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ABSTRACT

Thlsvexploratory study was des1gned to 1nvest1gate the'ﬁ

',;nature of post—surglcalwsexual functlonlng and adjustment 1n

”f‘women w1th gynecologlcal cancer.;- pec1f1ca11y, thls study ﬂ“'

e examlned the pSYchosexual effects of cancer treatment on E

-sexual act1v1ty, partner relatlonshlps, and body 1mage 1n Jf;“?ff

“7»‘women who have been treated surglcally only or surglcally

: ';_fw1th a comblnatlon‘of chemotherapy and/or radlatlon.y‘

The sample con51sted of 20 patlents with the cancervofp"
b‘hthe ovary (N 9) endometrlum (N = 4) cerle.(N. 4) and |
ryyvulva (N 2);vJ ST S e

; A structured 88 questlon 1nterv1ew deslgned for thlsAﬁ

:;study coverlng demographlc psychos001al and psychosexual

klssues was admlnlstered 1nd1v1dua11y 1n cllnlcal 1nterv1eWS»v

:Kthat ranged from l 1/2 to 3~ 1/2 hours each.; Subjects also vvf!*‘
:Jcompleted several standardlzed measures asses51ng the e

1affect1ve, cognltlve and somatlc components of thelrw'
‘ 3111nesses and/or sexuallty | :

P Premorbld relatlonshlps and levels of sexual
‘functlonlng and satlsfactlon w1th partner were found to be
:the best predlctors of post-morbld psychosexual adjustmentb
eThe need for further research to deflne the effects of
dlsease s1te, treatment modallty, and demographlc varlablesy{;"
is dlscussed as well as the need for emplrlcally based ,Z\nsﬂ

<f1ntervent10n strateglesr

Cidio
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'vINTRODUCTION
As more methods and'techniqﬁes increase life expectancy
b_among‘Canoer pdtients; the prolonging'of life among this
population also affectsemultidimensional1y the
physiological, psychological end sociocultural domains
(Mantell, 1983). Although the pervasiVe focus for cancer
patients is survival, longer life‘expeotancies for these
patients necessitate further investigation of ways for
maintaining the-quality of living alOng‘With eXtending it.
Certainly integral tobquality‘of life is the maintenahce of
positiVe-sexuel responsiveness3espeoially'for women with
gynecological cancer who may'undergo thsiological and
psychological changes (Mantell, 1983).

In exploring the psychology literature one finds little
research on sexual functioning and adjustment in wOmen»with
gynecological'oancer who have hadisurgery‘or surgery with
combihed treetment regimens. - Moreover, most of these
iinvestigations have been with cerViCal and endometrial
patients (Andersen; 1987). Aithough in one_study'Andefsen
(1988)'ihVestigatedfsexual functioning in patients with |
‘vulvar cancer, there have been little or no data on sexual
adjustment and functiohingvamohg ovarian cancer patients
(AnderSen, 1987); Along with the ubiQuitous concern for
sﬁrVival, it is reasonable to assume that the patient’s

reluctance to discuss the intensely private and personal



.;nature of one s“sexuallty may also‘account for‘the smaller
numbers of 1nvestlgat10ns among women w1th gynecologlcal
,cancer and sufflces as a partlal explanatlon for the- small
anumber of 1nvestigat10ns 1n th1s study of prlmarlly ovar1an
\cancer patlents. | o

| The types of cancer and the treatments of ch01ce are_'-
germane to the cancer patlent's 11festyle——partlcu1arly when"
'treatment methods affect the appearance and functlonlng of
the body (Mantell 1983) Moreover, these medical and
surglcal procedures that produce such bod1ly alterat1ons‘
evoke psychologlcal responses,that may reduce selffesteemw
and be deleterious‘to‘seXUal relationships‘(Mantell, 1983).
A‘woman;s sexuality and selféesteem may'be dimlnished by

. loss of halr breast removal or mutilating sUrgery;” For
‘women w1th gynecologlcal cancer their percept1ons are;‘
'exacerbated by cultural expectatlons where emphas1s is on
. sexuallzlng the female body (Mantell, 1983). |

Women who have gynecologlcal cancer are surv1v1ng

1onger. Wlth early detectlon and what Andersen and Andersonv
(l986; p.233) descrlbe'as "aggre551ve therapy," two—th1rds;,
of these women who have.cancers among the primary'diSease -
'sites (ovarian; endometrial cervical‘ andvvulvar) ‘will
usually surv1ve for a mlnlmum of 5 years or: longer.’:In -

~addition to survival, patlents undergolng medlcal treatment



for cancer have to face'debilitating'effects that accompany
the varlous methods for treatlng cancer.r |
Even prlor to. treatment effects, phy51ologlcally and

psycholog1cally negatlve sexual issues surface w1th the
:onset of symptoms (Harrls, Good & Pollack 1982) .These
researchers postulate that women w1th gynecologlcal cancer
are affected by.worrles over mutllatlon, 1ssues of
femininity and.sexual:difficulties.-'While the literature
supports that'poor body~image odcurs-in'tHOSe who have had
surgery for both benlgn and mallgnant hysterectomles (Daly,’
‘Dennersteln Wood & Burroughs, 1977), when comparlng breast’
cancer patlents who have had mastectomles w1th that of
healthy women and gynecolog1cal cancer'patlents who have had
.surgery, chemotherapy, orvradiation,vAnderseniand'Jochimsen
(1985,‘p.30) suggest “thatabody image"diSruption maylbe a
'vmore prevalenthroblemvfor gynecologic cancer patients... .
thlle there are no pre01se data measurlng sexual functlonlng
w1th anx1ety and body 1mage,:these studles do show the |
overlapplng concerns regardlng sexual funct1on1ng and body
1mage. | |

| Because of”the later onset of gynecOlogical cancer, at
the tlme of dlagnos1s sexual act1v1ty or 1nterest may be
»wanlng for the patlent and/or her partner or she may be
w1thout a sexual partner (Andersen, 1987) Andersen (1987,

p. 2126) states_"...lf a woman is w1thout a sexual partner



Coga

‘at the tlme of 1n1t1a1 treatment and consequently undergoes o

"change to her body and/or her ab111ty to respond durlng or
g engage 1n sexual act1v1ty due to cancer treatment she 1sa
llkely at rlsk for a more dlfflcult general adjustment and

for not resumlng sexual act1v1ty." Andersen (1987) suggestsi

‘[that women s anx1ousness over mutllatlon needs to be seen 1np'”"

Sterms of partner relatlonshlps as well as that of concerns f”‘
;‘for body 1mage. For some women then the focus of anx1ety‘
and concern for adequacy may shlft from lower levels of
'sexual functlonlng before surgery to body 1mage after'fI"
:s.surgery because of age and/or lack of partner. Although
'athere are no data as yet 1n the 11terature to spe01flcally
jmeasure pre surglcal sexual functlonlng w1th body 1mage
'j'anx1ety after surgery, the analytlc llterature supports the‘}

.Adlerlan notlon that when one flnds her/hlmself 1nadequate

gﬂ1n one area s/he compensates 1n another area (Dlnkmeyer,

) Pew, & Dlnkmeyer, 1979) It may be that 1f levels of sexual

ﬂact1v1ty or 1nterest 1n sexual act1v1ty are wanlng prlor to

y;lsurgery,bwomen w1th gynecologlcal cancer may have already

',TSought to compensate for thelr dlmlnlshed sexual actLV1ty by~

_empha5121ng thelr sensuallty 1n "1ook1ng attractlve.ﬂ L

o Therefore, the threat of dlsflgurement partlcularly to an

area whlch has already been the focus of thelr sexuallty may ‘I
'»actually helghten the1r anx1ety.,~ | S

PHYSIOLOGICAL OVERVIEW OF GYNECOLOGICAL CANCER SITES



To really understand what women w1th gynecologlcal

lfjfﬁcancer face, 1t 1s 1mportant to 1ook at the phy51ologlcal

77},1mpllcatlons namely,’s1tes,‘symptoms and treatment

’modalltles that can affect thelr sexual functlonlng and o

”‘.ovadjustment.;7f37l33’

'tﬂlEndometrlalv f_»

Endometrlal (uterlne) cancer 1s the most common 1

ﬂaagYnecologlcal cancer often affectlng women in thelr f1ft1es P

”y;‘or s1xt1es e1ther durlng or after menopause (Mantell -1983)

o

: As w1th other gynecologlcal cancers, abnormal vaglnal 3

'f*bleedlng (menorraghla) 1n the premenopausal phase may 51gnal“

'::futerlne cancer (Mantell 1983, Harrls et al., 1976)

”T;Surgery 1s the standard procedure 1f the cancer 1s detected.y”

'y'early (Andersen & Anderson, 1986) A total hysterectomy,__hf"”

o removal of both ovarles and falloplan tubes (bllateral

"”;salplngo—oophererectomy) and radlatlon w1th surgery are the o

'r,medlcal approaches unless the dlsease 1s recurrent. Wlth

A

‘recurrence more extens1ve surgery requlres the removal of
"7the vaglna and surroundlng vaglnal areas 1nclud1ng the

’ frectum (Mantell 1983) When the cancer 1s metastatlc,if'”‘

- dprogesterone may be another treatment of ch01ce (Mantell

"f1983) External beam radlatlon or a radloactlve 1mplant
"Q (brachytherapy) 1s utlllzed for _women who are at hlgh r1sk
cﬁof recurrence or who experlence recurrlng cancer (Mantell

f1983)



dcerv1cal
| Cerv1cal cancer prev1ously the most promlnent
gynecologlcal mallgnancy, has decllned 1n 1n01dence as a. i
‘result of pap smears and pre 1nvas1ve treatment (Mantell
1983), Andersen, 1986) Vaglnal bleedlng and watery bloody
dlscharge often after 1ntercourse are symptoms of cerv1ca1
cancer (Mantell 1983) Medlcal treatment consists of |
radlcal hysterectomy Wthh 1s the removal of the uterus,
tubes, ovarles, adjacent lymph nodes on both sides or |
radiation w1th surgery (Mantell 1983). Wlth recurrence,s
pe1v1c exenteratlon is the protocol which may be utilized
and'necessitates reCOnstrnctive surgery of the,vaginah
(Andersen, 1987). With pelvic exenteration, however,
| Andersen’s study (1987) showed that most women4do not
v continue to’have yaginallintercourse., According to
Andersen, ceryioai‘cancer,patients:with_pre-invasiye lesions
report few or 1itt1e sexual difficulties following radiation
or radlcal hysterectomles 1f the treatment for cancer is
,w1th1n the early stages (Andersen, 1987), Wlth 1ater stage
‘ cancers, snrgery may cause vaginai‘foreshortenlng and”be<
'problematlc for vaglnal 1ntercourse (Andersen, 1987).
Premenopausal women who have cerv1cal cancer are able to
retaln ovarlan functlonlng after surgery while premenopausal
~women who‘are radlated may produce art1f101al menopause and_\

‘experience‘suCh"menopansal stptoms as hot flashes and mood



i smings (Andérséh, 1§8§)5M Estrogen may be admlnlstered to
f.repalr heallng of the vaglnal tlssues after radlotherapy
(Andersen,»1987) » Atrophy and vaglnal foreshortenlng are |
cons1stent outcomes of radlatlon treatment. Patlents w1th
1nvas1ve car01noma of the cerv1x‘exper1ence decreased ’
.11b1do, 1ntercourse w1th pa1n (dyspareunla) and overall lessif7‘
enjoyment of vaglnal 1ntercourse because of the vaglnal |
' foreshortenlng from radlatlon (Mantell 1983)
-vaarlan | |
- Ovarranvcancer makes up one—fourth of all the female
"'ynecologlcalpcancers dlagnosed (Mantell 1983, Andersen»&-'ub
Anderson, 1986) The onset of ovarlan cancer occurs amonq
women 1n thelr fortles w1th 1ncrea51ng 1n01dence as women
'become older (Mantell 1983‘ Andersen-&-Anderson, 1986)
_vomlnous element of thlS partlcular mallgnancy 1s that 1t can ff
- remaln asymptomatlc untll it 1s 1n the advanced stages.atg?p
Complalnts that may mask the symptoms for thlS cancerlb
present as non-spe01flc abdomlnal paln, pre-menopausal

menstrual 1rregu1ar1t1es or vague general 1ntest1na1

"problems (Mantell 1983,‘Andersen and Anderson, 1986) }iWith,*"‘

-:later stages of ovarlan cancer, a total abdomlnal

.hysterectomy or bllateral salplngo oopherectomy 1s performedif
. and chemotherapy (c1s-plat1num) 1s used to treat the ,yj:ﬂf’

'mallgnancy_(Andersenband;Anderson, 1986) o

”Vulvar,'



Vulvar cancer 1s qulte rare and makes up 3 to 5 ff-

'ffthe gynecologlcal cancers dlagnosed (Andersen, 1986)

.,;5Although the onset of vulvar cancer occurs among women from

:_.thelr late fortles on, the most 1nva31ve form (squamous
*t;cell) of the dlsease 1s generally found among women in- thelr’f

-ﬁ~sevent1es and elghtles (Mantell, 1983, Andersen, 1986)

fuyEProtractlve 1tch1ng w1th a hlstory of conlcal wartllke

7,*tumors (condyloma acumlnata) 1s symptomatlc of vulvar 55“;”"kt
ffemallgnancy (Andersen and Anderson, 1986) : Treatment for
5:non-1nvas1ve cancer 1s w1de local ex01s1on—-the removal of
7fthe entlre vulvar skln and repla01ng it w1th grafted skln :
’ﬂffrom the gr01n area (Mantell 1983, Andersen, 1987)

'fRadlcal vulvectomy (removal of the clltorls, labia, and

fbllateral gr01n lymph nodes) 1s the medlcal treatment for ff”*‘n'

v;1nvas1ve vulvar mallgnancy Because of the dellcacy of the‘e'
tvulvar tlssue, rad1at1on is not recommended as treatment of

_;ch01ce (Mantell 1983, Andersen & Anderson 1986)

hRY OF_TREATMENTS‘AND THEIR IMPACTYON SEXUALITY

fgSurgery,gff‘f"‘

T as 1ndlcated in the 11terature, different‘treatment"‘”"'

;modalltles affect the way in whlch women w1th gynecologlcal ff'
"‘cancer adjust and functlon sexually Medlcal treatment ,:v
15‘notab1y affects sexual act1v1ty and often after treatment
jjsexual act1v1ty decreases or even ceases to contlnue. The

’,more radlcal the treatment the more women are 11kely to



fehcduntér sexual“ditflcultiesf(AnderSéh;lTurquistb'LaPollaf&_f‘
Turner, 1988 Andersen 1987 Mantell 1983)i_ A rad1ca1 |
ff*hysterectomy for endometrlal and cerv1cal mallgnan01es can;
dlsturb both the sensory and autonomlc nerves whlch cause ]
;the vaglna to lose feellng and elast101ty (Mantell 1983).
ng total abdomlnal hysterectomy w1th pelv1c ‘node dlssectlony‘
is anothervprotocol that can 1nterfere w1th vaglnal
'1ntercourse because of the vaglna s tendency to shrlnk
'Pressure on a tender abdomen can also hinder 1ntercourse ,
(Mantell, 1983),
vWith the most eXtremevof‘surgeriese—pelyic exenteration‘
"in‘whichfmutilation is so'extensive-—nearly 80—90% of
v‘ktpreviouSly sekuallyractive’patientsedo not continue to have
sexual 1ntercourse (Andersen, 1987) Women who have |
undergone radlcal vulvectomles report paln and body 1mage :
'hreasons for no longer hav1ng 1ntercourse. Phy51olog1ca11y,
the 1ntro1tus becomes less elastlc caus1ng dyspareun1a whlch,
vdlscourages further 1ntercourse and-these women also report
.adver51ve feellngs by the patlent or her partner (Andersen,
‘"1987) | o |
Radlatlon
Some of the psycholog1cal fears Wthh patlents express

l are that of belng burned or becomlng sterlle from the
radlatlon treatment (Andersen,»l987) Bransfleld (1984)

1esuggested that sexual problems whlch arise among women w1th



"’»ﬁgynecologlcal cancer emanate from psychologlcal and

‘,:menopausal factors as well as from radlatlon or other T?'iv
"medlcal treatment effects. An earller study of malnly black
vvwomen w1th cerv1cal cancer found that the women who werefdf{f_l

:vfflrradlated had ~more: sexual problems than those who were

hﬂ,itreated surglcally (Selbel Freeman & Graves, 1979)

*fﬂfAnother study among ngerlan women w1th cancer of the cerv1x,f

~.Qreported 51m11ar flndlngs 1n women who were radlated

“g(Adelus1,71980) Along w1th some mlxed data Andersen
;‘(1987) c1ted earller research suggestlng that there are moreb.”
;data showrng that radlated patlents have more sexual

;dlfflcultles than those hav1ng other forms of treatment.h.

