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ABSTRACT

Introduction: Doctors experience barriers in consultations that compromise engaging with patients on sensitive
topics and impede history taking for sexual dysfunction.

Aim: The aim of the study was to identify barriers to and facilitators of sexual history taking that primary care
doctors experience during consultations involving patients with chronic illnesses.

Methods: This qualitative study formed part of a grounded theory study and represents individual interviews
with 20 primary care doctors working in the rural North West Province, South Africa. The doctors were inter-
viewed on the barriers and facilitators of sexual history taking they experienced during 151 recorded consultations
with patients at risk of sexual dysfunction. Interviews were transcribed and line-by-line verbatim coding was
done. A thematic analysis was performed using MaxQDA 2018 software for qualitative research. The study com-
plied with COREQ requirements.

Outcome: Doctors’ reflections on sexual history taking.

Results: Three themes identifying barriers to sexual history taking emerged, namely personal and health system
limitations, presuppositions and assumptions, and socio-cultural barriers. The fourth theme that emerged was
the patient-doctor relationship as a facilitator of sexual history taking. Doctors experienced personal limitations
such as a lack of training and not thinking about taking a history for sexual dysfunction. Consultations were com-
promised by too many competing priorities and socio-cultural differences between doctors and patients. The doc-
tors believed that the patients had to take the responsibility to initiate the discussion on sexual challenges.
Competencies mentioned that could improve the patient-doctor relationship to promote sexual history taking,
include rapport building and cultural sensitivity.

Clinical implications: Doctors do not provide holistic patient care at primary health care settings if they do not
screen for sexual dysfunction.

Strength and limitations: The strength in this study is that recall bias was limited as interviews took place in a
real-world setting, which was the context of clinical care. As this is a qualitative study, results will apply to pri-
mary care in rural settings in South Africa.

Conclusion: Doctors need a socio-cognitive paradigm shift in terms of knowledge and awareness of sexual dys-
function in patients with chronic illness. Pretorius D, Mlambo MG, Couper ID. “We Are Not Truly Friendly
Faces”: Primary Health Care Doctors’ Reflections on Sexual History Taking in North West Province. Sex
Med 2022;10:100565.
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INTRODUCTION

South Africa has a history of conservative values where sexual-
ity is often perceived as shameful and heteronormative.1 With
the first announcement on AIDS in 1982, sexuality−especially
sexual risk behavior and HIV, became part of public discussions.
In South Africa, various media and health promotion campaigns
were launched after 1991 to improve awareness and prevention
of the disease.2 This not only created awareness in doctors and
patients around the illness, but also the expectation that health
care workers and patients would talk comfortably about sexual
health. Sexual health forms the core of the burden of disease in
South Africa, and includes women’s and men’s sexual health, sex-
ually transmitted infections, gender-based sexual exploitation due
to poverty and hunger, sexual violence and rape.3,4 The expecta-
tion was that the presumed comfort talking about HIV, would
also open the door for raising concerns about sexual function-
ing.5 Lewis and Bor6 postulated that patients often used undiffer-
entiated complaints, chronic disease and/or a request for
medication as a so-called “ticket of admission” to discuss sexual
functioning; a mere request for a repeat of a script for medication
in primary care could trigger a discussion on sexual challenges.
However, globally, studies have suggested that sexual history tak-
ing was often neglected in the scope of a primary care consulta-
tion.7-9 The question therefore was, what were doctors’ views on
taking a sexual history and the factors they experience during
routine consultations in primary care that could promote or limit
sexual history taking.

