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Abstract 
 
Aim: This thesis aims to explore the transition from adolescence to 
emerging adulthood, related to adolescents’ sexual behavior, concep-
tions concerning sex, sexual relationships and sex education, their need 
for knowledge and support related to sexuality. A further aim was to 
explore professionals’ views on promotion of sexual health, and inter-
professional collaboration in relation to adolescents’ sexual health.  
Methods: Both quantitative methods (I) and qualitative methods (II, 
III, IV) were used. In study I, 139 adolescents responded to a cross-
sectional survey. The qualitative data was obtained through focus 
group interviews with 32 adolescents (II) and individual, pair and 
group interviews (III) with 26 adolescents. Further, 24 professionals 
participated in focus group interviews (IV).  
Findings: Adolescents’ reported a low level of sexual risk behavior 
and high self-esteem, yet put themselves at risk by inconsistent con-
dom use (I). Learning about sex and relationships included values, 
knowledge and practical skills in relation to maturity, enabling inter-
nalization of different aspects of sexuality, creating meaning and fos-
tering autonomy and identity (II). Developing sexuality involved 
changing needs for knowledge, discussing, interacting with others, and 
gaining experience (III). Professionals reached out to adolescents 
through competence and trusting relationships. It was important to 
keep up to date with changes regarding sexuality, to reach vulnerable 
groups, and include questions about sexuality in all health care con-
texts involving adolescents (IV).  
Conclusions: Adolescents’ needs for knowledge and support were 
constantly changing with development through learning, experience 
and interaction with peers, parents, and health professionals. Different 
efforts are necessary in sexual health promotion depending on age, ma-
turity or gender in order to provide high quality nursing interventions 
in relation to adolescents’ sexual health.  
Keywords: adolescents, sexuality, sexual health, sexual health pro-
motion, transition 
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Sammanfattning 
 
Syfte: Avhandlingen syftade till att undersöka övergången från ado-
lescens till ung vuxen relaterad till tonåringar sexuella beteenden, upp-
fattningar om sex, sexuella relationer och sex- och samlevnadsun-
dervisning, samt deras behov av kunskap och stöd relaterad till sexual-
itet. Ytterligare ett syfte var att undersöka hälsopersonals syn på sex-
uell hälsopromotion och interprofessionell samverkan i relation till 
tonåringars sexuella hälsa.  
Metoder: Kvantitativa (I) och kvalitativa (II, III, IV) metoder anvä-
ndes. I studie I svarade 139 tonåringar på en enkät. De kvalitativa data 
inhämtades genom fokusgruppintervjuer med 32 tonåringar (II), och 
individuella-, par- och gruppintervjuer (III) med 26 tonåringar. Vidare 
deltog 24 hälsopersonal i fokusgruppintervjuer (IV).  
Resultat: Tonåringar rapporterade låga nivåer av sexuella riskbe-
teenden och hög självkänsla, men utsätter sig för risker på grund av 
inkonsekvent kondomanvändning. Lärande om sexualitet och rela-
tioner inkluderade värderingar, kunskap och praktiska färdigheter i re-
lation till mognad, vilket möjliggjorde för internalisering av olika 
aspekter av sexualitet, skapade mening och främjade autonomi och 
identitet (II). Sexuell utveckling innebar ändrande behov av kunskap, 
diskussion, interaktion med andra samt att få erfarenheter (III). Per-
sonal nådde ut till tonåringar genom kompetens och tillförlitliga rela-
tioner. Det var viktigt att hålla sig uppdaterad med förändringar beträf-
fande sexualitet, att nå sårbara grupper och att inkludera frågor om 
sexualitet i alla delar av hälso- och sjukvården som inkluderar tonårin-
gar (IV).  
Konklusion: Tonåringars behov av kunskap och stöd är dynamiskt 
och förändrades genom lärande, erfarenhet, och interagerande med 
andra.  För att främja sexuell hälsa är olika insatser nödvändiga vilket 
måste anpassas till tonåringars ålder och mognad för att därmed leda 
till omvårdnadsinterventioner av hög kvalitet. 
Nyckelord: adolescens, sexualitet, sexuell hälsa, sexuell hälsopromo-
tion, transition 
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Introduction 

This thesis aims to explore adolescents’ sexuality, sexual health and 
sexual health promotion in the transition from adolescence to emerg-
ing adulthood. Adolescents today are living in an increasingly complex 
world in which they are actively involved in developing their sexuality 
and personal identity. Sex is something which is positive for adoles-
cents and subsequently their experience of health. Yet there can also be 
risks connected to sexuality which need to be addressed. Risks are not 
only related to physical problems such as sexually transmitted infec-
tions (STIs) and unplanned pregnancies, but also to psychological and 
mental health problems related to sexuality and identity formation.  

This thesis could contribute to better adhering to the needs for 
knowledge and support from nurses towards adolescents on issues re-
lated to sexual health by filling in gaps of knowledge and showing the 
complexity of adolescents’ sexual development, how they go about 
forming their sexuality and what factors influence sexual development.  

The ideas which are included in this thesis stem from my professional 
background in pediatric nursing and work for many years as a school 
nurse. As a school nurse, I became involved in a regional project joining 
school nurses with midwives from youth clinics to develop methods for 
working with sexual health promotion and extending these methods 
into sexuality education in our schools. On one occasion an opinion was 
voiced that girls’ low self-esteem resulted in exposing themselves to 
sexual risk behavior. This sparked my thoughts on the need for re-
search for informing our work with sexual health promotion. Partici-
pating in sexuality education resulted in many adolescents visiting my 
office to talk about sexuality and relationships. This has led to a strong 
motivation to continue with this project.  
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Background 

Adolescents 

In order to understand how adolescents develop one must first under-
stand the world in which adolescents live and how contemporary soci-
ety affects their behavior and social relationships. In this context, fea-
tures in adolescent life such as identity crisis, generation gaps and peer 
pressure can be viewed more as having to do with the nature of our 
society rather than the nature of this stage in the life cycle (Steinberg, 
2007). 

Life for an adolescent in Sweden can look very differently, but statistics 
show that about eight percent of the population of 10.1 million are in 
the age group 12 – 18 years old. About one fifth live in the Stockholm 
region. About eight out of ten are born in Sweden, but other common 
countries of birth include Syria, Somalia and Iraq. Over half live in 
houses, one third in flats, and the rest in other types of housing. It is 
more common for those born outside of Sweden to live in flats. Slightly 
more than half live together with two parents (Statistics Sweden 
[Statistiska centralbyrån], 2018).  

Today, the vast majority adolescents get along well with their parents, 
and also are involved in decisions about things that concern them, such 
as when to be home in the evening and helping at home. Both parents 
had time to talk with them, but was slightly higher for mothers than 
fathers. In their free time, seven out of ten adolescents ages 12 to 15, 
and five out of ten adolescents age 16 to 18, participated in sporting 
activities at least once a week. There was however a gender difference 
where boys participated more often in sports than girls, 56 respectively 
38 percent (Statistics Sweden [Statistiska centralbyrån], 2018).  

Other free time activities which adolescents participate in include 
scouting, theatre, music schools or choir,  along with playing computer 
games, which is a more common activity for boys. Half of the adoles-
cents age 12 to 15 and seven out of ten in the age group 16 to 18 years 
spend at least three hours per day on the Internet, with no difference 
between boys and girls. Internet is used for watching films on You 
Tube, looking for facts for school work, playing games and socializing 
with friends. Unfortunately, slightly more than one out of ten have had 
something written about them on Internet which has caused them to 
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feel sad, angry or worried (Statistics Sweden [Statistiska centralbyrån], 
2018).  

More girls than boys, in the age group 12 to 15 years, report having feel-
ing of stress at least once a week during the past month, 46 respectively 
23 percent. This increases with age, in the age group 16 to 18 years, 72 
respectively 27 percent for girls and boys (Statistics Sweden [Statistiska 
centralbyrån], 2018). Nearly all adolescents (97 percent) like their class 
and spending time with their classmates, however, nearly one out of 
ten also report having been treated badly by a teacher and 15 percent 
by another student. The majority of adolescents feel secure in their 
daily life, both at home and in school (Statistics Sweden [Statistiska 
centralbyrån], 2018).  

In this thesis the focus is on adolescents. Different concepts are used 
for describing age groups. Adolescence is defined by The World Health 
Organization (WHO) as the traditional phase of growth and develop-
ment between childhood and adulthood, with the age range between 
ten and 19 years. WHO defines young people  as individuals between 
ages ten and 24 (WHO). High school students are adolescents in the 
age group 16 to 19 years. Emerging adulthood covers ages 18 to 25 
(Arnett, 2000).  

The transition from adolescence to emerging adulthood 
Transition is defined as “passage from one life phase, condition, or sta-
tus to another, is a multiple concept embracing the elements of process, 
time span, and perception” (Chick & Meleis, 2010, p. 25). One type of 
transition relevant to nursing is developmental. Developmental transi-
tions can include being in relationships, or an awareness of an identity 
as a LBGTQ person. There are a number of forms of developmental 
transitions, however life-cycle transitions, such as adolescence as a de-
velopmental period,  have not received much attention (Meleis, 
Sawyer, Im, Messias, & Schumacher, 2000, 2010).  
 
Psychological development in adolescence often involves attention re-
volving around questions of who I am and who would I like to become. 
Sexual identity and personal identity are of importance in this phase 
(Steinberg, 2007). Emerging adulthood is a period in which the indi-
vidual is leaving the dependency of childhood and adolescence, but not 
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yet entered the responsibilities which are normative in adulthood. 
Arnett (2000) proposes emerging adulthood as a conception for the pe-
riod of development from the late teens through the twenties, with a 
focus on ages 18 – 25. For young people in industrialized countries, this 
period can be seen as a distinct period of the life course, which is char-
acterized by change and exploration  of possible life directions. Due to 
demographic changes since the mid 1900’s, with marriage and child-
birth being postponed and an increase in obtaining higher education, 
and an increasing number of young people still living at home, it is no 
longer normative during these years to enter and settle into long-term 
adult roles. Emerging adulthood is a period characterized by independ-
ence from social roles and normative expectations, and for exploring 
possible directions for life directions in love, work, and worldviews 
(Arnett, 2000).  
 
One of the main features of emerging adulthood is the opportunity to 
explore identity in the areas of love, work, and world views. Identity 
formation is often attributed to adolescence, however, although the 
process begins in adolescence, it is mainly achieved in emerging adult-
hood. When it comes to love, in adolescence the focus is on compan-
ionship, first experiences of romantic love, and sexual experimenta-
tion. Relationships tend to be short lived, lasting a few weeks to 
months. In emerging adulthood, the focus is on exploring the potential 
for emotional and physical intimacy, love becomes more intimate and 
serious, and relationships last longer than in adolescence (Arnett, 
2000).   

Adolescents and sexuality 

Adolescence is an intensive period in which physical, psychological, in-
tellectual, emotional and social changes are occurring. Today’s adoles-
cents, compared to earlier generations, show to a higher degree liberal 
views on sexuality along with a greater variation in of different types of 
sexual relationships and ways of expression. Adolescents also have 
good general knowledge about sexuality (Häggström-Nordin & 
Mattebo, 2016). 
 
The romantic love complex consists of the love ideal and heteronorma-
tivity. The love ideal involves a norm that sexuality belongs in a love 
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relationship (Giddens, 2013). Many adolescents associate sexual acts 
with love. The connection between sex and love was stronger among 
the younger respondents (under 20 yrs.) than those who were older 
(Tikkanen, Abelsson, & Forsberg, 2011). However, attitudes are chang-
ing and an increasing number of adolescents consider it acceptable to 
have sex outside a stable relationship and have more liberal attitudes 
on casual sexual contacts (Tikkanen et al., 2011).  

Adolescents’ sexual development 
Consensual sexual activities in adolescence can be seen as developmen-
tally normative and potentially healthy. Harden (2014) developed a 
sex-positive framework for research on adolescent sexuality which 
does not view abstinence as something negative, but instead as a po-
tential choice which may or may not be the healthiest choice for the 
individual at that time. A sex-positive framework also realizes the im-
portance of the risk management aspects of sexuality. In contrast, re-
search from the sex-negative perspective has mainly focused on ado-
lescent sexuality in terms of risk behaviors, and not considered positive 
outcomes. The sex positive perspective opens up for the inclusion of a 
variety of sexual behaviors, sexual identities, and gender identities, and 
the emphasis is on pleasure, consent, health, agency, and sexual-mi-
nority experiences. Sexuality is considered a normative and essential 
part of human development. Harden (2014) means that sexual well-
being and sexual behavior may be reciprocally linked with both physi-
cal and mental health. This is also in line with sexual subjectivity which 
involves the ability to take the initiative in saying no to unwanted sex-
ual activities or to provide consent, i.e. the negotiation of sexual de-
sires, contextual factors, and the ability to assert the resulting decision. 
A sex-positive framework acknowledges adolescents’ experiences of 
pleasure, desire, intimacy, and agency (Harden, 2014).  

Adolescents’ sexual behavior 
The sexual behavior of Swedish adolescents was investigated in a sur-
vey of young people age 16 to 29, showing that the average age for sex-
ual debut with a partner was age 16; age 16.1 for girls, 16.6 for boys, and 
15.7 for non-binary adolescents. Slightly more than half were satisfied 
or very satisfied with their sex-life. The vast majority consider it im-
portant to be able to talk with your partner about sex, and that both 
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partners should be equal in decisions about having sex. The most com-
mon sexual acts reported from the latest occasion for sex included; vag-
inal sex (91 percent), petting (63 percent), oral sex (57 percent), use of 
sex toys (9 percent), anal sex (6 percent) and online sex (1 percent). The 
respondents defined their sexual orientation as being heterosexual (83 
percent totally, 87 percent for boys, 80 percent for girls), did not cate-
gorize themselves sexually (5 percent), bisexual (5 percent), don’t know 
(3 percent), homosexual (2 percent), other (1 percent). Three percent 
of the boys and two percent of the girls had a same-sex partner on the 
latest occasion for sex. In the age group 16 to 19 years, one fourth did 
not have any sex partner in the past year, and one half had only one sex 
partner (The Public Health Agency in Sweden, 2017). In Sweden the 
law states that it is illegal to have sex with a minor and the age limit for 
sex 15 years of age. Besides the age limit for sex, the law also states that 
it is illegal to exert sexual coercion or violence (Larsson, 2016).   
 
Risk behaviors are dangers or threats which increase vulnerability or 
susceptibility for negative development or effects on heath. Risk factors 
include for example extensive sexual activity, thoughts of suicide, use 
of drugs and violent behavior, often in combination with each other, so 
called problem behavior syndrome (Holmberg, 2010; Ruey-Hsia, Hsiu-
Yueh, Shu-Yuan, Chung-Ping, & Shu-Li, 2010). Adolescents with 
higher sexual risk were identified as those who reported any of the fol-
lowing: age of first sexual intercourse of 15 or younger, three or more 
lifetime intercourse partners, two or more intercourse partners in the 
past three months, lack of condom use at the latest intercourse, lack of 
pregnancy prevention method at the last intercourse or use of alcohol 
at the latest intercourse (CDC, 2015). In Sweden, half of the girls and 
nearly half of the boys in a recent survey reported having unprotected 
sex with at least one partner in the past year. One fifth had used alcohol 
during the last sexual occasion. Nearly half reported having sex against 
their will, which was higher for girls (54 percent) than boys (27 per-
cent). Three percent in the age group 16 to 19 years had accepted money 
for having sex, for girls three percent and boys two percent (The Public 
Health Agency in Sweden, 2017). Adolescents without skills or infor-
mation, or who do not turn to health services regarding sexual behavior 
are especially at risk for sexually transmitted infections (STIs) and un-
wanted pregnancies (Avery & Lazdane, 2008) 
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Parent and peer influence on adolescents’ sexual behavior 
During adolescence, the adolescent is becoming more independent 
from their parents and peers are playing a more important role in their 
lives (Häggström-Nordin & Mattebo, 2016). Research has shown that 
the likelihood for adolescents to engage in risky sexual activity in-
creased in relation to peer influence, with boys being more susceptible 
than girls and for adolescents who expected greater social rewards for 
sexual activity such as increased social status (Widman, Choukas-
Bradley, Helms, & Prinstein, 2016). A review om the predictors of sex-
ual behavior and intention (Buhi & Goodson, 2007), identified inten-
tion or motivation to have sex, perceived norms related to peers’ sex 
behaviors, peers’ attitudes towards sex, and parental attitudes regard-
ing sex,  along with an environmental variable, time alone at home 
without a parent with the opposite sex, as stable predictors.  

The influence of the media on sexuality and sexual behavior 
Adolescents’ sexuality is not only affected by peers, schools and par-
ents. Media has a substantial effect on adolescents’ sexual behavior 
through messages conveyed through the media and the Internet 
(Häggström-Nordin & Mattebo, 2016). Communication through infor-
mation technology i.e. internet, mobile phones and media open up the 
possibility for joining a community which can be of importance for in-
dividuals in constructing their sexuality (Johansson, 2016). 
 
