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Abstract:

The purpose of this study was to determine congruence of sexual rehabilitative needs between
postmyocardial infarction patients, their sexual partners and health care professionals. The author was
interested in determining whether the sexual rehabilitative needs were met and how the health care
professionals perceived their role in meeting these needs.

The methodology of this study included a questionnaire delivered by the researcher. Originally four
sample groups were included: patients, sexual partners, physicians and nurses. Physicians were
eliminated from the study because of the small number of questionnaires returned.

The findings of this study determined congruence of sexual rehabilitative needs between the registered
nurses, patients and sexual partners. Nurses indicated they gave more information than patients stated
they received. What information patients and sexual partners received was identified as given by the
registered nurses.

The patients and sexual partners believed it should be the physician’s responsibility to give the sexual
information. Nurses stated it was a joint responsibility of physicians and nurses. Nurses generally
stated sexual teaching to be in the scope of nursing practice but indicated their own anxiety was the
primary reason for not giving the information.

Implications for nursing include the need for assessment of patient readiness to receive information in
the acute care setting and the importance of nurse’s awareness of the impact of illness on sexuality.
Questions generated by the study include: (a) Is there a relationship between the perceived severity of
illness and the length of time required for adaptation? (b) Does sexual teaching have an effect on the
postmyocardial infarction patient's return to optimal sexual functioning?
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ABSTRACT

The purpose of this study was to determine congruence of sexual
rehabilitative needs between postmyocardial infarction patients, the1r
sexual partners and health care professionals. The author was
interested in determ1n1ng whether the sexual rehabilitative needs were
met and how the health care profe351onals percelved their role in
" meeting these needs.

The methodology. of this study included a questionnaire delivered
by the researcher. Originally four sample groups were included: '
patients, sexual ‘partners, physicians and nurses. Physicians were
eliminated from the study because of the small number of question—
naires returned

The findings of this study determined congruence of sexual
rehabilitative needs between the registered nurses, patients and
sexual partners. Nurses indicated they gave more information than
patients stated they received. What information patients ‘and sexual
partners received was identified as given by the registered nurses.
The patients and sexual partners believed it should be the physician's
responsibility to give the sexual information. Nurses stated it was a
joint responsibility of physicians and nurses. Nurses generally
stated sexual teaching to be in the scope of nursing practice but
indicated their own anx1ety was the pr1mary reason for not giving the
.‘1nformat10n.

Implications for nursing include the need for assessment of
patient readiness to receive information in the acute care setting and
the importance of nurse's awareness of the impact of illness on
sexuality. Questions generated by the study include: (a) .Is there a
relationship between the perceived severity of illness and the length
of time requ1red for adaptation?: (b) Does sexual teaching have' an

. effect on the postmyocardlal infarction patient's return to optimal
‘ sexual functioning?




Chapter 1

INTRODUCTION :

Perhaps no.area can crystalllze the mult1d1mens1onal 1nterper— '
sonal. concerns that follow the sudden occurrence of myocardlal :
infarcatlon so'clearly as human sexuallty (Lynch, 1979). :The basic
"concept for- thls study is human sexuallty.' But just what is sexuai—
'1ty‘7 There are volumes written on the subject without'formulating a

- : - i o
:.concise‘definition.‘

Abraham Masicw’s:thebry of hunan motiyation is basedhon'the'
ccncent of needs'that nust be satisfied:if health is to be attained
" and maintained-kﬁaslong 1554). ‘Sexuality.is‘a significant part of
Maslow's needs for it nervaces, affects'anu is affected'byithe higher. -

order:nee&siof security, lové;, belonging'anujesteem.‘.Sexuai activity.
is one of theylow.order‘hasic-needs necéssary for spec;es suryiya;
(Hogan, 1980). MasIcw‘s'conceptuali%aticn of Senuality.can be Viewed-
in a very holistic manner.

" Dulcer (1980) ‘states that sexuallty, a bas1c human characterls—
'tic,vreférs to all those perceptlons related to feeling llhe, acting
'_.like or.being,recpgnizec as a-man or WOman. It'lS the culm1nat10n of

hblologlcal heritage, moral .and rellglous bellefs, culture, envaron—
ment, the 1nteract10n wrth others and the 1nd1v1dual's 1nterpretat10n.

.of all these experiences. This image inAcombination with one's .




)
perception of his or. her bodf and self worth'form one's self concept f
(Dulcer, 1980; Wood 1979) |
What happens to sexuality after a Myocardial Infarctlon 0!1)7

Depending on the patient's v1ewp01nt,of the heart,'knowledge that the
'heart-has been damagedrmay lead to~a severe body image dieturbance f.
:'which.may cause the 1nd1v1dual to unneceesarily restrlct act1v1ty and
:'view self as fless of a man/woman“ (hogan, 1980)@. Health
professionalsﬁneed.to make'sexuality aAprimary concern to help
reinstatefthe.positi;e attitude, segual self-concept and body image
(Qkoniewski,‘197§). | |

) Research done'on teaching of post-MI patients about,sexuality,
specifically sexual,activity, indicates that afthough cardioloéists:
eay'they‘couneel‘their patients'about seXual,activity, this counseiing
is minimal or'non—ekistent (Hott, 1980).. Tuttle; Cooki and Fitch
. (19645 reported that two—thirde of men interuiewed.ninE'years post—MI
reported that they-had:received 1o aduice regatrding se%ual activity |
' and the rest felt the;information.wasinonspecific and_Vague;. A second '”
study-noted,that most physiciane try to_give:general adVicefand then i
, shift the ultimate decision to the patient (Klein, 1965)
Papadopoulos (1978) found that many of the 135 post-~MI subJects were.
not given 1nformat10n and profe551onal advice about sexual activities.

What factors contribute to this iack of 1nformation_g1ventto‘the

' . patient? Hott~(l98Q) and Van Bree (1975) have given such reasons ds
L 4 « S
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(a) lack of knbwledgevin human sexuality, (b).pepgonal Biaéeé,“(p)
doctor-nurse confliéts, (d) nurse s#ﬁmission, (e) poor patient/

doctor relationship and (f) professional prejudices. These factdrs_in
combination'with the ?esea:ch presented on incidence of sexual |
teaching shows that ﬁedicine and nursing have defaulted ip their
respopsibility in-edﬁéating fhe patient about normal sexuality an&

sexual rehabilitation.

" Statement of Purpose

The pﬁfpoée of this'study was ‘to determine congruence of sexual
réhébilitative needs between the health care profegsion#ls and the ML
patients and sexual partners. The -author was also intereéted‘in
determining_if the ﬁeéds were being metland if so, by whom: Due to
the descriﬁtive nature.of this study, hypotheses were'nét approp;iaﬁe.
"The following questioﬁs serve as the basis for the data anaijsis.

1. What are the perEeived sexual rehabilitative needs

of post-MI patients and sexual partners upon diSCharge

" from the hospital?

‘2. Are these needs congruent with the needs aséessed
' by the health professionals?

3. Are the rehabilitative needs being met by the health
professionals? : X

4. Whosé respohsibility is it to provide the information
to enable patients to make informed choices?
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Definition of Terms

Sexuélitx: The totality of human beings whiéh includes the
biologic, sociocultﬁral; psychological and ethicél components of-

sexual behavior.

Sexual activity: Physical means of sexual fulfillment (e.g., hugging,

touching, intercourse and masturbation).

Sexual rehabilitation: Process of actively assisting the patient to

achieve and maintain his optimal state of sexual health.

Sexual partner: Spouse or "usual' partner with whom sexual activity
is performed.
Patient: Person who has experienced a myocardial infarction.’

Health professional: Physician or registered nurse involved in the

care of the patient.
' gggégz 'Informétibn'br duestidns concerning sexuality asked by the
| éatientland/or family or assessed by the heglth pféfessional as
impoftént_in rehabilitation.
Congruence: Agregment of neéds perceived by nﬁrées, physicians,

patients and sexual partners.




Chapter 2

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

Historically:there has been’ﬁinimal'docuﬁentatiéh of the

- physiologic responses t6 sexual intéfcbufse in thé.poét~Mi patient.
iheré wés little ﬁention of the subjeét in the literature until very
recently. Several reseérchers have found that many activities in
daily living (e.g;, #tair climbing) and wofk producé cardiovascular
demands and fesponses which are equal to or greater in dufation and
magnitude thaﬁ sexual activity (Hellerstein and Friedman, 1970;
Kavanaugh aﬁd Shépha;d, 1977; Larsen et al., 1980;-Steiﬁ; 1977).
'Tﬁese findings h;ve doﬂé much to objectify information'about,the
rélationéhip éf sekual‘activity to cardiac fﬁnctioﬁs;

Assuming the patient is given .the information for sexual
rehabilitation, will-he have the ability bhysically'and gmotionaliy t6
resume sexugl aétivity? This can'be’detexmined only after a thorough
assessmeﬁt of the fatient. Factors that need to be'asseésed inglude
(é) pre-illness sgxuél activity, (b) general health pf ghé patient and
sexual partner, (c) extent of pathophysiologic and psychglqéic re-
covery from the MI, (d) phychosocial needs of the!sexuél ﬁartner and
(e)-functioning of thg marital unit (Hellerstein and Friedman, 1970;

' Stein, l9Z6§.Watts,.l976). A

That a problem of lack of information and misconceptions exists
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for the patient is exemplified by group therapy reports;in which;
convalescent ﬁalé cardiac pafients e#pfessed feelings of diminished
iibido, fear of'déatﬁ dufing intercourse and énxietylthat exists at a
preconscious level for many years (Bilodeau and Hackeft, l97i; Bloch, °
: l975). - Bilodeau (1971), a psychiatric ﬁufse,.had group meetings with
post-ML patienté'and fbund the most»fréquently expressed .concern
rgiated to éexuélity. The sample,.whichlwas small, wgé‘seleqted_'-
randomly. In relation to the issue of sex, éll mgmbers directiy or
indirectly'admitted diminished libido and fear of death'dufing
intercourse, a.fear that was shared by spouses. No member had
discgssed these congerhé with the physician and no physician hgd
introduced the subject. | .

Bloch (1975) did ;.study'of early mobiiization éftéf an MI,
spehifically, evolution of sexual actiyity. One hunhfed patients Qe?e
raﬁdpmiy selected fo; oﬁtpatient foilow—up eleven éonthslafter the MI.
-Tﬁéré was a definite'ﬁiminuation of sexda;-activity.frqm before_to
:after the MI. The reasons for éhis’diminuatidn were unclear and
~multiple. Reasons.éiveﬁ Qere decreased sexual desire; depression,
anxiety, wife's Aeéision, fear of relapsé and sudden'aeath, fatigue
and impotence. No mention was'given as to the lack of information
'given by health professionals. |

The impact of lack of information énd ﬁisconcgptions was <

anxiety-producing for the sexual partner as well as the MI-patient




(Hardlng and Morefield 1976 Mayou et al., 1978; Papadopoulos et al.,
1980; Rudy, 1980; Skelton and Dominian, 1973). In respohse'to the
realization that women.whose husbands had suffered an M1 had common
needs; Harding, an RN; and Morefield,'a minister,’startedlan
interdisciplinary WiVe's auppdrt group ln'which six to seven wiﬁes per
week part1c1pated ln a descriptive article; they'stated'how thep'had
~found that sexual fear was a very prominent concern but a dlfflcult
one to deal with in a group situation. A common expressed fear_was
"I'm_afraid my husbahd will die oh top of me!"

