
Chapter 9

STI Care by GPs and SHPs

9.1 Introduction

Australia has a fragmented STI control system with different facilities

providing services for diagnosis, treatment, and follow-up of patients with STIs.

As discussed in Chapter 2, while patients may seek care for STIs from a variety

of services, the two major providers of sexual health services in Australia are

sexual health clinics (SHCs) and general practitioners (GPs). Sexual health

physicians (SHPs) who usually work in SHCs are responsible for offering

benchmark STI care services in Australia. Although patients in urban areas may

have access to different services, patients in rural areas have limited access to

sexual health services. However, general practice is more accessible to a large

cross-section of the population where most STI patients are seen.

As described in Chapter 2, there are gaps in STI care offered in general

practice and specialised settings. The differences may not be very apparent in

sexual risk assessment; however, specialists are more involved with screening

activities than their counterparts in general practice. Contact tracing seems to be

less of a priority in general practice. It is not surprising that specialists are likely

to offer high-level STI care to patients with STIs. Nevertheless, it would be

useful to develop an understanding of the extent STI care in general practice

193



differs to that in specialised settings. This comparison would help to identify

areas, if any, that warrant additional attention and support.

In addition to evaluating clinical diagnosis and treatment of STIs by GPs

and SHPs, the present chapter also aims to explore differences, if any, between

practitioners in relation to their attitudes and perceptions about different aspects

of STI care. In particular, this chapter examines the extent to which practitioners

assess sexual health risks during medical encounters; measure perceived levels

of difficulty in making such assessments; evaluate the degree of comfort in

dealing with patients with STIs; review attitudes toward offering chlamydia

testing; document the adequacy of education and training in sexual health for

primary care providers; and explore issues that inhibit sexual health promotion in

clinical practice.

9.2 Results

9.2.1 Awareness of STIs

General practitioners, compared with SHPs, were less aware that

chlamydia could be asymptomatic in women (81% vs. 91%, P=0.02) and more

likely to believe that the infection was commonly asymptomatic in men (54% vs.

42%, P=0.03) (Figure 9.1). Awareness about the potential for gonorrhoea and

genital herpes to be asymptomatic in both women and men was less common

among GPs than SHPs. For example, a lower proportion of GPs than SHPs
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reported that gonorrhoea could be asymptomatic in women (29% vs. 63%,

P<0.0001). Similarly, awareness about the likelihood of genital herpes being

asymptomatic in men was significantly lower among GPs than SHPs (28% vs.

50%, P<0.0001).

Figure 9.1 Knowledge of the potential for STIs to be asymptomatic

	

Chlamydia	 Chlamydia	 Gonorrhoea Gonorrhoea	 Genital	 Genital

	

in women	 in men	 in women	 in men	 herpes in	 herpes in
women	 men

There was no significant difference between GPs and SHPs in relation to

their awareness about the possibility that syphilis, genital warts, HIV, hepatitis B,

and hepatitis C could be asymptomatic in both men and women (Appendix F

Table 9.1a).

195



9.2.2 Specimen and site for testing for genital chlamydia

There was no significant difference between GPs and SHPs in relation to

their awareness of the appropriate specimen and site for genital chlamydia

testing (Table 9.1). The endocervix was reported as the most appropriate site for

genital chlamydia testing by almost all GPs and SHPs (91% and 96%,

respectively), while endocervical discharge was the most common specimen,

reported by over three-quarters of GPs and SHPs.

Table 9.1 Knowledge about the appropriate specimen and site for chlamydia
testing in women

Specimen/site	 % GPs (n=409) % SHPs (n=98) P-value

Appropriate site

Endocervix 90.7 95.9 0.093
Urethra 35.0 44.9 0.067

Appropriate specimen
Endocervical discharge 77.5 76.5 0.84
Urethral swab 34.5 35.7 0.82
Cervical discharge 28.1 27.6 0.91

The urethra was considered to be the appropriate site to test for

chlamydia by 35% of GPs compared with 45% of SHPs. Just over a quarter

(28%) of GPs and SHPs identified cervical discharge as the appropriate

specimen to test for genital chlamydia, while one-third considered a urethral

swab to be the appropriate specimen.
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9.2.3 Investigations for symptoms

Investigations recommended by GPs and SHPs for symptoms that may

relate to STIs are presented in Figure 9.2. First-catch urine for PCR or LCR was

recommended unanimously by almost all GPs and SHPs (92% vs. 98%,

P=0.04) to investigate urethritis. General practitioners, compared with SHPs,

were more likely to recommend urethral swabs for viral culture when

investigating urethritis (40% vs. 16%, P<0.0001).

Figure 9.2 Recommended investigations for different symptoms

q GPs ■SHPs

First catch	 Urethral swab Cervical swab Microscopy of Viral culture 	 Dark ground
urine for	 for viral culture for microscopy 	 wet	 microscopy
PCR/LCR	 preparation

Urethritis	 Vaginal discharge	 Anogenital ulceration

To investigate vaginal discharge, microscopy of a wet preparation and

cervical swabs for microscopy were recommended by a significantly lower

proportion of GPs than SHPs. About 76% of GPs considered using a cervical

swab for microscopy to investigate vaginal discharge compared with 96% of

SHPs (P<0.0001). A significantly lower proportion of GPs than SHPs
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recommended microscopy of a wet preparation when investigating vaginal

discharge (43% vs. 82%, P<0.0001). However, four out of five GPs and SHPs

recommended a high vaginal swab for microscopy and culture to investigate

vaginal discharge (Appendix F Table 9.2a).

Recommending viral culture to investigate anogenital ulceration was

significantly less common among GPs than SHPs (81% vs. 99%, P<0.0001).

The analysis also revealed that GPs were less likely to recommend dark ground

microscopy to investigate anogenital ulceration than were SHPs (41% vs. 53%,

P=0.04). Serological tests to investigate anogenital ulceration were

recommended by over four-fifths of GPs and SHPs (Appendix F Table 9.2a).

9.2.4 Treatment of STIs

In treating Chlamydia trachomatis, GPs were significantly less likely to

choose azithromycin as their treatment of choice than were SHPs (58% vs.

92%, P<0.0001) (Figure 9.3). A significantly greater proportion of GPs than

SHPs reported doxycycline as their antibiotic of choice for treating C.

trachomatis (42% vs. 8%, P<0.0001). To treat uncomplicated gonorrhoea, GPs,

compared with SHPs, were more likely to prefer ciprofloxacin (56% vs. 26%,

P<0.0001) and less likely to prefer ceftriaxone (27% vs. 74%, P<0.0001). A

further analysis revealed that prescribing ciprofloxacin or ceftriaxone to treat

gonorrhoea was not associated with area of practice (rural vs. metropolitan).
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Famciclovir was reported by a significantly higher proportion of GPs than

SHPs as the antiviral of first choice to treat genital herpes (48% vs. 17%,

P<0.0001). Valacyclovir was less preferred antiviral among GPs than SHPs

when treating genital herpes (36% vs. 76%, P<0.0001). The analysis also

revealed that GPs were significantly more likely to choose podophyllin solution

to treat genital warts than were SHPs (70% vs. 32%, P<0.0001).

Figure 9.3 Treatment of first choice for patients with STIs

Azithromycin Doxycycline Ciprofloxacin Ceftriaxone Famciclovir Valacyclovir 	 Podophyllin
solution

C. trachomatis	 Gonorrhoea	 Genital herpes Genital warts

There was no significant difference between GPs and SHPs in

prescribing procaine penicillin or benzathine penicillin to treat syphilis (Appendix

F Table 9.3a). Over half of GPs and SHPs reported using procaine penicillin as

their treatment of choice for syphilis (58% and 55%, respectively).
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9.2.5 Presumptive treatment for STIs

Presumptive treatment for suspected STIs was significantly less common

among GPs than SHPs (Figure 9.4). More than two-thirds of GPs, compared

with over 90% of SHPs, used presumptive treatment for suspected chiamydia

(P<0.0001), genital herpes (P<0.0001), and genital warts (P=0.0003). A

significantly lower proportion of GPs than SHPs offered presumptive treatment

for suspected gonorrhoea (43% vs. 86%, P<0.0001). One out of ten GPs offered

presumptive treatment for suspected syphilis compared with nearly one in two

SHPs (11% vs. 47%, P<0.0001).

Figure 9.4 Presumptive treatment for patients with suspected STIs

Syphilis	 Gonorrhoea	 Chlamydia	 Genital warts Genital herpes

While asked about reasons for using presumptive treatment for STIs, the

majority of GPs and SHPs reported that they could not wait for the laboratory

diagnosis (79% and 72%, respectively) (Appendix F Table 9.4a). A belief that
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patients were unlikely to come back for follow-up was less common among GPs

than SHPs in offering presumptive treatment (67% vs. 78%, P=0.05). The

analysis also revealed that a significantly greater proportion of GPs than SHPs

reported recurring infection as a reason for presumptive treatment (45% vs.

27%, P=0.001).

9.2.6 Dealing with STI patients in distress

The most common strategy for practitioners to deal with patients in

psychological distress was to extend the consultation time as reported by both

GPs and SHPs (82% vs. 92%, P=0.02) (Figure 9.5). A significantly lower

proportion of GPs than SHPs referred patients in distress to other medical

specialists (27% vs. 82%, P<0.0001). Almost half of GPs referred STI patients in

distress to counsellors compared with one-third of SHPs (49% vs. 34%,

Figure 9.5 Actions to deal with STI patients in distress

Extend	 Refer to medical
	

Refer to	 Refer to
consultation time	 specialists	 counsellors	 community

support groups
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P=0.007). Similarly, GPs were more likely to refer patients in distress to

community support groups than were SHPs (31% vs. 15%, P=0.002). It is worth

mentioning that just less than two-thirds of GPs and SHPs booked another

appointment to provide patients with more information and counselling (62% and

63%, respectively) (Appendix F Table 9.5a).

9.2.7 Sexual history taking

General practitioners were less involved than SHPs in taking a sexual

history from patients whose presenting complaint was not an STI (Figure 9.6).

