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Abstract
Intimacy and sexuality are fundamental issues in human nature, but have been neglected 
in the rehabilitation of mental health patients, particularly those admitted into psychiatric 
wards. Patients’ sexuality is excluded from the discourse; yet it exists in the daily lives of 
the patients. The study examines the sexual needs and challenges of people with severe 
mental illnesses admitted to an isolated psychiatric ward. 13 men were interviewed in a 
semi-structured interview regarding their sexuality and the challenges they meet when 
experiencing and expressing their sexuality as patients in an isolated ward. A thematic 
analysis was conducted. Two principal themes were identified: 1. Challenges in realizing 
sexuality within the isolated ward. This theme included sub themes: performing sexual 
acts and exposure to sexuality within the ward; medications’ side effects; dialogue with 
the staff; sexuality in the ward presented as crossing limits; and absence of a space to fulfill 
sexuality. 2. Suggestions for improvements in the hospital, stemming from the patients’ 
experiences and ideas, such as starting an open dialogue with the staff, supplying patients 
with measures for protected sex, and more. The findings highlight the lack of healthy 
expression of sexuality inside the wards, despite its importance for improving patients’ 
well-being during their rehabilitation. Medical staff and policymakers should be aware of 
the sexual aspects of hospitalization in a psychiatric ward. The study also indicates the 
need for national policy that will address patients’ sexual needs, including clear instruc-
tions that consider the uniqueness of the target population.

Keywords Severe mental illness · Sexuality · Isolated psychiatric wards · Israel · Medical 
staff · Rehabilitation · Qualitative research

Background

A severe mental illness (SMI) is defined as a mental, behavioral, or emotional disorder 
resulting in serious functional impairment, which substantially interferes with or limits 
one or more major life activities. These illnesses include disorders that produce psychotic 
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symptoms, such as schizophrenia, and severe forms of other disorders, such as major 
depression and bipolar disorder [29]. According to the Substance Abuse and Mental Health 
Services Administration [36], mental illnesses are prevalent in the United States: in 2019, 
about 13.1 million adults older than 18 (5.2%) were diagnosed with SMI. Among them, 
65.5% (or 8.6 million people) received mental health services. Similar rates were recorded 
yearly between 2008 and 2018.

According to the Mental Health Division of Israel’s Ministry of Health [6], Israel had 
18,096 inpatients hospitalized in 2019, and the age adjusted rate was 2.03 per 1,000 per-
sons. There were 6.1 times more male than female inpatients. The rate of inpatients return-
ing within 30 days was 19%. Out of all patients in psychiatric hospitals in Israel, 47% are 
people with schizophrenia. Most of these cases are re-hospitalizations.

Sexuality is a physiological human necessity, which joins other physiological needs—
such as eating, drinking, and sleep—to form the base of Maslow’s hierarchy of needs [20, 
24]. In a psychiatric ward, even when sexuality is denied or labeled as ‘dangerous’ by the 
medical staff, it continues to secretly exist. As we can learn from the study of Buckley 
et al. [11], even in a hospital where sexual intercourse was completely prohibited, half of 
the patients who participated in the study did have sexual contacts. Patients continue to 
masturbate, have sexual contact with other patients, and have sexual wishes and drives. 
This reality transforms sexuality from a healthy need that exists within legitimate bounda-
ries to an unsupervised behavior that is expressed in inappropriate settings.

According to a common assumption, SMI patients do not need to have a sexual life. 
This, however, is a misguided belief. Patients avoid speaking to the medical staff about 
their sexuality, leading to unfulfilled sexual needs, which may in turn cause risky sexual 
behavior (such as prostitution or unprotected sex). These aspects of mental health treatment 
are particularly significant since psychiatric patients suffer from increased rates of sexual 
functioning disorder, which harms their life quality. Thus, it is important that the treatment 
of psychiatric patients include elements that address their sexuality, allowing them to main-
tain sexual health and promoting their life quality [20]. Considering the goal of mental 
health services to provide holistic care, it is important to take an approach that adjusts to 
the needs of each patient’s rehabilitation process and consider the various aspects of care 
that may improve his or her life [5]. Empirical evidence points to the potential of sexual 
well-being to promote patients’ rehabilitation and healing and increase positive behavioral 
motivation, thereby assisting in their emotional and psychological treatment [8]. According 
to Cook [12], the expression of healthy sexuality increases well-being among SMI patients. 
The realization of sexuality enhances patients’ quality of life and self-esteem. Moreover, 
healthy sexual relationships may assist patients in overcoming both their social and their 
sexual isolation [3].

