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Abstract

The barriers to initiating and holding conversations about sexual and relationship health with

young people are under researched within the acute paediatric care setting, with the majority of

research focussing on these discussions within primary care settings. This qualitative research

study aimed to explore how healthcare professionals discussed sexual and relationship health with

young people within an acute care context. Six semi-structured focus groups were held with

healthcare professionals (n¼ 24) from within an acute children’s hospital. This inquiry highlighted

different approaches of professionals to initiating and engaging in conversations with young

people, which included avoidance, reluctance and confidence. The professionals’ ability to open

dialogues with young people was influenced by their levels of knowledge and information, their

personal beliefs and the availability of private time and space. Those conversations that did take

place focussed on physiology, fertility or medication and did not frequently explore issues of

relationships and sexuality. Further training and education is needed to equip staff to initiate and

engage in discussions about sexual health.
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Introduction

The United Kingdom has the highest rates of teenage birth and abortion rates in Western
Europe (UNICEF, 2001) and an increasing incidence of risky sexual behaviour (Johnson
et al., 2001). Pregnancy rates amongst teenagers in France, Germany and the Netherlands
are much lower than the UK; one factor that may influence this could be the detailed
education young people in these countries receive in primary and secondary schools,
health services and youth services (World Health Organisation [WHO], 2006b). Effective
sex and relationship education (SRE) has been seen as one of the key interventions to inform
young people about sexual health and make them take responsibility for their actions
(DFEE, 2000). Despite this, research has demonstrated that the education delivered in
schools may not address the needs of young people, who continue to report a lack of
sexual health knowledge and dissatisfaction with current education programs (Coombe,
2000; United Kingdom Youth Parliament, 2007). The attendance of young people at
personal, social, health and economic education (PSHE) sessions, which include SRE, is
not at present compulsory in schools in the UK as parents can decide to withdraw their
children from these sessions.

Attendance in SRE lessons in schools may not reach a difficult to access population, since
7% of young people do not attend school regularly and 4.4% of young people miss 20% or
more of lessons (Verhoeven et al., 2003). Young people need accurate information from
varied and multiple professional sources (Department for Children, Schools and Families
[DCSF], 2008) and to achieve this information should be available in all settings where young
people access services. This ‘invites a wide range of healthcare providers to reconsider their
possible role in promoting sexual health’ (Verhoeven et al., 2003: 11) and the research team
considered that one such environment could be an acute paediatric hospital.

Background

Research exploring the varied health and social care environments in which sex education is
delivered by healthcare professionals has focussed on primary care settings, including drop-in
centres (Ingram and Salmon, 2007), general practitioner centres (Gott et al., 2004; Kim et al.,
2008), schools (Jourdan et al., 2010; Mason, 2010) and clinics close to colleges (Perry and
Thurston, 2007). Often professionals have reported feeling unprepared to discuss a range of
sexual health issues with young people (Verhoeven et al., 2003; Tsai, 2004) and using sexual
language with young people has been reported as anxiety provoking (Risen, 1995). This anxiety
can result in professionals avoiding these conversations, which can limit the collection of a
comprehensive sexual health history (Tsai, 2004) and reduces the chance of open discussions
with young people (Mulvey et al., 2000). The above barriers to discussing sexual health are
consistently reported across different countries and cultures, both within acute and primary
care settings (Mulvey et al., 2000; Verhoeven et al., 2003; Tsai, 2004; Kim et al., 2008).

Research within the adult acute care environment has demonstrated that those with long-
term illnesses are often not informed of the consequences of their illness on their sexual
health (Sarkadi and Rosenqvist, 2001; Gott and Hinchliff, 2003) and nurses do not take time
to discuss sexual concerns with patients (Saunamaki et al., 2010). This is despite there being a
clear connection between sexuality and health status (WHO, 2006a). Patients with cancer
(Hordern and Street, 2007; Hordern et al., 2009) and cardiovascular disease (Jaarsma et al.,
2010) are examples of two groups where barriers between professional and patient sexual
health dialogues exist. These barriers include lack of time, embarrassment, belief that the
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topic is not of relevance to their patients, fear of opening Pandora’s box and not being able
to deal with the outcome of a discussion (Hordern et al., 2009) and a lack of knowledge
(Jaarsma et al., 2010).

