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A B S T R A C T

Background: Despite prevention efforts, the incidence of sexually transmitted infection among HIV-positive men
who have sex with men remains high, which is indicative of unchanged sexual risk behaviour. Discussing sexual
risk behaviour has been shown to help prevent sexually transmitted infections among HIV-positive men who
have sex with men.
Objectives: The aim of this study was to identify factors that influence whether – and how – specialised HIV
nurses discuss sexual risk behaviour with HIV-positive men who have sex with men. Identifying these factors
could indicate how best to improve the frequency and quality of discussions about sexual risk behaviour, thereby
reducing sexual risk behaviour and sexually transmitted infections.
Design: Qualitative study, focus groups among HIV nurses.
Setting: Dutch HIV treatment centres.
Participants: A purposive sample was taken of 25 out of 87 HIV nurses working in one of the 26 specialised HIV
treatment centres in the Netherlands. Of the 25 HIV nurses we approached, 22 participate in our study.
Methods: Three semi-structured focus group interviews were held with 22 HIV nurses from 17 hospitals.
Interviews were transcribed verbatim, and thematic analysis was performed.
Results: HIV nurses agreed that discussing sexual risk behaviour is important, but barriers were experienced in
relation to doing so. In accordance with the theory of planned behaviour, attitudes, perceived norms and per-
ceived behavioural control were all found to be relevant variables. Barriers to discussing sexual risk behaviour
were identified as: dealing with embarrassment, the changing professional role of an HIV nurse, time constraints,
and the structure of the consultation.
Conclusions: To improve the frequency and quality of discussions about sexual risk behaviour with HIV-positive
men who have sex with men, our data suggests it would be beneficial to support HIV nurses by developing tools
and guidelines addressing what to discuss and how. Using a related topic as a conversational ‘bridge’ may help
nurses to broach this subject with their patients. This would allow HIV nurses to discuss possible risk reduction
strategies, such as pre-exposure prophylaxis for HIV-negative partners, condom use, strategic positioning, or
sero-sorting.

What is already known about the topic?

• Despite the implementation of various prevention programs, STI
prevalence has not decreased, which is indicative of unchanged
sexual risk behavior among HIV positive men who have sex with
men.

• Reduction of sexual risk behavior in HIV positive men who have sex
with men can be achieved if health care providers introduce the
topic of sexual risk behavior during consultation.

• As HIV nurses are specifically expected to discuss sexual risk be-
havior, barriers identified within this group might also be relevant
for other professionals in sexual health care.
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What this paper adds

• The identified barriers that play large role in the discussion of sexual
risk behavior are discomfort, lack of confidence, and lack of time
and structure and are also relevant for health care workers in other
specialism.

• Addressing these barriers could promote the discussion of sexual
risk behavior among HIV-positive MSM, for example by providing
guidelines that are in line with the current shift in HIV prevention
and care.

• Although transmission of STIs among HIV-positive MSM can be re-
duced by discussing sexual risk behavior, it is often not readily
discussed by nurses who are specialized in HIV care, even in the
Netherlands, a country with an open attitude towards homo-
sexuality, HIV-status, and sexual behavior.

1. Introduction

Sexual risk behaviour among HIV-positive men who have sex with
men leads to an increased risk of sexually transmitted infections and
onward HIV transmission to sexual partners. As sexual risk behaviour in
this group is a threat for public health, several Dutch organisations (e.g.
STI Aids Netherlands and the Dutch HIV Association) have developed
educational programs with the aim of preventing further transmission
of sexually transmitted infections, and emphasising prevention among
HIV-positive men who have sex with men (SOA Aids Nederland, 2013).
These educational programs have been further applied in policies that
aim to support the prevention of sexually transmitted infections. De-
spite these programs, the prevalence of sexually transmitted infections
among HIV-positive men who have sex with men has not decreased,
which is indicative of unchanged sexual risk behaviour. As of May
2016, more than eighteen thousand HIV-positive people have received
care in one of the 26 HIV treatment centres currently operating in the
Netherlands (The Dutch HIV Monitoring Foundation, 2016). The ma-
jority of these individuals (76%) were men who have sex with men, and
more than one third (37%) had been repeatedly diagnosed with one or
more sexually transmitted infections (Visser et al., 2016).