In yet another study reported hy a registered narse, Rudy (1980)
descrlbed a study of‘patient and spouse causal explanations of an MI.
Limitations of this descriptive study were the convenience sample of
50 patients and spouses and the nonstandardlzed questionnarre
utilized. When explorlng the ways in wh1ch the heart attack had
affected-the spouses, many wives said the’ 1llness ‘had created problems
for which they were not prepared. Uncertainty related to sexual
activity was one of the three -areas of concern. Thrcugh home inter-
© views, Rudy.aléo found that when patlents.resumed‘everyday activitiea,
patients and spouseé became aware that deciéions confronted them and‘.
: that they lacked relevant ihformatioh to make the. decision.

Papadopoulos (1980) focused on the 1mpact of the heart attack on
the sex life of the wives of the heart attack victims. Data collecf

tion was through interviews in the home with the sample obtained by
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consent of the first 100 wives of patients‘discharggd'frbm the
‘hospital.- Some of thé sexual conceéns pbtéd were inadequaté sexual
.instfuctions; fisk 6f séxual activity, sgxgal_difficqlties of'tﬁé
husband,_cﬂaﬁge in sexﬁal patterns;jpa;ient symptoms dﬁfing
intercourse and the emotional rgla#ionship'of the couples. Forty-five
wives had received éémé.information about sexual acfiVity prior to.
diécharge with markéd variation in the sexual instruction provided.
Papadopoulos foﬁnd that a‘significaﬁt higher pércentage of wives>wh0'
had received instructions. such as "take it easy" and "it is alright to

" feared sexual

resume sexual activity as long as it:is not strenuous
activity aft.er' fhé- MI. This may confirm ‘the l’fact that the instruc-
tions were inadeduate'to alleviate fea?'pr they may havé created
aﬁxiety by.raising'qugstions éf risk.

Studies by Mayou and others (1978) and Skelton and Dbminian
(1973) exéﬁplifiéd these points. Intefviews were éonducted with wives
of MI paéiénts from two to twelve months after discharge. With
samples of 82 wives (Mayou) and 65 wives (ékelton) they noted that the
level of;séxﬁal acpivity was affected by,anxiefy about the safety of
interébu¥se; These fears of the wives may Be displaced in;o avoidance_
lof sexual aétivify, 6véfproté;ﬁion or resentment leading to a
'situafion ghat is more detrimental than the uﬂderlying pathology
(Brenton, 1968). | |

The two méjor fears.éxperienced'by post-MI patients are the féafs
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of inminent death and the loss_of'physical'capacity (Cassem, 19575.A
The psychological response to these fears are~exhihited as anxiety.
‘which interferes with sexual functloning ann depre551on that alters
the libido (Cassem and Hackett, l973 Hellersteln and Frledman, 1970;, o
Scalz1, l973) The loss of phy31cal capac1ty frequently is perceived
. by.the_patient as a’severe threat to his self—esteem‘and to hlSt.. l
'concept of mascnlinityi(Scalzi, l978) | | | |

A person with a p031t1ve sexual self- concept 1s characterlzed by
acceptance of,:comfort with and, ralue of self as male or'female:
(Hogan, 1980) Body'image, the “internalized picture that an f
1nd1v1dual has of his physical appearance is. closely allied with the
sexual self—concept (Hogan) | |

Since an Ml leayeSrphys1cal chanée invisihle, the patient must
iearn to modify his selr—concept. -Io nan? men, cardiac_éamage neansa
. loss of courage,.love1gﬁdTmanlinessfandritIportends-dependency;l:
incapacity'and inactiVity'nithra resnltant threat to"their‘sexnal
self-concept and resnltant effect.on.their-sennal rehabilitationh'_
(Hogan, 1980) A postQMl patient With a.negative_sexnaliself;concent '
in all probabillty w111 become a 'cardiachcrippleh-due.to his
perception of himself-as_physically disabled,despite‘physiological_'
-evidence to the contrary ﬂKlein,.l965). Accoroing to Klein,,a.cardiac
cripole‘is“a nerson nho considers'hinself permanently disabledfbecause )

.of heart disease althongh from a physician's point ofiview, the = -
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.disability is physiologically unjustified.

Adaptation to a disturbance in the boey image and sexual
'seif -concept depends’ upon the nature of the threat ‘the meaning of the
threat to.the 1nd1v1dual, the person s ceping ability, the response
frdn significant others and theAsupport'availabie (Norris, 1970).

The fear and anniety'felt by the patient'could also be due in
part. to how the sexnal partner views him as a‘sexual being after the
MI. .If the'patient 's sexual partner is prov1d1ng misleading
information, that patient misinterprets the symptoms and behavior in‘a
way that reinforces negative perception'ot hinself (Klein, lé65)ﬂ If
the_sexualApartnerAviews the patient aa unable or ineompetent to
" perforn'the‘usnal acti;ities, the patient may be relegated to a
eependent position‘(Hogan, 1980); What.are the sexual partner's-
.feelings.of sex role stereotypes? Can-they'adapt te role reversala?
These are very impertant aspects to consider,in the'evaluation of the
way the sexual partner.views the patient and the MI.

Sexual rehabilitation'is.rehabilitation of the patient's
sexuality as a totai hunan and not only his ability to perform-sexnal
interconrse, Lynch (1979) stresses the importanee of intimacy, leve_

and support as vital in the emotional rehabilitation of the patient

and sexual partner. He states "if human love and affection are major .

influences on the-heart, can the heart patient tolerate a aignifiéant

reduction of the human affection that-is’ shared in sexual activity?"
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i(p.-llS) He felt the greater emphas1s on pleasurlng such as lov1ng,
touchlng, cuddllng, carlng and open communlcatlon, the fewer anxieties -
" about erection. ' | | | | |

-In reView.of studles there was nininal‘mention'of‘naintainfng 3
iﬁtimacy in the relatlonship. fapadopoulos' (1980) study of post-MI
patient wives showed that a relatlonshlp between the emotional S
relationship of husband and w1fe and resumptlon of sexual act1vity
i ex1sted Of those whose relatlonshlps were good before the ‘MI and who
.uresumed sexual activ1ty.afterward, 4] percent were closer emotlonally
ﬁand 17 percent more dlstant. The converse}was true'of“those who did
not resume'sexual act1v1ty and whose relat10nsh1ps'were more dlstant;
The couples whose relationshlp was closer‘had maintained open ‘
communication and expresslon of 1nt1macy. . | |

Sexual- 1nformatlon rs an 1mportant component of the rehab111tae
.“'tlon of all patlents although to.date there is no published data‘
accessible to- the researcher substant1at1ng its effectlveness. The »
. goal of sexual information is to provide.the patient‘the informatlon;
he needs. to mahe-a personal choicé.in regard to sexual actiwftp.

Mims (1975) has expanded three pr1nciples v1tal in prov1d1ng
‘sexual informatlon to the pat1ent.-:?l |

1. Health profess1ona1s must be nonJudgmental in the
acceptance of-values . of. .others... :

rZZ. Guldance should be glven by -education rather than '
1ndoctr1nat10n.'
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2. Guidance should be. given by education rather than
indoctrination. o

3. Health professionals must help the patients mdke their
own choices of conduct through education and counseling.

‘Health‘care'frofessionals~mﬁst,carefully examine - their 'personal
feelings and sexuai'attitudes priér to beginniﬁg sexual counseling.
They must have knowledge of normal sexuality as well as howAthe
disease prbceés may or may not affect the patient's éexuality C
.(Jacbbsen;'l974; Krozy,. 1978). Misconéeptions continue among hgalth
-professionals which‘makes effective sexual counseling very &ifficult
(Hott, 1980). |

; Are éhése principles being followed invproviding sexual informa-
Ition'for the post-MI patients? Hott'(i980) conducted informal inter-
views with cardiblogists{ corﬁnary care nurses, cardiac reﬁabilitation
nurses-and patients ?holhad had a fecent MI or undergone cardié;
.surgery. Her déécriptive study utilized a small sample (N=39) which
was randomly selected. Hott belieyed she heard enéugh cénsistent
reports to confirm the.fact that théré is indeed a différeﬁce between
what literature says should be done and what is~éctually béiqg done by
nurses and physicians. When asked, "How do you han&le sexual problems
-of your patients?," physicians félt it was not ﬁecessary to bring ub :
the subject uﬁless:the patient asked. Nuyses-were uncomfortable in
'talking'éboﬁt sexuality to older.patients:and feit providing sexgal

information was the physician's job. The patient's advice included
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"take it easy" and "go back to what you did before," never examining

"What they did before." Although the ohvsicians said they infofmed

the patient, the information was felt to be minimal or nonexistent.

* Why do health professionals generally neglect the teachirg about .

typical healthy sexuality and when they do teach, stress the
ﬁisconceptions and mythsé Reasons noted by'Hott'(l980) include.(a)
lack of training in'sexuel counseling, (b),personal biases_end
Vprofessiohal prejodiees; (e) nurse-physician conflict, "whose job is
it?," (d) the-nuree'sees herself io'a subordinate-position to the
doctor, and ée) poor doctor-patient relationship. Healtﬁ'professiooJ
als feeling. insecure aboot their own sexuality copé with their
insecurities by either-avoiding the situation or aqvisiog the patient
withoot sensitivity, obiectivity ano emoathy in relation to the
patient's needs.(ﬁlder, 1970).

Several tesearchers have explored.the-incidence.ahd quality of

sexual teaching of post-MI patients and spoueesl(Bilodeau and Heckett,

1971; Larter, 1980; ?apadopoulos et al.,'l980;'l978; Tuttle;et al.,
1964). . Papadopoulos (1978; 1980) in studies of wives and patients
found that many patients are not given profes31onal advice- about
sexual activity and many precticing physicians still avoid di3cussion.
of the topio. In hie study of petients) 9.6'percent'of the cases

‘ (N=l$5).hed,physioians who volunteered informetion and 45 peteeﬂtv

‘stated that no information was given even though they requested‘it.




Tuttle, Cook éﬁd.figlﬁ (196;5;'é;égeéifﬁéfgfwé;thirds of thé patients
they studied Qho.had suffered an MI received no advice from health '
professionals while the advice received by the reméiqing was. so vague
that it ﬁay useless. No total sample siié'was given in the report.

| A study ét Bostpn Veterans Administration Hospital (Pinderhughes, 
1972) of interrélétipnships between sexuality.aﬁd illness found fhat
the patient perceived the physician as initiatiné discuésions of
sexuai.actiVity far less frequently than'the‘physicians thbﬁght they.
did. A Tekan cafdiologist reported that 20 percént of his colleagues
counseled on sex of which 83 percent sugéested limited sexual
acti&ity, 50 percent suggested abstinence for two to three ﬁopths and:'
© 13 peréent advised unlimited sexualraétivity (Green, 1975).
‘Hellerstein (l9§9) reported 94 percénﬁh(N=2054) of physicians
dués£ioned said they counseled on sex. Eighty—seyen pércept repbrted
using cliﬁiéal'juggement'and evaluation of tdlerancé of daily
activitieS_an&IlS perceﬁt feported evéluéting functipnal capécity by
'sténdard exércise testing.