Globally, it is known that health care workers attribute the
omission of taking a sexual history to feelings of embarrassment
and discomfort.9,10 This discomfort often originates from the
age and gender discordance between the professionals and
patients.11-13 Other barriers to sexual history taking are time con-
straints, knowledge of sexual dysfunction and how to initiate a
discussion about sexual health.10,11,13-15 There is also evidence
that undergraduate and post graduate training fails to empower
doctors with the knowledge and skills to explore and manage sex-
ual dysfunction confidently.16-20 Cultural and religious factors,
either due to the conservative climate they create, or perceived
differences and expectations between patient and doctor, can
inhibit the free discussion of sexual health.21-24 Some studies
suggested that the doctor’s personality could prevent sexual his-
tory taking.25-27 A lack of awareness of or underestimating sexual
health challenges, failing to pick up cues patients give or a lack of
patient centeredness also contributed to the omission of sexual
history taking.28-33 Furthermore, a lack of management options
was identified by some researchers as a barrier to sexual history
taking.12,34 In addition, the demarcation of sexual medicine can
also either inhibit or promote discussion of sexual challenges. In
a study conducted in Korea, Taiwan and Singapore, 648 of 810
(80%) of the doctors spontaneously associated men’s sexual
health as a domain of urology.10 The same study found that doc-
tors often associated men’s sexual health in Asia mainly with
diabetes (65%) and hypertension (61%) and therefore did not
screen routinely for sexual dysfunction.10 A qualitative study
with middle aged women in Sweden suggested that women
thought that sexual problems fall in the domain of a gynecologist
and would thus not raise it with their general practitioner.27 In
Africa, women often do not even know that sexual dysfunction is
a medical condition, whilst others seek help in traditional medi-
cine that may even be harmful.35,36

Till now, South Africa had no research studies on sexual his-
tory taking and the barriers that doctors experienced when taking
a sexual history. Most previous studies on the barriers to sexual
history taking were quantitative and these surveys relied on recall
of what the doctors thought they did, which may differ from
actual practice. The current study sought to limit this type of
recall bias by first observing consultation practice and then dis-
cussing barriers the sexual history taking barriers they experi-
enced during the consultations

This article represents part of a broader study on observed sex-
ual history taking using recorded primary care consultations with
patients at risk of sexual dysfunction due to diabetes and hyper-
tension. Following recorded consultations, the doctors had an
opportunity to express their opinions and perceptions about fac-
tors that either promote or prevent sexual history taking during a
routine consultation. The aim of the study was to identify bar-
riers to and facilitators of sexual history taking that primary care
doctors experienced during the recorded consultations involving
patients with chronic illnesses.
Research Methods and Design
This was a grounded theory study to describe sexual history

taking in primary care chronic consultations with patients at risk
of sexual dysfunction.37 The individual interviews method was
selected as it provides a broad basis of information; uncovers sub-
tleties in attitudes and allows personal opinions from participants
which may not be raised in a group.38,39 The researcher inter-
viewed the doctors individually at the end of the recorded consul-
tations to debrief them and to explore barriers to and facilitators
of sexual history taking that they experienced during these
recorded consultations.
Setting
The study was carried out in the rural Dr Kenneth Kaunda

Health District in the North West Province, South Africa. In
this district, just over 700 000 inhabitants are served by 1
regional and 3 district hospitals, as well as 9 community health
centers and 27 clinics.40 Twenty-eight doctors worked in pri-
mary care at the time of the data collection and each doctor con-
sulted up to 25 patients per day. The doctors in primary care
consists of Family Physicians, registrars in Family Medicine, a
few career senior medical officers, and the medical interns, who
after graduating, are physicians in a vocational training program.
Sex Med 2022;10:100565
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The composition of these doctors (specialist/registrar/medical
officer/intern-patient ratio-is consistent between and within the
provinces. As these doctors do not report to the university and
the findings of the study were reported in the form of articles,
there was no conflict of interest or power imbalance in terms of
reporting lines or disclosure of results, respectively.
Study Population and Sampling
One-hundred-and-fifty-one consecutive consultations with

patients theoretically at risk of sexual dysfunction due to diabetes
and hypertension (Figure 1) formed the basis of this study. All
the doctors working in primary care were recruited for this study.
Family Physicians were excluded as they work with the researcher
and the researcher-participant relationship as well as the nature of
the study could be compromised if they were included. Twenty-
one doctors consented to participate in the study. One doctor
was subsequently excluded from the interviews due to illness.
Data Collection
Written informed consent was obtained from the doctors for

a face-to-face interview after the recording of the routine consul-
tation; initial consent blinded the focus on sexual history taking.
Solo doctors were interviewed at the end of the working day fol-
lowing the recording of the consultations. At the group practice,
the interviews were only conducted after the completion of the
recordings which took 12 working days, to avoid the doctors
speaking to each other. Interviews were then scheduled at the
convenience of the doctor either during lunch breaks or the end
of the working day.

