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ABSTRACT 
Aim: Healthcare professionals (HCP) have been described as vital for men’s 
experiences of sexual healthcare (SHC). However, HCPs in SHC have to a low 
extent been included in research on men and masculinity. The aim of this thesis 
was to explore HCPs’ attitudes, notions and discourses on men and 
masculinities in the SHC context. Notions about men and masculinities were 
explored in Study I. How HCPs construct gendered social location in SHC was 
explored in Study II. 
Methods: Data were gathered through seven focus group interviews (n=35) 
with HCPs working with men’s SHC at a primary healthcare clinic and at 
sexual health clinics in Sweden. HCPs notions of men and masculinities were 
analysed using qualitative content analysis. The construction of the gendered 
social location in SHC was analysed using critical discourse analysis.  
Results: In the analysis we identified that notions of men and masculinities 
were elusive and hard to grasp but easy to exemplify with normative, idealised 
and stereotypical masculinity. Further, men and masculinities seemed to be 
potentially challenging, and some types of masculinities were considered more 
challenging and situated further from the idealised masculinity. Experienced 
organisational deficiencies, lack of education and training on men’s sexual 
health and notions of men and masculinities appeared as interrelated. 
Moreover, we identified that masculinity was considered as something that 
should be disregarded to stay gender neutral in relation to patients in SHC and 
that notions of masculinities were situated in a context of personal and private 
relationships. Romantic and sexual preferences were used to describe 
preferable masculinity. In the analysis of how the gendered social location in 
SHC was constructed we found that SHC was positioned in opposition to 
masculinity in society, which was described as unconducive with SHC. 
Furthermore, HCPs’ discourses did not reflect a shared approach to men and 
masculinity and HCPs seemed to lack a shared professional discourse on 
masculinity. We identified compensatory strategies for the lack of professional 
discourse. Another finding was that SHC, as an arena, was construed as 
predominantly feminine in descriptions of its history, practice, staff and 
patients. The analysis identified that masculinity was constructed as a violation 
of norms and as a problem that men in SHC need help with. The discourses 
seemed to position HCPs as agents of change with a mission to transform 
masculinity, and men as reluctant patients that need extra efforts. 
Conclusion: The findings in this qualitative study indicate that HCPs balance 
private and professional notions of men and masculinities in SHC, and that the 
discourses on men and masculinities might lead to othering, rather than 
including, the diversity of men. A shared approach and professional discourse 
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to men and masculinities could contribute to the creation of a more consistent 
and knowledge-based treatment of men. To achieve this and to manage the 
experienced organisational and educational challenges health system 
interventions are needed, including training and education on men’s sexual 
health, gender and masculinities. Future studies are needed to further explore 
HCPs’ experiences, and in particular, how HCPs’ attitudes, notions and 
discourses are associated with treatment seeking and satisfaction for men in 
need of SHC. 
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SAMMANFATTNING PÅ SVENSKA 
Bakgrund: Tidigare forskning har framhållit hälso- och sjukvårdpersonal 
(HSP) som betydelsefull för mäns upplevelse av vård för sexuella 
hälsoproblem. Trots detta har HSP i liten utsträckning varit föremål för 
forskning om män och maskuliniteter. Syftet med denna licentiatavhandling 
var att utforska hälso- och sjukvårdspersonalens attityder, föreställningar och 
diskurser om män och maskuliniteter i relation till vård vid sexuella 
hälsoproblem. Föreställningar om män och maskuliniteter utforskades i studie 
I. Hur HSP konstruerar genusbaserad social lokalisering inom vården vid 
sexuella hälsoproblem utforskades i studie II. 
Metoder: Data samlades in genom sju fokusgruppsintervjuer (n=35) med HSP 
som arbetar med mäns sexuella hälsa på en vårdcentral och på mottagningar 
som erbjuder vård för sexuella hälsoproblem i Sverige. Personalens 
föreställningar om män och maskuliniteter analyserades med kvalitativ 
innehållsanalys. Konstruktionen av genusbaserad social lokalisering 
analyserades med kritisk diskursanalys.  
Resultat: I analysen identifierade vi att maskulinitet som begrepp och 
fenomen var undflyende och svår att förstå men enkel att exemplifiera utifrån 
normativa, idealiserad och stereotypa föreställningar om maskulinitet. 
Maskulinitet verkade vara potentiellt utmanande, och vissa typer av 
maskuliniteter ansågs vara mer utmanande och mer avlägsna från den 
idealiserade maskuliniteten. Hur män och maskuliniteter uppfattades verkade 
hänga samman med upplevda organisatoriska brister och bristande utbildning 
om mäns sexuella hälsa. Dessutom identifierade vi att HSP strävade efter att 
vara genusneutrala i relation till patienter och maskulinitet ansågs därför vara 
något som borde bortses ifrån. HSPs föreställningar om maskuliniteter var 
inbäddade i personliga och privata relationer och romantiska och sexuella 
preferenser användes för att beskriva den maskulinitet som HSP föredrog. I 
analysen av hur genusbaserad social lokalisering konstruerades fann vi att 
vården för sexuella hälsoproblem ställdes i opposition till maskulinitet i 
samhället. Maskulinitetsnormer i samhället beskrevs av HSP som 
missgynnsamma för kliniskt arbete med sexuell hälsa. HSP verkade sakna ett 
gemensamt förhållningssätt till män och maskulinitet och en gemensam 
professionell diskurs om maskulinitet. Diskurser är språk betraktat som 
kunskaps- eller meningssystem och kommunikation som en social process som 
kan skapa, dela eller påverka förståelse och kunskap, oberoende av talarens 
intention. Vi identifierade att HSP hanterade avsaknaden av en professionell 
diskurs med olika diskursiva strategier. Ett annat fynd var att vården för 
sexuella hälsoproblem, som arena, tolkades som övervägande feminin i 
beskrivningar av dess historia, praktik, personal och patienter. I analysen 
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identifierade vi också att maskulinitet konstruerades som ett normbrott och 
som ett problem som män som söker vård för sexuella hälsoproblem behöver 
hjälp med. Diskurserna framställde personalen som förändringsagenter med 
uppdraget att förändra maskulinitet, och män som motvilliga patienter som 
kräver extra ansträngningar. 
Slutsatser: Resultaten i denna kvalitativa studie pekar på att HSP försöker 
balanserar privata och professionella föreställningar om män och 
maskuliniteter och att deras diskurser riskerar att andrafiera män, det vill säga 
framställa män som främmande, snarare än inkludera mångfalden av män. Ett 
gemensamt förhållningssätt och professionell diskurs skulle kunna bidra till att 
skapa ett mer konsekvent och kunskapsbaserat bemötande av män. Resultaten 
visade också att HSP upplevde organisatoriska och utbildningsmässiga 
utmaningar. För att hantera dessa upplevda utmaningar finns det behov av 
utvecklingsarbete inom hälso- och sjukvården och av utbildning om mäns 
sexuella hälsa, genus och maskulinitet. Det behövs fler studier som undersöker 
HSPs erfarenheter, i synnerhet hur personalens attityder, föreställningar och 
diskurser relaterar till mäns vårdsökande och upplevelser av vård för sexuell 
hälsa. 
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1 INTRODUCTION 

1.1 SHORT BACKGROUND 
Sexual health is defined by the World Health Organisation as “a state of 
physical, emotional, mental and social well-being in relation to sexuality” (1). 
This implies that sexual health is multifaceted and that it cannot be reduced to 
an absence of sexual dysfunction or of ill-health. It also implies that sexual 
health is closely related to physical and mental health (2-4). The awareness of 
men’s need for sexual healthcare (SHC) is increasing globally and in Europe 
(5-7). Even though men seem willing to talk to healthcare professionals 
(HCPs) about sexual health issues (8, 9), men use SHC to a low extent (7, 10-
14). It has been suggested that access to SHC for men is not proportional to 
their needs (15) and that SHC is not designed for men (16). Related to this are 
the attitudes and knowledge of HCPs, which can be crucial to how men utilise 
and experience SHC (17).  

1.1.1 MEN’S SEXUAL HEALTH AND UTILISATION OF 
SEXUAL HEALTHCARE 

Sexual health has historically (15) and traditionally (7, 18) been considered a 
women’s issue, tied to women’s reproductive health (19). There is an 
increasing recognition that men need SHC, both to promote gender equality by 
supporting women’s rights and access to SHC (20, 21), and for men’s own 
sake (22, 23). This SHC includes information, counselling and testing related 
to sexually transmitted infections (STIs), prevention of unwanted pregnancies, 
support relating to sexual relationships, information about sexual development 
and support and services related to sexualised violence (15, 24, 25). It also 
includes treatment and care of conditions that specifically affect men’s sexual 
health, e.g. premature ejaculation, erectile dysfunction and late-onset 
hypogonadism (26, 27). 

There is a general lack of systematic information about men’s sexual health in 
Europe (6) and few surveys are directed at men’s need of SHC. A study on 
sexual health and care-seeking among adults aged 40–80 years in Northern 
Europe (including Sweden) reported that only 31% of men with sexual 
problems sought SHC (28). An American national survey, covering men’s use 
of SHC, concluded that there were unmet SHC needs for men who have sex 
with women, especially for men with risk-taking sexual behaviours (7). A 
population-based survey in Sweden (29) identified that 86.7% of men who 
reported having problems with their sex life, sexuality or sexual health did not 
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seek help from healthcare bodies. Of those who sought help, 42.1% reported 
being partially helped and 23.3% reported not being helped at all. The survey 
also stated that physical problems and health issues increase with age. It has 
been argued that the SHC needs of men who have sex with men (MSM) are 
not being met (30) and that HCPs need to become more aware about the 
situation and needs of MSM (31). 

Men’s low use of SHC has been studied and discussed in terms of external and 
internal factors. An important aspect to consider is the heterogeneity of men 
and that factors may vary between groups of men (32). For example, young 
men report stress, denial, fear of stigma, loss of social status, embarrassment, 
disrespect from HCPs and not knowing where or how to access SHC (32, 33). 
Older men report views and beliefs about sexual health in society, 
embarrassment, discrimination, HCPs’ lack of knowledge and training and the 
relationship with HCPs (34). Transgender men report difficulties with the 
availability of competent care, distress, the characteristics of the SHC setting 
and the relationship and role of HCPs (35). Even though factors vary between 
groups, a commonality in these examples is that interactions with HCPs were 
perceived as a factor in men’s use of SHC. A scoping review of men’s sexual 
and reproductive healthcare in the Nordic countries concluded that HCPs’ 
knowledge and attitudes are crucial to their ability to provide healthcare and to 
men’s experiences of SHC (17).  

