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Abstract
The aim of this study was to evaluate the effectiveness of the PLISSIT
[Permission (P), Limited Information (LI), Specific Suggestions (SS) and
Intensive Therapy (IT)] model in dealing with postpartum sexual problems.
This was a quasi-experimental study whith a pre-test, a post-test and a
control group made with 123 women (intervention=61; control=62). Before
the application of the PLISSIT Model intervention plan, 77.0% of the
women in the intervention group and 71.0% of the women in the control
group had statistically similar 12 points or above scores of Arizona Sexual
Experiences Scale-female form and sexual problems. After the application
of the PLISSIT Model intervention plan, the women in the intervention
group (60.7%) experienced statistically significant sexual problems
according to the Arizona Sexual Experiences Scale-female form than the
women in the control group (77.4%). This study revealed that the PLISSIT
Model intervention plan reduced the postpartum sexual problems
experienced by women.
Keywords: Nurse, Nursing care, PLISSIT Model, Postpartum period,
Sexual problems.
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Introductıon
A woman’s sexual function is affected by factors such as puberty, birth
and menopause as well as psychologic, social, economic, political, cultural,
ethical, legal, religious spiritual and biologic attributes such as age; and
many other factors springing from sexual tendencies (Abdol et al. 2009,
Botros et al. 2006, Johnson 2011). During pregnancy, postpartum,
menopause and old age; whether a woman’s sexual desire and sexual
activities continue depends on the existence of a sexual partner and his
sexual functions, the quality of the partner’s sexual relations, and the
general health of the couple (Lamont and Hamilton 2012). The World
Health Organisation emphasises that paying attention to sexual health is an
important issue. Also it gives importance to focusing on sexuality during the
development of the woman’s health and well-being, and to the integration of
this service into primary health care (World Health Organization 2004).
Most women attempt to return to their sexual lives within 8-12 weeks
after delivery, but it can take up to a year before they can experience sexual
intercourse the way it used to be before pregnancy. Postpartum challenges
related to sexual intercourse can continue for three months on the average
(1-11 months). It is realised from this study that the sexual function of
women after delivery is worse when compared to what it used to be before
delivery as the incidence of sexual dysfunction in adults which is 19-63%
(Hisasue et al. 2005, Oboro and Tabowei 2002) increases up to 34-91% in
women in the postpartum period and seems to vary over a wide range
(Olsson et al. 2005, Williams et al. 2007). Sexual problems are experienced
intensely particularly during the first three months of the postpartum period
(Barrett et al. 2000, Xu et al. 2003). Barrett et al. (2000) notified that
although a majority of women return to sexual activities within the first
three months of the postpartum period; 83% of these women experience
sexual problems and while this rate drops to 64% in the sixth month, 38%
are never able to return to it at the the level it used to be before birth. Serati
et al. (2010) also, in the review study incuded 48 studies, reported that
breast-feeding, dyspareunia, and malfunctions of the pelvic girdle delay
one’s return to sexual life after delivery.
A limited number of studies relevant to sexual life are found in Turkey.
According to a study carried out using the Arizona sexual life scale, 83% of
women during the first year of the postpartum period experience sexual
problems (Karaçam 2008). Using this same scale in a research involving
230 women, who on the average, were in 8.1±2.9 months (range: 2-12
months) of the postpartum perioid; it is informed that 38.3% of women
before conception, 33.0% during pregnancy and 91.3% after delivery have
sexual problems (Acele and Karaçam 2012). In another study involving 391
primiparas who had undergone vaginal delivey, it is reported that 34.8% of
women before conception, 38.9% during pregnancy and 28.9% during the
postpartum period experience dyspareunia (Karaçam and Çalışır 2012). Still
in another research involving 35 women, it is reported that 4 of these
women had not returned to sexual intercourse, their sexual life was affected
by the following: inability to be alone (n=34/35), insufficient time
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(n=32/35), the baby’s sleeplessness (n=32/35), perineal discomfort
(n=30/35), lack of sexual desire (n=28/35), fatigue (n=27/35), discomforts
in the breast (n=16/35) and their partner’s response (n=3/35) (Şahin 2009).
It is shown in these studies how sexual problems during the postpartum
period, as compared to other periods, are more intense and widespread.
The sexual function of a woman during the postpartum period can be
affected by many conditions. These include the mother’s age, her level of
education, the duration of marriage or the relationship with her partner,
sexual problems before and during pregnancy, type of birth, breast-feeding,
psychological problems and perineal traumas (Gibbsons et al. 2010, Hipp et
al. 2012, Holanda et al. 2014, Johnson 2011, Lee and Tsai 2012, Salim and
Gualda 2010, Shirvani et al. 2010). Fatigue, sleeplessness, some stressors
such as childcare which is highly time consuming, hormonal changes
(reduction of oestrogen-progesteron level and increase in prolactin etc.) and
changes in the woman’s body image during the postpartum period are
reasons for reduced interest in sexual life and the reduced frequency of
sexual relations (Olsson et al. 2005, Brtnicka et al. 2009). In addition, a
number of women during the postpartum period experience dyspareunia due
to reduced slickness in the vagina resulting from a low level of oestrogen
(Abdool et al. 2009, Barrett et al. 2000, Handa 2006). Breastfeeding
mothers may have decreased sexual desire owing to change in hormonal
levels and suffer from dyspareunia because of vaginal dryness.
The issue of sexual life and sexual function is a topic which is tabooed
in Turkey and encounters difficulties when brought up by health personnel.
However, there are important responsilities of nurses on this topic. Aims
postpartum care given by nurses is to strengthen the sexual health of the
woman, encourage the expression of sexual problems, define the reasons
and characteristics of sexual problems and implement interventions
regarding problems defined. Nurses can plan and carry out protective and
developmentary initiatives aimed at the sexual health of a woman, make
early diagnoses, provide counselling for the treatment of existing problems
and refer to them when necessary.
While diagonosing and making a care plan for postpartum sexual
problems, nurses can benefit from the PLISSIT Model which provides a
comprehensive and conceptual setting. The model was developed by Annon
(1981) for effective discussions relating to sexual life between health
personnel and an individual and also for the analysis of sexual problems.
The PLISSIT model in collaboration with examining the individual,
understanding their decisions and showing respect; supports the role of
counselling in dealing with sexual problems. This model consists of four
stages. These include P-Permission, LI-Limited Information SS-Specific
Suggestions and IT-Intensive Therapy. By applying the first three stages of
this model, 80-90% of sexual problems can be solved. Annon (1981)
informs that 70% of all sexual problems at the Permission stage can be
solved and hence advocates the necessity of permitting an individual to
explain their sexual worries and anxieties. This model can be applied at
anytime to an individual where appropriate and in different situations
(Annon 1981).
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In studies which have been done early on, it was shown that the
PLISSIT model had positive effects on the individuals, at different stages of
life and in different circumstances, to whom it was applied and on their
sexual functions (Ayaz and Kubilay 2008, Chun 2011, Cleary et al. 2012,
Jaarsma et al. 2010, Ju-Hee 2013, Lara et al. 2008, Tütüncü 2009). This
provoked the thought that the structure and features could be effecive in
solving postpartum sexual problems. Consequentially, this study has been
done to evaluate the effectiveness in using the PLISSIT model to solve
postpartum sexual problems among women. The hypothesis, therefore, for
this study is that the PLISSIT Model intervention plan used by nurses is
effective in reducing sexual problems during the postpartum period.