According to federal law, patients with SMI who live in long-term psychiatric facili-
ties have sexual rights. The law grants them the right for privacy for intimate relationships 
[30]. Sexual rights are grounded in universal human rights. Realizing sexual rights allows 
realization of the rights for autonomy, physical integrity, and freedom of expression [18]. 
Social and cultural taboos around sexuality often affect legislation and lead to policies that 
compromise sexual health [18]. The World Health Organization [40] claims that patients’ 
sexual rights must be respected and allowed to be fully implemented. The current litera-
ture also maintains that hospitals should allow sexuality to exist while protecting patients’ 
safety and acknowledging the tension between the right for safety and the right for sexual-
ity, autonomy, and respect. There are potential risks both to providing opportunities for 
sexual activity in the hospital and to coerced sexual activity or control over another person. 
Therefore, hospitals must establish clear guidelines for maintaining patients’ health [25].
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Despite the importance of the topic, sexuality is insufficiently addressed within clinical 
wards, among other reasons due to a common preoccupation with the disease’s symptoms 
and effects [35]. Acknowledging the patients’ sexual rights can play an important role in 
promoting sexual health and well-being and is a necessary condition for sustained social 
and economic development of communities and nations [22]. People’s right for enjoyable 
and safe sexual experiences—free of discrimination, coercion, or violence—is fundamen-
tal to the health and well-being of humankind.

A variety of obstacles may account for the gap between the healthy need for sexuality 
and its expression in the ward. For many patients, impaired sexual function results from 
the side effects of psychiatric medication. Many such medications severely affect patients’ 
arousal, desire, and orgasm [38]. This phenomenon is more common in men, and the func-
tional impairment varies according to the type of medication [7]. Also, Cook [12] sug-
gests that some of the barriers are related, among other things, to the lack of privacy in 
the wards, to a history of sexual abuse, and to the stigmas that accompany mental disease, 
which in turn make it challenging to establish emotional relationships. Another reason for 
this gap is that caregivers find it difficult to discuss the subject with the patients, since they 
do not receive appropriate training to approach these issues [13]. The topic of sexuality 
is scarcely discussed among the medical teams, who exhibit reduced involvement in their 
patients’ sexual needs compared to other aspects of their health [33]. The literature also 
reveals that the sexual needs of psychiatric patients with criminal background in long term 
hospitalization receive little attention [39]. All in all, the result is that psychiatric patients 
remain with inadequate solutions for their sexual needs [13].

Within the policy that developed over the years, emphasis has been placed on allow-
ing patients to express healthy sexuality under certain limitations [28]. Buckley and Hyde 
[9] found that 83% of the hospitals included in their study had sexual behavior policies 
and 75% of those facilities had sexual education programs. Still, federal regulations were 
ignored by the staff [10]. Research also shows that in recent years, reports by medical teams 
have lacked data on patients’ sexual behavior, indicating that the staff does not acknowl-
edge the sexuality of mental patients. These findings emphasize the need to promote the 
education of mental health professionals about patients’ sexuality [16].

A study that examined policy regarding expression of sexual needs among psychiatric 
patients in 14 European Union counties found that none of the countries had consistent 
national policy that considered patients’ sexual needs [39]. The current literature presents 
similar findings from various countries, indicating the absence of official policy [32, 34]. 
Israel too lacks such national policy. A review of Israeli policy papers did not identify any 
written guidelines on the topic. Thus, it seems that there is currently no consistent and 
comprehensive policy that dictates sexuality-related practice within hospitals in Israel. 
Taken together, the current literature confirms that the existing approach to mental patients’ 
sexuality is inadequate and requires reexamination [25]. New, progressive policy is needed 
to truly address patients’ sexual needs and go beyond perceiving the issue in terms of risk 
management [39]. Although the problem is well known, there is only scarce research that 
examines the current situation in isolated wards with an emphasis on the needs and chal-
lenges as seen through the patients’ eyes.

