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ABSTRACT 

A descriptive study was conducted with the purpose of refining 

the Sexual Adjustment Questionnaire (SAQ) and further establishing 

reliability and validity. Twelve women receiving treatment for breast 

cancer and 22 women who were at least three months post-treatment 

for breast cancer voluntarily participated in the research study. 

Each was administered the Sexual Adjustment Questionnaire. Findings 

of the study revealed that the SAQ in its entirety was internally 

consistent. Repatterning of sexual behavior subsequent to having 

breast cancer did not occur in either group of women. Both the women 

receiving cancer treatment and those post-treatment experienced a 

noticeable change in their sexual behavior since having cancer. 

vi i  



CHAPTER I  

INTRODUCTION 

Recent advances in cancer treatment have increased longevity 

to the extent that the therapeutic goal for many people diagnosed with 

cancer today focuses on l iving with cancer (Kirchner, 1984). Various 

issues facing people l iving with cancer have captured the interest 

of scientists from many disciplines. This increased interest in how 

a patient l ives with cancer has stimulated investigation of the psycho

logical sequelae of the cancer experience including descriptions of 

the impact which cancer has on a person's vocational productivity, 

interpersonal relations, functional adaptation, self-esteem, relation

ships with health care providers, and, f inally, sexual functioning 

(Schain, 1982). 

Living with cancer means facing changes in many aspects of one's 

l ife. One aspect that is influenced is sexuality. The frequently 

serious effects of cancer and cancer therapy on the sexual aspects 

of health are documented in the literature (Lamb & Woods, 1981; Schain, 

1982; Fisher, 1983). Biological aspects of sexual expression may be 

disrupted by cancer and the subsequent treatment. For example, fatigue 

or malaise may decrease desire and/or ability to participate in sexual 

activity. Surgical therapies may have profound consequences on sexual 

functioning. In addition to physiologically mediated effects of l iving 

with cancer, psychosocial aspects of sexuality are also influenced. 

1  
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Frequently cancer patients must incorporate physical changes into their 

self-image. Alopecia and surgically-induced changes are examples of 

such alterations. In addition, some people with cancer experience 

a lowered sense of self-esteem, and others may question their sexual 

adequacy. Feelings of sadness and depression are not uncommon (Lamb 

& Woods, 1981). 

In the last decades, a new emphasis on sexuality has emerged 

in the approach to health and i l lness (MacElveen-Hoehn, 1985). Nursing 

has an important contribution to make in relation to this aspect of 

patient care (McPhetridge, 1968; Mims, 1975; Leonard, 1981). Considering 

the potential impact of cancer and cancer treatment on the sexuality 

of cancer patients, oncology nurses must be able to incorporate 

patients' sexual concerns into their care plans (Fisher & Levin, 1983). 

Yet, Lamb & Woods (1981) suggested that many nurses are uneasy about 

conducting a sexual assessment. Lack of sexual knowledge (Fisher & 

Levin, 1983) and nurses' own personal attitudes and questions concerning 

sexuality (Williams, Wilson, Hongladarom & McDonell, 1986) may be the 

reasons. Waterhouse & Metcalfe (1986) suggested that a tool specifically 

measuring the impact of cancer and its treatment on sexuality would 

assist oncology nurses in the assessment of patient needs and subsequent 

nursing intervention in the area of sexuality. 

In addition to providing nurses with a tool to give structure 

for assessment and intervention for patients' sexual concerns, nursing 

research in this area could be greatly facilitated with such a tool 

(Waterhouse & Metcalfe, 1986). Due to the sensitive nature of sexuality, 

research in this realm of patient care can be difficult (Fisher, 1985a). 
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A research tool to obtain objective data from patients would be valuable 

for use in the determination of effective nursing interventions for" 

assisting cancer patients in coping with alterations in sexuality. 

A tool with the ability to measure sexual adjustment to cancer 

and cancer treatment over time would be useful. Human behavior is 

not disorganized, but is characterized by predictable, systematic 

patterns, unique to each individual (Rogers, 1970, 1986). Nurses could 

assess the degree of disruption patients are experiencing in their 

sexuality by evaluating how sexual behaviors prior to having cancer 

have been altered as a result of the il lness. Then, nursing interven

tions could be directed towards assisting patients in assuming their 

unique patterns of sexuality experienced prior to having cancer. 