An interview guide gave the same opening statement for all
the interviews. In the opening statement, the researcher gave the
doctors an overview of the prevalence of sexual dysfunction in
Figure 1. The research process f
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patients with diabetes and hypertension as well as research find-
ings on patients’ wishes to discuss sexual dysfunction with their
doctors. The focus of the research study namely, sexual history
taking for sexual dysfunction was unblinded at that point. The
doctors were then asked to share their experiences during the
recording of the consultations and were offered the opportunity
to view their recordings. The researcher asked probing questions
about the barriers and facilitators of sexual history taking, as well
as training the doctors had regarding these. A short summary of
the interview at the end of the session gave the doctors the
opportunity to clarify the content of the discussion. Field notes
were recorded during the entire study.
Data Analysis
Descriptive statistics were used to present demographic char-

acteristics. A trained research assistant and a transcriber both
transcribed the interviews to improve accuracy because of poor
sound quality. The researcher verified the transcriptions, after
which they were analyzed using MaxQDA 201841 qualitative
software. The research team reviewed the coding categories
(member check) and data saturation and any differences in cod-
ing were discussed until consensus was reached and the final
themes were generated. The researcher did the coding in 3 phases
with continuous re-assessment of the meaning of the data.42 Ini-
tial in vivo line-by-line coding was done using the doctors’ words
to develop categories of the data. Focused coding followed to
identify relationships between the categories, after which theoret-
ical themes emerged. Content analysis was also performed to
determine the response frequency of specific sub-themes.
Excerpts from participants formed the core of the data. This
study contributed to the development of the theoretical direction
for a theory on sexual history taking.
rom recruitment to reporting.



4 Pretorius et al
Ethical Considerations
Ethical approval for the study was obtained from the Human

Research Ethics Committee (Medical) of the University of Wit-
watersrand (M160557), and the Directorate: Policy, Planning,
Research, Monitoring and Evaluation of the Department of
Health, North West Province, South Africa. The Facility manag-
ers also granted permission to conduct the study. The research
focus was blinded for participants, but they were given the
option to withdraw after it was unblinded. In addition to the
study being voluntary for participants, and due to the sensitive
nature of the study as well as the small number of doctors, con-
sideration was given to confidentiality and anonymity.43 Doctors
often rotated through these settings, and because specific times
and dates were not reported, traceability or linking doctors to
their setting at the time of data collection was not possible.
RESULTS

Participants’ Demographics
Fourteen male and 6 female doctors participated in the study.

The age range for men was 25−67 (mean 41) years and for
women 28−34 (mean 29) years. The mean work experience for
women was 4 years compared to 13 years for men. There were
variations in terms of first language speakers: 6 (30%) spoke Afri-
kaans, 6 (30%) French, 3 (15%) Setswana, 2 English (10%), and
1 each Sesotho, Spanish, and Mandarin. Patient-doctor consulta-
tions are mainly in English. Ten doctors (50%) received their
medical training in South Africa. Five of the women (83%) con-
firmed that they were always comfortable to talk about sexual
dysfunction versus 11 of the men (79%).
Summary of Themes and Sub-Themes
Three themes represented barriers to sexual history taking,

namely personal limitations, consultation process, and socio-cul-
tural barriers (Table 1). The patient doctor relationship was men-
tioned as a facilitator of sexual history taking.

Theme 1. : Personal and health system limitations as a barrier to sexual
history taking for sexual dysfunction

The doctors had consensus on the personal limitations theme.
They expressed their perspectives that sexual dysfunction was a for-
gotten subject, and that they had insufficient training for the task.

Sub-theme 1.1. -Forgotten subject as a personal limitation:

Doctors admitted that they do not even think of sexual
dysfunction.

“I think we forget about it. It’s not good. Neh? It’s not good.
[I] do not know why we don’t ask the patients about it.”

(Dr 13, 27-year-old man).

“No . . ..we do not do it [chuckles] I do not even think of it
[sexual history taking]. . .I regularly ask about HIV and STI,
but not about sexual dysfunction.”