One needs ﬁé consider here, hoﬁevgr, that'iﬁformétiéﬁ 4nd
instructions given &uring hospitalization may not be well recalled
(Mayou et al;; 1976). Another point to consider ig not the fact of
whether it was given but the qualitf of the information given. .Was it
applicable and pertinent informatibn? 'fﬁétfuctions,tﬁat'go béyond the

actual activity of the patient may unnecessarily alarm him (Green, -
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1975).

Concebtual Framework

'In summary, many factors effect the éongruéﬁce_of-séxual
rehabilitative needs pérqeived and assessed by the patients, sexual
partners and health profeséionals. The accuracy of the.perceiVed
needs of the pétient and sexual partger by the health‘pféfessioﬁals.
are dependent on mgﬁy variables. The health professionals must ;ccept
their own sexuality and examine cgrefuily their péréonal feelings,
attitudes and preju&ices prior to sexual counseling (Scalzi, 1978).
If.this is not done, sexual counseling méy be totally ineffective.
Accurate percepfion pf needs demands that the‘health professional has
. the kﬁowledge éf normal séxualit§ as well as the effects of heart
disease on sexuaiity (Jacobseﬂ, 1974). |

The specific ﬁeeds of the patient and sexual parfner'for
counseling are Vé;y impoftant. It is of utmost impoftancé for ;he
health professional to get to know Ehe patient as a person, what tﬁe
patient was like before fhe MI and his/her sexual behavior and
intimacy'needs.before the MI (Labley, 1975). Preconceived:attitudes
and health beliefs about heart disease effect the concerns about
sexual-actiQity.fosthI.‘:A predominant health belief is that sexual
activity and exercise are‘harmfﬁl and potentially fatal to éardiac

patients (Montiero, 1979). Questions'asked by the patient may depend
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functioning has been'shdwn to be impaired by the patient's ﬁegétive
reaction toward h}s MI’(Hogan,-l980; Klein! 1965). 'The last factor
. that influences the perceived needs of:the patient and sexual partner
is the paftnér's reéction to the patient after the MI. 1Is thefe a
change in tﬁe-way the sexual partner viéws the patient as a sexual
. being? The sexual partner must bé flexible so she can adjust to the
changing relationship and overcome sex—role,stefeotypes for instance.
The sexual partner's attitude toward the patient may either hinder or
promote recovery.and increéase or décrease the an#iet& felt.by the
patient (Wishnie et al., 1971).

All of these factors influenée the information provided by the
health professional and the quesfions.asked by the patient and sexual
_pértner. If the sexual information is inacbﬁrate, riot given or given
but ﬁot according to tﬁe patient's needs, misconcéptions continue.
Having receivea little or no advice'from the physician, the client
sets his own patterns which often times represents‘a corsiderable
deviation from the pfeVious sexual activity (Tuttle et al., 1964).‘
The suggested change in behavior is based on misconceptions and fear
and the resglfs arg_personal f?ustration, mafitél tension and geﬁeral
unhappiness (G;iffin, 1973).,

Much.of the anxiety about resuming sexual relations due to
miscohceptions énd uﬁrealistiC'feaf can be decreased through adequate

instructions (Scalzi, 1973). Congruency of needs perceived- by the
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iné;ructions.(Scalzi, 1973). Coﬁgfuency.of“needs peréeived b
patient aﬁd_séxuél partner and-the iﬁformationigiven by tbé h

professional will enable the patient and -sexual partner to ma

_appropriate lifé~sty1e'décisions specificall&:éoﬁcerning'Se#u

j the

| ,
%alth
%e‘ |




'Chapter 3

. METHODOLOGY- .-

Introddctioﬁ

The dééign gsed wéS'consistegt with é dgscriétive'gx pést facto
study in which the iqdependent‘Variéble wés‘not Airéétly manipﬁlated
" by fhe ;esearchér (folit épd Hﬁnglef,‘1978). -It-was'the purpoéé,of
the researcher.tO'agteFminé similarities in the sexual rehabilifgﬁiveﬁ
‘ngedS‘df thé_patien£ as peréeived bylthe.patient and assessed by the - .

Health professionals.

Population
There,wefe three target populations_fof this study from which the *
samples or accessible'populafions were ‘drawn. The target populations

were patients, sexual partners, physicians and registered nurses.

Samgles

| One sample éonsisted.of'patients and their séxuql partné;s. The
population was all Myocardial Infarction (MI) patiénfs aqditheix- |
Sexﬁal partneré‘who;experienéed their firsf MI:within sixlmonpﬂs bxior f
' to the study. The éufposive method of sampie selectioni&éé ugilizéd.
'Furpogive sampiihg és a ﬁethod of nonprobabilityﬂsgléction whiéh- 

. proééeds on thé beiiéf that a';eseércherYs kﬁoﬁledge-about the

pbpﬁlation,and its:elements can be used to handpick the cases to be
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included in the sampie (folit and ﬁungle;{ 1978). 1In using any type
of néﬁp?obability éampiing, one must be cautious of influences énd
cgnclusions drawn from-the data.

The .sample siée'of 20—25lpatients and theif.sexuél partné;s o
(40—50 total.sample) Qas based on thé average number of d;cumgnted MI
patients discharged erm tﬁo ;rea ﬁédical'cen;efs over a three mon£ﬁ
periéd. The final sémple waé 22 patiengs and thei£ sexual partnérs.
Access to this popglétion was gained.through prio;,arfangement with
the papieﬁt's physiciaﬁ and coronary care personnel. Patients in thé
sample éxﬁerienqed their first MI within the time fréme limitations of
Fhe stgdy. Controlling for the number of MIs experienced helped to
eliminate knowledge-due to prior experience. The patient was to be
six weeks to six monfhs post-MI. ,This'allowed time for the patient to
have consent from his physician to engggé-in sexual éctivify. The
sexual partner.ﬁaé not limited to the.spouseLv ;n'contemporary ;ociety
it is not unusual for the sexual ﬁértnef to be nomnmarital. .It is
important to know whether the patieht was sexuall§ active prior to

. admission Eecause if'the couple wés previously inactive, info;métion
about sexuai‘activitf may produce more stress, (Hott; 1980) .

The sgcond samplé'éonsisted of Registered Nurses (RN)..'&he
population of nursés was all RNs at two locallmedicai.cgnters who
worked at least 24 hours per week and'whojhad wﬁrked.in the Coronary

Care Unit (CCU), intermediate care of cardiac rehabilitaﬁioh at least
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six months. Beeauserf“the smell population in the area, the sample
selection was. a totalzsample of RNs. in the two hospitais. The ssdple
size was 36 RNs. Acoess to this group was'through the respectine
hOspitals' Director of Nursing and clini‘cia"ll super\‘lisors.

A third sample consisted of physicians. The ponulation of
. phy51cians included all those who admitted followed and discharged

patients with the dlagn031s of MI in the two area medicel centers.

. Due to the small population, the samplelincluded all physicians'who\
sgreed to participate{ The sample size Was.fifteen physicians with
specialties in cardiology,‘internal‘medicine and general practice. .

It was not possible to control for_age or sex because of the
small sample size. The'data nere analyzed utilizing‘infefential'
stetistics which take external variables such as these into' |

consideration. The external variable of age was also tested as an

independent variable. . ) . . ' , I

Protection ‘of Human Rights &

When human beings are used as subjects'of research .investigation,
great care must be exercised in assuring that the rights of those .""
human beings are protected (Polit and Hungler, l978) Polit and
Hungler note three areas that must be considered for the. protection‘of
human subjects: .(a) informed‘consent, (b) freedom from harm and (c) E

privacy, anonymity and confidentiality.
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Informed conéen; wés dealﬁ with in the cover letter which
explaiﬁed the pufpose of the study,‘deécribed the‘éuéétionnéire,
assured éonfidentiality.and requested‘voiuntary.particifation (see
Appendii A{ Cover:Letter).‘ Informed consent was inferred upon
" completion and.returh of the questionnaire. Due to the ﬁature.qf the
Vdata collection (personal contact), anoﬁymity was_impo;sihie to
achiéve. The féspondents were made aware of:this'fgct.and were
assured that the individual responses would be held in utmost
confidentiélity and £hat anonymity would be maintained in ghe final
research report. No:physical harm would come from the sfu&y. Due to
the sensitive subjecf_matter of sexuélity; paéients were feassured_and
reminded that if any questions made them uncomfortable, Ehey we;é to
feel free t6 choose whether.to complete the’queétionnaire in part,

completely or not at all.

Selection of a Tool

A qdéstionnairé;that was.persbnally delivered to-the féépondents
was cﬁosep for this_éfud&.’ The advantages:to this‘method are'(a)-the
pérsonal contéctlof the respondent with the researcher seemed to have
a positive effect on»tye rate of qgestioﬁnaire return,  and (b)'thg
appearance of the reséércher can be an édvantage in terﬁé:of
explaining and élarifying the purpoée of'the'study (Polit and Hungler,

1978). Administration of the inﬁerview'by the researcher,‘howévgr,
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was very time consuming and expensive.

Tool Description

The data for this study was coilected thréugh'means of a
questionnéife developed by the researcher. The purpose of the
questionnaire was to detérmine congruence qf‘sexﬁal rehabilitative
. needs asseséed by the prdfegsional and those needs perceived by the -
patient énd sexual partner.

The information‘in the tool was divided infé fwozsections: (a)'-
1general demographic méterial and (b) assessment of needs éﬁd
evaluation of knowie&ge-and practice. " The reader is refer?ed to
- Appendix B fpr an example of demograpﬁic data collected. The section
.on assessment of needs and evaluation af knowledge and practice, was
based on nine statemenfs pertaining to sexual activity and MIs. Items
were selected by reviewing ?urrenf patient education méterial for
post-MI patients and other references of thebretical basis to sexual

information (Cambie, 1978; Weiss, 1980; Wood, 1979). The items
léovered nine areas: -(a) medications, (b) importance of intimacy, (c)
chest paiﬁ occurrence, (d) sex afterlmeals, (e) work reqpired'by thé'
heart, (f) emotionéifreéppnsé.to an MI, (g) masturbation, (h) position
of sexual intercourse, and (i) reéuﬁétiqn'of sexual éctiVity. ALl
.reSpondentéhweré ésked to answer five questions jn ;elation'to each

statement. These questions-weré designed to answer the research .
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questions presented.in the'statement,of pﬁquse.
| 1. Do you agree or disagree with the statément?. Thi; question-
was included to test the Enowledge basé.and deterﬁine.
':aﬁtitudés'of thelrespohdents-in relafioﬁ to sexual activity
‘and heart attacks. |
2. How impdrtantldo you feel the information is to.heart attackf
patiéﬁts upon discharge from fhe hospital? Five choiées'ﬁefe
‘given: (a) very important to give at this time, (b) impor-
tant to give at this gime, (c) irrelevant, (d).imporfant not -
to give at this time, and (e) &ery imppftant not to gng at
this.time. The data obtained from the-responses.tb thi$ 
_ question'was compared stétistiéally'betwéen the Rﬁ'é and
patiénts; #N's and sexual bartners and patient and sexual
partners.
3. Was/is this information given upon discharge from the
| hospital? Three choices were given for_responséé} (a)
definitely; (b) somewhat, and (c) not at all. Respoﬁses to
this questiqh were compéred sfatistically between the nurses
and patiénfs,.nurses and sexual partners, nurses énd'totai
patient/sexual partner group.gnd sexual partner and patient.
4. By whomnﬁaélthis informatién giﬁen? Choices included: (a)
lpﬁrse,-(b) doctor, - (c) both énd (d) othef. Nonstatistidai

testing.Was done on this information." Conclusions were drawn
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by means of discussing the resuits and differences‘in .
responses petween the three sample.groups..

