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ABSTRACT 

It is estimated that 43% of women suffer from sexual dysfunction. Women expect their 

providers to evaluate their sexual health, yet most clinicians do not because they feel they do not 

have the time, training, or knowledge of sexual health. This discrepancy leaves many women 

with unaddressed health concerns. The purpose of the study was to 1) examine clinician attitudes 

before and after watching an evidence-based educational video 2) examine the impact of each of 

the six educational domains individually and to 3) assess the correlation between the participants 

quality rating of each domain in the video and impact the on participants’ attitudes. A 

recruitment email was sent to one primary care practice and two ob/gyn practices in the 

Washington, D.C. area. Participants were asked to forward the survey to appropriate colleagues 

to widen and diversify the sample. Participants completed a 12 question pre-survey. A majority 

then watched a 15 minute evidence-based educational video about women’s sexual health that 

included the following domains: how to ask and evaluate sexual health, how to address concerns, 

what a sexual medicine specialist/pelvic floor physical therapist/sexuality mental health 

professional does, and how to find them and available resources (organizations, websites, and 

continuing education). After watching the video, participants took a 17 question post-survey. 

Before and after t-scores demonstrated a significant improvement in provider willingness to 

evaluate sexual health. Each domain of the video made a positive impact. 93-98% of participants 

“somewhat agreed” to “strongly agreed” that each domain made them more likely to evaluate 

their patient’s sexual health. The higher a respondent rated a domain, the more likely they were 
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to believe they were more likely to evaluate their patients’ sexual health, as demonstrated by a 

correlation coefficient of 0.6 to 0.7. Participants who finished both the pre-survey and post-

survey rated themselves lower on screening behaviors in the pre-survey, demonstrating the 

significant impact of the video. An evidence-based educational video containing basics of 

evaluation of women’s sexual health and available resources led to improved provider belief that 

they would evaluate women’s sexual health, thus addressing more women’s sexual health and 

possible dysfunction.  



v 

 

ACKNOWLEDGEMENTS 

 

They say it takes a village…Dedicated to past, present, and future patients of women’s 

health. May you have a comprehensive, compassionate, and inspired experience you’re your 

healthcare. 

 To my team. Dr. Julia Lange Kessler, thank you for “midwifing” me through this whole 

process. You knew exactly how to give me the support I needed while pushing me to grow at the 

same time. I appreciated your patience, guidance and “being with me.”  I’d also like to thank Dr. 

Maryanne Lachat for your support and enthusiasm for not only this project but for women and 

their families. Lastly, thank you to Dr. Andrew Goldstein. Your dedication to the field of sexual 

medicine and your scientific brilliance is an inspiration. It was an honor to have you on my team. 

 To my renaissance brother, Shawn Benyounes. This honestly is your project as well. I do 

not know what I would have done without you. Your ever-present genius, and technology and 

reading skills were invaluable. Thank you for always being available to help me, and save the 

day, especially when I was about to lose it. I’m so proud to call you my brother. 

 To Mom and Dad. I’m everything I am because of the love, support, and encouragement 

you have always given me. I would not be here without you. Words cannot thank you enough. I 

love you.  

 To Chris. Thank you for supporting me through all of my crazy ideas, including going 

back to school for a doctorate degree while working lots of jobs. It takes a strong person to not 

see their partner as often, deal with them being exhausted or preoccupied. You sacrificed along 

the way with me. Thank you for supporting me in pursuing my dreams. I love you.  

To my fur babies, Chanel, Oliver and George. Thank you for your warm cuddles, always 

being excited to see me when I got home when I was gone, keeping me company at all hours 

while I worked, being good listeners, and being my best friends.   

 To the midwives and physicians in OB/GYN at the George Washington University. 

Thank you for your support and encouragement during this process. GW is a place of 

compassionate evidence-based medicine, thank you for making and keeping that dream a reality. 

Thank you for being the starting point for my survey. To Dr. Nancy Gaba, Ms. Claire Rodriguez 

and Ms. Tammy Blair, thank you for your willingness to email the survey to your organizations. 

Thank you to Ms. Tracy Sher for wisdom and support.  

Thank you to the participants who took the time to complete the study. Without you, we 

couldn’t be the start of a change for the course of care for women. An additional thank you to the 

participants who sent the survey to colleagues and friends to complete.  

 To my family and friends. Thank you for understanding when I was not around, even 

though you were. Thank you for all of your encouragement and belief in me. It kept me going.  

 To the faculty at Georgetown. You all are so inspiring. Thank you for sharing your 

wisdom and knowledge. To Dr. Slota, for your vision and dedication to the program, as well as 

your calm and peaceful energy. To my study buddies, Courtney and Danielle. The tomato timer, 

the dance breaks, answering my texts to keep me on track, the support. I do not know what I 

would have done without you two. To the DNP 12 pack, the best part of this process. I’m so very 

impressed by each of you. Thank you all for your inspiration, encouragement, brilliant 

conversations and friendship. I’m so honored to have been on this journey with you, I wouldn’t 

have made it without you. I know we will make a difference and I’m excited to see how we 

change the world! 

 



vi 

 

TABLE OF CONTENTS 

Chapter I: Introduction .................................................................................................................... 1 

Description and Statement of Problem ....................................................................................... 2 

Background and Significance of the Problem ............................................................................ 2 

Organizational Needs Assessment .............................................................................................. 6 

PICOT Research Question ........................................................................................................ 10 

EBP Model of Implementation ................................................................................................. 10 

Theoretical Framework ............................................................................................................. 11 

Conceptual Framework ............................................................................................................. 11 

Definition of Terms................................................................................................................... 12 

Conclusion ................................................................................................................................ 13 

Chapter II: Review of the Literature ............................................................................................. 14 

Introduction to Search Criteria .................................................................................................. 14 

Critique and Synthesis of Previous Evidence ........................................................................... 15 

The need to ask. .................................................................................................................... 15 

Lack of education. ................................................................................................................. 17 

Lack of time. ......................................................................................................................... 18 

Further Research ....................................................................................................................... 19 

Rationale for the Project ........................................................................................................... 19 

Chapter III: Methods ..................................................................................................................... 21 



vii 

 

Design ....................................................................................................................................... 21 

Instrument and Tool .................................................................................................................. 21 

Study Objectives ....................................................................................................................... 23 

Population ................................................................................................................................. 24 

Procedures ................................................................................................................................. 25 

Data Analysis Plan .................................................................................................................... 25 

Data Management ..................................................................................................................... 26 

Human Subject Review............................................................................................................. 26 

Project Sponsors and Resources ............................................................................................... 26 

Chapter IV: Results ....................................................................................................................... 28 

Analysis of Data ........................................................................................................................ 28 

Characteristics of the Sample.................................................................................................... 29 

Participants’ Attitudes Before and After Watching the Video ................................................. 31 

Evaluation of Participants’ Quality Rating of Each Domain .................................................... 34 

Analysis of the Impact of Each Domain ................................................................................... 35 

Analysis of Participants’ Quality Rating of Each Domain and the Impact on Participant’s 

Attitudes .................................................................................................................................... 36 

Summary of Findings and Outcomes ........................................................................................ 37 

Conclusion ................................................................................................................................ 38 

Chapter V: Discussion and Conclusion of Findings ..................................................................... 39 



viii 

 

Participants’ Attitudes Before and After Watching the Video ................................................. 39 

Evaluation of Participants’ Quality Rating of Each Domain .................................................... 41 

Analysis of the Impact of Each Domain ................................................................................... 42 

Analysis of Participants’ Quality Rating of Each Domain and the Impact on Participant’s 

Attitudes .................................................................................................................................... 43 

Limitations ................................................................................................................................ 43 

Implications for Practice ........................................................................................................... 45 

Recommendations for Further Study ........................................................................................ 45 

Conclusion ................................................................................................................................ 46 

Appendix A: Iowa Model for Evidence-Based Practice ............................................................... 48 

Appendix B: Non-Linear Model of Female Sexual Response ...................................................... 49 

Appendix C: Adult Learning Theory ............................................................................................ 50 

Appendix D: Melnyk Levels of Evidence .................................................................................... 51 

Appendix E: Pre and Post Survey ................................................................................................. 52 

References ..................................................................................................................................... 58 

 

  



ix 

 

LIST OF TABLES 

Table 1. Characteristics of the Sample ......................................................................................... 29 

Table 2. Pre-Survey Post-Survey Overall Impact ......................................................................... 31 

Table 3. Pre-Survey vs. Post-Survey Impact on Comfort ............................................................. 32 

Table 4. Pre-Survey vs. Post-Survey Impact on Knowledge ........................................................ 32 

Table 5. Evaluation of Participants’ Quality Rating of Each Domain .......................................... 34 

Table 6. Educational Domain’s Impact ........................................................................................ 36 

Table 7. Correlation of Video Quality and Impact on Participants’ Attitudes by Domain .......... 37 

 

 



 

1 

 

Chapter I: Introduction  

Sexual health, as defined by the World Health Organization (2006), is: 

A state of physical, emotional, mental and social well-being in relation to 

sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual 

health requires a positive and respectful approach to sexuality and sexual 

relationships, as well as the possibility of having pleasurable and safe sexual 

experiences, free of coercion, discrimination, and violence. For sexual health to 

be attained and maintained, the sexual rights of all persons must be respected, 

protected and fulfilled. 

Sexual dysfunction impacts an estimated 43.1% of women in the United States (Shifren, 

Monz, Russo, Segreti, & Johannes, 2008). Many of these women do not have their concerns 

addressed because they are embarrassed to ask their clinician. They expect their healthcare 

provider to initiate the discussion about sexual health. However, healthcare providers often do 

not initiate the conversation or know how to properly address a patient’s concerns. Reasons for 

not screening include lack of time, lack of education, and lack of knowledge (Kingsberg & 

Knudson, 2011).  

The purpose of this research is to examine whether providing clinicians with education 

and resources about sexual health and dysfunction would impact their perceived future behaviors 

for completing a sexual health evaluation for their patients. This section of the paper includes 

background information of the problem, the significance, an organizational needs assessment, 

PICOT question, the evidence-based practice model, the theoretical frame work utilized, and the 

definition of terms in context of the study.  
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Description and Statement of Problem 

Sexual dysfunction is a multifactorial phenomenon that involves biology, psychology, 

relationships, societal and cultural factors (Clayton & Groth, 2013). Sexual health and general 

health are often related. Women who suffer from sexual dysfunction are more likely to have 

depression, anxiety, hypertension, diabetes, and elevated lipids (Sadovsky & Nusbaum, 2006). 

Shifren et al. (2009) reported in their study that 78% of patients expected their healthcare 

provider to ask them about their sexual health, especially when they were in the care of a 

gynecologist or primary care physician.  

