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Abstract 

Aim and objectives. To illuminate nurses’ experiences and opportunities to discuss sexual health 

with patients in primary healthcare. 

Background. Sexual health is a concept associated with many taboos and research shows that nurses 

feel uncomfortable talking to patients about sexual health and therefore avoid it. This avoidance 

forms a barrier between patient and nurse which prevents nurses from giving satisfactory healthcare 

to patients. 

Design. A qualitative descriptive design. 

Method. Semi-structured interviews were conducted with nine nurses in primary healthcare in 

Sweden. Data were analysed by using qualitative content analysis.  

Results. During the analysis phase, five subcategories and two main categories were identified. The 

two main categories were: “Factors that influence nurses’ opportunities to talk to patients about 

sexual health” and “Nurses’ experiences of talking to patients about sexual health”. Social norms in 

society were an obstacle for health professionals’ opportunities to feel comfortable and act 

professionally. The nurses’ personal attitude and knowledge were of great significance in 

determining if they brought up the topic of sexual health or not.  The nurses found it easier to bring 

up the topic of sexual health with middle-aged men with for example diabetes. One reason for this is 

that they found it easier to talk to male patients. A further reason is the fact that they had received 

training in discussing matters of sexual health in relation to diabetes and other conditions affecting 

sexual health.  

Conclusion. Nurses in primary care express the necessity of additional education and knowledge on 

the subject of sexual health. The healthcare organization must be reformed to put focus on sexual 

health.  

Relevance for clinical practice. Guidelines for addressing the topic of sexual health must be 

implemented to establish conditions that will increase nurse’s knowledge and provide them with the 

necessary tools for discussing sexual health with patients.  
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Introduction 

Sexuality is a multifaceted phenomenon and research is not confined to one particular field 

(Lundberg 2010). Furthermore, sexuality is often not accurately described and many people equate 

sex with sexuality. This can have a devastating impact on how people’s sexual health issues are 

perceived in society. It also reflects the predominant paradigm in the healthcare context in which 

medical needs are prioritised in comparison to human needs in which understanding is central 

(Edwards 2001). Today, sexual well-being and sexual problems are given low-priority in healthcare; 

furthermore, only a limited amount of research has been done on how nurses talk to patients about 

sexual health (Löfgren-Mårtenson 2013, Tillman & Mark 2015). The results of this research show 

that many nurses feel uncomfortable when talking to patients about sexuality; to resolve this issue, 

adequate training is essential (Olsson et al. 2012, Saunamäki et al. 2009, Umran et al. 2014).  

 

Background  

The World Health Organisation, WHO (2000) claims that sexual health is not just the lack of 

disabilities or disease but that it requires a positive and respectful approach towards sexuality and 

sexual relations. Sexual health is defined as a state of emotional, mental, physical and social well-

being in relation to a person’s sexuality. Sexual health is the possibility to have safe and enjoyable 

sexual experiences which are free from compulsion, violence and discrimination (WHO et al. 2000). 

      A number of illnesses including diabetes, vascular disease, cancer and depression affect sexuality 

in a negative way. Problems like lack of lust, sexual dysfunction, decreased or lack of erection, 

lubrication, ejaculation and orgasm are common (Hulter 2004, Kaplan 1979). Furthermore, many 

pharmaceuticals have a negative effect on sexual lust and ability (American Sexual Health 

Association 2015, Plantin & Månsson 2012, Saunamäki et al. 2009). A large and intractable problem 

is lust and arousal difficulties that could be caused by biological or pharmaceutical conditions but 

also various diseases and health problems. Other possible factors could be anxiety, negative 

thoughts, stress, low self-esteem or physical or mental abuse. Problems with sexual lust may also be 

an effect of relationship difficulties, infidelity or religious or cultural standards which affect sexual 

desire. Furthermore, there are a number of sexually transmitted diseases which may cause pain for 

both women and men. Additionally, an unhealthy lifestyle can lead to low sexual libido (American 