In the current study, the researched population is uniquely comprised of men who have 
been diagnosed with SMI and hospitalized in a closed ward. The purpose of this study 
is to investigate how these isolated psychiatric ward patients describe their sexual needs, 
based on their personal experiences inside the ward, the challenges they meet, and the solu-
tions they find. There are expected gaps between the existence of sexual needs and the 
absence of an actual response from the therapeutic staff. Hearing the voices of the patients 
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may ameliorate sexual expression and allow healthy sexuality to exist, which may improve 
patients’ well-being and assist in their rehabilitation and integration into normative life.

Few papers about psychiatric inpatients have given a voice to the patients themselves 
and allowed them to express their personal hospitalization experiences and suggest 
changes. This study is further innovative in putting the spotlight on a population that has 
not previously been reported: occupants of a closed psychiatric ward in Israel, including 
Jewish and Arab patients.

The ward is located in southern Israel, a region considered as geographic and socioeco-
nomic periphery. Periphery is a concept with both geographic and social meanings. Geo-
graphic periphery is defined by its geographic location and distance from central Israel. 
The Israeli geographic periphery is made up of two districts: northern Israel and southern 
Israel. The term social periphery refers to socio-economically disadvantaged communities 
[21]. There is evidence of gaps between central Israel and peripheral regions in various life 
aspects: income, health, opportunity for quality education, and more [31], 37.

The participants in this study include Bedouin Arabs, who are a subgroup within the 
Arab minority in Israel and have unique culture, history, social and political characteristics 
[23]. The Bedouins are Muslim, with a traditional-collectivist way of life. They are the 
group with the lowest socioeconomic status in Israel [1]. Mental health systems in Israel 
are perceived by Arabs as representing Western values and ignoring Muslim traditions [2]. 
The special ethnic and peripheral characteristics of the target population add an interest-
ing perspective to the research, especially in comparison to studied populations in Europe 
and the United States. The present study does not provide a comparison between Arabs 
and Jewish patients or between them and other groups, but offers a glimpse into the sexual 
needs of this unique population.

Methods

Participants

Thirteen men hospitalized in an isolated ward for men within a psychiatric hospital in the 
southern district of Israel participated in the study. Participants had been diagnosed with 
schizophrenia, psychotic disorders, or bipolar disorder (according to DSM-V-TR crite-
ria). Participants were approached in a sensitive manner, employing careful consideration 
regarding the patient’s mental state, his stability, and his ability to answer questions about 
sexuality. The sampling is a convenience-sampling type, in which all patients in the ward 
who met the following criteria and were willing to participate were sampled. All partici-
pants were above 18 years old, classified by the medical staff as being in partial remission, 
with satisfactory discretion to give participation consent, and demonstrating no dangerous 
behavior or an eroto-manic psychotic component. Various demographic details were col-
lected through a demographic characteristic questionnaire relating to age, religion, country 
of birth, marital status, etc. Ten of the participants were Jewish and three were Arab, aged 
32–67 (M = 46.03). Eleven participants were single or divorced, and two were married. 
Only three of the unmarried participants were in a relationship at the time of the study. Par-
ticipants’ demographic characteristics are presented in Table 1.

Exclusion Criteria Patients were excluded from the study in the following cases: first, 
if a participant expressed distress in response to the study materials. Second, if the par-
ticipant’s interviewer/physician noticed that the interview caused distress or dangerous 
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sexual behavior. Third, if the patient’s condition deteriorated significantly during the 
active participation in the interview (CGI ≥ 5(. Notably, a relaxation protocol had been 
prepared in order to manage cases of restlessness following the interview. However, 
there was no need to use it.

Research Tools

The main research tool was a semi-structured interview. The interview addressed the 
patient’s sexual knowledge and experiences, both in and outside the ward; the chal-
lenges of expressing his sexuality; and suggestions for streamlining the existing policy 
(see interview questions in Appendix A). In addition, according to the principles of 
qualitative research, nonverbal responses were also noted, and an investigator’s diary 
was kept in which the interviewer documented insights and comments during and after 
the interviews.

