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Background: Sexual health is critical to overall health, yet sexual history taking is
challenging. LGBTQ+ patients face additional barriers due to cis/heteronorma-
tivity from the medical system. We aimed to develop and pilot test a novel sexual
history questionnaire called the Sexual Health Intake (SHI) form for patients of
diverse genders and sexualities.

Methods: The SHI comprises four pictogram-based questions about sexual con-
tact at the mouth, anus, vaginal canal, and penis. We enrolled 100 sexually active,
English-speaking adults from a gender-affirming surgery clinic and urology clinic
from November 2022 to April 2023. All surveys were completed in the office.
Patients also answered five feedback questions and 15 questions from the Patient-
Reported Outcomes Measurement Information System Sexual Function and
Satisfaction (PROMIS-SexFS) survey as a validated comparator.

Results: One hundred patients aged 19-86 years representing an array of racial/
ethnic groups, gender identities, and sexuality completed the study. Forms of sex-
ual contact varied widely and included all possible combinations asked by the SHI.
Feedback questions were answered favorably in domains of clinical utility, inclusive-
ness of identity and anatomy, and comprehensiveness of forms of sexual behavior.
The SHI captured more positive responses than PROMIS-SexFS in corresponding
questions about specific types of sexual activity. The SHI also asks about forms of
sexual contact that are not addressed by PROMIS-SexFS, such as penis-to-clitoris.
Conclusions: SHI is an inclusive, patient-directed tool to aid sexual history taking
without cisnormative or heteronormative biases. The form was well received by a
diverse group of participants and can be considered for use in the clinical setting.
(Plast Reconstr Surg Glob Open 2024; 12:¢5614; doi: 10.1097/GOX.0000000000005614;
Published online 5 April 2024.)

INTRODUCTION
Sexual health is critical to overall health, but sexual
history taking can be a challenging experience for both
patients and providers. Although patients may feel uneasy

addressing their sexual activities in a clinical setting,' pro-
viders report inadequate training, time constraints, and
their own lack of comfort or embarrassment as potential
barriers, among many others.” Obtaining a sexual history
can facilitate conversations about safe sex practices, sexually
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transmitted infections, contraception and family planning,
and sexual well-being and sex-related quality of life.” Yet,
studies indicate that the majority of providers do not rou-
tinely ask patients about their sexual history.” Perhaps even
more tellingly, a large international study showed that while
half of sexually active individuals had at least one sexual
problem, only 19% sought medical care, and even worse,
only 9% were asked about sexual health in the last 3 years."

Gaps in assessing sexual history are further exac-
erbated in LGBTQ+ patients who already experience
numerous barriers to equitable, culturally competent
care.'" Providers report even less comfort when discuss-
ing sexual health with LGBTQ+ patients compared with
patients who are heterosexual, cisgender, or participating
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primarily in penile-vaginal sexual intercourse.”'* Cultural
cisnormativity and heteronormativity may lead many pro-
viders to assume similar sexual preferences and practices
among patients of various gender identities and sexual
orientations, ultimately resulting in patient unease and
missed care opportunities.'*!”

There have been previous efforts to improve provider
and trainee sexual history taking skills in general'? and for
LGBTQ+ patients specifically.”® One adjunctive approach
would be to use a standardized sexual history intake form
that patients can complete before clinic visits along with
the rest of their medical history, as is commonplace in
many outpatient offices. Such a form could give providers
a starting point from which to draw clinical information
and initiate the conversation. To the best of our knowledge,
however, there is no currently available history-taking aide
that addresses sexual activities without assuming that genital
anatomy matches sex or gender of record, or that consci-
entiously avoids cisnormative and heteronormative biases.
The objective of this study was to pilot test a novel, clinically
useful sexual history questionnaire called the Sexual Health
Intake (SHI) form for patients of all genders and sexualities.
We aimed to ask patients primarily about the uses of their
current genitalia for sexual activity and associated sexual
satisfaction from an open-ended, unbiased perspective, in
addition to soliciting patient feedback on the questionnaire.