’j‘Andersen and Tewflc (1985) 1n a pre— and post—external

"ﬂf“radlatlon study 1n women w1th gynecologlcal cancer, found f

:t;that hlghly anx1ous women or. women w1th llttle preparatlon:

b'fprlor to treatment remalned hlghly anx1ous after treatment.h-
AGYHGCOIOQlcal Cancer patlents glven 1nternal or 1ntracav1tyv;

-:“radlatlon (ICR) fared worse w1th both phys1cal and 2 |

"’psychologlcal 51de effects (Andersen, 1987)

t'f;Chemotherapy tnfjai'”‘:h‘

The predlctable 81de effects of chemotherapy are halr 1”

"vloss (alope01a), nausea and vomltlng The debllltatlng

o effects of thls treatment often create a psychologlcal |

.Mresponse termed ANV or ant1c1patory nausea and vomltlng

ﬁh;(Andersen,'1987) Patlents know1ng that they are fa01ng a -lﬂhf :



ﬂ°>ser1es of chemlcal treatments report hlgh levels °f stress

tfwhlch ofte ‘enerallze to other areas such as unkept’

‘;,app01ntments for these treatments (Andersen, 1987)

uif'Chemotherapy 1n comblnatlon w1th radlatlon also produces

rhweakness and vomltlng whlch can 1nh1b1t the patlent's socralm;dw
’llfe extendlng to the most hlghly 1nt1mate relatlonshlps,rd’jh
'f_namely, the sexual relatlonshlp (Andersen, 1987) R
v,-PSYCHOSOCIAL IMPLICATIONS ' -
| A cancer dlagn051s has‘several psychosoc1alfddﬁ
gg’ramlflcatlons even though patlents are 11V1ng 1onger‘and
3there 1s llfe after cancer.p From the tlme of dlagn051s
'c;there 1s major upheaval 1n the cancer patlent's llfe.

:h::Stahly (1988 p 12) descrlbed a cancer dlagn051s as a o

h"jp"pre01p1tat1ng varlable“ for famlly CrlSlS 1n whlch marltal .5,*

”:stress and role shlfts upset the fam1ly system.v Green Vf;li

'“(1986, p 222) states that "reverberatlons and splnoffs are

"tvfelt w1th1n the cancer patlent's support networks as. the “;.

'.gdlagn051s 1s conflrmed o Those 1nvolved w1th the cancer

'"{hpatlent may elther overtly or covertly send messages Of

i nfunacceptablllty to the cancer patlent (Stahly, 1988) o From :

_fsuch messages patlents may react 1n a varlety of ways

dbeglnnlng w1th the patlent's own sense of denlal that _:aﬁij ﬁ57:'

:;vucancer can happen to me." Denylng and subllmatlng feellngs'f;+=°”"

'hican assume dlfferent forms such as refu51ng to comply w1th ﬁ;{"~

',f‘medlcal programs or conversely, presentlng as the "good



”::patlent" who 1s.ret1cent to askbquestlons or share her/hls
_vfeellngs.} ThlS type of denlal 1s assoc1ated w1th belng
‘hoverwhelmed and helpless (Stahly; 1988)

Role changes usually mean new respons1b111t1es for the

'j‘famlly members of the cancer patlent Famlly members must

»dassume added roles of the cancer patlent whereas the cancer1‘

":patlent must cope w1th the loss of roles, hence often loss

‘*’of autonomy (Stahly, 1988) Accompanylng loss of autonomy,‘.
't.‘dependency 1ssues emerge.: As coplng strategles are -
sstralned fam1ly members--partlcularly the spouse-—may”..
cdlstance her/hlmself emotlonally and phy51cally from the'
‘Vpatlent (Stahly,‘1988) - One perva51ve theme in the o
psychos001al llterature on cancer 1s that of v1ct1mlzatlon.
'bCancer patlents, not unllke the v1ct1ms of domestlc ’ |
dhv1olence,‘can be’ relegated to a stlgmatlzed role (Stahlyy : _
‘j 1988) Stahly (1988 p 2) wrltes that "the derogatlon of the“
hv1ct1m, even a- v1ct1m who is. percelved to be 1nnocent 1s kN |
fjwell establlshed 1n psychologlcal llterature." The cancer
ﬂpatlent also may become v1ct1mlzed., Stahly (1988) relates _
- lthe just world hypothe51s (attltude that people usually get Lo
.:;what they deserve) to the perceptlon of the unaffllcted AR
| person who e1ther dlrectly or 1nd1rectly stlgmatlzes the
Z’patlent for hav1ng cancer.! "It 1s basedvon-the-profound~-‘
":need of the observers to belleve they have sone control overji

\

‘“fthelr.ownallves and.w;ll be'able to somehow prevent,traglc, o




thlngs from happenlng to themselves“ (Stahly, 1988 p:l)l*
’Stahly (1988) suggests that the just world theory is not
'11m1ted to the observer only, but that the cancer patlent

’ also searches for the causes or reasons for gettlng cancer

'-”and then proceeds to blame her/hlmself.v‘

Another stlgmatlzlng factor for the cancer patlent 1s .
“.the fear»of.contaglon. Stahly (1988) 01ted 1ongstand1ng

sprejudlces toward cancer patlents by others who fear

contractlng cancer from shared restroom fa0111t1es or dlnlng,Tp'"‘

'51tuat10ns. Renshaw (1985) along w1th others noted that
;spouses may fear contamlnatlng one another.y~"In thef_~
‘bedroom, cancer may lead to personal and sexual dlstance

fcbetween the couple even to sexual dysfunctlon whlch may not

'f{be due to phys1cal or blologlcal causes but to a couple sv:'

bffear about ’glVlng or gettlng cancer" (Renshaw, 1985
p 24) _ _ , | :

| P051t1vely or negatlvely, the . patlent’s support network"
appears to affect the outcome of the patlent's wellbe1ng
‘gChanges in sexual functlonlng may be partlcularly

- difficult for partners in relatlonshlps where sexual;c
~‘apathy prevails and there is little affect10n,i~ ’

"'-.,1nt1macy and communication. In contrast, women W1thﬁ’

‘warm, lov1ng relationships before the onset of -
cancer may find their mates to be invaluable’ sourcesif
of” support in post-d1agnos1s and treatment. perlodS' o

E hastenlng the psychosexual adjustment (Mantell
’ 1983 p 7) . ‘ . . ,

ThlS observatlon reflects an earller study by Welsman and

S Worden (1975) who showed that termlnally 111 patlents tended .



to iiveflongertwhen'receiving'positive and supportive
emotional input>ffom significant others. The entire
spectrun of the social networkiaffects the self image of the
cancer patient;' The crisis iiterature.weil documents the
effectiveness of social suppqrt evailability.during the
times of acﬁte-stresS'or;criSié‘(Moursand, 1985;.Zaro,
Barach, Nedelman & Dreiblatt, l985)§ ’KhoWledge>of how one
responded to or prev1ously functloned in crlsls situations
is a good predlctor of current functlonlng (Zaro et al.,
1985). Andersen (1987,‘p.8) wrltes that us1ng correlational
 data of nealthy women as a basis for aesessing:sexual
difficulties in‘gynecologic'cancer patients, "yariables such
as tne level of past sexual ectivity end that immediately |
- prior to diagnosis, age,at diaqnosis,emenopausal status and
changes in menopeﬁsal status and.nagnitude of partner
dysfunctionvshould'belimportant.predictqu'of posttreatment
~activity."  Therefore, it may beithat=Women who have
vfunctloned falrly well sexually and otherw1se prior to what
‘Andersen (1987 p.1) v1ews as the "ex1stent1al pllght" (that
is, one’s'instant and followlng emotlonal reactions to the
cancer diagnosis) will also better adjust and function
sexually later;~_Mante11 (1982, p.235) writes, "Although
sexual functlonlng and 1nterest may diminish during acute

eplsodes of 1llness, many patlents are capable of



-vmalntalnlng thelr premorbld patterns of sexual behav1or wheng
*the1r dlsease has been stablllzed "_”ﬁs |

Based on the llterature, there 1s 11tt1e 1nformat10n,

“y:support and ass1stance 1n deallng w1th the stlgma and yyf_j-'

Lylmpact that cancer surqery has on women s sexuallty.f An

’flnvestlgatlon of 1ssues centerlng on sexual functlon and

' “‘gadjustment may later lead to more palllatlve ways that

'¥~medlca1 and psycholog1cal personnel can enhance the
'aftercare and the quallty of llfe of these women.ulj?

In summary, s1te and treatment theraples are -
r 31gn1flcant to sexual funct1on1ng and adjustment 1n women-;

fw1th gynecologlcal cancer (Andersen,‘1987 Mantell 1983)

‘f,Some longltudlnal data show that women w1th gynecologlcal

’.cancer are more 1ike1y to develop sexual problems durlng the:f

"early recovery perlods (Andersen and Anderson, 1986) ) Womenfr o

w1th gynecologlcal cancer report 1ess sexual act1v1ty than
'-that of healthy women (Andersen and Jochlmsen, 1985)

',".Partner relatlonshlps,,body 1mage and menopausal status are
”iother factors suggested as affectlng the sexuallty of women

ﬂjdwlth gynecologlcal cancer (Stahly, 119883 Andersen,‘1987, |

'itAndersen & Jochlmsen, 1985 Mantell 1983) ‘ B

‘ Some of the questlons that are posed for thlS study‘hfv

.1_then are: Who are more 11kely to report better sexual )

_.adjustment’> How w1ll percelved partner avallablllty and/or 5_'

fsupport affect posttreatment sexual funct10n1ng° Wlll women"’ _

- 15



report more concern for mutilatlon and surv1va1 1ssues thanjgjﬁﬂ:

‘w.sexual concerns° W111 sexual functlonlng and adjustment
fl‘dlfferences be found for women between s1tes and/or
, treatment modes°’“ | S |
7:‘ :."Informatlon on sexual functlonlng follOW1ng cancer
‘i”treatment 1s generally 1ack1ng“ (Andersen, 1987 p 9)
‘1y"Extens1ve descrlptlve data on. the sexual outcomes follow1ngl
;fCerv1x cancer are avallable. Much less 1s known about the V-
ldsexual outcomes for women w1th other dlsease 31tes such as
,fthe ovary or vulva, or. women rece1v1ng radlcal or .
i fcomblnatlon treatments"‘(Andersen, 1987) - -
| Because of the pau01ty of elther descrlptlve or

.emplrlcal data on women w1th ovar1an cancer and on comblned .

'f;Vtreatments, thls retrospectlve and exploratory study of

pprlmarlly ovarlan cancer pat1ents w1ll look at the effectSf

.‘that surgerY and Surgery Wlth chemotherapy or radlatlon w111f‘“7

:have on these~womenvs sexualvfunctlonlng It is expected tf*7
';fthat. RERe N PR - : :
VL:('lr Women w1th satlsfactory premorbld sexual
| affunctlonlng w1ll be more llkely to report good postesurd1calpj
"f'outcome of sexual adjustment o “ | s
: (2a) Post-surglcal concerns‘redardrnd deslrablllty
"(body 1mage) w1ll be greater than pre surglcal concerns w1th"”

'vdes1rab111ty (body 1mage)



7(2b) Women w1lllreport more concerns‘regardlng
lmutllatlon and surv1va1 than pre surglcal frequency of”h{
sexual concernsr;" | | " |
iﬁ(j)“ Post-surg1ca1 sexual act1v1ty w111 be related to:'
pllbldo.y (leldo 1s deflned as reasons for engaglng 1n sexﬂtd-
’,”after surgery; and reasons to av01d sex’ after surgery and fl
”vthe Index of Sexual Satlsfactlon Scale ) T

'3(4)] Post—surglcal sexual act1v1ty w111 be related togyikﬂ

menopausal status, ‘and non-menopausal women w111 have moreff.v,

;sexual act1V1ty
_15)’ Post—surg1cal sexual act1v1ty w1ll be related todf":

”'wpartner avallablllty E |

‘th(6) If levels of sexual functlonlng are low. before

”:surgery, women w1th gynecologlcal cancer w1ll focus more ‘on-

'body 1mage as thelr area of de51rab111ty and attractlveness.*

vp,Therefore post—surglcal anx1ety and concern for body 1mage

-w111 elevate as surgery poses a threat to body alteratlon.n

(7) General mood states w1ll be related to

"‘j] 1nterpersonal (partner) support for cancer patlents.,u

(8) The longer the 1nterval of tlme follow1ng surgery;ifr»

1the more pos1t1ve reasons w111 be reported for engaglng 1n'-H
:zsex.:f . : v . . o B _
(9a) As age 1ncreases‘ﬁthere w111 be less”s001al
‘ f_support (partner) and soclal des1rab111ty (attractlveness B

"and body 1mage)



(9b) The more partner support reported the better the S

e body 1mage prlor to and after surgery. o

(10) Women who have comblned treatments of
chemotherapy or radlatlon w1th surgery (exceptlngvpe1v10‘}‘:
exenteratlon and radlcal Vulvectomy) w111 report more sexual
dlfflcultles than women who haVe been treated w1th surgery

v:only..
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 METHOD

' ndSubjects } i B
Total subject sample for th1s exploratory study

cons1sted of 20 female gynecologlcal cancer patlents fromal

““,the obstetrlcs and gynecologlcal cl1nlc at the Kalser

l}dHospltal Fontana, Callfornla.; The sample was comprlsed
‘“‘malnly of ovarlan cancer patlents (N 9) w1th the |
»:dlstrlbutlon among the other three prlmary cancer s1tes
:"respectlvely. cerv1cal (N .3) endometrlal (N 6) and
fvulvar (N 2);' The predomlnantly caucas1an heterosexualv}
‘partlclpants’vages ranged from 32 to 70 years w1th a mean i
‘_;age of 50 years.,“ | : ‘ o |
- Demographlc characterlstlcs of thls sample‘can ‘be seen‘*T
:on Table 1 and Table 2.0 These tables show the frequency of“fvi’
vfs1te of cancer by marltal status and by - 1ncome.ty:‘~"
,‘Measures | | ‘ ‘ . v
A questlonnalre spe01flcally des1gned for thls‘study L»jj'
vaas used;_ It contalned 88 questlons cons1st1ng of both |
closed and open ended querles (See Appendlx B). The flrst |
,part of the questlonnalre asked general 1nformat10n such as:f
'age, gender marltal status, famlllal occupatlonal and ‘”

;rellglous afflllatlon.NlThe second part 1nqu1red about the f'

| subject's llfestyle such as nutr1t10n,,exerc1se, eatlng,v

drlnklng and smoklng hablts. The thlrd d1v151on asked about i

f(s1gn1flcant 11fe events 1nclud1ng those relevant to the"“:
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”VSub]ect’s 1llness. The remalnlng questlons centered on r;;;,;:

n‘subjects' feellngs about self 1mage, body 1mage and

;j‘sexuallty.; n addltlon to thlS questlonnalre, the follow1ngi.
“.scales were. used | | | S | A .
h(l)t The Beck Depres51on Inventory (Eeck’ Ward Mendelson;W‘
;Mock and Erbaugh 1961) The complete 21 1tem BDI scale was?,:

tused to assess depress1on 1n whlch the respondents 1ndlcate

kboth the presence and severlty of each symptom on a scale of;;r

'0 through 3.' The 1tem scores are then summed w1th a range o
from 0. to 63 on the long form w1th the hlgher scores ‘;‘ )
1ndlcat1ng the greater severlty of depre551on.T Spllt half n
'prellabllltles range from 78 to 93 show1ng good 1nternal
yfcon51stency (2) The Center for Epldemlologlc Studles-—;_
'Depressed Mood Scale (Radloff 1977) was also used to’ assess
"depres51ve symptoms. The CES D cons1sts of 20 1tems .
selected from 1tems drawn from prev1ously valldated
sidepre551on scales and'factor analytlc studles¢' Scores are
.bproduced by rever51ng the scores .on- 1tems 4 8,w1 5 and 16
fand then summlng the scores on all 1tems that result 1n a
“range of - 0. to 60 w1th the hlgher scores show1ng greater