Statement of the Problem 

Waterhouse & Metcalfe (1986) reviewed many psychometric instru

ments used for research purposes in the field of sexuality. They 

concluded that the tools reviewed lacked components such as the 

provision of quantitative data, specificity to cancer and cancer 

therapies, the ability to measure changes over time, and the ability 

to be. used with large numbers of subjects. Subsequently a tool was 

developed by Waterhouse & Metcalfe (1986), as they thought that a new 

tool was necessary to provide factual data on which nurses could base 

interventions concerning sexuality with patients with cancer. 

The Sexual Adjustment Questionnaire (SAQ) was developed and 

tested on eight patients with head and neck cancer and 84 healthy 

subjects (Waterhouse & Metcalfe, 1986). Because of the small number 
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of subjects with cancer and the larger number of healthy subjects, 

the interpretation of the findings of this study is limited. Further 

testing of the SAQ is required in order for this tool to be established 

as reliable and valid. 

Purpose of the Study 

The purpose of this study was to refine the Sexual Adjustment 

Questionnaire and further establish reliability and validity in a popu

lation of women who are receiving or have received treatment for breast 

cancer. This study attempted to answer the following questions. 

Question one addressed reliability and question two addressed validity. 

1) Does the modified SAQ demonstrate internal consistency? 

2) Is the modified SAQ able to identify repatterning of sexual 

behaviors in women who are at least three months post-

treatment for breast cancer compared with those women who 

are currently receiving treatment for breast cancer? 

Significance of the Problem 

This year, about 480,000 women will be diagnosed as having cancer 

(American Cancer Society, 1987). Cancer of the lung is the most fre

quently occurring cancer in women, followed by breast cancer and cancers 

of the colon and rectum. Malignancies of the female genital organs 

are fourth in frequency of occurrence. 

Approximately half of these women diagnosed with cancer will 

survive (American Cancer Society, 1987). Mill ions of American women 

today are l iving with cancer. The diagnosis and treatment of cancer 

impact every detail of the l ife of the patient and her family. One 
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aspect affected is the individual's sexuality, as a significant 

component of physical, psychological, and sociological well-being. 

The Oncology Nursing Society and the American Nurses' Association (1979) 

have recognized this and have included a standard concerning sexuality 

in the publication Outcome Standards for Cancer Nursing Practice. 

The standard reads, "The client and partner can identify aspects of 

sexuality that may be threatened by disease and can enumerate ways 

of maintaining sexual identity" (p. 9). 

Little or no quantitative research has been done to establish 

the effectiveness of nursing interventions in helping cancer patients 

cope with alterations in sexuality (Waterhouse & Metcalfe, 1986). One 

possible reason for this lack of information is that there is no appro

priate tool to measure the impact of cancer and cancer therapies on 

sexuali ty. 

The l imitations of research investigations of sexual issues 

related to patients with cancer must be appreciated. Sexuality is 

a sensitive subject, and i t is often difficult to obtain objective 

data from patients (Fisher, 1985a). Patients may be reluctant to 

participate in research related to sexual matters due to embarrassment, 

denial, fear, and desire for privacy. Patients who have sexual diffi

culties may self-select themselves to participate in such studies, 

thus creating a biased sample. In addition, patients may respond to 

questions based on what they believe the desirable response to be. 

Patients might be reluctant to reveal unconventional sexual values 

and practices (Fisher, 1985a). 
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Psychometric instrumentation in the field of sexuality has been 

developed recently. The pioneering work of Masters & Johnson in the 

1960's served as the beginning of inquiry into sexuality as a component 

of health. The development of tools for use in clinical research and 

practice became necessary as scientific investigation of sexuality 

occurred. Most of the available tools, however, need more complete 

testing and have not been applied to health settings involving patients 

as research subjects. 

Definitions 

Sexuality: The complex dimension of maleness or femaleness 

in one's personality. It is expressed in every human act and reflects 

each man's individuality and uniqueness (Fisher, 1985). 

Outpatient: A female patient, diagnosed with cancer, not 

hospitalized, who is being treated in an office, clinic, or other 

ambulatory care setting (Glanze, 1986). 

Treatment: Treatment for cancer may consist of- multiple modali

ties, including surgery, chemotherapy, hormone therapy, and radiation 

(XRT). 

Patterning: (conceptual) The tendency of human beings to 

exhibit predictable, repititious ways of behaving. It is the opposite 

of disorganization. 

