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Abstract
Introduction: Sexual health is an important aspect of quality of life, yet both health-
care professionals and patients might hesitate to bring up the topic during appoint-
ments. Our study investigated obstetrician- gynecologists' (OB/GYNs') self- reported 
competences in discussing and treating sexual problems, as well as the barriers to 
bringing up the subject. An additional aim was to evaluate the need for continuing 
education in sexual medicine.
Material and methods: A web- based questionnaire was sent to the members of The 
Finnish Society of Obstetrics and Gynecology (n = 1212). The survey was completed 
by 328 respondents (275 specialists and 53 OB/GYN residents). Their background in-
formation (gender, age, education, occupational status, daily number of patients, and 
daily number of patients with sexual health issues) was assessed. The questionnaire 
included four fields: (A) self- reported competence in discussing and treating patients 
with sexual problems (three questions), (B) the barriers to bringing up sexual problems 
with patients (nine questions), (C) the source of education in sexual medicine (two 
questions), and (D) the need for education in sexual medicine (two questions).
Results: Most of the OB/GYNs self- reported their competence to be good in discussing 
sexual problems, but poor in treating patients' sexual problems. The male OB/GYNs 
reported better competence than did the females. Several barriers were identified— 
most frequently, “shortness of the appointment time” (76%), “lack of knowledge about 
sexual medicine” (75%), and “lack of experience with sexual medicine” (74%). Older 
OB/GYNs and male OB/GYNs reported fewer barriers. The majority of the respond-
ents considered their previous education in sexual medicine to be insufficient, espe-
cially in medical school (95%), but also in residency (83%), and they reported a need 
for additional education.
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1  |  INTRODUC TION

Good sexual health is considered to be one of the cornerstones 
of good quality of life.1,2 For women, obstetrician- gynecologists 
(OB/GYNs) hold an important role in the assessment of sexual 
health issues. Sexual concerns are frequent; nevertheless, women 
may not bring up the topic themselves during appointments, in-
stead often expecting the healthcare professionals to initiate the 
conversation.1,3 According to a Latvian study,4 80% of the women 
reported that they would like to be asked about sexual health 
issues during their gynecological visits, but only one- third of 
them had that experience. In a Norwegian study, 87% of women 
stated that they would accept, of which 35% would like that the 
gynecologist ask about sexual function during an appointment.5 
Shame and other psychoemotional barriers were considered to be 
the main obstacles preventing women from starting the conver-
sation.4 In a Swedish study, the majority of young women hav-
ing a gynecological examination reported that they had never 
been asked about sexual health issues (76%– 99%, depending on 
the specific question).6 A British survey showed that 37% of the 
women in (uro)gynecology clinics had a sexual complaint, but only 
17% volunteered this information, and the rest only admitted it 
when questioned.7

The American College of Obstetricians and Gynecologists 
has recommends that OB/GYNs should initiate a clinical discus-
sion of sexual function during routine care visits.8 Likewise, the 
European Board and College of Obstetrics and Gynecology states 
that women should have the opportunity to address sexual health 
problems alongside matters related to contraception and general 
sexual health.9 However, for clinicians, several barriers may hin-
der them in bringing up the issue, the most frequently identified 
being the limited time in appointments and a lack of education.10,11 
Additionally, embarrassment12 and the absence of effective treat-
ment options11,12 have been found to be obstacles to discussing 
sexual health issues. Mixed results have been reported in the 
studies focusing on the association between OB/GYNs' gender 
and age with regard to bringing up sexual health issues as a part 
of their routine clinical work.11,13– 15 In some studies, female13,14 
and younger13 physicians were found to be more likely to ask 
about sexual activity compared to male and older physicians, 

respectively. However, in other studies, no differences concerning 
the OB/GYNs' gender15 or age14,15 have been found. According to 
a meta- analysis conducted in the United States, male OB/GYNs 
typically provide higher self- ratings than do female OB/GYNs in 
a number of areas (training, knowledge, performance, confidence, 
and competence or ability).16 In that meta- analysis, altogether 97 
articles assessed gender differences, of which 11 articles evalu-
ated self- ratings. Similar findings of higher self- reported ratings 
among male physicians compared to female physicians have also 
been reported in other specialties.17,18

