, there is little standardization of what constitutes a sexual history.    In particular, we identified several areas where omissions may adversely affect clinical or preventive care and may undermine epidemiologic surveillance.   

First, questions involving periods of time during which recent sexual exposures occurred (contact periods) are inconsistent.  Although short contact periods of two weeks or one month may provide the most accurate information in terms of recall,25 and encompass incubation periods for many bacterial pathogens as well as for genital herpes, they do not encompass the total infectivity periods for most viral and bacterial pathogens.26  On the one hand, the infectivity for many STIs including HIV is thought to peak during the acute phase of infection, then probably declines as the infection subsides. Further, the person with onset of acute STI symptoms probably was exposed to a source contact during the typical incubation period.  Thus, matching the period of inquiry to the incubation period as a probable period of peak infectivity for specific STIs will yield the highest rate of infection in partners brought to examination or offered treatment.  For purposes of partner notification, the CDC currently advocates asking about sexual contacts during the past 60 days for chlamydia and gonorrhea, reflecting studies demonstrating a high prevalence of infection in sexual partners encountered during this timeframe.3, 27, 28  ADDIN EN.CITE <EndNote><Cite><Author>Potterat</Author><Year>1999</Year><RecNum>2339</RecNum><MDL><REFERENCE_TYPE>0</REFERENCE_TYPE><AUTHORS><AUTHOR>Potterat, J. J.</AUTHOR><AUTHOR>Zimmerman-Rogers, H.</AUTHOR><AUTHOR>Muth, S. Q.</AUTHOR><AUTHOR>Rothenberg, R. B.</AUTHOR><AUTHOR>Green, D. L.</AUTHOR><AUTHOR>Taylor, J. E.</AUTHOR><AUTHOR>Bonney, M. S.</AUTHOR><AUTHOR>White, H. A.</AUTHOR></AUTHORS><YEAR>1999</YEAR><TITLE>Chlamydia transmission: concurrency, reproduction number, and the epidemic trajectory</TITLE><SECONDARY_TITLE>Am J Epidemiol</SECONDARY_TITLE><VOLUME>150</VOLUME><NUMBER>12</NUMBER><PAGES>1331-9.</PAGES><LABEL>20068276</LABEL><KEYWORDS><KEYWORD>network</KEYWORD><KEYWORD>Adolescence</KEYWORD><KEYWORD>Adult</KEYWORD><KEYWORD>Aged</KEYWORD><KEYWORD>Case-Control Studies</KEYWORD><KEYWORD>Chlamydia Infections/epidemiology/*transmission</KEYWORD><KEYWORD>Colorado/epidemiology</KEYWORD><KEYWORD>Communicable Disease Control</KEYWORD><KEYWORD>*Disease Outbreaks</KEYWORD><KEYWORD>Epidemiologic Methods</KEYWORD><KEYWORD>Female</KEYWORD><KEYWORD>Human</KEYWORD><KEYWORD>Male</KEYWORD><KEYWORD>Middle Age</KEYWORD><KEYWORD>Reproduction</KEYWORD><KEYWORD>Sexually Transmitted Diseases/epidemiology/*transmission</KEYWORD></KEYWORDS></MDL></Cite></EndNote>[Potterat, 1999 #2339]However, two months may not be an optimal contact period for assessing HIV risk, where a 12-month timeframe appears to be considerably more sensitive.29, 30  The optimal contact period for sexual histories depends upon which STI is of concern, and asking about two periods may be best.  We believe sexual histories could be standardized to focus on two months and one year.

