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ABSTRACT 

Sexual problems are common, and the likelihood of experiencing them increases 
with age and various chronic diseases. Therefore, healthcare professionals should be 
able to bring up sexual issues with their patients. The present thesis aimed to evaluate 
the barriers experienced by Finnish general practitioners (GPs) and final-year 
medical students and midwifery students to bringing up sexual issues with their 
patients. Further, it set out to determine GPs’ self-reported inquiries about sexual 
problems when dealing with patients with chronic diseases as well as GPs’ 
awareness of medications inducing sexual problems. Additionally, it assesses the 
knowledge of and educational interest in sexual medicine of medical and midwifery 
students.  

The study of GPs collected data from a random sample of 1,000 Finnish GPs. 
For the study of students, all final-year medical and midwifery students graduating 
between December 2018 and May 2019 in Finland were enrolled. Web-based 
questionnaires were utilized.   

Although the GPs and both the medical and midwifery students reported a good 
competence in discussing sexual issues with patients, several barriers emerged that 
hindered them from bringing up such issues in patient encounters. In addition, the 
majority of the GPs considered that sexual problems are often side effects of 
medications prescribed for other pathologies. Nevertheless, the GPs self-reported 
that they seldom followed up on whether the medications, once prescribed, caused 
side effects in sexual functions. The majority of the GPs reported that the sexual 
medicine education they had received in medical school was insufficient. The 
midwifery and, in particular, the medical students reported a lack of knowledge in 
several fields of sexual medicine. Additionally, the majority of medical students and 
approximately half of the midwifery students reported receiving too little sexual 
medicine education during their studies. 

The results of the present thesis highlight the importance of increasing sexual 
medicine education in both medical and midwifery education.  

KEYWORDS: bringing up, competence, education, general practitioner, knowledge, 
medical student, midwifery student, sexual issue, sexual medicine, sexual problem   
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TIIVISTELMÄ 

Seksuaaliongelmat ovat yleisiä ja niiden esiintyvyys kasvaa ikääntyessä sekä 
erilaisten kroonisten sairauksien myötä. Sen vuoksi on tärkeää, että terveyden-
huollon ammattilaiset osaavat ottaa seksuaaliasiat puheeksi potilastilanteissa. Tässä 
väitöskirjatutkimuksessa selvitettiin, mitkä tekijät estävät suomalaisia terveyskes-
kuslääkäreitä sekä viimeisen vuoden lääketieteen opiskelijoita ja kätilöopiskelijoita 
ottamasta seksuaaliasioita puheeksi potilaidensa kanssa. Lisäksi selvitettiin ter-
veyskeskuslääkärien tietoisuutta kroonisten sairauksien ja niiden lääkitysten 
aiheuttamista seksuaaliongelmista ja sitä, kartoittavatko he mahdollisia seksuaali-
ongelmia potilailta, joilla on jokin krooninen sairaus. Edelleen selvitettiin lääketie-
teen opiskelijoiden ja kätilöopiskelijoiden tietämystä ja kiinnostusta seksuaali-
lääketiedettä kohtaan.  

Aineisto kerättiin satunnaisotannalla valitulta tuhannelta suomalaiselta terveys-
keskuslääkäriltä sekä kaikilta joulukuun 2018 ja toukokuun 2019 välisenä aikana 
Suomessa valmistuneilta lääketieteen opiskelijoilta ja kätilöopiskelijoilta. Käytössä 
oli sähköinen kyselylomake.  

Sekä terveyskeskuslääkärit että lääketieteen opiskelijat ja kätilöopiskelijat rapor-
toivat, että heillä on hyvä osaaminen koskien seksuaaliasioista keskustelemista. 
Esiin nousi kuitenkin useita seksuaaliasioiden puheeksi ottamisen esteitä. Kroonis-
ten sairauksien ja seksuaaliongelmien yhteyksien tutkimuksessa, suurin osa terveys-
keskuslääkäreistä piti seksuaaliongelmia usein muihin sairauksiin määrättyjen lääk-
keiden sivuvaikutuksina. Siitä huolimatta vain harvat raportoivat kysyvänsä mahdol-
lisia lääkitysten sivuvaikutuksina ilmenneitä seksuaaliongelmia. Suurin osa terveys-
keskuslääkäreistä koki opintojensa aikana saamansa seksuaalilääketieteen opetuksen 
riittämättömäksi. Sekä lääketieteen opiskelijat että kätilöopiskelijat raportoivat 
tiedon puutetta useilla seksuaalilääketieteen osa-alueilla. Lisäksi suurin osa lääke-
tieteen opiskelijoista ja noin puolet kätilöopiskelijoista koki saaneensa liian vähän 
seksuaalilääketieteen opetusta.  

Tämän väitöskirjatutkimuksen tulokset korostavat seksuaalilääketieteen opetuk-
sen lisäämisen tärkeyttä niin lääketieteen kuin kätilöopinnoissakin.  

AVAINSANAT: koulutus, kätilöopiskelija, lääketieteen opiskelija, osaaminen, 
puheeksi ottaminen, terveyskeskuslääkäri, tietämys, seksuaaliasia, seksuaalilääke-
tiede, seksuaaliongelma  
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1 Introduction 

“This is quite embarrassing, but not so serious that I need a doctor, but as you are a 
midwife and my friend, maybe I could ask your advice.” These are words I have 
heard many times, and they have led me to think that first, sexual problems are more 
common than we presume, and second, as such problems are highly private, they are 
not easy to bring up. When I started this thesis, I taught medical students during their 
obstetrics and gynecology course at Turku University. I often wondered why sexual 
issues were missing from the curriculum. During the thesis process, I started working 
as a senior lecturer in midwifery at Metropolia University of Applied Sciences. I saw 
many more sexual health related issues on the midwifery curriculum than the 
medical one, but the midwifery students still frequently pondered how to start a 
conversation regarding a patient’s sexual health.  

Good sexual health is important for general health. The sexual rights of all people 
must be respected, protected, and fulfilled in order to achieve and maintain good 
sexual health (World Health Organization [WHO], 2023a). Sexual problems are 
common in all genders and all cultures, regardless of a person’s sexual orientation 
(McCabe et al., 2016). The reported incidence of sexual problems varies in different 
studies depending on the study design. However, on average, 40% of women and 
30% of men experience at least one sexual problem during their life (Rosen, 2000). 
Sexual problems are more likely to appear with age. In particular, the incidence of 
erectile dysfunction increases with age, as almost all reports show erectile 
dysfunction prevalence rates of 50% to 100% for men in their 70s and 80s (McCabe 
et al., 2016). However, sexual problems are common even among young adults, 
particularly among women (Ljungman et al., 2020).  

As sexual problems are common, healthcare professionals will eventually 
encounter a patient bearing a sexual problem. However, during these encounters, 
healthcare professionals will not always become aware of the patient’s sexual 
problem: the patient might lack the courage to bring up the issue, or healthcare 
professionals may not know how or simply not notice to inquire about it. Sexual 
issues are intimate; therefore, it is understandable that the patient often wants the 
healthcare professional to initiate the conversation regarding them (Chapman et al., 
2019; Sporn et al., 2015; Stabile et al., 2017). According to previous studies, 
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however, healthcare professionals lack knowledge of and education on sexual 
medicine (Abdulghani et al., 2016; Alarcão et al., 2012; Ariffin et al., 2015; 
Barnhoorn et al., 2020; Bradfield et al., 2022; Byrne et al., 2010; Gerbild et al., 2021; 
Gott et al., 2004; Güdül Öz et al., 2022; Humphery & Nazareth, 2001; Jackson & 
Fraser, 2009; Komlenac et al., 2019; Kristufkova et al., 2018; Leyva-Moral et al., 
2020; Mills et al., 2015; Mohseni et al., 2023; Percat & Elmerstig, 2017; Platano et 
al., 2007; Schloegl et al., 2017; Seid et al., 2022; Shindel et al., 2010; Tsimtsiou et 
al., 2006; Walker & Davis, 2014; Ören et al., 2018). Consequently, bringing up the 
subject may also be difficult for them.   

General practitioners (GPs) are often the first contact for someone who feels sick 
or has a health concern. GPs give health advice, diagnose and treat a wide range of 
medical conditions and health issues, and make referrals to hospitals and other 
medical services for urgent and specialist treatments (National Health Services, 
2023a). Midwives are professionals who give the necessary support, care, and advice 
during pregnancy, labor, and the postpartum period. In addition, midwives have an 
important role in health counseling and education, for example, regarding sexual and 
reproductive health, not only for women, but also within the family and community 
(International Confederation of Midwives, 2023). Finnish midwives are experts in 
sexual and reproductive healthcare; hence, in Finland, midwives counsel customers 
of various ages about matters related to sexual health and act as experts in female 
health and gynecology in addition to working with women who are pregnant, in 
labor, or have recently given birth (Suomen Kätilöliitto [The Federation of Finnish 
Midwives], 2023). Thus, both GPs and midwives require their education to give them 
adequate knowledge and skills to carry out their professional duties as experts.  

In medical school, education concerning sexual issues is typically called “sexual 
medicine,” while in midwifery school, the term is “sexual and reproductive health” 
(see Figure 1 for the key concepts used in this thesis). For consistency, the term 
“sexual medicine” is used throughout this thesis regarding the issue in both medical 
and midwifery education.  

Globally, few studies have examined sexual medicine education in medical 
schools and even fewer that in midwifery schools; however, the little research 
available reports that the education is insufficient in both medical (Abdulghani et al., 
2016; Ariffin et al., 2015; Komlenac et al., 2019; Shindel et al., 2010; Turner et al., 
2016) and midwifery schools (Mohseni et al., 2023; Percat & Elmerstig, 2017; 
Walker & Davis, 2014; Ören et al., 2018). The sexual medicine education given in 
medical schools is scattered across various subjects, and more detailed sexual issues 
are missing from the curricula (Endler et al., 2022). Moreover, midwives have 
indicated an urgent need for further education regarding sexual medicine (Bradfield 
et al., 2022).  
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There was no information available on how Finnish students graduating from 
medical and midwifery schools perceive their knowledge of sexual medicine or, 
further, the barriers to bringing up sexual issues with their patients. To meet this 
need, the Sexual Medicine Education–Study group (SexMEdu) was established. 
Additionally, The SexMEdu–Study group aimed to explore Finnish GPs’ knowledge 
of and educational needs regarding sexual medicine. The research undertaken for 
this thesis is part of the SexMEdu–Study. 

The studies presented in this thesis were conducted to answer these questions 
and raise awareness about healthcare professionals’ educational needs regarding 
sexual issues.  
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2 Review of the Literature 

2.1 Sexuality 

2.1.1 Definition of sexual health 
The themes of sexual health and sexual and reproductive health are rather young, 
having been originally defined at the International Conference on Population and 
Development held in 1994 in Cairo, Egypt (United Nations Population Fund, 2023). 
The World Health Organization (WHO) began to use the themes in 2002 after a 
Technical Consultation on Sexual Health together with the World Association of 
Sexology in Geneva, Switzerland (WHO, 2006).  

Sexual health is a state of physical, mental, emotional, and social well-being. 
Good sexual health is not merely the absence of disease, dysfunction, or infirmity 
but requires a positive and respectful approach to sexuality and sexual relationships 
as well as the possibility of having pleasurable and safe sexual experiences without 
coercion, discrimination, or violence. In order to attain and maintain good sexual 
health, the sexual rights of all persons must be respected, protected, and fulfilled 
(Geuens & Hendrix, 2023; WHO, 2023a; see Figure 1).  

Furthermore, sexual health cannot be defined, understood, or made operational 
without a broad assessment of sexuality, which underlies important behaviors and 
outcomes related to sexual health. Sexuality is defined as a central aspect of being 
human throughout life, and it encompasses sex, gender identities and roles, sexual 
orientation, eroticism, pleasure, intimacy, and reproduction. Sexuality is experienced 
and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviors, 
practices, roles, and relationships. Even though sexuality can include each of these 
dimensions, not all of them are always experienced or expressed. Sexuality is 
influenced by the interaction of biological, psychological, social, economic, 
political, cultural, legal, historical, religious, and spiritual factors (Geuens & 
Hendrix, 2023; WHO, 2023a; see Figure 1). 

The ability to achieve good sexual health and wellbeing depends on access to 
comprehensive, good-quality information about sex and sexuality as well as the 
chance to access sexual healthcare. Sexual health-related issues cover a wide range 
of issues, encompassing sexual orientation, gender identity, sexual expression, 
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relationships, and pleasure. They also include negative consequences or conditions, 
such as sexually transmitted infections (STIs), and other health conditions, such as 
cancer and infertility, unintended pregnancy and abortion, sexual dysfunction and 
sexual violence, and harmful practices, such as female genital mutilation or cutting 
(FGM/C) (Geuens & Hendrix, 2023; WHO, 2023a; see Figure 1). 

Sexuality is often thought to be same as sex; however, sexuality includes sexual 
feelings, thoughts, attractions, and behaviors toward other people. A part of sexuality 
is finding other people physically, sexually, or emotionally attractive. Sexuality is 
diverse and personal, and it is an important part of who we are. Discovering sexuality 
can be very liberating, exciting, and positive. Sexual orientation does not necessarily 
need to be identified, and it can change over time. However, some may find that 
choosing a label for their sexual or romantic orientation can help them form 
communities with others who share similar experiences (Healthline, 2023a; see 
Figure 1). 

 
Figure 1. The key concepts presented in a mind map. 
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2.1.2 Gender diversity 
Gender refers to the socially constructed characteristics of women, men, girls, and 
boys including the norms, behaviors, and roles associated with being a woman, a 
man, a girl, or a boy. The social construct of gender varies and can change over time. 
Gender is different from sex, which refers to the different biological and 
physiological characteristics of females, males, and intersex persons, such as 
chromosomes, hormones, and reproductive organs. In addition, gender and sex are 
different from gender identity. Gender identity refers to the felt, internal, and 
individual experience of gender, which may or may not correspond to the person’s 
physiology or sex designated at birth (WHO, 2023b; see Figure 2). 

The variation of gender and sexual orientation is illustrated in Figure 2. 

 
Figure 2. The variance of gender and sexuality. 
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queer/questioning, intersex, asexual, and more) patients and the normalization of 
LGBTQIA+ individuals within the broader society. Research conducted in emergency 
departments (Haider et al., 2017) shows that patients are willing to be asked about sexual 
orientation, are not likely to take offense, and prefer nonverbal self-reporting as the 
method of data collection. Identifying patient-centered ways to collect this information 
is imperative to create a welcoming and inclusive environment for all patients (Haider et 
al., 2017). However, recent research (Goldberg et al., 2023) with midwives indicated 
that it was not important for midwives to know or ask about patients’ sexual orientation 
and gender identity, because it is necessary to be able to provide the best care to 
everyone, and it is the patient’s responsibility to disclose their sexual orientation and 
gender identity. In the study, midwives also indicated needing more training and 
knowledge to be able to confidently care for sexual and gender minorities (Goldberg et 
al., 2023). Conversely, an Irish study of GPs showed GPs to lack awareness of the unique 
health issues experienced by LGBTQIA+ patients (Stott, 2013). 

2.1.4 Sexual behavior 
There are many ways to have sex, and people are aroused by different things. 
Importantly, everyone has the right to decide what feels good for them and what 
kind of sex they want to have or not to have. Sexual habits have gradually 
diversified, and this diversification was especially marked in the period from the 
1970s to the 1990s. The Finnish sex (FINSEX) research project has studied 
changes in sexual lives and sexual habits for many decades in Finland (Väestöliitto 
[Family Federation of Finland], 2023). The research focus of FINSEX has been 
mainly on the changes happening in the relationships, sexual attitudes, sexual 
behavior, and sexual problems of Finnish people. The FINSEX research has 
studied, for example, changes in the prevalence of intercourse positions, oral sex, 
and anal sex. In addition, it has studied sexual attitudes, the prevalence of paid sex, 
and the number of sexual partners. The results of the FINSEX study also provide 
important information about sexual desire, affairs, and pornography use in Finland 
(Kontula, 2009, 2021). Similar sex surveys have been carried out more widely in 
Europe (de Graaf et al., 2023). 

In a US study (Liu et al., 2015; age range 14–59 years), median ages at sexual 
initiation were 17.9 and 17.1 (for women and men, respectively) for those born 
between 1940 and 1949. The ages decreased among those born between 1980 and 
1989 to 16.2 and 16.1 (for women and men, respectively). Among those aged 
between 14 and 19, 39% of women and 49% of men had had at least two partners in 
the previous year. A higher proportion of women aged 14 to 19 reported having at 
least two partners in the past year than of those aged 20 to 24, but there was no 
difference by age for men (Liu et al., 2015). 
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In many Western societies, masturbation is acknowledged for its multiple benefits: 
among others, it is a simple and safe sexual behavior that assists pleasurable sexual 
practice and leads to greater body knowledge, sexual action, and sexual self-esteem 
and fewer sexual difficulties (Carvalheira & Leal, 2013; Coleman, 2003; Dekker & 
Schmidt, 2003; Hensel & Fortenberry, 2014; Kontula & Haavio-Mannila, 2003; Rye 
& Meaney, 2007). Even though masturbation is fairly common (Fischer & Træen, 
2022), it can also be a cause of a sexual problem. According to the FINSEX study, 
sexual intercourse has decreased significantly in the 2000s compared to the 1990s and, 
in particular, compared to the 1970s. This trend is not explained by people’s lower 
desire for intercourse or sexual desire, but by the finding that sexual intercourse has 
been replaced by masturbation, including in relationships (Kontula, 2009, 2021).  

Pornography goes somewhat hand in hand with masturbation and is 
increasingly common, to the point of ubiquity, in developed countries. According 
to a US study (Berger et al., 2019) with 20–40-year-old men and women, men used 
pornography significantly more frequently than women (81% versus 39%, 
respectively). Importantly, association rates of erectile dysfunction have been 
noted to increase significantly when masturbation to pornography has been 
preferred over partnered sex (Berger et al., 2019; Jacobs et al., 2021). For women, 
however, no correlation was found between pornography use and sexual 
dysfunction (Berger et al., 2019). 

2.1.5 Causes of sexual problems 
Sexual problems prevent people from wanting or enjoying sexual activity (see 
Figure 1). Several factors can induce sexual problems, for example, stress, sexual 
trauma, use of substances, chronic illnesses, and certain medications. Treatment of 
sexual problems depends on the specific cause. Sometimes, support and education 
about sexual behavior are all that is needed. On occasion, an appointment with a 
physician is needed to resolve the problem by treating the underlying medical 
condition through prescribing or switching medications (Healthline, 2023b). 
Occasionally, psychological or sexual counseling is required. Sexual counselors and 
therapists can assist with the mental and emotional aspects of various forms of sexual 
dysfunction, such as lack of desire or arousal, dyspareunia, erectile dysfunction, and 
ejaculation problems. Additionally, sexual counselors and therapists can help with 
challenges including lack of sex education or correcting miseducation, sexual 
trauma, anxiety, fear or shame related to sex, issues around cultural, religious, and 
societal views of sex, and poor body image and its relation to sex. Furthermore, 
couples’ counseling can help improve communication and increase intimacy. 
Psychotherapy may be necessary for deeply rooted sexual dysfunction (Healthline, 
2023b; National Health Services, 2023b).  
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Sexual problems will evolve, if left unchecked for a long time (Geuens & Hendrix, 
2023). People tend to postpone consulting a healthcare professional about sexual 
problems. According to a Belgian study (Geuens & Hendrix, 2023), the mean time 
between the first experience of a sexual problem and consulting a health professional 
was seven years. This finding emphasizes the fact that healthcare professionals should 
initiate conversations about sexual issues. In the medical literature, a need for routine 
screening for erectile dysfunction at the primary care level has been suggested because 
of a possibility that the actual burden of sexual dysfunctions is underreported due to 
cultural stigmatization (Saeed et al., 2021). Moreover, in some cultures, female 
sexuality and sexual dysfunction are invalidated because sexuality is considered a 
taboo. Thus, apathy and a lack of sexual interest related to possible sexual problems, 
for example, might be neglected (Shenoi & Prabhu, 2022). 