(Dr 05, 46-year-old man).
“So they [patients] don’t really over share and with the
doctors I don’t. . .you’re not really trained to go ask a
sexual history every time, so it’s usually last and
forgotten.”

(Dr 09, 31-year-old woman).

Sub-theme 1.2. -Insufficient training as a personal limitation:

The doctors believed they had insufficient training, knowl-
edge and/or skills to deal with sexual dysfunction screening or
management.

“Yes. Because in my book [textbook] it’s a small paragraph. I
went to read it out because a patient asked me when I was in
the peripheral clinics, and then I told him I’d help him, but
what I knew. . . it’s very limited.”

(Dr 08, 34-year-old woman).

“I know nothing of sexual dysfunction. . .perhaps a little more
about erectile dysfunction.”

(Dr 11, 26-year-old woman).

“If it’s an erectile dysfunction, then that I have some idea but
to be honest, anything other than that, not really. . .not really.
To be honest, I haven’t had any training and that. . . like I
would maybe try and provide support from my knowledge as
like, you know, human being to human being, but on a medi-
cal level . . .We were taught it, ja. . .more for sexually. . .infec-
tious diseases.”

(Dr 01, 37-year-old man).

“We did learn about this. [Interruption]. . .. Very little. I
think that if one was more vigilant . . .. I think that the more
you deal with this, you’ll be more competent and then you’ll
be more into it.”

(Dr 12, 31-year-old woman).

Sub-theme 1.3. -Lack of resources as a barrier in the consultation
process:

The doctors do not have drugs available that they can offer to
patients with sexual dysfunction.

“At Urology for example, some men have erectile dysfunction.
Then all we can say is ‘Sorry. We don’t have the medication
here so if you want it, here is a private script. You will have to
buy it yourself’. But then you have to do certain tests to see
that he doesn’t get a heart attack.”

(Dr 12, 31-year-old woman).

“I am an old hand at it. It is the old people who complain,
and I tell them, you had your chance, you must rest now
[laughs]. We cannot help them, and they cannot afford a pri-
vate script.”

(Dr 16, 67-year-old man).
Sex Med 2022;10:100565



Table 1. Summary of themes and sub-themes

Themes Sub-themes

Personal and health system limitations as a barrier to history
taking for sexual dysfunction.

Forgotten subject.
Doctors do not even think of sexual dysfunction.
(17 responses)

Insufficient training
Insufficient training, knowledge and/or skill to deal with sexual
dysfunction screening or management.
(12 responses)

Lack of resources
The prescribed medication lists that do not have medicine for
sexual dysfunction.
(9 responses)

Presuppositions and assumptions as a barrier to history taking
for sexual dysfunction.

Competing clinical priorities
Doctors’ understanding of the priority tasks linked to
addressing the clinical needs of their patients.
(12 responses)

Perception of patient responsibility
Doctor expected the patient to take responsibility for the
discourse on sexual functioning.
(15 responses)

Positive focus
The doctors’ attempts to focus on positive aspects of the
illness and management.
(3 responses)

Socio-cultural differences as a barrier to history taking for sexual
dysfunction.

Doctor-patient characteristic differences
Personal characteristics that differ between patients and
doctors.
(4 responses)

Taboo topic
Value system prevents doctor talking about sexual matters.
(2 responses)

Patient- doctor Relationship as a facilitator of history taking for
sexual dysfunction.

Rapport building
The ability to connect with the patient.
(6 responses)

Cultural sensitivity
Cultural backgrounds differ and influence patients on the way
they narrate their symptoms.
(2 responses)

Reflections on Sexual History Taking in North West Province 5
Theme 2. : Presuppositions and assumptions as a barrier to sexual his-
tory taking for sexual dysfunction.

Attitude and personal priority setting are barriers to sexual
history taking due to competing priorities, the patient’s role and
responsibility as well as a need to convey positive messages.

Sub-theme 2.1. -Competing clinical priorities as a barrier in the consul-
tation process:

Doctors felt that they needed to give priority to tasks linked to
addressing the clinical needs of their patients, especially in a con-
text of perceived limited time.

“I don’t think it is a priority because at that stage there are
more important issues that first need to be addressed and I
think the patients feel the same.”
Sex Med 2022;10:100565
(Dr 12, 31-year-old man).