Many barriers to discussing sexual health have also been 
reported from the perspective of the patients. According to a 
Swedish study, of women with prolonged or severe dyspareunia, 
only 28% had consulted a physician.19 In another study carried 
out in five Anglophone countries, only 32% of men and women 
with sexual problems had sought medical care.20 The barriers 
to seeking medical care included the lack of bothersomeness,20 
embarrassment,20 doubt about the possibility of a cure,21 faith 
in the spontaneous remission of the problem,21 and the fear of 
stigma.21 In addition, many patients did not think they had a med-
ical problem.20,21

Our study investigated OB/GYNs' self- reported competence 
in discussing and treating sexual problems during appointments in 
Finland. The barriers related to bringing up the issue were also as-
sessed. We hypothesized that OB/GYNs face a range of barriers that 
prevent them from bringing up sexual health issues, even though 
they treat problems closely related to patients' sexual function. The 
information provided by our study can be used for planning and or-
ganizing future education in sexual medicine.

Conclusions: Our study indicated several barriers that hindered OB/GYNs from as-
sessing sexual problems during appointments. Although OB/GYNs reported a good 
competence in discussing sexual problems, they reported a poor competence in treat-
ing them. Their previous education in sexual medicine was rated as insufficient, and 
continuing education was desired. The information provided by our study can be used 
for improving and organizing education in sexual medicine, which is crucial for dimin-
ishing the barriers to discussing and treating sexual problems.

K E Y W O R D S
barriers, competence, education, gender, obstetrician- gynecologist, sexual medicine

Key message

Obstetrician- gynecologists self- reported a good com-
petence in discussing, but a poor competence in treating 
sexual problems. Several barriers emerged, a lack of time 
being the most frequently identified. The majority consid-
ered their current state of education in sexual medicine 
insufficient.
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2  |  MATERIAL AND METHODS

This study was a part of the Finnish Sexual Medicine Education 
(SexMEdu) study investigating the level of education in sexual 
medicine in Finland. The participants were among the members of 
The Finnish Society of Obstetrics and Gynecology, which consists 
mainly of OB/GYN specialists and residents. The Society had 1212 
members in 2019, including both working and retired OB/GYNs. 
The vast majority of OB/GYNs specialists and residents belong to 
The Finnish Society of Obstetrics and Gynecology, as it offers an-
nual national educational meetings throughout the year and serves 
as a networking platform. OB/GYN residents often join the Society 
already at the beginning of their training. In Finland, there were 
680 specialists in OB/GYN in 2019, of which 87% were female.22 
The Finnish Society of Obstetrics and Gynecology permitted us 
to send a questionnaire to members using its register of contact 
details. We did not have access to the actual register; instead, the 
Society forwarded our request to its members. A web- based ques-
tionnaire and two reminders were sent between January 2019 and 
February 2020. Furthermore, an additional email was sent to chief 
physicians of OB/GYN in hospitals in order to improve the response 
rate. In the preface, it was stated that the questionnaire was di-
rected only at OB/GYN specialists and residents. Background in-
formation included gender (female/male/other), age, education 
(specialist/resident), occupational status (hospital/private sector/
researcher/clinical teacher/primary health/retired/other [maternal 
leave/leave of absence/sick leave/not currently working]/student; 
every responder could have several occupations), number of pa-
tients treated per day (1– 10/≥11), and number of patients dealt with 
sexual health issues per day (0/1– 5/≥6).

The questionnaire was a modification of the Portuguese SEXOS 
study questionnaire.17 Permission to use the questionnaire was 
received from the Portuguese researchers. Translation to Finnish 
was carried out from the English version of the SEXOS question-
naire. This part of the study included the following four fields: (A) 
Self- reported competence in discussing and treating patients with 
sexual problems (three separate questions), (B) Barriers to bringing 
up sexual problems during OB/GYNs' appointments (nine separate 
items), (C) Source of education in sexual medicine (two separate 
questions), and (D) Need for education in sexual medicine (two sep-
arate questions).

The questions are presented in Table 1. The web- based ques-
tionnaire was programed not to proceed in case of a missing answer, 
ensuring that every participant submitted a complete questionnaire. 
The possible duplicate questionnaires were omitted (the same gen-
der, age, the university and the year of graduation of medical degree 
and the university and the year of graduation of OB/GYN specialist).