:'depre551on.‘ Spllt half and Spearman Brown rellablllty

" coefflclents ranged from 77 to 92 1ndlcat1ng good 1nternal

consistency (3) The Cognltlve-Somatlc Anx1ety
Questlonnalre (Swartz, Dav1dson & Goleman, 1978) is a 14—‘;*

'71tem scale used to measure both the cognltlve and somatlc
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'laspects of anx1ety.; The CSAQ 1s a tralt measure of anx1ety Tl

'fp;and scored by computlng the cognltlve (1tems l 3'f6;f8}¥9177

'ql 13) and randomly ordered somatlc 1tems by scorlng the
.sums of the scores on each 1tem. The range for each of 7 tod7
’:;35 for both the cognltlve and somatlc scales are computed

.eseparately.v CSAQ correlates 51gn1flcantly w1th the State—

il Tra1t Anx1ety Inventory show1ng good concurrent valldlty.g~~v X

"f No data are reported on the rellablllty of the CSAQ scale.f
(4) The Proflle of Mood States (McNalr, Lorr & Droppleman,'“v
1971) is 65 5—p01nt adjectlve ratlng scale derlved by factork

'fanalys1s. A Total Mood Dlsturbance Score was obtalned by

";summlng the scores (Vlgor scale scored negatlvely) on the

e 51x prlmary mood factors. Norms and valldlty data are not

vpresented for the Total Mood Dlsturbance score but 1s ;}f{f“
lcon31dered to be hlghly rellable because of the | i
lalntercorrelatlons of the POMS factors. ‘(5)‘ The Illness ‘
»BehaV1or Questlonnalre (Pllowsky and Spence, 1983)~cons1sts
of a 62 1tem measure derlved from factor analy51s to assess_
”blllness related 1deas, attltudes, affects and what | ‘

ttr1butes the respondents belleve contrlbute to thelr )

Bl 1llnesses. The IBQ has seven subscales to assess general

: hypochondr1as1s, dlsease conv1ctlon, psychologlcal versus:
':somatlc perceptlons, affectlve 1nh1b1t10n, affectlve'qr
-dlsturbance, denlal and 1rr1tab111ty The "correct" answerS"

and the 1tems of the subscales are in ‘the rlght hand column

e e2d



of thevquéétiéﬂﬁaiie‘éﬁd*&héﬁ'theséViféms are summed to
obtain the Subsca'ié "‘scar.es *-‘iAl'thbughf the IBQ has é‘bod. "
‘ content and face valldlty there are no data on 1nterna1
h con51stency. h(6) Index of Sexual Satlsfactlon (Hudson,.
1982) was usedlto measure sexual satlsfactlon relatlve to:‘
'behav1ors, attltudes, events, affect and sexual preferences.
»The ISS 1s a 25 1tem scale to assess’ the degree of severlty
of the sexual relatlonshlp and. 1s scored by flrst rever51ng
vthe 1tems llsted at the bottom of the scale (1, 2, .3, 9} 10,
12, 16, l7,f19, 21, 22; 23,);“By summlng these_andv'b
Subtracting 25 Shows-a‘range of“d'to 160."The higher‘the
scores 1ndlcate the greater the respondent's sexual
dlSSatleaCt;OQ-, The ISS has excellent 1nternal con51stency
with‘ainean>alpha of .92. (7) _The Clinical Anx1ety Scale
(Thyer, Papsdorf,'Himlef&bBray,'1981)l ’ThevCAS is a 25éitem :
scaleato assess the severityiof‘clinical anxiety. The items
for the CAS were derlved from a large pool of 1tems based on
the DSM-III. To score the CAS, flrst reverse the items 1,
6, 7,»9,‘13, and 1tems 15- 17. Comblne these totaled scores_
],With’thevscores on the other 1tems and subtract 25. 'The
possible range of scores are from 0 - 100. The CAS has good
internal consistency with a coefficient_alpha;of .94.
Variables (See ‘Appendix A) |

The follow1ng varlables were used-ln the statlstlcal

analys;s to‘test-the maln_hypotheses..
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v»belleved that it "
1fjde51res 1n any”ﬁa

:fﬁzaﬁconcerns affec ng;phy51cal sexual actlv,ty,fsbhé;“

’7*§qmeasured compftl

vty.' Two representatlve 1tems a e.v My‘1nter_stf

’rgery) would not change my se

and 12 ftems assessed patlent/partner'

Vfrepresentatlve 1tem;1sf' Partner s fear of contaglon‘

v'iFScores ranged fromboz-»lz.i Scores ranglng from OfidJ

“ffifrom thls 21 1tem assessment 1s'i I would descrlbe mY
‘~3partner s and my relatlo‘shlp to be em0t10n611Y{fexua”

o compatlble.;

llty:“nd relatlonshlp 1ssues.. An examplexﬁi;f;s‘u



.'versus nercelved des1rab111tv (bodv 1mage) Drlor
to surgery | | |
fyTwojltems'weregused-to»measure howvthe‘patient_felth_
aboutdher:bodylprior:to:Surgery and»after_surgery’(e.g;
When I thought about my body before surgery I felt a)
pos1t1ve b) somewhat pos1t1ve ¢) neutral 4d) somewhat
negatlve e) negatlve. When I thlnk of my body after surgery
I feel: a)ipositive b) somewhat pos;tlve c) neutral
‘d) somewhat negatlve e) negatlve.v
Post—surglcal sexual. functlonlng versus 11b1do
The follow1ng factors comprised these varlables:
31 items:on,reasons_forvengagingninvsexual actiyity'or |
avoiding sexualvactiyity (e.g.' My interest'invphysical
whsexual activity is because of,sexual_arousal or my lack of
interest'in_physical sexual activity is'because of
depression). Scores ranged.from‘oe— 31; 9 items‘on post-
surglcal sexual act1v1ty w1th scores ranging from 0 - 9
'assessed spe01flc sexual behav1ors. dne representative‘item
is: My sexual act1v1ty cons1sted of vag1na1 1ntercourse,
oral sex less than tw1ce a month.‘ 12 1tems assessed
*patlent/partner concerns w1th scores ranglng from 0 - 12.
For example° Partner s concern about caus1ng additional
pain after patlent’s surgery : The Index of Sexual

Satlsfactlon also measured these varlables. Ad
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'7f:representat1ve sample of the ISS 1s "Sex 1s fun for me and

"my partner oo

‘ Onset or_a eyof‘meno‘ause versus_sexual act1v1t“hff"""

9 1tems on spe01flc phy51ca1 sexual pre and post— ’T*

bdf‘surglcal behav1ors comprlsed these varlables.; For example, E

d‘iéMy sexual behav1ors con51sted of leSlng, fondllng..f;jfjgich¥py"

JfScores ranged from 0 - 9 asses51ng dlfferent klnds of

'>] -phys1cal sex and 2 questlons on menopause also comprlsed '

wthese varlables (e g., Have you experlenced menopause’ ijlfnvfa

de; at what age’ and Dld you experlence any dlfflculty whllevdt

"underg01ng menopausal changes7.;’

':n_ These varlables were measured by the follow1ng

Spec1flc post-surglcal sexual behav1ors con51st1ng of

~p,1tems w1th a score of 0 - 9 assess1ng frequency and types ofzt“'waf*

;"phys1ca1 sex (e g., My sexual act1v1ty con51sts of fondllng,-u‘
Uoral sex 1ess than tw1ce a. week) | ﬂ‘ v

Patlent/partner concerns contalnlng 12 1tems asse551ng

'rconcerns that may}affect sexual act1v1ty Scores range from;fﬂ
ffo.- 7 and a representatlve sample would be'y~Partner«s;;pf'ﬁ'T:

"jdecreas1ng.1nterest in sexual act1v1ty.¢'

‘dor engaglng Ain sex contalns'4 1tems((e g.; My -
1nterest 1n sex 1s because of sexual arousal) scores,"”




Reasons forvavoiding sex contains.lzhitems with scores
ranglng from 0 - 12 (e g., My lack of- 1nterest because of
feellng pressured/coerced

Global concerns affectlng sexual responses contalns 7.
items‘(scores ranglng from 0 - 7). : For example.‘ Worrled
that mylpartner'on1d"not be emOtionally suppOrtive;T

| Partner avallablllty (one item) 1nqu1r1ng° CIf yoﬁ are
presently 11V1ng w1th someone in a sexual relatlonshlp, how

Tdo you belleve that your. partner would descrlbe you’

Anx1etv bodv 1maqe Versus pre surdlcal sexual

Ly,

functlonlng

To assess these varlables the follow1ng scales were
used. The Proflle of Mood States, Adaptatlon to Cancer “the
Beck Depress1on Inventory, Cclinical Anx1ety Questlonnalre,
'The.Cognitive?Somatic;AnXiety.Questionnaire'AThe CES-
Depressed Mood Scale and 9 items on pre-surglcal sexual
functlonlng -One representatlve 1tem is: My sexual'
.act1v1ty con51sts of oral sex, vaglnal 1ntercourse, hugglng
~and klss1ng....;; ThlS scale ranged from 0-- 9 asses51ng a

varlety of pre surglcal behav1ors.v'

‘Mood States versus relatlonshlp and compatlbllltv w1th
partner N |
The follow1ng factors comprlsed these varlableS°
Profile of Mood States w1th pre— and post-surglcal percelved

partner support»(e,g., I‘would descrlbe ny overall
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"Q”_Cllnlcal_

ltgrelatlonshlp wi h?my partner as‘lonely) w1th pre surglcal

ody 1mage

jfand post—surglca

7Q;assessed these varlables.}yégfepresentatl e’sample of the

g1etyf5ca;eﬁ;s;f'1 feeldsudde,ly scared for ‘no.

fuvreason.,y,,gj~”

Interval between tlme and surqerv %fuff‘

ﬂthe'Cllnlcal Anxlety Scale ]vifi

Length of tlme between the 1nterv1ews and the number oftt}t77"

rglcal reasons for engaglng 1n sexual act1v1ty and

‘*jthe number of reasons for av01d1ng sexual act1v1ty were usedaag;x*

'”‘ﬁfto assess these varlables. The post-surglcal number of

";yreasons for engaglng 1n and av01d1ng sex contalned 31 1tems

'7:;w1th a score of 0 —v31.

Partner (soc1a1) support versus bodv 1mage (s001a1

. The follow1ng were used to measure these varlables'
Z‘JSeven 1tems of overall relatlonshlp after surgery (e g.,f;It'{

;'would deScrlbe my overall relatlonshlp w1th my partner as

ifof[emotlonally supportlve) w1th the scores ranglng from 0_- 7,-ffe

'Flve 1tems on: compatlblllty w1th a score range of 0 - S.uhﬂ

”“3fFor example.- I wnuld descrlbe the most compatlble areas of ’;”?'

v4my relatlonshlp to be a physical#sexual relatlonshlp, and

xpi;one 1tem regardlng body 1mage after surgery (e g., When I

;fthlnk about my body after surgery I feel negatlve)

 adjustment




Reported 51tes of_gynecolog;cal cancer 'treatment

.avmodalltles (e g., Surgery, Surgery Comblned w1th j,\,;_;,

vachemotherapy and surgery comblned w1th radlatlon),"

’-,g 1tems on percelved part{ r concerns (e g.,vPartner:s fear

»rifabout cau51ng addltlonal paln from treatment) w1th scores ;c¥a~T,

.0 "31'[ Two examples of these 1tems are'” My 1nterest 1n

'7,;rang1ng from 0 - 12,‘ Thlrty-one 1tems ‘on pre-_and post—:iﬁ

vt{surglcal reasons for engaglngfln sexual act1v1ty and reasons;”ufr:

 ;for avoldlng sexual actlvw‘ﬁ _Subject scores ranged from

’.3sex 1s because of lov1ng my partner and My 1ack of 1nterestl e

’ff,:protected by belng 1n1t1a11y contacted v1a letter through
defthelr prlmary phys101an.- Only those subjects who expressed}

"fflnterest 1n partlclpatlng and who agreed to be contacted

;Hcln sex 1s because of feellng bad about myself,g Elght 1temsﬂfbﬁfe
U of pre—'and post overall satlsfactlon on a ratlng from 0 - 8tff"

';fof very satlsfylng to very unsatlsfylng Were used to assess ffL“

'fthese varlables.ﬁ

';Procedure
Partlclpants for the current study were. referred
.’ofthrough thelr prlmary phy5101an at the Kalser Hospltal

'fiFontana, Callfornla., Subjects' confldentlallty was-~':”“‘

’*i}"_fwere subsequently ,1nv1ted to partl°1pate in the Study" Of

-efdfthe 66 canc;rfpatlents contacted by thelr prlmary phy51clan,ﬂ13

*ff29 patlents dld not respond at all.v Thlrty-51x patlents




responded, 16 of whem‘deeiined to participate while the
remaining 20 patients agreed to be interviewed.

The questionnaires were administered individually to
the participants at'the patient'srhome or at the Kaiser
Hospital by a clinical'interviewer.‘ The clinical
interviewer filled out the specifically designed
questionnaire during the first portion of.the interview.
The participants themselves then completed the scales in the
~ presence of the interviewer who was available for any |
questions or assistance.v The time of interview per subjeet
ranged from two and one-half hours to three and one-half
hours each. In addition to information regarding research
findings, the additional time per interview was allowed to
permit patients to express their feelings regarding their
disease and the nature of the information elicited during
the interview. Moreover, the participants were invited to
contact the interviewer for a follow-up time if the
participant'felt‘the need,for additionél closure,
partisularly regarding,the more sensitive areas of inquiry
contained in the questionnaire. To date, no one has

requested additional clinical time.

29



: ' RESULTS
OVERALI ANAILYSTIS

Several means of overéll sexual adjustment were
‘computed by combining the Questibnnaire designed for this
study with 9 standardized scaleé measuring pre and/or post
surgically the following dépendent variables:

‘(1) ‘emotional sexual concern$ (2) patient concerhs that
may affect the post-surgical sexual relationship (3)‘
humber ofvreasons for engaging in sex (4) number of
reasons for avoiding sex (5) perceived partner concerns
that may éffect the.post-surgicél sexualvrélatiohship‘ (6)
giobal attitude toward sex and (7) specific physiéal sexual
behaviors. These variables'wefe each converted to Z scores
in order to standardize theﬁ with body image pre and post-
surgically.

OVERALIL RESULTS

Fifty-five percent of the women who reported being
sexually active prior to diagnosis reported definite-
declines in sexual activity after surgery, while 40%
reported no change in their sexual activities. Twenty-five
percent of the patients reported séme dimunitién of sexual
intercourse while 30% of these patients reported total
cessation of sexual intercourse. Only one patient (a widoW)
reported total abstinenée of éexual activity both 1 year
pribr to'diaqﬁosis ahd after surgefy, Séxﬁal’aétivity for

this descriptive analysis is defined by three categories:
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Intercourse 113}f“ﬁbﬁ&1iﬁg;

)

.““fiﬁreported total cessat on of sexual 1ntercourse post-v3';"'

o surglcally.; Whlle patlents w1th all four s1tes reported

B fdecllnes in 1ntercourse after surgery,:only the ovarlan fj;a;'~-ﬂi*

"’FfpatlentSwreported decllnes 1n the other two aforementloned

tf‘categor1es of sexual act1v1ty

An overall assessment of age w1th sexual functlonlng

ngcbefore surgery (r (18) f-o 61, p ;.01) suggests that

;younger women were better adjusted sexually than older R
wﬁwomen.d“

When measurlng partner avallablllty w1th post surglcal‘”

‘:dékfunctlonlng, an analy51s of varlance (F (2 14) =‘3 54 p?;ﬂigii

.ff.lo) showed a marglnal effect 1nd1cat1ng that a: lack of
‘partner may be ass001ated w1th post—surglcal functlonlng.