5. Who do you feel should be responsible for giving the
information? Responses 1ncluded (a) nurse, (b) doctor, (ci
other and (d) no preference. Comparisons were discussed
between'who gave the information and who the‘respondent felt
should have given the information in ali three groups. The
possible role conflicts of the nurses were also examined.

In addition to the questions relating'to the statements about sex
and the MI, a general question was included in the questionnaire to
determine discharge instruction-needs'of post-MI patients. All‘three
groups werre asked to rank seven areas of discharge instructions
usually given to MI patients. These seven areas included (a)
activitles of daily living, (b) medications, (c) diet, (d)'exercise,
(e) resumption of sexual 1ntercourse, (£) risk factors and (g)
signs/symptoms indicating the patient should contact phy31cian. fhe
mean rank—order of each item was determined and compared between the
three groups.

‘The professionals who participated were also asked to rank six
statements in order or priority to_determine reasons for not doing_
sexual teaching. Ihe'choices included (a) not a.priority-need of the-
patient, (b)_insufficient sexual knowledge, (c) it is the nurse's

role, (d) it is.the'physician's role, (e) subject too;private to

4
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discuss and (f) high level of -own anXiety.~ Again, a mean rénkvo;de;
of each item was calculated to determine the most likely reason’why

sexual teaching is-nét done.

Reliability and Validity of Tool

The questionnaire was reviewed by a cardiologist and coronary .

care nurse not ipvolved'in,the study for clarity and content validity;.'

Due to the small patient population in the area no pilot study was

done to test validity and reliability.

Data Analysis

Due to the descriptive nature:of this-stﬁdy; the.émall éa@p;e'"
size and‘thé use of noﬁinal and 6rdihal-da£a, nonpgramgt?ié,
étatistics, épecifitally"the:Mann—WHitney'ﬁ,test,'was utilized'in.the 
data analysis (Polit:& Hungler, 1978). Cﬁi Séuaré was aiso used té
determine if two or more groups differed in some wéy'ﬁheﬁ nomiﬁél
1éVe1 data was.colleyted. For pufposes of this étudy the 1e§él of

significance was p < .10.

Mann-Whitney U

The Mann-Whitney U allowed the researcher to determine the
probability that two independent samples were-drawn from the same
population. More specifically, thé:Mann—Whitney'was used to determine .

- whether the summed ranks of one group were significantly higher than
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thosé of the other gfoup (Kviz & Knafl, 1980).’ This test is one of
the most powerful éf the nonparametric tests and is a useful
alternative wheﬁ the researcher wishes to‘avoid tests that make
assumptions or when the measurement is weaker than interval data
(Seigel, 1956). The Mann-Whitney U is baéedlon the assumptiop that
‘the samples aré drawn from two idéntical population5~and that the‘;wo
samples havé-the.same-distribution,(Seiggl). The Mann—Whitne& ﬁ was'
utilized in this study when comparing two sample g;otps (e.g., RN to

" patients, RN to sexual partners and sexual partners to patients).

Chi Square

The chi square is a statistical test commonly used when the
resea?cher has nominal level data and wants to determine if two or
more groups differ in some way. Chi square does not indicate |
direction of strength of the relationship between variables under
study but only the probability that a relationship exists (Kviz and
Knafl, 1980); Chi square was used in this study to determing

significant differences in responses among the sample groups for age.

and education.’




Cﬁapter 4

RESULTS

Introduction

Results of this study are presented in two parts. -First a
description of the samples and demographic data is preséhted; . The
second relates the findings to the four research questions in the

chapter under statement of purpose.

: Desériggion of the Samples

Questionnaires were distributed to three different'sample groups.
In the Registered Nﬁfse (RN) sample, 36 questionnaires were delivered
to the nursing supervisors for distributiqn in July, 1951. Twenty
questionnaires were returned within two weeks. The RNs were reminded
‘tq return the questionnaire at one month by both the researcher and .
the RN's respective supervisor. Five additional responses were given
with a total return of 25.questionnaires (69 percenf) (see Tgble‘l -
Rgsponse Rate)r |

Fifteen qﬁestionnaifes were personally delivered to the
physicians during the moﬁths of June and July, 1981. Three
questionnaires werexreturned within two weeks. Reminder notés were
sent after one month from which ohe.additionél questionnaire was
_ receiﬁed. Thg total return.was four (27 percént) questionnaires (see

Table 1, Response Rate).
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‘Table 1. -Response Rate‘qf Personally Delivered Questionnaire.l

- Sexual
RN ‘Patient - .Partner Physician
.‘Initial return ‘ o 20 16 . ,;, 13 .3
One,month return | : 1 . 0 ‘ "0',: ' | “i
'Total reeeiyed ; 25 16. 13 : | ’4
| Total sent . 36 | 22 19 T

Questlonnalres to the patlent and sexual partner.were dellvered
to the home durlng the months of July, August and September. Twenty—'
- .two patlents and 19 sexual partners recelved the questionnalres. -
Sixteen patlents and 13 sexual partners had returned the1r questlon-
naires two weeks after delivery. Remlnder phone calls to the
respondents who did not return the questlonnaires were done-pne month'
after delivery. ‘No additional questionnaires.were:received; Iqtal
questionnaire return rate was 16 (}3 percent) patients and 13 (81

. percent) sexual partners. (See Table 1, Response Rate})

Demographic Data

- Registered Nurses |

The sample of Registered Nurses (RN) consisted‘of 96 percent
females with 24 females and one male'responding, The.age*range"was

| 22-64 years with‘the“mean of 33.76 years.’ The'age distribution is
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presented in Table 2 (Age Distribution ofﬁSémples). N

Table 2. Age Distribution of Samples.

RN : Patient Sexual Partner -

20 - 29 15 0 0
.30 - 39 4 1 1
40 - 49 2 . 4 4
50 - 59 3 7 4
60 - 69 1 3 3
70 - 79 0 1 1
Totals 25 B 16 _ ' 13
Means 33.7 . 54.6- , 52.8

Thirty-six'ﬁercent of the RNs were single, 56 percént were
married and 8 percent divorced. Of the total sample, 40 percént were
Baccalaureate graduafes (BSN), 36 percent'biploma School of Nursing
graduates and 24 percent Associate Degree graduates. The year of
'graduation from nursing schoél ranged from 1945 to 1981 wi;ﬁ tﬁe mean
1970.5. Fifty-two percent of thé RNs worked exclusively in the
'Coéonary Care Unit (CCU), 44 percent worked on the medical Ward, 16
percent worked a combination of CCU and medical'and 4 percent worked
in cardiac rehabilitation. These nurses had worked in this area o
anywhere from six months to thirteen years with the meaﬁ of 4.94

years.
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Physicians

Due to the small number of responses, no statiéticai tésting was
done with this data. It is only inclﬁded'to present the
'éharéqtéristigs of those whé did respond.: The ages ranged‘frdm.32-52
(mean 43.5), they were all male, mapried and includéd sﬁeciélity.areaﬁ

of cardiology (1) and internal medicine (3):

Patients

The sample consisted of 13 males:(81 percent) and three females _
(19 percent). The age range was 39-73 with the mean of 54.6 (see
Table 2, Age Distribution of Samples). The relationship of age to
whether the questionnaires were returned or not was insignificant (x2=
1.7207, df=l} p>.105, Twenty-bne'patients (94 percent) were married
with one (6 percent) being widowed. The level of edﬁcation raﬁge&
from the.eighth grade to four years 6f cqllege. Fivgvof'the 16 |
.patients had not complétéd high school.. Occupations 'of the patients
were primarily blue collar (88 percené). Four of thé patients were
retired, three were working full.timé, four were working‘parﬁ time due
to limitations post-Myocardial Infarction (MI) and five were uﬁable to
work at the time of tﬁe interview. The.time fraﬁe since the MI ranged.
from six to 24 weeks. Eight of the patients had had a cardiac
catheriza?ion and four had had a coronary artery bypass graft doﬁe.

Thirteen of the pat;entslwere engaging in sexual activity and sexual
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intercourse in the period of time prior to the MI. A question on
frequency was deleted because the meaning was not clear to the

respondents.

Sexual Partners

The sample  of sexual partners consisted of two males (15 percentj‘
and 11 females (85 percent) all of whom were married to the patients.
The age range was .34-73 (mean 52. 8) (see Table 2, Age Distribution).

The educational level ranged from ninth grade to four years of
college. Only two of the sexual partners had hot completed hiéh
school All eleven were engaglng in sexual ‘activity and sexual

intercourse in the perlod of time prior to the MI of the patient.

Needs Ideﬁtifieation
Format for the presentation of neees'identificatidh'is presented
according to each of fohr priginal'reSearch qﬁestions. Descriptions '
of each sample's responses are compared uhder.each stetement.

1. What are the perceived sexual rehabilitative needs of'post;MI
patients and sexual partners upon diecharge from the
hosﬁital? Ihis question‘was evaiueted according to reSPdnses
to three eeparate questions on the qﬁestionnaire; (a)'Do you
agree/disagree with the statement?. (b)-Hoﬁ importaht is the
inforﬁation? (c) Rank the diécherge instructions in order of

importance.




32
To evaluate the knowledge and.attitudesﬂof the'respondents, the
results.of'the’agree/disagree questiontare presented (see Table 3,
, Agree/Disagree Responses); The responses to the statements on |
medlcations, sex after heavy meals, work requlred and resumption of
.sexual actiV1ty were according to the des1red responses. Ihe
-~reSponses to the statement on touching reflected attitudes; therefore,
there uas no‘desired,response.
| The desired responses .to four of'the‘statementS‘were found to he'
in Conflict with various-physicians:and conditions of patients.- The
responses;to.these four statements\showed variation between the three
sample_groups.. | B
1. If a personvhas chest pain during,intercourse, he-should
stop;-rest until-the pain suhsidesjand then resume.
According to current 11terature (Fardy et al., 1980 Weiss,
1980 Cambre, 1978), th1s statement is false. These -
references state that.if chest painvoccurs during'or after
intercourse; check uith'thelphysician herore.attempting
sexual activity again. ”This practice may depend'uponfthe
N patientfs physician.‘ Therefore, the statement could-possibly
be true:for a particular physician's patient pOpulation. The,'
maJorlty of the patients (87 percent), sexual partners (92 |
-‘percent) and RNs (56 percent) felt ‘the statement was correct.