MATERIALS AND METHODS

This study was approved by the New York University
(NYU) Langone institutional review board (s21-00642).
We followed the SQUIRE 2.0 standards for healthcare qual-
ity improvement reporting,'® as our goal was to test a more
comprehensive, gender-conscious method of assessing
sexual history during the medical intake process. Before
pilot testing, a multidisciplinary, gender identity—diverse

Sexual Health Intake (SHI) Form

Select the sexual contact you currently have.

By “sexual contact” we mean self-contact and contact from others, even if no orgasm occurs.

By “currently have” we mean in the past 30 days.

Select “Do Not Have" if you do not have this part.

The words used here may be different than the words you use for these parts of your body. Please select the

choices that are most relevant to you, even i the words used to identify parts of the body are not the same words.
that you use.

Select what comes into contact with your mouth:
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Select what comes into contact with your anus:
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Takeaways

Question: Can we develop and test a more inclusive sex-
ual history intake survey for patients of diverse genders
and sexualities?

Findings: One hundred sexually active adult patients
completed the Sexual Health Intake (SHI) form in clinic
and rated it favorably in clinical utility, inclusiveness of
identity and anatomy, and comprehensiveness of forms of
sexual behavior.

Meaning: In this pilot study, a diverse group of partici-
pants completed the SHI with minimal guidance and
rated it highly. The SHI captured more positive responses
than PROMIS-SexFS, an existing validated sexual activ-
ity survey, and asked about forms of sexual contact not
addressed by PROMIS-SexFsS.

team comprising urology and plastic surgery faculty and
resident trainees who perform gender-affirming surgery
and research personnel from the gender-affirming sur-
gery program at NYU Langone developed the SHI ques-
tionnaire. Our pilot sites were a gender-affirming surgery
clinic and an adult urology clinic at NYU Langone.

The SHI consists of four open-ended, pictogram-based
questions about sexual contact in the last 30 days, each
addressing one index body part belonging to the patient:
mouth, anus, vaginal canal, and penis. We selected these
four body parts not only because they are frequently used
in sexual activities, but because they are potential routes
of STI transmission. For each index body part, other body
parts in addition to “toys” can be selected if they come
into contact with the index body part in a sexual manner,
in addition to options for “other” (type in), “do not have
index body part,” and “do not use index body part for sex-
ual contact.” Figure 1 illustrates the instructions and the

Select what comes into contact with your vaginal canal:
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Select what comes into contact with your penis:
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Fig. 1. SHI form (as it appears for patients).

Contact

Q0@ |9 B ~ |==|2=

Ponis Mouth Clitorts. [ vaginatCanat | Anus




Zhang et al * Pilot Study of Sexual Activity Form

—y

. In the past 30 days how often have you and a partner spent time holding or hugging each other romantically?

. In the past 30 days how often have you and a partner kissed each other romantically?*

. In the past 30 days how often have you touched a partner’s chest, breasts, or nipples?

. In the past 30 days how often has a partner touched your chest, breasts, or nipples?

. In the past 30 days how often have you touched a partner's genitals (private parts)?

. In the past 30 days how often has a partner touched your genitals (private parts)?*

. In the past 30 days how often have you given a partner oral sex?*

. In the past 30 days how often has a partner given you oral sex?*

| o Nl | & W[ N

. In the past 30 days how often have you put fingers or a dildo or other sex toy into a partner's vagina?

10. In the past 30 days how often has a partner put fingers or a dildo or other sex toy into your vagina?*

11. In the past 30 days how often have you had vaginal sex (putting your penis into a woman's vagina)?*

12. In the past 30 days how often have you had vaginal sex (a partner putting his penis into your vagina)?*

13. In the past 30 days how often have you masturbated (touched yourself) while with a partner?*

14. In the past 30 days how often have you masturbated (touched yourself) while alone?*

15. In the past 30 days how often have you had anal sex?*

Once a day; (e) More than once a day

Answer choices: (a) Have nof done in the past 30 days; (b) Once a week or less; (c) Once every few days; (d)

"Denctes a question about form of sexual contact that the Sexual Health Intake questionnaire also asks about

Fig. 2. Patient-Reported Outcomes Measurement Information System Sexual Function and Satisfaction

questions.

four primary questions of SHI. For each index body part,
the SHI also asks about satisfaction with sexual contact on
a scale of 1-5.

