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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, 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 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 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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Chapter I
INTRODUCTION .

Perhaps no area can crystallize the multidimensional interper
sonal concerns that follow the sudden occurrence of myocardial
infarcation so clearly as human sexuality (Lynch, 1979).
concept for this study is human sexuality.
ity?

;The basic

But. just what is sexual

There are volumes written on the subject without formulating a

concise definition. ,
Abraham Maslow-s theory of human motivation is based on the
concept of needs that must be satisfied if health is to be attained
and maintained (Maslow; 1954).

Sexuality is a significant part of

Maslow's needs for it pervades, affects and is affected by.the higher
order needs of security, lovej belonging and esteem. . Sexual activity
is one of the low order basic needs necessary for species survival
(Hogan, 1980).

Maslow's conceptualization of sexuality can be viewed

in a very holistic manner.
Dulcer (1980) states that sexuality, a basic human characteris
tic, refers to "all those perceptions related to feeling like, acting
like or being recognized as a man or woman."

It is the culmination of

biological heritage, moral.and religious beliefs, culture, environ
ment, the interaction with others and the individual's interpretation .
of all these experiences.

This image in combination with one's
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perception of his or. her body and self worth form one’s self concept
(Dulcer, 1980; Wood, 1979).
What happens to sexuality after a Myocardial Infarction (MI)?
Depending on the patient’s viewpoint, of the heart, knowledge that the
heart has been damaged may lead to a severe body image disturbance
which may cause the individual to unnecessarily restrict activity and
view self as "less of a man/woman" (hogan, 1980).

Health

professionals need, to make sexuality a primary concern to help
reinstate the positive attitude, sexual self-concept and body image
(Okoniewski, 1979).
.. Research done on teaching of post-MI patients about sexuality,
specifically sexual activity, indicates that although cardiologists,
say they counsel their patients about sexual activity, this counseling
is minimal or non-existent (Hott, 1980).

Tuttle, Cooki and Fitch

(1964) reported that two-thirds of men interviewed nine years post-MI
reported that they had received ho advice regarding sexual activity
and the rest felt the information was nonspecific and vague.

A second

study noted,that most physicians try to give general advice and then
shift the ultimate decision to the patient (Klein, 1965).
Papadopoulos (1978) found that many of the 135 post-MI subjects were
not given information and professional advice about sexual activities.
What factors contribute to this lack of information.given to the
.patient?

Hott (1980) and Van Bree (1975) have given such reasons as
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(a) lack of knowledge in human sexuality, (b) personal biases, (c)
doctor-nurse conflicts, (d) nurse submission, (e) poor patient/
doctor relationship and (f) professional prejudices.

These factors in

combination with the research presented on incidence of sexual
teaching shows that medicine and nursing have defaulted in their
responsibility in educating the patient about normal sexuality and
sexual rehabilitation.

Statement of Purpose
The purpose of this study was to determine congruence of sexual
rehabilitative needs between the health care professionals and the MI
patients and sexual partners.

The author was also interested in

determining if the needs were being met and if so, by whom.

Due to

the descriptive nature of this study, hypotheses were not appropriate.
The following questions serve as the basis for the data analysis.
1.

What are the perceived sexual rehabilitative needs
of post-MI patients and sexual partners upon discharge
from the hospital?

2.

Are these needs congruent with the needs assessed
by the health professionals?

3.

Are the rehabilitative needs being met by the health
professionals?

4.

Whose responsibility is it to provide the information
to enable patients to make informed choices?
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Definition of Terms
Sexuality;

The totality of human beings which includes the

biologic, sociocultural, psychological and ethical 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.
Needs:

Information or questions concerning sexuality asked by the

patient and/or family or assessed by the health professional as
important in rehabilitation.
Congruence:

Agreement of needs perceived by nurses, physicians,

patients and sexual partners.

Chapter 2
LITERATURE REVIEW MD' CONCEPTUAL FRAMEWORK

Historically there has been minimal documentation of the
physiologic responses to sexual intercourse in the post-MI patient.
There was little mention of the subject in the literature until very
recently.

Several researchers have found that many activities in

daily living (e.g., stair climbing) and work produce cardiovascular
demands and responses which are equal to or greater in duration and
magnitude than sexual activity (Hellerstein and Friedman, 1970;
Kavanaugh and Shephard, 1977; Larsen et al., 1980; Stein^ 1977).
These findings have done much to objectify information about, the
relationship of sexual activity to cardiac functions.
Assuming the patient is given the information for sexual
rehabilitation, will he have the ability physically and emotionally to
resume sexual activity?

This can be determined only after a thorough

assessment of the patient.

Factors that need to be assessed include

(a) pre-illness sexual activity, (b) general health of the patient and
sexual partner, (c) extent of pathophysiologic and psychologic re!

covery from the MI, (d) phychosocial needs of the sexual partner and
(e) functioning of the marital unit (Hellerstein and Friedman, 1970;
Stein, 1976; Watts, 1976).
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 male cardiac patients expressed feelings of diminished
libido, fear of death during intercourse and anxiety that exists at a
preconscious level for many years (Bilodeau and Hackett, 1971; Bloch,
1975).

Bilodeau (1971), a psychiatric nurse, had group meetings with

post-MI patients and found the most -frequently expressed concern
related to sexuality.
randomly.

The sample,.which was small, was selected .

In relation to the issue of sex, all members directly or

indirectly admitted diminished libido and fear of death during
intercourse, a fear that was shared by spouses.

Nd member had

discussed these concerns with the physician and no physician had
introduced the subject.
Bloch (1975) did a study of early mobilization after an MI,
specifically, evolution of sexual activity.

One hundred patients were

randomly selected for outpatient follow-up eleven months after the MI.
There was a definite diminuation of sexual activity from before to
after the MI.
multiple.

The reasons for this diminuation were unclear and

Reasons given were decreased sexual desire, depression,

anxiety, wife's decision, fear of relapse and sudden death, fatigue
and impotence.

No mention was given as to the lack of information

given by health professionals.
The impact of lack of information and misconceptions was
anxiety-producing for the sexual partner as well as the Mi-patient
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(Harding and Morefield, 1976; Maybu et al., 1978; Papadopoulos et al.,
1980; Rudy, 1980; Skelton and Domihian, 1973).

In response to the

realization that women.whose husbands had suffered an MI had common
needs, Harding, an RN, and Morefield, a minister, started an
interdisciplinary wive’s support group in which six to seven wives per
week participated.

In a descriptive article, they stated how they had

found that sexual fear was a very prominent concern but a difficult
one to deal with in a group situation.

A common expressed fear was

"I'm afraid my husband will die on top of me!"
In yet another study reported by a registered nurse, Rudy (1980)
described 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 nonstandardized questionnaire
utilized.

When exploring the ways in which the heart attack had

affected the.spouses, many wives said the illness had created problems
for which they were not prepared.

Uncertainty related to sexual

activity was one of the three areas of concern.

Through home inter

views, RUdy also found that when patients resumed everyday activities,
patients and spouses became aware that decisions confronted them and
that they lacked relevant information to make the decision.
Papadopoulos (1980) focused on the impact of the heart attack on
the sex life of the wives of the heart attack victims.