Sexual Health Association 2015, Elmerstig 2012, Kaplan 1979). Today pharmacological aids such as 

Viagra, Cialis and Levitra have made it more acceptable to talk about erectile dysfunction in males 

(Katz 2007, Word Health Organisation 2010). In contrast, female sexuality is invisible in healthcare, 

especially regarding middle-aged women (Banister 2000). Research has shown that when compared 

to the situation in the 1970s, men and women aged between 70 and 79 have increased their sexual 
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activity. Many elderly people continue to be sexually active despite serious and difficult physical 

diseases or limitations (Beckman et al. 2008, Buttaro et al. 2014, Marandola et al. 2004).  

     Sexuality is extremely complex as it refers to a core dimension of being human which includes 

multifactorial experiences of identity, love, eroticism and the capacity for reproduction, and 

therefore perhaps best understood using sociological frameworks of interpretation (Gagnon & 

Simon 2005, WHO et al. 2000). Society's sexual values exist at different levels with the cultural and 

interpersonal levels described for the first time in the 1970s. Sexuality is not extraordinary in itself, 

meaning is created in the cultural environment Over the years, medical care in the Western world 

has constructed a common system of values developed from existing religious and societal norms 

and the medical paradigm which was formed during the 19th century (Lorentzen & Ekenstam 2006, 

Plummer 2005). This system has shaped our standards of sexual behaviour and heteronormativity. It 

is based on the notion that all people are heterosexual and that men and women are expected to 

live in marriage. Sexuality under these conditions is more focused on reproduction than sexual 

liberation which, in the past and to this day, often mean less freedom for individuals that does not fit 

into existing sexual standards. This group consists not only of people belonging to the LGBTQ 

movement but also the elderly, disabled and ill people who are unable to adapt to the norm 

(Anderson 2012, Connell 2008, Gagnon & Simon 2005). This norm in turn affects our ideal of 

hegemonic sexuality symbolised by the phallus. This generates power for those men whose 

identities still are based in traditional conceptions of gender. Unfortunately, however, this may also 

produce fear and insecurity among those who cannot live up to this ideal (Kimmel et al. 2005). 

Recent research shows that despite efforts to break up prevailing sexual norms, preconceptions of 

sexuality still exist (Anderson 2012, Sanchez et al. 2012). This becomes visible in organizations where 

these norms create barriers which reinforce existing asymmetrical conditions. This is particularly 

visible in marginalized groups but also manifests itself in the different healthcare professions 

(Bjorkman & Malterud 2009, Gott et al. 2004). 

     Healthcare should have a holistic approach and within nursing communication, where non-verbal 

communication accounts for 70 %, is central (Bradley & Edinberg 1986). Health professionals must 

become aware of their personal attitudes and the sexual norms that continue to prevail in the health 

sector. Otherwise individuals will continue to be and feel discriminated (Anderson 2012, Rasmusson 

et al. 2013). Healthcare personnel should be given training in how to discuss sexuality with all 

patients, i.e., the young, the elderly, immigrants, sexual-minority groups and indeed all minority 

groups. Research has shown that it is important for patients to know what happens to sexual lust 

and sexuality in disease and treatment. Sexual desire can also disappear without any health 

problems and regardless of the reason, the patient may need sexual counselling. Low libido issues 
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are often overlooked in healthcare and the responsibility is left to the patient (Farrell & Belza 2012, 

Rasmusson et al. 2013, Southard & Keller 2009). 

     Studies from the areas of oncology and psychiatry show a lack of training in sexology. This makes 

it extremely difficult for nurses to bring up a subject which is important topic (Olsson et al. 2012, 

Quinn & Happell 2012). Preventive health services are primarily provided by the primary care 

organization and sexual health issues should be incorporated here. However, relevant research 

studies on sexual health in primary healthcare are lacking. The focus for this study is sexual health in 

the primary-care setting. 