There are numerous studies that state the most common reason providers do not routinely 

evaluate their patients’ sexual health and dysfunction is a lack of time (Abdolrasulnia et al., 

2010; Garcia & Fisher, 2008; Kingsberg & Knudson, 2011; Roos, Thakar, Sultan, & Scheer, 

2009). In addition to lack of time, other reasons for not evaluating are their lack of knowledge 

and training on the subject (Dahir, 2009; Kingberg & Knudson, 2011; Roos, Sultan, & Thakar, 

2012; Rosen, Kountz, Post-Zwicker, Leiblum, & Wiegel, 2006; Wittenberg & Gerber, 2009).  In 

the review of the literature, no studies were found that assessed what intervention could increase 

provider evaluation of sexual health and dysfunction, while being mindful of the perceived 

barriers.  

Background and Significance of the Problem 

The prevalence of sexual concerns in women is high and varied (Kingsberg & Althof, 

2009).  The four categories of sexual dysfunction include disorders of sexual desire, sexual 

arousal, orgasm, and pain (Bornstein et al., 2016). These disorders are psychological and 

physiological in origin and are not mutually exclusive (Khajehei, Doherty, Tilley, & Sauer, 

2015).   
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Both patients and women’s health care providers find the topic of sexual health to be 

important. Of primary care, obstetrics and gynecology physicians surveyed, 89% believed that 

screening for female sexual dysfunction was somewhat or very important (Nusbaum, Gamble, 

Skinner, & Heiman, 2000). Shifren et al. (2009) reports that 78% of patients expect their 

provider to ask them about their sexual health. In a study by the Association of Reproductive 

Health Professionals and the National Women’s Health Resource Center (2009), they found that 

74% of providers relied on their patients to initiate a discussion about their sexual health, yet, 

73% of patients preferred that their healthcare provider brought up the topic (Association of 

Reproductive Health Professionals and the National Women’s Health Resource Center, 2009). 

Sixty-eight percent of patients wanted a provider who appeared comfortable evaluating their 

sexual health and addressing their concerns (Nusbaum et al., 2000). In the office, it was found 

that 69% of physicians underestimated female sexual dysfunction in their patients (Goldenhar et 

al., 2005). 

Sexuality fulfills an array of personal, reproductive, and social needs (Satcher, Hook & 

Coleman, 2015). While many clinicians believe sexuality is only a social construct, sexual health 

is just as important as general health. Women who suffer from sexual dysfunction often have 

comorbid issues. These issues include but are not limited to depression, psychosocial stress, 

cardiovascular disease, hypertension, diabetes, hyperlipidemia, hyperprolactinemia, and low 

serum testosterone (Sadovsky & Nusbaum, 2006). Orgasms and intimacy increase oxytocin. This 

has been found to lower the risk of heart disease, stroke, breast cancer, and depression. It can 

also aid with sleep, decrease stress, increase social abilities, improve the immune system, and 

decrease pain (Cardoso, Ellenbogen, Serravalle, & Linnen, 2013; Ellison, 2000; Grewen & 
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Light, 2011; Welch, Margolis, Li, & Gershon, 2014; Whipple, Knowles, Davis, Gianotten, & 

Owens, 2007; Whipple & Komisaruk, 1988; Williams & Reynolds, 2006).  

The most recent publication to estimate the cost of chronic pelvic pain was published in 

1996. At the time, it was estimated that chronic pelvic pain cost the United States 2.8 billion 

dollars annually in direct cost (Mathias, Kuppermann, Liberman, Lipschutz, & Steege, 1996). 

Women with chronic pelvic pain took three times the amount of prescription medications as pain 

free women and were more likely to have had major and minor surgeries; thus, increasing direct 

and indirect costs (Collett, Cordle, Stewart, & Jagger, 1998). More recently, a publication solely 

about the cost of endometriosis, estimated an annual cost of $11,777 dollars. Approximately one 

third of the cost, $3,953 dollars, were health care costs. The additional $7,747 dollars, was the 

cost of lost productivity (Simoens et al., 2012).  

The 2015 International Society for the Study of Vulvovaginal Disorders (ISSVD), 

International Society for the Study of Women’s Sexual Health (ISSWSH), and International 

Pelvic Pain Society (IPPS) consensus statement define vulvodynia as “vulvar pain of at least 

three months' duration, without clear identifiable cause, which may have potential associated 

factors” (Bornstein et al., 2016). Annually, the cost of vulvodynia, per patient, is $17,700 dollars 

in direct and indirect costs. The average amount of time it takes a patient to have a diagnosis and 

appropriate treatment is seven years. It is estimated that the annual national financial cost to 

vulvodynia is between $31 billion and $72 billion dollars (Xie, Shi, Xiong, Veasley, & Dade, 

2012). These figures only report the financial cost, and do not reference women with other types 

of sexual dysfunction such as decreased desire, arousal, orgasm, lubrication, and satisfaction.  

One way to decrease healthcare costs is to increase providers’ understanding of sexual 

dysfunction and what resources are available to providers and patients alike. Wittenberg and 
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Gerber (2009) found that “The majority of medical students…68.8% feel that addressing and 

treating sexual concerns will be an important part of their future careers, and only 37.6% feel 

adequately trained to do so.” If education regarding sexual health concerns and resources is 

improved with healthcare professionals, the knowledge can assist them in providing patients with 

a proper diagnosis, treatment plan, anticipatory guidance, and/or proper referral. This can 

potentially decrease the amount of unproductive, and demoralizing appointments that patients 

will have because they will be appropriately referred to a provider who can assess and treat them 

for their concerns.  

The Hippocratic Oath states that providers have an ethical obligation of beneficence, 

which means to do good, and non-maleficence, which means do no harm (Edelstein, 1943). In 

addition, the ethical principle of respect for autonomy is essential in healthcare. According to the 

University of California, San Francisco School of Medicine (2008), “autonomous individuals act 

intentionally, with understanding, and without controlling influences.” In order to meet the 

ethical obligations that providers owe to patients, the patient must be provided thoughtful, 

accurate, evidence-based information. Due to the lack of education regarding sexuality in the 

curriculum of medical professionals, it would behoove the provider to seek out reputable, 

quality, current information sources when guiding their practice. However, some providers 

counsel patients on antiquated data, anecdotal data, or do not have enough information to provide 

patients with the true benefits and risks for each situation. 

In 2010, an article published in the Journal of the American Medical Association 

(JAMA), proposed a national shift from focusing on disease to a focus on health 

(Swartzendruber & Zenilman, 2010). More recently, this recommendation is being implemented. 

Unlike previous Healthy People initiatives, Healthy People 2020 (n.d.) addresses reproductive 
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and sexual health with an emphasis on wellness. This is congruent with the recommendations 

from experts who believe “we can only meet the sexual health challenges by shifting away from 

the current focus on diseases and moving towards a perspective that promotes health and 

wellness” (American Sexual Health Association, n.d.). To move this concept forward, Satcher, 

Hook, and Coleman (2015) created a framework that emphasizes wellness, focus on positive and 

respectful relationships, acknowledgment of sexual health as an element of overall health, and an 

integrated approach to prevention.  

Legally, gynecology and obstetrics is one of the most litigious disciplines of medicine 

(Jena, Seabury, Lakdawalla, & Chandra, 2011). Being able to provide women with thorough care 

and appropriate referral is imperative. It is a fundamental ethical obligation. Not screening for 

sexual health concerns can create a myriad of problems for patients that can have life-long 

implications. 

Given that sexual health and dysfunction is common, important to women, and impacts 

their general health, it is vital to improve education and knowledge of resources for healthcare 

providers who serve women.  

Organizational Needs Assessment 

A detailed organization needs assessment was completed on the academic OB/GYN 

practice in which the researcher worked, as this would be one of the three practices to 

disseminate the researcher’s study recruitment email. The purpose of the needs assessment was 

to evaluate the skill gaps that were reported in the review of the literature were congruent with 

the clinical practice in the organization. It was also completed to create strategies that would 

improve the implementation of the study within the context of the organization.  
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The organizational culture is very supportive of research. It is an academic practice in 

Washington, DC, that is affiliated with a university and academic hospital. Being in the setting of 

academia, the organization is well versed in facilitating and conducting research. Two 

ambulatory care offices are located in Washington, D.C. and one office is in Bethesda, 

Maryland. The organization is associated with an academic institution, and is comprised of 750 

nurse practitioners, physician assistants, certified nurse midwives, and physicians. 

Approximately 50 healthcare providers work in the department of OB/GYN where the survey 

will be distributed by email. Being in a practice of this size affords the researcher a large sample 

size of potential participants. Since participants work in academia, they may see more value in 

research, and may be more willing to share the invitation email with other professional 

colleagues.  

Continuing education is important within the organization. All providers are expected to 

attend weekly grand rounds presentations. Within the provider’s benefits package is a monetary 

allowance for continuing education. Due to the academic model and busy provider schedule, 

there are no in-services provided within the organization. Professional development is considered 

a professional duty and is not considered part of the 40-hour work week for providers. 

 Organizational culture is comprised of assumptions and behaviors that are learned as a 

result of adaptation. Schein’s (2010) levels of cultural theory include artifacts, values, and basic 

underlying assumptions. All three components of Schein’s theory of organizational culture are 

evaluated below in the context of the organization where the research was conducted.   

Artifacts are visible components of culture in the organization which include rituals, 

symbols and slogans (Schein, 2010). The most easily noticed artifact are what can be seen such 

as is the remodeled lobby and exam rooms with a calm décor with highlights of the color pink. 
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Healthcare providers wear business casual dress and wear a custom white coat with their name 

and credentials embroidered. The badge holders provided by the practice say “Respect. 

Compassion. Collaboration. Because we care.” Other artifacts, can be observed through ritual. 

Healthcare providers call each other by their first names. Some of the nurses will call the 

physicians by their first name as well. Patients call the physicians “doctor” and refer to other 

healthcare providers by their first names.  

 Values are the behaviors an organization desires to promote. Superficially, values are first 

seen through artifacts such as slogans on badge holders, however, true values are observed 

through employee behaviors and opinions (Schein, 2010). The values promoted by the 

organization are collaboration, communication, following policies and procedures, research, and 

promoting education. All providers collaborate with each other in a respectful, professional 

manner. There is a sense that each provider brings value to the organization. There are 

mandatory courses for improving communication. These courses teach professional 

communication styles to decrease hierarchical thinking and to provide safer patient care. Upon 

hire, a manual given to each new employee on the policies and procedures of the organization. 