The roles adopted and/or anxieties experienced by healthcare professionals in discussing
sexual and relationship health with young people in acute settings are under reported (Jolley,
2001). Research from over a decade ago identified staff knowledge gaps (Popovitch, 1996)
and negative beliefs and opinions towards young people’s sexual activities and an unease
with discussing sexuality issues (Pitts et al., 1996), yet there is little up-to-date evidence
relating to how these gaps and beliefs have changed over time. It is reported that
healthcare professionals do not always recognise that young people may require sexual
health assessment before they are 16 years of age (Kelton, 1999). The social construction
of sexuality may also negatively impact on specific groups of young people, with those with
chronic long-term conditions and complex needs not being perceived as sexual beings
(Finnegan, 2004; Treacy and Randle, 2004).

Young people are required within our existing social systems to have opportunity and
access to sexual and relationship health advice and education with the aim of promoting safe
sexual practice, limiting risky behaviour and developing socially and emotionally within the
context of relationships. Young people with long-term conditions may need additional and
specialist support to help them to adopt safe sexual practices in line with their condition and
gain confidence in managing their sexual self (DoH, 2003; Finnegan, 2004). An acute
paediatric environment in which professionals are able to demonstrate their willingness to
provide confidential sexual and relationship advice to young people could provide them with
an opportunity to discuss sexual health worries or concerns. The extent to which professionals
in an acute paediatric hospital discuss sexual or relationship health with young people is not
currently known. The barriers to initiating and holding these conversations with young
people are under researched and explored within the acute paediatric care setting.

Aim of the study

The aim of this study is to explore healthcare professionals’ experiences of talking to young
people about sexual and relationship health within an acute children’s hospital.

Methodology

The data collection and findings presented in this paper form part of the preliminary and
exploratory phase of a larger action research study that is entitled ‘Discussing sexual and
relationship health with young people within an acute paediatric hospital’. An action
research approach was chosen to underpin the overall research study, as the project aimed
to facilitate change within the organisation as part of the research process itself (Patton,
2002; Somekh et al., 2005). The preliminary phase of data collection aimed to provide
information regarding the current practice, experiences and views of healthcare
professionals within the acute trust.

Ethical issues

The study received ethical approval through the National Research Ethics Service and
research governance approval was obtained from the trust’s local research committee.
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All healthcare professionals gave informed written consent to take part in the focus groups.
Ground rules were discussed and agreed at the beginning of each focus group, which
outlined that if bad practice was divulged then this would have to be followed up within
the designated trust reporting systems. This did not need to be actioned during data
collection.

Focus groups

The research question aimed to explore how professionals discussed sexual health with
young people within the acute care context and it was hoped that focus groups would
elicit data regarding these conversations and gain insight into the barriers and enablers
that professionals experienced in practice. Focus groups have been defined as ‘a carefully
planned discussion, designed to obtain perceptions on a defined area of interest in a
permissive, non-threatening environment’ (Krueger, 1994: 6). Details of a cross section of
staff (n¼ 100), were obtained through the human resources department and these
professionals were sent an invitation letter and information sheet to their workplace. In
addition, posters were put up within the staffrooms in clinical areas asking for volunteers
to take part. In total 40 people contacted the research team to participate in the study.