“However, 1nteract10n between partner avallablllty and age

fl:*:was s1gn1flcant (F (2 14) 5 98 p_ .05 y suggestlng that :f

»,;as age 1ncreased there were fewer sexual partners avallable;,“

'”1U;:Us1nq the 1east squared means to compute for partners who

'ﬂfweref

"fffunctlonlng (M —3

'nmarrled or marrled and those w1thout partners

v'«1ndlcated that marrled partners showed the best post—sexual‘rfev'

87) among all the groups.= The unmarrled

subjects w1th partners showed the next lower score on: sexual('y"

,”.functlonlng (M uv.96) whlle women w1th total partner MR

‘ftfunavallablllty scored the lowest (M A-3,44)5t~Both;the]‘“‘




'fgyounger and older women 1n the marrled group showed s1m11ar

.fand better sexual functlonlng (Ms = 1 46 and O 27

‘b:respectlvely) than women who had partners but were unmarrled:'

»j.(M .‘-.32) f The group that exhlblted the lowest level of
‘sexual functlonlng were the younger women totally w1thout
f;ypartners M v-.8 10) ' = L | ; |
B A strong ass001atlon‘was found between partner support:r
l with body 1mage pre and post-surglcally (r (18) 0 53, p
'i.QS) As women subjects percelved thelr partner support to H;:
h_be‘p051t1ve the better thelr body 1mages were both before,'“\

lsurgery (r (18) 0 55, p 05) and after surgery (rv= 18)_,

0. 55),_‘f=~.05) Moreover, the overall relatlonshlp of f?»“ o

tfadjustment w1th partner support showed that the pat1ent'

:'partner support 51gn1flcantly correlates w1th the emotlonal; f
'adjustment (anx1ety-body 1mage varlable) of the patlent (r
_(18) 0. 68 p -v.01) 1ndlcat1ng that the ‘more partner ;C,;th'
"support that the patlents have the better thelr overall

‘emotlonal adjustment (anx1ety—body 1mage varlable)

i"n;. PECIFIC RESULIS

The flrst hypothes1s that women w1th satlsfactory

'”{yfpremorbld sexual satlsfactlon w1ll be more llkely to report:'fl'”

"good post surglcal outcome ad]ustment was supported.i The'f.*

ﬁﬁ‘vPearson rs. Product Moment correlatlon coefflclent between the«f;ev

'ﬁoverall relatlonshlp and post-sexual concerns was

L 51gn1flcant (r (18) 0 .48, p .05) The overall pre—~f'



Eh;surglcal sexual relatlonshlp w1th the overall post-surglcal}f"‘

'uff isexual relatlonshlp showed (r (18) = 0 53 p];y.OS) "Téﬁié“f‘,,}.’

{ﬂfThree shows the correlatlons for pre—'and post-surglcal

ilf‘sexual adjustment measures. As seen in Table Three,

‘fhfbetween'ﬂf,fmh“

 ew¢Jooncerns after surgery (r (18) | .48 pm; .05) suggested“

' u*s1nce surgery lr'(ls)

ﬁ>51gn1flcance was found for the follow1ng correlatlons

':‘{(ii Relatlonshlp prlor to d1agnos1s w1th sexual ff:

typatlents;who percelved thelr relatlonshlps as pos1t1ve had ;i;:d(v
f;fewer sexual concerns after surgery | S v :
\(21, Relatlonshlp prlor to dlagnos1s wrth relatlonshlpiyﬁr
'“1isinoe surgery (r (18) ' y53?'bj%_.05) 1ndlcated ‘that
'ﬁffpatlents whose relatlonshlp.p;ior to surgery was p051t1ye if?;(;
jaalso remalned p051t1ve after surgery. ‘ o |

‘"7(3) Compatlblllty before dl&ghOSlS w1th compatlbllltyf?iffi

'{69, P ;‘.001) showed that as}.,“:

tlfpatlents reported belng very compatlble before surgery

;(ffremalned compatlble post-surglcally.}axﬁ*’

"al sexual

'VJ_acthltY prl r to»surgeryfalso reported more reasons for

uf"engaglng 1n sex after surgery (r (18) ;.50 p~;‘.05)

(5) Patlents who reported more sexual behav1ors prlor}”f*jf>r7j

r?to surgery also reported hav1ng more reasons to av01d sex

'ﬁe“afterward suggests that these patlents may have more need to

'"f;?explaln changes 1n sexual act1v1t1es after surgery ‘as a f B




_ ﬁeans for,reducing dissonance‘and edjusting psychosexually
(r (18) = .65, p’= .01). |
| 7(6) Patients who also were more’thSically sexually
active prior t0fsurgery also‘reported being more physically
sexually éctivé'postfsurgically.(;‘(lg)A=-,49,;p’= .05).
 With 6 significent statisticalloutcomes out ofka‘tOtal
‘of 27 with the alpha 1evei_¢f‘.o5'means that 1 out of 20
times Significencetwould'oCCur by chance,on theceverage. In
other words; the sta£i5£iéai*6d£c¢ﬁéfdf 1:35doccurring by
~ chance supports the 51gn1flcance of these 6 correlatlons.
»»Therefore, any 1 35 by chance is a meanlngful dlfference,
:partlcularly w1th some of the statlstlcal s1gn1flcances at
“much lower probabllltles concurrlng Wlth the flrst‘
~ hypothesis. |
‘ The,second hypothesis (Zat)_that postfsurgical,concerns
1regérding (body image) desirability will be greater than-
| pre—surglcal concerns w1th de51rab111ty (body 1mage) was .
supported (t (19) =.2.78,"p _ .05)

The results of the Chl sduare supported the hypothes1s
(2b.) that women would report more concern regardlng
tmutllatlon or surv1val than frequency of sexual concerns, (X
2 (2) = 10. oo p _ .01) |

The thlrd hypothe51s that post-surglcal sexual act1v1tyb
is related to libido deflned as varlable combining 1nterest

'and satlsfactlon was supported (x (18) = -0.47, p _ -05)
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| "Mlndlcatlng that the more sexually satlsfled patlents

"'Jfbreported belng they engaged 1n more phy31ca1 sexual act1v1ty‘;g

’“rafter surgery - Even though the patlents reported more

f_sexual satlsfactlon post-surglcally,vthey also reported moreff

e apprehen51on and concern for both them (r (18) 3~.49- p

.05) and thelr partners (r (18) —,-55, p ,.05) regardlng

7.tpotent1al problems that may occur from engaglng 1n phys1ca1

bwﬂ[sex after surgery

;These same concerns were also glven as’

‘Jreasons for av01d1ng sex (r (18) 0 62 p‘ 05) even

‘ though they contlnued to engage 1n some form of phys1cal sex*;hf_

L_whlle v0101ng these concerns., Slgnlflcance was also found
‘“between the number of reasons for engaglng in - sex w1th the f

Jfrequency of sexual act1v1ty. Th1s outcome suggests that

"c”fwhlle patlents may express thelr apprehen51on about engaglngéfﬁf”

fﬂﬁln sex after surgery, some forms of phys1cal sex contlnue‘g,:
-even when patlents express both 1nterest and concerns for
/'d01ng so.» The results of the Pearson s . Product Moment

xicorrelatlons are shown 1n Table 4. -

Hypothe51s four was supported (t (18) 2. 19, p y;;béi?"
"iijThlS f1nd1ng 1s cons1stent w1th the expectatlon that post-fog
jbsurglcal sexual act1v1ty would be related to menopausal
'Qj status show1ng that non—menopausal women have more sexualw

'Qﬁlact1v1ty post surglcally than women 1n menopause._-

Hypothes1s f1ve whlch predlcted that post—surglcal

‘aff;act1v1ty would be ass001ated w1th partner avallablllty was yfﬁ

o3




”*f*for the partner 1ncl_ded the‘follow1ng When 1ook1nq at the;ffmﬂ"

}"“pcored hlgher than elther of the s1ngle women w1thi ;5;35

j;:3o 9) or w1thout (Mﬂ An analy51s'

';'llvarlance (F (2 »14) 12 78, pp_?fOOl) on partners‘

”’isexual behav1orSyshows the mal effect that 51ng1ef,i‘
”7jf:w1th partners (M 14 38) are more sexually actlve;fiﬁjbﬁ”ﬁmly

“‘?f'(lncludlng masturbatlon) followed by marrled womenn(M %f“fwaﬂbf

»f3:6 12) and the least sexually actlve to be the 51ngle womenw_i(

'”fﬁfw1thout partners (M 0 80)

The s1xth hypothe51s that 1f the levels of pre surglcal';_f5

f;sexual relatlonshlps and functlonlng are 1ow hlgher

'-anx1et1es and concerns for body 1mage w1ll occur after

"rﬁilhsurgery was supported (r (18) T-‘58 and (r (18) ”ﬁ7.54 p‘f

‘x”l};,.Ol) These flndlnqs 1ndlcated that the greater the

'Tfﬂ¢pat1ents"anx1ety and despalr the 1ess compatlble they

Kxjifdespalr w1th body 1mage p;é(18) '0 52 v§25h°01) and Wlth

(overall sexual relatlonshlps (r (18) F-O 52 npfjpfﬂu;;,,

'percelvedvthelr relatlonshlps to be.; Strong as5001atlons of;\'T:'

f'fsuggest the greater the despalr that the women expressed theff?i,

73@ worse thelr perceptlon

’of thelr bodles and thelr overall




z‘sexual relatlonshlps.' The more concerned the women were

’aboutigeneral cancer 1ssues,vthe fewer the overall sexual

B V/

ulfact1V1t1es (r (18) =”—0 45, p ,.05) Slx out of 36

” correlatlons are s1gn1flcant suggestlng that the women who:yrt

»reported lower 1evels of sexual adjustment and functlonlngplf;i'

Vf7,were s1gn1f1cant1y more. stressed about thelr body lmages and’x}‘

"H{Fhow thelr body 1mages affected thelr relatlonshlps.,gfgff"7

'.ff51gn1flcance was not found when correlatlng the above 53*°?

“:rfactors w1th (a) reasons for sex (b) reasons to av01d sex

ﬁ f(C) and global sex.f Slmllarly when us1ng the POMS subscalesfh""

‘v;w1th the above Varlables only the fatlgue scale showed

v;iSlgnlflcance w1th compatlblllty (r (18) —.-0 52, p ‘.01)

‘ﬁ}flndlcatlng that the more fatlgued the patlents were, the

",tless the patlents percelved thelr partners to be generally
‘ffcompatlble.;- LR . |

The seventh hypothes1s that general mood states w1ll be:;y'

'5:'as5001ated w1th 1nterpersonal support for cancer patlents

'5ﬁ:more hlghly anx1ous the women were the less partner

( was supported (r (18) ‘-0 53 pi;:.05) 1ndlcat1ng that the [ |
'7compat1b111ty was exhlblted.w Body 1mage after surgery was

‘bigalso 31gn1flcant (r (18) 0 57 p 01) suggestlng that

’*;ﬁthe better the body 1mage the better the partner support.w-

"ﬂh“‘Although not spe01flca11y stated 1n thls hypothes1s us1ng

"the Proflle of Mood state subscale of v1gor w1th overall

‘Vf(partner support was s1gn1flcant (r (18) f05481~P- »-05)




‘<number of reasons f0'”

Lsupported (rr(lS)

05) The 1ntervals correlatlng both w1th the post?surglcal;jfﬁ"

‘ngaglng 1n sexual act1v1ty and'w1th

”d;hthe post surg1ca1 number'of reasons for av01d1ng sexual df7”t .

'“j.ffact1v1ty suggest that as tlme went on sexual 1ssues became

‘”ﬂmore 1mportant. jThe tlme between the subjects' 1nterv1eWS'fﬁ
"fand tlme of surgery ranged from one to elght years.igppf

Slgnlflcance was not found regardlng age dlfference

| 'rﬁﬁw1th partner and s001al de51rab111ty (body 1mage) for the

B vf:{part (9b ) a sz.gnlflcav
’”ftsurgery,_i_

v””Ghshowed that

'f'flrst part of the nlnth hypothes1s.- However, for. the secondl” “

frelatlonshlp was found between

d‘npartner support and‘body 1mage both prlor to and after

partner support 1s relevant to the way women
1fpw1th gynecologlcal cancer v1ew thelr bodles.‘i
Hypothe51s 10 states that treatment dlfferences would r;p}

'fp51gn1flcantly affect sexual functlonlng and that women

7?-}treated surglcally (excludlng pelv1c exenteratlon and

'“xfpiradlcal vulvectomy Wthh also excludes the vulvar group)



vfwouldy'eport better sexual functlonlng and adjustment than

L women w1th comblned treatments of chemotherapy w1th surgery,“

',or radlatlon w1th surgery.: As predlcted treatments

'lﬂs1gn1flcantly affected sexual functlonlng (F (2 16) 4 12:&,['

'fp,#:.os) When 1ook1ng at the means, women who had surgery

'7;iiw1th chemotherapy had the most dlfflculty 1n adjustlng

“fsexually., However before surgery these cancer patlents dld;f;? L

vffjﬁnot dlffer 51gn1flcantly from'the other two groups who were QJ

V}radlated w1th surgery or had surgery w1thout addltlonal

>~treatment The means also showed that the group w1th

‘Pf;radlatlon comblned w1th surgery functloned somewhat sllghtly :f.Vf

‘“an the group w1th.Surgery only (M 0 23 and M

ﬂff;O 31 respectlvely)

When looklng at the percelved partner concerns for

‘&sexual adjustment and functlonlng Wlth treatment effects,}f g];,;

'p51gn1f1cance was also found (F (2 16) = 4. 38 p :.05)

‘:,The means show that patlents treated surglcally w1th

:iyh"jchemotherapy reported lower levels of sexual adjustment and y“f

fﬁ:ffunctlonlng (M 7-0 73) than elther the surgery w1th

:t{fradlatlon (M 0 41) or those patlents who had surgery only fhf;ffd"

ih(M 0 37) ”;;he means also showed that those who had

.:ffﬁgrecelved surglcal treatment w1th chemotherapy reported the

jylowest level 1n sexual adjustment (M C-O 60) compared w1th ?'

“-;hjthe group treated w1th radlatlon (M 0 62) and those w1th

o 07)




For overall'sexual satlsfactlon, s1gn1flcance was also; SRR

-ftfound (F (2 '16) 11 93 pd% .001) The Tukey test showedtfﬁh“

’althat the radlatlon w1th surgery patlents dlffered

ohs1gn1f1cantly from both the surgery only group and those
‘with chemotherapy and surgery.. Although the radlatlon-;*d

Tisurgery patlents showed better overall adjustment than p .

