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Introduction
Gendered health inequalities can be reinforced and 
reproduced by gender norms in healthcare regarding 
access to healthcare, patient-provider interactions and 
bias in health research [1–3]. Gender norms negatively 
affect the provision and quality of healthcare for women, 
e.g. biased assessments of women’s symptoms, women 
receiving less and cheaper treatments, fewer referrals 
and less rehabilitation than men with similar health-
care needs [4–6]. Men’s health, healthcare practices 
and communication also seem to be affected by gender 
norms, e.g. patients and healthcare professionals (HCP) 
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Abstract
Studies have reported that men’s uptake of sexual health services is low, that these services make them feel 
vulnerable, and that they experience sexual healthcare (SHC) as stressful, heteronormative, potentially sexualised 
and “tailored for women”. They also suggest that healthcare professionals (HCPs) working in SHC view masculinity 
as problematic, and situated in private relationships. This study aimed to explore how HCPs construct the 
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with 35 HCPs working with men’s sexual health in Sweden. The study found that gendered social locations were 
discursively constructed in four ways: (I) by problematising and opposing masculinity in society; (II) through 
discursive strategies where a professional discourse on men and masculinity is lacking; (III) by constructing SHC as 
a feminine arena where masculinity is a visible norm violation; (IV) by constructing men as reluctant patients and 
formulating a mission to change masculinity. The discourses of HCPs constructed the gendered social location 
of masculinity in society as incompatible with SHC, and saw masculinity in SHC as a violation of feminine norms. 
Men seeking SHC were constructed as reluctant patients, and HCPs were seen as agents of change with a mission 
to transform masculinity. The discourses of HCPs risk othering men in SHC, which could prevent care on equal 
terms. A shared professional discourse on masculinity could create a common foundation for a more consistent, 
knowledge-based approach to masculinity and men’s sexual health in SHC.
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perceptions of masculinity relate to men’s health seek-
ing and interactions between patients and HCPs [3, 7–9]. 
Gender norms are created and reinforced in a number of 
ways [10], such as through discourse, i.e. how gender and 
health are communicated in speech and writing [11–13]. 
Other ways include institutional policies, values, and 
attitudes (e.g., in families, schools, and workplaces), and 
individual opportunities, experiences, and behaviours 
[1, 10]. In healthcare, gender-based discourses seem to 
play a role in the quality of care provided [8, 14–16], and 
may create and reinforce gendered health inequalities 
and biases. Gender-based discourses can be understood 
as HCPs attitudes coming into play in direct interactions 
with patients e.g. more friendly towards patient of a cer-
tain gender or more eager to find solutions [17].

The practice of medicine and healthcare institutions 
have been described as male biased, taking men and mas-
culinity as the norm, i.e. that men and masculinity are 
viewed as normal or neutral at the expense of women and 
femininity [18], but there are exceptions. Sexual health-
care (SHC) has traditionally been regarded as an issue 
for women [19, 20], but there is a growing awareness that 
men should be included in sexual health programmes 
[21–23] and services [24]. Such services should provide 
information, counselling, testing and treatment regarding 
sexually transmitted infections, unwanted pregnancies 
and sexualised violence. As well as information about 
sexual development and treatment and care for sexual 
dysfunction, e.g. erectile dysfunction and premature ejac-
ulation [23, 25, 26]. Studies from the U.S., Britain and the 
Nordic countries have reported that men’s uptake of sex-
ual health services is low [20, 27–32], that these services 
make them feel vulnerable [33], and that they experience 
SHC as stressful [34], heteronormative [35], potentially 
sexualised and “tailored for women” [36].

A Swedish population-based survey [37] identified 
that 42.1% of men who had sought SHC reported that 
it had only partially helped them, and 23.3% said it had 
not helped them at all. In the Nordic countries, includ-
ing Sweden, men’s access to SHC is limited by organisa-
tional barriers e.g. lack of prioritizing men’s SHC, lack of 
holistic approach to care and HCPs experiencing unclear 
mandates for working with men’s SHC [32]. SHC for men 
in Sweden has been described as being in everyone’s 
interest but no one’s responsibility [38].

Men have been cited as missing clients in sexual health 
[39, 40]. Previous research has focused on how men avoid 
seeking SHC [41–44], which is often explained as men 
adhering to norms of masculinity [45–47]. Masculinity 
norms places expectations on men to be stoic, tolerate 
pain and illness and to avoid seeking professional help 
[48, 49]. Adhering to these norms have been associated 
with beliefs and behaviours that increase health risks [46, 
50] including sexual risk-taking, such as the number of 

sexual partners and attitudes to condom use and to test-
ing for sexually transmitted infections [51, 52].

Masculinity, according to Schippers [53], is a social 
location. This is not strictly a place, but a position that 
can be embodied by men, women and others through a 
combination of masculine practices and attributes in 
social interactions. The location is constructed in rela-
tion to femininity and un-masculinity in all social rela-
tions, including institutional practices at clinics. Social 
location can also be understood as a person’s position 
within a gender regime, i.e. how genders relate to each 
other within an institution [54]. This perspective assumes 
that there are different forms of masculinity and feminin-
ity [54]. In a previous study, we identified that HCPs per-
ceived men and masculinity as a potentially challenging 
in SHC, i.e. that the social location of masculinity could 
be problematic for both patients and HCPs. We also 
found that HCPs’ notions of masculinity were situated in 
relationships, i.e. that HCPs understood masculinity in 
a context of their own intimate, private and sometimes 
sexualised relationships [55], whether these were real or 
hypothetical. The study showed how the gendered social 
location of masculinity was perceived in SHC. However, 
there is a lack of knowledge about how this social loca-
tion is constructed, and how HCPs’ discourses on men 
and masculinity relate to how it is constructed. The con-
ceptual framework in this article is inspired by critical 
discourse analysis (CDA), where discourses are viewed 
as communicated “systems of meaning” that can create 
change, and which construct and shape shared under-
standing and social realities, regardless of the speaker’s 
intent [56]. CDA examines how meaning about differ-
ent phenomena, such as gender or masculinity, is con-
structed through language within a specific context and 
has been described as useful in “examining how domi-
nant discourses construct health issues” [57].

This study aimed to explore how HCPs construct the 
gendered social location in SHC, specifically in terms 
of masculinity and masculinity seen as situated in 
relationships.

Method
Study design
This study was designed as an explorative, qualita-
tive focus group study. Focus group discussions offer 
an understanding of group norms, facilitate individual 
disclosure and provide connections between local dis-
courses, group norms and societal discourses [58–60]. 
The data were analysed using discourse analysis. We 
choose to focus on discourse as language, i.e. text and 
speaking, viewed as a “communicative event” and as part 
of a social process connected to other aspects of social 
life [61]. We used a model from CDA, a form of discourse 
analysis which focuses on how language can change and 
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reproduce power, as it is suitable for revealing how acts 
of interpersonal communication produce and main-
tain power and knowledge, how they shape experiences, 
activities, relationships and identities in relation to the 
setting, and how they construct social practices and 
structures [61].

Recruitment and study sample
The study sample consisted of HCPs working with 
men’s sexual health either at primary healthcare centres 
(PHCCs) or at clinics specialising in sexual and repro-
ductive health. To obtain broad variation in experi-
ences, HCPs from different types of clinics were invited 
to participate, as well as from a variety of occupational 
categories and from different clinic catchment areas. 
The inclusion criterion was that participants should be 
working clinically with men’s sexual health. To facilitate 
natural conversation and self-disclosure, we assumed that 
participants would be more comfortable in groups who 
worked together.

Sexual and reproductive health clinics were contacted 
using the inter-organisational strategic Sexual and Repro-
ductive Health and Rights (SRHR) network in the Region 
Västra Götaland, Sweden. Clinics included sexual health 
clinics, STI clinics, antenatal clinics, clinics for gynaecol-
ogy and venereology, youth clinics and PHCCs. Requests 
to participate in the study were sent through newsletters 
and letters to key stakeholders. Nine clinics expressed 

interest in taking part, but three chose not to participate 
due to time constraints. As none of the other six clinics 
was a PHCC, and as PHCCs are important providers of 
adult men’s SHC, it was deemed important to include at 
least one PHCC in the study. Thirty new PHCCs were 
contacted directly, and were suggested by Research and 
Development primary healthcare in the RegionVästra 
Götaland. None of them chose to participate. A new 
letter was sent to PHCCs through the SRHR network, 
resulting in one PHCC choosing to participate. In total, 
35 HCPs were interviewed in seven focus groups con-
ducted at seven different clinics. All participants were 
working with men’s sexual health. See Tables 1 and 2 for 
the characteristics of the participants.

Data collection
Data were collected through seven audio-recorded focus 
group interviews, consisting of four to six participants 
each. To ensure privacy, the focus groups took place in 
rooms at the participants’ place of work, and they lasted 
approximately 90  min. The focus groups were moder-
ated by the first author and co-moderated by four dif-
ferent public-health researchers. The co-moderators 
were only involved in the data collection. Their task 
was to explore statements and claims made during the 
focus groups which might have been overlooked by the 
moderator. Notes were taken by both moderator and 
co-moderators during the focus groups. The modera-
tor initiated the focus group interviews using a guide 
(Table  3), and participants were encouraged to discuss 
freely and share their thoughts, experiences, and views 
on the topics. Probes and follow-up questions included: 
Do you all agree with this? Can you give an example? and 
What do the rest of you think about this? These were used 
to encourage examples and clarification, and to facilitate 

Table 1  Characteristics of participants
Characteristic n
No. of participants 35

Gender, n (%)

Female 24 (68.6%)

Male 11 (31.4%)

Age range 29–71 years

Profession, n (%)

Assistant physician 1 (2.86%)

Counsellor/social worker 5 (14.29%)

General practitioner 3 (8.57%)

Midwife 12 (34.29%)

Nurse 7 (20%)

Nursing assistant 3 (8.57%)

Psychologist 4 (11.43%)

Type of clinic, n

Primary healthcare clinic 1

Venereological clinic 1

Youth clinic 3

Reproductive clinic 1

Men’s sexual health clinic 1

Catchment areas, n

Inner-city 2

Suburbs 2

Smaller towns 2

Rural area 1

Table 2  Gender distribution by profession
Gender distribution by profession Women, n Men, n
Assistant physician 1 -

Counsellor/social worker 3 2

General practitioner 1 2

Midwife 12 -

Nurse 3 4

Nursing assistant 2 1

Psychologist 2 2

Table 3  Focus group interview guide
Main questions
Tell us about the men who come here seeking sexual healthcare.

