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ABSTRACT

In’thjs'sthdy Lief and Reed's. (1972) Sex Knowledge ‘and Attitude Text
(SKAT IT) was used toﬁteft the effect of a three day Sexual Attitude
Reassessment (SAR) seminar, The treatment group consisted of 29 health =
profess1onals and 5 phys1ca]1y d1sab1ed persons who attended the SAR
" seminar while the‘non treatment_group was made up of 22 health
professionals and 8 d%sab]ed persons who participated inié éurvey of
sexua]vattitudes and'knowledge. Significant prepost test differences
between groups at the .05 Tevel Were:feuhd on one of,the five SKAT
scales, that of sexual myths (SM). Pretest differences between the
heelth professionals and the disabled subjects were found on two SKAT
scales with the professionals rejecting more Sexual myths and having a
greeter degree of sexual knowledge (SM and SK- sca]es) \ Overa]] the
effects of the SAR sem1nar, as tested by SKAT were m1n1ma1 fhe use of

a test more compatible wwth the det§j1ed ob3ect1ves and Curr1cu1um of the

SAR seminar is recommended for s1m11ar stud1es in the future

v
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- sexuality remains a low priority in most health professional curriculum
o - . o

) o * CHAPTER I

INTRODUCTION

¢

Szasz (1978) stated that the cultural and social changes of the

1970's leave little doubt phat there is a need for sexual health care and

‘that there is a.great need'tovtrain competent prqfeSsidna]s to fulfill’

that service. Thé exact role of each health profession in sexpaT'
counselling, and the most effective method of providing health
professionals with” sexual education are topics for much “further research

(Szasz, 1978). Although trqditiona]ly human sexuality has not been -

" included in thevprofeSsipnal education of most health professiohals, many

programs, such as medicine, nursing, physica1 and o@cupationa] therapy,
socia1‘wdrk'and_ofhers, noﬁfinCTUdé_soﬁe curriculum components regarding
seXﬁal counse]lihg techniques and the-effects of illness and injury dn
human sexua]ity (Chipouras, Cornelius, Danﬁe]s, & MAkas, 1979; Green,
1979;. Lief, 1979; WHO, 1975). ‘Despite thése'changes,néducatfon in
planning, and fheYe is a lack of consistency in regard to the aﬁount.and

type of information and the methods of teaéhing.(Lief, 1979)."Thi$ lack-

of. consisten&y in pfofeséiqna]~sex education, Coup1ed with the re]étive]y

. : _ _ . _
restrictive'sexua1 attitudes and mores held by our western society, has

» , ' A ‘
led to a reluctance on the part of-both the health professional and the

¢

client to initiate discussion regarding poésib1e sexual concerns of the

client (Cole, 1975; Enby, 1972; Mims & Swensoh, 1980; Zalar, 1975}).



Professiong] sex education standards must be set and more programs in
sexuality must be provided at both-the undergraduate énd continuing
education }éVe]s if health professionals are to.acquire adequate
competencies to provide sexﬁaj health services in the future (Szasz,
1978). | \
. Since very few hospitals or other hedﬁca] facilities have_é sex

therapist or counsellor on staff, it falls to the other professionals,
such as physicians, n&rseS'ang therapists, tb fulfill the rd]e af sex
counsellor when patients have concerns 1h this area (Bahr, 1978; Miller,
Szasz & Anderson, 1981). It should be clarified here that the term
sexual counsel]or'implies'that the professional has the ability to
pr0v1de clients with information regardi;g human sexua] behaviours and
‘values, to- recognlze the possible effects of d1sease and injury on
sexua]1ty, and to be sufficiently aware of their own attitudes that they"
are able to couhse]btheir c]ienté in a nénjudgementa] manner . This role
shou 1d be'differentiated from that ofa éegbtherabist who is skilled in
specif1C‘techhiques aimed at réstofing specific sexué] behaviodrs or /
re]ationships - I believe that all members of the health team shou1d be
able to respond in a positive manner that reinforces a c11ent s se]f
esteem and sexuality. Sqme dndividual health professiona1s may'choose to
seek out fukther education td increase-their skills so that tﬁey may

prov ide more in depth information or spec1f1c suggest1ons to their
patlents (Annon, 1976). Due to the prev1ous]y described 1ncons1stenc1es
in sexual education for hea]th profess1ona1s, many 1nd1v1duals who are .

current]y fulfilling the sex counsellor role have.acquired their skills

.. through continuing'éducétion programs, such as the Sexual Attitude
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-

Reassessment sehinar, Whigh is offered at several centres in the United
States ang Canada. ﬁ

The purpose of this study was to evaluate the’effects of a.three
.day SAR seminar on the sexual knowledge and attitudes of tHe health
prbfessiona]s-and physically disabled persons Who attended. Tﬁe seminar
was presentéd as a continuing education program'to a multidisciplinary
group. The resu]ts'are discussed in ;elation to future ijectives for
sexual education og\professionals and the pfovfsion of adequate sexual
counselling to patienté. h

[}

Alberta Institute;of Human Sexuality

As has already beén stated, the i970Fs was a period of increased
awareness of sexua]’hea]fh care needs.(Szasz,-]9?8). However, in
Edmonfon,‘as'in many other centres, 1ittle undergraduate or continuing
professional education in/humag sexuality and disability wa§ being
voffered at that tfme. In response to that’]ack of opportunity, the
Alberta Institute of Human Sexué]ity was formed as a nonprofit
organization in 1976, by a group of health professionals and a peér
counsellor. The objectives of the institute were to offer sexuality -
.seminars to health professionals and to'disab1ed persons, to encourage
regular sexual counselling in health care facilities, and to promote
research in sexuality and:hea]th care. (See Appendix A for details of

the Institute's objectives.)



Sexual Attitude Reassessment Seminar

One major undertaking of/thé’A]berta Institute of Hﬁman,Séxualfty
was the presentation of SAR semiqgrévonce or tQice a year_in )
‘coJ]aboratiOn with the University of Alberta Facu}ty of Extension. The
‘“format of the seminar is based upon the premise that the acquisition of
sexua]vknowlédge shbu]d be doup]ed'with the opportuaitj to reevaluate .
'sexué1 attitudes and values, in order to hrovide p?ofessibna]s with
compeﬁent sexual coﬁnée]]ing skj]]s (Befkman, 1975; thpouras'et al.,
1979; Mims §'Swenson, 1980; Zalar, 1975). Information concerning many

» .
aspects of human sexual function and dysfupction is presented throughout

the threevda;s. In éddit}on,\much'time is spent in small group
discussions where participants are encouraged to share théir own
thoughts, feelings, and values related to the materials presented. This
approach should faci]itatefthe professioha]s in diminiéhing their own
fears and inhibitions aboﬁt‘bexda1 matters and should facilitate poSitive
1earning of sexual counSe]]ing skills. (Appendix A provides a detailed
SAR description and schedule,)
Following a model of'the Unfversity of Minnesota SAR programs, the
Alberta programs include physica]l; disabled persons‘as participants and
‘vas sdme of.fhe sma]lvgroup leaders at the'seminars; It was considéred
beneficial to provide an opportunity for the professionals and the
disabled persons to learn together, not only ébout sexuality, but about
each other's ro]gs in health care., It was particularly important to
provide role models Qf g;xually viable dis§b1ed people ‘as staff members

to facilitate positive attitudes toward the sexuality of persons with

illness or disability (wéT]acq, 1980).



Summary

Much has been written about the sexual concerns of patients witd
various diagnoses and tde necessity of providing appropriate sexual
lhea]th sarvices. Howevér, despjta a.conéiderabie increase in
undergraduate and postgraduate sex, education for health professiona]s
there remains a serious lack of sexua11ty currlcu;pm in most profess1onaT
tra1n1ng programs. Consequently, there is a correspond1ng lack of
effective seaua] counse111ng in health care services. There is a need
for further study on the most Effect1ve way to develop and to prov1d?
such sex education to health professionals. It was with th1$ concern in
~mind that this study was undertaken.

Symbolic Interaction: A Conceptual Framework

Symbolic Interactiod_js aiEonceptual framework thaf emphasizes
'Eosftions'in aociety and the egpected roles of such,positidns (Stryker,
1972); Man is both an actor and a reactor in his communication with
others through social acts and the use of symbols. An individual's self
 concept and behaviours are greatly inf]uencéd by the ‘anticipated

reactions and responses of'others; especially significant others

(SChvaneve]dt,”i966; Stryker, 19?2).

Since this study involved subjects with specific positions, namely
health professionals and d1sab]ed1persons or patients, and is congerned
with the roles played in the proféss1ona1 pat1ent dyad during sexua1

counselling, the symbolic ihteraction framework appeared to be an

appropriate framework to employ. The basic framework cohcepts of social



act, symbols, categories, position, roles, counter roles, significant

others, def1n1t1on of s1tuat1ons, reference group, self concept, and role

tak1ng are presented fo]lowed by a discussion of symbolic interaction as

it relates to sexual counselling in health care.

- Principles of symbolic interaction. The symbolic interaction

framework is founded upon- the concept that individuals are born asocial
into a system of interacting personalities, and sécial interaction with
others brings about the shaping and deye]opment of self concept
(Schvaneve]dt ]966' Stryker, 1972).

‘A social act is described as purpos1ve behav1ou# involving at Jleast
two 1nd1v1dua1s,_each of whom takes the other into account in the process
.0f satisfying needs. Sucn acts give rise to the use of gestures, verbal
and nonverbal, which nhen their meéning_is shared by the individuals
invo]ved; become significant‘szmpd] . Language is cne of"the.most‘
comp lex and important systems of'Significant symbols (Stryker, 1975).
Categories are a type of symbol. To'categorize %s to designate that
seyeral objects are to be treated as the same 1hing. For example, people
in a hOSpﬁtaJ with health problems are categorizec as patients; and
patients are nsua1]y treated as passive, homogeneous:recipients of the
expercise of the professionals. A position is a socially recognized
category; Such positions bring with them certain expectations of that

person's behaviour, that is, a role. Health professionals, for example,

are given a.certain position and their expected rb]e may be to make day
to day decisions about the care of the disabled person, who in turn holds
the position of patient, and whose role may be seen -as conforming to
hospital regulations (Cogswell, 1967). For every role there is a counter

role. It is hard to imagine for instance, the role of health



r

professional without the \funter role of patient, or of wife without
husband. This implies that roieé occur only within interpersonal
‘1nteract1on One 1nd1v1dua1 may assume a number of roles when
1nteract1ng with d1fferent people. A woman may be a wife to her husband,
a mother to her child, a doctor to her patient. Some of these people
with whom interaction takes place will have greater influence than others
upon the individual. Those who are given high priority on the continuum

are called signifiéant others (SchVaneveldt,'1966). A significant other

for those with health concerns would usually be a physician, whose advice
~would be ranked ‘above that of others in matters of health.

Based on expectatidns of self and others, individuals imagine their
appearance to other§ and imagine (anticipate) the other's reaction or’
Judgement of their appearance. (Stryker, 1972). ‘

For example, therapists in a hospital may define their role as
contro1]1ng the rehab1]1tat1on and progression of their patients. Their
expectat1ons are that they, the patients, would cooperate in the
treatment programs and be glad to go home as soon-as poss1b1e. The
patient's peréeptfons of theﬁr own roles and those of the therapists, may
or may not be éongrueht with what the therapists ére expectiné. Some
batients‘may agree that their prime role is to follow initructions in
their héa]th care program, others may consider the therapists as the
persons to respond to ﬁheir demandé and directions as the consumers of
the health Eare service. Pérsohs'entering any given situation must
interpret that s1tuat1on in symbo]1c terms that have meaning for them.

Al

That 1s, they define the s1tuat1on and based upon that definition they

make judgements and 191t1ate actions (Schvaneveldt, 1966). A further

symbolic interaction concept relevant to the health professional and



’

patient dyad is that of a reference group. This concept implies that

individuals behavelin a way that they determine as appropriate based on
their toncept of-a generalized other. Health professionals behave in a
way that they determine as appropriate according fodtheir colleagues and
their‘professional'organizgtions. Patients take their cues from other
patients, staff, relatives énd visitors, and behave accordingly.
Finally, an e]aboration of the role concept can be applied to the
interaction bf the patient and the professional. Role taking is the
anticipation of the responses of others and‘the modification of one's
behaviour in light of that anticibation (Schvaneveltd, 1966). The
accuracy.with which the other's:reactions are anticipated is dependent
upon past experience. For examb]e the rehabilitation professionals may
anticipate tﬁat their disabled patients are too emotionally involved in
”théir dwn health problems and that they cannot be objective about their
+ treatment goals (Oembo, 1977). The professionals therefore take the
resbonsibﬁ]ity for directing the rehabilitation prbgram. _The patients on
the other hand-learn quickly that cooperation with staff réceives
abprova], so:fhey may in turn'modifyutheir behaviour and conform to staff
expectationslin anticipation of’approva1 and a more p]easantrexistenge
(Stubbins,. 1977). E;en though this interaction may result in the
completion of the treatment programs, and may be the most common
professional-patient role making re]ationéhip, it does not necessarily
‘lead to meaningful rehabilitation. The intentions of the patient for his
future 1ife may be suppressed.-in order to meet the immediate expectations
of institutional patterns of behaviour (Ludwﬁg & Adams, 1977).
In.suqaary, persons are categorized primarily by position and on

.,

that basis specific behaviours (fo]es) are expected of them. The



reactions of others, particularly significant others, to these roles
influence the way in-which indiVidua]s define self concept, self concept
being the way one déscrfbes one's own re]ation;hips with others in a
social process (Stryker, 1972).  Anticipation or imagining the re§pohsés
of others inf]uénces the way one behaves (role taking). ,

Symbolic interaction in health care. The relationship betwéen

v'\

health professional and paffent is one in which the professional is
expected to play the role of the expert and to be in control of the
situation. The patijent, on the other hand, is expected to be a passive
recipient of;direction and treatment. This gives the health professional
a position with-status in our society, whereas the position of patient is
not socfa]]y valued (Cogswell, 1967; Kefr, 1977). Professionals who are
confident in their skills and are successful in their profession will
have positive self concepts. Patients, who.are usually confined to a
dependent role, are less likely to have positive self concepts,
especially when the dependency involves their entire living pattern, such
as in an 1nstitution§] setting like a hospital.' -

When the professioqals feel unsure ofltheir abilities to pe}form a
parﬁicu]ar\task or role, such as when first attempting the role of sexﬁa]
counse]]ér, the professional's se]fAconcept may approximate that of the
patient's. Anxiety concerning their professional competencies and
performance in suéh a role, and anticipation of others' (the patienté‘)
responses, may 1eaé to avoidance of the role and subsequently heg]ect of
the patients' concerns. When.professionéls omit sexuality from the
‘complex 1ist of health issues patients may assume that their role does
not iﬁc]ude sexual behaviours and concerns and may suppress or modify

their sexual behaviour (role taking) (Miller, Szasz & Anderson, 1981). -
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Since one's sexual self concept is an integral part of total self
concept, patients' negaiive feelings regarding their sexuality may
generalize or spread to other areas of their lives such as general
interpersonal relationships or vocational pursuits (Wright, 1977).
Professionals who believe sexual health to be a viable concern and who
develop the skills necessary for sexual counselling can facilitate
positive self concepf% in their patients. This should enhance positive
outcomes to the pétient's overall health care and help to minimize the

effects of the socially devalued rolé of patient. .

| Statement of the Problem

The previously described professional-patient relationship, where
the proféssional is the dominant director of heaith care and the patient
is the passive follower, is still prevalent today. However, sohe
patients are now more know]edgeab}é regarding health concerns, are not
wi]]ihg to take the follower role, and wish to be Co-managers of their
own health programs. Part of this changing interaction has been the
pétients; questions and demands in regard to sexual concerns and sexual
health care services. Some professionals when confronted wifh such
qﬁestions and concerns have taken action to implement sexual hea1tH care
progkams. Stimulus for change has also come from educators in the health

professions who have implemented sexuality courses in the various health

professional education curricula. As yet there is no conclusive evidence

to show that one particular form of $ex education for professionals, or
one style of counselling for clients, is more effective than-another.

There is a need for continuing research on the effectiveness of teaching
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methods and clinical brogams in order to generate adequate data for
comparative studies in the future.

The objective of this study was to present a SAR seminar as a
continuing education program for hea]th‘professionals and disabled
persons. The\effect of the seminar on the sexual knowledge and attitudes
of the participants was examined by means of a prepost test using Lief
and Reed's (1972) Sex Knowledge and Attitude Text (SKAT I1). ﬁThe study
tested four experimental hypotheses: .a. there will be significantiy
' greater prepost test differences on the four attitude scores obtained by
tHe group attending the semiﬁar (treatment group) than by the group not
attending (nontreatment group);,p. there will be a significantly greater
prepost test difference on the sexual knowledge score obtained by the
seminar participants than by the nonparticipants; c. the four pretest
attitude scores obtained by the health professionals in both the seminar
andﬁthe nonseminar groups will be significantly higher than those
obtained byvthe physica\1y disabled participantﬁ in the same two groups;‘
and d. the pretest sexual knowledge score of the health professionals
will be significént]y higher than that of the disabled pergons.

SAR 1is one of several possible educational modefs designed t6
provide professionals, and others, with sexual information, greater
awareness of societal sexual values, and increased comfort with the tdpic
of ;exua1ity (Lief, 1978). Throughout the three day seminar
presentations on diverse aspects 6f human sexuality were alternated Qith
small group discussions, where participants were encouraged to evaluate
and discuss their attitudes and values regardihg sexuality. Couhséi]ing

skills were demonstrated by the seminar leaders and practised by the
T . )



participants on the third day.

schedule.)