 

Aim 

To illuminate nurses’ experiences and opportunities to discuss sexual health with patients in primary 

healthcare. 

 

Methods 

Design 

This qualitative study used semi-structured interviews to gather data about the nurses’ experiences. 

The same questions were asked to all the informants and led to open-response opportunities where 

all the informants had a chance to speak their mind (Kvale 1996).  

 

Participants 

Operation managers in different primary-care facilities in the southern part of Sweden were 

contacted and asked if they wanted to participate in the study. Sixteen primary-care facilities were 

approached and six were chosen, based on geographical distribution, to be included in the study. 

After permission by the Operation Manager at each workplace, the nurses were contacted and at a 

work meeting verbally given information about the study. Thirteen nurses, aged 41 to 63, were 

invited to participate of which nine agreed to take part in the study. Eight were female and one was 

male. A requirement was that the participants were registered nurses, currently working at a 

primary-care facility. All informants had received further education such as district-nurse education, 

midwifery education and diabetes-nurse education.  

 

Data collection 

The data were collected through semi-structured interviews by two researchers, were tape-recorded 

and transcribed verbatim. The interviews lasted 20-45 minutes, with an average of 30 minutes. A 
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pilot interview was carried out to see if the prospective questions would generate answers that 

responded to the aim of the study. The pilot interview was then analysed before the following 

interviews were held. This demonstrated the strengths and weaknesses in the interview technique. 

The interview guide was constructed in accordance with Kvale (1996) and consisted of two open-

ended questions to provide an opportunity for the informants to describe the most important 

dimension of sexual health. The opening question was: Can you describe an encounter were sexual 

health was discussed? The opening question was then followed by: How do you feel to talk about 

sexual health with your patients? The questions were formulated to give the informants freedom to 

talk about their experiences and feelings. The interviewer tried to be as open-minded as possible 

and asked open ended follow-up questions during the entire interview. The interviews took place in 

a separate room at the informants’ work places. 

 

Data analysis 

Qualitative content analysis was chosen since it gave the research team an opportunity to analyse 

the interviews systematically and to compare them and abstract the content to the descriptive 

categories. When the transcriptions were completed, the interviews were read a second time in 

order to achieve a better understanding and to gain a sense of the whole. Units of meaning were 

created and condensed and those who corresponded to the aim of the study were chosen. The 

interviews were encoded by content and paired together based on similarities and differences. They 

were then organized in different contents areas (Graneheim & Lundman 2004).The content areas 

became subcategories during the analysing process where there was an intensive collaboration 

between all the researchers. Examples of the inductive analysis process are presented in Table 1. 

The ambition was to avoid interpreting the researchers’ own understanding of the material. The 

transparency of the content analysis method contributes to establishing trustworthiness and 

credibility for the study. Quotations are used to illustrate the findings and increase the validity 

(Graneheim & Lundman 2004). 

 

Ethical considerations 

All informants received information about the aim of the study both orally and in writing. In 

accordance with the Declaration of Helsinki, the informants were informed about their taking part 

being voluntary, the option to withdraw at any time without explanation, and their right to be 

anonymous (World Medical Association 2008). The informants were assured that the content of the 

interviews would be confidential during the whole process. According to Swedish law, ethical 
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approval is not required for research studies conducted during advanced educational programmes; 

however, this was nevertheless applied for and granted. (Swedish Code of Statutes 2003/2008). 

Results 

The results are presented in two main categories: Factors that influence nurses’ opportunities of 

talking to patients about sexual health and Nurses’ experiences of talking to patients about sexual 

health. In each main category, subcategories were formed to illuminate the different subareas in 

each main category (Table 2). 