These policies and procedures are followed, and enforced, to hold everyone to the same standard 

and create more uniformity in a large organization. The organization is partnered with the 

university and hospital so there are often students present. Within the community, the 

organization is known as a teaching institution and it is proudly displayed on many pages of the 

website. Research is important because most of the staff hold faculty positions at the university 

and are required to participate in research. While research is a significant component of 

academic medicine, there are barriers to research within the organization. Enthusiasm, 

participation, and awareness of research could be stronger. Optional research meetings for those 
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interested in research are often held in the middle of the day when most healthcare providers are 

working. Many times, providers learn of each other's research by chance as there is no formal 

announcement or recruitment of research studies that are occurring. It could be helpful to have 

more awareness in the organization of what research is going on, what research can be done, and 

how providers can get involved, even at the most basic level. 

 According to Schein (2010), basic underlying assumptions are unspoken, yet understood, 

and deepest component of culture. To understand the basic underlying assumptions is to 

understand the culture of the organization. The primary basic underlying assumption of the 

organization is that the patient comes first. Providers are expected to go out of their way to 

satisfy the patient’s needs and to coordinate care. Even though the midwife position is 

considered a standard 40-hour work week, providers contribute more than 40 hours a week. 

Because much of the provider’s time is utilized for patient care and administrative work, 

participating in research may be difficult due to time constraints. An underlying assumption that 

may assist in facilitating research, even with time constraints, is the assumption of collaboration. 

This assumption drives compassion and teamwork between colleagues. If approached and given 

the information, there could abundance of providers who would participate in a colleague’s 

research study.   

 In summary, the organizational assessment identified strengths and challenges. Two 

compelling strengths include the setting of academia supporting research, as well as the 

teamwork and support of colleagues within the organization. Healthcare providers with a lack of 

time to engage in the research study are the biggest barrier or challenge. Based on the 

organizational needs assessment, the organization would be a suitable, and appropriate, 

environment to implement the DNP project. As an academic institution, resources for research 
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are abundant. These resources would include access to library databases, fellow researchers who 

can mentor each other, an IRB, and a statistician. The organization is very proud of any 

published research and would most likely use a public relations campaign to make others aware 

of the research being generated within the organization.  If all goes well, this would encourage 

the organization to endorse and encourage more sexual health research in the future.  

PICOT Research Question 

PICOT is an acronym that stands for patient population, intervention, comparison, 

outcome, and time frame. It is a means to format a succinct clinical question that guides the 

review of the literature before proceeding with a research study (Melnyk, & Fineout-Overholt, 

2015). The PICOT question based on the phenomena of interest is: how does providing 

clinicians with evidence-based education and resources, regarding sexual health and dysfunction, 

impact their attitudes and perceived future screening behaviors? 

EBP Model of Implementation 

An evidence-based practice (EBP) model is a model used to help translate research 

outcomes into clinical practice. The Iowa Model (Appendix A) considers the whole healthcare 

system in its approach. The first step is to acknowledge a clinical problem trigger or knowledge 

trigger. Next is to evaluate if the problem is a priority for the organization. If it is not, a new 

trigger needs to be explored. If it is, the researcher will create a team, search, and then appraise 

the literature. If there is a sufficient literature based intervention, the researcher can pilot the 

changes in practice. If there is not sufficient evidence, then research is conducted (Titler et al., 

2001). 
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Theoretical Framework 

The literature on “sexual function” is not well defined. Rather, the literature reflects a 

larger knowledge base related to “sexual dysfunction.” Sexual dysfunction previously was 

defined by Kaplan (1977), as a disturbance in the physiological process of desire, arousal, and 

orgasm. The non-linear model for sexual response, by Dr. Basson, will be utilized as a 

theoretical frame work (Appendix B). Basson et al. (2004) produced a sentinel article, written by 

women’s healthcare providers and psychologist, to redefine sexual dysfunction that accounts for 

physical and emotional reasons for sexual dysfunction. With this non-linear model, biological 

factors, physiological factors, sexual stimuli, sexual arousal, sexual drive, emotional and physical 

satisfaction, emotional intimacy, and spontaneous sexual drive all play a role in sexual response. 

This model accounts for dysfunction with desire, arousal, orgasm, satisfaction, and pain. It does 

not correlate sexual satisfaction solely to an orgasm. Any disturbance, physiologically or 

psychologically, is considered sexual dysfunction (Basson et al., 2004). Thus, it can be 

extrapolated that sexual function is the absence of disturbance in desire, arousal, orgasm, 

satisfaction, and a lack of pain.  This model is the foundation for the educational video that will 

be created. It emphasizes a team approach to address the bio-psychosocial aspects of female 

sexual health.  

Conceptual Framework 

 The study was conceptualized with the Adult Learning Theory (Appendix C), 

Andragogy, the art and science of helping adults learn, by Malcolm Shepherd Knowles (1984). 

Adult Learning Theory has two parts, the assumptions made of adult learners and the principles 

of Andragogy. Assumptions about the adult learner include that they: “Move from dependency to 

increasing self-directedness as he/she matures and can direct his/her own learning; Draw on 
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his/her accumulated reservoir of life experiences to aid learning; Are ready to learn when he/she 

assumes new social or life roles; Are problem-centered and want to apply new learning 

immediately; Are motivated to learn by internal, rather than external, factors” (Teaching 

Excellence in Adult Literacy, 2011, p.1). Principles of adult learning include: Involving the adult 

learner in the planning and evaluation of instruction; experience is the foundation for learning; 

adults are interesting in learning things that impact their job or life; and that the learning is 

problem centered compared to content only (Knowles, 1984).  

 The principles of adult learning were utilized in creation of this study. To involve 

learners in the instruction, a literature review was completed to explore clinician sexual health 

assessment perceptions, barriers, and knowledge. This was done to understand the gaps in 

knowledge and what knowledge could potentially make a difference for clinicians. While direct 

experience was not able to be utilized in the study, the video included scripted examples of 

interactions that could occur with patients. A follow up study will include actual live experiential 

learning and the outcomes that result from it. Another component of the Adult Learning Theory 

is that adults want to learn things that will impact their job. Given that all participants of the 

study were clinicians, and the education is related to their work, it easily satisfies that component 

of the Adult Learning Theory. Lastly, in agreement with the theory, the education was problem 

centered rather than providing only content and statistics. 

Definition of Terms 

Sexual Health: a state of physical, emotional, mental and social well-being in relation to sexuality; 

it is not merely the absence of disease, dysfunction or infirmity (World Health Organization, 2006) 

Sexual Function: lack of disturbance of desire, arousal, lubrication, satisfaction, pain, or orgasm 

(Basson, 2004) 
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Sexual Dysfunction: disturbance of desire, arousal, lubrication, satisfaction, pain, or orgasm 

(Basson, 2004) 

Attitudes: the way a person thinks and feels about someone or something (Attitude, n.d.) 

Behaviors: the way a person or animal acts or behaves (Behavior, n.d.) 

Evaluate: to determine the significance or condition of usually by careful appraisal and study 

(Evaluate, n.d.) 

Clinician: Advanced Practice Nurse (Nurse Practitioner, Certified Nurse Midwife),  

Physician Assistant, Physician, Physical Therapist, Mental Health Professional 

Conclusion 

 Sexual health is an important aspect of the patient healthcare experience that has a 

significant impact on their life. Health care providers feel unable to properly address patient 

question or concerns due to lack of time, education, and knowledge. Completing an evidence-

based educational intervention and providing healthcare professionals with resources may 

increase the evaluation of sexual dysfunction and thus lead to more patients having their 

concerns addressed.  
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Chapter II: Review of the Literature 

Introduction to Search Criteria 

A comprehensive review of the literature was completed. The purpose was to find all 

relevant and up to date articles published that related to the impact on education and resources 

for healthcare providers, and its effect on their attitudes and behaviors, in regard to screening for 

sexual health. In addition, articles were found to explain sexual function and dysfunction. 

Databases utilized were PubMed, CINAHL, and Embase. These databases were 

employed because of their pertinence to health care and psychology. Search terms included 

attitudes, behaviors, screening, evaluation, female sexual health, and female sexual dysfunction. 

The initial search started broadly with sexual function AND screening which resulted in 23,246 

articles. More search terms were added to target the articles being collected. Search 

combinations included: screening AND female sexual function, screening AND female sexual 

dysfunction, screening AND attitudes AND female sexual dysfunction, screening AND female 

sexual health NOT cancer NOT HIV, behaviors AND screening AND female sexual 

dysfunction, behaviors AND screening AND female sexual health NOT cancer NOT HIV. 

Articles critiqued for the literature review were from all of the above combinations of searches.  

More articles utilized the word “sexual dysfunction” rather than “sexual function.” Most articles 

that resulted with the search term sexual health were related to sexually transmitted infections 

and pregnancy prevention. 

Inclusion criteria for articles were those published in peer-reviewed journals from 2005 to 

2016, were written in English, and had full text available. The articles needed to assess 

screening/evaluation attitudes and behaviors in regard to women’s sexual health and dysfunction. 

In an effort to obtain the most effective review of the literature, a librarian at the Dahlgren 
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Library of Georgetown University was consulted. The researcher’s literature search, and 

collaboration with the librarian, produced 15 articles which were appraised using Melnyk Model 

(Appendix D). The Melnyk Model appraises articles based on their level of evidence from one to 

seven. One being the most rigorous of a randomized control trial to level seven being an expert 

opinion (Melnyk, & Fineout-Overholt, 2015).  After appraisal it was found that there were 12 

level-four studies, two level-five studies and one level-seven expert opinion. The 15 articles were 

comprised of nine cohort studies, three cross sectional studies, two systematic reviews of the 

literature, and one expert opinion.  

Critique and Synthesis of Previous Evidence 

The 15 articles demonstrated a significant amount of research addressing the importance 

of screening/evaluating sexual health and the lack of screening. Four of the studies addressed 

patient perceptions of screening for sexual dysfunction. Eight of the studies addressed provider 

attitudes of screening for sexual dysfunction. Ten studies used self-administered surveys as their 

tool for their study. Two articles were a review of the literature themselves. Only one article had 

a pretest, intervention, and posttest. After reading the articles, there were three themes that 

emerged: the need to ask patients about sexual health and concerns, the lack of quantity and 

quality education about female sexual dysfunction, and the perceived lack of time experienced 

by providers.  

The need to ask. According to Papaharitou et al. (2005), “women are reluctant to seek 

medical advice on their sexual concerns.” When women sought care for their complaints, they 

most often saw an obstetrician/gynecologist or primary care provider (Shifren et al., 2009).  Only 

6% of women scheduled an appointment specifically for their sexual health concern. Of those 

women, 80% of them initiated the discussion (Shifren et al., 2009). In urogynecology clinics, 
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37% of women had a sexual complaint but only 17% initiated the discussion. Therefore, 83% of 

patients did not bring up their concerns unless asked specifically (Roos et al., 2012).  

Between 73% and 78% of patients expect, or prefer, that their provider initiate the 

discussion, and ask them about their sexual health (Association of Reproductive Health 

Professionals and the National Women’s Health Resource Center, 2009; Shifren et al., 2009). 