What is it like to meet men seeking sexual healthcare?

What is masculinity to you?

What is your perception of the men that come here?

Are there qualities that you consider to be masculine or un-masculine?
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and stimulate communication and discussion within the 
group.

During data collection we did not provide any defi-
nition or examples of masculinity to the participants, 
instead participants were free to define and exem-
plify masculinity based or their own notions. The focus 
group interview guide was pilot-tested at two clinics. 
No changes were made to the questions, but probes and 
follow-up questions were adjusted to encourage inclusion 
and discussion. Data from the pilot focus groups were 
not included in the analysis or the results.

Ethical considerations
The Regional Ethical Review Board in Gothenburg, Swe-
den (registration number 543 − 14) approved the study. 
All participants gave written, informed consent, and were 
informed verbally and in writing that they could with-
draw from the study at any time. Names of, and detailed 
information about participants and clinics have been 
removed from the study.

Data analysis
The data in this study were previous used in a study on 
HCPs’ notions about men and masculinity [55]. This 
study, taking a discourse perspective, offers a secondary 
analysis of the focus groups interviews. Data from the 
focus group interviews were transcribed verbatim by a 
professional transcribing firm. All transcripts were proof-
read and corrected for any errors by the first author (TP) 
to ensure quality and accuracy. Before coding, the tran-
scripts were closely read and re-read to re-familiarise the 
authors with the text. The texts were then coded using 
Fairclough [61] three-dimensional model as inspiration. 
This model consists of three interrelated dimensions of 
discourse: (a) a text-level, (b) discursive practices and 

(c) social practices. Codes were identified as sections of 
text where HCPs described, through their discourse: (1) 
SHC as a gendered social location, (2) the social location 
of masculinity and (3) an understanding of masculinity as 
situated in relationships. The analysis was undertaken in 
three stages (see Table 4), starting with (a) identifying key 
words and phrases that showed how HCPs constructed 
attitudes, opinions and values. The second stage (b) 
analysed discursive practices in the text to identify how 
words were put together in sentences to create change. 
This included how topics were discussed and inter-
preted, what values and opinions the sender conveyed 
to the recipient, and how the speakers positioned them-
selves as subjects. This stage also analysed discourses 
involved in group dynamics and organisational cultures, 
and the use of interdiscursivity (how different discourses 
are incorporated into the same statement). The third 
stage (c) analysed social practices, i.e. an analysis at the 
norm level, including the wider societal, ideological, and 
political context in which the communication was taking 
place. Coding at this level identified how language cre-
ated social relationships and practices. It included look-
ing at language as a form of power, and communication 
as a social event where language and choice of words 
form the context of social community. Finally, codes from 
all three stages were aggregated in broader themes that 
showed how the linguistic microlevel, i.e. the words and 
sentences, interacted with norms, traditions and ideolo-
gies within the organisation and in society.

To increase reliability [62] the data were initially coded 
independently by TP and ET. The codes were compared 
to identify broader recurring themes in the focus group 
interviews [63]. As a cisgender man working strategically 
with SRHR, TP was subject to preconceptions which 
were largely based on an organisational discourse where 

Table 4  Example of analysis
Example code Dimension 1: Text Dimension 2: Discourse practice Dimension 3: Social norms
“Obviously if I am talking with 
a man than perhaps that man 
has to explain a bit more to 
me than if I am talking with 
a woman. I perhaps need to 
allow the man to talk a bit 
more… and explain a bit 
more, descriptively. Because if 
it is a woman then perhaps, I 
think I know. “

Keywords:
The word “Obviously” shows that 
the speaker presents the state-
ment as self-evident.
The word “descriptively” is used 
to emphasize that the speaker’s 
preunderstanding of men’s and 
women’s sexual health issues differ.

The speaker compares differences in 
how they communicate with patients 
based on whether the patient is a 
man or a woman as self-evident. The 
speaker interdiscursively links the gen-
dered differences in communications 
to differences in preunderstanding of 
patients’ sexual health issues based on 
patient’s gender.

The speaker constructs differences in 
interactions between male and female 
patients in SHC as self-evident illustrat-
ing a binary perception of gender. The 
statement relates to the discourse on 
the lack of training and education on 
men’s sexual health among HCPs who 
work with men’s SHC.

“But I also think that it is our 
mission to make them [men 
seeking SHC] secure in differ-
ent ways, sort of.”

Keywords:
The phrase “our mission” indicates 
that the speaker portrays the 
statement as a task that the clinic is 
charged with.
The word “secure” is presented as 
an aim for men who seek SHC.

Men seeking SHC are implicitly 
described as being insecure. By using 
the phrase “our mission” the speaker 
indicates that making men secure is 
an important part of providing SHC for 
men, rather than a personal opinion.

Being, feeling and making others feel 
secure is used by participants in de-
scriptions of masculinity in relationships, 
i.e., participants notions of desirable and 
preferable masculinity. By presenting 
men seeking SHC as insecure patients 
are portrayed as not performing desir-
able masculinity, and HCPs as having a 
mission to change patients’ masculinity.
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an aim was to report an increase in the proportion of 
men taking part in SHC. The co-analyst ET approached 
the data as a cisgender woman with a background in 
gender-related health-inequity issues, specifically issues 
around gender norms.

Results
The gendered social location was constructed in four 
discursive ways (i.e. themes): (I) Problematising and 
opposing masculinity in society, (II) Discursive strategies 
compensating for the lack of a professional discourse on 
men and masculinity, (III) Constructing SHC as a femi-
nine arena where masculinity is a visible norm violation, 
(IV) Constructing men as reluctant patients and formu-
lating a mission to change masculinity.

Theme I: problematising and opposing masculinity in 
society
SHC was constructed as separate and in opposition to 
norms of masculinity in society. Men seeking SHC were 
described as presenting “societal masculinity” at the 
clinic. Participants distanced themselves from mascu-
linity in society by construing it as problematic, harmful 
and wrong for SHC and society as a whole. Apart from 
the oppositional discourse, HCPs did not share an alter-
native professional discourse regarding masculinity or 
men in SHC.

Distancing from societal masculinity
Participants positioned SHC discursively as being in 
opposition to, or distanced from masculinity in society, 
which was described as problematic. Factual modalities 
were used to construe SHC as “actually being” a sub-cul-
ture which was separate from society. Participants dis-
tanced themselves semantically from societal masculinity 
by using vocabulary such as “traditional”, “stereotypical”, 
“that”, “normative”, “the classic” or “the classic image of” 
masculinity. A key word in this process was the word 
“macho”. “Macho” was used both as a synonym for mas-
culinity in society and to illustrate problematic aspects of 
masculinity in society. Macho and “macho culture” were 
linked to descriptions of men’s domination, and to deg-
radation of women and transgendered people. The terms 
were associated with words and phrases such as “rape 
culture”, “acting out”, “inability to communicate”, “inabil-
ity to seek help”, “power”, demonstrating “prerogative of 
interpretation”, and being “disrespectful”, “condescend-
ing” and “tough”. Participants’ critical attitudes towards 
masculinity in society were portrayed as different from, 
or better and truer than the attitudes of patients, other 
areas of healthcare and the media. A critical attitude was 
described as a prerequisite for working with men’s sexual 
health. Emotional modalities, such as “I feel that” or “in 
my opinion”, were used to describe masculinity in society 

as detrimental to the SHC context. In descriptions of 
men as patients, HCPs portrayed them as introducing, 
performing, or presenting societal masculinity at the 
clinic.

“I think that most [men who come seeking SHC] 
who I have spoken with about what masculinity 
entails say that you [as a man] are expected to be 
aggressive, that you should assert your position and 
that you should be superior to women and so on.” 
(FG 7, Men’s sexual health clinic).

This form of masculinity was said to be a “caricature” 
of masculinity, and harmful to patients. Patients were 
described as trying to “live up to” societal masculinity 
and failing. This failure was construed as an underlying 
reason for the fact that many patients needed SHC.

The lack of a professional discourse
Apart from an opposition to masculinity in society, there 
was no explicitly shared formalised discourse on mascu-
linity or approach to men as patients. Participants were 
aware that they lacked a shared approach, and problema-
tised their own oppositional discourse by describing it as 
intellectualised and not anchored in patients’ reality. This 
intellectualised approach to talking about masculinity 
was considered to be ineffective in clinical interactions. 
Patients’ masculinities were described as problematic 
and harmful, but simultaneously a better reflection of 
reality than the intellectualised discourses.

“And it would be easier not to understand mascu-
linity perhaps, but if we had a clearer pattern, men 
come and women come and we meet them roughly 
the same way, but if we had a clearer, how should we 
…, so that we felt comfortable meeting men, then it 
would be easier to understand. Well maybe not mas-
culinity but that masculine aspect of seeking [SHC] 
from us.” (FG 5, Reproductive clinic)

Not having a shared discourse on masculinity also meant 
that HCPs lacked a shared professional discourse for 
interaction with men seeking SHC. The absence of a 
professional discourse was explained as being the conse-
quence of inadequacies in formal training and education, 
and a lack of clinical experience with men. Participants 
at clinics with a lower uptake of men and participants 
whose professional training focus more on women’s 
sexual and reproductive health expressed this lack more 
strongly. Participants used formal and emotional lan-
guage to express the lack of a professional discourse. 
Examples of key phrases in the formal discourse included 
“having received little” and “I am lacking that compe-
tence”. Examples of emotional language included “I feel 
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insecure” and “I feel I am very much lacking”. The lack of 
a professional discourse was particularly clear in descrip-
tions of men outside HCPs’ notions of normative mascu-
linity, such as trans men and non-heterosexual men.

