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Abstract 

Background: The number of domestic studies to identify subjective norms for improving the quality 
of sexual education programs is limited. The aim of the present study is to explain the perceptions and 
experiences of midwives and general practitioners of subjective norms affecting the sexual 
conversation with postmenopausal women. 

Materials and Methods: This is a qualitative study. A combination of Graneheim & Lundman and 
Hsieh & Shannon methods was used for data analysis. A total of 27 general practitioners were 
selected by purposive sampling. Data collection was performed using in-depth semi-structured 
individual and face-to-face interviews. The data were analyzed using MAXQDA ver. 10. 

Results: At first, 183 initial codes were extracted from the 27 interviews with midwives and general 
practitioners. The similar codes were then merged and finally, 25 codes were emerged in three 
categories and eight subcategories during the inductive process. Data related to subjective norms were 

placed in three main categories: "expectation of understanding religious and cultural sensitivities (by 
family and society)", "expectation of providing services based on respect for privacy and the principle 
of confidentiality", and "expectation of scientific and professional performance".  

Conclusion: Midwives and general practitioners did not hold sexual conversations under the 
influence of various legal or natural persons in the society such as menopausal clients themselves, 
patients' spouses, professional/organizational rules and regulations, university security officers, 
colleagues, family, judicial authorities, and superiors. 
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1- INTRODUCTION 

       Menopause is a natural physiological 

phenomenon that most women experience 

between the ages of 47 and 55 (1, 2). Due 

to the increased life expectancy, most 

women are expected to spend about a third 

of their lives after menopause. The world's 

postmenopausal population is projected to 

reach more than 1.2 billion by 2030, with 

an increase of 47 million per year (3). 

Menopause is associated with symptoms 

such as hot flashes, irritability, insomnia, 

palpitations, difficulty concentrating or 

memory loss, sexual problems, and 

depression (4). Sexual problems are 

common during menopause (5). According 

to Lumen, the prevalence of sexual 

dysfunction in women aged 18-59 years is 

about 43%. The occurrence of sexual 

problems significantly reduces the quality 

of life of postmenopausal women (6). A 

study in the United Kingdom found that 

only 2% of patients with sexual 

dysfunction seek medical consultation (6).  

A study in Sari showed that more than 

50% of women with sexual dysfunction 

did not seek medical consultation (7). One 

of the barriers to sexual counseling is the 

concept of modesty present in Iranian 

culture. There is embarrassment towards 

raising sexual issues among Iranians (8). 

Although sexual health assessment is 

necessary for health care providers and 

sexual rights are a human right (6), only 

2% of general practitioners (GPs) pay 

attention to their patients' sexual problems 

(9). Another study in the UK cited barriers 

such as fear of insufficient or limited 

personal knowledge and skills regarding 

sexual assessment, and fear of being 

seduced by patients during a discussion of 

sexual issues (10). Bagheri et al. (2014) 

investigated the barriers to holding sexual 

conversations before nurses in CCU wards 

in selected hospitals in Yazd, Iran. They 

reported the following barriers: overtime 

processes, lack of motivation, time 

shortage, different language of patient and 

nurse, patient distrust of nurse, gender 

difference, high density of tasks, lack of 

monitoring system, lack of attention and 

support from managers, shyness of 

patients, the age difference between patient 

and nurse, and concerns regarding 

confidentiality of information (11). The 

private nature of sexual issues has changed 

over time; most health care providers no 

longer believe that sexual issues are 

private (12). Weeks et al. (2002) pointed to 

the underestimation of sexual dysfunction 

and misconceptions about the medical 

team. One study found that contrary to the 

presumption of medical staff, patients are 

not reluctant to reply to questions about 

sexual issues and do not think such 

questions invade their privacy. Almost all 

patients (90%) stated that they would like 

the medical staff to take a sexual history 

from them or provide them with medical 

advice in this regard. Even 76% of patients 

who were shy of sexual conversation were 

willing to be asked about their sexual 

issues by their doctors (13).  

In a study in the United States, Harsh et al. 

(2008) noted the effect of subjective norms 

on the sexual conversation of medical 

staff. Fear of negative reactions from other 

staff, lack of support from superiors and 

lack of role model make some medical 

staff reluctant to have sexual conversations 

(14). Given the importance of the role of 

midwives in sex education, there are 

currently many barriers to providing sex 

education that need to be investigated. 

Some international studies have suggested 

the role of subjective norms in midwives’ 

sexual conversation. There have been 

limited studies in Iran on identifying 

norms for improving the quality of sex 

education programs. The aim of the 

present study is to explain the perceptions 

and experiences of midwives and general 

practitioners of subjective norms 

(important influential others) of sexual 

conversation with postmenopausal women. 