(See Appendix A for a detailed SAR

™
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CHAPTER 11
REVIEW OF RELATED LITERATURE

The focus of this study was on the effects of a particular health
f

: w

professional sex education program, namely a SAR seminar, [n order to

evaluate this effectively it is necessary to examine the available
literature concerning three related topics. Those topics are: societal
attitudes and beliefs regarding sexuality, as they affect the
professional-client interaction; the role of the health professional as a
sex counsellor, with specific reference to the sexual foncerns of persons

with certain disabling conditions; and factors to be considered in the

development of sex education programs for health professionals,
SEXUAL ATTITUDES AND BELIEFS

Historical Overview . \

Sexual belijefs and attitudes have varied over the centuries, but
have tended for the most part to be.repressive in nature, Relijgious
leaders and medical orgénizations have taken th respbnsibi]ity for
setting sexual standards by dééignating certain sexual behaviours as
immoral or unhealthy (Calderone, 1978; Johnson & Belzer, 1973; Mims &

Swenson, 1980). Traditionally such standards have had a reproductive
| .

a
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bias. That is, "normal" sex constituted sexual intercourse between
husband and wife for the purpose of procreation. OQther behaviours, such
as masturbation and oral sex were condemned, Similarly, birth contro)
was not acceptable (Johnson & Belzer, 1973; Mims & Swenson, 1980). ’The
influence of church and state was evident in such events a§ the passing
of a Canadian government bill in 1892 prohibiting the dissewination of
contraceptive information., That bill was not revoked until 1969
(Greenland, 1977). These generally conservative attitudes prevailed
until the 1960's and 1970's, which have been described by some as a time
- of sexual revolution (Mims & Swenson, 1980). At that time the general
public was inundated with "self help" manuals on sexual performance,
interpersonal growth, and self development, and there was an apparent
increase in the freedom of press and media to depict sexual materials.
However, many traditional values were still evident in sbciety (Brashear,
1978; Spencer & Thomas, 1978). According to Brashear (1978) a vast
number of individuals still felt awkward when discussing personal sexual
concerns, and any talk about sex was usually "defensive, gossipy, cute or
funny" (p. 190).

This increased awareness of sexual issues during the 1960's and
1970's led the public to expect health professionals,.particularly
physicians, to be able to provide guidance and counselling concerning
sexual problems (Burnap & Golden, 1967; Vincent, 1973). Unfortunately,
health professional sexuality education had not been developed to a level
that was adequate to meet the increasing demands of the clients

(Brashear, 1978; Cole, 1975; WHO, 1975)3



“Any ﬁptéraotion between a heé]th pﬁofessiona1‘and'a client 1is not
an isolated incident, but one to which both bring their background of
_expey1ences and values. The ab111ty of both the professional and the
cljent to discuss sexual 155155 openly is great]y affected by their
previous sex;eoucation, or lack of same, by the1r re]1g1ous and ethnic
traditions and values, and by their percepfions of behaviours appropriate
to the roiés of health prOfessional and patient (Braghear, 1978;
Greengross, 1980; Mims & Swénson,,1980; Mudd & Siegel, 1969; Zalar,
'1975). Beforo'they can benefit fully from professiona],sexuaf education
programs, or offer adequate counselling to their clients, it may be
necessary for students and practit{oners in health professionthoh
reassess some of the sexual valués, attitudes, myths and taboos that they
have 1eafned in their earlier deveTopment (Becker, 1978;,Chipouras'et
al., 1979; Cole, Chi]gren;‘& Rosenberg, -1973; Hohmann, 1975). To this
énd,-profesojonalxsex education,progra@s shou]d inc1uoe the opportunity
for discussion and reassessment of personal attitudes'and values
concerningzseXualiEy. | ‘

{an;def that théy may acquire these”competencies and knowledge
professjona1 sex educatioo must be provided.‘ A]ggough,there'has been a
~~conside;abie increase in botﬁ undergraduate and postgraduate professional
sex education programs; there remains a great deal of vakiance,in.the
qua]ity and quantity of the courses offered to the various health
disoip]ines. Some progroms include a few‘hours of general sexual

1nformat1on, others are extens1ve and integrated into a]] levels of a

_curriculum (Ch11gren & Br1ggs, 1973; Halstad, Ha]stad Salhoot, Stock, &

o

Sparks, 1978; Szasz, 1978). Sexual Attitude Reassessment seminars are

st
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ohe format of proféssiOna] educatfonlthat has gained considerable
popularity in the United States and iﬁ a few centres in Canada and'Europe
(Co]e, Chilgren, & Rosenberg, 1973; DiEkerson & Myerscough, 1979; Ryan,
1980).

Current Sexual Standards and Values

Despite some liberalization of laws, ré1igious doémas; medical

' viewpdints and social practices, today in North America, sexual attitudes
and values remain basically conservative, -Sexua?ilaw§ in the United .
.States vary from state to state withAsome including restrictions on some
marital behaviours, such as oral sex (Johnson & Belzer, 1973). Iﬁ
Canada, the current federal law considers any sexual behaviour between
two consenting adu]ts,‘in private, to be legal. However, should this
activity jnc]ude'sex for profit_(e.g. prdstitution), or use of force
(e.g. rabe), it is no 1onger legal. Bestiality and paedophilia are also
not legél in North America (Greenland, 1977). ‘Some.Protestant faiths
have developed a few somewhat less restrictive viéws regarding certafn
sexual behaviours, such as masturbation and nonmarital sexual
re]ationships. Even homoséxuaﬁ re]ationships.may be considered
aéceptabie when love or commitment exist between the individuals
concerned (Smith, 1975). From the medica] vieroint, some sexual

_ behaviours pfeviou§1y~de$ignated aé‘pathologica] or deviant are now
considered "normal”, for example masturbation and homosexué]ity. It is
of interest to note thaf change hasvnot occurred easily. For instance,

the 1973 decision of the Americar Medical Association to remove
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homosexua]ity‘from the category of "mental disorder" was passed by only a
small margin of votes and the controversy is still evident.

Aftngugh these "1nst1tut1ona]" viewpoints are relatively conservat1ve, F
great var1ety of sexual behaviours and attitudes are apparent in soc1ety
today. The entertainment and'news media bombard the public with sexual
innuendoes and often oVert sexual material. Individual lifestyles other
than marriage, such as common law relationships, premarital sexual
activity, and s1ng1e parenthood are openly accepted, or at least
to]erated as part of North American life (Reiss, 1979; Spencer & Thomas,
1978) .

These current patterne of behaviour can be divided into four codes
as described by Gecas and Libby (1976) in their discussion of sexual
behaviour aslsymbolic interaction. These codes are: traditiona]—
re]igjous, romantic, recr@%tional, and uti1itarian-predatory.' The

htraditiona]-re]igﬁous viewpoint upho1ds the procreative purpose of sex in

marr1age and considers nonmar1ta] sex to be sinful, particularly fof
women, Fidelity of both partners is advocated, Those who be11ere in the
romantic phi]osoohy give approval to premarital intercourse when
affection, love, or comm1tment is ey ident, but still advocate marr iage as
the ideal. Shymko (1977) found that there was a trend toward the
‘romantic philosophy among Canadian students. She also found that strong

: retigious views held by the stddents contributed to considerable guilt

associated with their nonmarital sexual behaviours. The recreational

code advocates sex as a pleasurable activity with little restraints
imposed. However; in their discussion of.this code, Gecas and Libby v

v(1976) oointed out that with the code of sexual freedom there was an

‘}'

17



increasing attention to techniques, and for some the sexual play became a
performance associated ‘with much anxiety. The last category,

. . ) ey,
- utilitarian-predatory describes sexual behaviours as a means to an end.

Some examples are-prostitution for money, marriage fqr position in
society, and the "macho" male wh0’"keeps-sﬁore" of‘his sexual conguests
for the purpose of attaihing peer prestige. ,

Although sexual coqes_and.values are more often associated wifh
ﬁérsona], intimate re]ationships,vthéy also éffect prbfess%onal-p]ient
relationships. For example, a professional who holds firmly ‘to thé»
traditional-religious viewpoint may have difficulty establishing a
pos{tive therapeutic relationship with a’pat%ent who is known to practice
the recreational code;‘especiaW]y when the therapeutic interaction
includes concerns of a direct sexual nature, as well as general health

concerns.
SEXUALITY AS A HEALTH CARE ISSUE

As previous]y-distussed, hea]th professionals hold a valued
position in sociéty and aré perceived to be the experts in their
re]qtionships with their patients and clients. When they are confident
in théir knowledge and ski]]ss their self esteem is usually positive.
Lack of confidence and anticipation of tﬁeir clients' reactions to poor’

~ professional techniques may inhibit a professional from fulfilling
certain roles, for instancé thét of sex counsellor. In addition to
haying“gonfidence.in their own abf]ities it is‘important that all

profgssidnalsAhave a clear understanding of the role other health

1
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disciplines may play in sexual counse]]ing, so that effective use of the
teém is facilitated. Un]ike manylother facets of héalth care (e.q.
nursing care, adhinist?ation of drugs, surgery), sexual counselling hés
not been c]ear]y'de%ihed in terms of responsibilities, ethics, techniques
and 1imitations in the general health care setting. It shou]d be made
clear here that there are North American standards for profess1ona1

" sexual counselling and that it is the use of such sk1lls by the hea]th
care team that has not yet been clearly delineated (AASECT, 1980; Mi]]er,
Szasz; & Anderson, 1981). Lack of a generally acceptable intervention
model has hindered the integration of sexual counselling into health care
services (Mims & Swensoh 1980) Some intervention models have been put
forth and they are reviewed here fol]ow1ng a general discussion of some
basic concepts of sexual hea]th care. Four specific disabling
conditions, arbitrarily selected, are presented td illustrate possible
physical, psychological and emotional effects of illness and injury on f

sexuality.

Concepts of Sexual Health Care

In 1974 a meeting~of international experts was convened by the
World Health Organization (WHO) to discuss education and treatment in
human sexuality (WHO, 1975). They defined séxual health as: ‘

The integratioh of the somatic, embtiona], intellectual, and

social aspects of sexual being, in ways that are positively

enriching and that enhance personality, commun1cat1on and
love. (p 6)..

19



. vThey advocated that health professionals QHOuld preéent positive
attitudes towérd'sexua]ity, 6Bjectivity'1n counselling, and demonstrate
knowledge concerning biological and psychological aspects of human
reproduction, sexual behaQiours, sexual dyéfunction and'disease (WHO,
'1975). ‘This point is supported by Brashear (1978)'who argued that:

Every rehabilitation counsellor, every social worker, every

nurse, physician, occupational therapist amd other ’

rehabilitation personnel has a responsibility to integrate the

sexual dimension of their patients into their treatment

considerations and methodology. (p. 191). .

In spite of the fact that these concepts of sexual hea}th have been
advocated for almost a decade, hea]tﬁ proféssjbnais are still not
provided with adequate education in the sexual aspects of health, and
consequently sexual counselling programs are few. Many patients, like
the spinal cord injured women interviewed by Becker (19787, have ﬁééeived
little or no sexual cbugse11ing or information in their rehabilitation,
and any}achievements they méde in their postinjury sexual development was
thrbugh their own efforts'and Wi]lpqwef (Brashear, 1978; Greengross;
1980; Hohmann, 1973; Nordqvist, 1980; WHO, 1975). This is not to suggest
that'a1] heé]th professionals become,exberts in sexuai counselling or
therapy, but they should have sufficient knowledge and persona]vcomfort

to acknowTedge sexuality as a legitimate condérn in health care and to

advise clients regardingm%vai1able resources for help.

Intervention Models

PLISSIT model. The PLISSIT mode) by Annon is the model that

appears most frequently in the‘1iterature. (See Appendix B for an
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outline of PLISSIT.) This model can be used by a variety of
professiona]s.and is designed to allow them to select the level of
{nvolvemenf appropriate to their degree of competence and comfort
(Chipouras et al., 1979; Brashedr, 1978). The four levels described by
Annon are: Permission, Lfmited_lnformation, Specific Suggestions, and
Intensive Therapy. The initial level, Permission; calls for some degree
of comfort wigth the topic of sexuality, and the abi]ityﬁtq prdvidé a
"sounding board" for the clients' concerns. This is:acgieQed by
presenting a nonjﬁdgemental‘attitude and éppropriate kngwledge in regard
to varying,égcietal values and sexual practices. Many sexual questions,
or re]atfve]y minor concérns, can be al]eviéted'at this 1eve1."For
example, a recently injured individual.who is now paraplegic has certain
body appearance changes that concern him and he expresses anxiety ébout
whether his partner will still find him sexually attracfive. The
professiona].who recognises the sexual implications of injury can respond
to thése concerns, or preferably initiate conve%safion‘about the client's
feelings. Support and assurancé that such feelings are not unusual, and
engouragement for him to‘talk with his partner, may be all that is
required to enable him to deal with his concerns. Any furthé(

counselling with this client may lead to the next stage of Annon's model,

that of Limited Information; At this level the professionals can choose

3

to refer the client to someone with more expertise or to continue the
couﬁse]]ing themselves. An example of level two counseglling with the
same paraplegic client might be to provide information\;zﬁarding the
heuro]ogica] effects df spiné] cord injury on fertility and poﬁency, and

to encourage the patient to see himself as a sexual person in spite of

!



some physical changes that are disturbing his self concept. Level thkee,

Specific Suggestions, may involve the professional in counselling the

client regarding ways to adjust his sexua]\behgviour patterns. Again,
the professional has the obtién to refer or to continue. Aﬁpropriate
behavioural issues to discuss with the paraplegi¢ person in question
might be, management of urinary drainage equipment during intimacy,

' positioné for intercourse, and arousal techniques (Mooney, Co]e,\§.

[

Chilgren, 1975). The last level, Intensive Therapy, implies much more

than the provision of information and the ability to communicate open]y
about sexua] matters. It requires professional $Kills acquired only
through specia]izedjﬁfaining in order to evaluate and treat the c]ienf's
" emotional and psychological status; ‘This level is not usually
appropriate for héa]th'care personnel unless they change the focus of
. their profeséjona] éompetencies fo become certified sex therapists
(Brashear, 1978; Lief, 19785 Miller et al., 1981; WHO, 1975).

The first stage of the model can, and should, be used by all
he]pfng professionals, and fs applicable to all clientstS As one
. progresses through the various levels of the model fewer professiona1§

“may have the competenciés or interest, but at the same time, fewer

clients are likely to require such intervention (Chipouras et. al., 1979).

Other models. Two other models related to specific professions

have beeﬁ developed from Anndn's PLISSIT model. Mims and Swenson (1980)
described the Se*ua] Health &oae1, which was designed for nurses. The

four levels are Life Experience, Basic, Intermediate, and Advanced.\'Life
Experience indicates gene}a1 knokledge and attitudes acquired through day

to day living. It is not tonsidered adequate for any level of sexual
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counselling. The Basic, Intermediate and Advanced levels approximate the
first three levels of Annon's model. Each Jeve1 is related to
appropriate nursing education criﬁeria and clinical skills., Lief (1978)
also defined levels of competence in describing vartous roles that the
physician may assume in sexual counse]lihg. Five roles are defined,
Inquirer-Educator, Counsellor, Marital Therapist, Psychotherapist, and
Sex Therapist. Unless the physjcian has specialized tfaining it is
suggested that he use only the first two levels which are compa?able to
the second and third levels of the PLISSIT model (Lief, 1978).

Use of intervention models. The importance of theése models is in

the provision of a framework to define how the various disciplines may
implement their skills in sexya] health care. Recognition of the limits
of one's competencie§, and effective referral, dre crucial to thg suctess
of a mu]tidisciplinary app]i;atfon'of such a model. C]earer'foles And
tasks must be defined. Such definition should not be aimed at singling
out ény one discipline to be resonsible for one .task, but to facilitate
cooperatjén and inhibjt profes§iona] defensiveness (Mims & Swenson, 1980:
WHO, 1975).. The success of integrated sexual counselling services lies
nof only in.the use of an effective intervention model, but also in the
provision of approbriate sexual educatidn for the various disciplines.
Before addressing the educational issue.iﬁ\detai1 a brief outline of four

disabling conditions and their possible effects on sexuality will be

discussed, in order to illustrate some of the existing needs of clients.
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SEXUAL ISSUES RELATED TO DISABLING CONDIfIONS

Persons with health care concerns are categorized as patients;
those with lasting physical, emotional, or intellectual limitations are
expected to take on the role of disabled person (Robinson, 1972). While
it is true that patients and disabled persons may have-some sexual
cancerns in common with each other, it is important to recognize that
sexual concerns, even when based on similar physiological and
psychd]ogica] functions or dysfunctions, are unfque to every individual,
disabled or not (Geiger, 1979). In order to acquaint the reader with
some possible sexual issues associated with health concerns, four
disab]jng'condifions have been selected for discussion. They are spinal

cord injury, heart disease, diabetes, and mastectomy.

Spinal CordFInjugx 5

Damage to the spina1‘cord‘o;curs when fhe spina] vertebrae are
dislocated or fractured (Kolodny, Masters, & Johnsoﬁ, 1979). Sensation
and movement of the body and limbs are dimished or lost below the site of
the injury. The'remaining functions, including sexual function, vary
greatly depending on the degree of neurological damage (Comarr, 1978;
Geiger, 1§79). The most prevalent cause of spinal cord injury is motor
vehjc]e accidents. Other causes'include industrial, sports, and war
injuries (Bregman, 1978; Cole, T., 1975); Improvements in emergency cére
and medical treatment have prolonged the life exbectancyland physical

potential of such individuals, but fewer advances have been accomplished
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in the fields of psylhosocial or sexual rehabilitation (Bergman, 1978;
Cole, T., 1979).