 

Factors that influence nurses’ opportunities of talking to patients about sexual health 

 

Much of the nurses’ work concerning patients’ sexual health is governed by the care providing 

organizations and medical tradition. Lack of time and education as well as obligations and 

regulations in the nursing profession made it difficult to talk about sexual health. Structural flaws in 

the primary care organization were also a major obstacle for the nurses. Some of the nurses blamed 

the primary care organization while others found ways to work around this and provide good sexual 

healthcare despite lacking support from their organization. 

 

Varied education levels about sexuality as a subject 

All nurses in the study said that they wanted more education and knowledge about sexual health. 

None of the informants had any general education in sexology in their basic education or further 

education at their workplace which made them doubt their capability in the subject. The informants 

experienced that sexuality as a subject often was neglected in primary care even though all the 

informants had encountered the topic of sexual health in their work. The informants did not feel 

that the employer raised the issue of their need for education. Most of the informants were 

uncertain about how to respond to patients’ questions about sexual health, if it did not concern 

potency or sexually transmitted diseases. The lack of knowledge and an unsupportive organization 

reduced the nurse’s ability to accomplish the holistic care that is the primary focus of the nursing 

profession. 

 

“It’s all about time and resources and things like that actually. I think it is so when a doctor 

prescribes blood pressure medication, it is not even certain that he/she thinks about it. I believe that 

it is so that it's not that often you touch it or think about it [sexuality] (I1) 
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One exception was in the area of diabetes where nurses felt they had adequate education about 

men’s potency issues, although not on the matter of sexual health as a whole. This made them afraid 

to ask about other sexual health issues resulting in an incomplete understanding of the patient’s 

needs.  

“... and you can't ask questions about more than you can answer or have knowledge about.” (I 8) 

 

Some of the informants had found ways to work around this obstacle. They used a care-counselling 

support online which made them feel more secure. Some had a personal interest in this, and 

because of this, more knowledge which made them actively look for more information. Problems 

related to sexual health that the informants had experienced themselves also contributed to a 

higher level of knowledge in that area, information which they shared with their patients.  

 

“Regarding physical problems, there are various lubricants to make the mucous membrane softer /// 

and because I’m a woman myself, after menopause when you get that kind of problems - I'm a little 

interested when something new comes out and want to be updated and so I can recommend it.” (I 5) 

Competence in the primary-care workplace was created in different ways. Traditionally, much of the 

available of knowledge was transferred from pharmaceutical companies. Knowledge about male 

potency problems was thus increased, but information about pharmaceuticals to help women with 

dry mucous membranes was less often given. The lectures were very valuable for the nurses’ 

knowledge and preparedness to meet patients’ needs of sexual health advice. However, in the past 

five years briefings by pharmaceutical companies have been restricted as they are aimed at 

increasing sales of specific products which has resulted in decreasing knowledge in this area. 

 

The impact of health organizations on nurses’ attitudes towards sexual health 

According to the nurses, the primary care organization did not present enough goals and guidelines 

regulating their work with sexual health. Regarding the subject of sexuality, only patients with 

diabetes and evidence of sexually transmitted diseases were in focus. The informants who had an 

interest here found ways to work with sexuality issues, but they experienced this as stressful as it 

required more time with the patient. This led to patients receiving different care depending on 

which nurse they met. Some of the nurses stepped back and focused on the medical problems 

instead of taking a holistic view.  

 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

“...we are so pressed for time today, so you don't have the time. One does not see the whole person 

in that way, one sees a knee or a wound.” (I 7) 

 

There were also questions about whether sexual health was a part of healthcare and if the 

informants really had the right to talk about it. If the sexual health issues were vague or had an 

emotional aspect, the informants felt it was not their duty to talk about it. They often re-directed 

patients to doctors or midwives. This led to the situation where they did not know if the patients had 

received the help they requested due to clinics rarely collaborating. The nurses also claimed that 

primary care was not profiled as the setting where patients could present sexual health issues. One 

informant reflected on why healthcare does not promote sexual health. She wondered why it was 

not advertised at the primary health centre that it is possible to seek care for sexual problems while 

at the same time advertising about other conditions for which a patient may be looking for help. 