Internationally and in Sweden there is an emerging recognition that sexual 
health and reproductive health are linked and dependent on the realisation of 
sexual and reproductive rights (20). The concept of sexual and reproductive 
health and rights (SRHR) implies that all four components need to be 
considered in services, interventions and measures which aim to enhance these 
two areas.  

1.1.2 SEXUAL HEALTHCARE IN SWEDEN 
Universal access to healthcare is considered a public responsibility in Sweden 
(36). The healthcare system is primarily funded through general taxes, and 
patient fees are subsidised (37). Healthcare is separated into primary care, 
specialist outpatient care and inpatient care. Primary care is responsible for 
providing all medical assessment and treatment, nursing, preventive work and 
rehabilitation that does not require special medical or technical resources (36), 
including general practice, child and maternity health and youth clinics. 
Primary care units, such as primary healthcare centres (PHCC), do not act as 
gate keepers to specialised care and patients are free to contact specialists by 
self-referral (38). Healthcare in Sweden is decentralised. Each region and 
regional council is responsible for the public healthcare system and for 
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providing healthcare, including SHC, according to need, within its respective 
geographical area. The principle of care according to need is regulated in the 
Swedish Healthcare Act of 2017, which states that:  

“The goal of health care is good health and care on equal terms 
for the entire population. Care must be given with respect for 
the equal value of all human beings and for the dignity of the 
individual human being. Those who have the greatest need for 
health and medical care must be given priority for care.” (36) 

According to Sweden’s national strategy for SRHR, Swedish laws assert that 
the regional councils’ responsibility:  

“[…] includes ensuring access to equal and accessible health-
promoting, preventive and remedial measures in the area of 
sexual and reproductive health for all. This also includes 
targeted and target-group-specific initiatives.” (39)  

Care according to need implies that healthcare must be organised so that those 
who have the greatest need are given priority access to care (40). To identify 
care needs, knowledge of current and intended conditions is needed. The 
realisation of care according to need presupposes the availability of treatments 
and the understanding that needs can be graded.  

Sweden has been described as comparatively gender equal, ranking first in the 
EU’s Gender Equality Index (41) and fifth in the Global Gender Gap Index 
(42). Gender equality is part of the Swedish “progressive” self-image (43), and 
a large proportion of Swedish men engage in parenting and domestic tasks 
(44). However, despite a comparatively equal gender balance in the workforce, 
the degree of gender segregation at a societal level is high. Occupations, 
education and organisations are divided along traditional lines of masculinity 
and femininity (45), and gender stereotypes are prevalent, regarding 
association between men and masculinity (46). Sweden has a tradition of 
sexual health promotion aimed at young people, including mandatory sexual 
health education at schools and the availability of youth clinics, which 
distribute free condoms and offer free contraceptive services, and free testing 
for and treatment of STIs (47, 48). According to a national survey, 
approximately 11% of those who seek care at youth clinics are men (49). All 
women have access to sexual and reproductive healthcare at medical and 
gynaecological clinics, maternal care is free and midwives have a unique and 
central role in providing sexual and reproductive healthcare to women in 
Sweden (50, 51). According to a national report about men and equality, men 
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are requesting more clinics and better opportunities to seek help and gain 
information about sexual health (52). Efforts are being made to improve access 
to SHC for men, and a few new clinics are opening, mostly in inner-city areas. 
Most of these are aimed at younger men (18-30 years old). However, adult 
men’s SHC in Sweden has been described as scarce regarding the availability 
of clinics specialising in men’s SHC, and knowledge of men’s sexual health is 
limited among HCPs (17, 53). Andrology, the medical specialty that deals with 
men’s sexual and reproductive health, is not officially defined by the National 
Board of Health and Welfare in Sweden or recognised as a medical specialty. 
The organisation of the healthcare system, the lack of a holistic approach to 
men’s sexual health and the low priority given to men’s sexual health have all 
been identified as barriers within the healthcare system for men’s SHC in 
Nordic countries, including Sweden (17). As primary care is first-line 
healthcare, it plays an important role in men’s access to SHC. But men’s SHC 
in Swedish primary care has been described as being in “everybody’s interest 
but no one’s assigned responsibility” (54). The availability of formal education 
and further training for HCPs is low (17, 53). In a comparison between the 
National Prescribed Drug Register in Sweden, the National Patient Register in 
Sweden, and international studies, Pousette (53) stated that there are probably 
severe underdiagnoses and undertreatment of andrological conditions in 
Sweden. If, as previous studies suggest, there is a lack of medical knowledge 
and organisational prerequisites considering men’s SHC, then this raises 
questions about how men’s SHC can be assessed according to need. 

1.2 THEORETICAL APPROACHES  
1.2.1 SEX AND GENDER 
Sex and gender are interrelated concepts, and both sex and gender influence 
health (55, 56). In medical and health research, the concepts can be ambiguous 
(57) and are sometimes conflated (58, 59). It has been argued that there is a 
need to approach sex and gender from a holistic perspective, and that both, 
neither, or one or the other may be relevant for exposure and health outcome 
(55, 59). Sex usually refers to the biological construction of the body, whether 
defined by anatomy, hormones, or chromosomes, but should not be understood 
as a binary definition of two exclusive categories, male and female, but rather 
as a spectrum including intersex variations and subjective identification (58, 
60). Gender can be defined as psychosocial-cultural constructs of men, women, 
non-binary and transgendered persons (61) or as structures of social relations 
and practices that produce performative distinctions between bodies, based on 
reproduction (61, 62). 
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This thesis uses a social constructionist perspective on gender. This approach 
assumes that gender and gender norms are socially constructed concepts of 
masculinity and femininity (61-63). In this sense gender is adopted from 
culture rather than being a role or biologically determined (64), and varies and 
shifts across time and context, in interaction with other social and political 
positions, experiences, and identities (65, 66). Stated another way, gender is 
not a static position or something that resides in a person but rather something 
that is done, performed, or demonstrated repeatedly in interactions with others 
(64). This does not mean a denial of physical bodies, but rather that bodies are 
involved in social practices and structures that create, reshape and define how 
gender is manifested in and in relation to physical bodies (63). 

1.2.2 GENDER AND HEALTHCARE  
Gender and gender norms influence health and well-being (67, 68), including 
sexual health (20). Gender norms in society can be reproduced or reinforced in 
healthcare systems, which may contribute to gender-based inequalities in 
health (69). Gender norms in SHC have been described as affecting patients’ 
perception of SHC as gendered (17). Gender bias in medicine and healthcare 
can negatively impact interaction between patients and HCPs, attitudes of 
HCPs, clinical decision-making, the design of research and the mediation of 
medical knowledge (70-73). It has been suggested that healthcare functions as 
an institution that has the power to determine what is considered healthy 
behaviour in society (74) and that institutionalised social structures in 
healthcare can create and reproduce gendered health inequalities (64).  

The practice and knowledge of medicine and the healthcare institution have 
been described as andronormative (75). The concept implies that men and 
masculinity are constructed as normal or neutral in medicine and healthcare at 
the expense of women and femininity, and that femininity needs to be 
deliberatively emphasised to be perceived at all. Empirical studies have 
supported this (76-78). However, some areas of healthcare have been described 
as designed for women (79). One such area is SHC (7, 9, 16).  

Health service research describes, analyses and evaluates the structure, 
management, economy, organisation, and results of the healthcare system (80, 
81). In studies of how healthcare risks create or maintain gendered health 
inequalities, it is important to examine HCPs. HCPs may play a role in how 
inequalities arise and are perpetuated (82), since they are key players in 
facilitating or limiting conditions for patients, based on patients’ gender (83).  
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1.2.3 GENDER DISCOURSES, GENDER NORMS AND 
GENDER NOTIONS  

One of the ways gender is performed is through gender discourses (84). 
Notions of masculinity and femininity are constructed discursively, i.e. 
through how we speak, produce symbols and texts, and present ourselves, 
including our gender identity (84). Gender discourses may construct, maintain, 
or change gender norms as well as reflect personal notions of gender. An 
analysis of gender discourses in healthcare and medicine identified that a 
dominant discourse was “the gender-specific body” (85). This discourse was 
based on other discourses which equated sex with gender, nullified gender by 
stressing biological differences between male and female bodies, reduced sex 
to singular aspects of biology (e.g. genitals, hormones, chromosomes or genes) 
and fragmented bodies into components.  

Gender norms are often unspoken rules or expectations on how a person should 
be, behave and think within a certain context based on their ascribed gender, 
i.e. gender norms regulate acceptable and preferred attributes and behaviours 
in specific contexts based on what gender a person is assumed to have (86, 87). 
Gender norms are upheld and reinforced through various social institutions 
such as families, schools, labour markets, and healthcare (88). At an individual 
level, gender norms are internalised through socialisation and upbringing, and 
conforming to gender norms may have implications for an individual’s health, 
since behaving in accordance with certain gender norms can be associated with 
differences in health exposure and outcome (87). Gender norms have been 
described as particularly persistent, and deviations may incur sanctions from 
the surrounding community (86). However, changes in policies, legal reforms 
and individuals’ actions can change or influence which social norms prevail 
within an institution (62, 89).  

In this thesis the term gender notions are defined as conceptions, ideas, beliefs 
and impressions related to gender, including views on masculinity and 
femininity.  

1.2.4 MEN AND MASCULINITIES  
In this thesis the term “man” refers either to someone who can pass as, i.e. be 
regarded as, a biological male person or as someone whom the participants in 
Studies I and II identified as or described as male or a man. “Masculinity” 
refers to the social practices that a person needs to perform in order to pass as 
a man or be regarded as masculine, but also to the structures that construct and 
reproduce men’s power over women and transgender people in society, as well 
as some men’s power over other men (63, 90).  
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In critical masculinity research, it is suggested that there is not one uniform or 
common masculinity in all societies and cultures, but many. However, there 
are always dominant culturally defined ideals of masculinity, the so-called 
hegemonic masculinity that all men (and everyone else) relate to (63, 90). 
These cultural ideals can vary and shift between contexts and over time. 
Hegemonic masculinity or hegemonic discourses are discourses that 
successfully reproduce power. In large parts of the Western world, including 
Sweden, hegemonic discourses place expectations on men to be heterosexual, 
white, robust, independent, physically competent, and emotionally restrictive 
(91-93). It should be noted that men who conform to hegemonic ideals are not 
necessarily the most powerful men in society (90).  