.Sexual response. A complete lesion of the cervical or thoracic

cord may result in loss of psychogenic penile erection and vaginal
lubrication, even though an increase_in'heart rate and respiration rate
may be observed, and reflex activity is still present (Becker, 1978;
Cole, T., 1979; Geiger, 1979). Ejaculation is rare in complete lesions

of the cord; however, there is potential for this activity with an

incomplete lesion. Although physio]ogi¢a11y orgaém is thought to be<

absent, both men and women with spinal cord injury report varying/dégrees

of p1e55urab1e sensations that they associate with orgasm (Becker, 1978;
Cole, T., 1975; Comarr, 1978; Geiger, 1979). Lesions in the lumbar
region may interfere with reflex sexual response due to the proximity of

the‘injury to the pelvic nerve supply.

Fertj]ityvand potency. Women with spinal cord injury nearly always
have.the potential to conceive. ‘Birth control information is therefore
as important to them as to able bodied women (Becker, ]9?8; Szasz,

. Miller, & Anderson, 1979; Thornton, 1979). Unfortunately, the prevailing
attitudes regarding the perceived nonsexual role of physically disabled
peréons has led to misinformation, aé well as lack of services, in this
area (Becker, -1978; Bregman, 1978; Shaul, Bogle, Hale, & Norman, 1977).
Ferti]ity‘in the spinal cord injured male is‘frequently impaired,
although at this time the'éxact reason for this is not fully understood.
Some initial successful research has‘been done .on. taking sperm from new]y
injured men and placing it in a sperm‘bank; but this\approach is not yet

used as.a general procedure (Hohmann, 1981). Several penile prostheses
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have been developed to provide penile rigidity in males who are impotent
due to injury or illness. The rationale for using such a technique with
spinal cord injured men mMay be related to their desire to be able to
participate in sexual intercourse, but also it may be done to facilitate
app]ication'of external urihary drainage equipment (Melman & Hammond,
1978) .

Psychosocial implications. A]Ehough physical implications of

spinal cord injury on the individual's sexuaiity shou]q not be
underestimated, the greater sexual dysfunction is often associéted with
the effects of the injury on self esteem and sexual identity (Cole, T.,
et al., 1?73; Hohmann, 1973; Kenfsmith & Eaton, 979). Significant
‘others, such as the health professional, can greatly influence the spinal
cord injured individual's concept of himself or hgrse]f as a viable
~sexual person. In the past, due to their lack of education in sexual
matters, such professionals have not recognised the sexual potential and
concerns of many of their patients (Cé]e, T., 1979; Thornton, 1979).

Only recently it was stated at a heaith care team conference that sexual
counselling should be included’ in the rehabilitation p}ans for a
particu]ar female spinal cord injured patient. The physician in chargea :
considefed counselling to be unnecessary since the patient could still
havg children. It was Countered that sexual counselling, not
reproductive counselling, had been the inten;. However, my inforhant dfd
not think the physician had appreciated the differentiation. Such
instances of professional jnsensitivity inhibit sexual adjustﬁent in many

patients.
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"~ 'Counselling. In their study of sexual adjustment, Berkman,
Weissman and Frielich (1978) found that if spinal cord injured persons
were able to learn to focus on their positive attributes rather thanlon
their disability, their adjustment to disability, including sexual
adjustment, was facilitated. They suggested that the person who realized
the pleasures of nongenital as well as genital sexual activity,
considered himself to be a desirable partner, and engaged in satisfying
relationships, could be said to have "learned to value his assets"

(p. 33). By including sexual health care as an integrated part of their
services, health professionals can assist spinal cord injured individuals

to achieve healthy sexual self images.

Qther issues. This discussion would not be complete without

mentioning the lack of research regarding partners of the disabled.
Neuman's (1979) study, aptly entitled, "The Forgotten Other: Women
Partners of Spinal Cord Injured Men", defined the characteristics of
womeh yho entered into‘marriage or significant relationships with spinal
cord injured men, however, he did not address the,concerﬁs of these
partners. Concerns of both existing and potential partners of disabled

persons is an area for much future research (Kenan & Crist, 1981).

£

Myocardial Infarction

Myocardial infarction is defined as destruction of a portion of the
heart muscle due to interruption of its blood supply. It may also be
referred to as a cbronary or heart attack (Thomas, 1981). It occurs

predominantly in middle aged males, but can and does occur in both sexes
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at any age (Wagner & Sivarajan, 1979). Although the incidence of death
following a myocardial infarct has been reduced, it remains a life
threatening incident (Cole, C., 1979). Ouring the period of
éonvalescence the patient may be depressed, fearful, and anxious about
his immediate prognosis. The patient is often especially concerned about
the effect of exercise on the status of his heart, and the possibility of
another heart attack (Krop, Hall, & Mehta, 1979; Masur, 1979; Puksta,
1977) Ko]ddny et al. (1979) state that sexual difficulties following a
coronary are seldom of an organic origin, but are the result of "a
combination of mi;conceptions, anxiety, avoidance, depreésion and poor
self esteem" (p. 170). Effective sexual counselling could therefore
prevent many of these difficulties.

Sexual function. Although much research has been done regarding

cardiac rehabilitation and the effects of exercise, diet, smok ing and
drugs, comparatively little attention has been paid to sexual functioning
in male cardiac patients, and virtually none in females (Hellegstein &
Friedman, 1970; Kentsmith & Eaton, 1979; Kolodny et al., 1979; Mackey;
1978; Masur, 1978). Krop et al., (1979) surveyed 100 married males who
were being treated for their first acute myocardial infarction. The
results of this study, £ogether with a follow up study (Mehtg & Krop,
1979) indicated that for many subjects the coronary’had a H;;ative effect
on the marita] relationship. For example, a significant reduction in the
frequency of intercourse following the coronary was reported. The most
common reason given for the reduction in?activity was inability to

maintain an erection. Chest pain, fear, and general poor physical health

were-also cited. Although medications taken by cérdiac patients may



sometimes adversely affect sexual ability, no correlation was found_

~ between impotency and medications in these\su%ﬂgcts. From reading Krop

"et al.'s study it may be assumed that the preddminant cause of the

~ resumption of sexual activities. Since anxiety and emotional excitement

impotency was psychogenic in origin, and could possib1y have been

alleviated by competent sexual_couhse]]ing at the time of hospitalization.

<Counselling. General principles of sexual counée]]ing:for‘cardiac
paéients include the takfng of a séyual history, early introduction of
the topic as a viable concern (giving permission), provision of specific
1nf0rmat1on regardlng the phys1o]oglca1 effects of sexua] actnv1ty, and
the inclusion of the sexual partner in counselling (C]ancy & QuTn?an
1978; Cole, C;, 1979; Mackey; 1978; Masur, 1979; Mims & Swenson, 1980;
Puksta, "1977; Wagner & Sivarajan, 1979). There is general conSensUs thét
sexual act1v1ty with a fam111ar partner in a familiar place requ1res
approxinate]y the same amount of energy as to briskly climb two flights

’ 14

of stairs. The stair climbing can be used as a test measure for heart

and respiration rates when advising a heart patient concerning the

~are known to increase the strain on the heart, patients are advised to

'avofd anxiéty provoking sexual encounters Although no conclusive

ev1dence has been found regard1ng the heart and resp1rat1on rates
associated with various pos1t1ons used for sexual intercourse, patients
should be advised to use the least strénuous pOSitiOn with nhich they are
?ami]ian‘and comfortable (Clancy & Quinlan, 1978; Kenfsmifh &\Eafon,.

1979; Mackey, 1978; Masur, 1979; Puksta; 1977). 1It.is suggested that the

patient be advised to use masturbatory activities to train himself to

monitor his heart and respirgtion rates during sexual arousal. Such

29
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adwice should be given with due regard for the patient‘g sexual values

iand practices (wégner’& Sivarajan, 1979).

BB

?; In'a sexual counselling program described by C. Cole (1979),

: N
cardiac patients were offered sexual counselling by a multidisciplinary

L=
team consisting of two psychologists, a social worker, and a minister.

Emphasis was piaced on giving accurate 1nfdrmation regarding sexual
response, and appropriate energy saving behavﬁours. P;tients were
encodréged to particjpgte in noncbita], p]easuf;B1e activities for the
ﬁirst'month following theif coronary, and the resume sexual intercourse

only after an exercise test could be done without symtomotology. C. Cole

1 4 : .
(1979) stated that communication between partners was critical and an

important part of counselling was assisting families to cope with

lifestyle changes and"the associated stresses on their relationships.

Diabetes Mellitus

Diabetes mellitus is a disorder of carbohydrate metabolism which is

i

‘characterized by high blood sugar and sugar gn the urine (Thomas, 1981),

and affects approximately 5% of the population (Schiavi, 1979). It is a
éhronfc*disease that is. relatively invisible in the earfy stéges: Un1fke
visibly disab]ed‘persons, who may suffer from genera]izatidns'made by the
public about their abnormal funétjoning, diabetic persons. may appear
normal but haQe.hidden concerns. -They are assumed to be norma]vin all
respects. Hidden disdbi]ities and sean1 dysfunctioné\may present a
problem 'in that the individual must decide when , and if, to tell others

of his concern. For example, diabetic men may begin to avoid sexual

-

i
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intimacy in an: effort to hide a grow1ng 1mpotency problem, rather than

tell their current or potential partner. The primary goal of sexual

hea]th care is to assist patients to adjust to theif.changing lTifestyles.

Sexual response. The incidence of secondary impotence in male

diabetics has been cited as béing from 27 to 60%u(Ko1odny, Kahn,

Goldstein, & Barnett, 1978; Kolodny et al., 1979; Schiavi, 1979).' Early

‘research suggested that hormonal disturbances were the cause of this

1mpotency, but it is now thought to be a resu]t of d1abet1c neuropathy
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(Kolodny et al., 1979; Mims & Swenson, 1980). It occurs usually in older .

men with a slow onset several years following diagnosis. In addition to

impotency, ma]es with diabetes report concerns regarding retrograde and

premature ejaculation.

Medical prob]ems related to pregnancy and ch11db1rth in d1abet1c
women have been recognized for some time, however, little research was
doué on sexual functioning of female diébetics until the 1970's, and
research in this area remains limited and controversial (Kb]odny et al.,
1979). Ko]édny (1971) found in a study of d1abet1c women that 35% had
orgasmic’dysfunction. This was not supported by a 1ater study by
Ellenberg (1977) who reported that 82% of the women in that study had no
orgasmic dysfunctibn. It ngknpwn that thereiis a high incidence of

vaginal infection in diabetic women which, by reason of pain as well as

-perspnal hygiene, may.lead to sextial dysfunction (Kolodny et al., 1979).

Although diet management and medical. care can help the person with
diabetes to stabi]ize_the disease process, sexual dysfunction associated
with neurological changes can%églne reversed (Kolodny et alu, 1979;

. . 9 ,
Schiavi, 1979). The important issue for the ma]e is differential
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diagnosis to determine whether the 1mpotence is actda]]y a result of
neuropathy, a result of depression’, or some other psychopaiho]ogy b
(Melman, 1978), the latter possibly being reversed by counSel]iné. In
addition, the impotence may be associated with certain drugs administered
for the diabetes. - In that case a review of the medical treatment would

be indicated (Kolodny et al., 1979).

Counse111n9. Sexual counselling for diabetic persons should
inclode their‘partner whenever possible. Treefment aims are to assist
the individual or couple to apprec1ate noncoital pleasuring techn1ques,
and to develop 1ncreased communication skills with which to express their
a\ concerns and feelings. Infornation about the disease process and the
effects on sexual functioning are important in helping the patient -and
partnef understand the chang as they occur. Since male sexual
performance is closely associefed’with selfvesteem, and for some
signifiés their maleness, positive reinforcement of pepsona] worth is a
critical factor in counsei&ing mele patienfs. As with other illnesses
patients may be inhibited 1n expressing their sexual concerns. It is the

~ Mims & Swenson, 1980; Sch1av1, 1979) . Other important factors in

professional's responsibility to introduce the to arly to give the

patients permission to talk about the1r sexua11ty

odny et al., 1979;

counselling include genetic counsei]ing to explore medical implications-
regarding the hea]£h of future offspring and of the diabetic woman during
pregnancy (Woods, 1975), and the possible use of penile prostheses Such
prostheses have been used successful]y, to limited degree with diabetic

men (Schiavi, 1979).



Mastectomy

Mastectomy is the surgica1 rembva] of the breast, usually following
a diagnosis of cancer. Depending onlthe amodnt of tissue removed, it is
termed a‘radica1, modified radical, or simple mastectomy. ‘Thé result is
usually a flat chest wall, with no nipple, and a hdrizonta] scar
(westgate; 1980) . ‘Reconstructive surgery is available if the woman
wishes. Such surgery should be accbmpanied by thorough counﬁe]ling in
relation to the expeétations'and attitudes of the patient and her partner
or family. Breast cancer accounts for one quarter of the women with.
cancer and the largest proportion of cancer deaths in women (Kolodny et'
al., 1979). Cancer~is still a life threaten%ng disease, but.advances in
surgical and medical treatment have enabled many to live extended periods
of time fo]fowing diagnosis. Now it has become necessary to_address the
issﬁe of quality of life in long term p]énning with persons with cancer,
whérevonce_it was considered to be a short term problem (Mantell & Green,
1978). |

Sexual implications. In North America thg female breast is highly

correlated with the ideal female 1mage (Green & Mantell, 1978; Kentsmith
& Eaton, 1979; Woods, 1975). Women who have undergone a mastectomy
express concerns related to']oss of femininity, fear of rejection by
current or future partners, and fear of loss of sexual capacity'and
atfractjveness_iFrank, Dornbush, Webster, & Kolodny,; 1978; Kolodny et
al., 1979; Westgate, 1980). Emotional reactions Qary greatly, but

depression and anger -are frequent, and occasionally women become '

.
-
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34
provocativé or .promiscuous in an attempt to reestablish their belief in
“their sexuality (Comfoft, 1978; Green & Mante]],.1978). |
In a retrospective study of sixty women who had had a mastectomy an
~average of eight years priof to testing, Frank et al., (1978) found a
markedvdecrease in intercourse, breast stimulation, and nudity in the
présence of their partner for many of the subjects since the surgery.
Prior to their mastectomy only three of the sixty women had discussed
sexuai concerns with anyonef- This number increased?to.eight during
hospitalization and to ten after discharge. Some talked to their doctor
and some to their husband. When questioned by Frank et al., dver 40%
stated that they would hayé liked to diScuss their sexual concerns with
someone at the time of their surgery.
- CounselTing. ‘Adequate preoperative coun§e11ing may be inhibited by
< the rapid speéd with which decisions are made fo]lowing a diagnosis of
cancer. Nevertheless, early counselling is advocated, particu]ar]y-in
regard to ggeviding an opportunity for both the patient and her partner
to express concerns ‘and fegrs (Comfort, 1978; Fortune, 1979; Mims &
~Swenson, 1980; Wabreck, Wabreck, & Burchell, 1979; WOods; 1975). The
patient and her»partnér\shou]d be encouraged to look at and touch the
scar at times such as bathing and changing of dre§§ings. The use of
mirroks,‘both in tﬁe hospital and at home, mé} help sensifize the patient
ahd her partner to her new apbearanée (Kolodny et al., 1979; Wabreck et
al., 1979). 1Ideally ﬁﬂe whoie health care team should be inVo]ved.in
providing support for the patient and her fami]y. In addition, peer 5
counse]iing by women, or couples, who have had similar experiences can be
a useful adjunct té.the professional care. Such a service is provided by

L



35

Reach to Recovery,la volunteer group in the United States (Frank et al.,
1978).v ;t was of interest to note that the area of sexuality was
explicitly excluded frpm the volunteers' role and that for such topics
the volunteers were instructed to refer the patiént to a minister or
doctor. This conception and presentation of sexuality as a sebéfate and

less acceptable health concern is unfortunately not uncommon.

Implications for Sex Education for Professionals

The diagnosis of a patient may bfihg about some specific.sexual
“concerns, dysfﬁ%ctions, and behaviour changes. Howevef, the cr%tica]
issue is the way in whiqh the patients perceive themselves as sexual
persons, and how those perceptions affect their self esteem and their
relationships with others. Sometimes their anxiety can be relieved by
te]]ihg them that their sexual concerns are not unusual (permission);

sometimes they require specific information so that they can proceed in a

4. manner appropriaté and comfortable fo% them (limited information or

specific suggestions); and sometimes they need extensive.support services
to help them reestablish thei}Jfragmented sexual self esteem (intensive
therapy). A]]’of these intervehtion levels and strategies can be
provided if health professionals are educated in sexual matters and have
.been provided‘with ah opportunity to evaluate their own sexual attitudes
’ana values (Cole & Cole, 1976)’~ | |

Severai implications for sex education of health professionals can’
be drawn ffom this brief overview of:four speéific:medicaj conditions.