Data collec

tion was through interviews in the home with the sample obtained by
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consent of the first 100 wives of patients discharged from the
hospital. • Some of the sexual concerns noted were inadequate sexual
instructions, risk of sexual activity, sexual difficulties of the
husband, change in sexual patterns, patient symptoms during
intercourse and the emotional relationship of the couples.

Forty-five

wives had received some information about sexual activity prior to
discharge with marked variation in the sexual instruction provided.
Papadopoulos found that a significant higher percentage of wives who
had received instructions, such as "take it easy" and "it is alright to
resume sexual activity as long as it is not strenuous" feared sexual
activity after the MI.

This may confirm the fact that the instruc

tions were inadequate to alleviate fear or they may have created
anxiety by raising questions of risk.
Studies by Mayou and others (1978) and Skelton and Dominian
(1973) exemplified these points.

Interviews were conducted with wives

of MI patients from two to twelve months after discharge.

With

samples of 82 wives (Mayou) and 65 wives (Skelton) they noted that the
level of sexual activity was affected by anxiety about the safety of
intercourse.

These fears of the wives may be displaced into avoidance

of sexual activity, overprotection or resentment leading to a
situation that is more detrimental than the underlying pathology
(Brehton, 1968).
The two major fears experienced by post-MI patients are the fears
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of imminent death and the loss, of physical capacity (Cassem, 1957).
The psychological response to these fears are exhibited as anxiety
which interferes with sexual, functioning and depression that alters
the libido (Cassem and Hackett, 1973; Hellerstein and Friedman, 1970;
Scalzi, 1973).

The loss of physical capacity frequently is perceived

by the patient as a severe threat to his self-esteem and to his
concept of masculinity.(Scalzi, 1978).
A person with a positive sexual self-concept is characterized by,
acceptance of, comfort with and. value of self as male or 'female
(Hogan, 1980).

Body!image, the internalized picture that an

individual has of his physical appearance is closely allied with the
sexual self-concept. (Hogan).
Since an MI leaves^ physical change invisible, the patient must
learn tp modify his self-concept. ■To many men, cardiac damage means
loss of courage,love.and manliness and it portends dependency,
incapacity and inactivity with a resultant threat to their sexual
self-concept arid resultant effect on their sexual rehabilitation
(Hogan, 1980).. A post-MI patient with a riegative sexual self-coricept
in all probability, will become a "cardiac cripple" due to his
perception of himself as physically disabled despite physiological
evidence to the contrary (Klein, 1965).

According to Klein, a cardiac

cripple is a person who corisiders himself permanently disabled because
of heart disease although from a physician’s point of view, the
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disability is physiologically unjustified.
Adaptation to p. disturbance in the body image and sexual
self-concept depends upon the nature of the threat, the meaning of the
threat to the individual, the person's coping ability, the response
from significant others and the support available (Norris, 1970).
The fear and anxiety felt by the patient could also be due in
part to how the sexpal partner views him as a sexual being after the
MI.

If the patient's sexual partner is providing misleading

information, that patient misinterprets the symptoms and behavior in a
way that reinforces negative perception of himself (Klein, 1965)%

If

the sexual partner.views the patient as unable or incompetent to
perform the usual activities, the patient may be relegated to a.
dependent position (Hogan, 1980).

What are the sexual partner's

feelings of sex role stereotypes?

Can they adapt to role reversals?

These are very important aspects to consider in the evaluation of the
way the sexual partner views the patient and the MT.
Sexual rehabilitation is rehabilitation of the patient's
sexuality as a total human and not only his ability to perform sexual
intercourse.

Lynch (1979) stresses the importance of intimacy, love

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 significant
reduction of the human affection that is shared in sexual activity?"
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(p. 115).

He felt the greater emphasis on pleasuring such as loving,

touching, cuddling, caring, and open communication, the fewer anxieties
about erection.
In review of studies there was minimal mention of maintaining
intimacy in the relationship.

Papadopoulos' (1980) study of post-MI

patient wives showed that a relationship between the emotional
relationship of husband and wife and resumption of sexual activity
existed.

Of.those whose relationships were good before the MI and who

resumed sexual activity afterward, 47 percent were closer emotionally
and 17 percent more distant.

The converse was true of those who did

not resume sexual activity and whose relationships were more distant.
The couples whose relationship was closer had maintained open
communication and expression of intimacy.
Sexual information is ah important component of the rehabilita
tion of all patients although to.date there is no published data
accessible to the researcher substantiating its effectiveness;

The

.
.
;
:: .
.
goal of sexual information is to provide the patient the information

he needs.to make a personal choich. in regard to sexual activity.
Mims (1975) has expanded three principles vital in providing
sexual information to the patient.
1.

Health professionals must be nonjudgmental in the
acceptance of values of others. .

2.

Guidance should be given.by education rather than
indoctrination.
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2.

Guidance should be given by education rather than
indoctrination.

3.

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

Health care professionals m u s t .carefully examine their personal
feelings and sexual attitudes prior to beginning sexual counseling.
They must have knowledge of normal sexuality as well as how the
disease process may or may not affect the patient's sexuality
(Jacobsen, 1974; Krozy,. 1978).

Misconceptions continue among health

professionals which makes effective sexual counseling very difficult
(Hott, 1980).
Are these principles being followed in providing sexual informa
tion for the post-MI patients?

Hott (1980) conducted informal inter

views with cardiologists, coronary care nurses, cardiac rehabilitation
nurses and patients who had had a recent MI or undergone cardiac
.surgery.

Her descriptive study utilized a small sample (N=39) which

was randomly selected.

Hott believed she heard enough consistent

reports to confirm the fact that there is indeed a difference between
what literature says should be done and what is actually being done by
nurses and physicians.

When asked, "How do you handle sexual problems

of your patients?," physicians felt it was not necessary to bring up
the subject unless.the patient asked.

Nurses were uncomfortable in

talking about sexuality to older patients and felt providing sexual
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 physicians said they informed

the patient, the information was. felt to be minimal or nonexistent.
• Why do health professionals generally neglect the teaching about
typical healthy sexuality and when they do teach, stress the
misconceptions and myths?

Reasons noted by Hott (1980) include (a)

lack of training in sexual counseling,

(b) personal biases and

professional prejudicesi (c) nurse-physician conflict, "whose job is
it?," (d) the nurse sees herself in a subordinate position to the
doctor, and (e) poor doctor-patient relationship.

Health profession

als feeling insecure about their own sexuality cope with their
insecurities by either avoiding the situation or advising the patient
without sensitivity, objectivity and empathy in relation to the
patient’s needs (Elder, 1970).
Several researchers have explored the incidence and quality of
sexual teaching of post-MI patients and spouses (Bilodeau and Hackett,
1971; barter, 1980; Papadopoulos et al., 1980; 1978; Tuttle et al.,
1964).

Papadopoulos (1978; 1980) in studies of wives and patients

found that many patients are not given professional advice about
sexual activity and many practicing physicians still avoid discussion
of the topic.

In his study of patients, 9.6 percent of the cases

(N=135) .had physicians who volunteered information and 45 percent
stated that no information was given even though they requested it.