2.1  |  Statistical analyses

Data is presented with frequencies (percentages). In the analyses, 
each question in fields A and B was dichotomized (A: questions 1 and 

2 were “poor” or “quite poor” vs “good” or “quite good” and question 
3 was “a major problem” or “a moderate problem” vs “not a prob-
lem” or “a minor problem”; B: “very much” or “much” vs “not at all” 
or “some”). The “cannot say” responses in field B and in question 3 
in field A were omitted from the analyses. Question 2 in field C was 
dichotomized as “insufficient” or “quite insufficient” vs “sufficient” 
or “quite sufficient.” Question 1 in field C and question 2 in field D 
were multiple- choice questions with several options.

In the four fields of interests, (A– D), multivariable binary logistic 
regression was carried out with adjustment for the OB/GYNs' gen-
der (female/male), age (28– 39/40– 49/50– 74 years), daily number of 
patients treated (1– 10/≥11) and daily number of patients who dealt 
with sexual health issues (0/1– 5/≥6). In each field, each question 
was examined separately in the analyses. The results are presented 
using adjusted odds ratios (aORs) with 95% confidence intervals 
(CIs). p- values of less than 0.05 were considered statistically signifi-
cant. Statistical analyses were performed using the SAS System for 
Windows, version 9.4 (SAS Institute Inc.).

2.2  |  Ethics statement

The study protocol was approved by the Ethics Committee of 
Turku University (44/2017) on September 11, 2017. The Finnish 
Sexual Medicine Education (SexMEdu) study respected the Helsinki 
Declaration in terms of the anonymity of the participants and ob-
taining of informed consent. Replying to the questionnaire implied 
consent, which was made clear to the respondents within the 
questionnaire.

3  |  RESULTS

The survey was completed by 328 respondents, resulting in a re-
sponse rate of 27%. Of these, 275 were OB/GYN specialists and 53 
were residents. Eight respondents reported not working as clini-
cians, leading to their exclusion. In addition, there were 21 possible 
duplicates, which were omitted. Thus, 299 questionnaires were eli-
gible for the analysis (Figure 1). Basic characteristics of the respond-
ents are shown in Table 2. The mean age of the respondents was 
47.1 years (SD 11.0, range 28– 74 years). The mean age of the female 
respondents was 46.5 years (SD 10.5, range 28– 74 years) and the 
male respondents 55 years (SD 14.0: range 30– 74 years). Of all, 214 
OB/GYNs reported working in a hospital, and of these, 44% also re-
ported working in the private the sector, 19% as researchers, 7% as 
clinical teachers and 3% in primary health care. Moreover, 58 (19%) 
OB/GYNs reported to work in the private sector only. Furthermore, 
12 retired OB/GYNs reported working in the private sector after 
having had a career working in a hospital, which is also allowed in 
Finland.

The results of self- reported competence in discussing and 
treating patients with sexual problems are shown in Table 3. 
Most of the OB/GYNs (72%, n = 215/299) reported that their 
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general competence in discussing sexual problems with their pa-
tients was good or quite good. However, an identical percentage 
(72%, n = 216/299) reported that their competence in treating 
patients' sexual problems was poor or quite poor. Compared to 
the male OB/GYNs, the female OB/GYNs were more likely to 
report a poor or quite poor competence treating (female 75%, 
n = 209/278 vs male 33%, n = 7/21) their patients' sexual prob-
lems. Additionally, there was a statistical tendency (aOR 4.41, CI: 
0.95– 20.36, p = 0.058) that the female OB/GYN were more likely 
to report a poor or quite poor competence in discussing sexual 
problems with their patients (female 29%, n = 82/278 vs male 
10%, n = 2/21). As for age groups, the OB/GYNs in the age group 
of 40– 49 years were less likely to report poor or quite poor com-
petence to discuss compared to the age group of 28– 39 years. 
No differences according to the number of patients treated daily 
were found. Furthermore, the more often the OB/GYNs dealt 
with sexual health issues with patients daily, the less they re-
ported a poor or quite poor competence in discussing (0 patients 
per day dealt with sexual health issues: 43%, n = 18/41 vs 1– 5 
patients per day: 27%, n = 61/221 vs ≥6 patients per day: 14%, 
n = 5/37) and treating (0 patients per day dealt with sexual health 
issues: 89%, n = 36/41 vs 1– 5 patients per day: 76%, n = 183/221 
vs ≥6 patients per day: 32%, n = 12/37) their patients' sexual 

TA B L E  1  Study questionnaire

(A) The self- reported competence in discussing and treating patients 
with sexual problems

1. How do you classify your competence in discussing sexual 
health problems with your patients?

“Good”/“Quite good”/ “Quite poor”/ “Poor”