Patterning: (operationalized) A low difference or no difference 

score calculated by subtracting a subject's score on the current sexual 

functioning questionnaire from the same subject's score on the question

naire addressing sexual functioning prior to having cancer. 



7  

Summary 

As the survival time for many cancer patients increases, 

researchers are focusing on how individuals l ive with cancer. It is 

important to examine how l iving with cancer may affect one's sexuality. 

Oncology nurses, in providing comprehensive patient care, must address 

the sexual concerns of their patients. Due to the lack of a reliable 

and valid tool to facilitate the assessment of sexual adjustment in 

cancer patients and the subsequent planning of interventions, clinicians 

and researchers are at a disadvantage. With the modification and 

further testing of the SAQ, a tool could be provided to assist nurses 

in clinical practice and research. 



CHAPTER II 

CONCEPTUAL FRAMEWORK AND SELECTED 

LITERATURE REVIEW 

The conceptual framework for this study, which was based on 

Rogers' (1970) concept of patterning, is presented in this chapter. 

In addition, l iterature on the sexual adjustment of female cancer 

patients is reviewed. Finally, tools available for use in sexuality 

research are reviewed. 

Concept of Patterning 

Rogers (1970) stated five assumptions about human beings. Each 

person is assumed to be a unified being, possessing individuality, 

and is in a continuous exchange of energy with the environment. The 

l ife process of a person evolves irreversibly and unidirectionally 

along a space-time continuum. The individual can never go backwards 

or be something he or she previously was. There is pattern to l ife, 

which identifies individuals and reflects their innovative wholeness 

(Falco & Lobo, 1985). Rogers (1970) assumed that a person is character

ized by the capacity for abstraction and imagery, language and thought, 

sensation and emotion. 

Rogers' (1986) three principles of homeodynamics are grounded 

in the basic assumptions discussed above. The principles of homeo

dynamics include integrality, resonancy, and helicy. Integrality 

emphasizes the necessary interaction between the person and the 

8  
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environment. As constant mutual interaction occurs between the two 

open systems, simultaneous molding takes place in both. 

The next principle, resonancy, addresses the nature of the change 

happening between the human and environmental fields. Between man 

and the environment there is a rhythmic flow of energy waves. Resonancy 

is the identification of the human and environmental f ield by wave 

patterns manifesting continuous change from lower frequency longer 

waves to higher frequency shorter waves. 

The third principle of helicy connotes that the l ife process -

evolves unidirectionally in terms of a spiral rather than a cyclical 

motion, i.e., in terms of a continuous, nonrepeating, and innovative 

patterning. Increasing complexity of pattern and organization charac

terize the developmental process. Man-environment interactions are 

aimed at achieving new dimensions of complexity. 

Patterning is a key concept in the principles of integrality, 

resonancy, and helicy (Rogers, 1986). This concept of patterning is 

util ized in this study. Rogers (1970) l ikens the l ife process to a 

child's toy, called the "Slinky". The l ife process lacks the evenness 

and regularity of the Slinky, but the spirals can be easily stretched 

or shortened and the intervals between spirals narrowed or widened. 

Each turn of the spiral exemplifies the rhythmic nature of l ife, with 

distortions of the spiral portraying departures from nature's regular

ity. As i l lustrated by the Slinky, the pattern in the l ife process 

is similar, but never exactly the same (Malinski, 1986). 

Human behavior is not random, chaotic, or disorganized. Instead, 

people behave in somewhat systematic, predictable ways. Each individual 



has his or her own unique behavior patterns. Within a certain context 

or environment, similar behaviors will occur, time and time again. 

A change in the environment will precede behavior change, and as regu

larity returns to the environment, the behavior pattern becomes more 

recognizable. 

Sexuality 

Human sexuality is a complicated concept reflecting who people 

are and how they l ive their lives (Kirchner, 1984). Sexuality is that 

complex dimension of maleness or femaleness in one's personality, 

expressed in every human act and reflecting each person's individuality 

(Fisher, 1985a). The development of sexuality is influenced by both 

biological and psychosocial phenomena. Although the physiological 

pattern of the human sexual response is somewhat uniform, the psycho

social aspects of sexuality vary greatly due to environmental and 

experiential factors. Body image and self-esteem, family mores, 

religion, sexual experience, marital concordance, and coping abilit ies 

are a few influencing factors (Fisher, 1985a). 