For this pilot phase, the SHI was only created in
English and uploaded to Qualtrics for completion on an
iPad. After the SHI questions, patients were automatically
taken to three additional question sections. First, the form
asked patients a series of five specific feedback questions
regarding their opinion of the SHI, and were provided
an open-response field to provide any additional feed-
back. Second, to compare SHI results against an existing
validated questionnaire, 15 relevant questions from the
Patient-Reported Outcomes Measurement Information
System Sexual Function and Satisfaction (PROMIS-SexFS)
survey were also included: three sexual function screening
questions and 12 sexual activities questions,'”'® as shown
in Figure 2. Importantly, PROMIS-SexFS also asks about
sexual activities in the last 30 days. Third, the form asked
a comprehensive series of questions about patient demo-
graphic information, including age, race and ethnicity,
gender, sexuality, and history of gender-affirming surgery
and hormonal therapies. We used a two-step gender assess-
ment method, asking about both assigned sex at birth and
current gender identity."

In-person enrollment and SHI questionnaire comple-
tion were performed from November 8, 2022 to April 11,
2023. We recruited adult patients 18 years or older from
all racial and ethnic origins, gender identities, and sexual
orientations physically seen at the NYU Langone gender-
affirming surgery clinic and an adult urology clinic as part
of their standard clinical follow-up. Patients who were not
sexually active, unable to read in English, being seen for
new encounters, or presenting with acute issues were not

eligible for this study. Participants were directly identified
by LCZ in clinic based on the aforementioned criteria,
and the study was discussed with the patient. We enrolled
patients until a total of 100 participants completed the
questionnaire.

Interested patients were directed to TRZ or CDR
either before or after their clinic visits, who explained
the key information form and obtained electronic signed
informed consent, which was collected via REDCap.
During the enrollment process, participants were each
offered a $25 gift card for their time and involvement.
Upon signing of the electronic consent form, participants
were routed directly to the anonymous study question-
naire in Qualtrics, the results of which were not linked
to the REDCap record. Study personnel explained how to
interface with the questionnaire on an iPad and remained
available to answer questions throughout the duration
of the completion of the questionnaire. The majority of
patients completed the survey in less than 10 minutes, and
median completion time was 9 minutes and 51 seconds
(though these times include the feedback and PROMIS-
SexFS questions, which would not be asked in a stand-
alone SHI form).

At the end of the study period, descriptive statistics
were performed for the questionnaire results and study
population demographics. Next, a matrix was created con-
taining all forms of possible sexual contact asked about by
SHI and corresponding PROMIS-SexFS questions, when
available. For each type of sexual contact that was covered
by both SHI and PROMIS-SexFS, we compared the num-
ber of patients that responded to both questionnaires.
Finally, we assessed the types of sexual contact uniquely
asked about by SHI and the number of patients reporting
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Table 1. Study Participant Characteristics

n=100 No.=%
Age (y), mean [SD, range] 41.9 [17.4, 19-86]
19-25 19
26-35 34
36-45 10
46-55 9
56-65 11
66-75 14
76+ 3
Race/ethnicity*®
Asian/Pacific Islander 8
Black 10
White 68
Hispanic 21
Other/choose not to disclose 19
Gender*
Man 40
Woman 35
Cisgender man 0
Cisgender woman 1
Transgender man 11
Transgender woman 28
Transmasculine 2
Transfeminine 6
Nonbinary 6
Agender 1
Gender queer/gender nonconforming 6
Other/choose not to disclose 0
Sexuality*
Straight 61
Gay 8
Lesbian 8
Bisexual 14
Pansexual 14
Queer 15
Asexual 0
Other/choose not to disclose 2
Gender-affirming surgical history*
Vaginoplasty 33
Phalloplasty 16
Metoidioplasty 1
None 50
Currently taking hormonal therapy*
Yes, testosterone 19
Yes, estrogen 35
Yes, progesterone 15
Yes, other 5
No 45

*Participants selected all that applied.

to demonstrate types of sexual activity that PROMIS-SexFS
fails to capture.