Up to 10% of GPs reported always taking a sexual history from young (aged �

25 years), heterosexual, and Indigenous patients compared with over half of

SHPs. For example, one out of ten GPs always took a sexual history from a

Figure 9.6 Sexual history taking from patients with a non-STI complaint

Young	 Heterosexual	 Gay	 Lesbian	 Intravenous Indigenous
drug user
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patient who was young or Indigenous compared with over one in two SHPs.

While taking a sexual history from a heterosexual patient was fairly uncommon

among GPs, half of SHPs reported doing so on a regular basis (6% vs. 53%,

P<0.0001). General practitioners, compared with SHPs, were significantly less

likely to take a sexual history when they knew that the patient was gay (34% vs.

66%, P<0.0001) or lesbian (21 % vs. 50%, P<0.0001). Half of GPs always took a

sexual history from a patient who was an IDU compared with over two-thirds of

SHPs (50% vs. 68%, P=0.0018). Although the majority of GPs and SHPs (70%

and 78%, respectively) reported regularly taking a sexual history from CSWs,

the difference was not statistically significant (Appendix F Table 9.6a).

When asked about constraints in eliciting a sexual history from a patient

who did not come for an STI consultation, a greater proportion of GPs than

SHPs reported experiencing constraints (72% vs. 45%, P<0.0001) (Figure 9.7).

General practitioners were more likely to report time constraints in eliciting a

sexual history than were SHPs (55% vs. 31%, P<0.0001). Concerns about

patient discomfort in discussing sexual matters were more common among GPs

than SHPs (49% vs. 15%, P<0.0001). A greater proportion of GPs than SHPs

reported feeling embarrassed themselves in eliciting a sexual history from a

patient whose presenting complaint was not an STI (15% vs. 2%, P=0.0006).
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Figure 9.7 Perceived constraints in eliciting a sexual history

80

Had constraints	 Lack of time	 Patient would	 Further training Physician would
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9.2.8 Comfort in dealing with STI patients

General practitioners were significantly less likely to be comfortable than

SHPs in dealing with different patients with STIs (Figure 9.8). A significantly

lower proportion of GPs than SHPs reported being comfortable in dealing with a

patient who was known to be gay (42% vs. 92%, P<0.0001), or lesbian (40% vs.

87%, P<0.0001). General practitioners were less likely to feel comfortable in

dealing with a patient who was known to be an intravenous drug user (IDU) than

were SHPs (45% vs. 78%, P<0.0001). Self-reported degree of comfort was

much lower among GPs than SHPs in dealing with CSWs (46% vs. 89%,

P<0.0001). The analysis also revealed that GPs were less likely to be

comfortable in dealing with Indigenous patients than were SHPs (46% vs. 68%,

P<0.0001).
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Figure 9.8 Self-reported comfort in dealing with patients with STIs

9.2.9 Attitudes towards offering chlamydia testing

General practitioners, compared with SHPs, were found to be less

proactive in offering chlamydia testing to young women (76% vs. 99%,

P<0.0001) and young men (65% vs. 96%, P<0.0001) (Figure 9.9). A significantly

lower proportion of GPs than SHPs would like to offer chlamydia testing to a

patient with a recent change of sexual partner (89% vs. 99%, P=0.003) or with

inconsistent use of barrier methods (87% vs. 96%, P=0.02). Offering

opportunistic testing for chlamydia at the time of a Pap smear was much lower

among GPs than SHPs (56% vs. 85%, P<0.0001). Almost all GPs and SHPs

reported that chlamydia testing should be offered to patients with genital

symptoms (data not shown in Figure 9.9).
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Figure 9.9 Attitudes toward offering chlamydia testing to patients
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9.2.10 Priorities in STI care

In managing patients with STIs, the majority of GPs and SHPs reported

giving high priority to accurate diagnosis and proper treatment of STIs (95% vs.

100%, Fisher's exact P=0.02) (Table 9.2). A greater proportion of GPs than

SHPs considered helping patients to understand safe sex as a high priority (81 %

vs. 71 %, P=0.04). The analysis also revealed that GPs were less likely to give

contact tracing and treatment a high priority than were SHPs (54% vs. 78%,

P<0.0001).
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Table 9.2 Self-reported high priority in managing patients with STIs

Roles % GPs % SHPs P-value

Make an accurate diagnosis and treatment 95.1 (384/404) 100.0 (97/97) 0.019'
Helping patients to understand safe sex 80.5 (323/401) 71.1 (69/97) 0.042
Contact tracing and treatment if needed 53.6 (214/399) 78.4 (76/97) <0.0001
Provide counselling support 53.6 (211/394) 47.9 (46/96) 0.32

'Fisher's exact test p-value

9.2.11 Provision of patient education

When asked about the means of providing information to patients with

STIs, the majority of GPs and SHPs reported giving brief verbal advice (83%

and 89%, respectively) (Table 9.3). General practitioners were less likely to

provide patients with printed material (e.g. leaflets) than were SHPs (67% vs.

96%, P<0.0001). Advice on where to get counselling was provided by a lower

proportion of GPs than SHPs (55% vs. 66%, P=0.042).

Table 9.3 Approaches to providing information to patients with STIs

Approaches % GPs (n=409) % SHPs (n=98) P-value

Brief verbal advice 82.6 88.8 0.14

Give printed material (e.g. leaflets) 67.2 95.9 <0.0001

Where to get counselling support 55.0 66.3 0.042
Ask to read printed material

and make another appointment
37.2 46.9 0.075
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9.2.12 Perceived needs for training

While assessing the need for additional training in sexual health GPs

compared with SHPs were more likely to feel the need to improve their practice

(72% vs. 57%, P=0.007) (Table 9.4). Despite their specialization more than one

in two SHPs wanted to have additional training in sexual health. Of the

practitioners who responded in favour of additional training the majority of GPs

and SHPs identified advances in diagnosis and treatment of STIs as an area for

further training. A greater proportion of GPs than SHPs indicated the need for

further training in counselling that would benefit their practice (70% vs. 40%,

P<0.0001). There was no statistically significant difference between the two

groups of practitioners who would like to take additional training in prevention.

Just less than half (46%) of GPs and SHPs recognised the need for additional

training to work with special groups (e.g. gay, Indigenous clients).

Table 9.4 Need assessment for additional training in sexual health (SH)

Additional training % GPs % SHPs P-value

Additional training in SH
would be beneficial

71.5 (288/403) 57.3 (55/96) 0.0071

Area that needs additional trainingw:

Diagnosis and treatment 87.2 (251/288) 78.2 (43/55) 0.082
Counselling 69.8 (201/288) 40.0 (22/55) <0.0001
Prevention 50.7 (146/288) 41.8 (23/55) 0.23
Working with special groups 45.5 (131/288) 45.5 (25/55) 0.99

w applicable to those who were in favour of additional training
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9.2.13 Adequacy of professional literature on STIs

Views about the adequacy of professional literature on STIs were found

to be significantly different between GPs and SHPs (trend P<0.0001) (Figure

9.10). About 42% of GPs considered professional literature on STIs to be

`adequate' or `mostly adequate' compared with 85% of SHPs. In contrast, the

professional literature was found to be `inadequate' or 'not very adequate' by a

greater proportion of GPs than SHPs (23% vs. 4%).

Figure 9.10 Adequacy of professional literature on STIs

Adequate-mostly adequate 	 Reasonably adequate
	

Not very adequate-
inadequate

9.2.14 Management guidelines for STIs

Over half of GPs reported having a copy of management guidelines for

STIs compared to all SHPs (58% vs. 100%, Fisher's exact P<0.0001) (Figure

9.11). In particular, GPs were less likely to have a copy of national or state
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guidelines on STIs than were SHPs (43% vs. 96%, P<0.0001). Medical websites

were less commonly used by GPs than SHPs as a source of information for

treating STIs (18% vs. 57%, P<0.0001). Only a few GPs reported having a copy

of the Centers for Disease Control and Prevention (CDC) guidelines for

treatment of STIs compared with two-thirds of SHPs (4% vs. 66%, P<0.0001).

Figure 9.11 Management guidelines for STIs

Any management	 National/state	 Medical websites as 	 CDC guidelines
guidelines	 guidelines	 guidelines

9.2.15 Material on STIs for patients

General practitioners were not well resourced in terms of availability of

STI material for patients compared with clinics staffed by SHPs (Figure 9.12). A

lower proportion of GPs than SHPs reported having STI leaflets or pamphlets for

patients in their clinics (49% vs. 89%, P<0.0001). General practitioners were

less likely to have STI posters displayed in their waiting room than were SHPs
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(21% vs. 74%, P<0.0001). Similarly, leaflets about needle-syringe exchange

were available in 15% of GP clinics compared with 70% of SHP clinics

(P<0.0001). General practitioners were less likely to have condoms for patients

in their clinics than were SHPs (10% vs. 76%, P<0.0001).

Figure 9.12 Availability of STI material for patients in practice clinics

STI leaflets/
	

STI posters	 Leaflets about
	

Condoms
pamphlets	 needle-syringe

exchange

General practitioners were more concerned about the adequacy of

printed material on STIs for patients than were SHPs (Appendix F Table 9.7a).

More than half of GPs found that printed material for patients were inadequate

compared with two-fifths of SHPs (55% vs. 40%, P=0.007). Less than a fifth

(13%-18%) of GPs and SHPs shared similar views in relation to patient

information material on STIs being 'too technical', 'not comprehensive' or 'mostly

out-of-date'.
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9.2.16 Barriers to sexual health promotion

The majority of GPs and SHPs reported lack of time as a barrier to sexual

health promotion in general practice, followed by a lack of Medicare

reimbursement (Table 9.5). The proportion of practitioners who reported lack of

access to education resources and counselling as a barrier to sexual health

promotion was similar in both groups. There was no significant difference

between GPs and SHPs in relation to further preventive care training to be

beneficial in improving sexual health promotion. A greater proportion of GPs

than SHPs felt that they had a lack of influence in changing patient risk

behaviour (22% vs. 4%, P<0.0001). Lack of privacy was considered as a barrier

to sexual health promotion by a lower proportion of GPs than SHPs (12% vs.

26%, P=0.0007).

