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Abstract   

 

There is no consensus of the concept sexual health in the context of being HIV-positive women. 

Research in the area tends to focus in different measurable parts of sexual health for HIV-

positive women. A meta-synthesis on that research issue can develop a deeper understanding and 

knowledge of how HIV-positive women in qualitative studies describe and experience sexual 

health. The purpose with this study is to analyze and synthesize the results about how HIV-

positive women describe and experience sexual health. The meta-synthesis follows Noblit and 

Hare´s method of meta-ethnography and additional use of Walsh and Downe´s checklist to 

appraise qualitative articles. The result shows that HIV involves changes in the body, sexuality 

and sexual activity and relationships. The changes lead to feelings of responsibility, fear and 

hopelessness. Combinations of these feelings lead to actions of avoidance of risks that result in 

feelings of loss. As a nurse you are expected to promote sexual health as a part of holistic care 

and with this new knowledge health care workers can help these women to better health and 

feeling of well-being.  

 

 

 

Keywords: HIV, women, sexual health, sexuality, meta-synthesis, meta-ethnography, experience, 

health  
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INTRODUCTION 
 

In my work as a nurse in an infectious polyclinic reception I daily meet HIV-positive women. 

HIV is a serious disease and it affects many aspects of a person’s health. Health is a wide concept 

where sexual health and sexuality is included. HIV is a sexual transmitted disease and is 

therefore deeply connected to sex and sexual activity. HIV is also a disease regulated by laws and 

regulations in order to prevent transmission of the infection.  This has an impact in a person’s life 

also in a more personal and intimate level. Although there is good control of the disease, 

meaning good compliance to medicine, absence of clinical symptoms, these women have 

thoughts and wonderings about their sexual health that sometimes seems to be difficult for them 

to express.  

 

 

As a nurse it is important to help patients attaining feelings of health and well-being and nurses 

are expected to promote sexual health as a part of holistic care (Andrews 2005, ps. 67-69). 

Sexuality is a difficult area of human experience to define and explore. It is complex, varied and 

contradictory and has moral and political implications. It is an intimate and private aspect of our 

lives but is still subject to public concern. Still it means that health care workers must talk about 

sexual health and sexuality. It also means that nurses and other health care workers need deeper 

knowledge and understanding about these issues to help my patients to find feelings of better 

health and well-being.  

 

 

BACKGROUND 

HIV  

Human immunodeficiency virus (HIV) spreads via the blood, blood products, seed, vaginal 

secretion and breast milk. Today there are two known types of HIV, HIV-1 and HIV-2. HIV-1 is 

most common and is the type of infection that this text refers to (Mellgren 2006, p 1). The most 

common way of transmission worldwide is heterosexual transmission. Simply expressed, HIV-

virus connects on a special receptor on white blood cells called CD-4. After fusion, the viral 

HIV-RNA is transcribed by reverse transcriptase to viral DNA that integrates with the human 

DNA. It then uses the host cell to produce new virus particles that can spread via blood in the 

body. The medicines that are used today, antiretroviral treatment (ART) work on different levels 

in the virus´ replication process and the most effective ART is a combination treatment that 

affects the different replication levels. There is no cure for HIV but since the introduction of 

ART, the disease can be controlled. There are viruses that have developed medical resistance to 

ART due to suboptimal drug concentration (Mellgren 2006, ps. 3-15).  

 

 

Since HIV was discovered in the early 1980´s, the HIV/AIDS epidemic has spread to about 34 

million persons worldwide (Kallings 2005, ps. 30-32; SMI 2013a, WHO 2013a). ART is 

available since the end of 1980 and in Sweden medication is offered to all of the 6500 HIV-

positive persons that are eligible for treatment (Kallings 2005, ps. 93; Mellgren 2006, p. 15; SMI 

2013a). The access to ART and its effectiveness has made HIV to be a chronic illness in well-

treated persons. This has changed health care not only to focus on symptomatic and medical 

treatment but also to improve health and quality of life (QOL) for HIV-positive persons (Bharat 

& Mahendra 2007, p.93; Wilson, Girardin, Schwartz, Golub, Cohen, Maki, Greenblatt, Massad, 

Robison, Goparaju & Lindau 2010, p. 360 ; Maticka-Tyndale & Adam 2002). 
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In Sweden, HIV is considered to be a serious disease that can cause public hazard and therefore it 

is subject to many laws, regulations and policy documents (SMI & Socialstyrelsen 2010; 

Smittskyddsläkarföreningen 2013; Smittskyddslagen ((Swedish Communicable Diseases Act) 

SML) 2004:168). The most important law affecting the individual HIV-positive person in 

Sweden is the “” (SML 2004:168). It regulates the administrative and practical work between 

national, regional and local actors. The law also stipulates the individual’s rights and obligations 

in the prevention of spreading the HIV-infection. As a registered nurse in Sweden you are 

obliged to inform the patients about the Swedish Communicable Diseases Act. Willful 

transmission of HIV is considered as being a crime and the penalty can be imprisonment (SMI & 

Socialstyrelsen 2010, ps. 31-33).  

 

 

New reports and new regulations are being issued in recognition of the fact that HIV is not so 

easily transmitted if you are under ART (Cohen, Chen, McCauley, Gamble, Hosseinipour, 

Kumarasamy, Hakim, Kumwenda, Grinsztejn, Pilotto, Godbole, Mehendale, Charlyalertsak, 

Santos, Mayer, Hoffman, Eshleman, Piwowar-Manning, Wang, Makhema, Mills, Bruyn de G, 

Sanne, Eron, Gallant, Havlir, Swindells, Ribaudo, Elharrar, Burns, Taha, Nilsen-Saines, 

Calentano, Essex & Fleming 2011; Hasse, Ledergerber, Hirschel, Vernazza, Glass, Jeannin, 

Evison, Elzi, Cavassini, Bernasconi, Nicca & Swiss Cohort Study 2010). Recently Sweden 

presented a new report about HIV-transmission during ART (SMI, 2013b) which indicates a new 

approach to the legal obligation of disclosure in the Swedish Communicable Diseases Act.  

 

HIV and stigma  

Due to the ART, HIV is considered to be a chronic disease and many people compare HIV to 

other chronic diseases like diabetes. But there is a dimension of HIV that is not comparable to 

diabetes and that is stigma and its psycho-sociological issues (Shapiro & Ray 2007; Wingood, 

DiClemente, Mikhail, McCree, Davies, Hardin, Peterson, Hook & Saag 2007, p. 101; Nöstlinger, 

Nideröst, Woo, Platteau, Loos, Colebunders, The Swiss Cohort Study group & The Eurosupport 

5 Study group 2010, p. 920). Stigma is defined by Goffman as an “attribute that is deeply 

discrediting” and that reduces the person who experiences stigma “from a whole and usual 

person to a tainted, discounted one” (Goffman 1963, p. 3). It means the stigmatized person is 

seen as something abnormal and as substandard. It makes it easier to discriminate and results in 

reduced opportunities for that person (Goffman 1963, p. 3-5). The stigmatisation process usually 

begins with community’s response to the person, and eventually the person starts to expect such 

reactions before they occur and even when they don’t occur (Kleinman 1988, p. 160). Stigma is 

when there exists: 1) distinguished and labelled differences, 2) associated human differences with 

negative attributes, 3) a separated “us” from “them” and 4) status loss and discrimination (Link 

and Phelan 2001, ps. 367-371). HIV-related stigma means a collection of adverse attitudes, 

beliefs and actions of others against persons living with or affected by HIV, which may result in 

harmful internalized beliefs or actions taken by these persons that may result in negative health 

outcomes (Florom-Smith & De Santis 2012, p. 161). 

 

HIV and women 

The concept sexual health is a broad concept and the approach to sexual health in regulations and 

policies most often means focusing on STD and reproductive issues. The Swedish parliament 

talks about sexual health as quality of life, personal relations in counseling and health care. At 

the beginning of the 1980s the HIV/AIDS epidemic dramatically modified the place and status of 
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sexuality in public health. The most efficient way to stop transmission of HIV was to change 

individual sexual behaviour and sexuality became something public, a sexual health issue (Giami 

2002, p. 5). In 2003 the Swedish government issued a new policy document as part of the new 

public health policy including eleven public health goals areas. Two of these areas include sexual 

and reproductive health and focus in unprotected sex, early care at the time of abortion, and 

sexual violence (Swedish national Institute of Public health 2011; 2012).  

 

 

Being a woman with HIV presents unique challenges regarding sexual and reproductive health 

such as sexuality, partner relations, sexual satisfaction and child bearing (Shaan, Tayolor, 

Puvimanasinghe, Busang, Keapoletswe & Marlink 2012; Gruskin, Ferguson & O`Malley 2007). 

Many HIV-positive persons also describe that they aren’t expected to have a sexual life at all 

(Duffy 2005; Shapiro & Ray 2007). Still, 90 % of HIV-positive women report that they are 

sexually active after testing HIV-positive (Bova & Durante 2003, p. 80). Sexually active HIV-

positive women express that adhering to safer sex is a major challenge (Simoni, Walters & Nero 

2000; Massad, Farhi, Ackatz, Sha & benson 1995). They also report statistically significantly 

lower scores in sexual interest and desire compared to HIV-negative women (Denis & Hong 

2003, p. 104). Other studies confirm increased sexual interest but also show that HIV-positive 

women have lower sexual activity, less sexual satisfaction, less orgasm, more pain during sexual 

activity and experience other sexual problems more than non HIV-positive women (Denis & 

Hong 2003; Cranson & Caron 1998).  

 

 

Culture, gender and psycho-social factors are important so called underlying factors that make 

part of the context of living with HIV for HIV-positive women (Nöstlinger et al. 2010). Sexual 

well-being is an important part of good health and well-being and can be seen as an integrated 

part of personality and of being a woman. These are important components of life itself 

(Arrington, Cofrancesco & Wu 2004; Eriksson, Nordström, Berglund & Sandström 2000; 

Swedish national Institute of Public health 2012; WHO 2013b).  

 

Theoretical framework 

Health and caring science 

According to WHO’s definition from 1946 of health, health is a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity. Health is 

defined as a fundamental right of individuals and communities. It includes psychological and 

social dimensions of individuals and defines both society and the environment as conditions for 

health (WHO 1946).  

