On-line sexuality education and health professional students’ comfort in dealing with sexual issues.

Abstract:

A study of comfort level for sexually related topics in a sample of allied health professional students shows an improvement in their comfort level after completing an online sexuality unit. This finding supports the argument that modern technology can offer an excellent opportunity and means to develop personal and professional skills in sexually related issues. Raising the comfort levels of health professional students will better prepare them for professional interaction on sexually related issues they could encounter with their clients. Future research examining different ways to build not only comfort levels but also professional communication skills is warranted. The current and future research would aid in development of new programs based on distant education platforms, which could provide effective ways of appropriate sexual interventions education for health professionals in clinical settings. 

On-line sexuality education and health professional students’ comfort in dealing with sexual issues.

Health professional and client interactions often include issues related to sexuality. Some of these interactions involve intimate contact as part of the therapeutic process, as when occupational therapists assess daily living such as bathing and toileting or physical therapists conduct a procedure involving the groin. Other health professionals such as radiographers may be required to position patients for investigation and treatment procedures. In many other circumstances, sexual issues form part of a required medical history (Weerakoon et al, 2004), or are raised as an issue by the client. Sexual issues may also arise after surgical procedures such as mastectomy (Hordern, 2000), prostatectomy (Weber and Sherwill-Navarro, 2005) and stoma therapy (Weerakoon, 2001), or following trauma such as brain or spinal cord injury (Rees et al, 2007). Recently, the availability of oral medication for the management of sexual dysfunctions has raised the important of discussing sexuality with patients on medication or with cardiac problems (Rosen et al, 2006). Finally, it is recognised that working with adolescents (Ahern & Kiehl, 2006), the elderly (Johnson B., 1997), or physically or intellectually disabled individuals (McCabe and Taleporos, 2003) also necessitates discussion of sexual issues. The need for sexuality education of health professionals has been recognised as a high priority by international agencies. In 1993, the National Institute of Health’s Consensus Statement on Impotence (Anonymous, 1993) concluded that health professions are relatively uninformed or misinformed about sexual matters and fail to deal candidly with them and recommended that all graduate health professional schools include multidisciplinary teaching of human sexuality. On a global level, the Pan-American Health Organization (PAHO), World Health Organization (WHO) and World Association for Sexology (WAS) have issued recommendations for action to promote sexual health, including the strategy to ‘provide education and training in Sexual Health for health and allied health professionals’ (WHO, PAHO and WAS, 2000).

Although most health professionals accept that dealing with the sexual health needs of clients is part of their professional role (Couldrick, 1999), research indicates that they do not always provide this service (Guthrie, 1999). Haboubi and Lincoln (2003) report that whereas 90% of a mixed group of >800 health professionals (nurses, doctors, physiotherapists and occupational therapists) agreed that addressing sexual issues ought to be part of the holistic care of patients, most staff (86%) lacked training and most (94%) were unlikely to discuss sexual issues with their patients. Other reasons given for not dealing with sexual issues include a lack of knowledge (Zelas, 1997), poor attitudes (Morrissey, 1996), personal value systems(Herson et al, 1999), sexual stereotypes and myths (Evans, 2000), and a lack of practical skills in sexual history taking and management of sexual concerns (Herson et al, 1999). In general, health professionals appear to lack the confidence and comfort to deal with the sexual health needs of their clients. Further, this lack of comfort is recognised by clients, with research reporting that 75% of patients believed that their doctor would dismiss their sexual health concerns and 68% hesitant to raise sexual issues because they felt they would embarrass their physician (Marwick, 1999). These findings are striking in the context of recent epidemiological studies showing that approximately 40% of women and 30% of men report persistent sexual problems or concerns (Feldman et al, 1994, Laumann et al, 1999). In a recent study with 1132 health professional students (including physiotherapists, occupational therapists, medical radiation therapists and leisure and health students) in a health sciences faculty, it was found that over 50% of the respondents were not comfortable dealing with a range of clinical situations with sexual connotations (Weerakoon et al, 2004). It is apparent that it is vital for health professional students and practitioners to develop comfort in dealing with the sexual health needs of their clients.
Comfort is a multidimensional construct (Gallop et al 1994). Feeling uncomfortable is seen to be synonymous with feelings of nervousness and embarrassment (Kirkpatrick, 1994), and unease and disquiet (Pollard and Liebeck ,1994). Health professionals who feel this way about dealing with the sexual health needs of their clients are unlikely to take an adequate sexual history or discuss and educate clients on sexuality. This would have a negative impact on service provision and appropriate management.