Second, sexual histories tend to be undifferentiated by type of patient.  Fewer than one in five clinics asked questions designed to elicit risk histories from MSM specifically. Relatively little information was collected about sex partners or behavior with specific types of partners.   Recent epidemiologic studies have begun identifying partner characteristics associated with HIV risk. Having older partners has been associated with HSV-2 among heterosexuals in the US, ADDIN EN.CITE <EndNote><Cite><Author>Catania</Author><Year>1996</Year><RecNum>1918</RecNum><MDL><REFERENCE_TYPE>0</REFERENCE_TYPE><AUTHORS><AUTHOR>Catania, J. A.</AUTHOR><AUTHOR>Binson, D.</AUTHOR><AUTHOR>Stone, V.</AUTHOR></AUTHORS><YEAR>1996</YEAR><TITLE>Relationship of sexual mixing across age and ethnic groups to herpes simplex virus-2 among unmarried heterosexual adults with multiple sexual partners</TITLE><SECONDARY_TITLE>Health Psychol</SECONDARY_TITLE><VOLUME>15</VOLUME><NUMBER>5</NUMBER><PAGES>362-70.</PAGES><LABEL>97046794</LABEL><KEYWORDS><KEYWORD>HSV</KEYWORD><KEYWORD>network</KEYWORD><KEYWORD>Adult</KEYWORD><KEYWORD>Age Factors</KEYWORD><KEYWORD>Chi-Square Distribution</KEYWORD><KEYWORD>Cohort Studies</KEYWORD><KEYWORD>Confidence Intervals</KEYWORD><KEYWORD>Cross-Sectional Studies</KEYWORD><KEYWORD>Education</KEYWORD><KEYWORD>Ethnic Groups</KEYWORD><KEYWORD>Female</KEYWORD><KEYWORD>Health Behavior</KEYWORD><KEYWORD>Herpes Genitalis/blood/*epidemiology/*transmission</KEYWORD><KEYWORD>Herpesvirus 2, Human/*isolation &amp;amp; purification</KEYWORD><KEYWORD>Human</KEYWORD><KEYWORD>Income</KEYWORD><KEYWORD>Logistic Models</KEYWORD><KEYWORD>Male</KEYWORD><KEYWORD>Odds Ratio</KEYWORD><KEYWORD>Prevalence</KEYWORD><KEYWORD>*Risk-Taking</KEYWORD><KEYWORD>Sampling Studies</KEYWORD><KEYWORD>Sex Behavior/ethnology/psychology/*statistics &amp;amp; numerical data</KEYWORD><KEYWORD>Sex Factors</KEYWORD><KEYWORD>*Sexual Partners</KEYWORD><KEYWORD>Sexually Transmitted Diseases/epidemiology</KEYWORD><KEYWORD>Single Person/psychology/*statistics &amp;amp; numerical data</KEYWORD><KEYWORD>Support, U.S. Gov&apos;t, P.H.S.</KEYWORD><KEYWORD>United States/epidemiology</KEYWORD></KEYWORDS></MDL></Cite></EndNote>[Catania, 1996 #1918] and HIV among MSM in the US31 and heterosexuals in Africa.32  Among MSM STI clinic patients, new HIV diagnosis is associated with anonymous sex partners and unprotected anal sex with HIV positive partners or partners of unknown HIV status.33  To the extent that individuals vary their condom use based on perceived riskiness of the sexual partner and type of relationship34, interpretation of an aggregate condom use question is problematic and difficult to use in focusing counseling plans.  Although the behaviors of one’s partners undoubtedly influences one’s risk of STI/HIV, the accuracy of one’s perception of partner behaviors may be low.35  Whether partner-based sexual history questions will prove to have clinical utility remains to be seen.  Nonetheless, existing data are sufficient to justify incorporating questions about condom use and partner HIV status into routine sexual histories for MSM.  An example of this question that is in clinical use can be seen at http://depts.washington.edu/cfar/research tools.   
Problems with condom use are rarely assessed, though user failure is common36 and has been associated with HIV seroconversion among MSM.37, 38 Because both condom use consistency and correctness affect STI/HIV risk,39  redressing condom use problems may be an important part of preventive care.26 

Third, chart organization suggests that if STI/HIV risk reduction plans are negotiated, they are not documented.    Defining a specific risk reduction plan has been shown in randomized clinical trials in STI clinics to be effective in reducing incident STI.40, 41  Specifying a risk reduction plan may improve documentation and provider adherence to counseling standards,42-44 including counseling of HIV-positive individuals.45 

Finally, clinical charts do not consistently record plans for partner notification and treatment.  In some clinics, such plans are recorded in records maintained by disease intervention specialists, public health personnel who assist persons in ensuring that their sex partners are treated.  However, US STI clinics provide partner notification services to fewer than half of all persons newly diagnosed with HIV, and 20% of persons with bacterial STI.46  It is uncertain the extent to which the failure to record partner notification plans reflects a wider failure to consistently address the issue of partner treatment.  

This study is limited by having data based not on actual or standardized observations of patient interviews, but rather on review of forms used to document such encounters.   Forms may not capture all existing components of a given patient-clinician interaction.  Clinician training to assure consistent and appropriate administration of sexual histories – regardless of chart form used – remains an ongoing need.
This national survey of forms used to elicit sexual histories found that STI clinics in the US ask about past risk behaviors over disparate periods of time, focus almost exclusively on individual behavior without reference to partner risk, and do not appear to consistently prompt clinicians to record risk reduction plans.  Questions used specifically to assess HIV risk were variable.  Optimal elements of a general sexual history have not been defined in the US, though guidance for risk screening of HIV-positive individuals has been recently promulgated.47  This failure may explain the heterogeneity we observed in the components of current sexual histories.  Efforts are underway in Australia48 and the United Kingdom49 to define standardized sexual histories. 

Sexual histories are critical for clinical management, and collect data that can shed light on trends in risk and prevention behaviors. Identifying a core set of questions that can be used across subpopulations could be based upon association of patient responses with STI/HIV risk and definition of modifiable behaviors.  The CDC has begun to define standardized behavioral surveillance questions, some of which might need to be abbreviated for use in clinical practice50 as not all items relevant for assessing population level risk will be relevant for clinical management, and vice versa.  
Since individuals continue to be diagnosed late in the course of their HIV disease,51-53  there remain missed opportunities for HIV detection among patients being seen in STI settings53, 54 and for STI detection among HIV-positive individuals.43, 55, 56  STI/HIV risk assessment, clinical management including counseling, surveillance and epidemiologic research would be facilitated by development and adoption of a more standardized sexual history.
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Figure 1  Frequency of Sexual History Questions Asked in United States Sexually Transmitted Infection Care Settings, 2002-2003 
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*Partner notification indicates follow-up with sexual partners of STI/HIV-positive patients

** Sex partner type such as new, anonymous, regular or main partner

**Men who have sex with men (MSM): sexual history questions asked separately for MSM 

Figure 2  Sexual Exposure Time Periods Queried in United States Sexually Transmitted Infection Care Settings, 2002-2003 
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Figure 3  HIV Risk Factors Queried in United States Sexually Transmitted Infection Care Settings, 2002-2003 
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