2- MATERIALS AND METHODS 
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2-1. Methods 

      The present study is a qualitative 

descriptive study with a content analysis 

approach. The aim of this study is to 

explain the midwives’ and general 

practitioners’ perceptions and experiences 

of sexual conversation with 

postmenopausal women based on the 

theory of planned behavior; designing and 

determining psychometric properties and 

testing the predictive behavioral 

assessment questionnaire, explaining the 

understanding and experiences of 

midwives and general practitioners of 

barriers of sexual conversation with 

postmenopausal women. 

Samples were selected by purposive 

sampling. Participants of the study 

included 14 midwives and 13 general 

practitioners working in the public and 

private sectors. The midwives aged 25-60 

years and the physicians aged 32- 70 years. 

Both groups of midwives and general 

practitioners had three to and 44 years of 

work experience. Inclusion criteria 

included the willingness to participate in 

the study, being Iranian, and having at 

least two years of experience in a clinic or 

private office. The interview began with a 

general question such as "can you tell us 

about your experience of important factors 

influencing sexual conversation?" and 

continued with semi-structured questions.  

The participants were asked exploratory 

questions to provide further explanation to 

clarify the subject matter. At the end of the 

interviews, participants were asked to 

write down any additional experiences or 

material that came to mind later and 

submit it to the researcher. Data saturation 

was obtained when no new data was 

reported in the interviews. Each interview 

with midwives and general practitioners 

lasted 40 to 90 minutes. The recorded 

interviews were transcribed verbatim 

immediately after the interview and were 

initially analyzed and coded. 

To determine the strategy of qualitative 

data analysis, the researcher, after 

reviewing several relevant articles on the 

method of qualitative content analysis by 

famous people, including Granheim & 

Landman (2004), Hsieh & Shannon 

(2005), Satu Elo & Helvi Kynga (2007), 

and Mayring (2000) used a combination of 

Granheim & Landman and Hsieh & 

Shannon methods (15, 16). In this study, 

the researcher employed a deductive 

approach by placing codes in 

predetermined themes (attitudes toward 

sexual conversations, perceived behavioral 

control of sexual conversations, subjective 

norms toward sexual conversations, 

intention to have sexual conversations, and 

sexual conversations). The researcher also 

employed an inductive approach by 

forming sub-categories and categories in 

predetermined themes. In qualitative 

research, reliability is measured using four 

criteria: credibility, dependability, 

confirmability, and transferability (16).  

2-2. Ethical consideration 

This article is part of the dissertation of the 

Ph.D. course in Midwifery and 

Reproductive Health. The proposal of the 

present study was approved by the Ethics 

Committee of the Research Council of 

Mashhad University of Medical Sciences 

(ID-code: 930568). First, the researchers 

introduced themselves and stated the 

purpose of the research to the participant, 

and asked them for permission to conduct 

an interview and record their voice. The 

participants were assured of the 

confidentiality of their data. Participants 

then signed a written informed consent 

form. 

3- RESULTS 

      A combination of Graneheim & 

Lundman and Hsieh & Shannon methods 

was used to analyze the data. At first, 183 

initial codes were extracted from the 27 

interviews with midwives and general 

practitioners. The similar codes were then 
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merged and finally, 25 codes were 

emerged in three categories and eight 

subcategories. Subjective norms reflect the 

experiences, perceptions, and beliefs of 

midwives and GPs about the expectations 

of important others from sexual 

conversations. Moreover, the motivation to 

follow reflects the motivations of 

midwives and physicians to meet the 

expectations of important others (17, 18). 

Data related to subjective norms were 

categorized in three main categories: 

"expectation of understanding religious 

and cultural sensitivities (by family and 

society)", "expectation of providing 

services based on respect for privacy and 

the principle of confidentiality", and 

"expectation of scientific and professional 

performance" (Table-1). 

 

  Table-1: The categories and subcategories of the abstract norm theme of sexual conversation. 

Code Subcategories Categories Theme 

The reaction of clients and their families to less sensitive sexual 

issues such as touching the skin etc.; the objection of the family 

members of medical staff to their involvement in sexual matters, 

refusing to continue sexual conversations by recurring negative 

emotional and behavioral reactions of clients. 

Expecting the observance 

of norms and taboos 

(patient, patient's family 

and spouse, reference, and 

treatment staff) 
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The university security and the judiciary expecting to follow the 

plan of compliance with Sharia, fear of having sexual 

conversations reported to the university security by colleagues, 

the guidance organization expecting to preserve Islamic decency 

in writings and sayings, concern that the municipality and local 

police do not permit to hold public speeches. 