 

Nurses’ experiences of talking to patients about sexual health 

When asked how it felt to talk with patients about sexual health, many nurses claimed that it felt 

natural. The interviews revealed that nurses thought it was easier to talk about erection issues with 

male patients with Type 2 Diabetes Mellitus. Other conversations about sexual health were seen as 

more difficult and the patients in these cases where referred to other care units. The nurses felt 

most uncomfortable talking to older patients, especially those over 80 years of age, patients who 

were not married and those with multiple illnesses.  

 

Gender differences affected the conversation about sexual health  

The nurses claimed that it was easier to talk to men about sexual health issues. The nurses explained 

that sexual health for men was treated as strictly physical and that they had a medical remedy which 

facilitated talking about sexual health. Female sexuality was different, more invisible. Although the 

nurses knew that women also experienced negative side effects from diseases like Type 2 Diabetes 

Mellitus, they did not raise the topic of sexual health with them. 

     Women’s sexual health issues were described in terms of relationship problems and not as 

physiological problems which contributed to nurses not asking about it. They did not consider it to 

be their duty to talk to patients about relationship and psychological problems. The only sexual 

problem that female patients did talk about was fragile mucous membranes. The patients were 

often given the advice to buy oestrogen gel at the pharmacy or use a lubricant during intercourse. 

Male patients’ sexual health was a subject that the nurses attended to if the patients were diabetic 

and the nurses claimed to have good knowledge about the impact of diabetes on erectile function. 
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They also claimed to have good knowledge of how to treat this. Sexual health and diabetes was a 

regular subject that occurred on in-service training occasions which are held regularly at primary 

health care centres.  

“They [women] can of course also get reduced sensitivity, because it has a lot to do with circulation 

and such to make the blood vessels become damaged, the small blood vessels, and it is clearly 

affecting the mucous membranes and experiences, like of orgasm, and otherwise it is of course 

some effect but I think the men might have a more difficult situation. Well so it is well that they 

notice it more for they have of course difficulties in completing sexual intercourse then if you cannot 

get an erection, it is the more difficult for them. Then maybe the experience for the woman ... we 

actually rarely talk to women about it.” (I 5) 

 

The impact of age differences on the conversation 

The informants experienced a difference in how comfortable they felt talking about sexuality with 

patients due to a patient’s age. The informants found it easier to talk to patients who were younger 

than themselves because they put themselves in a parental role. The nurses also experienced that 

younger patients were more outspoken about their sexual health. They found it difficult to talk to 

patients their own age although it was even more difficult to talk to patients who were over 80 years 

old. A majority of the nurses did not ask older patients about sexuality and they claimed that they 

did not think older patients had sex. After some consideration, a number of nurses changed their 

minds and said that it would be normal if older patients had sex and that it was their preconceptions 

that made them not ask. 

 

“... yeah I haven't thought about it, I have not thought about maybe they're 80 years old and then 

you perhaps have some preconceptions that old people do not have sex, I’m sure it’s so (laughs).” 

(I6) 

 

Positive and negative experiences in conjunction with conversations with patients about sexuality 

The nurses in primary healthcare had both positive and negative experiences in connection with 

sexual issues. Independently of this, the results show that nurses thought that sexuality, sexual 

health and sexual problems were something natural and should be taken seriously since they 

affected the patients’ quality of life. The nurses claimed that it was important not to judge, to have 

an open mind and not criticize or moralize. They said that if they did not know how to help the 

patients, they could always listen and show that they took the patients’ problems seriously. 
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“.... It should not be difficult for the patient, they should not be ashamed but we have to train 

ourselves so we feel safe in this because you can project this onto the patient so they feel secure 

when talking about sexual health.” (I 6) 