The use of Internet to search for guidance can be both helpful and at 
the same time pose a risk when many adolescents, especially boys, who 
often access sexually explicit material (pornography). Media and por-
nography affect adolescents sexual behaviors and attitudes towards re-
lationships. Pornography is easily accessable today through the 
Internet (Mattebo & Häggström-Nordin, 2016). In a Swedish study, 
nearly all male adolescents had watched pornography (98 %), of which 
11 % were frequent users and 69 % average users. Those who were 
frequent users reported more often behaviors related to sexual risk-
taking and having participated in a wider range of sexual activities, and 
were more likely to have tried sexual acts seen in pornographic films. 
They also reported having a greater interest in sex and pornography, 
thinking about sex almost all of the time, and watching more 
pornography than they wanted (Donevan & Mattebo, 2017). Sun, 
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Bridges, Johnson, and Ezzell (2016) showed that the more 
pornography young men watched, the more likely they were to use 
particular pornographic sex acts, or request them from their partner. 
Watching pornography also caused concerns over sexual performance 
and body image, and was negatively associated with enjoyment of 
intimate behaviors with a partner (Sun et al., 2016). As for adolescent 
girls in Sweden, about one third (30 %) consume pornography of which 
39 % had tried to copy sexual activities seen in pornographic films. 
Compared to peers who did not consume pornography, they reported a 
higher proportion of sexual experiences (Mattebo, Tydén, Häggström-
Nordin, Nilsson, & Larsson, 2016). Research has shown  that the ma-
jority of adolescents considered pornography to be an unrealistic rep-
resentation of sex, yet they considered that online pornography might 
encourage sexist behaviors or beliefs, or pressure adolescents into do-
ing things they may not want to do (Baker, 2016).  
 
A longitudinal study (Mattebo, Tydén, Häggström-Nordin, Nilsson, & 
Larsson, 2018) showed a higher consumption of pornography among 
adolescents born outside of Sweden compared to adolescents born in 
Sweden and suggest that this could be due to limited possibilities to 
discuss sexual issues at home along with limited access to youth-
friendly health services (Mattebo et al., 2018). 

The influence of society on adolescents’ sexual development 
The context in which adolescents develop is shaped and designed by 
the society they live in, which has implications for the development of 
adolescents (Steinberg, 2007). Features of the post-traditional society 
include a relative openness. Adolescents today view sexuality and gen-
der as modifiable and possible to change in different directions. Differ-
ent views exist at the same time on sexuality and gender as something 
constructed or something shaped by biology. Individuals’ interactions 
with social environments create  much more complex and multifaceted 
identities. Today’s information society provide an enormous amount of 
knowledge, perspectives and attitudes which create the need for reflex-
ivity. Consequently, identity is formed in a world that is relatively 
changeable and constantly created through the interaction with the en-
vironment. Gender and sexuality are positioned in a society influenced 
by normative, moral and political factors (Johansson, 2016).  
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Although adolescents today actively create and construct their own sex-
ualities, they are aware of moral and normative limits, and some ado-
lescents try to challenge and transgress these boundaries. Factors that 
can limit the freedom to form their own sexualities include gender, eth-
nicity and class (Johansson, 2016). Giddens (1992) discusses a reflex-
ive identity project in which individuals are actively constructing their 
sexuality.  Brinkman, Rabenstein, Rosén, and Zimmerman (2014) 
found that gender identity already begins to form in childhood with 
children playing an active role in making decisions in a process of ex-
pressing their gender identity. Children weigh the benefits of authen-
ticity, being true to oneself, against the potential consequences of non-
conformity, in a dynamic negotiation process. 
 

Health, Sexualities and Sexual health in Adolescence  

Health 
One of the most commonly used definitions of health is from WHO 
which defines health as “a state of complete physical, mental and social 
well-being and not merely the absence of disease of infirmity” (WHO, 
1948). This definition is the foundation for the definition of sexual 
health. In the Swedish study Health Behaviour in School-aged Children 
(The Public Health Agency in Sweden, 2018), ages 11, 13 and 15 years 
old, the majority in all age groups reported their health as been good or 
very good, with a lower proportion of girls than boys reporting good or 
very good health. Boys were more satisfied with their bodies than girls. 
The majority also reported high life satisfaction, which for girls de-
clined between ages 11 and 15. Boys also reported higher mental well-
being, self-esteem and self-efficacy that girls at age 15.  
 
Multiple health complaints more than once a week were reported by a 
large proportion of the school children, ages 11, 13 and 15 years, such 
as headache, stomach ache, feeling low, feeling irritable or bad tem-
pered, and difficulties in getting to sleep. This was more common 
among girls than boys at ages 13 and 15. A high proportion of both boys 
and girls find it easy or very easy to talk with their mothers about prob-
lems. The proportion is lower for talking with their fathers although it 
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has increased since the survey 2010. Social support from their families 
for both boys and girls declines with age and more girls than boys find 
social support from their friends. There have been improvements in 
many health and risk behaviors. Both smoking and having been drunk 
has decreased for both boys and girls. However, the proportion of 
school children who are physically active at least one hour of moderate 
or vigorous physical activity daily is low. The proportion who exercise 
at least four times a week has increased and is higher for boys than girls 
(The Public Health Agency in Sweden, 2018).  

Sexualities 
According to WHO sexuality can be defined as: 

A central aspect of being human throughout life encompasses sex, gender 
identities and roles, sexual orientation, eroticism, pleasure, intimacy and re-
production. Sexuality is experienced and expressed in thoughts, fantasies, 
desires, beliefs, attitudes, values, behaviors, practices, roles and relation-
ships. While sexuality can include all of these dimensions, not all of them are 
always experienced ore expressed. Sexuality is influenced by the interaction 
of biological, psychological, social, economic, political, cultural, legal, histori-
cal, religious and spiritual factors. (World Health Organization [WHO], 
2006)  

 
Sexuality can be viewed from a social constructivist approach, in which 
sexuality is seen as a social phenomenon, where humans’ sexual behav-
ior is viewed as something learned in opposed to something someone 
is born with. Although it has to do with biology and biological pre-req-
uisites,  it is being socially and culturally constructed, and therefore 
constantly changing (Häggström-Nordin, Magnusson, & Berg, 2016). 
In most societies today, people are categorized depending on which sex 
a person has, who someone becomes attracted to or falls in love with. 
Sexuality is something self-defined which means that there is an infi-
nite amount of sexual identities, as soon as a person defines their sex-
ual identity (Gäredal, 2016). In Sweden three sexualities are 
acknowledge in the law (SFS 2008:567), these are homosexuality, bi-
sexuality and heterosexuality (Larsson, 2016).  
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Sexual health 
The World Health Organization [WHO] (2006) has defined sexual 
health as: 

A state of physical, emotional, mental and social well-being related to sexual-
ity; it is not merely the absence of disease, dysfunction, or infirmity. Sexual 
health requires a positive and respectful approach to sexuality and sexual re-
lationships, as well as the possibility of having pleasurable and safe sexual 
experiences, free of coercion, discrimination and violence. For sexual health 
to be maintained, the sexual rights of all persons must be respected, pro-
tected, and fulfilled. (p.5) 

 
Research has shown that there is a connection between sexual activity 
and health whereas sexual satisfaction leads to a higher quality of life 
while sexual problems lead to a lower quality of life (Bjurling, 2008). 
In Europe in general, sexual and reproductive health of most adoles-
cents is good, although adolescents are still a risk group for poor repro-
ductive health (Avery & Lazdane, 2008). According to  World Health 
Organization [WHO] (2020) sexually transmitted infections (STI) af-
fect sexual and reproductive health greatly on a worldwide scale, with 
more than one million STIs acquired every day. On an annual basis 
there are  an estimate of 376 million new infections for the four major 
STIs: chlamydia, gonorrhea, syphilis and trichomoniasis (World 
Health Organization [WHO], 2020). The most common sexually trans-
mitted infection in Sweden is chlamydia. The risk of being infected by 
a sexual transmitted infection such as chlamydia is high, in Sweden 
34742 cases in 2019. Of all the reported cases, 79 % were in the age 
group 15 – 29 (The Public Health Agency in Sweden, 2020).  
 
Recent research on sexual and reproductive health and rights in Swe-
den (The Public Health Agency in Sweden, 2019) showed that in gen-
eral the population reported having good sexual and reproductive 
health, although differences were seen depending on gender, age, edu-
cational level, and sexual identity. The results showed some groups 
having a greater vulnerability including women, young adults, non-het-
erosexuals and trans persons. More than half of young women age 16 – 
19 years old were exposed to sexual harassment, and also to a greater 
extent homosexual, bisexuals and trans persons than heterosexuals 
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and cis-persons in the age group 16 – 29 years old. Young women (age 
16 – 29 ) were more satisfied with their sex life than young men the 
same age. The majority of young heterosexual and homosexual men 
and women along with bisexual women reported satisfaction with their 
sex life. A majority of young people reported that they can say no to sex 
if they do not want to have sex (The Public Health Agency in Sweden, 
2019).  
 
According to World Health Organization [WHO] (2006), public health 
systems should include the promotion of safe and satisfactory sexual 
experiences, when addressing sexual health. Health promotion is about 
enabling people to increase control over their own health. This is done 
through social and environmental interventions, focusing on the 
causes of ill health, with the goal for promoting health and quality of 
life in people (World Health Organization [WHO], 2016). The three key 
elements of health promotion according to World Health Organization 
[WHO] (2016) are good governance for health requiring policy makers 
to make health a central line of government policy, health literacy so 
that people can acquire knowledge, skills and information needed to 
make healthy decisions, and healthy cities in which cities play a key role 
in promoting good health i.e. building up preventive measures in com-
munities and primary health care facilities.  
 
One goal in public health is directed towards sexuality and reproduc-
tive health with the aim to prevent health risks in relation to sexual be-
havior. This includes strengthening individuals’ identity and self-es-
teem and providing adequate knowledge about sex and relationships 
along with support in forming relationships with others (The Public 
Health Agency in Sweden, 2017). Improving sexual health can be 
achieved through reproductive health programs, primary health care 
or other sectors including education, social welfare or youth programs. 
A multisectoral approach is seen as advantageous for improving sexual 
health. This could involve sexual health services together with commu-
nity-based peer education, from community leaders, school teachers or 
the media. Education is seen as an important domain for promoting 
sexual health through comprehensive education on sex and relation-
ships. It is also important that health workers, teachers, social workers, 
youth workers and other professionals are provided with training in 
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sexual health promotion. Outreach strategies also need to be included 
in order to meet the needs of young people who are not in school. Sex-
ual health promotion when working with social and cultural diversity 
requires sensitivity to social norms  and understanding of the needs of 
population. This can be challenging, yet it is necessary in order to reach 
goals related to sexual and reproductive health (World Health 
Organization, 2010).  
 
Research on the needs and preferences for information on sexual and 
reproductive health showed that gaps were identified in areas of sexual 
and reproductive health information targeting adolescents, including 
prevention of pregnancy, condom use, puberty, sexuality, and relation-
ships. Adolescents preferred peer educators and health workers as 
sources of information as they were considered knowledgeable and 
trustworthy. Schools were considered by adolescents to be an im-
portant source for information while at the same time underutilized 
(Kennedy et al., 2014).  

Learning about sexuality and relationships 

Sweden was the first country in the world to introduce mandatory sex 
and relationship education in 1955 (Wallin et al., 2012). In Swedish so-
ciety an affirmative view to sexuality was widely accepted in the 1970’s, 
when school education no longer advocated abstinence from sex, but 
instead encouraged young people to take responsibility for their sexu-
ality (Bolander, 2009). Swedish teachers are expected to give their stu-
dents essentially a positive view on sexuality and relationships, where 
sexuality is increasingly seen as something central for young people’s 
self- awareness, for becoming an adult, and forming one’s sexual iden-
tity (Bäckman, 2003). 
 
Research has shown that in countries that held an open and flexible 
view on sex and sex and relationship education, lower frequencies in 
health problems related to sexuality, such as unwanted pregnancies 
and sexually transmitted infections (STI's) along with a later sexual de-
but was seen (Berne & Huberman, 2000). Research on the effective-
ness of health education about sexually transmitted infections, 
knowledge and skills, taught by teachers and school nurses, has shown 
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that although both teachers and school nurses were effective in convey-
ing reproductive health information, However, students taught by 
school nurses reported significant and sustainable changes over time 
(up to 12 months) in attitudes, beliefs and self-efficacy (Borawski et al., 
2015).  

Nursing and sexual health promotion 

One of the core competencies for registered nurses is person centered 
care, which entails identifying from a person’s narrative the meaning 
of health for that person and how to create the prerequisites for pro-
moting health (The Swedish Society of Nursing, 2017). A model of in-
teractional intimacy was developed by Kirk (2007) in which two forms 
of intimacy occurred within nurse-patient relationships. Intimate in-
teraction are about meaningful and trustful exchanges that permit in-
timacy without interdependence, physical contact, or disclosure from 
the nurse. This framework is useful to nurses in the area of sexual 
health due to the sensitivity and privacy that accompanies sexuality 
(Kirk, 2007). A review (East & Hutchinson, 2013) on intimacy in the 
sexual health encounter in nursing practice, using this framework, 
found that nurses were not prepared for intimate interactions when 
working with sexual health problems in adolescents. The nurses’ per-
sonal perceptions and social constructs could act as a hinderance to in-
timate interactions, and nurses’ perceptions are influenced by varia-
tions in education and knowledge (East & Hutchinson, 2013).  
 
Another systematic review on nurses providing sexual health education 
in health care settings showed that sexual health care information was 
not widely being addressed. Factors influencing this were lack of 
knowledge about sexual health, attitudes and beliefs from nurses that 
it is something private and not a priority, nurses’ discomfort in talking 
about sexual health, and perceived barriers related to time, responsi-
bility and organizational support (Fennell et al., 2018). In Denmark, 
some patients experienced when bringing up issues about their sexual-
ity, that health care professionals dismissed these initiatives. Other pa-
tients who were reluctant to discuss these issues, experienced that 
health care professionals did not bring them up either (Traumer et al., 
2018). This is further confirmed by Higgens et al. (2006) findings that 



21 
 
 

nurses did not engaging with patients on the sexual health concerns 
despite embracing the ideals of person-centered and holistic care.   
 
In Sweden, nurses working actively with sexual health promotion tar-
geted towards adolescents include nurses and midwifes at youth clinics 
(Swedish Society for Youth Centres [FSUM], 2018) and school nurses 
(Borup, 2019). Midwives in the youth clinic work with sexual and re-
productive health from a gender and lifestyle perspective, and have 
knowledge about factors which affect health, sexuality and reproduc-
tive health. The midwife can prescribe and administrate contraceptives 
and has up to date knowledge on medical issues related to sexual and 
reproductive health. The midwife is responsible for examinations, test-
ing for pregnancy and STIs and to assess gynecological, andrological 
and sexological questions (Swedish Society for Youth Centres [FSUM], 
2018). In some youth clinics there are registered nurses who work with 
both medical and psychosocial questions which can include questions 
about the body, STIs, contraceptives, sexuality, testing, psychological 
and physical health. The registered nurse has a responsibility to give 
advice, examine and treat problems related to sexual health, dispence 
emergency contraceptives and perform pregnancy tests. Some areas for 
further development in the youth clinics included making the youth 
clinic more welcoming and inclusive for young men, meeting young 
people with experience of sex for pay and young people with experience 
of violence, along with reaching young people with cognitive intellec-
tual impairments (Swedish Society for Youth Centres [FSUM], 2018). 
 
School nurses are organized within Student Health. According to the 
School Act (SFS 2010:800), Student Health should foremost be di-
rected towards prevention and health promotion. School nurses’ health 
dialogue is an important part of health promotion in schools and the 
challenge lies in adapting each health dialogue to the student’s needs 
and wishes (Golsäter, 2012). The health dialogue includes the topic of 
sexuality in junior high school and high school (Golsäter & Enskär, 
2019). In the Swedish document for the competency of the school 
nurse, sexual health and sexual health promotion is not specifically 
mentioned  (The National Association for School Nurses [Riksförening 
för skolsköterskor], 2016), Although there  are few studies on school 
nurses’ sexual health promotion some research has shown that school 
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nurses do not always meet the needs of adolescents for support in rela-
tion to sexuality and gender identity. A study from Finland on LGBTQ+ 
student’s experience of junior high school nursing found the LBGTQ+ 
students had mixed or unsatisfactory experiences of their school nurse, 
and that negative experiences left the students feeling not being able to 
rely on school nurses for advice and support.  Laiti et al. (2020) mean 
that school nurses are in need of more education about sexual and gen-
der diversity, along with the health of LGBTQ+ students, and must be 
also able to create safe and confident relationships with this group of 
students (Laiti et al., 2020). Further, when school nurses implemented 
school-based structural interventions in a high school to increase the 
receipt for males adolescents of sexual health services, school nurses 
became important sources of sexual health services for adolescent boys 
(Dittus, Harper, Becasen, Donatello, & Ethier, 2018). School nurses in 
the United Kingdom are central to the delivery of school based sexual 
health and work closely with teachers on issues of sexual and reproduc-
tive health and interpersonal relationships (Hayter, Owen, & Cooke, 
2012). Studies from the United States show that school nurses meet 
with barriers, including administration, parents, costs, community 
support, and policies, for providing sex education and access to con-
doms (Smith et al., 2019).  
 