“We manage end organ damage. We will pick it up. It is just
not priority. If it was important, patients will complain about
it.”

(Dr 15, 46-year-old man).

“I think that’s why now we are not doing the proper thing. . .
We have to do that, but I think the queues and number of
patients makes it difficult for us.”

(Dr 07, 47-year-old man).

Sub-theme 2.2. -Perception of patient responsibility as a consultation
barrier:
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The doctor expected the patient to take responsibility of the
discourse on sexual functioning.

“Ja, I hope that they will actually bring it up in the conversa-
tion. I think. . . they don’t necessarily know that these diseases
might affect their sexual health or function. So, I think that
makes it difficult.”

(Dr 10, 26-year-old man).

“They come with the main complaint; they stick to the main
complaint until you start asking further questions then you’ll
find out more information from them. . . ..Hmm. . .I think
it’s more of patients not being relevant. I think if it is the
main complaint, it’s the one that we’ll need to explore the sex-
ual health or not.”

(Dr 03, 35-year-old man).

“I think. . .[laughs]. . .I don’t also ask myself unless they com-
plain about it.”

(Dr 13, 27-year-old man).

Sub-theme 2.4. -A need to convey positive messages as consultation
barrier:

Doctors described how they attempt to focus on positive
aspects of the illness and management, and thus avoid talking
about complications of diseases or side-effects of their treatment.

“. . .before giving the patient that medication we’ll tell the
patient this will help you. . .like we’d rather tell him about the
advantages of taking that medication unlike the side effects...
Because if they know that it will cause sexual dysfunction,
they won’t take the medication, they rather be bulls than hav-
ing a diabetes.”

(Dr 01, 37-year-old man).

“We only talk positive things. Patients must not know too
much otherwise they will have all the side effects.”

(Dr 16, 67-year-old man).

“. . .If I prescribe something like a beta blocker, or [brand
name for anti-epileptic treatment], for a patient, I do not dis-
cuss with him the fact that it can affect the desire and the per-
formance. . .I never had patients complaining about those
side effects − it is rare.”

(Dr 17, 25-year-old man).

Theme 3. : Socio-cultural differences as barriers to sexual history taking
for sexual dysfunction

Socio-cultural barriers like different perspectives, and sexual
health as a taboo topic.

Sub-theme 3.1. -Individual differences as a socio-cultural barrier:

Doctors indicated individual characteristics that differ
between patients and their doctors are a barrier.
“It is sometimes difficult when it is an older patient and then I
am not at ease. One does not want to feel embarrassed, then
you avoid it.”

(Dr 05, 46-year-old man).

“With males it becomes easy compared to female patients.”

(Dr 07, 47-year-old man).

A doctor narrated how she communicated with the patient on
his preference for a same sex doctor:

“I saw a patient with low libido, the first thing he asked:
where is the male doctor? Because I have a secret with you.
Like what secret [I asked]. The secret down there. And I was
like, okay, it’s fine, you can see the male doctor.”

(Dr 08, 34-year-old woman).

Sub-theme 3.2. -A taboo topic as a socio-cultural barrier:

Sexuality was described by some doctors as a taboo topic
because of a value system that prevents talking about it.

“It’s something that. . .I don’t know, I still grew up with, you
don’t talk about it. And I know it’s much better now, but for
me it’s just. . .it’s the unconscious decision that I don’t. . .I
don’t even think about it. And I know you should and when
they bring it up, you’re there. . .or I try to deal with it
[laughs]. I struggle.”

(Dr 04, 25-year-old man).

“We never ask. Besides, I do not know if it is good to discuss
such sensitive issues.”

(Dr 14, 39-year-old man).

Theme 4. : Patient-doctor relationship as a facilitator of sexual history
taking

The patient-doctor relationship was described as a facilitator
of history taking for sexual dysfunction. It can improve the con-
nection with the patient and enable doctors to be culturally sensi-
tive.

Sub-theme 4.1. -Rapport building as a facilitator of the patient-doctor
relationship:

Some doctors described the need to develop rapport to facili-
tate their ability to connect with their patients.

