
Nurs Clin N Am 42 (2007) 685–696
Including Sexuality in Your
Nursing Practice
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Sexuality is a topic of great interest today, given the exposure in the
electronic and print media, and one would think that this exposure would
elevate the medical professional’s comfort level with communication regard-
ing sexuality issues. However, writers continue to comment on clinician dis-
comfort or lack of discussion with their patients about sexual concerns and
anxieties [1,2]. And, perhaps because of the media in general, if a discussion
around sexuality does occur, it is often reserved for the young and healthy
because the needs of people in their elder years, or those who face chronic
physical illness or other functional alterations, are downplayed or felt to
be less important.

Within the realm of cancer care, as one example of a chronic illness, if
sexuality is discussed, this discussion is more likely to take place with those
patients whose sexual function may be directly impacted (eg, cancer of the
breast, cervix, prostate, testes, or colon). Patients who have other cancers,
such as lung, gastric, or head and neck, may not be afforded communication
about how these cancers may influence their sexuality and self-image [2,3].
Others who may be left out of a sexuality discussion are the elderly or
gay, lesbian, bisexual, and transgendered individuals; even those of a differ-
ent culture such as Hispanics, Asian Americans, Indian Americans, or those
of European heritage may cause increased anxiety for the clinician. Nurses
who care for chronically ill patients may help foster a more positive self-
esteem for the patient, and may influence patient–partner attitudes about
worthiness, self-concept, and body image, by providing opportunities to
talk about feelings and fears about how treatment may affect their sexuality
[3].

Even though their desire for survivalmayovershadowsexuality andadesire
for intimacy immediately after a diagnosis of diseases such as diabetes, heart
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disease, or cancer, many patients want to learn about the implications of their
treatment andmedications on their sexuality [4]. Patients are usually pursuing
validation of their concerns and want to hear that other people have similar
issues with intimacy and sexuality. They want practical advice so they can
take control of their health and reaffirm themselves as sexual beings, and
they want this advice from a health care professional whom they know, rather
than by being referred to someone else [5,6].Many times, patients are ignorant
of some aspects of their sexuality and the nurse is in a position to enlighten
them with valuable information. One study examined the questions men
with prostate cancer wanted answered. From a possible list of 93 questions
formulated by the researchers, 5 related to sexuality and included suchmatters
as how treatment would affect sexual functioning and for how long, whether
the cancer would worsen if the patient had sex, and whether the patient could
have sex during treatment [7]. In an assessment of 73 women with gynecologic
cancer, itwas learned that 60%wantedmore information, andmore than 50%
had received little or no information regarding how their sexuality might be
affected by the cancer. These women (60.3%) preferred a personal discussion
with their health care provider [8].

If the patient has a partner, communication with the couple together is
important to treatment outcomes and relief of sexual distress. Changes in
body image or self-perception can affect intimacy and social relationships,
especially if there is a crisis during the illness [9]. The nurse plays a key
role in encouraging patients to explore these changes in sexuality and inti-
macy with their partners. Providing assessment and guidance relating to
the different types of treatment, resumption of sexual activity, and feelings
of femininity and masculinity is imperative because most patients will not
initiate this discussion. Kneece [10] reports that only about one third of
126 women who had surgery and chemotherapy for breast cancer asked
their health care providers about sexual side effects, and the responses
received were rated as insufficient. Professionals can no longer forget or
avoid these discussions.

Attitudes and comfort levels of health care professionals

Sexuality is not a static concept and varies across time and place. Our
ideas about normal and appropriate sexual behavior, whether these relate
to gender roles, sexual identity, or the experience and expression of sexual
desires, originate from the interaction of social and cultural forces [11]. Al-
though the nurse may recognize the role of social factors in the sexual issues
of their patients, they may fail to see their own cultural biases. Along with
these biases comes the simple discomfort of talking about the patient’s sex-
uality. Nurses rarely have difficulty talking about bowel habits, the most un-
pleasant side effects of treatment, or impending death, but they often stop
short of discussing topics of a sexual nature, which may impair provision
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of total disease management. Often the attitude is, ‘‘It isn’t my job,’’ ‘‘It’s
too personal,’’ ‘‘I never learned this in school,’’ or ‘‘I might offend my
patient’’ [4].