 

 

Health embodies one of four caring consensus ideas; patient, health, environment and caring 

(Dahlberg & Segesten 2010, p. 44). One of the most central concerns in caring science according 

to Dalhberg and Segesten (2010) and Eriksson (1994) is to help patients to the best health 

possible and reduce the effects of illness or suffering. In a phenomenological way of seeing,  

phenomena are referred to as the things you experience around you and how the phenomena 

impact on the consciousness. Knowledge about phenomena can be achieved when people 

communicate their experiences of the phenomena (Wiklund Gustin & Bergbom 2012, ps. 69-70). 

In phenomenology there is also a connection between the human being and the lived world which 

means that the human being always is affected by his/her surroundings. A person cannot live 

isolated from the context in which she lives. The human being is described as a living body, a 

fusion of body and soul, and the human being is endowed with a wish to live in its own unique 
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body (Dahlberg, Dahlberg & Nyström 2008). A person is thus its body and without a body she 

can’t have access to life. The experiences that are being expressed also have to do with the 

language that communicates the lived experiences. In a caring science perspective, health can 

only be understood in relation to a person’s life and life situation (Wiklund Gustin & Bergbom 

2012, p. 201). HIV-infection, which is considered a chronic disease, affects a person’s body, 

mind and soul. These are important parts in good health and well-being in a holistic perspective.  

 

 

Sexual health 

According to WHO, sexual well-being is an integrated part of the definition of good health 

(WHO 2013b). For caring science as for all other sciences, it is important that the concepts being 

used are clear and unambiguous (Wiklund Gustin & Bergbom 2012, p. 75). The concept of 

sexual health is developed from the definition of health and WHO defines sexual health as a state 

of physical, emotional, mental and social well-being in relation to sexuality; it is not merely the 

absence of disease, dysfunction or infirmity. Sexual health requires a positive and respectful 

approach to sexuality and sexual relationships, as well as the possibility of having pleasurable 

and safe sex experiences, free of coercion, discrimination and violence. For sexual health to be 

attained and maintained, the sexual right of all persons must be respected and fulfilled. The 

fulfilment of sexual health is tied to the extent to which human rights are respected, protected and 

fulfilled and is therefore connected to political, economical and religious factors (WHO 2013b). 

Sexual health is connected to reproductive health and sometimes it’s difficult to separate the 

concepts. Reproductive health focuses in reproduction, childbearing, diseases of the genital 

organs or the treatment thereof (WHO 2013b). Family planning is the most obvious connection 

between sexual health and reproductive health.  

 

 

Sexuality is part of the concept sexual health and is sometimes used synonymously. But sexual 

health focuses on populations rather than individuals (Giami 2002). Sexuality includes roles, 

biological sex and sexuality and how it is influenced by the interaction of biological, social, 

economic, political, cultural, legal, historical, religious and spiritual factors (WHO 2013b). 

Sexuality is not the same as sexual activity or how often you have sex. It is an integrated part of 

personality, an aspect of being human and includes sex, gender identities and roles, sexual 

orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is experienced and 

expressed in thoughts, fantasies, desires, beliefs, values, behaviours, practices, roles and 

relationships (Swedish national Institute of Public health (Statens folkhälsoinstitut) 2012; 2011; 

WHO 2013b). 

 

 

Figure 1 is an attempt to summarize and explain how the author of this study understands the 

complexity of sexual health with a caring science perspective. It is a broad concept and can be 

seen as a physical, emotional, mental and social well-being in relation to sexuality. Underlying 

factors like political systems, legal systems, religious and economical structures can affect and 

make people to take risks that affect sexual health. The figure also shows its relation to 

reproductive health. 
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THE CONCEPTS OF SEXUAL AND REPRODUCTIVE HEALTH 
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Figure 1: The complexity of women’s sexual health from a holistic care science perspective and its relation to 

reproductive health. 

 

 

RESEARCH PROBLEM 
 

Sexual health and sexuality is a difficult area of human experience to define and explore. It is an 

intimate and private aspect of our lives and might be difficult to discuss with other people. There 

seems not to be any consensus around the concept sexual health in the context of being HIV-

positive women. Different authors focus on different areas of sexual health and many studies 

tend to focus on measuring sexual health in sexual activity or sexual dysfunction. This does not 

include experiences and feelings and is therefore not enough in order to capture the wide 

complexity of sexual health.  

 

 

To provide adequate care to these women, meaning that they can talk about sexual health and 

sexuality, health care workers need knowledge about the topic. To live with HIV means facing 

specific problems and challenges when it comes to sexual health. To help HIV-positive women 

to achieve good health and well-being involves examining how they experience and describe 

sexual health. To better understand how sexual health shows itself to these women and how they 

experience it, more qualitative research needs to better highlight the phenomenon. Through 

synthesising already existing qualitative studies in the research area new knowledge can develop. 

This new understanding and knowledge can help to fill in the gaps of knowledge for how HIV-

positive women experience and describe sexual health.   
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AIM 
 

The purpose of this study is to analyze and synthesize the results from qualitative research about 

how HIV-positive women describe and experience sexual health.  

 

 

METHOD  

Design 

Meta-synthesis is an interpretative method that can be used specifically to examine a research 

area or to synthesize already made qualitative studies in the research area. A meta-synthesis is an 

investigation of the results and processes of previous research and means to synthesize and 

produce a new integrated interpretation. It highlights which populations have been studied and 

which have not, and synthesis and interprets the results of previous studies to reflect the state of 

research in a specific area (Jones 2007, p. 64).  

 

 

Noblit and Hare are developers of meta-ethnography and it is essentially an analysis of the 

analysis of research data provided by primary researchers in their reports of the research. Meta-

ethnography is considered the synthesis of interpretative research (Noblit & Hare 1988; Jones 

2007) and is a type of meta-synthesis. Their major innovation was to specify that the primary 

researcher’s interpretations of their data formed the material to be synthesized. This entailed 

identifying, comparing and contrasting the key metaphors evident in the findings presented in 

primary research reports and hypothesizing about the relationships between various findings. 

Key metaphors are words, phrases, ideas, concepts or categories that encapsulate research 

findings (Martinsen, Paterson, Harder & Biering-Sörensen 2007, p. 209). This method means 

involving the translation of interactive, naturalistic, hermeneutic or phenomenological studies 

into one another. Translation means maintaining the central metaphor/theme of each account in 

their relation to other key metaphors or themes in that account and compares their interactions. 

Translating also means to involve treating the accounts into analogies and means to make a 

whole into something more than parts alone imply. Noblit and Hare (1988) mean that all relevant 

studies in the research interest area should be included, but they don’t appraise the quality of the 

articles. Meta-ethnography has been further elaborated by Paterson´s (2001) idea of meta-method 

meaning analyzing the included qualitative articles´ quality.  

 

 

The present study will follow Noblit and Hare´s (1988) seven-step meta-ethnography method 

that is considered suitable for synthesizing all types of interpretative research and not just 

ethnographic studies. Paterson’s meta-method of analyzing the included articles will be fulfilled 

by using Walsh and Downe´s instrument for the appraisal of qualitative studies (Paterson 2007; 

Walsh & Downe 2006). The checklist was developed after experiencing problems in appraising 

qualitative articles.  

 

 

The research process can be described as follows (Noblit & Hare 1988, ps. 26-29): 

1. Choosing a research question.  

2. Deciding what is relevant to the initial interest.  

3. Reading the whole studies.  

4. Determining how the studies are related.  

5. Translating the studies results into one another.  
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6. Synthesizing translations. 

7. Expressing and communicating the synthesis.   

 

Sampling and data collection 

A meta-synthesis starts with choosing a research question and to identify an intellectual interest 

that qualitative research might inform. In health care the focus should be broad enough to capture 

the phenomenon of interest but specific enough for the findings to be meaningful to healthcare 

providers (Jones 2007, p. 66; Paterson 2007; Sandelowski & Barroso 2007, ps. 23-26).  

 

 

Searches for relevant articles were made in Cinahl and at Högskolan in Borås’ electronic library 

between 130301 and 131101. The collection of data was done during a long period of time and 

many times. Following Sandelowski, electronic searches was supplemented with footnote 

chasing and search of relevant articles (Sandelowski & Barroso 2007). A list of articles was 

developed that could potentially be included, and inclusion and exclusion criteria were identified 

and these were related to factors such as study samples, settings and themes. It was important to 

decide how much data was to be used and what was regarded as enough.   

 

 

Inclusion criteria were:  

 Per-reviewed studies 

 Qualitative articles 

 HIV-positive women  

 There should be an abstract to read.  

 English, Swedish or Portuguese language 

 

 

Exclusion has not been based on year of publication in spite of the fact that there has been a 

change in life quality since the introduction of ART in the 1990´s for HIV-positive women. The 

reason for this is that not many qualitative studies in sexual health for HIV-positive women were 

made before this.  

 

 

Exclusion criteria were: 

 Studies cited in Africa or areas with high poverty. In these areas the population doesn’t 

have the same access to ART. Therefore the studies were excluded so the study cites 

looked as much as a Swedish context as possible. There are no studies done in Sweden in 

this area to include in this meta-synthesis.  

 Studies including informants with different sexes, for example couples 

 Studies including only sex-workers  

 Studies including only adolescents  

 

 

Search/key words used were “sex”, “sexuality”, “health”, “HIV”, “women” and “qualitative”. 

Searching in combination gave 393 hits and all titles were read and after that about 30 abstracts 

were read.  
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Table 1: Search results in CINAHL 
Search number Search/key words Number of search results   Search history 

# 1 sex* 109 081 Too many search results 

# 2 health 625 797 Too many search results 

# 3 sex* AND health 44 348 Too many search results 

# 4 HIV* 50 995  Too many search results 

# 5 sex* AND health AND 

HIV* 

6 342 Too many search results 

# 6 women 131 709 Too many search results 

# 7 femin* 4 198 Too many search results 

# 8 sex* AND health* AND 

HIV* AND women 

1 720  Too many search results 

# 9 sex* AND health AND 

HIV* AND femin* 

40 No articles chosen 

# 10 qualitative 63 328 Too many search results 

# 11 sex* AND HIV* AND 

women* AND qualitative 

393 Article 1,2,3,5,6 found 

# 12 sex* AND health* AND 

HIV* AND women AND 

qualitative 

266 Article 1,2,6 found 

# 13 sex* AND health AND 

HIV* AND femin* AND 

qualitative 

7 No article chosen 

Search #1, #2, #3, #4, #5, #6, #7, #8, #10 gave too many search  results to read all articles´ titles. 