Methods
Study Design
This was a quasi-experimental study with a pre-test, a post-test and a
controlled group. The research was carried out between March 2011 and
September 2013 in regions affiliated to Antalya Kepez no. 17 (Dr. Selattin
Topçu) Family Health Centre and No. 18 Culture Family Health Centre.
These two family centres were selected because of their proximity to each
other from a socio-demographic point of view, their availability of
individuals with similar status as well as families with different socioeconomic statuses. Because women generally return to sexual life during the
1.5-2nd month of the postpartum period and sexual problems are frequently
encountered during the 3-12th month; women within their 3-12th month of
the postpartum period were selected for the research.
Study Participants
The minimum number of individuals to be sampled was calculated with
a 95% confidence interval and an 80% level of effect, and it was found that
a total of 123 people were necessary for the research. From of the 123
people selected out of 640 women using the systematic sampling method,
61 and 62 women were randomly placed into the intervention group and
control group respectively. There would be more the possibility of case
losses because the research was made during the summer time, for each
woman who was included in the research sample, a reserve was selected
again by using the systematic sampling method. Women with ages 18-40,
elementary school eduction or above and within 3-12 months of the
postpartum period were included to this study. Women that had been
diagnosed with a psychological and sexual disorder, who their spouses were
diagnosed with a psychological and sexual disorder, who were pregnant,
who had not returned to their sexual life after delivery, and could not be
found in their home during the home visits, were excluded from the study.
Women without formal education to enable them to personally fill the the
Arizona Sexual Experience Scale-Female Form and the Sexual Quality of
Life Scale-Female Form were also exempted from the reseach. Women
who, based on the Arizona Sexual Experience Scale-Female Form, were
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separated from their spouses or who were considered sexually inactive
because of a questionable sexual life in the previous week were excluded
during sampling. Information regarding the inclusion and exclusion of
women during the sampling for the study is given in Figure 1.
Figure 1. Data on Women who Qualified for Sampling and those who Were
Sampled
Number of women who could be
sampled into the intervention and control
groups, N=640