In an attempt to be at ease with a conversation regarding sexuality, the
nurse may wish to explore several avenues, such as bibliotherapy; consulta-
tion with other nurses who are comfortable with sexuality; observation of
those who incorporate sexual assessment into their practices; role-playing;
attendance at seminars or workshops designed to assist in examination of
attitudes, values, and beliefs about sexuality; or participating in a self-assess-
ment for the professional (Box. 1) [4,12]. The development of good commu-
nication skills though role-playing, by asking questions that proceed from
less sensitive to more sensitive issues is most helpful. It is suggested that
the nurse take a set of questions and experiment with a friend, colleague,
partner, or even a patient with whom he/she an established relationship.
After several practice conversations with known and trusted people, com-
fort levels are often enhanced, and it becomes easier to ask questions or
carry on a discussion about sexual issues.

Knowledge and education of the professional

Because most physicians and nurses have not had any type of sexuality
training in school, an increase in one’s sexual health knowledge is impor-
tant. This knowledge may include studying textbooks and dedicated
journals that deal with the topics of sexual anatomy and physiology, psy-
chosexual development, the sexual response cycle, effects of aging on sexual
functioning, and cultural, religious, and ethical implications [13]. In
addition, a grasp of the range of human sexual expressions and behaviors
assists the nurse in maintaining a nonjudgmental approach when caring
for patients who practice nontraditional sexual behaviors [14]. Another
method to enhance knowledge could be communication with other profes-
sionals in book and journal clubs. This method allows for interaction and
the sharing of experiences and knowledge, along with other possible patient
concerns that impact sexuality related to many chronic conditions, such as
diabetes, hypertension, cancer, heart disease, and the medications used to
control them [4].

Assessment: how and when

Ideally, a sexual assessment would be an in-depth, fact-finding mission
that understands the context of the patient’s life (ie, age, relationship status,
living arrangement, career status, parental status, and much more) and
would comprise questions about past and present sexual functioning, and
intrapsychic, environmental, and interpersonal risk factors for sexual diffi-
culty. These risk factors may include people who do not have a committed
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partner, those in already unhappy relationships, those who are younger and
will wish to have more children, and people who already have sexual prob-
lems or a history of sexual trauma like rape or molestation. However, most
nurses do not take this type of history, nor do they have the time to do so
[15]. Two particular models may be helpful and provide a guide to procure
and provide sexuality information for patients and partners. One model is
the PLISSIT model (P ¼ permission, LI ¼ limited information, SS ¼ specific
suggestions, IT ¼ intensive therapy), and the other is the BETTER model

Box 1. A guide to self-assessment for professionals

Level of comfort
Desensitization is used to increase the level of comfort. This

process involves exposure to anxiety-producing material while
in a relaxed atmosphere. It might include discussions about
sexuality with trusted colleagues or attending a sexual attitude
reassessment seminar. This process allows the professional to
become more comfortable with dealing with sexuality.
1. How comfortable do you feel discussing sexual matters?
2. Notice physical tension, body position, eye contact, and

facial expression when listening to specific sexual content.
What content makes you feel uneasy?

3. What sexual terms can you comfortably use to describe
sexual fantasies, interest, arousal, orgasm, and behaviors?
Try describing these experiences to a colleague.

Attitudes
The importance of knowing your sexual attitudes is to assess

your ability to guide clients/patients regarding sexuality.
Positive attitudes toward sexuality are important to
communicate to patients.
1. List three values you have about sexual behavior.
2. How would these values affect the way you would work with

clients/patients whose problems reflect a conflict with your
values?

3. List any areas regarding sexuality which are unacceptable to
you.

4. What could you do to compensate for your attitudes if
a patient presented something in one of these areas?

Knowledge
A knowledge base about normal sexual functioning and the

possible changes with cancer is important for assisting
patients.
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(B ¼ bring up the topic, E ¼ explaining sexuality as part of quality of life,
T ¼ tell patient about appropriate resources, T ¼ timing, E ¼ educate about
side effects, R ¼ record in patient chart) (Table 1) [16,17]. Both models pro-
mote communication in a uniform manner, which usually increases confi-
dence in the nurse and validates the patient. However, even these models
may be seen as too cumbersome. Spaulding [18] explains that she uses one
simple question during an initial assessment, which is, ‘‘Do you feel that
your sexuality has changed since your diagnosis?’’ She further says that

Table 1

Sample sexual assessment questions and statements

PLISSIT model BETTER model

Permission: Many patients who have heart

disease have questions about how their

treatment will affect their sexuality. Would

you like to discuss that at this time?

Bring up the topic: Many patients who have

diabetes have questions about how their

treatment will affect their sexuality. What

questions do you have at this time?

Limited information: Many women who take

tamoxifen for breast cancer complain of

a vaginal discharge or a dry vagina during

intercourse. If you have problems with

dryness, you may use a vaginal lubricant

like Astroglide.