RESULTS
One hundred patients completed the SHI question-
naire, ranging in age from 19 to 86 years, with a mean
age of 41.9 years [SD 17.4]. Table 1 summarizes the study
participant characteristics. The majority were 35 years old
or younger (53%). About two-thirds identified as White.
The cohort was diverse in terms of gender identity and
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sexuality, and participants could select as many as applied
for both categories. The most frequently selected gender
identities were “man” (40%), “woman” (35%), “transgen-
der woman” (28%), and “transgender man” (11%). The
most frequently selected sexualities were “straight” (61%),
“queer” (15%), “bisexual” (14%), and “pansexual” (14%).
Half of participants had undergone any form of gender-
affirming surgery; one-third had vaginoplasty, 16% phal-
loplasty, and 1% metoidioplasty.

Forms of sexual activity were varied and included all
possible combinations of index body parts and selectable
body parts or objects on the SHI form. Figure 3 illustrates
the four index body parts of SHI (mouth, anus, vaginal
canal, penis) linked with each of the possible correspond-
ing sexual contact options. Only the index body part
necessarily belongs to the participant. For example, 31
participants indicated that their vaginal canal came into
contact with a hand in a sexual manner, but the hand
may have been their own or belonging to someone else.
For sexual contact combinations that had a correspond-
ing PROMIS-SexFS question, these were color-coded with
the matching question. For example, pictured in light
orange is PROMIS-SexFS question 7 (Q7), which asks how
often a respondent “gives oral sex,” for which 46 partici-
pants answered positively (eg, any frequency other than
“none”). The corresponding SHI responses are also pic-
tured in light orange: mouth-to-anus (12 participants),
mouth-to-clitoris (35), mouth-to-vaginal canal (32), and
mouth-to-penis (23). The vaginal canal-to-hand response
is both orange and green because it is possible that combi-
nation corresponds to multiple PROMIS-SexFS questions.
SHI combinations that did not have a corresponding
PROMIS-SexFS question are gray, and include vaginal
canal-to-clitoris (four participants), anus-to-toy (14), and
penis-to-clitoris (19).

When asked about sexual satisfaction at each index
body part, participants generally reported being neutral
to somewhat satisfied (Table 2). On a scale from 1 (very
unsatisfied) to 5 (very satisfied), mean scores ranged
from 3.65 [SD 1.24] at the anus to 4.08 [SD 1.11] at the
vaginal canal. When asked for feedback about the SHI
form, responses were favorable (Table 3). On a scale
from 1 (strongly disagree) to 5 (strongly agree), partici-
pants answered positively in five questions about clini-
cal usefulness (4.57 [SD 0.71]), inclusiveness of identity
and anatomy (4.60 [SD 0.76]), and comprehensiveness
of forms of sexual behavior (4.08 [SD 1.15]). In an
open-response section, one patient suggested includ-
ing “mouth” and “nipple,” whereas another suggested
including “thigh.”

DISCUSSION

The SHI questionnaire was developed to facilitate bet-
ter understanding of current sexual practices of patients
while reducing clinician assumptions and biases about
patient sexual preferences and behaviors. In this real-
world pilot test study, 100 participants with diversity in age,
race/ethnicity, gender identity, and sexuality found the
SHI helpful for patient-provider communication and in
clinical scenarios, and that it was inclusive, nonoffensive,



Zhang et al ¢ Pilot Study of Sexual Activity Form

PROMIS Q11 (your penis into partner vagina) = 22 24

PROMIS Q12 (partner penis into your vagina) = 15

PROMIS Q15 (anal sex) = 8

Vaginal
canal =
2

Mouth =

Other =

Vaginal
canal =

26

Fig. 3. SHI sexual contact responses (circles) and corresponding Patient-Reported Outcomes Measurement Information System Sexual

Function and Satisfaction responses (center).