Specific knowledge of the possible effecté of the injury or disease



process on the sexual response cycle and other bodily functions is
paramount. Secondly, and poésibly the greatest task for the professional
fs thé ability to recognize the psychosocial implications and to deve]op
skiljs to brovide a positive, reinforcing envirbnment for the disabled
‘individuéls. ‘A third aspect concerns the imporfance of including the
partner or fami]y in sexual health care, since they too need assistance
in reassessing their attitudes and feelings, and need to be provided with
1nfoqmation~(Trieschmann; 1975). How such professional educafion is
being done, and might be done in the future will be discussed in the

remainder of thisssection.
SEX EDUCATION PROGRAMS FOR HEALTH PROFESSIONALS

In the early 1960's sex education for health professionals was
informal and sporadic. Few formal educational programs offered
integrated curriculum materials on human sexuality or sexual counselling
(Renshaw,\1975; Riffenburgh”& Strassman, 1967; Walker, 1971; Woods,
1969). In the past fifteen years there has been a vast increase in- the
-number of sexuality courses available to health personnel at the
undergraduate, gradﬁage and postgraduate levels (Barnard & Clancy, 1978;
Lief, 1978; Maddock, 1976; Mims, i975; wa]ker, 1971; WHO, 1975). This
recent increase in available courses has led some professionals to press
for the imb]ementation of standards of pracffée, curriculum guidelines

and minimum standards of education for sexual health care.
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Standards

Much concern has been expressed regarding the lack of adeguate
professibna] standards for those involved in sex education and
- counselling in heé]th care. :The issue of standards is made complex by
the fact that the personnel involved in health care have varied
professional backgrounds. Physicians, clergy, teachers, physical and

occupationa]Itherapists, psychologists, social workers, and others may

all be called upon to provide sexual information or advice to patients or

clients in the health care system (Lief, 1978; Maddock, 1976; Miller,

Szasz; & Anderson, 1981; WHO, 1975). C]earér definition is needed of the

roles of the various,disciplines in sexual health care, and of the levels

of competence expected for these same personnel. Educational standards,

clinical competencies, and professional jurisdiction are issues that need

greater exploration and collaboration by educators, clinical directors
and prd?;ssional organizations. '

One orgahization that has attempted to set standards in North
America is the American Associatioh of Sex Educators, Counsellors and
Therapists (AASECT), which was founded in 1967. This nonprofit
organization has been certifying sex educato}s and therapists stnce 1975,
and counSe]]ors.sincé 1977 . Applications for.the three categories of
certification are reviewed by a committee and require varying levels of
educatioq and clinical experience (AASECT, 1980). Organizatidns like
AASECT still haQe little réa]_professiona] contrd], with only one state;

California, having'any legislation regarding standards of education and
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practice for sex counsellors, and no such legislation or licensure

existing in Canada (Vasconcellos & Wallace, 1978).

t
1

.Levels of Training

Basic professional training. In 1960 only three medical schools in

the United Stafes offered any formal training in human sexuality. By.
1974, 106 Schools offered some type of cOdrsework in sexuality, however
the quantity and quality was extremely varied, and remains so today (Cade
& Jessee, 1971; Lief, 1978;.Maddock, 1976) . Shortége of instructors, B
vérying opinions of curriculum planners regarding thé necessity of
compulsory versus optional courses, and a lack ‘of clinical training
facilities, have all hampered the development éf widely accepted
educational standards, with each program seemingly settin;qits own
priorities and standards (Lief, 1978). Information regarding sex,
“education in professiona] programs other than medicine is less readily
azai]ab]e. There are only a few articles in the journa]é representing-
the various disciplines (e.g. nhrsing and physical therapy), (Megenity,
1975;.Mims, 1975; Payne, 1976; Renshaw, 1975; Sidman, 1977; Stewart,
1978; Woods & Mandetté, 1975; Zalar, 1975).

Continuing education. In contrast to basic education, continuing

education in sexuality and health cafe has developed quite extensively on
ahginteﬁdisciplinary basis, i with seminars é&d wofksﬁgps being offered in
many centres. One of fhe most frequently used formats is that of the SAR
seminar (Chilgren & Briggs, 1973; Halstad et al., 1978). Most of these

_ coUrsesvTast only a few days which is ﬁot adequate time to provide
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integrated skills. In addition to such seminars, Lief (1978) proposed
that a method of supervising clinical practice is needed to facilitate

upgrading for those practicing in the field. o . /

[ssues in Program Design

Program content. The debate as to whether sexuality should be

included in the basic training of health proféssionals is no longer an
jssue. Now the iSSué is which format and content can best prepare
profés§ionals to provide adequate sex edutation and counselling to their
c]ﬁents'who have a complex variety of health related’seXUal_concerns
(Lief, 1979). There seems to be little doubt that didactic information
aione is not sufficient in professional education regarding sexual |
matters. The program must include an affective component that allows for
evaluation and discussion of sexual ét{itudes and values, ;s well as

comprehensive information about sexual function and dysfunction (Carrera
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& Calderone, 1976; Greengross, 1980; Lief, 197@? Maddock, 1976). The SAR

seminar used in this study is an example of such a program.

Schedule. The concentrated, jntensive two or three day SAR process

has been used by many, and, for some, has provided significant results in

increasing sexual knowledge and 1iberalizing sexual attitudes of the
subjects (Carmichae], Tanner, & Carmichael, 1977; Garrard, Vaitkus, Held,
& Chilgren, 1976; Hadorn & Grant, 1976; Halstad et al., 1578} Hawton, -
1979; Stanley, 1978; Wollert, 1978). Others have had success with
schedules that continue on a weekly or twice weekly basis for a number of

Py

weeks (Marcotte, Geyer, & Kilpatrick, 1976; woods'& Mandetta, 1975). A



few programs, such as the medical school program at University of
Minnesota, include both components, spaced out lecture presentations, and
a two or three day participatory attitudinal seminar (Kent, 1975).
Another issue associated with scheduling is whether the sexuality

. éurricu]um should be presented as a separate course of integrated into
several other courses. It is often scheduled within courses such as
anatomy, physiology, and vaajous specialty courses such as cardiology and
rheumatology. Again, no conclusive evidence is available to support one
concept as being moré effective than another (WHO, 1975).

Clinical internships., Lief (1978) pointed out that in many medical

schools the lack of clinical specialty areaé in sexual health, such as a
sex clinic, inhibited the practical component of sexual education for
medical students. Few supervised internships could be provided to
augmeﬁt the classroom experiences. It is suggested that even fewer
opportunities would be available for other proféssionals such as social
workers dr nursés. Introduction of a new ro]e,'that of sek counsellor, -
into the professional competencies of any discipline is inhibited by a
lack of senior staff with adequate skills to act as supervisors and role
models for'the students (Szasz, 1978). Personal experience would suggest
that close co]]aborét{on between the educational facility and the
clinical units would be essential. ‘Continuing education must be proVided
to enable practising»professiona]s.to acquire information and skills for
the new role. '

Required vs. elective. Several factors influence the method of

implementation of a course in human sexuality into a professional

program. They include: the views of the administrators of the program
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with regard to the credibility of sexual education and counselling as 5
role for their graduates; the availability of. ongoing qualified teaching
staff; time available in the core curriculum, and interest of the
students (Alouf, 1978; Cade & Jesseeﬁil??l; Dickerson & Myerscough, 1979;
Marcotte & Ki]patéick, 1974 ; Megenity, 1975). Several authors reported
that elective "trial" programs were initiated and demonstrated positive
outcomes. These programs had later become required core curricula
(Dickerson & Myerscough, 1979; Rosenburg & Chilgren, 1973). In other
settings sexua]ity courses remained as electives, some individuals
suggesting that not all health professionals were interested or sﬁitab]e
candidates to be sex educators or counsellors {Maddock, 1976). However,
those who advocated compulsory course work contended.th;t students who
attended elective courses probably already had some‘natura] skills and
.awarenesses, whereas those who really needed to be there were those who
did not attend, and who were liable to be negligent in their clinical
practice (Maddock, 1976). A compromise suggested by some was that basic
coursework in human sexuality should be compulsory, with more senior

level courses being offered as electives (Mims & Swenson, 1980).

Methodology. One of the most contentious issue in sex eduction was

related to the appropriateneés of exp]icif audio visual materials (Chez,
T971; Gendel, 1973; Vandervoort & McIlvenna, 1979). Whenever exﬁ]icit
visualimateriais were used ejther as a major componeht 6f a course, as
‘theyyare in the SAleormat, or tb augment lecture material in an ongoing
schedule, it was considered important that time was made. available for
Vdiscussion of the audience's feelings and reactions to such materials

(Rosenburg & Chilgren, 1973; Stayton, 1978; Vandervoort & Mcllvenna,
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1979). The purpose of such visual materials was to convey specific
information, to confront the viewer, and to raise anxieties to a
conscious level where they might be discussed with others. Sequencing of
materijals, beginning with the least controversial topics, allowed for the
building of comfort and trust in the groups (Marcotte, 1973; Vandervoort
& McIlvenna, 1979: WHO, 1975).

A second methodological iSSué concerns the format of
presentations. That is, should the format include lectures, unstructured
group discussion, or structured group discussion (F1atter, 1978; Noflgrt,
1978). Most programs included both lecture and gfoups, although some
were reported to have begun as lectures only, and to have developed |
combined techniques when the focus of the content changed from .
information giving oﬁ]y, to an integrated learning experiencéf?ncluding
jinformation and attitude reassessment (Dickerson & Myerécough, 1979) .

The methodology must obvioqgazvbe determined by the specific educational

goals of the gpogram. TQg MRuseminar in this study used both lecture,

":‘ ey,

" and unstructured group d

SUMMARY

Hea]th professional sexual education cannot be desighed in
isolation. It ig necessary to determine the p:ior experiences, values
and knowledge of the students (professionals) as they affeét their entry
point into the educational program. Most individuals who enter basic
professional training do so at a time when they are just entering

adulthood. For approximate1y"eigh£epn to twenty years they have been



’ A !
1nvo]ved in a soc1alization process in which, through 1nteraction with
. . v

others, especially Significant others they have developed their concepts

of.self. The roles that they perceive as appropriate for themse]ves and

~others are greatly influenced by their previous learning of the social

oy

values attributed to certain position . The influence of famiTy and
peers will affect the sexual knowiedge and attitudes of these potential

professionals. Educators should be aware of, and show respect for, the

w

=]

individual backgrounds of the students.

In addition to these entry behaviours and values, the design of the

: educationai program must also take into account the desired behavioural

gOals’to'be attained upon completion of the course(s). That is, what are
the skills, knowledge, and attitudes appropriate to the pasition of ‘a
future hea]th profe551ona1 and their role in sexua] counse]]ing? The
same considerations qf entry and terminal behaviours are necessary for
both COntinuing'education programs and for basic professionai programs'in
sexuality, w1th the added feature of a greater variance 1n the ages and
experiences for the continuing education partic1pants The overall goa]

of any sexuality prOgram is to prov1de effective sexual counselling
serVices to clients More speCich behav1ourai goals are determined by

the level and extent of the particular program. For examp]e one program

- may concentrate on counselling and interViewing skilis, and another on

s

sexual attitudes and vaiues | o | - -
Currently»some sexuality curricula are’integrated into existing,

coursework, in c]asses such as anatony; physio]ogy and specialty courses

concerning particular health concerns, and some are presentedlﬁm separate

courses on sexuality or counselling skills., Futyre nesearch is needed to
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Ldetermiﬁe the importance of timing and placement of sexua]ity materials.
in basic prdfessiona] education, and theﬁkqmparative values of
uhdérgraduate and postgraduate sexual health education. The SAR seminar
1H\this study is one of many possible educational formats. It serves as.
an introduction to historical, ethica) and medical issues related foﬂ

sexuality and can be used as an effective component in a sexuality

curriculum for health professionals.
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CHAPTER I1I

METHODOLOGY

’ _ Subjects
‘ . . s
The subjects for this study were health professionals and .
physically djsabted persons selected nonrandom1y from vb]untary subjects
who were regfstered for a Sexua] Attitude Reassessment (SAR),seminar
(treatment group) or who were members of selected profeésiona]

organizations and community agencies in Edmonton (nontreatment group).

The subjects were selected according to the following criteria: a)gthe

health professionals were eligible only if they were currently practising

their profession; b) no subject had attended a SAR or comparable seminar

.previous1y;, ) the treatment subJects were in attendance at a three day

.SAR seminar (February, 1977), and d) the nontreatment subJects were

eligib]e)only 1f they stated that they would attend a SAR at a future
date, gfven avaidab1e funds and time. . Both the treatment and the
nontreatment groups 1nc}uded nurses, physica]’and occupational
therapists, speech patho]ogﬁsté, and socia1 wor%ers; however, six general
pract1t1oner phys1c1ans participated in the treatment group on]y
Demograph1c data obtained from SKAT sections three and four showed
certain similarities between the treatment and nontreatment subjects.
That is, both broube'were preddminantly Proteitfnt, white; heterosexual .
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to the different agencies. (See AppendixﬁD for a list of agenéies

between the ages of 20 and 35'years, and married over five years. Over
60% of each gfoup was female. A majority of:-the subjects thought
themselves to have average sexual experience, knowledge and adjuétment as
compared tostheir péers. Most considered their parental home to have
béén more sexuﬁf]y repreésive than permissive‘dﬁring their childhood. .
(Details of demographic data can be found in Appendix C.) -

b .
Nontreatment group. Letters which requested potential

participation in a proposed survey of sex knowledge and attitudes were

sent to 250 persons who were either‘hea]th professionils or physically

,disabled persons living jn Edmonton. Those interested were ‘asked to

complete the enclosed: ébﬁﬁg_1isted their name, address, phone

PRRF RIS X
oA F

‘number, profession and/or disability. Participants were assured that

anonymity would be protected. (A COpy_of the letter and form can be
found in Appendix D.) The letters were:diStributed/through twelve

professional associations and communify-agencies selected by the

researcher. The 250 letters were distributed in relatively equal numbers.

by

cdntacted.) Selection of the associations anq agencies was based dn the
need to obtain representations from the health disciplines most often
associated with treatment of long term disabling conditions and.from the
diagnostic groups most often treated in long term and medical
rehabilitation services. The six professions included were Occupational

Therapy, Ph&sica] Therapy, Speech Pathology, Nursing, Social Work, and

Medicine. The six diagnostic groups were spinal cord injury, muiltiple

sclerosis, arthritis, parkinsonism, diabetes and heart disease.
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One hundred end thirty-three respohses were received,ta response
rate of 55% which, according to Oppenheim (1976), is an average rate'of
response. Forty-four of these=p2rsens did not wish to particibate. of
_ those. who agreed, 13 could not be contacted end 47 were disqualified as
they did not meet all the cr1ter1a set by the researcher Thirty-five:
were acceptab]e and were tested however on]y_BO of those completed both
the pre and posttests (22 profess1ona1s and 8 disabled persons).

Treatment group. A three day SAR seminar sponsored by the Alberta

Institute ef Human Sexuality and led by the author and her partner was-
offered through the Faéu]ty of Extension,‘University of Alberta on March
3-5, 1977. A few days prior to the seminar each registrant recefved a
]etter stating that a survey of sexual knowledge and atfitudes was
'proposed and that participation was reguested frbm all registr;hts who
~were eithes health professionals and/or disabled 1nd1v1duals The letter
further stated that participation requ1reé the comp]et1on of a SKAT

~ questionnaire, which on]d be distributed 1mmed1ate1y before, and at the .
close of the sem1nar Qut of the 76 persons registered for the seminar‘
54 persons comp1eted ‘at least one of the tests; both pre and posttests
were comp]ete&xpy 29 professionals and %ﬁg1sab1ed persons. (See Appendix

D for a copy of\khe\letter.)

N
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N Materials
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\
Lief and Reed's (1972) Sex Knowledge and Attitude Teét.(SKAT I1)
was used in this study. The first edition, SKAT 1, was developed in 1967

and tested extensively by Lief and Reed on several thousand medical and
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nursing sfudents. SKAT II has been administered to over 95,000 students
and. professionals (Mi}]er.& Lief, 1979). Severé] of these studfes were
in relation to SAR seminars, or seminars of similar format. With the
exception of Golden and Liston (1972) each of these‘studfes obtained
significant results on at least some of tﬁe SKAT_séé]es (Garrard et al.,
1976; Golden & Liston, 1972; Hadorn & Grant, 1976; Miller & Lief, 1979;
Mims et al., 1974). The coefficient alpha reliability estimates for the.
four attitude scales Heterosexual Re]ations, Sexual Myths, Autoeroticism
ahd Abortion are .86, .68,:.77 and .84 respectively. A1l items in SKAT
are strajghtforward and undisquised, and are regarded as having face

- validity (Miller & Lief, 1979).

SKAT 11 is divided into four parts: I. Attitudes, II. Knowledge,
IIi.\\Eq?graphica1 Backgroﬁnd, aﬁd IV. Personal Experience. In Part I
four att{f de scores are obtained from 35 Likert type items. They are:
Heterosexual elations (HR), Sexual Myths (SM), Autoeroticism (M), and

Abortion (A). Part [ the respondent can make one of five responses as

follows: A - strongly agree; B - agree; C - uncertain; D - disagree; E -
‘strongly disagree. Responses A to E are scored from 1 to 5, with §°
reflecting a liberal respanse and 1 repfesenting a conservative response.

HR attitude score dgal with the respondentfs attitudes toward pre

and ‘extra marital heterosexual e]étionéhips; SM attitude score indicates
the level of.aCCEptanCe or rejection of cdﬁmon]y held sekual myths or
| misconceptions; M attitude score rgf] ¢ts general attftudesltoward
acceptability of masturbatory activitie;}\éhd the A attitu::gjiifi

—

indicates the respondent's attitudes regarding the legal, . jal,/ and

medical aspects of abortion. High scores (sco s'normed over 60) in
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these four attitude scales indicate rejection of commonly held sexual
myth; and liberal attitudes toward masturbation, prémarita] and
extramarital sex, and abortion; qu_scores (scores normed,be1ow 40)
indicate acceptance of §exua1 myths and rejectidn of masturbétion,
nonmarital sex, gnd abortion as yiab]é sexual behaviours.

Part I1 consists of.71 true-false items from which Miller and Lief
selected 50 items, based on acﬁepted theory, to be used for scoring. The
remaining 21 items, which are of a more general nature, are not included
in the scoring. The raw chre‘mean bf the 50 items is 38.81, and'the‘
vreTiability estimafe ifl.87-3b a |sample of 851 medical students (MiT]er &
Lief, 1979). Parts IIl and IV concern personal biograpﬁica] data and
experience. There are twelve items ih Part IIl and 27 in Part IV. Each
qgestion in Parts'III and IV has from two'to ten alternative responses
from which respondents are to select their answer. items selected from
Parts-1I1 and IV were Usedeto describe the present'sample. '(See App?néix

£ for the SKAT questionnaire).
Procedure

Both groups were given the SKAT—II-for the pre and posttest measure

of sexual attitudes and knowledge.