     The informants who had positive experiences became braver and they invited more patients to 

conversations about sexual health. They meant that it was important to dare to ask and that it was 

their responsibility to make the patients feel comfortable in bringing up the subject. The nurses 

wanted conversations about sexuality to be as natural as possible. This led to them forming 

techniques which made this easier. For example, the nurses said that those were questions that they 

asked everybody in order for the patients not to feel uncomfortable. They could talk about possible 

side effects and then ask if the patients had noticed any of those. If the patients did not want to talk 

about these problems at the moment, the nurses anyway felt that they had opened up the subject 

and if the patients experienced problems they found it easier to bring them up. The nurses described 

this as “sensing the atmosphere”. Time was an aspect as well and if the nurses did not have enough 

time for discussing sexual issues, they chose not to mention the subject at that time.  

 

“Often, these issues are relevant only when the patient feels that it is a good time for it. That you are 

not too stressed and ask the patient: How are you? Is there anything you want to bring up?” (I 4) 

 

      The nurses in primary care also had negative experiences from talking to patients about sexual 

health including occasions where they even felt uncomfortable. They felt that the patients revealed 

too much or too private matters that did not have a place in healthcare. Negative experiences could 

also be experiences of sexual harassment or intrusive behaviour which led to fear of asking about 

sexual health.  

 

“Maybe I was not expecting that he would go so much into detail as he did. He is married to a former 

colleague of mine and it was too much for me to hear that their sex life was not working and he was 

watching sex movies at night and masturbated and I just felt hey ... this was not what I asked. I felt 

uncomfortable.”(I 7) 

 

     Another task that could be perceived as difficult was questions about sexually transmitted 

diseases. In some organisations, this was routine when people seek for urinary problems.  Asking 

these questions to old people made the nurses feel that they sometimes violated the patients’ 

privacy. This inhibited the nurses in their approach to these issues.  
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Discussion 

The construction of sexuality with the ideal of heteronormativity in modern Western societies, even 

in a progressive country such as Sweden, is still dominant today. Therefore, people seeking care for 

sexual health issues can, in some cases, feel discriminated against and nurses who are interested in 

sexual health issues are facing an uphill struggle. Notwithstanding that, the nurses demonstrate 

willingness and resolve to have increase understanding of sexual health and its impact on the human 

identity in today’s primary healthcare. This could be a consequence of the patient-focused paradigm 

that is taking place in healthcare. Focus is now more on the patient's individual needs and requests 

(Ekman et al. 2011). For the nurses to be more secure in their professional capacity regarding sexual 

health, an organizational restructuring within primary care is necessary. Sexual health needs to be 

implemented and anchored in the care organization. This should take place in collaboration between 

the various occupational categories and the various health services.  This is a major challenge 

because sexual health is such a complex phenomenon where meaning can vary depending on the 

situation and what significance it has in the unique situation. The difficulty is that the situation is 

perceived differently and when meeting with the patient, the professionals have to suppress their 

own sexual prejudices. (Anderson 2012, Gagnon & Simon 2005, Rasmusson et al. 2013).  

      Organization structures impact nurses’ possibilities and limitations. The nurses felt they needed 

time, a relationship with the patient, and knowledge and experience for conversations to be of good 

quality. They also describe sexuality as a less important subject as compared to medical problems. 

This could be the reason for the uncertainties about what the responsibility of healthcare should be. 

Should healthcare deal with patients’ sexual problems? Should the medical tradition keep its focus 

on erection problems and sexually transmitted diseases? (Bungay et al. 2014, Löfgren-Mårtenson 

2013). These questions reflect the nurses’ professional insecurities. They feel as if there is no strong 

standpoint in healthcare on the subject of sexual health. According to the Public Health Agency of 

Sweden (2015), safe and secure sex is crucial for human well-being and should therefore be a part of 

healthcare. The nursing discipline is a relatively new discipline in Sweden and still, almost after four 

decades, nursing is subordinated medical science in some contexts (Acker 2006). This is probably 

one of many reasons why the patients’ unique needs rarely are addressed within healthcare. For 

sexuality to have a distinct place within healthcare, a paradigm shift needs to take place to gives the 

nurses the opportunity to develop in their profession (Dahlberg & Segesten 2010, Todres et al. 

