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· How can providers initiate discussions of FSD with their patients?

Many Patients prefer that  their providers to bring up the topic of sexual health issues.1 As one of the barriers to discussing sexual health is patient embarrassment, providers can employ several techniques to create an encouraging environment. One technique is to normalize the discussion by making it a routine part of the standard history and physical.2 Providers should also be sure to explain the importance of assessing sexual health for their patients.2
Time constraints are also a significant concern for providers. However, initiating a discussion of sexual health need only take a couple of minutes. Kingsberg and colleagues have developed a short basic sexual health screening algorithm.2 After opening the discussion by mentioning the importance of assessing sexual function, providers can ask if the patient is currently involved in a sexual relationship. If the patient answers “yes”, ask, “With men, women or both? Do you have any sexual concerns or pain during sex?” If the patient answers “no”, ask the follow-up question, “Are there any sexual concerns you would like to discuss or that have contributed to a lack of sexual behavior?” to ensure that any sexual health issues are discussed.2
It is also important to discuss sexual function with patients with an approach suited to the patient. This will frequently be the first time a patient has discussed sexual health with her provider. There are a number of factors to consider, including the communication styles with the patient, the waiting room materials, the language used, and the intake forms and screening tools. These set the stage for creating an environment which promotes open discussion. 
Simply exploring and acknowledging patients’ sexual health concerns can provide comfort and validation.3 It is also important to reassure patients that all information is completely confidential.
· How can providers approach patients who feel talking about sexual function is taboo?
It is important to avoid the assumption that patients are uncomfortable talking about sexual function. Patients frequently open up when the provider begins a discussion of sexual health. Providers can start by asking patients “I have some questions about your sexual health. Are you comfortable in responding?” Patients are thus not forced to answer questions that make them uncomfortable. It is also important to frame the discussion in a context of overall health and that sexual health is a part of this. These questions can be a part of a routine history for all patients.

The discussion can also be framed in discussions of desire, arousal, and orgasm, such as "Is your orgasm good for you, and is it satisfying for you. If it's not satisfying, in what ways has it changed?" In this way, the provider opens the door for patients who are not sexually satisfied and are distressed by it. The patient may be more comfortable if providers talk about sexual health comfortably and respectfully, using medical language.

If patients respond that they do not want to discuss sexual function, providers should extend an invitation to discuss it at another time; if the patient wants to bring it up, they will. Providers can tell their patients "I understand you don't want to talk about it now, but should you ever want to discuss it, I'm here for you." 
·   What are some of the barriers to discussing sexual health with patients? 

There are barriers to discussing FSD on both the patient and the provider sides. Many patients believe that their providers are not interested in discussing sexual problems.4 On the other hand, providers perceive patients to be reluctant or embarrassed to bring up sexual problems.5 Further, data suggest that many providers have little confidence in their ability to screen patients for HSDD.6 This may be due to inadequate provider education, since most medical schools spend 10 hours or less on sexual health education.7
Other common barriers include not having enough time to treat FSD,8 not asking about FSD due to fears about “opening the floodgates”,5  lack of sensitivity,5  lack of experience taking a sexual history,5 and underestimation of the prevalence of FSD.8
· What strategies can providers employ to overcome these barriers?

Inquiries should start with general questions about sexual activity, progressively becoming more specific.
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 Written questionnaires can also be useful, allowing patients to rate their sexual activity and function.
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 It can also be helpful to link a woman’s current reproductive stage or presenting concern to her sexual function. For example, asking a patient who has recently had surgery “Following surgery, many women experience decrease in sexual desire, or discomfort with sexual intercourse. Have you noticed any such problems yourself?”2 Open-ended questions tend to yield the most information; however, direct questions can be useful for pinpointing specific information.
There is no single method for conducting inquiries, and providers can employ various different styles of questioning to assess FSD.
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 Providers should choose an inquiry tool that works best for their practice. These can include screeners and intake forms/questionnaires.8 Additionally, social histories, verbal review of systems, and verbal review of medications can help identify potential sexual disorders.
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· How can providers use body language to put patients at ease when discussing FSD?

The setting and manner in which the discussion takes place can be an important factor in putting patients at ease. Providers should conduct their discussions in a private setting when the patient is clothed and comfortable, after a patient-provider rapport has been established.8 Providers should try and use a relaxed nature,11 active listening,8 maintain eye contact,8 and practice a postural echo (mirroring patient posture).8  Physical contact, such as patting on the shoulder, may be inappropriate for these discussions. 
· What are the measurable factors when assessing FSD at baseline?

Some of the domains that may be assessed with screening tools include desire, arousal, lubrication, orgasm, satisfaction, and pain. There are a variety of validated tools that providers can use to assess and measure sexual function. These include: 

· The Female Sexual Function Index (FSFI)12
· The Profile of Female Sexual Function (PFSF)13
· The Brief Profile of Female Sexual Function (B-PFSF)14
· The Sexual Interest and Desire Inventory (SIDI-F)
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· The Female Sexual Distress Scale-Revised (FSDS-R)
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· The Sexual Quality of Life (SQoL)17
· The Golombok Rust Inventory of Sexual Satisfaction (GRISS)18
· The Decreased Sexual Desire Screener (DSDS)
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These tools have different functionalities and are validated for assessing different areas of sexual function. 
In addition to validated screening tools, providers can use the same skill sets for patient evaluation that they use for other conditions. For instance, with a cough a provider would determine the nature of the cough, if there is a set of circumstances that brings it on, and how frequently it occurs. These skills are also applicable to evaluation of sexual health.
· Since time constraints are an issue for many providers, is there a time-efficient, easy-to-use HSDD diagnostic tool? 

There is only one validated diagnostic tool for HSDD available in the literature, the DSDS, which takes less than 15 minutes for the patient to complete.
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 The five question tool can help non-expert clinicians to accurately and effectively diagnose generalized, acquired HSDD.
 ADDIN EN.CITE 

19

· What information should patients receive following FSD diagnosis?

HCPs can handout educational materials and/or point the patient towards other educational resources. If you have the time, circle the areas in a patient education brochure that are most pertinent to the individual patient’s concern. The American Association of Sexuality Educators, Counselors and Therapists (AASECT) and the International Society for the Study of Women's Sexual Health (ISSWSH) have educational material. Providers may want to schedule follow-up, allowing the patient sufficient time to review the educational materials. Additionally, if necessary or appropriate, providers can suggest a referral.8
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