.7

■

Tuttle, Cook and Fitch (1964), stated that, two-thirds of the patients
they studied who had suffered an MI received no advice from health
professionals while the advice received by the remaining was. so vague
that it way useless.

No total sample size was given in the report.

A study at Boston Veterans Administration Hospital (Finderhughes,
1972) of interrelationships between sexuality, and illness found that
the patient perceived the physician as initiating discussions of
sexual activity far less frequently than the physicians thought they
did.

A Texan cardiologist reported that 90 percent of his colleagues

counseled on sex of which 83 percent suggested limited sexual
activity, 50 percent suggested abstinence for two to three months and
13. percent advised unlimited sexual activity (Green, 1975).
Hellerstein (1969) reported 94 percent (N=2054) of physicians
questioned said they counseled on sex.

Eighty-seven percent reported

using clinical judgement and evaluation of tolerance of daily
activities and 18 percent reported evaluating functional capacity by
standard exercise testing.
/

One needs to consider here, however, that information and
instructions given during hospitalization may not be well recalled
(Mayou et al., 1976).

Another point to consider is not the fact of

whether it was given but the quality of the information given.
applicable and pertinent information?

Was it

Instructions that go beyond the.

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

Conceptual Framework
In summary, many factors effect the congruence of sexual
rehabilitative needs perceived and assessed by the patients, sexual
partners and health professionals.

The accuracy of the perceived .

needs of the patient and sexual partner by the health professionals
are dependent on many variables.

The health professionals must accept

their own sexuality and examine carefully their personal feelings,
attitudes and prejudices prior to sexual counseling (Scalzi, 1978).
If this is not done, sexual counseling may be totally ineffective.
Accurate perception of needs demands that the health professional has
the knowledge of normal sexuality as well as the effects of heart
disease on sexuality (Jacobsen, 1974).
The specific needs of the patient and sexual partner for
counseling are very important.

It is of utmost importance for the

health professional to get to know the patient as a person, what the
patient was like before the 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 activity post-MI.

A predominant health belief is that sexual

activity and exercise are harmful and potentially fatal to cardiac
patients (Montiero, 1979).

Questions asked by the patient may depend
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functioning has been shown to be impaired by the patient's negative
reaction toward his MI (Hogan, 1980; Klein, 1965).

The last factor

that influences the perceived needs of the patient and sexual partner
is the partner's reaction to the patient after the MI.

Is there a

change in the way the sexual partner views the patient as a sexual
being?

The sexual partner must be flexible so she can adjust to the

changing relationship and overcome sex-role stereotypes for instance.
The sexual partner's attitude toward the patient may either hinder or
promote recovery and increase or decrease the anxiety felt by the
patient (Wishnie et al., 1971).
All of these factors influence the information provided by the
health professional and the questions asked by the patient and sexual
partner.

If the sexual information is inaccurate, riot given or given

but not according to the patient's needs, misconceptions continue.
Having received little or no advice from the physician, the client
sets his own patterns which often times represents a considerable
deviation from the previous sexual activity (Tuttle et al., 1964).
The suggested change in behavior is based on misconceptions and fear
and the results are personal frustration, marital tension and general
unhappiness (Griffin, 1973).
Much of the anxiety about resuming sexual relations due to
misconceptions and unrealistic fear can be decreased through adequate
instructions (Scalzi, 1973).

Congruency of needs perceived by the

■■

instructions (Scalzi, 1973).

Congruency of needs perceived

the

patient and sexual partner and the information given by the health
professional will enable.the patient and sexual partner to make
appropriate life style decisions specifically concerning Sexual
rehabilitation.
I,
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Chapter 3
. METHODOLOGY .■
' '

'

■ ■■

.

.■

-

Introduction
The design used was consistent with a descriptive ex post facto
study in which the independent variable was not directly manipulated
by the researcher (Polit and Hungler, 1978).

It was the purpose of

the researcher to determine similarities in the sexual rehabilitative
i

■needs of the patient as perceived by the patient and assessed by the
health professionals.

-

Population
There were three target populations for this study from which the
samples of accessible populations were drawn.

The target populations

were patients, sexual partners, physicians and registered nurses.

Samples
One sample consisted of patients and their sexual partners.

The

population was all Myocardial Infarction (MI) patients and their
sexual partners who experienced their first MI within six months prior.
to the study.
-

’

The purposive method of sample selection was utilized.
■

„

Purposive sampling is a method of nonprobability selection which
proceeds on the belief that a researcher's knowledge about the
population and its elements can be used to handpick the cases to be

. 1 9

included in the sample (Polit and Hungler, 1978).

In using any type

of nonprobability sampling, one must be cautious of influences and
conclusions drawn from the data.
T h e .sample size of 20-25 patients and their.sexual partners
(40-50 total sample) was based on the average number of documented MI
patients discharged from two area medical centers over a three month
period.

The final sample was 22 patients and their sexual partners.

Access to this population was gained through prior arrangement with
the patient's physician and coronary care personnel.

Patients in the

sample experienced their first MI within the time frame limitations of
the study.

Controlling for the number of MIs experienced helped to

eliminate knowledge due to prior experience.
six weeks to six months post-MI.

The patient was to be

This allowed time for the patient to

have consent from his physician to engage in sexual activity.
sexual partner was not limited to the spouse.

The

In contemporary society

it is hot unusual for the sexual partner to be nonmarital.

It is

important to know whether the patient was sexually active prior to
admission because if the couple was previously inactive, information
about sexual activity may produce more stress, (Hott, 1980).
The second sample consisted of Registered Nurses (RN).

The

population of nurses was all RNs at two local medical centers who
worked at least 24 hours per week and who had worked in the Coronary
Care Unit (CCU), intermediate care of cardiac rehabilitation at least

20
six months.

Because of the small population in the area, the sample

selection was. a total sample of RNs.in the two hospitals.
size was 36 R N s .

The sample

Access to this group was through the respective

hospitals' Director of Nursing and clinical supervisors.
A third sample consisted of physicians.

The population of

physicians included all those who admitted, followed and discharged
patients with the diagnosis of MI in the two area medical centers.
Due to the small population, the sample included all physicians who
agreed 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 were analyzed utilizing inferential
i
.

statistics which talce external variables such as these into
consideration.

The external variable of age was also tested as an

independent variable.

.

Protection of Human Rights

1

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, 1978).

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)

privacy, anonymity and confidentiality.
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Informed consent was dealt with in the cover letter which
explained the purpose of the study, described the questionnaire,
assured confidentiality and requested voluntary participation (see
Appendix A, Cover Letter).

Informed consent was inferred upon

completion and return of the questionnaire.

Due to the nature of the

data collection (personal contact), anonymity was impossible to
achieve.

The respondents were made aware of this fact and were

assured that the individual responses would be held in utmost
confidentiality and that anonymity would be maintained in the final
research report.

No physical harm would come from the study.

Due to

the sensitive subject matter of sexuality, patients were reassured and
reminded that if any questions made them uncomfortable, they were to
feel free to choose whether to complete the questionnaire in part,
completely or not at all.