Theme II: discursive strategies to compensate for the lack 
of a professional discourse on men and masculinity
HCPs used discursive strategies to compensate for the 
lack of a professional discourse on men and mascu-
linities in SHC. These strategies included connecting, 
recontextualising and re-negotiating existing discourses. 
Discourses which expressed private attitudes were pre-
sented as unprofessional but aligned with SHC’s oppo-
sition to masculinity in society. They were therefore 
considered acceptable for use as tools in a professional 
context. HCPs’ relationally situated understanding of 
masculinity, i.e. notions of masculinity based on HCPs’ 
own intimate, private and sometimes sexualised relation-
ships, were validated by referring to clinical experiences 
of men. Masculinity and the importance of masculinity in 
SHC were minimised or denied in the sense that HCPs 
considered themselves gender-neutral in a professional 
capacity, which negated the need for a professional dis-
course on men and masculinity.

Legitimising private attitudes - unprofessional but 
oppositional
Personal or private attitudes, such as understanding 
masculinity as relationally situated, were explicitly and 
implicitly described as unprofessional and undesirable 
in SHC. This was evident in the fact that HCPs linked 
professionality with “not mixing in” private attitudes or 
emotions. Implicitly private attitudes were described 
as seeping into, and “affecting” professionality. Partici-
pants described how they attempted to avoid private 
discourses on masculinity. They distanced themselves 
from having private, “incorrect” attitudes by making use 
of silence, irony and self-distance. However, to oppose 
or disassociate themselves from societal masculinity, 
HCPs used discourses on masculinity which expressed a 
personal and relational understanding of it, or attitudes 
towards it. In this way, personal attitudes were aligned 
with SHCs’ opposition to societal masculinity, and were 
thereby legitimised as part of an oppositional strategy. At 
the same time, HCPs implicitly reproduced societal dis-
courses on masculinity in personal, relationally situated 
discourses.

Participants’ discourse involved an “embodied under-
standing”, in which their own gender was constructed 
as a professional tool for understanding or relating to 
patients’ sexual health. To describe women’s sexual 
health, female HCPs used vocabulary such as “easier 
to relate to”, “naturalness” and “we women”, indicating 
a shared understanding of women’s sexual health and 

femininity which was lacking in their discourse on men’s 
sexual health and masculinity. This discourse reframed 
personal gendered attitudes as professional. Male HCPs 
did not explicitly describe an embodied understanding of 
male patients. Instead, they described receiving valida-
tion from male patients based on their gender expression, 
and said that male patients need identification based on 
sharing their gender with HCPs. Some male HCPs spoke 
of an embodied opposition to masculinity in society.

“I identify as a man and [I] am therefore masculine, 
but do not want to be associated with the qualities 
that are opposed to women and femininity […] My 
notions of traditionally feminine qualities [are that 
they] involve qualities that are good, such as caring, 
an ability to reflect, being given to emotions, soft-
ness, and speaking of whether this [discourse] is on 
an intellectual plane or not. My very existence chal-
lenges the sort of masculinity that is based on that 
contrast.” (FG 7, Men’s sexual health clinic)

Validating relationally situated masculinities through the 
experiences of men
Empirical descriptions of men as patients were used to 
negotiate whose opinion of masculinity and whose atti-
tudes towards it were most valid. Both male and female 
HCPs used closeness to men, and experience of men as 
patients to defer or establish prerogative of interpreta-
tion. In these negotiations, participants used examples 
that reflected private and relationally situated percep-
tions of masculinity. “The patient” was thus used as a 
discursive legitimiser in terms of validating personal atti-
tudes as professional observations. Similarly private 
closeness to men was used to validate attitudes about 
men and masculinity.

A1: “Yes, no, I am thinking that I live in a house with 
five men: four sons and a husband.”
B: “You should know …”.
A: “So I should know [what masculinity is].” (FG 5, 
Reproductive clinic).

In mixed gender focus groups, male HCPs referred to 
clinical experiences or observations of other men, even 
when other participants specifically asked about their 
opinions based on their gender.

1  In dialogues, participants are referred to as A, B, C, etc. in the order in 
which they speak. This means that person A in this quote is not the same as 
person A in other quotes.
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Denying or minimising masculinity
A strategy used to compensate for the lack of a profes-
sional discourse and relationally situated discourses 
involved minimising or denying masculinity, or the 
importance of masculinity, in SHC. This manifested itself 
in a discourse where HCPs claimed to be gender-neutral 
in a professional capacity. Instead of referring to patients 
as ‘men’ or ‘masculine’, they referred to them in an 
SHC context as people/patients/humans/de-gendered/
gender-neutral.

A: “Does this mean that you don’t perceive whether a 
person is masculine or feminine?”
B: “Yeah but, we do actually. I actually do.”
C: “But I never think that way.”
B: “No, I don’t think that way, but of course when I 
look at you, I don’t think masculine, I don’t do that. 
[…]” (FG 1, Venereological clinic)

Men’s sexuality and patients’ masculinity were discur-
sively reduced or “objectified” to physical aspects such 
as genitals, and were constructed as mechanical or tech-
nical. The idea of perceiving patients as gendered was 
described as unfamiliar in SHC. The gender-blindness 
discourse was described as a consequence of working 
in SHC. For example, this appeared in statements about 
how male patients they had encountered clinically were 
all so different, and had such a variety of problems, that 
it was impossible to talk about masculinity. There seemed 
to be a contradiction between idealised statements and 
experiential descriptions. HCPs suggested that the cor-
rect or ideal way of relating to patients was to perceive 
or assume gender-blindness while “treating everyone the 
same”, but they also said that they assumed and acted on 
gender differences in clinical interactions with patients.

Theme III: constructing SHC as a feminine arena where 
masculinity is a visible norm violation
SHC was discursively constructed as a feminine arena by 
referring to the profession, as well as its history, tradition 
and practice, as feminine, i.e. an institution predomi-
nantly for, and consisting of women. The social location 
of masculinity in the arena was construed as a violation 
of norms. Discourses on the waiting room demonstrated 
how men and masculinity were made visible by not fit-
ting in, and that SHC needed to be de-feminised to be 
made more accessible for men.

Constructing sexual health as a feminine arena
SHC was discursively constructed as a feminine arena. 
Femininity was portrayed as an ideal, or as something 
“good” in the context. Regardless of their gender, partici-
pants described having been “educated”, “trained”, “indoc-
trinated” or “imprinted” to regard SHC as feminine, and 

associated their clinical practices with key words like 
“nurturing”, “mothering” and “women’s role”.

A: “[…] but I think it’s not just education that guides 
us in what we view as, that we see women and femi-
ninity as good.”
B: “Mm.”
A: “Yes, but surely, I absolutely have to say that I 
have been imprinted, and that I see that as a posi-
tive imprint [as a consequence] of the fact that I, 
as a nurse, have seen more examples of female role 
models than [are seen] in society at large. And I am 
glad about that.” (FG 7, Men’s sexual health clinic)

SHC was considered to be traditionally and historically 
linked to women’s reproductive health, and regarded as 
a women’s issue. The SHC profession was constructed as 
female by making guesses about gender statistics, stating 
outright that the workforce was predominantly or only 
made up of women, or by referring to HCPs in SHC as 
“other women”. A typical HCP was described as a female 
midwife. Participants spoke of the importance of gender 
diversity, and the need for changes in recruitment strate-
gies to allow other professions to work in SHC, implying 
a need to recruit more men into the field. Men working 
in SHC described how they were perceived by patients 
and colleagues as doing something outside the norms of 
masculinity, but they also described how they received 
overwhelming gender-based validation and had difficul-
ties handling gendered expectations from men who were 
seeking SHC. It should be noted that some participants 
stated vehemently that they did not wish to associate 
gender with their professional role, and that the gender of 
HCPs should not matter.

”But then that is actually the image I have [of HCPs], 
since we are actually mostly old ladies. So I guess 
that’s just the way it is.” (FG 5, Reproductive clinic)

Organisational structures, such as the focus and avail-
ability of types of clinic and medical specialisation, ear-
lier experiences, formal training and education, were all 
described in a way which assumed that SHC was femi-
nine and aimed at women. An example of this involved 
statements about the need for routines and further train-
ing aimed at not putting men at a disadvantage.

”And then, or sometimes, that is almost always, 
their [men’s] visits are about getting tested, but other 
things tend to come up, I feel. And I can feel that I 
find it difficult to give them answers because I don’t 
have that education, because I, yes in midwifery 
training you study women and women’s sexuality 
and women’s sex, but nothing about men. And here 



Page 8 of 15Persson et al. BMC Health Services Research          (2023) 23:535 

we have, I have, received a one-day training session 
[on men’s sexual health], so mostly I don’t feel I can 
meet their needs.” (FG 2, Youth clinic)

Masculinity as a violation of feminine norms
Discourses on masculinity in SHC were juxtaposed with 
a discourse involving SHC as a feminine arena. The fact 
that HCPs identified themselves and the arena from a 
feminine perspective was used to construct the social 
location of masculinity in SHC. It contributed to mascu-
linity being seen as not preferable, potentially problem-
atic, provoking, uncomfortable, ignorant and inaccessible 
to female HCPs. SHC clinics specifically aimed at men 
were described as “separatist rooms”2 for men. Equally, 
masculinity was construed as a norm violation, particu-
larly patriarchal notions of masculinity such as men’s 
power over women, and women were construed as the 
norm, implicitly and explicitly. Women were explicitly 
cited to describe normal clinical situations and com-
munication, to illustrate what it was like to meet men. 
Examples of key phrases in the women-as-norm dis-
course included “Of course we are specialised in women”, 
referring to women as a “frame of reference” or “gen-
erally speaking”, and men in SHC as “doing something 
un-masculine”.

