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A b s t r a c t

Introduction. While there is evidence of increased professional and public awareness of sexual problems, both male
and female sexual dysfunctions remain underdiagnosed and undertreated by health care professionals around the
world. Health care professionals (HCPs) are typically reluctant, disinterested, or unskilled in sexual problem
management and regrettably are often disinclined to inquire about sexual issues. HCPs in all countries receive
variable, nonstandardized, or inadequate training in sexual history taking and its treatment.
Aim. This article presents a standard operating procedure (SOP) for taking a sexual history from men or women
with sexual problems or performance concerns.
Methods. Review of relevant evidence-based literature identified through a PubMed search, integrated with expert
opinion.
Results. Guidelines for taking a sexual history are presented along with the relevant domains, opening and follow-up
questions.
Conclusions. The SOP presented in this article offers HCPs a brief, structured, and uniform method for obtaining
a sexual history from men or women seeking health care services. Sexual history taking should be based on three
basic principles, which serve as the foundation for managing sexual problems in men and women. These include
the following: (i) a patient-centered approach; (ii) evidenced-based diagnostic and treatment recommendations; and
(iii) use of a unified management approach for men and women. Sexual history taking should always be conducted
in a culturally sensitive manner, taking account of the individual’s background and lifestyle, status of the partner
relationship, and the clinician’s comfort and experience with the topic. Sexual inquiry should be incorporated into
all new patient encounters, when possible, if only to ask one or two broad questions such as the following: “Are you
sexually active? Do you have any sexual concerns or problems you would like to discuss?” Sexual history taking is a
cornerstone of sexual medicine clinical practice. All patients should be provided an opportunity for frank and open
discussion of sexual issues or concerns, conducted in an atmosphere of sensitivity and respect. Althof SE, Rosen RC,
Perelman MA, and Rubio-Aurioles E. Standard operating procedures for taking a sexual history. J Sex Med
**;**:**–**.
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Introduction

T he standard operating procedure (SOP) pre-
sented in this article offers health care pro-

fessionals a brief, structured, and uniform method
for obtaining a sexual history from men or women
seeking health care services. We focus on the

process of the interview, as well as providing a
structure and content for obtaining data. Even
asking patients one question regarding their sexual
health signals, that now, or in the future, the HCP
is interested in this aspect of life and that the indi-
vidual may safely raise sexual concerns in the
future. Clinicians are encouraged to consider the
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relevance of taking a sexual history and to
make use of this article to increase confidence and
knowledge in assessing patient’s sexual complaints.

Global surveys estimate that 9–29% of men and
16–43% of women suffer from distressing sexual
problems [1,2]. Unfortunately, these individuals’
sexual health concerns are often neglected in clini-
cal practice [3,4], although the majority of patients
would prefer to have the opportunity to discuss
sexual issues with their health care provider (HCP)
[5,6]. While there is evidence of increased profes-
sional and public awareness of sexual problems,
both male and female sexual dysfunctions remain
underdiagnosed and undertreated by health care
professionals around the world [7–9].

Table 1 lists the most common reasons why
patients avoid discussing sexual health issues with
health care professionals and reasons why clini-
cians avoid doing so. Patients avoid discussing
their sexual problems due to the following: a lack
of opportunity, as well as a sense of embarrassment
or shame [10]. They also struggle with the societal
taboo against the open discussion of sexuality,
even with their HCP. Men and women with sexual
problems do not generally feel comfortable or
optimistic about seeking professional help for their
problem [3,11,12]. They also wonder whether
sexual dysfunctions are truly legitimate and treat-
able medical, psychological, or interpersonal con-
ditions [13]. Complicating the situation is that
patients frequently are uncertain which provider is
a specialist in sexual medicine or suitably trained to

help with this problem. Should they seek out a
family practice physician, urologist, gynecologist,
psychologist, or endocrinologist?

Adding to the patient’s burden is their percep-
tion that HCPs are reluctant, disinterested,
or unskilled in sexual problem management
[10,14,15]. Indeed, HCPs are disinclined to inquire
about sexual issues due to their negative attitudes
regarding sexual problems, time constraints, unre-
alistic fears of offending the patient, deficits in
communication skills, reimbursement concerns,
the lack of available or approved treatments, and a
growing knowledge gap between developments in
sexual medicine and the clinical skills of practicing
physicians [16–18].