Table 2. SHI Form Satisfaction Question Responses

Table 3. SHI Form Feedback Question Responses

Mean Score* [SD]

Mean Score® [SD]

1. Mouth 3.68 [1.28]
2. Anus 3.65 [1.24]
3. Vaginal canal 4.08 [1.11]
4. Penis 3.70 [1.17]

*1 = very unsatisfied; 2 = somewhat unsatisfied; 3 = neutral; 4 = somewhat satis-
fied; b = very satisfied.

and entailed many forms of sexual activity. All participants
were able to complete the full questionnaire with mini-
mal guidance from study personnel, with their responses
offering different and additional insights into their sexual
history compared with PROMIS-SexFS.

Several salient differences in participant responses
between SHI and PROMIS-SexFS deserve further discus-
sion. First, many types of sexual contact asked about by
both SHI and PROMIS-SexFS in different ways ultimately
had more positive responses via SHI, suggesting it is a
more sensitive questionnaire capable of casting a wider
net and picking up more positive responses. One possi-
ble explanation is that the SHI asks in a nondiscriminate
fashion about “whether A comes into contact with B,”

1. I found the SHI form helpful to communicate 4.33 [0.86]
with my healthcare professional

2. The SHI form was inclusive of my identity/ 4.60 [0.76]
anatomy

3. The SHI form entailed all forms of sexual 4.08 [1.15]
behavior

4. The SHI form did not offend me 4.79 [0.74]

5. The SHI form would be useful again in a 4.57 [0.71]

clinical setting

*1 = strongly disagree; 2 = somewhat disagree; 3 = neither agree nor disagree; 4
= somewhat agree; 5 = strongly agree.

rather than naming forms of contact with labels such as
“oral sex” (PROMIS-SexFS Q7-8) or “vaginal sex” (Q11-
12). Patients may not necessarily have the same names
(or any at all) for different types of sexual activity, thus
limiting their responses to certain PROMIS-SexFS ques-
tions. For example, 35 participants answered positively
on PROMIS-SexFS that they “receive oral sex” (Q8),
compared with 54 participants on SHI (20 vaginal canal-
to-mouth, 25 penis-to-mouth, nine anus-to-mouth).
A similar observation is made with the PROMIS-SexFS
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question on “giving oral sex” (Q7), resulting in 45
responses versus 102 distinct answers on SHI: 12 mouth-
to-anus, 35 mouth-to-clitoris, 32 mouth-to-vaginal canal,
and 23 mouth-to-penis.

Second, on sexual contact with seemingly direct cor-
responding questions between PROMIS-SexFS and SHI,
the latter again records higher positive respondents: 22
on “your penis into partner vagina” (Ql1) compared
with 26 penis-to-vaginal canal on SHI, and 15 on “partner
penis into your vagina” (Q12) compared with 16 on vagi-
nal canal-to-penis on SHI. Although we may not know the
exact reasons for these differences, a potential explana-
tion is the use of the word “partner,” which may imply a
relationship with another person beyond a sexual interac-
tion that not all respondents identify with. The only major
question that PROMIS-SexFS generated a higher number
of responses for was “kissing” (Q2), 65 compared with
only four in SHI, though SHI does not directly ask about
kissing and it was typed in under “other” by some respon-
dents. This finding may be due to the fact that PROMIS-
SexFS asks about kissing a partner “romantically,” as
opposed to the SHI explicitly framing contact as “sexual”
acts, for which participants may not readily think to fill in
with “kissing” when mouth-to-mouth contact was not an
explicit option to select.