2007). 

     The informants made a difference between male and female sexuality. Many of the nurses 

claimed that sexual problems were more difficult for men than for women. This argument is based 
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on the notion that a man’s identity is closely connected to his erectile function. It is a positive thing 

that the nurses pay attention to men’s sexual problems in primary care. This can be linked to 

potency pharmaceuticals, the existence of which make it easier to talk about erection problems 

(Elmerstig 2012, Elmerstig et al. 2012). Unfortunately, one can discern the consequences of 

stereotypical gender roles and expectations based on the discourse that marginalize the elderly 

population and especially elderly women (Dahlborg-Lyckhage & Pilhammar-Andersson 2015, Hinchlif 

& Gott 2008, Tillman & Mark 2015). Here, the pharmaceutical industry has a great responsibility and 

the fact that today it is more difficult for representatives of the industry to market arguments for 

their products, to the medical staff must be seen as positive. The social norms we all have to relate 

to are an obstacle for health professionals’ opportunities to feel comfortable and be professional.  

Supporting staff with regular supervision, guidelines and training, can provide insights and be of help 

in order to implement a view critical of existing normative structures (Arvidsson et al. 2008). 

     The informants feared that the patients would feel that their privacy was violated if asked about 

sexuality. This made them abstain from asking because they did not want them to take offence. This 

attitude recurs in studies by Magnan et al (2005) who writes that nurses did not think patients 

expected nurses to talk to them about sexual health. However, other research shows that this is an 

unwarranted fear since patients have a need to talk about their sexuality and would feel 

comfortable doing so with a nurse (Farrell & Belza 2012, Klaeson 2011, Southard & Keller 2009). 

      The results show that the nurses did not want to know intimate and private details about 

patients’ sexuality. When a question of a sexual character was asked, they only wanted an answer to 

that particular question. To ask patients about problems with erection was a natural question that 

the nurses found easy to handle since this problem has a medical answer. But if patients asked other 

questions or mentioned problems about their sexuality, the nurses found it harder to handle that. 

This is consistent with the result from the study by Gott et al (2004) where the staff experienced 

questions about sexuality as a “Pandora’s box” which meant a risk to invite the patient to something 

they did not feel able to deal with in the context of their work. There was insecurity around what the 

responsibility of healthcare should be. This can probably also be traced to the nurses’ self-

confidence and awareness of the complexity of sexuality (Anderson 2012, Gagnon & Simon 2005). 

      Nurses in primary care in our study have limited knowledge about sexuality as a subject. None of 

the informants had had any education about sexuality in their primary basic education. Neither had 

they received any education or lectures about the subject at the workplace. The nurses claimed to 

have too little knowledge to feel secure on the subject. Previous research shows that nurses often 

have a low educational level when it comes to sexual education (Olsson et al. 2012, Quinn & Happell 
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2012, Saunamäki et al. 2009). In anticipation of the implementation of person-centred care, 

professionals would be helped with gender-sensitive approaches. By taking help from feminist 

theories, the professionals can get a common set of values to invite a dialogue about sexuality issues 

more frequently than is the case today (Miers 2002). In a study from Sweden, the researchers were 

able to determine that independently of gender, the existential dimensions had been negatively 

affected because patients’ sexuality had not been made visible. Here you could also say that the 

male patients were particularly vulnerable because they could not live up to the social norms 

prevailing in the Western world (Klaeson 2011). 

 

Limitations 

It must be kept in mind that this is a small-scale study conducted in a small region in Sweden, which 

that in itself is of course a limitation. However on the other hand, the participants were experienced 

nurses eager to shed light on the subject of sexuality. The researchers have endeavoured to be as 

responsive and rigorous as possible in regard to the informants’ narratives through the whole 

research process. Consequently in that way, the researchers aimed at trustworthiness a guarantee 

for validity in qualitative research (Kvale 1996). 