Kirchner (1984) cited sexual self-concept, sexual relationships, 

and sexual functioning as important aspects of sexuality. Sexual self-

concept has been viewed as a mental image of oneself as a man or a 

woman — the way the body appears to the self and the individual's 

sense of adequacy about that image. Sexual self-concept is dynamic, 

subject to change in response to influences on the body itself or the 

way the person perceives it to be. 
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Sexual relationships are those interpersonal interactions that 

are established in social situations. According to Maddock (1975), 

a component of sexual health is the ability to engage in effective 

interpersonal relationships with both sexes and in relationships that 

might include the potential for love or long-term commitment. 

Sexual functioning involves the ability of the individual to 

participate in and experience pleasure from sexual activities (Kirchner, 

1984). Intact genitals with adequate circulation, innervation, sensa

tion, reflexes, and hormonal milieu contribute to the physiologic 

quality of sexual functioning. Psychologic factors, the ability to 

relax, and freedom from pain are also essential in being able to give 

and receive pleasure or satisfaction. Sexual functioning also involves 

preferences for different types of sexual activity. 

Fisher (1983) described five elements of the process of cancer 

which may alter an individual's sexual experience, physically, or 

psychologically. The biologic process of cancer, the first element, 

may result in symptoms such as fatigue and malaise. The energy required 

to perform a physical sexual act may simply not be possible. The second 

element is the personal process of accepting the diagnosis of cancer. 

Fears of death and mutilation may occupy the person's thoughts to the 

extent that effective sexual communication with a partner is no longer 

possible. 

Third, the effects of treatment may also alter sexuality. Hair 

loss, anorexia, vomiting, and steril ity are only a few of the side 

effects that can impair one's body image. Lamb & Woods (1981) provided 

an overview of the effects of specific cancers and their subsequent 
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treatments on sexuality, including the effects on sexual function, 

fertil ity, body image, and the partner (Table 1). 

Permanent alteration in the physical body accounts for the fourth 

element. Permanent physical losses often precede psychological 

maladjustments, many being sexual in nature. 

The final element affecting a patient's sexuality is the family 

process of accepting the diagnosis of cancer. Family members must 
i 

face many unknowns related to their loved one, experience role changes, 

and may grieve in anticipation of loss. Such changes are certain to 

impact the sexual interaction of the cancer patient with other family 

members. 

Sexual self-concept, sexual relationships,,and sexual functioning 

are elements of human sexuality. The diagnosis of cancer and its treat

ment may impact all of these components of an individual's sexuality. 

Relationship of Patterning to Sexuality 

As discussed earlier, patterning is displayed in human behavior. 

This includes sexual behavior. Keep in mind the Slinky as an i l lus

tration of the patterning present in the l ife process. Distortions 

in the spiral indicate departure from the usual course or pattern. 

Such distortions can be the result of environmental disruption. 

In this study, i t was proposed that half of the women with breast 

cancer would be undergoing treatment (surgery, chemotherapy, radiation, 

or some combination of these treatments). The process of undergoing 

treatment for cancer can cause significant disruption in a person's 

environment. Sexual self-poncept, sexual relationships, and sexual 



Table 1. Effects of Cancer on Sexuality, Including Sexual Function, Body Image, and Partners* 

Site 

Dysfunction 

Organic Psychological 
Altered 
Body Image Impact on Partner 

Cervix Treatment in situ with cone hx will not cause 
dysfunction. Radical hysterectomy will shorten 
the vagina 1/3 to 1/2; this may be 
appreciable but usually is not. 

Sometimes Sometimes Sometimes (partner 
may feel he can 
"catch cancer" or 
be affected by its 
treatment, esp. 
XRT) 

Endometrial Total abdominal hysterectomy with pelvic node 
dissection usually causes no dysfunction. 
XRT to the pelvis will cause thickening to 
the vagina if this is included in the fields. 

Sometimes Sometimes Sometimes 

Ovary In premenopausal women, bilateral oophrectomy 
will result in menopausal symptoms. 

Sometimes Sometimes Sometimes 

Vulva Simple vulvectomy can result in introital 
stenosis. Radical vulvectomy includes 
removal of the clitoris. 

Usually Most Often Usually 

Breast The absence of foreplay using nipple 
stimulation for arousal may cause 
some difficulties. 