Number of women who were
invited into the intervention and control
groups, N=246

Number of women who were
invited into the intervention group,
N=123

Number of women who were
invited into the control group,
N=123

Excluded (N=62)
Didn’t agree to be part of the
research=12
Weren’t found in the her home=22
Wrong home addresses=17
Having changed locations =7
Having pregnancy=2
Having divorce=1
No returned to sexual activities=1

Excluded (N=61)
Didn’t agree to be part of the
research =10
Weren’t found in the her home=25
Wrong home address=20
Having changed locations=6

Intervention
group N=61

Control
group N=62

Data Collection
The survey data was developed by the researchers based on literature
and collated through the use of a personal information form consisting of
two sections: a birth and a postpartum sexual life questionnaire (Abdool et
al. 2009, Acele and Karacam 2012, Barrett et al. 2000, Holanda et al. 2014,
Johnson 2011), the Arizona Sexual Experiences Scale-Female Form, and the
Sexual Quality of Life Questionnaire-Female Form.
The personal information form asked 19 questions about the woman’s
socio-demographic features. The questionnaire in relation with the prepregnancy, preganancy and postpartum period however asked 23 questions
on obstetric histories, pre-pregnancy, pregnancy and the postpartum period;
and about conditions that are considered risk factors for postpartum sexual
life. To provide comprehension and perspective validity during the
development of the questionnaire, a professional opinion was sought from
10 educationists from the areas of nursing involving the health and diseases
of the birth-woman, mental health and public health. Additonally, to
develop the comprehensibilty and applicabilty of these forms, they were
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firstly piloted with 10 women. Hence, based on the professional opinions
and on the results from the preliminary test, some of the questions featured
in the questionnaires were edited.
Arizona Sexual Experience Scale: The Arizona Sexual Experience
Scale was developed by McGahuey et al. (2000) for the evaluation of sexual
malfunctions. The Turkish version of this scale was created by Sokyan in
2004. There are separate forms for males and females, for this research, the
female form was used. The female form consists of 5 six-point Likert-type
self-report questions. This form determines sexual desire, arousal, vaginal
wetness, the capacity to reach orgasm and the feeling of satisfaction after
orgasm.
There are differernt points for each question, from 1 to 6. Total score
ranges from 5 to 30. The sum of the scores obtained from the scale items,
constitutes the total scale score and the cut-off score was reported as 11.
During the reliability study of the scale, Cronbachʼs alpha value was
reported as 0.90 (Soykan 2004). This scale has been used in some earlier
studies conducted in Turkey (Acele and Karaçam 2012, Gürkaş 2009,
Karaçam 2008). Cronbachʼs alpha values of the scale in this study were
calculated to be 0.75 and 0.76 in the first and second visits, respectively.
Sexual Quality Life Questionnaire: This scale was developed by
Symonds et al. (2005) and its validity and reliability have been confirmed. It
was adapted into Turkish by Tuğut and Gölbaşı in 2010. This scale
constitutes of 18 items which are easily applicable and can be easily
answered. It is expected that the answers provided for this scale are based
on one’s sexual life during the previous four weeks. Being a six-Likert type
of scale, each item is scored between 1-6: (1=totally agree, 2=agree to a
large extent, 3=partly agree, 4=disagree in part, 5=disagree to a large extent,
6=strongly disagree). A total score which ranges from 18-108 can be
obtained from this scale. It is recommended that, in the evaluation of the
questionnaire, raw scores obtained are firstly converted with this formula
[Raw score obtained from scale-18) x 100/90] before used. For instance, an
individual who obtains a raw score of 63 on the scale after conversion [(6318)x100/90], gets 50. It has been shown that a high score obtained from this
scale is analogous to a quality sexual life (Symonds et al. 2005). It is
reported that during the adaptation of this scale into Turkish, the reliability
coefficient of the entry total score changed to 0.32-0.67 while the
Cronbach's α coefficient became 0.83 (Tuğut and Gölbaşı 2010). This scale
has been used in some earlier studies conducted in Turkey (Kisa et al.
2014). Cronbachʼs alpha values of the Sexual Quality of Life scale in this
study was calculated to be 0.78 and 0.77 after the first and second visits.
PLISSIT Model Intervention Plan: The Preparation of a Nursing
Intervention Booklet for Sexual Probelms Experienced by Women During
the Postpartum Period
The content of this booklet was prepared based on Annon’s (1981)
PLISSIT Model of Intervention. Also, by scanning related literature,
necessary additional information related to the postpartum period was
developed and converted into a beneficial booklet for the reseacher (Allen
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and Fountain 2007, Alteneder and Hartzell 1997, Dixon and Dixon 2006,
Jaarsma et al. 2010, Johnson 2004, Hordern 2008). The following were
captions which were featured in the booklet:
 General information related to the postpartum period.
 Changes which occured during the postpartum period.
 A nursing intervention scheme for sexual probelms during the
postpartum period.
 Changes in sexual life during the postpartum period.
 Sexual anxieties and problems.