Table 9.5 Perceived barriers to sexual health promotion in clinical practice

Barriers	 % GPs (n=409) % SHPs (n=98) P-value

Lack of time 82.6 84.7 0.63

Lack of Medicare reimbursement 55.3 64.3 0.10

Lack of access to counselling 32.3 37.8 0.30

Further preventive care training could be beneficial 27.6 22.4 0.30

Lack of access to education resources 27.1 29.6 0.63

Little influence in patient risk behaviour 22.0 4.1 <0.0001

Lack of privacy/confidentiality 12.0 25.5 0.0007

Not the role of primary care provider 6.4 1.0 0.035

No constraint 2.2 5.1 0.16‘v

''Fisher's exact test p-value
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9.3 Conclusions

The present chapter identified significant differences in STI care offered

in general and sexual health practices. Overall, GPs were less aware than SHPs

about the potential for many STIs to be asymptomatic. Investigations

recommended for symptoms that may relate to STIs were different for GPs and

SHPs. There were also considerable variations between GPs and SHPs in

relation to treatment of choice for different STIs. General practitioners were less

likely to offer presumptive treatment for suspected STIs than were SHPs. Both

GPs and SHPs reported extending their consultation time to deal with STI

patients in psychological distress.

Sexual history taking from asymptomatic patients was less common

among GPs than SHPs. One out of ten GPs always took a sexual history from

an Indigenous patient compared with one in two SHPs. One-third of GPs

regularly took a sexual history from gay patients compared with two-thirds of

SHPs. General practitioners, compared with SHPs, were more likely to feel

constrained in eliciting a sexual history from patients whose presenting

complaint was not an STI.

In dealing with patients with STIs, GPs were found to be less comfortable

than their specialist counterparts. Two out of five GPs reported feeling

comfortable in dealing with STI patients who were known to be homosexual

compared with more than four in five SHPs. Also, GPs were less likely to offer
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chlamydia testing to patients with different backgrounds and sexual orientations

than were SHPs. Offering chlamydia testing opportunistically at the time of a

Pap smear was significantly much lower among GPs than SHPs.

A greater proportion of GPs than SHPs reported professional literature on

STIs as being inadequate. Furthermore, GPs were more likely to want additional

training in sexual health, in particular in counselling. However, self-reported

demands for additional training in preventive care were equivalent for both

groups. While all SHPs had a copy of management guidelines for STIs, just over

half of GPs reported having a copy of the guidelines.

Although a greater proportion of GPs than SHPs considered helping

patients to understand safe sex to be a high priority in STI care, GPs were less

likely to offer STI material to patients than were SHPs. Lack of time and

inadequate Medicare reimbursement were the most common constraints for

sexual health promotion, reported by both GPs and SHPs. However, GPs

compared with their specialist counterparts were more like to report their lack of

influence in changing patient risk behaviour as a barrier to sexual health

promotion in clinical practice.
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Chapter 10

Discussion

This thesis seeks to understand how sexually transmissible infections

(STIs) are managed in clinical practice in Australia. The thesis shows that GPs

possess various skills for the clinical management of STIs in symptomatic

patients. However, risk assessment of patients without symptoms is not well

integrated into the general medical encounter, and sexual health promotion in

general practice remains problematic. Additionally, some GPs report of being

uncomfortable in dealing with STI patients with different sexual orientations and

ethnic backgrounds. Many GPs believe that additional training in sexual health

can improve their ability to provide better STI care. A common presumption of

risk assessment is that patients would feel uncomfortable should a sexual

history be taken. Lack of time and Medicare reimbursements have been

identified as major barriers to sexual health promotion in general practice.

The study has also found that many, though not all, aspects of STI care

in general practice are different to that of specialised practices staffed by sexual

health physicians (SHPs). Diagnosis and treatment of STIs is generally

comparable in both practices. However, GPs, compared with SHPs, are less

likely to assess the sexual risk of asymptomatic patients and more likely to feel

constrained in doing such assessments. In dealing with patients with STIs, GPs
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are found to be less comfortable than SHPs. Furthermore, GPs are less likely to

offer chlamydia testing to patients with different backgrounds compared to their

specialist counterparts.

This chapter describes key issues in STI care identified in the present

research. It focuses on STI care in general practice, the aim of the study being

to explore the knowledge and practice base of GPs in STI care, and to examine

whether STI care in general practice differs to that of the 'benchmark' practice

offered by SHPs. This chapter also highlights implications of the study findings

about how to address the issues identified in STI care and directions for further

research.

10.1 Key issues in STI care in general practice

• Although GPs are generally aware of the clinical features of STIs, there
are inconsistencies in their awareness of other aspects of STI care

Clinical diagnosis of STIs requires practitioners to be well aware of the

common signs and symptoms of infections. As reported in Chapter 5, GP

knowledge about common modes of presentation of chlamydia and gonorrhoea

(the two most common notifiable STIs in Australia) was good in symptomatic

patients and comparable to that of their specialist counterparts. Nine out of ten

GPs identified urethritis as the most common clinical presentation of chlamydia,

while about three-quarters reported that urethritis is a common symptom of

gonorrhoea in men.
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In addition to identifying symptoms consistent with particular infections,

practitioners need to be well informed about the epidemiology of infection and

be competent in detecting patients' risk of exposure, which may not produce any

symptoms. Asymptomatic infections are relatively common and as such have

important public health ramifications. Chlamydia is asymptomatic in up to 80% of

women and 50% of men (Gaydos et al. 1998); however, the present study found

that one out of every five GPs was not aware of the potential for chlamydia to be

asymptomatic in women. Similarly, although up to 50-80% of women infected

with gonorrhoea may not experience any symptoms (Elias & Heise 1994;

Gomez & Martin 1996), this possibility was recognised by less than one-third of

GPs who participated in the present study. Awareness of asymptomatic HPV

infection in both women and men was not high among the participating GPs

(56% and 41%, respectively), even though these infections are often

asymptomatic (Kobayashi et al. 2000). Such low levels of awareness of the

possibility of STIs being asymptomatic have the potential to undermine early

detection of infections. This is of particular concern, as STIs are currently on the

rise in Australia.

The present research also found that awareness of asymptomatic STIs

was much lower among GPs than SHPs. About 29% of GPs were aware of the

likelihood that gonorrhoea can be asymptomatic in women compared with 63%

of SHPs (Chapter 9). In addition, such awareness seems to be lower among

NSW GPs than their Victorian counterparts (Mulvey et al. 1997). For example,

54% of GPs in the present study reported that chlamydia could be asymptomatic
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in male patients compared with 79% of GPs surveyed in Victoria. This Victorian

study showed that awareness of asymptomatic STIs was more common among

younger GPs, a finding which is supported by the present study. It was also

found that male GPs and those who worked in solo practices and graduated

overseas were less aware of the possibility that STIs can be asymptomatic.

These findings are important in designing targeted training interventions to

increase STI awareness among GPs.

Notification of infectious diseases assists the public health control of

infections through enabling quick responses to certain conditions or putting

prevention interventions in place. Although diagnostic laboratories have the

major responsibility for notifying most STIs in NSW, medical practitioners are

also responsible for notifying AIDS, viral hepatitis and syphilis. As presented in

Chapter 5, GP awareness of notification requirements was good for many STIs.

However, one in ten GPs was unaware of notification requirements of syphilis

and HIV in NSW. A recent study found deficiencies in the completeness and

timeliness of notification of infectious diseases among GPs in NSW (Allen &

Ferson 2000). Another study conducted in Victoria found that GPs notified only

those cases that had been confirmed by the laboratory, showing either a

reluctance to trust their clinical judgment or a misunderstanding of case

definitions (Thompson et al. 1997). As a public health issue, notification may not

be seen by many GPs to be as critical as other problems, which are more

directly related to immediate patient needs. It has however been suggested that

ongoing medical education emphasising the importance of notification and the
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diseases to be notified by practitioners could improve notification in general

practice (Bek et al. 1994; Allen & Ferson 2000).

• Choosing the appropriate diagnostic test is reasonably good among GPs,
yet there are inconsistencies in treatment for STIs

For all diagnostic tests for chlamydia, sensitivity and specificity are

directly related to the testing site and the adequacy of the specimen collected.

Practitioner awareness of the site for chiamydia testing was generally good, with

no significant difference between GPs and SHPs. Nine out of ten GPs correctly

identified the endocervix as the appropriate site for chlamydia testing in women

(Chapter 5). One in three GPs in the present study indicated both endocervix

and urethra as the appropriate site for chiamydia testing. However, a minority of

GPs were not sure about the appropriate site to test for chiamydia.

As chiamydia is an obligate intracellular parasite of columnar epithelium,

it is best isolated in culture by sampling endocervical epithelial cells from an

endocervical swab (Plummer 2002). Over three-quarters of GPs identified

endocervical discharge as the appropriate specimen to test for chiamydia. As

this response is the closest to the correct choice, it is reasonable to believe that

the majority of GPs knew what specimen to collect for chlamydia testing.

However, over a quarter of GPs and SHPs chose cervical discharge instead (as

opposed to endocervical) as the appropriate specimen for chlamydia testing in

women; a similar finding is also reported in an earlier study conducted in Victoria
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(Temple-Smith et al. 1997). Over half of the GPs who did not consider

endocervical discharge to test for chlamydia reported using cervical discharge

for the testing. Although the vast majority of GPs knew what site should be used

for chlamydia testing, a minority were uncertain about what specimen to be

taken for chlamydia culture in women.

Diagnostic tests were generally selected appropriately for different

symptoms that may be related to STIs (Chapter 6). Nine out of every ten GPs

recommended the first-catch urine with PCR or LCR for dysuria and/or

discharge. However, it has been argued that while non-invasive tests are more

sensitive and undoubtedly a far more comfortable choice for patients (as well as

practitioners), one of the disadvantages is that the procedure bypasses the

opportunity for a vaginal and pelvic examination, which can be useful in

detecting other important conditions including carcinoma of the cervix (Scott

1995). The present study also identified significant variations between GPs and

SHPs in relation to investigations recommended for different symptoms. For

example, almost all SHPs recommended a cervical swab for microscopy and

culture to investigate vaginal discharge, while three-quarters of GPs did so.