However, in the same study by the Association of Reproductive Health Professionals and the 

National Women’s Health Resource Center (2009), 74% of providers relied on their patients to 

initiate a discussion about sexual health. Sobecki, Curlin, Rasinski, and Lindau (2012) found that 

approximately 63% of obstetrician/gynecologists routinely asked about patients’ sexual activity, 

and 40% asked about sexual problems. Of their 1,154 physician participants, less than one third, 

28.5%, routinely asked patients about sexual satisfaction, and 27.7% asked about sexual 

orientation/identity. Only 13.8% asked about pleasure or satisfaction with sexual activity. In a 

study completed by 491 urogynecologists, Goldenhar et al. (2005) reported that most participants 

considered asking at least one question about sexual activity as evaluation of sexual health. 

Adolescents and older populations of women are the least likely to have their sexual 

health evaluated by their provider. In a study by Alexander et al. (2014), they reported that 

during annual visits, no adolescents initiated the conversation about sexual health, and two thirds 

of physicians did not ask adolescents about sex. For those that did, the average conversation was 

36 seconds long. In a literature review, Hinchliff and Gott (2011) reported that older people were 

less likely to seek out medical help for sexual concerns, and that physicians were less likely to 

ask due to embarrassment or their assumption that sex was less important for older people.  

In an effort to better screen patients for sexual dysfunction, questionnaires have been 

created. The most frequently used validated questionnaire, the Female Sexual Function Index 
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(FSFI), uses 19 questions to evaluate six different components of female sexual dysfunction 

(Rosen et al., 2000). Since it was created, it has been cross-validated for use in multiple 

languages, for women in adolescents through menopause, pregnant or not, with mixed causes for 

sexual dysfunction, and for women with chronic medical issues (Rehman, Asif Mahmood, 

Sheikh, Sultan, & Khan, 2015). While these questionnaires can make screening for sexual 

dysfunction more efficient and make asking about sexual health easier, many providers do not 

utilize them (Kriston, Günzler, Rohde, & Berner (2010). In an effort to increase screening for 

sexual dysfunction and to decrease the amount of time patients and providers spent on 

paperwork, Kriston et al. (2010) created a one-question version as well as a two-question version 

questionnaire to screen for sexual dysfunction. Their questionnaire had 74% and 93% sensitivity 

and 76% and 60% specificity, respectively.  While this is promising, questionnaires should not 

replace the patient-clinician interview and obtaining a sexual history (Kingsberg & Althof, 

2009). Questionnaires can be used as a screener, to minimize time spent with each patient while 

providing comprehensive assessment, and as an introduction for a conversation about sexual 

health between the patient and the provider (Kingsberg & Althof, 2009).  

Lack of education. In a literature review completed by Dahir (2009), she noted that not 

one nursing school in the study had sexual health listed as part of their curriculum. In medical 

schools, one half of schools had three to ten hours of coursework and was often taught by a 

psychiatrist. The only requirement in curriculum for teaching sexual dysfunction was from the 

American Board of Obstetrics and Gynecology for pelvic medicine and reconstructive surgery 

specialist (Dahir, 2009). Despite this, the membership of the British Society of Urogynecology 

and the American Urogynecological Society found that 76% of members thought training in 

female sexual dysfunction to be unsatisfactory (Roos et al., 2009).  
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Kingberg and Knudson (2011) reported, in their review of the literature, that lack of 

faculty with a focus in sexual health also contributed to the lack of student education regarding 

sexual health. In a study of medical students, 69% believe that that sexual concerns will be an 

important part of their practice, yet only 37% felt like they were adequately trained to do so. In 

that same group of students, 57% felt inadequately trained to take a basic sexual history 

(Wittenberg & Gerber, 2009). In a study conducted by Rosen et al. (2006), “48% of residents 

indicated that they were uncomfortable with open discussion of sexual issues and would not feel 

comfortable addressing the topic with their patients.” They cited inadequate training, barriers to 

communication and personal discomfort as reasons. After participating in a half day intensive 

workshop for sexual health, they reported more comfort with the topic and that they would be 

more likely to address the sexual issues of their patients (Rosen et al., 2006). 

After schooling and residencies, knowledge of female sexual dysfunction remains 

inadequate. In a study of 1,946 physicians, Bachmann (2009) reported that 60% of them rated 

both their knowledge of female sexual dysfunction and comfort level with female sexual 

dysfunction as poor or fair. Embarrassment about the topic in general, as well as a lack of 

knowledge on how to address their own embarrassment deterred physicians from screening for, 

or evaluating patients’ sexual dysfunction. Bachman (2009) also found that 86% of physicians 

believed that there was a lack of effective treatment options, which may deter them from 

initiating a conversation or addressing patient concerns if they believe that nothing can be done. 

Shifren et al. (2009) also found that most women who presented with a sexual problem did not 

receive any treatment.  

Lack of time. In addition to the lack of education, the other most common reason cited 

for not screening for sexual dysfunction was too little time (Abdolrasulnia et al., 2010, Garcia & 
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Fisher, 2008, Kingsberg & Knudson, 2011, Roos et al., 2009). According to Sadovsky and 

Nusbaum (2006) the clinician can “deal with any sexual problem or dysfunction directly, or refer 

the patient to an appropriately specialized care source.”  If a provider already does not feel 

skilled in the topic, it may take them more time to evaluate the patient. Thus if they already feel 

like they have a lack of time, it can decrease the motivation to screen for sexual dysfunction if 

their feel inadequately prepared (Garcia & Fisher, 2008). 

Further Research 

In summary, there was not one article that addressed giving health care providers 

education or resources and the impact on their attitudes and behaviors of screening for sexual 

dysfunction. From the literature review, no randomized control trials were found. Lack of high 

quality evidence is likely due to the fact that there is not a significant funding for female sexual 

dysfunction and it would be difficult to design a randomized control trial for this topic. Since 

sexual function is so multifactorial, having articles that also assessed psychological concerns and 

partner support would be helpful to broaden the understanding of sexuality. After their synthesis 

of the literature, Kingsberg & Knodson (2011) mentioned that there is a lack of high quality 

evidence regarding interventions for sexual dysfunction screening and that more high quality 

research needs to be performed.   

Rationale for the Project 

 After completing the literature review, it was evident that there is a significant amount of 

data describing the importance of evaluating for sexual dysfunction and why providers are not 

evaluating. However, the literature review demonstrated a lack of data of what can be done to 

increase provider screening of sexual dysfunction within the realm of perceived lack of time. 

Having this data would allow providers to properly evaluate their patients, acknowledge and 
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address their patient concerns without increasing the length of their office visit. As noted in 

background and literature review, this can increase patient satisfaction, provide improved quality 

care, fulfill provider’s ethical obligations, decrease liability potential and save money within the 

healthcare system. 
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 Chapter III: Methods 

Design 

A pre and post-survey study (Appendix E) was completed by healthcare providers at two 

obstetrics/gynecology practices, and one primary care practice, in the Washington, D.C. area. 

These departments were targeted because they are where most patients seek assistance with 

sexual health or dysfunction, according the literature review. It was then requested that 

participants share the study with colleagues to further increase the sample size and diversity of 

participants in the study.  

Instrument and Tool 

An evidence-based educational video (EBEV) was created, by the DNP 

student/researcher, based on information found in the review of literature and resources noted 

below. The video was 15 minutes long, included info-graphic images, and a voice over with 

explanation of those images. The video included background information on the topic of sexual 

health, and information that addressed six educational domains. Background information 

included the definition of sexual health and dysfunction, prevalence of sexual dysfunction, 

patient’s expectations of their providers, reasons providers do not routinely screen, and 

reassurance to providers that they do not need to know how to solve the patient’s concern in that 

visit. The educational domains included: 1) how to ask about/evaluate a patient’s sexual health 2) 

how to address patients questions/concerns even if the provider did not have a solution that day 

3) what a sexual health/medicine specialist is and how to refer to them 4) what a pelvic floor 

physical therapist is and how to refer to them 5) what a sexuality mental health professional is 

and how to refer to them and 6) available resources such as websites, organizations, and 

continuing education opportunities. 
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The pre-survey and post-survey were created by the DNP student/researcher, her team, 

and statistician. It sought to investigate if basic education, and presentation of resources, would 

increase clinicians’ beliefs that they would evaluate a patient’s sexual health in the office setting.  

The pre-survey included 12 questions. The first five questions collected demographic 

information which included gender, age range, specialty, licensed/certification, and years in 

practice. Two questions addressed education of sexual health. The first asked, on a Likert scale 

of one to ten, what the clinician’s training in college or university was in regard to sexual health. 

The second question, also on a scale from one to ten, asked clinicians how much of their 

continuing education addressed sexual health. The next five questions of the pre-survey were 

matched to the same questions in the post-survey in order to evaluate for change after the 

educational video. These questions were on a Likert scale of one to six to create a forced positive 

or negative answer. These questions included: How often do you evaluate your patients’ sexual 

health in the ambulatory setting? How comfortable are you with asking/evaluating patients about 

sexual health and dysfunction in the ambulatory setting? How comfortable are you with 

addressing patients’ questions/concerns about sexual health and dysfunction in the office? What 

is your understanding of what sexual health experts do, including sexual health/medicine 

specialist, pelvic floor physical therapist, and sexuality mental health professional, and how to 

find/refer to them? What is your knowledge of sexual health resources including organizations, 

websites, and continuing education, for you professionally and for your patients? 

The post-survey included 17 questions. The first five questions of the post-survey match 

the five questions mentioned above from the pre-survey. The word “believe” was added to 

evaluate their perception that they would change their behavior since it could not actually be 

measured.  
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The next 12 questions of the post-survey were utilized to evaluate how, individually, each 

of the six educational domains of the video impacted clinicians’ perceived future behaviors. 

These questions were also paired with questions that evaluated the quality of delivery of all six 

educational domains. This was done to be able to assess the correlation between clinician change 

and quality of the delivery of the six domain concepts in the video. As mentioned above, the six 

domains evaluated included: how to ask about/evaluate a patient’s sexual health, how to address 

patients concerns or questions even if the provider did not have a solution that day, what a sexual 

health/medicine specialist is and how to refer to them, what a pelvic floor physical therapist is 

and how to refer to them, what a sexuality mental health professional is and how to refer to them, 

as well as available resources such as websites, organizations, and continuing education 

opportunities. The questions that addressed the quality of the video were phrased: “The video 

taught me…” and were ranked on a scale of one to six. One, being “strongly disagree,” and six, 

being “strongly agree.” The questions that addressed each domain were phrased: “After viewing 

the portion of the video that addressed [domain], I am now more likely to evaluate patient’s 

sexual health in the office.” These questions were also ranked from one to six, with one being 

“strongly disagree” and six being “strongly agree.” An even Likert-like was chosen to force a 

positive or negative answer of the participants.  