Selection of a Tool
A questionnaire that was personally delivered to the respondents
was chosen for this study.

The advantages to this method are (a) the

personal contact of the respondent with the researcher seemed to have
a positive effect on the rate of questionnaire return, and (b) the
appearance of the researcher can be an advantage in terms of
explaining and clarifying the purpose of the study (Polit and Hungler,
1978).

Administration of the interview by the researcher, however.
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was very time consuming and expensive.

Tool Description
The data for this study was collected through means of a
questionnaire developed by the researcher.

The purpose of the

questionnaire was to determine congruence of sexual rehabilitative
needs assessed by the professional and those needs perceived by the
patient and sexual partner.
The information in the tool was divided into two sections:

(a)

general demographic material and (b) assessment of needs and
evaluation of knowledge and practice.

The reader is referred to

Appendix B for an example of demographic data collected.

The section

on assessment of needs and evaluation of knowledge and practice, was
based on nine statements pertaining to sexual activity and Mis.

Items

were selected by reviewing current patient education material for
post-MI patients and other references of theoretical basis to sexual
information (Cambire, 1978; Weiss, 1980; Wood, 1979).
covered nine areas:

The items

(a) medications, (b) importance of intimacy, (c)

chest pain occurrence, (d) sex after meals,

(e) work required by the

heart, (f) emotional.response to an MI, (g) masturbation,

(h) position

of sexual intercourse, and (i) resumption of sexual activity.

All

respondents were asked to answer five questions in relation to each
statement.

These questions were designed to answer the research
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questions presented in the statement of purpose.
1.

Do you agree or disagree with the statement?

This question

was included to test the knowledge base and determine
attitudes of the respondents in relation to sexual activity
and heart attacks.
2.

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

Five choices were

(a) very important to give at this time, (b) impor

tant to give at this time, (c) irrelevant, (d) important not
to give at this time, and (e) very important not to give at
this time.

The data obtained from the responses to this

question was compared statistically between the RN's and
patients, RN's and sexual partners and patient and sexual
partners.
3.

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

Three choices were given for. responses:

definitely, (b) somewhat, and (c) not at all.

(a)

Responses to

this questiqn were compared statistically between the nurses
and patients, nurses and sexual partners, nurses and total
patient/sexual partner group and sexual partner and patient.
4.

By whom was this information given?

Choices included:

'nurse, (b) doctor, (c) both and (d) other.
testing was done on this information.

(a)

No statistical

Conclusions were drawn

I
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by means of discussing the results and differences in
responses between the three sample.groups.
5.

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

Responses included (a) nurse, (b) doctor, (c)

other and (d) no preference.

Comparisons were discussed

between who gave the information and who the respondent felt
should have given the information in all 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)

activities of daily living, (b) medications, (c) diet, (d) exercise,
(e) resumption of sexual intercourse, (f) risk factors and (g)
signs/symptoms indicating the patient should contact physician.

The

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 of priority to determine reasons for not doing
sexual teaching.
patient,

The choices included (a) not a priority need of the

(b) insufficient sexual knowledge, (c) it is the nurse's

role, (d) it is the physician's role, (e) subject too private to
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discuss and (f) high level of own anxiety.

Again, a mean rank-order

of each item was calculated to determine the most likely reason why
sexual teaching is not done.

Reliability and Validity of Tool
The questionnaire was reviewed by a cardiologist and coronary
care nurse not involved 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 study, the small sample
size and the use of nominal and ordinal data, nonparametric
statistics, specifically the Mann-Whitney U test, was utilized in the
data analysis (Polit & Uungler, 1978).

Chi Square was also used to

determine if two or more groups differed in some way when nominal
level data was collected.

For purposes of this study the leyel 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, the Mann-Whitney was used to determine

whether the summed ranks of one group were significantly higher than
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those of the other group (Kviz & Knafl, 1980).

This test is one of

the most powerful of the nonparametrie tests and is a useful
alternative when 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 based on the assumption that

the samples are drawn from two identical populations and that the two
samples have the same distribution (Seigel).

The Mann-Whitney U was

utilized in this study when comparing two sample groups (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
researcher 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
KnafI , 1980).

Chi square was used in this study to determine

significant differences in responses among the sample groups for age
and education.

Chapter 4
RESULTS

Introduction
Results of this study are presented in two parts.

First a

description of the samples and demographic data is presented. .The
second relates the findings to the four research questions in the
chapter under statement of purpose.

Description of the Samples
Questionnaires were distributed to three different sample groups
In the Registered Nurse (RN) sample, 36 questionnaires were delivered
to the nursing supervisors for distribution in July, 1981.
questionnaires were returned within two weeks.

Twenty

The RNs were reminded

to return the questionnaire at one month by both the researcher and .
the R N 1s respective supervisor.

Five additional responses were given

with a total return of 25 questionnaires (69 percent)

(see Table I -

Response Rate).
Fifteen questionnaires were personally delivered to the
physicians during the months of June and July, 1981.
questionnaires were returned within two v?eeks.

Three

Reminder notes were

sent after one month from which one additional questionnaire was
received.

The total return was four (27 percent) questionnaires (see

Table I, Response Rate).
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Table I.

Response Rate of Personally Delivered Questionnaire.

RN

Patient
.

Sexual
Partner

Physician

13

3

Initial return

20

16

One month return

,5

. 0

0

I

Total received

25

16

' 13

4

Total sent

36

22

19

15

Questionnaires to the patient and sexual partner were delivered
to the home during the months of July, August and September.

Twenty-

two patients and 19 sexual partners received the questionnaires.
Sixteen patients and 13 sexual partners had returned their question
naires two weeks after delivery.

Reminder phone calls to the

respondents who did not return the questionnaires were done one month
after delivery.

No additional questionnaires were received.

Total

questionnaire return rate was 16 (73 percent) patients and 13 (81
percent) sexual partners.

(See Table I, 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 of.Samples). .

Table 2.

Age Distribution of Samples.

RN

Patient

Sexual Partner

15

0

0

30-39

4

I

I

40-49

2

4

4

50 - 59

.3

7

.4

60 - 69

I

3

3

70-79

0

I

I

Totals

25

16

13

Means

33.7

54.6

52.8

20 - 29

Thirty-six percent of the RNs were single, 56 percent were
married and 8 percent divorced.

Of the total sample, 40 percent were

Baccalaureate graduates (BSN), 36 percent Diploma School of Nursing
graduates and 24 percent Associate Degree graduates.

The year of

graduation from nursing school ranged from 1945 to 1981 with the mean
1970.5.

Fifty-two percent of the RNs worked exclusively in the

Coronary 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

anywhere from six months to thirteen years with the mean of 4.94
years.
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Physicians
Due to the small number of responses, no statistical testing was
done with this data.

It is only included to present the

characteristics of those who did respond.

The ages ranged from 32-52

(mean 43.5), they were all male, married and included speciality areas
of cardiology (I) 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

2

whether the questionnaires were returned or not was insignificant (x =
1.7207, df=l, p > .10).

Twenty-one patients (94 percent) were married

with one (6 percent) being widowed.

The level of. education ranged

from the eighth grade to four years of college.
patients had not completed high school.
were primarily blue collar (88 percent).