2. D1m1nlshed sexual activ1ty is a normal response the first 6 8.
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Table 3. Agree/Disagree Responses to Statements.

RN Patient Partner
Y* N X N ¥ N
A. Some medications may have an effect
on a person's ability to perform k%
sexually. 21 ZALIIT e s, O 2 3
B. Touching, caressing and holding of a
person's partner is less important kkk
than sexual intercourse. 2519 2 13 300 10
C. If a person has chest pain during
intercourse, he should stop, rest
until the pain subsides and then k%
resume. 14 8¢ 13 2 e 12 1
D. Having sexual intercourse after a
heavy meal requires more work by the
heart than having intercourse on an *%
empty stomach. 23 2 g Lo JE 1 0
E. The amount of work required by a
person's heart during intercourse is
is equal to the work needed to climb  *%*
a flight of stairs or walk briskly. 19 L e L 3 kS 0
F. Diminished sexual activity is a normal
response the first 6-8 weeks after a
heart attack because of fear of an-
other heart attack, anger or *k
depression. 22 1 6 8 9 4
G. Masturbation is more stressful on the k%
heart than sexual intercourse. 16 3 3 6 1 7
H. The sidelying position for sexual
intercourse is the safest position k%
after an MI. St 6 7 8 3
I. A person who has had an MI can safely
resume sexual activity 6-8 weeks k%
post-MI. i/ S ED b 3 Sl 2

*Y = agree, N = disagree
**Desired response of knowledge questions
*%% = Individual opinion - reflects attitudes
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weeks after. a heart attack because of fear of another éttack,
aﬁger or depression. Patients generally disagreed with thé
statements K57_percent) wh;reas‘the sexual paftners (69
percent) an&.RNs (96 percent) agfeed with ;he statement.

3. Masturbation is more stressful on the heart than sexual
intercourse. RNs (84 percent) responded with disagree
whereas the patients (60 percent) and Qexual partners (88

percent) disagree.

4. The sidelying position for intercourse is the safest positiomn -

after a pérson has had a heart attack. Patients (54 percent)
and RNs (60 percent) disagreed‘with the statement and sexual
_partners (72 percent) agreed.

I&entification of the patient's and sexual partner'é rehabilita-
tive needs was evaluated by reviewing the responses of very important
to give at this time, important to give aﬁ this time,‘irrelevant,
important not to give at this time and very imﬁortant not to give at
this time in relation to each of the statements: Generally.pétients
and sexual partners felt all aspects 6f sexual activity and MIs to be
important'info;mation. Of the responses by patients to the qﬁestions,
.three (21 percent) felt the information on mésturbation was
irrelevant, five (36 percent) felt.£he question on position was

irrelevant, three (21 percent) felt the statement on touching to be

irrelevant, and two (13 percent) felt the statement on medications to. -
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be irrelevant.

To evaluate congruence between patient and sexual partner samples
on the importance of information, the Mann-Whitney U statistic was
calculated. There was no significant statistical difference in the
two groups (p>.10).

The third érea in which needs were assessed was by means of a
question for the patient and sexual partner to rank seven areas of MI
discharge teaching in order of priority (see Appendix B,
Questionnaire). Both groups ranked resumption of sexual activity of

lowest priority (see Table 4).

Table 4. Ranking of Discharge Information by Sample Groups.

Ranking
Statement RN Patient Partner
1. Activities of daily living 1(2)* it 1
2. Symptoms to contact physician 2(1) 4 2
3. Risk factors 6(4) 6 5-6
4, Resumption of sexual activity 7(5) 7 7
5. Diet 5(7) 5 3
6. Exercise 4(6) 3 5-6
7. Medications 3(3) 2 4

*Responses in parentheses are those of RNs with any education in human

sexuality. These responses included in total RN sample.
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The subgroup of RNs was ogtained by asking if any professional
had'attended.any_formal;informal class or.semiﬁér regarding human
sexuality. ' Six RNs responded that thgy-had takén such a course which
varied.from éight hours to two’colleée quarters. -All graduatéd from
échools of-nursing'(three'diploma graduates and one BSN) siﬁée l973.
The total ranking of these areas was dete?mined iniéially and then the
responses of these six nufsés were obtained and mean.rank—order'wa;
determinea. Resﬁmption of sexual activity was ranked higher by the
educated subgroup than by the entire RN sample.

2. Aré the needs of the patient and sexual par;ne; Qongrgent-

with the needs assessed by the health professionals? Three
_afeas are presented: (a) comparison of responseé of
importance of information between the Rﬁ, patient, and sexual
paftner, (b) presentation of ranking of diséhafge information
:for all three groups and (c) age and responseé;

The comparison of the three groups responses to importance of the
information was examined by performing.the Mann~Whitney U fest.oﬁ the'
data. There was a statistically significant difference in cémparing
the RNs to the‘patient/sexual partner groups response (p<.05) (see
Table 5). The patient/sexual partner group generally felt the
informétian was very.important wﬁereas the RNs felt the information to
be impbrtant. The patient and se#ual parﬁner samplés.were grouped in '

this table since previously it was determined that there was no
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Table 5. Comparison of Responses of RN to Patient/Sexual
Partner: How Important is the Information?

Statements*

p (Mann-Whitney U test)

A. Medications
B. Touching
C. Chest pain
D. Meals
E. Work required
. Diminished sexual activity

F

G. Masturbation

H. Sidelying position
|

. Resume sexual activity

- SR - e - At o S - S - R - B - e

[

.0178%*
= ,0208**
= ,0174%*
> .10
> .10
= ,0128%*
>..10
= ,0104%*
= ,0324%*

*Statements abbreviated according to Table 3,
**Statistically significant (p < .10)

underlined words.
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statistically significént difference in the'two groups.

Tﬁe differences measured in Téblé 5 Were aécording to the groups'
responses to the queétion of importance using the'five response.
alternatives, (very important, impér;ant,'irrelevant, important‘not,
very important not). However, How does ‘one measure the difference in
very impoftaht and i@portant? For this rééson the categories were
collapsed into'thrée responses (impo;ﬁant, irfelevant,.importan£ not
* to give) and the statistical calculatiqns were repeated.l There was no
statistical significant differencé in the groups‘(§>.;0). The néeds
of patients, sexual farthers and fhose assessed by the RN were found
to be.éongruent in this sample.

ihe total fesponses of the patienfs,‘sexuai partﬁers’and RNs were
brokén down according to age. There was no.sﬁaﬁistically significénF
difference in the responses to the stateménts according to-age (Chi
square, p>.10). | |

3. Are the néeds being mét by the health professionals? Threé

‘ afeas of the questionnaire were evaluated to determine thé‘
answer to this question: -(a) A.comparison 6f the responses._
to "was the information given" between the three groups, (b)
comparison of RN responsés,of importance of whether they feel

- they are giving the information or not, and (c) comparison of
RN reéponseé of importance to the patient[sexual partner

response to "was the information given."
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AStétistically $ignifiéaﬁt differénqes Were'foun& betwééﬁ'the'RN
and'patienﬁ, RN and sexua; partner, and ﬁN and patient-sexual partnér
group (see Téblés»6;17; 8).. The.compérispﬁ of the patient to sexual
pértﬁer.gfoup féqnd'hq statistically‘signifié;nt differences (Manh—_
Whitney-U, p>.iO); | | | | o

The RNs' rééponées to,phé-quéstiSn "how- important d§ you feél the
informatipﬁ-is" ﬁas’comparea to whether the RNs felt they we?é giviqg
o thé:informgtioﬁ. Are the RNs aoing as they ééy theyféﬁoﬁid?:'The‘RNs
beiieved all the information was:important but stated they gév; the
information only‘"SOmeWhat" §f~the time. When tested statistically, .
this difference was signifiéant (Mann—Whi;qey U: "pé.lO).(seeuTable
9). There was an incéﬁgruence betweén‘what tﬁe,RNs‘felf‘they shouldA
“do and ﬁhat.they*aétually did.

Tﬁe Rﬁ response of iﬁportaﬁce wﬁs theﬁ‘compéréd\to #he‘;éSponsg.
of tﬁe patient*éékualnparﬁner group's respohse-df whethéflthe
information was giveh or not. Again, there was a s;atisticélly
;ignficant difference between the two gfdups in all s;atemgnté'(p<;lo,_
_ Mann-Whitney U) (sée Table 10). The patientshin&igated~the'RN.groﬁp'
was not doing as they believed théy should be doing. :

4. Whose respoﬁsibility was it or should it be td'meetlthese A

.néeds? ‘Ihié quéétion-ﬁas answered By‘evéluating ;he”;
respoq;és'éf.whé gave the informafioﬁ ihlcbntrést'to who

should:be giving the information, discussing the RN's
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Table 6. Comparison of RN and Patient: Was Information Given?

Statements¥* p (Mann-Whitney U)
A. Medications P = .0456%%
B. Touching p = .0734%%
C. Chest pain p = .0836%%
D. Meals P = .0214%%
E. Work required P = .0232%%
F. Diminished sexual activity P10
G. Masturbation P2 10
H. Sidelying position p. 2 10
I. Resume sexual activity P10

* Statements abbreviated according to Table 3, underlined words.

**Statistically significant (p > .10).
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Table 7. Comparison of RN and Sexual Partner:

Was Information Given?

Statements¥*

p (Mann-Whitney U)

A. Medications
B. Touching
C. Chest Pain
D. Meals
E. Work required
. Diminished sexual activity

F

G. Masturbation

H Sidelying position
I

. Resume sexual activity

i~ IRl - ek < TP - R - S - Siel - S - Rt - |

>

|

.10
Ly
L0444
.0101
.0376
10
.0930
«10
.0734

*Statements abbreviated according to Table 3, words underlined.

**Statistically significant (p<.10).
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Table 8. Comparison of RN and Sexual Partner/Patient: Was
Information Given?

Statements* p (Mann-Whitney U)
A. Medications P 0O
Touching p = .0768
C. Chest Pain pr10
D. Meals p= .0178
E. Work required p = .0434
F. Diminished sexual activity p® .30
G. Masturbation proe. 1.0
H. Sidelying position pL=il0
I. Resume sexual activity prixinlo

* Statements abbreviated according to Table 3, underlined words.

**Statistically significant (p<.10).
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Table 9. Comparison of RN Responses: Importance of Information, Was
it Given on Discharge.

Statements¥* p (Mann-Whitney U)
A. Medications P .001**
B. Touching p < .001*%*
C. Chest pain p < .001%*
D. Meals p = .0036%*
E. Work required P < .001%*
F. Diminished sexual activity p < .001%%*
G. Masturbation p < .001%**
H. Sidelying position p < .001%%*
I. Resume sexual activity p = .0168%%

*Statements abbreviated according to Table 3, underlined words.

*%Statistically significant (p<.10).
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Table 10. Comparison of RN Response: Importance of Information to
Patient/Sexual Partner Response: Was the Information

Given?
Statements* p (Mann-Whitney U)
A. Medications p < .001%**
B. Touching p < .001%**
C. Chest pain p < .001%**
D. Meals p < .001%**
E. Work required P < .001%=*
F. Diminished sexual activity p < .001**
G. Masturbation p < .001%**
H. Sidelying position p < .001*%*
I. Resume sexual activity p = .0168%*

*Statements abbreviated according to Table 3, underlined words.