An international study of 27,500 men and
women revealed that half of all sexually active par-
ticipants had at least one sexual problem; however,
only 19% had sought medical care and only 9%
reported being asked about sexual health in
the previous 3 years [19]. Most men and women
believe that it is a physician’s responsibility to
address sexual health concerns and are pleased or
grateful when their physician or health provider
initiates the discussion [5,20].

Although the minority of primary care physi-
cians report taking sexual histories their focus
tends to be toward sexually transmitted diseases
(STDs) or contraceptive issues rather than sexual
function [7,10]. Further evidence of the lack of
attention or avoidance of sexual issues and con-
cerns comes from a study of British general prac-
titioners that indicated only 2% recorded sexual
concerns or problems in their notes [21]. Discom-
fort is acknowledged by physicians when asking
sexual questions to a patient of the opposite gender
[22] or a patient under age 18 or older than 65 [7].

It is important that sexual problems be inte-
grated into the arena of health care because they
clearly reduce the quality of life for patients and
their partners, are associated with both depression
and anxiety, and contribute to decreased inter-
personal satisfaction [18]. In particular, the cardio-
vascular status of men with erection problems
should always be assessed, as ED symptoms serve
as a harbinger of later cardiac disease [23]. Despite
these potential negative consequences, men and
women with sexual problems typically avoid
seeking professional help and HCPs avoid raising
the issue.

Alternatively, taking a sexual history serves to
strengthen the therapeutic alliance. Patients feel
understood and believe that the HCP takes their
concerns seriously. The HCP can access the

Table 1 Reasons given by patients and clinicians for not
taking a sexual history

Patients

Lack of opportunity
Sense of embarrassment and shame
Societal taboo against the open discussion of sexuality
Not feeling optimistic about the outcome of such a discussion
Uncertain whether sexual problems/concerns are part of heath

care
Uncertain which specialty treats sexual problems/concerns

Clinicians

Time constraints
Unrealistic fear of offending the patient
Deficits in communication skills
Reimbursement concerns
Lack of available or approved treatments
Growing knowledge gap between developments in sexual

medicine and the clinical skills of the clinician
Discomfort about asking sexual questions to a patient of the

opposite gender
Discomfort about asking sexual questions to a patient under age

18 or over 65
Inadequate training in sexual health
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patient’s readiness for change and provide a safe
and empathic environment in which to explore
obstacles, choices, and the meanings of medical
and/or psychologic intervention. By so doing, the
HCP provides support, a sense of hopefulness, and
helps to define realistic outcomes.

Health care professionals in all countries receive
variable, nonstandardized, or inadequate training
in sexual history taking and its treatment [10,24].
Despite recent attempts to develop innovative
teaching programs for physicians, significant barri-
ers remain [25–28]. In spite of conscientious efforts
to train HCPs, few have changed their practice
patterns to incorporate sexual history taking into
their routine medical/psychological assessments
[17,29]. In one study, nearly one in four OB/GYNs
and 38% of primary care physicians reported that
they were “not at all confident” in assessing or
managing sexual desire problems in men or women
[30]. From a moral/ethical perspective, the World
Health Organization has stated that “all persons
have the right to seek, receive and impart informa-
tion related to sexuality, as well as receiving the
highest attainable standard of sexual health, includ-
ing access to sexual and reproductive health care
services.” “Sexual rights embrace human rights that
are already recognized in national laws, interna-
tional human rights documents and other consen-
sus statements [31].”

Management Principles in Sexual Medicine

Three basic principles serve as the foundation for
managing sexual problems in men and women.
They are the following: (i) a patient-centered para-
digm; (ii) incorporating evidenced-based medicine
in formulating recommendations; and (iii) the use
of a unified management approach. These guide-
lines provide a balanced and integrated approach
to clinical evaluation and treatment of sexual prob-
lems and dysfunction [32]. These three principles
are shown in Table 2.