Five of the 16

Occupations of the patients
Four of the patients were

retired, three were working full time, four were working part time due
to limitations post-Myocardial Infarction (MI) and five were unable to
work at the time of the interview.
from six to 24 weeks.

The time frame since the MI ranged

Eight of the patients had had a cardiac

catherization and four had had a coronary artery bypass graft done.
Thirteen of the patients were engaging in sexual activity and sexual

I
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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 percent)
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.
school.

Only two of the sexual partners had hot completed high
All eleven were engaging in sexual activity and sexual

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

Needs Identification
Format for the presentation of needs identification is presented
according to each of four original research questions.

Descriptions

of each sample's responses are compared under each statement.
I.

What are the perceived sexual rehabilitative needs of post-MI
patients and sexual partners upon discharge from the
hospital?

This question was evaluated according to responses

to three separate questions on the questionnaire:
agree/disagree with the statement?
information?
importance.

(a) Do you

(b) How important is the

(c) Rank the discharge instructions in order of

3 2

To evaluate the knowledge and attitudes of the respondents, the
results of the agree/disagree question are presented (see Table 3,
Agree/Disagree Responses).

The responses to the statements on

medications, sex after heavy meals, work required, and resumption of
sexual activity were according to the desired responses.

The

responses to the statement on touching reflected attitudes, therefore,
there was no desired response.
The desired responses to four of the statements were found to be
in conflict with various physicians and conditions of patients.

The

responses to these four statements showed variation between the three
sample, groups.
1.

If a person has chest pain during intercourse, he should
stop, rest until the pain subsides and then resume.
According to current, literature (Fardy et al., 1980; Weiss,
1980; Cambre, 1978), this statement is false.

These

references state that if chest pain occurs during or after
intercourse; check with the. physician before attempting
sexual activity again.
patient's physician.

This practice may depend upon, the
Therefore, the statement could possibly

be true for a particular physician's patient population.

The

majority of the patients (87 percent), sexual partners (92
percent), and RNs (56 percent) felt the statement was correct.
2.

Diminished sexual activity is a normal .response the first 6-8

33
Table 3.

Agree/Disagree Responses to Statements.
RN
Y**

A.

B.

C.

D.

E.

F.

G.
H.

I.

N

Patient
Y
N

Partner
Y
N

Some medications may have an effect
on a person's ability to perform
sexually.

**
21

2

15

0

12

I

Touching, caressing and holding of a
person's partner is less important
than sexual intercourse.

***
2

19

2

13

3

10

If a person has chest pain during
intercourse, he should stop, rest
until the pain subsides and then
resume.

**
14

8

13

2

12

I

Having sexual intercourse after a
heavy meal requires more work by the
heart than having intercourse on an
empty stomach.

**
23

2

14

0

13

0

19

3

11

3

13

0

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
22
depression.

I

6

8

9

4

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.

Masturbation is more stressful on the
heart than sexual intercourse.
The sidelying position for sexual
intercourse is the safest position
after an MI.
A person who has had an MI can safely
resume sexual activity 6-8 weeks
post-MI.

**

**
16

3

3

6

I

7

8

**
12

6

7

8

3

**
17

5

11

3

11

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 attack,
anger or depression.

Patients generally disagreed with the

statements (57.percent) whereas the sexual partners (69
percent) and RNs (96 percent) agreed with the statement.
3.

Masturbation is more stressful on the heart than sexual
intercourse.

RNs (84 percent) responded with disagree

whereas the patients (60 percent) and sexual partners (88
percent) disagree.
4.

The sidelying position for intercourse is the safest position
after a person has had a heart attack.

Patients (54 percent)

and RNs (60 percent) disagreed with the statement and sexual
partners (72 percent) agreed.
Identification of the patient's and sexual partner's rehabilita
tive needs was evaluated by reviewing the responses of very important
to give at this time, important to give at this time, irrelevant,
important not to give at this time and very important not to give at
this time in relation to each of the statements:

Generally.patients

and sexual partners felt all aspects of sexual activity and MIs to be
important information.

Of the responses by patients to the questions,

three (21 percent) felt the information on masturbation was
irrelevant, five (36 percent) felt the 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 area 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.

Statement

RN

Ranking
Patient

Partner

I.

Activities of daily living

1(2)*

I

I

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 obtained by asking if any professional
had attended any .formal/informal class or .seminar regarding human
sexuality.

Six RNs responded that they had taken such a course which

'

varied from eight hours to two college quarters.

All graduated from

schools of nursing (three diploma graduates and one BSNj since 1973.
The total ranking of these areas was determined initially and then the
responses of these six nurses were obtained and mean rank-order was
determined.

Resumption of sexual activity was ranked higher by the

educated subgroup than by the entire RN sample.
2.

Are the needs of the patient and sexual partner congruent
with the needs assessed by the health professionals?
areas are presented:

Three

(a) comparison of responses of

importance of information between the RN, patient, and sexual
partner, (b) presentation of ranking of discharge information
.for all three groups and (c) age and responses.
The comparison of the three groups responses to importance of the
information was examined by performing the Mann-Whitney U test on the
data.

There was a statistically significant difference in comparing

the RNs to the patient/sexual partner groups response (p<.05) (see
Table 5).

The patient/sexual partner group generally felt the

information was very important whereas the RNs felt the information to
be important.

The patient and sexual partner samples 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 Co Patient/Sexual
Partner: How Important is the Information?

Statements*

p (Mann-Whitney U test)

A.

Medications

P = .0178**

ti.

Touching

P = .0208**

C.

Chest pain

P = .0174**

D.

Meals

P > .10

E.

Work required

P > .10

F.

Diminished sexual activity

P = .0128**

G.

Masturbation

P > .10

H.

Sidelying position

P = .0104**

I.

Resume sexual activity

P = .0324**

*Statements abbreviated according to Table 3, underlined words.
**Statistically significant (p < .10)
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statistically significant difference in the two groups.
The differences measured in Table 5 were according to the groups'
responses to the question of importance using the five response
alternatives,

(very important, important, irrelevant, important not,

very important not).

However, how does one measure the difference in

very important and important?

For this reason the categories were

collapsed into three responses (important, irrelevant, important not
to give) and the statistical calculations were repeated.
statistical significant difference in the groups (p>.10).

There was no
The needs

of patients, sexual partners and those assessed by the RN were found
to be congruent in this sample.
The total responses of the patients, sexual partners and RNs were
broken down according to age.

There was no statistically significant

difference in the responses to the statements according to age (Chi
square, p>.10).
3.

Are the needs being met by the health professionals?

Three

areas of the questionnaire were evaluated to determine the
answer to this question:

(a) A comparison of the responses

to "was the information given" between the three groups, (b)
comparison of RN responses of importance of whether they feel
they are giving the information or not, and (c) comparison of
RN responses of importance to the patient/sexual partner
response to "was the information given."

Statistically significant differences were found between the RN
and patient, RN. and sexual partner, and RN and patient-sexual partner
group (see Tables 6, 7, 8).

The comparison of the patient to sexual

partner group found no statistically significant differences (MannWhitney U, p>.10).
The RNs' responses to. the question "how important do you feel the
information is" was compared to whether the RNs felt they were giving
the information.