2.1.5.1 Family planning 

Family planning clinics are important places to give sexual and reproductive health 
guidance and counseling. Contraceptive information and services are fundamental 
to the health and human rights of all individuals (WHO, 2023c). If, on the one hand, 
the use of contraceptives can have some problematic negative effects on sexual 
function, on the other hand, it is important to acknowledge that the anxiety and fear 
of pregnancy and STIs can cause their own set of sexual problems. Furthermore, the 
use of hormonal contraceptives also relieves dysmenorrhea, menorrhagia, and 
endometriosis, all of which can cause sexual problems. A systematic review and 
meta-analysis of 12 studies involving 9,427 participants using any kind of 
contraceptive showed no direct association between contraceptive use and the risk 
of female sexual dysfunction; nevertheless, declining sexual desire was significantly 
associated with the use of contraceptives (Huang et al., 2020).  

The European Society of Sexual Medicine has made position statements 
regarding the effects of hormonal contraceptives on sexual function (Both et al., 
2019). A minority of women experiences a change in sexual functioning with regard 
to general sexual response, desire, lubrication, orgasm, and relationship satisfaction; 
however, the pathophysiological mechanisms leading to sexual difficulties, such as 
reduced desire and vulvovaginal atrophy, are still unclear. The evidence available on 
the connection between hormonal contraceptives and pelvic floor function and 
urological symptoms is insufficient (Both et al., 2019). 

2.1.5.2 Relationship and family 

Relationship satisfaction has been reported as the most important positive correlate 
of sexual satisfaction, especially among women (Byers, 2005; Fallis et al., 2016; 
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Kontula & Miettinen, 2016; McNulty et al., 2016). Sexual satisfaction has been 
observed to be significantly lower in women who have unstable affective–sexual 
relationships than among those with satisfying relationships (Ruiz de Viñaspre-
Hernández et al., 2022). Further, sharing feelings about the relationship with a 
partner has been reported to bring couples closer (Ferreira et al., 2014) as well as to 
increase desire (Ferreira et al., 2014) and orgasm frequency in women (Kontula & 
Miettinen, 2016). In men, engaging in intimate communication has been reported to 
help with feeling sexual desire for their long-term partners (Murray et al., 2017). 

Greater sexual satisfaction is consistently found to occur with greater 
relationship satisfaction, quality of communication, and stability (Pascoal et al., 
2018). In a study of long-term committed relationships in five countries, sexual 
functioning was, in both genders, a strong predictor of relationship satisfaction 
(Heiman et al., 2011). On the other hand, sexual dysfunction has been shown to be 
strongly associated with the quality of a couple’s relationship, which plays a 
mediating role between depression and marital quality, especially for women (Galati 
et al., 2023). Furthermore, the importance of evaluating partner problems has been 
highlighted when studying women with arousal dysfunction (Lett et al., 2018). 
According to the previously mentioned FINSEX study, the most common sexual 
problem in Finnish relationships is the sexual desire discrepancy of the partners, 
which causes difficulties in the relationship (Kontula, 2021). 

2.1.5.3 Physical health 

A human is more likely to be in a state of optimal sexual health if their physical, 
psychological, and social dimensions are in balance, both individually and mutually, a 
state that also enables pleasurable sexual experiences (Geuens & Hendrix, 2023). A 
British study (Field et al., 2013) of men and women aged 16–74 years showed that a 
self-reported poor general health status was independently associated with decreased 
sexual activity and satisfaction at all surveyed ages. Furthermore, although many 
people with poor general health report an effect on their sex life, only some seek 
clinical help. Hence, consideration of sexual life and sexual health should be a regular 
part of healthcare in, for instance, patients with chronic diseases (Field et al., 2013).  

Lifestyle habits, such as physical activity and weight control, are important for 
physical health (Centers for Disease Control and Prevention [CDC], 2023); thus, 
they are also significant for sexual health. For instance, according to a meta-analysis 
of 11 population-based studies, moderate and high physical activities were 
associated with a lower risk of erectile dysfunction (Cheng et al., 2007). Moreover, 
in a study of sexually active women diagnosed with urinary incontinence and/or 
pelvic organ prolapse (POP), obese women had worse sexual function and quality of 
life than non-obese women (Bilgic et al., 2019). 
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2.1.5.4 Aging 

Sexuality is present throughout life. Thus, good sexual health remains important as 
people age. In a study investigating a total of 323 men and women over 65 years, 
those participants with better quality of life reported less sexual dysfunctionality 
(Boyacıoğlu et al., 2023). Furthermore, sexual activity, quality of sexual life, and 
interest in sex have been positively associated with self-rated health status in middle 
age and later life (Lindau & Gavrilova, 2010). On the other hand, older adults (≥50 
years) who experience a decline in sexuality report poorer wellbeing than those who 
do not (Jackson et al., 2019).  

Chronic health conditions and poorer self-rated general health with decreased 
sexual activity and functioning have been reported more frequently in men than in 
women (Lee et al., 2016.). Yet, in both men and women, poorer sexual functioning 
and conflicting partnership factors have been associated with an increased likelihood 
of reporting concerns about and dissatisfaction with sex life in general (Kontula & 
Haavio-Mannila, 2009; Lee et al., 2016). In addition, a slower cognitive decline, as 
assessed by scores on tests of memory and executive function, was linked to regular 
sexual activity in an English study of adults aged 50–89 (Wright et al., 2019). 

2.1.5.5 Menopause/andropause 

Climacteric symptoms often have an impact on a woman’s daily life, including work, 
social life, family life, and partnership. Specific and frequent climacteric symptoms 
are vasomotor symptoms, especially hot flushes and sweating. Other physical 
symptoms are also common, most often difficulty in sleeping, joint pains, weight 
gain, decreased libido, vaginal dryness, and recurrent urinary tract infections. Mental 
health symptoms, such as low mood, anxiety, mood swings, and problems with 
memory or concentration, also occur frequently (National Health Services, 2023c). 
In a Brazilian study (Dombek et al., 2016) of postmenopausal women, 70% of those 
studied reported sexual dysfunction. The main risk factors associated with 
postmenopausal sexual dysfunction were marital status (married), urogenital 
dysfunction, bladder surgery, and sexual abuse (Dombek et al., 2016). In addition, 
lower sexual function was reported in relation to low satisfaction with life, aging, 
and menopausal symptoms in a Spanish study (Ornat et al., 2013). Furthermore, 
impaired sexual functioning was found in middle-aged Finnish women (Katainen et 
al., 2015). In a US study (Prairie et al., 2015) of midlife women, 17% had a depressed 
mood, 37% had sleeping problems, and 42% had some sexual problems. All three 
symptoms were experienced by 5% of the women considered (Prairie et al., 2015). 

Although men do not experience a similar cessation in sex hormone production 
to that of women, they may suffer from the male menopause, also called the 
andropause. The andropause is experienced by some men between their late 40s and 
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early 50s. The symptoms include depressive symptoms, decreased libido, erectile 
dysfunction, and other physical and emotional symptoms, which are quite similar to 
the female menopause (National Health Services, 2023d). In a Chinese study (Zhang 
et al., 2017) of men over 40, the prevalence of erectile dysfunction was found to 
increase with increasing age. Other sexual problems commonly seen in aging men 
included difficulty achieving ejaculation and climax during intercourse (Zhang et al., 
2017). Age has been shown to be an important factor in erectile dysfunction in other 
populations as well (Saeed et al., 2021).  

2.1.5.6 Intimate partner violence 

In domestic violence, all genders can be both victims and perpetrators. However, 
domestic violence is still strongly gendered, with women usually being victims. 
Violence against women is a widespread crime and a violation of human rights. It is 
present in every country without exception and crosses boundaries of culture, class, 
education, income, and race. Worldwide, almost one third of women aged 15–49 years 
who have been in a relationship report that they have been subjected to some form of 
physical and/or sexual violence by their intimate partner (WHO, 2021). Men and boys 
can likewise be victims of sexual violence, stalking, and intimate partner violence. 
Moreover, violence can happen in childhood, adolescence, or adulthood (CDC, 2020).  

In a Swedish study (Lövestad & Kranz, 2012), more men (11%) than women 
(8%) reported exposure to physical assault in the previous year, while more women 
reported exposure to sexual coercion (1% versus 3%, respectively). For men, a 
present relationship lasting ≤ 3 years was identified as a significant risk factor. 
Young age, lack of social support, and being single were risk factors for women. 
Many men (37%) and women (41%) also reported exposure to controlling behaviors 
(Lövestad & Kranz, 2012). In a systematic review of 51 studies, intimate partner 
violence was consistently associated with sexual risk taking, inconsistent condom 
use or partner nonmonogamy, having an unplanned pregnancy or induced abortion, 
having an STI, and sexual dysfunction (Coker, 2007). A high prevalence of sexual 
dysfunction with a correlation to intimate partner violence has also been found in 
young pregnant women (Bahrami Vazir et al., 2020). 

2.1.5.7 Immigrant background 

An immigrant is a person living in a country other than that of their birth. About 3.4% 
of the global population are international migrants, and almost three quarters of 
immigrants are from less developed countries (Migration Policy Institute, 2019). 
Immigration may give rise to several topics and concerns, including in regard to sexual 
health. The most striking – and of utmost importance – is FGM/C. FGM/C is a violation 
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of human rights, yet it remains common in some parts of the world. For instance, 
according to a Yemeni study (Al-Taj & Al-Hadari, 2023), the prevalence of FGM/C 
was 89% in the coastal areas of Yemen. A poor knowledge level about the harms of 
FGM/C was found among nearly two thirds of the women and half the men 
participating in the study; furthermore, almost two thirds of both the women and men 
considered wanted to continue the practice of FGM/C (Al-Taj & Al-Hadari, 2023). A 
systematic review and meta-analysis of 15 studies involving a total of 6,672 participants 
showed sexual problems in women who had been subject to FGM/C regarding sexual 
desire, arousal, lubrication, orgasm, satisfaction, and pain (Pérez-López et al., 2020).  

Language barriers and cultural differences, especially regarding sexual issues, 
are also common barriers that affect whether and how sexual issues are brought up 
with immigrants (Agu et al., 2016). During encounters with immigrants, it is 
important to consider the culture, myths, and taboos surrounding reproductive health 
issues that they learned during childhood in their countries of origin. In a qualitative 
descriptive US study (Agbemenu et al., 2018), myths and taboos related to 
menstruation, sexual intercourse, pregnancy, and HIV/AIDS were reported by the 
interviewed women. Myths and taboos are widespread in Africa and are propagated 
to control sexual behavior, especially that of unmarried people and, in particular, 
women (Agbemenu et al., 2018). 

2.1.5.8 Various health conditions 

Cardiovascular diseases 

Cardiovascular diseases (CVDs) are a group of disorders of the heart and blood 
vessels and include coronary heart disease, cerebrovascular disease, rheumatic heart 
disease, and other vascular diseases. Globally, CVDs are the leading cause of death, 
being estimated to cause 17.9 million deaths annually. More than four out of five 
CVD deaths are due to heart attacks and strokes, and one third of these deaths occur 
in people under 70 years of age (WHO, 2023d). Frequent sexual activity has been 
associated with lower all-cause mortality for CVDs in a dose-response manner; 
mortality was found to be lower for those who were sexually active at least once a 
week compared to those who were sexually active once a year or not at all (Cao et 
al., 2020). In addition, a longitudinal study of over 2,400 Taiwanese men and women 
above 65 years showed that sexually active men, women, and couples had lower 
mortality and less incidence of stroke over a follow-up period of over 14 years (Chen 
et al., 2007). Furthermore, and importantly, erectile dysfunction has been shown to 
predict coronary artery disease, since it can precede the appearance of other 
symptoms of CVDs by three to five years (Guo et al., 2010). 
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Neurological diseases 

Neurological diseases often affect sexuality and sexual activity, resulting in sexual 
dysfunction; however, sexual dysfunction is rarely discussed with these patients 
(Almalki et al., 2023; Esteve-Ríos et al., 2022; Montalvan et al., 2021). According to a 
US study, both men and women with a traumatic brain injury scored significantly below 
a normative sample on sexual functioning one year after the injury (Sander et al., 2012).  

Additionally, after a diagnosis of multiple sclerosis, sexual needs may change 
(Esteve-Ríos et al., 2022). Furthermore, sexual dysfunction has reportedly affected 
a majority of stroke survivors (Montalvan et al., 2021). Moreover, the rate of sexual 
dysfunction has been reported to be 64% in patients with idiopathic Parkinson’s 
disease compared to 30% in healthy subjects (Elshamy et al., 2022).  

In a Croatian study (Tudor et al., 2021) of epilepsy patients, around one third of 
the patients reported experiencing sexual dysfunction. Correlations to the sexual 
dysfunction symptoms were found with older age, female gender, lower quality of 
life, and depressive symptoms. However, no associations were found with the type 
of epilepsy or antiepileptic drugs (Tudor et al., 2021).  

Autism spectrum disorder (ASD) is a neurological and developmental disorder 
that affects how people learn, behave, communicate, and interact with others 
(National Institute of Mental Health, 2023). Men with ASD, in particular, seem to 
have more hypersexual and paraphilic fantasies and behaviors than a matched control 
group (Schöttle et al., 2017). 

Endocrine diseases 

The endocrine system is involved in growth and development, metabolism, sexual 
function, and mood through glands distributed throughout the body, such as the 
thyroid gland, pituitary gland, adrenal gland, and pancreas. A disturbance in some 
part of the endocrine system may lead to an endocrine disease, either transient or 
permanent (National Institute of Diabetes and Digestive and Kidney Diseases, 
2023a). In selected populations, the prevalence of sexual dysfunction was estimated 
in patients with hypothyroidism at 59–63% and 22–46% in men and women, 
respectively, and with hyperthyroidism at 48–77% and 44–60% in men and women, 
respectively (Gabrielson et al., 2019).  

Sexual dysfunction is common among people with diabetes (Flotynska et al., 
2019; Kouidrat et al., 2017; Pontiroli et al., 2013; Rutte et al., 2015). For type I 
diabetes, the prevalence is approximately 40% (Kouidrat et al., 2017), and for type 
II diabetes, it is around 70% (Rutte et al., 2015).  

Polycystic ovary syndrome (PCOS) is a common reproductive disorder affecting 
young women. Irregular menstrual cycles due to ovulation failures, 
hyperandrogenism, and polycystic ovary ultrasound findings are typical of PCOS. 
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Women with PCOS have reported more sexual dysfunction in arousal, lubrication, 
orgasm, and sexual satisfaction, even after being controlled for body mass index 
(Mantzou et al., 2021).  

Cushing’s syndrome is a disorder characterized by the excessive production of 
corticosteroids by the adrenal glands (Chaudhry & Singh, 2023). In a Turkish study, 
female sexual dysfunction was present in 89% of the women with Cushing’s 
syndrome and 24% of the control group (Keskin et al., 2018). 

Gynecological problems 

Several gynecological problems, such as POP, urinary incontinence, and 
gynecological cancer, may induce sexual problems (Mohamad Muhit et al., 2022; 
Roos et al., 2014). Obese women with menstrual irregularity reported a worsening in 
sexual function in a Chinese study (Lv et al., 2023). Importantly, symptoms of sexual 
dysfunction have been found in obese patients (both men and women) even when no 
other health problems are present (Esposito et al., 2008; Matovinović et al., 2021).  

Sexual problems are also common among women with pelvic floor disorders. A 
qualitative UK study (Roos et al., 2014) of women suffering from POP and/or 
urinary incontinence found the symptoms to have a negative effect on body image. 
The most important reasons for decreased desire, arousal, and difficulty reaching an 
orgasm in women with POP were worries about the presence of POP during sexual 
activity, discomfort from POP, and reduced genital sensations (Roos et al., 2014). In 
women with urinary incontinence, fear of incontinence during intercourse affected 
desire, arousal, and orgasm and could be a cause of dyspareunia (Roos et al., 2014).  

In addition, sexual problems are typically major concerns among gynecological 
cancer survivors. Those receiving treatment combinations of surgery and 
radiotherapy or surgery and chemoradiation are at the highest risk (Mohamad Muhit 
et al., 2022). When women are of fertile age, these treatments typically lead to 
ovarian failure and thus preterm menopause (Okeke et al., 2013); in postmenopausal 
women, they cause vaginal dryness and discomfort (National Health Services, 
2023e). Further, in some cancer survivors, particularly breast cancer survivors, 
systemic hormone replacement therapy is contraindicated (Harper-Harrison & 
Shanahan, 2023). 

Urological problems 

Urologic diseases or conditions include urinary tract infections, kidney stones, 
bladder control problems, and prostate problems. Some of the conditions are short-
lived, while others are long-lasting or even permanent (National Institute of Diabetes 
and Digestive and Kidney Diseases, 2023b).  
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A large US study showed that men reporting higher ejaculatory frequency in 
adulthood were less likely to be subsequently diagnosed with prostate cancer (Rider 
et al., 2016). In a UK study of patients 10 years after a diagnosis of bladder cancer, 
in women, vaginal dryness was common (66%), and in men, erectile and ejaculatory 
dysfunction (80% and 58%, respectively) was frequent (Jubber et al., 2022). In 
another UK study (Watson et al., 2016), sexual functioning was reported as a 
moderate or severe problem during the previous month for 37% of the patients who 
had been diagnosed with prostate cancer between 9 and 24 months previously. 

Mental health 

All psychiatric diseases, including depression, anxiety disorders, bipolar disorder, 
and psychosis, involve symptoms affecting the sexual life, such as impaired desire, 
arousal, or sexual satisfaction (Montejo, 2019). For women, the impairment of 
mental health is the most important risk factor for sexual dysfunction (Basson & 
Gilks, 2018). According to a British study with over 15,000 participants, depressive 
symptoms were associated with reduced sexual activity and sexual satisfaction (Field 
et al., 2013). Furthermore, a Canadian study showed that anxiety sensitivity, 
maladaptive emotion regulation, and psychological distress were related to 
decrement in sexual functioning, sexual quality of life, and frequency of partnered 
sexual activity in young women (Tutino et al., 2017).  