Both the educational intervention and tool were reviewed and approved by academic 

faculty at Georgetown University, statistician, industry experts and lay people for clarity, 

content, and feasibility.  

Study Objectives 

There were three main objectives for the study. All objectives were evaluated with data 

from participants who completed the pre-survey, watched the EBEV, and completed the post-
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survey. The first objective was to examine clinician attitudes before and after watching the 

EBEV. This objective serves to evaluate the EBEV, as a whole, for the potential to create a 

change in clinicians’ attitudes for evaluating patients’ sexual health. The second objective was to 

examine the impact of each of the six educational domains individually. Finally, the third 

objective was to assess the correlation between the participants quality rating of each domain in 

the video and impact the on participants’ attitudes. Because the researcher created the 

educational intervention, it was important to examine the participant’s perceived quality of 

coverage of each domain of the video in correlation with their belief that they would be more or 

less likely to evaluate their patient’s sexual health. This was done to explore the possibility of 

whether the actual information was not effective in creating change, or, that it was due to a poor 

delivery of the information through the video. 

The overall outcome measure was the increased or decreased willingness to evaluate 

patients’ sexual health and dysfunction after participants watched an evidence-based video that 

addressed background information and information on the six educational domains.   

Population 

To recruit participants, an email was sent to nurse practitioners, physician assistants, 

certified nurse midwives, and physicians in the practices noted above. The email contained a 

brief description of the project, expectation of how long the survey would take, and the survey 

link. The email also contained a request to forward the email to colleagues in an effort to create a 

larger and more diversified sample. 

Inclusion criteria: 18years old or older, nurse practitioner, physician assistant, certified 

nurse midwife, physician, physical therapist, mental health professional, with online internet 

access 



 

25 

 

Exclusion criteria: younger than 18, lack of online access, medical assistant, registered 

nurse, phlebotomist, administrative staff. 

Procedures 

 A Gannt chart was created to facilitate a timeline. The IRB application was submitted and 

subsequently approved. The survey was emailed to contacts in the three practices that agreed to 

email the survey to their listserv. Data collection took place over a six week period. 

Data Analysis Plan 

To meet the study objectives, the data analysis plan was completed with the statistician 

who was involved in the creation of the survey instrument. Objective one, “examine clinician 

attitudes before and after watching the evidence-based educational video,” was evaluated with 

questions eight through seventeen.  A paired t-test was used to determine the mean difference of 

change before and after watching the EBEV. Objective two, “examine the impact of each of the 

six educational domains individually,” was evaluated with questions 19, 21, 23, 25, 27 and 29.  

Descriptive statistics methods including central tendency and percentages were utilized. 

Objective three, “assess the correlation between the participants quality rating of each domain in 

the video and impact the on participants’ attitudes,” was evaluated in two steps. The first was to 

obtain the ratings of the delivery of information for each domain with questions 18, 20, 22, 24, 

26, and 28. To report this information, descriptive statistics was again utilized for central 

tendency and percentages. Once the ratings were obtained, to evaluate objective three it was 

evaluated by pairing questions 18 and 19, 20 and 21, 22 and 23, 24 and 25, 26 and 27, and 28 

and 29. A Pearson’s correlation coefficient was then run between the pairs of questions.  
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Data Management 

 This study was completed anonymously by participants through the SurveyMonkey™ 

website. The account with the responses was password protected. Only the researcher and 

statistician had access to the results through the website. The data was downloaded to the 

statistician’s password protected computer and into an excel spreadsheet. The researcher, 

statistician, and her team were the only people with access to the document. No responses of the 

survey or any of the data were printed.   

Human Subject Review 

The principle investigator and mentor completed the Collaborative Institutional Training 

Initiative (CITI) program. The project was submitted through the institutional review board 

(IRB) at Georgetown University in the social and behavioral sciences committee. Informed 

consent was obtained by all participants through the survey platform. In the survey platform, 

there was a statement that said “By clicking the link below, I agree to participate.”  

Project Sponsors and Resources 

There were no project sponsors. The study was self-funded by the DNP 

student/researcher. Costs incurred included: a) SurveyMonkey™ account; b) Video producing 

software; c) Music editing software; d) statistician; e) gift cards for study participants. The total 

cost to complete the project was estimated at $1,110.00 dollars.  

Resources included the Georgetown Dahlgren Library, World Health Organization 

(WHO, Center for Disease Control and Prevention (CDC), International Society for the Study of 

Women’s Sexual Health (ISSWSH), International Society for the Study of Sexual Medicine 

(ISSM), Sexual Medicine Society of North America (SMSNA), American Association of 

Sexuality Educators, Counselors and Therapists (AASECT), International Pelvic Pain Society 
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(IPPS), International Society for the Study of Vulvovaginal Disorders (ISSVD), Northern 

American Menopause Society (NAMS), American Society of Reproductive Medicine (ASRM), 

World Professional for Transgender Health (WPATH), World Association for Sexual Health 

(WAS), American Physical Therapy Association Section on Women’s Health (APTA Section on 

Women’s Health), Society for Sex Therapy and Research (SSTAR), Scientific Study of 

Sexuality (SSSS), National Vulvodynia Association (NVA), Vulvar Pain Society (VPS).  
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Chapter IV: Results 

Data collection and analysis were utilized to evaluate the outcomes’ measures of the 

doctoral project. The three objectives were to examine clinician attitudes before and after 

watching the evidence-based educational video (EBEV), examine the impact of each of the six 

educational domains individually, and to assess the correlation between the participants quality 

rating of each domain in the video and impact the on participants’ attitudes. The purpose of 

chapter four is to present the data and the analysis of the study through statistical methods. In 

keeping with most scientific data analysis, the alpha value was set at 0.05. This means that there 

was a five percent chance of a type one error, rejecting the null hypothesis when it was actually 

true. The alpha value was not decreased in an attempt to balance the risk of making a type-one 

versus type-two error, accepting the null hypothesis when it is not true. 

Analysis of Data 

 The online survey was sent to three different practices in the Washington, D.C. area, one 

primary care practice and two OB/GYN practices, which then sent it to their listserv of 

providers. After, the researcher requested participants send the survey to other professional 

colleagues to increase the diversity and size of the sample. Data that was collected was sent to a 

statistician who imported the data into an Excel file. Due to this sampling method and inability to 

know the number of participants invited, it was not possible to determine the response rate. The 

method of an online survey was chosen for ease of access to participants and data collection. 

While the study was anonymous, it is noted that having an online-only survey could create a bias 

within the sample population, based on who has access to, or chooses to, participate via the 

internet.   
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Characteristics of the Sample 

 The survey completion rate was 67.3%. There were 147 participants who completed the 

pre-survey and 99 participants (N=99) who also completed the post survey. Those who did not 

complete the post survey rated themselves more comfortable addressing a patient’s sexual health 

and more likely to screen in the office on the pre-survey. Therefore, those who completed both 

the pre-survey and post-survey were more likely to rate themselves lower in comfort and practice 

of evaluating a patient’s sexual health during the pre-survey in the demographics section.  

 Of the 147 pre-survey participants, 146 were female (99.3%) and 1 (0.7%) participant 

skipped the question. The majority of participants’ (87.8%) age range was 25 to 54 years of age. 

Nurse practitioners or certified nurse midwives comprised 78.23% of the sample. Approximately 

43% of participants had one to six years of experience. Seventy-five percent of the sample rated 

their amount of education in university about sexual health as a five or below on a scale of one, 

no education at all, to ten, very thorough education. Sixty-four percent of the participants rated 

the amount of continuing education that addressed sexual health that they participated in as five 

or below on a scale of one, being “none,” to ten, being “all of my continuing education addressed 

sexual health.” Table 1 is a summary of the characteristics of the sample that were collected.   

Table 1. Characteristics of the Sample  
 N % 

Gender 

  Female 

  Male 

  Other 

 

99 

0 

0 

 

100 

0 

0 

Age 

  18 to 24 

  25 to 34 

  35 to 44 

  45 to 54 

  55 to 64 

  65 to 74 

  75 or older 

 

0 

29 

39 

20 

11 

0 

0 

 

0 

29.29 

39.39 

20.20 

11.11 

0 

0 

 

 



 

30 

 

Table 1. Characteristics of the Sample (continued) 
 N % 

Specialty 

  Obstetrics and Gynecology 

  Gynecology/Women’s Health 

  Urology 

  Primary Care/Family Medicine/Internal Medicine/General Practice 

  Psychology 

 

40 

36 

1 

21 

1 

 

40.40 

36.36 

1.01 

21.21 

1.01 

Licensed/Certified As 

  Nurse Practitioner 

  Certified Nurse Midwife (may also be dual certified NP) 

  Physician 

  Physician Assistant 

  Counselor/Therapist 

  Physical Therapist 

 

55 

26 

4 

1 

1 

20 

 

55.56 

26.26 

4.04 

1.01 

1.01 

20.20 

Years in Practice 

  0 

  1 to 3 

  4 to 6 

  7 to 9 

  10 to 15 

  16 to 20 

  25 or more 

 

11 

24 

19 

10 

16 

11 

8 

 

11.11 

24.24 

19.19 

10.10 

16.16 

11.11 

8.08 

On a scale of 1-10, in your college/university training, how much education 

do you feel you received in regard to sexual health? 

1: none 

2 

3 

4 

5 

6 

7 

8 

9 

10: very thorough education 

 

 

9 

28 

12 

14 

17 

6 

8 

3 

0 

3 

 

 

9.09 

27.27 

12.12 

14.14 

17.17 

6.06 

8.08 

3.03 

0 

3.03 

On a scale of 1 to 10, how much continuing education have you participated 

in that addresses sexual health? 

1:none 

2 

3 

4 

5 

6 

7 

8 

9 

10: every continuing education opportunity addresses sexual health 

 

 

20 

10 

13 

11 

16 

8 

9 

10 

1 

1 

 

 

20.20 

10.10 

13.13 

11.11 

16.16 

8.08 

9.09 

10.10 

1.01 

1.01 
(Note: N=99) 
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Participants’ Attitudes Before and After Watching the Video 

There were 147 participants for the pre-survey and 99 participants who completed the 

post-survey. The mean difference, standard deviation, p-value and t-score were calculated using 

answers from the 99 respondents who completed both the pre-survey and post-survey. All five 

pre-survey post-survey questions were on a one to ten Likert scale. The specifics of each 

question and Likert scale will be discussed below. Because the first three post-survey questions 

were evaluating clinicians’ belief that they would change, the pre-survey questions examined 

what clinicians actually did in practice and the post-survey questions were formatted to use the 

same language as the pre-survey questions, but to include the words “believe” or “think” and 

were in the future tense. The mean difference, standard deviation, t scores and p-value for the 

five pre-survey versus post-survey are reported in Tables 2, 3 and 4.  