 Nursing interventions (PLISSIT Model).
 Permission (P),
 Limited information (LI),
 Specific Suggestions (SS), and
 Intensive Therapy (IT).
 Evaluation and results.
To provide reliability to the comprehension of the booklet, a
professional opinion was sought from 5 doctors and nurses who have a
postgraduate education in the areas of birth and female health and diseases.
Reorganizations were done according to these opinions. To develop
comprehensibility and applicability and also to standardise the researcher’s
intervention and other applications, a pilot study was carried out with 10
women. These women used for the pilot study were excluded from the main
study.
Procedure
The random selection and determination of the addresses of the women
who would be sampled, computer records from the Antalya Provincial
Health Directorate and from the family doctors in the family health centres
where the research was carried out were utilised. The women from both
groups whose addresses defined were made the two times home visit with a
month interval. During these visits, the women were interviewed one after
the other for privacy reasons. The first visit to the women in the intervention
group was carried out in three sessions. For the first session, the data was
collected while during the second and third sessions the PLISSIT Model
intervention plan was introduced. Explanations about these sessions are
given below. The women in the control group were however made to fill out
forms for data collection upon the second visit.
First visit (first session): In the course of the first visit to the birth
house, there was familiarisation with women from both groups after which
an orientation about this research was done. After the women gave both
their verbal and written consent to the research, the researchers, by using a
face-to-face interview technique, facilitated filling the personal information
form and the birth and postpartum sexual life questionnaire. Later, the
Arizona Sexual Experiences Scale-Female Form and the Sexual Quality of
Life Scale-Female Form were filled after clafications on how to fill them
were made. This way, the visit was completed for the first group while a 10-
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15 minute break was allowed for the intervention group before starting the
second session.
Intervention (first visit, second session): In this session with the
intervention group, training and counseling were given to the women using
the "PLISSIT Model Intervention Plan (nursing interventions for womenʼ
sexual problems in the postpartum period) Booklet". The first and second
steps of the PLISSIT Model intervention plan were applied in this session.
The administration of this step was completed in about 15-20 minutes.
Before the third session, a 10-15-minute break was again given.
First visit (third session): In this session, the third and fourth steps of
the PLISSIT Model intervention plan was implemented and a booklet was
given to each of them. The administration of these steps lasted for about 1520 minutes.
Second visit: During the second visit, women from both groups once
again completed the Arizona Sexual Experiences Scale-Female Form and
the Sexual Quality of Life Questionnaire-Female Form. This interview was
completed approximately within 10-15 minutes. After the interview had
been completed, the PLISSIT Model intervention plan was applied to the
women in the control group and to the working group, and they were each
given a booklet.
Ethical Considerartion
The research protocol was approved by the Faculty of Medicine Ethics
Committee of Akdeniz University. A written permission was taken from the
Provincial Health Directorate of the Antalya Province of the Republic of
Turkey to carry out this research in the Kepez District of Antalya Province.
Research information on women enrolled in the study was given and a
written consent was taken. Moreover, permision was recieved by e-mail
from Prof. Dr. Atilla Soykan who adapted the Arizona Sexual Experiences
Scale into Turkish and from Yrd. Doç. Dr. Zehra Gölbaşı and Arş. Gör.
Nilüfer Tuğut who also adapted the Sexual Quality of Life Questionnaire
into Turkish, in order to use them in the research.
Data Analyses
The data was analysed with SPSS 18 (PASW Inc., Chicago. IL. USA).
T-test and X2-test were used to compare intervention and control groups on
age, spouse's age, education, spouse’s education, employment status, social
security, type of family, civil marriage, perceived level of income, duration
of marriage, return to work, type of birthing, having any health problem,
having any health problem of her baby, breastfeeding, experience of sexual
problems before and during pregnancy. Also, to compare the points
obtained from the Arizona Sexual Experiences Scale-Female Form and the
Sexual Quality of Life Scale-Female Form for the intervention and control
groups, the t-test and Mann-Whitney U test were used. Before and after the
intervention for the control and intervention groups, the Wilcoxon Signed
Ranks test was used to compare the points obtained from the Arizona
Sexual Experiences Scale-Fmale Form and the Sexual Quality of Life ScaleFemale Form. Furthermore, the Cronbach Alpha values were calculated for
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the Arizona Sexual Experiences Scale-Female Form and the Sexual Quality
of Life Scale-Female Form. The monthly income of these women for the
month of September in 2011, for a 4-person family, was classified among
the circumscription of hunger and poverty (Turkey Worker Union
Confederation 2011).