'(f’elther the chemo—surgery:patlents or the surgery—only

'1bfpat1ents, the means suggest that the radlatlon—surgery

:"patlents were less sexually satlsfled overall (M s_-l 00)
gthan elther the surgery-only group (M 0 41) or the surgery
w1th chemotherapy group (M 0 59) , » | ‘ »
Slgnlflcance was not found when assesslng pre—'and
(:post—surglcal varlables for reasons for sex or reasons to
‘av01d sex sexual behav1ors and responses. The overall mood
aytotal was marglnally s1gn1f10ant 1nd1cat1ng that there may
'gibe some dlfferences among the groups regardlng affect.;‘

larger sample of subjects mlght yleld s1gn1flcance.‘
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“.fysurglcal sexual functlonlng and adjustment.r BefOre”'.J-,

Qlﬁgﬂﬁﬁlgﬂ
The outcome of thls exploratory and retrospectlve studyf'.'

u'f:pr0V1des support for the dlfferences found 1n pre—»and post—;:k

f}hfdlscus51ng the results, 1t 1s 1mportant to note that these

are from a smal“’number of subjects.‘ A larger number

'3-?of subjects may yleld dlfferent flndlngs or perhaps greaterxf

gvfdata to. further support the hypotheses under study.z,IVZ‘*”

Although there 1s a lack of research 1n women w1th
iovarlan cancer, these flndlngs are s1m11ar to prev1ous

1f[stud1es conducted on other gynecologlc cancer s1tes Of

vsijmalnly cerv1cal and endometrlal patlents (Andersen and

JfAnderson, 1987, Andersen, 1986 Adelus1,.l980)

:ﬁ,Thls ftff?:h

"fjpresent study dlffers from prev1ous research 1n that 1t

nrlncludes ovarlan cancer patlents and focuses spec1flcally on'

"f.jsexual functlonlng w1th several comb1ned cancer treatments

*fw1th surgery rather than separate treatment modalltles._a‘b

As hypothes1zed a 51gn1flcant ass001at10n was found

Jflbetween premorbld sexual fy‘ctlonlng and good post-surglcal

hnf”sexual adjustment. The more pos1t1ve and compatlble that?ffiffv

'"’dfpatlents reported thelr relatlons:ips to be before surgery,,;fﬁ;

“ffthe more compatlble and p051t1ve they reported thelr

'7;Trelat10nsh1ps to be after surgery. Patlents w1th more

Tfﬁp051t1ve premorbld compatlblllty also reported fewer sexualif‘i o

5';?concerns post—surglcally.: Together, these flndlngs suggest 'f‘ o




"that patlents w1th good premorbld sexual functlonlng and

"r?adjustment may possess atstronger and more stable base forb
vg'coplng w1th the post—surglcal stressors, espe01ally the |
psychosexual 1ssues of th1s catastrophlc dlsease.' The data_l
,suggest that partner avallablllty 1s 1ntegral to p051t1ve_ o
lyupost—surglcal act1v1ty, espe01ally among marrled womenrg

5l Moreover, the data show that the more frequently

aypatlents engaged 1n phy51ca1 sex prlor to surgery’ the more in;,;

'ltﬁllkely they were to be sexually actlve after surgery., The

ﬁ':correlatlonal data also 1ndlcate, however, that whlle pre-iwl”tvi‘

.surglcally sexually actlve patlents contlnued to engage 1n

"some forms of phys1ca1 sexual act1v1ty post—surglcally, they,f;

'~vwere also eXpress1ng more reasons for av01d1ng sexual

‘egact1v1ty than less actlve sub]ects._ Th1s seemlng paradox 1sffﬁ

:,fnot surpr1s1ng cons1der1ng the traumatlc nature of thls

7dlsease and treatment reglmens.‘ The post-surglcal reasons

‘7;that patlents express for lack of 1nterest in sex are

"f"feellng 111 " "t1red " "depressed " "shame over my body "

ﬁ:;aﬁand "partner unavallablllty “[ Even though patlents reported¢:°”

Tsthelr experlen01ng all of these reasons, the very nature of
Hlthelr expres51ng all of these reasons for w1sh1ng to av01d ﬂﬁT
lhengaglng 1n sexual act1v1ty suggests that they are | -
.1;cont1nu1ng to focus on sexual 1ssues._ It may be that
”;patlents"express1ng 1ess enthu51asm for sex but contlnulng

i”to part1c1pate 1n sexual act1v1ty anyway, 1s a means for



yffredu01ng dlssonance, 1n that patlents may cont1nue to”feel

”iﬁfGnokay" about themselves sexually even though they are:less 5fﬁ;'37*

',ienthus1astlc about hav1ng post surglcal phy51cal sex or

"grjpatlents who are less enthus1astlc about but engaglng 1n sexg?“”"r

'anYway may be d01ng so only to please thelr partners.ixﬁgiv,v_a

’~fPat1ents who were 1nact1ve sexually before surgery would

' »;;flnd lack of sex after surgery less dlssonance produ01ng andft'

efftherefore would be 1ess llkely to generate reasons for

o‘av01d1ng sexual act1v1ty.;y“ar_r

Although not spe01flcally stated 1n thls hypothes1s, 1tmf-i

"[ﬁwas antlclpated that patlents would be llkely to shlft the1r¥fzi5

',v1ews and/or behav1ors to cope w1th post-surglcal sexual

na‘matters.f Another p0551b1e explanatlon for patlents

,Abcontlnulng to part1c1pate 1n sexual act1v1ty whlle volclng

o more reasons for dlmlnlshed 1nterest_after surgery may be

‘mnbecause of reprlorltlza.lon of "

;'p. 2127) wrltes that “for many womill}g"j;fgi

'ga reprlor

"Jf*flndlngs in thlS study,,however,‘suggest that 1mmed1ate

‘*f.concerns or crlsls concerns subs1de as patlents resume a

ilfe 1ssues. Andersen (1987,[f'"

‘Vmore routlne ex1stence and_the ever present sexual concerns g{flw

fVemerge as 1mportant to the gynecologlc cancer patlent.rx,ff;.v'”

A s1gn1flcant f1nd1ng 1n thls study to Support thls S

'faassumptlon wasfthat post—surglcal concerns regardlng




-deSirability (body image)-mere found significantly greater
" than pre- surglcal concerns for de51rab111ty (body 1mage) and
'1ndlcates that (1) after surgery psychosexual 1ssues emerge
as 1mportant and (2)fpre—surglcal cr1s1s concerns with
surv1val and/or treatment issues may temporarlly obfuscate
the psychosexual 1mpact.g:These latter.concerns are
contlguous to the 51gn1flcancevfound_inhthe second part of
this(hypothesis'that prefsurgicaliy'women continue to be
more‘immediately concernedvabout mutilation/surviVal issues
‘;than frequency of sexual concerns._ From these flndlngs, the
' major pre surglcal concerns contlnue to be ‘on surv1val or
body dlsflgurement rather than ant1c1pat1ng psychosexual
dlfflcultles. After surgery, howeveri sexual issues become
1mportant. The 1mportance of sexual issues post—surglcally
also found support ‘in another hypothes1s suggestlng that
after surgery as tlme passed women become 51gn1flcantly more .
_1nterested in sex. ThlS«outcome suggests that w1th.trme as
patients began to readjust to more routine liying;bsexual
matters became»more important. This finding‘anddthe
‘prevlous one . may have 1mpllcatlons for the t1m1ng of
‘cllnlcal 1nterv1ew1ng regardlng psychosexual 1ssues. These
.flndlngs also empha51ze the‘need‘for prov1d1ng not only
‘better 1nformat10n but adequate therapy to prepare women for

-vthe trauma of gynecologlc treatment protocols.
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Correlatlonal data also 1ndlcate strong support for the;ifa;"

': hypothe51s that low levels of pre—surglcal functlonlng and

"_'adjustmen‘

= adjustment would be ass001ated w1th anx1ety over body 1mage fb
V,post-surglcally._ Support for thls hypothes1s suggests that'
1n order for women to compensate for 1ess sexual act1v1ty,

1t 1s 1mportant for them to focus thelr sexuallty on body

to look attractlve and‘sevsuous to thelr

1mage, that ,s,
jlpartners even 1f not actually engaglng 1n much phy51ca1 sex-ﬁff“fw'

ngnkage between‘lower levels of sexual functlonlng;and&b':f_ﬁbf

1th 1ncreased stress over;the cancer patlent"‘i7

v"body 1mage and how thelr body 1mages affected thelr partner e
f‘relatlonshlps were. espe01ally 31gn1flcant. Such outcomes
,1ndlcate that 1f sexual act1v1ty 1s lacklng or. low then

«sllooklng attractlve may be 1mportant perhaps even eSSentlal R

'_Zln malntalnlng partner relatlonshlps for women who have

“uundergone surglcal treatments for gynecologlc cancer.‘ The
-fgynecologlc cancer patlent may not w1sh to lose her partner""

vbecauSe:of-cancer.f Losses abound for the cancer patlent.,,:g_j;"f'

'cH,Phy51cal loss of body parts, jobs, and 51gn1flcant ?35>“:'“

'*iﬂrelatlonshlps are shared phenomena among cancer patlents

*tﬁl:(stahly, 1988 Andersen, 1985 Mantell 1983) ' Whlle not e

,stpe01flcally looked at 1n the area of sexual and

ﬁgrelatlonshlp 1ssues 1n th1s study, fear and loss 1n thlS

gj;context may be an 1mportant factor for future 1nvest1gatlon.bfff




Strong ass001ations between llbldo and post-surglcal

”:’sexual act1v1ty were found Even though patlents reported

'vfgpos1t1ve sexual satlsfactlon post—surglcally they also

”dreported greater sexual concerns for themselves and thelr ;,<a‘”"

Q:partners that may affect or alter the1r phys1ca1 sexual

:Znact1v1ty.ﬁ Most of these concerns centered on the patlent’“
‘or her partner s apprehens1on regardlng paln that may occur:$4
‘from engaglng 1n sexual act1v1ty such as 1ntercourse. Only ;v
one patlent reported that her partner feared her be1ng

contaglous., As the number of reasons to e1ther engage 1n

'sex or to av01d sex 1ncreased so d1d the patlent's ‘concerns tfh“b

l; for her body relatlve to the phy31cal sexual problems that
‘fimay occur post—surglcally ‘ Fear of paln was the most 01ted
'o‘reason by both patlents and partners regardless of whether
hthey expressed a preference for engaglng in or av01d1ng _eh'”
'sexual act1v1tyv Interestlngly, whlle patlents had Y
1ncreased reasons elther for engaglng in or expres51ng
reasons for avoidlng sexual act1v1ty, they contlnued to

report 1ncreased sexual satlsfactlon along w1th 1ncreased

"sexual act1v1ty regardless of thelr reasons for w1sh1ng to:‘fgfa

””.jpartlclpate or not.' Together these flndlngs suggest that

although patlents may have real reasons for w1sh1ng to av01dy

rlsexual act1v1ty they contlnue to percelve themselves as

'vbelng sexually satlsfled and actlve sexual partlclpants evend

'”after the trauma of surgery and/or comblned treatments.'
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Whlle patlents may have to altﬁf thelr emotlonal and

ﬁfphy51cal sexual routlnes, thelr des1re for sex contlnues to ERRT

,vbe'lntact These flndlngs are s1m11ar to those found by o
hAndersen (1987) that women w1th gynecologlcal cancer dld notpl'
“experlence 51gn1flcant loss of des1re compared to the other aff
groups._ In sum, these correlates 1ndlcate that the |
'e.patlent’s des1res haven’t waned but are deflnltely
iulnfluenced by her perceptlons of her partner s attltude
”towards her post-surglcally,_the patlent’s own sexual
constructs about herself and though not exp11c1tly stated*
h1n th1s hypothe51s, the 1mpact of surglcal treatment.»\V"
As expected post—surglcal act1v1ty was s1gn1flcantly :
"related to menopausal status and pre—menopausal women havep
:rmore sexual act1v1ty post—surglcally than post—menopausal -
\women.. The flndlngs here may also suggest that as |
gynecologlcal cancer occurs later in life, sexual act1v1tyf
may be negatlvely affected by hormonal levels, or by the
unavallablllty of male partners. »These.poss1ble :
hexplanatlons should be exp11c1tly tested in some future
'study.; Partner avallablllty was tested however, w1th post—t‘
surglcal sexual act1v1ty ; The data were s1gn1flcant and |
'uloglcally supported that the least sexually actlve womenv
*7were those who were 51ngle and w1thout partners.y One " sucht
"response from ‘one’ of the s1ngle women when asked‘how surgery '

affected her datlng relatlonshlps was' ;ﬂI just.don’t



entertain that~thought--can blame‘that on.sﬁrqery;"_vsihgle
women with partners Were the most sexually active followed
by‘married woﬁen.,‘It>may be with the changing social
structure that women may be less bound by.traditional
psychosexual mores and therefore are freer to engage in
serlal relatlonshlps as 1ndlcated by the general responses-
of two lesbian patients interviewed in this study.
Interestingly, the lesbian patients reported similar iesues
regarding their relationships to those reported by
heterosexual patients, namely that of their partner’s
leaving them or having negative altered sexual perceptions
of them post-surgically. Perhaps single women with partners
as well as the married women may enjoy a sense of "ego—
safety" within a pre-existing relationship prior to surgery
that single women without a regular partner have not |
experienCed.j Single women without regular partners may find
that it is too great a risk to pursue an intimate
relationship»sexually‘following the trauma of surgical
treatment for gyhecological cancer. | |

General mood states were significantly related to the
'nature'of interpersonal support for cancer patients.
Although specific mood states were not predicted in this
hypothesis, certain mood states that are likeiy to be
congruous with the cancer patients’ general condition and

functioning were significantly correlated with interpersonal
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,(partner) support.- The somewhat surpr1s1ng assoc1atlon of fbi”

tnv1gor w1th partner support suggests that as partner support gfif

'3dlmlnlshed women exhlblted more v1gor. One explanatlon may;f

'nbe that women are expendlng more energy 1n order to malntalni‘

"1ppartner support or as. suggested 1n another hypothes1s for

gfuture exploratlon--to av01d partner loss.h As noted 1n the.iy7h;

v‘~5f11terature, self blame and spousal dlstan01ng 1s a common

h;glproblems of thelr partners)

' foccurrence among cancer patlents (Stahly, 1988) : Other

:ﬁ toplcs for future heurlstlc endeavors asso“‘ted w1th

fpatlents assumlng respons1b111ty for hav1ng cancer or

'fexpendlnggmor. energy (v1gor)'1n k¢fp1f he relatlonshlp
'f‘golng may be related to abandonment fears‘and/or sex. ;{11'

'fﬂdlfferences (partlcularly the way men handle the cancer

As mentloned prev1ously, dlmlnlshed spousal support

".m(stahly, 1988) or even spouse abandonment is common among

"fwomen who have had mastectomles (Andersen and Jochlmsen,:j;y? L

171985) and therefore may have s1gn1flcant 1mpllcatlons for

. ;?future psychosexual 1nterventlon.r To support these notlons

'7?yideclln1ng compatlblllty suggestlng that the more anx1ety

'J”fthat the women dlsplayed the more negatlve the effect on

ta751gn1flcant ass001at10n was also found between anx1ety andff'

ﬁfthelr relatlonshlp (compatlblllty) TO further Support thlsuh.'h‘

":'Qfoutcome between anx1ety and compatlblllty was. the":

fi”fs1gn1flcance found between better body 1mage w1th better L




‘partner support whlch also 1ndlcates that the better women

.feel about thelr bodles, the greater the partner support

"iffIt may be that as- women are comfortable (non anx1ous) about

-‘thelr bodles, thelr partners may respond to such p051t1ve

';non—verbal cues or body language.‘ It also may be pos31b1e

that women who are less mutllated may be more 11ke1y to be ;-ft"

”,"supported by thelr partners.jf:

Although predlcted no 51gn1flcance was found between

lwomen s age dlfferences and partneri(s001a1_de51rab111ty) df»w

"f'support.; Perhaps thlS surpr1s1ng lack of 51gn1flcance of

age: w1th partner support may be a cohort effect as the baby ff:**

'-"boomers who once domlnated the youth culture are ‘now 1n\:ﬂ7f?'

"fmthelr mlddle years.» For these former youth boomers, who nowf"

"comprlse the greater part of the Unlted States populatlon—-all‘

ﬁfand more spec1flca11y among thls populatlon of women w1th

*f cancer most of whom are mlddle aged-—lt ‘how may be that

gother 1ssues are more 1mportant than age related ones.,.

For the second part of thlS hypothes1s, however, avlaqg°

d'“f*f51gn1flcant ass001at10n found between partner support

’H"f(s001al des1rab111ty) and body 1mage pre— and post—bli‘

”ff;surglcally suggests that women s partners may 51gn1f1cantlyipf?x
':influence women s self 1mage.-' | o o o
:7,ag, As expected treatment dlfferences slgnlflcantly‘
. affected sexual functlonlng and adjustment.‘ Because of ther;

‘small number of vulvar subjects and the radlcal surglcal




_ttreatment‘jthese patlents were excluded from thls

7fhypothe51s. fCancer patlents who were treated surglcally v
'f‘;w1th chemotherapy (ovarlan patlents) had the most dlfflculty:d

f'1n adjustlng sexually The means show, however, that the ‘

V'K;group w1th surgery comblned w1th radlatlon actually

'ffunctloned somewhat better sexually than the group who had

'g%_surgery only Thls 1s contrary to both the hypothes1s and

"f;'most of the data show1ng that the outcome of cerv1ca1 f;j;,g 5

“npatlents who were,radlated usually fared more poorly than

;“"q«the groups treated surglcally or w1th chemotherapy (Adelu51,fff“

’jfpj1980, Slebel et al., 1980) Slte of cancer and/or extent

"iﬁfand klnd of treatment modalltles may explaln the dlfferencesfvf

iln the outcome., For future study, ‘a: larger number of j'”

fd]?subjects 1n each 51te may yleld more spe01flc data and

Tffff01ar1fy these contradlctory flndlngs., Signlflcance was alsontt

'*;’yfound when 1ook1ng at partner concerns and sexual

3nadjustment.; The means show that ovarlan patlents treated

ffisurglcally w1th chemotherapy reported the 1owest 1eve1s of

/';ydsupport 1n overall sexual functlonlng and adjustment

‘i:?iﬂfollowed by the surglcally radlated patlents.. The surgery-yﬁ}t

'“’fff;only group, ‘as expected, reported the hlghest levels of

u"zfpartner SuppOrt.. Marglnal 51gn1flcance was found between,fﬁ.