Nontreatment group. Each of the 35 -individuals who was acceptable

for the nontreatment group was contacted by telephone and an appointment

a

made for the researcher to adm&yister the: pretest in the last week of

February ‘at the subject's residerice. These subjecis were told only that

they were participating in a survey and that a second test would be



necessary in one to two weeks, The tésts were delivered personally in
order to reduce the poésibi]ity of collaboration with someone else, to
ensure that the test would be returned, and to clarify some of the
termino]ogy in the test.if needed. The tests were given in a
paper-pencil format. It was thought that the topic of sexuality might be
threatening and that a verbal response would be/more inhibiting fhan a
written response. All responses for the SKAT were completed on a \
separate computer sheet.. To ensure confidéhtiality, respondents were
asked to identify themselves by a code nﬁmber only, and tb use thé same
number ;h the second test. The same procedure of telephoning and

personal delivery was used for the posttests for this groub between one

and two weeks after the pretesting.

Treatment group. Registrants were offered a SKAT form at the time
of registration for tHe SAR and those who accepted were directed to a
separafe room. A research assistant administered the SKAT test in the
same manner as for the nontreatment group. This helped to maximize the
similarity between the procedure for the nontreatment group and the
treatment group. That is, the opportunity for collaboration was reduced,
and terminology could bevéeﬁined és necessary. The only difference in
procedure was that thé hdntreatment grioup subjects completed thg SKAT in
the presence of the researcher only; wheféas, thé treatment subjects wére
seated_fogether in a c]assroom.after receiving_individua] instructions
from the researcﬁ assistant. Comb]eted response sheets were again |
identified by code number only. At the conclusion of the seminar fhe

~ tests yere made available again and subjects were directed to the .

research assistant in a separate room.

50
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In retrospect it is realized that the method of.coding"by numbers

| which were subject selected may not be reliable as subjects do not always
' remember their numbers, Although accurate matching of the subjects uéed
in the study was ensured by careful scrutiny of the response sheets,
about ten tests were rejected due to a lack of positive identifica;ion of
matching code numberé. A more reliable method of coding is recommended

for future studies.

Sexual Attitude Reassessment Seminar

The original format of the Sexual Attitude Reassessment (SAR)
seminar process was developed by the National Sex Forum in San Francisco
and has been modified and expanded by a number of centres in the United
States (Chilgren & Briggs, 1973; Halstad et al., 1978; Lief, 1978). The
A]berté program which was used in the present study is based upon the SAR
~ seminars devé]oped and presented by the Un%versity of Minnesota (Chilgren
& Briggs, 1973; Held et al., 1975). | '

The basic purpose of the SAR seminar is to communicate 1hformation
and to assist participants in deve]opihg useful and accepting attitudes-
toward their own sexua1ity and the sexuality of others (Vandervoort &

McI lvenna, 1979). It consists of a high1y orchestrated sequence’bf
multjmedia presentations on various aspects of human sexuality,
dnterspersed with carefully organized small group discus;idns. (See
Apﬁegdix A forFSAR objectives.) The physical facilities of the seminar
| provided as informal an atmosphere as possible. A carpeted room with

floor cushions was used for the large grdﬁp sessions and participants



took cushions to adjacent small rooms for their discussion sessions. Ipe
seminar staff consisted of myself and my partner as large group leaders,
an audio visual technician, and two small group facilitators for each
group of.ten'participants._ This staff further fit the criteria set by
the University of Minnesota and adopted by the Alberta Institute of Human
Sexuality in that each discussion groub had.a male and a female
facilitator, one of whom was physically diséb]ed.

The 1977 Edmonton SAR seminar was presented over a period of.thrEe(
days with a total of 31 hours involvement by the participants; 12 hours
the first day, 10 hours the second, and 9 hours the third day. During
the first two days of the seminar many important aspects of sexuality
were presented through tﬁe ugé of slides, fi1mi; tapes, talks, and
discussions. Participant§5w%re invited to také off their “professiona]
hats" and to use the opbdrﬁdhity for-persohal growth and learning. ‘Thé
third day was more formal and was devoted to professional issues related
to sexual counselling in health carel »

The aim of the f{rsf day was to assist the participants in becoming
more comfortable with various sexua]btopiés through a process of
desensitization (Lief, 1978; Vincent, 1968). Topics were selected to
pr&gress from least to most anxiety provok{ng, to give’constant and
ekp]icit‘exposure to sexual méterials, and to provide opportunity féf

open supportive discussion. The purpose of this approach was to

encourage participants to recognize, discuss and subsequently reduce some

of their anxieties associated with various sexual topics. The topics
included historical and cultural aspects of sexuality, nudity, fantasy,
masturbation, and commertia] sex action films. On thé second day the

N
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process of resensitization began (Lief, 1978; Vincent, 1968). Having
- been bombarded on the first day with explicit materials, éhe participants
were now able to focus their attention on the content of the films, and
to increase their awareness of the 1qving and caring re]ationsﬁips
depicted, rather thﬁn on their own anxieties. The topics pfesgnted were
re]afidnships of several types; heterosexual, homosexual, yound and aged,
| able bodied and disabled. The last session of the second day cenfred
qrouhd male and female roles in society and éSpecially around men and
women interacting with one another in intimate relatijonships. The third
process, integfation, was achieved by a more didactic approach on the
» third dgy (Lief, 1978; Vincent, 1968). A panel of disabled individuals
presented their viewpoints of sexuality and a physician presented
information on the anatomy and phys%o]ogyvof male and female sexual
response. Following this, counselling techniques were'demonstrated and -
diséussed. The participants then went to their small discussion groups
where they had the opportunity and encouragement to role play sexual
Counsel]ing Situations and to discuss these openly with their groups. In
the final session the objectives of the seminar were reviewediahd
participants were encouraged to use their new know]edge and awarenesses
in theif futurg personal and prdfessional lTives. SKAT questionnaires

were comgleted before the seminar closed. ‘ .

Design

‘The design was quasi experimental since it was impossible to

randomly select and randomly assign subjects to groups, nor was it
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possible to employ matching groups. Such a design is consideredl
| satisfactory providing the limitations to the internal and e§ternal
validity of the design are recognised. Quasi-experimental research
faci]itétes the use of such groups as existing classes of students, as in
this study (Isaac & Michael, 1971). To ans@er the research questions, a
2 x2 x 2 factorial design was used; The data were analysed using a
three way analysis of variancé. There was one fixed factor: profession
(health professionals vs. physically disabled persons), and two repeated
measures factors: group (treatment vs. nontreatment) and time (presest
vs. posttest). In addition one way analyses of variance were done to |
establish any pretest differénces between the treatment and non treétment
groups, and between the health professionals aﬁd the physically disabled
subjects.. In all instances the .05 level of significance was adopted

(Kirk, 1968; Runyon & Haber, 1976).
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CHAPTER TV
STATEMENT OF RESULTS

In their discussion of SKAT, Miller and Lief (1979) stated:

The standardized scores are T-scored witp a mean of 50 and a

standard deviation of 10 . . . changes [Th scores] . . . can

be assessed by examining either the raw scores or the

standardized scores. (p. 283). I

In this study the dependent variables were the mean raw scores for
each of the four SKAT attitude scales, HR, SM, A and M, and for the
sexual knowledge sga]e. (See Appendix G for a comparison of SKAT norms

and means obtained in this study.)

Treatment and Nontreatment Groups

One way ANOVAS were used to determine any significant pretest
differences between the treatment and nontreatment groups. Significant
differences were found on two of the SKAT attitude scaltes. The treatment

group obtained significantly higher pretest scores on. the HR scale (F =

5.63, P< .02) and on the M scale (F = 3.94, ® < osmsee l,u,b}.e 1). ‘[he i

(HR) and 25.03 (M). (See Table B, Append1x F for Means Tab]e) - These’m

results reflect that on the pretest the treatpent group had SOmewhat more

liberal att1tudes toward pre and extramar1ta1 & K f% o
A o

Lat
=
&
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Table 1

ANQVA Summary Table
One Way ANQVA: Treatment and nontreatment group, pretests

S SS OF MS F P

¥

SKAT HR Scale

Between
groups 187 .6835 1 187.6385» 5.634 .0207~*
Within ‘ .
groups 2064 .7788 62 33.3029

SKAT SM Scale
Between :
groups 1 1.6754 1 ~~1,6754 0.090 .7647
Within -
groups 1149.7451 62 18.5443

' -

SKAT A Scale
Between
groups ©1.4003 . 1 1.4003 0.053 .8181
Within
groups 1625.5793 62 26.2190

SKAT W 3cale i

R
Between - ‘ .
groups 44,5680 1 \__44.5680 3.936 0517*
@00 ;)

Within . \ b
groups 702 .0239 62 - 11.3230

SKAT X 3cale '
Between o
groups 67.1494 1 67.1494 2.714 . 1045
Within ’ |
groups 1534 .0593 62 24,7429

~note: *P .05
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- nontreatment group. (See Graphs A(&'D,vfigﬂre 1.)

| Figure 1 shows clearly an 1ncrease in pFepost test scores for the

57

heterosexua] behaviour, and toward masturbatory act1v1t1es than did the

nontreatment group. One would ant1c1pate that if s1gn§f1cance was found

‘on one of these two scales (HR and M), that 1t wou]d be found on the

other, since Miller and'Lief (1979) found that the HR and M scales showed

the higheSt of all correlations (r = .59) among the SKAT scales. The

aining two att1tude sca1es and the SK scale did not show s1gn1f1cant

»

pre\est d1fferences (see Tab]e 1) Posttest scores were also
s1gn1f1cant1y different for the HR and M scales, but no statistical
significance was obtained between pre and posttest,_>That is, the

treatment group showed no greater change in scores than. did the

*r

Results Related to Hypotheses

\
AN

& ~ ¢ ' N ¢

Effects of the SAR seminar. Three way ANOVAs indicate a

s1gn1f1cant interaction between the prepost test scores and the grgups on

the sexual myths scale (F =9, SD P«< .003) (see Tab]e 2). Graph 8 in \\‘

-

e
treatment grQup, wh1ch shows that they were 1e§"accept1ng of sexua]~

myths fo]]ow1ng the SAR sem1nar The nontreatment group, on: the other
2% /

hand showed some decrease 1n scores suggesting more acceptance of sexual

/

myths on the posttest as compared to the pretest. The other attitude J;

scales did not,reach’significance(_ (See Graphs A, C, & D, Figure 1). /

. This offers only partial support for hypothesis one which predicted that

the.prepost test differences on the four attitude scales (HR, SM, A & /M)

"obtained.by%the treatment group‘would be significantly greater than those
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Table 2

e Three way ANOVA .

A. group (treatment/nontreatment)

B. profession (health professional/physically d1sab1ed)
C. time (pre and post)

SKAT SM scale

S $S ~ODF MS F p
38.779 . 1 38779 1.250 0,268
B 184.481 1 184.481  5.944 0.018%
AB © 833 1 8.335  0.269 0.606,
S-within  1862.125 60 ©31.035 N
CC  6.753 1 6.573  2.341 . 0.13]
AC 27.396" 1 27.39  9.498 0.003*
' 8C 1.119 1 1,119 0.388. 0.536
ABC 1.196 1 © 119 0415 0.522
CS-within 173.053 60 2.884 | ‘

B Y
J

* gsignificant at .05 level
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obtained by the nentreatment group.  No significant prepost test
difference was found between groﬁbs for the {exual knowledge scale, .
therefore, hypoﬁkes1s two, wh1ch stated that there wou]d be a s1gn1f1cant
prepost test d1fference between groups on the scores for the SK scale, is
not supported. (See Appendix F, Tables C - I for '‘ANOVA Summaries and

L : . ‘

~ Means Tables).

Health professionals vs. physically disabled subjects. It was

anticipated that pretest scores would indicate that as a resu]t of their
previousrprofessional education, the hea1th professionals would be better
informed and exhibit more liberal att1tudes than the d1sab1ed subJects.
From per;ona] interaction with the disabled subjects at the seminar, I
'kneQ that they had hadalitt1e postsecondary education. Significant
. results obtained by one way ANbVA %or'the sexual knowledge scale and the
i sexua1‘myths scale indicate that the professiona]s were indeed more
informed and as a result rejected more myths. However their general
sexual attitudes (HR and M scales) and attitudes.towards abortion were
not significantly ‘more liberal than those.of the disab]ed subjects (see
Table 3). - | |

The significant différence on only the SMlsca]e, for which the
health professionals and disabled subjects obtained meaﬁs of 36.49 and
»33.62¢respective1}, lends only partia] sUpport to hypothesis three‘wpleh
predictedvthat the four pretest. attitude scores (HR, SM, A & M)'ebtained~ |
by the hea]th professionals would be sxgn1f1cant1y higher than those
obtained by the physically d1sab1ed subJects (See Append1x F, Table J v

"for Means Table).

e



Table 3

~

- ANOVA "Summary Table

e
Y

k)

One Way ANOVA: Professional and disabled; pretests

b

S 'SS DF MS F P
| - SK AT HR Scale
. h 4
Between - o _
groups 18.9946 1 18.9946 0.527 .4705
Within |
groups 2233.4268 62 36.0230
SKAT SM Scale
Between » ‘ o :
groups 85.5959 1 85.5959 4.979 .0293*
Within |
groups 1065.8181 62 17.1906
Lf}“'QL -
Loed SKAT A Scale.
“Between : - , ”
groups 0.0339 1 0.0339 0.001 - 0.9715
Within : .
groups 1626.9579 62 26.2413 »
SKAT M Scale
Between o _ . o
groups 16.2671 1 16.2671 - 1.381 0.2444
Within o ;
groups ,  730.3324. 62 11.7796
SKAT SK Scale
. Between ‘ o :
_groups 155.0419 1 155.0419 6.647 .0123*
Within ' . ,
groups 1446.1770 62 - 23.3254

-

note: *P

.05
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The fourth hypothesis stated that the sexual knowledge pretest
scores of the health professionals would be signifjcant]y greater than.
 \\ those of the physica]]y_disabled persons. 'The data obtained support this
\\\ hypothesis (F = 6.647, P< .0123) (see Table 3). The SK qpén score

\b'tained by the health professfonais was 38l18'and that obtained by the
d?éép?ed subjects was 34.31. (See Appendix_F, Table J for Means Table).

g in the discussion regarding the pretest differences between the

treatmen;\and nontreatment groups, the pretest differences between the
health profeé ionals and the physically disabled persons also follow
tfends»reported y Miller and Lief (1979) who indicated that the second

highest correlation\between the SKAT scales was that between SM and SK

scales (r = .57). suggests that the greater one's sexual knowledgé,
‘the greater the chance that one will reject sexual myths. There was no

significant interaction between prepost test scores and the professionals

- vs. the disabled subjects. Tha ‘is,‘the seminar did not affect the

profe;sionals any more or less than it did the disabled subjects.

AN



CHAPTER V

DISCUSSION AND RECOMMENDAT IONS ’

Pretest Sample Differences
KA »
Wy |
"Pretest differences between the ‘treatment and nontreatment groups
may have been related to two factors concerning the SAR seminar. The
seminar was an "elective" rather than a "required" course for those who

attended, and the SAR p}ogram was relatively new to the Edmonton area.

"Elective vs. required. In discussing factors favouring required

courses_Maddock (1976)‘suggested that studenfs who chose an elective in
seXQa1ity already had greater awareness and intefest in the topic, and it
. was those who considereq the topic less interesting and 1ess'impqrtant
who had greater‘nged to be educated in this area. Hence there is a need
for required courses {f all students are to receive basic sexual
education. The SAR seminar attended by tﬁe treatment subjects in this
study, although open to anyone to register, was.presented éssehtia11y as
a’noncredit‘continuing eduéation Opportun{ty for hea]th~(helping)
proféssibna]s. A1l registrants "e]ectéﬁ{\to attend.

. The pretest scores indicate that-prgbp to attending the seminar the’

_treatment subjects had more liberal viewsothan did the nontreatment

subjects toward general sexual behaviours (HR and M scales). However,

t

£
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there were no significant differences between groups on the other three
scales, sexha] myths, abortion and sexual know]édge. These results show
partial support for the viewpoint expressed by Maddock (1976). Although
the ‘hoﬁ‘t'r‘eatment group subjec.were also potential participants, in that
they stated an interest in atﬁending a future seminar, it is recognized
~ that intentions and actions'are not the.same and fhat the treatment aﬁd
nontreatment groups are possibly from different populations. It is
possible that it was the somewhat more liberal general sexual attifudes
of‘the treatment group subjects that provided them with the "permission"
to actually register for the SAR seminar (Zuckerman,‘Tushup, & Finner,
1976). From my personal experience in the SAR program, [ wou]d.sugge§t
that persons who attend such a seminar already have a certain degree of
comfort withbihe topic of sexuality, and more og@nservative individuals
are too inhibited to openly express ‘an 1nteres§n learning more abéut
sexual matters. | |

AThe possible effects of these pretest differences betweén groups on
the results of.this Qtudy aré unclear. It may be argued that the !
treétmeqt group of subjects were more amenable to a change in attitudes
and an increase in knowledge becgtse of their motivation to learn more
and their willingness to interact with others interested in the topic of
sexual hea]th; Conversely, it‘could be said’thét individuals who have
opeply expfessed fnterest in‘a_rather controversial topic usually do so
after considerable reevaluation and confirmation of ﬁheir own values and

attitudes toward the topic; therefore, they would, be less open to further

change (Oppenheim, 1976).

