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Abstract

Introduction: Communication in general, but
especially regarding difficult topics such as
sexual health is inadequately addressed in
undergraduate medical education. Students
often feel they are poorly trained in this area due
to a lack of opportunities to practice taking
sexual history. Thus, a communication
curriculum was implemented to address this
gap, including formal small group practice
sessions on taking a sexual history during the
Obstetrics and Gynecology (OB/GYN) clerkship.

Aim: Determine whether medical students who
completed a sexual history communication
curriculum performed better during a formal
standardized patient based assessment (PBA)
at the conclusion of the OB/GYN clerkship than
historical control medical students, and assess
medical student perception about taking a
sexual history.

Methods: Retrospective study comparing 3
specific PBA standardized patient rating
guestions and 5 questions gathering medical
student feedback at a single academic
institution. All (n=71) medical students between
January and June 2011 were queried at the

conclusion of their OB/GYN clerkship prior to
implementation of the sexual history curriculum
in July 2011 with responses compared to all
subsequent (n=432) medical students through
June 2014.

Main Outcome Measures: Cochran-Mantel-
Haenszel was used to compare scores by
clerkship year and block with p<0.05 significant.

Results: There was no change in medical
student PBA performance or medical student
perception regarding ability to take a sexual
history following implementation of the sexual
history communication curriculum. However, in
response to “what other instruction or
experiences could the clerkship provide to help
you gain competency,” the theme was more
practical experience.

Conclusion: Learners require different formats to
promote and enhance learning which may not
have been measured with the outcomes chosen
for this study. This may be best achieved by
implementation of a formal curriculum including
explicit  supplementation to incorporate
additional experience with sexual history taking.
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Introduction

Despite the importance of
communication between physician and
patient, communication in general is
inadequately addressed in medical
education. While significant time is
devoted to this in pre-clinical training in
some institutions, continuing and
reinforcing this training while medical
students are in clinical clerkships has
often been inadequate.! Furthermore,
difficult topics in communication, e.g.
“taking a sexual history” are often
neglected altogether.>® Thus, taking a
sexual history is a difficult and often
uncomfortable experience for medical
students.* This translates into clinicians
who feel ill prepared to address sexual
health concerns and thus seldom initiate
discussion.”®

In addition to deficiencies in the medical
curriculum regarding communication in
general, poor teaching strategies have
contributed to ineffective learning
especially for difficult topics such as
sexual history.® Data support the
provision of opportunities to learn and
practice interviewing and to receive
feedback on skills."?  Additionally,
medical students often feel they are
poorly trained in this area due to a lack
of opportunities to practice taking sexual
histories.® Thus, a sexual history-taking
communication curriculum during the
Obstetrics and Gynecology (OB/GYN)
clerkship at our institution was
implemented to address this general
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gap in medical student education.

Prior to implementing the sexual history
taking communication curriculum during
the OB/GYN clerkship, medical students
received at least a lecture concerning
sexual history taking including advanced
communication  skills,  terminology,
patient and provider biases and
assumptions in the first pre-clinical
semester and were offered additional
information during a pre-clinical “sex
week” during the third pre-clinical
semester which offered a broad
overview of sexuality and sexual health
across the lifespan with presentations
and discussions by various professions
and lay persons. However, medical
students had little opportunity to
practice. Subsequently medical students
had little opportunity to practice with real
patients during clerkships.

Aims

The purpose of this study was to 1)
determine whether medical students
who completed a sexual history-taking
communication curriculum performed
better during a formal standardized
patient based assessment (PBA) at the
conclusion of the OB/GYN clerkship
than historical control medical students,
and 2) assess medical students
perceptions about taking a sexual
history before and after implementation
of  the sexual history  taking
communication curriculum.

Methods

This is a retrospective case-control
study to evaluate a sexual history-taking
curriculum implemented during the 6
week OB/GYN clerkship academic year
beginning 2011-2012 at a single
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academic institution.

The primary aim of the sexual history
taking session is to provide an
opportunity for students to have a safe,
observed opportunity to practice taking
a sexual history. Core skills of gathering
information and building the relationship
are reviewed, as well as exploring the
need for sensitive and specific
communication skills (e.g. open vs
closed ended questions). The session
provides medical students the
opportunity to practice core and
advanced communication skills required
for sensitive topics with standardized
patients in a safe environment.

This study was approved by the
University of lowa, Carver College of
Medicine Education Umbrella IRB
Review Committee (retrospective review
of sexual history curriculum
intervention).