Patient-Centered History Taking

The patient-centered model is an interactive
approach that seeks to craft an empathic perspec-

tive regarding the patient’s presenting complaints.
It is a major departure from the disease-centered
model where the patient is relatively passive and
submits to the opinion and expertise of the clini-
cian (paternalistic model). In the patient-centered
paradigm, the HCP attempts to “stand in the
patient’s shoes” to understand and respect his/her
ideas, feelings, expectations, and values [33–35].
“Patient centered medicine assumes a holistic
approach that takes into account not only the
biological dimension of disease but also its psycho-
logical and social implications, in accordance with
the definition of health provided by the World
Health Organization [32].”

From a patient-centered perspective, sex and
intimacy are areas of concern to many individuals
and should accordingly be a significant concern
for HCPs. Health care professionals should avoid
an overly narrow focus on performance issues. It is
important to consider the broader context which
includes the following: psychosocial/contextual
issues, sexual orientation, gender conflicts, body
image concerns, STDs, or sexual victimization.
Sexuality is integral to the overall life situation of
the individual and their partner, and this broad
context should always be taken into account.

Table 3 lists the six components of the patient-
centered process.

Patient-centered medicine assumes a bio-
psychosocial approach which aims to capture
the ever changing influences of biology and psy-
chological life [36]. It is a dynamic and additive
model. Regardless of the precipitating causes, over
time, changes in both biological and psychosocial
domains occur. This biopsychosocial model
encompasses the psychological life of the person
with a sexual problem or dysfunction, the impact of
the problem or dysfunction on both the individual
and the couple’s sexual life, and the influence of
other health factors, medications, lifestyle, and
disease. By incorporating these issues into a global
assessment of sexual problems, one arrives at a
more comprehensive understanding of the deter-
minants and conditions surrounding sexual prob-
lems and dysfunctions.

Table 2 Principles in sexual medicine care

1. Adoption of a patient-centered framework, with emphasis in
cultural competence in medical practice

2. Application of the principles of evidence-based medicine in
diagnostic and treatment planning

3. Use of a unified management approach in evaluating and
treating sexual problems in both men and women

Table 3 The six interactive components of
patient-centered process

Exploring both the disease and illness perspective
Understanding the whole person
Finding common ground regarding management
Incorporating prevention and health promotion
Enhancing the patient-clinician relationship
Being realistic

SOP for Taking a Sexual History 3
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Figure 1 depicts an overview of the bio-
psychosocial evaluation of male and female sexual
dysfunction.

Cultural Competence
In addition to emphasizing the interactive and
empathic components of patient-centered care,
HCPs should develop an awareness and sensitivity
to cultural differences. Not doing so may cause
health care to be compromised. Cultural compe-
tence consists of overcoming language barriers,
improving communication between HCPs and
patients, understanding patient’s viewpoints on
their complaints, and insuring that the patient
understands the range of proposed treatment
options [32].

Application of Evidenced-Based Medicine in
Diagnostic and Treatment Planning
Evidenced-based medicine is the integration of
the best available research evidence with clinical
expertise and patient values [37]. The specifics of
evidenced-based medicine are beyond the scope
of this article, but the principles are important
in selecting appropriate and helpful diagnostic
procedures and recommending the best available
treatments.

A Unified Approach for Men and Women

The recommendation for a unified approach
stresses the need for gender equality in the assess-
ment and treatment of sexual problems. In the
past, women have not received the same access to

sexual health care as men and the unified approach
is an attempt to create equal access for both
genders. Equality is also relevant and important
to men who have sex with men, women who have
sex with women, and individuals struggling with
transgender concerns.

The Process of Sexual History Taking

The HCP initiates a discussion of sex with the
patient in a mutually comfortable manner which
actually transcends the importance of which ques-
tion is asked. Keep in mind that there is no single
question about sex or sexual function that is always
correct or suitable to ask. Clinicians need to be
encouraged to use a degree of flexibility, judgment,
and sensitivity to the situation and the patient’s
needs [38]. For example, acute visits for ailments
such as a migraine headache are not the venue for
taking a sexual history; however, the patient’s first
comprehensive visit is an excellent opportunity to
begin this process.