Are the RNs doing as they say they should?

The RNs

believed all the information w a s .important but stated they gave the
information only "somewhat" of the time.

.

.

When tested statistically, .

.

this difference was significant (Mann-Whitney U :
9).

I

p<: .10) (see Table

There was an incongruence between what the RNs felt they should

do and what they actually did.
The RN response of importance was then compared to the response
of the patient-sexual partner group's response of whether the
information was given or not.

Again, there was a statistically

signfleant difference between the two groups in all statements (p<.10,
Mann-Whitney U) (see Table 10).

The patients indicated the RN group

was not doing as. they believed they should be doing.
4.

Whose responsibility was it or should it be to meet these
needs?

This question was answered by evaluating the

responses of who gave the information in contrast to who
should be giving the information, discussing the RN's

.
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Table 6.

Comparison of RN and Patient:

Statements*

Was Information Given?
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

P > .10

G.

Masturbation

P > .10

H.

Sidelying position

P > .10

I.

Resume sexual activity

P > .10

* Statements abbreviated according to Table 3, underlined words.
**Statistically significant (p > .10).

Al

Table 7.

Comparison of RN and Sexual Partner: Was Information Given?

Statements*

p (Mann-Whitney U)

A.

Medications

P > .10

B.

Touching

P > .10

C.

Chest Pain

P

.0444

D.

Meals

P

.0101

E.

Work required

P = .0376

F.

Diminished sexual activity

P > .10

G.

Masturbation

P = .0930

H.

Sidelying position

P > .10

I.

Resume sexual activity

P = .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:
Information Given?

Statements**

Was

p (Hann-Whitney U)

A.

Medications

P > .10

B.

Touching

P = .0768

C.

Chest Pain

P > .10

D.

Meals

P = .0178

E.

Work required

P = .0434

F.

Diminished sexual activity

P > .10

G.

Masturbation

P > .10

H.

Sidelying position

P > .10

I.

Resume sexual activity

P > .10

* Statements abbreviated according to Table 3, underlined words.
**Statistically significant (p<.10).
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Table 9.

Comparison of RN Responses:
it Given on Discharge.

Statements*

Importance of Information, Was

p (Mann-Whitney U)

A.

Medications

P

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**

.001**

*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:
Information?

Samples

Physician

Who Gave the

RN

Both

Other
0

RN

21

62

17

Patient

16

82

I

I (Film)

6

83

4

7 (Film and
Book)

Sexual Partner

Evaluation of the responses to the question, "who gave the
i n f o r m a t i o n ? w a s 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

46
information responded to this question.

Table 12.

Average Percentages of Responses:
Responsible?
Physician

Samples

Who Should be

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 t:o 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).

47
Are the nurses’ perceptions of the scope of their role in,
relation to giving sexual information consistent with their practice?
In response to the question "Do you feel sexual teaching is within the
scope of your p r a c t i c e ? 19 (76 percent) RNs were comfortable with
general sexual expression by patients and sexual partners on the ward.
Four RNs were comfortable with other sexual expression but not with,
the sexual partner lying with the patient.

Three were definitely not

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 were separated into a subgroup.

Each

statement on these questionnaires was then evaluated to determine who
they felt should be responsible for sexual teaching.
nurses was consistent in their role perception.

This group of

Again, the.average

percentage of responses was calculated tp determine who this group of
RNs felt should be giving the information.

The majority of these RNs

felt it was the physician's responsibility (56 percent) with 17
percent feeling it was 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 indeed consistent with

perceptions of their role in sexual teaching.

48
There was no relationship between the level of education of the
RN (Diploma, Associate, or BSN) and their perception of role enactment

2

(x =3.344, df=2, p>.10).

The relationship of the age of the RN and

2

the perception of scope of practice was also insignificant (x =3.344,
df=2, p>.10).

Table 13.

Rank-Order of RN*s Reasons for Not Doing Sexual Teaching
1.

High level of own anxiety

2.

It is the physician's role

3.

A subject too private to discuss

4.

It is the nurse's role

5.

Insufficient sexual knowledge

6.

Not a priority need of the patient

RNs were given six reasons physicians and RNs may give for not
doing sexual teaching.

The RNs were asked to rank the statements from

one to six; one representing the most likely reason and six
representing the least likely.

The mean rank-order 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 was high level of own anxiety followed by the fact that it is
the physician's role.

An interesting result to point out is the fact

that insufficient sexual knowledge ranks as a very unlikely reason for
not teaching sexual information.
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Comments on Physician,Responses
As a final area of data important to this ptudy, a brief
discussion of the physician's responses is presented even though a
small number of the questionnaires were returned (27 percent).

The

physicians who responded included one specialist in cardiology and
three practitioners of internal medicine.

The two physicians who had

graduated within the past 10 years had had classes or seminars on
human sexuality.

Three of the physicians were comfortable with sexual

.expression on the ward and did feel that sexual teaching was within
the scope of their practice.

The three reasons for not doing sexual

teaching were (a) high level of own anxiety, (b) not a priority need
of the patient, and (c) insufficient sexual knowledge.

The

physician's ranked resumption of activities of daily living as the top
priority for cardiac discharge instructions which is consistent with
the RN, patient and sexual partner.

’

In reviewing the questionnaires of the four physicians the
responses to the agree/disagree question were consistent with the
desired responses from the literature.

The statements on intimacy,

masturbation, position and work required by 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 purpose of this study was to determine if the perceived level
of sexual rehabilitative needs of the post-MI patient and sexual
partner were the same as the needs of the patient assessed by the
health professional.
No statistically significant difference was found between either
the patient and sexual partner or between the RN and patient-sexual
partner group in response to the importance of sexual information upon
discharge.

The needs of the patient and sexual partner were found to

be congruent in this sample with those needs assessed by the health
professionals.
The three groups were also congruent in ranking the topics of MI
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 purpose 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 groups of patients and sexual partners to
the RNs in the area of whether the information was given.

The

patients and sexual partners believed they did not receive any
information whereas the RNs believed they gave the information.

No

statistical difference was found between the patient and sexual
partner's responses..
The RN responses of importance were compared 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 patient-sexual partner responses
of whether the information was given.

Again, there was a definite

statistical significant difference between the two groups in all of
the statements.
Overall, it was determined through percentages that all three
groups (RN, patient, sexual partner) indicated that when the
information was given it was the RN who gave the information.

The

patient and sexual partner groups believed it should be the
physician's responsibility to give the information whereas the RNs
stated it was a joint responsibility of the physician and RN.
It was found in this ptudy 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 education of the RN and their perception of role enactment or
between the age of the RN and their perception of role enactment„

The

most likely reasons given for why RNs do not do sexual teaching were
the high level of their own anxiety and the fact that it is the
physician's role.

Chapter 5
DISCUSSION

..

Summary and Conclusions
The purpose of this study was to determine if the perceived
sexual rehabilitative needs of the post-myocardial infarction patients
and sexual partners were the same as the needs assessed by the health
professionals.