“Ask them how the marriage is going. . .then from the side to
see how the relationship is going, and then. . .ja. . .from there.
Or if the patient brings out that. . .it’s usually if the patient
brings it out. I haven’t really elicited.”

(Dr 08, 34-year-old woman).

“. . .I find . . .you know, there’s something that I mentioned
just in one word, the rapport that you establish in the patient,
it’s so key. I’ve realized that when people feel more
Sex Med 2022;10:100565



Reflections on Sexual History Taking in North West Province 7
comfortable, or we try and make them feel more comfortable
and you ask leading questions, they will always say, even ‘by
the way there is this problem as well’.”

(Dr 15, 46-year-old man).

“The importance of working to establish rapport was empha-
sized in one respondent’s understanding of how patients see
doctors: ‘Ja. . .I think patients are afraid of doctors, you
know. . .they wouldn’t say much,. . . we are not true friendly
faces.”

(Dr 06, 40-year-old man).

Sub-theme 4.2. -Cultural sensitivity as a facilitator of the patient-doctor
relationship:

One doctor noted that cultural sensitivity was important to
facilitate discussion on sexual dysfunction. He referred to how
cultural backgrounds differ and influence the way patients nar-
rate their symptoms.

‘. . .and then that one I’ve realized, it also depends on the
tribe, like which patients you are seeing. If you see a Xhosa
man, he’ll tell you that, and then if you see a Sotho man, he’ll
start from A, then the answer is in ABC, until the end, then
you get the answer. . .. So if you know that you are dealing
with a Sotho guy, you know that you rather ask this and then
the yes or no answer, unlike the explanation, because the
explanation will take longer..... The whole story from child-
birth [laughs].’

(Dr 03, 35-year-old man).
DISCUSSION

The aim of the study was to identify barriers to and facilitators
of history taking for sexual dysfunction that doctors experienced
during recorded consultations with patients who have chronic ill-
nesses. Three themes emerged which could be considered as bar-
riers to sexual history taking, namely doctors’ personal and
health system limitations, presuppositions and assumptions, and
socio-cultural differences. The fourth theme, patient-doctor rela-
tionship, could either promote or prevent sexual history taking.
Awareness of Sexual Challenges
The doctors were honest about their personal and health sys-

tem limitations such as that they did not think about taking a
sexual history for sexual dysfunction. The lack of resources to
address sexual dysfunction also limited their awareness and will-
ingness to address sexual dysfunction. This was evident in the
outcome of the 151 recorded consultations in the broader study
which preceded these interviews where no sexual history for sex-
ual dysfunction was taken in any consultation, and only 5 (3%)
of doctors attempted a history on sexual risk behaviour.37 A few
other studies suggested doctors lack awareness of SD
Sex Med 2022;10:100565
prevalence,30-32 but no other study suggested that doctors did
not think about the need for a sexual history. Not thinking about
it has clinical reasoning implications which by itself influence
screening and management.
Priorities and Shared Decision Making:
Presuppositions and Assumptions

The presuppositions and assumptions theme suggested a
lack of evidence and shared decision making. Doctors did
not consider sexual history taking as a clinical priority; they
expected the patient to initiate the sexual health discussion
and withheld information from patients regarding side effects
of medicine by focusing on only positive outcomes. Salter
et al.44 found in a qualitative study that the doctor played an
important role in listening to patients and understanding
their priorities in order to set mutually agreed upon goals for
management of the illness. The assumption that sexual dys-
function is not a priority does not only suggest ignorance of
sexual functioning as a biomarker of vascular and neurologi-
cal complications,45 but also negate shared decision making.
Despite a systematic review concluding that doctors did goal
or priority setting in the intervention of multi-morbidity,46

the doctors in the current study wanted to shift the task to
the patient. Similarly, doctors expected patients to raise prob-
lems about the side effects of medication, even though the
doctors failed to tell the patients the truth.
Patients Must take the Lead
Interestingly, the results showed that the doctors believed