Such differences may be attributable to practitioner knowledge or access to

diagnostic facilities.

Having diagnosed an STI, it is crucial to give the appropriate treatment.

Recommended use of antibiotics or antivirals to treat STIs was fairly consistent

among the GPs, although varied significantly from that of SHPs (Chapter 9).
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Just over half of GPs preferred azithromycin to treat C. trachomatis, while the

vast majority (92%) of SHPs used this drug. Both azithromycin (1 g single dose)

and doxycycline (100 mg twice daily for seven days) achieve cure rates greater

than 95% for C. trachomatis (Bowden et al. 2002). Although azithromycin costs

twice as much as doxycycline, compliance with azithromycin is assured because

it is given as a single dose and, as such, is considered cost-effective because it

reduces the health care costs of complications (Marra et al. 1997; Stamm 1999).

Despite the potential for poor compliance and associated complications due to

treatment failure (Brookoff 1994; Augenbraun et al. 1998), doxycycline is the

treatment of choice for C. trachomatis among 42% of GPs. In addition,

doxycycline was the preferred treatment for chlamydia among male GPs who

worked in solo practices. This finding has important implications for clinical care

of chlamydia in general practice.

Ciprofloxacin or ceftriaxone are recommended to treat uncomplicated

gonorrhoea (Bowden et al. 2002). Just over a quarter of GPs preferred

ceftriaxone as their treatment of choice to treat gonorrhoea, while this drug was

used by nearly three-quarters of SHPs. In contrast, GPs were more likely to use

ciprofloxacin to treat gonorrhoea than were SHPs. A minority (14%) of GPs

reported using other antibiotics (e.g., spectinomycin or erythromycin) to treat

gonorrhoea. Spectinomycin is not recommended as first line treatment because

it is unreliable against pharyngeal gonorrhoea (Venereology Society of Victoria

2002). Almost all GPs preferred either procaine penicillin or benzathine penicillin

to treat syphilis, which are treatments of choice for syphilis. Acyclovir,
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valacyclovir and famciclovir are all effective for primary and recurrent episodes

of genital herpes and for long term suppression (Corey & Wald 1999).

Famciclovir was the preferred treatment among about half of GPs, while three-

quarters of SHPs preferred valacyclovir. Podophyllin solution to treat genital

warts was more common among GPs than SHPs. These findings suggest that

the majority of GPs used appropriate antibiotics and/or antivirals as

recommended to treat STIs, but there were still some inconsistencies and

uncertainties about which treatments were optimal.

Presumptive treatment is widely used by both GPs and SHPs. The vast

majority (over 90%) of SHPs offered presumptive treatment for chlamydia and

genital herpes, while over two-thirds of GPs did so. An earlier Victorian study

conducted in 1995 reported that 60% of GPs mostly or always treated chlamydia

presumptively, while another 28% sometimes offered presumptive treatment

(Temple-Smith et al. 1997). One recent US study also revealed that half of the

doctors surveyed always prescribed presumptive treatment for chlamydia and

gonorrhoea (McCree et al. 2003).

In the present study, the most common reason cited by both GPs and

SHPs for treating STIs presumptively was the long waiting time for confirmatory

laboratory test results; similar findings have been reported elsewhere

(Ostergaard et al. 2000). This would seem to be an appropriate strategy in

certain situations to reduce infectivity or to relieve symptoms in an acute

symptomatic case of chlamydia, gonorrhoea or herpes. The present study also
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showed that two-thirds of GPs treated suspected STIs presumptively because

patients were considered unlikely to return for treatment. This finding is

consistent with a Victorian study where the main reason given for treating STIs

presumptively was the difficulty in following up patients or their contacts

(Temple-Smith et al. 1997). If a GP does not know whether a patient with

symptoms suggestive of STIs will return for follow-up, then offering presumptive

treatment in some cases seems justifiable for the patient and his/her sexual

partners.

One out of every five GPs offered presumptive treatment because of a

patient's dislike of genital swabs or because testing was considered too time

consuming. These issues can be largely addressed by using non-invasive

specimens for nucleic acid amplification tests (NAATs). For example, self-

collected first-catch urine can be used for PCR or LCR to test for chlamydia with

a greater efficacy (Ostergaard et al. 2000).

Although there are some legitimate uses of presumptive treatment for

suspected STIs, it can be argued that a high-level of presumptive treatment, as

revealed in the current study, promotes the improper use of antibiotics and

unnecessary side-effects. More importantly, inappropriate use of antibiotics risks

encouraging antibiotic resistance, a growing concern for public health in recent

years (Wise et al. 1998; Fahey et al. 2003). Given this situation, it has been

debated recently whether GPs should perform diagnostic tests on patients

immediately prior to prescribing antibiotics (Kolmos & Little 1999). Potential
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benefits of such 'near patient testing' are that the test results can be available

immediately, and antibiotics can be prescribed only when the test results are

positive. In addition, there will be no waste of time completing pathology request

forms, tracking down test results or having the patient return for treatment

(Kolmos & Little 1999). Given the asymptomatic potential of many STIs and

frequent under-diagnosis of infections in general practice, 'near patient testing'

for STIs would seem to have much to recommend it (Dillon et al. 1993).

However, there are potential problems with the use of this approach, which

include quality control and procedures of testing, and reimbursement for the time

invested in testing (Hailey et al. 1990). More data need to be gathered to

critically examine the benefits of out-of-laboratory testing, as recommended by

the RACGP (Royal Australian College of General Practitioners 2000).

• Many GPs are reluctant to be involved in contact tracing, and sexual
health clinics/physicians are the preferred choices for STI referral

Contact tracing is considered a key element in STI control alongside

clinical management and health education (Clarke 1998). As seen in Chapter 7,

the vast majority (86%) of GPs discussed the importance of contact tracing with

their patients with suspected or confirmed STIs, supporting findings of an earlier

study in Victoria that most GPs tell patients presenting with an STI to advise

their contacts to seek treatment (Keogh et al. 1998). The Australian Contact

Tracing Manual indicates that primary care providers bear the major

responsibility for ensuring that STI contacts are properly assessed and
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counselled (Australian Society for HIV Medicine 2002). However, the active

involvement of GPs in contact tracing was not common. Half of the GPs who

participated in the present study reported that they did not want to organise

contact tracing for STIs (Chapter 6). This finding is consistent with what has

been previously reported in Victorian studies (Thompson et al. 1997; Keogh et

al. 1998). The latter study documented that 17% of GPs surveyed in Victoria felt

that contact tracing should not be the responsibility of GPs, while another 38%

reported that it sometimes should (Keogh et al. 1998). This Victorian study also

documented a high-level of uncertainty among GPs about how contact tracing

should be conducted. Similar uncertainty may well be present among GPs in

NSW. Therefore, lack of involvement of GPs in contact tracing is of concern

given that bacterial STIs are currently rising in Australia (National Centre in HIV

Epidemiology and Clinical Research 2003).

Australia has experienced some success in controlling HIV, part of which

is attributable to voluntary tracing of sexual partners of people diagnosed with

HIV (Fairley 1997). However, similar success with contact tracing has not been

achieved with other STIs. Evidence exists that a well-targeted education

programme could improve contact tracing among Australian GPs (Keogh et al.

1998). The Australian Contact Tracing Manual is a resource which outlines

contact tracing priorities for each STI and viral hepatitis along with practical

strategies for contact tracing including timing and individual conditions

(Australian Society for HIV Medicine 2002). This manual is available for

download from the Australian Society for HIV Medicine website at
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www.ashm.org.au and printed copies are available free of charge for primary

care providers.

Referral to specialised settings is crucial when GPs have limited access

to diagnostic tests, STI screening or contact tracing (White & Radcliffe 1991). As

seen in Chapter 6, the two most preferred options for STI referral were to sexual

health clinics (SHCs) and sexual health physicians (SHPs), who are responsible

for offering benchmark STI care in Australia. Metropolitan GPs were more likely

to refer patients with STIs to SHPs than their rural counterparts. This may be

due to limited access to specialised STI care in rural areas. One in four GPs in

the present study preferred to refer to either a gynaecologist or an urologist.

Nevertheless, it should be borne in mind that this finding represents GP

preference rather than actual referral patterns.

• Screening for chlamydial infection is not very common in general practice,
although patients with symptoms or high-risk behaviour get targeted for
testing

Chlamydial infection is commonly asymptomatic in both women and men,

and there are serious potential sequelae including PID, tuba) infertility, ectopic

pregnancy and chronic pain, if untreated. The present study identified an

inconsistent approach by practitioners in their intention to offer chlamydia

testing. As reported in Chapter 7, almost all GPs were in favour of offering

chlamydia testing to patients with genital symptoms, and four out of every five

226



intended to offer testing to patients who had recently changed sexual partners or

used barrier methods inconsistently. Two out of three GPs wished to offer

chlamydia testing to young men and three out of four to young women; similar

findings have been reported elsewhere (Boekeloo et al. 2002). The present

study also showed that GPs were less likely to offer chlamydia testing than their

specialist counterparts.

A growing body of evidence documents the feasibility and acceptability of

opportunistic screening for chlamydia in primary care settings (van den Hoek et

al. 1999; Tobin et al. 2001; Moens et al. 2003; Pimenta et al. 2003; Verhoeven

et al. 2003a). Opportunistic screening has been found cost effective in most

circumstances (Honey et al. 2002; Postma et al. 2002) and offers the

opportunity to limit possible adverse effects of screening by carefully selecting

and counselling eligible candidates (Verhoeven et al. 2003a). However, this

approach may detect only a relatively small proportion of infections. Moreover, it

can be argued that opportunistic screening gives patients little time to think

through the process and little opportunity to negotiate testing (Perkins et al.

2003).

Just over half of GPs felt that chlamydia testing should be offered

opportunistically to women at the time of Pap smears, while 85% of SHPs felt so

(Chapter 9). This finding has implications for early detection of asymptomatic

infections. A Pap smear is a test for the consequences of an infection due to

certain types of HPV. Consultation with patients about a Pap smear provides

227



GPs with an opening to discuss STI risks, which can presumably lead to testing

the patient for other STIs, if appropriate. However, not offering testing for other

STIs at the time of a Pap smear suggests a missed opportunity for identification

of asymptomatic infections.