Given the recognition of the importance of the issue and the need by international agencies, clients and the health professionals themselves, the paucity of sexuality education for health professionals is appalling. In 2003, Solursh et al (2003) reporting on a survey of medical schools in North America and Canada, noted that less than a third of the respondent medical schools offer a required course on human sexuality and even fewer teach medical students how to take a detailed sexual history. The majority of those that do teach human sexuality provide 3–10 hours of instruction. 

Sexuality education courses for health professionals are generally structured to provide knowledge and competencies in history taking and service provision as well as provide a forum for attitude assessment and value clarification (Weerakoon and Stiernborg,1996). Traditionally, course evaluations measure knowledge gain and attitude change (Weerakoon and Stiernborg, 1996), while recognizing the need to assess actual comfort in service delivery. Recently course evaluations have moved to use measures of practice (in terms of sexual history taking) and comfort in service provision (Rosen et al, 2006). 

This paper reports on the pre course evaluation and post course evaluation changes in perceived comfort when dealing with sexual health issues in clinical practice among health professional students enrolled in a web-based unit of study ‘Sexuality for Health Professionals’. This course is offered as an elective to undergraduate health professional students (occupational therapists, rehabilitation counselors, leisure and health consultants, medical radiation therapists and physiotherapists) enrolled in a health professional faculty of a major university.

The on-line unit “Sexuality for Health Professionals”

The decision to develop a web based learning course is based on both pedagogic and practical reasons (Weerakoon, 2003). Pedagogically, web-based learning, which provides flexibility in terms of time and learning styles, as well as the choice of working individually or in a group, enhances health professional student’s participation and deep learning. A web-based format also allows cross platform delivery and frequent updating of information. The use of the PLISSIT management model (Annon, 1976) in the learning process maximises the applicability of the program to many groups of tertiary students both health professional students and others by providing a set of hierarchical competences in sexual healthcare, beginning with granting ‘Permission’ (P) to a client to have sexual concerns and discuss them, to providing ‘Limited Information’ (LI) on issues, ‘Specific Suggestions’ (SS) and finally Intensive Therapy (IT). By providing a staged management format the PLISSIT model is likely to provide health professional students the flexibility to select the level of sexual healthcare appropriate for themselves, their clients and the particular interaction environment, cognisant of the fact that they could refer clients to higher levels of care. The fourth stage of ‘Intensive Therapy’ is not included in the program since the provision of intensive sex therapy is not part of their professional role.

[Insert Figure 1]

The structure of each of the three PLISSIT stages in the unit is kept consistent (Figure 1). Course aims and objectives for the stage are followed by resources, learning triggers and assessment activities. The learning triggers include group discussions on sexual words and the management of scenarios people with sexual concerns presented in short streaming videos (sexual dysfunction, disability, gender issues). Group discussions in the latter were based on the PLISSIT model and the applicability to their professional group. Instructions for navigation are stated clearly on the home page as ‘How to do it’ and navigation described as ‘where to go’ (Figure 2). The web based course runs for a semester of 13 weeks.

[Insert Figure 2]

The Pre and Post Evaluation

Sample:

An on-line questionnaire was linked to the Web CT learning site.  Health professional students enrolled in the course were requested to complete the questionnaire in the first week of the unit (precourse evaluation) and the final week (postcourse evaluation). There were 106 health professional students enrolled in the unit.

Instrument:

The instrument used for the course evaluation was based on the comfort scale questionnaire developed by Cohen et al (1994) and tested by the authors in their studies (Cohen et. al, 1996). This questionnaire was used in a study with >1300 students  (Weerakoon et al, 2004.), with a reported Cronbach’s alpha coefficient of 0.8947, indicating a high level of internal consistency of student responses and internal consistency reliability of the items in the questionnaire. Ten of the questions used in the original questionnaire were slightly modified and used for this project. The questions assess the health professional students anticipated level of comfort in a series of clinical situations with sexual connotations. The questions moved from a generic question “How comfortable do you feel answering patients/clients questions on matters relating to sexuality?” through to specific client groups (Homosexuals, client with AIDS, handicapped, older adults), specific questions (sexual orientation, sexual practice) and comfort with conducting a physical examination that involves exposure of the breasts and genitalia. They were instructed to indicate how comfortable they felt for each item using a 5 point Likert type scale ranging from 1 (very comfortable) to 5 (very uncomfortable). The questionnaire concluded with an open ended question requesting them to reflect on their learning experience in this on-line course .Data collection was done in the second semester of 2006. The questionnaire was web based and linked to the on-line course site (Figure 1). Health professional students enrolled in the course were reminded by the course coordinator to complete the form at the beginning and end of semester. The research was approved by the universities Human Ethics Committee and was in accordance with the Helsinki Declaration of 1975, revised 1983.
Results