In addition to hegemonic masculinity, other masculine positions have been 
suggested (94). Complacent masculinity refers to an assumed majority of men 
who strive for but do not themselves live up to hegemonic ideals, but who 
nevertheless receive benefits and privileges from maintaining masculine 
dominance in society. Subordinate masculinity is a position against which 
hegemonic masculinity is defined, and which consists of men whose position 
is excluded from these privileges. Subordinate masculinity is usually 
exemplified by homosexual men’s subordination to heterosexual men (63). 
Marginalised masculinity describes a lack of qualities that make it possible to 
conform with hegemonic masculinities, for example, the experience of men of 
colour in many Western societies (63).  

Masculinity has also been described as a social location (95). From this 
perspective, masculinity is a position that men, women and others can embody 
by performing masculine practices and masculine attributes in social 
situations, including institutional practices in healthcare. The position is 
created and defined in relation to other gender positions such as femininity and 
un-masculinity, but also in relation to other factors such as age, physical place, 
sexuality, class, ability and ethnicity (90).  

1.2.5 MASCULINITY AND HEALTH 
Masculinity has been used as one explanation for the so-called male-female 
health-survival paradox (64, 91), i.e. that women have a higher life expectancy 
than men, despite men, globally (96) and in the Nordic countries (97), having 
fewer disabilities and reporting lower levels of mental and physical illness. The 
paradox has been associated with men’s sexual and reproductive health (27), 
and masculinity has been described as an internal barrier to men’s health 
seeking (98). Conforming with masculinity includes adopting beliefs and 
behaviours that increase health and safety risks and avoiding behaviours that 
promote and preserve health and longevity (99, 100). This includes sexual risk-
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taking, including the number of sexual partners, substance use, and attitudes to 
condom use, to testing for HIV and STIs, and to treatment of HIV (101-103). 
Stoicism, tolerance of pain and illness, and reluctance to admit needing 
professional help or support have been described as ways of performing or 
preserving masculinity (76, 104), which relate to health seeking. It has been 
suggested that men are more positive about seeking healthcare when health 
issues may impact traditional masculine performance, such as the ability to 
work or perform sexually (105). A study in England with high-income men 
showed that seeking healthcare can be interpreted as performing masculinity 
by regarding it as taking responsibility, problem solving and taking control 
(106). 

Gendered differences in health literacy have been interpreted in terms of the 
social construction of masculinity (107), including men’s ability to recognise 
symptoms (108). However, there is a knowledge gap regarding how men’s 
health literacy relates to structural health inequalities (109); for example, how 
masculinity relates to men having shorter interactions with HCPs and receiving 
less medical information than women from HCPs (110).  

1.3 THE STUDY RATIONALE 
Gender biased attitudes and attitudes based on idealised or stereotypical gender 
norms among HCPs may influence the care provided (70, 75, 111). It has been 
argued that HCPs can mediate or counteract gendered structures in healthcare 
(82). Normative assumptions about men in SHC can be important for how 
men’s SHC needs are assessed and treated (112), and patients who have 
previously experienced prejudiced or normative attitudes from HCPs are less 
likely to seek care in the future (113). Considering all this and the importance 
men place on HCPs’ attitudes in relation to how they experience SHC (17), it 
is crucial to understand what notions HCPs have of men and masculinity and 
how gendered social locations, in terms of men and masculinity, are 
discursively constructed by HCPs in SHC.  

Exploring HCPs’ notions of men and masculinities in SHC, and how HCPs 
construct the gendered social locations of masculinity in SHC, can be an 
important step in understanding potential gender inequalities in SHC. It may 
also be important for understanding whether HCPs’ notions and discourses 
influence the creation of barriers that counteract care according to need. The 
studies in this thesis set out to explore and understand how men and 
masculinities in SHC are perceived and constructed by HCPs. 
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2 AIM 
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3 METHODS 

3.1 RESEARCH DESIGN  
The research in this thesis was based on the explorative qualitative 
epistemological approach, which aims to “provide an understanding of social 
behaviour by exploring people’s account of social life” (114). Both Study I and 
Study II were designed as qualitative focus group studies. The focus group 
interview method was chosen because it is suitable for collecting different 
perspectives on a subject area (115), filling in gaps in understanding, producing 
complex, nuanced and even contradictory perspectives on the subject (116). 
The focus groups method is a form of group interview which explicitly uses 
interaction between participants in a process to clarify and explore views and 
experiences that would be difficult in a one-on-one interview (117). The 
method has been described as “an effective technique for exploring the 
attitudes and needs of staff” in healthcare research (118). Focus groups are 
suitable for exploring potentially sensitive subjects related to health and 
healthcare, since participants who share experiences are more likely to confide 
in researchers and elaborate on sensitive topics than they would be in 
individual interviews (119). The focus group can capture social and group 
norms and diverse and shared experiences, and bring out information that 
would not normally come out in individual interviews (119). 

In Study I, to explore and capture HCPs’ complex notions of men and 
masculinity in SHC, qualitative content analysis was chosen (120, 121). This 
method permits varied levels of abstraction and interpretation of manifest 
content (an interpretation of the visible and obvious content in a text) and latent 
content (an interpretation of the underlying meanings in the text) (121). 
Qualitative content analysis was deemed suitable, as the data were expected to 
differ in depth and variation. 

In Study II, to explore how HCPs construct gendered social location in SHC, 
a discourse analysis method was chosen. Discourses are language, i.e. text and 
speech, regarded as “speech acts” or as communicated “systems of meaning”. 
Discourse analysis examines how experiences, shared understanding and 
social realities are constructed and shaped through language, irrespective of 
the speakers’ intention (122). An important aspect of analysing discourses is 
to investigate interdiscursivity: namely, how a discourse relates to other 
discourses. The methodological approach we chose was inspired by critical 
discourse analysis (CDA); specifically, the three-dimensional model described 
by Fairclough (123). CDA investigates how interpersonal communication 
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constructs and maintains power, social practice, structures, and knowledge, as 
well as shaping experiences and identities in relation to settings (123). 

3.2 DATA COLLECTION  
3.2.1 SETTING  
The data in Study I and Study II were collected at clinics which provided SHC 
for men. Six of the clinics were located in Västra Götaland County, in western 
Sweden, an area with 49 municipalities and 1.7 million inhabitants receiving 
care from the regional council (Region Västra Götaland). One of the clinics 
was located in Stockholm County, in the east of Sweden, an area with 26 
municipalities and 2.4 million inhabitants receiving care from the regional 
council (Region Stockholm). The clinics were selected based on the location 
and focus of the clinics, to get a broad representation of catchment areas and 
types of clinics. The following types of clinics were included: PHCC, 
venereology clinic, youth clinic, reproductive clinic, and men’s sexual health 
clinic. The clinics had the following catchment areas: inner-city, suburb, 
smaller town, and rural area.  

3.2.2 RECRUITMENT AND SAMPLING 
In both studies a variation in clinical experience of working with men’s sexual 
health was aimed for. To obtain this, HCPs with varied occupational categories 
from PHCCs and clinics specialising in men’s sexual and reproductive health 
were invited.  

Recruitment was done at clinic level, to facilitate natural conversation and self-
disclosure, based on the assumption that participants would be more 
comfortable talking and sharing within groups who work together. The 
inclusion criteria were: clinical experience of working with men’s sexual 
health. All HCPs who met the criteria at the clinics were invited to participate 
together.  

The clinics were recruited through the SRHR network in Region Västra 
Götaland, an inter-organisational network for strategic coordination and 
development of SRHR in the regional healthcare and public health sector. The 
network consisted of four geographically sub-divided networks. Information 
about the studies was sent out in the network’s newsletter and by e-mail to key 
stakeholders in the network, asking them to pass the information on to 
representatives from sexual and reproductive health clinics and PHCCs within 
their geographical area.  
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Nine clinics expressed interest in participating in the study, but three had to 
withdraw due to time issues. None of the remaining six were PHCCs. Since 
PHCCs are one of the main providers of adult men’s SHC, it was important to 
include at least one PHCC, so 30 PHCCs suggested by the Research and 
Development primary healthcare in Region Västra Götaland were contacted 
and asked to participate. Several expressed interest, but none of those had the 
availability to participate within the timeframe. A new letter was sent through 
the SRHR network, resulting in one PHCC choosing to participate.  

In all, 35 individuals participated in the studies, ranging from 29 to 71 years 
old. The occupational categories represented were assistant nurse, assistant 
physician, counsellor/social worker, general practitioner, midwife, nurse, and 
psychologist. Sixty-eight-point-six per cent (n=24) of participants were 
women and 31.4% (n=11) were men.  

3.2.3 THE FOCUS GROUP INTERVIEW 
Data were collected using audio-recorded focus group interviews. Seven focus 
groups, with four to six participants each, were conducted at participants’ 
places of work, in rooms that would ensure privacy. Each interview lasted 
approximately 90 minutes. The interviews were moderated by the first author 
of Studies I and II (TP) and co-moderated by four different public health 
researchers. Two of the co-moderators had extensive experience with the focus 
group method, two had clinical backgrounds and one had experience of sexual 
health research. The co-moderators’ tasks were to identify gaps and 
contradictions during the interviews, but also to explore lines of reasoning that 
the moderator might overlook. The co-moderators had no involvement in the 
study apart from data collection. Notes were taken by both moderator and co-
moderators. The moderator monitored group interactions and initiated the 
interview using a guide (see Appendix). Key questions were: 

• Tell us about the men who come here seeking sexual healthcare 
• What is it like to meet men seeking sexual healthcare? 
• What is masculinity to you? 
• What is your perception of the men that come here? 
• Are there qualities that you consider to be masculine or un-

masculine? 

To gain further details, examples, and explanations, and to enable and 
stimulate the conversation within the group, probes and follow-up questions 
were used. Examples of probes included: 
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• Can you give examples? 
• Do you all agree with this? 
• What do the rest of you think about this? 

The interview guide was pilot tested in two focus groups at clinics that provide 
SHC for men. This is recommended so that questions can be revised or adjusted 
and to ensure that the interviews are well-organised and produce valuable data 
(124). The pilot interviews consisted of four and five participants. The audio 
recordings from the pilot interviews were transcribed and analysed to see if the 
questions generated relevant data. The questions were not changed, but the 
order in which they were asked was. Probes were adjusted to ensure further 
participation from all participants. Data from the pilot interviews were not 
included in either study.  

Audio recordings from the focus group interviews were transcribed by a 
professional transcription firm. All transcripts were closely read, scrutinised, 
and adjusted for any errors by the first author of Studies I and II before the 
texts were analysed.  