 

Conclusion 

This study shows that nurses in primary healthcare are facing an uphill struggle regarding sexual 

health issues. Fear, prejudice, personal beliefs and organizational design contribute to the nurses’ 

feelings of uncertainty about bringing up the subject. This results in an absence of nursing. Lack of 

knowledge and practice in nurses’ fundamental education can also be seen as a barrier to health-

promotion conversations about sexuality. The Swedish Higher Education Authority (UKÄ) needs to 

involve sexual nursing in their educational plans in order to make nurses feel more secure in 

themselves and gain self-esteem in their nursing profession (The Swedish Society of Nursing 2011). 

The study shows that nurses want to work more actively with sexual health. For this to occur, 

greater focus on sexual health on an organizational level and giving the nurses a chance to work with 

their profession, caring, will be required. The medical paradigm requires a change to focus more on 

nursing and patient-focused care. From the results of this study, we claim that more nursing 

research focusing on sexual health is needed in order to implement evidence-based care. This is 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

necessary in order to challenge the normative structures regarding sexuality so that each patient will 

be treated according to their individual life-world. 

Relevance to clinical practice 

The findings of the study show that nurses find it important to talk about sexual health with their 

patients; however, because of the ideal of heteronormativity, they find it difficult. They request 

more education and training on the subject. The results may provide support for individual nurses or 

employers to implement training at the workplace to make health professionals more comfortable 

regarding sexuality issues. The findings may also increase awareness among healthcare professionals 

of the challenges of working with sexual health. The result further shows that women’s problems 

with sexuality are overlooked and ignored. Therefore, gender studies and collaboration studies in 

the health professions are needed and must be implemented in the future. Further research on 

sexual health in primary healthcare which highlights the similarities and differences in how nurses 

are actively working with sexual health today is also important. People need help with their sexual 

problems and they expect healthcare professionals to have knowledge about this topic.  
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 Table 1. Example of inductive text coding  

Informant quote Condensed quote Code Sub-category Category 

“It´s probably so 
that in health 
care we don’t 
like to talk 
about things like 
this because you 
think it´s not as 
important as 
other diseases. 
Do you 
understand what 
I mean? Maybe 
we don`t think 
about it.” 

Health care 
does not reflect 
on sexuality as 
an important 
part of health  

The culture in the 
health 
organisations and 
in society decides 
what is okay to 
talk about 

The impact of 
health 
organizations on 
nurses’ attitudes 
towards sexual 
health 
 

Factors that 
influence 
nurses’ 
opportunities of 
talking to 
patients about 
sexual health 

“...but the fact is 
that it’s more 
obvious in men 
because they 
need to have an 
erection and 
women don’t 
need that in the 
same way and 
you know it´s 
not so often I 
talk to women 
about it.” 
 

Nurses find 
men´s sexual 
problems 
palpable and 
therefore it is 
easier to talk to 
men  
Rarely speak to 
women 

Nurses find 
men´s problems 
more palpable.  
Do not talk to 
women 

Gender 
differences 
affected the 
conversation 
about sexual 
health 

Nurses’ 
experiences of 
talking to 
patients about 
sexual health 

 

Table 2. Schematic report of the categories and sub-categories 

Category Sub-category  

Factors that influence nurses’ opportunities 
of talking to patients about sexual health 
 

Varied education levels about sexuality as a 
subject 
 
The impact of health organizations on nurses’ 
attitudes towards sexual health 
 

Nurses’ experiences of talking to patients 
about sexual health 
 

Gender differences affected the conversation 
about sexual health 
The impact of age differences on the 
conversation 
Positive and negative experience in  
conjunction with conversations with patients 
about sexuality 

 


