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Evaluating Interviewing Techniques
for the Sexual Practices History

Use of Video Trigger Tapes to Assess Patient Comfort
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Background: Although physicians recognize the im-
portance of assessing a patient’s risk for human immu-
nodeficiency virus (HIV) infection, many are reluctant
to explore a person’s sexual history, a principal determi-
nant of this risk.

Objective: To examine the feasibility of a research de-
sign that uses responses to viewing a videotaped inter-
view as a proxy for how patients might feel if they were
interviewed using a specific approach, and to determine
comfort levels with a variety of interview approaches for
conducting HIV risk assessment.

Methods: Individuals responded to a videotape of sev-
eral interviewing approaches for HIV risk assessment. Re-
sponses to the following aspects were collected: intro-
duction of HIV risk assessment, assessment of patient
comfort with the topic, techniques for collecting HIV risk
and sexual information, and exploration of sensitive is-
sues not previously identified. Participants expressed lev-

els of comfort by means of a Likert scale to rate their com-
fort with each approach.

Results: Participants expressed higher comfort levels with
an introduction that used a ubiquity statement or lifestyle
bridge question. Also, they expressed greater comfort when
the interviewer addressed how they felt about responding
to questions about their HIV risk. Participants reported high-
est levels of comfort with both patient-centered and closed-
ended interviewing techniques. Women were less com-
fortable with an open-ended interviewing technique.

Conclusions: Individuals have different comfort levels
for approaches used to assess HIV risk. This trigger tape
experimental design to assess comfort levels for inter-
view techniques is feasible for exploring other aspects of
physician-patient communication; additional valida-
tion studies are recommended.

Arch Fam Med. 1999;8:218-223

However, there has been less discussion
regarding effectiveness of interview ap-

Editor’s Note: This study attempts to address a question I have
long had—how should we incorporate sexual practice history tak-
ing into the physician-patient interaction to get the best informa-
tion? As this study provides information on what a group of pa-
tients viewed as most comfortable, I am likely to use more of the
suggested wording in practice. However, I do believe that sexual
practice history questions frequently flow naturally in the course
of history taking without much transition necessary, such as when
patients introduce a related topic, and that patients exhibit differ-
ent personal levels of comfort. Also, the subjects in this study are
dissimilar to my current patient population, which may also affect
comfort levels.
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From the Department of Family
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HERE IS GENERAL agree-
ment on the need for hu-
man immunodeficiency vi-
rus (HIV) risk assessment
in primary care,’* with a
growing consensus of what content should
be identified during such a screening.’®
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proaches for eliciting this information.”"°
Much of the research on physician-
patient communication involves inter-
actional analyses that separate verbal
utterances into broad categories, eg, ques-
tioning, providing information, provid-
ing support, etc.'* Such studies do not pro-
vide information on particular interview
techniques in specific interviewing situa-
tions. Little is known about comfort lev-
els concerning specific interview tech-
niques from the perspective of the patient
as a consumer of medical services. As a sen-
sitive communication situation, an inter-
view assessing HIV risk is useful for study-
ing the comfort levels of health care
consumers with various interview ap-
proaches and, thus, may be an indicator
of preferences patients may have for these
approaches.

Although the most important fac-
tors in the acquired immunodeficiency
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PARTICIPANTS, MATERIALS,
AND METHODS

PARTICIPANTS

Fifty-seven individuals participated in this pilot study, in-
cluding volunteers from a senior citizens’ center (n=10),
an undergraduate health education class (n=32), gradu-
ate students in health education (n=10), and a group of
volunteer undergraduate college students (n = 5). Their ages
ranged from 20 to 75 years. Nineteen participants were men
and 37 were women (this information was missing for 1).
Of the 56 participants who reported their race, 51 (91%)
were white, 3 (5%) were black, 1 was Hispanic, and 1 was
Asian. All but 1 participant had attended college, with 29
participants (52%) reporting some college and 26 (46%)
college graduates.

MATERIALS

Materials included a demographic data form, an interview
comfort rating form, and videotaped vignettes. The follow-
ing information was requested on the demographic data
form: age, sex, race, educational attainment, a self-report
of strength of religious faith, religious preference, date of
last sexual contact, level of concern regarding issues re-
lated to sexual activity, and level of comfort answering phy-
sicians’ questions regarding sexuality.

The Interview Comfort Scale was a self-report
measure that used the following categories: (1) very uncom-
fortable, (2) somewhat uncomfortable, (3) somewhat com-
fortable, and (4) very comfortable. Participants also wrote com-
ments on the form regarding interview techniques.