G
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The introduction of a new program. The SAR seminar was first

presented in Edmonfon in 1975 and f§£ the first few years we "preached to’
h

the converted". That is, mény of the participants at the first fe

seminars, inc]uding the oné in this study, were committéd to the idea of
sexual health as a viable concern and Eﬁd been waiting fsr an opportunity
to attend a sexuality progrém. Fewer,thgp 10% had attended any previous'
sex educatioh prdgram. Ninety percent ofkihe pafticipants who attended
the Edmonton SAR program in the first three years considgged sexual
counselling to be appropriate t0'thefr‘profes§iona1 sp@é}aﬂty, and over
90% be]iéved‘a seminar such as a SAR should be a required component of
their professional educétion., Many of the participants cgmﬁented that
ohe of the most positive aspects of the seminar was in fi;éing others who
shared their interests and commitment to the provision of high quality
sexual'health care. This high level of commifment was also seen in the
disabled partiﬁipants, many of Qhom were working as peer counsellors or
'ciient advocates, and, like the profes§idna1$, attended the early SAR
~seminars to gain persoﬁa] and professiona] support for what they aTready
believed to be an important issue (Ryan, ]980). Theseffactors may be
related to. the pretest differeﬁces found in the general sexuaf'attitudes
between the tréatment and the nontreatment'groups.ﬁ As stated earlier, no
,spec%fié conclusions can be drawn regarding the effect of these sgmp]e 

[

biases on the results of the study, but they-éhou1d‘be recognized as.

‘ L A
N

possible ?gmitations to this study.

Q

Professionals vs. Physically Disabled Persons. 'Being disabled in

no way precludes an individual from being a professional or aquiring an

' education equivalent to that of a professional; h%wever, through personal
1’:? R "

#
e
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contact with the,d}sab]ed subjects it was found that most of them did not
ﬁave postsecondary education, or formal education in ény*hea]th related
field. It was thought that the professionals would have greater |
opportunify, prior to the SAR seminar, to aquire more Tiberal attitudes
and - more sexual knowledge than would the disabled persons, and thus the
professonals should have higher mean scores on all SKAT scales. In
general the data do not. support this-hypothesis. The health
professionals had significantly more knowledge ‘and rejected more sexual
~myths, buf thefr attitudes were not-significant1y different from thoée of
the disab]ed‘subjects. This suggests that any sex education_the
professionals had received prior to the seminar was probab]y.primari1y
1nf0rmationa1; didactic instruction rather than an evaluation of

attitudes.

. The Importance of Attitude Assessment
. : ‘ in Sex Education

Lack of sexual counselling in health cafe has been due td a lack gfﬂ
comfort on the part of‘the professionals rather than a lack of knowledge
(Greengross, 1980; Mims, 1975; Payne, 1976). The ethical and ﬁoraT
isspes inVQIVed in sexuality inhibit the professionil from open
discussion of sexual matters (Clancy & Quinlan, 1978; Lief, 1978).
Greater Understandiﬁg and acceptance of the diversity of individual
preferences and practices by'professidna]s can facilitate more
therapeutic re]ationships with patienté and clients (Cole, T.,‘1975;

Marcotte, 1973).
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Two studies (Payne, 1976; Daniels, 1978) in which the SKAT was used
in conjunction with other test instruments support the concept that
~attitude evaluation is important ih sex educqtion programs for health
professioha]s. In a study of nurses' sexual knowledge and attitudes
Payne (1976) found that nurses with higher scores on the SKAT attitude
and knowledge scales Qhowed_greater comfort with professional situations
with sexual overtones, as measured by a Professional Sexual Role <
Inventory (PSRI)_deyeloped’by Payne. She conc1uded.thdt sexual knowledge
alone waSJnot,adequate and nurses "need to have favouraple attitudes
toward sexuality and'to be comfértab]e in clinical sexual situations "
(Payne, f§76, ﬁ.A292), in order to p}ovide adequate nursing care. The
purpose of Danfe1s' (1978) study was to examine the relationship between
attitudes toward sexua]ity; attitudes towardwdisability; and attifudes
toward the sexual behaviour of.the disabled. Data was obtained using the
SKAT, the Aftitude Towafd Disab1ed Persons test (Yuker, Block & Young,
1970), and a test designed by Dahie]s,‘Attitudes Toward Sexual Behaviour
of the Disabled. Resu1ts:showed attitudes toward sexual behaviours of
the disabled to be égsoEiated more with general sexual attitudes,
particu]ar]j those toward hetérosexua1 behavijours and masturbation, than
with atti%udes poﬁard disabi1ity§ Sexual knowledge was not found to be
related to attitudes toward sexual behaviour of thé disab1ed.’ These
findings lend subport to the design of the SAﬁ curriculum which
emphasizes the fmportante of the study of general sexual attitudes and
values in the process of health professional sex education.

.1t is important to clarify here that having more liberal attitudes,

or being more accepting of individual differences, is not meant to imply
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68
that profe;sionals, or anyone else, should change their own personal
values, but rather that they should be able to be nonjudgementai in their
interactions with their c]iehts. For example, an QOccupational Therapist
has a yoﬁng paraplegic patient with whoh she is working to redesign his
house for whee]chair accessibi]ify. The therapist is committed to the
idea that living in:a sexual relationship is acceptable only in the
sanctity of marriage,'whereas the patient intends to continue ]iving with
" the girlfriend with whom he 1ived before his accident. It is the
reSponsibility of the therapist to facilitate her patient's
rehaeilitation by helping him and his partner in their resumption of
their lives together. This can only be achieved in a positive manner if
the therapist can accept the patient and his_partﬁer as indivfduale with
a right to practise their own ]ifestyle. Commitment to the concept of
sexual health is not meaningful if professionals ere inhibited in their -
roles &5 sexual counsellors due to a lack of comprehensive sexual

X

" education,

Effects of the SAR Seminar

.

In light of the previous data supporting the effectiveness of the
SAR seminar in raising sexualrknow]édge levels and liberalizing
attitudes, the results of this study are unexpected (Garfrard et al.,
.1972; Mims et al., 1974). Since few other studies :sed any form of
control group or nontreatment group and most results were re]ated to
prepost testingbof undergraduate students in educational programs, these

results may reflect dffferences in research deéign and sample selection.
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For example, in this study, one ‘way’ Vks dn the - gréppst test
Léf

differences showed a significant change in one SékT eaﬁ? fhé*N 5caTe _

rr,.n,".e "'v(,
(P < .004) for,the treatment group only. This. ?ndicateduthat §€110w1ng ES
the SAR seminar the treatment group had more 11bera1 att1ﬁudes tpward B
masturbat1on. However, as already reported, when three way ANOVK% were
used, the treatment main effect on the SM scale (P< .003) was the %\1

significant result. As can be seen in Figure 1, th]S 51gn1f1pant °'.§&

interaction Qas due not only to some increase in the treatmentmgroup SM
scores, but also to a decrease in thé nontreatment group SM scores. No
rationéle can be offered for this decrease in scores. It would appear
that the effect of the sehinar was to majntain rather than increase the
treatment group SM scores durin§ the time of the stuey.

It has been established that ﬁhere were some pretesf differences
between the health professionals and the physically disabled subjects.
Similar postfest differences were a]so_found. That is, the SAR seminar
had similar effects on the professionals as on the disabled persons.
This lends support to the concept of including disabled clients as
participants in the same workshop as professiona]s.' However, this
support is weakened by ;he fact that overall the effect of this SAR
seminar, as measured by the SKAT, was minimal, |

X

.Compatability of SKAT with the SAR Curriculum

-Careful analysis of the SAR curriculum, tpe data obtained in this
study,vand a closer scrutiny of the SKAT questionnaire suggests some

possible reasons for the lack of significant results. In reviewing the -
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ﬁ?ﬁ results of this study it became apparant that several discrepancies exist

between the spec1f1c information tested by SKAT and the mater:als
presented at the three day seminar. No prepogi?test changes were

xpected in the agortlon scale as the topic of abortion was not scheduled
or major d1scussunrat the sem1na59 Attitudes and 1nformat1on about the
topics of heterosexual re]at1onsh1ps, masturbation, and commonly held
sexual mth@ were presented and discussed at‘1ength. However, a close
scrutiny of each question in the attitudes and knowledge sectjons of the
SKAT reveals that less than half of the questions in the SKAT were
directly addressed by the seminar leaders in the large group formal
sessions. At the discretion of the small group facilitators,
participants were open to discuss any topic or issue in their small group
sessions, but since chese interactions were confidential it is not known
if these interactions related to the SKAT questions. Issues fnc]udeg in

.
SKAT, but not formally addressed in the seminar, include: differences in

c k4

sexual'behaQiour patterns based on socioeconomic factors; rape and other

4

sexuaT offences; contraception, and re11g1ous doctrines. Tt is suggested

that the informality of the process of the SAR program allows for much )

incidental and 1nforma1 learning and attitude reassessment. These topics

. may Wellypage been discussed or intromectively examined by some of the

4+

';v=inc1ude: anatomy and physiology of sexual response;'sexual concerns

L F

m;pdﬁiécipénts during the seminar, Participants were able to select’ the
"fissbes most important and relevant to themselves. Topics cyvered

_extensively in the seminar but not covered by the SKAT questionnaire

y o

‘ h_‘related to spec1f1c health issues, and sexuaf counse111ng'techn1ques

“'f Th1s 11m1ted direct re]at1onsh1p between the. quest1onna1re and the

{
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.detailed seminar curriculum may exp]ain'the lack of significant change:in
attitudes and knowledge after the seminar. In addition, while 50
,knowledge questlons are used to obtain the single SKAT sex knowledge
score, @ total offonly 35 attitude quest1ons are used to obtain the four

att1tude scores, an average of nine quest1ons for each attitude sca]e

* With these few items on the attitude scales it is d1ff1cu1t ‘to find

sighificant differences on the prepost tests of each attitude score%;
unless 1t is an extreme]y powerfu] change. It is recommended“that future
SAR seminars with similar currlculum design be eva]uated by a test that
includes’ medical 1$suesvand_counse1l1ng techniques and more directly
asséSses the information presehted at the seminar.»/lnyagdition,-some of
‘the SKAT topics Currenfly not included in the SAR seminar should be
.ihtegcated inco‘the cucriculum{’such as contraception and‘socioecdhomic
ihf]uences on sexual patterns.' | | ‘ | _

A further recommendation is that a three to six~ﬁohth_follow:up .
test bekcoﬁe to determine an; long term effects of future SAR seminars.
In their d1scuss1on of encounter groups Lieberman, Ya1om and M11es
(1973) suggested that many var%ables determine the long term effects of
' any group process. They include postworkshop act1v1ty, reinforcement
from otﬁers, cognitive app11cat1on of workshop concepts, and the persona]
. characteristics of the 1nd1v1dua]s 1nvolved In the case of the SAR

«

seminar, professionals who actxvely 1n1t1ate sexual health care

programming in their practice fo]]owingfthe SAR Seminar,FAhd who receive
pos%tive reinforcement from their peers (reference group) for such
. 3 . T

activify, are more likely to maintain any positive effects of the

seminar. ' However, professiona]éiwho.hesitate to participate in sexupl

‘*),ﬂ.. o N
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health care, or who receive no support for any attempts that they do
make, are less likely to maihtain any positive effects of their sex
education~experience. The.skill training component (third day) of the

SAR seminar in th1s study was an attempt to prov1de the professionals

]

with suff1c1ent basgic sk1lls and conf1dence to venture out and 1n1t1ate

some active behaviours following the seminar.

‘a
ro

Implications for Future Sexual Health Education o
for Health Professionals

< . S . e

“

.

.In view of the limitations of this study, in part1cu1aré§he e N
nonrandom se]ect1on of subjects, the “electlve" hature o*rtheﬁgﬁgfﬁuff Ao B
_sem1nar and the’ quest1onab1e compat1b111ty of the SKAT IT with: the SAR -
curr1cu]um, the resu]ts have on]y 11m1ted genera11ty There is, however
;Ev1dence that SAR’ sem1nar§ are v;]uable tools fOr.tra1ning heglth
prufessjonaTs'in the aree*bf sexua1if} (Gehrard et a1\ +1976; Hadorn &

. Graht‘vﬂ976' Mims et al., 1974) Some studies have reported s1gn1f1cant
prepost test differences in attitude and know]edge change after SAR
se@1n§rs. Some of ‘these authors have used measyrements other th@p the #
- iy -2 s - o
SKAT. For examp1e, Ryan 3980 used op1nlon questionnaires and reported
strong -support bu the participants. for the concept of the SAR program,
and for the jhc]usion of such a semﬁnar as a component of health
prqfessfonal training. Many stated that_they”fe]t,moreycomfortablej
regarding-their existﬁngior potentiaﬁ role in sexual counselling
‘ifollowing the SAR semig;r, and that they considered the experience to
have peen both persona]ly‘and professional beneficia] (Ryah, 1980). It

3
-
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is recommended that studies be undertaken to détermine the manner in

~which the SAR curriculum could bé\refined, aid the most beneficial use of
7p’che SAR format as an adjunct to other seiua]ity curricula. - ’
Lief (1979) stated that "attitudes and know]edge have rec1proca1
re]at1onsh1p§“\(p 7). SFor examp]e the aqu1S1t1on of knowledge may be
inhibited by certa1n att1tudes, or converse]y, incorrect 1nformat1on may
lead to 1nappropr1ate att1tudes How then, kshould sexuality curricula be
des1gned in order to prov1de the opt1mum Nearning experience for health
profess1ona1 students? Comparat1ye studies, using d1fferent_sequenc1ng
of attftude, knoW]edge and skill ira%ning curricula components would |
provide valuable inforhaf%oh‘concefnﬁng this topic area. Such
comparative studﬁes.coQ1d be”done using the sequence of materials within
one;particular coursé, or a sgries of courses. Based on personal
ekperience, [ wopld,recommend‘thatAin all health disciplines basic level
coursework should include both sexual knowledge aquisition and sexual
. aﬁtitude aésessment‘in.én integratéﬁ'¥ramework, and that SUCh coursework
" should be compu]éory. For example, jnfofmation on sexual anatomy and‘
physiology could be integrated into Basic courses in agéfomy‘and

physiology. Simi]arly, appropriate‘sexual infor@atfon could be included

in.courses concerning the various medical specialities, such as surgery, -

neurology and psychiatry. Df%cussion,bf attitudes toward‘séxuality and
toward c]iehts in .general, woﬁ]d be.appropriate in courses such-as -
psychology, professional ethfcs, aqd~p5ychosocia1 aspects of health
care. More seniar level courses should be more specia]ized and optional
to the student. Examples of'suchftdﬁrses are sexual history taking,

counselling skills, in depth study of sexuality as related to a

73
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particular group (such as the dy{ng patient), and fémily counse]ling

strategies. | ¢
‘Since most of the literature in the area qf sexuality and health

care is from the United States, it is recommended that a study be

undeftaken to survey sexual education programs in health professional

. . L
faculties across Canada, and to formulate recommendations for basic

compu1sory and senior optional courses in such programs.
Summary

A three day SAR seminar was found to have little effect on changes.
in sexual kanfedge or attitudes as measured by the SKAT II. It is
sdggested that the insompiigbﬁljty of the SKAT and the seminar curriculum

was a more significant fdctor in these results than a lack of opportunity

;o
it0. reevaluate attitudes at the seminar. The -

13
)

to acquire knowledgg,
SKAT may not have bee ’;h‘appfopriate measurement tool for the
. . . s . B

informat;@n%and aﬁj)‘Adés addressed at the SAR seminar. There was no

signiﬁicantuinter-c;ion between the prepost test scores of the
profesgiona]s §5 compared to the disabled persons. This shdb@rts the
phi]qéophy fo lowed by SAR brogrammerénthat 61Xed groups of professionals
and clients @re appropriate tokthis educational process.
Future fesearch is needed_to dé?érmineAwhether the SAR 6r>some"
othér educatidﬁa] format and curriculum is most sUifabie for health
‘professiona]s and‘c]ienfs to 1earn.a50ut sexual matters, at the _ |

: dndergraduate, graduate and cohtinuing education levels. Résearch i§

'also needed to find suitable evaluation techniques and measures of change -

:



in attitudes, knowledge and clinical skills after completion of a SAR

‘seminar or other professional sex education program.
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" medical and other helping professions, and that these professionals may firs: need help

=

ALBERTA INSTITUTE OF HUMAN SEXUALITY !NC

mailing address - 10420 - 54 Avenue,
Edmonton,’Alberta. TOG 0TS -

N

)

!
The A.LH.S. 15 @ non-profit erganizaiicn *crmed by a group of health orofessionats anc
educaiors who are wnvolved 10 egucaicnal. counselling and research prcgrams in
human sexuaitly. A primary cbpec::ve. ot the 1pshituie members 1s ' promotelthe
development &f new programs. win special eMmphasis on sexuality i 1ts relaton o
disability.

The A.ILH.S. will zarry ouf iis aims by :

a) - presenung Sexual Aljitude Reassessment seminars. (SARs). SAR s presen-
ted in either a general 'wo cay termat or a three day SAR with special reference’
10 physical andior psycho-social dnsamlny The two day SAR s appropriate for -
participation by those over =|gn’eemy=ars of age. The three day SAR is of
special interest to health protessionals, the disabled and their fam ites. bu: any
adult may attend. B i

b} - making A.LLH.S. staft available o make formal presentations or 0 lead group
discussions for aucdiences of varving sizes, backgrounds and interest.

c} - providing consulting services !0 any interested indiviGuals. groups or

organizations. L

ci - congucling and cromoting siudies andg research of numan sexyaiiiv, anc
publisnmg the resu!ts of sucn research.

e). - oroviding ‘raining worksnoss for those interested n ass‘srmg wNith
“educaiionai programs corducieq by 'ne nstitute, or 'n deveioping programs of
their own. : .