The optimal number of participants needed to effectively run a focus group is much
debated, but consensus seems to indicate that 6–10 participants is deemed adequate to
ensure an active but focussed discussion (Morgan, 1997). Some studies have reported
successful interaction when using as few as four participants (Kitzinger, 1995) and larger
groups have been linked to interruptions, overlapping conversations and sub-group
discussions (Twinn, 2000). Although participants had collaborated in planning the focus
group times and venues in accordance with shift patterns and availabilities (Happell, 2007),
staff had to cancel attendance at short notice due to busy clinical workloads. The difficulty
with attendance often meant that despite inviting and confirming 7–10 practitioners for each
group, the actual number of participants was often less than anticipated. When attendance
was reduced the decision was made to run smaller groups as opposed to changing to
individual interviews (Reed, 2005). These decisions and discussions were made as a team
after two focus groups had been held, as it was felt by the research team that a focus group
was the best method to facilitate discussion. Initially the research had intended to hold four
focus groups, but due to the low number of participants at each group and the high numbers
of volunteers this was increased to six.

The research team had planned that the focus groups would run as homogenous
professional groups (Carey and Smith, 1994; Krueger, 1994) and be organised within
these according to experience and grading of practitioners. In reality, attendance and
sampling within each group was dependent on the availability of individual professionals
and mixed professional heterogenous groups were held. In one instance the research team
were contacted and asked to attend at the end of a team meeting, which was described as the
most convenient way for the team members who had expressed an interest to be involved.
This opportunity was accepted and the research team discussed concerns regarding whether
individuals would feel able to decline involvement; both the importance of voluntary
involvement and the need for the professionals to keep information confidential within
the group setting was reinforced prior to the focus group.

The groups were run by two members from the research team. The moderator (LB) had
previous experience of running focus groups and facilitated the discussion in a non-directive
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way whilst still focussing on the pre-determined questions (Kingry et al., 1990). These
questions had been designed to be ‘open-ended, non-judgemental and proceeded from
broad to specific topics and from less to more sensitive topics’ (Cote-Arsenault and
Morrison-Beedy, 2005: 174). Scenarios were used to help aid the discussion and acted as
an ice-breaker to the conversation. The authors believe that the focus groups encouraged an
open discussion and many personal experiences were shared and some unexpected concerns
and experiences were debated within the group. The format of the group encouraged
everyone, even those who felt that they had ‘little to say about the topic’, where ‘one
person’s revelation often encouraged others to disclose similar experiences’ (Wilkinson,
1998: 119). The groups were also attended by a second member from the research team
(either CS, JMcK or EP); this additional person was advised to support observation of the
group interaction, make notes and supervise the recording equipment (Gibson, 2007).

In total, 24 professionals participated in the focus groups, with the groups having three,
four, three, four, seven and three people attending. The different professions involved
included nurses (n¼ 15), allied health professionals (n¼ 1), psychologists (n¼ 7) and
doctors (n¼ 1). Unfortunately, despite having three male volunteers (from nursing,
pharmacy and psychology) who were willing to attend the groups, only one managed to
participate due to unanticipated clinical workloads. Therefore attendance was dominated by
female healthcare professionals. The focus groups lasted between one to one and a half
hours. The focus groups were digitally audio-recorded and transcribed by the research
team. Due to the relatively small size of most of the groups it was easily discerned which
group member was speaking and the sound quality was of a good standard.

Data analysis

The analysis in this study was guided by the papers by Twinn (2000) and Kidd and Parshall
(2000). Analysis focussed on both the group and individual level, and the different topics
discussed both within and across groups. As many of the groups were small in size, the
analysis process took into account whether an issue was a theme for the group or merely a
strong viewpoint of one or two participants and whether issues were raised spontaneously or
only in response to the moderators questioning (Polit and Beck, 2008). The data was
analysed independently by all four members of the research team using qualitative
thematic analysis. As advocated by Kidd and Parshall (2000), coding frequently occurred
in large discourse chunks, which aimed to categorise detail of the content of the discussion
and the process of discussion between group members. The codes and categories that were
created were discussed within the team and when disagreement or uncertainty existed the
themes were taken back to the data for refinement and clarification.

The main themes were circulated after one month to the participants from the focus
groups to gain some consensus as to whether this represented their experiences and views.
Thirteen of the professionals responded and this led to a few minor changes to the themes.
This was done in addition to the tentative main themes of each group being briefly
summarised to the participants at the end of each focus group (Kidd and Parshall, 2000).