Videotaped examples of a variety of interview ap-
proaches were developed, evaluated by an independent panel
of consultants in the clinical interviewing field, and deter-
mined to represent 1 of several recommended interview
techniques. On the videotape, a male physician demon-
strated the different techniques for each of 5 areas se-
lected for study within the HIV risk assessment interview:
introduction to sexual history; assessing comfort; style of

collecting information: sexual practices; style of collect-
ing information: identification of risk for AIDS; and ex-
ploring sensitive issues not previously identified. The se-
quence of presentation of the different interview approaches
was varied to balance the potential effect of primacy or re-
cency (Table).

PROCEDURE

After the purpose of the study was explained, questions
about the study were answered, informed consents to par-
ticipate were obtained, demographic data forms were com-
pleted, and participants were provided the Interview Com-
fort Scale. The videotaped vignettes were presented to groups
of participants as sequenced in the Table. Within each HIV
risk assessment area, all of the alternative techniques were
shown initially to participants in quick succession. Par-
ticipants then viewed the videotape a second time; the vid-
eotape was paused after each technique, and participants
assessed comfort with the technique by means of the In-
terview Comfort Scale. This process was repeated until all
5 study areas were evaluated. After completing the video-
tape, participants were provided an opportunity to write
additional comments and explore further questions dur-
ing a group discussion.

STATISTICAL ANALYSIS

A Friedman analysis of variance (ANOVA) was used to mea-
sure the strength of associations between comfort levels ex-
pressed for the various interview techniques. Where the
strength of these associations was significant at «<<.05, a
post hoc Wilcoxon matched-pairs signed rank test was used
to differentiate among groups. Kruskal-Wallis ANOVAs,
Mann-Whitney test, and Friedman ANOVAs were used to
evaluate the associations among and within demographic
groups. In all cases where multiple intergroup compari-
sons were made after a Friedman or Kruskal-Wallis ANOVA
an adjustment (with Bonferroni P value correction) was
made to the resulting P values to compensate for the added
probability that we would erroneously find a statistically
significant result purely by chance.

syndrome (AIDS) epidemic are related to patients’ life-
styles, sexual habits, and risks, physicians frequently do
not ask patients for a sexual history.'"*> Proportions of
patients who were asked or physicians who routinely re-
quested this information ranged from 7% to about 50%.'*>
A study using standardized patients found that primary
care physicians initiated HIV screening in 60% of inter-
views, but only 49% of risk behaviors were identified.'
There are many reasons physicians do not elicit a sexual
history, including a physician’s own discomfort,'”"? as
well as perceptions of potential or real patient discom-
fort."" There has been disagreement among communi-
cation experts over how best to elicit a sexual history in
a way that is least traumatic for patients, yet efficiently
obtains accurate information.?° However, there is a need
for HIV risk information, as well as a demand from pa-
tients and managed care systems to address the is-
sue.”"?* Knowledge about patients’ comfort levels when
being interviewed about this sensitive area should allow

physicians greater comfort and proficiency in carrying
out this task.

In personal discussions with other physicians who
study physician-patient communication, we solicited rec-
ommendations on effective approaches to the HIV risk
assessment and found no consensus. Considerable dis-
agreement occurred around the following communica-
tions questions:

1. What is an appropriate introduction into HIV risk
assessment? One opinion was that any introduction to the
subject would raise patient concern by implying that elic-
iting sexual information required special attention. An-
other suggestion was to introduce the topic within a dis-
cussion of prevention and health promotion. Others
recommended a ubiquity statement to introduce the sub-
ject of HIV risk assessment, ie, a statement indicating that
such questions are routinely asked of all patients.”

2. Should the clinician explicitly assess the patient’s feel-
ings regarding responding to questions about sexual activity?
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Videotaped Interview Techniques for HIV Risk Assessment*

Technique

Statement

Introduction to sexual history
Lifestyle bridge

Ubiquity

Direct statement
Assessing feelings
Assessed
Not assessed
Style of information collection:
sexual practices
Open-ended
Patient-centered
Closed-ended
Style of information collection:
identification of risk for AIDS
Closed-ended
Patient-centered

Open-ended
Exploring sensitive issues not
previously identified
Indirect
Closed-ended

“You've told me about your lifestyle including your occupation, your exercise, and diet. I'm now going to ask you
some questions about your sexual activities.”

“I routinely ask all my patients questions about their sexual history since so frequently there are issues and concerns
that don’t get addressed otherwise. I’'m going to be asking you some questions about your sexual activities.”

“I'm now going to ask you about your sexual activities.”