**%Statistically significant (p<.10).
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responses to the questions concerning role perception and
actual practice and a brief discussion of the physician's

responses.

Table 11. Average Percentages of Responses: Who Gave the

Information?
Samples Physician RN Both Other
RN 21 62 17 0
Patient 16 82 X 1 (Film)
Sexual Partner 6 83 4 7 (Film and

Book)

Evaluation of the responses to the question, '"who gave the
information?," was done by calculating the percentages of responses in
each category. From this an average percentage was calculated (see
Table 11).

According to Table 11, the RN was seen consistently as the one
giving the information to those who responded to the questions.
Sixty-two percent of the RNs, 82 percent of the patients and 83
percent of the sexual partners felt the RN was the one who gave the

sexual information to the patient and sexual partner upon discharge.

It must be pointed out that these percentages are based on low numbers

of total responses by all three groups due to the fact that only those

individuals who received sexual information or who gave the
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information responded to this question.

Table 12. Average Percentages of Responses: Who Should be

Responsible?
Samples Physician RN Both No Preference
RN 25 20 34 23
Patient 54 15 8 23
Sexual Partner 37 30 10 23

Who should be responsible for meeting the patient's sexual
rehabilitative needs? According to Table 12, RNs (34 percent) felt
both the RN and physician should be responsible. Patients (54
percent) felt definitely that the physicians should be responsible for
the information while the responses of the sexual partner were more
evenly distributed between the physician (37 percent) and RN (30
percent). A space was left for response to this question.
with any other personnel who should be responsible for sexual
teaching.

The only "other person' noted was the cardiac rehabilitation
nurse. One patient and sexual partner consistently felt it was the
cardiac rehabilitation nurse's responsibility. For ease in presenting
the data, the responses of cardiac rehabilitation nurse were included
with the RN category. It is of interest the number of respondents who

had no preference to the question (23 percent in all groups).
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Are the nurses' perceptions of the scope of their fole in,
relation to giving sexual information consistent with their pfactice?
In response to the~qg§stion "Do you feel sexual teaéhing iélwithin fhe
scope of your practice?," 19 (76 percent) RNs were ébmfortable-with:
general sexual expression by patients and sexual partners on the ward.
Four RNs were.comfortaBle with other séxual_expression but not with
the sexual partner. lying with the patienf. :Three were definiteiy not
comfortable with éexual expression of any kind on the ward.

Responses of nurses who felt sexua; teaching was.not within the
scope.of'their practice were separated into.a subgroup. Each
statemént on these quéstionnaires.was then evaluated to de;érminé who.
they felt should be responsible for sexual teaching. This group of
nurses was consistent in their role perception. Again, the_averagé
percentage of responses was calculated to determine who this‘group of
RNs felt should be giving the informétion. The ﬁajorityhbf ;hese RNs
felt it was the physiéian's respbnsibility'(56 percent).wiﬁh 17
peréent feeling it was both the RN's and physician's responsibility.
Thrify;seven percent. gave no response. The responses of this groupiof
RNs to role perception was then compared to the question; "Was‘the
information given?," to determine if their practice and_perception
were consistent. All areas were statistically insignificant (Mann-
Whitney U, p>.10). These RNs' pracfice was indeed consistent Witﬁ

perceptions of their role in sexual teaching.
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There waé no relationship between the level of education'of the
RN (Diploma, Aséociate, or BSN) and their perception of role enactment
(x2=3.344, df=2, ﬁ>.10). The relatiqnship-oflthe age of the RN and
the perception of scope of practice was algo insignificant (x2=3.344;
df=2, p>.10>.

Table 13. Rank-Order of RN's-Reasons for Not Doing Sexual Teaching

*

. High level of own anxiety
. It is the physician's role

. A subject too private to discuss

1

2

3

4. It is the nurse's role

5. Insufficient sexual knowledge .
6

. Not a priority need of the patient

RNs were.given six reasons physiéians and RNs may give for not
déing sexﬁal téacﬁing. The RNs were asked to rank the statements frdm
one to six; one-representing the most likely.reason and six
representing the least likely. The méan rank—ordef of each item was
determined to show the overall rank-order for the RN sample group (see
Table 13). The most likely reason given_for not doing the sexual -
teaching Qas high lével of own anxiety followed by the fact tha; it is
the physician's role. An intereéting result to point out is the fact
that insufficienf sexual knowledge ranks as a very unlikely reason for

not teaching sexual information.




49

Comments on Physician Responses

As a final area of data important to this study, a brief
discussion of the physicign's responses is-preseﬁéed even though a
small number of the questionnaires were returned (27 pgrcent). The
physiéians who responded included one specialist'in cardiolégy and
three practitionérs of'internal mediciné. The two physicians who'had
" graduated within the past 10 years.had had classés 'or seminars oﬁ
huﬁan sexuality. Three of the phyéicians werg-comfortable with sékual
.expression on the wdard and did feel ;hét sexual teaching was within
the scope of their practice. The threé reasons for not dping Sexual_
teaching were (a) high level of own anxiety, (b) ﬁot a priority nged
" of the patient, and ﬁc) insufficient sexﬁal knowledge. The
physician's ranked resumbtion of activities of daily living as the top
priority for cardiac discharge instructions which is consistent with
the RN, p#tient and éexual partnef. '

In reviewing the questionnaires of the four physicians the
responses to the agree/disagree quéstioq ﬁere consistent with thel
desired responses from the literature. The statements on intimacy,
masturbation, position and work required bf the heart were deemed
irrelevant by the physicians. All of the remaining-statements were
felt to be important information for the patient to have upon

discharge. Generally three of the physicians felt they gave the
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information and that the physician should be responsible for giving -
the information. One physician consistently responded that the
teaching of sexual information should be a team effort between the

physician, RN and cardiac rehabilitation nurse.

Summary of Data Analysis

The pqrpose‘of this study was to determine if tﬁe percei;gd level
of sexual rehabilitative needs of the pést—MI éafient aﬁd'sexual
partner were the samé as the needé of the patiént assessed by ;hé
health professional.’

No statistically significant difference was found between either
the patient and sexuél paftner or between the RN and patient—sexuél
partner group in reséonse to the importaﬁce of sexual informatioq upon
discharge. The needs of the patient and sexual partner were found to
be congruent in this sample with those needs assessed by the ﬁealth
professionals.

The three groups were also congruent in ranking the topics of ML
discharge teaching as far as-the most important (activities of daily
living) and'the least important (resumption of sexual activity).

There was no statistically significant difference in the responses of
importance according to age.

Another purpre of this study was to determine if these needs had

been met and if so by whom. Statistically significant differences
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were found in comparing the grbups of ‘patients and sexual partners:to
the RNs in the area 6f whether the information was given. The
patients and sexual partners believed they did not receiVelény,.
information whereas Fhe RNs believed they gave the'iﬁférmation, No
statistical differenée was found between the patient and sexual
partner's responses..  |

The RN responses of importance were compa?ed to whether the RNs
felt they gave the information or not and all statements showed-a
significant difference between the two. The RN responses of
importance were also compared to the éatient—éexual partner responses
of whether the information was given. Again, there was a definite
statistical significant difference between the two grbups:in all of
the statements.

Overall, it was determiﬁed through perceﬁféges that .all th;ee'
groups (RN, patient, sexual partner) indicated that when the
infprmation was given if was the RN who gave the information. The
patient and sexual partner groups believed it éhould be the
physician's reéponsibilit& to give the iﬁformation whereas the RNs
stated it was a joint reéponsibiiity of the physician and RN.

It was found in this study that those nurses who believed sexual
teaching was not within the scope of their-practice consistently
stated it was the physician's responsibility to do the teaching.

There was no statistically significant relationship between the level
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'of educétion of the RN ;nd their perception-of ;olé enéétment or
begween the‘age of the RN and their bercepgibn of role enactment, The
most likely reasons given for why RNs do not do sexual teaéhing were
the high levei.of their own anxiety and the fact that it is the

physician's role.




Chapter 5

DISCUSSION

Summary and Conclusions

lThe purpose of this study was to determine if the perceived
sexuallrehabilitativé needs of the post-myocardial infarction patieﬁts
and sexual partners were the same as the née&é ésséssed by the ﬁealfh
professionéls. The author was also interested in determining_whether
the sexual rehabilitative needs weré mef and how the health .care
professionals perceived their role in meeting these needs.

Review,of the literature emphasized fhat the problém of lack of
information and sexual misconceptions does exist. The studies further
suggested the majority of patients and spouses wére not given
information by physicians; the needs of the patient and sexual partner
were not considered when the information was given and frequently the
patient had not br&ught the subject to the atfention of the ﬁhysigian
due to the fear of restriction of sexual éctivity.

The methodology of this study included a questionnaire dgiiverea
by the researcher composed primarilj.of a section to investigate'the_‘
needs of the patiént and sexual partner as identified By the four
sample groups, registered nurses, physicians, pafients and sexual
partners. Physicians were eliminated from the study because of the

small number of questionnaires returned. This discussion is limited
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to registered nurses, hencefortﬁ referred to as nurses when describiﬁg
responses of health care professionals, and patients and'eexual
partners. The questionnaire was personally delivered to 36 nurses of " -
whom 25 responded, 22 patients of whom 16 responded and 19 sexual
partners of whom 13 reeponded. Sta;istical.comparisons of these three
sample groups were conducted to make conclusions. about relationships
within the samples. |

A questionnaire was designed to test the kno&ledge base of
Myoeardial Inferctiop (MI) patients. Statements expressedlcommon
attitudes, misconceptions and facts relating to sexual ectivity of.
post-MI patients which were to be responded to with "agreeh_(yes) or
"disagree" (no). A problem, which was not anticipated prior‘to
administration of the questionnaire, was that the ﬁajority.of the
statements did not have a definite yes or no answer. The correct
response depended on multiple individual factors.

In analyzing the reeponses, it was evident that attitudes varied
in questions in whieh attitudes and values played an important paft.
The statements on maeturbation, positioe and . touching reflect .
attitudes for which ehere are no right or wrong answers. .The '_
reeponses to these statements would not necesearily reflect lack of
teaching Ey health professionals.

"Personal significance and phyeiological demands of sexual

activity will vary with the patient's personality and circumstances
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(Forxd, 1972). Information, especially that relating to resumption of
sexual activity, occurrence of chest pain ddring sex, and work of the’
"heart during sexual activity should be based on the extent of
recovery, physiologica; costs of sexual'activity to the‘batient, 1evel
of pfeqofonary-sexual activity and the-pﬁilosophy of thé aﬁtending
physician;

The results from this study showed a congruence of se#ual rehabi-
-litative'needs between the nurses, patients and sexual paréners |
involved in the study. Generally the consensus of opinion fromAall
the groups was that all topics were important to know upon discharge.
The individual needs in each area of knowledge may vary when adequate-
ly assessed by nurses. '

Was the sexual rehabilitative informafion given? Fiﬁdings in
this study supported those of Hott (1980) who believed that there is
indeed a difference between whét'the iiteratufe says éhould.be done
and what actually is being done by health care professionals. This
studf found that the patients were nbt'receiving EheAihférmation as .
often as the nurses said they gave the information. .Thé reference'for
the responses differed between the nurse groﬁp and the'patient/sexual
partner group. Patients answered in relation to their individual
hospital experiences whereés the nurses answered in relation to
general practice of whether the information was give# or not.