Of the 106 health professional students enrolled in the unit, 102 responded to the pre course evaluation (96%) and 62 to the post course evaluation (58.5%). The lower response at the end of semester may be due to the fact that they had completed all assessments for this course and were in the examination week for their professional programs at the time they were requested to complete the post course evaluation. It could however be due to the fact that the students who did not respond were uncomfortable with revealing changes in their attitudes on completing the course. The results reported therefore represent those students who were in fact comfortable enough to record their attitudes. It was not possible to conduct any demographic analysis of the respondents characteristics since the results of the on-line questionnaire were set to present group data for course evaluation purposes, rather than a research study.
Table 1 lists the percentage in descending order (with means and standard deviation) of respondents who reported that they would be uncomfortable or very uncomfortable (4 and 5 on the Likert Scale) dealing with specific situations with sexual connotations as reported in responses to the on-line questionnaire in week 1 (pre course evaluation) with corresponding results for week 13 (post course evaluation) and the percentage change between the two frequencies.

[Insert Table 1] 
The highest percentages of discomfort indicated by respondents in the pre course evaluation were those that required them to be proactive in asking a patient about sexual practice (31.4% uncomfortable or very uncomfortable) and orientation (25.5% uncomfortable or very uncomfortable). These were followed by the scenarios of responding to a 70 year old widow who inquired about sexual options (21.5% uncomfortable or very uncomfortable) and conducting a physical examination that involves exposure of the breasts or genitalia (20.6% uncomfortable or very uncomfortable). The lowest percentage of reported discomfort was in interacting professionally with a homosexual male (8.9% uncomfortable or very uncomfortable) and interacting professionally with a homosexual female (5.9% uncomfortable or very uncomfortable). 
Analysis of the means for these items using t-tests revealed significant differences between comfort level in the beginning and at the end of the course for most items. Students reported a significant improvement (t = 2.394; df = 162; p = 0.018) in their comfort level when ‘answering patients/clients questions on matters relating to sexuality’ (item 8). The significance in change in comfort dealing with specific scenarios varied. Significant differences in pre course and post course frequencies were found in the scenarios item 1 ‘asking a client about sexual practice’ (t = 3.106; df = 162; p = 0.002), item 2 ‘asking a patient/client about his/her sexual orientation’ (t = 2.466; df = 162; p = 0.015), item 3 ‘responding to a 70 year old widow on sexual practice’ (t = 3.093; df = 162; p = 0.002), item 5 ‘interacting professionally with a handicapped individual who is inquiring about sexual options’ (t = 2.811; df = 162; p = 0.006), item 7 ‘interacting professionally with a person confirmed of having AIDS’ (t = 2.239; df = 162; p = 0.027), item 9 ‘interacting professionally with a homosexual male’ (t = 2.287; df = 162; p = 0.024) and item 10 ‘interacting professionally with a homosexual female’ (t = 2.547; df = 162; p = 0.012). There was no significant improvement in the item 4 ‘conducting a physical examination that involves exposure of the breasts or genitalia’ and item 7 ‘interacting professionally with a person suspected of having AIDS’.

Comments from respondents at the end of semester supported the increase in perceived comfort when dealing with clinical situations with sexual connotations, as demonstrated by the following examples:

“The best thing is it has let me know how to interact with the patients as a health professional. Apart from gaining a certain amount of professional knowledge, it has made me more comfortable to talk about sexual issues to the patients and encourage them to give their opinions and raise their concerns towards health professionals. That would enhance patients to talk more about their situation and makes treatment smooth.”,

and

“I think it would be very useful in a radiation therapy setting as we are exposed to many different people of different backgrounds and with different values in some really intimate situations. This subject allows us to challenge and question our own values and accept and be professional regarding the values of others. It has helped me to become more open in discussing sexual matters with even colleagues and friends”

Discussion:

The aim of this study was to evaluate the comfort level of health professional students enrolled in ‘sexuality for health professionals’ unit of study developed and delivered on-line and to evaluate whether this on line unit has enhanced the comfort level of these students. An increase in comfort is seen as likely to contribute to good sexual health practice in clinical settings (Kippax & Stephenson, 2005; Morris, 2005; Gianotten at al, 2006). Whereas our research is based on self reporting of comfort rather than actual observation of performance, it is assumed that the attitude assessment and value clarification exercises as well as the learning activities such as the client interview and group discussions would have been reflected in the self assessment.
Overall, as predicted, the higher levels of discomfort were identified in the beginning of semester than in the end of the semester in the sample of students enrolled in this unit. 