Table 2. Pre-Survey Post-Survey Overall Impact  

Pre-Survey Question Pre-Survey Question σx̅ SD t 

On a scale of 1 to 10, how often do 

you evaluate your patient’s sexual 

health in the ambulatory setting? 

On a scale of 1 to 10, how often 

do believe you will evaluate your 

patient’s sexual health in the 

ambulatory setting? 

3.69 2.64 13.87 

(Notes: N=99. σx̅=Mean Difference, SD=Standard Deviation. t= t score. P values for all 5 questions was 0.0001. Scale 1, never, to 10 always) 
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Table 3. Pre-Survey vs. Post-Survey Impact on Comfort  

Pre-Survey Question Pre-Survey Question σx̅ SD t 

On a scale of 1 to 10, how 

comfortable are you with 

asking/evaluating patients about 

sexual health and dysfunction in 

the ambulatory setting? 

 

On a scale of 1 to 10, how 

comfortable do you think you will 

be asking/evaluating patients 

about sexual health and 

dysfunction in the office? 

0.93 1.99 4.64 

 

 

On a scale of 1 to 10, how 

comfortable are you with 

addressing patient 

questions/concerns about sexual 

health and dysfunction in the 

office? 

On a scale of 1 to 10, how 

comfortable do you think you will 

be with addressing patient 

questions/concerns about sexual 

health and dysfunction in the 

office? 

0.88 1.91 4.58 

(Notes: N=99. σx̅=Mean Difference, SD=Standard Deviation. t= t score. P values for all 5 questions was 0.0001. Scale 1, not comfortable, to 10, 
completely comfortable) 

 

Table 4. Pre-Survey vs. Post-Survey Impact on Knowledge  

Pre-Survey Question Pre-Survey Question σx̅ SD t 

On a scale of 1 to 10, what is your 

understanding of what sexual 

health experts (sexual health 

clinician, pelvic floor physical 

therapist, sex counselor/therapist) 

do and how to find/refer to them?  

 

On a scale of 1 to 10, what is your 

understanding of what sexual 

health experts (sexual health 

clinician, pelvic floor physical 

therapist, sex counselor/therapist) 

do and how to find/ refer to them? 

1.75 2.25 7.74 

On a scale of 1 to 10, what is your 

knowledge of sexual health 

resources (organizations, websites, 

continuing education) for you 

professionally and for your 

patients? 

On a scale of 1 to 10, what is your 

knowledge of sexual health 

resources (organizations, 

websites, continuing education) 

for you professionally and for 

your patients? 

3.07 2.06 14.85 

(Notes: N=99. σx̅=Mean Difference, SD=Standard Deviation. t= t score. P values for all 5 questions was 0.0001. Scale for 1st question:1, no 

understanding, to 10, excellent understanding. Scale for 2nd question: 1, not at all knowledgeable, to 10, knowledgeable) 
 

The first question pair “how often do you evaluate your patient’s sexual health in the 

ambulatory setting” and “how often do believe you will evaluate your patient’s sexual health in 

the ambulatory setting” was on a Likert scale with one being “never” and ten being “always.” 

This pairing was utilized as a general concept of overall change after watching the educational 

video. The mean difference from pre-test to post test for this question was 3.69 (SD=2.64) 
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indicating a statistically significant improvement in clinicians belief that they will evaluate their 

patient’s sexual health.  

 The next two questions were on a Likert scale from one, not comfortable, to ten, 

completely comfortable. They evaluated clinician’s comfort in asking or evaluating their 

patient’s sexual health and their comfort in addressing patient concerns related to sexual health. 

The mean difference in clinicians’ comfort with asking/evaluating patient’s sexual health was 

0.93 (SD=1.99). The mean difference in clinicians’ comfort with addressing their patients 

questions or concerns was 0.88 (SD=1.91). While not as significant a change compared to the 

questions that addressed overall change or knowledge of resources, an increase in comfort of 

asking patients about their sexual health, or addressing their concerns or questions, was 

statistically significant.  

 The last two questions of the pre-survey post-survey cluster examined clinician’s 

knowledge of resources. These questions utilized a Likert scale from one, no understanding, to 

ten, excellent understanding. The questions were written exactly the same in the pre-survey as in 

the post-survey. For the question “what is your understanding of what sexual health experts 

(sexual health clinician, pelvic floor physical therapist, sex counselor/therapist) do and how to 

find/refer to them” the mean difference was 1.75 (SD=2.25). The mean difference for the 

question “what is your knowledge of sexual health resources (organizations, websites, continuing 

education) for you professionally and for your patients?” was 3.07 (SD=2.06). It would suggest, 

that providing participants’ with referrals and resources significantly improves the likelihood that 

they will evaluate their patients’ sexual health.  
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Evaluation of Participants’ Quality Rating of Each Domain 

Given that the researcher created the EBEV, questions were designed to evaluate the 

video’s ability to convey information for each of the six domains. All six questions were on a 

Likert scale from one to six. With one being “strongly disagree” and with six being “strongly 

agree.” There were 99 participants who completed these questions of the post-survey. The 

average rating for each of the six questions that began “the video taught me about” was 

calculated. 

Approximately 99% of participants indicated that they “somewhat agree,” “agree” or 

“strongly agree” that the educational video taught them how to ask patients about their sexual 

health, and that 83.8% “somewhat agree,” “agree,” or “strongly agree” that the video taught them 

how to address patient’s concerns and questions. The participants indicated that 84.8% of them 

“somewhat agree” to strongly agree” that the video taught them about sexual health or medicine 

specialist. Rating “somewhat agree” to “strongly agree,” 80.8% and 82.8% of participants 

indicated that the video taught them about pelvic floor physical therapists, and about mental health 

specialists specializing in sexuality, respectively. Almost 99% of participants indicated that they 

“somewhat agree” to “strongly agree” that the video taught them about potentially helpful 

resources.  

Table 5. Evaluation of Participants’ Quality Rating of Each Domain  

 

The video taught me 

Strongly 

disagree 

 

Disagree 

Somewhat 

disagree 

Somewhat 

agree 

 

Agree 

Strongly 

agree 

N % N % n % N % n % n % 

How to ask/evaluate 0 0 1 1.0 0 0 18 18.2 41 41.4 39 39.4 

How to address concerns 0 0 1 1.0 1 1.01 14 14.1 45 45.4 38 38.4 

..Sexual health specialist 0 0 0 0 2 2.0 13 13.1 55 55.6 29 29.3 

..Pelvic floor PTs 0 0 2 2.0 2 2.0 15 15.1 47 47.5 33 33.3 

..Mental health specialists 0 0 1 1.0 1 1.0 15 15.1 54 54.5 28 28.3 

..Resources 0 0 0 0 1 1.0 9 9.0 41 41.4 48 48.5 
(Note: N=99. .. =about. PTs=physical therapists) 
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Analysis of the Impact of Each Domain 

 Six questions in the post survey were created to discern how each educational domain 

made an impact on the provider’s belief that they would evaluate patient’s sexual health. The six 

educational domains were evaluated on a one, strongly disagree, to six, strongly agree Likert 

scale. A six-point scale was used to force an opinion. These questions were phrased “after 

viewing portion of the video that addressed [domain], I am now more likely to evaluate patient’s 

sexual health in the office.” There were 99 participants who completed this portion of the post-

survey. Descriptive statistics were utilized to evaluate the impact of each domain.  

With the education on the domains of “how to ask and evaluate” and “what a sexual 

medicine specialist does and how to refer to them,” 95.9% of participants chose four, “somewhat 

agree”, to six, “strongly agree,” that they were now more likely to evaluate a patient’s sexual 

health. Approximately 97% of participants chose “somewhat agree” to “strongly agree” for the 

domain “how to address patient concerns or questions.” Now understanding what a pelvic floor 

physical therapist was and how to refer, 93.9% of respondents “somewhat agree” to “strongly 

agree” that they would be more likely to evaluate their patients. With knowledge of sex 

therapists and how to refer to them, 94.9% respondents “somewhat agree” to “strongly agree” 

they were more likely to evaluate patient’s sexual health. The educational domain of resources 

was the most likely to make providers more likely to evaluate their patient’s sexual health with 

approximately 98% of respondents choosing “somewhat agree” to “strongly agree.”  
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Table 6. Educational Domain’s Impact  

After viewing the 

portion of the video that 

addressed __, I am now 

more likely to evaluate 

patient’s sexual health. 

 

 

Strongly 

disagree 

 

 

 

Disagree 

 

 

Somewhat 

disagree 

 

 

Somewhat 

agree 

 

 

 

Agree 

 

 

Strongly 

agree 

N % N % n % n % N % n % 

How to ask/evaluate 0 0 3 3.0 1 1.0 22 3 38 38.4 35 35.4 

How to address concerns 0 0 2 2.0 1 1.0 22 22.2 45 45.4 29 29.3 

Sexual health specialists 0 0 1 1.0 3 3.0 21 21.2 44 44.4 30 30.3 

Pelvic floor PTs 0 0 3 3.0 3 3.0 21 21.2 43 43.4 29 29.3 

Mental health specialists 0 0 3 3.0 2 2.0 17 17.2 53 53.5 24 24.2 

Resources 0 0 2 2.0 0 0 20 20.2 42 42.4 35 35.4 
(Note: N=99. PTs=physical therapists) 

Analysis of Participants’ Quality Rating of Each Domain and the Impact on Participant’s 

Attitudes 

 The answers to the six questions that evaluated the educational intervention were then 

paired with the six questions that evaluated educational domains and their impact. These 

questions were analyzed by pairing both questions for each domain to discern if there was a 

negative or positive impact on intent to evaluate a patient’s sexual health. “The video taught me 

about [domain]” was paired to “After viewing portion of the video that addressed [domain], I am 

now more likely to evaluate patient’s sexual health in the office.” There were 99 participants 

who completed the post-survey. A Pearson R correlation was calculated with their responses.  

All of the six paired questions had a p-value of 0.0001. The correlation coefficients for all 

six questions demonstrated positive correlations and ranged from 0.63 to 0.79. When 

respondents rated a portion of the video more highly, they also, on average, were more likely to 

say that that portion of the video made it more likely that they would address sexual health in the 

office. 
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Table 7. Correlation of Video Quality and Impact on Participants’ Attitudes by Domain  

 

 

 

 

The video taught me [domain] 

AND 

After viewing the portion of the video that addressed [domain], 

I am now more likely to evaluate a patient’s sexual health. 