2. How do you classify your competence in treating your patients' 
sexual problems?

“Good”/“Quite good”/“Quite poor”/“Poor”

3. How easy is it for you to discuss sexual health issues if your 
patient addresses the subject?

“Not a problem”/“A minor problem”/“A moderate problem”/“A 
major problem”/“Cannot say”

(B) The barriers to bringing up sexual problems during OB/GYNs' 
appointments

Each item rated on a 5- point scale of

1 = “Not at all”, 2 = “…,” 3 = “…,” 4 = “Very much”, and 5 = “Cannot say”

Bringing up sexual problems with patients hinders:

• Shortness of the appointment time

• Sexual problem not being a priority in the appointment

• Personal attitudes and beliefs

• Personal discomfort when addressing sexual problems

• Lack of knowledge about sexual medicine

• Lack of experience with sexual medicine

• Lack of effective treatment for sexual problems

• Fear of failing to respond to patients' sexual problems

• Disability of the patient

(C) The source of education in sexual medicine

1. From which sources have you gained your knowledge about 
sexual medicine that you use in your patient work? (you can 
choose more than one option)

“Medical books”/“Medical journals”/“Continuing education”/ 
“Congresses”/ “Consultation of guideline”/ “Education given 
in medical school”/ “Consultations and discussions with 
colleagues”/ “Education given in residency”/ “Sexuality 
counselor (authorized) training”/ “Sexuality therapist 
(authorized) training”/ “Clinical sexologist (authorized) 
training”/ “Other therapy training”/ “Sexuality educator 
(authorized) training”/ “Other, what:_____________”

2. How sufficient do you classify your prior education as a 
source of education when considering your sexual medicine 
competence?

Each item rated on a 5- point scale of

1 = “Insufficient”, 2 = “…,”3 = “…,” 4 = “Sufficient,” and 5 = “Not taken”

(a) Medical school

(b) Residency

(c) Continuing medical education

(D) The need for education in sexual medicine

1. Do you feel a need for continuing education in sexual medicine?

“Yes”/ “No”

2. If you answered “yes” in which form would you prefer receiving 
continuing education?

“Lectures”/“Workshops”/“Simulations”/ “Online learning 
platforms”/“Something else, what:____________”

F I G U R E  1  Flowchart of the study.
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problems. If the patient brought up sexual health issues herself, 
almost all (98%, n = 294/299) of the OB/GYNs reported having 
no or only minor problems with discussing the subject, with no 
differences related to gender, age, or daily number of patients (no 
“cannot say” responses).

The frequencies of the various barriers to bringing up sexual 
problems are presented in Table 4. In the entire cohort, the four 
most important barriers were “shortness of the appointment time”, 
“lack of knowledge about sexual medicine”, “lack of experience with 
sexual medicine”, and “sexual problem not being a priority at the ap-
pointment”. More female OB/GYNs than male OB/GYNs reported 
that “shortness of the appointment time”, “lack of knowledge about 
sexual medicine”, “lack of experience”, and “lack of effective treat-
ment” were barriers much or very much of the time when bringing 
up sexual problems. Compared to the OB/GYNs in the youngest age 
group, fewer OB/GYNs in both of the older age groups reported bar-
riers much or very much of the time concerning “shortness of the 
appointment time”, “lack of knowledge about sexual medicine”, “lack 
of experience with sexual medicine”, and “fear of failing to respond 
to patients’ sexual problems”.

No differences emerged according to the number of patients 
treated daily. Furthermore, the OB/GYNs dealt with sexual health 
issues with patients less frequently were more likely to report that 
“shortness of the appointment time”, “sexual problem not being a 
priority at the appointment”, “lack of knowledge”, “lack of experi-
ence”, and “fear of failing to respond to patients” problems were 
barriers.

The participants' sources of education in sexual medicine are 
presented in Figure 2. The most important source was medical 
journals (68%, n = 202/299), followed by consulting/discussing 
with colleagues (56%, n = 168/299), continuing medical education 
(CME) (50%, n = 149/299), and medical books (45%, n = 134/299). 