Explain: I am also concerned with sexuality,

which is a quality-of-life issue like sleep or

emotional contentment. I will answer your

questions to the best of my ability.

Specific suggestions: Men who have had

colorectal surgery like yours find they may

get an erection and ejaculate, but have

no discharge of semen. This situation is

normal, and if you want to try to have

children, specific techniques are available

to obtain your sperm from your urine

for artificial insemination or in vitro

fertilization.

Tell: I understand you have several question

about how your chemotherapy treatment

will affect your ability to have children.

I will obtain literature for you from Fertile

Hope, which is a foundation that assists all

cancer patients during and after treatment

is finished with information and other

resources.

Intensive therapy: Most nurses are not

educated well enough to provide a patient

and his/her partner with appropriate sex

therapy. It is appropriate to refer these

patients to a local therapist who is certified

by the American Association of Sex

Educators, Counselors, Therapists

(AASECT) or who has experience with

cancer patients regarding sexuality issues.

Timing: If the timing does not seem right

during your first encounter with the patient,

explain to him/her that you are willing to

talk about sexuality issues and questions at

any time during the treatment trajectory.

d Educate: Give patients written materials

along with verbal explanations regarding

how their treatment will affect their sexual

function. An excellent source for cancer

patients is the American Cancer Society

sexuality booklets written by Leslie Schover

for men and women with cancer [40].

d Record: Document all conversations, who

was present (patient only or patient and

partner), and educational materials given.
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she informs her patient that she asks this question to all of her patients and
she wants to increase his/her comfort in discussing these matters with her at
any time, even if he/she does not want to talk about them during the present
assessment. If an open-ended question is preferable, one can modify this
question by asking, ‘‘What has your physician told you about how your
heart attack will affect your sexuality?’’ or ‘‘What questions can I answer
for you about how your medication will affect your sexuality?’’ An example
of a specific, disease-related sexual assessment form is the International
Index of Erectile Function, which ascertains pre-and posttreatment erectile
function for prostate cancer patients [19]. Regardless of when assessment
takes place or with what method, the guidelines in Table 2 will enhance
patient and nurse comfort levels. Other strategies involve the timing of
the assessment and counseling, use of predetermined interview questions,
and phrasing responses in nonthreatening language.

Nine participants in a focus group conducted by Bruner and Boyd [20] of
women treated for gynecologic or breast cancer commented on the timing of

Table 2

Sexuality assessment guidelines

Essential elements How accomplished

Ensure privacy. For in-patients, close the door or draw the

curtain and speak in low tones, or move to

another area, such as an office or

conference room.

Ensure confidentiality. Reassure the patient and partner that the

conversation is confidential. Meet privately

with the patient first unless otherwise

requested, and then include the partner.

Address sexual concerns early

and throughout treatment.

Initiate discussion early in the relationship,

thereby implying that sexuality is an

important component of good health. Use

sexual terms before expecting the patient to

use them. Use the patient’s language.

Determine patient goals. Remember that all patients do not experience

sexual satisfaction in the same manner. A

patient may not have a partner, or want

one. Sexuality may not be a part of his/her

concept of quality of life.

Avoid overreaction. Listen to the patient with genuine interest,

which conveys acceptance. Present

a positive, relaxed attitude. Do not reveal

shock or surprise with facial expressions.

Keep personal feelings to yourself.

Refer patients for complex problems. Know your referral sources and use them if

a complex problem arises that is beyond the

scope of help you can provide.

Adapted from Shell J. Impact of cancer on sexuality. In: Otto S, editor. Oncology nursing.

4th edition. St. Louis (MO): Mosby-Year Book, Inc.; 2001, p. 854.
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a sexual assessment. Married women said that they would prefer to talk
about sexuality issues after their treatment was finished (between 6 months
and 1 year) because if they had received a questionnaire right after diagno-
sis, they would probably have thrown it away, whereas the two single
women said they would have embraced the questionnaire immediately
(one woman was in a relationship that was primarily sexual and it was an
important aspect in her life). A study of 73 women with gynecologic cancer
reported that 23.3% preferred information after diagnosis but before treat-
ment, and 39.5% wanted information given after completion of treatment
[8]. Mallinger and colleagues [21] agreed with these findings and also agreed
that, during diagnosis and treatment, comprehension of medical informa-
tion may be lacking and patients may be unable to verbalize their needs.
These researchers advocate discussion of sexuality at various points along
the treatment trajectory, rather than at one particular point in time. Also,
a study of heterosexual couples by Sanders and colleagues [22] revealed
that men think and respond differently from women to intimacy and rela-
tionship challenges that happen during treatment for prostate cancer.
Consequently, the investigators recommended that health care providers
working with prostate survivors must consider the unique relationship
and intimacy needs for men and women. However, as Wilmoth [4] so aptly
expressed, ‘‘One important caveat to talking about sexuality with your
patients is that most of the conversations will happen serendipitously, in
an informal, unexpected manner. You should be sensitive to hidden clues
in conversations with your patients that may mask sexual concerns and
follow up with open-ended questions.’’