 

 

 

 

 

 

 

 

Paired 

Questions 

 

Domains 

 

CC 

 

p-value 

18 19 How to ask/evaluate a patient’s sexual health 0.65 0.0001 

20 21 How to address patient concerns and questions 0.69 0.0001 

22 23 About sexual health/medicine specialists and how to find/refer 0.67 0.0001 

24 25 About pelvic floor physical therapists and how to find/refer 0.79 0.0001 

26 27 About mental health professionals who specialize in sexuality and 

how to find/refer 

0.72 0.0001 

28 29 About potentially helpful resources 0.63 0.0001 
(Note: N=99. CC=correlation coefficient) 

Summary of Findings and Outcomes 

Overall, the EBEV made a statistically significant positive impact on participants. The 

first objective, examine clinician attitudes before and after watching the EBEV, found that after 

watching the EBEV, participants will be more likely to evaluate patient’s sexual health, feel 

more comfortable asking about sexual health and addressing patient’s questions and concerns, 

have a better understanding of what sexual health experts do and how to refer to them, and have 

a better knowledge of resources for sexual health. The second objective, examine the impact of 

each of the six educational domains individually, found that all domains of education had a 

positive impact on clinicians. The third objective, assess the correlation between the participants 

quality rating of each domain in the video and impact the on participants’ attitudes, found that 

the video was ranked highly in all domains. In addition, the higher the domain education in the 

video was ranked that higher the ranking from the provider that it would change their attitude or 

behavior.  

With 147 pre-survey participants and 99 post-survey participants, 32.7% of participants 

did not complete the survey. A possible non-response bias was noted. When the data was 
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reviewed, participants who did not complete the survey were more likely rate themselves higher 

in the pre-survey on their comfort and knowledge of evaluating patient’s sexual health. 

Therefore, most participants who completed both the pre-survey and post-survey demonstrated a 

lack of comfort and/or knowledge initially, and had an increase in comfort and/or knowledge 

after watching the EBEV.  

Conclusion 

 The EBEV created was satisfactory in addressing the six intended domains of provider 

education. Each domain had a positive impact for increasing participants’ beliefs that they would 

be more willing to evaluate patient’s sexual health. After watching the video, participants 

indicated that they would feel more comfortable asking patients about their sexual health and 

addressing their concerns or questions, and had an improved understanding of referral sources 

and resources in sexual health. All findings were statistically significant.  
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Chapter V: Discussion and Conclusion of Findings 

 To have a comprehensive understanding of the discussion of findings, it is important to 

summarize the purpose of this DNP project. Within the literature review, it was found that many 

women want, and expect, their provider to ask them about their sexual health. However, most 

providers do not evaluate patients’ sexual health due to lack of time, lack of education/training, 

and/or, lack of knowledge. There is a discrepancy between patients’ desires and expectations and 

providers’ behaviors and actions. This means most women are not having their sexual health 

evaluated or addressed and not receiving comprehensive care. No research articles were found 

that addressed how to increase provider’s evaluation of a patient’s sexual health, without 

increasing the time they spent with the patient, or using their time for additional training on the 

topic. The purpose of the DNP project was to create an evidence-based educational video about 

women’s sexual health and examine the impact it had on clinicians. There were three objectives 

to address the gap in clinical practice and in the research. The first objective was to examine 

clinician attitudes before and after watching the evidence-based educational video (EBEV). The 

second objective was to examine the impact of each of the six educational domains individually. 

Finally, the third objective was to assess the correlation between the participants quality rating of 

each domain in the video and impact the on participants’ attitudes. 

Participants’ Attitudes Before and After Watching the Video 

The results comparing the pre-survey and post-survey were used to evaluate if and how 

the evidence-based video as a whole made an impact on participants. An increase in the mean 

difference of 3.69 for the question “after watching the video, on a scale of one to ten, how often 

do believe you will evaluate your patient’s sexual health in the ambulatory setting/office?” 

demonstrates that the video had a statistically, and thus clinically significant impact overall. In 
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this study this was the largest improvement in mean difference. The question was designed to 

discover if a short evidence-based video can increase clinicians’ likelihood to evaluate their 

patients’ sexual health without removing the barriers to evaluation. These barriers, as noted in 

the literature review, include a lack of time, training, and education or knowledge of the topic of 

sexual health. These results imply that those who watch the 15-minute video would increase the 

likelihood that they will evaluate their patient’s sexual health. Utilization of the EBEV could be 

an efficient and cost effective means to increasing the number of women who have their sexual 

health evaluated. Thus, producing more comprehensive and fulfilling care.  

Comfort in asking patients about their sexual health and in addressing their concerns or 

questions increased by a mean difference of 0.93 and 0.88 respectively. This denotes that 

comfort did increase after watching the EBEV. These numbers were statistically significant, but 

they were the smallest increased in the mean difference of the pre-survey post-survey questions. 

It should be noted that knowledge, comfort, and increased evaluation of patients’ sexual health 

are not analogous. Knowledge and/or comfort are not necessarily drivers of behavior. Because 

knowledge increases, it does not always cause comfort to increase. This could potentially explain 

why there was such a significant overall positive difference after watching the video but a 

smaller increase in the mean difference in comfort. It would stand to reason that these findings 

can be applied to the clinical setting. Clinicians may be more likely to evaluate their patients’ 

sexual health due to their increased knowledge from the video but they still may not be 

comfortable doing it.  

Knowledge of sexual health experts and how to refer to them increased a mean difference 

of 1.75. This statistically significant result can be reassuring in that in less than 15 minutes, 

clinicians may be able to appropriately refer patients and get them into specialized care sooner. 
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Besides the remarkable impact this can make on patients, this benefit has meaningful economic 

implications as well. Another consideration is the possible benefits for specialized clinicians due 

to an increase in referrals. With more referrals, they may be able to treat and help more patients.  

The knowledge of sexual health resources increased by a mean difference of 3.07. This 

was the second largest increase in the mean difference when comparing the pre-survey and the 

post survey questions. Again, this statistically significant result is promising because clinicians 

may now provide their patients with these resources and also use them to improve their clinical 

knowledge of sexual health. Because most clinicians will not become sexual health experts, it is 

reassuring to know that a short educational video can significantly improve their knowledge of 

available resources.  

Evaluation of Participants’ Quality Rating of Each Domain 

Due to the evidence-based video being created by the researcher, it was important to 

evaluate the participants’ perception of the information delivery for the educational domains. All 

domains were rated highly by the participants. This demonstrates that in 15 minutes, a significant 

amount of information regarding sexual health can be delivered in an effective way through a 

video. 

Each of the domains was rated well. This is compelling for future utilization of the EBEV 

in its entirety, or in as a single domain. For example, if a sex therapist would like to use the 

portion of the video that addressed what a mental health sexuality specialist was and how to refer 

to them, they could, knowing that that portion of the video was rated highly.  It could be inferred 

that the increase in belief, that the participant would evaluate their patients’ sexual health, was 

due to the information that they received through the video. Having the rating for each domain 

was also essential for data analysis, which is further discussed below. 



 

42 

 

Analysis of the Impact of Each Domain 

These six questions of the post-survey were evaluate to determine which domains made a 

positive or negative impact on the provider’s belief that they would evaluate patient’s sexual 

health. It was found that all of the domains had a positive impact in increasing the participants’ 

belief that they would evaluate their patients’ sexual health. After viewing the portion of the 

video for each domain, 93.9% and 98% of participants said they “somewhat agree” to “strongly 

agree” that they are now more likely to evaluate their patients’ sexual health. This indicates that 

each domain made clinicians believe they were more likely to evaluate their patients’ sexual 

health, and that each domain may have the same impact if utilized independently. This may 

encourage sexual health experts to network with other clinicians, knowing that increased 

knowledge of sexual health experts leads participants to believe that they would be more likely 

to evaluate their patients’ sexual health; thus, producing more referrals to the sexual health 

experts, and more patients cared for.  

The domains that had the highest percentage of participants, 98% and 97%, “somewhat 

agree” to “strongly agree” that they would be more likely to evaluate their patients sexual health 

were “resources”, and “how to address patient concerns or questions.” The two domains, “how to 

ask and evaluate,” and “resources,” were rated as “strongly agree” to increase the likelihood of 

providers evaluating their patients’ sexual health by 35.4% of participants. This is similar to the 

results from the t-test of the pre-survey and post-survey in that knowledge of resources increased 

substantially after the evidence base educational video. It stands to reason that providing 

clinicians with resources including national websites, organizations, and continuing education 

opportunities, was the domain of the video that made the most substantial positive impact for 

clinicians in regard to increasing their likelihood to evaluate patients’ sexual health.    
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Analysis of Participants’ Quality Rating of Each Domain and the Impact on Participant’s 

Attitudes 

It was important to examine any correlation between the quality rating of each domain 

and the participant’s belief that they would evaluate their patient’s sexual health. One concern 

was that if the EBEV did a poor job at delivering information for a domain, then participants 

would have a negative response to their likelihood to evaluate their patients. There was a 

possibility that the information for each domain could positively impact the participants’ 

likelihood to evaluate their patients’ sexual health, but that the result could be negative due to the 

poor ranking of the domain of the video. All six domains were rated positively in regard to the 

delivery of the information and for the participants’ belief that, with their new knowledge, they 

would now be more likely to evaluate their patients’ sexual health. Through Pearson’s 

correlation coefficient testing, it was found that when respondents rated a portion of the video 

more highly, they were more likely to say that that portion of the video made it more likely to 

evaluate their patients’ sexual health.   

Limitations 

Like many research studies, there were multiple limitations. These included research 

limitations and logistical limitations. Research limitations include a lack of variety in the sample 

and biases of participants. While the findings of this study were positive and statistically 

significant, they should be deciphered in relation to the limitations of this particular study.  

Participants for the study were obtained through email, which can inherently bias the 

sample. It was requested that research participants share the link to the survey to other clinicians 

who may have been interested in participating in the survey in an effort to broaden and diversify 

the sample. Because participant’s credentials were not validated, it could stand to reason that 
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non-clinicians participated in the study. Approximately 78% of participants were nurse 

practitioners or certified nurse midwives. The study did not have enough physicians, physical 

therapists or mental health professionals to discover statistically significant information for each 

specific group. All participants of the study were female and participating in a study on women’s 

sexual health, which could create more of a willingness to participate and to belief that they will 

change their practice out of empathy. 

Two considerations that could be limitations of the study involve the design of the 

questions. The first design limitation is that participants self-report their beliefs that they will 

change in the future and the evaluation of comfort in the pre-survey and post-survey. 

Participants’ post-survey questions were measured on their beliefs rather than on objective data 

and may not reflect an actual change in practice. Another design limitation was the evaluation of 

comfort in the pre-survey and post-survey. Because the post-survey questions required 

participants to consider how they believe they will feel, measuring their perceived future comfort 

may not be useful or necessary. An increase or decrease in comfort may or may not impact the 

actions of a healthcare provider. A study that collects objective data, and that has clinicians 

interacting with patients, would be a more appropriate means to measure the increase or decrease 

in clinician comfort secondary to watching the EBEV.   