Table 1  Socio-demographic 
characteristics

Socio-demographic characteristics of the participants as reported by 
self-report questionnaires. Note: n = 13

n (%) M SD

Age (years) 46.03 12.12
32–46 8 (61.54)
47–61 3 (23.08)
62–67 2 (15.38)
Place of birth
Native-born 8 (61.54)
Foreign-born 5 (38.46)
Nationality
Jewish 10 (76.92)
Arab 3 (23.08)
Marital status
Single 7 (53.85)
Married 2 (15.38)
Divorced 4 (30.77)
Number of children 1.46 2.22
0 6 (46.16)
1–2 5 (38.46)
3 + 2 (15.38)
Relationship
In a Relationship 3 (23.08)
Not in a Relationship 10 (76.92)
Religious faith
Religious 1 (7.69)
Traditional 5 (38.46)
Secular 7 (53.85)



184 Sexuality and Disability (2022) 40:179–194

1 3

Research Procedure

The study was conducted at a psychiatric hospital in the southern district of Israel. It 
was approved by the directors of the ward and by the institutional review board (IRB). 
Psychiatric patients in the isolated wards were assessed by the medical staff to deter-
mine their ability to sign an informed consent and participate in the study. Pseudonyms 
were used throughout the paper in place of participants’ real names.

In order to evaluate the severity of the patient’s symptoms we used the Clinical 
Global Impression Scale, CGI [17]. The purpose of the questionnaire is to obtain infor-
mation about the effect of the active psychotic process on sexual function while the par-
ticipants are in a psychotic state. The interviewer rated the severity of the symptoms on 
a scale of 1 (normal, not ill) to 7 (very ill), based on all the medical information in her 
possession, relying on the opinions of the physician treating the subject and the nurse in 
charge of the ward or her deputy. Remission was assessed using the CGI questionnaire, 
as all participants were confirmed to have had partial remission with low CGI (3/4). 
Then, participants signed the informed consent form while the interviewer read the form 
to them and explained the research aims.

Later, participants completed the demographic questionnaire. In the case of difficulty 
in reading, the interviewer read the questions for them. After completing the question-
naire, an in-depth interview was conducted. Most interviews took place in a single ses-
sion. However, longer interviews were sometimes divided into two sessions. All inter-
views were conducted face-to-face in Hebrew by the same interviewer, a female clinical 
psychologist and certified sex therapist, who works in the ward and had been familiar 
to participants prior to the interviews. Confidentiality was assured to each participant 
along with an explanation of the publication of his anonymous quotes. The interviews 
were conducted in an intimate environment, in the Mental Health Center. The patients 
were asked to agree to the recording of the interview. Interviews lasted an average of 
45 min to an hour. During the interview, the interviewer attempted to establish trust and 
create a sense of ease. After the interviews, the patients’ mental condition was assessed 
by the medical staff. Later, the interviews were translated into English by a native Eng-
lish speaker. The raw materials were given to the researchers without identifying details. 
The researchers were committed to maintaining the privacy of participants and all raw 
materials were kept in a safe place after the work had been completed.

Data Analysis All interviews were conducted by T.P.S, who is a PhD with academic 
training in qualitative research and certified sex therapist. All interviews were tran-
scribed verbatim. The interviews were thematically analyzed. To enhance the trustwor-
thiness of the study, the analysis process involved two independent raters, who were 
part of the research team and experienced in content analysis and qualitative research 
methods.

The analysis included three stages [14]. In the first stage, we conducted a holistic 
reading of each interview. In the second stage, the main themes were derived (through 
an analysis of each interview). In the third stage, the analysis focused on reorganizing 
the themes, finding sub-themes, identifying connections, and creating the final set of 
themes.

During the analysis (stage 2), the researchers conducted an initial evaluation of ran-
domly selected 20% of the transcripts to assess interrater agreement. Unclear themes 
as well as cases of disagreement were discussed to reach consensus regarding the cod-
ing. Interrater agreement was measured through a percent agreement method [27]. The 
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researchers reached a consensus on 84% of these items at this preliminary phase. This 
high consensus rate can be ascribed to the fact that both scholars are knowledgeable in 
the researched domain.

Results

In the interviews we identified two principal themes: challenges in realizing sexuality 
within the isolated ward and suggestions for improvements. The former theme was divided 
into several sub themes: performing sexual acts and exposure to sexuality within the ward; 
medications’ side effects; dialogue with the staff; sexuality in the ward presented as cross-
ing limits; and absence of a space in the facility to fulfill sexual needs. Below we present 
each of the themes and sub themes.