The medication used for mental illnesses may also cause sexual problems. 
Enduring sexual difficulties have been studied after treatment with antidepressants. 
In men, the most common symptoms have been shown to be erectile dysfunction 
(86%), loss of libido (79%), and genital anesthesia (49%), while in women, loss of 
libido (72%), genital anesthesia (60%), and difficulty achieving orgasm (60%) have 
been reported most frequently (Healy et al., 2018). People with a mental illness have 
sexual needs (Yang et al., 2023), and they consider sexuality to be a relevant 
parameter of their quality of life (Gombert et al., 2021); therefore, sexual issues 
should also be addressed with patients with mental health concerns. 

Substance abuse 

Substance use disorder refers to the use of illegal substances, such as marijuana, 
heroin, cocaine, or methamphetamine, or the misuse of legal substances, such as 
alcohol, nicotine, or prescription medicines. The most common legal drug associated 
with substance use disorder is alcohol (Johns Hopkins Medicine, 2023).  

According to a systematic review and meta-analysis of seven studies involving 
a total sample size of 50,225 women, alcohol consumption was shown to increase 
the likelihood of sexual dysfunction by 74% (Salari et al., 2023). Similarly, sexual 
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dysfunction has been found in 62% of male patients with alcohol dependence. The 
main sexual problems included premature ejaculation (37%), difficulty achieving an 
erection (36%), and hypoactive sexual desire (35%) (Acharya et al., 2022).  

In the literature, there is emerging evidence of the potential therapeutic benefits 
of cannabis (Fraguas-Sánchez & Torres-Suárez, 2018); however, it is important to 
recognize that cannabis has several health risks that are not clearly defined. In a 
systematic review and meta-analysis of five case–control studies with data from 
3,395 healthy men, the overall prevalence of erectile dysfunction in cannabis 
smokers was 69% versus 35% in the controls (Pizzol et al., 2019). 

2.2 Sexual medicine 
Kolodny et al. (1979) coined the term “sexual medicine” in their Textbook of Sexual 
Medicine. Sexual medicine is a branch of medicine that focuses on the evaluation 
and treatment of sexual disorders (see also Figure 1). However, the field of sexual 
medicine is continuing to evolve, expand, and advance due to the strides taken in 
pharmacology, psychology, and sexual counseling. Nonetheless, the evaluation of 
sexual dysfunction begins with the understanding that the causes may be 
multifactorial (Furman et al., 2017). In addition, it is important that the subject of 
sexual health is addressed in patient encounters.  

Education in human sexuality is necessary for all healthcare professionals, 
because sexual health has a profound connection not only with health in general and 
with various health problems and diseases, but also with personal quality of life. 
Sexual medicine permeates various medical specialties but lacks its own defined 
borders (Resnick, 2005). Nevertheless, education in sexual medicine might be more 
efficient if sexual medicine constituted a standalone medical specialty.  

2.2.1 In patient work 
With the aim of addressing sexual health, healthcare professionals need appropriate 
skills to ask their patients sensitive questions that are non-judgmental and 
empathetic. Additionally, these questions need to be posed regardless of the patient’s 
age, gender, ethnicity, or sexual orientation (Virgolino et al., 2017). 

According to a Norwegian study (Vik & Brekke, 2017) of 22 GPs, 4.2% of GPs’ 
consultations dealt with sexual concerns, varying from 1.6 to 10.9% of consultations. 
The most frequently mentioned concerns were erectile dysfunction in males and pain 
related to sexual activity in females. In addition, concerns regarding sexual 
orientation, preferences, or behaviors were dealt with, as were problems due to 
sexual assaults or rape. In most (77%) of the consultations, the only intervention was 
discussion of the problem and/or advice (Vik & Brekke, 2017).  
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Even though sexuality is present at every patient encounter, it is not necessarily 
addressed. According to a Korean study in which the topic was evaluated from the 
perspectives of the patients, 75% of respondents had never been asked about sexual 
issues by physicians (Kim et al., 2008). Similar results were found in a South African 
study (Pretorius et al., 2022), where 21 physicians participated in video-recorded 
routine consultations with 151 adult hypertension and diabetes patients during which 
no history-taking for sexual dysfunction occurred (Pretorius et al., 2022). In a 
Portuguese study, the prevalence of GPs routinely asking their patients about sexual 
dysfunction was 15.5% (Ribeiro et al., 2014). Nevertheless, patients prefer 
healthcare professionals to be proactive about addressing the issue (Stabile et al., 
2017). In addition, patients have reported acceptance of being routinely asked about 
sexual function during appointments (Lonnée‐Hoffmann et al., 2022). 

Several studies have addressed healthcare professionals’ barriers to addressing 
patients’ sexual issues, and various methods have been adopted and findings indicated 
(Table 1). Physicians have reported many barriers to addressing patients’ sexual 
issues. Lack of time (Abdolrasulnia et al., 2010; Alarcão et al., 2012; Byrne et al., 
2010; Gott et al., 2004; Schloegl et al., 2017; Zannoni et al., 2021), lack of education 
(Gott et al., 2004; Humphery & Nazareth, 2001; Mills et al., 2015), and a lack of 
knowledge of and experience with sexual medicine (Alarcão et al., 2012; Byrne et al., 
2010; Humphery & Nazareth, 2001; Mills et al., 2015) are the most commonly 
mentioned reasons. Personal attitudes and beliefs, as well as a lack of effective 
treatment, have also been found to be important barriers (Alarcão et al., 2012). Gender 
(where the patient is of the opposite gender) may produce a barrier; however, the 
findings in the literature are not unanimous (Alarcão et al., 2012; Burd et al., 2006; 
Byrne et al., 2010; Gott et al., 2004; Kristufkova et al., 2018; Schloegl et al., 2017; 
Zannoni et al., 2021). Moreover, younger doctors seem to be more insecure about 
dealing with patients with sexual problems (Ariffin et al., 2015; Schloegl et al., 2017).  

Nurses have also reported time constraints (Bradfield et al., 2022; Leyva-Moral 
et al., 2020; Magnan & Reynolds, 2006; Mohseni et al., 2023; Walker & Davis, 
2014) as a barrier as well as nurses’ perceptions that patients do not expect nurses to 
ask about sexual concerns (Güdül Öz et al., 2022; Güven & Çelik, 2021; Magnan & 
Reynolds, 2006; Seid et al., 2022). Like physicians, nurses have reported that 
insufficient training in managing sexual problems is a hindrance (Barnhoorn et al., 
2020; Güdül Öz et al., 2022; Leyva-Moral et al., 2020; Seid et al., 2022). Gender 
(where the patient is of the opposite gender) has been reported to be a hindrance by 
healthcare students (Abdulghani et al., 2016; Güdül Öz et al., 2022), which is similar 
to reports from physicians. Training in communication skills has been found to 
promote the discussion of sexual issues (Tsimtsiou et al., 2006). In addition, 
importantly, the need for continuing education in sexual medicine has been reported 
(Abdolrasulnia et al., 2010; Alarcão et al., 2012; Kristufkova et al., 2018). 
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2.2.2 In medical school 
In Finland, medical studies last six years and are worth 360 points in the European 
Credit Transfer and Accumulation System (ECTS). Medical education is offered in 
five faculties of medicine: in Eastern Finland (Kuopio), Helsinki, Oulu, Tampere, 
and Turku. In Helsinki, it is possible to study medicine in Finnish and Swedish. The 
content of the education is shown in Figure 3 with an example from the University 
of Turku in 2023. 

 
Figure 3. The structure and content of medical studies in Finland. Example from the University of 

Turku in 2023. 

According to a multinational study, issues concerning sexual and reproductive 
health are currently taught in various subjects in medical schools; however, more 
detailed sexual issues are often overlooked in the curricula (Endler et al., 2022). In 
Finnish medical schools, Kevo et al. (2022) showed that education regarding sexual 
medicine was mainly received during obstetrics and gynecology courses, although 
dermatology, psychiatry, surgery, and general medicine courses were also mentioned 
multiple times as sources of sexual medicine education during medical studies. A 
Brazilian study of professors from medical schools reported that sexuality-related 
topics were mainly taught during gynecology (52%), followed by urology (18%) and 
psychiatry (15%), courses (Rufino et al., 2014). According to a US study of medical 
students, the following percentages of participants stated that certain specialties 
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should include sexual health, namely, family medicine (91%), obstetrics and 
gynecology (88%), internal medicine (88%), psychiatry (84%), pediatrics (81%), 
urology (77%), emergency medicine (76%), dermatology (55%), physical medicine 
and rehabilitation (48%), neurology (46%), plastic surgery (43%), otolaryngology 
(37%), pathology (28%), neurosurgery (26%), orthopedic surgery (25%), 
ophthalmology (23%), anesthesiology (20%), and radiology 18% (Warner et al., 
2018).  

As sexual problems are rather common and occur both independently and in 
connection with various diseases (Dekker et al., 2020), sexual medicine should be 
implemented across the curriculum in every medical field and be taught hand in hand 
with various subjects. Figure 4 depicts the subjects in which sexual medicine is 
currently taught according to Finnish (Kevo et al., 2022) and Brazilian (Rufino et al., 
2014) studies. 

 
Figure 4.  The subjects in which sexual medicine in medical education is taught according to 

Finnish (Kevo et al., 2022) and Brazilian (Rufino et al., 2014) studies. 

2.2.3 In midwifery school 
In Finland, midwifery studies last 4.5 years and are worth 270 ECTS. Midwifery 
education is offered in eight universities of applied sciences (UAS): in Jyväskylä, 
Kuopio, Oulu, Tampere, Turku, Vaasa, and Helsinki. In Helsinki there are two UAS 
educating midwifery students of which one offers education in Finnish and the other 
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in Swedish. Additionally, the UAS in Vaasa offers midwifery education in Swedish. 
The content and structure of midwifery education are shown in Figure 5. 

 
Figure 5.  The structure and content of midwifery studies in Finland. Example from Metropolia UAS 

from 2023. 

In previous studies, midwifery students have reported a lack of knowledge of 
and inadequate training in sexology as barriers to addressing patients’ sexual issues 
(Walker & Davis, 2014; Percat & Elmerstig, 2017), which could imply that sexual 
medicine is not adequately covered in midwifery studies. The teaching of sexual 
medicine should be included with various subjects during midwifery studies, as it 
should during medical studies. Figure 6 highlights the subjects in which sexual 
medicine is currently covered in midwifery studies. 
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Figure 6.  The subjects in which sexual medicine is currently taught in midwifery education. 

2.2.4 Educational methods 
In Finland, the vast majority of children, particularly those aged 3 years old or over, 
participate in the early childhood education provided in day-care centers 
(Tilastokeskus [Statistics Finland], 2023). Typically, children begin pre-school the 
year they turn six and school the year they turn seven. In Finland, it is mandatory for 
every child to attend primary school for nine years, after which most continue 
education in a high school (54%) or vocational college (39%) (Tilastokeskus 
[Statistics Finland], 2021). Graduates from a high school and vocational college are 
eligible to apply to study in either a university or a UAS. Therefore, in Finland, the 
students entering medical or midwifery schools come from quite similar educational 
backgrounds.  

Nonetheless, different abilities in learning bring challenges in teaching. Learning 
styles can be categorized in many different ways, of which Neil Fleming’s VARK 
model from 1987 is one of the most popular. According to the VARK model, learners 
can be divided into four subcategories identified by their preference for learning: 
Visual learners (pictures, movies, diagrams), Auditory learners (music, discussion, 
lectures), Reading and writing learners (making lists, reading textbooks, taking 
notes), and Kinesthetic learners (movement, experiments, hands-on activities) 
(Cherry, 2023).  
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In an Australian study (Meehan-Andrews, 2008) of 86 first-year health science 
students, the majority (54%) preferred a single mode of information presentation. 
Two modes of presentation were preferred by 20% of students, 10% preferred three 
modes, and 16% preferred to receive information using all four sensory modes 
(Meehan-Andrews, 2008). A study of 100 students studying in one Australian 
metropolitan university school of nursing and midwifery (McKenna et al., 2018) 
found that the majority (34%) of the participants preferred the kinesthetic learning 
style, followed by 27% who preferred read/write. Preferences were almost equal for 
the visual and auditory learning styles (20% and 19%, respectively) (McKenna et al., 
2018).  

In a US study of medical students, the most popular method of receiving sexual 
health education was large-group lectures (Zamboni & Bezek, 2017). Similarly, a 
German study found that medical students preferred lectures (78%) and seminars 
without patient contact (49%) (Turner et al., 2016). The above-mentioned Australian 
study of first-year nursing students identified that the majority of students found 
lectures, tutorials, and practical sessions to be beneficial to their learning (Meehan-
Andrews, 2008). A meta-analysis of 16 randomized controlled trials with a sample 
size of 1,122 medical students showed that the seminar teaching method was more 
effective in improving scores than lecture-based learning for medical students (Zeng 
et al., 2020). GPs have reported that better medical training using a variety of 
methods should be given to overcome the barriers to discussing sexual health (Stott, 
2013). 

2.2.4.1 Books and scientific journals 

One of the most common resources used in education is textbooks, which collect 
knowledge, concepts, and principles of selected topics or courses. Textbooks are 
usually written by one or more teachers, college professors, or authorities who are 
experts in a specific field. Good textbooks are excellent teaching sources. However, 
importantly, textbooks represent only one kind of tool in the teaching arsenal 
(TeacherVision, 2023). Furthermore, the wide-ranging information presented in 
textbooks might make students feel as though they must memorize everything in 
order to perform.  

In a modern research society characterized by the profuse production of new 
science, textbooks may easily become out-of-date (Chapman, 2022). Therefore, 
scientific journals, which present up-to-date information and are widely used as 
educative methods in universities and UAS, may be more practical, especially as 
students are taught to learn how to read and look up evidence-based information. 
However, information is typically more scattered in scientific journals, and thus this 
method demands more from students (Gaylo et al., 2020). 
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2.2.4.2 Lectures 

Lectures are one of the oldest forms of teaching, but they remain a popular teaching 
method in which the teacher conveys information orally. Lectures are flexible, and 
as a teaching method, they are suitable for use with both small and large groups 
(McKeachie & Svinicki, 2014).  

Lectures may match the expectations of teacher and student roles. Students might 
have a resistance to “active” learning; in a lecture hall, a student is typically part of 
the “mass,” without individualism, a situation that can be considered safe and 
comfortable. Lecturing is also very effective in introducing new topics, especially to 
large groups; hence, it is a cost-effective way of teaching. However, there are also 
limitations to the lecture method: unchanged visual, physical, and auditory stimuli 
have a negative effect on attention, as does placing too many demands on 
participants’ memories. The lecture format has evolved to be more interactive and 
engaging, as various web-based learning platforms are now used during or before 
lectures (Baylor University, 2023; Pathak, 2023).  

The use of pre-recorded lectures has also become rather popular, giving the 
students the possibility to choose the time and place at which they attend lectures. 
However, students cannot ask the lecturer for clarification if they are dependent on 
a recording (see also 2.2.4.6 Online learning platforms).   

2.2.4.3 Workshops 

Workshops are generally designed for small groups of students. In workshops, the 
content is practical and specific to the needs and interests of the group. This method 
also enables cooperation and mutual support among participants. Workshops usually 
consist of tailored activities represented in the form of an intensive interactive 
educational program or training that varies in length and content. Adequate time for 
analysis and reflection in a workshop is crucial. Workshops can vary widely in their 
goals as well as the strategies, methods, and techniques employed. The workshop 
format is ideal to engage students, emphasize interaction, and promote active 
participation and motivation to gain a deeper understanding of a topic (Radić-
Bojanić & Pop-Jovanov, 2018). A combination of interactive workshops and other 
teaching methods can enhance communication skills, critical-thinking skills, and 
decision-making skills (Mukurunge et al., 2021). 

2.2.4.4 Seminars 

A seminar is defined as a small-group, discussion-based teaching method. Typically, 
students prepare assignments before the seminar, which enables discussion of the 
major themes or topics during the seminar itself. Efficient and rich discussions 
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during seminars better enable students to build upon their existing knowledge 
frameworks to develop and achieve better learning objectives (Yale, 2023.) It is of 
the utmost importance that teachers using seminars as a teaching method are trained 
to do so, as this method requires different skills than transmissive lecturing (Bates, 
2019). 

2.2.4.5 Simulations 

Simulation is widely used as a pedagogical method in both medical and midwifery 
education. Simulation as a term refers to artificial representations of real-world 
situations to achieve educational goals through experiential learning, and simulation-
based education aims to replicate clinical scenarios. Medical simulation allows 
students to gain clinical skills through designed practice. It serves as an alternative 
to treating real patients: a student can make mistakes and learn from them without 
fear of harming the patient. There are different types of simulators, and their cost 
varies according to their degree of resemblance to reality. Simulation-based learning 
is expensive if high-tech simulators and facilities are used but is cost-effective when 
utilized properly (Al-Elq, 2010).  

Medical simulation has been found to enhance clinical competence at both the 
undergraduate and postgraduate levels. It has also been found to have many 
advantages that can improve patient safety and reduce healthcare costs by improving 
the competencies of healthcare personnel (Al-Elq, 2010; Bøje et al., 2023). 

2.2.4.6 Online learning platforms 

Worldwide, the most widely known and used online learning platform (OLP) is 
Moodle, with more than 213 million users (Moodle, 2023). However, many other 
OLPs are available for teaching purposes. OLPs can be used, for example, to make 
recorded lectures available for repeat viewings online at any time or as flipped 
classrooms, in which lectures are pre-recorded for students to watch on their own 
followed by discussion in class. The use of an OLP enables instructors and a small 
or large class of students to log in and work within a password-protected online 
learning environment. OLPs can include weekly units or modules, and the material 
can be presented to all students at the same time. There are opportunities for online 
discussion, students can work through the materials at roughly the same pace, and 
assessment can be carried out by end-of-course tests (Bates, 2019).  

It is noteworthy that certain facilities are essential for the use of an OLP, such as 
electricity, electronic devices, and the required skills among both students and 
teachers (Sofi-Karim et al., 2023). 
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2.2.4.7 Movies 

Emotions are an essential part of learning attitudes and changing behaviors. Using 
movies in teaching is an effective way to stimulate feelings, promote reflective 
attitudes, and link learning to experiences. A movie is an audiovisual version of 
storytelling. Movie experiences act like emotional memories in terms of developing 
attitudes and keeping them as reflective references in daily activities and events. 
Specific scenes within the movie learning scenario facilitate the integration of 
emotions in the viewing experience and help learners to understand and recognize 
immediately the main messages delivered by the movie characters regarding 
attitudes and human values. Fostering reflection stimulates discussion about the 
breadth of human experience and elicits the profound conflicts and concerns students 
have about their future professional roles and personal lives. Used also in medical 
teaching, the movie experience can bring new perspectives on teaching for teachers 
(Blasco et al., 2015). 

The movies used for educational purposes should be picked carefully so that any 
possible prejudice or stigma around the topic is prevented (Niemelä, 2023). In 
addition, some movies can upset students or cause them to feel oppressed; therefore, 
it is important for students to discuss the movie together with the teacher after they 
watch it. 