In practice, targeted efforts to counter the proliferation of sexually
transmitted infections among HIV-positive men who have sex with men
might become even more important considering the recent shift in focus
to the prevention of onward HIV transmission. The focus of HIV pre-
vention in the Netherlands – as well as internationally – has shifted to
early initiation of combination antiretroviral treatment in order to
prevent HIV transmission (Cohen et al., 2011). The aim of this risk
reduction strategy is to achieve and maintain undetectable viral load, a
medical outcome that indicates low transmission risk as well as a better
clinical diagnosis. In 2015, of all patients diagnosed with HIV in the
Netherlands, 88% were treated in an HIV centre. Of all patients who
tested positive for HIV, 77% received HIV treatment within four weeks
of testing and 72% had an undetectable viral load within six months of
starting treatment (The Dutch HIV Monitoring Foundation, 2016).
Another risk reduction strategy is the provision of pre-exposure pro-
phylaxis (PrEP) to prevent HIV infections among high-risk HIV-negative
people (McCormack et al., 2016). PrEP has been effective in preventing
HIV infections, but efficacy does depend on patients’ adherence to the
treatment regime. The downside of these preventive measures is that
they could reduce inhibitions to engage in sexual risk behaviour and
thus in turn might actually raise STI positivity rates (Scott and Klausner,
2016).

2. Background

To try and put a halt to the increasing incidence of sexually trans-
mitted infections among men who have sex with men, several studies
have been conducted in recent years to gain insight into determinants

that influence sexual risk behaviour among HIV-positive men who have
sex with men. The objective of these studies was to identify determi-
nants that can be converted into tailor-made interventions designed to
prevent the transmission of sexually transmitted infections (Centre for
disease control and prevention, 2003; Carter et al., 2014; Morin et al.,
2004). Some studies have shown that a reduction of sexual risk beha-
viour in HIV-positive men who have sex with men can be achieved if
health care providers introduce the topic of sexual risk behaviour
during consultation (Crepaz and Marks, 2002; Johnson et al., 2008;
Richardson et al., 2004).

While discussing sexual risk behaviour can lead to a reduction in
this behaviour, studies have also shown that prevention counselling is
frequently neglected in clinical practice (East and Hutchinson, 2013;
Gardner et al., 2008; Mayer et al., 2004; Morin et al., 2004). Several
studies conducted in the United States have focused on the reasons why
health care providers avoid discussing sexual risk behaviour with their
patients. Reasons for not discussing sexual risk behaviour have been
identified as: time constraints, difficulties in obtaining the patient’s
sexual history, language and cultural barriers, and patient con-
fidentiality concerns (Morin et al., 2004; Gerbert et al., 1999; Myers
et al., 2004; Steward et al., 2006). In contrast to these findings, Marks
et al. (2002) reported that health care providers were generally com-
fortable with discussing sexual risk behaviour. Nevertheless, they also
mentioned ‘lack of structure and guidelines’, and ‘lack of training’ as
practical reasons for not discussing sexual risk behaviour. Apart from
these more practical concerns, it has been reported that discussing
sexual risk behaviour can be hampered by the idea that men who have
sex with men will not listen anyway − a belief that has been labelled
provider fatalism (Gerbert et al., 1999; Steward et al., 2006).

As most of these studies were conducted in the United States, the
results may not be generalisable to European countries and specifically
the Netherlands, where the social context is liberal and more open to-
wards the discussion of sexual behaviour in general and sexual risk
behaviour in particular. Politically and culturally, the majority of Dutch
residents adhere to the notion of freedom for all individuals, as long as
this freedom does not limit the freedom of other people. This also in-
cludes an open attitude towards homosexuality, HIV status, and sexual
behaviour (Widmer et al., 1998). Therefore, exploring barriers to the
discussion of risk behaviour (such as unprotected anal intercourse
among men who have sex with men) in the Dutch context can provide
valuable new insights into the prevention of sexually transmitted in-
fections.

Moreover, it is worth noting that the barriers identified in American
studies may not be applicable to the Dutch context, because in the
Netherlands, HIV patients are counselled by specialised HIV nurses.
These nurses work in specialised HIV treatment centres, where patients
see a doctor for their medical needs and an HIV nurse for additional
support and care, including the discussion of sexual risk behaviour.
Specialised HIV nurses provide HIV patients with care that may go
beyond their medical needs, for example assisting with issues con-
cerning medication adherence, providing social support (i.e. discussing
minor psychological issues, depression, stigmatisation, and drug-related
questions), and advising on lifestyle choices. The national organisation
of nursing consultants in HIV care (VCH) has set up guidelines for
discussing the specific topics of adherence to treatment and sexuality.
These include nursing interventions, which provide nurses with direc-
tion in terms of how to discuss and improve adherence to treatment and
how to address sexual dysfunction among their patients (Vervoort,
2009; Aidsfonds, 2008; Professional Association of Dutch HIV nurses
professional, 2015). Despite the availability of guidelines for discussing
topics such as sexual risk behaviour, it is possible that some HIV nurses
are unaware of the content of these guidelines, or that others do not
implement them (Vervoort et al., 2010). As HIV nurses are specifically
expected to discuss sexual risk behaviour, identifying barriers within
this group might also be relevant for other professionals in sexual
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health care (East and Hutchinson, 2013).
The aim of our qualitative study was to identify factors that influ-