3ffpat1ents' own perceptlons of thelr sexuallty and sexual

u*f'fadjustment.~ It may be that partner 1nf1uence and the form i




of'tréatméntjﬁay impactfdn}their"intrapéfsonallvieWs of
themselves and how they adjust séxually,,>’:

,As mehtioned throughoﬁt‘the'discussion, areas for
futufé inVestigatiqns'affeéting the sexual functioning‘and
adjustment in women with gyhecoloqical canéer include site
’(Andersen, 1987), sex differences in handling cancer
problems,‘fears oVef lOsses and/of abandonment issues and,
certain demographic inférmation especially those related to
'cuiturai issues. ‘Information is'iacking,‘fof example, as to
whether'psychosexuél difficultiés may vary among‘women with
different ethnic backgrounds. While daté-exist on Black
women there is a needkfdr future study of Hispanic and Asian
women.

In conclusion, the outcome of this sfudy suggests that
pre-morbid sexual functioning ahd adjustment with partners
predicted the best post-morbid psychoSexual adjustment and
that partner relationships are significant to the way the
gYnecologic cancer patient adjusts psychosexually. It
follows‘that psychosexual therapeutic interventions are
indicated to enhance and aid recovery. Current informatidn
and support'groups are ndt‘designed to interVenevand
therapeutically addreés,the'persdnal and more complex
psychoseXuél needs of the gynecologic cancer patient.
Therefore, empirically*evaluated therapeutic strategies and

interventions are needed to ease the negative psychosexual
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impact'that medical treatment modes may impose on the

gynecologic cancer patient.
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- APPENDIX a: VAR
Varlgbles

t7f The follow1ng varlables were used 1n the statlstlcal
‘ ana1y51s to test the ma1n hypotheses." ‘

"’i; ”Sexual satlsfactlon sallency before surgery Vs. .
=';vsexual adjustment 51nce surgery._’ :

’-;gQuestlons 70, 72, 73, 80 -83, 85- 86, 88, f;«il |

”52,’fPerce1ved de51rab111ty (bOdY 1mage) after surgery
T -}vs.‘before surgery : S P :

Q”Questlons 63, GAQ'Tf 'bf"fff“‘

3. Post-surglcal sexual functlonlng Vs. 1ibido”wf.5”
o response post—surglcally.,v : S

_rQuestlons 72 73 81 83 86;jxfjgﬂf
utgj‘ﬂOnset or age of menOpause vs. sexuaizactivityufa_s
"_Questlons 61 62}550}1727,73,}7&,;85,>'

:gQS.QuPartner ava11ab111ty and age of patlent vs.u.
=t ?'post-surglcal sexual act1v1ty.,_- e

;Questlons 65 70;f72;y73;j78;:és,,-.“
;6.>,Anx1ety, body 1mage vs, pre surglcal sexual

Q_functlonlng

;,Proflle of Mood States, Adaptatlon to Cancer
. Scale, Beck Depres51on Inventory, Clinical .
. -Anx1ety Scale, The Ces- Depressed Mood Scale
"and Questlon 80.;_“_.;,1w : .

"f:fj;ﬁ_Mood States vs. relatlonshlp and compatlblllty;b.;e_hw

_tw1th partners.;df,

ijroflle of Mood. states, Cllnloal Anx1ety Scale?hﬂf*”b”'w

'53f:jand Questlons 63 _64 72-78.
””ﬁfg;'dInterval between tlme and surgery

:”gi-guest;onsv41 41b 78 81';gz;f;ff57




10.

Partner (social support) vs. body image (social
desirability).

Questions 63, 64, 75, 76.

‘Treatment differences vs. sexual functioning and

adjustment.
Reported sites of cancer and surgical treatment

from medical records, Questions 39, 41, 72, 73,
78-83, 87, 88. o , S
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. Psychosocial Questionnaire
N ‘ for . . . .
‘Women with Gynecological Cancer -

1.Subject I.D.#

. 2.Referring Medical Center

v3;Pléce of Interview: -

4.Sex. Age’
5.Ethnic background (race or nationaiity).'
6.Marital Status |

7.List members of household living with you at the present time
by first name ,age, and relationship to subject. -

8.Do you own a pet? (Describej
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9. Which below best describes your current employment situation?
Working full-time :
orking part-time
Laid off or on strike
Unemployed (looking for work)
Unemployed (not looking for work)
Retired ) .
Disabled,permanent (on permanent disability)
Disabled, temporary (on temporary disability)
On public assistance
Full time homemaker
Full time student .
Other,if volunteered (specify)

|

|

9a. If unemployed, is this related to cancer? If yes,describe.

10. Has your unemployment situation changed in the last 6 months?
No v

Yes (If yes,explain.)

11. What is your current occupation or your most recent
occupation? : )

Nurse,Teacher, Accountant, Clergy, Editor,Technical
(i.e. lab tech, computer programmer,etc.)
) Clerical:Secretary,Bookkeeper,Typist,Cashier,

Postal worker : :
Physician,Attorney,Professor,Natural or Social Scientist

Sales (including real estate and insurance)

‘Forepersbn and Craftsperson:Electrician,
Machinist,Carpetner,etc. :

‘Service Work:Cook,Bartender,Maid,etc.

Laborer:Farming,Gardener,Domestic and
‘Private household,etc. :

Other not among above categories (Specify)
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12, If your are currently marrled or- llving with a artneriuhich-j: o

‘below describes your partner or spouse s. current .employment’ ..

situation? B -
Working full-tlme

Working part-time

-~ Laid off or on strike ,

Unemployed (looking for work)

Unemployed . (not looklng for work)

Retired

Disabled,permanent (on permanent disability)

Disabled, temporary (on temporary dlsablllty)

Oon publlc assistance R .

Full-time homemaker

_Full-time student

Other if volunteered spec1fy

13,-What_1s your~approx1mate family ;nCome for.one year?

under 10,000 20,000 - 30,000

10,000 - 15,000 30,000 - 45,000

15,000 - 20,000 45,000 - 75,000
) . . above 75,000

14.How are your medical bills paid?

15.How do you see your financial situation at this time?

Cannot make ends meet

Can get by with some help
Have just enough to get by
Comfortable

More. than enough to- get by-
Well-to-do .

‘Wealthy

16.Religious preference

16a Do you attend church- _ weekly -~

v ‘ : _monthly ‘
less often
never |

I-HI
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17, How often do you part1c1pate 1n rellglous act1v1t1es’

more than weekly o occas;onally
. -~ weekly - . . e UL rarely
monthly ":;‘m*‘;f"” never -

"18 How 1mportant are the splrltual aspects of your llfe ,f‘ ;k
o to you now? ‘ o W e ERO

extremely lmportant
_very 1mportant BN
somewhat 1mportant
_not very important
not 1mportant at all

) ,19 Have you sought any professional help(e .,psycholbgist,” o
: social worker,counselor, religious leader) in the 6 months
Erecedlng your dlagn051s° (Descrlbe) ) ) oL :

“ﬁzb.Have you teceived-any‘profeseional‘help‘since_yqur illne§s2‘

21 From whom dld you recelve help? (Check below as appllcable)

6 months Bglor ' Slnce dlagn051s
I : . 'Rellglous/splrltual

leader

‘Social ‘worker (hospltal)

Psychologist . ",

" Psychiatrist

_Other: counselor (specxfy)

dl !‘“
l | l

22.Have you recelved a referral to»ahy patlent support group? .’
(Descrlbe) L g ) . L

22.a HQw,often'did/do you attend?_

22 b How beneflc1a1 has the group been’
__extremely helpful

very helpful . =

somewhat helpful

not very helpful -
not helpful at. all
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23.Think of the host>§erioué problem you faced, ﬁotlheééésa#ily _
related to your health,prior. to your illness. What was the
. -.problem? R P - AR

24,What éction_did ydu‘také to deal Qithvthis'p;oblem? ‘

24 a.How helpful was that action in taking care of the
problem?»— . o ' : o

. Extremely helpful
Very helpful
Somewhat helpful -
Not very helpful
Not helpful at all

25.Did you ask anyone for help or advice in dealing with: this:
problem? ) ; ' o
No. )
: W 'If yes,who? . .. . " ' S, _
:25a.How adequate was the advice or help that you: received?

Extremely adequate.:
Very adequate )
- Somewhat adequate
Not very adequate
Not adequate at all

26. Thinking about your family during the year preceding. your . -
illness,please list the three most important conflicts
or disagreements that you recall between you and your
. spouse, ' . : B
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27.Prior to your 111ness,_d1d you smoke’
. 27a.If yes, on the average, how. many packs per day in the
year precedlng your dlagn05157 ‘

28 Since your lllness do you smoke’Io

28a. If yes, on the average, how many pacEs per day 51nce_
your diagn051s?

29. Prior to your 1llness, did you drink alcohollc beverages’
29a. If yes, what did you drink? i
29b. Considering an average -month the year Before your | :
diagnosis,how many days' in" the month would you drink alcohol’

none of them ° . !

some of them BRI o »

about half of them o L E

most of them ' ) '

all of them: » ’ : : o
29c.On the day(s) that you drank,about” how many drinks would
you usually have? - (Consider 1 drlnk to be 1 oz. liquor,1 can
of beer, or 4 0z, of wine.) L |

30 Slnce your illnes, do you dr1nk°
30a. If yes, what do you drink?
30b. Considering an avereaqe month the year before your
~diagnosis,how many days in the month would you drink
alcohol? ) .

None of them.
Some of them
About half of them
Most of them .
All of them
30c.On the day that you drank, about how many drinks would
you usually have? (Consider 1 drlnk to be 1.0z. liquor,l can
of beer,4 oz. of wine.)

31.Prior to your illness, how would you describe your
) awareness of nutritlcn’

_ Very aware of nutrition
Somewhat aware of nutrition
Didn't pay much attention
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32.How would you describe the nutrition of your diet?

Excellent
Good
Average
Poor

Not sure ‘
32a.S1ince your illness, how would you describe the
nutrition of your diet?

Excellent

Good

Average

- Poor
Not sure

"33.Prior to your illness, how often did you engage in vigorous
exercise?

Daily ’ Occasionally
At least 3X per week Rarely
Weekly Never

34.Can you tell me about your illness?

35.Are you experiencing any symptoms now?
If yes, describe.
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36.Afe'yooftekingfﬁedicatioﬂ?‘(Deséribej"

37 Who notlced the flrst symptom of you 111ness?

What was 1it?

Date symptom was noticed .

What did you do about it

‘e38.when.did,you ;éé a physician? (Date)

what-treaﬁment did you receive?

39.Wﬁen'did you receive a diegnosis?‘(Dafe)

What wasiit?

140.What did the physiciah'tell'yop about your illness?

-41;What treatment have you received?’

' Dates. of treatment

Were you_hospitalized? (Dates)

42. Dld You ever choose not to have recommended treatment’.f
- (Descrlbe) v .

65



;,43 Dld you ever choose to” dlscontlnue treatment before'
Coee it was completea’ (Descrlbe) . ) . )

L

4

;43A;DiqAanyoge‘ehcgprage»youftoneisoomt;nﬁe treétmeﬁté»»; i

:44 ,Have 'you sbﬁght»aiternative_treetment?j(Describe)ee-fi'””‘

. 44A. Were those treatments in: addltlon to or 1nstead
of! recommended treatment’(descrlbe) :

>'45 What member of your famlly has had ‘the most dlfficulty‘
wlth your illness? (descrlbe) )

‘46. . Do you thlnk dlfferently about . yourself since your
e lllness?

47, Have you notlced a: change ‘in other people s attltude
vtoward you: ‘since- your illness?__ ‘

' 48;,_What3are theimostfaifficﬁit aspects_of'yoﬁr‘illneeS?;;
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. 49, -

"«51.

S .52,

53,

“54.

"Are there any positive ‘aspects or experiences as a
result of your illness? =~~~ - o ‘

How well can you communicate with your physician? =

Are ‘there any_queétioﬁs ybu’wculd like to:ask .your:
physician‘butéfggl‘;eluqtant to ask2. . . :

1if yes, what are they?

/What kind of: information did you have or receive about . - -
:" your illness prior to yéur_sprgery?y(Desc:ibe)”;'p L

‘what‘kind'of inféfﬁaﬁionfaid you réceiﬁe about.your
illness after your surgery? c -

if there is any 6thér ian£méti6h ab6ut yoﬁf illnéss _'
. Oor treatment that you would like to have that you

haven't already received?
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55, ‘Do .you have any 1dea about why you mlght have developed
© 7 this lllness’ If yes, please explain.

.56, - Is there anythlng you can do to’ help your recovery°
(Describe) . .
57. How have the follow1ng areas of your life been

‘1nfluenced by your 111ness?

a)vSoc1alvact1v1t1es‘

' b) Family

" ¢). Friends

d) Work

e) Time by yourself

f) Spiritual aspects of your life

i) Other areas

7‘j)VSexhality'
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58. Prior to surgery what kind of information did you

receive about any possible effects that gynecological
surgery might have regarding your:

emotions

social life

sexual activities
, physically

(Describe) .

59. What kind of information did you receive about how
any possible effects that chemotherapy might have
regarding your emotions

‘ socially
sexual activities
. physically
(Describe) I

60.What kind of information did you receive about the

possible effects that radiation might have regarding
your : emotions

social life
sexual activities
physically

(Describe)

61.Have you experienced menopause? If so,at what age?
(Describe)

62.Did you experience any difficulty while undergoing
menopausal changes? (Describe)
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63. " When I thought about my body before surgery T felt?JI
a) positive. .
b somgwhit pos1t1ve‘:

d)”somewhat negatlve
e) negative .

64. when I think: about my body since surgery I feel-'“‘* '
- " a) positive .

) b)vsomewhat pos1t1ve
_c) neutral - )
d) somewhat negatlve
e) negative

. 65. -..If you are presently 11v1ng with someone in a
" 'sexual relationship, how do you believe your
partner would descrlbe you? :

a)Before surgery?

b)After surgery?

66. If you ‘are 51ngle has your surgery affected your
e datlng relationsh1ps° (Descrlbe) ) )

67. .If you are single and currently in a phy81ca1 sexual
relationship have you experienced any change in
,;either yours or your partners sexual commlttment

since your surgery° (Descrlbe) ]
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68.

69.

70.

71.

I realised that I needed surgery I felt:

Very positive about the outcome of my surgery
Somewhat positive about the outcome of surgery

Did not want to think about the outcome of surgery
Very apprehensive about the outcome of surgery
Totally pessimistic about the outcome of surgery

=
- o3
o
o]

What aspects of. the surgery concerned you the most?

{Describe) ‘ : -

When I considered the péssible changes that might alter
or change the physical sexual aspects of my sexual

‘activities with my partner I felt:(Check all that apply

and record the numerical equivalent.)

NEVER RARELY SOMETIMES FREQUENTLY ALWAYS
(1) (2) (3) g (4) - (5)

Fearful for my overall health

Angry that this had to happen to me

Did not believe that it would change my sexual
desires for my partner in any way

Believed that it would not change my partner's
sexual desires for me in any way :

Sad

Worried that my partner would end the relation-

ship : .
Worried that my partner would not be emotionally
supportive :

Prior to your surgery did you and your partner talk about
any changes that might occur in your physical sexual
relationship as a result of your surgery?