Results
Table 1, gives the data about the women in both the intervention and
control groups and their respective recognised husbands. The average age of
the women participating in the intervention group and that of the women in
the control group was 27.87 ± 4.87 and 26.74 ± 5:01 respectively. For
women from both groups, their statistics with regard to their ages and
spouses’ age, education, and employment status, civil marriage, duration of
marriage, social security, income level, and family type and whether they
had returned to work were similar. Additionally, information on the number
of pregnancies and living children, cases of unwanted and unplanned
pregnancies in their previous pregnancies, delivery type, and availability of
episiotomy/laceration for those who underwent vaginal delivery as well as
information on sexual life for women in both groups were similar in terms
of statistics. More women in the intervention group were reported to be
living with sexual problems, compared to the women in the control group,
as the statistics for sexual problems showed significant differences in the
proportion of the pre-pregnancy period (intervention: 24.6%; control 6.5%)
and pregnancy period (intervention: 52.5%; control 25.8%).

11

ATINER CONFERENCE PAPER SERIES No: NUR2015-1778

Table 1. Descriptive Characteristics of Women in the Study and Control Groups (N=123)
Characteristics
Age, year, mean±SD§
Spouse’s age, year, mean±SD
Education status, n (%)
Primary school, 1st phase (5 years)
Primary school, 2nd phase (8 years)
High school
University
Education status of spouse, n (%)
Primary school, 1st phase (5 years)
Primary school, 2nd phase (8 years)
High school
University
No official marriage, n (%)
Durtion of marriage, year, mean±SD
Employed, n (%)
Employed spouses, n (%)
Having social security, n (%)
Living in the nuclear family, n (%)
Income level**, n (%)
Minimum wages and less
659 TL-902 TL
903 TL-2939 TL
2940 TL and more
Have returned to work, n (%) (Intervention, n=10), (Control, n=11)
Number of pregnancies, n (%)
1
2
3

Intervention group (N=61)
27.87±4.87
31.54±4.53

Control Group (N=62)
26.74±5.01
30.89±5.01

t-test or x2 (p-value)
-1.263 (0.209)
-0.758 (0.450)

21 (34.4)
17 (27.9)
14 (23.0)
9 (14.8)

21 (33.9)
16 (25.8)
19 (30.6)
6 (9.7)

1.380 (0.710)

16 (26.2)
12 (19.7)
19 (31.1)
14 (23.0)
2 (3.3)
5.95±4.70
10 (16.4)
61 (100.0)
59 (96.7)
54 (88.5)

15 (24.2)
19 (30.6)
24 (38.7)
4 (6.5)
2 (3.2)
5.96±4.48
11 (17.7)
61 (98.4)
55 (88.7)
48 (77.4)

7.742 (0.052)

4 (6.5)
10 (16.4)
37 (60.7)
10 (16.4)
4 (36.4)

3 (4.8)
11 (17.7)
43 (69.4)
5 (8.1)
7 (63.6)

2.299 (0.513)

27 (44.3)
18 (29.5)
11 (18.0)

23 (37.1)
27 (43.5)
8 (12.9)

2.697 (0.441)

12

0.000 (0.987)
0.011 (0.991)
0.039 (0.842)
2.910 (0.088)
2.678 (0.102)