patients must take the responsibility to initiate the discussion on
sexual dysfunction. Thus, it seems the doctors were hiding
behind their own reasons not to address sexual dysfunction, but
at the same time were expecting the patients, who faced their
own socio-cultural barriers, to bridge this gap for them in the
consultation by initiating the discussion. Doctors 12 and 15
thought patients shared their thoughts on sexual challenges and
if it was important to patients, they would raise it. Although pre-
vious studies have referred to these barriers being raised by either
patients or doctors, the current study shows the interdependency
of these factors in the patient-doctor dynamics, as well as that
doctors focus mainly on presenting complaints. This expectation
for the patient to lead the focus of the consultation must be con-
sidered in the context of the acknowledgement of an absence of
openness in the doctor-patient interaction, described by Dr 06 as
doctors ‘not [being] true friendly faces’. One is left asking, if
there is not a cordial relationship established in the consultation,
is it reasonable to expect a patient to raise sexual health concerns
or is it more appropriate that the doctor, equipped with profes-
sional skills, will explore sexual dysfunction as a co-morbidity or
a sign of complicated disease. This is critical in terms of sexual
health, but clearly has much broader implications too.
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Learning and Practice
Doctors are guided by policies and protocols that refer mostly

to control targets; history taking for reproductive health and sex-
ually transmitted infections is mentioned but not for sexual dys-
function specifically.47-49 The Society for Endocrinology and
Metabolic Disease of South Africa (SEMDSA) national guide-
lines recommend that all adult men with type 2 diabetes must be
screened regularly for erectile dysfunction by either taking a com-
prehensive sexual function history or using a questionnaire.47

They make no recommendations for women living with diabetes
in terms of their sexual wellbeing. A previous study suggests that
training on sexual history taking at tertiary training institutions
also focuses more on risk reduction and not dysfunction.50 Glob-
ally there is consensus that present training on the scope of sexual
health does not prepare students for practice and there is a grow-
ing need for better training in the undergraduate years.50,51

Role-modelling plays an important role in screening practices
during training years.52 Alimena and Lewis53 found that when
students believed that their medical school trained them well on
screening techniques, and they observed a preceptor doing a
screening for sexual dysfunction, they had a higher frequency of
screening attempts. This means that training in the formative
professional years for a doctor may facilitate a permanent mind
shift towards recognizing the importance of sexual wellbeing.
The Role of Culture in Learning
Thoughts, feelings, and perceptions regarding sexual health

are not only shaped by politics and social events, but also by
knowledge and several layers of culture, religion, community val-
ues and beliefs.5 Age and gender differences are often raised as a
problem related to sexual health issues, but not other diseases or
illness. Gender roles and age gap interaction is culturally defined
and rooted in upbringing.54 Culture shapes our understanding
of sexuality, and our attitudes.54 Upbringing in a socio-cultural
reality determines life perceptions and the decisions we make,
while education instils the scientific knowledge and practice.55

Our perceptions about sexuality form during childhood when
expression of sexuality is often met with sanctioning for self-
exploration of the genital area; met with silence and secrecy in
adolescence; for some it is even difficult to discuss sex and sexual-
ity in the safety of the family home.28,56,57 Being a professional
later, the unwritten expectation is that the doctor raised in this
sexually restricted environment will automatically be professional
and spontaneously discuss sexual problems. These socio-cultural
barriers, which are often the basis of a difference in values
between doctors and patients, then become a convenient, though
unacceptable excuse for not dealing with the sexual challenges
patients experience in chronic illness.

It appeared as if the barriers doctors experienced in their pro-
fessional interaction with patients are sufficient justification not
to think about history taking for sexual dysfunction, and thus no
solution or change strategy was suggested to deal with competing
priorities, time constraints or lack of resources in the current
study. To cope under severe service delivery demands, a form of
regulated improvisation58 results in doctors spontaneous falling
back on engaging in ‘just another routine consultation’, where
they do not have to address inner values or cultural conflicts on
sexual dysfunction. Verplanken et al.59 summarized this as a
form of automaticity where a person will repeat a specific
response to a dilemma when facing the same behavioral choice
−in this example, ignoring sexuality.