Mos! health proiessionals now agree that sexuahty snculd be consigered a par: of the:
whole person, out unhi recen:ty it has been a3 neglecied aspec: of mecical anc
paramedical educdtional programs. Human sexuality is an areacf difficulty tor many o
us at doth the ‘eelmg and aiscussion level, a difficully compounded when faced with
explicit sexuality in ,ne rehabilitation of the disabled. ALH.S. s committedto he idea
that human sexuality 'should be a legitimate focus ot concern of those working in

in evaluating helrbwn attitudes 10 the subje : o

A LHS. s'aH are available :0 'ake gari in lectures. NOrkshcos of seminars on ‘numan
sexuality anywhere.in Canada. -

Fees are negoriable and are based on expenses plus a protessional fee, dependmg on
the type of program requested. :

For turther information please contac: ‘hegsecrelary-traasurer,

Alberta Ins:iiute of Human Sexuality. 10@ 54 Avenue. Edmon:on, Atberta. T6H 975

TQCTNCYT ; New address is 2ib wWestridze Rxoad, Idmenton, fltersa,
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. SEXUAL ATTITUDE REASSESSMENT:

v

A seminar in human sexuality and the disabled

J
! ™isy souinarorn sresencad Dy the Alderts tny (e D% Human Sexuaiily
in coopecati with the Faculty of Zatension, The Sniversity et Alberta.

PURPOSE: ot

To raise F=dcencis 3¢ vour. attitudes and Vcchnqs aboul your Swn sexuali Yy ang the sexuality of sthers, i th
soecial emonasis on I anysically disapied. To provide an o:oortumr.y for particioanis 0 seaglice communization

[TIRRE
-~ ’

SEMINAR DESIGN : ST

lopmentai sSequence.

Largs §rous 3rumu:\ons inclyoe movits and

he s@minar 3 carefuiv Srganizes 18 4 &
siizey cepicting d varidty of sexual activy ties fourd in Ouf s0cIeTY. tn g4c¢ition, e large 3roup will De fre-
Juently divides 2tO sval' discusiion 3roups wnere d yafe, comforzadie setlirg «ill afford darticidaats Ihe

Qcoorianity 0 2iscuss ang integrate the feeiings and attizudey they are experienc NG,

PARTICIPANTS ' i
: s expeGled Nt sarticipants will incluce onysicians, nursu tharadists, duntellors, clergy, the dissiec and
The senefitc of tne arogram i3 greatiy enhanced if zne sarticipant atisncl «itn ‘spouse, clOse ‘rienc 37
aque ~-th -nom they CaN0 aiscuss sersonsl matlers. Please nc!e it iy 10t reQuired thaL 3omeOMe JcITmony rOu,
participants ire aspected 2O atzend écr the  fujl Ihree 3ays.

<o

ie s, however, Jur stmﬂg fl'mﬂdl!loﬂ

RESOURCE PERSONS
SAS.

BENITA FiFIEL), President, AINS: Assoclate Professor, Univeryicy af Alberta

WAS. SAENOA ROSINSON, Vice-Presicent. AIHS; oczupational theradist
oL ‘!ICHAE}\. ’ARRISH,.

Rasearcn_Jirectar, AIMS, clinical psvenclogise

mealcal Jirector, 1S, family ahysician

ug, ROSS ACBINSON,

mtk. IAVILLE FIFIELD, coordinator, Phvsica: Sisanilities, MNHS, saxuality zorsuitant

“RS. =£G 'AlR'SN jecretary-Treasurer, LinS . occuoationai tnerapist

’.onwlunu: R, ED lnd Mlv"TT‘-: CRANCH, 23venoiogists

OATES AND TlMES Thursday, "arch . 19771 10 a.m, - 1z, v
! Teigav, marzh 4. 1977 3 a.m - 3.
Saturcay, marzn 5, 1a77: 9 a.m - §p.n.,

The Jriversigy of Alderta

LOCATION: .

$75.30 {tax ceductidlel =

FEE:®

CLASS LIMIT: Y . .

REGISTRATION: . .
far!y registiration 3 sdvisad #y enrollment i3 Yimiced. .ApDlicanty must Se 18 vears OFf age or over.

Asgister now OY complating the atinched apnlication form and mailing Zo:
Faculty of Extension

oo 23k, Corbetlt Hatl

The University of Alberza

97 Avenue and !12 Street

Egmonton, Alber:a

i ) T66 26 5

further information may de olttained by talsphoning (0} »32-5049.

The University reserves the right t2 restrict registration in any ciass and to zancai any Zourse 3ue 10 insufficient
cecigt-ation. ‘ v
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10420 - 54 Avenue,

Registration.

Intro.
Small eroup,

SAR intro,

sc¢hedule;

Zonce

Smzll group - wi

Fantasy - rar znd mediza
Yasturbation

Small group

Normalcy -

Small

group - wi

Relationships -
LEX0UD .

Small

Research guestionnsz

Droress;

nts £
th lunch

Th supper

Edmonto@.

ires,
truset,

Assumptions

- rap and nedia,

sex-o-rama -cartoons

rap and mediza (cofeoe)

Library and devices
Second day intro,

Sexual variztions - rap and media (coffee)
' Body awareness -

Small
Roles
Small

Panel"
grouc.
and cheess

Small
W l ne

Library and devi
. Intro.
Sexuality -
Small group - wi
Anatomy & Physiology .-
Interviewing theory

Interviewing demons*tration

Small

£roun - wi
- rav and
group

o third

rav,
th lunch
media

~ac

(ORag)

day

th lunch,

media %

2 part of nealth care
Role »laving
rap and media

group - role playing continued -
Wind up and resez2rch gquestionnaires

Short staff meeting

exercisce
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SEXJAL ATTITUD T OSEUINAR

1, To increases 9wareness “of sexuality as a health
care issue, ’

2, To encourage evaluat&on and discussion of one's
own attitudes, and the attitudes of others,
regardinge sexuality. '

3, To promote recognition of all persons -- disabled
{ and non disabled -- as sexual persons,
L', To provide information regarding sexuality »

educatioral and counselllnc resources in the
community.

5. To vpresent information and.encouraae ciscussion

- on severzal aspects of sexuzl -activity found in
our society today.

€. To discuss the role of the various health

. professionals, the patient and the family in
relatlon to sexuai counselllng ‘in health care,

7. To provide basic anatomical and physiolosical

_ information related to sexuality.

8., To present in depth material on spe01 fic aspects
of human sexual behaviours,

2. To nrov1de oonoftunlty for the Dractlco of
communication skills 'in the discussion of sexual
concerns, '

10.To discuss: specific sexual dysfunctions as they
relate to the general population as well as to
the disabled. o '

‘ .. N\
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0. ALBERTA INSTITUTE OF HUMAN SEXUALITY INC

W&
/;;‘,/ mailing address - 10420 - 54 Avenue, ~
.D Edmonion, Alberta. T6H 0T5 ;

Description of the PLISSIT systen.
adavted from J. Annon.
€ Discussion voints:

Level one -, PERKNISSION - this type of coUnselling
Devends upon: or interaction is needed
comfor* of practiticher by many and ‘can be
knowledge of practitioner providéd by many. It
values of practitioner‘ - reguires sensitivizty
~and awaneness,

Level two - LIVITEL INFORVATION Can be
stecific sexual concerns nealth prpfessionals

iven by most

dispell myths
can be verbal‘orgnan verbval £ the
many could benefit from ~and u 1n=‘ﬂ

such information. ' it to a531st others,

.\,

Level three - SPECIFIC SUGGZ5TIONS Fewer individuals are.

obtain ‘sex history: cualified to provide

1. definition of problem ‘this type of 'interaction,
2, course of vroblem - Counselline skills and
3. treatment of problen informatior are
L, icdesas about causes and necessary, p»lus some
annroorlate goals and ' therapeutic techniques,
treatment, -
Level four - INTENSIVE THERAPY Small clientele; requires
' . full history _ special skills of a sex
‘ specialized treatments therapist or other
o appropriate professional,
’ 7 ° o .

¥andout materials at SAR seminar, B, Fifielad,

3
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TABLE A

'

Descriptive Data Rega?ding Study Sample

t % in treatment

% in nontreatment

Factor group group
n=34 n=30
Male 41 27
Female 59 73
20-35 years 27 30,
Health Professionals: 85 73
Physically Disabled Subjects 15 27
White L 100 97
Prostestant 53 63
Exc]usive]ylheterosexua] 82 77
4 or more siblings 32 30
Sexual repressive home . 62 70
Father in profession or business 50 37
Married (or have been) - 68 77

94
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L(@ FACULTY OF HOME ECONOMICS

ThiE UNIVE ST Y OF ALAERTA - FDMONTON JANACA  TAG DB

40) 432 1824

TO: Ocsabled Cotozers bt rHeadiin Prodeasionad s

You wll recewve thes 2o ecthen through an onganczaleen £ulh
which wou 2te asscearied, ot Lewcd frem me.
»
1 wcwld 2ike to 1eguedl gour 13sisdance (n 2 research pregect thal
I am dodng a8 parl cf my sudies. The study s cencewned wetn the <opac
e SEXUALITY AND THE DISASLED, an wmportant, ind ungortunately cgten neglecied
aspect o4 healih cate.

The study wll include a suavey & deteundne the sexual attifudes
and kncwledge c¢f d mumber of nealh professionals and physically disabled
adults (n the Edmonton area,

Participants will be required fo cemplete Lwo shorl quesLuonnairis
n Febwatry 1977 and again in March. The questionnacnes wld
take about 45 fo 50 mumtes to complefz. ALL infommation will de kept «n
sindet confidence. .

1¢ s hoped that the wrjcamation gathered il help & establesn
imprebed heallh professicral educaticn nncguams and wmproved sexual counsed -
Ling jou patignts «n the Aberia heultn ate sysiam.

1§ wou would be wifling & shate a counfe of nouns 04 your tume Lo
28582 wth thes proseet, please complete the enclesed bueg Jues tLonaee
and mofiin Lo me <n the wnclosed siamved addtessed envelepe. I wlld contici
you by ledephone n Januaty Iooariange so1 you o compldale <he quesloonmractes.

15 you ate NOT 2b22 0 ratiicipale would you inddicnte thas 1t the
bottom of the oncfosed questionmiite and re&itn & me in the onvaleove sreveded
s¢ that 1 may zaow that gou dld {n qact racedve this dngormaticon.

Thank vou §or your cocperaiion.

Yours sdncerelu,

(WU
: (MrsY Benied Figdeld

Graduate Student

Division of Fam{ly Situdies

Rm. 801, Generaf Serwvdices Budlding

8F *dam

ENC:
Jan., 1977
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ame -
Aldroog
Tal, oma, rare) SIPECRUSTPRSRL I
Agro
Trafegsinr or ocouration '
o <3 - v A
SUSs1Iress Aaress )
Are vou disadled? ) . o
What 1 your disadbility™ _
HYow lsne nave you been disabled” L o
“ave you ever attended 2 two or three day seminar oo
sexuzlity and disability” ves ns (gheck ore!
IF Y2U 40M3WZ-gl YZEZ5 AC0WPL=ETE THZ FQLTONTYT V3
Title of workshoo attendel ) o
#T12ce held e
Lensth of wor¥ksnov attended o e

IF YOU ANSWZERELD NQ COVPLETE THZ ¥

~

(]

TT AT
TIOWING

Would you be interested in attendins such z worxshop if
one was held in vour area - given tha2t wyou had the time
and money available to be 2ble %o do so” ves no

THANK YOU #CR YOUR TIVT AND COQF=ZRATICL.

If vou DO NOT wish to narticirate at this time please
sien below and return o me, Thank you,. .
Sicnature

Civision of Family Studies, U of A,
Senita Fifield, Graduate student,
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Mailing list for létter reguesting

’participation in survey. (nontreatment group)

150 letters sent through local associations to the following

¢

professionals: |
| | vOCéupationa] Therapists . 25
- Physical Therapists L 30°
Speech Patho]égists o 25
Socia1 Workers : | Y
Phys{cians | : : ‘ 201
Registered Nurses o | 30 -

100 letters sent through community agencies:

Canadian Paraplegic Association 20
C‘ﬂ‘ ’ MuTtiple Sclerosis ‘Society , " 20
f/ . °Rheum§toiqlArthrifis Home Group .~ 15 "
Rarkinson:s Society . | 15 ,/'
‘Diabetic‘Assqciatlgn E , 15
Alberts Heart Fund - - 15

L



Orville and Benita Fifield
' 10420 - 54 Avenue
Edmonton, Alberta

T6H 075
*

As" Pres rqenu of the Alberta Institute of Human
Sexuality and_convenor of the Sexual Attitude
Reassessrent seminar being offered by this institute
throdzh the Faculty of =Zxtension, “Tzrch 2-5, 18

I would like to welcome you as a va
Fowever, this. letter concerns a person
with which I would like to request your as

2

I am currently registered g5 a full tire graduate
student in the Division of Family Studies, Faculty of
Home Zconomics, a2t the University of Alberta, As
vart of my studies I have choser. as my thesis topic,

2 survey of sexual attitudes and sex knowledese of

L

o
[¢0]
sy

‘professionzls and.disabled adul*ts, I would like -

/ ct
P o

you to complete a guestionnaire concerning these

o+
Q
[sV]

o2
b2

- that is sexuz2l) zttitudes and knowledse - hoth

]

W
'Al¢

D (o]
!
O [
N0 W
[ )]

o

and after the Yarch seminar, The gugstiorn e

ct
O

s answered on a computer sheet and you =zfe asked

.}

use only an identifying number, not your name, to ‘
retain anonymity anJ.COhfldentwalwa The test would
take about 45 minutes to complete each tire,

quesblon 1zires will be distrivuted durirs registra<ion
on ThursdaJ Yarch 3rd, and ourlh, the wind un session. -
on Saturday ‘‘arch 5th, I do hove that you will _
varticipate in this research which we hope will assist

in.the funding .and expansion of the program in *the future,

Yours sin:efely,
T Sk Tl

Benita Fifield
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CODING AND GENERAL INSTRUCTIONS

{ 1. Pencils — Use any type of soft lead pencil. Do not use an ink or ballpoint pen.
2. All'answers are to be recorded on the separate=answer sheet. Please make no marks on this booklet.

3. Regardless of the number of alternatives provided, please mark only one answer per question.

IDENT!FICATION INFORMATION

1. We strive 10 maintain complete confidentiaiity. Some idenifying number 1s necessary
simoly far tne processing of this matesial. {f tnere 1s some concern about using your
. Social Security or Student 1.0° number, make yp your ownunique number and retain
the key. ldentifying numbers are used onty far matching information fofr pre-and past-
test comaansons. ’ ‘ ’

[ )
0. Ptease seiect the une alternative that best describes vourse:f:
A. H.uyh Scnoal Stugent C. Gracduate Student .
i B. Coiiege Student D. Non-Student [ Skipta VI )
r ’

1. Which ane of the fallowing alternatives best describes your present accupation of
field of study: )

A. Medicine F. Sociology Anthrapology

B. Theology N G. Humanities

C. Psychology H. Nursing i

B. Education ' A l. Law -
E. Social Worx J. Other

M. If you are a medical student. tntern or resident, please indycate your status:

“A. istysarsiucens D. 4tn vear student or above
B. 2nd year student E. Intern
C. 3rc year student ‘ F. Resident

Y. if you area medical student or a physician, please indicate oroposed ar present area of
specialization® :

. A. General Practice F. Pediatrics.
B. Famity Medicine G. Surgery
C. internal Medicine H. Urology
D. Obstetrics-Gynecology 1. Community Medicine
E. Psychiatry . J. Other

W1. Areyou completing this questionnaire efore or after a specific course in sex educa-
‘ tion? ’
A. Pre-instruction - B. Post-instruction C. Neither

¢

< I
YT1. Please mark block A (to «dentify this ag thé 1972 version of SKAT).

?
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PART 1 : ATTITUDES ' [

-t
Please indicate your reaction to each of the following statements on sexual behavior in our culture, using the
following alternatives:
¢
) <
A. Strongty agree : ,
' B. Agree
- C. Uncertamn
.
) D. O0Oisagree
.
E. Strongiv drisagree
. AN
| Please be sure to answer every question.

1! The spread of sex educat.0n s causing a rsg 10 premarital intarcourse,

2. Mutual masturbation among ooys s often a precursor of nomosexua! oenavior,
3. Extramaritat reiations are almost always harmful 1o a marriage.

4. Abortion shou!d be 2ermitted whenever desired b-ly the mothar,

The possession of contraceptive information s iften anincitement to DramisguIty.

[=2 TN S .

Relieving tension by masturbation 15 a healthy practice.
.
7. Premarital intercourse is morally undesirabie.
8. Oral-genital sex piay 15 indicative of-an excessive desire for physical pleasure.
9. Parentsshould stop therr children from ma‘smrbatmg
10. Women should nave coital expertence prior 10 marnage.

{1. Abortionis murder.

w

12. Girls shouid be prohibited from engaging in sexual seff-stimulation.
. 13. All abartion laws should be repealed. .
14. Strong tegal measures should be taken against homosexuals.

15. Laws requiring a committee of physicians to approve an abortion shouid e abolished.

-
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16. Sexuat intercoursﬁcn ould accur gniyhetween married partners. ) .

. A
17. The lower-ciass male has 3 highersex drive than athers. A

18 Society should ofter abortion asan acceptable form of birth control.
.19 Masturpatbian s generally unheaithy.

. 20. A ghysician nas tne responsibility 1o mform the husband or parents of any female he aborts.

- . N

21, Promiscuity is wxd’espread on cgilege calmnu;es?'t'nday.

22. Ahort:on snouid 3¢ draporoved of u{r.\t;:e’r-iall circumstances.

23. Menshould have cortal experience 2rior to marriage. . s -
‘24. Boys sh‘s)uid be encouraged to masturbate.

¢ 25. Abortions shoulid nl) tbe permtted after the twernitieth week of pregnancy.

v 26. Experiences of seeing family members in the nude arguse undue curiosity in children.

N

: , 27. Premerital int2rcourse between consenting 2gdults should be socially accestable.
. - .

28 Lagai'aport:ons shou!d be restricted to haospitals.

29, Masturaatraon amang girls 1sa frequ enx_i:éuse of Frigidity.
30. Lower-class women are Uypicaily guite sexually responsive.