1.173 (0.279)
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4-6
5 (8.2)
4 (6.5)
Number of live children, n (%)
1
28 (45.9)
26 (41.9)
0.214 (0.898)
2
27 (44.3)
29 (46.8)
3
6 (9.8)
7 (11.3)
Number of unplanned pregnancies, n (%)
22 (36.1)
21 (33.9)
0.065 (0.799)
Number of unwanted pregnancies, n (%)
6 (9.8)
4 (6.5)
0.472 (0.492)
Type of the birth, n (%)
Vaginal
19 (31.1)
17 (27.4)
0.206 (0.650)
Caesarean
42 (68.9)
45 (72.6)
Having episiotomy/laceration, n (%) (Intervention, n=19), (Control,
18 (94.7)
14 (82.4)
1.393 (0.238)
n=17)
Recieves information on sexual life, n (%)
18 ( 29.5)
23 (37.1)
0.797 (0.372)
Sexual problems before pregnancy, n (%)
15 (24.6)
4 (6,5)
7.745 (0.005)
Sexual problems during pregnancy, n (%)
32 (52.5)
16 (25.8)
9.179 (0.002)
Notes:
§ Standard deviation.
* A literate spouse in the intervention group was included in the 1 st phase of elementary school.
** Those in the intervention and control group whose income was unknown, was spread across all the ranges given under minimum wages and below.
*** The monthly income of these women for the month of September in 2011, for a 4-person family, was classified among the circumscription of hunger
and poverty (Turkey Worker Union Confederation 2011).
Source: Authorsʼ estimations.
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In Table 2, data relating to the postpartum period for women in both the
intervention and control groups is given. It is realised that, there are statistical
similarites in the information given about the women in both groups regarding
the average months of the postpartum period, breastfeeding, whether the
mothers sleep in the same room with the baby and the availabilty of help for
house chores. Again, there were statistical similarities in the time of
resumption of regular menstruation after childbirth, the use of a family
planning method, the existence of health problems in the women themselves or
in their spouses and medication, the average time when they returned to their
sexual life and the occurence of dyspareunia for women in both groups.
Futhermore, it was statistically determined that some of the women in the
intervention and control groups, had had similar exposure to the emotional,
economic and physical violence and difficult sexual intercourses.
Table 2. Data on the Postpartum Period for Women in Intervention and
Control Groups (n=123)
Data
Month of postpartum period, mean±SD
Breastfeeding, n (%)
Sleeping in the same room with child, n (%)
Havin a helper for house chores, n (%)
Having resumed menstruation, n (%)
Using contraceptives, n (%)
Having health problems, n (%)
Using medicine, n (%)
Spouse having health problems of, n (%)
Using medicine of spouse is, n (%)
The baby having health problems, n (%)
Time of return to sexual life, day, mean±SD
Experiencing dyspareunia after delivery, n
(%)
Exposed to emotional abuse, n (%)
Exposed to economic abuse, n (%)
Exposed to physical abuse, n (%)
Exposed to sexual abuse, n (%)
Note: * Standard deviation.
Source: Authorsʼ estimations.

t-test or x2
(p-value)

Intervention
Group
(n=61)
8.49±6.61

Control
Group
(n=62)
7.90±2.93

52 (85.2)
55 (90.2)
20 (32.8)
24 (39.3)
56 (91.8)
9 (14.8)
7 (11.5)
11 (18.0)
7 (11.5)
5 (8.2)
52.54±20.28
11 (18.0)

44 (71.0)
52 (83.9)
29 (46.8)
33 (53.2)
57 (91.9)
9 (14.5)
5 (8.1)
5 (8.1)
4 (6.5)
9 (14.5)
56.05±23.09
18 (29.0)

-1.177
(0.242)
3.659 (0.056)
1.076 (0.300)
2.510 (0.113)
2.383 (0.123)
0.001 (0.979)
0.001 (0.970)
0.406 (0.524)
2.700 (0.100)
0.953 (0.329)
1.217 (0.270)
0.895 (0.373)
2.065 (0.151)

13 (21.3)
2 (3.3)
7 (11.5)
4 (6.6)

18 (29.0)
1 (1.6)
6 (9.7)
5 (8.1)

0.972 (0.324)
0.359 (0.549)
0.105 (0.746)
0.103 (0.748)

It was found that the average point of the pre-test for the women in the
intervention group (63.03) was higher than that of the women in the control
group (60.57), but this difference was not statistically significant. On the other
hand, the average point for the post-test measured from the Arizona Sexual
Experiences Scale for the women in the intervention group (60.57) was lower
than that of the women in the control group, but the difference between groups
was not statistically significant. In a similar way, the average points for both
the study and the control groups for the pre-test (intervention: 62.47; control:
61.54) and post-test (intervention: 58.59; control: 65.35) using the Arizona
Sexual Experiences Scale were described as similar to each other (Table 3).
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Table 3. Points Scored by Women in the Intervention Group and Control
Group on the Arizona Sexual Experiences Scale-Female form and the Sexual
Quality of Life Scale-Female Form before and after the Application of the
PLISSIT Model Initiative Plan
Intervention
Group
(n=61)

Control
Group
(n=62)

x2 or U
(p-value)