 

 

After reading the articles more footnotes chasing was done together with a scrutiny of the 

references and in total around 40 abstracts were read.  

 

 

Table 2: Articles that were chosen after reading abstracts: finale appraisal 
Number of article. Author and 

publication year 

Finale appraisal Reason for exclusion 

1. Psaros et al. 2012 Included  

2. Sanders 2009 Included  

3. Almeida, Silveira, Ferreira da 

Silva, Araúju & Gymaraes 2010 

Included   

4. Siegel, Schrimshaw & Lekas 

2006 

Included found through footnoting  

5. Keegan, Lambert & Petrak 2005 Included  

6. Gurevich, Mathiesin, Bower & 

Dhayanandhan 2007 

Included   

7. Cranson & Caron 1998 Excluded The study includes both men and 

women. The reason the article even 

was considered to be part is that it is 

an important study that is being 

referred to in many articles. It was 

also presenting the results so you 

could sort out the women’s answers. 

8. Tetri, Bowleg & Lloyd 2010 Excluded Doesn’t answer this study’s 

purpose. 

9. Kelly, Lohan, Alderice & Spence 

2011 

Excluded The study includes both men and 

women. 

10. Maticka-Tyndale, Adam & 

Cohen 2002 

Excluded The study includes both men and 

women 

Each article was given a number that made the process of analysis easier. 
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Analyzing 

The analysis was made in three steps; 1) the articles methods were studied, 2) appraisal of the 

articles quality was made and 3) the articles result were synthesized. Step 1 and 2 means to find 

the right articles to include and is part of the sampling and data collection described above. It is 

important to eliminate poor studies from the analysis. The author read each paper in detail and 

extracted information that was necessary for determining the quality of the study, including 

research purpose, data collection etc.  

 

 

The final step was to analyse and synthesise the data from each study. The author begun by 

identifying key metaphors that are evident in the primary research findings. Each article has to be 

read several times in their entirety in order to get a first understanding of what the articles stood 

for and to get a first understanding of HIV-positive women’s sexual health. According to Noblit 

and Hare, it requires extensive attention to the details in the accounts provided by respondents 

and in what way they relate their concerns; care must also be taken in the noting of interpretative 

metaphors. A metaphor in meta-ethnography means that it is the simplest concept that accounts 

for the phenomena and involves transference between literal sense and an absurd sense of word 

or phrase (1988, ps. 33-34). In this study the word theme will be used instead of metaphor. After 

the reading, the various studies must be put together to determine the relationships/connections 

between the studies. Noblit and Hare (1988, p. 38) explain that the researcher has to create a list 

of key metaphors, phrases, ideas and /or concepts and their relations. Key metaphors are words, 

phrases, ideas, concepts, themes, or categories that encapsulate the essence of the research 

findings. The author began identifying key metaphors like words phrases ideas concepts and 

themes or categories that encapsulate the essence of the research finding. All key concepts, 

keyword and meanings were listed in a large table and then the relationships between the groups 

were illustrated. The author hypothesized about how these themes were reflected in relationships 

that exist between various primary research findings and therefore returned to the primary 

research reports to test this hypothesis that was generated. Therefore quotations sometimes are 

used to illustrate the new themes (Martinsen et al. 2007). 

 

 

The connections of the studies included can according to Noblit and Hare (1988) lead to one of 

three possibilities: 1) the accounts in the studies are directly comparable as reciprocal 

translations, 2) the accounts stand in relative opposition to each other and are essentially 

refutational or 3) studies taken together represent a “lines of argument” rather than a reciprocal 

or refutational translation. In this thesis the studies are connected in a “lines of argument” 

synthesis to describe sexual health. There is a wide spectrum of studies in this research area and 

lines of argument redrawn from different studies and the goal is to discover a whole among a set 

of parts. It is comparative because it constructs an analogy of the relationships among the studies 

and it is holistic because it constructs an interpretation of the interrelations and contexts of all the 

studies (Noblit & Hare 1988, ps. 62-64). 

 

 

A lines of argument synthesis is complete when the assumptions have been checked, the 

appropriate translations made, a text created that reveals the process and synthetic results 

reported in a form appropriate to the audience (Noblit & Hare 1988, ps. 26-29).  
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Ethical considerations 

A meta-synthesis doesn’t include or involve any person as an individual directly. This study 

doesn’t include direct empirical observations, which means that no application to Ethical 

committee is necessary. Instead it is important to look at every single study’s ethical 

consideration to determine whether they adhere to the ethical rules of research which require 

protection of individual integrity and ensuring that the principle of no harm is not violated 

(WMA 2013). The ethical considerations in the articles have been analyzed in accordance with 

Walsh and Downe’s checklist (2006).  

 

 

RESULTS 
The results in this meta-synthesis consist of two parts: 1) presentation of the appraisal of the 

included qualitative articles´ quality, and 2) presentation of the result of the synthesized articles 

results.   

 

Appraisal of the included articles quality  

The appraisal of the included articles quality together with a conclusion of the six included 

articles is being illustrated in table 3.  



Table 3: Appraisal of the included qualitative articles and its references 
 

 

Article 1 

Psaros et al. 2012 

Article 2 

Sanders 2009 

Article 3 

Almeida et al. 2010 

Article 4 

Siegel, Schrimshaw & Lekas 2006 

Article 5 

Keegan, Lambert & Petrak 2005 

Article 6  

Gurevich et al. 2007 

 Stages 

 Essential 

criteria 

Specific prompts Specific prompts Specific prompts Specific prompts                Specific prompts                              Specific prompts 

 Scope and purpose 
 Clear 

statement 

of 
research 

question, 

aims and 
purposes 

 Study 
contextualised 

by existing 

literature 
 

 

 Explore and understand 
intimacy and sexual 

decision-making in HIV-

positive women over 50. 
 Explicit research question 

and purpose given and is 

well described. 
 The need for research 

well described. HIV 
research focuses in HIV 

prevention. 

 Short introduction. 
 Could be a more detailed 

literature overview of the 

research area. 

 Describe sexual 
behaviours and practices 

of women living with 

HIV in relation to sex and 
pregnancy. 

 Explicit research question 

and purpose given. 
 Study contextualised by 

existing literature. 
 The need for research is 

well described. 

 Link between research and 
existing knowledge 

demonstrated. 

 
 

 To apprehend the 
subjectivity 

productions and new 

concepts of sexuality 
in a group of women 

living with HIV/aids. 

 The need for research 
is described. 

   Explicit purpose    
given, and theory 

building well 

described.  
 Link between research 

and existing knowledge 

could have been more 
detailed.  

 Not much literature 

overview. 

 Explores how HIV disease 
affects women’s interest in sex 

and if there is difference before 

and after ART. 
 Clear statement of the need for 

research and research purpose. 

 Study contextualised by 
existing literature. 

 Link between research and 
existing knowledge 

demonstrated. 

 Good literature overview, well 
described. 

 The introduction is well 

described, almost too long so it 
makes it difficult to read.  

 Theoretical background well 

described.  

 Investigates sexual behavior 
and relationship in HIV-

positive women. 

 Clear statement of the need 
for research and research 

purpose. 

 Study contextualised by 
existing literature. 

 Link between research and 
existing knowledge 

demonstrated. 

 Literature overview 
contextualises findings and is 

well described. 

 Explore the ways in which 
women reconstruct their 

sexuality after diagnosis and 

treatment. 
 Clear statement of the need for 

research and research purpose. 

 Study contextualised by 
existing literature. 

 Link between research and 
existing knowledge 

demonstrated. 

 Literature overview and 
literature to contextualise 

findings well described.  

 The introduction is well 
theorized and almost too long 

and difficult to follow.  

 Design 
 Method and 

design 

apparent, and 
consistent with 

research intent 

 Data collection 
strategy 

apparent and 

appropriate 
 

 Qualitative research 
 In-depth semi structured 

individual interviews. 

Guidelines by Huberman 
and Miles. 

 Capture women’s 

experiences. 
 Discussion of method is 

described but not any 

deeper discussion about 
ontological questions. 

 Data collection strategy 

apparent and appropriate. 
 Collection strategy well 

described to capture and 
examine the research 

question. 

 Qualitative research 
 Inductive approach 

 Discussion of 

epistemological/ontology-
cal grounding is described 

in terms of qualitative 

findings. 
 Exploring the specific 

qualitative method. 

 Discussion of method is 
well described and data 

collection strategy is also 

well described. 
 Secondary analysis of 

data, which permits new 
questions. 

 Qualitative research 
 The socio-poetic 

method. Examine the 

normative truths. 
 Discussion of 

epistemological/onto-

logical grounding is 
described. 

 Discussion of method 

well described. Maybe 
because it is an 

unknown method so it 

has to be well 
described. 

 Data collection strategy 
apparent and 

appropriate. Called 

data production. 
 Collection strategy 

well described to 

capture and examine 
the research question. 

 Qualitative research 
 Focused interview 

 Interviewers used an interview 

guide. 
 

 Cross-sectional study but only 
qualitative results presented 

in the article. 

 In depths semi-structured 
interviews.  

 Interpretative guidelines 

developed by Smith. 
 The researchers explain 

ontology. 

 Explaining IPA 
(Interpretative 

Phenomenological Analysis) 

very well. 
 Discussion of method given. 

 Qualitative research and 
method. 

 Semi- structured interviews. 

 Interview guide 
 Discussion of epistemological 

exists and ontological approach 

well described.  
 Exploring the specific 

qualitative method. 

 Discussion of method given. 

 Sampling strategy 

 Sample and 

sampling method 
appropriate 

 

 19 women from Boston 

area 

 Community 
organizations and 

hospitals. 

 Sample and samplings 
method described. Use of 

flyers and a screening 

program for another 
study. 

 9 mothers 

 Sample and sampling 

method described but 
more detailed description 

in the primary study. It’s 

well described. 
 Sampling strategy-

justification well 

described and discussed, 
because it’s a secondary 

 9 women  

 Study site well 
described. 

 Inclusion and exclusion 
criteria described. 

 Data production 

instead of data 
collection. 

 Data were produced in 

 158 women in two samples. 

 New York City 

 146 interviewed 1994-1996. 
138 interviewed 2000-2003. 