3.3 DATA ANALYSIS  
3.3.1 QUALITATIVE CONTENT ANALYSIS (STUDY I) 
In Study I the data were analysed using inductive qualitative content analysis, 
as described by Graneheim and Lundman (120, 121). The analysis interpreted 
both manifest content, i.e. the visible and obvious content of the text, and latent 
content, i.e. the underlying meanings of the text. To obtain an overall sense of 
the content, the analysis started with an immersion in the data. This was done 
by reading and re-reading the texts. At this stage each focus group was treated 
as a separate unit of analysis. The data were then imported into qualitative 
analysis software (NVivo 11.3.1) and closely examined to determine how they 
related to the aim and research questions of the study. Words and sections that 
related to the aim and questions were extracted as meaning units. The meaning 
units were then condensed and labelled with a code. The next step of the 
analysis involved searching for patterns, similarities and relationships between 
codes. Sub-themes were formed by aggregating similar and related codes into 
higher orders of abstraction. The sub-themes were then organised into 
preliminary themes that unified the content of the sub-themes.  

After formulating three descriptive themes (121), i.e. themes that reflected the 
explicit content in the data, a theme of meaning was identified (121), i.e. a 
theme that captured the implicit content. This was done by identifying common 
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patterns in the descriptive themes, sub-themes and meaning units. The analysis 
up to this stage was conducted by the first author of Study I (TP) and one of 
the co-authors of Study I (ET). ET, who had had no prior involvement in the 
study, could approach the data from a new and open perspective.  

Finally, the codes, sub-themes and themes were reviewed and refined within 
the author group until consensus was reached about the content and naming of 
the themes. This was an iterative process that involved challenging preliminary 
findings by revisiting data and notes from the focus groups.  

3.3.2 DISCOURSE ANALYSIS (STUDY II) 
The data in Study II were analysed using discourse analysis, inspired by CDA, 
specifically the three-dimensional model described by Fairclough (123). Using 
the three-dimensional model (Figure 1), the data were analysed in three stages. 
At each stage, codes were identified as sections of texts that related to the 
study’s aim and research questions. 

The first stage analysed the text level. Key words and phrases were identified, 
which showed how the speakers’ attitudes, opinions, and values were 
constructed.  

The second stage analysed discursive practices, i.e. how words and phrases 
were used in sentences to create change. This included analysing how topics 
were interpreted and discussed, how values and attitudes were expressed, and 
how the participants positioned themselves as subjects. It involved an analysis 
of interdiscursivity, group dynamics, and the organisational cultures.  

At the third stage, the text was analysed at the norm level. This included 
looking at the text in a wider societal, ideological, and political context. At this 
stage the analysis looked at language as power and identified how discourses 
were used to construct social relations and practices.  

Lastly, codes from all three stages were aggregated in broad themes that 
illustrated how the three dimensions were interrelated, i.e. how key words and 
phrases were used in sentences, and how these sentences were used to 
construct, shape, or question attitudes, norms, traditions and ideologies within 
the groups, the organisations, and society. 
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Figure 1.  Fairclough’s three-dimensional model for CDA.  

To mitigate potential preconceptions, and to ensure reliability and transparency 
(125), coding was initially done independently by the first author of Study II 
and a co-author (ET). Before codes were aggregated into themes, TP’s and 
ET’s codes were compared and reviewed. Finally, the themes and the analyses 
were revised and refined within the author group.  

3.4 ETHICAL CONSIDERATIONS  
The studies included in the thesis were approved by the Regional Ethical 
Review Board in Gothenburg, Sweden (registration number 543-14). Both 
studies used the same data. As data were collected from HCPs who were 
interviewed in their professional capacity, the data collection was assessed to 
have a lower level of ethical risk than interviews with patients or clients. All 
participation was voluntary, and participants gave oral and written informed 
consent and were informed that they could withdraw from the study at any 
time. The interviews were transcribed by a professional transcription service. 
Names and other detailed information about the participants and the clinics 
they worked at have been anonymised to ensure confidentiality. Participants 
were asked not to mention names or other information during the interview 
that could reveal the identity of patients. 

Even if quotes have been selected so that they cannot be traced to individual 
participants or clinics, it may be that participants can recognise themselves in 
the published quotes and that they may feel that the quote does not represent 



Men and Masculinities in Sexual Healthcare 

14 

patterns in the descriptive themes, sub-themes and meaning units. The analysis 
up to this stage was conducted by the first author of Study I (TP) and one of 
the co-authors of Study I (ET). ET, who had had no prior involvement in the 
study, could approach the data from a new and open perspective.  

Finally, the codes, sub-themes and themes were reviewed and refined within 
the author group until consensus was reached about the content and naming of 
the themes. This was an iterative process that involved challenging preliminary 
findings by revisiting data and notes from the focus groups.  

3.3.2 DISCOURSE ANALYSIS (STUDY II) 
The data in Study II were analysed using discourse analysis, inspired by CDA, 
specifically the three-dimensional model described by Fairclough (123). Using 
the three-dimensional model (Figure 1), the data were analysed in three stages. 
At each stage, codes were identified as sections of texts that related to the 
study’s aim and research questions. 

The first stage analysed the text level. Key words and phrases were identified, 
which showed how the speakers’ attitudes, opinions, and values were 
constructed.  

The second stage analysed discursive practices, i.e. how words and phrases 
were used in sentences to create change. This included analysing how topics 
were interpreted and discussed, how values and attitudes were expressed, and 
how the participants positioned themselves as subjects. It involved an analysis 
of interdiscursivity, group dynamics, and the organisational cultures.  

At the third stage, the text was analysed at the norm level. This included 
looking at the text in a wider societal, ideological, and political context. At this 
stage the analysis looked at language as power and identified how discourses 
were used to construct social relations and practices.  

Lastly, codes from all three stages were aggregated in broad themes that 
illustrated how the three dimensions were interrelated, i.e. how key words and 
phrases were used in sentences, and how these sentences were used to 
construct, shape, or question attitudes, norms, traditions and ideologies within 
the groups, the organisations, and society. 

Tommy Persson 

15 

 

Figure 1.  Fairclough’s three-dimensional model for CDA.  

To mitigate potential preconceptions, and to ensure reliability and transparency 
(125), coding was initially done independently by the first author of Study II 
and a co-author (ET). Before codes were aggregated into themes, TP’s and 
ET’s codes were compared and reviewed. Finally, the themes and the analyses 
were revised and refined within the author group.  

3.4 ETHICAL CONSIDERATIONS  
The studies included in the thesis were approved by the Regional Ethical 
Review Board in Gothenburg, Sweden (registration number 543-14). Both 
studies used the same data. As data were collected from HCPs who were 
interviewed in their professional capacity, the data collection was assessed to 
have a lower level of ethical risk than interviews with patients or clients. All 
participation was voluntary, and participants gave oral and written informed 
consent and were informed that they could withdraw from the study at any 
time. The interviews were transcribed by a professional transcription service. 
Names and other detailed information about the participants and the clinics 
they worked at have been anonymised to ensure confidentiality. Participants 
were asked not to mention names or other information during the interview 
that could reveal the identity of patients. 

Even if quotes have been selected so that they cannot be traced to individual 
participants or clinics, it may be that participants can recognise themselves in 
the published quotes and that they may feel that the quote does not represent 



Men and Masculinities in Sexual Healthcare 

16 

their intention or portray them or their clinics in a favourable way. I have 
striven to be true to the aims of the studies and the results from the analyses 
even when this could be potentially uncomfortable.  
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4 SUMMARY OF RESULTS 
This chapter provides a summary of the results in Studies I and II as well as 
describing how the studies relate to each other. Study I was an exploration of 
HCPs’ notions of men and masculinities in SHC. Two of the findings in Study 
I were surprising and are in need of further exploration. These were that HCPs 
perceived masculinity as a potentially problematic social place, or social 
location, in SHC, and that HCPs’ notions of masculinities were situated in 
participants’ personal and private relationships, e.g. romantic, kinship, or 
sexual relationships, whether these were real or hypothetical. In Study II the 
construction of the gendered social location of masculinity in SHC was 
explored, particularly in relation to masculinity seen as situated in 
relationships.  

In total 35 HCPs from seven clinics participated in focus group 
interviews that were analysed in both studies. A summary of participant 
characteristics and the distribution of the catchment areas of the clinics can be 
found in Table 1. Detailed results can be found in Studies I and II.  

 
Table 1. Summary of population characteristics and catchment areas.  

Characteristic n 
No. of participants 35 
Gender, n (%) 

 

Female 24 (68.6%) 
Male 11 (31.4%) 
Age range 29–71 years 
Profession, n (%)  

 

Assistant physician 1 (2.86%) 
Counsellor/social worker 5 (14.29%) 
General practitioner 3 (8.57%) 
Midwife 12 (34.29%) 
Nurse 7 (20%) 
Nursing assistant 3 (8.57%) 
Psychologist 4 (11.43%) 
Type of clinic, n 

 

Primary healthcare clinic 1 
Venereological clinic 1 
Youth clinic 3 
Reproductive clinic 1 
Men’s sexual health clinic 1 
Catchment areas, n 

 

Inner-city 2 
Suburbs 2 
Smaller towns 2 
Rural area 1 
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describing how the studies relate to each other. Study I was an exploration of 
HCPs’ notions of men and masculinities in SHC. Two of the findings in Study 
I were surprising and are in need of further exploration. These were that HCPs 
perceived masculinity as a potentially problematic social place, or social 
location, in SHC, and that HCPs’ notions of masculinities were situated in 
participants’ personal and private relationships, e.g. romantic, kinship, or 
sexual relationships, whether these were real or hypothetical. In Study II the 
construction of the gendered social location of masculinity in SHC was 
explored, particularly in relation to masculinity seen as situated in 
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characteristics and the distribution of the catchment areas of the clinics can be 
found in Table 1. Detailed results can be found in Studies I and II.  
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No. of participants 35 
Gender, n (%) 
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Nurse 7 (20%) 
Nursing assistant 3 (8.57%) 
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Type of clinic, n 

 

Primary healthcare clinic 1 
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Reproductive clinic 1 
Men’s sexual health clinic 1 
Catchment areas, n 
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Rural area 1 
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4.1 NOTIONS ABOUT MEN AND 
MASCULINITIES (STUDY I) 

The rationale for Study I was that HCPs’ notions about gender may relate to 
the provision of care, and if care-seeking men are met by HCPs holding 
idealised or stereotypical notions of masculinities in SHC, this could reinforce 
barriers to adequate care. Therefore, it was important to understand what these 
notions entail.  

The study aimed to explore notions about men and masculinities among HCPs 
working with men’s sexual health in Sweden; specifically, how HCPs think 
about and describe men and different forms of masculinity from a professional 
standpoint, and what HCPs perceive to be masculine and un-masculine traits 
and behaviours.  