Third, there are a number of SHI sexual contact ques-
tions that are not addressed by PROMIS-SexFS, includ-
ing vaginal canal-to-clitoris and penis-to-clitoris as forms
of overlooked sexual activities. Not only is the inability to
indicate those sexual activities a missed opportunity in his-
tory taking, but their absence may also signal to patients
that only certain forms of sexual activity are considered
“normal” or important. On the other hand, PROMIS-
SexFS questions that the SHI does not address are about
forms of nongenital contact such as “holding or hugging”
(Q1) and touching the chest or breast (Q3-4), and par-
ticipant hand-to-partner genitalia contact (Q5 and Q9).
Although future iterations of SHI can be expanded, we
wanted to focus primarily on areas of potential STI trans-
mission and sexual satisfaction in the participant, not sex-
ual partners.

Taking the previous factors together, in addition to
the fact that SHI asks about sexual satisfaction at different
parts of the body, we believe it represents a useful addi-
tion to existing ways of assessing sexual history. Former
efforts on improving sexual history taking—including in
the LGBTQ+ patient population—have focused primarily
on provider education via standardized patient encoun-
ters, implicit bias training, and other didactic strate-
gies,”™’ whereas SHI offers a complementary approach
to supplement good provider history taking skills with
a standardized, patient-directed, and nongender-or-
sexuality-biased format that can serve as a baseline screen-
ing tool. Ultimately, we hope that SHI can be integrated into
clinical practice for providers in relevant specialties such
as primary care, family medicine, obstetrics-gynecology,
urology, plastic and gender-affirming surgery, and sexual
medicine to improve dialogue and understanding about
sexual activities with their patients. We also envision that
sexual history taking becomes much more standardized
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and normalized through the deployment of forms
such as SHI for all patients, but especially for LGBTQ+
patients.

Of course, clinical implementation can often be chal-
lenging. During this pilot phase, the SHI workflow did not
seem to interrupt patient care as the form was deployed
after check-in while the patient was waiting to be seen,
much like a basic medical history form is filled out just
before new patient visits. Our clinic had iPads readily
available, but the form could also be completed on paper
in settings without access to iPads or computers. Indeed,
previous work on implementation of gender-affirming
patient-reported outcome measures indicated that varied
engagement formats (online or in-person) and shorter
forms facilitate real-life use.”” The SHI could also be pro-
vided via an electronic link for patients to fill out on their
own time. Ideally, whether completed online or in person,
the data would be uploaded into the medical record.

Limitations to this pilot study include its testing in two
clinics at one hospital system, which may reduce general-
izability, though the overall cohort is quite diverse. Some
may argue that the high percentage of LGBTQ+ patients
limits the generalizability of our findings; however, we
believe that including as many gender-and-sexuality-
diverse voices is not only beneficial but crucial, given how
little input previous “standard” sexual history question-
naires solicited from LGBTQ+ patients. Next, the patient
enrollment process was also not completely free of selec-
tion bias, as providers identified potential participants dur-
ing clinic visits, rather than relying on a system where all
patients were offered an opportunity to enroll, or patients
were randomly selected. The form was also only available
in English and required completion on an iPad, which
not all patients may be familiar with, though we intend
on making the form available in multiple languages and
on paper, maintaining the use of pictograms to facili-
tate understanding. Of note, the SHI form asked about
many forms of sexual activity but still did not and could
not cover all forms. Notably, the index body parts were
not additionally included in the other body parts listed,
which may resultin a lack of inclusion of sexual activities if
patients do not write in these activities (eg, penis-to-penis
or clitoris-to-clitoris). A key next step should be to involve
gender-diverse patients in refining and/or adding relevant
body parts to reflect a wider range of sexual activities, and
perhaps a modified Delphi process® involving clinicians,
researchers, and patients to ensure the final iteration of
SHI captures sexual history information in the most com-
plete and accurate way. Finally, although we compared
SHI against PROMIS-SexFS, psychometric testing to assess
validity®” was not within the scope of this study, and will be
an important future step.

CONCLUSIONS
SHI is an inclusive, patient-directed tool to aid in sexual
history taking. It covers a broad range of sexual activities
without capitulating to cisnormativity or heteronormativ-
ity, which may exist in other questionnaires or provider
biases. The form was well received by a diverse group of
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participants and can be considered for integration into
clinical workflows in multiple specialties pending further
validation studies.
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