Challenges in Realizing Sexuality

Performing Sexual Acts and Exposure to Sexuality Within the Ward

The joint stay in the ward and the relationships that are often formed among patients some-
times produced sexual activity or exposure to sexual behavior of other patients. Thus, it 
seems that sexuality is manifested within the psychiatric institution. Participants’ stay at 
the hospital provides opportunities for sexual acts with other patients or with oneself (and 
in some cases, intents or fantasies regarding the medical staff). Furthermore, patients are 
aware of other patients’ sexual behavior, which may be uncomfortable for them. The close-
ness that comes from staying together in the ward creates opportunities for sexual contacts. 
For example, Nathan (35, Jewish) said:

I won’t lie to you, I’ve had many cases of having sex in the wards throughout the 
years as part of the hospitalization, I don’t know if I should open it up […] There was 
a case that I had oral sex a few months ago with some guy in here and it was on the 
porch and then one of the patients saw and told the staff.

Nathan also described the explicit sexual proposals and insinuating looks from other 
patients:

People come to me and tell me, or there are all kinds of looks maybe in the shower 
and they come to me and tell me like, listen I’ve never experienced but um, I’m inter-
ested in trying.

These opportunities for same sex relations may cause a sense of harassment among 
some patients. Amir (38, Jewish) said:

Someone grabbed me and said, ’Can I kiss you? Only one, only one [kiss], please’. I 
told him, ’no, go away and leave me alone.

Another element to be taken into account is technology, and particularly the use of 
smartphones, which amplifies sexual expressions within the ward. Several interviewees 
mentioned that other patients, who access pornographic and other sexual content through 
their smartphones, raised sex related discourse in the ward. For example, Jamil (55, Arab) 
said:
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I’m using my smartphone and I’d talk with my wife a lot. I’d want to hear her voice. 
To tell her ’What are you doing now?’ ’Touch your breasts, touch them’, you know... 
Through the telephone, and then calm down until I’d get back home".

Medication Side Effects

Most of the patients suffer from side effects due to medication that interferes with their 
function in general and their sexual function in particular, affecting them physiologically 
and emotionally. This reality seems to have caused many of them to have negative attitudes 
towards medication.

Danny (47, Jewish) described how medication has diminished his sexual desire:

Firstly, it’s suppressing, there is no point, no desire. This is a depressive reaction to 
the medication. Secondly, it’s hurting my desire, my will, the way in which my desire 
is expressed.

Furthermore, some patients indicated specific physiological damage to their sexual 
functioning, such as erectile dysfunction and premature ejaculation. According to Yosef 
(43, Jewish), for example:

I want to have sex 3–4 times, and I can’t because I don’t have a good erection.

Amir (38, Jewish), in contrast, presented a different perspective, detailing how the medi-
cation actually helped his sexual functioning:

Solian (Amisulpride, medication for treating schizophrenia) bothered me. Rispond 
(Risperidone, a different drug for schizophrenia) helped me, I did so much sex I 
almost fainted.

There appears to be an additional price that participants pay for their interrupted sexual 
function, which is the concern they feel as men experiencing sexual difficulties.

Some patients also indicated serious harm caused by the medications’ side effects, 
including decreased self-esteem and a diminished sense of masculinity and control. As 
Jamil (55, Arab) put it:

When I’m visiting my wife, around my wife I feel myself worthless. In terms of man-
hood.

Dialogue with the Staff

The interviews revealed different views on the availability of the therapeutic staff in the 
dialogue on sexuality and the complexity of such dialogue. Not all patients were aware of 
the possibility of discussing sexuality with the staff. Moreover, many wondered if raising 
the subject with a staff member might be useful, worrying about the responses they might 
get.

According to Sammy (40, Jewish):

I can talk to the doctor. Maybe she’ll get this conversation and maybe not, maybe this 
isn’t the place at all. Right?

Herzl (45, Jewish) expressed the feeling that there is nobody to talk to in the ward 
regarding sexual issues.
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To the walls. The walls. Nobody talks about it.

Yet, other patients expressed no difficulty in raising the topic with staff members. As 
Nathan (35, Jewish) put it:

I’ve heard people talking about it with the staff with no problem.

When the interviewees were asked about the reasons sexual issues are not discussed 
with the staff, they mentioned lack of interest or low availability as the main reasons. 
According to Danny (47, Jewish):

It’s because nobody cares. The doctor, psychiatrist, he asks other things entirely, like 
’Are you hearing voices?’ […] There is only one doctor for twelve patients, and he 
may talk to us every day but he doesn’t really have the time to listen.