TA B L E  2  Basic characteristics (n = 299)

% (n)

Gender

Female 93 (278)

Male 7 (21)

Other 0 (0)

Age (years)

28– 39 27 (82)

40– 49 36 (107)

50– 74 37 (110)

Education

Specialist in OB/GYN 83 (249)

Resident in OB/GYN 17 (50)

Occupational statusa

Working in a hospital 72 (214)

Working in the private sector 56 (166)

Working as a researcher 14 (41)

Working as a clinical teacher 5 (16)

Working in primary health care 5 (14)

Patients treated per day

1– 10 39 (116)

≥11 61 (183)

Patients dealt with sexual health issues per day

0 14 (41)

1– 5 74 (221)

≥6 12 (37)

aMore than one occupational option could be chosen. Also includes OB/
GYNs who reported to be retired, students, on maternal leave or sick 
leave.

TA B L E  3  Self- reported competence in discussing and treating 
patients with sexual problems (n = 299)

Discussing with 
patients Treating patients

Poor or quite poor Poor or quite poor

28% (n = 84) 72% (n = 216)

aOR 95% CI aOR 95% CI

Gender p = 0.058 p < 0.0001

Male ref ref

Female 4.41 0.95– 20.36 11.01 3.76– 32.73

Age p = 0.034 p = 0.403

28– 39 ref ref

40– 49 0.41 0.21– 0.81 0.63 0.30– 1.34

50– 74 0.72 0.39– 1.35 0.62 0.29– 1.33

Patients 
treated 
per day

p = 0.454 p = 0.631

≥11 ref ref

1– 10 0.81 0.47– 1.40 0.86 0.48– 1.57

Patients 
dealt with 
sexual 
health 
issues per 
day

p = 0.014 p < 0.0001

≥6 ref ref

1– 5 2.56 0.94– 7.01 7.93 3.61– 17.42

0 5.55 1.70– 18.08 27.76 7.28– 105.82

Note: p- values are over the group values. aOR higher than 1 indicates 
worse self- reported competence in the comparison group compared 
to the reference group (two categories: poor or quite poor vs good or 
quite good) in discussing or treating patients. aOR less than 1 indicates 
better self- reported competence in the comparison group compared 
to the reference group (two categories: poor or quite poor vs good or 
quite good) in discussing or treating patients. The multivariable binary 
logistic regression was carried out with adjustment of OB/GYNs' gender 
(female/male), age (28– 39/40– 49/50– 74 years), the number of patients 
treated per day (1– 10/≥11) and the number of patients dealt with sexual 
health issues per day (0/1– 5/≥6).
Abbreviations: aOR, adjusted odds ratio; CI, confidence interval; 
multivariable logistic regression.
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Most of the OB/GYNs (95%, n = 283/299), reported that the ed-
ucation in sexual medicine they received during medical school 
was insufficient, and 83% (n = 248/299) considered the educa-
tion in sexual medicine they received during their residency to 
be insufficient. CME was rated better, yet 43% (n = 129/299) still 
considered it insufficient. Nearly one third of the OB/GYNs (27%, 
n = 81/299) reported not participating in CME related to sexual 
medicine at all.

A vast majority of the OB/GYNs (92%, n = 276/299), reported 
a need for CME in sexual medicine. Here, there was a difference 
between the age groups: compared to the OB/GYNs in the 28– 39 
age group, those in the 40– 49 age group were more likely to re-
port a need for CME (aOR 15.34, 95% CI: 1.92– 122.59, p = 0.010). 
Compared to the OB/GYNs dealt with sexual health issues with 
1– 5 patients daily, those OB/GYNs dealt with 0 patients daily 
were more likely to report a need for CME (aOR 3.34, 95% CI: 
1.09– 10.26, p = 0.036). No other differences emerged related to 
gender or daily number of patients. Those reporting a need for 
CME preferred to receive this education through lectures (91%, 
n = 249/275) and online learning platforms (58%, n = 160/275), 
followed by workshops (26%, n = 71/275) and simulations (16%, 
n = 44/275).

4  |  DISCUSSION

Our study is the first to survey the barriers to bringing up sexual 
problems in OB/GYNs' appointments in Finland, and, to the best 
of our knowledge also in Scandinavia. Although the OB/GYNs self- 
reported a good level of competence in discussing sexual problems 
with their patients, they considered their competence in treating 
these problems to be poor. This finding was most evident among 
female OB/GYNs. The OB/GYNs indicated several barriers to bring-
ing up sexual problems, among which “shortness of the appointment 

time” was the most important. Furthermore, “lack of knowledge 
about sexual medicine” and “lack of experience with sexual medi-
cine” were highlighted. Interestingly, a minority reported facing bar-
riers related to their “personal attitudes and beliefs”, their “personal 
discomfort”, or “disability of the patient”. Our findings bring to atten-
tion the need for continuing education in sexual medicine, which the 
OB/GYNs themselves also wished for. It was notable that the educa-
tion in sexual medicine given in medical school and even in residency 
was considered to be insufficient.