ence specialised HIV nurses’ decisions about whether or not to discuss
sexual risk behaviour with HIV-positive men who have sex with men. In
order to gain more insight into what influences Dutch HIV nurses in
terms of whether they discuss sexual risk behaviour, an elicitation
procedure with open questions was used to identify possible. The theory
of planned behaviour (TPB/RAA) was applied as a theoretical frame-
work in the analysis of the results. The theory of planned behaviour
states that intention, one of the immediate determinants of behaviour,
depends on three constructs: attitudes, perceived norms and perceived
behavioural control, all of which are influenced by underlying beliefs.
Fishbein and Ajzen (2010) posit that the influences of other, external
variables (e.g. age, gender, education) are mediated by these three
constructs. Nevertheless, we felt that it was important to explore the
possible influence of these external variables (Bartholomew Eldredge
et al., 2016).

The theory of planned behaviour was used as guidance to identify
which factors influence HIV nurses’ intentions by exploring their atti-
tudes, perceived norms and perceived control regarding the discussion
of sexual risk behaviour with men who have sex with men, as well as
identifying the effects of certain external variables. Insights into the
influence of these determinants on whether and how to discuss sexual
risk behaviour can be used to develop interventions to improve the
quality of the consultations between HIV nurses and their patients.

At the same time, however, our study procedure was designed to
ensure an open approach (Ajzen, 2015). Fishbein and Ajzen (2010)
have described in detail how an elicitation procedure should be exe-
cuted, starting with qualitative individual and/or group interviews. We
therefore organised focus groups to explore the factors that influence
HIV nurses’ intentions to discuss sexual risk behaviour with HIV-posi-
tive men who have sex with men using the nurses’frame of reference.

3. Methods

3.1. Sample

We selected a purposive sample of HIV nurses who deliver care for
HIV infected men who have sex with men and are working in one of the
26 specialised HIV treatment centres in the Netherlands. To obtain a
maximum variation sample, we made sure that participants differed
according to gender, age, sexuality, education and number of years of
working experience. All Dutch HIV nurses and nurse practitioners have
a general nursing background (Dutch HBO-V), comparable to that of
advanced Nurse Practitioner in the United Kingdom. Furthermore, all
Dutch HIV nurses have completed additional master classes focusing on
HIV care, and the topics treated in these classes include discussion of
sexual health and motivational interviewing. There are additional
courses that nurses can opt to attend which focus specifically on
sexuality in the broadest sense, and also in relation to sexual dysfunc-
tions, or drug use. We therefore assumed at least an adequate knowl-
edge and skills base in relation to the discussion of sexual risk beha-
viour in our entire sample of HIV nurses.

3.2. Data collection

Semi structured focus group interviews were performed to in-
vestigate HIV nurses’ perspectives on how to broach the subject of
sexual risk behaviour. An interview guide was used as a framework to
make sure that all topics were discussed. The topic list was based on
existing literature on the discussion of sexual risk behaviour and on a
behavioural theory – the theory of planned behaviour. As we alternated
between data collection and analysis, the interview guide was adjusted
on the basis of the themes that emerged. All focus groups started with
an introduction about the objectives of the study and an explanation of
the role of the participants during the focus group session. Each focus

group interview started with the same opening question: ‘Can you tell
us what you are currently doing to discuss sexual risk behaviour among
HIV-positive men who have sex with men, and any other subject re-
levant to this discussion?’

Each focus group was led by the same facilitator (EdM), a nurse
practitioner in HIV care, and was attended by an experienced observer
(SV), who also made field notes. Based on the HIV nurses’ narratives,
the topics they mentioned were explored in depth, by asking probing
questions. The interviewer asked about all of the topics listed in the
interview guideline if they had not already been brought up sponta-
neously by the participants. Throughout the study, we continuously
integrated and discussed themes from preliminary analyses of the pre-
vious focus group (or groups) in order to identify commonalities and
differences between participants.

Finally, participants were asked to provide information on their age,
gender, sexual orientation, function (either HIV nurse or nurse practi-
tioner), the number of years working in the field, and whether they had
attended any training about sexual health in particular. All focus group
interviews were audiotaped.