Attention should be paid to the setting of the
interview, in particular the need for privacy and
confidentiality, and the clinician should make
every effort to ensure patient trust, comfort, and
openness. The approach used to initiate the dis-
cussion of sexual life will vary based on the comfort
of both the patient and clinician. It is recom-
mended that HCPs ask for permission to conduct
an inquiry of sexual life. In a neutral straightfor-
ward manner, the HCP might ask, “At this point
in the exam, I generally ask some questions regard-
ing your sexual life. Will that be okay?” Variables
that impact comfort for either are gender, sexual
orientation, culture, geography, age, and religios-
ity [38].

While the primary goal of sexual history
taking is to obtain as much information as
possible to assess the relevant factors contribut-
ing to the sexual problem, establishment and
maintenance of the therapeutic alliance is upper
most. Empathy and rapport should never be
sacrificed in the service of obtaining data [39].
This alliance will be strengthened if the patient is
asked direct questions in a professional, straight-
forward, reassuring, and empathic manner. Use a
direct approach with inquiry initiated in a neutral
tone, using nonjudgmental screening questions.
The quest for details must be balanced by sensi-
tivity to the patient’s concerns and feelings as
the information is collected and the interview
proceeds. Let the story unfold, in the available
time, carefully guiding him/her rather than

Inquiry Regarding Sexual Function

Medical History, Physical Exam, and Labs

Relationship Factors

Psychological Concerns

Figure 1 Overview of the biopsychosocial evaluation of
male and female sexual dysfunction.

4 Althof et al.

J Sex Med **;**:**–**



unnecessarily interrupting while mechanistically
pursuing a predetermined list of questions
[38,40,41].

While brief validated checklists, question-
naires, or patient reported outcomes [42–47] may
be of value in the identification and assessment of
a sexual problem, these should not substitute for
a detailed sexual history. Table 4 contains a list
of frequently employed psychometrically vali-
dated questionnaires. The examiner should
always be attentive to the full range of social, cul-
tural, intrapersonal, and interpersonal aspects
of sexual dysfunction. Careful attention should
be paid to both the style and content of the initial
evaluation.

Most patients are eager to “tell their story” to a
sensitive and understanding clinician, but others
may be less forthcoming. If needed, the HCP can
reassure the individual: “I appreciate that talking
about your intimate life may be uncomfortable,
but understanding the issues allows me to help
you.” This reassurance is helpful to the patient and
allows the process to proceed. The clinician can
also seek the patient’s permission to ask sensitive
questions by saying, “In order to be of help to you
I need to ask you very personal questions. Will this
be okay?”

Sometimes the patient will provide too much
detail, then gently interrupt, acknowledging their
statement’s potential importance, but moving the
interview process forward. Keep in mind that the
goal is balancing rapport with gathering relevant
data [38,39].

Patients may report one or multiple sexual dys-
functions. Even though the clinician may identify
one sexual problem or dysfunction, it is important
to inquire about other phases of sexual response
that might be problematic for the individual.
For instance, it is not uncommon for women
with acquired and generalized hypoactive sexual
desire disorder to also have problems with aspects
of sexual arousal.

International Consultation of Sexual Medicine
Stepwise Diagnostic and Treatment Algorithm for
Sexual Dysfunctions in Men and Women

Phases of Sexual Function
It is recommended that HCPs inquire into patient’s
satisfaction with their levels of desire/interest,
arousal, orgasm/ejaculation, pain, and overall levels
of satisfaction (see Table 5). Although the inquiry is
obviously different for male and female patients,
questions targeted at these phases will identify
major complaints. According to Diagnostic and
Statistical Manual of Mental Disorders, 4th
Edition, Text Revision (DSM-IV-TR) [53], dys-
functions can be either lifelong or acquired (occur-
ring after a normal period of function), generalized
(occurring with all partners), or specific (occurring
with only one partner). The subtype specificity may
help in determining the etiology or in recommend-
ing treatment.

Should the patient acknowledge having a sexual
problem, it is important to investigate all of the
medical/biological, psychological, and interper-
sonal factors that may have contributed to its onset
and maintenance. Finally, HCPs would find it
helpful to put the identified problem in context,
for example, the couple has no privacy, they work
different shifts, they are disparately attempting to
conceive a child, etc.

Questions regarding sexual desire and interest
should focus on frequency of lovemaking (not
necessarily intercourse; it might be oral/manual
stimulation—not necessarily leading to orgasm),
whether it is with a partner or by oneself,
frequency of sexual thoughts/fantasies, and
how bothered/distressed the patient is with the
reported level of function.