 Specific inclusion and 

exclusion criteria given. 
 Participants, recruitment and 

procedure well described. 

 Sample of convenience 

 21 women, UK 

 Recruitment process well 

described.  
 Selection criteria, description 

of sampling described. 

 Discussion of sample 

 20 women in Canada. 

 Recruitment process described.  

 Selection criteria, description 
of sampling described. 
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 Inclusion and exclusion 

criteria well described. 4 
inclusion criteria. One 

exclusion 

 Miss discussion about the 
sample. 

analysis. 

 Discussion and 
description of the sample 

is given 

a workshop with socio-

poetic principles 
(painting, discussion, 

transcribing). 

 Analysis 

 Analytic 
approach 

appropriate 

 
 

 Content analyses. 

 Grounded theory 
approach. 

 Audio taped and 

transcribed texts. 
 Nvivo 9 software 

 Using techniques 

described by Miles and 

Huberman. 

 Coding systems 

described. 
 Very detailed analyze 

description made. 

 

 Qualitative thematic 

analysis of interviews. 
 Audio taped and 

transcribed texts. 

 Well described how the 
analysis was done. 

 Coding systems were 

used. 

 Thematic maps. 

 

 The research phases 
are described in detail. 

 The analytical 

approach is that 
knowledge is 

constructed in a 

collective process 
between the researcher 

and research subject. 

 The group in 
workshops performed 

the analysis. Also 
individual analyses. 

 Cross sectional 
analyses-sex and HIV. 

 The transcribed interviews 

were analyzed 
 Iterative process of thematic 

content analysis. 

 Analyses process well 
described. 

 Coding system used 

 Software program ATLAS. 

 Identify principal themes. 

  

 Interview transcripts analyzed 

after principles of IPA. 
 Identify themes and clusters. 

 Context retained 

 Strategy for analyze well 
described.  

 IPA method described and 

discussed. 

 Phenomenological worlds of 

the participant and to explore 

beliefs and constructs that are 
manifest in what the 

respondent says but 

acknowledges that the 
process of deriving meaning 

from data is inevitably 

influenced by the researchers 
own ideas, interpretations and 

values. 

 Interview transcripts 

 Explicate dominant themes 
 Discursive approaches and 

thematic analysis. 

 Themes are coherent patterns  
 Explicit approach made. 

 

 Interpretation 
 Context 

described and 

taken account in 
interpretation 

 Clear audit trail 

given 
 Data used to 

support 

interpretation 

 Three themes described. 
 Easy to follow the 

themes.  

 Clear audit trail given. 
Saved during the whole 

process. Well described 

by the authors. 
 Sufficient discussion of 

research processes so 

others can follow. 
 Data used to support 

interpretation. Citations 

are used. 

 Three clear 
themes/concerns. 

 Presentation of three 

themes.  
 Context described. 

 Clear audit trail given. 

 Sufficient discussion of 
research processes so 

others can follow. 

 Citations/collected data 
used to support 

interpretation. 

 Clear exposition into 
conclusions. 

 Sexuality appears in 
several dimensions. 

 Presentation of 

categories. Both verbal 

data and poetic 

outcomes. 

 Context described and 

taken account in 
interpretation. 

 Evidence that 
researcher 

interrogating the data. 

 It is a little difficult to 
do the same, although 

they have tried to 

explain the method. 

 Discussion of research 

processes so others can 
follow but still 

complicated. 

 Data used to support 
interpretation. 

 Not so clear 
presentation of the 

themes. More 

philosophical. 

 Presents three major 
areas/themes of sexual change 

 Easy to follow the researchers 

presentation. 
 Description of interpersonal 

context. 

 Well-described discussion of 
research processes so others 

can follow.  

 Clear exposition into 
conclusions. 

 A little bit long 

 Presents three broad 
categories. 

 Easy to follow the 

presentation. 
 Data is presented to prove the 

researchers description of the 

result.  
 Evidence that researcher 

interrogating the data. 

 Sufficient discussion of 
research processes so others 

can follow.  

 Clear exposition into 
conclusions. 

 Presents themes. 
 A little bit too long presentation 

of the results. 

 Evidence that researcher 
interrogating the data. 

 Sufficient discussion of 

research processes so others 
can follow. 

 Reflexivity  

 Researchers 

 Researchers’ reflexivity 

demonstrated. 

 Researchers’ reflexivity 

demonstrated. 
 Researchers’ 

reflexivity 

 The researcher reflects over 

the results. 

 Very good reflections. 

 They reflect over the process 

 Reflects over discourses 

 Discussion of relationship 
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reflexivity 

demonstrated 
  

 Discussion of 

relationship between 
researcher and 

participants. 

 Researchers influence in 
research process 

described. 

 Good discussion. 

 Evidence of how 
problems were met. 

demonstrated.  

 The chosen method is 
built on reflexivity. 

 Discussion of 
relationship between 

researcher and 
participants well 

described. It is 

important in the socio-
poetic method. 

 Researchers influence 

in research process. 

 Evidence of how 

problems were met. 

 Researchers influence in 

research process. 
 Miss more reflections 

 

and how it influences the 

analyses process.  
 Discussion of relationship 

between researcher and 

participants.  
 Researchers influence in 

research process. 

between researcher and 

participants.  
 Researchers influence in 

research process. 

 

 Ethical dimensions 

 Demonstration 

of sensitivity to 
ethical concerns 

 

 Demonstration of 

sensitivity to ethical 

concerns. 
 Ethical committee 

approval granted. 

 Discussion about the 
small sample.  

 Participants paid 25 

dollar. 

 Demonstration of 

sensitivity to ethical 

concerns. Information 
about confidentiality and 

consent was given the 

participants. 
 Ethical committee 

approval granted. 

 Demonstration of 

sensitivity to ethical 

concerns. 

 Participants had 

anonymity 

 Ethical committee 

approval granted. 

 Recording of 

dilemmas. 

 The study is approved and 

granted. 

 Clear commitment 
 Participants received 75 dollar. 

 Discussion of ethical concerns.  

 

 An ethical committee 

approves the study. 

 Reflection of sample and 
inclusion.  

 Doesn’t explain how data was 

handled.  
 Clear commitment. 

 Discussion about sample 

related to stigma. 

 Discussion about anonymity. 
Confidentially. 

 Ethical committee approval 

granted 

 Relevance and 
transferability  

 Relevance and 

transferability 

evident 

 

 Good and interesting 
research. 

 Limitations and 

weaknesses outlined, but 

could have been more 

discussed. 

 Resonates with other 
knowledge and 

experience but would 

have been interesting 
with even more 

references to quantitative 

studies made in the area. 
 Provides new insights 

 May help to guide sexual 

health-related 
interventions for older 

HIV-infected women 

 Outlines for further 
directions for 

investigation. 

 Aims and purposes of 
research were achieved. 

 Good and interesting 
research. 

 Limitations and 

weaknesses discussed but 

could be even more 

discussed. 

 Resonates with other 
knowledge and 

experience. 

 Results and conclusions 
supported by evidence. 

 Provides new insights 

and outlines for further 
directions for 

investigation. Show gaps 

of knowledge. 
 Aims and purposes of 

research were achieved. 

 Clinical considerations 
presented. 

 The study is very 
unique. 

 Analysis interwoven 

 Discussion how theory 

may fit. 

 Limitations not so 

much discussed. 

 Provides new insights. 

 Outlines for further 
directions for 

investigation. 

 Aims/purposes of 
research were 

achieved. 

 Not so many 

references. 

 New method for the 

author. 

 The study answers the purpose. 
 Good research but the article is 

a little too long and makes it 

hard to follow. 

 The study provides new insight 

and deepens the understanding 

and knowledge. 
 Limitations and weaknesses 

discussed. Good discussion 

about the sample. 
 Resonates with other 

knowledge and experience. 

 Outlines for further directions 
for investigation. 

 Evidence for typicality 
 Discussion how theory may 

fit. 

 Limitations and weaknesses 

discussed. 

 Resonates with other 

knowledge and experience. 
 Provides new insights. 

 Outlines for further directions 

for investigation. 
 Aims/purposes of research 

were achieved. 

 The study answers the purpose. 
 A good but too long article. It’s 

difficult to follow.  

 Resonates with other 

knowledge and experience.  

 The study provides new 

knowledge. It really shows the 
deep feelings. 

 Limitations and weaknesses are 

discussed. 
 Outlines for further directions 

and investigation. 



Synthesizing the results of the included articles 

The HIV-positive women’s experienced sexual health can be presented with six different themes. 

They are not equal in relation, but create a new whole understanding, a “lines of arguments” 

synthesis of sexual health. The six themes are changes, feeling of responsibility, feeling of fear, 

feeling of hopelessness, avoidance of risks and feeling of loss. An overview over the central 

themes that were first identified is presented in table 4. The table also shows the new themes and 

their sub themes. The six themes are then presented in figure 2 to illustrate the relations between 

the themes in the lines of arguments. 

 

 

Table 4: Overview of central themes, references, new themes and sub themes. 

Central themes found in the articles Reference  

as article  

number 

 New synthesized themes and sub 

themes 

   Changes 

HIV connected to sex 3,4,5,6   

HIV impacts on body image 1,3,4,5   

Medicines gives side effects that impact 

sexuality 

1,5   Body changes 

Feeling of being abnormal 2,5,6   

Transmission- Safe sex and condom use 2,3,4,5,6   

Unnatural sex 4,5,6   Changes in sexuality and 

sexual activity 

Less sexual functioning 3,4,5,6   

Difficulties negotiating  2,3,4,5,6   

Not equal relationships-creates a power 

differential 

Partner didn’t find them attractive 

1,5,6 

 

1,4 

  Changes in relationships 

Positive changes in sexuality  3,5   

     

   Feelings of responsibility 

Wanting to take care 1,2,4,5,6   

Safe sex and condom use 2,4,5,6   

Re-infection 4,5   

Shift in responsibility regarding safer sex 

practice 

2,4,6   Responsibility to prevent 

transmission of HIV 

Don’t want to harm others 1,2,4,5,6   

Sense of obligation to disclose status 1,5,6   

To take care and think of your self 1,5,6   Responsibility for  

Motherhood, pregnancy 2,3,4,6  themselves 

    

   Feelings of fear 

Feeling fear of transmission to partner 2,3,4,5,6   

Feeling fear of transmission to baby at 

pregnancy 

2,3,4   Fear of transmission and re-

infection 

Fear of re-infection 4,5   

Insecure about sexual techniques 2,4,5,6   
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Fear of rejection 1,2,3,4,5,6 

Fear of stigma disclosure 1,2,4,5,6   Fear of being rejected 

Fear of judgment 1,4,6   

Fear of violence 1,3,6   

Fear of getting sick 1,3   

    

   Feelings of hopelessness 

HIV as a problem 1,3,4,6   

Doubts in partners and relationships -who 

wants HIV positive women? 