School nurses had insufficient knowledge about sexually transmitted 
infections and emergency contraceptives needed for effectively teach-
ing about sexual health according to a study from the United Kingdom 
(Westwood & Mullan, 2006). In Sweden, a study on the presence of 
sexual and reproductive health indicators in higher education pro-
grams found that although indicators were present in all the midwifery 
programs, and all but one of the nursing programs, midwifery pro-
grams had a higher number of indicators compared to other programs. 
In nursing programs the indicators were sparser and showed diversity 
between nursing programs. Consequently, lack of comprehensive edu-
cation in sexual and reproductive health can lead to a lack of profes-
sional competence and have negative consequences for sexual and re-
productive health (Areskoug-Josefsson, Schindele, Deogan, & 
Lindroth, 2019). 
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Another core competency for registered nurses is collaboration in 
teams which entails planning, consulting and collaborating with other 
actors when necessary to meet a person’s needs and resources (The 
Swedish Society of Nursing, 2017). Health professionals from the youth 
clinic plan study visits for school students and often visit schools to take 
part in sex and relationship education as part of their work with pre-
vention and health promotion (Association for Sweden’s Youth Clinics 
[Förening för Sveriges Ungdomsmottagningar], 2018). Research has 
shown that sexuality and relationship education linked with sexual 
health services can have an impact on young peoples’ knowledge re-
lated to sex and sexuality, delaying sexual activity, reducing rates of 
STIs and pregnancies. Health services provided need to be youth 
friendly, provide for confidentiality and built on adolescents’ needs, yet 
research has shown that need assessment and evaluation in health ser-
vices along with insights from young people regarding their prefer-
ences, needs, and experience, were often lacking (Formby, Hirst, Owen, 
Hayter, & Stapleton, 2010).  
 

Theoretical Framework 

The Transitions Theory in Nursing 
The goal of nursing according to the Transitions Theory in Nursing is 
to promote healthy outcomes in periods of transition for people. 
Healthy outcomes can be seen through subjective well-being, master-
ing roles, and good relationships. Transitions are viewed through a ho-
listic approach where subjective, cognitive, behavioral, environmental, 
and physical conditions give ideas for a broad range of nursing inter-
ventions (Meleis et al., 2010).  
 
The framework of the Transitions theory in nursing can be seen in Fig-
ure 1. The nature of transitions includes types and patterns of transi-
tions, along with properties of the transition experiences. Types of 
transitions can be developmental, situational, health-illness or organi-
zational.  Among the developmental transitions is adolescence, as a pe-
riod in life where several transitions take place in the individual, such 
as the development of one’s identity, roles, relationships, and body im-
age. Transitions can be seen as patterns of multiplicity and complexity, 
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when several transitions can occur simultaneously. Although transition 
experiences are complex and multidimensional, some common prop-
erties can be identified; these include awareness, engagement, change 
and difference, time span and critical events (Meleis et al., 2010). 
Awareness is an important property of a transition experience and is 
related to perception, knowledge, and recognitions. Another important 
property is engagement such as in seeking out information, use of role 
models, actively preparing and modifying activities. In transitions 
there is an aspect of time starting with an awareness of the change, then 
following a period of instability, confusion and distress, and then end-
ing in a new beginning or period of stability. There can however be a 
flux and variability over time (Meleis et al., 2000). 
 
Transition conditions can be personal, related to community, and to 
society.  Personal conditions include meanings, cultural beliefs and at-
titudes, socioeconomic status, along with preparation and knowledge. 
It is necessary in order to understand a transitions process to try to un-
fold the meanings and effects of the changes involved in the transition 
process. In order to understand the experience of persons going 
through transitions, it is necessary to consider the personal and envi-
ronmental conditions which facilitate or hinder progress toward 
achieving a healthy transition. Conditions on a community level which 
can facilitate healthy transitions are support from partners and fami-
lies, relevant information, advise from respected sources, role models, 
and finding answers to questions. Conditions on a society level can be 
related to ideologies, stigma and culture (Meleis et al., 2010).  
 
Heathy transitions are characterized by patterns of response. Patterns 
of response consist of process indicators and outcome indicators. Pro-
cess and outcome indicators are important to identify for nurses to fa-
cilitate healthy outcomes of transition and away from vulnerability and 
risk. Process indicators include feeling connected, interacting, loca-
tional and being situated, and developing confidence and coping. Out-
come indicators include mastery and fluid integrative identities (Meleis 
et al., 2010).  
 
Nursing interventions can be developed through an understanding of 
the properties and conditions inherent in a transition process, taking 
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into consideration the unique experiences of individuals to promote 
healthy responses to transitions (Meleis et al., 2010).  

 
Figur 1. Meleis et al.’s transition model. From Meleis, A., Sawyer, L., Im, E., Hilfinger Mes-
sias, D. K., & Schumacher, K. (2010). Transitions theory. Copyright 2010 by Springer Pub-
lishing Company. Re-printed with permission. 

Bioecological Theory of Human Development 
The bioecological theory of human development is a theoretical system 
for studying human development over time. Bronfenbrenner (2005) 
defines development in the bioecological theory as: 

The phenomenon of continuity and change in the biopsychological charac-
teristics of human beings both as individuals and as groups. The phenome-
non extends over the life course across successive generations and through 
historical time, both past and present.  (Bronfenbrenner, 2005, p. 3)  

 
Bronfenbrenner defines the ecology of human development as: 

The progressive, mutual accommodation between an active, growing human 
being and the changing properties of the immediate settings in which, the 
developing person lives, as this progress is affected by relations between 
these settings, and by the larger contexts in which the settings are embedded. 
(Bronfenbrenner, 1979, p. 21)  
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To study human development a process-person-context model is used. 
The model has defining properties in three domains; the context in 
which the development takes place, the personal characteristics of the 
persons present in that context, including both biological and psycho-
logical characteristics, and the process through which their develop-
ment has brought about. The process may vary in both potency and di-
rection due to the interactive effects of the properties of the context and 
the characteristics of the developing person. In the personal domain, a 
process of interpretation and manipulation by the individual can in 
turn influence the ways the environment can affect the course of sub-
sequent development, thus acknowledging the individual’s contribu-
tion to his or her own development. The process of developmental 
change or stability involving the individual and the immediate settings 
focuses on proximal mechanisms, however, there are also distal mech-
anisms such as features of the environment beyond the immediate set-
ting which also directly affect the processes which lead to development.  
 
Bronfenbrenner (2005) conceptualized the contexts of development in 
terms of a hierarchy of systems at four progressively more comprehen-
sive levels (Figure 2). The systems are: the microsystem, the mesosys-
tem, the exosystem, the macrosystem. Later he added the chronosys-
tem, which is related to time and the transitions in life such as from 
adolescence to young adulthood, and permits for identifying the impact 
of prior life events and experiences on subsequent development. Devel-
opmental changes triggered by life events or experiences may originate 
from the external environment or from within the organism 
(Bronfenbrenner, 2005).  
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Figur 2. Bronfenbrenners Ecological Theory of Development. Hchokr at English Wikipe-
dia / CC BY-SA (https://creativecommons.org/licenses/by-sa/3.0), https://com-
mons.wikimedia.org/wiki/File:Bronfenbrenner%27s_Ecological_Theory_of_Develop-
ment_(English).jpg 

 
Microsystem is the connections between people in the setting. 
Mesosystem includes connections between home, school, neighbor-
hoods and peer-groups. Exosystem is a setting which does not contain 
a developing person, but can affect the setting of the developing person, 
such as the relation between the home and the parent’s workplace, or 
between the school and the neighborhood peer-group. Macrosystem 
encompassed the overarching patterns of stability, at the level of the 
subculture or the culture as a whole, in forms of social organization and 
associated belief systems and lifestyles, a societal blueprint for a par-
ticular culture or subculture (Bronfenbrenner, 1979).  
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Integrating Transition Theory and the Bioecological Theory on 
Human Development 
The transition from adolescence to adulthood is foremost a develop-
mental process. Joly (2016) found that theoretical perspectives to in-
form nursing practice in supporting young people in the transition to 
adulthood were limited. Evidence has shown the impact of the environ-
ment for developmental outcomes (Bronfenbrenner, 2005). Joly 
(2016) means that although Transition Theory can provide a perspec-
tive situated in nursing and addresses the complexity and multiplicity 
of transitions, it only focuses on individual intervention and does not 
provide a specific perspective for the transition to adulthood, nor does 
it provide for influential factors extending beyond the individual level. 
Therefore, the Bioecological theory of Human Development can be a 
compliment for incorporating developmental and ecological perspec-
tives on transition (Joly, 2016). Due to this, Joly (2016) went on to in-
tegrate Transition Theory and Bioecological Theory as a perspective to 
inform nursing practice for supporting the transition to adulthood in 
the context of young people with medical complexity. This thesis will 
follow the same theoretical perspective, however, in the context of ad-
olescents’ sexuality and its complexity.  

 

Rationale 

Consensual sexual activity in adolescence can be seen as developmen-
tally normative and potentially healthy. Even though sexual and repro-
ductive health of most adolescents is good; adolescents are still at risk 
for poor sexual and reproductive health. Adolescents without skills, in-
formation, or who do not turn to health services regarding sexual be-
havior are at risk for both physical and mental ill health.  
 
Research on the needs and preferences of adolescents for information 
on sexual and reproductive health showed gaps in the sexual and re-
productive health information targeting adolescents. Schools were con-
sidered by adolescents to be an important source for information while 
at the same time underutilized. Subsequently, adolescents may not be 
getting the knowledge and support that they are seeking from health 
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care professionals and other professionals, leaving them to solve prob-
lems on their own or with friends, or by using pornography to learn 
about sex, which could have a negative influence on sexual behavior 
and sexual health. Perspectives from adolescents on how they learn and 
develop their sexuality along with their needs of knowledge and sup-
port related to sexual development have been scarce in research.  
 

Processes in forming identity, developing love, relationships and inti-
macy are mainly achieved in emerging adulthood. Society today is in-
creasingly complex with changing traditions, norms and values, leaving 
it up to the individual to find their own path in life. Developmental 
transitions in adolescence have not previously received much attention 
and there are a lack of studies focusing on the transition from adoles-
cence related to sexual development. Therefore, a better understanding 
of this transition is needed in order to effectively help and support ad-
olescents in the transition process. 
 
Research has shown that nurses perceived that they were not prepared 
for intimate interactions, influenced by variations in  their education 
and knowledge, when working with sexual health issues in adolescents. 
Further, research has shown that sexual health care information was 
not widely being addressed by nurses in health care settings, due to lack 
of knowledge about sexual health issues, attitudes, and nurses’ discom-
fort in talking about sexual health. Because nurses and other groups of 
professionals play a central role in sexual health promotion, it is im-
portant to get more knowledge about their experiences of sexual health 
promotion and related collaboration, in order to facilitate meeting ad-
olescents needs for support in their sexual development. Collaboration 
between different sectors and services is important for health promot-
ing, but no studies have been found on the collaboration between dif-
ferent professionals working with sexual health promotion and their 
organizations in a Swedish context. 
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Overall and specific aims 

The overall aim of the research project was to explore the transition 
from adolescence to emerging adulthood, related to adolescents’ sexual 
behavior, conceptions concerning sex, sexual relationships and sex ed-
ucation, their need for knowledge and support related to sexuality. A 
further aim was to explore professionals’ views on promotion of sexual 
health, and interprofessional collaboration in relation to adolescents’ 
sexual health. 
 
The specific aims were: 
 

I. To describe adolescents’ sexual behavior and self-esteem, 
along with investigating the relationship of attitudes, norms, 
self-efficacy, and self-esteem to sexual risk behavior. An-
other aim was to describe and compare gender differences in 
self-esteem and sexual risk behavior in high school students 
in a rural context. 

 
II. To investigate adolescents’ conceptions of learning and edu-

cation about sex and relationships and to identify the struc-
tures of awareness underlying the students’ varying experi-
ence of the education. 

 
III. To explore adolescents’ needs for knowledge and support re-

lated to sexuality and sexual relationships. 

 
IV. To explore professionals’ experience of sexual health promo-

tion, and views on interprofessional collaboration in relation 
to the promotion of sexual health in adolescents.  
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Methods 

Design 
The thesis consists of four studies (I – IV) which will be refered to by 
their roman numerals. A combination of quantitative methods (I) and 
qualitative methods (II – IV) were used to answer the overall aim of the 
thesis (Table 1).  
 
Table 1. Overview of the studies.  
 
Study I II III IV 
Context High schools in 

a rural commu-
nity in central 
Sweden  

High school in 
three rural com-
munities in cen-
tral Sweden 

High schools in 
rural communities 
and  a smaller pri-
vate school in a 
small city in cen-
tral Sweden  

Schools in rural 
communities 
and a youth 
clinic in a small 
city in the cen-
tral part of Swe-
den  
 

Sample 139 adolescents, 
age 16 - 18 
years * 
 

32 adolescents, 
age 18 -19 
years * 

26 adolescents, 
age 16 – 19  
years * 

24 profession-
als; school 
nurses, school 
counselors, 
teachers in high 
schools, mid-
wives and 
counselors in 
youth clinics 
 

Collec-
tion of 
data 

Questionnaire 
 
 
November 2009 
 

Focus group in-
terviews 
 
May 2011 to 
April 2013 
 

Individual, pair 
and focus group 
interviews 
November 2018 
to October 2019 
 

Focus group in-
terviews 
 
May 2019 to 
October 2019 

Analysis 
of data 

Descriptive and 
analytical statis-
tics 

Phenomeno-
graphic method 
according to 
Åkerlind 

Grounded theory 
method according 
to Charmaz 

Grounded the-
ory method ac-
cording to Char-
maz 

 
*The adolescents who participated are not the same in studies I, II and III. 
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In study I the design was quantitative. A questionnaire was used for 
data collection. It included the shorted versions of the Basic Self-Es-
teem Scale and Earning Self-Esteem Scale (Johnson & Blom, 2007; 
Johnson, 1998) along with The Sexual Risk and Behavior Beliefs and 
Self-Efficacy Scales (Basen-Engquist et al., 1999). Six additional ques-
tions were included to assess sexual risk behavior.  The design in study 
II was qualitative and used a phenomenographic method for analysis. 
The design in study III and IV was qualitative and used a grounded 
theory method according to Charmaz for analysis.  
 

Theoretical Stances 
This thesis uses a combination of both qualitative and quantitative ap-
proaches by means of triangulation. According to Fusch, Fusch, and 
Ness (2018), the use of both qualitative and quantitative approaches 
adds depth to the data and provides for a broader the perspective on 
the research topic. Foss and Ellefsen (2002) mean that the epistemol-
ogy of nursing is complex and multidimensional and that choice of 
methods in nursing research must be based on the diversity and com-
plexity of nursing practice (Foss & Ellefsen, 2002). 
 
In study I quantitative methods were used, while in the following three 
studies two different qualitative methods were used. The choice of 
methods was decided by which method best answered the research 
question of each study. Beginning with the quantitative method could 
show how common different aspects of the issue of the study were, 
while the following qualitative methods gave a better understanding of 
those aspects and a more complex overall picture of the phenomenon 
of adolescents’ sexual health.  
 
In this thesis, the types of triangulation used are both methodological 
triangulation; through a quantitative method, phenomenography and 
Constructivist Grounded Theory, along with theoretical triangulation 
by combining both The Transition Theory in Nursing and the Bioeco-
logical Theory of Human Development. According to Flick (2017), a 
systematic triangulation of perspectives aims not so much to confirm 
results, but to include complimentary or even contradictory results. 
Systematic triangulation involves not only combining methods, but 
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also considering their theoretical and epistemological backgrounds. In 
methodological triangulation, the choice of methods is linked to the is-
sue under study. Systematic triangulation of perspectives refers to 
combining research perspectives when studying an issue (Flick, 2017).  
 
In phenomenography researchers take a non-dualistic stance accord-
ing to Marton and Booth (1997). The individual and the world are not 
seen as separate, rather people live in a world which they experience. 
The world is neither constructed nor independent realities, however, 
individuals experience the world in different ways because our experi-
ence is always partial as we experience different aspects of the world 
(Marton & Booth, 1997). In phenomenography the researcher aims at 
describing peoples’ experience of various aspects of the world, i.e. from 
a second order perspective, in contrast to a first order perspective 
which involves describing various aspects of the world (Marton, 1981). 
A key idea of this approach is relationality with the object of the study 
being the relation between the subjects and the phenomenon. There 
are also relationships between the researcher and the phenomenon and 
between the researcher and the subjects, however, they should not be 
allowed to impose on the interpretation of the ways the subjects see the 
phenomenon (Bowden, 2005). 
 