In men, questions regarding arousal/
erection should assess the ability to achieve and
maintain reliable, firm erections. Questions about
ejaculation/orgasm should evaluate both rapid

Table 4 Frequently used questionnaires to assess
sexual function in men and women

Men Women

International index of erectile
function [46,48]

Female sexual function
index [49]

Sexual health inventory for men
[50]

Female sexual distress
scale-revised [43]

Male sexual health
questionnaire [51]

Sexual interest and desire
inventory-female [42]

Premature ejaculation
diagnostic tool [52]

Table 5 Relevant domains for sexual history taking

Men Women

Sexual desire/interest Sexual desire/interest
Arousal/erection Arousal—subjective and genital
Rapid and delayed ejaculation Difficulty in orgasmic attainment
Satisfaction Satisfaction
Quality of relationship Quality of relationship
Mood Mood
Pain Pain
Endocrine status (androgens) Endocrine status (estrogen/

androgen)
Illness, medication, and surgery Illness, medication, and surgery
Peyronie’s disease/LUTS

LUTS = lower urinary tract symptoms

SOP for Taking a Sexual History 5
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and delayed ejaculation. For women, questions
about arousal should include those about subjective
(mental arousal) as well as genital lubrication. Ease
of achieving, reliability of achieving, and intensity
are relevant issues for women with orgasmic con-
cerns. Again, inquiry needs not focus on orgasmic
attainment with intercourse but orgasm experience
by oneself or with partner manual/oral stimulation.

For both men and women, sexual satisfaction
with any aspect of lovemaking is an overriding
concern and questions are likely to identify specific
areas of concern. Lastly, questions about mood,
quality of the relationship, heath status, medica-
tion usage, and surgery may yield relevant
information.

Prospective Opening Questions
It is recommended that questions concerning
patient’s sexuality fit logically into the flow of
questions that are typically asked during a compre-
hensive evaluation. They should not be perceived
by patients as “coming out of left field.” For
example, following questions concerning fre-
quency and ease of urination, it would be logical
to ask men about sexual function. For women,
sexual history questions might be asked linked to
questions about menstrual cycles, birth control,
menopausal status, or urinary concerns.

Based on the HCP’s comfort and style, the com-
mittee recommends four opening questions that
are listed in Table 6. The first simply asks if the
man or woman is sexually active. This question is
generally perceived as innocuous and either affir-
mative or negative responses allow for further
follow-up. For instance, if the man or woman indi-
cates that they are not sexually active, the HCP
might inquire whether they would like to be and if
so what stands in their way. If the patient is sexually
active, the HCP could reasonably inquire about
any concerns with sexual function or performance.

A second possible opening question focuses on a
patient’s levels of sexual satisfaction. We present

two versions of the satisfaction question: one being
a yes/no format and the other being open ended.
The yes/no version is, “Are you satisfied with
the quality of your sexual life?” The open-ended
version is, “In what ways are you not satisfied with
the quality of your sex life?” Further inquiry with
patients who report medium to low levels of satis-
faction is reasonable. The HCP could then ask,
“What might make it better.” This serves as an
entrée to a more in-depth assessment.

Another option is to be more direct by inquir-
ing if the man or woman would like to discuss any
sexual concerns with you. As mentioned previ-
ously, such a question allows patients to be aware
of the clinician’s comfort with sexual history
taking and gives them permission to bring their
concerns to you.

A fourth opening probe asks about illness,
medications, or surgeries that are known to affect
sexual function in men and women. The advantage
to this approach is that it diminishes the patient’s
sense that they are alone in their susceptibility to
sexual problems; it emphasizes universality. The
question can be tailored to the patient’s medical
history. For instance, one might say, “Sometimes
people who suffer from __________ (e.g., diabetes,
hypertension, depression, or are on beta blockers,
SSRIs, who have undergone a radical prostatec-
tomy) have sexual issues. Are there any concerns
that you would like to discuss with me?