Chlamydia testing has now become more acceptable among both

patients and providers with the introduction of non-invasive specimens for PCR

or LCR (Hjelm et al. 2001; Perkins et al. 2003). These molecular tests are

between 10-40% more sensitive than the usual tests, including culture

(Schachter et al. 1995; Schepetiuk et al. 1997; Young et al. 1998). Once

diagnosed, chlamydia can be treated effectively with single-dose antibiotics (e.g.

azithromycin) (Magid et al. 1996; Dayan 2000). Moreover, cost-benefit analyses

suggest that under most circumstances, chlamydia screening using NAATs

yields an advantage in terms of outcome and net cost over other methods of

testing (Genc & Mardh 1996). In a recent study in Queensland general practice,

young patients presenting to general practice services for any reason were

asked to participate in chlamydia testing using first-catch urine samples for PCR

(Heal et al. 2002). The vast majority (80%) of the young patients voluntarily

participated in the screening programme, indicating a potential to use general

practice as a convenient avenue for chlamydia screening. However, for general

practice to be a better avenue for opportunistic screening for chlamydia, further

information needs to be gathered about how this approach can be organised in

a cost-effective and convenient way.
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In Australia, C. trachomatis is the most common notifiable STI, and

annual notification has increased more than three-fold over the past decade

(35.4 per 100 000 in 1993 to 128.5 per 100 000 in 2002) (National Centre in HIV

Epidemiology and Clinical Research 2003). Despite this, there is no national

screening programme for this infection (Fairley & Bowden 2002) and there are

calls for genital chlamydia screening for both women and men in Australia (Chen

& Donovan 2003; Counahan et al. 2003; Hocking & Fairley 2003). Chlamydia

screening is also widely advocated by expert professional bodies. The

Australasian College of Sexual Health Physicians has recommended annual

screening of all young people under 25 years of age (Australasian College of

Sexual Health Physicians 2002), and the Centers for Disease Control and

Prevention recommends screening for chlamydial infection in all sexually active

women 24 years of age or younger (Centers for Disease Control and Prevention

2002). However, there is a need for consistent guidelines that address a number

of issues including who should be screened, how often they should be screened,

and where would screening be offered. This is important because the success of

screening programmes in general populations is often compromised by a lack of

valid selective screening criteria (Verhoeven et al. 2003a).
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• Sexual history taking is not well integrated into the general medical
encounter and practitioners have identified reasons for their lack of
involvement

Clinical diagnosis and treatment of symptomatic patients and their sexual

partners alone leads to incomplete STI control in the community (Thompson et

al. 1997). To be successful, STI control programmes must also deal with

asymptomatic cases. Such assessment requires practitioners to elicit

information about patients' risk behaviour (Furner & Ross 1993). As seen in

Chapter 7, there was inconsistent involvement by GPs in taking a sexual history

from patients whose presenting complaint was not associated with STIs. Two

out of three GPs always took a sexual history from commercial sex workers

(CSWs), while one in two did so for intravenous drug users (IDUs). One out of

three GPs always took a sexual history from gay patients, and one out of five

from lesbian patients. These rates of regular sexual history taking may be

inflated, as physicians self-reported practice has been found to be greater than

actual practice (Gemson et al. 1991; Russell et al. 1991).

The present study also revealed that under a quarter (7-23%, depending

on patient type) of GPs never took a sexual history when Sits were not the

presenting complaint. A vast majority of GPs were found to be reluctant to take a

sexual history from patients who were young, heterosexual or Indigenous. Along

with other reasons, this may be due to GPs underestimating the risk of infections

in this particular section of the population. The findings of the present study,

however, suggest that GPs are mostly proactive in taking a sexual history if the
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patients belong to a known 'high-risk group', regardless of their risk behaviour.

Such an approach has the potential to miss early detection of individuals with

asymptomatic infection who are not recognised as belonging to a 'high-risk

group', membership of which often only a competent risk history can reveal.

This finding of the present study has important public health ramifications.

In the light of new understandings of sexual diversity, in addition to 'risk

identification', sexual history taking is also paramount for STI prevention

(Browne & Minichiello 1998). Sexual history taking can help practitioners to

understand both behavioural and social determinants of sexual risk taking,

which is essential for health promotion and STI prevention. In particular,

information obtained during sexual history taking can be used to develop an

intervention plan in order to empower patients in achieving changes in sexual

behaviour (Labonte 1996). Therefore, taking a sexual history from patients with

an indication of exposure to STI risk factors has a key role in early detection and

prevention of STIs.

In general, GPs were less involved than their specialist counterparts in

taking a sexual history from asymptomatic patients (Chapter 9). For example,

one out of ten GPs always took a sexual history from Indigenous patients, while

one out of two SHPs did so on a regular basis. One in three GPs, compared with

two in three SHPs, always took a sexual history from gay patients. However,

such disparities are not unexpected, as patients visit SHPs mostly to address

issues related with STIs and expect to have their sexual risk discussed.
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Moreover, SHPs expect to discuss sexual risks with all of their patients, and

SHPs were found to be much more comfortable in dealing with patients with

STIs than were GPs. One recent US study, conducted among primary care

providers in Colorado, documented that obstetrician-gynaecologists reported a

much higher percentage of regularly taking a sexual history compared to family

physicians (Torkko et al. 2000). However, one Canadian study reported no

significant difference between obstetrician-gynaecologists and GPs in relation to

their STI risk assessment (Maheux et al. 1999).

There was no significant difference between male and female GPs in

taking a sexual history. However, earlier research suggests that female GPs

compared to their male counterparts were more proactive in discussing sexual

issues (Haley et al. 1999; Temple-Smith et al. 1999; Haley et al. 2000; Torkko et

al. 2000). Older and metropolitan GPs were found to be more proactive in

sexual history taking in the present research; however, a US study did not find

such a relationship (Torkko et al. 2000). Although overseas graduates seemed

less aware of the possibility that many STIs are asymptomatic, they were more

likely than their Australian counterparts to take a sexual history from

asymptomatic patients. A similar finding, that STI/HIV risk assessment was

associated with being a foreign-trained physician, has been reported in a US

study (Boekeloo et al. 1991). It was beyond the scope of the present study to

examine whether such an outcome was solely attributable to overseas medical

training or other confounding factors. In addition, the present study did not

collect information on the country from which the practitioners had graduated.
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Finding asymptomatic cases is crucial because many of the common

STIs do not consistently produce symptoms, but can contribute to the

transmission of infections and cause serious consequences. Unless

practitioners specifically ask patients about their sexual history and the activities

they have engaged in, they may make incorrect assumptions, particularly about

sexual orientation, which will affect the quality of health care services provided

(Diamant et al. 1999). As GPs are usually the first point of contact for a person

with a possible STI, their reluctance in sexual history taking, as evident in the

present study, will result in missed opportunities for the early detection of many

STI cases.

Taking a sexual history, especially from a patient without any symptoms

of STI, is not straightforward but seems to be a daunting task for many

practitioners for a number of reasons. The present study explored why

practitioners might not be proactive in sexual history taking. Overall, GPs

reported encountering more constraints than their specialist counterparts in

taking a sexual history (Chapter 9). Three in four GPs, compared with one in two

SHPs, had experienced at least one constraint in taking a sexual history from

patients who did not come for an STI consultation but had a high index of

suspicion of STIs.

More than half of GPs reported a 'lack of time' as the most common

barrier to sexual history taking (Chapter 7), which is similar to what has been

reported elsewhere (Merrill et al. 1990; Temple-Smith et al. 1996; Temple-Smith
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et al. 1999; Poljski et al. 2003). In a non-STI related consultation, sexual topics

are often not brought up until the end of the consultation, which leaves little or

no time for sexual history taking. In such situations, one possibility is that GPs

can ask brief screening questions to assess the need for a sexual history.

Patients can then be asked to make an appointment if a more detailed history is

indicated. However, asking patients to return for another appointment to review

their sexual histories may work well with patients whom the practitioners already

know, but this may not work with more transient clients (Temple-Smith et al.

1996). It is also possible that time constraints are sometimes reported in order to

avoid acknowledging personal embarrassment or being ill-equipped to take a

sexual history. However, such perceptions seem to be lessened once the clinical

utility of sexual history taking is understood by practitioners (Skelton & Matthews

2001).

About half of the GPs in the present study had concerns that patients

would feel uncomfortable should sexual histories be taken, however, this

perception was fairly low (15%) among the SHPs who participated in the present

study. Patient embarrassment was also reported by 39% of Victorian GPs as a

constraint to sexual history taking (Temple-Smith et al. 1999). While many

practitioners consider patient discomfort to be a barrier to reviewing sexual

histories (Merrill et al. 1990; Haley et al. 1999; Temple-Smith et al. 1999;

Verhoeven et aL 2003b), evidence exists that practitioner discomfort and

anticipated non-caring responses to sexual problems are perceived by many

patients as reasons against discussing sexual issues in medical consultations
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(Marwick 1999). In addition, studies on patients' views of sexual history taking

have consistently demonstrated patients' approval for discussing issues related

to sexual behaviour (Gerbert et al. 1990; Waterhouse 1993; Cohen & Alfonso

1997). A study conducted among 1 030 patients attending GP surgeries in

Sydney revealed that over three-quarters of patients would not object to their

GPs asking frank questions about sexual preferences and practices (Ward &

Sanson-Fisher 1995). Despite many patients being happy for their physicians to

discuss sensitive sexual health issues with them (Rosenthal et al. 1999;

Perlman et al. 2001), the reluctance of physicians in discussing those issues

probably leads to missing many important infections.