If yes,what kinds of changes did you talk about? (Describe)

71 A. Were you able to discuss these changes in the
following manner? (Check all that apply)
Calmly Awkwardly . Openly
Stressfully - Other -

B. If no, did you want to talk about it?

C. If no, did your partner want to talk about it?
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72, Have any of the following concerns altered or changed
: . your sexual activities because of patient's illness
due to : (Check all that apply)

(a) Partner's concern about causing additional pain
-after patient's surgery

(b) Partner's concern about causing additional pain
from other treatment

(c) Partner's fear of contagion

(d) Partner's increasing interest in physical
sexual activity : .

(e) Partner's decreasing interest in physical
sexual ‘activity. : :

(f) Other concerns of partner_

73. - Have any of the following concerns altered or changed
your sexual activities because of patient's illness .
due to:' (Check all that apply)

(a) Patient's additional pain incurred from surgery

(b) Patient's additional pain incurred from other
. treatment ’

(c) Patient's fear of contagion

(d) Patient's increasing interest in physical sexual
activity

(e) Patient's decreasing interest in physical =
sexual activity

(f) Other concerns of patient
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74,

75.

76.

77.

Please choose the number-that best represents you and write
the appropriate  number next to each item in following
question. )
NEVER RARELY SOMETIMES FREQUENTLY ALWAYS
(1) (2) 3 @ ()

" One year Erlor to my dlagnosis, I would describe

my overall relatlonshlp with my partner as:

Emotionally supportlve : Stressful
Lonely . Close,Intimate
Generally fulfllling Distant
Neutral g .

>Since myleﬁrgery; i would describe my overall

relationship with my partner as:

Emotionally supportive . Stressful

Lonely Close,Intimate:
Generally fu1f1111ng . Distant
‘Neutral -

One year' rior to my diagnosis, I would describe the
most compatible areas of my partners's and my relationship
to be: . ' S :

Financial/Economically

Spiritually

Careerwise (Not necessarlly the SAME career)
 physically sexually compatible

Emotlonally sexually compatlble

Since my surgery, I would describe the most compatlble
. areas for my partner and me to be'

Financ1a1/Economica11y

Spiritually : :

Careerwise (Not necessarily the SAME career)
Physically sexually compatible

Emotionally sexually compatible’
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- 78.

“.Please choose what is true: f01 you and record the following.

- 80.

1,.' |;*|f J 4l 'l-l'

L

T \i,:

One year Erior to _1 diagnOSLS, my interest in
-~ physical sexual Tactivity was because of-

~loving my partner

sexual arousal

needed. affection .
stressed; jneed. to relax
guilt )
‘wanted to get it over: With
wanted a favor ‘in return
wanted to be pregnant )
fear of losing partner -
reassurance

’One year prior “to EX diagnosis, my lack of interest in"

physrcal sexual activi‘& ‘was because: of- v
tiredness. : : o o
feeling 111---generally ‘surgery other treatment
depressed’ generally : surgery ~-other treatment
angry ‘ - _

hurt’

feeling coerced
resentful’

not sexually: aroused
partner unavailable;'f
ashamed of my body :
feeling bad about myself
punishing partner L

NEVER . RARELY SOMETIMES FREQUENTLY ) ALWAYS
G € “(5)

One year - prior to my diagnos1s : B i :

I was not concerned if my partner did not‘approach

me . for sex.

I 1n1t1ated a physrcal sexual relationship with my
partner.:

felt obligated to-have sex with my partner. ,l

lack vaginal lubrication during sex. : L
experience genital pain during sexual intercourse. -
have no interest in sex and could go without it.
have used alcohol or drugs as an aid to sex..

often fantasize as a part of my sexual ‘routine.
experience orgasm during sex. - _ iy

HiaHJAH;qH
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- 82.

'Please choose ‘the number that best represents you and
write: the.appropriate. . number next to.each. item in the
following question.;

NEYER RA?%}YnHEOMngMES FREQU%VTLY ALY§¥81‘

Since my surgery,my interest in physrcal sexual ’

activity 1s because of--

‘1oving my partner R

sexual arousal - ﬁ

needed affection

stressed;need to relax.

quilt. o

_want to get it over with °
want to be pregnant
fear of losing partner
reassurance.

Since my surgery, ‘my  lack of interest in

-7 physical sexual act1v1ty is because of~

tiredness o ) : Co
T feeling ill generally surgery other treatment
depressed generally __surgery “other treatment:
angry - .- e , ' L
hurt - :

feeling coerced’

resentful

not sexually aroused .

“partner unavailable

ashamed of my body g

feeling bad about myself

punishing partner

Please choose what is true for you and record the following.

NEVER RARELY SOMETIMES FREQUENTLY . ALWAYS
1 (2 G @)

83, Since my surgery-

~em== I am not concerned that my partner does not
approach me for sex.

‘I initiate my partner for sex.

My partner approaches me for sex.. . S
I feel obligated to have sex with my: partner.

I lack vaginal lubrication during sex.
'I.experience genital pain during sex. :
‘I have no interest in sex and could go without
it.

"I use alcohol or drugs as an. aid to sex.. v
"I often fantasize during my sexual routine.

I experience orgasm during sex. . oo
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84. Have your physical sexual activities changed?

85.

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)

86.

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)

87.

If yes,(Describe)

84a.Have you found sexual alternatives to
become either more or less important s

intercourse
ince surgery?

‘Before my surgery,my sexual activities
to my diagnosis consisted of: (Check
1X 2-3X
- week
Affectionate hugging and kissing __
Affectionate fondling
Vaginal intercourse
Masterbation - self
Masterbation - partner
Anal intercourse .
Oral sex =Fellatio
Oral sex - Cunnilingus
Other

week

Since my surgery my sexual activities
(Check all that apply)
1X 2-3X
o week
Affectionate hugging & kissing
Affectionate fondling
Vaginal intercourse
Masterbation - self
Masterbation - partner
Anal intercourse
Oral sex - Fellatio
Oral sex -~ Cunnilingus
Other

[T g
[TEETTTH
NERRRNAR
T
[T

How would you best describe your physical
before surgery?

Very satisfying
Somewhat satisfying
Not very satisfying
Very unsatisfying

How would you best describe your physical

after your surgery?

Very satisfying ' (2) no
Somewhat satisfying
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all that apply)
4+X 1X less 1X

week month month

consist of:

4+X  1X LesslX
week month month
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sexual activities

t very satisfying

(1) very satisfying



v‘l‘run Faise

I. IZ 1 ger sick, it 1{s my own behnvior which deterzines how soocu. I m: wall
agaln.

2, Fo matter what I do, 1f I am going to gat sick, I will get sick.

3. Having reguht coatact with my physicisn is the best way for me to avold
1%iness.

4. Moet things that affect my health happan to me by accideat.

S. .Whenever I don't feel well, I should cousult a wedicsily trained
professicnal.

6.. 1 sm in coutrol of my health.
J. My family has a lot to do with ny becoaing sick or staying healthy‘.
8. Whan I get sick I am to blama.

9. Luck plays a big part in detnmining how _soon X vill recover from xn
illness.

10, ﬂedt§ profeszionals c’oqtrol my health.

li. My good heslch 13 laxgely a ul:’:er of ¢o§d fortune.

12, ‘nu urin thing which affects my health is what I myself do.
13, If I nk. cars of ny-elt I csn avoid {llness.

14, Vhen I recover froa an ulness it's ususlly because other pecple (for
example, doctors, nursss, fmr_i.ly. friends) have been tsking good care
of mae.

15. Ko matter wvhat I do, I'm likely to gat sick.

16. 1f 1:". seant to be, I wiil stay healthy.
17. If I take the right actions, I cen stay healthy.

18. ~ Regavding oy healﬁh, I c.nix caly do what my dactor tells we to do.
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READ THE STATEMENTS BELOW. IF THE STATEMENT DESCRISES YOU, MARK LIKE ME. IF THE

STATEMENT IS NOT DESCRIPTIVE OF YOU, MARK UNLIKE ME.

I. I often wish I were someone elsa.
2. 1 find 1t very hard to talk in front of a group.

3.There are lots of things about myself I'd change if I

could. o

4. I can make up my mind without too much trouble.
5. I'm alot of fun to be with.
- 6. I gat upset easfly at home.

7. It takes me a long time to getv used to anything new.

8. I'm popular with peoplw my own age.

9. Hy family expects too much of me. .

10. My family usually considers my feelings.

II. T give in very easily. '

12. It's pretty tough to be me.

13. Things are a1l mixed up in my life.

14. Other people usually follow my ideas.

I5. I have a low opinion of myself. .

16. There are many times when I'd 1ike to leave home.
17. I often feel upset about the work that I do.
18. I'm not as nice looking as most people.

19. If I have something to say, I usually say 1t.
'20. My family understands me. .

2. Most people are better 1iked than I am.

2. I usually feel as 1f my family is pushing me.
23. I' often get discouraged at what I am doing.
24, Things usually don't bother me.

5. 1 can't be depended on.
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" This.questionnaire is des1gned to measure how much anxiety you are. '
c_urrent'ly feeling. It is not a test so there are no. right or wrong

- answers. Answer each item as carefully and as accurate1y as you can
aby p]acmg a. number bes1de each one as foHows v

Rarely or none of the t1me B

17. I rarely feel afraid without good ‘reason. : L :

18. Due to my fears, I unreasonably avoid certain an1ma15, objects.
 or situations. . . S

19. I get upset eas11y or feel pan1cky unexpected]y..

20. My hands, arms, or legs shake or tremble. - )

21. Due to my fears, I avoid social situations, whenever poss1b1e.

22. 1 experience sudden attacks of pan1c whlch catch me by surprise.

23. I feel generally anxious. -

24. 1 am bothered by dizzy spells. ‘

25 Due to my fears, 1 avo1d belng a1one, whenever poss1b1e.

; 1=
, 2 = A little of the time

v o -3 = Some of the time. R
‘ . - 4 = A good part of the time .

AR 5 = Most or all of the time
R feel calm.
~ 2. 1 feel tense.
—__ 3.1 feel suddenly scared for no reason
4. 1 feel nervous. ' ‘
©____ 5. I'use tranquilizers or ant1depressants to cope w1th my. anxiety
__ 6.1 feel confident about the future. :
7.1 am free .from senseless or unpleasant thoughts.
. 8. 1 -feel afraid to go out of my house alone. -
___ 9. I feel relaxed and in control. of myse1f
. 10..1 have spells of terror or panic. o
___11..I feel ‘afraid in open spaces or in ‘the streets.
- 12. 1 feel afraid I will faint in public. ' EEA
__13. T'am comfortable traveling on buses, subways, or tralns. v
__- 14. 1 feel nervousness or shakiness ‘inside. T
___15..1 feel comfortable in crowds, ‘such as shopplng or at a movie.
. 16. 1 feel comfortable when I am left alone.

g




P]ease read the follow1ng and rate the degree to whlch you genera]]y

-~ . .or typically experience each symptom when you are .feeling anxious.

" Rate each item by filling-in one number from 1 through 5 in.the 1eft->~;

hand column, with 1 representing "not at'all” and 5 representing "very =
“much so," Be sure to answer every 1tem and try to be as honest and '
‘vaccurate as.- poss1ble 1n your responses .

MNotat. -~ Very much

! _a]] ‘ o s

.'Some unlmportant thought runs through my m1nd and bothers me.
1 persp1re Lon , .
. I'imagine terr1fy1ng scenes
.. I :become immobilized.
. My heart beats faster. : o
. I'can't keep anx1ety provoking plctures out of my mlnd
. I nervously pace. .
. T.find it d1ff1cu1t to concentrate because of uncontrollable
(thoughts ' :
9. I can't keep anx1ety provok1ng thoughts out of my m1nd :
10. .1 feel like I.am. los1ng out on thlngs because I -can t make up
.my mind soon enough :
11.°I feel tense .in my stomach
- 12.. I 'get diarrhea. . :
13. I worry . too much’ over someth1ng that doesn t really matter
4.1 feel J1ttery 1n my. body . : S R
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This questionnaire is designed to measure the degree of satisfaction you
have in the sexual relationship with your partner. It is not a test,

so there are no right or wrong answers. Answer each item as carefully
and accurately as you can by placing a number beside each one as follows:

[T
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24.
25.

Rarely or none of the time
A Tittle of the time

Some of the time

Good part of the time

Most or all of the time

> wWwny —
ouonon o

I feel that my partner enjoys our sex 1ife.

My sex Tife is very exciting.

Sex is fun for my partner and me.

I feel that my partrer secs little in me except for the sex
I can give. : ‘

I feel that sex js dirty and disgusting.

.- My sex 1ife is monotonous.

When we have sex it is too rushed and hurriedly completed.
I feel that my sex 1ife is lacking in aquality.
My partner is sexvally very exciting.

I enjoy the sex techniques that my partner likes or uses.

I feel that my partner wants too much sex from me.
I think that sex is wonderful. ‘ o

My partner dwells on sex too much. :

I feel that sex is something that has to be endured in our
relationship.

My partner is too rough or brutal when we have sex.

My partner observes good personal hygiene.

I feel that sex is a normal function of our relationship.

My partner does not want sex when I do.

I feel that our sex 1ife really adds a lot to our relationship.
I would Tike to have sexual contact with someone other than

my partner. . .

It is easy for me to get sexually excited by my partner.

I feel that my partner is sexually pleased with me. '

My partner is very sensitive to my sexual needs and desires.

I feel that I should have sex more often.

I feel that my sex life is boring.

83



Using the scale below, indicate the number which best describes how often you
felt or behaved this way--DURING THE PAST WEEK.

Rarely or none of the time (less than 1 day)

Some or a. little of the time (1-2 days)

Occasionally or a moderate amount of time (3-4 days)
Most or all of the time (5-7 days)

W onon

PAST WEEK:

was bothered by things that usually don't bother me.
did not feel like eating; my appetite was poor.
felt that I could not shake off the blues even with help from my

family or friends.

1

2

3

4

DURING THE
11
2.1
o3
4, 1

5. 1

6. I
7.1

8. I

9. I

10. I

12. 1

16. 1

CEEEEEEEErr et

felt that I was just as good as other people.
had trouble keeping mymind on what I was doing.
felt depressed.

felt that everything I did was an effort.

felt hopeful about the future.

thought my 1ife had been a failure.

felt fearful.

11. My sieep was restless.

was happy.

13. I talked less than usual.
14, - I felt lonely.
15. People were unfriendly.

enjoyed life.

17. I had crying spells.

18. I felt sad.

19. I felt that people disliked me.
20. I could not get "going."

84



D6 ‘you worry-alot about your health? S

Do.you think there is,somethingkseriously wrong with

_your body? . . .
. Does your illness interfere with-your Tife a great-
deal? : .

.- Are you easy to get on with when you are i117

-Does your family have a history of illness?
.Do you think you are more liable to illness than
other people. ... - - : L : e
If the doctor told you that he could find nothing
-wrong with you would ‘you ‘believe -him? - oL
- Is: it easy for you to forget about - yourself- and think
. about-all sorts of -other things? . : .
s 1f: you:feel 111 and ‘someone tells you that:you are
:looking better, do you become annoyed? - : )

.Do:you find that you are often aware of v;riou5‘thihgs ‘

-happening in your body? . ‘ . .
.-Do_you ever think of your illness as a punishment for
:something you have done wrong in the past? :

. Do you have trouble with your nerves? .
3. 2If you feel 11 or worried, can you be easily. cheered

-up by the doctor? - .

-Do“you think that other people realize what it's like
-to:be sick? - : : e
"Does’ it upset you to talk to the doctor about your
“d11ness? - o ) : :
Are- you bothered by many pains and- aches?

Does your illness affect the way you get on.with your

family-or: friends a great deal? : -
Do you find that you get anxious easily? -

Do’ you know.anybody who has had the same illness as
you?. - - o o c S AR
Are you more sensitive to pain than other people?
‘Are you afraid of illness? Lo :

- Can_you express.your personal feelings easily to
“other people? : : S T

‘Do-people feel sorry for you .when you are il1?
than most. people? i : Dot

- Do _you -find:that your.illness affects your sexual
relations? =~ - . :
Do-.you~experience a lot of pain with your illness?