Grounded Theory has its roots in symbolic interactionism (Charmaz, 
2014). The assumptions of symbolic interaction (Blumer, 1969) are 
that people act individually and collectively on the basis of the mean-
ings things have for them, and construct their world from individual 
perceptions and interpretations of what they conceive that world to be, 
influencing behavior. The world exists separately and apart from the 
individual, but interpreted through the use of symbols and through an 
ever-changing process of interaction among individuals. In symbolic 
interactionism the individual and the context in which that individual 
exists is seen as inseparable and meanings can change for the individ-
ual depending on the context (Blumer, 1969). Benzies and Allen (2001) 
mean that from the symbolic interactionism perspective, understand-
ing what individuals know about their world and believe to be im-
portant, how they interpret meanings and behave in specific contexts, 
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along with viewing interaction as a link between the individual and so-
ciety, would become the main focus of concern for nursing research 
(Benzies & Allen, 2001). 
 
The ontology and epistemology of grounded theory according to 
Charmaz (2016) has shifted with the development of the constructivist 
grounded theory approach which assumes a relativist epistemology, 
views knowledge as socially produced, acknowledges multiple stand-
points of both the research participants and the researcher,  and takes 
a reflexive stance both towards our actions, situations, and partici-
pants, and on our construction of them (Charmaz, 2016).  In Construc-
tivist Grounded Theory the assumption is that social reality is multiple, 
processual, and constructed, which also includes the researcher’s posi-
tion, perspective and interactions as a part of reality (Charmaz, 2014).  

Context and setting 
The adolescents who participated in the studies were between 16 and 
19 years and attended high schools both rural communities and a 
smaller city in central Sweden. A new school reform in Sweden came 
into effect July 1, 2011, including The Education Act (The Swedish 
National Agency for Education, 2016). According to the new curricu-
lum and syllabus for the compulsory school, sex and relationship edu-
cation is an interdisciplinary subject which is to be integrated into sev-
eral subjects and written into each course syllabus. The Swedish Na-
tional Agency for Education state that for sex and relationship educa-
tion to be successful it should include a variety of pedagogical methods, 
use dialog, discussions and allow for reflection, include students’ per-
spectives and capture their thoughts and questions, keep a balance be-
tween a health and risk perspective along with adapting the teaching to 
the student group by progression in the subject matter throughout the 
school years (The Swedish National Agency for Education, 2011, 2016).  
 
The professionals in study IV were recruited at schools and youth clin-
ics in the central part of Sweden. In Sweden youth clinics have been in 
place since 1970 with over 250 youth clinics today in the country. The 
purpose of youth clinics is to offer support and treatment to young peo-
ple concerning both medical and psychosocial questions and problems 



35 
 
 

related to sexual and psychological health in a holistic way. Youth clin-
ics offers health promotion and prevention interventions, and collabo-
rate with other health care providers, schools and social services. The 
team at youth clinics must include at least one midwife, one councilor 
or psychologist, and a physician (Association for Sweden’s Youth 
Clinics, 2018).   
 
All schools in Sweden are obliged to organize student health care to 
cover medical, psychological, and social well-being along with special 
educational measures and interventions, and are provided by a school 
physician, a school nurse, psychologist and a counselor. In questions 
regarding sexuality and relationships, student health often works 
through direct contact with students. Professionals in student health 
possess a wide knowledge on the students’ experiences of the school 
environment and sex- and relationship education which they can share 
with teachers, while teachers can collaborate with professionals in stu-
dent health with planning, carrying out and evaluating sex- and rela-
tionship education (The National Board of Health and Welfare 
(Socialstyrelsen), 2016) 

Sample and data collection 

Study I  
The population was adolescents between 16 and 18 years old from two 
high schools in a rural community in central Sweden. In the community 
there are two high schools where approx. 1230 students are enrolled. 
The adolecents mostly came from the community, but a number of ad-
olescents also came from neighboring communities. A systematic sam-
pling (Polit & Beck, 2020) was conducted by using the class lists in al-
phabetical order from each respective high school from which every 
third person was chosen. A power calculation was conducted to deter-
mine the sample size needed for the study. For a reliability of 80 per-
cent power and significance levels of 0.05 or lower at least 130 students 
were needed. After two reminders the response rate was 38% (n = 139). 
The participants in the study were comprised of more females 57 % (n 
= 79) than males 43 % (n = 60). The higher response rate among fe-
males was significant. The mean age was 17.01 (SD 0.86) of which 35% 
(n = 48) were 16 years of age, 28% (n = 49) were 17 years of age, and 
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37% (n = 51) were 18 years of age. The participants that did not reply 
consisted of 61 % (n = 137) males and 39 % (n = 87) females. There were 
no significant differences concerning age groups in those that replied 
and those that did not reply.  
 
The identified informants from the randomization (n = 375) received a 
letter with information about the study, its aim, and procedure, and 
that participation in the study is voluntary, also that all data would be 
treated with confidentiality. The letter of information was sent at the 
same time as the questionnaire with a request for participation. The 
filled-in and returned questionnaire was regarded as an informed con-
sent in taking part in the study. Reminders were sent on two occasions 
in the form of a written letter. The participants could submit their com-
pleted questionnaires in a sealed envelope in a designated box in the 
school nurse’s office in each respective high school.  

Study II 
The sample consisted of 32 adolescents age 18 -19, both male and fe-
male, enrolled in their third year of high school in three communities. 
The reasons for the choice of the age group was that it was assumed 
that they could reflect back on their previous sex and relationship edu-
cation with more insight. At the start of the research project, adoles-
cents were recruited through the youth clinic in a small community. 
The choice of using the youth clinic for recruitment was because the 
nurses at the youth clinic had already established contacts with a num-
ber of adolescents in the community. One of nurses from the youth 
clinic had participated in sex and relationship education in the schools 
in the community. Despite sending reminders, only one focus group 
consisting of three students could be formed. Therefore, a new strategy 
was developed to increase recruitment efforts. The researcher worked 
together with the principal or the school nurse from the identified 
schools to choose classes which could be interested in participating in 
the research study. Classes were chosen to include a wide range of par-
ticipants in relation to gender. Both oral and written information about 
the research study was given in the different classes by the author. Six 
classes were informed of the study. In three of the classes there were 
enough adolescents willing to participate to be able to form focus 
groups. Adolescents who wished to take part sent a text message to the 
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researcher. Before the study began the participants also signed a writ-
ten consent form. The study included 32 adolescents divided into six 
focus groups. All of the participants were ethnically Swedish. The par-
ticipants were given the choice of dividing up into groups for male and 
female or mixed groups. In all of the classes the participants chose to 
be in mixed groups.  

Study III 
The sample consisted of 26 adolescents enrolled in three different high 
schools in two different communities, age 16 – 19 years. The sample 
consisted of both male and female students. To increase diversity, the 
schools chosen varied in characteristics. One school was in a small town 
in a rural environment,  one school was a smaller private school with 
theoretical courses in a small city and the third was a large high school 
with both theoretical and practical courses in a small city. All the 
schools were located in central Sweden. The principals in the high 
schools were contacted and meetings were scheduled to give more in-
formation about the study and to obtain their consent to conduct the 
study at their high school. The principals assisted in choosing classes 
for which the author could visit and inform adolescents about the study 
and recruitment. The principals did not have any knowledge about 
which adolescents participated in the study.  
 
To attain a rich view of the phenomenon, differences in the inclusion of 
the adolescents was strived for. As the study proceeded, new criteria of 
inclusion were expanded in accordance to grounded theory method. 
Theoretical sampling according to grounded theory and snow ball sam-
pling was used. Participants were asked if they know of anyone who 
would like to partake in the study and then tell that person to contact 
the author for more information.  

Study IV 
Participants were recruited at schools and youth clinics in the central 
part of Sweden. The inclusion criteria were school nurses, school coun-
selors, and teachers in high schools, along with midwives and counci-
lors in youth clinics. Initially strategic sampling was employed, but as 
the analysis progressed the sampling transitioned over to theoretical 
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sampling. Oral and written information was provided to the partici-
pants, and an information letter about the study sent with an email to 
the professionals who were identified in the different school settings. 
The professionals who agreed to participate were asked to sign a con-
sent form in conjunction with the interview. 
 
A total of six focus group interviews were carried out ranging from 
three to seven participants in each group. The sample consisted of  24 
professionals in total, included midwives, nurses, school nurses, coun-
selors, social educators, and teachers. The number of years in their pro-
fession ranged from four to 37 years and the age of the participants 
ranged from 35 to 64 years of age. Three of the participants were male, 
the rest female. Two of the focus groups were with professionals from 
the youth clinic, four focus groups were with professionals from Stu-
dent Health, and one focus group was with teachers from upper com-
pulsory schools.  

Description of the survey 

Study I 
In the present study three instruments were used to assess self-esteem 
and variables affecting sexual risk behavior; the shortened versions of 
the Basic Self-Esteem Scale and Earning Self-Esteem Scale (Forsman 
& Johnson, 1996), and the Sexual Risk Behavior Beliefs and Self-Effi-
cacy Scales (SRBBS) (Basen-Engquist et al., 1999).  Six additional 
questions were added to assess sexual behavior: 1) Have you ever had 
sexual intercourse? 2) Have you ever had a venereal disease? 3) How 
many sex partners have you had the last 12 months? 4) Did you use a 
condom at your latest sexual intercourse? 5) How often have you used 
a condom the last three months? 6) How often have you used alcohol 
during sexual intercourse the last three months?  Demographic varia-
bles including age and gender were also used. 
 
Self-Esteem  
The Basic Self-Esteem Scale (Forsman & Johnson, 1996) was devel-
oped to measure the degree of basic self-esteem which is given a subject 
more or less unconditionally. The shortened version of the Basic Self-
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Esteem Scale is based on the original Basic Self-Esteem Scale and con-
sists of 13 items from the original scale and was used to measure basic 
self-esteem. The shortened version of the scale has two factors of which 
the first (6 items) contained items relating to emotional warmth and 
openness (e.g. “I can freely express what I feel”).  The second factor (7 
items) contained items relating to self-assertiveness (e.g. “I find it easy 
to say no to other’s demands”). The responses range from 1 = strongly 
disagree to 5 = strongly agree. The scales are originally in Swedish. Pre-
vious studies using the shortened version of the Basic Self-Esteem 
Scale had Cronbach’s Alpha coefficients ranging from 0.81 – 0.90  
(Johnson, 1998; Johnson & Blom, 2007). In study I the Cronbach’s Al-
pha coefficient was 0.83.  
 
The Earning Self-Esteem Scale (Forsman & Johnson, 1996) which 
measures a need to live up to certain standards in order to earn or 
maintain self-esteem based on competence or others’ approval. The 
shortened version of the Earning Self-Esteem Scale consists of 13 items 
from the original scale and was used to measure earning self-esteem.  
The shortened version of the Earning Self-Esteem Scale has two fac-
tors.  The first factor (7 items) containing items reflecting conditionally 
acquired self-worth (e.g. “When people like me my self-esteem is 
strengthened quite a lot”). The second factor (6 items) containing items 
reflecting high standards of accomplishment (e.g. “I think it’s im-
portant to succeed if I dedicate myself to something”).  The responses 
range from 1 = strongly disagree to 5 = strongly agree. The original ver-
sion of the Earning Self-Esteem Scale, in Swedish, has previously 
shown a slightly lower internal-consistency than the Basic Self-Esteem 
Scale (α = 0.79 – 0.80) (Johnson & Blom, 2007). The Cronbach’s Alpha 
coefficient for the shortened version was not reported by Johnson and 
Blom (2007). In study I the Cronbach’s Alpha coefficient was 0.52.  
 
Both the original longer versions of Basic-Self-Esteem Scale and the 
Earning Self-Esteem Scale were factor analyzed and construct validity 
and cross-validity were established by their relation to other personal-
ity scales. Concurrent validity for the Basic Self-Esteem Scale can be 
shown by a high correlation with Rosenberg’s self-esteem scale (1965) 
and Coopersmith’s self-esteem scale (1967). There was also a high or 
moderate correlation with Neuroticism, Extraversion (EPQ) and Test-
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Anxiety (TAS). Construct validation for the Earning Self-Esteem Scale 
can be shown by a significant correlation with Type A-behavior, meas-
ured by Jenkins’s Activity Survey (JAS). The items on the Basic Self-
Esteem Scale and the Earning Self-Esteem Scale are uncorrelated with 
each other (Forsman & Johnson, 1996).  
 
Sexual Risk Behavior   
The Sexual Risk Behavior Beliefs and Self-Efficacy Scales (SRBBS), de-
veloped to measure important psychosocial variables affecting sexual 
risk-taking and protective behavior (Basen-Engquist et al., 1999) were 
used. The variables are based on three theories on behavior which can 
be used to predict sexual risk-taking behavior; the Theory of Reasoned 
Action, the Social Cognitive Theory and the Health Belief Model. The 
scales consist of 22 items in eight scales. Three scales relate to sexual 
risk-taking behavior; attitudes about sexual intercourse (ASI), norms 
about sexual intercourse (NSI), and self-efficacy in refusing sex (SER). 
Five scales relate to protective behavior; attitudes about condom use 
(ACU), norms about condom use (NCU), self-efficacy in communica-
tion about condoms (SECM), self-efficacy in using and buying condoms 
(SECU), and barriers to condom use (BCU). The responses are given on 
a 3- or 4-point Likert-type scale; 1 = Definitely no – 4 = Definitely yes 
(ASI, SCU, NSI, SECU), 1 = Not sure at all – 3 = Totally sure (SER, 
SECM, SECU), and 1 = I strongly disagree – 4 = I strongly agree (BCU). 
Higher values for ASI, NSI, SER, ACU, NCU, SECM, and SECU reflect 
greater intention not to engage in sexual risk behavior. Higher scores 
for BCU are related to lesser sexual risk behavior. The SRBBS has 
Cronbach’s Alpha coefficients ranging from 0.61 – 0.87 (Basen-
Engquist et al., 1999). Two of the scales had Cronbach’s Alpha coeffi-
cients less than 0.7; self-efficacy in communicating about condoms, 
0.66, and self-efficacy in buying condoms, 0.61. The SRBBS scales are 
mainly used with high school students aged 14 to 18. Translation of the 
Sexual Risk Behavior Belief and Self-Efficacy scales (SRBBS) from Eng-
lish into Swedish using a method developed by Bullinger et al. (1998) 
was conducted by the author. 
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Interviews 

Study II 
Six focus group interviews were conducted by the first author as the 
moderator, with mixed groups of males and females with the exception 
of one group with only two females. The focus groups varied in size 
from two to seven participants with a total of six groups. Focus group 
two with two females was from the same small community as focus 
group one. The remaining four focus groups were recruited through 
two high schools in different communities in the county. Each focus 
group interview was about 40 – 60 minutes in duration. At the begin-
ning of each focus group the following rules were established; what is 
said in the group discussion stays within the group, show respect for 
each other’s opinions, and speak in turn and do not interrupt each 
other. A focus group interview guide comprised of four theme ques-
tions; tell me about the sex and relationship education you received in 
the upper secondary school you attended, what was your experience, 
what should be learned, and why is sex and relationship education 
important. The first question was answered by each of the students one 
by one to create an open atmosphere and break the ice. The moderator 
played both an active part in the interviews but also allowed for discus-
sions between the students. At the end of each interview a summary 
was made by the interviewer so that the students could correct misun-
derstandings or make additional statements. The interviews were rec-
orded and transcribed verbatim. The location of the first group inter-
view was in a local youth clinic while the rest of the interviews were 
conducted in school locations.  

Study III 
Individual, pair and group interviews were conducted with each of the 
students upon agreement. In the beginning, individual interviews were 
planned as the method for collecting data, however, due to reluctance 
from adolescents to participate in individual interviews, the authors 
decided to offer pair and group interviews. This led to greater willing-
ness to participate and facilitated recruitment in the study.  
 
The interview questions focused around the student’s need for 
knowledge about sexuality and relationships, the need for support in 
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questions related to sexuality, along with to whom the student would 
turn to when in need of support in these questions. Initial questions 
were asked including: Can you tell me, what do consider that you need 
to know about sex and relationships? Do you feel a need to seek 
knowledge or support about sexuality or relationships and if so what 
is that need? If you were to seek support for questions about sexuality 
or relationships, who or where would you turn to? The goal was that 
the interview should have the characteristic of a dialogue. The inter-
views were adapted to the participants’ answers and reflections. The 
interviews took place in appropriate rooms with privacy in each high 
school and held by the author and lasted from 20 – 40 minutes. Contact 
was made on a couple occasions with a participant after the interview 
with the purpose of clarifying something in the interview or to pose any 
further question to the participant.  

Study IV 
Data collection comprised focus group interviews by the first author 
who was the moderator together with the last author who was the ob-
server. The moderator conducted the interviews while the observer fol-
lowed the interviews, observed interactions within the focus group, 
took notes, and when necessary could aid with follow-up questions. Af-
ter the focus group interviews both authors discussed the interviews 
and the notes taken to use them for memos writing. The open-ended 
interview questions focused on how the different professions experi-
ence working with sexual health promotion targeted towards adoles-
cents and their views on collaborations with other health professionals. 
The goal was that the interview should have the characteristic of a dia-
logue. The interviews were adapted to the participants’ answers and re-
flections and follow-up questions. The interviews took place in appro-
priate rooms in both the youth clinic and in schools and lasted between 
41 and 64 minutes and were audio recorded. An additional follow-up 
interview lasted 21 minutes. Contact was made on one occasion with 
school nurses after the interview by email with the purpose of clarifying 
one of the topics which came up in the focus group interview.  
 