A: “We have a frame of reference for how a pap-
smear test should be. We have seen thousands of 
women, all of us [have]. We have a very large frame 
of reference, and then a man comes along and you 
are expected to … that …”
B: “Yes, you can’t tell what’s normal because you 
haven’t seen enough [men] … so, sure.” (FG 5, Repro-
ductive clinic)

Women seeking healthcare was described as “taking 
responsibility”, socially expected, naturally socialised, 
“much easier” and “routine”. Men were considered to 
seek SHC because they had failed in something, such 
as using a condom, or alternatively “when it came up” 
in relation to other health issues at PHCCs, such as uri-
nary problems. Female HCPs expected men to describe 
sexual health issues more clearly, as they did not share 
the embodied experience of being a woman. When men 
sought SHC, it was described as more aggressive and 
threatening than when women sought it. Men’s presence 
was said to generate insecurity and challenge the profes-
sional role and competence of HCPs. Implicitly, it was 
almost impossible to speak about masculinity in SHC, 
particularly without comparing it to the experience of 

2  The term is roughly similar to the term “safe space”, i.e. an area intended to 
be free from physical threats, bias and criticism.

women. Men were described as “taking up space”. Inter-
actions with men were described as metaphorical “strug-
gles” or “confrontations” which could negatively affect 
the ability to treat patients. Women’s sexual health was 
described as “natural”, “holy” and comprehensible. Men’s 
sexual health was associated with less common prob-
lems. In comparing interactions with male and female 
patients, phrases such as “I am better at” were used in 
terms of interactions with female patients, and “I am 
worse at”, “I would like to be better at”, “I help them less” 
and “I sometimes become a worse therapist” were used 
in terms of interactions with men. Communication with 
men was considered to be “something the whole clinic has 
to work at”. This indicates that the professional discourse 
was based on women.

“But it would be great if we had a, that is, a form of 
structure [for providing SHC for men], then you can 
always divert from that, but if you have nothing all 
you can do is divert.” (FG 5, Reproductive clinic)

Masculinity as a norm violation was also expressed 
through a heterosexual discourse. Men’s presence at the 
clinic, and physical examinations of men, were described 
as potentially sexually “charged” and “intimate” interac-
tion between HCPs (implicitly or explicitly identified as 
female) and men as patients. These interactions were 
described as unwanted, as well as problematic for men 
and in relation to men.

Making masculinity visible through discourses on the waiting 
room
The waiting room was a discursive arena where mascu-
linity was made visible. Participants said that patients’ 
gender identity could be more important in the waiting 
room than in the examination room. Waiting rooms were 
described as being, or having been, very feminine. Par-
ticipants described needing to change this situation by 
de-feminising waiting rooms, e.g. the colour of the walls, 
the artwork and campaign posters, to compensate for the 
fact that the clinic was dominated by women. They felt 
this would make it into a place men could “feel” was for 
them as much as for women. Collecting or calling out 
patients’ names in the waiting room was described as a 
gendered situation. Including the man’s name when het-
erosexual couples were called was considered to be an 
inclusion strategy. The woman, as primary patient, was 
called first, and then the man, to make him feel included. 
Participants described feeling uneasy and overanalysing 
when they called a trans man in a waiting room filled 
with women. The waiting room was also constructed as 
a potentially sexually charged place. Older female HCPs 
described how men visibly relaxed when they realised 
it was not a young woman coming to collect them. 
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Participants discussed shared experiences of how they 
assessed different masculinities in the waiting room by 
analysing where and how the patients were sitting and 
what they were wearing. Men in the waiting room were 
portrayed as disruptive to other patients and HCPs. They 
were described as feeling “shitty” if they had to sit with 
other men, and “courageous” if they were the only man in 
a waiting room full of women.

”I don’t think that everyone at the clinic finds it as 
amusing when five guys come in and act a bit macho 
and want condoms and asks what condom the 
receptionist thinks is best, sort of and similar things.” 
(FG 2, Youth clinic)

Theme IV: constructing men as reluctant patients and 
formulating a mission to change masculinity
HCPs’ discourses on men seeking SHC were linked 
interdiscursively to organisational expectations of a 
need to report an increase in the proportion of men 
seeking SHC. HCPs expressed mixed attitudes involv-
ing positive feelings towards men seeking SHC and giv-
ing them undue praise for coming in. These discourses 
constructed men as reluctant or missing patients. In 
descriptions of masculinity as an underlying reason for 
men seeking SHC, participants expressed an under-
lying mission to change masculinity, and presented 
HCPs as agents of change.

Referencing discourses on men as missing patients

A: “Yes, precisely that, [men] probably feel that it 
is a bit unnecessary to communicate, but then still 
when they finally [come to the clinic] …”
B: “Exactly.”
A: “… and finally make it over the threshold or in 
some way end up with someone like someone here … 
most of them consider it a gift.” (FG 6, Youth clinic)

Descriptions of men and masculinity in SHC were con-
textualised interdiscursively by using or referencing 
organisational discourses and institutional expectations 
of a need to report an increase in the proportion of men 
seeking SHC. Participants expressed ambivalence in 
their descriptions of men who seek SHC. Their vocabu-
lary reflected positive emotional attitudes such as “lik-
ing it”, “feeling stimulated”, “happy”, “especially happy” or 
describing meeting men as a “privilege”. However, they 
also found men challenging, and stated that men are 
given undue praise for seeking SHC. They likened this to 
praising men for doing household chores or taking part 
in parenting their own children.

“We feel … we are actually mostly women who work 
here, and we feel the women who come here [as 
patients], they are so tremendously capable [and] it 
was good that they came here. Because for so long we 
have been told that we must increase the percentage, 
we must get more guys to come to us and we feel that 
it becomes, oh, it’s so good that they [men] seek us 
out and it’s good that we get good statistics.” (FG 3, 
Youth clinic)

In relation to the organisational discourse, men were 
depicted as unaware of their sexual health needs, and 
HCPs were considered to be doing men a favour by 
helping them. Participants described coaxing men to 
give them necessary information. They described men 
as being blunt, unaccustomed to the situation, and 
untrained in terms of talking about sexual health and sex-
uality. These descriptions infantilised men and portrayed 
them as unsocialised in the arena. Men were ascribed 
positive experiences of SHC, and feelings of gratitude 
towards SHC and HCPs. Men who had sought SHC 
were described using vocabulary associated with busi-
ness, fishing and hunting. They were said to have “taken 
the bait”, or to have been “lured” or “caught”, and partici-
pants described “marketing” therapy to men because of 
difficulties in encouraging them to accept or “catch onto” 
the offer. This vocabulary signalled that extra efforts were 
needed, that SHC was not a self-evident place for men, 
and that men were reluctant patients.

Formulating a mission to change masculinity
Participants expressed a wish that their work in SHC 
would contribute to changing masculinity. Key words in 
terms of the imagery generated included “effort towards 
change”, “mission” and “new”. HCPs described wanting 
to change men and encourage the right kind of mascu-
linity in patients, concepts based on HCPs’ preferences 
in terms of relationally situated notions of masculin-
ity. Masculinity was constructed as a problem for which 
men needed help. HCPs considered that patients them-
selves were often unaware of this, and that changing 
their masculinity would solve their problems. This was 
explicitly described as challenging patients’ images of 
masculinity by making them reflect on themselves. The 
“effort towards change” was not explicit in interactions 
with all patients, as most patients did not seek SHC as a 
result of masculinity. The implicit effort towards change 
was described as delivering “new perspectives” or “ways 
of thinking”.

“Sometimes I think about the effort for change [to 
change masculinity], what we want to achieve isn’t 
always so … how do you say, possible, or that it is … 
Maybe we can only do this much, and then its sim-
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pler to try to deliver a new reflection or way of think-
ing, rather than a completely new worldview.” (FG 7, 
Men’s sexual health clinic)

The effort towards change was described as a kind, 
charitable and beneficial act. Key words used in describ-
ing the effort towards change included “giving”, “open-
ing up”, “ways out”, “non-judgemental”, “less constricting” 
and “more inclusive”. The discourse on changing mascu-
linity constructed SHC as both threatening and a facil-
ity for rescuing masculinity. Changing masculinity was 
described as changing society one patient at a time, and 
discursively positioned HCPs as agents of change. In this 
discourse, the social location of masculinity in SHC was 
constructed as a political act, and SHC was considered 
to be on a mission to change masculinity. Participants 
reflected that the effort towards change permeated SHC, 
and that patients might consider these views coercive.

Discussion
This study aimed to explore how HCPs construct the 
gendered social location in SHC, specifically in relation 
to masculinity and to masculinity as a relationally situ-
ated construct. One of our main findings was that HCPs’ 
discourses distanced SHC from societal norms of mascu-
linity by presenting the latter as harmful to patients and 
incompatible with SHC provision. SHC was positioned 
in opposition to societal masculinity. A key word in this 
positioning was “macho”. Macho was used discursively 
to link societal masculinity with gender stereotypes 
and gender norms, as well as power and dominion over 
women, transgender people and men outside the norms 
of masculinity. These discourses on societal masculin-
ity are analogous to the theory of hegemonic masculin-
ity [64], i.e. that culturally dominant aspirational ideals 
shape socially acceptable practices of masculinity which 
uphold a patriarchal gender order. In healthcare research, 
hegemonic masculinity has been used to explain why 
men take sexual risks and avoid seeking healthcare [65–
67]. Similar ideals, which reward men for taking sexual 
risks and avoiding SHC, seem to be used by HCPs as 
ways of representing masculinity within a construction of 
SHC which is opposed to masculinity.

Whilst HCPs expressed a shared oppositional attitude 
to masculinity in society, they did not express an alter-
native shared or formalised discourse on masculinity in 
SHC. In other words, they lacked a professional discourse 
for communicating about, and with, men in SHC. Stud-
ies have reported that professional discourse is socialised 
and adopted during formal education [68] and through 
shared clinical experiences [69, 70]. Professional groups 
are built through shared language [71, 72]. In the case 
of HCPs in SHC, the group’s shared language does not 
seem to include a professional discourse on men and 

masculinity. The absence of a professional discourse 
could reflect a gap in knowledge about masculinity and 
men’s sexual health.

HCPs used discursive strategies to compensate for the 
absence of a professional discourse on men and mascu-
linities. These strategies included interrelating different 
orders of discourse. For example, they presented private 
attitudes as unprofessional but aligned with opposi-
tion to societal masculinity in SHC. They renegotiated 
a relationally situated understanding of masculinities 
by citing clinical experiences. They also minimised the 
importance of masculinity in SHC by claiming profes-
sional gender-blindness. Previous studies have reported 
that HCP interdiscursively criticises, indulges and pro-
tects masculinity in primary care in order to resolve the 
discrepancy between valorising masculinity as a cultural 
ideal and experiencing it as a barrier to health [7]. In 
this study, interdiscursive strategies resolved contradic-
tions between the ideal of opposing societal masculinity, 
perceiving masculinity as positive in personal relation-
ships and wanting to be professional, i.e. not associating 
patients’ masculinity with their personal relationships. 
Studies suggest that denying gender [18], and discourses 
based on private attitudes to gender [11], risk repro-
ducing gendered health inequalities, and our findings 
indicate that HCPs use both these discourses to relate 
to masculinity in SHC due to the lack of a professional 
discourse.