In total, three focus groups were conducted in a meeting room at the
central station in Utrecht, the Netherlands. These meetings took place
between November 2013 and January 2014. The focus group comprised
of eight, eight, and six participants respectively. The sessions lasted an
average of 105 min (range 90–120 min). Focus group interviews were
discontinued when, during the analysis, the third focus group did not
uncover any new ideas or insights into the themes, and thus saturation
had been reached. Further sampling was not necessary.

3.3. Analysis

Data were analysed by two researchers (EdM, RM) according to the
thematic analysis method described by Braun and Clarke (2006), and
were discussed with a third researcher (GK). All focus group interviews
were transcribed verbatim. The analysis was carried out following the
six stages of thematic analysis in order to establish meaningful patterns.
During the first stage, ‘familiarisation with data’, the interviews were
read out in full, and then read again in order to grasp the finer details.
In the second stage, initial codes were generated and meaningful
paragraphs were open coded. In the third stage, both researchers
searched for themes among the codes, leading to categorisation based
on similarities. In the fourth stage, overall themes were assigned and
reviewed, leading to the fifth stage which involved defining and naming
the themes. In this stage, the framework of the theory of planned be-
haviour was applied to explore the themes (in relation to attitudes,
subjective norms and perceived behavioural control). The third re-
searcher (GK), an expert in the field of psychology, was involved in the
process of categorising and interpreting the data. After the second focus
group, the two researchers discussed the initial findings with the third
researcher in terms of which themes were as expected, and any new
themes were discussed.

Data analysis was supported by means of the software program
ATLAS.ti 7.0 (Scientific Software Development GmbH Berlin). Based on
the outcomes of these stages, the final report was produced in the sixth
and final stage of the analysis.

3.4. Ethical considerations

The study followed the prevailing guidelines for ethical approval in
the Netherlands (CCMO website, 2017). Consent was obtained with the
participants’ positive response to an email requesting study participa-
tion, which included information about the study and the study aims.
Anonymity of the respondents was guaranteed. Data and results could
not be traced back to individual participants.
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4. Results

4.1. Participants

Of 25 selected HIV nurses who were approached by e-mail, 22
participated in our study. Three HIV nurses declined to participate
citing lack of time. Fourteen of the 22 participants were women (all
heterosexual) and eight were men (one heterosexual). They were aged
between 28 and 64, and they had, on average, worked in HIV care for
12 years (range 2–25 years). They worked in 17 of the 26 specialised
HIV treatment centres. The characteristics of the HIV nurses are de-
scribed in Table 1.

The discussion of sexual risk behaviour by HIV nurses was found to
be influenced by seven themes (Table 2). These themes are presented
according to the three determinants of the theory of planned behaviour,
namely attitudes towards the discussion of sexual risk behaviour, per-
ceived norms about the discussion of sexual risk behaviour, and per-
ceived behavioural control with regard to the discussion of sexual risk
behaviour. A fourth category comprises external variables. The themes
are described below and illustrated with relevant quotes.

4.2. Attitudes towards the discussion of sexual risk behaviour

4.2.1. Dealing with embarrassment
HIV nurses experienced feelings of embarrassment and a sense of

discomfort regarding the idea of discussing sexual risk behaviour. These
feelings often created a barrier to the discussion of sexual risk beha-
viour. Participants were particularly uncomfortable about the intimate
aspect of discussing sexual risk behaviour. As one HIV nurse put it, ‘I
often think: Who am I to ask the patient about such an intimate matter? Why
should they [the patients] share that with me?’ Furthermore, talking about
sexual risk behaviour ‘out of the blue’ was assumed to cause feelings of
embarrassment in participants. As one participant put it: ‘If the patient
himself starts talking about sexuality, I feel less embarrassed about dis-
cussing this than when I bring up the subject myself.’

Due to these kinds of experiences, most participants tried to find
some sort of reason for introducing the subject of sexuality: ‘I regularly
use some introductory remarks to make me feel more comfortable discussing
sex.’ Alternatively, HIV nurses attempted to put the patient at ease
verbally and non-verbally, for example by asking open questions in a

non-judgemental way. One participant gave the following example: ‘I
intentionally use open questions and try to be as specific as I can in com-
municating sexual risk behaviour by using the words bare backing, or by
specifically mentioning ejecting semen into the anus, group sex, fisting, or
rimming.’ Other HIV nurses said that they specifically ask the patient’s
permission to talk about the subject during the consultation instead of
using open questions.