Focus group interviews was the method chosen in studies II and IV for 
data collection. Each focus group met once.  The researcher acted as a 
facilitator, introducing the theme, and also in making an agreement for 
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the rules for the focus group. Kitzinger (1995) described focus group 
interviews as a method which is particularly useful for exploring peo-
ple’s knowledge and conceptions, along with how and why they think 
that way (Kitzinger, 1995), and when actions of people and their moti-
vation for action are being studied (Krueger, 2014; Wibeck, 2010). Fo-
cus groups rely on a group process in which the participants explore 
and clarify views of understanding which can be more difficult to 
achieve in individual interviews (Kitzinger, 1995). The group process 
allows for the research to go in unexpected directions and to reveal di-
mensions of understanding. Focus groups as a data collection strategy, 
through positive group dynamics and interaction (Barbour, 2007) en-
hances the richness of the data attained (Greenbaum, 2000; 
McLafferty, 2004).  
 

Data analysis 

Study I 
Analysis of the data was conducted with both descriptive and analytical 
statistics. The variables which were analyzed were basic self-esteem, 
earning self-esteem, and sexual risk behavior. Descriptive statistics 
were used for calculating means and standard deviations in the varia-
bles. Different analyses were used for testing for significance, Mann-
Whitney test for ordinal data was used for non-parametric tests and 
Chi-square for nominal data for parametric tests (Polit & Beck, 2020). 
The level of significance in this study was set at a p-value of 0.05 two-
sided. The analysis was achieved with the use of the Statistical Package 
for the Social Sciences (SPSS) version 17 and 18 (IBM). 

Study II 
The focus-group interview transcripts were analyzed using a phenom-
enographic approach according to Åkerlind (2005b). The Åkerlind 
method of analysis (Åkerlind, 2005a) begins with reading the set of 
transcripts as a whole three times, searching for meaning for the indi-
viduals, or variation in meaning across the transcripts and relation-
ships. Notes are not made until the third reading, in which key issues 
and dimensions are summarized. Both authors independently read the 
set of transcripts several times to get a feel of the transcripts as a whole 
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and to identify the different conceptions. Similar transcripts or selected 
quotes were then grouped together by searching for developing catego-
ries of description.   
       
The process continued by further readings of the transcripts and then 
grouping and re-grouping the statements by searching for the dimen-
sions of variation in the conceptions the phenomenon, with focus on 
similarities within and differences between the developing categories 
of description. Multiple readings are important in order to discern pos-
sible new aspects which could have been missed in previous readings, 
and to ensure that the analysis is grounded in the data according to 
Åkerlind (2005a).  The authors then ordered the categories of descrip-
tion into a structure with increasing inclusivity and complexity, moving 
from the ‘what’ and ‘how’ to finding the meanings of the dimensions of 
variations. 
       
In the Åkerlind method (Åkerlind, 2005a), structural relationships are 
then searched for between the categories of description so they can be 
systematically grouped into themes of expanding awareness, highlight-
ing the structural relationship between all the categories of description. 
The authors discussed together after further readings and came to a 
consensus on the themes of expanding awareness which were identi-
fied and ran throughout each categories of description. These were also 
ordered into the structure in regards to inclusivity and complexity to 
show an expanding awareness. The structuring of the categories of de-
scription together with the themes of expanding awareness show the 
hierarchical relationship between them. The analysis was then per-
formed through comprehensive interconnection, and constitute the 
formation of the outcome space. According to Åkerlind (2005b), this 
method of analysis leads to a complexity in the picture of the experience 
of the phenomena (Åkerlind, 2005b). 

Study III and IV 
The interviews were, transcribed in verbatim, and analyzed by a 
grounded theory method according to Charmaz (2014).  Data analysis 
was done simultaneously with the interviewing. Memos were written 
after each interview with reflections about what was being said and 
what was going on, along with writing memos throughout the steps in 
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the analysis, to analyze ideas about codes and emerging theory. In the 
process of analysis new questions or topics arose modifying the inter-
view questions. The analysis of the transcribed interviews began with 
initial coding in which coding was carried out line by line. In this step 
codes stayed close to the data and were expressed with words the re-
flected action.   
 
The next step was focused coding which involved working with the ini-
tial codes, comparing and categorizing them while looking for codes 
that are more significant and conceptual. In the following step, theo-
retical coding was performed looking at how codes relate to each other 
and increasing the abstraction of the analysis and to help theorizes the 
data. In this step, codes were transformed into English. The emergent 
theoretical codes were sorted and resorted and diagramming was used 
to aid in the theoretical development.  Despite pre-conceptions from 
the theories of Transitions Theory in Nursing and Bioecological Theory 
of human development, an inductive approach was attempted through-
out the analysis. 

 

Ethical considerations 

The research ethical committee at Karlstad University approved study 
I (Dnr C 2009/254). Study II was approved by the Regional Research 
Ethical Committee at Uppsala University 2011-02-16 (Dnr 2011/031). 
An application for a revision of the ethical approval was submitted to 
the Regional Research Ethical Committee at Uppsala University in Sep-
tember 2011 due to a revision in the sampling process and was ap-
proved. An application for ethical approval was submitted to the re-
gional ethical committee at Uppsala University for study III and IV in 
September 2018 and approved (Dnr 2018/403). 
 
According to The Act Concerning the Ethical Review of Research In-
volving Humans (SFS 2003:460) research persons who have reached 
age 15 yrs. but have not yet 18 yrs. can give their consent given that he 
or she is aware of what the research involves and has received infor-
mation according to the law. The adolescents who were asked to take 
part in this study are considered to be able to judge themselves what 
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the research involves. Participation was voluntary and the students had 
the right to say no and discontinue whenever they wish in all of the 
studies. This study followed the norms for research ethics (The Swedish 
Research Council [Vetenskapsrådet], 2018) along with the guidelines 
of the European General Data Protection Regulation, (GDPR) 
(European Parliment and Council of European Union, 2016).  
 
A risk with study I was that the participants might feel violated by the 
nature of the questions. The questions were formulated so that they 
would not be experienced as violating and there was always the possi-
bility to not answer the questions or say no to participation. Yet there 
was still the possibility that someone could feel violated because the 
questions were of a sensitive nature. The questions could stir up feel-
ings about risk behavior or previous risk behavior and situations that 
the participants might have been part of. The school nurses at the re-
spective schools were asked to receive participants in need of support. 
Adolescents received an information letter along with the question-
naire.   
 
The research persons participating in the studies received written in-
formation about the studies in the form of a letter of information in 
conjunction with the enquiry to participate in the studies. In study II, 
III and IV participants were given oral information which gave them 
the opportunity to ask question about the research study and the pro-
cedure. Because the questions could be considered to be of a private 
character and sensitive for the adolescents, there was a risk of violating 
their integrity if the parents were informed and asked for approval for 
their adolescents to participate. During adolescence a process takes 
place involving becoming an adult individual and liberating themselves 
from their parents. Adolescents’ sexual identity and behavior are an 
area in which one asserts strongly one’s personal integrity. The re-
search method using focus groups was well suited for study II and IV 
because in focus group discussions the conversation takes place in a 
greater degree on the participants own terms. If the subject becomes 
sensitive the participant does not feel that he/she must make a com-
ment. At the same time the moderator is responsible for insuring that 
no participant discloses too much (Krueger, 2014). For that reason, fo-
cus groups were judged as a good method for exploring intimate and 
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sensitive subjects. It might also carry with it that the adolescents could 
become aware of their own possible risk behavior which could then cre-
ate anxiety. It could also cause adolescents to feel apart from the cur-
rent youth culture.  
  
Benefits for the individual research person in participating in the stud-
ies are that his/her viewpoints on the situation for adolescents, health, 
and sexuality are utilized. The participants can through dialogue can 
become more aware of their own attitudes towards being together with 
someone at their age. They may also be more observant of any possible 
risk behavior they might have and can thus change their behavior.  The 
participants may also experience that they have the possibility of influ-
encing the development of sex education, that they had something to 
contribute.  
 
The benefit which students can attain from participating in the studies 
was that they could be strengthened in making decisions about their 
sex life, along with becoming more aware of possible risk behavior. 
Through the formulation and content of the questions and the dia-
logue, the participants may gain knowledge indirectly about risks and 
thus promote prevention.  
 
Benefits for the individual research persons in participating in study IV 
are that they may become more aware of how they work with sexual 
health promotion in adolescents along with the possible advantages of 
increased collaboration between different professions targeting adoles-
cent’s sexual health.  
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Main results 

The results will be presented by using the model over the development 
of adolescents’ sexuality in emerging adulthood (Figure 3), where the 
results of the four studies are presented in relation to the framework of 
the Transition Theory of Nursing. The results related to the different 
systems from the Ecological Theory for Human Development are inte-
grated into the Transition Theory of Nursing.  

Nature of transitions 
The results showed the developmental transition from adolescence to 
emerging adulthood through transitional conditions related to adoles-
cents’ sexual development and the patterns of response for the transi-
tion in sexual development. Patterns seen in the results could some-
times be multiple and sequential when not only the transition from ad-
olescence to emerging adulthood was seen, but also coming out as a 
LBGTQ person along with migrating to a new country was experienced 
by some respondents. There was an awareness by adolescents of the 
changing needs for knowledge with age and maturity and an engage-
ment in seeking out information and role models was evident.  

Transitional conditions related to sexual development 
Transitional conditions found in the results include personal condi-
tions for sexual development, community conditions affecting sexual 
development and conditions for sexual development related to society.   

Personal conditions for sexual development 
In the personal domain the results include sexual behavior, self-es-
teem, self-efficacy, attitudes and norms (Individual characteristics), 
along with needs for knowledge. Individual characteristics overlap 
personal conditions for sexual development. 
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Adolescents’ sexual behavior  
The majority of the adolescents in study I reported that they were het-
erosexual; two bisexual, and one homosexual, while three respondents 
chose not to state their sexual orientation. About one third of the re-
spondents had never experienced sexual intercourse, and two thirds 
had experienced sexual intercourse. There were no significant differ-
ences between the age groups or gender in regards to experience of sex-
ual intercourse, nor among those with no experience of sexual inter-
course (Individual characteristics) (I).  
 
Half of the respondents never used a condom while nearly one fifth 
stated that they always used a condom. As for condom use during the 
latest sexual intercourse, about two thirds of the respondents stated 
that they did not use a condom. Nearly half of the respondents reported 
that they had at most one sex partner during the last twelve months. 
Approximately one fifth of respondents stated that they had three or 
more sex partners during this period. A majority of the adolescents re-
plied that they never or seldom used alcohol in connection with sex, 
with no significant difference in use of alcohol in connection with sex 
between those respondents with three or more sex partners and those 
with two or less sex partners (Individual characteristics) (I). 
 
Adolescents reported being supportive of condom use and having good 
self-efficacy in using condoms, while their attitudes and norms were 
not supportive for abstaining from sex. Females showed significantly 
higher scores on scales showing attitudes, norms and self-efficacy more 
supportive to refusing sex. Males had significantly higher scores than 
females on the scales indicating positive norms about condom use and 
good self-efficacy in buying and using condoms (Individual character-
istics) (I). Attitudes about condom use showed a significant negative 
correlation with the use of condoms the last three months and also with 
the use of a condom at the latest intercourse (Individual characteris-
tics) (I). Norms about condom use showed also significant negative 
correlations to condom use the last three months and used condom at 
the latest intercourse. There were no associations between norms pos-
itive about condom use and more consistent use of condoms the last 
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three months and less use of condoms at the latest intercourse (Indi-
vidual characteristics) (I).   
 
Self-esteem and factors associated with sexual risk behavior and sex-
ual behavior 
Adolescents reported having high levels of self-esteem. Adolescents 
showed high scores for both basic self-esteem and earned self-esteem. 
Male respondents had significantly higher scores on basic self-esteem 
than female students while female students had significantly higher 
scores on earned self-esteem than male students (Individual charac-
teristics) (I). 
 
A significant positive correlation was seen for Basic self-esteem and 
self-efficacy for using and buying condoms which means that higher 
basic self-esteem is associated with a greater self-efficacy for buying 
and using condoms. Basic self-esteem and barriers to condom use 
showed a negative correlation which means that higher basic self-es-
teem correlated with less perceived barriers to buying and using con-
dom. Earned self-esteem and condom use the last three months among 
the adolescents who had experienced intercourse showed a negative 
correlation which suggests that higher earned self-esteem was associ-
ated with reduced use of condoms during the time period (Individual 
characteristics) (I).  
 
Needs for knowledge 
Another personal condition is the need for knowledge. Adolescents 
stated that individuals need factual knowledge and knowledge about 
relationships, which are valued as important, yet sometimes lacking. 
Adolescents wished to know more about facts related to sexuality and 
relationships, including wanting to know more about mutual consent 
to sex, STIs, contraceptives, gender roles, and the consequences of sex-
ual behavior in order to take greater responsibility. Adolescents want 
to know more about how to have sex along with how the body reacts to 
sex, and more existential questions arise about desire and love. 
Knowledge about body image related the wide range in the appearance 
of sex organs is something missed, leading to insecurity among adoles-
cents whether or not their own body appears normal. In general, fac-
tual knowledge was seen by adolescents  as necessary for forming their 
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own perspectives and valuable before engaging in sex for the first time 
(Individual characteristics) (III).  
 
Also, adolescents wished for knowledge about relationships; that rela-
tionships are unique and not the same for everyone, and some can even 
be harmful, and to gain a realistic view about relationships. There is 
much insecurity in matters related to relationships and adolescents 
wish for more knowledge about how to initiate and build a relationship, 
and how to handle difficult situations such as abuse and breaking up 
(Individual characteristics) (III).  

Community conditions affecting sexual development 
The results related to community conditions affecting sexual develop-
ment showed conditions that either facilitate or hinder the seeking of 
support and who adolescents turn to for support (Microsystem). Infor-
mation sought for needs to be relevant and delivered by trustworthy 
sources according to the participants (Microsystem).  
 
Conditions for seeking support  
During the process of developing sexuality and mastering relation-
ships, a number of questions and situations arose where adolescents 
found the need for seeking support. Before seeking support there were 
number of conditions which needed to be fulfilled. Conditions for seek-
ing support could be divided up into condition which facilitated and 
conditions which inhibited seeking support. A number of facilitating 
conditions for seeking support from someone included feeling comfort-
able, security and trust, confidentiality, having a good relationship with 
the other person, and openness to talk about sensitive issues. Being 
taken seriously, not being laughed at and talking to someone willing to 
listen were also prerequisites for confiding in friends. Another condi-
tion when it comes to seeking professional support was being able to 
come to a secluded location (Microsystem) (III).  
 
Conditions which pose a hinderance in seeking support could be could 
be being shy, embarrassed, feeling uncomfortable, being unaccus-
tomed and not willing to talk about sensitive issues or afraid to talk 
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about them, or not knowing where to turn to for support. Some adoles-
cents were afraid to go any further in seeking support when they could 
not get the answers from their friends (Microsystem) (III).    
 
Choosing who to turn to depended on the question, situation and how 
severe the need was for seeking support. If someone did not have a 
friend or someone else to turn to, then that person could turn to some-
one professional whose role was to help others, or to another adult. 
Parents and siblings were sometimes seen as a source for support. 
What was most important was to be able to talk to someone and not 
keep it all inside. Sometimes adolescents waited for seeking support 
and tried to handle the problem themselves (Microsystem) (III).  
 
Support from health care professionals  
The youth clinic was a well know place for seeking support for a number 
of different questions related to sexuality, physical problems, contra-
ception, testing for STIs, or sometimes just talking about how you are 
feeling. Another option for seeking support was with the school nurse. 
The school nurse was seen as knowledgeable, although not always 
available and sometimes forgotten. Counselors were another profes-
sional group who could provide support and were used by adolescents. 
The counselor was seen as knowledgeable about relationships and 
someone who you can talk with about sensitive issues, especially if you 
had no one else to turn to. A few adolescents stated that they could turn 
to their teacher for support if they had a good relationship with their 
teacher (Microsystem) (III).  
 
Reaching out to adolescents was considered important by professionals 
for establishing contact with them, informing about the services at the 
youth clinic, and to convey that they are available and able to offer sup-
port. Professionals considered it important to identify adolescents’ 
needs for knowledge and support, and to be aware of the variety in dif-
ferent needs along with targeting sexual health promotion work to 
those with special needs. At the same time, they found difficulties in 
reaching certain groups of adolescents who may have needs which were 
not being met, including adolescents with disabilities, newly arrived 
foreign adolescents, adolescents who are intellectually challenged or 
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those in special living arrangements for mentally and physically disa-
bled, students with absenteeism, and boys (Microsystem) (IV). 
 