The author was also interested in determining whether

the sexual rehabilitative needs were met and how the health care
professionals perceived their role in meeting these needs.
Review of the literature emphasized that the problem of lack of
information and sexual misconceptions does exist.

The studies further

suggested the majority of patients and spouses were 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 brought the subject to the attention of the physician
due to the fear of restriction of sexual activity.
The methodology of this study included a questionnaire delivered
by the researcher composed primarily of a section to investigate the
needs of the patient and sexual partner as identified by the four
sample groups, registered nurses, physicians, patients 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, henceforth referred to as nurses when describing
responses of health care professionals, and patients and sexual
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 responded.

Statistical comparisons of these three

sample groups were conducted to make conclusions about relationships
within the samples.
A questionnaire was designed to test the knowledge base of
Myocardial Infarction (MI) patients.

Statements expressed common

attitudes, misconceptions and facts relating to sexual activity of
post-MI patients which were to be responded to with "agree".(yes) or
"disagree" (no).

A problem, which was not anticipated prior to

administration of the questionnaire, was that the majority of the
statements did not have a definite yes or no answer.

The correct

response depended on multiple individual factors.
In analyzing the responses, it was evident that attitudes varied
in questions in which attitudes and values played an important part.
The statements on masturbation, position and touching reflect,
attitudes for which there are no right or wrong answers.

The

responses to these statements would not necessarily reflect lack of
teaching by health professionals.
'Personal significance and physiological demands of sexual
activity will vary with the patient’s personality and circumstances
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(Ford, 1972).

Information, especially that relating to resumption of

sexual activity, occurrence of chest pain during sex, and work of the
heart during sexual activity should be based on the extent of
recovery, physiological costs of sexual activity to the patient, level
of precoronary sexual activity and the philosophy of the attending
physician.
The results from this study showed a congruence of sexual rehabi
litative needs between the nurses, patients and sexual partners
involved in the study.

Generally the consensus of opinion from all

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 information given?

Findings in

this study supported those of Hott (1980) who believed that there is
indeed a difference between what the literature says should be done
and what actually is being done by health care professionals.

This

study found that the patients were not receiving the information as
often as the nurses said they gave the information.

The reference for

the responses differed between the nurse group and the patient/sexual
partner group.

Patients answered in relation to their individual

hospital experiences whereas the nurses answered in relation to
general practice of whether the information was given or not.
What do patients remember from the teaching in acute, care
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relation to giving sexual information consistent with their practice?
In response to the question "Do you feel sexual teaching is within the
scope of your p r a c t i c e ? 19 (76 percent) RNs were comfortable with
general sexual expression by patients and sexual partners on the ward.
Four RNs were comfortable with other sexual expression but not with
the sexual partner lying with the patient.

Three were definitely not

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 were separated into a subgroup.

Each

statement on these questionnaires was then evaluated to determine who
they felt should be responsible for sexual teaching.
nurses was consistent in their role perception.

This group of

Again, the average

percentage of responses was calculated to determine who this group of
RNs felt should be giving the information.

The majority of these RNs

felt it was the physician's responsibility (56 percent) with 17
percent feeling it was 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.
Whitney U, p > .10).

All areas were statistically insignificant (MannThese RNs' practice was indeed 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 information given?

According to a two

year follow-up study conducted by Scalzi (1980), patient retention of
information provided during the acute phase of illness is limited.

An

important consideration in providing teaching in the acute care
setting is the necessity of repetition later on the basis of the
individual (patient and partner) retention.

Knowledge 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.
family.

The acute MI represents several losses to the patient and
The process of adaptation following the MI can be viewed as

that following a loss.

The first two stages of response to loss,

shock and disbelief and developing awareness, occur during the stay in
the acute care setting (Burke, 1981).

The behavioral responses to

these phases such as.anxiety, denial, anger and depression influence
the patient readiness to learn and the content appropriate to teach at
that particular time.

Patients and sexual partners felt the

information was not given.

Yet, taking the concepts of loss into

consideration, they may have been given the information but due to
anxiety and depression may not recall this information.
teaching is vital.

The timing of

Patients are probably not ready to learn until the

first two stages of the loss response 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 compliance.

Even though

the retention is limited, inpatient education programs provide the
atmosphere conducive to the patient and family asking questions to
decrease anxiety.

The education must not stop there.

Patient

education must be reinforced and continued after discharge.
Individuals vary in their readiness for health learning because of
differences in their emotional response, educational background and
intellectual ability (Redman, 1980).

Awareness of individual

variation in anxiety, education and intellect would indicate that
individual instruction would be the most effective approach during the
acute phase.
Generally the nurses believed all the topics were important for
patients to know.

In evaluating whether the information given to

patients and their families, the nurses, patients and sexual partners
believed the information was not given consistently.

If nurses

believed the information is important, why is it provided
inconsistently?
Many factors could play a role in the inconsistency of
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 designated as
responsible for sexual teaching or patient teaching in general is
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necessary.

The philosophy of individual physicians has an impact 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
sexuality is the role of the physician exclusively.

Individual

attitudes and values of nurses play a major role in providing sexual
information.

Nurses 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 in dealing with
illness and sexuality.
During informal conversations with nurses in the clinical area
prior to the actual study, many nurses expressed concern that they did
not have adequate knowledge about sexuality.

This study demonstrated

that the most likely reason for not doing sexual teaching was due to
their own anxiety and acceptance of the belief that it was the
physician's role.

Inadequate sexual knowledge was ranked as an

unlikely reason for not giving sexual information.

In a study by

Witherty (1978), nurses stated that they had sufficient knowledge of
sexual physiology to discuss problems with the patient, but that their
discomfort hampered them from doing so.

Policies and practices of an

organization may inhibit or encourage nurses in teaching patients.
Organizational policy was not provided as a choice in the question
responses.

60
According to patients, spouses and nurses, the nurse was seen as
the person giving the information but consistently the physician was
seen as the one who should be responsible for giving the information.
The nurses consistently expressed belief in a team approach.

Nurses

are being taught the value of a collaborative role with other health
care professionals.

Are nursing educators being idealistic about the

potential for development of collaborative roles and teamwork?
physician and nurses are not functioning as a team.

The

The physician is

consistently viewed by society as the top of the hierarchy in critical
care areas.

Physicians and nurses have different priorities and

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 random sample
prevented the researcher from making generalizations about the
study results pertaining to the entire population.

2.

Extensive tests of reliability and validity were not conducted on
the questionnaire developed by the researcher.

3.

The respondents may have been influenced by the Hawthorne effect
and thus provided answers which were more positively stated than
realistic or caused the professionals 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 professionals are
not doing what 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-emphasis of patient assessment in nursing

practice is indicated.
Nursing practice has failed to assess patient knowledge before
beginning an educational effort.

Provision of education has been in

an incidental, accidental or ad hoc basis rather than in a carefully
evaluative manner.
Before any educational venture with patients is attempted, their
readiness to learn must be assessed.

The patient and family motiva

tion, experiential background., ability 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.
Before nurses can assess the readiness to learn, they must
possess a certain level of knowledge, skill and understanding of the
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subject matter.

Nurses must examine their own personal value systems

before attempting.to teach patients.