Intervention

The sexual history taking component
was added to provide medical students
an opportunity to practice taking a
sexual history with two standardized
patients in a safe environment. The
sexual history-taking session, which was
adapted from a similar session used at
the University of Cambridge UK
(https://www.each.eu/teaching/resource
s/sexual-history-taking-genitourinary-

cambridge-110921/ ) involves a small
group, role-play activity including two
facilitators (who review components of
sexual history and communication
skills), two standardized patients, and
four to six medical students.” The
session uses an Agenda-Led Outcomes
Based Analysis (ALOBA) approach in
which students identify what skills they
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want to work on and try out, complete a
portion of the interview with a
standardized patient, receive feedback
from the standardized patient, peers and
facilitators, and then have a chance to
retry a brief part of the encounter based
on the feedback they received.” The
second standardized patient provides a
second (more challenging) opportunity
for students to practice sexual history
taking with similar group feedback and
opportunity for second practice. It has
been shown that interactive approaches
to teaching sexual history taking are
highly acceptable to participants and
allows learners to reflect on and practice
skills being taught.®

The patient scenarios include a young
sexually active woman with vaginal
discharge, probably sexually acquired
(one regular partner, one indiscretion); a
straightforward case of sexually
transmitted infection. The second case
involves a 70 year old woman, with
vulvar irritation, not sexually acquired
who is embarrassed and requires
significant  relationship  building to
discuss that she is not now sexually
active because it is too sore and her
concern that her husband may have had
sex outside of their marriage.

Assessment

Participants: Cases include all medical
students who completed the OB/GYN
clerkship beginning July 2011 through
December 2014 (seven semesters)
following the implementation of the
sexual history-taking communication
curriculum. Controls include all medical
students who completed the OB/GYN
clerkship from January 1, 2011 through
June 2011 (one semester) prior to
implementation of the sexual history-
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taking communication curriculum. The
OB/GYN clerkship is a required (core)
clerkship typically taken during the third
year of medical school. A few medical
students, primarily those enrolled in dual
degree programs (master and dual
doctorate  degree) complete the
OB/GYN clerkship following completion
of their dual degree; later year of their
medical school training. Given the small
number of dual degree students
involved, and unidentified individual
responses we were not able to separate
or remove those dual degree students
for the analyses.

Data collection methods: Medical
students were assessed at the
conclusion of the OB/GYN clerkship at
the time of their required Patient Based
Assessment (PBA). The PBA consisted
of three fifteen-minute problem-focused
interactions with standardized patients
who are trained to assess students
regarding the scenario. One of these
three cases required a sexual history, in
addition to through history of present
illness and past medical history for a
patient with a chief complaint of vaginal
discharge.

To evaluate medical student
performance regarding sexual history
taking, 3 questions were added to the
vaginal discharge PBA patient scenario
to assess best practices in sexual
history taking (use of a transition
statement, being non-judgmental, and
use of direct questions), with responses
on a 5 point scale from *“strongly
disagree” (1) to “strongly agree” (5):

1. Student provided a transition
statement before asking my
sexual history.

2. Student showed openness to
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sexual orientation and / or forms
of sexual expression.

3. Student obtained sexual history
in a clinical manner using direct
guestions.

Similarly, five questions were added to
the medical student PBA evaluation to
assess whether medical students felt
the clerkship prepared them to take a
sexual history with student responses
on the same five point scale above for
guestions 1-3, and a four point scale
from “not competent” (1) to “extremely
competent” (4) for questions 4 and 5:

1. On this rotation, |1 have been
involved in the care of at least 1
patient with this chief complaint.

2. The OB/Gyn clerkship well
prepared me for taking a sexual
history from real patients.

3. The sexual history taking skills 1
gained on this clerkship will also
help me take a sexual history
from a male patient.

4. Please rate yourself in terms of
your ability to take a sexual
history prior to this clerkship.

5. As a result of this clerkship, how
would you now rate yourself in
terms of ability to take a sexual
history?

Additionally, medical students were
asked an open ended question: “What
other instruction or experiences could
the clerkship provide to help you gain
competency in taking a sexual history
from real patients?”

Thus, all medical students were
evaluated by the standardized patient
following the PBA vaginal discharge
scenario involving sexual history-taking
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(three questions). Based on the number
of standardized patient responses each
block, we were able to determine that all
students completed the student PBA
evaluation (including five questions
regarding sexual history-taking).

Outcome Measures

The data were analyzed using Cochran-
Mantel-Haenszel row mean, with Chi-
square computed for each test.
Responses were treated as values, with
“strongly disagree” being lowest (1) and
“strongly agree” being highest (5) for the
three questions added for the
standardized patient to evaluate.
Responses for the five questions added
for student self-evaluation were similarly
treated as values, with “strongly
disagree” (1) and “strongly agree” (5) for
guestions 1-3, and “not competent”
being lowest (1) and “extremely
competent” being highest (4) for
guestions 4 and 5. A p-value less than
0.05 was considered significant.

Responses were grouped as blocks

corresponding to each OB/GYN
clerkship rotation and by year. Each
academic year began in July and ended
in June, including four blocks or
OB/GYN clerkship rotations each
semester for a total of eight blocks each
year. Data were analyzed by block and
by year for comparisons.