Professionals experienced some key aspects of importance when work-
ing with adolescents, such as being available and building relation-
ships. This also entailed seizing opportunities to discuss with adoles-
cents when the arose.  Building relationships with adolescents aided in 
creating a sense of security and trust. Professionals experienced, when 
meeting individual adolescents, that it could involve very complicated 
and sensitive issues to deal with when it came to sexual health. Profes-
sionals needed to use their own abilities, qualities and professional 
competency; therefore, they realized the necessity for developing their 
competence (Microsystem) (IV).  
 
Finding answers to questions  
Also on the community level, was acquiring information from re-
spected and trustworthy sources. Adolescents were seeking infor-
mation about sexuality and relationships in different ways, such as the 
Internet, films and other media (Mesosystem), along with talking with 
friends and parents (Microsystem)  (II, III).  The internet was com-
monly used for finding information. Most adolescents stated that they 
seek information on the internet from reliable sources, however, some 
adolescents could access unreliable sources (III). The Internet was not 
always seen as a dependable trustworthy source for information which 
could be inaccurate or cause misconceptions, and adolescents stated 
that they needed to be critical (II). Using the internet to find factual 
information was often the first step before going further in seeking in-
formation and support (Mesosystem), although some adolescents con-
sidered it better to turn to another person than seeking information 
from the internet. Some adolescents used the internet when not having 
anyone to talk to, or when being afraid to talk to someone (Microsys-
tem). The internet provided the opportunity for chatting with staff from 
the youth clinic online (Microsystem) (III).  
 
Judging the trustworthiness of the adult world, friends, and the inter-
net was a concern for adolescents. Adolescents might not want to talk 
with their teachers about sex due to the teacher-student relationship. 
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Adolescents experienced that adults other than teachers, such as a mid-
wife, were more reliable. Midwives were seen as more educated in sex-
uality and reproduction. Trustworthy sources were considered to be 
persons with formal education in sexuality and reproduction, along 
with persons who had more experience. However, while adults had 
more experience, they were not always seen as being trustworthy if they 
were not up to date with new knowledge. Yet, it was considered better 
to learn from adults than from friends. Learning from friends could 
lead to a greater risk for misconceptions (Microsystem) (II).  

Conditions for sexual development related to society  
The results on conditions for sexual development related to society 
showed that attitudes and norms in society affect the development of 
sexuality in adolescence. The results showed a diversity in adolescents’ 
attitudes and norms related to heteronormality, gender, sexuality and 
sexual identity (Macrosystem).  
 
Adolescents found themselves in an environment marked by norms 
and attitudes where school was mostly seen as a heteronormative envi-
ronment. Heteronormality and gender roles are topics adolescents feel 
the need to discuss. Developing self-awareness and deciding how relate 
to attitudes and norms in society is part of the process of achieving 
mastery and fluid integrative identities. Adolescents identifying as het-
erosexual were becoming aware of their heteronormality. They re-
flected on what it would be like not to be heterosexual, going against 
the norm, living in a heteronormative society, and adolescents believed 
that addressing LBGTQ more in school would contribute to LBTGQ ad-
olescents feeling more included (Macrosystem) (III). Norms related to 
sexual orientation were also being discussed among the boys with an-
other cultural background (Macrosystem) (III). 
 
Adolescents described gender norms related to the nature of boys, of-
ten described as noisy, joking around and not interested in talking 
about important or sensitive issues, opposed to girls who can talk about 
anything in their girls’ groups or in close friendships. Talking jokingly 
and not being serious could however be a way to hide sensitive issues. 
Masculinity as a norm was something that boys were questioning, and 
they talked about showing or hiding their emotions. Some boys were 
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actively changing the norm and opening up for talking about these top-
ics. Boys did not comprise one homogenous group, and there were dif-
ferences between them regarding norms and attitudes related to mas-
culinity (Macrosystem) (III).  
 
Adolescents were concerned with attitudes and  gender norms related 
sex. There were different attitudes towards girls having many sex part-
ners. A common experience for girls was dealing with rumors about 
having had sex, and they were aware that it is easy to speculate and 
spread rumors further. Some adolescents engaged in sex although they 
do not want to for different reasons (Macrosystem) (III).  

Patterns of response for the transition in sexual development  
Patterns of response for the transition in sexual development in ado-
lescence seen in the results were process indicators for sexual develop-
ment and outcomes in a successful transition in sexual development.   
 
Process indicators for sexual development  
The results showed ways in which adolescents developed their sexual-
ity through interacting with peers, parents, teachers and health profes-
sionals. Through their development they were gaining confidence, se-
curity along with coping skills to handle situations related to sex and 
relationships. 
 
Learning 
Learning could be seen as a pattern of response in the results. Adoles-
cents stated that sexuality education is not always fulfilling actual 
needs (II, III). Adolescents indicated that certain topics are important 
to learn about, such as anatomy, safer sex, STIs and their symptoms, 
but were either insufficiently covered or absent (Microsystem) (II). 
Other topics which were seen as missing or should be brought up more 
thoroughly included knowledge about LBGTQ, sexual identities and 
same sex relationships, how to have a relationship, along with how to 
have sex. Adolescents, experienced that the education they received 
was not sufficient for learning about issues such as personal boundaries 
for sex and intimacy, mutual consent, sexual abuse, or how to prepare 
for sex. Nor was it seen as sufficient for learning to handle different 
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situations, or for learning practical skills such as condom use (Individ-
ual characteristic) (II). Topics related to sexuality and relationships 
are sometimes brought up in others subjects in school (Microsystem) 
(III). Adolescents conceived that the teaching was not adapted to their 
learning needs, providing basic factual knowledge while mainly focus-
ing on negative aspects of sexuality (Microsystem) (II).   
 
Accessing pornography on the internet was seen as a way to learn about 
how to have sex. However, adolescents were ambivalent to pornogra-
phy and meant that you needed to be critical; it does not show reality 
(II, III), can affect how you view sex and you can become addicted to 
watching pornography (Microsystem) (III). Pornography and what 
goes on in chat forums and social media, along with the reliability of 
the Internet and other sources, was something the participants experi-
enced a need for discussing in sex and relationship education in school. 
(Microsystem) (II). 
 
It seemed to the adolescents that teachers in sex and relationship edu-
cation were not aware of adolescents’ interests, and sometimes seemed 
to have difficulties in teaching due to the sensitivity of the subject (II). 
Teachers without difficulties in talking about sex were more successful 
at teaching and were more beneficial to the adolescents’ learning (II, 
III). Results also showed that adolescents judged whether or not teach-
ers had hidden agendas and concealed meanings by using fear of neg-
ative outcomes to discourage from sexual activity (Microsystem)  (II). 
Professionals from the youth clinic or other organizations involved in 
sexual health, experienced in talking with adolescents, highly educated, 
and not embarrassed in talking about sex, were seen by adolescents as 
being able to reach out to the them in a different way than teachers 
could (Microsystem) (II).  
 
Boys and girls were interested in learning about each others perspec-
tives on how they think about sex and relationships, which could be 
accomplished by mixed groups with both boys and girls in sexuality ed-
ucation. Adolescents experienced that lectures followed a plan and did 
not allow much time for discussions (Microsystem) (II). A few of the 
boys in the study were unaccompanied minors from other countries 
who had not received any sex education before arriving in the country. 
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They were provided with special sex education from the youth clinic 
which was highly valued and appreciated according to them (Microsys-
tem)  (III).  
 
Adolescents conceived that they could learn through their own experi-
ences, experimentation, and by a genuine interest and was seen as a 
way to learn about norms and prejudices (Microsystem)  (II). Friends 
were often mentioned as important for learning about sexuality and re-
lationships. Learning could be achieved by hearing others perspectives 
and experiences of sex, and through practice with others. Adolescents 
felt a need to understand themselves and others (Microsystem)  (III). 
 
Timing of learning about sexuality  
Adolescents were aware that adolescence is a period of rapid develop-
ment and their needs for learning are not the same in the upper teens 
as when they were younger, due to greater experience and knowledge. 
Therefore, they realized the need to adapt sex and relationship educa-
tion according to where they currently were in their own development 
(Chromosystem) (Study II).  
 
Adolescents stated that the sex and relationship education they re-
ceived was not always in sync with their level of maturity and consid-
ered it beneficial to begin early with learning the facts and then pro-
gress with increasing maturity to more relevant topics and discussions 
following their own development (Chromosystem) (II). When younger, 
adolescents had questions about equality, relationships, factual 
knowledge, protecting yourself and sexual identity. With experience 
came a changing need for knowledge about relationships, how to think 
about and handle them when sex and relationships became more seri-
ous. Because the experience of having relationships increased, the need 
for more knowledge about contraceptives also increased, and how con-
traceptives affected you (Chromosystem) (Study III). Some topics were 
experienced by adolescents as being introduced too late while many 
had already experienced sex by the 8th and 9th grades (Chromosystem) 
(Study II).  
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Interacting  
Another pattern of response found in the results was interacting. Inter-
acting with others facilitated learning about sexuality and relation-
ships.  Adolescents could indirectly influence each other, such as being 
negatively affected by your friends, causing boys to brag about their 
sexual encounters. Boys believed it to be common among themselves 
to compare their genitals with each other, creating ideals about having 
a large penis. Boys also believed that they were judged for penis size 
and sexual performance by female sex partners, which caused insecu-
rity (Microsystem)  (III). Adolescents, together with friends, discussed 
combining alcohol with sex and concluded that this could result in the 
risk for unprotected sex. They could regret to having sex when sober 
again, thinking afterwards of the consequences and considered it better 
not to have sex when drinking alcohol (Microsystem) (III). 
 
Gaining experience of sex and relationships involved learning though 
trials and misfortunes. One trial could be contacting someone you are 
interested in and how to go about it. Social media was commonly used 
for making contact (Individual characteristic) (III). Interacting with a 
partner in a relationship provided ways of learning about sex and rela-
tionships. Challenges included finding out your partners sexual needs 
and wishes, overcoming difficulties in communication in the relation-
ship and in discussing sex (Microsystem) (III). Being in a relationship 
meant learning to be yourself while adapting to a partner involving 
compromising. Relationships involved getting to know each other, re-
solving misunderstandings, which sometimes lead to conflicts. Being 
treated badly in a relationship could affect how you felt. It also meant 
developing respect for your partner and partner’s boundaries. Breaking 
up from a relationship could be experienced as difficult, or easy de-
pending on the circumstances. The family could also be seen by some 
as an important influence on how you view relationships, and adoles-
cents meant that parents should talk to their children about relation-
ships (Microsystem) (III). 
 
Developing confidence and security 
Learning about many different aspects of sex and relationships and 
gaining knowledge about the topics judged as important to learn along 
with learning practical skills were considered important for creating a 
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sense of security (Individual characteristic) (II). After judging the re-
liability of information from different sources and correcting possible 
misconceptions, adolescents could proceed with internalizing different 
aspects of sex and relationships in their own development (Individual 
characteristic) (II). Deciding what to take in was seen as necessary in 
for developing their own norms and values. Adolescents developed crit-
ical thinking on the what they are taught and learning about sex and 
relationships, enabling them to become independent individuals (Indi-
vidual characteristic) (II). 

Outcomes of a successful transition in sexual development  
Outcomes of a successful transition in sexual development can be seen 
in mastery and in  fluid integrative identities. The results show that ad-
olescents are achieving  mastery of their own sexuality along with com-
ing to terms with their sexual identity. 
 
Mastery and fluid integrative identities 
Sexual development came with experience which lead to self-aware-
ness and the mastery of sex and fulfilling relationships (III). Adoles-
cents experienced the need to be prepared in the future for falling in 
love, having relationships, marriage, and having children.  Attaining 
life skills and knowledge and learning about their own emotions helped 
adolescents to be prepared for handling situations related to sex and 
relationships (Individual characteristic) (II).  
 
Gaining autonomy through learning about sex and relationships is an 
important process according to adolescents and was connected to be-
coming independent by aquirering life skills, such as how to handle sit-
uations related to sex and relationships, and learning practical skills. 
When sex and relationship education was successful, internalization of 
the different aspects of sexuality and relationships in adolescent’s sex-
ual development could be achieved. Some adolescents experienced that 
sex and relationship education could help them in gaining new per-
spectives and correcting misconceptions. Another positive effect of sex 
and relationship education was that learning to talk about sex made it 
easier to ask for help and advice, and could also prevent negative out-
comes related to sex, promoting sexual health (Study II). Adolescents 
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gained self-efficacy in setting up their own boundaries for sex and re-
lationships, along with forming values and norms in relation to sexual-
ity and relationships through successful sex and relationship education 
(Individual characteristic) (II). Coming to terms with your sexual 
identity could be experienced as a process which began with asking 
yourself about your sexual orientations followed by a period of lust and 
curiosity, leading to discovering yourself (Individual characteristic) 
(III).  

Nursing interventions for promoting sexual health 
School nurses and midwives are health professionals which actively 
work towards promoting sexual health in adolescents in the transition 
to emerging adulthood. Nurses and midwives worked with sexual 
health promotion on both individual and group levels. On a group level, 
interventions for promoting sexual health could be involvement in sex-
uality education.   
 
Reaching out was considered important for establishing contact with 
adolescents, informing them about the services at the youth clinic, and 
conveying that they are available and able to offer support (Exosys-
tem). When offering support, health care and school professionals re-
alized the need to understand the world of young people today in order 
to identify individual needs of support along with students’ preferences 
for education (Macrosystem). Professionals took into consideration 
the timing of interventions related to the development and maturity of 
adolescents targeted, both on an individual and a group level (Chro-
mosystem).  Being available and building relationships was seen as a 
key aspect for gaining adolescents’ trust and creating a sense of security 
which is of importance when dealing with complicated and sensitive 
issues (Microsystem). At the same time professionals found a number 
of organizational challenges in working with sexual health promotion 
when working from within an organization, e.g. a school or health care 
organization (Exosystem) (IV). 
 
When working on a group level, teachers considered it valuable to in-
clude the school nurse in sexuality and relationship education. Teach-
ers experienced that the school nurse knows more about the students’ 
world, and could inform the them about that, providing the teachers 
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insight into a world they did not know so much about. Professionals 
considered that sexual health promotion should be brought into the 
regular curriculum in schools, and not be just a one-time effort and re-
alized the complexity of the subject. Many topics are related to each 
other which in turn could affect sexual health (Microsystem) (IV). 
When working with promoting sexual health, professionals realized the 
importance of timing in order to tailor to the age-appropriate needs of 
adolescents. Timing information and education entailed assessing the 
right time to meet a class, considering prior knowledge, maturity and 
experience (Chromosystem) (IV). 
 
A challenge in working with sexual health promotion was gaining ac-
cess to adolescents. This could be aided through collaboration with 
other professionals. Collaboration was seen primarily as a means to 
reach adolescents, to meet their needs, and as a means to succeed with 
sexual health promotion. Some professionals were not only working 
within their own organizations, but also working on a broader front es-
tablishing collaborations with other actors in order to reach adoles-
cents. Professionals in the youth clinic identified actors with whom 
they are missing collaborations. They also experienced that other 
health care providers were leaving out questions and issues related to 
sexuality when caring for adolescents (Exosystem) (IV).  
 
Professionals considered collaboration as giving and taking, creating 
involvement, and that networks are good for exchanging experience 
and knowledge. Collaboration was seen as beneficial for planning how 
to work with sexual health promotion and for keeping issues alive and 
ongoing. Collaboration enabled them to reach adolescents who might 
not otherwise come to talk about their concerns. Collaboration in edu-
cation could create an opening for seeking help and guidance from the 
youth clinic, along with directing them to other health care providers 
outside the school organization for support. Professionals realized the 
need to do more to improve and strengthen their work with sexual 
health promotion. Integrating new knowledge from both authorities 
and through interactions with adolescents helped to expand new per-
spectives which could be incorporated in sexual health promotion (Ex-
osystem) (IV).   
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Summary of the results 
Using the model over the development of adolescents’ sexuality in the 
transition to emerging adulthood (Figure 3), where the results of the 
four studies are presented in relation to the framework of the Transi-
tion Theory of Nursing leads to a more comprehensive understanding 
in terms of how adolescents develop their sexuality in the transition 
from adolescence to emerging adulthood and their needs for support 
during this process.  
 
The results showed that adolescents’ sexual risk behavior was low, with 
few sexual partners, a low use of alcohol along with sex, yet they re-
ported a low consistency in condom use. With greater experience and 
increasing age come changes in the need for knowledge about sex and 
relationships, which are becoming more serious. Adolescents find 
themselves in an environment marked by norms and attitudes, which 
they expressed the need to discuss. Developing self-awareness and de-
ciding how to relate to attitudes and norms in society is part of the pro-
cess of achieving mastery and fluid integrative identities. Adolescents 
stated the need for factual knowledge and knowledge about sex and re-
lationships, which are sometimes lacking in sex- and relationship edu-
cation.  
 
