Family Medicine: Going Beyond the Bedroom

by Lee Mi Li Jean Jasmin, MCFP(S), Family Physician, KKH Family Medicine Service

all began one evening a few years ago when | attended

a MMed Prog B tutorial at CFPS as a trainee. At the

end of the tutorial, the supervisor Dr. Julian Lim started

discussing philosophy and reflecting on our local culture,
norms and sexual attitudes of patients. A lively conversation
ensued amongst some doctors in my group regarding sexual issues
of patients they have treated in their practice. This proved an
eye-opener for me as | discovered that many of my experienced
polyclinic and GP colleagues do counsel their patients on sexual
health issues. Upon reflection, | realized that sexual health is a
significant part of a patient’s overall general well-being.

Studies have shown that almost half of patients seen in primary
care are waiting for the opportunity to discuss with their family
physicians (FPs) about their sexual concerns but they want us to
be the ones to raise the subject first. At the menopause clinic
where | work, we routinely enquire about sexual health when we
assess patients. Many of them seem relieved that we brought up
the topic. Some patients come with their partners, a bit anxious
and even a bit embarrassed and | always marvel how within that
half an hour consult, manywalk out feeling much better.| would like
to share a handful of the family medicine principles that | found
useful in addressing patients’ sexual issues in primary care.

Ask before assuming.

We’ve all been caught out making assumptions as we tend
to interpret what we think of a patient based on our past
experience of dealing with this regular patient or a type
of person. Taking time to take a detailed and inclusive
sexual history helps create a therapeutic physician-patient
relationship and also gives the patient an opportunity to
bring up sexual health issues. One of my regular patients, a
sweet lady in her mid-60’s who is widowed for many years,
confided she had started a new relationship with a taxi
driver she met at a Community Centre event. Her dear
departed husband had been a childhood sweetheart and
her one and only partner. So we had a good chat about
safe sex practices and she left my room happily armed with
her new knowledge. Studies have shown that one third of
women aged 75-85 are sexually active and that physical
health is significantly correlated with sexual activity and
many aspects of sexual function independent of age. By
routinely taking a sexual history | also discovered that a
few of my regular patients | assumed were heterosexual
are actually in a same sex relationship.
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Leave your Judgment
outside the consult room.

As FPs our role is to ensure our patient’s health
concerns are attended to and not solely about
our own prejudices or what we think is right. Our
patients often come not only with sexual health
problems but are also often saddled with guilt and
anxiety about their sexuality, sexual practices and
possible exposure to infections. Many patients in
the LGBTI (Lesbian, Gay, Bisexual, Transgender,
Intersex) community face a barrier in disclosing
their sexuality to their physicians. When we are
open, empathic, mindful of our own biases and
use a non-judgmental approach, this strengthens
the therapeutic relationship with our patients.
| recently attended to a 40-year-old patient who
was in a same sex relationship. She had hidden her
sexual orientation from her conservative family for
many years but disclosed to me during consultation.
My patient had some health misconceptions which
included the notion that she did not need to do a
Pap smear despite having experimented with a male
sexual partner previously in her teens. Through
trust, we built up a therapeutic relationship and
| was able to provide her with the appropriate
advice, treatment and support. She even felt
confident enough to bring her long-term partner
to subsequent consultations.

Adoption of patient-centered
instead of disease centered care.
(Bio-Psycho-Social)

It is important to exclude medical issues that may
stem from seemingly innocuous symptoms with a
comprehensive history and physical examination.To
highlight this | would like to share about the young
woman in her early 40’s who came to my clinic
and thought she was undergoing perimenopause.
She had irregular menses for a year and vaginal
dryness leading to dyspareunia. After taking history
and examining her something did not quite add up,
so | obtained an appointment for her to see my
rheumatologist colleague and the patient turned
out to have Sjogren’s syndrome. Usually doing
routine laboratory tests are rarely helpful in guiding
the diagnosis or treatment of sexual dysfunction.
However, a focused evaluation is appropriate,
particularly if the history or examination of the
patient suggests a medical condition.

Assessment of the partner as well as the
patient.

Intimacy issues, sexual health and relationships are interrelated.
Sexual problems can significantly disrupt normal functioning for an
individual, partner, and the family. As FPs, we are in a good position
to help patients as we often have both partners as patients. A good
approach is assessing how the problem affects the patient, the
partner, both together and apart. In primary care, we often come
across both men and women who complain of decreased libido
and want a quick fix with medication. When we do dig deeper and
examine their relationship with their partners, family and social
context we often uncover the hidden stressors and often there
is a foundering relationship. FPs can help link patients and their
partners to the nearest family service center, family therapist or
marital counselor. Counseling can be effective for helping couples
to explore their physical communication and their understanding
of what sex means to them. Ideally the relationship should be
emotionally healthy in order for the sexual issues to be resolved.

Building on communication skills
and a level of comfort talking about sex.

Many physicians feel embarrassed talking about sex and some
worry about exploring this domain with patients lest they bring
up topics that are perceived as off-limits and taboo. Some are
also concerned about offending patients. Sexual health counseling
requires practice in order to feel comfortable in carrying it out.
| used to cringe inwardly if | had to discuss about “orgasms” and
“masturbation” for example but | soon realized my patients were
even more anxious than me. | then decided to focus instead on
putting them at ease and guiding them into talking about sex. |
found that it helps to be prepared as well. Some patients may not
understand terms like “orgasm” so having a list of basic layman
definitions of these common sexual terms is useful to help clarify
and avoid medical jargon.
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Many FPs may face barriers in managing their patients’ sexual
problems in their practice. Some studies have shown that
healthcare providers underestimate the prevalence of sexual
dysfunction in their patient population or the impact sexual issues
have on patients’ quality of life. Too often lack of time can be a
barrier as some FPs feel that sexuality is too complex of an issue
to tackle in the limited time allotted during consultation. One
effective framework is based on the PLISSIT (Permission, Limited
information, Specific Suggestions, and Intensive Therapy) model
to approach sexual problems. This framework utilizes a stepwise
approach which helps the busy FP to streamline addressing sexual
problems in a time efficient manner.

If we do come across a patient with a sexual issue that is too
complex; exceeds our comfort level or expertise we should not
hesitate to refer to our specialist colleagues be it a gynecologist
or urologist for co-management. Certain conditions like primary
vaginismus for example require physiotherapy and sometimes
a psychologist as part of the treatment in a multidisciplinary
approach.

Majority of the patients we see in primary care have sexual
problems that can be addressed simply by giving patients the
correct, evidence based information and helping them to deal
with their concerns and anxieties.Our patients can be provided
with brief and practical interventions and reassurance about the
normal physiology of the human sexual response. In order to
do this we need to have some basic understanding of the sexual
response cycles of men and women as well as the sexual functions
and practices in contemporary society today. As FPs we may not
have the same values or attitudes as our patients. However simply
by being mindful of sexuality and its problems we can help our
patients attain sexual well-being and relationship satisfaction.
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