2.2.4.8 With real patients 

In healthcare education, patient contacts may involve real patients or simulated 
patients. In many countries, including Finland, real patient contacts have always 
been an essential part of healthcare education throughout the curriculum. Real 
patient contacts enhance students’ feelings of empathy and responsibility toward 
patients and foster their professional identity. Patient contacts also help students to 
build skills for clinical reasoning, communication, history-taking, and physical 
examination. The role of patients may be passive, that is, limited to the presentation 
of complaints and symptoms, or it may be active, where the patient actually takes on 
the role of the teacher, the so-called patient–instructor technique. The use of real 
patients in bedside teaching is often considered more valuable and effective than 
other teaching methods, such as structured clinical teaching. Furthermore, real 
patients often report enjoying bedside teaching; however, there are not always 
suitable patients available (Bokken et al., 2008).  

It is suggested that using patient–instructors is as effective as using physicians 
in the teaching of specific physical examination skills (Bokken et al., 2008; Krautter 
et al., 2017). However, students have reported that the quality of the feedback given 
by physicians is better than that of patient–instructors (Krautter et al., 2017). 
Nevertheless, students have valued being taught by patient–instructors, as skills can 
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be practiced and physical abnormalities can be found in a low-anxiety setting. In 
addition to the teaching of skills, patient–instructors are trained to give constructive 
feedback to the student, which is a further advantage of the method. A limitation is 
the extensive training time needed. Furthermore, only a selected group of patients, 
for example, those with stable physical findings and who are not too ill, can be 
trained to teach (Bokken et al., 2008). 
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3 Aims 

This study was designed to evaluate the self-reported competence of Finnish GPs, 
medical students, and midwifery students in encountering and treating patients with 
sexual issues. In addition, the need for education and educational interest in sexual 
medicine were assessed. 
 
Specific aims: 

1. To investigate GPs’ self-reported competence and barriers to bringing up 
patients’ sexual issues. (Study I) 

2. To assess and compare medical students’ and midwifery students’ self-
reported competence and barriers to bringing up patients’ sexual issues. 
(Study III) 

3. To evaluate whether GPs bring up sexual issues with patients with chronic 
diseases or health conditions and, further, to assess GPs’ awareness of chronic 
diseases and their medications that induce sexual problems as side effects. 
(Study II) 

4. To assess and compare medical students’ and midwifery students’ self-
reported knowledge of factors associated with sexuality. (Study IV) 

5. To evaluate GPs’, medical students’, and midwifery students’ need for and 
interest in education in sexual medicine. (Studies I, III, and IV) 
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4 Materials and Methods 

4.1 Participants  
The study population consisted of three different samples (Figure 7). The 
characteristics of the participants are shown in Tables 2, 3, and 4. 

 
GP = general practitioner 

Figure 7.  Study samples and aims; flowchart of the study. 

SAMPLE I 
GPs working in health 

centers, and members of 
The Finnish Medical 

Association  
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Medical students graduating 

between December 2018 
and May 2019 in Finland 

Study I  
Cross-sectional 
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n = 402 

Study II  
Cross-sectional 

cohort study  
n = 402 

Study III  
Cross-sectional  

cohort study  
n = 233  

medical students 
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midwifery students 

Study IV  
Cross-sectional 
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patients with sexual 
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3. The educational 
interests 

SAMPLE III 
Midwifery students 
graduating between 
December 2018 and  
May 2019 in Finland  
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Table 2.  Characteristics of the general practitioners. 

 Sample I 
N 402 
 Median (SD, range) 
Age (years) 44.0 (10.7, 27–65) 

 % 
Gender  

Male 24.9 
Female 75.1 

Graduated from the university of   
Eastern Finland 17.7 
Helsinki 17.9 
Oulu 21.4 
Tampere 15.2 
Turku 18.9 
Foreign university abroad 8.9 

Working in the hospital district of  
Etelä-Karjala (South Karelia) 1.5 
Etelä-Pohjanmaa (South Ostrobothnia) 4.5 
Etelä-Savo (Southern Savonia)  0.7 
Helsinki ja Uusimaa (Helsinki and the capital region) 27.4 
Itä-Savo (Eastern Savonia) 0.7 
Kainuu (Cajania) 1.5 
Kanta-Häme (Kanta-Häme region) 3.2 
Keski-Pohjanmaa (Central Ostrobothnia) 1.5 
Keski-Suomi (Central Finland) 5.2 
Kymenlaakso (Kymenlaakso region) 1.5 
Lappi (Lapland) 1.2 
Länsi-Pohja (Länsi-Pohja region) 1.0 
Pirkanmaa (Tampere region) 9.9 
Pohjois-Karjala (North Karelia) 2.0 
Pohjois-Pohjanmaa (North Ostrobothnia) 9.5 
Pohjois-Savo (Northern Savonia) 7.5 
Päijät-Häme (Päijät-Häme region) 2.0 
Satakunta (Satakunta region) 4.0 
Vaasa (Vaasa region) 2.5 
Varsinais-Suomi (Southwest Finland) 12.7 
Ålands hälso- och sjukvård (Åland region) 0 

Patients with sexual issues per week  
0 19.2 
1–5 65.9 
≥6 14.9 
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Table 3.  Characteristics of the medical students. 

 Sample II 
N 233  
 Median (SD, range) 
Age (years) 28.5 (4.0, 24–48) 
 % 
Gender  

Male 39.5 
Female 60.5 

Studying at the university of   
Eastern Finland 20.2 a / 37.9 b 
Helsinki 14.2 a / 32.4 b 
Oulu 18.0 a / 48.8 b 
Tampere 9.9 a / 21.1 b 
Turku 37.8 a / 62.4 b 

Patients seen with sexual problems while substituting   
Not at all / One 39.5 
A few / Many 59.2 
Cannot say 1.3 

a Percentage of the participating students  
b Percentage of the participants among all those graduating from the university during the study period 

Table 4.  Characteristics of the midwifery students. 

 Sample III 
N 131 
 Median (SD, range) 
Age (years) 28.1 (5.0, 23–50) 
 % 
Gender  

Male 0 
Female 100 

Studying at the university of applied sciences of  
Arcada or Novia c (teaching in Swedish) 6.9 a / 52.9 b 
Jyväskylä 13.0 a / 77.3 b 
Metropolia 31.3 a / 56.9 b 
Oulu 8.4 a / 47.8 b 
Savonia 14.5 a / 27.9 b 
Tampere 9.2 a / 63.2 b 
Turku 16.8 a / 68.8 b 

Patients seen with sexual problems while substituting   
Not at all / One 52.7 
A few / Many 30.5 
Cannot say 16.8 

a Percentage of the participating students 
b Percentage of the participants among all those graduating from the UAS during the study period 
c Due to the low number of graduates in the two UAS teaching in Swedish, the students from these 
UAS have been combined into a single group. 
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4.1.1 Recruitment 
The inclusion and exclusion criteria for all the studies are shown in Figure 6. 

4.1.1.1 General practitioners 

In Finland, the vast majority of physicians are members of The Finnish Medical 
Association (FMA). The FMA’s register includes data relating to the members’ 
workplaces and contact information. In this cross-sectional study, all physicians who 
had announced their primary workplace as a health center were eligible for the 
survey. According to the FMA’s general policy, contact information was restricted 
to 1,000 Finnish GPs. The link to the questionnaire was sent to the sample with 
several reminders. Seventy-five physicians stated that they were not part of the target 
group as they had retired or practiced another specialty, and thus they were excluded. 
A total of 925 remaining GPs was included, 402 of whom (43.5%) replied to the 
questionnaire. At the time of the study, Finland was divided into 20 hospital districts. 
The sample represented all 20 hospital districts, and replies were received from all 
except Åland region. The characteristics of the GPs are described in Table 2. 

4.1.1.2 Medical students 

In Finland, there are five faculties of medicine. All final-year medical students 
graduating between December 2018 and May 2019 from these five faculties were 
recruited to participate in the cross-sectional study. For the students studying at the 
Universities of Eastern Finland, Helsinki, Tampere, and Turku, the link to the 
questionnaire was distributed by university teaching coordinators with several 
reminders. For the students at the University of Oulu, the link to the questionnaire 
was distributed by the university’s service desk with several reminders. During the 
survey period, a total of 562 medical students graduated, of whom 233 (41.5%) 
replied to the questionnaire. The characteristics of the medical students are described 
in Table 3. 

4.1.1.3  Midwifery students 

In Finland, eight UAS offer education in midwifery. All final-year midwifery 
students graduating between December 2018 and May 2019 from these eight UAS 
were recruited to the study. The link to the questionnaire was distributed to the 
students by their teachers with several reminders. During the survey period, a total 
of 253 midwifery students graduated, of whom 131 (51.8%) replied to the 
questionnaire. The characteristics of the midwifery students are described in Table 
4. 
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4.1.2 Ethical considerations 
The return of the questionnaire implied consent, which was explained to the 
participants in the introduction of the questionnaire. The Ethics Committee of the 
University of Turku (44/2017) approved the study. 

4.2 Methods 

4.2.1 Questionnaires 

4.2.1.1 The general practitioners’ questionnaire 

The questionnaire (Tables 5–7, Appendices 1–3) used for GPs (Studies I and II) 
was a modification of the questionnaire developed by the Portuguese Sexual 
Observational Study in Portugal (SEXOS-study) (Alarcão et al., 2012) for use with 
GPs. Permission to use the questionnaire was obtained from the Portuguese 
researchers. The Portuguese questionnaire was chosen as it was developed and used 
in a GP target group. The modifications made to the original questionnaire were 
mainly changes to some response options or scales. The modified questionnaire was 
piloted with 11 Finnish physicians, and their feedback was utilized to make 
amendments to the content. The questionnaire was in Finnish. The questions 
regarding the background information of the participants for Studies I and II are 
shown in Table 5 and Appendix 1. The specific questions of Study I are shown in 
Table 6 and Appendix 2 and those of Study II in Table 7 and in Appendix 3. 
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Table 5.  Questions eliciting background information on the participants in Studies I and II. 

GP QUESTIONNAIRE 

BACKGROUND INFORMATION 

1.  Year of birth 
 ________ 

2.  Gender 
 Male/ Female 

3.  From which university did you graduate as a doctor of medicine? 
 Eastern Finland (Kuopio)/ Helsinki/ Oulu/ Tampere/ Turku/ Abroad 

4.  In which hospital district are you currently working? 
Etelä-Karjala (South Karelia)/ Etelä-Pohjanmaa (South Ostrobothnia)/ Etelä-Savo 
(Southern Savonia)/ Helsinki ja Uusimaa (Helsinki and the capital region)/ Itä-Savo 
(Eastern Savonia)/ Kainuu (Cajania)/ Kanta-Häme (Kanta-Häme region)/ Keski-
Pohjanmaa (Central Ostrobothnia)/ Keski-Suomi (Central Finland)/ Kymenlaakso 
(Kymenlaakso region)/ Lappi (Lapland)/ Länsi-Pohja (Länsi-Pohja region)/ Pirkanmaa 
(Tampere region)/ Pohjois-Karjala (North Karelia)/ Pohjois-Pohjanmaa (North 
Ostrobothnia)/ Pohjois-Savo (Northern Savonia)/ Päijät-Häme (Päijät-Häme region)/ 
Satakunta (Satakunta region)/ Vaasa (Vaasa region)/ Varsinais-Suomi (Southwest 
Finland)/ Ålands hälso- och sjukvård (Åland region) 

5.  With how many patients do you handle sexual issues weekly? 
 0 patients/ 1–5 patients/ 6–10 patients/ 11–15 patients/ 16–20 patients 

 

In Study I, the questionnaire (Table 6) was used to assess the GPs’  

A) competence in discussing sexual issues and treating patients (seven 
questions) 

B) barriers to bringing up sexual problems during appointments (ten items)  
C) source of education on sexual medicine (two questions) 
D) need for education on sexual medicine (two questions). 
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Table 6.  The specific questions raised in Study I. 

STUDY I 

A)  Self-reported competence in discussing sexual health and treating patients with sexual 
issues  

1.  How easy is it for you to discuss sexual issues if your patient addresses the 
subject? 
Not a problem/ A minor problem/ A moderate problem/ A major problem/ Cannot say 

2.  How do you classify your competence in discussing sexual problems with male 
patients? 
Good/ Quite good/ Quite poor/ Poor 

3.  How do you classify your competence in discussing sexual problems with female 
patients? 
Good/ Moderate/ Quite poor/ Poor 

4.  How do you classify your competence in treating male patients’ sexual 
problems? 
Good/ Quite good/ Quite poor/ Poor  

5.  How do you classify your competence in treating female patients’ sexual 
problems? 
Good/ Moderate/ Quite poor/ Poor 

6.  When you take a sexual history, do you explore how satisfied the patient is with 
his/her sexual life? 
Always/ Usually/ Seldom/ Never 

7.  How do you usually conduct sexual history-taking (you can choose more than 
one option)? 
Open conversation/ Questionnaire/ Structured interview/ I don’t take a sexual history 

B)  Barriers to bringing up sexual problems during GPs’ appointments  

Each item rated on a 5-point scale where:  
1 = Not at all, 2 = …, 3 = …, 4 = Very much, and 5 = Cannot say  

Bringing up sexual issues with patients is hindered by: 
1. Shortness of the appointment time 
2. Sexual issues not being a priority in the appointment  
3. Personal attitudes and beliefs  
4. Personal discomfort when addressing sexual issues  
5. Lack of knowledge about sexual medicine  
6. Lack of experience with sexual medicine   
7. Lack of effective treatment   
8. Fear of failing to respond to patients’ sexual issues  
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9. Gender differences (where the patient is of the opposite gender)  
10. Disability of the patient  

C)  Sources of education on sexual medicine  

1.  From which sources have you gained the knowledge about sexual medicine that 
you use in your patient work? (You can choose more than one option.) 
Medical books/ Medical journals/ Continuing education/ Congresses/ Consultation of 
guidelines/ Education given in medical school/ Consultations and discussions with 
colleagues/ Other (please specify): ______ 

2.  In your opinion, how adequate was medical school as a source of education when 
considering your sexual medicine competence? 
The question rated on a 4-point scale where:  
1 = Insufficient, 2 = …, 3 = …, 4 = Sufficient 

D) Need for sexual medicine education 

1.  Do you feel a need for continuing sexual medicine education? 
Yes/ No 

2.  If you answered yes, in what form would you prefer to receive continuing 
education? (You may choose more than one option.) 
Lectures/ Workshops/ Simulations/ Online learning platforms/ Other (please specify): 
______ 

 

In Study II, the questionnaire shown in Table 7 was used to assess the GPs’  

A) frequency of inquiring about patients’ sexual problems (one question)  
B) frequency of inquiring about sexual problems from various patient groups 

(ten items) 
C) knowledge of medications inducing sexual problems (eleven items)  
D) awareness of sexual problems as side effects of medications and the 

frequency of inquiring about such issues (three questions). 

Table 7.  The specific questions raised in Study II. 

STUDY II 

A)  Frequency of inquiring about patients’ sexual problems 

The question rated on a 5-point scale where:  
1 = Totally agree, 2 = …, 3 = …, 4 = Totally disagree, and 5 = Cannot say  

1.  I frequently inquire about sexual problems in general history-taking 
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B)  Frequency of inquiring sexual problems from various patient groups  

Each item rated on a 5-point scale where:  
1 = Never, 2 = Sometimes, 3 = Usually, 4 = Always, and 5 = Cannot say  

How often do you inquire about sexual problems from the following patient groups? 
1. Patients with cardiovascular diseases 
2. Patients with neurological diseases 
3. Patients with endocrine diseases 
4. Gynecologic patients  
5. Urologic patients  
6. Menopause/Andropause patients  
7. Family planning patients  
8. Patients with mental illnesses  
9. Patients with substance abuse issues 
10. Patients with an immigrant background 

C)  Knowledge of medications inducing sexual problems  

1.  Which of the following medications do you consider to induce sexual problems? 
(You can choose more than one option.) 
Hypertension/ Arrhythmia/ Hypercholesterolemia/ Diabetes/ Systemic cortisone/ Prostate/ 
Antiandrogens/ Hormonal contraception/ Menopausal hormone treatment/ 
Antidepressants/ I do not know of any medication that induces sexual problems 

D)  Awareness of possible sexual problems and frequency of inquiring about such problems 
in relation to medications 

Questions 1 and 2 rated on a 5-point scale where:  
1 = Totally agree, 2 = …, 3 = …, 4 = Totally disagree, and 5 = Cannot say  

1.  Sexual problems are often side effects of medications for other pathologies 

2.  I change patients’ medication if it causes sexual problems as a side effect 

3.  After prescribing a medication, do you ask the patient about possible side effects 
in sexual function during the next appointments? 
Always/ Usually/ Seldom/ Never 

4.2.1.2 The students’ questionnaire 

The questionnaire (Tables 8-10, Appendices 4-6) used for medical students and 
midwifery students (Studies III and IV) was a modification of two questionnaires: 
the questionnaire used in the Portuguese SEXOS-study (Alarcão et al., 2012) with 
GPs and the questionnaire used in a German study (Turner et al., 2016) with medical 
students. Permissions to use these questionnaires were obtained from the researchers. 
The German questionnaire was chosen as it was developed and used with medical 
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students. The modified questionnaire was piloted with 27 Finnish medical students, 
and their feedback was utilized to make amendments to the content. The 
questionnaire was in Finnish. The questions eliciting participants’ background 
information in Studies III and IV are shown in Table 8 and Appendix 4. The 
specific questions raised in Study III are shown in Table 9 and Appendix 5 and 
those raised in Study IV in Table 10 and in Appendix 6. 

Table 8.  Questions eliciting participants’ background information in Studies III and IV. 

STUDENTS’ QUESTIONNAIRE 
 
BACKGROUND INFORMATION 

For the medical students: 

1.  Year of birth 
________ 

2.  Gender  
Male/ Female 

3.  In which university are you studying? 
Eastern Finland (Kuopio)/ Helsinki/ Oulu/ Tampere/ Turku 

4.  Have you met patients with sexual problems during your studies? 
Not at all/ Once/ A few times/ Many times/ Cannot say 

For the midwifery students: 

1.  Year of birth  
________ 

2.  Gender 
Male/ Female 

3.  In which university of applied sciences are you studying? 
Arcada/ Jyväskylä/ Metropolia/ Novia/ Oulu/ Savonia/ Tampere/ Turku 

4.  Have you met patients with sexual problems during your studies? 
Not at all/ Once/ A few times/ Many times/ Cannot say 

 

In Study III, the replies to the questionnaire shown in Table 9 were used to 
compare the medical students’ and midwifery students’ 
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A) competence in discussing sexual issues and treating patients (four 
questions/statements) 

B) barriers to bringing up sexual problems with a patient (nine items)  
C) need for education in sexual medicine (four questions). 

Table 9.  The specific questions raised in Study III. 