HCPs’ discourses on men and masculinities in SHC 
constructed masculinity as a violation of feminine norms, 
and allotted men a secondary role, or as “the other” in 
relation to women. This corresponds with men in repro-
ductive healthcare feeling invisible and superfluous [32], 
and perceiving themselves as the second parent [73, 74]. 
The process of “othering” can be understood here as 
making a group of patients feel different. This is enacted 
through interactional discourses and clinical practices, as 
well as through structural and organisational discourses 
which position groups of patients as different or difficult 
because they deviate from “normal” or standardised clin-
ical routines. Such patients might be labelled as difficult 
because “their values, behaviors, lifestyles, or beliefs do 
not align with dominant views in health care” [75]. Other-
ing can negatively impact care and professional relation-
ships [76]. The attitudes of HCPs have been described 
as crucial in SHC provision for men [32]. However, dis-
courses which feminise SHC position men as the other, 
and construct women as the norm, carry with them the 
risk of implicitly placing the burden of, and responsibility 
for sexual health in society on women.

Our findings illustrate how discourses on the waiting 
room portray men and masculinity as visible because 
they do not fit in. It has been argued [77] that geo-
graphical places need to be considered as an aspect of 
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intersectional approaches to health, and that interaction 
between human and non-human actors, such as technol-
ogy, organisations or places, form emergent entities with 
effects on social structures and health [78]. The intersec-
tion between the waiting room and masculinity creates a 
space where expressions of masculine gender stand out 
and may become hypervisible, i.e. more noticeable than 
other bodies, in the same way that non-white bodies are 
hypervisible in white spaces [79]. Although the political 
and personal implications of this hypervisibility are com-
pletely different, the underlying principles seem to be the 
same, i.e. that the intersection between norm violation 
and coded spaces makes certain bodies appear to be out 
of place. In terms of understanding the social location of 
masculinity in SHC, it could be important to take into 
consideration how the waiting room, as a physical place, 
intersects with gender.

We identified competing discourses on men who seek 
SHC. Organisational discourses and institutional expec-
tations in terms of increasing the number of men seek-
ing SHC were incorporated into professional and private 
discourses, or clashed with them. Previous research sug-
gests [80] that HCPs position themselves subjectively as 
either serving dominant organisational discourses, or 
subverting or challenging them. We found that interdis-
cursive practices were used to renegotiate power and cre-
ate multiple subjective positions. Men were constructed 
as reluctant patients, and HCPs considered themselves 
to be making an extra effort with men. They considered 
themselves to have positive attitudes to men, but prob-
lematised giving men undue credit for seeking SHC in 
response to perceived organisational demands. In this 
way, HCPs could negotiate their own position in rela-
tion to the organisational discourse and institutional 
expectations.

In a previous study, we found that a lack of training 
and organisational prerequisites affected HCPs’ views 
on working with men’s sexual health [55]. The lack of a 
shared approach to men’s sexual health, and the absence 
of a professional discourse, indicate that training on 
men’s sexual health and masculinity is missing from edu-
cation. This could explain why HCPs’ discourses on mas-
culinity in SHC were formulated in relation to women 
and femininity as norms, and to their own private atti-
tudes towards men and masculinity. A shared, knowl-
edge-based discourse could enable a more consistent and 
shared approach to men in SHC. One reason for the lack 
of education on men’s sexual health could be that similar 
views as those expressed by the participants, i.e. that SHC 
was primarily regarded as feminine and aimed at women, 
could be held by clinical training providers, healthcare 
policymakers and decision-makers. The findings sug-
gest a bias in the formal training of HCPs as neither 
academic nor clinical training seems to have prepared 

the participants for addressing men’s SHC. The results 
also indicate that further education on sex, gender and 
on sexuality and sexual health, including social and psy-
chological aspects of sexuality and practical training on 
how to address potentially sensitive subjects, are needed. 
The knowledge presented in this study could be used by 
policymakers and in medical and healthcare education to 
address some of the structural gaps that the participants 
described as challenges in working with men’s SHC. 
Overall, the findings in this study show that, regardless of 
their gender, HCPs discursively construct SHC as femi-
nine, and consider the social location of masculinity in 
SHC to be a potentially problematic violation of norms 
which HCPs aim to change. This suggests that SHC is 
not designed for men. The findings raise questions about 
how the discursive practices identified in this study could 
affect the ability of HCPs to provide high-quality care on 
equal terms, regardless of patients’ gender, and how they 
could influence the situation for male HCPs in SHC, par-
ticularly in relation to the othering of men as patients. 
More studies are needed to investigate how HCPs dis-
courses are enacted in interaction with patients and how 
this affects men’s engagement with healthcare.

Methodological considerations
The data in this study were used in a previous study on 
HCPs’ notions about men and masculinity [55]. Re-using 
qualitative data in health research has been described 
as “an especially fertile domain” [81], and conducting a 
secondary analysis of qualitative data has been recom-
mended for investigating potentially sensitive topics 
[82]. Discourse analysis is a less commonly used meth-
odology in healthcare research [56]. However, it can offer 
important contributions to understanding the social and 
political context of healthcare, and provide a breadth of 
knowledge on shared understanding, attitudes and per-
spectives among HCPs. However, further studies are 
needed to investigate how these discourses are enacted 
in interactions with patients. The analysis was an iterative 
process which involved returning repeatedly to the data 
to validate findings. To mitigate the possibility of gen-
dered interpretations, the focus groups and analysis were 
conducted by researchers with different gender identi-
ties and expressions. To counteract preconceptions, and 
ensure reliability and transparency, the analysis was ini-
tially undertaken separately by TP and ET, and findings 
were discussed within the author group until consensus 
was reached on the naming and content of the themes.

The findings should be viewed in terms of the study’s 
limitations. CDA is designed to identify obstacles to 
social change, but cannot provide this change or offer full 
solutions in terms of removing the obstacles identified. 
The findings presented here cannot represent all HCPs 
working with SHC, but they provide examples of how 
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local discourses, juxtaposed with institutional and soci-
etal discourses, establish SHC as a gendered social loca-
tion. These results offer new insights into the Swedish 
healthcare context and should be understood in relation 
to the societal contexts in which they were produced, 
i.e., in relation to societal discourses on gender. Sweden 
is a country that internationally ranks comparatively high 
in gender equality [83, 84]. But it is also a society where 
gender stereotypes regarding masculinity are prevalent 
[85] and with a high degree of gender segregation in the 
work force and in educations [86]. These findings may be 
applicable to contexts with similar healthcare systems 
and gender dynamics outside Scandinavia, but studies 
in other societal contexts are needed to determine how 
transferable the results are. We assumed that discus-
sions in groups who work together would facilitate natu-
ral conversation and self-disclosure, but as discourses on 
masculinity were partly relationally situated, this design 
could have prevented participants from speaking openly. 
Focus groups can be susceptible to peer consensus and 
social desirability. Group dynamics and power relations 
may influence which perspectives are presented and 
whose voices are heard. We tried to limit this by using 
probes and follow-up questions to actively encourage 
opposing perspectives, multiple opinions and alterna-
tive experiences. Using pre-existing groups in focus 
group interviews, such as work colleagues, has been 
linked with generating free-flowing discussions and use-
ful data. Homogeneity among focus group participants, 
e.g., all participants working with men’s sexuell health at 
the same clinic, has also been associated with needing 
fewer number of focus group to gather sufficient amount 
of data [87]. However, it is important for moderators to 
be aware that there might be pre-existing power imbal-
ances within the groups and strive to create conditions 
for everyone to participate on equal terms. To counter-
act potential power imbalances all participants were 
encouraged to speak freely and openly and to express 
any divergent or opposing opinions on the topics. Some-
thing else that is helpful in counteracting power imbal-
ances is using two moderators [87], which we did in this 
study. It should be noted that the gender composition 
varied between focus groups. One consisted only of men, 
two only of women and the rest were mixed genders. It 
was not our intention to investigate the participants’ 
perceptions of, or discourses on women and feminin-
ity in SHC, nor the position of male HCPs in SHC. It is 
possible that an additional dimension could have been 
achieved in the analysis if men’s and women’s discourse 
practices had been analysed separately. Preferably, such 
study could be performed with quantitative methods 
and a larger study sample. During the analysis, it became 
clear that male participants referred to their own and 
their patients’ embodied experiences of SHC to a lesser 

degree, which might be explained by the fact that there 
were fewer male participants, that SHC is a feminine 
arena, or that it could have been difficult to represent 
embodied masculinity in the context. It is possible that 
a more balanced distribution of women and men would 
have resulted in other discourses than those we identi-
fied. Although participants were recruited through the 
SRHR network, which is coordinated by the Knowledge 
Centre for Sexual Health where the first author works, 
none of the participants or the first author had any for-
mal role in the network or knew each other in advance. 
During recruitment some clinics opted to not participate 
citing time constraints as their reason. This was primar-
ily PHCCs who offer drop-in times, and for whom it was 
difficult to allocate time for a whole team to participate 
simultaneously. If similar research is to be carried out 
in the future it is vital to find ways to ensure that HCPs 
working at PHCCs are given the opportunity to partici-
pate, as PHCCs are an important provider of adult and 
older men’s SHC, either by enabling participation outside 
working hours or by enabling the clinics, through plan-
ning or resources, so that more HCPs can participate. If 
more PHCCs had participated, it could have meant more 
or different perspectives.