Sexuality in the Ward Presented as Crossing Limits

Many patients feel that expressing sexual content during their stay in the ward is inappro-
priate. Some feel that practicing sexuality is presented in the department as crossing limits.

Several patients share experiences of "getting caught" having sex or masturbating, 
which was either ignored by the staff or provoked an angry, punitive response. Haled (61, 
Arab) said:

It’s not the right place to masturbate. It’s a hospital, you need to respect the hospital.

Nathan (35, Jewish) says that the staff’s attitude towards sexuality makes the patients 
see it as taboo, and fear relating to it:

Really maybe if there was a little bit more reference to the topic [...] would be like 
healthy to this topic, so maybe it would light things up more positively, rather than 
being such a taboo.

In his interview, Nathan said that the doctor had instructed him to avoid expressing his 
sexual needs:

There was a doctor that was the director of some ward, who told me that I think I am 
an actor in an erotic movie and he stopped me from talking about sexuality in the 
ward. He asked me to stop looking for it.

Absence of a Space in the Facility to Fulfill Sexual Needs

Patients find it difficult to find an appropriate place to realize sexuality in the ward. They 
describe the need for sexuality as a source for discomfort and concealment. Many inter-
viewees described the poor conditions in the ward to fulfill their sexual needs. For exam-
ple, Benny (36, Jewish) says:

I can fulfill my sexuality only if it feels intimate enough for me, for example in the 
shower or under the blanket when everyone was sleep.

In light of this reality, some patients choose to entirely avoid sexual acts within the 
ward, as Haled (61, Arab) indicates:

Nowadays I don’t have sex because I’m in the psychiatric hospital. […]Outside [of 
the hospital], yes. But here, no. I don’t have any privacy here.
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Danny (47, Jewish) mentioned the existence of cameras (placed in the ward for security 
reasons) and protested the current policy, which does not designate special rooms to serve 
patients’ sexual needs:

Conjugal visits are legislated by the law. Our human rights are violated, compared to 
inmates in prison. If I’m here, I don’t even have the option to have a conjugal visit 
with my partner, it’s out of the question. It’s unbelievable. Even if I had asked, there 
is no place. Will they provide us a private room? And will they allow us to get inside 
alone? They’ll put cameras inside […] it’s something basic that human beings need 
like a toilet, that’s the same thing, that’s hard.

In contrast, some patients presented masturbation within the ward and finding a place to 
perform it as a routine manner, which did not seem to cause them any difficulty or embar-
rassment. For example, according to Herzl (45, Jewish):

Nothing can stop me. I go to the toilet, I make sure nobody’s around. I’ve been here 
one month, and I did it at least ten times since I came. No problem.

Suggestions for Improvements in the Hospital

Evidently, the patients were aware of the existing situation and had hopes for improvements 
in their life quality. They proposed several policy changes that would provide solutions to 
the problems that were raised. Additional ideas for improvements stem from the patients’ 
experiences as reflected in the interviews.

One of the patients’ main proposals was starting an open dialogue with the staff about 
sexuality, either in personal sessions or in group discussions. Patients believe that such dis-
course would be helpful to their stay in the ward. According to Sammy (40, Jewish), for 
example, the patients would be interested in such dialogue and the staff must initiate it:

You need to create a group to talk about sexuality. And then to hear, if a person 
speaks correctly, to encourage them to keep going that way.

Yet to allow a meaningful dialogue on sexuality with the medical staff, the right condi-
tions must be set up. The interviews indicate several important points that might help the 
patients talk about their sexuality and promote effective future dialogue. First, the gender 
of the caregiver is important. Yossi (43, Jewish), for example, states that he shared his 
problem of sexual dysfunction with his male psychiatrist since he felt comfortable talking 
to him:

Interviewer: "And you felt comfortable talking to the psychiatrist about it?"
Yossi: "Yes, because my psychiatrist was a man".

Second, the medical staff should approach the subject in a manner that suits each of the 
patients, depending on their preferences and uniqueness. As some interviewees mentioned, 
they are reluctant to participate in group sessions. For example, Benny (36, Jewish) said:

It’s intimate, you don’t get into it in group sessions.