Practitioner discomfort was reported by one out of every seven GPs when

eliciting a sexual history from patients whose presenting complaint was not an

STI. A number of overseas studies also reported discomfort among practitioners

in discussing sexual matters with their patients (Merrill et al. 1990; Boekeloo et

al. 1991; Gerbert et al. 1991; Maheux et al. 1995; Torkko et al. 2000; Poljski et

al. 2003). Evidence exists that some practitioners feel that engaging in sexual

history taking may jeopardise their professional relationship with patients (Peate

1997). However, viewing sexual health as an integral part of a patient's holistic

health may help the practitioner to deal with these intimate issues more

adequately. It has also been suggested that awareness of personal attitudes

and values regarding the sexual history is a key element for practitioners when

gathering a sexual history (Perlman et al. 2001). These authors also reported

that practitioners being aware of their own sexual health and personal
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preconceptions about sexual matters could greatly reduce their anxiety, and

enhance comfort and ability to offer quality care to all patients.

Inadequate training was also reported by a fifth of GPs as a reason for

not taking a sexual history. This was similar to what has been found in an earlier

Victorian study (Temple-Smith et al. 1996) and a number of overseas studies

(Ferguson et al. 1991; Maheux et al. 1995; Verhoeven et al. 2003b). Evidence

exists that sexual concerns of patients are often perceived to be overly complex

and time consuming for many primary care providers (Schweickert & Heeren

1999). One study reported that the topic of sexuality itself might cause clinicians

to feel anxious and uncomfortable, and reinforce feelings of being inexperienced

or unprepared to deal with patients with STIs (Perlman et al. 2001). Interestingly,

lower self-esteem was reported to be strongly associated with practitioners not

feeling adequately trained to take a sexual history (Ross et al. 2000).

Nevertheless, good communication skills are essential to raise emotionally

charged and sensitive sexual matters, especially when the presenting

complaints are not related to STIs. It has been suggested that such skills could

be developed during medical training and professional education (Lewis 1990;

Boekeloo et al. 1991; Maheux et al. 1999). These studies suggest that

educational training can decrease feelings of discomfort, and increase

practitioner confidence when discussing patients' sexual activities. Experiential

training in sexual questioning may provide practitioners with exposure to and

skills for assessing patients' personal risk behaviour. An evaluation of a simple

educational intervention among Victorian GPs reveals that practitioners were
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significantly more likely to be aware of STIs and to take a sexual history after

attending the education programme than before (Mulvey et al. 2000).

Confidentiality is another concern that often limits broaching sexual

matters in medical consultations. The present study demonstrated that more

than one-third of GPs reported that the presence of another person was a

barrier to sexual history taking. This finding is supported by a recent Belgian

study of primary care providers where a much higher proportion (over 89%) of

practitioners reported the presence of the patient's partner or mother as a barrier

to discussing sexual issues (Verhoeven et aL 2003b). The present study also

showed that female GPs and those who were young, and worked in group

practices felt more constrained in taking a sexual history. A study on Victorian

GPs reported that female GPs were significantly more likely to consider the

patient of the opposite sex to be a barrier to sexual history taking, while male

GPs were more likely to find the first consultation with a new patient to be a

barrier (Temple-Smith et al. 1999). However, this finding of the present study

may be useful to identify a cohort of GPs who need additional support to

overcome barriers to sexual history taking.

• Despite the potential for STI prevention, structural and attitudinal
barriers limit the promotion of sexual health in general practice

In addition to biomedical responses to STIs, there needs to be long-

lasting prevention strategies to control the spread of infections. As seen in
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Chapter 7, four out of five GPs considered that helping patients to understand

safe sex was a high priority in STI care, while provision of counselling was a

high priority among one in two GPs.

Waiting rooms in clinics have considerable potential for educating

patients about prevention; however, two in five GPs in the present study

reported not having any STI material for patients in their surgery (Chapter 8).

Only one in five GPs had STI posters displayed in their waiting room and one in

two had leaflets or pamphlets on STIs. Displaying material in the waiting room is

considered to be a non-threatening way of offering information, particularly

useful for those who feel embarrassed in discussing sexual matters with their

care providers (Curtis et al. 1995; Royal Australian College of General

Practitioners 1998). Eye-catching displays of posters, leaflets and organised

notice boards are all useful means of engaging the patients' attention, and

improving their awareness of prevention (Ward & Hawthorne 1994; Wicke et al.

1994). In addition, electronic media can also be used to disseminate health

information in the waiting room (Oermann et al. 2003). A poster indicating that

the practising GP is comfortable in discussing issues related to sexual health

can act as a prompt for patients to seek medical attention (Gallagher 1989).

Despite the potential of preventive STI services in primary care settings

(Rabin et al. 1994; Curtis et al. 1995; Makadon & Silin 1995; Boekeloo et al.

1999; Miller et al. 2003), a considerable body of literature suggests that

practitioners are not capitalising on the opportunities for disease prevention with

their patients (Gerbert et al. 1990; Gemson et al. 1991; Rawitscher et al. 1995;
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Schuster et a!. 1996). The present study sheds lights on why practitioners do not

offer optimal sexual health promotion in general practice.

Lack of time was the most commonly (83%) cited constraint to offering

sexual health promotion in general practice (Chapter 8) and this has been

reported in a number of studies (Bowman et al. 1990; Goldberg et al. 1993; Bull

et a!. 1995; Cornuz et a!. 2000). Realistically, a GP can only consider prevention

activities if there is sufficient time in the consultation. This issue is substantiated

by earlier research which found that even an extra minute could make a real

difference in prevention (Wilson et a!. 1992). The RACGP guidelines on

prevention in general practice, Putting Prevention into Practice, suggests that if

patients are informed of the importance of prevention, they are more likely to

return and have the issues addressed (Royal Australian College of General

Practitioners 1998). Furthermore, linking the preventive activity with the patient's

presenting complaint has the potential to increase the relevance and acceptance

of the prevention campaign. General practitioners could benefit from being

educated to use brief counselling strategies that may be administered over a

series of visits (Cornuz et a!. 2000).

Inadequate Medicare reimbursement was another major barrier to sexual

health promotion as reported by over half of the GPs who participated in the

present study. An earlier study also identified arrangements for payment under

Medicare as an important barrier to preventive practice (Bauman et a!. 1989).

The current Medicare Benefit Schedule mainly rewards episodic care to

patients, rather than preventive care, which places considerable limitations on
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the extent and type of health promotion that can be done (Baum et al. 1998).

When six consultations each of ten minutes are more lucrative than four

consultations each of fifteen minutes (Ward et al. 1991), preventive care, which

is more likely to be offered in longer consultations, will be disadvantaged (Wilson

& Childs 2002). Evidence exists that salaried practitioners were more involved in

offering preventive services than their counterparts who work on a fee-for-

service basis (Abelson & Lomas 1990; Callahan & Bertakis 1993; Montalto et al.

1996).

Over a quarter of GPs indicated that further training in preventive care

could help them to offer sexual health promotion in general practice. A number

of earlier studies reported a lack of education and training to be a barrier to

health promotion (Bauman et al. 1989; Ward et al. 1991; Bull et al. 1995). At a

workshop conducted with Australian GPs, participants listed the statements

"preventive medicine being taught inadequately in the pre-registration

(internship) period" and "undergraduate curricula" prominently as barriers to

preventive care in general practice (Ward et al. 1991). There is an urgent need

that deficiencies in preventive care education be addressed in the medical

curriculum as well as in continuing professional development (CPD, formerly

known as CME) programmes, as will be discussed later in this chapter. Lack of

access to counselling was also identified as a barrier to sexual health promotion.

This finding suggests that GPs may be ill-equipped to deal with preventive

issues in STI care, and would prefer to leave health promotion to others, as

reported previously (Baum et al. 1998).
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One in five GPs felt that they had a lack of influence in changing the risk

behaviour of patients; similar views have been reported elsewhere (Bruce &

Burnett 1991; McAvoy et al. 1999; Lawlor et al. 2000). This finding is of some

concern because disease prevention is likely to be more effective when

physicians perceive their efforts as useful (Bonevski et al. 1996). There is

evidence to suggest that physicians are often regarded as a credible source of

lifestyle advice for patients (Wallace et al. 1987; Rosenthal & Smith 1995;

Browne & Minichiello 1998), and their advice has been shown to change

patients' risk behaviour (Law & Tang 1995; Ashenden et al. 1997; Mant 1997).

When patients seek guidelines from their physicians on public health matters,

inadequate responses probably send the wrong message, the cost of which is

likely to be far greater than any immediate spending needed to enhance clinical

prevention (Makadon & Silin 1995). Education and training could help GPs to be

more proactive in advocating strategies to modify patient risks (McAvoy et al.

1999). However, to be successful, GPs need to be fully convinced that such

efforts would influence population health without being detrimental to their

relationship with patients (Lawlor et al. 2000).

In Australia, much attention concerning prevention has been directed to

cardiovascular diseases, cancers, accidents and injuries, and mental health

(Department of Health and Aged Care 2001). The RACGP's Guide to Preventive

Care in General Practice recommends which preventive activities are to be

performed and how often they should be done in general practice (Royal

Australian College of General Practitioners 2001). Although these guidelines
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recommend Pap smears for all women aged 18-70 years every 2-3 years, they

do not include any preventive measures for STIs or even HIV/AIDS. To control

the spread of STIs and their sequale, it is important that STI-specific health

promotion messages should be included in the RACGP's preventive care

guidelines. It is worth noting that NSW Department of Health has recently

published guidelines, NSW Sexual Health Promotion Guidelines, for the delivery

of sexual health promotion by health workers with a common goal of improving

the sexual health of populations and communities (NSW Department of Health

2002). However, a supportive environment needs to be created to follow this

holistic and population focused guidelines to promote sexual health in general

practice.

• GPs are reasonably comfortable in dealing with young and heterosexual
patients with STIs, however they do not feel so comfortable with
marginalised populations

This thesis identified different levels of comfort among the study

participants in dealing with STI patients (Chapter 7). Although the majority of

GPs were comfortable in dealing with young and heterosexual patients, over a

quarter reported feeling 'very to somewhat uneasy' in dealing with a patient who

was gay, lesbian, CSW or IDU. However, a much lower level of discomfort

among Victorian GPs was reported in an earlier study in treating lesbian and gay

patients with STIs (5% and 7%, respectively) (Temple-Smith et al. 1999). The

present study also revealed that GPs were less comfortable than their specialist
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counterparts in dealing with patients with STIs. For example, only two out of five

GPs felt comfortable in dealing with gay, lesbian and CSWs compared with

more than four in five SHPs (Chapter 9).