“How do you feel about answering some questions about your sexual activity?”
“I'm now going to ask you about your sexual activities.”

“Please describe your sexual activities.”
“Please describe your understanding of how sexual activities affect health and how that relates to your own situation.
“Are you currently active sexually with a partner?”

“Have you had more than one sex partner in the last year?”

“You mentioned that male homosexuals, individuals with many sex partners, and IV drug users are at high risk for
acquiring AIDS. Based on what you've told me, how would you describe your own risk?”

“Which of your activities or behaviors puts you at risk for HIV or AIDS?”

“Other than vaginal intercourse, what other forms of sexual activities have you been involved with?”
“You've been having vaginal intercourse. Have you had anal intercourse?”

»

*HIV indicates human immunodeficiency virus; AIDS, acquired immunodeficiency syndrome; and IV, intravenous.

About this question, some experts believed that, by rais-
ing the question of a person’s comfort, one might cue the
patient to feel uncomfortable about a topic that might oth-
erwise flow naturally between clinician and patient. Oth-
ers believed that exploring the comfort or discomfort of the
patient is respectful and appropriate.

3. Which questioning style is most effective in assess-
ing HIV risk? Communications colleagues frequently rec-
ommend the use of open-ended questions to collect in-
formation. However, most published guidelines addressing
HIV risk assessment identify specific information and list
a series of closed-ended questions to obtain this infor-
mation." Still others advocate collecting HIV risk assess-
ment information with a patient-centered approach that
emphasizes eliciting the patient’s own ideas and con-
cerns in the clinical dialogue.?* But what does it mean to
be patient-centered while conducting HIV risk assess-
ment? How might patients react to efforts to explore their
ideas and concerns on a topic that may make them feel
uncomfortable?

Much of the disagreement about how to conduct the
HIV risk assessment rests on potential patient reactions to
different interview techniques. Consequently, we evalu-
ated how individuals respond to different options, com-
paring introductions to the interview, the issue of address-
ing the patient’s feelings, and 3 questioning styles: patient-
centered, open-ended, and closed-ended approaches.

A second purpose of this pilot study was to assess
the feasibility of using trigger tapes to evaluate different
interview techniques. We hoped this new research method
could provide objective data on the desirability of using
one communication approach over another. A review of
the literature yielded only one study using a similar ap-
proach. The study by Gerbert et al*® of patients’ re-

sponses to an interactive multimedia HIV risk assess-
ment demonstrated a higher disclosure of risky behaviors
when the interview was conducted in a “warm” commu-
nication style.

— T

Asseen in Figure 1, participants expressed different com-
fort levels for certain techniques in HIV risk assessment.
With introduction to sexual history, participants ex-
pressed higher comfort levels with the ubiquity statement
and lifestyle bridge over the direct statement (P<<.001). An
example of this is illustrated by the written comment, “. . .
a good intro made me feel more at ease; helps to know that
everyone is asked the same questions.” However, differ-
ences between the ubiquity statement and the lifestyle bridge
were not significant (P =.10).

In assessing feelings, an interview technique that ad-
dressed patients’ feelings before beginning the sexual his-
tory was rated more comfortable than one that did not
(P<.001). Written comments such as “Feelings can af-
fect the truth about activities, so they are important to
discuss first” reveal the value attached to this issue.

Participants were significantly more comfortable with
the patient-centered interview technique than the open-
ended technique for both styles of information collec-
tion: sexual practices (Wilcoxon matched pairs post hoc,
P<.001) and identification of risk for AIDS. Addition-
ally, while participants were more comfortable with the
closed-ended technique than the open-ended technique
in both of these areas, differences were statistically sig-
nificant only within the sexual practices area (P<<.001)
and not in identification of risk for AIDS. There was no
statistically significant difference between patient-
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Introduction to Sexual History
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Addressed

Open-Ended

Patient-
Centeredt

Exploring Sensitive Issues
Not Previously Identified

Open-Ended

Patient-
Centered$

t P<.001.

I'p=,003.

' Closed-Ended '

* Significantly different from “direct” statement (P<.001) in Wilcoxon matched pairs, though not significantly different from one another.

¥ Significantly different from “open-ended” statement (P<.001) in Wilcoxon matched pairs, though not significantly different from one another.
§ Significantly different from “open-ended” statement (P=.03) in Wilcoxon matched pairs, though not significantly different from “closed-ended” statement.

Open-Ended’ Closed-Ended!!