Qualitative content analysis of the focus group interviews yielded three 
descriptive themes and one theme of meaning. The three descriptive themes 
were:  

Contradictory masculinity – elusive but clear. HCPs’ notions of masculinity 
as a phenomenon or as a concept were elusive, i.e. difficult to describe or 
formulate, whereas traits, behaviours and qualities considered masculine (e.g. 
being secure, being strong, not showing weakness, being robust and active) 
and un-masculine (e.g. being camp, being feminine, wanting to be pampered, 
being too involved in a pregnancy, being fake, being gender queer, being 
indecisive, being a bad father, not keeping your word, or being giggly) were 
easily exemplified. These examples reflected normative and stereotypical 
notions of masculinity. 

Sexual healthcare is a social place where men and masculinity can be 
challenging. Masculinity was perceived as challenging and potentially 
problematic for HCPs in SHC and for men seeking SHC. Certain expressions 
of masculinity were considered especially problematic (these included rude, 
domineering, belittling and provoking behaviours) and certain identities 
difficult to interact with or relate to (for example rural, older, upper-class, and 
non-Swedish men). Masculinity was perceived as challenging professionality 
in HCPs, and male patients were associated with unwanted sexual tensions. 
Men seeking SHC were viewed as doing something outside of masculine 
norms on several levels. Having sexual issues, seeking help, and 
communicating about sexual issues were all viewed as performing un-
masculinity. HCPs considered that their views on men in SHC and masculinity 
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in SHC were influenced by lacking organisational prerequisites and lacking 
education and training on men’s sexual health and masculinity.  

Regarding masculinity as irrelevant – a difficult ambition to achieve. 
Participants considered gender neutrality to be a professional ambition in SHC. 
They strove to regard men seeking SHC as patients, humans, individuals or as 
gender-neutral rather than as men or masculine. However, private and personal 
notions of men and masculinity were thought by HCPs to affect their 
professional demeanour in interactions with men seeking SHC.  

The theme of meaning was: 

Notions of masculinity are relationally situated. HCPs’ understandings and 
views of masculinity were embedded or placed in the context of real or 
hypothetical personal and private relationships with men. Experiences and 
preferences in familial, romantic and sexual relationships were used to define 
HCPs’ notions of masculinity and of preferable masculinities in the SHC 
context.  

4.2 DISCOURSES ON MEN AND 
MASCULINITIES (STUDY II) 

Men experience SHC as stressful, heteronormative, potentially sexualised, 
“tailored for women” and as an experience that makes them feel vulnerable, 
and HCPs view masculinity as relationally situated and SHC as a social place 
where men and masculinity can be challenging. The rationale for Study II was 
to understand how the social location of masculinity was constructed and how 
HCPs’ discourses on men and masculinity related to the construction.  

The aim was to explore how HCPs construct gendered social location in 
SHC, specifically in terms of masculinity and masculinity seen as situated in 
relationships. 

CDA analysis of focus group interviews identified that HCPs’ discourses 
constructed gendered social location in four discursive ways:  

By problematising and opposing masculinity in society. Masculinity in society 
was constructed as inconducive to SHC and as an underlying problem for many 
men’s sexual health issues. HCPs lacked a professional discourse on 
masculinity and a shared approach to men seeking SHC, apart from the 
oppositional or critical discourse on masculinity in society.  
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Through discursive strategies where a professional discourse on men and 
masculinity is lacking. The lack of a professional discourse was handled by 
connecting, recontextualising and re-negotiating existing discourses; for 
instance, validating private attitudes towards masculinity by referencing 
clinical experiences of men, negotiating the prerogative of interpretation by 
citing closeness to men and experience of men as patients, or presenting private 
attitudes as unprofessional but aligned with the oppositional discourse on 
masculinity in society.  

By constructing SHC as a feminine arena where masculinity is a visible norm 
violation. The SHC profession and the SHC arena were constructed as 
feminine. SHC was considered to be primarily aimed at, made up of and 
designed for women. Femininity was portrayed as a socialised ideal and 
masculinity as a violation of feminine norms. The waiting room was used as a 
discursive arena to construct masculinity as a visible violation of norms.  

By constructing men as reluctant patients and formulating a mission to change 
masculinity. HCPs interdiscursively linked their discourses on men and 
masculinity with organisational discourses and institutional expectations of a 
need to report an increase in the proportion of men seeking SHC. HCPs 
expressed mixed attitudes, being positive towards men seeking SHC, while 
men were portrayed as challenging, requiring extra effort from HCPs, and 
receiving undue praise for seeking SHC. These discourses constructed men as 
reluctant patients. Masculinity was constructed as problematic for men in need 
of SHC, and HCPs were construed as agents of change with a professional 
mission to transform masculinity in patients and society.  
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5 DISCUSSION 
The findings of this thesis contribute to the understanding of HCPs’ attitudes, 
notions and discourse on men and masculinities in SHC. The findings in Study 
I identified that HCPs balanced personal and professional notions of 
masculinity and viewed masculinity as ambiguous and potentially problematic 
in SHC. Furthermore, their understanding was situated in a context of personal, 
private, and sometimes sexualised relations. HCPs also strived to be gender-
neutral in their approach to patients, by regarding men and masculinity as 
irrelevant. Study II identified how HCPs’ discourses positioned SHC in 
opposition to masculinity in society and that HCPs used discursive solutions 
to the lack of a shared professional approach to and the lack of a shared 
professional discourse regarding men and masculinity in SHC. Men were 
constructed as reluctant patients, SHC as a feminine arena, and masculinity as 
a norm violation that HCPs aimed to change.  

In this chapter the focus will be on how the findings relate to each other and 
on discussing the findings in relation to other research. This chapter will also 
critically evaluate the strengths and limitations of the studies. 

5.1 RELATIONALLY SITUATED AND 
NORMATIVE NOTIONS OF MASCULINITY 
AND THE RISK OF “OTHERING” MEN  

One of the main findings in Study I was that HCPs’ notions of masculinity 
were situated or embedded in a context of personal and private relationships. 
This included romantic and sexual relationships as well as family relations. 
HCPs’ notions about masculinity were in part sexualised and preferable 
masculine traits; characteristics and behaviours were based on preferences in 
real and hypothetical intimate relationships. This finding was further 
investigated in Study II, where we found that personal and relational 
understandings of masculinity were validated in a professional context by 
referring to clinical experiences of men. Study II also found that personal 
closeness to and experiences of men were used to negotiate the prerogative of 
interpretation about masculinity and men in SHC. A related finding from Study 
I was that masculinity in SHC was perceived from a primarily heteronormative 
perspective. This was implicit in descriptions of unwanted sexual tensions 
between female HCPs and male patients, in discussions about gender 
differences in routines regarding physical examinations, and in the difficulties 
experienced in combining notions of masculinity with homosexuality. A 
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Canadian study of men’s experiences of HIV/STI testing found that normative 
assumptions about patients related to differences in risk assessment, as non-
heterosexual men were positioned as being at risk and deviant whereas 
heterosexual men were assumed to have low risk (112). It has been suggested 
that heteronormativity may lead to discrimination towards patients who seek 
SHC in Sweden, and that patient-centred care combined with re-organisation 
of primary care can be ways to reduce this (126, cf. 127). It has been argued 
that professional boundaries are especially important in SHC due to the 
potentially sensitive nature of the subject (128, 129). HCPs’ examples of 
masculine and un-masculine traits, qualities and behaviours largely reflected 
normative or stereotypical notions of masculinity, and HCPs felt that their 
notions of masculinity could leak through what they called the professional 
“armour” (Study I). Men who sought SHC were thought of as doing something 
outside masculinity norms (Study I). HCPs’ portrayal of men in SHC as 
performing un-masculinity can be related to andronormativity in healthcare 
(75) and to masculinity norms in society. These norms create expectations for 
men to be emotionally restrictive, robust, and to avoid seeking help or care (63, 
64). This could also relate to the somewhat negative image of men and 
masculinity in SHC that HCPs present in the studies. 

In Study II we argued that HCPs’ discourses may risk positioning men and 
masculinity in SHC as the “other” in relation to the construction of masculinity 
as a violation of norms in SHC, which was constructed as a feminine arena. 
Othering, i.e. constructing a group of patients as different, can have negative 
implications for clinical interactions (130, 131). Findings in this thesis indicate 
that HCPs lack a shared professional approach to masculinity in SHC, and that 
there is a risk that personal notions and attitudes to masculinity may affect 
interactions with men seeking SHC. Given that studies have shown that men 
regard HCPs’ attitudes as crucial to the experience of SHC (17), there is a risk 
that HCPs’ discourses based on individual preferences regarding masculinity 
could play a role in how men experience SHC. However, there is a lack of 
observational research on how HCPs’ notions and discourses are enacted in 
interactions with men seeking SHC. It has been argued that both sex and gender 
should be fundamental components in healthcare and medical education (132). 
Based on the findings in Studies I and II, there seems to be a need for further 
education regarding gender awareness and a professionalisation of the 
understanding of gender as a social and cultural construct, as a complement to 
a biological understanding of sex.  
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5.2 EDUCATIONAL AND ORGANISATIONAL 
CONDITIONS FOR PROVIDING MEN’S SHC 

In Study I we found that HCPs who lacked training and education on men’s 
sexual health and masculinity related this to how they viewed and experienced 
working with men’s sexual health, including their attitudes to men as patients. 
In Study II HCPs stated that inadequacies in their professional training and 
education were the reason for not having a shared approach to men seeking 
SHC or a shared professional discourse on masculinity. Similar findings were 
made in a focus group study with Swedish primary care midwives, where a 
lack of knowledge about andrology was reported to cause insecurities 
regarding working with men’s sexual health (54). Gender inequality in 
healthcare can partly be explained by implicit biases and social norms that may 
affect interactions with patients (133-135). In healthcare, implicit biases can 
be understood as notions which are taken for granted, based on stereotypes 
(that relate to HCPs’ attitudes to patients, assessments of patients’ needs, and 
clinical decision-making). Although reviews of the effects of implicit bias on 
clinical decision-making and health disparities show mixed results (136), 
implicit biases have been shown to correlate with lower quality of care (72, 
137). It has been suggested that HCPs’ social norms and implicit biases are 
partly socialised or influenced during training and education (134). The 
findings in this thesis suggest that neither the academic education nor the 
clinical training of the participating HCPs had prepared them for working with 
men’s SHC, and point to a potential bias in the education system.  