4.2.2. Striving for an equal relationship with the patient
HIV nurses stated that they did not want to be patronising. They

considered being equal to be the basis for a trusting relationship with
their patient and a prerequisite for high-quality health care. They ex-
pressed the fear that a patient might stop showing up for his appoint-
ments if they were too patronising or did not give the patient the feeling
of being an equal. Having a relationship of trust with a patient was
mentioned as both a facilitator and a barrier in terms of discussing
sexual risk behaviour. As one participant explained: ‘There are patients I
have given counselling to for more than ten years. I know them so well, that
makes it difficult to bring up this topic’. Another participant said: ‘In fact, I
dare to ask about sex because I’ve known my patients for a long time and I
can weigh up the situation in terms of whether they can handle this kind of
subject or not’.

4.3. Perceived norms regarding the discussion of sexual risk behaviour

4.3.1. The changing professional role of HIV nurses
In recent years, the role of the HIV nurse has shifted, with half of the

group specialising in order to be able to combine nursing and medical
care. The participants believed that discussing sexual risk behaviour is
clearly part of their job, due to the relationship between HIV and
sexuality. This perceived norm was mostly supportive of discussing
sexual risk behaviour. This is in line with the guidelines of the national
professional organisations in health care which stipulate that HIV
nurses need to discuss sexual risk behaviour. On the one hand, one
participant stated: ‘I believe that we, as nurses, should be able to freely and
openly discuss HIV and sex, and should, in fact, be open to discussing it over
and over again.’ On the other hand, participants also explained that even
though they are aware of the norm to discuss sexual risk behaviour,
they nevertheless sometimes still avoid this topic: ‘To me it’s not clear
what I need to discuss exactly about this topic, or how thoroughly I should
explore it. It was more a matter of personal interest [affinity with the topic in
relation to the specific patient] whether or not I brought up this topic. After I
followed a course, I became more aware of this.’

4.3.2. When to raise a topic
While HIV nurses believe that it is their role to discuss sexual risk

behaviour, it is less clear to them how, when, and how often the topic
should be raised. The uncertainty felt in relation to their consultations
was handled using different strategies. Among some HIV nurses, this
sometimes leads to talking about irrelevant issues: ‘With patients that
have been in care for many years, I expect to know everything, and then we
just chitchat.’ One participant mentioned that, among colleagues, they
decided to make sexual risk behaviour a key topic to be discussed an-
nually: ‘We realised that we don’t discuss this topic often, but one year ago
we decided to discuss this topic during an evaluation session that we would
plan one year after the patient started to attend consultations.’ The im-
portance of discussing sexual risk behaviour was also highlighted by
another participant, who summed up her concerns: ‘They have been
treated for a sexually transmitted infection and have a low HIV viral load
and still continue their sexual risk behaviour. At least they will not infect
someone else in the near future.’

4.3.3. Prioritising an abundance of relevant topics
Participants also mentioned the need to address many different to-

pics whilst providing HIV care. This is as a consequence of changes in
the health care requirements of the population of HIV-positive patients,

Table 1
Demographic characteristics of HIV-nurses N(%).

Characteristic (N = 22)

Age (yrs) Mean (range) 50 (28–64)
Gender Female 14 (64%)
Sexuality Heterosexual 15 (68%)
Years in clinical practice (yrs) Mean (range) 12 (2–25)
Provider type HIV nurse* 12 (55%)
Training received in discussing sexuality Yes 13 (59%)

Note: *The remaining 10 were HIV nurse practitioners.

Table 2
Determinants that influence whether or not sexual risk behaviour is discussed.

TPB classification Themes

Attitude 1. Dealing with embarrassment
2. Striving for an equal relationship with the
patient

Perceived norms 3. Changing professional role of the HIV nurses
4. When to raise a topic
5. Prioritising abundance of relevant topics

Perceived behavioural
control

6. Confidence in capacity to discuss HIV-related
topics

External variables 7. Connecting with patients through similarities
in individual characteristics
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many of whom are healthy but aging. Our participants indicated that, in
their experience, many of their colleagues prioritise other health topics
over the discussion of sexual risk behaviour, due to the abundance of
relevant and important topics that should be discussed. Patients visit
the outpatient clinics less frequently, and when they do, other health
topics are prioritised during the consultation: ‘Sometimes we intentionally
leave out this subject [sexual risk behaviour] because of other important
matters, such as cardiovascular disease.’

Another important barrier to discussing sexual risk is the perceived
norm of observing time constraints in relation to consultations.
Participants state that there is often insufficient time to start discussing
such a sensitive topic, particularly in light of all the other topics that
need to be discussed. ‘Since the new guidelines, patients visit our clinic less
frequently. In practice, they come twice a year, and sometimes, if they call
instead of visiting, I see them only once a year. As a result, I do not have
enough time during the consultation to discuss this topic.’