Findings

There were two main themes that arose from the data, these related to the healthcare
professionals’ experiences of discussing sexual and relationship health issues with young
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people and their views on the resources, training and education needed to support them in
holding these conversations.

Healthcare professionals experiences of discussing sexual and
relationship health with young people

There were many factors that influenced how comfortable or equipped healthcare
professionals felt to initiate and engage in these conversations and these reflected both
personal and contextual factors. The experiences ranged on a continuum from avoidance
to reluctance to confidence and the findings within this theme will be discussed in relation to
these differing approaches.

Avoidance

Without prompting, three of the six focus groups discussed that the context and culture of a
children’s acute hospital influenced how the sexual and relationship health of young people
was integrated into care.

I have been to meetings where consultants have actually said ‘we are a children’s service
we don’t have anything to do with that lets’ leave it to the adult services when they
get there’ despite having patients who are 19, 20 the view is we are children’s service

and we don’t talk to them about issues relating to sexual relationships. (Participant 3, focus
group 3)

These professionals referred to an underlying assumption that the paediatric acute setting
was not a relevant environment in which to be engaging in these conversations with young
people. In addition to assumptions or beliefs within certain clinical teams, personal factors
also impacted on the ability of healthcare professionals to initiate discussion relating to
sexual and relationship health. These personal characteristics included an individual’s
upbringing and personal beliefs.

The way I was brought up affects how I am and I think that we are adults and we have our own

beliefs, opinions, and experiences and it is hard not to bring that to the table when you are
talking to a young person. (Participant 1, focus group 6)

During the focus groups several of the participants were reflexive and discussed how
discussing sexual health made them feel uncomfortable and embarrassed and their own
private assumptions and beliefs caused them to avoid initiating conversations as they
‘wouldn’t know where to start’ and ‘had never really had to talk about it’.

Reluctance

Many of the participants had attempted discussions relating to sexual health, but
expressed reluctance in doing so and were hesitant to know how to best approach raising
these issues. Specific clinical areas caused staff to be reluctant to discuss sexual health
matters, where a lack of privacy in the clinical inpatient area was seen as a challenge to
initiating these conversations. Information and discussion commonly took place in the
nursing station or at the bedside, with only the curtain to maintain privacy and
confidentiality.
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I don’t think the way the wards are set up are very appropriate for asking these type of things,

your assessment is done at the nurses’ station and that is not very appropriate because there are a
million and one people around. (Participant 1, Focus group 5)

The admission nursing assessment is most commonly conducted with parents present and
this was felt to limit young peoples’ confidentiality or their opportunity to either raise issues
of concern or answer questions honestly, such as whether they were on any medication such
as the contraceptive pill. Some of the participants discussed the strategies they used to
negotiate time with the young person on their own.

What we tend to do if we want to ask anything we will say to the girl come down the bathroom
so we can weigh you, get her by herself and then we can ask if there is anything they want to
discuss without her family being present. (Participant 2, Focus group 1)

Although parental presence was seen in most cases to negatively influence the ability of
young people to talk openly about their sexual health, some professionals expressed concern
that initiating and engaging in a conversation alone with young people about sex and
relationships may place them in a vulnerable position.

Participant 2: I’m not quite sure if we should have a chaperone when we have the conversation,
I’m aware that it may inhibit the conversation or make it worse, for intimate examinations we
tend to rely on the parents to be a chaperone but for intimate conversations, one of the anxieties

for that is being misconstrued or having accusations made or causing offence because if you are
talking to the child away from the parents then it is your word against theirs as to what was said
and I have certain anxieties about that.

Participant 4: A few times I have had a child, who was divulging all this information to me you
know general chit chat and she was saying she was sexually active and how old her partner was
etc and when dad came back in he wanted to know word for word the conversation and it is

quite hard because of confidentiality. (Focus group 6)

Anxieties regarding the need to offer confidentiality to young people whilst being
accountable and working within professional boundaries caused some of the participants
to report concern in initiating sensitive conversations. Despite professionals demonstrating
an awareness and confidence in dealing with safeguarding issues, some expressed less
confidence in dealing with young people’s behaviour, which may subjectively be
considered risky, but was not clearly identifiable as a safeguarding issue.