There were 147 participants of the pre-test and 99 post-test participants so a non-response 

bias was considered. Participants who completed the whole study were more likely to rate 

themselves as less knowledgeable on the pre-survey. Those who chose not to complete the whole 

study were more likely to rate themselves as more knowledgeable on the pre-survey and may 

have been the inclination for not completing the survey. The 32.6% attrition rate may have been 

related to the length of time for the completion study. 
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Implications for Practice 

The study demonstrated that a short EBEV can make a positive difference in providers’ 

beliefs that they will evaluate their patients’ sexual health, their comfort in doing so, and their 

knowledge of resources and referrals. The video can be utilized as it was produced in its entirety. 

Each domain of the video was rated well so it was able to deliver the information it intended to. 

The education of each domain made a positive impact on the participant’s belief that they would 

evaluate their patient’s sexual health. Therefore, each domain of the video may be viewed 

separately if needed. Knowing each domain made a positive difference may encourage sexual 

health specialist, pelvic floor physical therapist, mental health sexuality specialist, and 

organizations that focus on sexual health, to network with providers. It can be inferred that the 

more knowledge of referrals and resources a clinician has, the more likely they are to evaluate 

the patients’ sexual health. The domain that consistently made participants of the study most 

likely to believe they are more likely to evaluate their patients’ sexual health was “resources.” To 

increase the amount of patients who have their sexual health evaluated and addressed, a first 

action may be as simple as providing students and clinicians a nationally available resource list 

that they can defer to or share with patients.   

Recommendations for Further Study 

 This study explored participants’ belief that they would be more likely to evaluate their 

patients’ sexual health. Given that there are many factors why providers do not evaluate, a 

randomized control trial to evaluate if those beliefs become actions in clinical practice would be 

an appropriate and needed follow-up study.  

 While all of the domains were rated well by participants, conducting a qualitative study 

for the domains that scored the lowest, pelvic floor physical therapy and mental health 
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professionals specializing in sexuality, to understand where improvements can be made may lead 

to revisions and improved delivery of content in the evidence-based video. The creation of 

shorter videos made to address each domain individually could be created through simple 

editing. Different studies can arise from using these shorter videos. A similar pre-survey post-

survey study could be done for each video to examine if shorter videos may create a change in 

participants’ beliefs or behaviors and if so, which domain made the biggest impact. This data 

could then be compared to the data from the original EBEV to examine which produces the 

biggest impact for positive change.  

With 147 pre-survey participants, there is a data set that can be statistically evaluated to 

build upon basic knowledge of clinicians and their characteristics, education, comfort and 

knowledge of evaluation of sexual health.  

Conclusion 

Sexual health is a vital component to medical care and quality of life for patients, 

however, there is a discrepancy between patient desires and expectations and provider behaviors 

and actions, which leaves most women not having their sexual health evaluated or addressed. To 

address this gap in care, the purpose of this study was to create an educational intervention about 

women’s sexual health and examine the impact it had on clinicians. This study was the first to 

attempt to increase clinician evaluation of women’s sexual health without making significant 

changes to barriers already in place for evaluation: lack of knowledge, training, and time. The 

objectives of this study were to examine clinician attitudes before and after watching the EBEV, 

examine the impact of each of the six educational domains individually, and to assess the 

correlation between the participants quality rating of each domain in the video and impact the on 

participants’ attitudes. 
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The 15-minute EBEV was comprised of background information about sexual health and 

dysfunction, and education on six domains. These domains included how to ask/evaluate sexual 

health, how to address patient concerns or questions, referral options: sexual medicine specialist, 

pelvic floor physical therapy, sexuality mental health professionals, and resources: organizations, 

continuing education and websites. 

Results of the pre-survey compared to the post-survey of 99 participants indicated that 

overall, an EBEV made a positive impact on participants’ belief that they would be more likely 

to evaluate their patients’ sexual health. The six domains (how to ask/evaluate sexual health, how 

to address patient concerns or questions, referral options: sexual medicine specialist, pelvic floor 

physical therapy, sexuality mental health professionals, and resources: organizations, continuing 

education and websites) were each rated highly in their delivery of content through the video and 

for their likelihood that participants believed they would be more likely to evaluate their patients’ 

sexual health after obtaining that knowledge. There was a correlation with how well the domain 

of the video was rated by participants and with the participants increased likelihood they 

believed they would evaluate their patients.  

In conclusion, a short EBEV could make a difference in provider evaluation of patient 

sexual health. Having clinicians watch a 15-minute video that comprises information on the 

background of sexual health, how to ask/evaluate sexual health, how to address patient concerns 

or questions, referral options, and resources, was statistically significant for clinicians believing 

they would be more likely to evaluate their patients’ sexual health. Future studies are needed to 

examine if these beliefs translate into action and to continue to explore the impact education has 

on clinicians.  
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Appendix A: Iowa Model for Evidence-Based Practice 

 

(Source: Titler et al. (2001) 
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Appendix B: Non-Linear Model of Female Sexual Response 

 

(Source: Association of Reproductive Health Professionals, n.d.) 
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Appendix C: Adult Learning Theory 

 

(Source: Pappas, C. 2013) 
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Appendix D: Melnyk Levels of Evidence 

 

(Source: East Carolina University. (2018) 
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Appendix E: Pre and Post Survey 

# Pre Survey # Post Survey 

1 Gender: 

o Male 

o Female 

o Other 

  

2 Age:    

3 Specialty: 

o Obstetrics and Gynecology 

o Gynecology/Women’s 

Health 

o Urology 

o Primary Care/Family 

Medicine/Internal 

Medicine/General Practice 

o Psychology 

o Other 

  

4 Licensed/Certified as: (choose all 

applicable) 

o Nurse Practitioner 

o Certified Nurse Midwife 

o Physician Assistant 

o Physician 

o Counselor/Therapist 

o Physical Therapist 

o Other: _________ 

  

5 Years in Practice: ______   

6 On a scale of 1 to 10, in your 

college/university training, how much 

education do you feel you received in 

regard to sexual health?  

o 1--None 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—Very thorough education 

  

7 On a scale of 1 to 10, how much 

continuing education have you participated 

in that addresses sexual health?  

o 1-- None 
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o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

10—Every continuing 

education opportunity addresses 

sexual health 

8 On a scale of 1 to 10, how often do you 

evaluate your patient’s sexual health in the 

ambulatory setting? 

o 1-- never 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—always 

13 On a scale of 1 to 10, how often do 

believe you will evaluate your patient’s 

sexual health in the ambulatory setting?  

o 1--never 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—every time 

9 On a scale of 1 to 10, how comfortable are 

you with asking/evaluating patients about 

sexual health and dysfunction in the 

ambulatory setting?  

o 1—not comfortable 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—completely 

comfortable 

14 On a scale of 1 to 10, how comfortable 

do you think you will be 

asking/evaluating patients about sexual 

health and dysfunction in the office?  

o 1—not comfortable  

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—completely 

comfortable 

10 On a scale of 1 to 10, how comfortable are 

you with addressing patient 

questions/concerns about sexual health and 

dysfunction in the office?  

o 1—not comfortable 

o 2 

o 3 

15 On a scale of 1 to 10, how comfortable 

do you think you will be with 

addressing patient questions/concerns 

about sexual health and dysfunction in 

the office?  

o 1—not comfortable 

o 2 
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o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—completely comfortable 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—completely 

comfortable 

11 On a scale of 1 to 10, what is your 

understanding of what sexual health 

experts (sexual health clinician, pelvic 

floor physical therapist, sex 

counselor/therapist) do and how to 

find/refer to them?  

o 1—no understanding 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—excellent understanding 

16 On a scale of 1 to 10, what is your 

understanding of what sexual health 

experts (sexual health clinician, pelvic 

floor physical therapist, sex 

counselor/therapist) do and how to find/ 

refer to them? 

o 1—no understanding 

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—excellent understanding 

12 On a scale of 1 to 10, what is your 

knowledge of sexual health resources 

(organizations, websites, continuing 

education) for you professionally and for 

your patients? 

1—not at all knowledgeable  

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—incredibly 

knowledgeable 

 

17 On a scale of 1 to 10, what is your 

knowledge of sexual health resources 

(organizations, websites, continuing 

education) for you professionally and 

for your patients? 

o 1—not at all 

knowledgeable  

o 2 

o 3 

o 4 

o 5 

o 6 

o 7 

o 8 

o 9 

o 10—incredibly 

knowledgeable 

  18 

 

 

 

The video taught me how to 

ask/evaluate patient’s sexual health  

o 1-strongly disagree 

o 2-disagree 
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19 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing the portion of the video 

that addressed how to ask/evaluate 

patients sexual health, I am now more 

likely to evaluate patient’s sexual health 

in the office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

  20 

 

 

 

 

 

 

 

 

 

21 

The video taught me how to address 

patient concerns and questions 
(whether I could solve them that day or 

not) 

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing portion of the video that 

addressed how to address patient 

concerns and questions (whether I 

could solve them that day or not), I am 

now more likely to evaluate patient’s 

sexual health in the office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

  22 

 

 

 

 

 

 

The video taught me about sexual 

health/medicine specialists (Physician, 

Nurse Practitioner, Physician Assistant, 

Certified Nurse Midwife) and how to 

find/refer to them 

o 1-strongly disagree 

o 2-disagree 
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23 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing portion of the video that 

addressed sexual health/medicine 

specialists (Physician, Nurse 

Practitioner, Physician Assistant, 

Certified Nurse Midwife) and how to 

find/refer to them, I am now more likely 

to evaluate patient’s sexual health in the 

office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

  24 

 

 

 

 

 

 

 

 

25 

The video taught me about pelvic floor 

physical therapists and how to 

find/refer to them 

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing portion of the video that 

addressed pelvic floor physical 

therapist and how to find/refer to them, 

I am now more likely to evaluate 

patient’s sexual health in the office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

  26 

 

 

 

 

 

The video taught me about mental 

health professionals who specialize in 

sexuality and how to find/refer to them 

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 
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27 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing portion of the video that 

addressed mental health professionals 

who specialize in sexuality and how to 

find/refer to them, I am now more likely 

to evaluate patient’s sexual health in the 

office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

  28 

 

 

 

 

 

 

 

 

 

29 

The video taught me about potentially 

helpful resources (organizations, 

websites, continuing education)  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 

 

After viewing portion of the video that 

addressed potentially helpful resources 

(organizations, websites, continuing 

education), I am now more likely to 

evaluate patient’s sexual health in the 

office.  

o 1-strongly disagree 

o 2-disagree 

o 3-somewhat disagree 

o 4-somewhat agree 

o 5-agree 

o 6-strongly agree 
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