4.4. Perceived behavioural control in the discussion of sexual risk behaviour

4.4.1. Confidence in capacity to discuss HIV-related topics
Skills were mentioned as a prerequisite for effective communication

by several participants. Even though all HIV nurses are fully qualified
for their jobs and have attended education programs specifically tai-
lored to HIV nurses, they also need to feel confident that they are able
to convey this knowledge to the patient in a way that he will under-
stand. Specifically, participants indicated using motivational inter-
viewing as a technique that helped them in the discussion of sexual risk
behaviour: ‘I probably apply motivational interviewing techniques myself. I
use some elements of the technique to explore the patient’s willingness to use
a condom.’

Apart from conversation techniques, knowledge was also seen as an
important factor influencing the discussion of sexual risk behaviour. In
particular, knowledge about sexuality and drugs was mentioned as a
requirement for any discussion about sexual risk behaviour. A partici-
pant illustrated this as follows: ‘I realise that since I attended a training
course by Mainline [Dutch authority providing training on drugs], I speci-
fically talk to patients about drugs and use the names, such as speed, GHB
and XTC or some other drug in combination with Kamagra or Viagra, and I
also ask if they are top or bottom. I think that in this way, I can better
understand what risks they take.’

Most HIV nurses who participated in the focus group discussions
considered attending training courses to be important. Several nurses
indicated that the training gave courses provided them with skills as
well as knowledge and the confidence to discuss the relevant topics
more easily. For example, as one nurse mentioned: ‘The [sex addiction]
training course made it easier for me to talk about sexuality.’

4.5. External variables influencing the discussion of sexual risk behaviour

4.5.1. Connecting with patients through similarities in individual
characteristics

One factor found to negatively influence whether participants dis-
cussed sexual risk behaviour was experience of a limited connection
with certain patients, due to a perceived distance based on the parti-
cipant's own age, gender or sexual orientation.

. Younger participants seemed to find it more difficult to bring up
the subject with older patients, and vice versa. The following comment
reflects how older HIV nurses are struggling with the age of the patient:
‘…for me, a patient’s age is of significance in terms of talking about it easily;
I am somewhat older myself and find it difficult to connect to the younger
generation of men who have sex with men.’

The participants also had the impression that gender plays a role in
discussing sexual risk behaviour with patients. They felt that men who
have sex with men find it more difficult to discuss sexual risk behaviour
with a female than with a male HIV nurse. The female participants
mentioned that this sometimes influenced whether or not they started a

discussion about sexual behaviour
; they thought men who have sex with men would be better un-

derstood in a male-to-male conversation: ‘I feel that men who have sex
with men do not want to talk to me about sex due to the fact that I’m a
woman, so that’s why I don’t always bring it up.’ As another participant
put it: ‘I am almost 30 years older than some of my patients and therefore I
am not fully aware of and up-to-date with new trends, such as the dating app
Grindr. Furthermore, as a woman, I am not versed in some of the topics this
patient group deals with and therefore I sometimes have trouble finding an
appropriate way to start the conversation’

Moreover, participants who are themselves men who have sex with
men regarded their sexual orientation as an advantage when it comes to
discussing sexual risk behaviour: ‘I think it is an incredible advantage that
I am in the same scene, I recognise experiences of my patients and have
practical knowledge of the topics they discuss.’ However, the only het-
erosexual male participant did not regard his sexual orientation as a
disadvantage. ‘I am an expert in the area of sexual risk behaviour and try to
explicitly discuss this with my gay patients. I do not think it is an issue that I
am a straight man myself.’

5. Discussion

The current study explored which barriers and facilitators influence
whether or not Dutch HIV nurses’ discuss sexual risk behaviour with
HIV-positive men who have sex with men.

Our finding that Dutch HIV nurses experience barriers in discussing
sexual risk behaviour is in line with previous studies conducted in other
parts of the world with nurses who have less specialised roles (Morin
et al., 2004; Johnson et al., 2008; Gardner et al., 2008; Mayer et al.,
2004; Gerbert et al., 1999). However, we did find some differences in
relation to the current context. Our data suggests that time constraints
were interpreted differently by HIV nurses. This difference can be ex-
plained by the burgeoning number of topics that need to be discussed in
view of the increasing average age of the HIV population, co-morbid-
ities, the recent shift in prevention strategies of onwards transmission,
and the changing role from HIV nurse to nurse practitioner.