Confidence

Some of the healthcare professionals in the focus groups reported feeling confident in having
sexual health conversations with young people as a result of the trusting ongoing
relationship that had developed over time. This ongoing contact was often within a
specialist team with dedicated time in a quiet clinic room.

I suppose on the wards it’s a little bit different whereas I know my patients, I suppose on the
ward it’s a little bit different unless they are a regular patient and you can build up a relationship
with them. (Participant 1, focus group 5)

Skills and confidence in opening sexual and relationship health discussions with young
people had often developed from clinical experience over time. Although some of the
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professionals discussed confidence in initiating and holding these conversations with young
people, the content often related to concrete aspects of sexual health that directly related to a
young person’s condition (cancer, cystic fibrosis and other congenital conditions) including
fertility, physiological processes and pregnancy. On prompting, focus group 2 discussed
what aspects of sexual health could be difficult to discuss.

Participant 2: The biology stuff, the black and white stuff people are okay doing that, you give

them the leaflets and set them up to do it with the young person but when it gets to the more
intimate stuff about relationships and putting yourself at risk I think that’s when it gets a bit
more awkward for people.
Participant 1: Yes, I think thinking about the medical bits and relationship bits separately as well,

because it is quite straightforward or it seems to be to say are you pregnant because it is going to
interfere with the procedure, or are you on the pill but then to start asking questions about
relationships because are they at risk, or how vulnerable they are is totally different. (Focus group 2)

Many of the professionals identified that it was more difficult to discuss relationship and
sexuality issues that were not seen to relate to the young person’s immediate physiological or
functional healthcare needs.

Healthcare professionals’ views on resources, education and training

The training, education and resources that would help professionals to discuss sexual and
relationship health was a question raised by the moderator at each focus group. All
participants in the six groups agreed that there was a need for some training or resources
and there was a debate in four of the groups as to the most appropriate format for this. This
discussion focussed on the benefits and challenges of e-learning, which was seen to be more
accessible than face-to-face training as there were difficulties with ‘releasing staff to go on
courses’ (focus group 2). However, e-learning was not seen to address the in-depth
knowledge and skills needed, but could provide a short ‘taster’ session for a larger
number of staff, where ‘everyone could have a little bit’ (focus group 1). Face-to-face
training was discussed as being of more relevance to ‘interested staff ’ who would be keen
to develop their skills to a higher level. This more in-depth preparation supported the
discussion in the groups that there were often designated people within a clinical team
who were called upon to have ‘that conversation’ with young people. The groups discussed
that some staff were never going to be comfortable discussing sexual health, but could have
their awareness raised about the current issues relating to the sexual health of young people
and where to access up-to-date resources.

Some of the group members had attended previous education and training relating to
sexual health, but had found this to be too generic and did not equip them with the specific
skills and knowledge needed for working with young people within an acute paediatric
environment. The professionals identified that training should include communication
skills, knowledge and information on sexually transmitted infections, terminology used by
young people and legal safeguarding practices.

Limitations

The number of participants at each focus group was fewer than anticipated and the
challenges of getting busy clinical staff to attend at the designated time created difficulties
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in running larger group discussions. Despite the small numbers it was felt that valuable data
were collected and the interaction between group members elicited an interesting discussion
about what could be a considered a sensitive topic.