- Except. for your illness, do you have any problems -
in._your .life? o ) : : B
Do: you care- whether ‘or not people realize you are: " -
sick? ... . R . R :
Do you find that you get jealous of other people's
good health? o o

"Do.. you think’that.ydu»wprry'aboyt your health more.. == -

es

Yes

Yes
Yes

bYes

Yes

Yes

Yes

Yes

Yes‘

Yes
Yes

Yes

Yes

Yes -

' Yes
- Yes

Yes

"~ Yes

Yes

Yes

“Yes

Yes

Yes

Yes

Yes

Yes

Yes -

" Yes
- Yes

“’Yes

Yes

Ho .
No .
No -

No
No
No

No

No

JU.
- which you-can't get out of - your mind, no matter
31. S
- Are_you upset by the way people take your illness? -
33.

.34,

35.
36.

37.
38.

Uu-you ever-have silly thoughts abouL,yudF hcallﬁ '
how hard you try? S TR
Do you' have any financial problems? e

Is. it hard for you to believe the doctor when he .- -
tells you there is nothing for you to worry about?: -
Do you often worry about the possibility that.you
have got a serious illness? T

Are you sleeping well? o : 2

When -you are angry, do you tend to bottle up your
feelings? - - . ) -

Do you often think that you might suddenly fall i11?.
If a-disease is brought to your attention (through -

-the radio, television; newspapers, or someone - you

know) do”you worry about getting it. yourself?

. Do you get the feeling that people are not- taking . f .

your illness seriously enough?

.-Are you'upset- by the appeararice of your face or body?

. Do you find that you are bothered by many different =
Ssymptoms? S - S

. Do -you frequently try to explain to others how you e

are feeling? - ;

Do you- have-any family problems? . ERE RS
Do you' think- there is something .the matter with your oo
mind? . R

. Are. you eating well?

Is your bad health the biggest difficulty of your life? .

- Do you find that you get sad easily?

Do you worry or.fuss over small details'that seem
unimportant to others? . e T

- Are you always a cooperative patient?
Do you -often have the symptoms of a very serious

disease?
Do you find that you get angry easily?
Do-you have any work probléms?

.~-Do you prefer to keep your feelings to yoursetf?
. .Do you -often find that you get depressed? '~ .-
- Would all your ‘worries.be aver. if you were physically

healthy? - - ,

Are you more irritable ‘towards other people?

Do you think:that - your.symptoms may be caused by worry?.
Is it easy for you tolet people know when you are
cross with them? o g .

Is it hard for you to relax?

Do.you have personal worries.which are not caused by B
physical illness? = .-~ )

. Do you often find that you lose. patience with other

people? - .

. Is-it hard:for you.to show people your bersbnal:

feelings?



Un this questionnaire are groups of . statements. Please read each gro{ -
of statements carefully. Then pick out the one statement ‘in each group wh{ -
‘best: describes the way you have been feeling the PAST WEEK, INCLUDING TODAY -
Circle  the number beside the statement -you picked.  If several statements
the group seem to apply equally wel],pcirc]e each one. -Be sure to read aj]
the statements in- €ach group before making your choice. - . T J’

1 do not feel sad, . - _
feel sad. . ‘ - S '
am sad all the time and I can't snap out of it.
am. so sad or unhappy that I can't stand it.

am not particularly discouraged about the future. =

.feel discouraged about the future. -

feel I have nothing to ‘look forward to. e , S
feel that the future is hopeless and that things cannot improve.

I do not feel Tike a failure. S

1 feel .1 have failed more - than. the average person. y : :
As T look back on my life, all I can see is a lot of failures.
I feel' I am a complete failure as a person. s
get as ‘much satisfaction out of things as I used to.
don't enjoy things the way I used to. . :
don't get real satisfaction out of anything -anymore.
am dissatisfied or bored with everything.

bt bt et

don't feel particularly guilty.

feel guilty a good ‘part of ‘the time.
feel quite guilty most of the time.
-feel guilty all of the time.

© et g =y

don't feel I am being punished.
feel I may be punished.

expect to be punished.

feel 1 am being punished.

WRNHO WO WO wiheo WNHO WO -

e

7 01 don't feel disappointed in myself.
1.1 am disappointed in myself.
2. 1 am disgusted with myself. T -
3 I hate myself. ER REER
8 0 I don't feel I am any worse ‘than anybody else. L
~ 1 I am critical of myself for my weaknesses or mistakes.
2 I blame myself all the time for my faults. . - :
© 31

blame myself‘for,eyerything bad that happens.

. 8(5‘:



RS
12
3

14

‘ 15

16,

By,

18

W NHO WRNHO W RNHO WO . WNHO WNEO WNHO WN—O C :

WRN-HO & WN O

—t - —

don't'havé:ahy’thdughts‘of killfﬁﬁﬁmyéélf;v..:’k_ S
‘have thoughts of killing myself,]bqt'I;wogldtnot;carry_thém'out.‘w,”
would like to kill myself.. - Lo Tl T

would kill myself if I had the chance.

~don't cry anymore than usual. .. =
cry more.now than I used to. '
“cry all the time now. : e T R
used to be able to cry, but now I can't cry even though I want to. e
‘am no more irritated now than I ever am, ool
get annoyed or irritated more easily than I used to..
feel irritated all the time now. =~ = o T
don't get irritated at all by the things that used to irritate me.

have ‘not ‘lTost ‘interest in other people.’ , o
am -less interested in other people than I used to be.
have lost most of my interest in other people. ’
have lost all of my interest in other people.

make decisions about as well as I ever could.

put off making decisions more than I used to. SIS
have greater difficulty in making ‘decisions than before,
can't make decisions at all anymore.. co S

don't feel I look any worse than I used to. .
.am worried that [ am- 1ooking ol1d or unattractive. e :
feel that there are permanent changes in-my appearance that make‘

“me look unattractive.

T believe that I Jook‘ugly;

I can work about as well as before. L el
It takes an extra effort. to get started at doing something. - -
[ have to push myself very hard ‘to do anything. '

I can't do any work at all. ST

I can sleep as well as usual,

I don't sleep as well as [ used to. o ' L

I. wake. up 1-2 ‘hours earlier than usual and find it hard to go back
to sleep. 1 ' ‘

1 wake up severa1“hdufs,eaflier‘than-I‘used'to and cannot' get back .

to sleep.

1 donft>get more tired than USual, , !
I get tired more easily than .I used to..

I' get tired from doing almost anything.
['am too tired to do anything. '

My appetite is no worse than usual. .

My appetite is not as- good as it u;ed~towbe} _-’,

~ My appetite is much worse now.

I have no appetite at all anymore.
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_ 'upset stomach; or constipation.

2

I haven t 1ost much we1cht, 1f any ]ate]y.
1 have lost more than 5 pounds.

I have lost more than 10 pounds.

I have lost more than 15 pounds.

1 am purposely trylng ‘to 1ose we1ght by eat1ng 1ess.
Yes -

-No’

I am no more wornied'about my hééltn than usual. -
I am worried about physical problems such as aches and palns,

I am very worried about phys1cal'prob1ems and 1t s hard to
think of much else.

I am so worried about my phys1ca1 problems that I cannot thlr
about anything else. : .

" 1 have not noticed any recent change in my 1nterest 1n sex.

I am less interested in sex than I used to be
I am much less interested in sex now. )

_I"have lost 1nterest in sex completely. -




Frequency Table of Site of Cancer

Site of
Cancer

Ovarian

Cervical

Endometrial

Vulvar
Totals

—Note-:

Table 1.

Marital Status

by Marital Status

Totals

Married Single/Separated Widowed
3 5 1 9
15 25 5 45
2 1 0 3
10 5 0 15
3 2 1 6
15 10 5 30
1 1 0 b2
5 5 0 ! 10
9 9 2 20
45 45 10 l100

The first row for each cancer site is actual frequency.
The second row is the percentage of the total sample
represented by that frequency.
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Site of
Cancer
~ Ovary

Cervix
Uterus

Vulva

Totals

-Note-:

‘Table 2.

Frequency Table Showing Site of Cancer by Income

Income

Under $20,000- $30,000- $45,000-
$20,000 $30,000 $45,000 $75,000

3 1 2 3

15 S 10 15

0 0 2 1

0 0 10 S

2 3 1 0

10 15 ) 0

0 1 0 1

0 ) 0 5

S ) 5 S

25 25 25 25

The first.row for each cancer site is actual frequency.

The second row is the percentage of the total sample

represented by that frequency.
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TABLE 3 .
 CORRELATIONS OF. PRE- AND POST-SURGICAL SEXUAL FUNCTIONING MEASURES

PRE-SURGERY
 POST-SURGERY Compatibility " Relationship Sexual Actlvity , ce e
- : : ’ Frequency
‘Emotional Sexual -.286 . R -.477*% , .288
Concerns .221 P .033 ) © .218
i
Partner Physical/ .014 R -.075 -.057
Sexual Concerns .954 P .752 : -810
for Patient/Self : ) .
Patient Physical/ .412 R .067 ' : .261
Sexual Concérns .071 ) P .780 . .266
Relatiovship .l64 ‘, R .528*% ' o o © .045
i .489 ) : P - .017 - .850
Compatibility -6B86*** R .285 : . =.061
.001 P .219 . .79%8
M. Reasong for - .103 R -.142 .500*
.Engaging in sex .665 P .550 -025
No. Reasons for .069 . R -.267 - . .652%%
Avoiding Sex 774 S p . .255 .002
Global Attitude . .156. R .169 : -.118
toward Sex .512 P .478 _ .619
Sexual Activity 2392 R .096 . . .493%
Frequency * .088 P .688 . - .027
., . *-p-<.05. *%_.p-<.01. **%_p_< 001.

'Not:é: 'Fi“rst'. rcvws'contain.correlations. ‘Second rows contain probabilities indicating prob> |R} under HO:RHO = 0.

91



TABLE 4

CORRELATIONS OP’MEASURES OF POST-SURGICAL SEXUAL fUNCTIONING»VITH.LIBIDO

Emdtibna1>Cohcéfﬁs 
Altering Physical
Sex

Perceived Partner

 Physical/Sexual

.Concerns for Patient
and Self.

‘Patient Physicai/ o
~ 'Sexual Concerns for

Self
Clobai Attl?ude'
- toward Sex

,_Sexu&l Activity
Frequency

‘No. of Reasons for
- Engaging in Sex

R
P

<201
- .395

. 106
.658

.545 %
.013

~.043
-*.858

*«020

. *-p-<.05.

5174

No. of Reasons for

Avoiding Sex

.

.386
.092

128

590

L579*%
.008"

.320

-« 170

Ce622%%
-.003

*%-p-<.01,

Note: First rows contain correlations.
probabilities indicating prob » !R{ under HO:RHO = O, .

Second rows contairn

Sexuél

Satisfaction’

.306

- ..190

.542+
.014

.486%
.030

© 4009

.970

473

.035

92


http:t-p-<.01

”References'**-

AdeluSi, B. ‘(1980) g C01ta1 function after radlotherapy

for of the. cerv1x ‘uteri. Brltlsh Journal of Obstetrlcsrﬂ_t

' Gynecology, & 821- 823._;

Andersen, B.L. (1987) f Psychologlcal responses and sexual
outcomes ‘of gynecologic cancer.. In J.W. Sciarra (Ed ),

Gynecology and Obstetrics (Vol. 4, pP 1 15)

Phlladelphla.: Harper & Row.

Andersen, B.L. & Anderson, B. (1986) Psychosomatlc,
’ aspects of gynecologic oncology: Present status and -
future dlrectlons. Journal of Ps;chosomatlc ObstetrlcSQ

_and Gynecology 233 244._

Andersen, B.L. & P.R. JOChlmsen.‘ (1985) Sexual . :
' functlonlng among breast cancer, gynecologlc cancer,‘ '

~and healthy women. Journal of Consultlng and Cllnlcal
Psychology 53 (2), 25 32. : S _ : R

Andersen B.L. & H.H. Tewflk. (1985) Psychologlcal .
reactlons to radlatlon therapy: Reconsideration of ‘the
~adaptive aspects of anx1ety. Journal of Personallty
and 8001a1 Psychology, 48, 1024 1032.. o o

Andersen, B. L., D Turnqulst J.- Lapolla and D. Turner. _
(1988) ~Sexual functioning after treatment of in- s1tu
~vulvar cancer: Preliminary report. Journal of

Obstetrlcs and Gynecology, 71, (1), 15 -19.

'Beck A, T., C H. Ward M Mendelson, J. Mock and J. Erbaugh.
' (1961). An 1nventory for measuring depres51on. ‘

Archlves of General Psychlatry, 4, 561 571.

‘ Corcoran, K. and J. Flsher. (1987) Measures for cllnlcal
practlce° A.sourcebbok. New York. Free Press.v_

f;aDaly,‘M J. (1976) Psychologlcal 1mpact .of surglcal

procedures on women. In B.J. Sacock, H.I. Kaplan, and

- A.M. Freedman (Eds ), “The Sexual Experlence (pps. 308-
‘ 313) Baltlmore MD~; Wllllams & Wllklns.

’jDennersteln L., C Wood and G. D Burrows.» (1977) Sexual,
: - response following hysterectomy and oophorectomy

Obstetrlcs and Gynecology ~49, 92- 97.

H.,Dlnkmeyer, D. C., W L Pew, D C. Dlnkmeyer Jr. '(1979) .
‘ ~ "Adlerian Counseling a Psychoth Y . Monterey, CA°~'
Brooks/Cole. ' ’

93



Green; - (1986). Changes in respon31b111ty in women’s
famllles after the diagnosis of cancer. Health Care

-for Women_Internatlonal,_7 221-239.

Harris, R., R.S. Good and L. Pollack. (1982). Sexual
behav1or of gynecologic cancer patlents. Archives of
Sexual Behav1or, 2 (6), 503-510.

Hudson, W.W. (1982). The Clinical Measurement Package' A

Field Manual. ChlcagO' Dorsey Press.

Mantell, J.E. (1983). Sexuallty and Cancer. In J. Cobec

(Ed ), Bsychosocial Aspects of Cancer (pp. 235-247).

New York Raven Press. .

Mantell, J.E. (in press).. The Psychosocial and Physiologic
Effects of Invasive Gynecologic Cancers on Female
Sexuality (Paper prepared for thé V11l International

. Congress on Psychosomatic Obsterics and Gynecology,
‘Dublin, Ireland, 12-14 September 1983). Amsterdam,
The NetherlandS° Excerpta Medica. ‘

McNair, D.M., M. Lorr and L.F,. Droppleman. (1977). Profile
~~ of Mood States. San Diego, CA: Educational and
Industrial Testing Service. ' ‘

MOurSand, J. (1985). The Process of Counsellng and
~ Therapy. Englewood Cliffs, NJ: Prentice-Hall.

- Pilowsky, I. & Spence, N.D. (1983). Manual for the.Illness

Behavior Questionnaire. Adelaide, South Australia:

Unlver31ty of Adelalde, Department of Psychlatry.

Radloff L. S.- (1977). The CES-D scale° A self- report
depress1on scale for research in the general

population. Applled Psychologlcal Measurement

1, 385-401.

‘Renshaw, D.C. - (1986). -Sexual and emotional needs of cancer
patients. This essay is based on a previous
publication: Renshaw, D.C. (1985). Cancer, bonding,
and sexual optlons. Proc Inst Med Chgo, 38, 127-129.

- Seibel, M. M., M.G. Freeeman and W.L. Graves. (1980)
Car01noma of the cervix and sexual functlon.

Obstetrics and Gynecology 55 (4), 484~487.

Stahly, G.B. (1988). Psych05001al aspects of the stigma of

cancer: An overview. Journal of Psychosocial
Oncolo , . ‘

94



Swartz, G.E., R.J. Davidson and D.J. Goleman. (1978).
Patterning of cognitive and somatic processes in the
self regulation of anxiety: Effects of meditation
versus exercise. Psychosomatic Medicine, 40, 321-328.

Westhuis, D. and B.A. Thyer. (1986). Development and

validation of the clinical anxiety scale: A rapid

- assessment for empirical practice. Unpublished
master’s thesis, University of Georgia, School of
Social Work, Athens, GA.

Zaro, J.S., R. Barach, D.J. Nedelman and I.S. Dreiblatt.
(1977). A guide for beginning psychotherapists.
Cambridge: Cambridge University Press.

95



	Sexual adjustment following surgical treatment for gynecological cancer
	Recommended Citation