1,4,5,6   

Stigma  1,2,4,5,6   

Negative experiences of disclosure 1,2,4,6   

Take what you get in relations 1,5,6   

Foreclosed power and decision making 1,5,6   

    

   Avoiding risks 

Try not to disclose 1,2,4,5,6   

Not disclose at all 2,4,5   Avoiding risks of disclosure 

Choose not to have intimate relationships 1,3,4,5,6   

Stay celibate because of disclosure issues 1,2,4,5   Avoiding risks of  

Stay celibate because of “safer sex” and 

condom use 

3,4,5,6               transmission 

    

   Feelings of loss 

Sexuality not allowed for women  

with HIV 

3,5   

No spontaneity in sexuality and sexual 

relationships  

2,4,5,6   Loss of freedom and 

spontaneity in sexuality 

Loss of sexual freedom 4,5,6   

Lower libido and less sexual enjoyment 3,4,5,6   

Lack of intimacy 1,3,4,5,6   

Suffer from choosing not to have 

relationships 

Loneliness  

1,3,4,5,6 

 

1,3,4,5,6 

  Loss of intimacy 

Feeling robbed of opportunities  1,4,6   

Loss or change of power in relationships 1,2,4,5,6 

 
  Loss of power and control 

 

 

Changes 

When a person is diagnosed with a disease it changes that person’s life situation and it forces a 

person to new interpretations of life. HIV is connected to sex (Almeida et al. 2010; Keegan, 

Lambert & Petrak 2005; Siegel, Schrimshaw & Lekas 2006; Gurevich et al. 2007), and therefore 

this change also impact sexual health when getting diagnosed with HIV. The changes can be 

categorized in body changes, changes in sexuality and sexual activity and changes in 

relationships. 

 

 

Body changes: Body changes can be physical changes such as medical side-effects due to ART 

or other physical changes that are connected to HIV (Psaros et al. 2012; Keegan, Lambert & 
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Petrak 2005). One of the side-effects is fatigue because of ART. Keegan, Lambert & Petrak 

(2005, p. 649) found that tiredness because of ART changes the lust for sexual activities. “With 

this medication (ART) I feel so tired that even the thought of sex is not paramount like it used to 

be”. Another side effect of early ART was lipodystrophy which affects how the body’s fat is 

distributed in the body. After years on medication the body sculpture starts to change and the 

psychical changes can actually be seen from outside. In this way the physical body change also 

affects the psychological body change.  

 

 

To get diagnosed with HIV means a drastic change in a person’s life and the lived body. This is 

also the real concern for HIV-positive women- the mental and psychological body change. HIV 

has an impact on the person’s body image so it also affects sexual health and sexuality. The body 

images are affected in negative ways and were sometimes expressed as feelings of 

unattractiveness (Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006; Gurevich et al. 2007). 

Even feelings of abnormality because of being HIV-positive and feelings of being dirty or 

ashamed were found in the studies (Siegel, Schrimshaw & Lekas 2006, p. 7).  

 

 

Changes in sexuality and sexual activity: The change of the lived body is deeply connected to sex 

and sexuality and is difficult to separate. Sexuality is also much about our beliefs, ideologies and 

imaginations as about our physical body. It is expressed as: “Sexuality is not just sex: it means 

knowing your own body, it is, it is living the body” (Almeida et al. 2010, ps. 166-167). The 

connection between HIV and sexuality and sexual activity is well described in the studies 

(Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; 

Gurevich et al. 2007). There is a feeling of that HIV always is present in the sexual act and that 

you never can forget HIV in the sexual act (Siegel, Schrimshaw & Lekas 2006, p. 7). This is a 

feeling that is strongly connected to the fact that HIV is being transmitted trough unprotected 

sex. To prevent transmission safe sex and condoms should/must be used. This means that HIV 

changes the sexual behavior and sexual activities. The changes could been seen as less sexual 

pleasure, and that the sexual act was disturbed by the fact of having HIV: “ having that thing at 

the back of my head saying “you are positive”” (Keegan, Lambert & Petrak 2005, p. 649). 

 

 

To always use condom and think of preventing transmission of HIV leads to a feeling of having 

unnatural sex (Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; Gurevich et 

al. 2007). Unnatural sex results in a perception that it is a hassle with sex and that it only creates 

anxiety (Siegel, Schrimshaw & Lekas 2006; Gurevich et al. 2007). Because of this some studies 

describe that condoms not always are used, especially in a long and stable relationship or if the 

women wants to become pregnant. The thinking of safe sex and the use of condoms led to a 

change in sexual functioning and diminished pleasure because of anxiety and the use of 

condoms.  

 

 

My sexual life has changed being HIV because it’s less spontaneous than it 

used to be, but it’s probably for everybody, the fact using condoms, the fact 

my partner is taking extreme care sometimes, so he’s less free also. There 

are things we don’t do anymore, my sexuality has become more constrained. 

 

(Gurevich et al. 2007, p. 18) 
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When less sexual enjoyment (Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006; Keegan, 

Lambert & Petrak 2005; Gurevich et al. 2007) intimacy in the relationships gets more important 

(Almeida et al. 2010; Gurevich et al. 2007). Intimacy is not only sexual activity but is something 

deeper than that. As Almeida (2010, p. 166) describes;” affection is even more important than the 

sexual relation itself”. It is also clear that sexuality not only is wild sex but something deeper. 

Almeida et al. (2010, p. 166) point out that it means feeling pleasure in the sexual act or just 

being close to a person. It could mean talking, touching one another. It means having a person 

besides you who cares, who is concerned, and who admires you. These are all words for 

intimacy.  

 

 

But intimacy is something that is important for all women, not only for HIV-positive women. It 

can be seen as a part of being a women. There is a needing and wanting for intimacy and a 

feeling of getting intimacy as ”being normal” (Psaros et al. 2012; Keegan, Lambert & Petrak 

2005). Many of the experienced changes are quite negative expressions, but there are also 

expressions of that the sexual change also led to something positive (Almeida et al. 2010; 

Keegan, Lambert & Petrak 2005). The positive feelings were showed as feeling more feminine 

and stronger. This resulted in that sexuality could be released to the full. There are expressions 

showing that some women still experienced sexuality and intimacy as natural and enjoyable parts 

of their lives and that made them feel like a woman. Still it was important it was with the right 

person (Keegan, Lambert & Petrak 2005, p. 648). 

 

 

Changes in relationships: Relationships is an important part of sexuality and sexual health (WHO 

2013b) and research shows that sexual well-being and relationships are connected. A functional 

relationship is important for the sexual life (Swedish National Institute of Public Health 2012). 

The relationship can change as a result of being diagnosed with HIV. Women in the articles who 

already were in a relationship experienced a change in the relationship with their partner (Psaros 

et al. 2012; Sanders 2009; Almeida et al. 2010, Siegel, Schrimshaw & Lekas 2006; Keegan, 

Lambert & Petrak 2005; Gurevich et al. 2007). This is being expressed as changes in the 

relationship because of changes in sexual activity. Some men didn’t want to have as much sex as 

before because of the anxiety and insecurity about transmission. The relationship could also 

change because the woman felt a change in an intimate level. It showed as lack of intimacy, for 

example that their partner didn’t care or kiss them as much as they used to do (Keegan, Lambert 

& Petrak 2005, p. 649). This could also be because some women experienced that their partner 

did not find them attractive any longer (Psaros et al. 2012). 

 

 

Women who weren’t in a stable relationship expressed more difficulties in meeting someone new 

and to enter into new intimate relationships (Psaros et al. 2012; Sanders 2009; Almeida et al. 

2010, Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; Gurevich et al. 

2007). It has to do with feelings of the changes in the body (feelings of unattractiveness and 

shame) and also difficulties due to issues relating to disclosure. The HIV was seen as a barrier 

and held them back from meeting new partners (Gurevich et al. 2007, p. 21). 

 

 

For many women, both single women and women in stable relationships, there is a shift in power 

in the relationship after being diagnosed with HIV (Psaros et al. 2012; Keegan, Lambert & Petrak 

2005; Gurevich et al. 2007). There was a feeling of inequity which is a deeper inner feeling and 

is connected to the obligation to always use condom. It is also related to stigma and disclosure. 
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Gurevich et al. (2007, p. 20) found that stigma and disclosure led to foreclosed power where 

disclosing the HIV status results in losing power.  

 

 

The changes of body, sexuality and sexual activity and relationships lead to different feelings for 

HIV-positive women in their expressions of sexual health. The changes though permeate these 

feelings and make a ground for the described feelings.  

 

 

Feelings of Responsibility  

There is a strong feeling of responsibility connected to HIV (Psaros et al. 2012; Sanders 2009; 

Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). The 

feelings of responsibility have to do with a feeling of a responsibility to prevent transmission of 

HIV and a feeling of responsibility for themselves. 

 

 

Responsibility to prevent transmission of HIV: The most prominent feeling of responsibility was 

to prevent transmission of HIV to a sexual partner (Sanders 2009; Siegel, Schrimshaw & Lekas 

2006; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). There is also a feeling of 

responsibility connected to pregnancy and a desire of not transmitting the infection to their baby 

(Sanders 2009; Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006).  

 

 

There is a feeling of strong obligation of using condom, not only to protect a partner from getting 

HIV, but to protect and take responsibility in not getting re-infected of HIV or get new STDs. 

Living with HIV means to always feel responsible for sexual activity and it means complying to 

safe sex and using condoms (Sanders 2009; Siegel, Schrimshaw & Lekas 2006; Keegan, 

Lambert & Petrak 2005; Gurevich et al. 2007). Gurevich et al. (2007, p. 24) talk about 

responsibility imperatives and describe that women are more active and more likely to use 

condoms. But condom is a used by men and women found difficulties negotiation condom use 

(Sanders 2009; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). There is a sentiment that 

it is women´s responsibility to practice safe sex and that men did not want to take responsibility 

to use condoms. The studies shows that after a while the woman gets tired of always taking 

responsibility so as time passed by the practice of consistent condom use decreases (Sanders 

2009, p. 65; Keegan, Lambert & Petrak 2005). 