Results

All medical students completed the
OB/GYN PBA including the patient with
complaint of vaginal discharge at the
conclusion of their six week OB/GYN
clerkship and completed a PBA
evaluation including the five additional
guestions to assess student self-
competency regarding sexual history-
taking. Thus, there were 71 historical
controls and 432 responses following
implementation of the sexual history-
taking curriculum for comparison. The
demographic characteristics by
academic year (for third year OB/GYN
clerkship) based on admissions
information is presented in table 1.

Table 1. University of lowa Carver College of Medicine Admissions Demographic
Information (for third year medical students by academic year)

2010-2011 2011-2012 | 2012-2013 | 2013-2014
(pre-intervention) (post-intervention)
Demographics Age Range Age Range Age Range Age Range
Mean age (years) 27 23 - 46 26 24 - 37 27 23 -39 27 23-55
N % N % N % N %
Female 68 49.6% 59 47.2% 64 45.1% 59 41.0%
Male 69 50.4% 66 52.8% 78 54.9% 85 59.0%
White 103 75.2% 99 79.2% 107 75.4% 107 74.3%
Asian 19 13.9% 6.4% 12 8.5% 24 16.7%
African-American 7 5.1% 4.0% 9 6.3% 3 2.1%
Other 8 5.8% 12 9.6% 14 9.9% 10 6.9%
N: number %: percent
Let’s talk about sex history 5
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The standardized patient with vaginal
discharge completed feedback for each
student including the three additional
guestions to assess sexual history-
taking during the same time period for
100% response.

As demonstrated in Figure 1, there were
no significant differences between the
medical student PBA performances as
assessed by the standardized patients.
For question 1 (student provided a

transition statement), the average score
ranged from 3.47 to 3.59 (p=0.66). For
guestion 2 (student showed openness to
sexual orientation and/or forms of
sexual expression), the average score
ranged from 3.85 to 3.94 (p=0.78). For
guestion 3 (student obtained sexual
history in a clinical manner using direct
guestions), the average score ranged
from 3.63 to 3.85 (p=0.14). Interestingly,
as depicted in Figure 1, scores varied
for each question by year.

Average Scores Over Time
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4.00
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350 ———
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3.00
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= (Question 3

2.00
1.50

1.00

0.50
0.00 .

2010-2011 2011-2012

2012-2013

2013-2014

Standardized patient responses on a 5 point scale from “strongly disagree” (1) to “strongly agree” (5).
Questions: 1. Student provided a transition statement before asking my sexual history.

2. Student showed openness to sexual orientation and /or forms of sexual expression.

3. Student obtained sexual history in a clinical manner using direct questions.

Figure 1. Student performance on the patient based assessment

As demonstrated in Figure 2, there were
no significant differences regarding
student perception regarding ability to
take a sexual history immediately
following implementation of the sexual
history communication curriculum. For
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guestion 1 (student involved in the care
of at least 1 patient with this chief
complaint), the average score ranged
from 4.08 to 4.34 (p=0.28). For question
2 (clerkship prepared me for taking a
sexual history from real patients), the
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average score ranged from 4.03 to 4.26
(p=0.21). For question 3 (sexual history
taking skills gained on the clerkship will
help me take a sexual history from a
male patient), the average score ranged
from 3.82 to 4.07 (p=0.14). For question
4 (self-rating of ability to take a sexual
history prior to the clerkship — 4 point
scale), the average score ranged from
2.34 to 2.56 (p=0.18). For question 5
(how would you now rate yourself in
terms of ability to take a sexual history —
4 point scale), the average score ranged
from 3.00 to 3.24 (p=0.14). Again, it is
interesting to note the scores varied for
each question by vyear. While the
difference  between each medical
student’s score for their ability to take a
sexual history following the OB/GYN
clerkship compared to prior to the
clerkship was significant (question 5
compared with question 4 (p<0.001)),
there was no difference between the
change in scores and year pre and post-
intervention (p=0.25).

Although there was no change in PBA
standardized patient or medical student
response to specific questions following
implementation of the sexual history
communication curriculum, in response
to “what other instruction or experiences
could the clerkship provide to help you
gain competency” the theme by medical
students was more practical experience.

Discussion

We found no statistically significant
difference in scores following
implementation of a sexual history-
taking communication curriculum
regarding medical student performance
or perception regarding ability to take a
sexual history. Although the future
practice of sexual medicine may be
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influenced by the effectiveness and
implementation of further education in
this area, it is not clear that the addition
of a sexual history curriculum improved
the clinical ability or self-perceived
ability of medical students following their
OB/GYN clerkship.