Implicit biases can exist at organisational and institutional levels (86). In Study 
I we found that HCPs experience structural barriers to working with men’s 
SHC. These included a lack of organisational support from management, 
existing competences being undervalued, and requests for further training 
being denied. Some participants also reported that their medical records did 
not accept men’s social security numbers (in Sweden social security numbers 
are gendered). From an organisational standpoint, including the availability of 
and access to SHC clinics, men’s conditions were described as “a black hole” 
and HCPs conditions for working with men’s SHC as “a twilight zone”. It has 
been argued that the healthcare system needs to change the gendered approach 
regarding men’s access to SHC (17). HCPs in Study II negotiated their own 
positions in relation to organisational and institutional expectations that sexual 
health clinics should report a larger proportion of men. These negotiations 
constructed men as reluctant patients who demand extra effort from HCPs, and 
constructed HCPs as positive to men as patients, while also problematising 
giving men who seek SHC undue praise for doing so. Previous studies have 
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indicated that the HCPs in Sweden are unclear about whose responsibility it is 
to provide SHC for men (54), and that defects in organisational design, 
including insufficient goals and guidelines, contribute to uncertainties about 
addressing sexual health in primary care (126). A focus group study with 
occupational therapy students in Sweden found that the students wanted 
managerial support and clinical guidelines regarding sexual health and thought 
that organisation and management problems were potential barriers to 
including sexual health in clinical practice (128). Having sufficient 
organisational resources has been linked with HCPs experiencing a balance 
between demands and prerequisites as well as manageability (138). The fact 
that HCPs experience organisational requests or institutional demands for SHC 
clinics to report a larger proportion of men, while also experiencing structural 
barriers for providing that care, could lead to these requests or demands being 
perceived as incongruous with existing conditions. Experiencing 
organisational constraints in healthcare has been associated with feeling ethical 
stress (139). Considering also that HCPs stated that formal training and 
education had not prepared them for working with men’s sexual health, and 
that this related to how HCPs view men and masculinity in SHC, it is likely 
that all these factors directly affect HCPs’ self-perceived ability to offer 
adequate care for men seeking SHC. 

5.3 ATTITUDES TO ADDRESSING MEN’S 
SEXUAL HEALTH 

We identified that HCPs perceived masculinity as potentially problematic in 
SHC (Study I) and that working with men’s SHC was associated with 
unwanted sexual tensions. Masculinity in SHC was associated with 
challenging behaviours and experiences, e.g. aggression, belittling and 
domineering. HCPs discursively constructed men as reluctant patients who 
require extra effort in SHC (Study II). Despite this, HCPs described themselves 
as being positive to men seeking SHC. A study with nurses in Swedish primary 
care associated men’s sexual health with treatable physical or medical issues 
(primarily related to diabetes) (126). These were regarded as easier than 
women’s sexual health issues, which were associated with problems with 
relationships or psychological problems, which the nurses did not consider 
their task. This is in line with findings that suggest that healthcare lacks a 
holistic approach to men’s sexual health (17). We identified that HCPs viewed 
men’s sexual health as mechanical or technical (Study I) and discursively 
reduced men’s sexual health and masculinity to physical aspects such as 
genitals (Study II). However, addressing sexual health can be sensitive for 
HCPs regardless of patients’ gender. Several factors have been reported as 
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important for HCPs’ attitudes to talking about sexual health. These include 
situational factors, the clinical context, beliefs about and attitudes towards 
patients, social norms, personal attitudes, and knowledge about sexual health 
(126, 140-143). In an American study of HCPs’ attitudes to sexual health in 
primary care, addressing sexual health was described as opening “a can of 
worms” (144), due to time constraints, limitations in expertise and that the 
subject was perceived to be complex and sensitive. Studies have found that 
men expect or prefer HCPs to initiate conversations about sexual health issues 
(145-148). An American review identified a gap between HCPs and patients 
regarding who should address sexual health (149). A study with 88 Swedish 
nurses identified that 90% understood that disease and treatment could affect 
patients’ sexuality, 80% did not discuss sexual health with patients, and 60% 
did not feel confident in their ability to do so (150). Perceptions of masculinity 
as potentially problematic in SHC, combined with discursively constructing 
men as reluctant patients, may contribute to HCPs not addressing men’s sexual 
health or only addressing physical aspects. However, this must be studied 
further in future studies. As was suggested previously, further education on 
gender is needed, and such education should be supplemented with education 
about sexuality and sexual health. This training should not focus only on 
factual lectures on biological aspects of sexual health but also on cultural, 
social and psychological aspects, including training on how to handle sensitive 
topics in communication and meetings with patients.  

5.4 HCPS’ PERCEPTION OF MASCULINITY AS 
A BARRIER TO SHC 

The finding that men were discursively constructed as reluctant patients in 
SHC (Study II) is similar to the view of men in relation to their use of primary 
healthcare (151). We found that HCPs portrayed men as unaware of their SHC 
needs and as unsocialised in the SHC context (Study II). Masculinity was 
perceived as a potential barrier to seeking SHC (Study I) and a potential 
underlying problem for men’s sexual health issues (Study II). It has been 
argued (152) that men are being portrayed as victims of their own masculinity, 
and that it is unhelpful to blame or to “re-educate” men to be better patients 
and better at seeking healthcare when the conditions for men’s healthcare 
seeking are not sufficiently explored; for example, if there is no access to HCPs 
with sufficient training to assess and treat the healthcare needs of men, and if 
available healthcare services are not designed to meet men’s needs (152). We 
found that HCPs in SHC constructed themselves as agents of change with a 
mission to transform masculinity (Study II). We also found that HCPs stated 
that men who sought SHC would, apart from receiving help with the reason 
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for their encounter, also receive help with their masculinity (Study I). This help 
was aimed at improving men’s help-seeking and ability to communicate about 
sexual health. These findings show that HCPs perceive men’s willingness to 
seek SHC and their awareness of and ability to talk about their SHC needs as 
related to their adherence to masculinity. The findings also indicate that HCPs 
approach masculinity as an internal barrier to men’s SHC. If this approach is 
used as the main explanation for the low proportion of men who seek SHC, 
then this could limit HCPs’ ability to critically examine their own role and the 
role of the healthcare system in limiting or enhancing the availability and 
acceptability of men’s SHC. 

5.5 GENDER NEUTRALITY  
In Study I we found that having a gender-neutral professional demeanour and 
approach to patients in SHC was perceived as a professional ambition. This 
approach included disregarding patients’ gender and perceiving masculinity as 
irrelevant in SHC. This result was similar to one of the strategies HCPs used 
in Study II to compensate for a lack of a professional discourse on men and 
masculinity in SHC. This strategy involved stating that men who sought SHC 
were not men but patients, gender-neutral, or individuals. We also found that 
gender neutrality was not always possible to achieve, that private notions of 
men and masculinity would leak in during interactions with patients (Study I), 
and that HCPs who used gender neutrality as a discursive strategy also 
described acting on gendered assumptions in interactions with patients (Study 
II). It has been argued that denying the impact of gender by claiming gender 
neutrality in healthcare can be a “particularly powerful way of doing gender” 
(75), as doing so risks dismissing or obscuring gender-related inequalities. 
HCPs’ gender neutrality ambition and discourse can be interpreted as gender 
blindness, which is a form of gender bias that disregards the potential 
importance of gender in healthcare (70, 153, 154). The blindness approach to 
gender or to other social categories (e.g. skin colour) de-emphasises 
categorisation of individuals by social groups, based on assumptions that 
ignoring social categories will reduce inequalities. However, the blindness 
approach has been criticised for obfuscating power structures and has been 
called “impossible” (154). HCPs’ gender-neutral approach can also be 
interpreted as an unwillingness to disfavour patients based on their gender or 
to make generalised assumptions about patients, in line with person-centred 
care. However, in person-centred care, an individual should be understood as 
embedded in their social, situational and relational context, including their 
gender (155).  
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5.6 THE HETEROGENEITY OF MEN AND 
MASCULINITY IN SHC 

Our choice to focus on men and masculinities was in part a practical choice, 
based on what was perceived as feasible within the time frame of the thesis. It 
was also based on a genuine interest and on perceived gaps in previous 
research. That said, it is important to consider that neither the category “men” 
nor “masculinity” are homogeneous. The concept of multiple masculinities 
(63) was described in the theoretical approach section in this thesis. It has been 
argued that masculinity can be used as a lens to understand how different men’s 
identities, behaviours and health relate to each other (156), and that examining 
gender can be a starting point in exploring how social locations intersect (157). 
As stated, the primary focus in Studies I and II was on men and masculinity; 
however, we found that other social locations were important for HCPs’ 
notions, attitudes and discourses on men and masculinity in SHC. In Study I 
we identified that HCPs’ notions of men in SHC varied based on men’s age, 
ethnicity, and social class. These social locations shaped HCPs’ notions of 
preferred masculinities in men seeking SHC, as they related to the HCPs’ 
perception of which men were easy or difficult to communicate with, to 
interact with, to relate to, and which men had a “correct” view, i.e. shared the 
HCPs’ views, on sexuality and gender equality. In Study II we found that the 
HCPs’ lack of a professional discourse and shared approach to men seeking 
SHC was particularly clear in descriptions of men outside HCPs’ notions of 
normative masculinity, e.g. transmen and non-heterosexual men. Taken 
together, these findings indicate potential biases towards certain intersections 
of men and masculinity in SHC that should be explored further in future 
research and considered in the design of future initiatives to improve men’s 
access to SHC.  

5.7 CONSIDERING SHC AS A PLACE  
SHC was discursively constructed as a feminine arena (Study II). Studies with 
young Swedish men have reported that they viewed SHC as “a place for 
women” (158) and that they wanted more “male-friendly” clinics (159) – this 
included clinics staffed by male HCPs – and not to have to seek SHC at the 
same time as women. We found that clinics that exclusively work with men’s 
SHC were described as separatist rooms (Study II), i.e. as safe spaces for men. 
It has been suggested that places need to be considered as part of the approach 
to understanding health inequalities (160, 161), and that the relationship 
between spaces, places and people should be viewed as having a “reinforcing” 
and “reciprocal” relationship (162). This approach includes considering the 
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power relationships in places (162), as exemplified by a Canadian study of 
palliative care which demonstrated how structural vulnerabilities and access to 
care can be enhanced in the intersection between hospitals and clinics, as 
places, and patients’ social power (163). In Study I we reported that SHC was 
perceived by HCPs as a place where masculinity becomes potentially difficult, 
and in Study II, we argued that it can be important to consider how the waiting 
room in SHC clinics and gender expressions intersect, as this intersection risks 
making masculine bodies a visible violation of feminine norms in SHC. From 
a neo-materialistic perspective, it has been reasoned that health inequality can 
be understood in terms of emergent entities which form in interaction between 
people and “non-human actors”, in this case between men, masculinity and the 
place of SHC (161). Using this perspective, masculinity in SHC or gendered-
bodies-in-the-waiting room could be considered emergent entities that could 
be examined in future research to try to capture how social structures and 
healthcare seeking interrelate. 