Conclusion
HCPs’ discourses constructed masculinity in society as 
incompatible with SHC, and the social location of mas-
culinity in SHC as a violation of feminine norms. Men 
seeking SHC were constructed as reluctant patients, and 
HCPs saw themselves as agents of change with a mission 
to transform masculinity. The construction of gendered 
social locations in SHC risks othering men, in the sense 
that men were constructed as deviating from the normal 
patient. This othering runs counter to aims of providing 
high-quality care on equal terms, regardless of the gender 
of patients. HCPs lacked a shared professional discourse 
on masculinity in communicating with, and about men. 
The absence of this discourse could impact men’s access 
to, and experiences of SHC. A shared professional dis-
course could create a common foundation and a more 
consistent and knowledge-based approach to men in 
SHC. Including masculinity in the professional discourse 
could thus enhance conditions for men seeking SHC. As 
professional discourses are socialised and adopted during 
formal training and clinical practice, our study points to 
a need to include men’s sexual health and masculinity in 
medical education and healthcare interventions.

List of Abbreviations
CDA	� Critical discourse analysis
HCP	� Healthcare professional
SHC	� Sexual healthcare
SRHR	� Sexual and reproductive health and rights



Page 13 of 15Persson et al. BMC Health Services Research          (2023) 23:535 

Acknowledgements
The authors would like to thank the participants for their valuable 
contributions to the study.

Authors’ contributions
TP was involved in study design, data collection, data analysis and drafted 
the manuscript. ET was involved in data analysis and critical revision of the 
manuscript. JL and GH initiated the study and were involved in study design 
and critical revision of the manuscript.

Funding
The study was supported by The Local Research and Development Board for 
Gothenburg and Södra Bohuslän, Sweden [grant number VGFOUGSB-337671] 
and The Public Health Agency of Sweden.
Open access funding provided by University of Gothenburg.

Data Availability
The datasets generated during and/or analysed during the current study are 
available from the corresponding author, TP, upon reasonable request.

Code Availability
Not applicable.

Declarations

Ethical approval and consent to participate
The Regional Ethical Review Board in Gothenburg, Sweden (registration 
number 543 − 14) approved the study. All participants gave written, informed 
consent, and were informed verbally and in writing that they could withdraw 
from the study at any time. Names of, and detailed information about 
participants and clinics have been removed from the study. All methods were 
carried out in accordance with relevant guidelines and regulations.

Competing interests
The authors declares that there is no conflict of interests.

Consent for publication
Not applicable.

Received: 7 September 2022 / Accepted: 6 May 2023

References
1.	 Heise L, Greene ME, Opper N, Stavropoulou M, Harper C, Nascimento M, et 

al. Gender inequality and restrictive gender norms: framing the challenges 
to health. Lancet. 2019;393(10189):2440–54. https://doi.org/10.1016/
S0140-6736(19)30652-X

2.	 Govender V, Penn-Kekana L. Gender biases and discrimination: a review of 
health care interpersonal interactions. Glob Public Health. 2008;3(sup1):90–
103. https://doi.org/10.1080/17441690801892208

3.	 Gupta GR, Oomman N, Grown C, Conn K, Hawkes S, Shawar YR, et al. Gender 
equality and gender norms: framing the opportunities for health. Lancet. 
2019;393(10190):2550–62. https://doi.org/10.1016/s0140-6736(19)30651-8

4.	 Hamberg K, Risberg G, Johansson EE. Male and female physicians show dif-
ferent patterns of gender bias: a paper-case study of management of irritable 
bowel syndrome. Scand J Public Health. 2004;32(2):144–52. https://doi.
org/10.1080/14034940310015401

5.	 Nyberg F, Osika I, Evengård B. The Laundry Bag Project”– unequal distribu-
tion of dermatological healthcare resources for male and female pso-
riatic patients in Sweden. Int J Dermatol. 2008;47(2):144–9. https://doi.
org/10.1111/j.1365-4632.2008.03485.x

6.	 Stålnacke B-M, Haukenes I, Lehti A, Wiklund AF, Wiklund M, Hammarström 
A. Is there a gender bias in recommendations for further rehabilitation 
in primary care of patients with chronic pain after an interdisciplin-
ary team assessment? J Rehabil Med. 2015;47(4):365–71. https://doi.
org/10.2340/16501977-1936

7.	 Seymour-Smith S, Wetherell M, Phoenix A. My wife ordered me to come!’: 
a discursive analysis of doctors’ and nurses’ accounts of men’s use of 

general practitioners. J Health Psychol. 2002;7(3):253–67. https://doi.
org/10.1177/1359105302007003220

8.	 Foss C, Sundby J. The construction of the gendered patient: hospital staff’s 
attitudes to female and male patients. Patient Educ Couns. 2003;49(1):45–52. 
https://doi.org/10.1016/S0738-3991(02)00039-3

9.	 Himmelstein MS, Sanchez DT. Masculinity in the doctor’s office: masculinity, 
gendered doctor preference and doctor–patient communication. Prev Med. 
2015;84:34–40. https://doi.org/10.1016/j.ypmed.2015.12.008

10.	 Weber AM, Cislaghi B, Meausoone V, Abdalla S, Mejía-Guevara I, Loftus P, 
et al. Gender norms and health: insights from global survey data. Lancet. 
2019;393(10189):2455–68. https://doi.org/10.1016/s0140-6736(19)30765-2

11.	 Sutherland N, Ward-Griffin C, McWilliam C, Stajduhar K. Discourses repro-
ducing gender inequities in Hospice Palliative Home Care. Can J Nurs Res. 
2018;50(4):189–201. https://doi.org/10.1177/0844562118788239

12.	 Parks ES, Barta K. Are you my mother? Perpetuating gender inequal-
ity through listening expectations and relational roles. J Res Gend Stud. 
2018;8(1):28–48. https://doi.org/10.22381/JRGS8120182

13.	 Courtenay WH. Constructions of masculinity and their influence on men’s 
well-being: a theory of gender and health. Soc Sci Med. 2000;50(10):1385–
401. https://doi.org/10.1016/S0277-9536(99)00390-1

14.	 Noordman J, van Dulmen S. The consequences of task delegation for the 
process of care: female patients seem to benefit more. Women Health. 
2016;56(2):194–207. https://doi.org/10.1080/03630242.2015.1086467

15.	 Hedegaard J. The production and maintenance of inequalities in health care: 
a communicative perspective: School of Education and Communication. 
Jönköping University; 2014.

16.	 Andersson J, Salander P, Hamberg K. Using patients’ narratives to reveal 
gender stereotypes among medical students. Acad Med. 2013;88(7):1015–21. 
https://doi.org/10.1097/ACM.0b013e318295b3fe

17.	 Hedegaard J, Ahl H, Rovio-Johansson A, Siouta E. Gendered communica-
tive construction of patients in consultation settings. Women Health. 
2014;54(6):513–29. https://doi.org/10.1080/03630242.2014.903551

18.	 Hølge-Hazelton B, Malterud K. Gender in medicine - does it matter? Scand J 
Public Health. 2009;37(2):139–45. https://doi.org/10.1177/1403494808100271

19.	 Ndong I, Becker RM, Haws JM, Wegner MN. Men’s Reproductive Health: defin-
ing, Designing and Delivering Services. Int Fam Plan Perspect. 1999;25:53–S5. 
https://doi.org/10.2307/2991873

20.	 Kalmuss D, Tatum C. Patterns of men’s use of sexual and reproductive 
health services. Perspect Sex Reprod Health. 2007;39(2):74–81. https://doi.
org/10.1363/3907407

21.	 Hardee K, Croce-Galis M, Gay J. Are men well served by family plan-
ning programs? Reprod Health. 2017;14(1):14. https://doi.org/10.1186/
s12978-017-0278-5

22.	 Sternberg P, Hubley J. Evaluating men’s involvement as a strategy in sexual 
and reproductive health promotion. Health Promot Int. 2004;19(3):389–96. 
https://doi.org/10.1093/heapro/dah312

23.	 Sonfield A. Looking at men’s sexual and reproductive health needs. Guttm-
acher Rep public policy. 2002;5(2):7.

24.	 Hawkes S, Hart G. Men’s sexual health matters: promoting reproductive 
health in an international context. Trop Med Int Health. 2000;5(7):A37–44. 
https://doi.org/10.1046/j.1365-3156.2000.00594.x

25.	 Donne MD, DeLuca J, Pleskach P, Bromson C, Mosley MP, Perez ET, et al. 
Barriers to and facilitators of help-seeking behavior among men who experi-
ence sexual violence. Am J Men’s Health. 2018;12(2):189–201. https://doi.
org/10.1177/1557988317740665

26.	 Salonia A, Bettocchi C, Boeri L, Capogrosso P, Carvalho J, Cilesiz NC, et al. 
European Association of Urology Guidelines on sexual and Reproductive 
Health-2021 update: male sexual dysfunction. Eur Urol. 2021;80(3):333–57. 
https://doi.org/10.1016/j.eururo.2021.06.007

27.	 Marcell AV, Gibbs SE, Pilgrim NA, Page KR, Arrington-Sanders R, Jennings 
JM, et al. Sexual and Reproductive Health Care receipt among young males 
aged 15–24. J Adolesc Health. 2018;62(4):382–9. https://doi.org/10.1016/j.
jadohealth.2017.08.016

28.	 Pazol K, Robbins CL, Black LI, Ahrens KA, Daniels K, Chandra A, et al. Receipt 
of selected Preventive Health Services for Women and Men of Reproduc-
tive Age — United States, 2011–2013. MMWR Surveillance summaries. 
2017;66(20):1–31. https://doi.org/10.15585/mmwr.ss6620a1