STUDY III 

A)  Self-reported competence in discussing sexual issues and treating patients  

1a.  Have you met patients with sexual problems while working as a substitute 
midwife/doctor? 
Not at all/ Once/ A few times/ Many times/ Cannot say 

1b.  If yes, what was the result? 
The patient got the help they needed/ My skills weren’t good enough, and thus the patient 
did not get the help they needed/ I consulted a senior/referred the patient to a specialist 
(for the medical students)/ I consulted a colleague (a midwife/a doctor) (for the midwifery 
students)/ I disregarded the patient’s problem/ Cannot say 

2.  How easy is it for you to discuss sexual issues if your patient addresses the 
subject? 
Not a problem/ A minor problem/ A moderate problem/ A major problem/ Cannot say 
Questions 3 and 4 rated on a 5-point scale where:  
1 = Totally agree, 2 = …, 3 = …, 4 = Totally disagree, and 5 = Cannot say 

3.  I can easily bring up sexual issues with my patient 

4.  I can evaluate a patient’s sexual problems, and I know when to refer the patient to a 
specialist 

B)  Barriers to bringing up sexual problems with a patient 

Each item rated on a 5-point scale where:  
1 = Not at all, 2 = …, 3 = …, 4 = Very much, and 5 = Cannot say  

Bringing up sexual issues with a patient is hindered by: 
1. Lack of time   
2. Sexual issues not being a priority in the patient’s treatment at the moment  
3. Personal provider’s attitudes and beliefs  
4. Personal provider’s personal discomfort when addressing sexual issues  
5. Lack of knowledge of sexual medicine  
6. Lack of experience with sexual medicine   
7. Fear of failing to respond to the patients’ sexual issues  
8. Gender differences (where the patient is of the opposite gender)  
9. Disability of the patient  
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C)  Need for education in sexual medicine  

1.  Are you interested in sexual medicine education? 
Not at all/ A little/ Fairly/ Very 

2.  How much education do you think you received in sexual medicine during your 
studies? 
Too little/ An adequate amount/ Too much/ Cannot say 

3a.  Should sexual medicine education be mandatory or voluntary during 
medical/midwifery studies? 
Mandatory/ Voluntary 

3b.  If mandatory, how would the teaching be best implemented? 
A separate course on sexual medicine/ Integrated into other subjects 

4.  In which form should the teaching of sexual medicine be given? (You can choose 
more than one option.) 
Lectures/ Seminars/ With real patients/ Simulations/ Workshops/ Movies/ Online learning 
platforms/ Other; please specify: ______ 

 

In Study IV, the questionnaire shown in Table 10 was used to assess and 
compare the medical students’ and midwifery students’  

A) knowledge of factors associated with sexuality (eight items)   
B) knowledge of evaluating and treating patients with sexual problems (eight 

items) 

C) fields of educational interests in sexual medicine (25 options). 

Table 10.  The specific questions raised in Study IV. 

STUDY IV 

A)  Competence and knowledge in encountering and assessing patients with sexual issues 

Each item rated on a 5-point scale where:  
1 = Totally agree, 2 = …, 3 = …, 4 = Totally disagree, and 5 = Cannot say  

In my opinion: 
1. I know the basics of human sexual development 
2. I know the basics of sexual evolution and expression of sexuality across the lifespan 
3. I know the basics of aging and sexuality 
4. I know how to consider sexuality when taking care of patients with mental illnesses 
5. I know the basics of how multiculturalism affects sexuality 
6. I know how to encounter victims of domestic violence/sexual abuse 
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7. My knowledge of sexual orientation (e.g., hetero- and homosexuality) is adequate 
8. My knowledge of gender diversity (e.g., transgender people) is adequate 

B)  Competence in taking care of patients with sexual problems 

Each item rated on a 5-point scale where:  
1 = Totally agree, 2 = …, 3 = …, 4 = Totally disagree, and 5 = Cannot say 

In my opinion: 
1. I know the basics of sexual pleasure and treating lack of it 
2. I know the basics of decreased libido and the basics of its treatment 
3. I know the diagnostics and treatment of arousal problems  
4. I know the diagnostics and treatment of orgasm disorders 
5. I know the diagnostics and treatment of dyspareunia 
6. I know the basics of erectile dysfunction and the basics of its treatment 
7. I know how to treat sexual problems due to relationship problems 
8. I know how to treat sexual problems due to chronic diseases 

C)  Need for sexual medicine education 

Mark 1–5 the most interesting fields in which you consider more education is needed 
(Please note! If you mark more than 5 fields, you won’t be able to proceed with the 
questionnaire):  

Sexual development during childhood and adolescence/ Sexual history-taking/ Hormones 
affecting sexuality/ Arousal problems/ Reasons for and treatment of erectile dysfunction/ 
Reasons for and treatment of premature ejaculation/ Reasons for and treatment of 
priapism/ Sexual orientation/ Development of gender and gender identity/ Surgery of sex 
organs/ Reasons for and treatment of orgasm disorders/ Reasons for and treatment of 
dyspareunia/ Medications affecting sexuality/ Lack of sexual desire and its treatments/ 
Sexual abuse of a child/ Sexual violence/sexual abuse of an adult/ Effects of infertility and 
its treatment on sexuality / Effects of abortion on sexuality/ Effects of relationship 
problems on sexuality / Sociological and cultural factors affecting sexuality/ Different 
methods of sexual interaction/sexual habits/ Disability and sexuality/ Aging and sexuality/ 
Social media and sexuality/ Other; please specify: ______ 

 

In terms of background information (Tables 5 and 8), both the GPs and the 
students were asked their age and gender. In addition, the GPs were asked about the 
number of patients with whom they dealt with sexual issues per week, and the 
students were asked whether they had met patients with sexual problems during their 
studies. The GPs were divided into groups by age (27–39 years / 40–49 years / 50–
65 years) and the number of patients with whom they dealt with sexual issues per 
week (0 / 1–5 / ≥6). All results were self-reported by the respondents. 
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4.2.2 Statistical analyses 
The statistical analyses in the sub-studies are summarized in Table 11. In the 
analyses, all questions with a 4-point scale (numeral or verbal) were dichotomized, 
and the “cannot say” responses were omitted.  

Table 11.  Summary of statistical analyses in Studies I–IV. 

STUDY I 

Outcome measurements:  

A)  Self-reported competence in discussing sexual issues and treating patients 
B)  Barriers to bringing up sexual problems during GPs’ appointments 
C)  Sources of education on sexual medicine 
D)  Need for education on sexual medicine 
 
Adjusted for:  
gender, age, patients with sexual issues per week 
 
Chi-square to compare the frequencies between the following groups 
1)  women versus men 
2)  age comparisons: 40–49 versus 27–39, 50–65 versus 27–39, 40–49 versus 50–65 
3)  patients with sexual issues per week comparisons: 0 versus 1–5, 0 versus ≥6, 1–5 

versus ≥6 
 
Multivariate logistic regression analysis 
The associations between the GPs’ gender, age (27–39, 40–49, and 50–65 years), the number 
of patients with sexual issues per week (0, 1–5, and ≥6 patients), and the four fields of 
interests (A–D) 
9.4 version of SAS Institute Inc. (Cary, NC, USA) for Windows 

STUDY II 

Outcome measurements:  

A)  Frequency of inquiring about patients’ sexual problems 
B)  Frequency of inquiring about sexual problems from various patient groups 
C)  Knowledge of medications inducing sexual problems 
D)  Awareness of sexual problems being side effects of medications and the frequency of 

inquiring about such issues 
 
Adjusted for:  
gender, age, patients with sexual issues per week 
 
Multivariate logistic regression analysis 
The associations of the GPs’ genders, ages (27–39, 40–49, and 50–65 years), the number of 
patients with sexual issues per week (0, 1–5, and ≥6 patients) with the four fields of 
interests (A–D) 
9.4 version of SAS Institute Inc. (Cary, NC, USA) for Windows 
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STUDY III 

Outcome measurements:  

A)  Self-reported competence in discussing sexual issues and treating patients 
B)  Barriers to bringing up sexual problems with patients 
C)  Need for education in sexual medicine 
 
Adjusted for:  
gender (only in the medical student sub-analysis), age 
 
Multivariate logistic regression analysis 
Associations between the students’ ages and genders and the three fields of interests (A–C). 
The gender associations were carried out only in the sub-analysis for the medical students, as 
all the midwifery students were women. 
9.4 version of SAS Institute Inc. (Cary, NC, USA) for Windows 

STUDY IV 

Outcome measurements:  

A)  Self-reported knowledge of factors associated with sexuality 
B)  Self-reported knowledge of evaluating and treating patients with sexual problems 
C)  Fields of educational interests in sexual medicine 
 
Adjusted for:  
gender (only in the medical student sub-analysis), age 
 
Multivariate logistic regression analysis 
Associations of the students’ age and gender and the A and B fields of interest (A–B). The 
gender associations only in the age-adjusted sub-analysis of the medical students, as all the 
midwifery students were women.  
9.4 version of SAS Institute Inc. (Cary, NC, USA) for Windows 

GP = General practitioner 

In Studies I and II, the GPs were divided into age groups of 27–39 years 
(n=147), 40–49 years (n=111), and 50–65 years (n=144). In addition, they were 
divided into groups by the number of patients with whom they dealt with sexual 
issues per week (0, n=77 /1–5, n=265 /≥6, n=60). 

In Study II field C, not selecting one or more medication or responding “I do 
not know of any medication that induces sexual problems” was interpreted as “not 
inducing sexual problems.”  

In Studies III and IV, which included all the students, gender associations 
were carried out only in the sub-analysis for the medical students, as all the 
midwifery students were women. (Erratum: in the original Study III, the gender 
associations were carried out with all the students. This has been corrected in this 
thesis.) 
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The results of the comparisons were presented as odds ratios (ORs) with 95% 
confidence intervals (CIs). Statistical analyses were performed with SAS System for 
Windows, version 9.4 (SAS Institute Inc., Cary, NC). In reporting the results, 
statistical significance was set at p<0.05. 
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5 Results 

All the results are self-reported by the participants. Thus, it is noteworthy that the 
measured competence is self-reported, not the actual competence. 

5.1 Competence in sexual issues among general 
practitioners, medical students, and midwifery 
students 

5.1.1 Competence in discussing sexual issues and treating 
patients 

Of all the GPs, 37% reported asking about their patients’ satisfaction with their 
sexual lives, but no differences were found in terms of the GPs’ gender and age. The 
majority of the GPs (80.8%) dealt with at least one patient per week with sexual 
issues. The more patients with sexual issues the GP dealt with per week, the more 
frequently the GPs reported asking about satisfaction with sexual lives (p<0.001, 1–
5 versus 0 aOR 2.29, 95% CI 1.38–3.79, ≥6 versus 0 aOR 3.93, 95% CI 2.00–7.73, 
≥6 versus 1–5 aOR 1.72, 95% CI 1.00–2.97). As regards the method of taking a 
patient’s sexual history, a majority (n=349) of the GPs reported using open 
conversation. Structured interviews were indicated 11 times, questionnaires 17 
times, and the option “I don’t take a sexual history” 47 times.  

The majority of the GPs (95.8%) had no or only minor problems in discussing 
sexual issues with patients if the patient brought up the topic. Similar results were 
found with the students, as only 6.9% of the medical students and 2.3% of the 
midwifery students reported having moderate or major problems with discussing the 
topic (aOR 3.33, 95% CI 0.89–12.41, p=0.073). The GPs’ self-reported competence 
in discussing sexual issues and treating patients with sexual problems by gender and 
the number of patients with sexual issues dealt per week are shown in Figure 8 and 
Table 12. The male GPs more often reported good or quite good competence in both 
discussing sexual issues and treating male patients’ sexual problems than the female 
GPs. Similarly, the female GPs more often reported good or quite good competence 
in discussing sexual issues with female patients than the male GPs. However, there 
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were no gender differences in terms of competence in treating female patients. No 
differences emerged among the GPs’ age groups. Regarding the number of patients 
with sexual issues per week, the more the GPs dealt with patients with sexual issues, 
the more competent they reported being in discussing such issues with and treating 
both male and female patients.  

 
*Self-reported poor or quite poor competence  

Figure 8.  General practitioners’ self-reported poor or quite poor (%) competence in discussing 
sexual issues and treating patients with sexual problems by gender and the number of 
patients with sexual issues per week. 
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As regards the students, 51.1% of the medical students and 80.9% of the 
midwifery students reported having met patients with sexual problems during their 
studies a few or many times. While working as substitute doctors or midwives, 
60.0% of the medical students and 36.7% of the midwifery students reported having 
met patients with sexual problems a few or many times (aOR 2.22, 95% CI 1.33–
3.71, p=.002). Compared to the midwifery students, the medical students were more 
likely to report not being able to bring up sexual issues easily with their patients 
(36.5% versus 16.0%; aOR 3.41, 95% CI 1.91–6.08, p<0.001). A majority of both 
the medical and midwifery students considered themselves to be unable to evaluate 
patients’ sexual problems or determine the need to refer patients to specialists (67.8% 
versus 51.2%); however, the percentage of medical students was higher (aOR 2.02, 
95% CI 1.23–3.33, p=0.006). Furthermore, 59.3% of the medical students and 48.2% 
of the midwifery students reported being able to help their patients with sexual 
issues. In the sub-analysis for medical students, the male students were more likely 
to report being able to help the patient (aOR 2.55, 95% CI 1.27–5.12, p=0.009). 

5.1.2 Barriers to bringing up sexual problems 
For the GPs, the four most important barriers to bringing up sexual issues were the 
shortness of the appointment, lack of knowledge about sexual medicine, lack of 
experience with sexual medicine, and sexual issues not being a priority in the 
appointment (Figure 9). Compared to the male GPs, the female GPs were more 
likely to consider the lack of effective treatment and fear of failing to respond to 
patients’ sexual issues as barriers to bringing up the subject (Figure 10, Table 13). 
In contrast, among the male GPs, gender differences (where the patient was of the 
opposite gender) was a higher barrier (Figure 10, Table 13). The variance between 
the GPs’ age groups is illustrated in Figure 11. Only a few differences emerged 
(Table 13). As regards the GPs’ weekly number of patients, the more the GPs dealt 
with patients with sexual issues, the fewer barriers there were to bringing up sexual 
issues (Figure 12, Table 13).   
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Figure 9.  General practitioners’ self-reported barriers to bringing up sexual issues with their 

patients. 
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Figure 10. General practitioners’ self-reported barriers by gender to bringing up sexual issues with 

their patients. 

 
Figure 11. General practitioners’ self-reported barriers by age to bringing up sexual issues with 

their patients. 
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Figure 12. General practitioners’ self-reported barriers by number of patients with sexual issues 

per week to bringing up sexual issues with their patients. 
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For the medical students, the four most important barriers were practically the 
same as those of the GPs (Figure 13). For the midwifery students, lack of time was 
not in the top four, which were lack of experience with sexual medicine, fear of 
failing to respond to a patient’s sexual issues, lack of knowledge of sexual medicine, 
and sexual issues not being a priority in the patient’s treatment at the moment 
(Figure 14). The comparisons between the medical and midwifery students’ barriers 
are illustrated in Table 14. The age of the student was statistically significant only 
concerning the lack of experience; the older the student, the less the lack of 
experience was a barrier (aOR 0.92, 95% CI 0.87–0.98, p=0.006). The sub-analysis 
of medical students showed that the female students were more likely to report the 
fear of failing to respond to patients’ sexual issues as a barrier (aOR 3.03, 95% CI 
1.71–5.38, p<0.001), whereas the male students were more likely to report sexual 
issues not being a priority at the moment as a barrier (aOR 2.63, 95% CI 1.23–5.63, 
p=0.013). The comparisons between the medical students’ genders in the medical 
students’ sub-analysis are illustrated in Figure 15. 

 
Figure 13. Medical students’ self-reported barriers to bringing up sexual issues with their patients. 

Lack of time 
89.2% 

Lack of knowledge about sexual medicine 
82.1% 

Lack of experience with sexual medicine 
88.1%

Sexual issues not a priority in the patient’s treatment at the moment 
78.8%

Disability of the patient
34.1%

Fear of failing to respond to patients' sexual issues
66.1%

Gender differences (where the 
patient is of the opposite gender) 

26.8%

The provider’s 
personal discomfort 
when addressing 

sexual issues
16.4%

The provider’s 
personal 

attitudes and 
beliefs
10.9%



Sanna-Mari Manninen 

 72 

 
Figure 14. Midwifery students’ self-reported barriers to bringing up sexual issues with their patients. 

Table 14.  The comparisons between the medical and midwifery students’ self-reported barriers to 
bringing up sexual issues with their patients. 

 
Medical student 

N=233 
Midwifery student 

N=131 
  

 
Much or very 

much 
Much or very 

much  aOR 95%CI P 
Lack of time 89.2% (n=207/232) 49.6% (n=61/123) 8.42 4.88–14.52 < 0.001 
Sexual issues not a priority in the 
patient’s treatment at the moment 78.8% (n=178/226) 53.5% (n=68/127) 3.28 2.04–5.28 < 0.001 
The provider’s personal attitudes and 
beliefs 10.9% (n=25/229) 7.6% (n=10/131) 1.47 0.68–3.18 0.321 
The provider’s personal discomfort 
when addressing sexual issues 16.4% (n=38/232) 9.2% (n=12/131) 1.93 0.97–3.84 0.061 
Lack of knowledge of sexual medicine 82.1% (n=184/224) 62.5% (n=80/128) 2.81 1.71–4.62 < 0.001 
Lack of experience with sexual medicine 88.1% (n=200/227) 73.3% (n=96/131) 2.81 1.59–4.94 < 0.001 
Fear of failing to respond to the 
patient's sexual issues 66.1% (n=148/224) 64.9% (n=85/131) 1.07 0.68–1.68 0.787 
Gender differences (where the patient 
is of the opposite gender) 26.8% (n=62/231) 15.5% (n=20/129) 1.99 1.13–3.48 0.016 
Disability of the patient 34.1% (n=71/208) 26.4% (n=33/125) 1.44 0.88–2.35 0.145 

aOR (age adjusted logistic regression) higher than 1 indicates higher barriers for medical students (two categories: much or very 
much versus some or not at all; the responses "cannot say" omitted from the analyses) to bringing up sexual issues with patients. 
aOR = adjusted odds ratio 
CI = confidence interval 
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Figure 15. Comparisons between the medical students’ gender, in the medical students’ sub-

analysis, in regard to barriers to bringing up sexual issues with patients. 

5.2 General practitioners’ competence in sexual 
issues regarding patients with chronic diseases 
or other health conditions 

5.2.1 Frequency of inquiring about sexual problems from 
various patient groups 

In general, when taking a general history, 16.2% of the GPs asked about sexual 
problems during appointments. Compared to the GPs in the 27–39 age group, the 
GPs in the 40–49 (aOR 2.23, 95% CI 1.04–4.77, p=0.039) and 50–65 (aOR 3.29, 
95% CI 1.62–6.68, p=0.001) age groups were more likely to inquire about sexual 
problems. No differences between the GPs’ genders emerged. Regarding patients 
with chronic diseases or other conditions, the GPs most often inquired about sexual 
problems from urologic, family planning, gynecologic, and menopause/andropause 
patients, whereas they were unlikely to inquire about these problems from patients 
with an immigrant background or a substance abuse history (Table 15). The female 
GPs inquired about sexual problems more frequently from gynecologic patients and 
less frequently from urologic and neurologic patients (Figure 16, Table 15) than the 
male GPs.  
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Figure 16. General practitioners’ frequency of inquiring about sexual problems among various 

patient groups by gender. 