Arizona Sexual Experiences Scale-Female form

Total point for pre-test, mean±SD
14.33±4.46
Having sexual proble ms before intervention, n (%)
Positive (12 points and above)
47 (77.0)
Negative (11 points and below)
14 (23.0)
Total point for post-test, mean±SD
13.62±4.26
Having sexual proble ms after intervention, n (%)
Positive (12 points and above )
37 (60.7)
Negative (11 points and below)
24 (39.3)

13.84±4.17

1828.000 (0.749)

44 (71.0)
18 (29.0)
13.71±3.91

0.591 (0.442)

48 (77.4)
14 (22.6)

1803.500 (0.657)
4.047 (0.044)

Sexual Quality of Life Scale-Female Form
Total point for pre-test, mean±SD
Total point for post-test, mean±SD
Source: Authorsʼ estimations.

77.18±10.71
76.57±11.37

75.26±14.69
77.08±13.57

1862.500 (0.885)
1683.000 (0.291)

Additionally, it was realised that before the application of the PLISSIT
Model intervention plan, similar percentages of women; 77.0% in the
intervention group and 71.0% in the control group were facing sexual problems
as they scored 12 points or above on the female form of the Arizona Sexual
Experiences Scale. However, after the application of the PLISSIT Model
initiative plan, in a lesser proportion, 60.7% of the women in the intervention
group as compared to 77.4% of those in the control group were facing sexual
problems. This difference was significant to the statistical analysis (Table 3). In
the comparison of the median scores from the pre-test and post-test of the
Arizona Sexual Experiences Scale-Female Form and the Sexual Quality of Life
Scale-Female Form for both groups, there were no statistically significant
differences (Table 4 and Table 5).
Table 4. Points Scored by Women in the Control Group on the Arizona Sexual
Experiences Scale-Female Form and the Sexual Quality of Life Scale-Female
Form for the Pre-test and Post-tests
Control Group (n=62)
ASES-FF*
SQLS-FF**
Pre-test
Post-test
Pre-test
Post-test
14.00
14.00
68.89
71.11
Median
5.00-23.00
5.00-24.00
18.89-91.11
18.89-91.11
Min-max
0.53
0.50
2.07
1.92
SD
-0.335
(0.737)
-1.647
(0.099)
Z (p-value)
Note:

* Arizona Sexual Experiences Scale-Female Form.
** Sexual Quality of Life Scale-Female Form.
Source: Authorsʼ estimations.
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Table 5. Points Scored by Women in the Intervention Group on the Arizona
Sexual Experiences Scale-Female Form and the Sexual Quality of Life ScaleFemale Form for the Pre-test and Post-test
Intervention Group (n=61)
ASES-FF*
SQLS-FF**
Pre-test
Post-test
Pre-test
Post-test
Median
14.00
14.00
68.89
68.89
Min-max
5.00-27.00
6.00-27.00
21.11-81.11
16.67-80.00
SD
0.57
0.55
1.52
1.62
Z (p-value)
-1.969 (0.049)
-0.436 (0.663)
Note:

* Arizona Sexual Experiences Scale-Female Form.
** Sexual Quality of Life Scale-Female Form.
Source: Authorsʼ estimations.