In our study, the most frequently reported barrier to bringing up 
sexual problems with patients was “shortness of the appointment 
time”. Our results confirmed the results of previous studies among 
OB/GYNs and urogynecologists in various countries.10,11,15 Similar 
barriers related to time have also been described in studies con-
ducted in other specialties.17,23,24 Furthermore, we found that female 
OB/GYNs, younger OB/GYNs, and OB/GYNs who reported dealing 
with sexual health issues less often were more likely to report this 
barrier. Sexual health issues can be complex and, thus, undoubtedly 
time- consuming to address. Therefore, methods facilitating for in-
stance sexual history taking, such as computer applications25 and 
screening tools,26 could be useable.

In addition, in our study, “lack of knowledge and experience 
with sexual medicine” and “fear of failing to respond to pa-
tients” sexual problems' were reported to be important barriers. 
Comparable findings have previously been reported among both 
OB/GYNs10,11,15 and general practitioners.23,24 All these barriers 
emphasize the need for high- quality and sufficient education. 
Indeed, the majority of the OB/GYNs in our study regarded that 
their education in sexual medicine was insufficient and the vast 
majority expressed the need for continuing education. These 
findings are similar to those of previous studies conducted among 
OB/GYN residents27,28 and medical students.29 A crucial prob-
lem is that education in sexual medicine is fragmented and non-
standardized, and it also differs from country to country. Most 

F I G U R E  2  Self- reported sources of education in sexual medicine, n = 299 (more than one option could be chosen). *Sexuality educator/
counselor/therapist, clinical sexologist training (authorized).



    |  197AROMAA et al.

medical programs dedicate only a few hours to sexual health 
content, the majority of which is focused on reproduction and 
disorders of anatomy rather than on practicing how to integrate 
sexual health into clinical anamnesis and conversations.30 It could 
be worthwhile to introduce efficient models, such as “Permission, 
Limited Information, Specific Suggestions, and Intensive Therapy 
(PLISSIT)”,31 and “Bring up, Explain, Tell, Time, Educate, Record” 
(BETTER)”,32 which are counseling models to both assess and man-
age a patient's sexuality concerns.

According to our results, the male OB/GYNs self- reported better 
competence in both discussing (tendency) and treating patients with 
sexual problems than the female OB/GYNs. In addition, the female 
OB/GYNs reported more barriers to bringing up sexual problems, 
especially those barriers concerning “lack of knowledge, experience, 
and effective treatment”. Our findings are in agreement with previ-
ous studies.16– 18 According to a meta- analysis, the male OB/GYNs 
provided higher self- ratings than the female OB/GYNs in a number 
of areas, such as training, knowledge, performance, confidence, and 
ability.16 Furthermore, in a German study among urologists and urol-
ogy residents, the male urologists self- reported a higher level of con-
fidence in taking care of patients with sexual- related problems and 
self- reported facing fewer barriers when addressing sexual health 
issues compared to female urologists.17 Compared to female respon-
dents, male respondents have also been found to self- rate themselves 
as having a higher level of competence in fields other than medicine 
(eg computer skills, grammar, and mathematics).16 Accordingly, these 
results may reflect the historical position of women in society com-
pared to men, as the respondents may have unconsciously adopted 
these views. It is noteworthy that all these previous studies have evalu-
ated self- reported competence, not the actual competence. Thus, one 
important point would be to support the females' self- confidence and 
self- esteem. Another explanation might echo the fact that, during the 
past few years, the proportion of young female OB/GYN has grown in 
Finland, and only few young OB/GYNs are male; in our study, too, the 
male OB/GYNs were older and, therefore, probably more experienced, 
which could partly have affected our results concerning gender.

The older OB/GYNs were less likely to report barriers to bring-
ing up the issue compared to the younger OB/GYNs. This is a novel 
finding, and an explanation for it could be that the OB/GYNs' expe-
rience, self- confidence, and interest in the topic grow as their ca-
reers progress, lessening the barriers to addressing the topic with 
patients. The life experience of senior OB/GYNs may also make 
it easier for them to speak about sensitive topics. In some previ-
ous studies, female13,14 and younger13 physicians were found to be 
more likely to ask about sexual activity compared to male or older 
physicians. In these studies, however, the study aim differed from 
ours, as we studied the self- rated competence and barriers, not the 
working methods.