Third, the patient should be the one deciding if and whom to confide in. The decision 
might be based on a personal connection with a certain staff member or their professional 
role in the ward. As Benny (36, Jewish) said:
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A doctor shouldn’t get into the intimate world of the patient, that’s what you have 
psychologists for.

Fourth, staff members must be empathic so that they can handle the emotionally charged 
issue of sexual dysfunction or any such intimate problem. Interviewees also mentioned 
their thirst for relevant knowledge about sexuality. According to Herzl (45, Jewish):

The doctors have to give them this kind of information.

In addition, most interviewees mentioned the need for a private room, free of cameras, 
to serve patients’ needs. As Danny (47, Jewish) said:

If they let me [decide], I’d made a room for conjugal visits and I’d give an option for 
a closed visit for couples, they need that option. If someone has a partner, he should 
have an option for a conjugal visit. And even more, there should be an option for a 
private place and a conjugal visit with as many partners as you wish.

As part of the supervision and regulation of this issue, measures for safe sex should be 
supplied to patients, as we can understand from Sammy’s statement (40, Jewish):

One of the reasons that we don’t have sex is because there isn’t any protection.

A contrasting opinion was that of Amir (38, Jewish) who, when asked about suggestions 
for improving the current reality, suggested avoiding a discussion of sexuality altogether. 
This represents an alternative view, of patients who might feel uncomfortable dealing with 
matters of sexuality and prefer to focus on other aspects of healing and rehabilitation.

Discussion

The current study examined sexuality and its manifestations among hospitalized psychi-
atric patients. The findings indicate a gap between the existence of sexual needs and the 
absence of an actual response from the therapeutic staff and policymakers. The interviews 
presented various challenges that the patients are facing, such as exposure to other patients’ 
sexual behavior in a manner that causes discomfort, medication side effects that bear on 
sexuality, lack of open discourse with the staff, sexuality presented in the department as 
crossing limits, and lack of space for sexual needs fulfillment. These challenges can poten-
tially interfere with the patients’ right for healthy sexuality, as the patients themselves 
pointed out.

Moreover, the interviews brought up possible solutions that emerged from the patients’ 
experiences. They proposed concrete practical solutions (such as allocating rooms for con-
jugal visits or private sex activity) as well as solutions relating to legitimizing patients’ 
sexuality and developing various ways to enhance open and effective sexuality-related dia-
logue between patients and staff.

[35] found that approximately 15–30% of psychiatric patients reported having sexual 
contact during their hospitalization. They also found that over 67% of the patients expe-
rienced sexual dysfunction. Psychiatric inpatients face special difficulties such as stig-
matization and concern of the staff about their judgment and ability to consent to sexual 
intercourse. In turn, other studies have shown that addressing the sexuality of patients con-
tributes to their mental well-being and reduces risk behaviors [3, 8, 12, 15, 19, 26].

From the interviews we learned that the patients had acute sexual awareness, clear per-
ceptions, and sexual experiences. The centrality of the subject in their lives could not be 
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doubted. Yet, in accordance with Cort et  al. [13], the present investigation demonstrates 
that there still exists much work to be done. Although patients sometimes feel that they can 
discuss their sexual needs with the staff, it is clear from the interviews that in general, the 
staff does not actively address the topic. There is also no evidence of a systematic interven-
tion program currently taking place in the department.

According to Buckley et  al. [11], whether sexual relations are permitted within the 
departments or not, sexuality will exist and be expressed among psychiatric patients. The 
current study confirms this finding. The interviewees indicated that they were exposed to 
other patients’ sexuality and engaged in sexual activity themselves, although sexual inter-
course is considered unacceptable in the department. According to Shalev et al. [35], hos-
pitalization includes many aspects of sexual behavior. The regulations regarding what is 
permitted and what is taboo are not always clear to the patients, which creates a feeling of 
discomfort.

Conducted among men in an isolated ward, the present study reinforces the existing 
body of knowledge [7], conforming the medicinal side effects that influence sexual func-
tioning, and provides additional qualitative information on the psychological and social 
effects of this functional impairment. The literature proposes solutions to medication side 
effects. For example, according to Balon [4], physicians should manage the topic appropri-
ately throughout the patient’s initial assessment and prior to the administration of medica-
tion, including a discussion with the patient about the potential harm to his sexual func-
tioning and possible coping strategies.