Both values and knowledge will

have an effect on the patient learning outcomes.
In current nursing practice assessment is frequently mentioned.
The patient history is a means of patient assessment, but how many
times is a complete sexual history done?

How can the effect of

illness or injury on a patient’s sexuality be anticipated without
awareness of the pre-illness sexual patterns, feelings and beliefs and
values?

Failure to deal with sexuality of patients prevents

recognition of the impact sexuality has on self-esteem or
self-concept.
In MI teaching programs, extensive teaching is planned for the
patient and family.
essential.

Assessment prior to initiating teaching is

Decisions about content to be included are made by

determining what the patient needs to know from an established body of
knowledge.
After assessment of the patient’s readiness to learn, the next
step for the patient and family is involvement in goal setting.
Involving the family in determination of their learning needs and
establishment of goals may have an impact on compliance and learning.
Coordination of the teaching effort is a problem area to be
considered.

Physicians 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 way.
Scalzi (1980) noted in her study that continued instruction
following hospital discharge appears to improve knowledge and reported
compliance in areas such as activity progression, resumption of
sexuality, weight reduction, medications and treatment of chest pain
and shortness of breath.

Yet in reality, once patients leave the

hospital their relationship with health care professionals except for
the physician is terminated.

Measures which can be taken to provide

continuity of patient education programs must be identified.

Home

health and the community health nurse could play vital roles in
rehabilitation of MI patients.
During data collection, the researcher spent considerable time
with patients and spouses post-MI.

Varied responses were seen.

The

couples had been home for six weeks since the MI and were ready to
deal with their feelings.

The majority of the patients and spouses

expressed fear, anxiety and frustration about the rehabilitation
phase.

In referring to implications for timing for patient.teaching,

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 evaluating the sexual
information.

Since patients were ready to discuss their sexual

concerns 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
1. . Replication of this study after refining and pilot testing the.
questionnaire".

The use of structured interview schedule instead

of a mail-in questionnaire may increase the response rate.
2.

Conduct a study to determine differences in responses of
individuals raised in rural areas versus urban areas.

3.

Conduct a study to evaluate the quality of information given.

4.

Evaluate the effects of a structured teaching program on the
myocardial infarction patient’s return to optimal sexual
functioning after the myocardial infarction.

Does the teaching

have an effect on whether the patient resumes sexual activity and
if so, what is the time interval between discharge and resumption
of sexual activity?
5. .Test adequate means of assessing the learning needs identified by
patients and families.
6.

Identify relationship between perceived severity of illness and
length of time required for adaptation.

7.

Conduct a study of physician and nurse role responsibilities in
patient teaching.
In providing sexual information to the patient and sexual

partner, we are assuming that sexuality is important.

But it is vital
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that health professionals maintain a non-judgemental attitude in
educating patients and sexual partners.
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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 arid
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.

I.

A g e ___

2.

Sex ___

3.

4.

Highest grade completed in school or college __________________

5.

Occupation _______________________

7.

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

6.

Marital Status ________

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

8.

Have you had a cardiac catherization? ____

If so, when _______

9.

Have you had open heart surgery? ____

10.

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?

11.

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

12.

If yes to #9, how often?_____________________________.
________________

13.

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.
(I - most important, 7 - least important)

If so, when ____________

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

75
I.

Age

4.'

Nurses - Level of education and year obtained

2.

Sex

3.

Associate

year

Diploma

year

Baccalaureate

year

Masters

year

Marital Status

5.

Year of graduation from medical school (MD) _____________.
__________

6.

Clinical area of expertise/specialization
Nurses

_____ CCU
_____ Medical ward
_____ Cardiac rehabilitation
_____ Other (please specify ____________________

M.D.

)

_____ Internal medicine
_____ General practitioner
_____ Cardiologist
_____ Other (please specify _________________________)

7.

How long have you worked in this area? ___________________________

8.

Have you attended any classes/seminars regarding human sexuality?

9.

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

10.

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

11.

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 give for not doing
sexual teaching. Number the items in the order that you feel
explains your feelings (I - most likely, 6 - least likely).
_____ Not a priority need of the patient
_____ Insufficient sexual knowledge
_____ It is the nurse's role
_____ It is the physician's role
_____ High level of own anxiety
■

13.

Do not have time

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.
(I - 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:

1.

Some medications may have an effect on a person's ability to
perform sexually.

Do you agree or disagree with the statement?
( ) agree
( ) disagree

2.

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

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify ___________________:
_____ )

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

)
)
)
)

nurse
doctor
other (please specify ________________________ )
no preference
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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:

I.

Some medications may have an effect on a person's, ability to
perform sexually.

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?
(
(
(
(
(

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify _______________ .________ )

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

)
)
)
)

nurse
doctor
other (please specify ________________________ )
no preference
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STATEMENT:

1.

Touching, caressing and holding of a person's partner is
less important than sexual intercourse.

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?
(
(
(
(
(

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

,.

.

nurse.
doctor
both
other (please specify ______________________ ) .

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

)
)
)
)

nurse
doctor
other (please specify _______________ ^ _____ )
no preference
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STATEMENT:

1.

If a person has chest pain during intercourse, he should
stop, rest until the pain subsides and then resume.

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?
( )
( )
(,)
( )
( )

3.

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
.(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please, specify _____ _________ _________ )

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

)
)
)
)

nurse.
doctor
other ( please specify _______________________ )
ho preference
.
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STATEMENT:

1.

Having sexual intercourse after a heavy meal requires more
work by the heart than having intercourse on an empty
stomach.

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?
(
(
(
(
(

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify ___________.
___________)

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

)
)
)
)

nurse
doctor
other (please specify __________ ;
___________ )
no preference
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STATEMENT:

1.

The amount of work required by a person's heart during
intercourse is equal to the work needed to climb a flight
of stairs or walk briskly. .

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?
( )
( )
( .)
( )
( )

3.

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?
( ) definitely
( ) somewhat
(, ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify

-_________________ )

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

)
)
)
)

nurse
doctor
other (please specify
no preference

__ .
_____ .

)

STATEMENT:

1.

Diminished sexual activity .is a normal 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

2.

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

.3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
. (
(
(
(

5.

• :

)
)
)
)

nurse
doctor
both
other (please specify __________;
____________ )

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

)
)
)
)

nurse
doctor
other (please specify
no preference

)
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STATEMENT:

1.

Masturbation is more ^tressfifIl on t^ie heart than sexual
intercourse.

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?
(.)
( )
( )
( )
( )

3.

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify ______________________ )

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

)
)
)
)

nurse
doctor
other (please specify ______________________ )
no preference
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STATEMENT:

1.

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

2.

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

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify ______________________ )

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

)
)
)
)

nurse
doctor
other (please specify ______________________ )
no preference

8 6

STATEMENT:

1.

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

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?
(
(
(
(
(

3.

)
)
)
)
)

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?
( ) definitely
( ) somewhat
( ) not at all

4.

By whom was this information given?
(
(
(
(

5.

)
)
)
)

nurse
doctor
both
other (please specify _____ .______ :
_________) .

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

)
)
)
)

nurse
doctor
other (please specify ______________________ )
no preference
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