Although HIV nurses working in the Dutch HIV centres, (specialised
in delivering care to HIV-positive patients) are the designated profes-
sionals responsible for discussing sexual risk behaviour with HIV-posi-
tive men who have sex with men, we found that some Dutch HIV nurses
feel embarrassed and experience discomfort when bringing up the topic
of sexuality with their patients. This indicates that the personal norms
and values of HIV nurses are more relevant in terms of their ability to
talk about sexual risk behavior than the rather liberal norms of the
society that they are a part of. Dutch society is generally known for its
open-minded attitude regarding topics such as sexual behavior and it
might therefore be expected that Dutch HIV nurses would feel com-
fortable in dealing with these topics. However, our data suggests that
this is not always the case. To reduce these feelings of discomfort, some
nurses indicated that they would only discuss sexual risk behaviour if
this topic was first brought up by the patient. Our findings show that
one way to address this barrier could be for HIV nurses to broach other
subjects – for example drug use – as a conversational ‘bridge’ in order to
prepare the way for starting a discussion on sexual risk behaviour. It
may be beneficial for nurses to first practice this approach in dedicated
training courses, in which standard starting points for opening a dis-
cussion on this topic could be provided. The preparation of leaflets that
include example sentences may also help nurses to start this type of
conversation.

Having a long-term relationship of trust with their patients and
being new in the field were both factors that led to difficulties in dis-
cussing sexual risk behaviour – the first because of knowing the patient
too well and the latter due to not knowing the patient well enough to
bring up this subject. Furthermore, novice HIV nurses lack the skills and
experience necessary to talk about this topic, which suggests that they
need specific training on how to discuss sexuality. At the same time,
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novice nurses need to develop their own professional attitude while
gaining general experience in the field. Advanced HIV nurses could use
a predetermined list of topics – or use another topic as a conversational
‘bridge’ that leads to a discussion of sexual risk behaviour.

Currently, Dutch HIV nurses receive education designed to provide
the knowledge and skills required for discussing various topics, in-
cluding sexual risk behaviour. Surprisingly, the training course that
nurses mentioned as being most useful – and leading to high intentions
to discuss sexual risk behaviour – did not specifically address sexual risk
behaviour but rather focused on drugs. Interestingly, participants
mentioned that discussing drug use could be used as a starting point for
discussing sexual risk behaviour. The fact that this training course was
mentioned (rather than one of the other specialised courses) suggests
that current educational programs need to be evaluated and potentially
modified and updated. This suggestion is in line with a previous study
indicating that the fast changes in the field of HIV care and HIV pre-
vention necessitate a need to modify courses more often than is pre-
sently the case (Mimiaga et al., 2007).

We found that external variables such as age, gender and sexual
orientation appear to influence whether or not sexual risk behaviour is
discussed.

Specifically, younger nurses and male HIV nurses seemed to be more
at ease with this topic, in particular if they are themselves men who
have sex with men. This could be because they feel able to commu-
nicate more easily with this group of patients, or because they have
more affinity with this topic, or because they have better or different
relationships with these patients, e.g. more trusting or more at ease. Of
course, an HIV nurse’s sexual orientation, age, or gender cannot be
influenced, but female or older HIV nurses could receive additional
assistance to help them form better connections with patients who they
do not automatically identify with, or be trained in ways to commu-
nicate with these patients that would feel more natural. A specific ex-
ample of what HIV nurses could discuss during consultation (in terms of
the behaviours involved and the possible risks) is the use of apps, such
as Grindr, for meeting sexual partners. Knowing the right jargon and
more about the lifestyle of HIV-positive patients who are men who have
sex with men is likely to be helpful in terms of discussing this topic
more easily and in more depth.

The HIV nurses’ confusion about the norms among their peers and
managers regarding the importance of discussing sexual risk behaviour
indicates that it is important to clarify the role and responsibility of HIV
nurses, in order for them to provide patients with the health care they
need. To achieve this, they need to be able to dedicate sufficient time
and create the ideal setting for discussing sexual risk behaviour. By
doing so, not only will HIV nurses improve the individual patient’s
health care and be able to address their specific needs, but they will also
contribute to the community as a whole by preventing further HIV and
STI transmission. These findings suggest a need for a re-evaluation of
the current guidelines, in particular the structure of consultations, and
the time available for individual consultations.

The intentions of Dutch HIV nurses regarding the discussion of
sexual risk behaviour with HIV positive men who have sex with men are
influenced by different facilitating and hindering factors that, from a
theoretical perspective, are consistent with the theory of planned be-
haviour. First, embarrassment and the need to strive for an equal re-
lationship with the patient were emerging themes that are related to
attitudes. Second, themes applicable to perceived norms were related to
the HIV nurses’ understanding that discussing the topic is part of the
changing professional role of the HIV nurses. Perceived norms were also
related to timing (when to raise the topic), and nurses’ difficulties in
prioritising the abundance of relevant topics that could or should be
discussed during consultations

Finally, confidence in the capacity to discuss sexual risk behaviour –
and possession of the relevant knowledge and skills – were related to
perceived behaviour control.