Cultural influences on assessment

Little research in the literature addresses the sexuality issues of minorities
[23]. Speculation regarding the reasons why minorities have been absent in
sexuality research includes a possible mistrust of health care professionals
because of negative past experience, or beliefs around sexuality that are
more conservative [24]. This lack of research, in turn, makes it difficult for
the nurse to be sure about when and how to speak to the patient, or to
know whether he/she would even be a willing recipient of this information.
A conversation about sexuality could be highly intrusive or embarrassing to
the patient and partner, depending on their culture and what they believe is
proper for discussion.

African american culture

Many elements influence the African American within the medical care
system. Some of these components may include contextual factors (eg,
lack of health insurance, few minority health care providers); religious
and spiritual factors (faith in God); factors of general distrust in the medical
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system, which can lead to alternative medical practices; socioeconomic
factors; social support; and empowerment factors [25,26]. Although these
elements are related to health care in general, they must be kept in mind
when making an attempt to assess and inform the patient about how his/her
specific treatment will affect his/her sexuality.

Regarding discussing with a woman the sexual matters related to an ill-
ness like breast cancer, communication within the African American family
may be minimal or absent, and grandparents, parents, aunts, and uncles
may hesitate and be uncomfortable [23]. Wilmoth and Sanders [23], in their
study of 16 African American women in a focus group setting, reported that
the participants admitted that, in their culture, discussions about how their
sexuality had changed during breast cancer treatment rarely happened, even
among close female friends. They did verbalize interest in the sexual changes
that had occurred in their bodies during treatment and said that they would
prefer information in a one-on-one consultation, rather than in a group set-
ting; they also said they thought they would be more open in a one-on-one
conversation. However, they thought that a group setting was another suit-
able method for the nurse to provide information to them. One other study,
with 12 African American heterosexual couples, revealed that, during the
treatment process for breast cancer, sexual intimacy was difficult to main-
tain primarily because the husbands ‘‘were concerned about their wives’
level of comfort with sexual intimacy, whereas women were more concerned
about their physical appearance’’ [27]. Overall, the men were supportive,
and reassured their wives that they would not leave them because of breast
cancer. This study further mentioned the fact that these couples did not talk
about sexuality issues with their health care provider, even though they felt
it was important. These couples affirmed that some of their health care pro-
viders had been supportive, whereas others had not. Other reports stated
that some African American women with breast cancer felt their providers
were not sensitive to their particular needs and concerns [28,29].

Nurses providing assessment and intervention for African Americans
must be aware of the hesitation of these patients to talk about sexuality is-
sues within their own families; the exception seems to be the spouse or part-
ner [27]. If hesitation exists, even within the family, the patient may not be
willing to express concern about his/her sexuality, and it is paramount for
the nurse to broach this subject first. One other issue is the ‘‘insider/
outsider’’ dilemma (eg, whether or not the nurse is of the same ethnicity
or culture as the patient); consequently, trust must be built and maintained
by the nurse [26].

Asian American culture

East Asians can be of various cultural backgrounds (eg, Chinese,
Japanese, Vietnamese, Cantonese, and so forth). For the most part, discus-
sions of a sexual nature are essentially taboo in these families, and the older
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adults prefer not to talk about sex, often because they received an inade-
quate sex education [30]. Schools in Japan and Korea provide little in sex
education, and sex is considered a private matter not to be discussed in pub-
lic society [31,32]. East Asians have been found to be more conservative,
have less sexual knowledge and experience, a later onset of sexual inter-
course, and fewer sexual responses, when compared with other ethnic
groups [33,34]. In Korea, parents are more tolerant of the sexual activities
of their sons than of their daughters, and sex education emphasizes premar-
ital virginity in girls. Premarital sexual activity is frowned on for both boys
and girls, but a girl’s premarital sexual activity is definitely viewed as a neg-
ative [35]. In general, health care professionals also shy away from discus-
sing sexuality [36].