Figure 1. Mean comfort levels for interview methods (N=57). AIDS indicates acquired immunodeficiency Syndrome. The comfort level was graded on a 4-point

Likert scale, where 1 indicates very uncomfortable; 4, very comfortable.

centered and closed-ended techniques for either of these
2 areas. Participants’ comments recognized the benefits
and limitations of these different techniques. For ex-
ample, one participant wrote that while the open-ended
technique “gives the chance to tell [the sexual history]
exactly, others might accidentally leave out something
that might be crucial.” Another concern was raised about
the closed-ended technique: “[It] may exclude some things
the doctor could need to know by only targeting [a very
specific piece of information].”

The last area, exploring sensitive issues not previ-
ously identified, included a question about anal inter-
course. An open-ended interview approach was rated as
more comfortable than the closed-ended direct question
(P<<.001). One participant stated, “I think it is rude to as-
sume that ‘most’ people have had anal intercourse. I cer-
tainly have not and would be extremely offended if some-
one asked me if I had. Once you offend your client, you
can forget open communication thereafter.” Other partici-
pants indicated the term was “too forward” or “too blunt.”

SEX DIFFERENCES

Significant differences in comfort levels based on con-
sumer sex were found in introduction to the sexual his-
tory (Figure 2). Both men and women preferred life-
style and ubiquity approaches over a direct statement

(Wilcoxon matched pairs post hoc, P<<.01). However,
men’s comfort levels were significantly higher than wom-
en’s levels when the direct statement method was used
(Mann-Whitney, P=.009).

Significant difference based on sex was also found
in style of information: sexual practices, where women
reported significantly greater comfort with patient-
centered and closed-ended techniques than with the open-
ended technique (Friedman ANOVA, P<<.001; Wil-
coxon matched pairs post hoc, P<<.001). Men expressed
higher comfort ratings with the patient-centered and open-
ended approaches than with the closed-ended approach
(Friedman ANOVA, P<<.04). Comfort ratings for men
were significantly higher than those for women with the
open-ended technique (Mann-Whitney, P=.004).

REPORTED LEVELS OF PARTICIPANT COMFORT
DISCUSSING SEXUALITY

Participants were evaluated on their a priori level of com-
fort with discussion of sexual matters, as indicated on
the demographic data form. Forty-five participants re-
ported feeling either very comfortable or somewhat com-
fortable about answering physicians’ questions regard-
ing sexuality on the demographic data form. Eleven
participants were uncomfortable, reporting feeling ei-
ther somewhat uncomfortable or very uncomfortable.
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Introduction to Sexual History
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Figure 2. Mean comfort levels for interview methods based on sex (N =56),
graded on a 4-point Likert scale, where 1 indicates very uncomfortable;
4, very comfortable.

However, during the videotape assessment, both com-
fortable and uncomfortable groups preferred the same
interview techniques for each HIV risk assessment area.

OTHER DEMOGRAPHIC VARIABLES

Statistical analysis of other demographic variables in re-
lation to comfort ratings was not done because of the small
sample size and composition.

B COMMENT

Typically, efforts to develop more effective methods of
medical interviewing have been based on expert opin-
ions and on communication principles derived from
pooled interactive analysis data.”® Rarely have patient pref-
erences been solicited or evaluated. Our study demon-
strated that individuals expressed significantly different
levels of comfort for interview techniques used to ob-
tain their sexual history in all 5 content areas of the HIV
risk assessment. This study points to the need for clini-
cians to acquire an array of interviewing techniques and
use them at appropriate points in the interview. A knowl-
edge of patient comfort should prove valuable in help-
ing clinicians pursue HIV risk assessment with confi-
dence and effectiveness.

When introducing the topic of sexual history dur-
ing an interview, some authors have found no differ-

ence in disclosure of risky behaviors when using a “pre-
amble.”” However, in our study, participants expressed
greater comfort with some form of transition. While there
was a trend favoring the ubiquity statement over the life-
style bridge, this difference was not found to be statisti-
cally significant. Based on these findings, clinicians should
introduce the topic before asking the sexual history and
consider using a ubiquity statement rather than simply
initiating questioning or announcing a shift in the focus
of the interview.

There are numerous benefits in addressing pa-
tients’ feelings when exploring sexual questions. Such an
inquiry allows an opportunity for the patient to verbally
express reservations. There are times when the level of
discomfort needs to be addressed before proceeding, for
example, when a patient expresses discomfort nonver-
bally. Otherwise, proceeding without addressing major
reservations may jeopardize the validity of the data as well
as the relationship.