As regards the different age groups, compared to the 27–39 age group, GPs in 
the 40–49 and 50–65 age groups were more likely to inquire about sexual problems 
from cardiovascular and neurologic patients. In addition, compared to the 27–39 age 
group, GPs in the 50–65 age group were more likely to inquire about problems from 
patients with endocrine diseases and patients with substance abuse histories. 
Furthermore, compared to the 50–65 age group, GPs in the 40–49 age group were 
more likely to inquire about problems from patients with mental illnesses (Figure 
17, Table 15). 

Regarding the number of patients with sexual issues per week, the variation is 
illustrated in Figure 18. The more often the GPs discussed sexual issues in general, 
the more likely they were to inquire about sexual problems from gynecologic 
(p=0.001), menopause/andropause (p<0.001), and family planning (p<0.001) 
patients. Other subgroup differences are described in Table 15. 
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Figure 17. General practitioners’ frequency of inquiring about sexual problems among various 

patient groups by age. 

 
Figure 18. General practitioners’ frequency of inquiring about sexual problems among various 

patient groups by number of patients with sexual issues per week. 
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5.2.2 Knowledge of medications inducing sexual problems 
The medications GPs most often reported to induce sexual problems were 
antidepressants, antiandrogens, and hormonal contraception. In contrast, 
medications for hypercholesterolemia and diabetes were rarely considered to induce 
sexual problems (Table 16). The differences between the GPs’ genders are 
illustrated in Figure 19. The female GPs were more likely than the male GPs to 
consider hormonal contraception and less likely to consider prostate medication as 
inducing sexual problems (Table 16). The differences between the age groups are 
illustrated in Figure 20. Compared to the 27–39 age group, the older age groups 
were more likely to consider medications for hypertension and less likely to consider 
antiandrogens to induce sexual problems. In addition, compared to the 27–39 age 
group, the GPs in the 40–49 age group were more likely to report medications for 
diabetes inducing sexual problems and the GPs in the 50–65 age group to report 
medications for arrhythmia inducing sexual problems. Furthermore, the GPs in the 
50–65 age group were less likely to consider systemic cortisone and menopausal 
hormone treatment to induce sexual problems than either the 27–39 or 40–49 age 
groups (Table 16). Regarding discussions of sexual issues, the differences between 
the groups are illustrated in Figure 21. No differences emerged between the GPs in 
regard to various numbers of patients with sexual issues (Table 16). 
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Figure 19. General practitioners’ opinions by gender on whether medication induces sexual 

problems. 

 
Figure 20. General practitioners’ opinions by age on whether medication induces sexual problems. 
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Figure 21. General practitioners’ opinions by number of patients with sexual issues per week on 

whether medication induces sexual problems. 

5.2.3 Awareness of sexual problems being side effects of 
medications and the frequency of inquiring about such 
issues 
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week were more likely to consider sexual problems to be side effects of medications 
prescribed for other pathologies than those dealing these issues with ≥6 patients per 
week (aOR 1.97, 95% CI 1.06–3.69, p=0.033).  
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impacting sexual function after prescribing medications (0 versus 1–5 aOR 0.42, 
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between the genders or age groups. When medications were found to induce sexual 
problems as a side effect, 88.1% of the GPs reported changing the medications; there 
were no differences between genders, age groups, or the numbers of patients with 
sexual issues dealt per week. 

5.3 Knowledge of sexual medicine among medical 
students and midwifery students 

5.3.1 Knowledge of factors associated with sexuality 
The data concerning students’ knowledge of factors associated with sexuality are 
shown in Table 17. Both the medical and midwifery students most often reported 
having insufficient knowledge of how to consider sexuality when attending patients 
with mental illnesses, how to encounter victims of domestic violence/sexual abuse, 
and how multiculturalism affects sexuality. Compared to the midwifery students, the 
medical students were more likely to report insufficient knowledge of the basics of 
human sexual development, the basics of sexual evolution and expressions of 
sexuality across the lifespan, the basics of aging and sexuality, the basics of how 
multiculturalism affects sexuality, and gender diversity (e.g., transgender people). 
Neither the students’ age nor the medical students’ gender showed an association.  

Table 17.  Medical and midwifery students’ self-reported knowledge of factors associated with 
sexuality. 

 
Medical student 

N=233 
Midwifery 

student N=131 
  

 
Disagree or 

totally disagree 
Disagree or 

totally disagree aOR 95%CI P 
I know the basics of human sexual development 32.8% (n=75/229) 9.2% (n=12/131) 4.90 2.54–9.46 p < 0.001 
I know the basics of sexual evolution and expression 
of sexuality across the lifespan  42.3% (n=96/227) 14.0% (n=18/129) 4.52 2.57–7.94 p < 0.001 
I know the basics of aging and sexuality 41.2% (n=94/228) 12.2% (n=16/131) 5.03 2.80–9.04 p < 0.001 
I know how to consider sexuality when taking care of 
patients with mental illnesses 69.3% (n=158/228) 62.9% (n=78/124) 1.34 0.84–2.12 p = 0.216 
I know the basics of how multiculturalism affects 
sexuality 85.6% (n=190/222) 53.9% (n=70/130) 5.09 3.06–8.47 p < 0.001 
I know how to encounter victims of domestic 
violence/sexual abuse 57.9% (n=124/214) 56.3% (n=67/119) 1.08 0.69–1.70 p = 0.740 
My knowledge of sexual orientation (e.g., hetero- and 
homosexuality) is adequate 21.2% (n=48/226) 14.8% (n=19/128) 1.55 0.86–2.77 p = 0.142 
My knowledge of gender diversity (e.g., transgender 
people) is adequate 45.1% (n=102/226) 25.0% (n=32/128) 2.48 1.54–4.01 p < 0.001 

In all comparisons, the medical students were compared to the midwifery students. 
aOR higher than 1 indicates higher insufficiency of knowledge (two categories: agree or totally agree versus disagree or totally 
disagree) for the medical students. 
aORs were adjusted for age  
aOR = adjusted odds ratio; multivariable logistic regression ("cannot say" responses were omitted from analyses) 
CI = confidence interval 
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5.3.2 Knowledge of evaluating and treating patients with 
sexual problems 

As regards knowledge of evaluating and treating various sexual problems, the medical 
students self-reported insufficient knowledge in all the areas assessed except the basics 
of erectile dysfunction and its treatment (Table 18). The self-reported knowledge 
among the midwifery students was also insufficient, except concerning the basics of 
sexual pleasure and treating lack of it. The medical students were more likely than the 
midwifery students to report insufficient knowledge of the basics of sexual pleasure 
and treating lack of it, the basics of decreased libido and the basics of its treatment, 
how to treat sexual problems due to relationship problems, and how to treat sexual 
problems due to chronic diseases. In contrast, compared to the midwifery students, the 
medical students reported less often insufficient knowledge of the basics of erectile 
dysfunction and its treatment. The students’ age showed no association.  

The sub-analysis concerning the medical students found that the female students 
were more likely to report insufficient knowledge of the basics of erectile 
dysfunction and its treatment (aOR 1.97, 95% CI; 1.04–3.75, p=0.038) and how to 
treat sexual problems due to chronic diseases (aOR 2.24, 95% CI 1.12–4.48, 
p=0.022) than the male students. Conversely, the male students were more likely to 
report insufficient knowledge of how to treat sexual problems due to relationship 
problems (aOR 2.24, 95% CI 1.06–4.73, p=0.035). 

Table 18.  Medical and midwifery students’ self-reported knowledge of evaluating and treating 
patients with sexual problems. 

 
Medical student 

N=233 
Midwifery 

student N=131 
  

 
Disagree or 

totally disagree 
Disagree or 

totally disagree aOR 95%CI P 
I know the basics of sexual pleasure and treating 
lack of it 65.8% (n=148/225) 34.4% (n=45/131) 3.66 2.32–5.76 p < 0.001 
I know the basics of decreased libido and the 
basics of its treatment 75.8% (n=175/231) 58.9% (n=76/129) 2.18 1.37–3.46 p = 0.001 
I know the diagnostics and treatment of arousal problems 93.4% (n=212/227) 92.9% (n=118/127) 1.08 0.46–2.56 p = 0.859 
I know the diagnostics and treatment of orgasm 
disorders 92.1% (n=210/228) 91.4% (n=117/128) 1.10 0.50–2.41 p = 0.812 
I know the diagnostics and treatment of dyspareunia 67.5% (n=156/231) 66.9% (n=87/130) 1.02 0.64–1.61 p = 0.946 
I know the basics of erectile dysfunction and the 
basics of its treatment 26.8% (n=61/228) 72.3% (n=94/130) 0.14 0.08–0.22 p < 0.001 
I know how to treat sexual problems due to 
relationship problems 80.7% (n=180/223) 58.9% (n=76/129) 2.96 1.82–4.81 p < 0.001 
I know how to treat sexual problems due to chronic 
diseases 82.2% (n=185/225) 71.1% (n=91/128) 1.89 1.13–3.17 p = 0.015 

In all comparisons, the medical students were compared to the midwifery students. 
aOR (age adjusted logistic regression) higher than 1 indicates higher insufficiency of knowledge (two categories: agree or totally 
agree versus disagree or totally disagree) for the medical students. 
aOR less than 1 indicates higher insufficiency of knowledge for the midwifery students. 
aORs were adjusted for age 
aOR = adjusted odds ratio; multivariable logistic regression ("cannot say" responses were omitted from analyses) 
CI = confidence interval 
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5.4 Need for education on sexual medicine 
Of the GPs, 87.8% reported needing more education on sexual medicine. The female 
GPs were more likely to report a need for continuing education than the male GPs 
(p=0.009, aOR 2.34, 95% CI 1.24–4.42). In addition, the GPs dealing with 1–5 
patients with sexual issues per week were more likely to report a need for education 
than those dealing with 0 patients with sexual issues per week (p=0.023, aOR 2.22, 
95% CI 1.12–4.43). The responses regarding the various forms of education are 
illustrated in Figure 22. The most preferred form of education was lectures (n=316), 
followed by online learning platforms (n=183). 

As regards the students, a higher percentage of the midwifery students (96.2%) 
reported an interest in sexual medicine education than of the medical students 
(55.4%) (aOR 13.89, 95% CI 5.32–35.71, p<0.001). Overall, 76.5% of the medical 
students and 45.0% of the midwifery students reported receiving too little sexual 
medicine education (aOR 7.30, 95% CI 4.00–13.33, p<0.001). Among the medical 
students, a higher percentage of female than male students reported receiving too 
little education (85.5% versus 62.8%; aOR 3.43, 95% CI 1.78–6.61, p<0.001). The 
medical students (20.6%) were more likely than the midwifery students (6.1%) to 
suggest that the education should be voluntary (aOR 3.97, 95% CI 1.81–8.68, 
p<0.001). The medical students preferred sexual medicine education to be integrated 
into other subjects (58.1%) more often than the midwifery students (27.2%) (aOR 
3.47, 95% CI 2.05–5.85, p<0.001). The responses as concerns forms of education 
are illustrated in Figure 22. The most frequently selected form of education for the 
medical students was workshops (n=155), followed by lectures (n=115). The 
midwifery students also preferred these forms, but in the opposite order (lectures 
n=114 and workshops n=62). 

The students’ educational fields of interest, with detailed results, are illustrated 
in Figure 23. All the fields drew at least some level of interest from both student 
groups. The top three fields of interest among the medical students (n=233) were the 
reasons for and treatment of dyspareunia (n=117, 50.2%), the reasons for and 
treatment of erectile dysfunction (n=106, 45.5%), and lack of sexual desire and its 
treatments (n=100, 42.9%). Among the midwifery students (n=131), the top three 
fields were the effects of infertility and its treatments on sexuality (n=63, 48.1%), 
the reasons for and treatment of dyspareunia (n=60, 45.8%), and the lack of sexual 
desire and its treatment (n=55, 42.0%). 
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* Option only for the students 

Figure 22. Responses stating preferences for forms of sexual medicine education from general 
practitioners, medical students, and midwifery students. 
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Figure 23. Medical and midwifery students’ educational fields of interest regarding sexual medicine 
education. 
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6 Discussion 

The present study is the first to examine the self-reported competence of Finnish 
GPs, medical students, and midwifery students in discussing and treating sexual 
issues, barriers related to bringing up the topic, and the need for education in sexual 
medicine. Sexual problems are relatively common, and therefore healthcare 
personnel regularly encounter patients whose sexual health should be considered. 
Additionally, unmet sexual problems often result in increased public health 
expenses, as patients utilize several appointments to have various symptoms treated. 
According to the present study, both the GPs and the medical and midwifery students 
reported a high competence in discussing patients’ sexual issues. However, several 
barriers to bringing up sexual issues in appointments and patient encounters emerged 
among the GPs and students. Regarding the GPs’ habit of inquiring about sexual 
problems during appointments, the younger GPs were less likely to do so. Even 
though GPs considered sexual problems to be common side effects of medications, 
they rarely asked about these side effects during follow-up appointments. The need 
for more sexual medicine education was also observed: a majority of the GPs 
expressed a need for continuing education about sexual medicine. Similarly, the 
medical students, in particular, as well as the midwifery students indicated a need 
for increased sexual medicine education. Several educational fields of interest were 
raised in both student groups. 

6.1 Methodological considerations and study 
limitations 

As described in the Introduction, this thesis was a part of the SexMEdu–Study 
involving three data sources. The inclusion and exclusion criteria of the study 
participants are described in Figure 7, the flowchart of the study. Importantly, the 
results in this thesis are self-reported by the participants. The participants’ actual 
competence was not objectively evaluated and measured. As concerns the student 
participants in this thesis, only final-year students were included to ensure they had 
knowledge of the entire curriculum. Some previous studies have used the same 
inclusion criteria (Abdulghani et al., 2016; Ariffin et al., 2015; Walker & Davis, 
2014), while others have included students from lower grades (Komlenac et al., 
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2019; Shindel et al., 2010; Turner et al., 2016; Ören et al., 2018). As regards the 
sample size, it was considered that the most practical and modern way to gather 
data from a large sample like that considered in this thesis was to use a web-based 
questionnaire (Bryman, 2012; Caetano & Noel, 2018; Wyatt, 2000). Unlike in 
interviews, it is not possible to help participants fill out a self-completion 
questionnaire if they experience challenges in answering or understanding the 
questions, which can be seen as a limitation of this method (Bryman, 2012). People 
currently frequently receive web-based questionnaires, which makes it challenging 
to attract enough attention from the target groups for them to participate. As can 
be seen from the web-program used in this thesis, more people began to answer 
the questions than those who actually returned the questionnaire. As the 
questionnaires used in this thesis were programmed not to proceed if answers were 
missing, all returned questionnaires were fully completed. This programming 
choice could, however, also be a limitation, as some of the target group might have 
desired to choose which questions they wanted to answer, potentially explaining 
why some started to answer the questions on the questionnaire but did not fully 
finish it and, therefore, did not return it.   

As a limitation, it should also be noted that the question about the participants’ 
gender on the questionnaire was limited to male/female options, whereas it has 
become the custom to include the “other” option in surveys. However, the 
questionnaire used in this thesis was originally utilized in Portugal in 2011 with GPs 
and in Germany in 2014–2015 with medical students, and the fact that both studies 
only included only the male/female gender options dictated the options in the 
questionnaires used in this thesis. Furthermore, the questionnaires used in this thesis 
were available only in Finnish, and as Swedish is also an official language in Finland, 
this language restriction could have affected Swedish-speaking GPs’ and students’ 
eagerness to participate.  

The questionnaire used in Studies I and II was the same as that used with GPs 
in the Portuguese SEXOS study (Alarcão et al., 2012; Ribeiro et al., 2014) with 
only a few modifications. Furthermore, the questionnaire was piloted with 11 
Finnish physicians, and their feedback was utilized to make amendments to the 
content. The questionnaire used in Studies III and IV was a modification of the 
questionnaire from the Portuguese SEXOS study (Alarcão et al., 2012; Ribeiro et 
al., 2014) and the questionnaire used in a German study (Turner et al., 2016) with 
medical students. This questionnaire was piloted with 27 Finnish medical students 
and in this case, too, their feedback was utilized to make amendments to the 
content. The strengths and limitations of the studies are shown in more detail in 
Figure 24. 
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Figure 24. Strengths and limitations of the studies. 
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surprisingly, these side effects were rarely evaluated during follow-up visits. There 
could be several barriers to bringing up such issues. 

The most important barrier to bringing up sexual issues was cited as lack of time 
in both the GP and medical student groups. Lack of time was also found to be a 
barrier in previous studies with GPs (Abdolrasulnia et al., 2010; Alarcão et al., 2012; 
Byrne et al., 2010; Gott et al., 2004; Humphery & Nazareth, 2001; Zannoni et al., 
2021), physicians of other specialties (Abdolrasulnia et al., 2010; Leyva-Moral et 
al., 2020; Schloegl et al., 2017), midwives (Bradfield et al., 2022; Mohseni et al., 
2023; Percat & Elmerstig, 2017), midwifery students (Walker & Davis, 2014; Ören 
et al., 2018 ), nurses (Barnhoorn et al., 2020; Leyva-Moral et al., 2020; Magnan & 
Reynolds, 2006), and nursing students (Gerbild et al., 2021; Güdül Öz et al., 2022; 
Seid et al., 2022). This finding confirmed that dealing with sexual issues is time-
consuming and, further, that sufficient time should be allocated to patient encounters. 
Looking at the issue from the perspective of patients, this group, too, has reported 
not discussing sexual issues with healthcare professionals due to lack of time in 
healthcare consultations (de Pierrepont et al., 2022). Lack of time was not named 
among the top three barriers by the midwifery students; nonetheless, half of the 
midwifery student participants recognized time as a barrier. In a Swedish qualitative 
study (Percat & Elmerstig, 2017), midwives described time as a very important 
factor, as a good relationship with trust must be developed between patient and 
midwife before issues related to sexuality are raised. 

Lack of knowledge about and experience with sexual medicine were in the top 
three barriers cited by all the study groups. These have also found to be barriers in 
previous studies with GPs (Alarcão et al., 2012; Byrne et al., 2010; Gott et al., 2004; 
Humphery & Nazareth, 2001; Mills et al., 2015; Platano et al., 2007; Tsimtsiou et 
al., 2006), physicians of other specialties (Kristufkova et al., 2018; Leyva-Moral et 
al., 2020; Schloegl et al., 2017), medical students (Abdulghani et al., 2016; Ariffin 
et al., 2015; Komlenac et al., 2019; Shindel et al., 2010), midwifery students (Walker 
& Davis, 2014; Ören et al., 2018), midwives (Bradfield et al., 2022; Jackson & 
Fraser, 2009; Mohseni et al., 2023; Percat & Elmerstig, 2017), nursing students 
(Gerbild et al., 2021; Güdül Öz et al., 2022; Seid et al., 2022), and nurses (Barnhoorn 
et al., 2020; Leyva-Moral et al., 2020). Similarly, patients have reported the 
perception that a professional’s lack of knowledge of or training in sexual health is 
a barrier to bringing up the topic (de Pierrepont et al., 2022). This is an important 
finding that emphasizes the fact that sexual medicine education should be increased 
in medical and midwifery education and, probably, in all healthcare education. 
Additionally important in improving the quality of education throughout the 
curricula is the finding that the majority of both the medical and midwifery students 
considered themselves unable to evaluate patients’ sexual problems or determine the 
need to refer patients to specialists. For the sake of providing high-quality care to 
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patients, it is important to be able to evaluate patient satisfaction with the care 
provided. Therefore, this finding should be considered when developing the 
education offered in both medical and midwifery schools. 