What do patients remember from the teaching in acute. care -
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relation to giving sexual information consistent with their practicé?
In response to the question "Do YOu'feel géxual tegchiﬂg is within the
écope of your practice?," 19 (76 percent) RNs were'éomfbr;éble'with‘
general sexual expreésion by patients aﬁd'ééxual partners On.the ward.
Four RNs were comfortable with other sexual expression but hot with
the sexuai partner lying with the patient. Three were dgfinitely qpt
comfortable with sexual expression of any kind on the ward.

Responses of nurses who felt sexual teaching was not within .the
scope of their practice wefe separated into a subgroup. Each
statement on these questionnaires was then evaluated to determine who
they felt should be respomsible for sexual teaching. 'Thi;-group of
nurses was  consistent in their role perception. Agaiﬁ, the average
percéntage-of responses was calculated to determiné who this group.of
‘RNs felt should be giving the information. The majority of these RNs
felt it waé the physician's résponsibili;y §56 percent) with 17
percent feeling it waé both the RN;s and physician's responsibility.

' Thrity-seven percent gave no response. The responses. of this group of
RNs to role perception was then compared to the question, "Was the
information given?," to determine if their practice’and perception
were consistent. All areas were statistically insignificant (Mann-
Whitney U, p>.10). These RNs' practice was in@eed consistent with
perceptions of their role in sexual teaching.

There was no relationship between the level of education of the
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settings? When was the sexual iﬁformation given? . According to a two
year follow;ﬁp study conducted by Séélzi (1980), patiént retention of
information prqvided during the acute phase of illness is limited.‘ An
imfortant considefation in providing tgaching'in the acute care
setting is the necessityvof repgtition later on the basis of the
individual (patient and-partner) retention. Knowledée of grief and
loss clearly indicates the need for a teaching plan which is based on
readiness and retention of people adapting to their situation post;MI.
The process of psychological adaptation follows occurrence of an
acute MI. The acute MI represents severdl losses to the patient and
family. The process of adaptation following the MI can be viewed as
that followiﬁg,a loss. The first two stages of respohsé to loss,
:shock and disbelief and.developing aWaréness,>oceur during_the.stay in
the acute care setting (Burke, 1981)( The beﬁavioral responses ‘to
these phases such as.anxiety, deniél, anger and depfgssion influence
the patient readiness té learn and the content,app;opriate to teach at’
that particular time; Patients and sexual partners felt the
information was not given. Yet, taking the concepts of loss into
consideratidn, they may have been given the informatioq'but due to
anxiety and depression may not recall this information. The timing of
teaching.is vital. fatients are probably mnot ready to learn until the
first two stages oflfhe'loss responée'are resolved. Nite and Willis

(1964) found that MI_patients took four to six weeks to reach a stage

!
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of successful adpatation. Therefore, continued instruction after
discharge may increase knowledge and reported compiiance. Even though
the retention is limited, inpatient educa;ioﬁ programs provide the
atmosphefe conducive to the pafient and family asking questioné to

. decrease anxiet&g The education mﬁst not stop there. Patient
education muét be reinforced and continued afte£ discharge.
Individuals vary in their readiness.for health learniné because of
differences in their emotional responsé, educationéi backgfound and
intellectual ability (Redman, 1980). Awareness of individual
variation in anxiety, education and intellect would indicate that
individual instruction would be the most effective approachidufing.the
acute phase.

Generally the nurses believed all the topics were iﬁportant for
patients to know. In evaluating whether the information given to
patients and their families, the nurses, batieﬁts and sexual partners
beliéved the information was not given consistently. If nurses
believed the informgtion is important, why is it provided
inconsistently?

Many factors could play a role in the inconsistency éf
information‘given. The policies and philosophies of the organization
need to be taken into consideration. Evaluating policies, staffing
ratios and job descriptions to determine who is dgsignéted as

responsible for sexual teaching or patient teaching in general is
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necessary. The philosophy of indivi&ual-physiciaﬁé has an iﬁpadt on
the nurses' practice. If sexual teaching is not seen as a priority by .
the physician, the teaching done by nurses is affected. Some
physicians may believe that-talking.with a patient about their
séxuality is the roie of the physician exclusively. Individual
atti;udes and values:of nurses play a major role in providiﬁg sexual
information. Nufses generally thought the information was important
but were reluctant to do sexual teaching. Being open, non-judgemental
and accepting of other's sexuality is necessary iﬁ dealing with

illness and sexuality.

During informal conversations with nurses in the élinical afea '
prior to the actual study, many nurses expressed concerﬁ that they-did
not have adequate knowledge about sexuality. This stgdy demonstrated
that the most likely reason for not doing sexual teaching was due to
their own anxiety'and acceptance of the bélief that it was the
physician's réle, Inadequate éexual knowledge was ranked as an
'unlikely reason for not giving segual information. In a study by
. Witherty (1978), nurses stated thét they had sufficiént knowledge of
sexual physiology to discuss problems with the patient, but that their
discomforg hémpered them from doing so. 'Policies and practices of an
organization may inhibit or encourage nurses in teaching patients.
Organizational policy was not provide& aé a choice.in the duestion

responses.
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Accordiné to patients, spouées and nurses, the nurse was seen as
the person giving the information but consistently the physician wés
seen as the one who should be responsible for giving the information;
The nurses consisténtly expressed belief in a team approach. Nurses
are being taught the value of a collaborative role with other hgalth
. care professionals. Arg nursing educétofs being idealistic about the
pbtential for &evelopment of collanrative roles-and teamwork? The
physician and-nurses»are not functioning as a team. The physician is
consistently viewed by society as the top of the hierarchy in critical.
care areas. Physicians and nﬁrses have different priorities aﬂd
values in the care of critically ill patients. How can they get

together to provide better patient care?

Limitations of the Study

1. The small size and use of the total sample versus ;andom sample
prevented the researcher from making géneralizations about the
study results pertaining to the entire population.

2. Extensive tests of‘feliability and validity were not conducted on
‘the questiognaire developed by the researcher. |

3. The respondents may have been influenced by the Hawthqrne effect
and thus provided answers which were more positively stated than
realistic or caused fhe professionalé to change practice

initially, once aware of participation in the study.
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4., The sensitive subject matter of the study, sexuality, may have

inhibited the respondents to express their true feelings.

Implications for Professional Nursing Practice

Results from this study indicate that health professiohals are

‘not doing wﬁét they believe they should in.the area of sexual

rehabilitation of cardiac.patients. The sexual rehabilitative needs

were found to be congruent between all three sample groups. But the

patient and sexual partner consistently stated they had not received

the information. Re—emphasié of patientxassessment in nursing
practice is indicated.

Nursing practicé has failed to assess éatient knowledge before
beginning an educational effdrt.' Provision of educatién has begﬁ in .
an iﬂcidental; accidental or ad hoc gasis1rathef than in a carefully
evaluative maﬁnér.

‘Before any educétional venture with patients is attéﬁpted, their
readiness to learn must be assessed. The patient and famiiy motiva-
tion, expériéntial'badkground, abilify to learn, health beliefs and
personal values must be considered. In caring for MI patients or
those who have experienced some loss, the level of adaptation must be
assessed as well as'the behavioral responses displayed by the patient.

Befofe nurses can.éssess the readiness to learn, they must

possess a certain level of knowledge, skill and understanding of the
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subject mat;er. Nurses must examine their own persoéél value systems
before attemptigg.ﬁo teach patients. Both vaiues'and_knoﬁiédge will
have an effect on the patien; learning outcﬁmes.

In current nufsing practice assessment is frequently mentioned.
The patient histo;f is a means of patieﬁt assessmént; but how many
times is a complete sexual history done? ‘How can the effect of
' "illness or injufy on a patient's sexﬁality be anticipated without
awareness of tge pre-illness sexual patterﬁs; feelings and beliefs and
values? Failure to deal with.sexuality of patienté prevents
trecognition of the impact sexuality has on self-esteem or
self-concept.

In ML teaching‘programs, extensive teaching is planned for the_
patient and family. Assessment prior to initiating feaching is
essential. Decisions about content to be included ére:madé by
Qetermining wh;t ﬁhé ﬁatient needs tp know ffom an established'body of
knowledge. |

After assessment of the patient's readiness to learn, the next
step for the_pétient and family is involvement in goal sétting.
Involving the family in determination of their learning needs and
establishment of goals may have an iméact on cdmpliéhce anq learning.

Coordination 6f the teaching effort is a problem area to.bé
coﬁsidered. Ph&sicians and nurses must collaborate in the patient

teaching as a team so that the teaching plan is carried out in an
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organized Qay;

Scalzi (i980)'soted in her study that continuded instruction
following hospital dischsrge appears to improve knowledge and reported
compliance in afeas such as activify.progression, fesumption of
“sexuality, weighs reduction, medications and treatment of chest pain
snd shortﬁess of brsath. Yet in reality, once patients leave the
hospital their relationship with health ca;é professionals excspt for
the physisian-is terminated. Measures whicﬁ-can be taken £6 brb&ide
continuity of patient education progrsms must be identified. Home
health and the coﬁmunity heslth nurse could play vital roles in
rehabilitation of MI patients.

During data collection, the researcher spent considerable .time "
witﬁ-pa;ients and spouses post-MI. Vsried‘responses were seen. The
couples had been home for six weeks since the MI and Qere ready to
',‘deal with their feelings., The majority of the patissts and sﬁouses
expressed feér,lanxiety and frustratisn about the fehabilitétion
phase. In referriﬂg'to implications for-fiming for patient,teashing;
once patients realized it was alright  to talk about sex, they
discussed sexual concerns and problems openly. A structured interview
would have been much more effective in evaiuating the sexual
.information. Since patients were ready to discuss their sexual
conéerns at that time. They had worked through the stages of adapting

to loss and physiologically they were able to engage in sexual
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activity.

Recommendations for Future Study

. Replication of this stﬁdy after refining and ﬁilot testing the

questionnaire’, The use of structured interview:schedule_insteae
of a mail—in'qeestionnaire may iherease the response rate.
Conduct a.study to ﬂetermine diffeiences in responses‘of
individuals raised in rural areas versus urban areas.

Conduct a study te evaluate the qualiey of information given. -
Evaluate the effects of a struetured teaching program en the
myocardial infarction patieﬁt'slreturn to optimal sexual

functioning after the myocardial infarction. Does the teaching

have an effect om: whether the patient resumes sexual activity and

if .so, what is the time interval between discharge and resumption

of sexual activity?

_Test adequate means of assessing the learning needs identified by

patients and iamilies.

Identify relationship between.pefceived severity 6flillness.apd
length of "time required for adaptation. ‘
Conduct a studf of physician and nurse role responsibilities in
patient teaching. |

In providing sexual information to the patient end sexual

partner, we are assuming that sexuality is important. But it is vital
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that health professionals maintain’a'noanudgemenﬁal at;itudé in

educating patients and sexual partnefs.'
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Appendix A. Cover Letter.