Discussion

The healthcare professionals in this study identified that there were barriers that impeded their
ability to discuss sexual and relationship health with young people. These included difficulty
negotiating time and space with young people in a busy paediatric acute setting, the beliefs and
assumptions of clinical teams and challenges within their own personal beliefs. These barriers
led professionals to express reluctance to engage in these conversations as has been shown in
previous studies about different contexts and adult populations (Lewis and Bor, 1994; Tsai,
2004; Hordern and Street, 2007). Positive influencing factors discussed included the
opportunity to negotiate a private discussion with young people, which has been shown to
facilitate these discussions (Klein and Wilson, 2002), and having established relationships with
young people over time. Even in the instances where healthcare professionals reported feeling
able to discuss sexual health, on further exploration the focus of many of these discussions was
on physiological processes as opposed to wider issues of relationships, sexuality or changing
feelings and emotions. Discussing the wider aspects of sexual health has been highlighted as
challenging within adult nursing environments, where despite professionals believing that they
were addressing sexuality and intimacy issues with their patients, they were in fact only
focusing on treatment-induced symptoms and the physiological side-effects of a condition
or medication (Hordern and Street, 2007). The difficulty of discussing sexuality and
relationships with adult patients (Guthrie, 1999) seems to be mirrored or even exacerbated
when working with young people.

The experiences in this study ranged on a continuum from avoidance to confidence; these
differences are important to understand in order to inform the design of education and
training to equip clinical staff to meet the needs of young people in their care. Education
has been demonstrated to make a noticeable difference in the knowledge levels of and
reported confidence of healthcare staff in discussing sexual and relationship health matters
with patients (Mulvey et al., 2000; Stokes and Mears, 2000; Saunamaki et al., 2010). Only
one of the 25 professionals involved in this study had received any formal post-registration
training regarding sexual health and others reported minimal recall of this subject being
covered on their pre-registration training programmes. It has been noted that currently
education and training for medical staff and nurses in relation to sexual health at under-
graduate level and post-graduate level is inadequate (Treacy and Randle, 2004; Johnston,
2009; Saunamaki et al., 2010). Recent initiatives have attempted to address these
inadequacies by providing resources and increased levels of information (Royal College of
Nursing (RCN) e-learning), but these focus on sexual health within adult fields of practice or
community settings. These professional–patient relationships and contexts may not be
comparable to an acute paediatric setting.

The findings from this study demonstrate that specific education and training is required
within a paediatric context to address the particular problems healthcare professionals can
face when working with young people within a hospital setting. In order to equip and
encourage staff to move from a position of avoidance to one of confidence, education and
training must include not only factual information, but must also address communication
skills and challenge both personal beliefs and assumptions regarding sexual health and the
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culture within which professionals work (Guthrie, 1999; Hordern et al., 2009). As seen in these
findings, it was embedded culture and personal characteristics that were most likely to lead to
healthcare staff avoiding these discussions and these aspects may be the hardest areas in which
to affect change. Training would hope to equip staff with transferable critical thinking and
communication skills, which would enable them to analyse their personal assumptions and
beliefs and how these influence their interactions with young people in their care.

This research study will lead to the design and implementation of training that aims to
include both e-learning and face-to-face sessions, which will be informed by the data from
these focus groups. This training will be evaluated within an ongoing process with the trainees
to judge the impact of the training on their practice and the culture in which they work.

Conclusion

The focus groups identified that healthcare professionals can often feel reluctant to engage in
conversations about sexual and relationship health with young people within the context of
an acute children’s hospital, due to concerns about lack of knowledge and information. The
discussions that do address sexual health within this context tend to focus on fertility,
physiology and medication, with only a very limited focus on exploring young people’s
experiences, understanding, beliefs and emotions. The reluctance is exacerbated by the
nature of the busy clinical area and the presence of parents. There is a need for more
training designed specifically for professionals working with young people in this area;
this training should encompass different agencies and different learning approaches.

Key points

. Health professionals often feel reluctant to engage in conversations about sexual and
relationship health with young people due to concerns about lack of knowledge and
information.

. The focus of sexual health discussions tend to be on fertility, physiology and
medication and not on exploring young peoples’ experiences, understanding, beliefs
and emotions.

. Frequently only designated people within a clinical area or clinical team engage in
conversations about sexual and relationship health.

. The nature of the busy clinical area and the presence of parents can act as a barrier to
professionals discussing sexual and relationship health.

. Healthcare professionals need further education and training to equip them with skills
to talk to young people about sexual and relationship health.
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