When patients and doctors discuss sexuality or sexual func-
tioning, the doctors need to be culturally sensitive and manage
their personal feelings. Good communication skills is the best
predictor of sexual history taking60 and therefore a professional
approach, good communication skills and a sound knowledge of
sexual dysfunction can limit these perceived barriers. A Spanish
Intersex Clinic reported how important it was for doctors to dis-
play empathy, handle fear and uncertainty, and how it shaped
their behavior and clinical judgement on sexual health matters.61

The doctors who referred to rapport building and communica-
tion in the interviews, unfortunately did not demonstrate it in
practice during the recorded videos. It thus seems as if there is a
disconnect between knowing good practice and doing it. Not
talking about sexual health seems to be related to the way these
doctors related to and communicated with patients in general.37
Learning and Clinical Judgement
Thinking of clinical judgement, the knowledge of the doctors

became important. The doctors’ perception that the patient
must take responsibility is anchored in the belief of how sexual
dysfunction should present. There was also a lack of knowledge
about sexual dysfunction as a co-morbidity. Doctors’ responses
suggested that they did not know the prevalence of sexual dys-
function in patients with diabetes and hypertension and believed
that sexual dysfunction was limited to old age; some even dis-
played a condescending attitude, such as the participant who
stated that ‘old people had had their chance to enjoy sex and
must rest in their old age.’ Beliefs and knowledge are closely
related in that beliefs become knowledge if confirmed by some
scientific or normative standard. It is thus possible for doctors to
think they know something and still to be wrong or just to
believe they do not need more factual evidence of the perceived
truths on sexual dysfunction and patient engagement.61,62 The
doctors in the North West Province, South Africa, were not
unique in this. A recent study of interviews with 35 primary care
doctors in Trinidad and Tobago also found that doctors reported
insufficient medical training and knowledge of sexual dysfunc-
tion presenting in middle and old age, had conflicting personal
beliefs, and that socio-cultural factors prevented spontaneous dis-
cussions on sexuality.63
Vygotsky’s Learning Theory
Learning theories such as Vygotsky’s sociocultural theory sug-

gest that learning is facilitated by the social milieu in which 1 is
Sex Med 2022;10:100565
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raised and then later inter-psychological learning takes place,
where other people who are more knowledgeable or role models,
shape one’s thoughts and perceptions.64,65 This sociocultural
theory describes a so-called zone of proximal development where
optimal learning takes place which may be for doctors during
their medical training years. It is during these optimal training
years that the importance of a reflective understanding of the
patient and diagnosis rather than just managing disease must be
established.66 If doctors are trained in hypothetico-deductive his-
tory taking and scholarly reflection, combined with good com-
munication skills, then sexual history taking and thus, patient
care can improve. But most of all, it is important that in the tran-
sition phase between leaving home and becoming a professional,
a doctor is taught that their sociocultural beliefs may not be the
truth for all, and that patient care supersedes personal beliefs.
Strengths, Limitations and Rigor
The strength of the study is that recall bias was limited.

This research study complied with the consolidated criteria
for reporting qualitative research (COREQ).67,68 Trustwor-
thiness was secured using comprehensive data in the form of
excerpts from doctors and constantly comparing the data. All
the opinions were reflected irrespective if it was only 1 or
more doctors expressing it. The methodology is repeatable.
As these were the last data to analyze in the broader research
project, and the researcher has already identified patterns
indicating a theoretical direction, the researcher relied on
member checks and research supervisors to present the data
organized in a balanced and meaningful way. The results as
discussed are limited to primary care doctors in the North
West Province, South Africa, and may differ in other primary
health care settings. The interviews were conducted some-
times during lunch breaks and mostly at the end of a work-
ing day, when doctors were tired, which could contribute to
a loss of depth in some of the interviews. However, valuable
information was gathered which revealed new ways of think-
ing about barriers in sexual history taking.
CONCLUSION

Doctors need a socio-cognitive and sociocultural paradigm
shift in terms of the prevalence and importance of sexual dys-
function in patients with chronic illness. It is on the shoulders of
educators during the undergraduate years of training to facilitate
this change. If it does not happen during this optimal learning
period, it is unlikely to change. Most importantly, in terms of
sexual health, this requires nurturing of the understanding that
sexual functioning is a core factor in psychosocial wellbeing and
quality of life. Thus, it is important that training programs not
only address diagnostic criteria and consultation skills but also
emphasize comprehensive patient care, which include sexual
wellbeing.
Sex Med 2022;10:100565
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