The findings revealed significant differences in comfort level when dealing with specific situations with sexual connotations at the beginning and at the end of the course in this sample of health professional students. There have not been many published research articles investigating health professional students’ level of comfort across a range of interventions in clinical practice related to sexual health (Weerakoon et al 2004). Further, many studies have identified comfort level in providing sexual education and information as a major barrier in health professional’s interaction with clients in a clinical setting. (Weerakoon et al 2004; Guthrie, 1999; Herson at al, 1999).

The current findings although limited in scope to a group of health professional students, supports other studies (Weerakoon et al 2004; Guthrie, 1999; Herson at al, 1999) that identify comfort level as a major factor in health professionals interaction with clients and has shown how comfort levels of professionals can be raised through on line sexuality education.

In general the level of comfort across a range of sexually related situations was raised and the respondents felt more comfortable in asking clients about sexual practices, sexual orientation, as well as answering clients’ questions on matters relating to sexuality. This particular finding indicates that this online unit has enhanced professional sexual communication skills in the health professional students who responded to the post course evaluation. Many also reported that they felt more comfortable interacting professionally with individuals with disability, homosexual males and females and individuals with AIDS. 

The findings revealed that participants felt more comfortable with a person confirmed of having AIDS than a person suspected of having AIDS.  It is unclear why participants felt this way. Future research should investigate this issue.

The research revealed that there was no significant improvement in the comfort level for item 4 ‘conducting a physical examination that involves exposure of the breasts or genitalia’. This finding could be interpreted in two ways 1) web-based learning does not provide enough opportunity to develop skills required in conducting the physical examination, or 2) this online unit did not cover specific topics relating to medical examination.

The findings indicate that web-based learning offers an opportunity to develop comfort in dealing with the sexual issues of health professionals’ clients. This is supported by research which demonstrates that while on line, internet users feel less inhibited and are more open to discuss sexual issues which improves communication skills and develops personal comfort in dealing with sensitive topics (McCormick & McCormick, 1992).

In addition, the finding supports the need for intensive sexuality education for health professional students, as they are expected to implement the holistic approach to health care. The current finding is consistent with research which indicates the need for sex education in health professionals training (Gianotten at al, 2006; Weerakoon, 2003; Myers, 2006; Porto, 2006). Health care professional’s interactions with clients involve a range of issues relating to sexuality and professional’s comfort level is a very important factor in determining the successful interaction with a patient/client. 

Conclusion

The improvement of comfort level through a range of sexually related topics in the sample of allied health professional students who completed the ‘Sexuality for Health Professionals’ unit of study delivered online proves that modern technology can offer an excellent opportunity and means to develop personal  and professional skills in sexually related issues. This can help them to be better prepared to situations which they are likely to encounter in professional interactions with their clients. Future research examining different ways to develop not only comfort but also professional communication skills in sexuality and sexual health is warranted. This course was offered on a standard learning platform (Web CT) with asynchronous discussions and email communication. With the expansion of technology, there is need for research into the use of web based seminars, u-tube, podcasts, real time chat (e.g. Skype) and even the virtual world of second life in sexuality education The research would aid in development of new programs based on distant education platform, which may provide effective ways of appropriate sexual interventions education for health professionals in clinical settings. Further studies on developing professional skills related to sexual issues in distant learning are highly recommended and should be undertaken.