29.	 Lewis R, Tanton C, Mercer CH, Mitchell KR, Palmer M, Macdowall W, et al. 
Heterosexual Practices among Young People in Britain: evidence from 
three national surveys of sexual Attitudes and Lifestyles. J Adolesc Health. 
2017;61(6):694–702. https://doi.org/10.1016/j.jadohealth.2017.07.004

http://dx.doi.org/10.1016/S0140-6736(19)30652-X
http://dx.doi.org/10.1016/S0140-6736(19)30652-X
http://dx.doi.org/10.1080/17441690801892208
http://dx.doi.org/10.1016/s0140-6736(19)30651-8
http://dx.doi.org/10.1080/14034940310015401
http://dx.doi.org/10.1080/14034940310015401
http://dx.doi.org/10.1111/j.1365-4632.2008.03485.x
http://dx.doi.org/10.1111/j.1365-4632.2008.03485.x
http://dx.doi.org/10.2340/16501977-1936
http://dx.doi.org/10.2340/16501977-1936
http://dx.doi.org/10.1177/1359105302007003220
http://dx.doi.org/10.1177/1359105302007003220
http://dx.doi.org/10.1016/S0738-3991(02)00039-3
http://dx.doi.org/10.1016/j.ypmed.2015.12.008
http://dx.doi.org/10.1016/s0140-6736(19)30765-2
http://dx.doi.org/10.1177/0844562118788239
http://dx.doi.org/10.22381/JRGS8120182
http://dx.doi.org/10.1016/S0277-9536(99)00390-1
http://dx.doi.org/10.1080/03630242.2015.1086467
http://dx.doi.org/10.1097/ACM.0b013e318295b3fe
http://dx.doi.org/10.1080/03630242.2014.903551
http://dx.doi.org/10.1177/1403494808100271
http://dx.doi.org/10.2307/2991873
http://dx.doi.org/10.1363/3907407
http://dx.doi.org/10.1363/3907407
http://dx.doi.org/10.1186/s12978-017-0278-5
http://dx.doi.org/10.1186/s12978-017-0278-5
http://dx.doi.org/10.1093/heapro/dah312
http://dx.doi.org/10.1046/j.1365-3156.2000.00594.x
http://dx.doi.org/10.1177/1557988317740665
http://dx.doi.org/10.1177/1557988317740665
http://dx.doi.org/10.1016/j.eururo.2021.06.007
http://dx.doi.org/10.1016/j.jadohealth.2017.08.016
http://dx.doi.org/10.1016/j.jadohealth.2017.08.016
http://dx.doi.org/10.15585/mmwr.ss6620a1
http://dx.doi.org/10.1016/j.jadohealth.2017.07.004


Page 14 of 15Persson et al. BMC Health Services Research          (2023) 23:535 

30.	 Laumann EO, Glasser DB, Neves RCS, Moreira ED. A population-based survey 
of sexual activity, sexual problems and associated help-seeking behavior 
patterns in mature adults in the United States of America. Int J Impot Res. 
2009;21(3):171–8. https://doi.org/10.1038/ijir.2009.7

31.	 Chabot MJ, Lewis C, de Bocanegra HT, Darney P. Correlates of receiving repro-
ductive health care services among U.S. men aged 15 to 44 years. Am J Mens 
Health. 2011;5(4):358–66. https://doi.org/10.1177/1557988310395007

32.	 Baroudi M, Stoor JP, Blåhed H, Edin K, Hurtig AK. Men and sexual and 
reproductive healthcare in the nordic countries: a scoping review. BMJ Open. 
2021;11(9):e052600. https://doi.org/10.1136/bmjopen-2021-052600

33.	 Shoveller JA, Knight R, Johnson J, Oliffe JL, Goldenberg S. Not the swab!’ 
Young men’s experiences with STI testing. Sociol Health Illn. 2010;32(1):57–
73. https://doi.org/10.1111/j.1467-9566.2009.01222.x

34.	 Lindberg C, Lewis-Spruill C, Crownover R. Barriers to sexual and reproductive 
health care: urban male adolescents speak out. Issues Compr Pediatr Nurs. 
2006;29(2):73–88. https://doi.org/10.1080/01460860600677577

35.	 Knight R, Shoveller JA, Oliffe JL, Gilbert M, Goldenberg S. Heteronormativ-
ity hurts everyone: experiences of young men and clinicians with sexually 
transmitted infection/HIV testing in British Columbia, Canada. Health (N Y). 
2013;17(5):441–59. https://doi.org/10.1177/1363459312464071

36.	 Shoveller J, Johnson J, Rosenberg M, Greaves L, Patrick DM, Oliffe JL, et al. 
Youth’s experiences with STI testing in four communities in British Columbia, 
Canada. Sex Transm Infect. 2009;85(5):397–401. https://doi.org/10.1136/
sti.2008.035568

37.	 Public Health Agency of Sweden. Sexuell och reproduktiv hälsa och rät-
tigheter (SRHR) i Sverige 2017. Resultat från befolkningsundersökningen 
SRHR2017. Folkhälsomyndigheten; 2019.

38.	 Grandahl M, Bodin M, Stern J. In everybody’s interest but no one’s assigned 
responsibility: midwives’ thoughts and experiences of preventive work for 
men’s sexual and reproductive health and rights within primary care. BMC 
Public Health. 2019;19(1):1423. https://doi.org/10.1186/s12889-019-7792-z

39.	 Collumbien M, Hawkes S. Missing men’s messages: does the reproductive 
health approach respond to men’s sexual health needs? Cult Health Sex. 
2000;2(2):135–50. https://doi.org/10.1080/136910500300769

40.	 Porche DJ, Men. The missing client in family planning. Am J Men’s Health. 
2012;6(6):441. https://doi.org/10.1177/1557988312459340

41.	 O’Brien R, Hunt K, Hart G. It’s caveman stuff, but that is to a certain extent 
how guys still operate’: Men’s accounts of masculinity and help seeking. Soc 
Sci Med. 2005;61(3):503–16. https://doi.org/10.1016/j.socscimed.2004.12.008

42.	 McVittie C, McKinlay A. Help-seeking in context: masculine and feminine 
identities in relation to men’s health issues. Procedia Soc. 2010;5:239–43.

43.	 Garfield CF, Isacco A, Rogers TE. A review of Men’s Health and Masculinity. Am 
J Lifestyle Med. 2008;2(6):474–87. https://doi.org/10.1177/1559827608323213

44.	 Smith JA, Braunack-Mayer A, Wittert G. What do we know about men’s 
help‐seeking and health service use? Med J Aust. 2006;184(2):81–3. https://
doi.org/10.5694/j.1326-5377.2006.tb00124.x

45.	 Farrimond H. Beyond the caveman: rethinking masculinity in rela-
tion to men’s help-seeking. Health. 2012;16(2):208–25. https://doi.
org/10.1177/1363459311403943

46.	 Galdas PM, Cheater F, Marshall P. Men and health help-seeking behav-
iour: literature review. J Adv Nurs. 2005;49(6):616–23. https://doi.
org/10.1111/j.1365-2648.2004.03331.x

47.	 Vogel DL, Heimerdinger-Edwards SR, Hammer JH, Hubbard A. Boys don’t 
Cry”: examination of the links between endorsement of masculine norms, 
self-stigma, and help-seeking attitudes for men from diverse backgrounds. J 
Couns Psychol. 2011;58(3):368–82. https://doi.org/10.1037/a0023688

48.	 Himmelstein MS, Sanchez DT. Masculinity impediments: internalized mas-
culinity contributes to healthcare avoidance in men and women. J Health 
Psychol. 2016;21(7):1283–92. https://doi.org/10.1177/1359105314551623

49.	 Samulowitz A, Gremyr I, Eriksson E, Hensing G. Brave Men” and “Emotional 
Women”: a theory-guided literature review on gender Bias in Health Care 
and gendered norms towards patients with Chronic Pain. Pain Res Manag. 
2018;2018:6358624. https://doi.org/10.1155/2018/6358624

50.	 Teo CH, Ng CJ, Booth A, White A. Barriers and facilitators to health screening 
in men: A systematic review. Soc Sci Med. 2016;165. https://doi.org/10.1016/j.
socscimed.2016.07.023. :168 – 76.

51.	 Zeglin RJ. Assessing the role of masculinity in the transmission of HIV: a 
systematic review to inform HIV risk reduction counseling interventions for 
men who have sex with men. Arch Sex Behav. 2015;44(7):1979–90. https://
doi.org/10.1007/s10508-015-0501-9

52.	 Balfe M, Brugha R, O’Connell E, Vaughan D, O’Donovan D. Men’s attitudes 
towards chlamydia screening: a narrative review. Sex Health. 2012;9(2):120–
30. https://doi.org/10.1071/sh10094

53.	 Schippers M. Recovering the feminine other: masculinity, femininity, and 
gender hegemony. Theory Soc. 2007;36(1):85–102. https://doi.org/10.1007/
s11186-007-9022-4

54.	 Messerschmidt JW, Martin PY, Messner MA, Connell R. Gender reckonings: 
new social theory and research. New York: New York University Press; 2018.

55.	 Persson T, Löve J, Tengelin E, Hensing G. Notions about Men and Masculinities 
among Health Care Professionals Working with Men’s sexual health: a Focus 
Group Study. Am J Mens Health. 2022;16(3):15579883221101274. https://doi.
org/10.1177/15579883221101274

56.	 Yazdannik A, Yousefy A, Mohammadi S. Discourse analysis: a useful method-
ology for health-care system researches. J Educ Health Promot. 2017;6:111. 
https://doi.org/10.4103/jehp.jehp_124_15

57.	 Naidu J, Paolucci EO, Turin TC. A critical Lens on Health: Key Principles of 
critical discourse analysis and its benefits to Anti-Racism in Population Public 
Health Research. Societies. 2023;13(2):42.

58.	 Wellings K, Branigan P, Mitchell K. Discomfort, discord and discontinuity 
as data: using focus groups to research sensitive topics. Cult Health Sex. 
2000;2(3):255–67. https://doi.org/10.1080/136910500422241

59.	 Smithson J. Using and analysing focus groups: limitations and possibilities. Int 
J Soc Res Methodol. 2000;3(2):103–19.