In this thesis, all groups reported as the fourth most important barrier that the 
sexual issue was not considered to be the priority in the patient’s treatment at the 
moment. Similar results have been found in previous studies with GPs (Alarcão et 
al., 2012; Leyva-Moral et al., 2020), midwifery students (Ören et al., 2018), and 
nurses (Quinn et al., 2011). This barrier has also been identified from the patient 
perspective (de Pierrepont et al., 2022), further illustrating and promoting the 
importance of allocating sufficient time to patients.  

In addition, fear of failing to respond to patients’ sexual issues was named as an 
important barrier, particularly in the student groups. This could be interpreted as a 
lack of experience; however, this result was also prominent among female GPs, as 
slightly more than half of them considered fear of failing to respond to patients’ 
sexual issues to be a barrier. Similar results have been found in previous studies. In 
a German study with 16 GPs, the fear of not being able to meet patient expectations 
was mentioned as a barrier to bringing up sexual issues with patients (Zannoni et al., 
2021). In a UK study with 372 midwives, avoidance of harm was identified as a 
barrier, as some participants were worried about giving an inappropriate response to 
the patient and therefore making the patient’s situation even worse (Jackson & 
Fraser, 2009). In addition, in a Swedish qualitative study with nine midwives, the 
participants reported fear of offending the patient and fear of making mistakes as 
barriers, especially when dealing with people who deviate from the norm (Percat & 
Elmerstig, 2017). Fear of failing to respond was also found in a Portuguese study 
with 50 GPs (Alarcão et al., 2012). Furthermore, concerns about increasing patients’ 
anxiety and discomfort and fear of offending the patient were reported in an Irish 
study with 61 GPs (Byrne et al., 2010). It is noteworthy that patients have also 
reported the perception that healthcare professionals are uncomfortable discussing 
the subject as a barrier to bringing up the topic (de Pierrepont et al., 2022). Suspected 
embarrassment on both sides was also mentioned in the previously mentioned 
German study with GPs (Zannoni et al., 2021). 

It is a matter of concern that one barrier to bringing up sexual issues has been 
reported as the perception that talking about sexuality is someone else’s job or 
responsibility in previous studies with GPs (Byrne et al., 2010), nurses (Barnhoorn 
et al., 2020; Quinn et al., 2011), midwifery students (Ören et al., 2018), and nursing 
students (Güdül Öz et al., 2022; Güven & Çelik, 2021). In healthcare, some duties 
are considered the responsibilities of nurses or midwives. By law, moreover, only 
trained physicians are allowed to perform many tasks. However, talking about sexual 
health is the responsibility of every healthcare professional, just as it is also the 
responsibility of every parent, guardian, teacher, counselor, and therapist. Special 



Discussion 

 91 

attention should be paid to the realization of sexual and reproductive health and 
rights, as these are, in many ways, the most vulnerable human rights. 

This thesis found that providers’ personal discomfort or personal attitudes and 
beliefs were not high barriers; nonetheless, these barriers have been reported in 
several previous studies (Abdolrasulnia et al., 2010; Abdulghani et al., 2016; Alarcão 
et al., 2012; Ariffin et al., 2015; Barnhoorn et al., 2020; Bradfield et al., 2022; Byrne 
et al., 2010; Gerbild et al., 2021; Güdül Öz et al., 2022; Güven & Çelik, 2021; 
Humphery & Nazareth, 2001; Leyva-Moral et al., 2020; Magnan & Reynolds, 2006; 
Mills et al., 2015; Quinn et al., 2011; Schloegl et al., 2017; Seid et al., 2022; 
Tsimtsiou et al., 2006; Zannoni et al., 2021; Ören et al., 2018). An important part of 
providing sexual education is the provider’s sexual attitude reassessment (SAR) 
process. The objective of a SAR is to give sexuality educators or sexual health 
promoters an opportunity to explore their own attitudes, values, feelings, and beliefs 
regarding human sexuality and sexual behavior and how these impact their 
professional interactions (Areskoug-Josefsson & Lindroth, 2022; Zar, 2022). In 
many countries, including Finland, SAR is a requirement for certification as a 
sexuality educator or sexual health promoter (Areskoug-Josefsson & Lindroth, 
2022). 

6.2.2 Sexual medicine education 
Sexual problems are fairly common, and therefore healthcare personnel meet 
patients with these issues regularly. In a Norwegian study, approximately 4.2% of 
the problems presented to GPs dealt with sexual issues, with the percentage of 
consultations varying between 1.6% and 10.9% (Vik & Brekke, 2017). However, 
not all patients with sexual problems contact their GP. In a Danish study (Paulsen et 
al., 2020) of 22,198 men, the overall prevalence of erectile dysfunction was 19.3%, 
of whom 31.8% had contacted a GP regarding the problem (Paulsen et al., 2020). 
Regarding women, a British study (Roos et al., 2012) showed that 37% of 1,194 
patients of (uro)gynecological clinics had a sexual complaint; however, only 17% 
volunteered this information, while the remainder admitted it only on questioning.  

A gender discordance was noted in the GP group considered in this thesis. The 
male GPs more often reported good or quite good competence in discussing sexual 
issues and treating male patients’ sexual issues than the female GPs. Similarly, the 
female GPs more often reported good or quite good competence in discussing sexual 
issues with female patients than the male GPs; however, there were no gender 
differences in terms of their self-reported competence in treating female patients. 
Gender has been found to be a barrier in previous studies with GP participants 
(Abdolrasulnia et al., 2010; Alarcão et al., 2012; Burd et al., 2006; Byrne et al., 2010; 
Gott et al., 2004; Mills et al., 2015; Tsimtsiou et al., 2006), physicians of other 
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specialties (Leyva-Moral et al., 2020; Schloegl et al., 2017), medical students 
(Abdulghani et al., 2016), nurses (Barnhoorn et al., 2020; Leyva-Moral et al., 2020), 
and nursing students (Gerbild et al., 2021; Güdül Öz et al., 2022). A lack of 
knowledge of women’s sexual problems was also found in the student groups, as the 
vast majority of the participants reported insufficient knowledge of the diagnostics 
and treatment of arousal problems and orgasm disorders, which are mainly 
associated with women. Competence in treating female sexual problems has also 
been reported as poor by obstetrician–gynecologists (Abdolrasulnia et al., 2010; 
Aromaa et al., 2023), whom one could assume would have better competence in the 
issue. One explanation for this finding could be that there are fewer effective 
treatments available for women than for men. Thus, there is a need not only to 
improve education in sexual medicine, but to conduct more research on women’s 
sexual problems.   

Although in this thesis, medical school was reported as an important source of 
sexual medicine education by the GPs, the majority of the participants found it 
insufficient or quite insufficient. Likewise, the majority of the medical students and 
almost half of the midwifery students reported receiving too little sexual medicine 
education during their studies. Similar results have been found in previous studies 
with physicians (Alarcão et al., 2012; Byrne et al., 2010; Gott et al., 2004; Humphery 
& Nazareth, 2001; Platano et al., 2007), midwives (Bradfield et al., 2022; Jackson & 
Fraser, 2009; Percat & Elmerstig, 2017), medical students (Abdulghani et al., 2016; 
Ariffin et al., 2015; Komlenac et al., 2019), and midwifery students (Walker & 
Davis, 2014; Ören et al., 2018).  

The risk of sexual problems increases particularly with many chronic diseases 
and health conditions and/or their medications (Basson et al., 2010; Flotynska et al., 
2019; Kouidrat et al., 2017; Rutte et al., 2015), emphasizing the importance of sexual 
medicine education in both medical and midwifery schools. In this thesis, the 
majority of both student groups reported having insufficient knowledge of how to 
treat sexual problems due to chronic diseases. Similar results have been found 
previously with midwifery (Ören et al., 2018) and nursing students (Seid et al., 
2022). Integrating sexual medicine education into education in other subjects in both 
medical and midwifery schools can enable students to better understand how various 
diseases and their medications can affect sexual health. In addition, if sexual 
medicine education is integrated, bringing up sexual issues could become part of 
routine practice, similar to inquiring about a patient’s eating, sleeping, and exercising 
habits. Indeed, in this thesis, the majority of the medical students preferred sexual 
medicine education to be integrated into other subjects. This kind of integration 
could be beneficial for both student groups.  

Furthermore, discussing sexual issues with patients is often regarded as 
embarrassing (Alarcão et al., 2012; Ariffin et al., 2015; Barnhoorn et al., 2020; 
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Bradfield et al., 2022; Byrne et al., 2010; Gerbild et al., 2021; Güdül Öz et al., 2022; 
Güven & Çelik, 2021; Humphery & Nazareth, 2001; Leyva-Moral et al., 2020; 
Magnan & Reynolds, 2006; Seid et al., 2022; Schloegl et al., 2017; Zannoni et al., 
2021; Ören et al., 2018); hence, students should be supported during their education 
by teaching them methods that make them feel comfortable while taking care of their 
patients’ sexual health (Güven & Çelik, 2021). Integrated sexual medicine education 
could help to decrease the embarrassment and lower the threshold to bringing up the 
issue. Furthermore, undergoing a SAR should also be implemented in sexual 
medicine education to reduce embarrassment. 

As regards patients with various health conditions, both student groups reported 
having insufficient knowledge of how to evaluate sexuality in mentally ill patients. 
Inquiring into mentally ill patients’ sexual issues has been previously reported to be 
difficult even by mental health nurses (Quinn et al., 2011). Insufficient knowledge 
of how to encounter victims of domestic violence/sexual abuse was also reported by 
both student groups. Similar results have been previously reported by midwives 
(Jackson & Fraser, 2009). In this thesis, both student groups reported their 
knowledge of sexual orientation (e.g., hetero- and homosexuality) to be adequate; 
however, a Canadian study with midwives reported contradictory results, as 
midwives indicated that they needed more training and knowledge to be able to 
confidently care for sexual and gender minorities (Goldberg et al., 2023). Similarly, 
an Australian study with midwives (Bradfield et al., 2022), a US study with 
physicians (Burd et al., 2006), and a Spanish study with nurses and physicians 
(Leyva-Moral et al., 2020) showed that the patient’s sexual orientation/gender 
diversity is a barrier to bringing up sexual issues.  

In this thesis, a higher percentage of the midwifery students (96.2%) reported an 
interest in sexual medicine education than the medical students (55.4%). It is not 
surprising that midwifery students have an interest in sexual medicine education, as 
midwives receive a substantial amount of education regarding the female genital and 
reproductive systems and are experts on the sexual and reproductive health of 
women of all ages (Suomen Kätilöliitto [The Federation of Finnish midwives], 
2023). In contrast, medical students graduate as licensed physicians, of whom only 
approximately 4.5% specialize in obstetrics and gynecology and approximately 
1.0% in urology (Lääkäriliitto [The Finnish Medical Association], 2019), specialties 
with a presumed special interest in reproductive and sexual medicine. In this thesis, 
76.5% of the medical students and 45.0% of the midwifery students reported 
receiving too little sexual medicine education. These were quite predictable results, 
as in Finland, the last two years of midwifery studies focus on gynecology and 
obstetrics, which are appropriate areas for the consideration of sexual issues. In 
contrast, medical studies consist of a large range of subjects; the gynecology and 
obstetrics course lasts only two months, and the urology course is even shorter. 
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In this thesis, the GPs wanted sexual medicine education to be delivered via 
lectures and OLPs, while the students preferred workshops and lectures. Lectures, in 
particular, are a practical way to teach a large group. A US study (Zamboni & Bezek, 
2017) of 193 medical students found that the most popular method of receiving 
sexual education was lectures. The next most popular were a panel of patients and a 
panel of experts making presentations or hosting discussions and role-plays 
performed by experts in sexual health (Zamboni & Bezek, 2017). Sexual medicine 
education should not solely focus on increasing knowledge of sexual medicine, but 
also on improving the communication skills needed in conversations regarding 
sexual issues. This suggestion, among others, was also made by the European Sexual 
Medicine Network in 2021 as a means to improve sexual medicine education at 
undergraduate level (European Sexual Medicine Network, 2024). In the UK, a mix 
of techniques is used in the course on human sexuality, for example, desensitization, 
problem-solving, and reflection, enabling the students to achieve the learning 
outcomes (Dixon-Woods et al., 2002). Additionally, a variety of teaching and 
learning strategies is used: peer learning is combined with self-directed learning and 
small-group learning with whole class learning (Dixon-Woods et al., 2002). The 
students assessed the course as successful in reducing their anxieties about human 
sexuality and improving their confidence in developing appropriate skills (Dixon-
Woods et al., 2002). According to a German study, medical students preferred 
multiple teaching methods for sexual education: lectures (78%), seminars without 
patient contact (49%), seminars with patient contact (48%), seminars with patient 
actors (48%), small-group work (36%), movies (24%), clinical internships (22%), 
and OLPs (16%) (Turner et al., 2016). All in all, there is no single right way to 
provide education, but providing several different approaches can enable the 
differing learning styles of students to be accommodated. 

6.3 Future aspects  
Sexual problems have a negative impact on quality of life. Such problems can be 
isolated for different physical, anatomical, and hormonal reasons as well as a 
consequence of different chronic diseases and their medications. Therefore, 
healthcare professionals daily meet patients who may be experiencing sexual 
problems. However, healthcare professionals infrequently bring up sexual issues 
with their patients. Sexual problems are mainly intimate issues, which is one factor 
hindering professionals from bringing up the subject. Knowledge of the common 
nature of sexual problems and permission to talk about the topic may motivate 
patients to bring up the issue with their medical professionals.         

Currently, sexual medicine education is a small part of medical studies. 
Midwifery studies include more, but still an insufficient amount of, sexual medicine 
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education. As sexuality encompasses practically the whole healthcare field, sexual 
medicine education should be implemented throughout the curricula of healthcare 
students. Figure 25 depicts the subjects in which sexual medicine should be taught 
during medical studies according to the results of a US study of 1,014 medical 
students (Warner et al., 2018). As regards midwifery education, Figure 26 shows 
the subjects in which sexual medicine should be taught during midwifery studies 
according to the results of same study (Warner et al., 2018). The results of this thesis 
align with Warner et al.’s (2018) findings about the subjects in which sexual 
medicine should be taught. Additionally, in medical studies, the Pharmacology, 
Health promotion, Aged patients, and Oncology courses would benefit from 
including sexual medicine in the course and unit planning. Accordingly, in 
midwifery studies, the courses that would benefit from including sexual medicine in 
the course and unit planning are Pharmacotherapy I and II, Health promotion, 
Gerontological nursing, and Nursing of patients with special needs.  

 
Figure 25. The subjects in which sexual medicine should be taught during medical studies. 
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Figure 26. The subjects in which sexual medicine should be taught during midwifery studies. 
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It is also important to remember the SAR process, which all professionals 
providing sexuality education or promoting sexual health should undergo in order to 
ease the process of bringing up sexual issues.  

The educational methods used in the teaching of sexual medicine should also be 
pondered. According to the present thesis, the students preferred workshops and 
lectures as educational methods, but other methods also resonated, as previous 
studies have also found. These findings should be contemplated when organizing 
sexual medicine education. Additionally, many countries lack sexual medicine 
textbooks in their own languages. In Finland, the first textbook in Finnish about 
sexuality was published in 2006, and the first textbook in Finnish about sexual 
medicine was published in 2020, with a second edition to be released in 2024. The 
2020 book can be used and combined in the teaching of sexual medicine in medical 
schools, midwifery schools, and other social and healthcare schools. Additionally, it 
is widely used in the education of sexual counselors and therapists.  

The results of the present thesis indicate that sexual medicine education is 
insufficient in both medical and midwifery education. However, the results are self-
reported by final-year students; thus, it would be beneficial to consider looking more 
thoroughly into the curricula of both educational institutions. Similarly, as regards 
GPs’ competence in meeting and treating patients with sexual issues, the results of 
the present thesis could be confirmed by other methods, such as observing GPs’ 
actual competence during their appointments or presenting various patient cases with 
sexual issues to GPs and asking them to describe how they would handle such cases. 

Additionally, it is important to evaluate teachers’ ability to teach sexual 
medicine. In medical schools, the vast majority of teachers lack specialist 
pedagogical skills for sexual medicine; hence, the responsibility for teaching sexual 
medicine rests on the shoulders of the few teachers dedicated to the subject. In 
midwifery schools, many of the teachers are certified sexual counselors, which 
makes it easier for them to teach issues related to sexuality. However, the basic 
nursing education is typically given by teachers who, like medical school teachers, 
lack special training in teaching sexual medicine. One way to enhance sexual 
medicine education could be to train teachers without the specialist skills to teach 
sexual medicine as part of their teaching in various subjects. Furthermore, the 
coordination of sexual medicine education should be well-structured, particularly in 
medical schools. However, another potential option to make the teaching of sexual 
medicine more efficient is that sexual medicine is recognized as its own medical 
specialty. Hence, there would be nominated professors and teachers, and sufficient 
financial resources would be allocated to sexual medicine education. 

It is important that patients are also made aware of the adverse effects of chronic 
diseases and related medications on sexual health so they can make informed 
decisions regarding their treatments. It is also crucial to implement targeted research 
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among patients to assess the forms and situations in which they would like to be 
asked about sexual issues. Such research would also generate important information 
on how to train future healthcare professionals on communication skills. 

In Finland, there are no national clinical practice guidelines with 
recommendations intended to optimize patient care as regards the management and 
treatment of various sexual problems. In addition, the national strategy for sexual 
and reproductive health of the Finnish National Institute for Health and Welfare 
(Klemetti & Raussi-Lehto, 2016) expired in 2020, and presumably no update process 
has begun. The clinical practice guidelines and an update to the national strategy for 
sexual and reproductive health would obligate healthcare professionals to pay 
attention to the sexual issues of their patients, which would ensure that the fulfillment 
of sexual rights as part of human rights is respected nationally.  



 99 

7 Conclusions 

In the present thesis, all the results were self-reported by the participants. 
Competence in discussing sexual issues, barriers to bringing up sexual issues, and 
knowledge of and educational needs in sexual medicine were studied among Finnish 
GPs, medical students, and midwifery students. 
 
The main conclusions were: 

1. The GPs self-reported a good competence in discussing sexual issues with 
both male and female patients. However, their self-reported competence in 
treating male patients was higher than that in treating female patients. The four 
most important barriers to bringing up sexual issues were the shortness of the 
appointment, lack of knowledge of sexual medicine, lack of experience with 
sexual medicine, and sexual issues not being a priority in the appointment. 
The female GPs were more likely to consider the lack of effective treatment 
and fear of failing to respond to the patient’s sexual issues as barriers to 
bringing up the subject, whereas the male GPs were more likely to consider 
gender differences (where the patient was of the opposite gender) to be a 
barrier. 