31. Abortion s a greater evil than bringing an yunwanted =hild into the wortd.

.

32, Mutual masturbation in chidhood shouid be prohibited.

°

33. Virgimity 2mong unmarried girls should be encouragea in our society.

LI } 34, Extramarital sexua: relations may result in a strengthemng of the marriage relationship of the i

personsinvolved.

. . Al .
35. Masturpation is acceptable when theobective is simply the stiainment of sensory enjeyment.

- .

N



POOR COPY
COPIE DE QUALITEE INFERIEURE

_ 105
Vi , ' .

PART II . KNOWLEDGE !

R
Each of the following statements can be answered either true or false. Please indicate your position

on each statement using the following aiternatves:

T. True F. o False

Be sure to answaer 2very guestion,

1. Pregnancy car 222uf Suf g nalufa TeN0pause {graguat ceesation of menstruation). Y
2. Most reiigious ara @ iy i2ms tnroughout the worid condermn fremarital intercourse.
3. Anxiety 2ifferentially 3¢¥ects the imung of argasm 12 men ang women,
4. A woman does NGt 7avse 118 Shysiclogical tapacity ¢ have 3s .n12Nse 2an Jrgasm a5 2 man
5. There is no =.fference Zetween men and women with regard 1o the age of maximai sex drive.
. ' 6. Social zlass s derectiy correlatag with the frequency of incest.
7. The use of the condom 's the most reliabie of the vanous contracestive metnoos.
8. The incidence of extramarital intercourse is canstant for males betwveen the ages of 21 and 50.
9. Nearly hanf af alf un'wed giris 17 Amenca have sexuai intercqurse by age 19

10. There are two k:nds 2f 27 nisiogical orgastic responses (n women, one clitarai and the otner
vaginas

11, Impotence :5 aiMest aiwavs 2 pevinogenic disoroer.
12. Teanvestism 23 far— 20 2503-2r233006) 15 USuanly i1nked to tomosexudl Senav.or
13, There was as musn Sramar. 12 CHUS 3 §BNeranian ago as thare s noa
)14. Sexuai att-Tuges af £hucran 2re Moiged Sy erchic hrterature.
15. insome successtul marriages sex adyustment can be very Door.
16. Homosexuals are more ‘rke!y 10 be 2xceptionally craative 1nan Nelerosexuals.
< .
17. A women wno 5as nag 3 "ysterectomy {remavat of the uterus) can experience orgasm during
sexual intercourse,

L
18. Homosexuality comes fram-12arning and condstigning exaeriences.

19. Ir responsive weomen, Non-15:3a stiMulaticn tends 13 proguce a more 1ntensive physioiogicai
0rgasti 7esponse tnan goes Ioitus. '

20. Thase convicted cf senious sex crimes ordinarity are those who began with minor sex offenses.

+
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21

23,
2,
2.
25,

21.

32

33

34

35.

36.

38

38.

40.
41

42.

43.

45.

One of the immegiate resuits of castratron in the aduli maie s mootence..
Tne nody huntd of mast nomosexuals 'acks any distinguishing fegtures.
Masturbation by @ married person is a sign of boor marital sex adjustment.
Exhibttronizis are latent homosexuals.

A woman's chancas 31 concening are graanty ennanced r_v' she nas an argasm.

Oniy a sma!l minonty of ail married coupies 2ver experience mauth-genital sex piay.

Impotence 's the most frequent cause of steniity.

.. Certain tcoas render the .ndividual much more susceptibie 10 sexudl stimuiation.

. A high percentage of those who tommut sexu3i offenses against children s made up sf the

children’s friends and refatives.

. A higner percentage of unmarried white teenage girls than unmarried biack teenage giris 1n the

Umitad States nave had intercourse with four ar more partners.

. The attitude of the average Amencan male towards premarital intercourse is shaped more by his

religious gevoutness than by his social ciass.

in teaching their daugiters femaie sex roles, middle-ciass mothers are more affected by cultural
stereotypes than mothers in other socsai classes.

In most instances, the biological sex will overnide the sex assigned by the child’s parents.

The anset of secondary impotence {imaatence preceded by a ceriad of potency) is often assoc:a
ted witn tre influence of aicohol.

Nursing a nacy usually protects the mother from gecoming pregnant.
in gur culture sgme nomosexua! nenavior 1s a normai part of growing up.

Direct zantact sevaean penis and chtans :s needed 1o oroduce famale argasm durnng MNLercaurse.

Far a penod of tume following 0rgasm. women are Act abe to.respond to further sexual sumulation

In same legal jurisdictions armficial insemination by a donor may make a woman liable to suit tor
aduitery. o

Habitual sexual promuscuity is the consequence of an above-average sex drive,
Apgroxsmately one out of three adolescent boys has @ homosexual experience ieading to orgasm.
Impaotence «n men gver 10 is nearly universal.

Cenain conditions of mental and emationai :nstability are demonstrably caused by masturbation.

. Women who have had several sex partners befor2 marriage are mare likely than others to be

unfaithtul afier marriage.

The emotionally damaging consequences of a sexual offense against a child are more often
attributable to the artitudes of the aduits who deal with ihe child than to the expernience itsetf.
' B 3
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PART UI: BACKGROUND

way will it be used to reveal anyone’s identity. Please mark your responses on

!

w3

£

(=3}

[¥°3

10

Aje
A, 17 37 3ndar
B. 13 -19
C.io-21
D. 2z2-15
E. 22 -3¢
Sex
Al vae
Race ¢
A vonae -

B. Naaow e

if you nave peen Orar2 married age 3t frest marnage?

A. 17 gr under
B. 13 -22
C. 23-2%

'f vou nave neen ar are married, "ow long?

A 1 year
B. 7 years
C. 3 vears
Are you first born?
AL ves
Fatner's Occupation.
P-sician

Ciergymar

moo®p
r
("]
z
-

A. Noan-hign schoot graduate

B. Hugh schont graduate
C. Artended college but 2id
not graguate

Rehgion. .
A. Cathole
B. P-grestant

D. 27- 38

-
€. 339r nyer

D. 2 years

E. 5 ar more vears

8. no

F. Zaecusie

G. Clemcalsares
H. S«iied manua
1. Semi-skillea
J. Unskcited

0. 3 .

E. 4or more

0. Colegegraguate

Part 11t

Inno

of the answer sheet.

E. Anended graduate or pratessionai

scnoo! but did not graduste

F. Hoids jraduate or Srofassionar dagre2
Using the alternatives histed apove, dlease «ncicste the zducational status of your motner,

C. Jewish
0. Orer

. What was the zarhiest Churcn-affiliated sex educauon you recerved”

None ‘
Elementary (K — 5)
Jr. Hign 7 -3

.(.")m)>

D. Se Aiga (10 ~ 12y
E. College

2
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PART IV EXPERIENCSE
it would be heiptul if you would fill in the ‘ollowing quest:ons. They refer to levels of experience with sex
and will aid our understanding of relationships between knowiedge and artitudes Please answer honestly,
and feel free to omit any question or questions 1f you find them 100 personal. .
For questions 1.5 indicate how many times you have haa the tolfowing sexual encounters R
A Never B. Once C. Tao-tve 0. Quer tise
1. Oating
7. Gaingsteady
3. Sexuaintercaurse
< Intercourse involving the exchange of manaey
5. Orgasm with partner of the same sex .
For questions 6-9 indicate the number of people with whom you have engaged in the following
. ' sexual actvities:
A Nane B. 0-r: C. Two=five 0. Overiive
P 5. Datng

7. Going steady

8. Sexuat:ntercourse

W0~

Orgasm with pariner of the-same sex

10. How @0 <0y r3te vourse!t i~ compansan with YOour p2er graus sexperience in 2’

A. Fariess expenenced than most D. Vore2voeriencee than mo4
! B. Lessexperienced than most E. Far more 2x Derienged tharn mos:!

C. As experienced as most
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Al Sar ass angaviedgesate tnan mast D s c e prean s g >t
B. Less vrow.edgeasie than nas: B far mgrean IR Igean 2 tman Mt
C. as caowreageabie as mou

V2 How Ju ,0urate pausatt v egmagasga ot s 3een raun s g8 gl adustment” .
Al fyc a5 agiusted tmar nost D. Nore ytiusted nan may
B, Lessadiusten rar moye E. Far more g usi22 sran most

C. A5 3705081 a5 moo

DAL (VRN SN AV L AR S - AV LI Lo BES SIVE- S RS SE RNPID IV 6 Bl BV L LV N EEIR- 310w Ny Ll

A very permigsive D. Somewnerrecressive
B. Somewnatoerm i E. versreoressive
. C. Nettner cormassive 1Gr regresiive : 4

For questions 14.17, rate your value system with regard 1o sex:
A, Notaral C. Definiteiy

B. Somewna D. Very deiin e,

4 s vourvaruesystem conservative in favor of traditignat stangards)?
V3OS yoor saiur.3tem Lgery N fEL00 3T Inan)ng standargst? \
16 Is ycurwaiu2 syster influencea Sv religion?

17 s yourvatuesystem .nconflict with your sarents viiues?

b 18. Ageas whicnyou hirstbegan mastursatan
(
,
A Never masturpated 013 -8 “
. 8. Under 10 v E. i5-18
C. 10-12 8 _F. 13 07 over

on
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For questions 19 21 indicate the fraquency wth which you masturbated dunng the toltowing tmae oenods
-

A | wsy than gnce week C Foao-tive tome, a*enx

B T vy - thiae Limes waek D 5.0 )t inre imes ares

19 sy Hage St
20 #op- Sanoot

21 Coliege

For questions 2226 (ndicate 1t you have ever angaged 1N sexual INtercours using the fotiowing birth

prevention methods.

A Yes B. No

24 Angriian
25 Stermzation

26 Morning 3ftee’ treatment

27 Wnicn one of the following contracept Je methaods 2o . ou creatar

A. Rnavinm F.ru2d

B. Douche G. P ’

C. Aandrawal H. Stertiization

D. Condom b, "Moraong arrer treagtmaen: ’
E. Foam and or Diaphracm J. O ther

[R}
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TABLE B
Cell Means Table

A. Group: 1. Treatment 2. Nontreatment . (pretests)

/—f"’“—‘*\

A . - Mean : Std. Dev. Cases
. SKAT HR Scale .
] - 27.7647 - 5.3544 34
2 24,3333 6.2108 30

SKAT _SM Scale

: e
] v 36.06588 4.9601 : 34 o

2 35.7333 - 3.4133 30

'7 SKAT A ‘Sca]e
1. 25.2647 R 5.6639 34
2 24 .9667 4.4216 30

‘ _ . ~
. 'SKAT M  Scale :

L .26 .7059 _ 3.5208 v 34

2 ' 25.0333 3.1784 ¢ -30

SKAT SK Scale

] 38.3529 5.2332 * 3
2 36 .3000 4.6620 30




TABLE C

Cell Means Table

N

A. Group: 1. Treatment 2. Nontreatment (posttests)
A Mean Std. Dev. Cases
SKAT HR Scale
. 28.529 5.701 34
2 24,400 1 5.512 30
SKAT - SM Scale
1 536647 4.861 34
2 ' 34.200 ©3.316 30
| | SKAT A Scale
1 o 24.735 6.653 34
2 24.233 3.812 30
SKAT M Scale
1 28.294 3.746 34
2 25.100 2.940 30
SKAT SK _ Scale |
, ©.39.118 £ 4.971 34
2 36.267 5.112 30
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Group:

Time:

1.
Profession: 1.

1.

CTABLE D o~

Cell Means Table
treatment 2.

pre 2. post

nontreatment

Phys. disabled 2.

Health Prof.

CASES

A MEAN STD. DEV.
SKAT HR  Scale
] ] 1 28.000 " 5.788
] 1 2 130.000 7.450
12 1 27.724 5.384 29
] 2 2 28.276 5.470 29
2 ] 1 23.250 4.803 8
2 12 22.375 4.438 8
2 2 ] 24.727 6.706 22
2 2 2 25.136 5.768 22
SKAT ~ SM Scale-
] ] ] 34.000 5.831
1 ] 2 34.600 7.127
1§ 2 A 36.414 4.822 29
] 2 .2 37.000 4.440 29
2 ] ] 33.375 2.200 8
2 1 2 31.125 2.416 8
2 2 | 36.591 3..404 22
2 2 2 35.318 2.885 22
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TABLE E

Cell Means Table

A. Group: 1. treatment 2. nontreatment
B. Profession:- 1. Phys. disabled 2. Health Prof.
C. Time: 1. pre 2. post
C MEAN STD. DEV. CASES
SKAT A Scale
| IR 125.800 5.070
1 12 23.200 5.167
1 2 1 ' 25.172 5.837 \ 29
] 2 2 25.000 6.918 29
2 1 ] 24.625 3.926 8
2 12 23.875 2.475 8
L2 2 1 25.091 4.669 22
2 2 . 2 24.364 4.238 22
SKAT - M Scale
] 1 ] 26.400 3.507 5
10 2 27.800 2.490 5
1 2 1 ' 26.759 3.582 29
] 2 2 128.379~ 3.950 29
2 1 24..000 3.162 8
2 1 2 . 23.500 2.390 8
2 2 25.409 3.172 22
2 2 2 25.682 2.950 22
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Cell Means Table

TABLE F

A. Group: 1. treatment 2. nontreatment
B. Profession: 1. Phys. disabled 2. Health Prof.
C. Time: 1. -pre | 2. post ‘ ,
MEAN STD. DEV. {/ﬂCASES
- ,
SKAT SK Scale
1 1 1 33.600 6.731"
1 12 © 34.800 6.099
1 2 39.172 4.591" ©29
1 a 2 39.862 4.462 29
2 1 1 34.750 53970
2 12 34.000 5.372
2 2 1 36.864 4.109 - 22
2 2 2 37.091 4.879 22
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B. profession (health profess1ona1/phys1ca11y d1sab]ed)
C. time (pre and post)

SKAT HR scale

TABLE G

ANOVA Summary Table

. Three way ANOVA
A. group (treatment/nontreatment)

118

S $S DF MS F P
. |
423.136 1 423.136  6.777 0.012*
B 6.212 1 6.212  0.099 0.754
- AB 48.001 B 48.001 ~ 0.769 0.384
S-within 3746250 60 62.438
c 5.363 1 5.363  1.596 0.211
AC ©11.229 ] 11.229  3.340 0.073
BC 0.039 ] 0.039  0.011 0.915
| ABC - 9.26) 1 9.261  2.755 0.012
CS-within 201.688 60 3.361

* significant at .01 level
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B, profession (health professional/physically disabled)
C. time (pre and post)

SKAT A scale

TABLE H

ANOVA Summary Table

Three way ANOVA
A. group (treatment/nontreatment)

119

S ss OF MS F p
A 1814 1 1.814  0.034 0.854
- B - 5.556 R 5.556  0.015 0.747
AB 0077 1 ~ 0.077  0.001 0.970
S-within 3179.875 60 52.998
c 22.303 1 22.303  4.323 0.042%
AC 2.084 1 2.084  0.404 0.528
BC 7.447 1 7.447  1.443 0.234
“ABC '7.100 ] 7.100  1.376 0.245°
CS-within  309.563 60 5.159

* significant at .05 level
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TABLE I
ANOVA Summary Table

~ Three way ANOVA
. group (treatment/nontreatment)
. profession (health professional/physically disabled)
. time (pre and post) . :

O @

-

SKAT M scale

5 sS DF MS Fo p
A - 142.615 1 142.615  7.702 ~ 0.007*
B | 25.351 1 25.351 1.369 0.247
AB 8.682 1 - 8.682  0.469 0.496

S-within 1111.063 60 .. 18.518

: C 9.647 1. 9.647 2.199 0.143
AC 13.042 1 . 13.082  2.973 0.090
BC 1.196 1 1.196  0.273 0.603
ABC 10.386 ] 0.386  0.088 0.768

- CS-within 263.188 60 © 74.386

* signifiéant at .01 level

_—



TABLE J

ANQOVA Summary Table

Three way ANQVA

A. group (treatment/nontreatment)
B. profession (health professionalfphysically disabled)

C. time (pre and post)

SKAT SK scale

S $S OF MS F P
27 .628 ] '27.628  0.656 0.421
B 309.770 ] 309.770  7.354 0.009*
AB 36.425 ] 36.425  0.865 0.356
S-withig 2527 .375 60 42.123
C 2.315 1 2.315 0.542 0.464
AC 7.277 ] 7.177 1.681 0.200
BC 0.270 1 0.270  0.063 0.802
~ ABC - 2.740 1 2.740  0.642 0.426 .
CS-within ~ 256.188 60 4.270

* significant at .01 le

vel
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TABLE K

Cell Means Table

Profession: 1. hea]th.profession
2. physical disability
(pretests

Mean 'Std; Dev. Cases

SKAT HR Scale
26.4314 6.1131 51
25.07@9 5.5145 13

SKAT SM Scale
36.4902 ' 4.2302 51
33.6154 3.7758 13

SKAT A Scale
25.1373 5.3142 51
125.0769 4.2320 13

SKAT M Scale
26.1765 3.4450 51
24.9231 3.3739 13

SKAT SK Scale
38.1765  5.4976 51
13

34.3077 6.0192
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APPENDIX G



Comparison of normed pretest scores with

TABLE L

SKAT normed scores

Treatment group

. ' Total

H.P. P.O.P. Group SKAT
HR 48.48 48.96 48 .55 49.13
SM 53.47 48.01 52.66 49.64
A 45.19 43.24 42 .35 49.63
M 51.60 50.73 51.47 48.91
SK 51.60 41.00 50.04 50.91

Nontreatment group

HR 43.26 40.70 42.58 49.13
SM 53.87 46.61 51.93 49.64

42 .05 41.27 41.51 49.63

48.33 44 .92 48.42 48.91
SK 47.20 43.19 46.13 50.91

\
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