 

 

Overall there was a strong feeling of not wanting to harm others and let others experience what 

they have gone though. This led to a strong feeling of obligation to disclose their HIV status 

(Psaros et al. 2012; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). “I said to myself 

when I first got sick that I would never ever do what was done to me to another person” (Psaros 

et al. 2012, p. 758). This strong obligation could also have to do with a legal burden to disclose 

(Psaros et al. 2012).   

 

 

Responsibility for themselves: The change of getting HIV was experienced as a starting point to 

start taking care of the women themselves and the surroundings (Psaros et al. 2012;). The change 

and the fact getting diagnosed with HIV gave a reason to start something new. The new start 

meant to focus in themselves and fulfill wants and needs. Active choices led to healthier lives, as 

for example deciding to end bad relationships or quit using drugs (Psaros et al. 2012, p. 757). 
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There was a feeling of responsibility and to: “think about me, and only me” (Psaros et al. 2012, 

p. 757).  

 

 

Responsibility is also important when it comes to the question of motherhood and pregnancy. 

Pregnancy itself can be a starting point for a healthier life (Sanders 2009) and gives reason to 

focus only on themselves, to be a healthy mother and therefore get a healthy baby (Sanders 

2009). This is also the connection between sexual health and reproductive health. Family 

planning and the decision to choose how many children you want is part of sexual rights.  

 

 

Feelings of fear 

The changes also led to different feelings of fear. The feelings of fear are connected to the 

feelings of responsibility. There is a fear connected to anxiety of transmitting the disease to 

another person (Sanders 2009; Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006; Keegan, 

Lambert & Petrak 2005; Gurevich et al. 2007). But there is also another prominent fear that has 

to do with the issues of stigma and disclosure and what comes out of this - the fear of being 

rejected (Psaros et al. 2012; Sanders 2009; Almeida et al. 2010; Siegel, Schrimshaw & Lekas 

2006; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). The feeling of fear is revealed as 

fear of transmission and re-infection and fear or rejection. 

 

 

Fear of transmission and re-infection: HIV transmits via sexual contacts and globally sexual 

transmission is the most common way to get transmitted (WHO 2013a). The most effective way 

to prevent transmission is the use of condoms or to use so-called safe sexual techniques (SMI 

2013b). Even though condom-use gives good protection there is always a feeling of risk, that 

something may happen (Siegel, Schrimshaw & Lekas 2006, p. 7). 

 

 

The fear of transmission impacts sexual activity and this fear and risk of transmission in sexual 

activity is compared to a threat: “I wouldn’t say I enjoy it less but I don’t know-it is just the 

threat that hangs over me really” (Keegan, Lambert & Petrak 2005, p. 649). Within this fear of 

transmission there is also a sense of insecurity: What does safe sex practice mean (Siegal 

Schrimshaw & Lekas 2006)? What kind of sexual activity is considered safe and what is not? 

Keegan, Lambert & Petrak (2005, p. 649) found that looking for 100 % safe sex practices 

impacts sexual activity and easily leads to paranoia. The fear and anxiety gives an impact on 

sexual activity and the HIV-positive woman’s daily life. Not only does it feel like a “must” to 

use condoms, there is also the feeling of anxiety if the condom brakes or something else happens.  

 

 

The fear of transmission was also expressed by pregnant women or women who desired children. 

There was a need for more information and knowledge from health care services (Sanders 2009). 

There is a gap of knowledge and there is insecurity even in how to get pregnant with HIV and 

also insecurity in how easily the virus transmits to the baby (Sanders 2009; Almeida et al. 2010; 

Siegel, Schrimshaw & Lekas 2006).  

 

 

As mentioned earlier, even if the HIV-positive women had a sexual relationship to a HIV-

positive partner there was still a fear of re-infection (Siegel, Schrimshaw & Lekas 2006; Keegan, 

Lambert & Petrak 2005). Re-infection means a risk of getting a new type of virus that can be 

more resistant to ART. Therefore there are women who avoid HIV-positive men (Keegan, 
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Lamber & Petrak 2005, p. 651). But avoiding HIV-positive men, meaning having a partner 

without HIV, can also result in feelings of “being normal” (Psaros et al 2012; Keegan, Lambert 

& Petrak 2005). 

 

 

Fear of being rejected: All studies presented fear of being rejected (Psaros et al. 2012; Sanders 

2009; Almeida et al. 2010; Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; 

Gurevich et al. 2007). The stigma that is associated with HIV made it difficult for the women to 

disclose the HIV status to a partner (Psaros et al. 2012; Sanders 2009; Siegel, Schrimshaw & 

Lekas 2006; Gurevich et al. 2007). They express that it is no use to even try to meet someone 

because the fear of rejection is so strong (Psaros et al. 2012, p. 758). According to Siegel, 

Schrimshaw & Lekas this has to do with fear of emotional hurt and pain (2006, p. 10). To 

disclose the HIV status make persons more vulnerable, and also include fear of judgment and 

even violence (Psaros et al. 2012; Almeida et al- 2010; Siegel, Schrimshaw & Lekas 2006; 

Gurevich et al. 2007). Psaros et al. found for example that women feared that they could be 

judged as drug addicts or sex workers and not for what they had achieved in life ( 2012, p. 757).  

 

 

The fact of living with a disease that without medicine leads to death affects how you look at the 

future. There is a fear of getting old and sick because of HIV and with this feeling there is a fear 

of getting alone (Psaros et al. 2012; Almeida et al. 2010; Gurevic et al. 2007). 

 

 

Feelings of hopelessness 

The feelings of fear are connected to feelings of hopelessness. HIV is being seen as a kind of 

problem when it comes to sexual activity (Psaros et al. 2012; Almeida et al. 2010; Siegel, 

Schrimshaw & Lekas 2006; Gurevich et al. 2007). HIV gives negative feelings that impact 

sexual health and sexuality. Feelings of shame, disgustingness, and dirtiness make the women 

very pessimistic when thinking of starting new relationships. Who wants a person with HIV 

(Psaros et al. 2012; Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & Petrak 2005; 

Gurevich et al. 2007)? A new relationship with a partner could be seen as something impossible 

and that HIV was the end of it (Keegan, Lambert & Petrak 2005, p. 651). 

 

 

The feeling of hopelessness is connected to HIV-related stigma and disclosure. There are 

negative experiences of disclosure (Psaros et al. 2012; Sanders 2009; Siegel, Schrimshaw & 

Lekas 2006; Gurevich et al. 2007). The negative experiences lead to feelings like it is not even 

worth starting a new relationship. Feelings of not being worthy can lead to unhealthy life 

situations. There were examples of women who stayed in unhealthy relationships, or had a 

feeling of “take what you get” when it came to choosing a partner (Psaros et al. 2012; Keegan, 

Lambert & Petrak 2005; Gurevich et al. 2007). Unhealthy relationships can also mean putting up 

with different kinds of violence and abuse (Siegel et al. 2006; Keegan, Lambert & Petrak 2005). 

One woman expressed it like it was choosing a partner you who you wouldn’t have done if you 

were not positive:  

 

 

Like now, you just make do with somebody because you are all in the same 

boat. I mean if I wasn’t positive, when I look at my current partner it’s not 

somebody I would normally be with  

 

(Keegan, Lambert & Petrak 2005, p. 651).  
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The feelings of responsibility, fear and hopelessness led to the women choosing some kind of 

response. These responses are described in the next chapter. 

 

 

Avoiding risks 

The feelings of responsibility, fear and hopelessness lead to an action of avoiding risks, meaning 

to act in a way to keep away from or preventing things from happening. To avoid risks was 

sometimes a conscious action and sometimes just a way to protect the woman herself not getting 

hurt. The action to avoid risks can be seen as avoiding risks of disclosure, and avoiding risks of 

transmission. 

 

 

Avoiding risks of disclosure: It seems like it is much more difficult to find a new partner due to 

the HIV-status because of disclosure. Therefore women can avoid to disclose their HIV status 

(Psaros et al. 2012; Sanders 2009; Siegel, Schrimshaw & Lekas 2006; Keegan, Lambert & 

Petrak 2005; Gurevich et al. 2007). The fear of being rejected and emotionally hurt leads to 

avoid stress and humiliation (Siegel, Schrimshaw & Lekas 2006). Even women with a stable 

partner thought it was difficult to disclose because of the fear of being rejected. There are 

different laws and regulations in different parts of the world about disclosure and the compulsion 

of using condoms, but in the articles there were women who never disclosed their HIV status. 

Still the women wanted/had to use condoms in sexual activity and many of the women used so-

called passive negotiation. This means finding a way to protecting their partner and using 

condoms without disclosing their HIV status in sexual activity (Sanders 2009; Keegan, Lambert 

& Petrak 2005). “He thinks the only reason that I would use condoms is for contraception” 

(Keegan, Lambert & Petrak 2005, p. 650). 

 

 

Another more radical way to avoid disclosure was to avoid all intimate relationships which is a 

way to avoid emotional hurt (Keegan, Lambert & Petrak 2005). In order to not get emotionally 

hurt meant to avoid starting new relationships and even avoiding flirting. It can be described as 

an emotional “turn off” (Psaros et al. 2012; Almeida et al. 2010; Siegel, Schrimshaw & Lekas 

2006; Keegan, Lambert & Petrak 2005; Gurevich et al. 2007). “I mean it’s the fear of rejection is 

mainly it, so I thought if I forget about it I don’t have to be rejected by anyone” (Keegan, 

Lambert & Petrak 2005, p. 651).  

 

 

Avoiding risks of transmission: In this fear of transmission was also the fear of harming another 

person, of getting another person getting sick (Siegel, Schrimshaw & Lekas 2006, p. 7). There 

are studies showing that some women choose not to start new relationships or choose not to feel 

close to someone because of avoiding disclosure (Psaros et al. 2012). The strong feeling of fear 

of disclosure and to transmit HIV sometimes led to choosing to live in celibacy, meaning 

avoiding sexual activities. Sometimes also avoidance of all sexual feelings and desires (Almeida 

et al. 2010), meaning not allow feelings of lust, sexual enjoyment or needs. This can be 

expressed as a block in sexual desire.  