Possible reasons why some OB/GYNs reported a poor level of 
competence in treating sexual problems include the ineffectiveness 
of the available treatments. Thus, in addition to improving education 
in sexual medicine for physicians, there is a general need for more 
research on women's sexual problems.

One of our study's merits was the questionnaire, which was pre-
viously used in different populations.23,24 It contained a wide panel 
of questions and therefore provided feasible information about sex-
ual medicine. In addition, the questionnaire was online, which per-
mitted anonymous replies; thus, it was plausible that we received 
more honest answers compared to those obtained during personal 
interviews. The web- based questionnaire was also a practical tool, 
allowing us to gather a large amount of information. Furthermore, 
the respondents could choose the place and time most convenient 
for them to fill out the survey. The questionnaire was designed not 
to progress if replies were missing, which guaranteed that the ques-
tionnaire was complete for every respondent.

We enrolled participants from The Finnish Society of Obstetrics 
and Gynecology. Although our response rate was quite low, it fell 
within the range reported in previous studies among OB/GYNs 
(18%– 65.6%)10,11,13– 15 and was higher than that reported in a study 
among urologists (16%).17 During the last few decades, the general 
interest in taking part in surveys has declined.33 It is also noteworthy 
that there is a large group of retired OB/GYNs among the members 
of the Society, who do not practice and thus did not obviously reply 
to the survey. In addition, also physicians in other specialties can be 
members of The Finnish Society of Obstetrics and Gynecology; how-
ever, the preface of the questionnaire indicated that the survey was 
intended only for OB/GYN specialists and residents. In 2019, at the 
time of our survey, there were 680 specialists in OB/GYN in Finland 
under 65 years old.22 In our study, there were 231 specialists in OB/
GYN under 65 years old; accordingly, the respondents to our survey 
represented one third (34%) of the specialists in OB/GYN in Finland 
in 2019. Furthermore, majority, 72%, of our respondents reported to 
work in a hospital, which was somewhat higher percentage than es-
timated in the report conducted by the Finnish Medical Association 
(https://www.eriko isala ni.fi/tulok set/16?emp=rt- 1). The fact that we 
sent an additional email to chief physicians of OB/GYN in hospitals in 
order to improve the response rate, plausibly led to a higher propor-
tion of the OB/GYNs who were working in a hospital to respond to 
our survey. Nevertheless, 44% of them reported to practice also in 
the private sector, which is in concordance with the estimation of the 
Finnish Medical Association. However, we are fully aware that, with a 
higher response rate, our results would have been more reliable and 
easier to interpret and expand to apply to OB/GYNs in general.

The information about nonresponders was not available for com-
parison as we did not have any access to the actual register of the 
Society. Therefore, our results could be distorted by the fact that the 
OB/GYNs who were more interested in sexual medicine were keener 
to complete our survey. However, by assessing the information re-
lated to the daily number of patients with sexual health issues and 
by sorting the data in the analyses accordingly, we could evaluate 
that effect. Furthermore, the information regarding the participants' 
former education was retrospective, going back several decades for 
some of the respondents. Females were more strongly represented 
among our respondents; however, the gender ratio correlated with 
that of the OB/GYNs in Finland.22 Thus, the findings regarding gen-
der differences should be confirmed using larger samples. Last, our 

https://www.erikoisalani.fi/tulokset/16?emp=rt-1
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study included only Finnish OB/GYNs; therefore, our results might 
not be directly applicable to OB/GYNs in other countries. However, 
our respondents likely formed a consistent study group, as Finland is 
a racially and culturally homogenous country.

5  |  CONCLUSION

The Finnish OB/GYNs who participated in this study self- reported 
a good competence in discussing sexual problems with their pa-
tients, whereas their competence in treating these problems was 
self- evaluated as being poor. Several barriers to bringing up sexual 
problems emerged, including a lack of time during appointments. 
Our study clearly showed the great need for continuing education 
in sexual medicine, as most of the OB/GYNs considered their edu-
cation to be insufficient and expressed a need for more education. 
Implementing sexual medicine as one of the learning objectives in 
the curriculum of the OB/GYN specialist degree could diminish the 
identified barriers in future.
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