5.8 SUMMATION OF RESULTS DISCUSSION 
As was mentioned in the introduction, men seem to seek SHC to a low extent 
(7, 10-14), SHC does not seem to be designed for men (15, 16), and men’s 
health-related behaviours, including avoidance of seeking SHC, have been 
attributed to masculinity (99-103). The relationships between care needs, 
access to care and care-seeking are complex and can depend on a variety of 
factors (164). There have been several investigations of men’s health seeking 
regarding SHC and healthcare more generally (23, 33, 165-168). An 
integrative review of men’s health seeking and men’s engagement with general 
practice revealed structural barriers, including poor availability and challenges 
to accessibility, and internal barriers, including fear, embarrassment and 
masculinity (151). It also revealed that men perceived healthcare as providing 
treatments rather than prevention and that the relationship with their GPs 
influenced whether they sought help. The findings discussed in this chapter 
suggest that HCPs experience barriers to providing men’s SHC. HCPs report 
limitations in organisational conditions. Findings suggest a need for a 
professionalisation in HCPs’ understanding of gender in SHC, to avoid the risk 
of gender blindness and having to rely on private and personal notions of men 
and masculinities. It also suggests that HCPs need further education and 
training on men’s sexual health, including how to handle sensitive subjects in 
communication with patients. Education and training are especially important, 
as HCPs state that the lack of training related to how they view men and 
masculinities and how they perceive working with men’s sexual health. In sum, 
this thesis suggests that the findings presented here are vital to consider in 
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relation to men’s SHC seeking, as HCPs’ notions, attitudes and discourses can 
be of great importance to men’s utilisation and experiences of SHC.  

5.9 METHODOLOGICAL CONSIDERATIONS  
In qualitative research the researcher is the instrument that investigates social 
realities using data that contain multiple meanings (169, 170), which can be 
interpreted in multiple ways (121). As a cisgender man working strategically 
with SRHR, I was aware when I designed the research project and moderated 
the focus groups that I had to try to set aside my own experiences and 
preconceptions and approach the design and interviews from a researcher’s 
perspective (171). For me this meant adopting a curious attitude and diligently 
questioning my interpretations and understanding of what the participants were 
telling me. Designing and conducting the research together with tutors, co-
moderators, a co-analyst and co-authors assisted greatly in this, as their 
experiences, identities and skills meant that their approaches differed from 
mine. This helped me to see assumptions I was making and notions I had that 
I had not been aware of prior to this research project. An example of this was 
that initially in the analysis process, I placed too much emphasis on findings 
which I deemed potentially relevant for strategic development efforts.  

The subjectivity of qualitative research can be perceived in medical research 
contexts as a weakness or a bias (172). However, it has also been reasoned that 
qualitative research can make significant contributions to “the creation, 
application and delivery of healthcare interventions and service provision” 
(173), and that it can provide understanding of the context and meaning, and 
enable the implementation, of quantitative research in medicine and health 
service research (173, 174). 

Masculinity is a complex phenomenon. Understanding all aspects of 
masculinity in relation to SHC cannot be fully achieved in focus group studies 
with HCPs. However, this thesis has identified how the participating HCPs 
perceived men and masculinities in SHC from their professional standpoint 
and how the gendered social location of masculinity in SHC was constructed 
in terms of HCPs’ discourses.  

5.9.1 CONSENSUS AND HIERARCHIES OF OPINION IN 
FOCUS GROUP INTERVIEWS 

What distinguishes focus group interviews from other forms of interview is the 
interaction between the participants. This is a strength of the method but also 
something that a moderator needs to be aware of, as interviews involve a 
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degree of social performance (117). Focus group interviews can be subject to 
having one or more participants dominating the interview or having hierarchies 
of opinions (117). To mitigate this, probes and follow-up questions were used, 
and phrased to further include and encourage divergent opinions and 
experiences. Despite this, some participants may have felt that they could not 
express themselves as freely as others. One possible example of this was that 
participants who identified as men used embodied discourses to a lesser extent 
while talking about patients (Study II). This could be explained by differences 
in gendered discourses, or it could be interpreted as men finding it difficult to 
represent an embodied masculinity in relation to the discursive construction of 
SHC as a feminine arena. It could also be explained by the fact that fewer men 
participated in the interviews. 

5.9.2 RE-ANALYSING DATA 
The same data were used in both studies. This meant that data from Study I 
were re-analysed for Study II using a new method and asking different 
questions of the data. It has been argued that re-using qualitative data can 
strengthen the “methodological robustness” and increase the depth and breadth 
of the insights gained from the data (175). Re-analysing existing data has been 
suggested when exploring potentially sensitive subjects in health research 
(176), and we knew from Study I that the subject of masculinities was partly 
perceived as private. However, when conducting a secondary analysis of 
qualitative data, it is important to be aware of the degree to which the data fit 
the aim of the research (177). In both studies the focus was on HCPs and their 
relation to men and masculinities in SHC. The first study can be said to have 
explored the “what” and the second the “how”. Study I explored what HCPs’ 
notions of men and masculinities were, and Study II explored how HCPs 
constructed the gendered social location in terms of masculinities in SHC. A 
challenge was to try to find the right balance between disregarding 
interpretations and conclusions made during the first analysis when we 
performed the second, and understanding how the results for both studies 
related to each other. We tried to achieve this by asking ourselves throughout 
the second analysis process whether the findings were based on the data or on 
the findings from Study I. Another thing that assisted in this was that the 
analysis methods differed markedly, which meant that the data could be 
approached from completely different perspectives in Studies I and II. 

5.9.3 TRUSTWORTHINESS 
It has been argued that there are no unified or universal criteria for judging 
validity or quality in qualitative research, and that judging the quality lies in 
the subjective perspective of the reader (178). This, however, should not 
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prevent researchers from trying to audit or appraise their own work. It is the 
researcher’s job to help the reader answer the question, “Can the findings be 
trusted?” (179). There are several definitions of trustworthiness. According to 
Graneheim and Lundman (120), the concept of trustworthiness in qualitative 
research refers to credibility, dependability, and transferability.  

Credibility refers to the collection and analysis of data in relation to the purpose 
of the study, i.e. do the participants have experiences related to the aim and 
research questions and are they able to talk about them, does the method of 
collecting data generate relevant information, and does the analysis suit the 
aim of the research? Based on the aims of Studies I and II, it was clear that data 
would be collected from HCPs working with men’s SHC, since only they 
possessed relevant knowledge and experience and were able to talk about this. 
In the method section I have explained why qualitative content analysis, CDA 
and focus group interviews were deemed suitable and relevant to the aims and 
research questions. Another important aspect of credibility is whether the 
amount of data is sufficient. The amount of data needed depends on the 
complexity of the focus or topic of the research. The recommended number of 
focus group interviews needed for homogeneous groups is between four and 
five, since homogeneity in focus groups contributes to facilitating the ease and 
smoothness of the conversation (119). In this thesis the participants in each 
focus group could be described as homogeneous, as they were all HCPs 
working with men’s SHC at the same clinic. However, for complex topics, 
more interviews can be needed (119). As the complexity of the study topics 
was unknown, we chose to conduct seven interviews, as well as two pilot 
interviews. The pilot interviews examined whether the chosen method and the 
interview guide would generate relevant data to answer the aims of the studies. 
Credibility also deals with similarities within and differences between themes 
(120). One way of illustrating this is by choosing representative quotes. In 
Study I, example quotes were presented in the text and in a table related to sub-
themes and themes. In Study II, each line of reasoning within each theme was 
exemplified with illustrative quotes, either in the form of longer quotes or in 
the form of key words and phrases.  

Dependability concerns consistency in data collection (120) over time. Data 
for the studies in this thesis were collected over a period of nine months. If data 
are collected over a long period of time, changes in study design, based on 
insights gained during the data collection, may alter how questions are asked 
and probes are used during interviews. To mitigate this, an interview guide was 
used (see Appendix) during the focus groups which not only specified 
questions and probes but also included an introductory script that detailed the 
purpose and procedure of the interviews and described why the participants 
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had been asked to participate (i.e. in their professional capacity as HCPs 
working with men’s SHC). The script was read aloud at the onset of each 
interview. The data analysis was not started until all data were collected. 

Transferability refers to the degree to which findings can be transferred to other 
settings and groups (120). Transferability may be suggested by the authors but 
is in reality judged by the reader. Factors that are important for judging 
transferability include how the context, data collection and analysis are 
described, and how details about the study population are presented. As the 
author of this thesis, I suggest that the findings presented here are transferable 
to settings with similar healthcare systems and gender dynamics, in 
Scandinavia and elsewhere. This is not to say that the findings represent the 
notions and discourses of all HCPs who provide SHC to men, but they illustrate 
that HCPs who lack education on men’s sexual health and gender awareness 
may rely on private, biased, or stereotypical notions of men and masculinity in 
SHC. They also illustrate how local discourses, interdiscursively linked with 
institutional and societal discourse on men and masculinity, construct gendered 
social location in SHC. 

5.9.4 DIFFERENTIATION BETWEEN SEXUAL AND 
REPRODUCTIVE HEALTHCARE 

Some participants in Studies I and II worked at clinics that were specifically 
aimed at providing SHC for men; others worked with men’s health from 
broader perspectives, including working with men’s reproductive health. As 
sexual and reproductive health are linked, interdependent, or even in some 
respects integrated (20), it was difficult to ascertain whether some of the 
findings, either in full or in part, also relate to men’s reproductive health. In 
the information provided to participants before and during the interviews, it 
was made clear that our interest lay in men’s SHC. However, we did not define 
sexual health or SHC either before or during the interviews, and participants 
self-selected to participate based on having experiences of working clinically 
with men’s sexual health. In the analysis of both studies, we tried to exclude 
data which only related to men’s health more generally when we could not see 
the bearing it had on men’s SHC and when it related only to men’s reproductive 
health. However, as reproductive and sexual health are, at least in part, 
integrated, it is likely that the findings presented in this thesis about HCPs’ 
notions and discourses on men and masculinity in SHC are relevant for men’s 
reproductive healthcare also. 