 

 

Through this whole thing [being HIV+], the only part that disturbs me 

sometimes is my uh my sexual life. You know I don’t have one. It’s mainly 

my choice you know, because I could meet a man and don’t tell him my 
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status and go for it. But it’s got a lot to do with me not wanting to get 

anything, also from somebody breaking a condom, going to find out they got 

syphilis or, you know, anything…  

 

(Siegel, Schrimshaw & Lekas 2006, p. 7) 

 

 

To avoid the transmission risk means using condoms. The sexual activity and behavior change 

and the use of condoms sometime made the pleasure so low that sexual activity was seen only as 

a hassle. The use of condoms made the sexual act to some women so complicated and irritating  

so the women preferred not to have sex at all (Keegan, Lambert & Petrak 2005, p. 650). 

 

 

Feelings of loss 

The action of avoidances of risks led to a feeling of loss. The women felt they had lost something 

in their sexual health but also something important in their lives. The feelings of loss can be 

described as feeling loss of freedom and spontaneity in sexuality, feeling loss of Intimacy and 

feeling loss of power and control. 

 

 

Feeling loss of freedom and spontaneity in sexuality: There is an expression of less sexual 

pleasure (ref) which means an absence of interest and lack of sexual arousal (Andrews 2005, ps. 

85-86). According to Andrews (2005, p. 85) sexuality can be affected by for example bad 

feelings about sex, depression, problems in relationships and/or tiredness. HIV and its changes of 

sexual activity and avoidance of risks results in expressions of loss of freedom in sexuality. The 

disclosure is seen as a barrier to many and the diagnosis affects the ability to be spontaneous in 

sexual contacts. It can result in being more cautious about engaging in relationships that might 

lead to a sexual encounter. Siegel, Schrimshaw & Lekas expresses it as foreclosed flirtation and 

found that women feel a loss of spontaneity both in sexual activity and flirtation (2006, p. 8). 

Keegan, Lambert & Petrak found in their study that the use of condoms and the practice of safe 

sex sometimes led to less pleasure in the sexual activity. It resulted in a loss of sexual pleasure 

and excitement. This can be expressed as feeling of being sexually un-free (2005, p. 649). 

 

 

Feeling loss of Intimacy: As mentioned above some women choose not to have a relationship or 

even sex. Many of these women felt a loss and mourned and described feelings of loneliness. 

Instead of having someone to share intimacy they felt alone (Psaros et al. 2012, p. 757).  

 

 

I definitely, definitely feel the sense of loss, you can’t help but feel that, you 

know, loss of closeness. And you know, I think whenever you lose that, 

whenever physically you have to stop that closeness, that it’s going to be 

traumatic.  

 

(Gurevich et al. 2007, p. 27) 

 

 

Feeling loss of control and power: The loss of sexual intimacy and freedom lead to a feeling of 

losing the power to choose. There is also a feeling of loss when it comes to choosing partner. 

One woman even expressed that serodiscordance (meaning partner is HIV-negative) in a 

relationship created a power differential in the relation (Psaros et al. 2012, p. 757; Keegan, 
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Lambert & Petrak 2005, p. 651). Losing option to make your own choices means losing the 

feeling of control. It is important for a woman to feel that she has the choice to keep responsible 

actions for her own body and health. Also the control in the sexual activity changed. According 

to one women:   

 

 

I just feel like something being taken from me and I can’t be as free sexually 

as I used to be…if it’s a new relationship, then you have to talk about HIV 

related stuff. I had more control over my sexual life before I got infected.  

 

(Gurevich et al. 2007, p. 19) 

 

The change of relationship and feeling of inequity is connected with the feeling that it is always 

the women who are taking responsibility. Even for the man it means that the woman has to take 

responsibility for the man to use condom. This affects the woman’s feeling of power and control 

(Psaros et al. 2012; Keegan, Lambert & Petrak 2005; Gurevich et al 2007). A condom is a male 

tool, not a female one. A HIV-positive woman can not wear the condom herself and for many 

women that was a big problem. They expressed that many men did not like condoms and don’t 

want to wear them (Keegan, Lambert & Petrak 2005, p. 650; Gurevich et al. 2007). This resulted 

in feelings of loss of control and power in sexual relationship. 

 

 

Lines of Argument synthesis 

This meta-synthesis synthesizes and analyses how HIV-positive women describe and experience 

their sexual health. The studies are related to each other in a “lines of argument” synthesis. The 

synthesis shows the similarities and differences between and the relations to each other so a new 

whole can be discovered among set of parts. The relations between the new themes that 

developed in the synthesis are explained by figure 2.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: The “Lines of argument” synthesizing of HIV-positive women’s description and experience of 

sexual health. 
 

 

The lines of arguments shows that changes lead to feelings of responsibility, feelings of fear 

and feelings of hopelessness which all results in actions to avoid risks. The actions of 

avoiding risks result in feelings of loss. Motherhood and pregnancy are also important issues 

and are the link and connection between sexual health and reproductive health. The result 

shows it is difficult to make distinct differences between sexuality, sexual activities and 
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relationships. It all translates into each other and instead other deeper metaphors and themes 

develop into new knowledge. 

 

 

DISCUSSION 

Discussion of method 

The method of meta-synthesis was judged to be suitable and fitted well for the aim and purpose 

of the study. Unlike a critical research review, meta-synthesis is an investigation of the results 

and processes of previous research that allows the researcher to go beyond understanding to 

explanations and predictions of patterns of human behavior (Jones 2007, p. 64). Meta-synthesis 

is regarded as being a relatively new method and it is still a little bit difficult to find clear and 

practical method descriptions. It’s a method that requires much time, both in searching articles 

and in the process of translating the articles. Sandelowsky (2007) implies that it is almost 

impossible to do a meta-synthesis by oneself, that it is a work for a whole research team where 

you discuss with each other. 

 

 

Because of time limitations and the size of this study, the author did this meta-synthesis alone. 

That was also one of the reasons why Noblit and Hare´s method of meta-ethnography was 

chosen; it was because of the number of studies that needed to be included. Noblit and Hare 

never used more than six articles in their examples of meta-ethnography (Jones2007, p 65, Noblit 

& Hare 1988, ps. 66-67). Noblit and Hare’s method also tolerate many different kinds of 

qualitative studies in their synthesis (1988, ps. 12-13). Because of that, all included studies could 

be part of the synthesis because they answered the study’s purpose although they had different 

qualitative methods. It was very difficult to find qualitative articles in the research area that 

included the whole concept of sexual health. Many articles focused on different, disparate parts 

of sexual health. This is proof of the complexity of the concept sexual health and that there is no 

consensus in how to use the different concepts and definitions like sexual health, sexuality or sex 

life. There were no studies covering the whole concept of sexual health, only parts of it so 

therefore lines of argument was the best way to describe the relation between the articles. It was 

also the synthesis that best answered to the goals and purposes best of this study.  

 

 

The critique to meta-synthesis as a method is whether you can discuss and compare different 

qualitative studies? Meta-synthesis depends on the assumption that it is reasonable to generalize 

beyond individual qualitative studies (Jones 2007, p 64). Noblit and Hare answer this question by 

saying that a comparative research leads to translations, not generalizations (1988, p. 23). The 

key issue of the method is interpretations and the raw data comes from the narratives in the 

qualitative studies. But there is always a risk that the researcher interprets and understands the 

narratives wrongly in the study. Therefore it is important that the process is well described and 

the reader can follow the interpretative process and analyzing steps. The researcher must also be 

concerned about the issues of language as a way to communicate and that it is one way of 

expression.  

 

 

Another difficulty in meta-synthesis is to prove the validity of the findings. There are different 

strategies to show the validity, for example trough comparisons with theoretical literature. Other 

possible methods can be comparing the findings with oral testimony from relevant participants or 

using key informants of the meta-synthesis findings as a reflection of their own experience 
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(Jones 2007, p. 69). In this study the author has used quotations from the studies´ results as proof 

of the validity of the findings in the synthesis. Also other meta-synthesizes with meta-

ethnographic method use quotations (se for example Martinsen et al. 2007; Dillon & Ambar 

2014). 

 

 

From the beginning there were more articles that were of interest for the synthesis including, for 

example, persons with different sexes. These articles were excluded when focus and purpose for 

this study was on women’s expressed experiences. The included article 3 (Almeida et al. 2010) 

has a different method, socio-poetic method. Still the study satisfies and answers the purpose of 

this thesis. If Noblit and Hare´s method of ethnography would not have been used it would 

probably had been excluded.  

 

 

The limitations of the study are that it does not include many articles. Maybe there is a weakness 

in that there was only one author doing the study. Maybe more authors would have created more 

creativity and discussions. Another limitation is that the study doesn’t show HIV-positive women 

in a Swedish context. Strengths of the study are that it gives new knowledge and deeper 

understanding. The method in itself is also a strength because a greater number of qualitative 

studies gives more participants and the phenomenon becomes more evident.  

 

Discussion of the result 

The synthesis of the qualitative studies shows changes for the women that affect sexual health 

after being diagnosed with HIV. Studies show that women after diagnosed with HIV have a 

period of lower sexual activity, a sexual depression, after diagnosis (Cranson & Caron, 1998). 

Other studies confirm this and even talk about a “sexual adjustment period” after diagnosis 

(Denis & Hong, 2003). Studies also show that the longer you stay in a relationship the more 

difficult is it to use condoms, meaning the use of condom is a way to show intimacy (Denis & 

Hong 2003; Nöstlinger et al. 2010). It also has to do with the wish to become pregnant 

(Nöstlinger et al. 2010). 

 

 

In a caring science perspective the concept of health is seen as something deep and holistic 

(Dahlberg & Segesten 2010, p. 49). A woman’s health includes both sexual and reproductive 

health. Sexual health is connected to reproductive health and can sometimes be difficult to 

separate. Studies on HIV-positive women’s sexual and reproductive health present a wide field 

of interests from sexual dysfunction, pregnancy and safer sex; because of time limit the author of 

this study decided to include only sexual health.  

 

 

The result of the appraisal of the included studies using the checklist was very extensive and 

provided good help in appraising the quality in the articles. All articles were of good quality. 

Authors of meta-ethnographies are often divided on the merits of quality assessment and whether 

it should be part of the synthesis or not.  