It was also found that GPs who were comfortable in dealing with patients

with STIs were more likely to assess individual sexual risks. For example,

eliciting a sexual history from lesbian patients was more common among GPs

who were comfortable than their counterparts who were not. A recent US study

revealed that physicians who felt comfortable were more likely to report regularly

taking a sexual history and testing sexually active adolescent females for

chlamydia (Torkko et al. 2000). The present study also showed that GPs who

were comfortable were more likely to provide information on preventive

measures and have STI material for patients in their clinics. Practitioner comfort

was inversely associated with their perception of having a lack of influence in

changing patient risk behaviour. In addition, GPs who were comfortable were

less likely to report encountering barriers in sexual history taking. This finding

suggests that GPs who are comfortable are more likely to be proactive in

offering better STI care, especially in the area of prevention, which has also

been supported by earlier studies (Boekeloo et al. 1991; Maheux et al. 1995;

Haley et al. 1999; Torkko et al. 2000).
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• Many GPs have concerns about their training in sexual health and feel
the need for additional training

This thesis explored perceived adequacy of sexual health training for

primary care providers (Chapter 8). Practitioners stressed that generic skills in

sexual health were not sufficient to meet the demands of providing STI services,

and that training in sexual history taking and STI prevention were particularly

inadequate. One in two GPs participating in the present study felt that sexual

health training for primary care providers was either `inadequate' or `not very

adequate'. Only one in five GPs identified the training as `adequate' or `mostly

adequate'; paradoxically, this group was found to be the least proactive in

sexual risk assessment. This confirms an earlier suggestion that the medical

curriculum is generally deficient in educating medical practitioners about sexual

health issues and sexual history taking (Temple-Smith et al. 1996; Mindel &

Tenant-Flowers 1998).

There are unmet demands for sexual health training among GPs, with

72% wanting additional training. This study also showed that GPs who did not

want to have further training were found to be less involved in sexual history

taking and less likely to offer STI material to their patients. Offering chlamydia

testing was also less common among GPs who did not endorse the need for

additional training. Given that STIs are recognised infrequently in general

practice, two cases per month in the current study and a similar STI caseload

reported elsewhere (Mulvey et al. 1997), it is no surprise that GPs find it difficult

244



to keep up-to-date with the latest advances in STI care (Temple-Smith et al.

1997). In addition, it is unlikely that a GP with a low caseload would acquire new

sexual health knowledge or even reinforce what was learned at the

undergraduate level. It is, however, encouraging that the GPs in the present

study recognised the need for additional training in sexual health, which may

indicate that the majority of GPs who participated in the present study would like

to contribute more in the area of sexual health.

In Australia, undergraduate medical education does not appear to equip

medical graduates with optimal knowledge and skills to deal with changing

demands (Nair & Finucane 2003). In particular, teaching of sexual health to

medical undergraduates is inconsistent and there is no standardised sexual

health course or STI curriculum (Mindel & Tenant-Flowers 1998). Sexual health

training is fragmented with its different aspects covered in different subjects of

medicine, such as obstetrics and gynaecology, immunology, and community

medicine. Many Australian GPs have found aspects of their undergraduate

training in sexual health and STIs to be inadequate (Temple-Smith et al. 1996),

and this is echoed in the findings of the present study. In addition, the national

HIV/AIDS strategy and the national Indigenous Australians' sexual health

strategy have acknowledged the need for training professionals to manage the

sexual health of their patients effectively (Commonwealth Department of Health

and Family Services 1997; Commonwealth Department of Health and Aged

Care 2000). However, there is no clear evidence about what medical

practitioners actually learn about sexual health in their undergraduate medical
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training. While medical schools offer limited periods to teach sexual health, the

continuing medical education (CME) system remains the main framework for

additional training. Many practitioners rely on CME programmes to access

information rapidly and coherently, and to assist them to develop skills that are

not covered in undergraduate medical training (Bonevski et al. 1996; Temple-

Smith et al. 1996).

A review of the impact of CME reveals that didactic CME sessions do not

appear to be effective in changing physician performance (Davis et al. 1999). It

was also documented that interactive CME sessions that enhance participant

activity and provide opportunities to practice skills can bring about changes in

professional practice and, sometimes, health care outcomes. Evidence also

exists that a simple educational intervention could improve GP knowledge and

ST1 practice in Australia (Steven & Montanoro 1996; Wray et al. 1998; Mulvey et

al. 2000). A recent study was carried out to design teaching interventions to help

primary care professionals to identify and deal effectively with sexual health

issues in their consultations (Skelton & Matthews 2001). This study reported that

the courses in sexual health were highly acceptable to the participants with an

apparent capacity to raise awareness among the participants.

It has also been found that skill-based strategies, using simulated patient

instructors (SPI, a person trained to role play specific types of patients coupled

with feedback on clinical performance), were effective in changing physicians'

practice (Gonzalez-Willis et al. 1990; Bowman et al. 1992; Rabin et al. 1994;
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Rabin 1998). A randomised controlled trial showed that mailed education

material combined with an office visit by an SPI for role-play and feedback on

clinical performance increased risk assessment and risk reduction counselling of

physicians (Rabin et al. 1994; Rabin 1998). This controlled trial also found that

physicians who had received the combination reported themselves as having

greater self-efficacy in sexual health clinical practice, and confidence that they

could change patient risk behaviour and prevent transmission of infections,

including HIV. There is little information concerning the extent to which the

office-based training approach is actually being used in Australia (Oldenburg &

Owen 1995). Information needs to be gathered about the feasibility of such an

approach in the Australian context before making further conclusions.

10.2 Limitations of the study

In interpreting the present research, a number of points should be kept in

mind. The response rate for the GP component of the survey (45.4%) can be

considered to be a reasonable one, given that GPs are increasingly reluctant to

participate in postal surveys (MacPherson & Bisset 1995). A recent nationwide

questionnaire survey conducted among Australian doctors to assess their

attitudes towards the use of antithrombotic drug therapy for stroke prevention

revealed a response rate of 30% (Peterson et al. 2002). A more recent postal

survey revealed that 28.5% of 1 272 Victorian GPs responded to a study on

GPs' educational need in intellectual disability health (Phillips et al. 2004). Poor
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participation in postal surveys is also documented in overseas studies; 33% of

5 118 GPs in the UK responded to a questionnaire-based study of the

management of genital herpes in general practice (Woolley & Chandiok 1996),

and 38% of 781 GPs in England and Wales completed a survey that evaluated

the diagnosis and management of suspected PID (Simms et al. 2000).

Nevertheless, the true magnitude of poor participation in postal surveys remains

unknown, as results of surveys with low response rates are less likely to be

accepted for publication, especially in the clinical literature.

The present study surveyed GPs in one state (NSW) of Australia, yet the

results are likely to portray a broader picture of how STIs are managed in

general practice elsewhere in the country, given that many of the GPs surveyed

may have trained or worked in other Australian states, and basic principles

underlying STI care services across Australia are similar and are funded by the

standard Medicare Benefit Scheme. Nevertheless, the GP sample in the present

study is likely to modestly under-represent GPs who were male, older and

worked in metropolitan areas (Chapter 4), which can potentially introduce non-

response bias (Barclay et al. 2002).

The results presented in this thesis are based on self-reported responses,

and the GPs who responded are perhaps those who feel they have something to

say about STIs. It may be that the survey reflects better practice than is

generally available in the state. In addition, information bias may have occurred

in this study, especially with regard to responses to the questions concerning
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actual performance, since practitioners may have reported their preferred criteria

rather than their actual management practice.

Finally, self-reported responses are inherently subject to bias where

participants may remember information incorrectly, or their responses reflect

social expectations. In particular, some of the self-reported responses might be

subject to recall bias (e.g. use of presumptive treatment, diagnosis of an ST1),

while some practitioners might have over-reported their preventive care.

Therefore, the possibility of some bias in the findings of the present study cannot

be ruled out.

10.3 Recommendations and policy implications

This thesis has examined different aspects of STI care in general practice

in NSW, and identified a number of significant issues (discussed in section

10.1). The following sections describe how the identified issues might be

addressed in the context of the existing Australian health care system, and what

strategies could be considered to improve STI care in general practice.

As primary care providers, GPs need to be well informed about the

epidemiology of STIs and be competent in the clinical management of infections.

Clinical training for practitioners should include advances in diagnosis and

treatment of STIs. Given the accuracy, ease of use and acceptability of non-

invasive urine tests with PCR or LCR for chlamydia and gonorrhoea, GPs now
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have greatly enhanced screening capacity which in turn could reduce the burden

of infections in the community and identify at-risk individuals who are in need of

safe sex counselling. A high rate of presumptive treatment for suspected STIs

underscores the need for clear, concise and standard treatment guidelines in

relation to presumptively treating patients for STIs. There is a role for greater

promotion of single-dose treatments such as azithromycin for chlamydia.

Educational efforts are needed to increase GP awareness of notification

requirements for STIs and the importance of contact tracing in STI control. Also,

GPs need to be encouraged to take the lead for organising contact tracing,

although clearly there is also a need to explore how this role can be better

supported by the public health system given that GPs are working under

considerable pressure.

Education and training programmes should assist practitioners to assess

symptoms and risk behaviour of patients, as well as to explore issues that have

not yet become manifest or have not yet been revealed by the patient. There is

no substitute for a detailed sexual history for individualised risk assessment.

Therefore, sexual history taking should form an integral part of a general

medical history, and must be based on a patient's possible risk behaviour rather

than merely their sexual identity or ethnic background. General practitioners

need to routinely consider sexual history taking from asymptomatic patients

even if they are not known to belong to a 'high-risk group'.
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While many GP participants feel anxious about working with certain

marginalised populations and are sceptical about their ability to encourage risk

reduction, these concerns are not supported by the literature. Good

communication skills are required so that both patient and practitioner feel

comfortable raising and discussing sensitive issues related to sexual health.