2. The medical students and midwifery students self-reported a good competence 
in discussing sexual issues with patients. Nevertheless, the medical students 
were more likely to report an inability to bring up sexual issues easily with 
their patients. As regards the barriers, the most important for the medical 
students were lack of time, lack of experience with sexual medicine, lack of 
knowledge of sexual medicine, and sexual issues not being a priority. For the 
midwifery students, the most important barriers were lack of experience with 
sexual medicine, fear of failing to respond to patients’ sexual issues, lack of 
knowledge of sexual medicine, and sexual issues not being a priority. In 
addition, the medical students were more likely than the midwifery students 
to report barriers in almost all the assessed factors. 

3. The GPs most often inquired about sexual problems from urologic, family 
planning, gynecologic, and menopause/andropause patients, whereas they 
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were unlikely to inquire about these problems from patients with an immigrant 
background or substance abuse history. The medications most often reported 
by GPs to induce sexual problems were antidepressants, antiandrogens, and 
hormonal contraception, whereas medications for hypercholesterolemia and 
diabetes were rarely considered to induce such problems. Of all the GPs, more 
than half considered that sexual problems are often side effects of medications 
prescribed for other pathologies. Nevertheless, after prescribing medications 
for chronic diseases, the majority of the GPs self-reported that they seldom 
followed up on whether the medications had caused side effects in sexual 
functions. However, if medications showed that they induced sexual problems 
as a side effect, the majority of the GPs self-reported changing the 
medications. 

4. The medical students and midwifery students most often reported insufficient 
knowledge of how to consider sexuality when caring for patients with mental 
illnesses, how to encounter victims of domestic violence/sexual abuse, and 
how multiculturalism affects sexuality. Furthermore, the medical students 
were more likely than the midwifery students to report having insufficient 
knowledge of the majority of the assessed factors. Concerning the evaluations 
and treatment of patients with sexual problems, the medical students self-
reported insufficient knowledge in all the assessed areas except the basics of 
erectile dysfunction and its treatment. The self-reported knowledge of the 
midwifery students was also insufficient, except concerning the basics of 
sexual pleasure and treating lack of it. 

5. The GPs perceived medical school to be an important source of education; 
however, the majority found it insufficient. Overall, the majority of the GPs 
reported the need for continuing sexual medicine education. Likewise, the 
majority of the medical students and approximately half the midwifery 
students reported receiving too little sexual medicine education. 
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Appendices 

Appendix 1. 

GENERAL PRACTITIONERS’ QUESTIONNAIRE 
 
BACKGROUND INFORMATION 
 
1. Year of birth  
    ________ 
 
2. Gender  
[   ] Female 
[   ] Male 
 
 
3. From which university did you graduate as a doctor of medicine? 
[   ] Helsinki 
[   ] Kuopio 
[   ] Oulu 
[   ] Tampere 
[   ] Turku 
[   ] Abroad 
 
4. In which hospital district are you currently working?  
[   ] Etelä-Karjalan sairaanhoitopiiri (South Carelia region) 
[   ] Etelä-Pohjanmaan sairaanhoitopiiri (South Ostrobothnia region) 
[   ] Etelä-Savon sairaanhoitopiiri (Southern Savonia region) 
[   ] Helsingin ja Uudenmaan sairaanhoitopiiri (Helsinki and the capital region) 
[   ] Itä-Savon sairaanhoitopiiri (Eastern Savonia region) 
[   ] Kainuun sairaanhoitopiiri (Cajania region) 
[   ] Kanta-Hämeen sairaanhoitopiiri (Kanta-Häme region) 
[   ] Keski-Pohjanmaan sairaanhoitopiiri (Central Ostrobothnia region) 
[   ] Keski-Suomen sairaanhoitopiiri (Central Finland region) 
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[   ] Kymenlaakson sairaanhoitopiiri (Kymenlaakso region) 
[   ] Lapin sairaanhoitopiiri (Lapland region) 
[   ] Länsi-Pohjan sairaanhoitopiiri (Länsi-Pohja region) 
[   ] Pirkanmaan sairaanhoitopiiri (Tampere region) 
[   ] Pohjois-Karjalan sairaanhoitopiiri (North Karelia region) 
[   ] Pohjois-Pohjanmaan sairaanhoitopiiri (North Ostrobothnia region) 
[   ] Pohjois-Savon sairaanhoitopiiri (Northern Savonia region) 
[   ] Päijät-Hämeen sairaanhoitopiiri (Päijät-Häme region) 
[   ] Satakunnan sairaanhoitopiiri (Satakunta region) 
[   ] Vaasan sairaanhoitopiiri (Vaasa region) 
[   ] Varsinais-Suomen sairaanhoitopiiri (Southwest Finland region) 
[   ] Ålands hälso- och sjukvård (Åland region) 
 
With how many patients do you handle sexual issues per week?  
[   ] 0 
[   ] 1–5 
[   ] 6–10 
[   ] 11–15 
[   ] 16–20 
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Appendix 2.  

STUDY I QUESTIONNAIRE 

A) Self-reported competence in discussing sexual health and treating patients with sexual 
issues (seven questions) 

 
1. How easy is it for you to discuss sexual issues if your patient addresses the subject? 
[   ] Not a problem 
[   ] A minor problem 
[   ] A moderate problem  
[   ] A major problem 
[   ] Cannot say 

2. How do you classify your competence in discussing sexual problems with male 
patients? 
[   ] Good 
[   ] Quite good 
[   ] Quite poor 
[   ] Poor 

3. How do you classify your competence in discussing sexual problems with female 
patients? 
[   ] Good 
[   ] Moderate 
[   ] Quite poor 
[   ] Poor 

4. How do you classify your competence in treating male patients’ sexual problems? 
[   ] Good 
[   ] Quite good 
[   ] Quite poor 
[   ] Poor 

5. How do you classify your competence in treating female patients’ sexual problems? 
[   ] Good 
[   ] Moderate 
[   ] Quite poor 
[   ] Poor 

6. When you take a sexual history, do you explore how satisfied the patient is with 
his/her sexual life? 
[   ] Always 
[   ] Usually 
[   ] Seldom 
[   ] Never 

7. How do you usually conduct sexual history-taking? (You can choose more than one 
option.) 
[   ] Open conversation 
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[   ] Questionnaire 
[   ] Structured interview 
[   ] I don’t take a sexual history 
 
 
B) Barriers to bringing up sexual problems during GPs’ appointments (ten questions) 
 
Bringing up sexual issues with patients is hindered by: 

 Not at all Very much Cannot 
say 

1. Shortness of the appointment time 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 
2. Sexual issues not being a priority in 

the appointment 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 

3. Personal attitudes and beliefs 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 
4. Personal discomfort when 

addressing sexual issues 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 

5. Lack of knowledge about sexual 
medicine 1. [   ] 2. [   ]   3 . [   ]        4. [   ] 5. [   ] 

6. Lack of experience with sexual 
medicine 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 

7. Lack of effective treatment 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 
8. Fear of failing to respond to 

patients’ sexual issues 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 

9. Gender differences (where the patient 
is of the opposite gender) 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 

10. Disability of the patient 1. [   ] 2. [   ]   3. [   ]         4. [   ] 5. [   ] 
 

 

 
C) Sources of education on sexual medicine (two questions) 
 
1. From which sources have you gained the knowledge of sexual medicine that you use 
in your patient work? (You can choose more than one option.) 
[   ] Medical books  
[   ] Medical journals 
[   ] Continuing education 
[   ] Congresses  
[   ] Consultation of guidelines 
[   ] Education given in medical school 
[   ] Consultations and discussions with colleagues 
[   ] Other (please specify): ________ 
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2. In your opinion, how adequate was medical school as a source of education when 
considering your sexual medicine competence? 
 Insufficient Sufficient 
Medical school 1. [   ] 2. [   ]     3. [   ]             4. [   ] 

 
 
D) Need for sexual medicine education (two questions) 
  
1. Do you feel a need for continuing sexual medicine education? 
[  ] Yes 
[  ] No 
 
2. If you answered yes, in what form would you prefer to receive continuing 
education? (You may choose more than one option.) 
[  ] Lectures 
[  ] Workshops 
[  ] Simulations 
[  ] Online learning platforms 
[  ] Other (please specify) 
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Appendix 3. 

STUDY II QUESTIONNAIRE 

A) Frequency of inquiring about patients’ sexual problems (one question) 
 

 
Totally 
agree  

 
1 

 
 
 
2 

 
 
 
3 

Totally 
disagree 

 
4 

Cannot 
say  

1.  I frequently inquire about sexual 
problems in general history-
taking 

[   ] [   ] [   ] [   ] [   ] 

 

B) Frequency of inquiring sexual problems from various patient groups (ten questions) 
 
How often do you inquire about sexual problems from the following patient groups?  

 
Never 

 
1 

Sometimes 
 
2 

Usually 
 
3 

Always 
 

4 
Cannot 

say 

1. Patients with cardiovascular 
diseases 

[   ] [   ] [   ] [   ] [   ] 

2. Patients with neurological 
diseases 

[   ] [   ] [   ] [   ] [   ] 

3. Patients with endocrine diseases [   ] [   ] [   ] [   ] [   ] 

4. Gynecologic patients [   ] [   ] [   ] [   ] [   ] 

5. Urologic patients [   ] [   ] [   ] [   ] [   ] 

6. Menopause/Andropause 
patients 

[   ] [   ] [   ] [   ] [   ] 

7. Family planning patients [   ] [   ] [   ] [   ] [   ] 

8. Patients with mental illnesses [   ] [   ] [   ] [   ] [   ] 

9. Patients with substance abuse 
issues 

[   ] [   ] [   ] [   ] [   ] 

10. Patients with an immigrant 
background 

[   ] [   ] [   ] [   ] [   ] 
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C) Knowledge of medications inducing sexual problems (eleven items) 
 

1. Which of the following medications do you consider to induce sexual problems (you 
can choose more than one option)? 
[  ] Hypertension 
[  ] Arrhythmia 
[  ] Hypercholesterolemia  
[  ] Diabetes 
[  ] Systemic cortisone 
[  ] Prostate 
[  ] Antiandrogens  
[  ] Hormonal contraception 
[  ] Menopausal hormone treatment 
[  ] Antidepressants 
[  ] I do not know of any medication that induces sexual problems 
 
 
D) Awareness of possible sexual problems and frequency of inquiring about them in relation 
to medications (three question) 
 

 
Totally 
agree  

 
1 

 
 
 
2 

 
 
 
3 

Totally 
disagree 

 
4 

Cannot 
say  

1. Sexual problems are often side 
effects of medications for other 
pathologies 

[   ] [   ] [   ] [   ] [   ] 

2. I change patients’ medication if it 
causes sexual problems as a side effect 

[   ] [   ] [   ] [   ] [   ] 

 
3. After prescribing a medication, do you ask the patient about possible side effects in 
sexual function at the next appointments? 
[  ] Always 
[  ] Usually 
[  ] Seldom 
[  ] Never 
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Appendix 4.  

STUDENTS’ QUESTIONNAIRE 

 

BACKGROUND INFORMATION 

 

For the medical students: 

 

1. Year of birth?  

    ________ 

 

2. Gender  

[   ] Female 
[   ] Male 
 
 
3. In which university are you studying?  
 
[   ] Helsinki 
[   ] Kuopio 
[   ] Oulu 
[   ] Tampere 
[   ] Turku 
 
4. Have you met patients with sexual problems during your studies? 

[   ] Not at all 
[   ] Once 
[   ] A few times 
[   ] Many times 
[   ] Cannot say 
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For the midwifery students: 

 

1. Year of birth?  

    ________ 

2. Gender  

[   ] Female 
[   ] Male 
 

3. In which university of applied sciences are you studying? 

[   ] Arcada 
[   ] JAMK 
[   ] Metropolia 
[   ] Novia 
[   ] OAMK 
[   ] Savonia 
[   ] TAMK 
[   ] Turun AMK 

 

4. Have you met patients with sexual problems during your studies? 

[   ] Not at all 
[   ] Once 
[   ] A few times 
[   ] Many times 
[   ] Cannot say 
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Appendix 5. 

STUDY III QUESTIONNAIRE 
 
A) Self-reported competence in discussing sexual issues and treating patients (four 
questions/statements) 
 
1a. Have you met patients with sexual problems while working as a substitute 
midwife/doctor? 
[   ] Not at all 
[   ] Once 
[   ] A few times 
[   ] Many times 
[   ] Cannot say 

 
1b. If yes, what was the result? 
[   ] The patient got the help they needed  
[   ] My skills weren’t good enough, and thus the patient did not get the help they needed 
[  ] I consulted a senior/referred the patient to a specialist (for the medical students)/ I 
consulted a colleague (a midwife/a doctor) (for the midwifery students) 
[   ] I disregarded the patient’s problem 
[   ] Cannot say 

 
2. How easy is it for you to discuss sexual issues if the patient addresses the subject? 
[   ] No problem 
[   ] Minor problem 
[   ] Moderate problem  
[   ] Major problem 
[   ] Cannot say 

 
 

 
Totally 
agree  

1 

 
 
2 

 
 
3 

Totally 
disagree 

4 
Cannot 

say  

3.  I can easily bring up sexual 
issues with my patient 

[   ] [   ] [   ] [   ] [   ] 

4.  I can evaluate a patient’s 
sexual problems, and I know 
when to refer the patient to a 
specialist  

[   ] [   ] [   ] [   ] [   ] 
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B) Barriers to bringing up sexual problems with a patient (nine issues) 
 
 
Bringing up sexual problems with a patient is hindered by: 
 

 Not at all Very much Cannot 
say 

1. Lack of time  1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

2. Sexual issues not being a priority in 
the patient’s treatment at the 
moment 

1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

3. The provider’s personal attitudes 
and beliefs  1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

4. The provider’s personal discomfort 
when addressing sexual issues  1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

5. Lack of knowledge of sexual 
medicine  1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

6. Lack of experience with sexual 
medicine  1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

7. Fear of failing to respond to the 
patient’s sexual issues 1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

8.  Gender differences (where the 
patient is of the opposite gender) 1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  

9. Disability of the patient 1. [   ] 2. [   ] 3. [   ]    4. [   ] 5. [   ]  
 

 
 
C) Need for sexual medicine education (four questions):  

1. Are you interested in sexual medicine education? 
[  ] Not at all 
[  ] A little 
[  ] Fairly 
[  ] Very 
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2. How much education do you think you received in sexual medicine during your 
studies? 
[  ] Too little 
[  ] An adequate amount 
[  ] Too much 
[  ] Cannot say 
 
 
3a. Should sexual medicine education be mandatory or voluntary during 
medical/midwifery studies? 
[  ] Mandatory 
[  ] Voluntary 
 
 
3b. If mandatory, how would the teaching be best implemented? 
[  ] A separate course on sexual medicine 
[  ] Integrated into other subjects 
 
 
4. In which form should the teaching of sexual medicine be given? (You can choose more 
than one option.) 
[  ] Lectures 
[  ] Seminars 
[  ] With real patients 
[  ] Simulations 
[  ] Workshops 
[  ] Movies 
[  ] Online learning platforms 
[  ] Other (please specify) 
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Appendix 6. 

STUDY IV QUESTIONNAIRE 

A) Competence and knowledge in encountering and assessing patients with sexual issues 
(eight questions) 

 
In my opinion:  

 
Totally 
agree  

1 

 
 
2 

 
 
3 

Totally 
disagree 

4 
Cannot 

say  

1. I know the basics of human 
sexual development  

[   ] [   ] [   ] [   ] [   ] 

2. I know the basics of sexual 
evolution and expression of 
sexuality across the lifespan 

[   ] [   ] [   ] [   ] [   ] 

3. I know the basics of aging and 
sexuality 

[   ] [   ] [   ] [   ] [   ] 

4. I know how to consider sexuality 
when taking care of patients with 
mental illnesses 

[   ] [   ] [   ] [   ] [   ] 

5. I know the basics of how 
multiculturalism affects sexuality 

[   ] [   ] [   ] [   ] [   ] 

6. I know how to encounter victims 
of domestic violence/sexual abuse 

[   ] [   ] [   ] [   ] [   ] 

7.  My knowledge of sexual 
orientation (e.g., hetero- and 
homosexuality) is adequate 

[   ] [   ] [   ] [   ] [   ] 

8.  My knowledge of gender diversity 
(e.g., transgender people) is 
adequate 

[   ] [   ] [   ] [   ] [   ] 
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B) Competence in taking care of patients with sexual problems (eight questions) 
 

In my opinion:  

 
Totally 
agree  

1 

 
 
2 

 
 
3 

Totally 
disagree 

4 
Cannot 

say  

1.  I know the basics of sexual 
pleasure and treating lack of it 

[   ] [   ] [   ] [   ] [   ] 

2.  I know the basics of decreased 
libido and the basics of its 
treatment 

[   ] [   ] [   ] [   ] [   ] 

3.  I know the diagnostics and 
treatment of arousal problems 

[   ] [   ] [   ] [   ] [   ] 

4.  I know the diagnostics and 
treatment of orgasm disorders 

[   ] [   ] [   ] [   ] [   ] 

5.  I know the diagnostics and 
treatment of dyspareunia 

[   ] [   ] [   ] [   ] [   ] 

6.  I know the basics of erectile 
dysfunction and the basics of its 
treatment 

[   ] [   ] [   ] [   ] [   ] 

7.  I know how to treat sexual 
problems due to relationship 
problems 

[   ] [   ] [   ] [   ] [   ] 

8.  I know how to treat sexual 
problems due to chronic diseases 

[   ] [   ] [   ] [   ] [   ] 

 
 
 
C) Need for sexual medicine education (four questions) 
 
Mark 1–5 the most interesting fields in which you consider more education is needed 
(Please note! If you mark more than 5 fields, you won’t be able to proceed with the 
questionnaire): 
 
[  ] Sexual development during childhood and adolescence 
[  ] Sexual history-taking 
[  ] Hormones affecting sexuality 
[  ] Arousal problems 
[  ] Reasons for and treatment of erectile dysfunction 
[  ] Reasons for and treatment of premature ejaculation 
[  ] Reasons for and treatment of priapism 
[  ] Sexual orientation 
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[  ] Development of gender and gender identity 
[  ] Surgery of sex organs 
[  ] Reasons for and treatment of orgasm disorders 
[  ] Reasons for and treatment of dyspareunia 
[  ] Medications affecting sexuality 
[  ] Lack of sexual desire and its treatment 
[  ] Sexual abuse of a child 
[  ] Sexual violence/ sexual abuse of an adult 
[  ] Effects of infertility and its treatment on sexuality 
[  ] Effects of abortion on sexuality 
[  ] Effects of relationship problems on sexuality 
[  ] Sociological and cultural factors affecting sexuality 
[  ] Different methods of sexual interaction/ sexual habits 
[  ] Disability and sexuality 
[  ] Aging and sexuality 
[  ] Social media and sexuality 
[  ] Other; please specify 
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