Tommy Persson 

33 

5.9.5 CHALLENGES WITH TRANSLATION  
In both qualitative content analysis and CDA, nuances in language and 
translation are important (121, 123). Analysing Swedish texts and translating 
the results into English presented challenges. For instance, the words “manlig”, 
“manlighet” and “maskulinitet” can mostly be used interchangeably in 
Swedish, whereas the corresponding words in English, “manly”, “manliness” 
and “masculinity”, are not interchangeable to the same extent, as manly and 
manliness both denote a more normative notion of masculinity than “manlig” 
and “manlighet” mostly does in Swedish. In the instances where the modality 
of words might differ, we had to closely scrutinise the context of the words in 
the texts to determine whether the participants’ use of the words “manlig” or 
“manlighet” should be translated as manly, manliness or masculinity. The 
same was true for the words “kvinnlig”, “kvinnligt” and “feminint” and how 
they relate to “womanliness”, “womanly” and “femininity”. Another challenge 
was the word “ju” which is an adverb or subjunction and roughly means “of 
course”, “as you know”, “as you can understand”, “actually”, “indeed”, 
“certainly” or “as everyone knows”. Participants used the word “ju” to 
ascertain or affirm that statements were self-evident, true for them, true for 
everyone, or to signal either that the listeners knew and agreed with what the 
speaker was saying or that the speaker wanted support and agreement from the 
listeners. To accurately convey these nuances was challenging. For example, a 
statement such as: 

“Så att det finns ju ändå vissa krav på att man skall vara manlig, 
hos vissa män själva. För det upplevs som manligt att alltid vilja 
ha sex.” 

could be translated as: 

“So actually, there exist certain demands to be masculine, in 
certain men themselves. Because it is perceived as masculine to 
always want sex.”, or 

“So as you know, there exist certain demands to be manly, in 
certain men themselves. Because it is perceived as manly to 
always want sex.”, or 

“So don’t you agree that there exist certain demands to be 
masculine, in certain men themselves? Because it is perceived 
as manly to always want sex.” 
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In sentences where the tone of the statement or modality was unclear, we 
translated “ju” as “actually” and used masculinity/masculine instead of manly 
or manliness, and femininity/feminine instead of womanliness or womanly.  

The challenges with translation and finding the right linguistic nuances 
correspond with findings from an explorative focus group study with Swedish 
gender researchers about the problems encountered by the researchers in 
medicine and the health sciences. The study identified that participants found 
it easier to talk and write about concepts associated with sex and gender in 
English than in Swedish (57). This was partly because the words have different 
connotations and implications in the different languages and partly because the 
participants experienced that there is a greater confusion in the usage of words, 
such as sex and gender, in Swedish. This raises questions about the validity of 
qualitative gender research where data collection is conducted in Swedish and 
writing and publishing in English, as well as questions about the need for 
further clarification of gender-related terminology in Swedish in medicine and 
healthcare research.  
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6 CONCLUSION 
This chapter sets out to highlight the conclusions from the studies and the 
conclusions of this thesis.  

In Study I it was concluded that HCPs balance private and professional notions 
of masculinity, and that that masculinity in SHC needs to be addressed from 
both a professional and structural perspective for HCPs not to have to rely on 
private notions of masculinity in interactions with men seeking SHC. It was 
also concluded that there is a potential bias in the service and management of 
men’s SHC, as the findings indicate deficiencies in organisational prerequisites 
for providing SHC for men. The study illustrates the importance of including 
gender awareness as part of professional education and training, to prevent 
private notions of gender being reflected in professional demeanour and 
treatment of patients.  

In Study II it was concluded that HCPs’ discourses constructed SHC as a 
feminine arena where masculinity is a potentially problematic norm violation 
that HCPs aim to transform, and that HCPs discourses risk othering men. It 
was also concluded that there is a need to include men’s sexual health and 
masculinity in professional education and training, as HCPs lack a professional 
discourse on masculinity and a shared approach to men seeking SHC. A 
professional discourse and a shared approach could create a common 
foundation and a more consistent and knowledge-based approach to men in 
SHC.  

Taken together, this indicates that HCPs’ notions, attitudes and discourses on 
men and masculinities in SHC can pose barriers for men seeking SHC, and that 
there seem to be organisational and educational challenges that need to be 
addressed in order for HCPs to be able to provide accessible and acceptable 
SHC for men according to need. There is a need to address the awareness of 
how gender and masculinity are discussed at SHC clinics, in primary care and 
during medical and healthcare education and training. This includes addressing 
how HCPs’ treatment and professional demeanour towards men seeking SHC 
could be negatively influenced by the othering of men and by the use of gender 
blindness as a strategy.  

This thesis contributes to the theoretical knowledge of how gender in 
healthcare is constructed and to the understanding of masculinity as a social 
location in SHC. 
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7 FUTURE PERSPECTIVES 
The findings in this thesis have implications for the healthcare system, 
specifically for SHC clinics and for primary healthcare.  

HCPs experienced limitations in the conditions under which they work with 
men’s SHC. This indicates a need to review the management and design of the 
healthcare system and for interventions to enable HCPs to offer the best 
possible healthcare for men with SHC needs.  

It can be difficult to be aware of every social norm that influences us, and of 
our own attitudes and notions or how these relate to interactions with others. 
The findings presented here can be used by HCPs working with men’s SHC to 
reflect on their notions and attitudes. They can also be used as grounds for 
efforts towards change and interventions at clinics that want to work with 
gender norms.  

This thesis also has implications for medical and healthcare education and 
training, as the findings suggest that HCPs who work with men’s SHC lack 
knowledge about men’s sexual health, and that there is a need for a 
professionalisation of the understanding of and approach to men and 
masculinity in SHC. Since sexual health is part of public health, it is important 
that education and training creates the conditions for HCPs to be able to offer 
SHC according to need for everyone, regardless of gender. 

This thesis raises questions that could be investigated in future research: 

- What are the organisational prerequisites in healthcare for providing 
SHC for men? 

- What are the formal conditions for HCPs to provide men’s SHC in 
terms of how training and education prepare them for working with 
men’s SHC; e.g. what is the content of curricula, syllabi and study 
literature? 

- How are HCPs’ notions of men and masculinities and discourses of 
masculinity enacted in interactions with men and others seeking 
SHC? 

- How does the discursive othering of men and the construction of 
masculinity as a norm violation in SHC relate to experiences among 
those HCPs who identify as men? 

- How do men with unmet needs for SHC, who have avoided seeking 
SHC, perceive SHC? 
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- What are HCPs’ notions and discourses on femininities and women 
in SHC, and how do they relate to the findings in this thesis 
regarding how gendered social locations in SHC are constructed? 

In addition to answering these questions, it would be interesting and relevant 
to conduct research that examines intersectional perspectives on patients in 
SHC without specifically focusing on gender. The findings presented here 
indicate that HCPs’ notions of preferable patients in SHC relate to intersections 
between age, ethnicity, religion, social class and gender. It is likely that other 
identities, social locations and positions are relevant to consider in such 
explorations.  
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APPENDIX  
Interview guide for focus group interviews: 

Welcome and thank you for taking the time to participate in this focus group. 

My name is Tommy Persson and I will be your moderator. With me I have NN 
[name of co-moderator] who will be the co-moderator and who will take notes 
during the meeting. It would be nice if you can turn off your mobile phones. If 
you must have them on, please put them on silent. 

You are invited to the focus group because you all work clinically with men's 
sexual health. We are interested in your views on men who seek care regarding 
their sexual health. 

The purpose of the focus group is for you to discuss your experiences and your 
understanding of the men who come here. Feel free to start from your own 
experiences and from concrete examples. 

I would like to point out that in research we can only use what you actually say 
- that is, what is recorded, therefore it is important that as much as possible is 
expressed. 

That this is a focus group mean: 

• That you discuss your experiences and views with each other. 
• That there are no right or wrong answers. 
• That it is not about finding consensus 
• That nothing is too small to be included, often the small things can be 

unique and important. 

The idea with the focus group is that you discuss with each other. It is your 
different thoughts, your different views and your different experiences that are 
interesting. 

Me and NN [co-moderator] will mainly listen to you, but we will also: 

• Introduce questions 
• Ask you to clarify or elucidate what you are discussing 
• Address previous topics if we think there is more to discuss about 

those topics 
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The conversation will be audio recorded and therefore it is important that you: 

• Speak one at a time 
• That you do not interrupt each other 
• And that everyone can have a say 

The interview will last until XX:XX [specify time], can everyone stay that 
long? 

I would like to remind you all to respect what is said here and that you do not 
tell anyone else what the other participants have said during the conversation. 
Also remember not to talk about specific patients in a way that makes it 
possible to identify them. 

Do you have any questions? 

Then I think we should begin. 

Presentation (rounds – participants taking turns) 

• Introduce yourself by name and what year you were born. 
• What do you work with and describe what your meeting with men 

usually look like? 

Key Questions (open discussion) 

• Tell us about the men who come here seeking sexual healthcare.  
• What is it like to meet men seeking sexual healthcare? 
• What is masculinity to you? 
• What is your perception of the men that come here? 
• Are there qualities that you consider to be masculine or un-

masculine? 

Conclusion 

• Of all the things we have talked about, what is most important to 
understand what masculinity is? 

• Have any of you thought of something that hasn’t come up? 
• Do you have something you want to bring up NN [co-moderator]? 
• Is there something that feels unclear, something that needs to be 

clarified? 
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Thank you for taking the time to participate. If you have any questions, feel 
free to contact me. Is it okay if I contact you if there is something that needs to 
be clarified by what any of you have said? If you want the article, write your 
name and email address on a list and I will send a copy to that address when 
the article is published. A copy will also be sent directly to the reception. 

Probes 

• Can you give an example of that? 
• Do you all agree with this? 
• What do the rest of you think about this? 
• Do the rest of you recognize this? 
• Does anyone have more/other examples? 
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tell anyone else what the other participants have said during the conversation. 
Also remember not to talk about specific patients in a way that makes it 
possible to identify them. 

Do you have any questions? 

Then I think we should begin. 

Presentation (rounds – participants taking turns) 

• Introduce yourself by name and what year you were born. 
• What do you work with and describe what your meeting with men 

usually look like? 

Key Questions (open discussion) 

• Tell us about the men who come here seeking sexual healthcare.  
• What is it like to meet men seeking sexual healthcare? 
• What is masculinity to you? 
• What is your perception of the men that come here? 
• Are there qualities that you consider to be masculine or un-

masculine? 

Conclusion 

• Of all the things we have talked about, what is most important to 
understand what masculinity is? 

• Have any of you thought of something that hasn’t come up? 
• Do you have something you want to bring up NN [co-moderator]? 
• Is there something that feels unclear, something that needs to be 

clarified? 
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Thank you for taking the time to participate. If you have any questions, feel 
free to contact me. Is it okay if I contact you if there is something that needs to 
be clarified by what any of you have said? If you want the article, write your 
name and email address on a list and I will send a copy to that address when 
the article is published. A copy will also be sent directly to the reception. 

Probes 

• Can you give an example of that? 
• Do you all agree with this? 
• What do the rest of you think about this? 
• Do the rest of you recognize this? 
• Does anyone have more/other examples? 

 