Expecting to observe 

Islamic values in the 

profession 

Expecting to observe the Sharia rules of examining and 

touching a patient of the opposite sex, expecting to observe the 

Sharia rules regarding looking and touching a woman's genital 

parts, not examining due to respect for patients' religious beliefs, 

the open-mindedness of religious figures in dealing with sexual 

issues and their emphasis on the importance of having sexual 

conversations for spouse obedience. 

Expecting the observance 

of Sharia rules/Islamic 

codes of conduct in the 

profession 

Reluctance to have a third party present during the visit, 

reluctance to explore privacy. 

Expecting the 

confidentiality of private 

information from the 

treatment staff 

E
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Patients concerns about disclosure of sensitive and insensitive 

sexual issues, patients' expectation of confidentiality. 

 

Expecting the patient to 

maintain privacy 

Expecting to be confronted openly and actively listened to, and 

worrying about being ridiculed by the treatment staff and 

relatives. 

Expecting respect and 

consideration 

Expectations of the Health System about caring about and 

referring clients in the Middle-aged Health Plan, the expectation 

of the deputy of Health and Medical System not to receive 

additional tariff, expecting no specialized sexual counseling 

from superiors and co-workers. 

Expecting the fulfillment 

of described assigned tasks 

E
x
p
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The emphasis of books and scientific references on obtaining 

the sexual history of patients, the emphasis of prominent 

psychologists on the importance of sexual issues, localization of 

Western medical books in accordance with the principles of 

Islamic laws. 

Expecting to model from 

scientific sources and its 

localization 
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3-1. The category of "Expectation to 

understand religious and cultural 

sensitivities (from family and society)" 

Most of the study participants mentioned 

the need for sexual conversation with 

postmenopausal women while considering 

their specific religious and cultural 

sensitivities. They believed that they were 

expected to have sexual conversations in 

accordance with the norms and taboos and 

to adhere to the Sharia rules and Islamic 

principles in their profession. 

The participants' experience in this field 

included three subcategories: "expecting 

the observance of norms and taboos", 

"expecting the adherence to Islamic 

principles in the profession", and 

"emphasis of Sharia law on preserving 

Islamic principles and obedience to the 

spouse". 

3-2. The category of "Expectation to 

provide services based on respect for 

privacy and the principle of 

confidentiality" 

Most participants believed that patients 

expected them to respect their privacy and 

keep their private information. The 

category of "expectation to provide 

services based on respect for privacy and 

the principle of confidentiality" includes 

three subcategories: "expectation of 

confidentiality", "expectation of to respect 

privacy", and "expectation of respect and 

consideration". 

3-3. The category of "Expectation of 

scientific and professional 

performance". 

The expectation of acting in accordance 

with professional rules and regulations and 

modeling from scientific sources emerged 

from the data of the qualitative part of the 

present study. A number of participants 

stated that the authors of scientific books 

and prominent scientific figures emphasize 

the need for holding sexual conversations. 

The category of "expecting scientific and 

professional performance" consists of two 

subcategories: "expectation of fulfilling 

the assigned job", and "modeling of 

scientific resources and its localization". 

4- DISCUSSION 

       Subjective norms refer to the social 

pressure on a person to behave in a 

specific way. Analysis of participants' 

experiences and perceptions in the 

qualitative phase led to the emergence of 

three categories regarding the expectations 

of important others. These expectations 

included "expectation of understanding 

religious and cultural sensitivities", 

"expectation to provide services based on 

respect for privacy and the principle of 

confidentiality", and "expectation of 

compliance with professional rules and 

regulations and compliance with scientific 

sources". The sub-category of "emphasis 

on Sharia rules and the adherence to 

Islamic principles" emerged from the 

findings of the qualitative part of the 

present study. Participants declined to 

examine the sexual parts of a patient of the 

opposite sex because of their belief in 

Sharia rules in this regard. Rashidian et al. 

(2013) conducted a study titled "Barriers 

to Sexual Care of Patients in American-

Iranian Physicians in California." The 

majority of participants in this study were 

men (57%), and most of the general 

practitioners were Muslim (55%).  

A total of 54% of the participating 

physicians had completed their general 

medicine course in Iran. A total of 1,550 

questionnaires were sent to American-

Iranian physicians living in California, and 

the response rate was 23%. Participants 

believed that religion (p = 0.001), and 

culture (p = 0.001) did not permit them to 

have sexual conversations. The results of 

the study showed that the place of birth 

and the place of study (Iran vs. the United 

States) affect their sexual conversations. 