Usually Usually Usually 

Colon/ 
Rectum 

Usually; nerve damage in males negatively 
effects erectile ability. 

Usually; esp. 
with formation 
of an ostomy 

Yes (if 
ostomy 
formed) 

Sometimes 

Leukemia The disease process and associated 
blood counts with chemotherapy 
may affect ability to have an erection. 

1 Sometimes Usually Usually 

Hodgkins The disease process and the effects of 

the therapy may decrease sexual drive 

and ability. 

Sometimes Usually Usually 

Note. Chemotherapy, radiation, and analgesics all are associated with generalized feelings of malaise. This can have a 
profound effect on the feelings of self-esteem, self-worth, sexuality, and libido. All these factors should be taken into 
consideration when assessing the sexual needs and/or problems of cancer patients and their families. 

* Table 1 adapted from Lamb & Woods (1981). 
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functioning are frequently disturbed (Kirchner, 1984). Thus, women 

undergoing cancer treatment are predicted to have sexual behavior 

patterns different from those prior to having cancer and treatment. 

The other half of the women in this study would have completed 

treatment for breast cancer. These women may have had more time to 

adjust to having cancer. According to Morris, Greer & White (1977), 

i f adjustment to breast cancer does occur, i t will usually take place 

rapidly, within three or four months. The environment of these women 

who are at least three months post-treatment will have become more 

regular. Therefore, patterns of sexual behavior are anticipated to 

be more similar to their pre-cancer patterns than those women undergoing 

treatment and experiencing disruption in their environment. 

Literature Review 

Sexual Adjustment 

Investigation of the sexual adjustment of female cancer patients 

is gaining more attention as more patients are now surviving for at 

least five years (Andersen & Hacker, 1983b). The American Cancer 

Society recently targeted research in the sexual functioning of cancer 

patients as a high priority (Silverfarb & Bloom, 1982). 

Woods & Earp (1978), in a study of 49 women who were four years 

post-mastectomy, reported several interesting findings. These authors 

looked at several aspects of post-mastectomy patients, one of which 

was sexual adjustment. Sexual adaptation postoperatively was found 

to be associated with the quality of the preoperative marital-sexual 

relationship. Also, the importance a woman assigned to her relationship 
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and the satisfaction she derived from it were strongly associated with 

the maintenance of the postoperative pattern of activity. Eighty per

cent of the women indicated no change in sexual frequency; 6% reported 

a decrease in sexual frequency. Those women who had not decreased 

sexual activity were slightly better prepared for their surgeries; 

reported more interest in sex; were much more satisfied with their 

current sexual relationships; had fewer persisting complications; fewer 

symptoms of depression; were less l ikely to have had radical surgical 

procedures; were twice as l ikely to be premenopausal (less than 46 

years old); and were more satisfied with their husband's companionship. 

The frequency of sexual intercourse was negatively correlated with 

age. 

Jamison, Wellisch & Pasnau (1978), using a questionnaire, inves

tigated aspects of the mastectomy procedure itself, pre- and post-

mastectomy adjustment, effects on sexual relationships and the influence 

of age in 49 women. Eighty percent of the subjects were married, the 

mean length of marriage being 23 years. Only 2.7% reported a decrease 

in sexual interest/activity. Responses of women when asked about the 

overall effect of the mastectomy on sexual relationships varied. The 

range was from no change to "I have a deep depression that had destroyed 

my sex drive". Seventy-six percent of the subjects thought the loss 

of a breast made no difference or had a positive effect on sexual 

relationships. 

One study reported that none of the subjects experienced a 

deterioration in their sexual relationships after mastectomy (Battersby, 

Armstrong & Abrahams, 1978). Other studies seem to contradict these 
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findings. Andersen & Johimsen (1985) compared the sexual functioning 

of women with breast cancer, gynecological cancer, and healthy women. 

They found that cancer patients differed from healthy women in frequency 

of sexual behavior and the level of sexual arousal. Those patients 

with breast and gynecological cancer reported no differential responses 

on indicants of sexual desire or orgasm. Both the women with cancer 

and healthy women's views of their current sexual l ife had l itt le 

influence on their evaluation of their marital relationships. 