 

   

The meta-synthesis shows that the women experience a change in sexual health and a loss of 

sexual activity. The changes identified in the synthesis can also be directly compared to the 

components of the definition of sexual health made by WHO (2013b). According to WHO sexual 

health involves, among other things, physical, emotional, mental and social well-being in relation 
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to sexuality. WHO also emphasizes underlying factors in sexual health. WHO has even created a 

guideline on care, treatment and support for women living with HIV/AIDS (WHO2006). This 

guideline focuses on medical factors and sexual illnesses. Another important factor is stigma and 

disclosure that permeate the whole context of having HIV and probably affect every sense in 

being HIV-positive. There are many studies confirming this (Tetri, Bowleg & Lloyd 2010). 

Other factors that impact HIV-positive are other political and economical factors. Political 

systems can even increase stigmatisation and make life more difficult for HIV-positive. 

Economical factors also affect HIV-positive situation, for example didn’t this study include 

sample sites with high poverty or where ART isn’t available. If this meta-synthesis had 

synthesised studies from this area the synthesis would have showed another result. The access to 

ART gives women a higher QOL and also a better sexual health (Patel, Kassaye, Gore-Felton, 

Wyshak, Kadzirange, Woelk & Katzenstein 2009). The underlying factors also impact on and 

influence sexual rights. In the meta-synthesis the results clearly show the forms of negotiation, 

safer sex, inequity of power and control in relationships. The construction and view of femininity 

as passive and weak is seen in the women’s feeling of losing power and control. Boys and men 

are supposed to know more and better. Women are held responsible for controlling male sexual 

behaviour as well as their own (Andrews 2005) A women’s sense of ownership of her own body, 

her understanding of her own sexuality and how she wishes to express it are essential 

preconditions for good sexual relationships (Andrews 2005; Giami 2002). The history of human 

sexuality has in many senses been the history of male sexuality. Still sexuality is a drive in every 

person and is a part of being human (Andrews 2005; WHO 2013b). HIV is deeply connected to 

sex and therefore has an impact on sexual well-being and sexual health. The meta-synthesis 

result has led to deeper knowledge so healthcare workers can meet HIV-positive women’s needs 

better when it comes to sexual health. Sexual health is a difficult subject and is something that 

has a private meaning to all persons. It is a construction of what is normal or not in different 

groups (Almeida et al. 2010; Gurevich et al. 2005; Andrews 2005; Giami 2002) 

 

 

Despite the limitation, the study showed the research area to be quite wide. There is a problem in 

the research area of sexual health: the concept of sexual health is not clear. Studies in sexual 

health seem to focus on quantitative studies measuring sexual functioning or safer sex. There is a 

lack of qualitative studies and even more uncommon are in-depth explorations where HIV-

positive women’s sexual and relational lives manifest themselves. Women with HIV/AIDS are 

forced to construct their own type of sexuality because no appropriate model exists for 

conducting a sexual life in this context (Cristianson et al. 2007). Research emphasizes that there 

is a need among HIV positive patients to handle and discuss their sexual health (Brickley, 

Almers, kennedy, Spaulding, Mirjahangir, kennedy, Osborne, Wbizvo & Collins 2011). Enabling 

good HIV services to better meet sexual and reproductive health needs will also contribute to 

increasing quality of life and a better HIV prevention (Nöstlinger et al. 2010). 

 

 

A disease changes the whole lived experience (Dahlberg & Segesten 2011, p. 61) which means 

that HIV affects a whole person’s existence totally. Svenaeus (2011) means that there are 

different translations and understandings to what a disease is. It has biological, physiological and 

phenomenological dimensions. The patient is always a sick person and has its center in a lived 

experience. The results in this study showed effects of how HIV impacts the lived body today. 

We know today that the first medicines of ART had severe side-effects. The side-effect of the 

daily therapy is still too early to evaluate because we haven’t seen the effects of the modern 

medicines yet. We believe the medicine becomes better and better and give fewer physical side-

effects. But we know, for example, that some of the modern medicines give psychological side-
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effects, like effects in the central nerve system, like dizziness or mental aberrations. Mental 

aberrations and sexual well-being is connected (Patel et al. 2009). 

 

 

There are no Swedish studies included in the meta-synthesis. Consequently this study is not 

directly comparable to a Swedish context. Trying to get a setting as comparable as possible no 

studies from Africa or areas with high poverty and where the patients do not have access to ART 

are included in the meta-synthesis. And it is a fact that studies from other countries have different 

samples and settings; in Sweden there are not that many drug abusers as in one of the included 

study. Drug abuse can affect sexual health. Another underlying factor is that in Sweden, due to 

the law, persons with HIV can feel even more stigmatized and lead to feelings of inequity. The 

Swedish law puts the responsibility on the HIV-infected person to prevent transmission instead 

of emphasizing responsibility of all participants in a sexual activity. Shapiro and Ray (2007) 

emphasis that this kind of prevention is contra productive and that sexual health shall be 

maintained through positive prevention (p. 68). The result also shows that there is a need for 

good information for HIV-positive women about sexual techniques and transmission. The result 

also shows that there is a need for good information for HIV-positive women about sexual 

techniques and transmission. In the future it would be interesting to do a study in Sweden 

examining how HIV-positive persons disclose their status and the impact of the “Swedish 

Communicable Diseases Act”. Recently some countries in the world and now, Sweden as the 

latest country have started to change the regulations about transmission. HIV is now considered 

being not so contagious if the person is under ART (Hasse et al. 2010; Cohen et al. 2011; SMI 

2013a). There is a need to look at how Swedish HIV-positive women experience sexual health 

through a Swedish context. Is the feeling of being rejected as strong in a Swedish setting? This 

feeling of responsibility, is it the same here in Sweden? Is the feeling of stigma as high in 

Sweden? Many health care workers compare HIV to other chronic diseases, as diabetes, thanks 

to ART. But the fact that HIV is transmittable carries a stigma and fear of disclosing one’s HIV-

diagnosis. This stigma is attended both in the HIV-positive person and in the community because 

there is a gap of knowledge about transmission and living with HIV. In a Swedish study, 30-40% 

of the people asked generally think that HIV was transmitted via saliva and 10-15% thought HIV 

could be transmitted via using public toilets (SMI 2012, pg. 19-20). There is still a need to 

inform and spread knowledge about HIV in Sweden.  

 

 

There is an assumption that many qualitative studies focus on negative expressions and so too 

with this meta-synthesis. The meta-synthesis shows that the women do suffer. They suffer of 

fear, hopelessness and loss. Suffering is well described in Eriksson caring science (Eriksson 

1994). Eriksson’s caring science fits the experience of HIV-positive women’s experiences well, 

but it would be interesting to study women’s more optimistic feelings. Is it possible to experience 

good sexual health despite having HIV? How can a woman achieve for example satisfying sex 

despite HIV? Antonovsky present a different way of seeing things with his idea of salutogenic 

model of health (Antonovsky 1996). The sense of coherence (SOC) can help a person to better 

health and with strong SOC a person can find meaningfulness, comprehensibility and 

manageability. There are some women believing that the sexual change also leads to something 

positive. There are also positive expressions when it comes to responsibility. Some women felt 

more feminine and stronger (Almeida et al. 2010) and could release their sexuality to the full. 

What makes these women cope the sexuality in the context of HIV different? 

 

 

The indicators we have in order to measure health in the area of sexual health focus on measuring 

safe sex, abortion and sexual violence. There is a lack of indicators that are focusing on more 
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salutogenic areas as for example a satisfying sex life. WHO (2010) has suggested new 

considerations about the topic and advocates that a more holistic view is needed. Can it be that 

there is a need for a new instrument to measure HIV-positive women´s sexual health? 

 

 

An illness is not only to have symptoms, a diagnosis or treatment, but it also includes loss of 

abilities and the interruptions of harmonic, easy and mindful living. What also defines caring 

science is that care science has a patient perspective, which means that concepts and theories 

focus on what care means to the patient (Wiklund Gustin & Bergbom 2012, p. 66). The results of 

this study leads to new knowledge and deeper understanding. This thesis can make it easier for 

health care worker to talk more freely about this subject to these women. Sexuality is a delicate 

and private subject and influenced by peoples beliefs of what is normal and not. What can we do 

for the future to make the care better for the patients? There was a big sense of insecurity when it 

came to safe sex practices. What kind of sexual activity is considered safe and what is not? This 

is something the health care systems have to provide and give knowledge about. 

 

 

CONCLUSION 
 

Sexual health in the context of being HIV-positive women is complex and is characterized by 

several changes that need adaptation to new existential challenges. Feelings of responsibility, 

fear and hopelessness result in actions to avoid different risks. The avoiding of risks results in 

feelings of loss. To get a whole description of how HIV-positive women experience sexual health 

it is necessary to add underlying factors that constitute the context for HIV-positive women.  

 

 

Applications of the findings in this study can facilitate for health care workers in clinical work 

and help to talk more confidently about this subject to these women. In Sweden this is of current 

interest because of the new regulations of transmission and treatment for HIV-positive. The 

health care workers need knowledge to talk freely and directly to the women about these issues. 

With this new knowledge, health care workers can help these women to better health and a better 

feeling of well-being. Enabling good HIV services to better meet sexual and reproductive health 

needs will also contribute to increasing quality of life and better HIV prevention.  

 

Future researches  

This meta- synthesis has focused on sexual health; in the future it would be interesting to do a 

meta-synthesis in reproductive health and then compare the results.  

 

 

There is a lack of qualitative studies and in-depth explorations where HIV-positive women’s 

sexual health manifests themselves. There are no Swedish studies performed in a Swedish 

context and with a sample of Swedish patients. There is a need for further research in this area. It 

could also be interesting to do a study in Sweden looking at how HIV-positive persons disclose 

their status and the impact of the “Swedish Communicable Diseases Act”. It would also be 

interesting to explore how their sexual health impacts on Quality of Life (QOL)?  

 

 

Can HIV lead to a positive change in sexual health? What positive changes and actions can be 

expressed after HIV-diagnosis? What makes different persons cope with the sexuality in the 
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context of HIV different? There are many questions that could be answered by studies focusing 

on  Antonovsky´s salutogenic model of health. The indicators we have in order to measure sexual 

health focuses on measuring safe sex, abortion and sexual violence. There is a lack of indicators 

that are focusing in more salutogenic areas, as for example, a satisfying sex life. Maybe there is a 

need for a new instrument to measure HIV-positive women’s sexual health?  
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