60.	 Kitzinger J. Qualitative research. Introducing focus groups. BMJ. 
1995;311(7000):299–302. https://doi.org/10.1136/bmj.311.7000.299

61.	 Fairclough N. Language and power. 3., [updated] ed. ed. London: London: 
Routledge; 2015.

62.	 Rose J, Johnson CW. Contextualizing reliability and validity in qualitative 
research: toward more rigorous and trustworthy qualitative social science in 
leisure research. J Leis Res. 2020;51(4):432–51. https://doi.org/10.1080/002222
16.2020.1722042

63.	 Starks H, Trinidad SB. Choose your method: a comparison of phenomenology, 
discourse analysis, and grounded theory. Qual Health Res. 2007;17(10):1372–
80. https://doi.org/10.1177/1049732307307031

64.	 Connell R, Lindén Ã. Maskuliniteter. 2nd ed. Lindén Å, editor: Göteborg: 
Daidalos; 2008.

65.	 Limmer M. The pressure to perform: understanding the impact of masculini-
ties and social exclusion on young men’s sexual risk taking. Int J Men’s Health. 
2014;13(3):184. https://doi.org/10.3149/jmh.1303.184

66.	 Bowleg L, Teti M, Massie JS, Patel A, Malebranche DJ, Tschann JM. What does 
it take to be a man? What is a real man?‘: ideologies of masculinity and HIV 
sexual risk among black heterosexual men. Cult Health Sex. 2011;13(5):545–
59. https://doi.org/10.1080/13691058.2011.556201

67.	 Grave R, Teixeira T, Teixeira PM, Marques AM, Nogueira C. A meta-synthesis 
about the study of men’s sexual behavior through the lens of hegemonic 
masculinity. Psicologia. 2020;34(2):225–44. https://doi.org/10.17575/psicolo-
gia.v34i2.1661

68.	 Jackson S, Steven A, Clarke A, McAnelly S. Student nurse socialization: a 
model of professional discourse adoption. Nurse Educ Pract. 2021;56:103198. 
https://doi.org/10.1016/j.nepr.2021.103198

69.	 Lu YL. Experiences in the workplace community and the influence of com-
munity experiences on ENP courses for nursing professionals. Nurse Educ 
Today. 2016;40:39–44. https://doi.org/10.1016/j.nedt.2016.01.025

70.	 Eppich W, Rethans J-J, Teunissen PW, Dornan T. Learning to work together 
through talk: Continuing Professional Development in Medicine. Cham: 
Cham: Springer International Publishing; 2016. pp. 47–73.

71.	 Little M, Jordens CFC, Sayers EJ. Discourse Communities and the discourse 
of experience. J Bioeth Inq. 2022;19(1):61–9. https://doi.org/10.1007/
s11673-022-10176-w

72.	 Pogner K-H, Have D. Discourse communities and communities of practice. 
21st EGOS Colloquium Freeie Universität Berlin2005.

73.	 Premberg A, Lundgren I. Fathers’ experiences of Childbirth Education. J 
Perinat Educ. 2006;15(2):21–8. https://doi.org/10.1624/105812406X107780

74.	 Mikkelsen AT, Madsen SA, Humaidan P. Psychological aspects of male fertility 
treatment. J Adv Nurs. 2013;69(9):1977–86. https://doi.org/10.1111/jan.12058

75.	 Jacob JD, Gagnon M, Perron A, Canales MK. Revisiting the Concept of Other-
ing: a structural analysis. ANS Adv Nurs Sci. 2021;44(4):280–90. https://doi.
org/10.1097/ans.0000000000000353

76.	 Roberts MLA, Schiavenato M. Othering in the nursing context: a concept 
analysis. Nurs Open. 2017;4(3):174–81. https://doi.org/10.1002/nop2.82

77.	 Bambra C. Placing intersectional inequalities in health. Health Place. 
2022;75:102761. https://doi.org/10.1016/j.healthplace.2022.102761

http://dx.doi.org/10.1038/ijir.2009.7
http://dx.doi.org/10.1177/1557988310395007
http://dx.doi.org/10.1136/bmjopen-2021-052600
http://dx.doi.org/10.1111/j.1467-9566.2009.01222.x
http://dx.doi.org/10.1080/01460860600677577
http://dx.doi.org/10.1177/1363459312464071
http://dx.doi.org/10.1136/sti.2008.035568
http://dx.doi.org/10.1136/sti.2008.035568
http://dx.doi.org/10.1186/s12889-019-7792-z
http://dx.doi.org/10.1080/136910500300769
http://dx.doi.org/10.1177/1557988312459340
http://dx.doi.org/10.1016/j.socscimed.2004.12.008
http://dx.doi.org/10.1177/1559827608323213
http://dx.doi.org/10.5694/j.1326-5377.2006.tb00124.x
http://dx.doi.org/10.5694/j.1326-5377.2006.tb00124.x
http://dx.doi.org/10.1177/1363459311403943
http://dx.doi.org/10.1177/1363459311403943
http://dx.doi.org/10.1111/j.1365-2648.2004.03331.x
http://dx.doi.org/10.1111/j.1365-2648.2004.03331.x
http://dx.doi.org/10.1037/a0023688
http://dx.doi.org/10.1177/1359105314551623
http://dx.doi.org/10.1155/2018/6358624
http://dx.doi.org/10.1016/j.socscimed.2016.07.023
http://dx.doi.org/10.1016/j.socscimed.2016.07.023
http://dx.doi.org/10.1007/s10508-015-0501-9
http://dx.doi.org/10.1007/s10508-015-0501-9
http://dx.doi.org/10.1071/sh10094
http://dx.doi.org/10.1007/s11186-007-9022-4
http://dx.doi.org/10.1007/s11186-007-9022-4
http://dx.doi.org/10.1177/15579883221101274
http://dx.doi.org/10.1177/15579883221101274
http://dx.doi.org/10.4103/jehp.jehp_124_15
http://dx.doi.org/10.1080/136910500422241
http://dx.doi.org/10.1136/bmj.311.7000.299
http://dx.doi.org/10.1080/00222216.2020.1722042
http://dx.doi.org/10.1080/00222216.2020.1722042
http://dx.doi.org/10.1177/1049732307307031
http://dx.doi.org/10.3149/jmh.1303.184
http://dx.doi.org/10.1080/13691058.2011.556201
http://dx.doi.org/10.17575/psicologia.v34i2.1661
http://dx.doi.org/10.17575/psicologia.v34i2.1661
http://dx.doi.org/10.1016/j.nepr.2021.103198
http://dx.doi.org/10.1016/j.nedt.2016.01.025
http://dx.doi.org/10.1007/s11673-022-10176-w
http://dx.doi.org/10.1007/s11673-022-10176-w
http://dx.doi.org/10.1624/105812406X107780
http://dx.doi.org/10.1111/jan.12058
http://dx.doi.org/10.1097/ans.0000000000000353
http://dx.doi.org/10.1097/ans.0000000000000353
http://dx.doi.org/10.1002/nop2.82
http://dx.doi.org/10.1016/j.healthplace.2022.102761


Page 15 of 15Persson et al. BMC Health Services Research          (2023) 23:535 

78.	 Øversveen E, Rydland HT, Bambra C, Eikemo TA. Rethinking the relationship 
between socio-economic status and health: making the case for sociological 
theory in health inequality research. Scand J Public Health. 2017;45(2):103–
12. https://doi.org/10.1177/1403494816686711

79.	 Ahmed S. A phenomenology of whiteness. Fem Theory. 2007;8(2):149–68. 
https://doi.org/10.1177/1464700107078139

80.	 Leonard P, identity in the British National Health Service. Playing’ doc-
tors and nurses? Competing discourses of gender, power and. Sociol Rev. 
2003;51(2):218–37. https://doi.org/10.1111/1467-954X.00416

81.	 Bishop L, Kuula-Luumi A. Revisiting qualitative data reuse: a 
decade on. SAGE open. 2017;7(1):215824401668513. https://doi.
org/10.1177/2158244016685136

82.	 Long-Sutehall T, Sque M, Addington-Hall J. Secondary analysis of qualitative 
data: a Valuable Method for exploring sensitive issues with an Elusive Popula-
tion? J Res Nurs. 2012;16(4):v3–1. https://doi.org/10.1177/1744987110381553

83.	 Barbieri D, Cazorla AG, Mollard THILL, Ochmann B, Peciukonis J. V. Gender 
Equality Index 2021: health. Report No; 2021. p. 9294829227.

84.	 World Economic Forum. Global Gender Gap Report 2021 [Internet]. 2021 
[cited 2023 Apr 24]. Available from: https://www3.weforum.org/docs/WEF_
GGGR_2021.pdf

85.	 Gustafsson Sendén M, Klysing A, Lindqvist A, Renström EA. The (not so) 
changing man: dynamic gender stereotypes in Sweden. Front Psychol. 
2019;10. https://doi.org/10.3389/fpsyg.2019.00037

86.	 Abrahamsson L, Gonäs L. Jämställt arbete?: organisatoriska ramar och villkor 
i arbetslivet: forskningsrapport till Delegationen för jämställdhet i arbetslivet. 
Stockholm: Fritzes; 2014.

87.	 Parsons M, Greenwood J. A guide to the use of focus groups in health care 
research: part 1. Contemp Nurse. 2000;9(2):169–80. https://doi.org/10.5172/
conu.2000.9.2.169

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

http://dx.doi.org/10.1177/1403494816686711
http://dx.doi.org/10.1177/1464700107078139
http://dx.doi.org/10.1111/1467-954X.00416
http://dx.doi.org/10.1177/2158244016685136
http://dx.doi.org/10.1177/2158244016685136
http://dx.doi.org/10.1177/1744987110381553
https://www3.weforum.org/docs/WEF_GGGR_2021.pdf
https://www3.weforum.org/docs/WEF_GGGR_2021.pdf
http://dx.doi.org/10.3389/fpsyg.2019.00037
http://dx.doi.org/10.5172/conu.2000.9.2.169
http://dx.doi.org/10.5172/conu.2000.9.2.169

	﻿Healthcare professionals discourses on men and masculinities in sexual healthcare: a focus group study
	﻿Abstract
	﻿Introduction
	﻿Method
	﻿Study design
	﻿Recruitment and study sample
	﻿Data collection
	﻿Ethical considerations
	﻿Data analysis

	﻿Results
	﻿Theme I: problematising and opposing masculinity in society
	﻿Distancing from societal masculinity
	﻿The lack of a professional discourse


	﻿Theme II: discursive strategies to compensate for the lack of a professional discourse on men and masculinity
	﻿Legitimising private attitudes - unprofessional but oppositional
	﻿Validating relationally situated masculinities through the experiences of men
	﻿Denying or minimising masculinity

	﻿Theme III: constructing SHC as a feminine arena where masculinity is a visible norm violation
	﻿Constructing sexual health as a feminine arena
	﻿Masculinity as a violation of feminine norms
	﻿Making masculinity visible through discourses on the waiting room

	﻿Theme IV: constructing men as reluctant patients and formulating a mission to change masculinity
	﻿Referencing discourses on men as missing patients
	﻿Formulating a mission to change masculinity

	﻿Discussion
	﻿Methodological considerations
	﻿Conclusion

	﻿References