More Specific and Follow-Up Questions

Most clinicians assume that their patient is sexually
active and heterosexual; this bias can result in
patients not revealing their sexual orientation or
avoiding discussion of important sexual matters.
Knowing the individual’s sexual orientation allows
for education whether it concerns issues of birth
control or STD prevention. We recommend using
the term “partner” when asking about the patient’s
sexual relationships. Direct inquiry concerning
sexual orientation also establishes that the clinician
is open to gay and lesbian patients and willing to
help them with any sexual issues, for example, Do
you identify yourself as heterosexual, homosexual,
or bisexual?

Tables 7 and 8 list recommended follow-up
and more specific questions. Follow-up questions
ask about the level of bother noted by the patient
regarding their sexual problem or dysfunction.
Although patients may acknowledge a sexual
problem, they may not be interested in seeking
treatment for the problem. Without advocating

Table 6 Four prospective opening questions

Are you presently sexually active?
Are you satisfied with the quality of your sexual life? What might

make it better? OR—In what ways are you not satisfied with
the quality of your sex life?

Are there any sexual problems or worries that you would like to
discuss with me today?

Sometimes people who suffer from __________ (diabetes,
hypertension, depression, or are on beta blockers, SSRIs) have
sexual issues. Are there any concerns you would like to
discuss with me?

SSRI = selective serotonin reuptake inhibitors

6 Althof et al.
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treatment, it may be helpful to ascertain the
patient’s motivation for not seeking treatment
(e.g., cost, side effects, etc.). The HCP should also
inquire about prior treatment, partner’s responses
to the dysfunction, and his/her interest in love-
making as these parameters may impact on treat-
ment response.

More specific questions target levels of
sexual interest, male and female arousal concerns,
orgasm, or ejaculatory issues, and the patient’s
overall quality of lovemaking. Together these
questions create a broad snapshot of the patient’s
sexual function and identify concerns they may
have with sexual life.

Conclusion

This article presents the SOP for taking a sexual
history from men or women with sexual problems
or performance concerns. Sexual history taking
should be based on three basic principles, which
serve as the foundation for managing sexual
problems in men and women. These include
the following: (i) a patient-centered approach;
(ii) evidenced-based diagnostic and treatment
recommendations; and (iii) use of a unified man-
agement approach for men and women. Sexual

history taking should always be conducted in a
culturally sensitive manner, taking account of the
individual’s background and lifestyle, status of the
partner relationship, and the clinician’s comfort
and experience with the topic. Sexual inquiry
should be incorporated into all new comprehen-
sive patient encounters, when possible, if only to
ask one or two broad questions such as the follow-
ing: “Are you sexually active? Do you have any
sexual concerns or problems you would like to
discuss?” This article provides other frequently
used questions that can be used as a basis for sexual
history taking. Overall, it is a cornerstone of clini-
cal practice in sexual medicine to provide all
patients with the opportunity for frank and open
discussion of sexual issues or concerns and for
sexual history taking to be conducted in an atmo-
sphere of sensitivity and respect for the rights and
concerns of individuals.

Finally, we wish to emphasize that sexual history
taking is important and relevant in that it facilitates
patient’s feeling understood by their HCPs and
is likely to strengthen the therapeutic alliance
with the HCP. Taking the sexual history is the
beginning of a process that may result in treatment
recommendations being offered, treatment being
initiated, or simply supporting the patient in con-
sidering the best course of action for him/her and
the relationship.
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Table 7 Follow-up questions

How much does this issue bother you?
What obstacles/barriers stopped you from coming in sooner?
Have you previously sought treatment for this problem?
What is your partner’s response to this issue?
Is your partner interested in resuming lovemaking?
Does he/she have any sexual problems?

Table 8 More specific questions

Do you identify yourself as heterosexual, homosexual, or
bisexual?

Are you satisfied with the level of your sexual desire or interest?
Are you satisfied with the frequency of lovemaking?
Are you satisfied with your ability to achieve and maintain an

erection? (for men)
Do you frequently have difficulty ejaculating? (for men)
During lovemaking do you have difficulty becoming mentally

aroused? (for women)
During lovemaking do you have difficulty with genital lubrication

(wetness)? (for women)
Do you have difficulty achieving orgasm when you want to? (for

women)
Do you frequently ejaculate too quickly without wanting to? (for

men)
Have you noticed any changes to the shape of your penis? (for

men)
Do you experience pain during lovemaking?
Are your satisfied with the overall quality of your sexual life?
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