While the present study focused on factors that influence whether or

not HIV nurses discuss the topic of sexual risk, the exact content of this
discussion is open to debate. The discussion of sexual risk behaviour can
be considered from many different angles. (Brawner et al., 2016). In
relation to reducing the number of sexually transmitted infections, such
a conversation should involve several topics. HIV nurses could discuss
sexual behaviours in general, and how these affect risks for sexually
transmitted infections – for example, the number of partners, sexual
acts, drug use, and disclosure of serostatus or viral-load to partners. HIV
nurses could discuss the patient’s own behaviour and possible risk re-
duction strategies, such as PrEP for their HIV-negative partners,
condom use, strategic positioning, or how to successfully sero-sort.

Our current study has shed light on several factors which appear to
influence the discussion of sexual risk behaviour. Future research could
investigate which of these factors are most important, and how these
factors might interact to influence the discussion of sexual risk beha-
viour. It is also worth noting that there are many options available in
terms of the discussion of sexual risk behaviour, some of which may be
more appropriate for certain patient groups (for example men who have
sex with men), and others which may be easier for HIV nurses from a
particular demographic to implement. It is important to further in-
vestigate the circumstances in which sexual risk behaviour is discussed,
what exactly is discussed, and how effectively this topic is discussed.

The findings of this study present an opportunity for improving
sexual health care among HIV-positive men who have sex with men by
helping HIV nurses to improve the frequency and quality of any dis-
cussion of sexual risk behaviour with their patients. Achieving an un-
derstanding of the factors that influence whether or not this topic is
discussed is essential groundwork for further research.

Quantitative research is therefore necessary to assess the themes
and to validate the most important determinants.

5.1. Strengths and limitations

It should be noted that the 22 HIV nurses that participated in this
study were not from all regions of the Netherlands. However, the par-
ticipants did work in various hospitals with different levels of urbani-
sation, and it is possible that this difference in level of urbanisation
could have influenced whether ot not the HIV nurses’ discussed sexual
risk behaviour.

For example, levels of stigmatisation could be higher in regions with
lower urbanisation levels. However, the different levels of urbanisation
were adequately represented in this study.

The lead researcher in this study is an experienced HIV nurse
practitioner, who sees patients regularly and who has learned to criti-
cally assess current nursing care of HIV patients by carrying out in-
depth research. As the researcher is an active member of this target
group, a clear strength of this project is that members of the target
group were very willing to participate and were able to see the im-
portance of this research topic. A possible limitation is that the re-
searcher’s expectations – which her colleagues may have been more
sensitive to – could have influenced the results To counter any effect of
experiment bias, another researcher took on the role of moderator in
the focus groups. This moderator is an experienced researcher in qua-
litative research and is also familiar with the field of HIV care in the
Netherlands. This experience enabled the moderator to provide con-
tinuity in conducting the focus groups. Moreover, as she was less well
known to the nurses, she was less likely to influence the participants’
responses to the topics discussed. In our study, we did not investigate
barriers and facilitators related to discussing sexual risk behaviour from
the perspective of the patients (i.e. HIV-positive men who have sex with
men), but rather from the perspective of the HIV nurses. Future re-
search should explore patient perspectives in order to understand how
patients experience discussing sexual risk behaviour with their HIV
nurse, and to gather their opinions on how this could be improved.

S. de Munnik et al. International Journal of Nursing Studies 76 (2017) 55–61

60



6. Conclusion

Our findings indicate several important themes that influence
whether or not HIV nurses discuss sexual risk behaviour with their
patients (HIV-positive men who have sex with men). To improve the
frequency and quality of discussions about sexual risk behaviour, our
data suggests it would be beneficial to support HIV nurses by devel-
oping skills, tools, and guidelines in relation to what is discussed and
how. Using a related topic as a conversation ‘bridge’ could assist nurses
in broaching this subject. External variables such as age, gender and
sexual orientation appear to influence whether or not sexual risk be-
haviour is discussed.

Knowing the right jargon and being familiar with the lifestyle of
HIV-positive patients who are men who have sex with men may en-
courage nurses to discuss this topic more easily and in more depth. We
suggest that further research should also explore patients’ perspectives
on discussing sexual risk behaviour with their nurse.
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