Adolescents turn to health professional at youth clinics, school nurses 
and counselors, and sometimes teachers for support, for specific needs 
often of a physical nature, or when not having anyone else to turn to. 
School nurses were not always available and often forgotten. The re-
sults showed that nurses and midwives were reaching out to young peo-
ple through competence and trusting relationship, which involved un-
derstanding the world of young people today, gaining access to young 
people through being available and building trustful relationships. 
Nurses and midwives also identified adolescents’ individual needs for 
support and were building competency for dealing with complicated 
and sensitive issues. Collaboration was seen primarily as a means to 
reach adolescents. Professionals in the youth clinic experienced that 
other health care providers are leaving out sexuality when caring for 
adolescents.  
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Discussion 

Discussion of the results 
The main findings in this thesis showed the transition from adoles-
cence to emerging adulthood related to adolescent’s development of 
their sexuality. Adolescents’ reported a low level of sexual risk behavior 
and high self-esteem, yet put themselves at risk by inconsistent con-
dom use (I). Learning about sex and relationships included values, 
knowledge and practical skills in relation to maturity, enabling inter-
nalization of different aspects of sexuality, creating meaning and fos-
tering autonomy and identity (II). Developing sexuality involved 
changing needs for knowledge, discussing, interacting with others, and 
gaining experience (III). Professionals reached out to adolescents 
through competence and trusting relationships. It was important to 
keep up to date with changes regarding sexuality, to reach vulnerable 
groups, and include questions about sexuality in all health care con-
texts involving adolescents (IV). 

Awareness of transition conditions 
In order to offer support, health care and school professionals must 
learn to understand the world of young people today in order to identify 
individual needs of support along with adolescents’ preferences for ed-
ucation. Adolescents found themselves in an environment marked by 
norms and attitudes in society and were involved in discussing norms 
related to heteronormality, gender roles and sexuality, in order to be-
come self-aware and decide how to relate to them. When Johansson 
(2016) studied how young people view and act out their sexuality and 
gender, many contradictions could be noticed, such as the ideal of fi-
delity mixed with looking positively on unrestrained sexuality, open-
ness towards homosexuality combined with homophobia, and open-
ness and shamelessness contra shame and guilt showing that young 
people live with a tension between stricter sexual morals and gender 
repression, and sexual liberation and sexual equality. Media can play a 
part in both conserving traditional social forms or liberating new sex-
ual patterns (Johansson, 2016). According to Bronfenbrenner (2005) 
in the personal domain, individuals are interpreting and manipulating 
the outside world, which in turn influence the ways the environment 
can affect the course of subsequent development. Meleis et al. (2000) 
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stated that in order to understand the experiences of individuals in 
transition, it is necessary to uncover the personal and environmental 
conditions affecting the process of achieving a healthy transition.  
 
In the results there were different views on gender norms related to the 
masculinity. Boys in the studies were discussing masculinity and talked 
about showing or hiding their emotions. Some boys were actively 
changing the norm and opening up for talking about these topics. Boys 
do not comprise one homogenous group and have different views re-
lated to norms and attitudes. The results also showed that adolescents 
are concerned with attitudes towards sex related to gender, such as to 
attitudes towards boys and girls who have multiple sex partners. Tol-
man, Striepe and Harmon’s (2011) addressed the complex relation-
ships between gender and adolescent sexuality. Studying both boys and 
girls, they found not only differences but also similarities in boys’ and 
girls’ descriptions of aspects related to sexual health, for example boys 
wanting emotional connections. However, the social construction of 
male adolescent sexuality, with a discourse of boys being driven by sex-
ual desire, created a tension that many boys experienced. Tolman and 
McClelland (2011) findings lead to an incorporation of gender comple-
mentarity in which ideologies of masculinity and femininity infuse con-
structions of adolescent male and female sexuality and in turn repro-
duce limited forms of sexuality regarded as ‘normal’ and sustaining 
compulsory heterosexuality. Gender complementarity illuminates how 
specific pressures on boys and girls could undermine essential aspects 
of sexual health. Therefore, it is of importance to always take into con-
sideration the role gender plays in adolescents’ sexual health (Tolman 
& McClelland, 2011).  
 
The results showed that when meeting and talking with boys, profes-
sionals found that boys often turn to those close to them or to the In-
ternet first before seeking professional help. Professionals experience 
that many boys have difficulties in talking about their emotions and 
therefore consider that it is important to bring up the topic of mascu-
linity and masculine culture with boys. Vogel, Heimerdinger-Edwards, 
Hammer, and Hubbard (2011) report that it is less common for men to 
seek support for psychological services  than women, especially for men 
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conforming to traditional masculine norms such as being stoic, con-
trolled and self-sufficient. Masculine norms are learnt from an early 
age and behaviors associated with weakness and vulnerability, such as 
help seeking are regarded as being negative and are avoided. This is 
mediated by self-stigma, meaning the internalization of negative views 
of society towards mental illness and seeking support. Seeking support 
would to many men be considered an admission that they could not 
solve the problem on their own and be a sign of weakness (Vogel et al., 
2011).  Other studies  confirmed by that young men are less likely to 
seek support (Barker, 2007; Clark, Hudson, Dunstan, & Clark, 2018; 
Danielsson, Bengs, Samuelsson, & Johansson, 2011; MacLean, Hunt, & 
Sweeting, 2013; Martínez-Hernáez, DiGiacomo, Carceller-Maicas, 
Correa-Urquiza, & Martorell-Poveda, 2014; Rice, Telford, Rickwood, & 
Parker, 2018; Tharaldsen, Stallard, Cuijpers, Bru, & Bjaastad, 2017), 
due to barriers such as stigma in relation to social norms of masculinity 
(Clark et al., 2018; Danielsson et al., 2011; Lynch, Long, & Moorhead, 
2018; MacLean et al., 2013; Martínez-Hernáez et al., 2014; Rice et al., 
2018; Tharaldsen et al., 2017), communicating their emotions as chal-
lenging (Clark et al., 2018; Danielsson et al., 2011; Lynch et al., 2018; 
Rice et al., 2018) and self-reliance (Lynch et al., 2018; Martínez-
Hernáez et al., 2014). Boys are more likely to deny and repress prob-
lems, generally delaying seeking support until the problems have al-
ready led to significant personal consequences (Barker, 2007) and be-
come too severe to tolerate (Clark et al., 2018; Lynch et al., 2018; 
Martínez-Hernáez et al., 2014) which was also experienced by both 
boys and professionals in the studies of the thesis. A recent study on 
the health seeking behavior of adolescents who are victims of teen da-
ting violence and abuse showed that females were nearly twice more 
likely to seek help than male victims (Lachman, Zweig, Dank, & Yahner, 
2019). The results in this thesis indicate that addressing the topic mas-
culity with boys in groups could help them cross barriers for seeking 
support, and accordingly improve their sexual health.  
 
Professionals also experienced difficulties in reaching certain groups of 
adolescents who may have unmet needs, including young people with 
disabilities, newly arrived foreign students, young people who are in-
tellectually challenged or in special living arrangements for mentally 
and physically disabled, stay at home students, and boys. Keshav and 
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Huberman (2006) confirmed that it is common for adolescents with 
disabilities to have unmet needs related to sexuality and state that atti-
tudes in society towards people with disabilities has improved in gen-
eral, but less when it comes to sexuality and disability, not acknowledg-
ing that all people have sexual feelings, needs and desires, regardless 
of their physical and /or mental abilities, resulting in many young peo-
ple, in schools or at home, not receiving any sex education (Keshav & 
Huberman, 2006). A review on school absenteeism and school refusal 
behavior in youth (Kearney, 2008) has shown that absenteeism is com-
monly associated with risky health behaviors, including perilous sexual 
behavior and HIV risk, and risk for teenage pregnancy was found to be 
a contextual risk factor for school nonattendance and dropout 
(Kearney, 2008). More effort needs to made in reaching these adoles-
cents and for awareness of sexual health needs in young people in all 
areas of health care.  

Patterns of response 
Learning can be seen as a pattern of response in the results. The results 
showed that adolescents reflected on what is important to learn and 
what is missing from sex and relationship education. Sexuality educa-
tion was not always fulfilling actual needs and adolescents considered 
that teachers in sex and relationship education were not aware of the 
interests of adolescents and stressed that sex and relationship educa-
tion must be of significance and meet their needs and interests. Ado-
lescents are not completely satisfied with the sex and relationship edu-
cation they have received and therefore go elsewhere for information 
about sex from sources that may not be reliable, positive or supportive. 
Helmer, Senior, Davison, and Vodic (2015) found that adolescents re-
quested more information on relationships, first sexual experiences 
and negotiating condom use. This is in line the results in the thesis re-
garding topics adolescents wish to be brought up. According to Helmer 
et al. (2015) listening to the priority and needs of adolescents is an im-
portant step towards improving sexual health and well being. The 
Swedish National Agency for Education (2016) state that for sex and 
relationship education to be successful it should include a variety of 
pedagogical methods, use dialog, discussions and allow for reflection, 
include students’ perspectives and capture their thoughts and ques-
tions, keep a balance between a health and risk perspective along with 
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adapting the teaching to the student group by progression in the sub-
ject matter throughout the school years (The Swedish National Agency 
for Education, 2016). In the studies, adolescents also acknowledged the 
need for progression throughout the school years following their own 
psychosocial development. Adolescents stated that they now possessed 
more experience and knowledge and that their needs for knowledge are 
changing with increasing age and development for learning and devel-
oping relationships. Bronfenbrenner (2005) meant that the process of 
development can only be defined in relation to time, not only in order-
ing individuals according to age, but also ordering events in their se-
quence and context and is part of chomosystem model.  
 
In the studies, adolescents experienced that they were often subjected 
to old norms and ideals from adults affecting the trustworthiness of the 
subject matter negatively.  There was also a concern that schools were 
not up to date with new knowledge and changes in society. This was 
also seen in other studies (Allen, 2005; MacDonald et al., 2011) where 
resources were considered old fashioned and out of date. In Kimmel et 
al.’s (2013) study African-American youth expressed that sex education 
should convey trust and confidentiality and credibility of the source. 
Students preferred that sex education should be taught by profession-
als with up to date knowledge about sexual health, such as a school 
nurse, rather than by a teacher who may be indiscrete or uncomfortable 
with the topic (Kimmel et al., 2013). 
 
Adolescents who participated in the studies stated that much of sex- 
and relationship education was only about negative aspects of sexual-
ity. When evaluating the effectiveness of sex and relationship education 
according to Allen (2005), it is common to use the reduction of sexually 
transmitted diseases and unplanned pregnancies as markers; however 
adolescents’ views on what makes sex and relationship education effec-
tive may diverge from this perspective (Allen, 2005). By considering 
the views of adolescents on the effectivity of sex and relationship edu-
cation and the construction of young people’s sexuality, sexuality edu-
cation can be improved which could be beneficial to young people’s sex-
ual health and well-being (Allen, 2005; Helmer et al., 2015). Giving pri-
ority to young people’s conceptions of effective sex and relationship ed-
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ucation, means acknowledging young people’s sexual agency as a meas-
ure for effective sexuality education (Aggleton & Campbell, 2000; 
Allen, 2005). The results of the thesis indicate that more effort should 
to be made to incorporate a sex positive framework in sex- and rela-
tionship education and listen to adolescents views on their needs and 
wishes. Sex- and relationship education needs to focus not only on pre-
vention of STIs and unintentional pregnancies, but also on promotion 
of a healthy sexuality and sexual relationships. Thus, a positive sex life 
contributes to an increase in well-being and decrease the risk for men-
tal ill health related to unhealty and risky sexual behaviors and sexual 
relationships.  

Nursing interventions for promoting sexual health 
For nurses and midwives to effectively promote of sexual health in ad-
olescents, they need to understand the world in which adolescents live 
The world of today is quite different from that of health professionals 
were they were growing up. Nurses also need to understand how ado-
lescents develop their sexuality. Tolman and McClelland (2011) found 
an emergence of empirical studies that reflect the assumption of ado-
lescent sexuality as something normal and expected in adolescent de-
velopment and that adolescent sexuality can have positive qualities and 
consequences (Tolman & McClelland, 2011). Fortenberry (2013) views 
sexual health as an evolving paradigm which integrates a positive ap-
proach to sexuality with public health policies and practice for new ap-
proaches in the prevention of sexually transmitted infections (STIs). 
Four core elements are incorporated into a model for operationalized 
sexual health. These include sexual rights, sexual knowledge, sexual 
choice, and sexual pleasure. Within the model is embedded an experi-
ential framework of sexual desire, sexual arousal, sexual function, and 
sexual behaviors (Fortenberry, 2013).  
 
The results showed that developing relationships was an important 
condition for seeking support. Nurses experienced being available and 
building relationships as important when working with adolescents. 
Building relationships with adolescents aided in creating a sense of se-
curity and trust. According to Markham et al. (2010) connectedness is 
a central element in an approach for behavioral change in prevention 
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of STIs and unintentional pregnancy. Connectedness refers to the emo-
tional attachment and commitment a child makes to social relation-
ships in the family, peer group, school, community, or culture. The re-
view showed evidence that connectedness had a protective association 
with adolescent sexual health outcomes. Meleis et al. (2000) also em-
phasizes the importance of connectedness with family and friends, 
along with a feeling of connectedness to health care professionals who 
a person felt comfortable with and could ask questions from. This was 
an indicator important for a positive experience of transition (Meleis et 
al., 2000). 
 
When working on a group level, health professionals considered it val-
uable to include the school nurse in sexuality and relationship educa-
tion. They experience that the school nurse knows more about the stu-
dents’ world, and can tell the teachers about that, giving the teachers 
insight into a world they do not know so much about. Formby et al. 
(2010) found that classroom education was separated from school 
nurses’ health services provided in the school. School nurses wished to 
be more involved in sex- and relationship education. Formal and infor-
mal collaboration between teachers and school nurses could be benefi-
cial. The school nurse could connect what was taught in the classroom 
to the service provided. This is in line with the results of the thesis. 
School nurses need to develop a close collaboration with teachers 
teaching sex- and relationships education.  
 
Collaboration was seen primarily as a means to reach adolescents and 
being able to meet their needs, and as a way to succeed with sexual 
health promotion. Professionals consider collaboration as giving and 
taking, creating involvement, and that networks are good for exchang-
ing experience and knowledge. Borup (2002) states that school nurses 
are dependent on collaboration with the teachers and other professions 
within and outside of school. This collaboration needs to be built on 
mutual interests, knowledge about each other’s professions along with 
strengths and barriers to form a mutual respect, necessary for collabo-
rative work (Borup, 2002). The Swedish Society in Nursing has devel-
oped a description of different competencies for registered nurses of 
which one area focuses on collaboration in teams. This entails initiat-
ing, prioritizing, coordinating and evaluating team work on the 
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grounds of the patients’ needs and resources. It also involves planning, 
consulting and collaborating with other actors to ensure continuity in 
the chain of care (The Swedish Society of Nursing, 2017).  
 
Professionals in the youth clinic identify actors with whom they are 
missing collaborations, and experience that other health care providers 
are leaving out sexuality when caring for adolescents. This caused them 
to feel frustration when other actors in health care were not addressing 
the issue of sexuality when meeting adolescents in different health care 
settings. In a review on discussing sexuality in health care (Fennell & 
Grant, 2019), a perceived barrier  to delivering sexual health infor-
mation to patients was when nurses questioned how sexual health was 
part of their scope of practice. It was seen as unclear as where the re-
sponsibility lies to discuss sexually related topics with patients. Nurses 
also experienced a lack of policies about the role of nurses in discussing 
sexual health with patients along with organizational support needed 
for allowing time for nurses to address these issues which could be in-
terpreted as sexuality being an unimportant area in nursing. Traumer, 
Jacobsen, and Laursen (2019) found that patients experienced that 
sexuality is a sensitive and taboo subject in health care and when bring-
ing up the topic their initiatives were dismissed by health care profes-
sionals. If they did not initiate discussing about sexuality, the health 
care professionals did not bring up the topic. Higgins, Barker, and 
Begley (2006) meant that if nurses do not introduce the topic of sexu-
ality with patients, they will not be able to assess if there are any specific 
needs in this area, which could lead to patients left struggling alone 
with unanswered questions and concerns.  
 
In the current study, professionals at the youth clinic were concerned 
that staff who work with young people in special living arrangements 
for physically or developmentally disabled may not raise the topic of 
sexuality and relationships with the young people living there, and not 
meet their needs in this area. McCabe and Holmes (2014) found that 
nurses working with youth with disabilities were reluctant to talk about 
sexual health due to the sensitive nature of the topic resulting in young 
people with disabilities not given the opportunity to raise their ques-
tions and concerns. A social discourse was seen of the sexuality of indi-
viduals with disabilities as being deviant or being asexual, affecting the 
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nursing work. Also, medical needs took priority over topics of sexual 
health. However, when sexual health and sexuality was usually ap-
proached from a medical perspective, this could be used strategically 
to move sexual health to be an acceptable topic and reduce stigma at-
tached to sexuality of people with disabilities (McCabe & Holmes, 
2014). This shows that different strategies can be useful for initiating 
conversations about sensitive topics. There is also a need for changes 
in attitudes about how we view sexuality in people with disabilities and 
to acknowledge their feelings and needs related to sexuality and rela-
tionships.   
 