This course is offered as an elective to undergraduate health professional students from a range of disciplines (occupational therapists, rehabilitation counselors, leisure and health consultants, medical radiation therapists and physiotherapists). The students appear to work well in inter professional teams. The need for collaboration between healthcare practitioners from different disciplines in evaluation, treatment, and education issues surrounding sexual dysfunction and sexual health is well recognized (Althof et. al., 2005). The authors currently offer an on-line graduate level international coursework masters program in sexual health developed with an inter professional focus (http://www.usyd.edu.au/sexualhealth/). This course has students from many countries (UK, USA, Canada, South Africa, Egypt, Malta, New Zealand), and many professional groups (General Practitioners, Psychiatrists, Psychologists, Nurses, Counsellors, Educators, Sexual Health Workers) working together in an interactive manner  Whereas the students work well together in discussions and management scenarios, the challenge to the course developers is to provide learning activities that would be both relevant and challenging to the wide variety of professionals involved. Given that management of sexual health is by necessity interdisciplinary there is need for research into this form of inter professional learning in sexual health education.
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Figure 1: Curriculum Plan of the On-line Sexuality unit
	COMMUNICATIONS

	Email
	Bulleting Board
	Chat Room
	Discussion Forum

	

	LEARNING ACTIVITIES

GROUP WORK

Exercise 1:

Sex words

Exercise 2:

Video

Exercise :8
Management

options


INDIVIDUAL

ACTIVITIES

Exercise 3:

Desire

Questionnaire

Exercise 4:

Interview

Exercise 5

Quiz

Exercise 6:

Literature

Review

Exercise 7:

Referral

Sources


	
	CONTENT MODULES


INTRODUCTION

1. Aims and Objectives

2. Program description

3. Schedule

4. PLISSIT management model

PLISSIT STAGE 1

1. Instructions, Aims and Objectives

2. Learning resources

3. Exercise 1

4. Exercise 2

5. Exercise 3 and 4

PLISSIT STAGE 2

1. Instructions, Aims and Objectives

2. Part 1: Objectives & Learning

Resources

3. Part 1: Exercise 5

4. Part 1: 30 Multiple Choice

Questions

5. Part 2: Objectives & Learning

Resources

6. Part 2: Exercises 6 & 7

PLISSIT STAGE 3

1. Instructions, Aims and Objectives

2. Questionnaire

3. Learning Resources

4. Trigger Videos

5. Exercise 8: Videos


	
	RESOURCES


INTERNAL

(online resources

developed for this

unit)

EXTERNAL

(links to other

websites)



	
	
	
	
	

	
	
	
	
	COURSE EVALUATION

Pre-course – Self evaluation of comfort in clinical situations

Post-course– Self evaluation of comfort in clinical situations




Figure 2 Homepage of the on line Sexuality unit (screen capture)
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Table 1 - Percentages, means and SDs of students who indicated that they would feel uncomfortable and very uncomfortable in dealing with particular types of clients or situations.

	Question
	Students reporting uncomfortable and very uncomfortable in week 1 (pre-course evaluation). Total 102 responses
	Students reporting uncomfortable and very uncomfortable in week 13 (post-course evaluation). Total 56 responses
	Percentage change in Students reporting uncomfortable and very uncomfortable

	
	%
	Mean
	SD
	%
	Mean
	SD
	%difference

	1. How comfortable do you feel asking a patient/client about his/her sexual practice? 
	31.4
	3.50
	0.882
	12.9
	3.02
	1.005
	18.5

	2. How comfortable do you feel asking a patient/client about his/her sexual orientation? 
	25.5
	3.60
	0.966
	14.5
	3.20
	1.005
	11.0

	3. How comfortable do you feel responding to a 70 year old widow who is inquiring about sexual options? 
	21.5
	3.77
	0.895
	8.1
	3.30
	0.973
	13.4

	4. How comfortable do you feel conducting a physical examination that involves exposure of the breasts or genitalia? 
	20.6
	3.52
	1.141
	17.7
	3.35
	1.031
	2.9

	5. How comfortable do you feel interacting professionally with a handicapped individual who is inquiring about sexual options? 
	16.7
	3.90
	0.882
	4.8
	3.49
	0.931
	11.9

	6. How comfortable do you feel interacting professionally with a person confirmed of having AIDS? 
	15.6
	3.79
	0.926
	8.1
	3.45
	0.951
	7.5

	7. How comfortable do you feel interacting professionally with a person suspected of having AIDS?
	14.7
	3.74
	0.922
	8.1
	3.51
	0.887
	6.6

	8. How comfortable do you feel answering patients/clients questions on matters relating to sexuality?
	13.7
	3.84
	0.706
	6.5
	3.51
	0.931
	7.2

	9. How comfortable do you feel interacting professionally with a homosexual male? 
	8.9
	4.37
	0.834
	3.2
	4.03
	0.980
	5.7

	10. How comfortable do you feel interacting professionally with a homosexual female? 
	5.9
	4.31
	0.781
	3.2
	3.96
	0.878
	2.7
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