Therefore, educational activities should place greater emphasis on

communication and counselling skills so that practitioners can initiate and

sustain a dialogue about the sexual experiences and complex stories that a

patient might present. Simple manoeuvres such as explaining the reason for

taking a sexual history and allowing the patient the choice of not answering

particular questions could help. Practitioners should be capable of taking at least

a minimal sexual history for screening purposes, if not to engage in a

comprehensive risk assessment. This is essential even if only to refer a patient

to more appropriate caregivers. Also, there should be minimum proficiency at

providing initial counselling, and to identify when a patient needs a referral for

psychological care or risk reduction. In addition, GPs must be able to establish a

friendly, relaxed and receptive atmosphere for patients, which is an important

prerequisite to discussing intimate sexual health issues and risk reduction

counselling.

In Australia, sexual health education is offered inconsistently across the

various medical schools but generally appears to be inadequate to meet the

needs of future practitioners. There is a need for a critical review of the place of

sexual health in undergraduate medical curricula. In addition to advances in
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diagnosis and treatment, the undergraduate training must also include training in

prevention and counselling related to STIs. A range of postgraduate education

programmes in sexual health should be designed for practising GPs highlighting

the importance of asymptomatic case management and STI prevention.

However, the real challenge will be to attract GPs who may not yet have

recognised the need for such skills in their practice sufficiently to participate in

such programmes. Moreover, while the majority of GPs recognise STIs

infrequently, practitioners are less likely to develop an interest in this particular

area. The attachment of incentives (e.g. CPD points) can be used to leverage

participation; however, such efforts need further investigation.

In designing educational activities, it is to be remembered that skill-based

strategies are more effective than information dissemination alone in changing

clinical practice. Education material along with office visits by a simulated patient

instructor (SPI) for role-play and personalised feedback on clinical performance

have been found to improve practice overseas (Gonzalez-Willis et al. 1990;

Bowman et al. 1992; Rabin et al. 1994; Rabin 1998). In an era when time and

financial pressures make it difficult for many primary care providers to leave their

office to attend postgraduate or professional development programmes, a brief

office-based intervention using SPIs could be a popular option. This approach

might be particularly useful for GPs who work in rural and remote areas where

direct access to educational activities is limited.
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Given the importance of risk assessment and the difficulties that GPs

encounter in routinely undertaking such an assessment, a brief screening

questionnaire could be developed and offered specifically to adult patients seen

in general practice. Such a questionnaire may be completed while waiting for a

consultation and used to prompt GPs for follow-up questions and STI testing. In

addition to saving practitioner time, one particular advantage of administering

this questionnaire is that patients may admit to high-risk behaviour more often

on a private written questionnaire than in a face-to-face interview. However, this

approach may be problematic for low literacy populations for whom STI risks

may be high. Also, accuracy of this process will be affected by who else is in the

waiting room (e.g. mother) and who has access to the answers (e.g.

receptionist). Acceptability of such processes needs widespread testing across

the practice populations before introducing them into routine practice. Including

sexual health in the RACGP guidelines on prevention also has the potential to

enhance preventive activities for STIs in general practice.

It is clear that there are some GPs in the community for whom sexual

health consultations remain an uncomfortable experience. These GPs should be

encouraged to refer patients to specialised facilities (e.g. sexual health clinic) or

to a colleague GP who has a special interest in sexual health. The latter option

may be more acceptable for patients in rural and remote areas where sexual

health services are less accessible. In such situations, it may be worthwhile to

publicise the availability of primary clinical services with particular expertise in

sexual health so that patients can be aware of these options. The Divisions of

253



General Practice can play a key role in fostering a referral network within the

division.

The waiting room has enormous potential for cueing patients about

prevention and to prepare them for a sensitive discussion about sexual issues.

Posters and signs indicating that the practising GP is open to talking about

sexual matters would encourage patients to raise such issues during the

consultation. Up-to-date leaflets and pamphlets on STIs in the waiting room

could also act as a prompt for patients to broach the issues with the attending

practitioners or direct them to other care providers. As a shared responsibility,

patients, along with the practitioners, need to feel free to discuss sexual matters.

Patient education can be instrumental in raising awareness of sexual health and

STIs, and waiting rooms are a good starting point to offer such education.

Clinical demand for sexual health services by patients has the potential to

generate practitioner interest in professional development in the field.

While current funding systems focus on illness-based fee-for-service

remuneration, it is understandable that practitioners will not be fully involved with

a process (e.g. prevention activities) that requires them to practice outside the

confines of Medicare. Practitioners often need longer and repeated

consultations to manage chronic and complex medical problems, and offer

preventive and psychological care. Although patients are able to book longer

appointments in the first instance, funding agencies do not consider repeated

visits appropriate. Therefore, funding arrangements need adjusting in order to
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accommodate these issues, which in turn could help practitioners to be more

proactive about preventive care in addition to conventional diagnosis and

treatment. In particular, the Enhanced Primary Care Medicare items and

Practice Incentives Programmes payments could be extended to support

preventive activities for STIs in primary care settings.

10.4 Further research

Having gained an understanding of how STIs are managed in general

practice this research has generated a number of issues that need further

investigation. Care for STIs in general practice, described in the present study,

is based on a cross-sectional survey, which is but one of many possible

approaches to assessing management of STIs. Further research in this area

should consider using complementary methodologies (e.g. audits of STI

encounters, observational studies). In addition, qualitative studies can achieve

important insights into some of the issues of STI care (e.g. attitudes, comfort),

which are difficult to assess with structured questions.

This thesis reveals that sexual history taking is not well practiced during

medical encounters and many GPs are reluctant to engage in such an

assessment unless the patient is known to belong to a 'high-risk group'.

Although the present study has assessed self-reported reasons for GPs' lack of

involvement in sexual history taking, qualitative studies will generate further

insights. In addition, it is important to explore further what constitutes an
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adequate sexual history and how the information can be used to design a

personalised intervention to facilitate behaviour change. These data would help

in designing education programmes in sexual history taking for medical

practitioners.

If we are to control chlamydia, the most common notifiable STI in

Australia, it is essential to improve the detection of asymptomatic cases.

Although screening has been found to be effective in reducing the burden of

illness due to chlamydia, testing for asymptomatic chlamydial infection is not

commonly performed in general practice. It would be useful to understand how

GPs can best incorporate selective chlamydia screening into the routine general

medical encounter. Consistent guidelines about who should be screened, what

would be the criteria for screening, and how often they would be screened are

also needed to facilitate screening. Funding arrangements need to be explored

so that Medicare can support such opportunistic screening, which has

considerable public health importance.

Effective STI care requires that practitioners feel comfortable in dealing

with sexual matters. The discomfort among GPs detected in the present study

underscores the need for further exploration of factors that mitigate against such

discomfort in order to improve practice. A deeper understanding of how

practitioners can best assist patients to feel comfortable in discussing intimate

sexual issues would also be useful for designing interventions.
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The present study has revealed a lack of proactive participation in

contact tracing by GPs, but did not ask why GPs were reluctant to be involved. It

is beyond the scope of the present research to address whether the practitioners

understand the process of contact tracing, and how it should be conducted and

when it should be initiated. This obviously deserves further investigation to

enhance the effectiveness of contact tracing in primary care settings.

A waiting room of a surgery conveys information about what happens in

the surgery and has the potential to prepare patients for prevention. The present

study has identified less than ideal use of this opportunity. Further research

could better explore how waiting rooms can be used more effectively to promote

prevention and to prompt patients to seek medical attention. Optimal

approaches to STI screening can be evaluated through an intervention study.

The present study has also identified a number of structural factors that

preclude GPs from taking a more proactive role in STI care. In order to develop

a better understanding of the impact of time constraints on clinical care for STIs,

it is essential to investigate the role of organisational and reimbursement

systems in more detail than explored in the present study. For example, it is

important to gain insights into the linkages between longer consultations and

prevention, and to find ways that longer consultations focussing on prevention

can be accommodated under existing funding arrangements. Policy research is

needed to identify the reasons and solutions for this failure of Medicare to meet

the public health needs in this field. Furthermore, many GPs indicated the need
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for additional training in sexual health and it is important to explore the place of

sexual health training in the existing medical education curricula. This review

would help in the redesign of education programmes to meet the changing

demands of sexual health practice.

Finally, the patients' perspectives of STI care are needed to get a more

complete picture, especially concerning how best to approach sexual health in

clinical settings. A patient study could explore the contexts in which they feel

comfortable discussing their sexual experiences, as well as their preference for

how practitioners might approach sexual matters. Such studies can help to

identify ways of sensitising patients to the need for a sexual history. Patient

readiness in receiving risk reduction counselling can also be explored.

10.5 Summary

Based on a survey of GPs in NSW, the present thesis has lead to an

understanding of how STIs are managed in general practices. This thesis shows

that GPs are able to manage symptomatic STIs on most occasions, however,

there are differences between general and specialist practice in the

management of asymptomatic infections. While there have been improvements

over time in the diagnosis and treatment of STIs, for further improvements,

innovative strategies need to be developed to support practitioners in

asymptomatic case detection and management.

Sexual risk assessment for patients without symptoms is poorly
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integrated into general medical consultations. Paradoxically, GPs feel more

confident about taking a sexual history from a patient who belongs to a known

`high-risk group', something that can often only be established by taking a

sexual history. Clearly, this will result in missed opportunities for the early

identification of asymptomatic infections as well as their prevention. If GPs are to

make a difference in the prevention of STIs, sexual history taking needs to be

expanded beyond symptomatic patients and made more routine. In addition, the

present study places emphasis on screening to detect asymptomatic chlamydial

infections, which requires practitioners to be more proactive and to encourage

patient participation. It is also important that GPs feel comfortable in dealing with

patients with different sexual identities, as practitioner discomfort is linked to

poor risk assessment and inadequate preventive care of STIs.

While it is a reality that training and skills of GPs are often not sufficient to

meet the current demands of STI care, both undergraduate and postgraduate

medical education programmes should reflect the needs of those GPs who will

encounter such infections in their practice. Prevention of STIs not only requires

restructuring of funding arrangements beyond episodic care, but also needs an

environment that supports practitioners in their endeavours to achieve best

practice in sexual health. Above all, GPs need to understand the importance of

taking a more proactive approach to STI care, particularly in asymptomatic case

management, without which success in STI control will remain elusive.
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