Generalizations based on this pilot study are limited
because of sampling procedures and sample size resulting
in unintended selection bias. A much larger population is
needed to identify potential differences among various sub-
groups. Several different methods were used to recruit study
participants, including flyers announcing the project to a
random sample of university students along with a mon-
etary incentive. Despite these efforts, less than 1% of those
recruited responded. Similarly, more than 100 senior cen-
ter adults were invited, but only 10 (each with some col-
lege education) volunteered. There was a nearly 2:1 fe-
male to male ratio; consequently, the identified differences
between sexes may have been underestimated. Future stud-
ies should use a random sampling of a more representa-
tive population of clinic patients, including individuals who
are both at high and at low risk for HIV exposure.

Other possible challenges to the study’s validity in-
clude the asking of respondents to suspend disbelief. The
vignettes are brief segments presented by an interviewer
unknown to the participant, as opposed to their own care-
giver in the context of health maintenance or a health-
related problem. An existing clinical relationship may en-
tail other factors that could enhance or diminish emotional
response, comfort, and preferences. Participants ap-
peared to be at relatively low risk for HIV. It is not known
if participants’ self-assessment of personal risk for HIV
would change their responses to the portrayed interview-
ing techniques.

With these limitations in mind, several findings be-
come apparent. Patient comfort with a transition into the
interview and with having feelings addressed have al-
ready been mentioned. A further important observation
is the uniformly high level of relative comfort for patient-
centered communications, among both men and women.
Patient-centered communication begins with an at-
tempt to understand what the patient knows, believes,
feels, or values, and then engages in a dialogue provid-
ing a context for any patient-specific information that may
follow and may diminish potential tensions for both par-
ties.** This approach may encourage broad, rich re-
sponses and may begin the groundwork for developing
and negotiating a treatment plan that empowers the pa-
tient as an active participant.
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Another finding in this study was that women felt
more comfortable with patient-centered or closed-
ended questions. In contrast, men expressed greater com-
fort with open-ended and patient-centered questions. Sev-
eral factors may have contributed to these sex-related
differences. First, the trigger tape depicted a male inter-
viewer. For some women, the sex of the interviewer may
have raised fears of sexual intrusiveness. Alternatively,
men may culturally be more comfortable in discussing
their sexual history. We are in the process of exploring
whether the sex of the interviewer affects the comfort level
of male and female patients.

Accepted communications recommendations en-
courage the use of open-ended questions, since closed-
ended questions may restrict the range of response. How-
ever, in this study women expressed greater comfort levels
with closed-ended questions exploring the sexual his-
tory. This supports Williams™? observation that pa-
tients often do not volunteer sexual information when
asked general, open-ended questions, thus necessitat-
ing beginning with direct questions. This is in contrast
to the findings that men in our study preferred open-
ended and patient-centered questions.

Given women’s greater comfort for closed-ended ques-
tions, why did both male and female participants rate com-
fort levels high with the open-ended technique in the area
that asked for a history of anal intercourse? The answer
seems to be linked with the highly charged term anal in-
tercourse, which appeared offensive. These findings sug-
gest that certain words or terms carry negatively charged
emotional responses that can interfere with the interview.
It should be noted that the open-ended approach to ques-
tioning for extravaginal sexual practices asks, “Other than
vaginal intercourse, what other forms of sexual activities
have you been involved with?” Reliance on this approach
to collect valid data assumes that the physician will be com-
fortable with the response “no other types.” In some situ-
ations, however, the clinician may still feel the need to ex-
plicitly ask about specific sensitive subjects, such as anal
intercourse. Conversely, this study assumes that reported
levels of comfort are related to preferred interviewing tech-
niques, but this may not always be the case. For example,
someone may be more uncomfortable being asked di-
rectly about anal sex but at the same time prefer that it be
asked directly rather than indirectly.

Because this was a pilot study, we believe this re-
search approach would be strengthened through addi-
tional studies validating this method by comparing pa-
tient responses to video review with their responses to the
same approaches in a live interview. Another limitation of
this study is that research participants were presented with
only one interviewer, a man. Future studies should use a
variety of interviewers, carefully matched in their presen-
tations in all ways except for their sex, race, age, or other
meaningful variables. Also, the issue of confidentiality was
not addressed in this study; it should be evaluated.

It is time, in research of physician-patient commu-
nication, that we listen directly to our patients for guid-
ance in how best to communicate with them. This re-
search method may be helpful in defining certain aspects
of the acceptability of various communication tech-
niques and phrasing options. It may also be useful in re-

searching general strategies for clinical interviewing as
well as approaches to specific sensitive medical or social
topics. Other questions that may be addressed through
future research using this method include the use of si-
lence, preference for delivering “bad news,” discussing
advance directives, and screening for alcoholism, sub-
stance abuse, and domestic violence.
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