Iranian physicians who had completed 



Midwives and General Practitioners and Sexual Conversations with Postmenopausal Women 

Med Edu Bull, Vol.2, N.4, Serial No.6, Dec. 2021                                                                                              338 

their general medical education in Iran 

were less likely to hold sexual 

conversations with their patients than 

Iranian physicians who had completed 

their general medical education in the 

United States (19). In the study by 

Salehian et al., a total of 52% of 

cardiologists declined to have sexual 

conversations with cardiac patients due to 

their religious and cultural beliefs (20). 

"Expectation of compliance with 

professional rules and regulations" was 

one of the subcategories that emerged from 

the qualitative part of the present study. A 

number of participants stated that their 

superiors or colleagues did not consider 

sexual conversations to be part of the 

midwives' profession and expected them to 

refuse to have sexual conversations due to 

a lack of expertise. This shows that despite 

the fact that sexual conversation is part of 

the job description of midwives, many 

people, even midwifery experts, are 

unaware of their job descriptions. Kautz et 

al. (1990) conducted a study in the United 

Kingdom to investigate the reasons for 

nurses' non-compliance with sexual care 

standards in five areas: gynecology, 

psychiatry, surgery, pediatrics, and the 

ICU. This study was performed on 312 

treatment staff. Most of the participants 

believed that their superiors did not 

approve of sexual conversation (21), but 

the reason for this disapproval was not 

mentioned in this quantitative study.  

Some participants in the public sector also 

stated that their colleagues did not 

welcome sexual conversation due to a 

large number of clients and time 

constraints. The findings of the present 

study on the role of colleagues in 

conducting sexual conversation are 

consistent with the findings of Kautz et al. 

(21), but are inconsistent with the findings 

of a study by Salinas et al. (22). Most 

participants in the study by Salinas et al. 

believed that their colleagues supported 

them even if there was a time constraint at 

work, but the reasons for this support are 

not discussed. Adherence to Sharia rules 

led some participants in the quality section 

to refuse to have sexual conversations. In 

this regard, some religious participants 

refused to study sex and watch sexual 

films and participate in sex workshops due 

to fear of committing a sin. McKelvey et 

al. (1999) conducted a study on the sexual 

knowledge and attitudes of Australian 

medical and nursing students. The study 

population included first-to-fifth-year 

medical students and first-to-third-year 

nursing students. The response rate to the 

questionnaire was 90%. Data analysis 

showed a significant relationship between 

demographic variables and students' 

attitudes and sexual knowledge. In this 

study, the medical staff who were present 

in religious and charity services had lower 

sexual knowledge compared to other 

groups (23).  

According to the participants, the patients 

expected them to observe Sharia rules and 

Islamic principles. For example, they 

expected the observance of Sharia laws 

and to be examined and touched by the 

medical staff of the same sex. In this 

regard, some previous studies have 

addressed patients' preferences for 

conversation and examination by the staff 

of the same and opposite sex. In the study 

by Dogan et al. (24) in Turkey, the 

majority of nurses (77%) did not follow 

specific preferences for a sexual 

conversation with male and female 

patients, and only 22% of nurses preferred 

to talk to patients of the same sex.  

In a qualitative study in the United 

Kingdom by Gott et al. (2004) (7), GPs 

and nurses preferred to have sexual 

counseling with patients of the same sex. 

Their reasons for choosing the same sex 

were feeling more comfortable in having 

sexual counseling with patients of the 

same sex and believing that patients were 

more likely to have sexual conversations 

with the staff of the same sex. 
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Additionally, participants in the present 

study refused to have sexual conversations 

with a patient of the opposite sex because 

of their own or their patients' religious 

beliefs. The present study, beyond all other 

studies, showed that the participants 

believe that the Islamic organizations, 

university security officers, judicial 

authorities, and public offices expect them 

to observe Islamic principles at work. 

Clients also expect them to provide 

services based on respect for privacy and 

the principle of confidentiality. 

5- CONCLUSION 

      Sexual conversation of midwives and 

general practitioners is influenced by 

various legal or natural persons in the 

society, such as menopausal clients, 

patients' spouses, professional rules and 

regulations, university security officers, 

colleagues, their families, and judicial 

authorities. Some participants considered 

sexual conversation as part of their Islamic 

religious duties and provided such 

counseling to their patients. However, 

many other medical staff declined to 

examine, touch, and look at the genitals of 

the same- and opposite-sex (female) 

clients due to Sharia rules. 
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