Cook [12] addressed the absence of privacy in psychiatric facilities, which also surfaced 
in this study as a significant challenge. Patients resort to acting in hiding and finding alter-
natives for fulfilling their sexuality. Based on interviewees’ narratives, it is recommended 
to adopt the following changes: first, the most obviously needed step is to form an open 
dialogue on this topic, whether in a group or an individual setting, providing knowledge 
and guidance to patients about biological and psychological aspects of sexuality. Since the 
topic is intimate and sensitive and might lead to uncomfortable feelings among both the 
patients and the staff, the dialogue should be appropriate and conducted carefully. Moreo-
ver, the staff should be properly trained, so that its members become aware of patients’ 
sexual needs, and consequently adopt a positive attitude toward patients’ sexuality, legiti-
mize and normalize it.

In addition, a private room should be allocated for respectful implementation of sexual 
needs and conjugal visits, which will protect the patients’ safety and improve the lives of 
patients and staff. Realization of sexuality in the department will be possible only with 
the support of the staff and the management, whose role is to enable sexuality, set limits, 
encourage dialogue on the topic, and provide suitable space and means. We call for giving 
space to the sexual needs of patients in a controlled manner, with restrictions and clear 
boundaries that will preserve the dignity and safety of patients. The medical staff should 
acknowledge that patients have one limitation—their mental illness, but otherwise, they are 
people with healthy human needs.

The current study enriches existing knowledge and provides a broad picture of patients’ 
experiences. We are not aware of any studies that have been done on male patients with 
SMI who are hospitalized in an isolated ward. This study is also unique in its target popula-
tion, which is comprised of male patients in a closed ward who come from diverse cultures 
and from a region in Israel considered as geographic and social periphery. The findings 
indicate that sexuality crosses cultures, ethnicities, and social status. It is a basic human 
need [20], as reflected in the interviews conducted with this unique population. The study 
allows us to examine the sexual needs of a conservative population that differs from the 
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populations studied thus far in Europe and the United States. The study may help in map-
ping participants’ sexual needs, gaps, and challenges, and in understanding the adaptive 
and non-adaptive coping methods assumed by the patients.

Finally, the research may lead to policy changes and the formulation and implementa-
tion of an intervention program that includes psycho-educational information about healthy 
sexuality. Such a program, based on proper communication and setting of boundaries, will 
have implications for therapeutic interventions. Addressing patients’ sexuality in this man-
ner will enable it to be channeled into healthy places.

The study has several limitations. First, the fact that some of the participants found it 
difficult to discuss the topic of sexuality may bias the results. Second, although according 
to the preliminary assessment, the interviewees were qualified in terms of their mental sta-
bility to participate in the study, in practice, it was difficult to maintain attention throughout 
the interview and to retain continuity and coherence during all interviews. For this reason, 
some of the interviews were split when needed. Yet, the interviewer was a clinical psy-
chologist who is trained in the treatment of psychiatric inpatients. An additional limitation 
stems from the fact that the interviewer was a woman while the interviewees were men, 
leading to possible bias in the results. Since the study population consisted of men in a 
closed ward, care must be taken when generalizing the findings elsewhere. Future studies 
should be conducted in other populations, such as female patients, ambulatory psychiatric 
patients, and medical personnel. Another limitation might be that the participants knew the 
interviewer. However, it should be noted that she wasn’t their case manager therapist.

Conclusions

There is no doubt that sexuality exists and is prominent in the lives of patients in the iso-
lated psychiatric ward. The path towards an integrative solution to this issue is still long 
and requires courageous coping of the patients themselves, the staff, and policymakers. 
Despite the growing awareness among the public and the caregivers, it is evident that this 
issue is not usually discussed openly. Recognizing its importance and integrating it into the 
daily therapeutic agenda in an open and honest manner might lead to creative solutions for 
the above-mentioned challenges. Realizing that the main rift today is between the under-
standing that the patients have the right for sexual expression and the actual implementa-
tion of this right, we emphasize the importance of changing the policy to create a new 
agenda. Our findings emphasize the need to address the issue of sexuality among hospital-
ized psychiatric patients, while listening to their voices and helping them in the process of 
rehabilitation and recovery.

Appendix A: Study protocols

See Table 2.
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