Reports in the literature acknowledge that Asian women have lower can-
cer screening rates than their Caucasian counterparts, which is thought to
be partly because of fear or embarrassment, lack of time and money, and
language limitations [37]. Acculturation (the process that occurs when a per-
son moves to another culture and attempts to integrate into the new culture
by taking characteristics and values of the new culture into his/her person-
ality and self-identity) has also been noted to be a factor in cancer screening
behaviors. In a study done by Woo and Brotto [38] with Euro-Canadian
(n ¼ 86) and East Asian (n ¼ 78) women, the Canadian women had a sig-
nificantly higher rate of Pap testing than the East Asian women. The
Canadians were also found to be more knowledgeable about sex and to
have a higher level of sexual functioning and a broader repertoire of sexual
activities. The East Asian women cited embarrassment as a barrier to Pap
testing; however, if more sexually permissive, they tended to be more likely
to have had a Pap test. Acculturation to western culture was found to relate
significantly to greater sexual desire. If the East Asian woman maintained
strong ties to her culture, increasing mainstream acculturation did little to
liberalize her sexual attitudes. But if she did relinquish her heritage culture
to a certain degree, increasing exposure to North American culture led to
more liberal sexual attitudes, and these women had higher Pap testing rates
[38].

For the nurse with an East Asian patient, it must be ascertained whether
or not this patient is a first-generation Asian and whether or not he/she has
acculturated to this country. If embarrassment is associated with a simple
Pap test, discussion of the patient’s sexuality or sexual relationship may
also cause embarrassment. Ishida [37] reported that Chinese women pre-
ferred information through the mail and not by telephone, and many
Asian groups (Asian Indian, Chinese, Filipino, Japanese, Korean, and
Vietnamese) showed little interest in an educational class format to acquire
information. Consequently, the nurse should attempt to provide a one-
on-one encounter with the patient for provision of information regarding
sexuality issues, which provides privacy and decreases the potential for
embarrassment.
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Hispanic culture

Hispanics include primarily those persons from Mexico, Central and
South America, Puerto Rico, and Cuba, and about 8% from other Span-
ish-speaking countries [39]. Social networks that include family and friends
can be instrumental and a positive factor when providing medical care be-
cause they usually are involved in visits to the doctor and in the treatment
that is to be delivered [40]. Because family involvement is valued and impor-
tant to this culture, health care may be discussed and decided on by more
than just the patient and partner. They may, however, be averse to seeking
out medical care when an illness encompasses something involving sexuality.
Adams and colleagues [41] report that ‘‘women have presented with long-
standing gynecologic symptoms, such as bleeding after intercourse, which
they were too embarrassed to bring to the attention of a health care pro-
vider.’’ Hispanic women have a 7.3 times greater incidence of cervical cancer
than Caucasian women, which may be because of a younger age at first in-
tercourse. Overall, Hispanics are also reluctant to share marital problems
that are caused by sexuality issues [41].

Traditionally, the Hispanic woman has been respected and is known to
have a strong relationship with her children. Even after children are grown,
this woman remains loving, caring, and nurturing [41]. On the other hand, in
this culture, the male has created a submissive, self-relinquishing female who
is fixated on procreation, and is necessarily devoted to her spouse and chil-
dren [42]. Often, though, her strong dedication to family has put her own
personal needs secondary to her family, with resultant delays in medical
treatment for her own ailments.

In today’s society, level of acculturation may significantly impact these
populations’ traditional views of femininity and machismo; individuals
less acculturated respond differently than those who hold more ‘‘western’’
views [41]. The nurse may need to be somewhat more assertive, although
not invasive, with the Hispanic population because of their shyness and re-
luctance to discuss sexuality issues with a health care provider, especially
one who is not from within their own culture. Gentle persuasion may be
appropriate for the nurse to be able to provide a good quality of education
related to the illness and its impact on sexual function.

Summary

When assessing the patient and partner for issues or concerns relating to
their sexuality, the nurse must not be more interested in finding treatment
options than in normalizing the fact that they each have these issues.
Help for these patients and partners is needed to find the causes of low order
sexual functioning and to offer treatment options so they can have a better
sense of their own sexuality and a more meaningful sex life. Recognition of
a patient’s entire sense of his/her own sexuality along with patient-centered
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goals acknowledges individual differences in sexual function. If the person is
not troubled by a poor sexual performance, then he/she does not have
a problem. During assessment and intervention planning, alternative sexual
activities may be suggested; however, these may not be satisfying. Feelings
of disappointment, failure, and distress may arise when none of the sug-
gested strategies are helpful, and these feelings cannot be ignored. Essen-
tially, no treatment program is 100% successful, and some patients and
partners simply may not benefit from any treatment option.
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