Nurses and midwives realized the need to do more to improve and 
strengthen their work with sexual health promotion. They encountered 
when meeting individual adolescents many very complicated and sen-
sitive issues to deal with related to sexual health. They need to use their 
own abilities, qualities and professional competency. Borup (2002) 
found that school nurses’ successful health dialogue was achieved 
through creating a communicative room to learn about health. Interre-
lated factors involved were competencies, authenticity, reflective open-
ness, and environmental support. Adolescents were often more com-
fortable and talked more openly in group sessions. Group sessions also 
helped to decreased the balance of power between the school nurse and 
the adolescents. Communication was stimulated when adolescents 
brought up issues from their everyday lives and the school nurse rec-
ognized adolescents’ competence in their own life along with their mo-
tivation to learn to handle and solve their own problems and needs.  
Authenticity is about attentiveness and sensitivity to catch small signs 
from adolescents to find out their needs and norms, and to 
acknowledge their feelings as being right.  The school nurse needs to be 
visible and known. When adolescents could choose which issues they 
wanted to discuss, the outcomes of the health dialogue became more 
sensitive and useful for meeting adolescents’ needs. School nurses also 
needed to be aware of environmental factors and local diversity to un-
derstand adolescents’ needs (Borup, 2002). 
 
One reason for sexuality being left out by health care providers when 
meeting young people could be from lack of education and training. 
The results showed that professionals strongly believed that sexual 
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health should be part of the education for all health care workers. 
Areskoug-Josefsson, Larsson, Gard, Rolander, and Juuso (2016) found 
that health care students had positive attitudes towards working with 
sexual health in their future professional roles, however they also ex-
pressed the need for increased education about sexual health and com-
munication skills. When mapping education for sexual and reproduc-
tive health rights in higher education in Sweden, Areskoug-Josefsson 
et al. (2019) found that in general, sexual and reproductive health 
rights were insufficiently addressed in program descriptions and 
course syllabuses, including programs in nursing and social work, and 
therefore a need was seen to strengthen inclusion of this in higher ed-
ucation in health care (Areskoug-Josefsson et al., 2016). This confirms 
the views of the professionals in study IV, that sexuality and sexual 
health need to be included in the curriculum for health care educations. 
Providing the skills and knowledge needed for health care profession-
als can aid in feeling more comfortable in bringing up the topic with 
young people. Levi, Burdette, Hill-Besinque, and Murphy (2013) con-
clude that in sexual and reproductive health, interprofessional educa-
tional models can provide a way of ensuring collaboration across disci-
plines and professions (Levi et al., 2013). Higher education institutions 
need to be more attuned to the benefits of interprofessional education 
and more active in organizing interprofessional education, especially 
when it comes to sexual and reproductive health. 

Methodological considerations 
In study I there are some methodological considerations to be acknowl-
edged. A strength for the study include the use of an instrument where 
the scales have shown good validity and reliability. This was however 
tested in a different context; the United States. Cronbach’s alpha coef-
ficients in study I were low for the scales Attitudes about sexual inter-
course and Norms about sexual intercourse. This could be due to the 
fact that each of the scales consisted of only two items. According to 
Streiner, Norman, and Cairney (2015) interpreting high Cronbach’s al-
pha coefficients as reflecting on high internal consistency may be de-
ceiving because it is not only dependent on the magnitude of the corre-
lations among items, but is also dependent on the number of items in 
the scale (Streiner et al., 2015). 
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Concerning adolescents’ self-reported attidudes and norms, the low 
scores in study I on the scales Attitudes about sexual intercourse and 
Norms about sexual intercourse could be due to cultural differences be-
tween Sweden and the United States on how young people view sexu-
ality. Therefore, some caution should although be taken in interpreting 
the results of the SRBBS, since they were developed in the US and may 
not accurately predict sexual risk behavior in other cultures. Sex edu-
cation in Sweden encourages adolescents to have an open and positive 
view on sexuality and sexuality (Wallin et al., 2012), while in the US 
adolescent sexual activity is commonly considered to be a risk behavior 
and abstinence is seen as the healthiest behavioral outcome for adoles-
cents (Harden, 2014).  
 
As the SRBBS were not considered optimal in assessing sexual behav-
ior, an additional six questions were added to the survey. The identifi-
cation of these questions was done through an analysis of previous re-
search showing the most frequent questions regarding sexual behavior 
and sexual risk behavior. The uses of these questions made comparison 
with other research findings possible. 
 
A limitation in study I was the low response rate. However an analysis 
showed that there were no significant differences concerning age 
groups in those that replied and those that did not reply, but there was 
a significant gender difference in the response rate with more female 
participants than male. The power calculation which was conducted to 
determine the sample size needed for the study for a reliability of 80 
percent power and significance levels of 0.05 or lower showed that at 
least 130 adolescents were needed. This was met with 139 adolescents 
participating in the survey. Questionnaires consisting of many ques-
tions along with questions of a more sensitive nature may also have af-
fected the response rate.  Fenton, Johnson, McManus, and Erens 
(2001) state that in postal surveys studying sexual behavior it is not 
uncommon with non-return rates of 40 %. Participation bias, i.e. error 
caused by systematic differences in the characteristics such as gender, 
age or sexual behavior of those who chose to reply compared to those 
who abstained from replying has been discussed, but studies show little 
differences in sexual behavior of early responders willing to take part 
in surveys on sexual behavior and late responders who were difficult to 
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recruit. Compared to interviewing, self-completion questionnaires may 
reduce the need to disclose sensitive information and thus result in 
greater validity (Fenton et al., 2001).   
 
There has been a long ongoing discussion on how to judge the quality 
of qualitative research. Three different positions have formed; using 
the same criteria as quantitative research, using a different set of crite-
ria adapted to qualitative research, and a position questioning the ap-
propriateness of using predetermined criteria for judging qualitative 
research (Rolfe, 2006; Morse et al. 2002). Rolfe (2006) argues for the 
third position on the grounds that there is no unified qualitative re-
search paradigm. 
 
Communicative and pragmatic validity checks are two types of validity 
checks which are commonly practiced in phenomenographic research 
according to Åkerlind (2012). Communicative validity is tested by ar-
gumentation in a dialog. It is not about the right interpretation, but ra-
ther an interpretation that is defendable. In the research community 
this can be achieved through research seminars, conferences, and 
through peer-reviews journals. In phenomenographic research indi-
viduals are excluded from the communicative validity check, the reason 
being that the results of a phenomengraphic analysis are always on a 
collective level and may not be recognized by the individual (Åkerlind, 
2012). The results of study II have been presented and communicated 
in a research conference. There has also been an interest in the results 
from professionals in the field. Pragmatic validity refers to the extent 
in which the results are seen as useful (Kvale, 1996) and meaningful 
(Uljens, 1996). This can be judged by whether the knowledge and in-
sights provided is accompanied by or leads to action, or changes in ac-
tion (Kvale, 1996). It is important to disseminate the results of the the-
sis which will be done through participation in conferences and meet-
ings with health professionals.  
 
Reliability in qualitative research is concerned with whether the use of 
the appropriate methodological procedure can ensure for quality and 
consistency in the interpretation of the data (Kvale, 1996). This can be 
ensured by practicing a coding reliability check and a dialog reliability 
check. A coding reliability check is done when two researches code the 
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interview transcripts individually and then compare the categorization 
(Kvale, 1996; Åkerlind, 2012). In study II this was done independently 
by both the first and last author, a researcher with experience of the 
phenomenographic method. The results were then compared and dis-
cussed until a consensus was reached. Dialogic reliability (Åkerlind, 
2012) was accomplished via a phenomenographic seminar group at 
Gothenburg University where the results of the study were presented 
and discussed at several occasions during the process of analysis.  
 
Reliability in phenomenographic research, referring to the replicability 
of the outcome space, is not considered to be a reasonable question to 
ask according to the general consensus on phenomenographic litera-
ture (Cope, 2004). Due to the open explorative nature of the data col-
lection and the interpretative nature of the  analysis, the method ap-
plied by different researchers will not be the same. Data analysis in-
volves the researcher forming a relationship with the data, which is af-
fected by the researcher’s background. As a result, the replication of the 
outcome space by different researchers would be unlikely and not nec-
essary. Researchers can also conceive the variations in a group of indi-
viduals’ experiences of a phenomenon in a variation of different ways 
(Cope, 2004). In this thesis, the author’s background as a school nurse 
and understanding of the phenomenon probably played some part in 
the forming of the outcome space in study II.   
 
In study II and IV, the use of focus group interviews was judged to be a 
suitable method for the studies. According to Wibeck (2010) and 
Krueger (2014) by using focus group interviews the researcher can 
study opinions, attitudes, values, social interactions and how people in 
a group create mutual meaning to the phenomenon in focus. Focus 
groups, in contrast to other methods, collect data through group inter-
action around a topic decided by the researcher, while the participants 
can freely discuss the topic among each other (Krueger, 2014; Wibeck, 
2010). The use of focus group interviews in study II and IV was chosen 
because it has shown to be a suitable method for investigating complex 
themes (MacDougall & Fudge, 2001; Wibeck, 2010) such as sexuality. 
In the focus group interviews small groups of participants met to dis-
cuss a the topic of the studies. The motive was that the participants 
could communicate their perspectives on the topic which would not be 
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possible to achieve in any other way. The participants stimulated each 
other to reflect upon the theme and thus give a more nuanced picture 
of the area. The group provided security to the participants who could 
therefore convey a more genuine picture than many others believe, 
which is also described by MacDougall and Fudge (2001) and Wibeck 
(2010).   
 
Although individual interviews are the most common method for data 
collection in Grounded Theory studies, focus group interviews could 
also be  an appropriate method when Grounded theory has theoretical 
underlying in symbolic interactions. Charmaz (2014) explains that in 
symbolic interactionism human actions are viewed as constructing self, 
situation, and society, and in which language and symbols are a part of 
forming and sharing meanings and actions (Charmaz, 2014). Focus 
group interviews have been used in several studies using a grounded 
theory method (Barimani & Hylander, 2008; Elliott, Bevan, & 
Litchfield, 2020; Rasmussen, Amris, & Rydahl-Hansen, 2017; Renolen 
& Hjälmhult, 2015; Ryan, 2014; Shuval et al., 2008; Straughair, 2019). 
 
Charmaz (2014) offers the following criteria for evaluating Grounded 
Theory; credibility, originality, resonance and usefulness. Charmaz 
means that a combination of credibility and originality increases reso-
nance, usefulness and the value of what the theory can contribute to 
science (Charmaz, 2014). In study III and IV, knowledge was gained 
about the topics studied, data was rich and comprehensive enough to 
construct theory. Constant comparisons  between data and the catego-
ries made their connections logical and grounded in the data. The re-
sults offered new perspectives on the topics studied. 
 
Hall and Callery (2001) mean that rigor can be improved by using re-
flexivity and relationality as criteria for evaluating Grounded Theory 
studies. Reflexivity and relationality are defined as attending to the ef-
fect of interaction between the researcher and the participant on the 
construction of data, along with power and trust relationships between 
the researcher and the participant (Hall & Callery, 2001). Reflexivity 
according to Charmaz (2014) means that we must be on our guard 
against not forcing preconceptions into the data when coding, espe-
cially during the process of focused coding which are the codes which 
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form the analysis. The criteria for quality using reflectivity (Charmaz, 
2014) was accomplished in study III and IV by scrutinizing experi-
ences, decisions and interpretations in order to show the author’s in-
fluence in the process. The author held a reflexive stance by showing 
how the research was conducted, related to the participants and how 
the participants were represented in the results. Reflexivity in the the-
sis could have been affected by the author’s knowledge and experience 
of working as a school nurse along with the author’s knowledge about 
youth clinics. The author was known by a few of the participants in 
study II and IV, which could have affected the willingness to partici-
pate. The author had been a co-worker with some of the professionals 
prior to 2010, and was a school nurse to a few of the adolescents in 
study II before they began high school. This could also have had an ef-
fect on the data collection in the interviews. Willingness to participate 
for adolescents could have been affected by the author’s personal at-
tributes related gender, age and by informing them of the author’s 
background as a school nurse.  Pre-understanding posed a challenge 
and forced the author to think about asking for explanations in the in-
terview when information was implied. Reflexivity was dealt with by 
writing memos, and through discussing with co-authors who did not 
share the same pre-understandings, especially during the coding pro-
cess. Memo-writing was an important method used by the  author to 
reflect over the influence of the author’s background, pre-understand-
ings, and preconceptions throughout the research process.  
 
While many studies have been conducted in urban areas, there appears 
to be a lack of studies conducted on adolescents outside urban areas to 
see whether and how they differ from young people living in an urban 
environment (Dake et al., 2011; Stewart Fahs, et al., 1999). A strength 
in the thesis is that the research is conducted in both urban and rural 
areas which widens the knowledge about adolescents’ experiences re-
lated to sexuality.  
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Conclusion and implications for practice 

Adolescents’ sexual risk behavior was low, with few sexual partners, a 
low use of alcohol along with sex, yet they reported a low consistency 
in condom use. Adolescents also reported having high levels of self-es-
teem. 
 
Adolescents’ needs for knowledge and support were constantly chang-
ing with development through learning, experience and interaction 
with peers, parents, and health professionals.  
 
Sex- and relationship education was seen by adolescents as an im-
portant subject to learn in school but was not experienced as sufficient 
for learning about issues such as personal boundaries for sex and inti-
macy, mutual consent, sexual abuse, or how to prepare for sex. Nor was 
it seen as sufficient for handling different situations, or for learning 
practical skills such as condom use. Therefore, sex- and relationship 
education must focus more on adolescents’ perspectives on their needs 
and interests.  
 
Different efforts for teaching and informing about sexuality along with 
addressing issues related to sexuality are necessary in sexual health 
promotion depending on age, maturity or gender in order to provide 
high quality nursing interventions in relation to adolescents’ sexual 
health. 
 
It is important to acknowledge adolescent’s sexual health and bring up 
issues related to sexuality with adolescents in all health care contexts. 
Consequently, it is important to address sexuality and sexual health in 
all nursing education at all levels in order to be equipped and secure to 
provide holistic nursing care including sexuality when meeting adoles-
cents. 
 
Professionals realized the need to improve and strengthen their work 
with sexual health promotion through collaboration. In other words, 
health professionals should develop their interprofessional collabora-
tion by making themselves known to each other, creating networks, 
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and learning to understand each other’s different roles in promoting 
sexual health in adolescents.  
 
It is of the utmost importance that school nurses, nurses and midwives 
in youth clinics, along with other health professionals, obtain an un-
derstanding and knowledge about the constantly changing world in 
which adolescents live, and how this affects their sexuality. This 
knowledge is important for providing adequate nursing interventions 
to promote sexual health.   
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Future Research 

Previous research studies on sexual behavior has mainly focused on 
young adults and used a quantitative design, while studies concerning 
adolescents from 16 to 19 years, and studies using a qualitative design 
are less prevalent. The perspectives of adolescents on what they want 
and need in sex- and relationship education and health services are of-
ten lacking. Further research using a qualitative design with a focus ad-
olescents’ perspectives on these issues are needed.  
 
Because of the small sample and too few individuals scoring low self-
esteem in Study I, the role self-esteem plays in sexual behavior and sex-
ual health could not be established. Further studies are needed to in-
vestigate these questions using the constructs of basic self-esteem and 
earning self-esteem. These constructs have not been used in other stud-
ies on adolescents sexual behavior.  
 
Although there seems to be consensus that gender is a key aspect of 
sexuality, there is a need to further investigate how gender issues influ-
ences sexuality and sexual health in adolescents.  
 
Further studies could be of value to evaluate sex education and how sex 
education affects adolescent’s sexual development, along with studies 
to develop didactic methods to create an interactive educational model 
for sex education.  
 
Another area for future research could be on how to develop interpro-
fessional collaboration in the context of sexual health promotion tar-
geted towards adolescents. 
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Sexual health and sexual health promotion 
in the transition from adolesence to 
emerging adulthood

Adolescents today are living in an increasingly complex world and are actively 
involved in developing their sexuality and personal identity. Sexuality is 
something which is positive for adolescents and subsequently their experience of 
health. This thesis aims to explore the transition from adolescence to emerging 
adulthood, related to adolescents’ sexual behavior, conceptions concerning sex, 
sexual relationships and sex education, their need for knowledge and support 
related to sexuality.

Adolescents’ reported low sexual risk behavior, high self-esteem, yet inconsistent 
condom use. Adolescents’ needs for knowledge and support related to sexuality 
and relationships were constantly changing with increasing development which 
came through learning, experience and interaction with peers, parents, health 
professionals.  Different efforts are needed in sexual health promotion depending 
on age, maturity or gender. Nurses need to be aware of individuals’ changing 
needs for support along with the importance of timing interventions. This thesis 
shows important factors which should be used to assess adolescents’ needs, 
contributing to high quality nursing interventions in relation to adolescents’ 
sexual health.
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