Hello,

I am a graduate student at Montana State University working towards a
Master's Degree in Nursing. For my thesis I am interested in
researching sexuality in heart attack victims. Recognition of sexual
learning needs of patients and their sexual partners is vital in
rehabilitation of people who have experienced a heart attack.

Attached is a questionnaire which I would like you to complete ard
return to me. The questionnaire is divided into two parts, background
information and a group of questions pertaining to sexual activity. For
purposes of this study sexual activity is defined as the physical

. expression of sexuality such as hugging, touching, masturbation and
intercourse., I realize this may be a very intimate area of concern, but
your answers will be helpful in evaluating teaching by physicians and
nurses. :

Your participation is voluntary and all answers will remain
confidential. The answers will be analyzed for the entire group of
participants and individuals will not be identified. After completion
of the questionnaire, you will receive an information sheet that will
answer any questions you may have about the content. The results of
this study will be shared with other health professionals and will be
available to you when the study is completed at the MSU library..

Thank you for your cooperation.

Connie Schultz, RN
Montana State University
Graduate Student

2036 32nd St. So.

Great Falls, Montana 59405
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Appendix B. Questionnaire.

10.

11,

12.

13.

~ Highest grade completed in school or college

Age o 2. Sex 3. Marital Status

Occupation 6. Occupation status:
: ( ) do not work
( ) unable to. work
( ) part-time
() full-time
() retired

How long ago did you (or sexual partner) have the heart aftégk?.

Have you had a cardiac catherization? If so, when

Have you had open heart surgery? If so, when

Were you and your sexual partner engaging in regular sexual
activity (i.e. .hugging, touching, masturbation and intercourse)
within the six months prior to your attack?

Were you and your sexual partner engaging in regular sexual
intercourse within the six months prior to your attack?

If yes to #9, how often?

The following items are topics usually included in patient teaching
teaching prior to hospital discharge. Number the items in order of
their importance to you. (1 - most importamt, 7 - least important)

Resuﬁption of activities of daily living
Signs indicating you should see a doctor
Risk factors (smoking, weight, etc.)
Resumption of sexual activity

_____Diet
Exercise

Medications
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11.
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Age 2. Sex 3. Marital Status

Nurses - Level of education and year obtained

Associate ' year

— Diplama - year ____
Baccalaureate .year -
Masters year

Year of graduation from medical school (MD):

Clinical area of expertise/specialization
Nurses CCu
Medical ward

Cardiac rehabilitation

Other (please specify 7 ' )

M.D. Internal medicine
' General practitioner

Cardiologist

Other (please épecify | )

How long have you worked in this area?

Have you attended any classes/seminars regarding human sexuality?

If yes to #8, what was the type and length?

Are you comfortable with sexual expression by the patients and
family on the ward or unit (i.e. holding, touching, lying next
to one another)? ' :

Do you believe sexual teaching is within the role of your practice?
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12. Following are six reasons MDs and nurses may givé for not doing.
sexual teaching. Number the ‘items in the order that you feel
explains your feelings (1 - most likely, 6 - least likely).

Not a priority need of the patient

-Insufficient sexual knowledge

It is the nurse's role

It is the physicién's role

T

High level of own anxiety

Do not have time

13. The following items are topics included .in patient teaching prior
to hospital discharge. Number the items in the order that you
' feel are important for post-Myocardial Infarct patients and family
to know. (1 - most important, 7 - least important).
Resumption of activities of daily living
Signs indicating they should see a doctor
Risk factors ‘
Resumption of sexual activity
Diet
Exercise

Medications
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Following are nine statements concerning sexual activity and specifical-
ly sexual activity after a heart attack. Under each statement are five
questions referring to that statement. Select and mark the one
appropriate answer for each question. '

STATEMENT: Some medications may have an effect on a person's ablllty to

perform sexually.

Do you agree or disagree with the statement?

( ) agree
() disagree

How important do you feel the information is to heart attack
patlents upon dlscharge from the hospital?

very important to give at this time
important to give at this time
irrelevant ’

important not to give at this time

very important not to give at this time

LN N NN

Was/is this information given upon discharge from the hospital?

( ) definitely
( ) somewhat
( ) not at all

By whom was this information given?

( ) nurse

- () doctor

() both - . S
() other (please specify . )

‘Who do you feel should be responsible for giving the 1nformat10n7

nurse

doctor :

other (please specify )
no preference

PN TN N N
S N NS N
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Following are ten statements concerning sexual activity and specifically
sexual activity after a heart attack. Under each statement are five
questions referring to that statement. Select and mark the one
appropriate answer. for each question.

STATEMENT: Some medications may have an effect on a person's ability to

']-'

perform sexually.
Do you agree or disagree with the statement?

() agree
( ) disagree

How important do you feel the information is to heart attack
patients upon discharge from the hospital?

very important to give at this time
important to give at this time
irrelevant - :

important not to give at this time
very important not to give at this time

OON TN NN N

Was/is this information given upon discharge from the hospital?

() definitely
( ) somewhat >
( ) not at all ' :

By whom was this information given?

( ) nurse
( ) doctor
() both :

( ) other (please specify . )

Who do you feel should be responsible for giving the information?

nurse

doctor . .
other (please specify )
no preference

NN N
N N N N
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STATEMENT : Touchlng, caressing and holding of a person' s partner is

1.

less important than sexual intercourse.
Do you agree or .disagree- with the statement?

() agree
( ) disagree

How important do you feel thé information is to heart attack
patients. upon discharge from the hospital? .

very important to give at this time
important to give at this time
irrelevant .

important not to give at this time
very important not to give at this time

ETN NN N N
N N N N N

Was/is this information given upon diecharge-from the hospital?

( ) definitely
" ( ) somewhat
( ) not at all

By whom was this information given?

( ) nurse.
( ) .doctor
() both

( ) other (please specify ' ) -

Who do you feel should be responsible for giring the iﬁformation?

nurse
doctor ‘

other (please specify ,' )
no preference )

CEN NN N
N N N N
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SIATEMENT:',If a befson has chest‘pain during intercourse;, he should

stop, rest until the pain subsides and then resume..

Do you agree‘on'disagree with .the statement? -

( ) agree-
() disagree

How important do you feel the information is to heart attack
patients upon discharge from the hosp1tal7

very important to give at this time
important to give at this.time
irrelevant ‘ -
important not to glve at this ‘time
very important not to give at this time

N NN NS
N N N N

'WasYis'this information given,upbn discharge from the hospital?

() definitely _ .
( ) somewhat L . T
( ) not at all '

By whom was this information given?

oth '
other (please specify - ‘ )

Who do you feel ‘should be responsible'for giving the‘information?

nurse .

doctor o . :
other ( .please spec1fy )
no preference :

AN NN N
[ RN
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STATEMENT: Having sexual 1ntercourse after a heavy meal requires more
work by the heart than having intercourse on an empty
stomach.

1. Do you agree or disagree with the statement?

() agree
( ) disagree

2. How important do you feel the information is to heart attack
patients upon discharge from the hospital?

very important to give at this time
important to give at this time
irrelevant :

important not. to give at this time
very important not to give at this time

NN NN N
A A A e

3. Was/is this information given upon discharge from the hospital?
( ) definitely

( ) somewhat

( ) not at all -~

4, By whom was this information given?

) other (please specify . )

( ) nurse

( ) doctor .
( ) other (please specify o )
( ) no preference
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STATEMENT:‘ The ameunt-of work required by a ﬁerson e heartAduring

intercourse is equal to the work needed to cllmb a flight
of stairs or walk briskly. - - :

Do you agree or disagree with the statement?

(-) agree
( ) disagree'

How 1mportant do you feel the information is' to heart attack
patients upon dlscharge from the hospital? .

() very important to give at this time .
() dimportant. to give at this time
() irrelévant .
" () important not to g1ve at this time :
() very ;mportant not to give at this time

Was/is this iﬁformatien given-upon‘dischargelfrom the hospital?.
( ) definitely
( ) somewhat

( ) not at all

By whom was this information given?

" other (please specify - ' )

Who do you feel should be responsible for giving the information?

nurse

doctor , K :
other (please specify . . : )
no preference

PN NN N
N N o N
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" STATEMENT: Diminished sexual actiﬁlty is a normei response the first

6-8 weeks after a heart attack because of fear of another
" heart attack, anger or depression.

Do you agree or. disagree with the statement?

(-) agree
( ) disagree

How important do you feel the informatipn'is to heart attack
pa;ients upon discharge from the hospital?

very important to give at this time
important to give at this time

irrelevant .
important not to give at this time - - .-
Very important not to give at th1s time

NSNS A~
e N’ N N’ v.

_Was/is this informatlon glven upon dlscharge from the hospita17

( ) definitely
() somewhat
(') not at all
By whom was this information given?
(') nurse
( ) doctor
( ) ‘both o _
(). other (please specify - - )-

~Who do you feel should be responsible for giving the information?

nurse

doctor :

other (please specify ] )
no -preference -

NN NN
N N N N
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STATEMENT: Masturbation is more stressfyl on the heart than sexual
intercourse. ' :

1. Do you agree or disagree with the statement?

() agree
( ) disagree

2. How impbrtant do you feel the information is to heart attack
patients upon discharge from the hospital?

very important to give at this time
important to give at this time
irrelevant ‘

important not to give at this time
very important not to give at this time

PN NSNS\ N
N N N N N

3. Was/is this information given upon discharge from the hospitai?'
( ) definitely
( ) somewhat
( ) not at all
4, By whom was this information given?
)
)
) both
) other (please specify )

5. Who do you feel should be responsible for giving the information?

) nurse

) doctor .

) other (please specify )
) no preference
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STATEMENT: The sidelying position for intercourse is the safest

position after a person .has had a heart attack.

Do you agree or disagree with the statement?

( ) agree
( ) disagree

How important do you feel the information is to heart attack
patients upon discharge from the hospital?

very important to give at this time
important to give at this time
irrelevant '

important not to give at this time

very important- not to give at this time .

Was/is this information given upon discharge from the hospital?

() définitely
( ) somewhat
( ) not at all

By whom was this information given?

( ) nurse

( ) doctor

( ) both

( ) other (please specify )

Who .do you feel should be responsible for giving the information?

nurse

doctor .

other (please spec1fy )
no preference

S S N N
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STATEMENT: A person who has had a heart attack can safely resume sexual
' activity in 6-8 weeks after his attack.

1. Do you agree or disagree with the statement?

( ) agree
( ) disagree

2, How important do you feel the information is to heart attack
patients upon discharge from the hospital?

very important to give at this time
important to give at this time
irrelevant o

important not to give at this time
very important not to give at this time

NSNS~
L N W W

3. Was/is‘this information given upon discharge from the hospital?

- () definitely
( ) somewhat -
( ) not at all

4. By whom was this information given?

nurse

doctor

both

other (please specify . : ).

N N Nt N

5. Who do ybu feel should be responsible for giving the information?

‘nursé

doctor

other (please specify )
no preference

A A
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