The significance of students’ consistent
responses of ‘more practical experience’
in answer to the question “what other
instruction or experiences could the
clerkship provide to help you gain
competency” is difficult to interpret. The
educational intervention was
implemented specifically to provide
students practical experience in sexual
history taking, with an opportunity for
feedback while on the OB/GYN
clerkship. However, it  provides
experience with simulated rather than
real patients. Thus, this response does
not necessarily devalue the contribution
of the educational activity to their
learning, but instead may be viewed as
not sufficient for achieving competency
in these skills. Rather, medical students
may perceive that repeated practice with
real patients would contribute to their
learning. This theme has also been
identified by others, as repeat exposure
allows students to become more
comfortable and confident.®®

We chose to use an objectives-oriented
approach to determine the impact of the
sexual history-taking curriculum. While
this is a simple and well known
measure, it has several disadvantages.
It promotes tunnel vision, in that it
focuses on predetermined objectives;
objectives may be poorly chosen
(infeasible), and educators may teach to
the objectives.'® Case-in-point, the
second and third PBA questions are
vague and the response may vary by
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the standardized patient assessor
despite extensive training for uniform
assessment standards. Thus, the
outcome measures (questions) used for
this study may not have been

adequately focused to measure the
specific effect of the educational
intervention.

Average Scores Over Time

intervention

= (Question 1

== (QUestion 2

= Question 3

Question 4

Question 5

2010-2011 2011-2012

2012-2013

2013-2014

Student responses on a 5 point scale from “strongly disagree” (1) to “strongly agree” (5), questions 1-3,
and a 4 point scale from “not competent” (1) to “extremely competent” (4), questions 4 and 5.

Questions:

1. On this rotation, | have been involved in the care of at least 1 patient with this chief complaint (5 point).
2. OB/Gyn clerkship well prepared me for taking a sexual history from real patients (5 point).
3. Sexual history taking skills | gained on this clerkship will also help me take a sexual history from a male

patient (5 point).

4. Please rate yourself in terms of your ability to take a sexual history prior to this clerkship (4 point).
5. As a result of this clerkship, how would you now rate yourself in terms of ability to take a sexual history

(4 point).

Figure 2. Medical student perception

While the student self-perception
guestions are specific to medical
student’s perceptions, we were unable
to determine whether or not medical
students valued or felt there was an
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impact from the sexual history-taking
component specifically. Additionally,
despite  similar  medical  student
responses before and after
implementation of the sexual history
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communication curriculum, we did find a
significant  difference  in  student
perceptions of their competence in
sexual history-taking prior to versus
after the clerkship experience as a
whole. To better assess whether or not
the sexual history curriculum is
perceived as beneficial to the medical
students, questions specifically asking
them to assess the added value of these
sessions would be necessary.

Additionally given the limited research
regarding sexual history-taking we were
unable to identify validated instruments
for our study, thus the questions were
developed by experienced educators
(MR, ME) prior to implementation of the
sexual history curriculum. Though
imperfect, the questions do reflect
student perceptions regarding their
sexual history taking skills. Moreover,
student responses regarding their ability
to take a sexual history suggest the
need for additional education and
practice.

While studies have found medical
school training on sexual health issues
including sexual history taking to be
deficient,’* there remains a lack of
consensus as to what should constitute
a sexual health curriculum. A review
from 2008 identified that about half of
US medical schools have formal sexual
heath curricula.** Among programs with
formal curricula, didactic training is most
often used for teaching sexual history-
taking. As with Coverdale, we agree
curriculum  design  should  follow
standard methods including ongoing
and thorough evaluations of the content
and processes of implementation.?
Though  evaluation is  essential,
evidence shows that communication
skills can be learned, but such skills are
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not easily assessed by traditional
methods.*

Conclusions

We agree with our learners that
communication in general, and sexual
history-taking ~ communication  skills
specifically, improve as we gain ‘more
practical  experience’.  Likely  our
outcome measures were unable to
assess the ‘practical experience’ rather
than a lack of effect of providing an
opportunity for students to have a safe,
observed practice of core and new skills
necessary for taking the sexual history.
Learners require different formats to
promote and enhance learning which
may not have been measured with the
outcomes chosen for this study.
Furthermore, PBA scores may not fully
reflect changes in medical student
performance as they do not necessarily
capture the learning that occurs in
sessions. Additionally, sessions alone
without substantial practical experience
may lead to less wuptake and
incorporation of learning. There needs
to be sufficient pre-data for comparison
with post-data. Other measures may be
more appropriate including pre-session
PBAs early in the clerkship compared to
post-session PBAs, observation of
students with real patients focusing on
the specific skills emphasized in the
sessions, and direct assessment of
medical student perspectives on the
value of these sessions. This may be
best achieved by implementation of a
formal curriculum including explicit
supplementation to incorporate
additional experience with sexual history
taking.

Abstract presented at 2016 CREOG & APGO
Annual Meeting, March 2-5, 2016, New Orleans,
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