Dıscussıon
To examine the effectiveness of the PLISSIT Model in solving sexual
problems experienced by women during the postpatum period a research which
was carried out quasi-exprimentally regulated by a pre-test and a post-test with
a control group was used. It was realised after the application of the PLISSIT
Model intervention plan that fewer women in the intervention group as
compared to the proportion of that of the control group were experiencing
sexual problems. No study regarding the use of the PLISSIT Model
intervention plan by women in their postpartum period was encountered during
the evaluation of the literature. However it is reported that this model has had a
positive effect on the development of the sexual function of individuals at
various stages of life and in diverse situations (Ayaz and Kubilay 2008, Chun
2011, Jaarsma et al. 2010, Ju-Hee 2013, Lara et al. 2008, Rostamkhani et al.
2015, Tütüncü 2009). The fact that more women in the intervention group than
in the control group had sexual problems before and during pregnancy and that
the results for the pre-test indicate a higher percentage of women from the
intervention group with sexual problems before the application of the PLISSIT
Model could have limited the effectiveness of the model.
During this research, many factors which could affect the lives of the
women in both the intervention and control groups were encountered, these put
the women in similar circumstances. These factors included socio-demographic
and obstretic features, type of birth, occurence of episiotomy/ spontaneous
laceration, breastfeeding, existence of health problems in the baby, availability
of a helper for house-hold chores, sleeping in the same room with the baby,
regular menstruation, the time of return to sexual life, collection of information
related to sexual life, the use of a family planning method, abuse within family,
existence of health problems and the use of medicine. These results showed
that these factors could have been ecountered and hence both groups could
have been placed in the same circumstances.
It was reported in various studies relating to the pre-pregnancy, pregnancy
and postpartum period that the parameters and satisfaction level of one’s sexual
funtion was best before pregnancy and worst during pregnancy (Akyüz and
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Karaçam 2012, Barrett et al. 2000, Karaçam and Çalışır 2012, Oboro and
Tabowei 2002, Olsson et al. 2005). Sexual problems experienced during
pregnancy were usually due to fear of harming the fetus, the man’s doubts
about injuring the woman and the fear of inability of the woman to please the
husband (Brtnicka et al. 2009). In this research, it was found that women in the
intervention group had statistical significantly more sexual problems before
and during pregnancy and encountered various situations which hindered
sexual intercourse than women in the control group. This case may have
affected the results of the research after applying the PLISSIT Model
intervention plan.
Since thefemale form of the Arizona Sexual Experiences Scale does not
ask whether or not the woman experiences dyspareunia during sexaul
intercourse, the existence of dyspareunia in the postpartum period was
determined by asking the question, "Have you been experiencing pain during
sexual intercourse in the past week?". Women in the control group (29.0%)
reported statistical significantly more experiencing dyspareunia than women in
the intervention group (18.0%). This conclusion may have affected the degree
of effectiveness of the PLISSIT Model intervention plan during the evaluation
of the outcome of this intervention.
Before the application of the PLISSIT Model intervention plan, the
median Arizona Sexual Experiences Scale-Female Form pre-test scores of the
intervention group were smilar to the control group. Also, it was realised that
there were similar frequencies for those in the intervention group and control
group who obtained 12 points or above on the Arizona Sexual Experiences
Scale-Female Form and hence were experiencing sexual probelms. These
findings indicated that that women from both groups were in similar
circumstances at the beginning of the research.
After the application of the PLISSIT Model intervention plan, the median
Arizona Sexual Experiences Scale-Female Form and the Sexual Quality of Life
Scale-Female Form post-test scores were lower in the intervention group than
in the control group, but these differences were not significant statistically. On
the other hand, when women participated in this study were evaluated on
having 12 points or above from the Arizona Sexual Experiences Scale-female
Scale and experiencing sexual problems, women in the intervention group
(60.7%) had significantly lower sexual problems than in the control group
(77.4%). These results indicated that the PLISSIT Model initiative plan had the
limited impact on the reduction of sexual problems during the postpartum
period. The outcome could be associated with lower pre-test scores in the
intervention group than in the control group, although the women in the
intervention and control groups were randomly assigned in the research.
Limitations
There were some limitations during this reseach. First of all, the personal
information form as well as the pre-pregnancy, pregnancy and postpartum form
were filled using the face-to-face interview technique. Consequent to the
featuring of questions concerning the woman’s sexual life and her exposure to
potential violence in these forms, the answers given probably did not reflect the
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womans actual condition. Therefore, the reliability of the data was limited by
the accuracy of the information given by the interviewer. Secondly, the
Arizona Sexual Experiences Scale-Female Form and the Sexual Quality of Life
Scale-Female Form were filled using the self-report method. The data obtained
from these scales could be different if filled under the supervision of a
professional. Thirdly, since this research was supposed to be a postgraduate
thesis, data collection and the intervention stage were conducted by a single
researcher hence single or double-blinding was not possible. However, to
control co-intervention biases, the main outcome measurement of this study
was obtained by a self-report scales (Arizona Sexual Experiences Scale-Female
Form and Sexual Quality of Life Scale-Female Form).
Conclusion and Recommendation
Based on the results leading to the discovery of the limited impact the
PLISSIT Model intervention plan has on the reduction of sexual probelms
experienced by women during the postpartum period, it can be said that it is
necessary that the research is carried out with different sample groups, a
longer-term eductional programme is run together with spouses, a review is
constantly done by caregivers and that the result is evaluated. It is also thought
that it would be appropriate to intergrate the PLISSIT Model intervention plan
into postpartum care services and that it would be better if this model could be
applied by nurses and midwives who constantly provide care for women in the
postpartum period. Taylor and Davis (2006) also proposed that nurses who
provide primary healthcare could make use of an extended PLISSIT model
during counselling on sexual health. In addition, it could be recommended that
the PLISSIT model should be introduced to health workers during in-service
training directed towards sexual problems encountered during the postpartum
period and their treatment. It could be also recommended that researches
compared PLISSIT, ALARM and BETTER models in solving the sexual
problems of women in the postpartum period are prfomed.
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