In a study exploring the psychosocial aspects of mastectomy 

from the man's perspective (Wellisch, Jamison & Pasnau, 1978), 14% 

of the male subjects rated their sexual relationships as "not very" 

or "totally" unsatisfactory before the mastectomy compared to 18% after 

the surgery. Thirty-six percent rated the effect of mastectomy on 

their sexual relationships as "bad" or "somewhat bad". Seven percent 

indicated the effect was "somewhat for good". In addition, approxi

mately 80% of the men had not seen their partners naked at the time 

of the study. The authors concluded that, "the resumption of the sexual 

relationship was a critical point for the couple, and i t was problematic 

at best and traumatic at worst" (p. 546). 

Fifty women receiving adjuvant chemotherapy after surgery for 

Stage II breast cancer were interviewed in an attempt to describe the 

psychosocial effect of the treatment (Meyerowitz, Sparks & Spears, 

1978). Emotional distress and behavioral disruption were rated in 

five areas, yielding a rating of overall level of disruption and 

distress. Results indicated all women experienced adverse changes 
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while receiving adjuvant treatments. Forty-one percent claimed that 

their family and/or sexual l ife had been adversely affected. 

Another study divided subjects according to disease categories: 

primary, recurrent, and final (Silverfarb, Maurer & Vrouthamel, 1980). 

Twenty-two percent of the patients with primary disease, 30.8% of the 

patients with recurrent disease, and 31.8% with final disease indicated 

problems in their mate role, as addressed by a modified Psychiatric 

Status Schedule questionnaire. The questions indicative of mate role 

disturbance were nearly all confined to concerns about lack of sexual 

desire and decreased frequency of sexual intercourse. 

According to Warbroehl (1985), studies indicated mastectomy 

interferes with sexual activity. Effects include overall decreased 

frequency of sexual activity as well as specific decreases in breast 

stimulation and certain intercourse positions. Warbroehl (1985) further 

reported that the impact of mastectomy varies, dependent upon such 

factors as degree of sexual satisfaction before surgery, stability 

of the relationship with a partner, and the relative importance that 

breast stimulation plays in an individual's sexual response. 

The longitudinal studies by Maguire, Lee, Bevington, Kuchemann, 

Crabtree & Cornell (1978), and Morris, Greer & White (1977) estimated 

the time course of sexual problem development among breast cancer 

patients. It appears that breast cancer patients who develop problems 

do so by the third or fourth month. If left untreated, sexual dysfunc

tions do not resolve in the majority of patients. Also, i t seems that 

if recovery takes place, i t will usually take place rapidly. Three-

fourths of the patients in the Morris, et al. (1977) study reported 
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that they no longer felt stressed by mastectomy at one year. Other 

breast cancer patients developed difficulties at a later time during 

the first postoperative year, and by the second year, the frequency 

of sexual difficulty developing appeared to stabilize. 

It is probable that patients undergoing treatment with progres

sive effects, e.g., radiation therapy, experience increasing sexual 

difficulties until treatment effects level off (Andersen, 1985). Sixty-

two of the 75 patients in the Maguire, et al. (1978) study underwent 

radiotherapy, which may have contributed to their sexual functioning 

morbidity. They said i t made them feel exhausted and even lower in 

spirits. 

Research in sexual adjustment has also been conducted with female 

patients having gynecologic malignancies. Several of these studies 

were reviewed by Andersen & Hacker (1983a). Studies of women with 

cervical cancer focused on sexual adjustment in relation to two differ

ent forms of treatment, surgery and radiation therapy. Some of the 

studies indicated that women receiving either treatment reported an 

equal frequency of decrease in sexual activity and other studies 

reported that women receiving radiation had more frequent reports of 

decreased sexual activity. The reviewers said that, in general, the 

studies ware methodologically weak. 

Harris, Good & Pollack (1982), using an extensive interview 

and a questionnaire, asked 96 newly diagnosed gynecological cancer 

patients to describe their sexual functioning before and after treat

ment. Overall, a significant decrease in sexual activity and 

satisfaction was reported. 
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Andreasson, Moth, Jensen & Bock (1986) investigated the sexual 

adjustment of 25 female vulvectomy patients and 15 of their partners. 

More than half of the women experienced sexual dysfunction and psycho

logical problems. A definite reduction in coital frequency from that 

experienced preoperatively was reported, with more than one third of 

the subjects ceasing coitus altogether. Twenty-three of 25 women found 

their relationship satisfying prior to surgery, and only eight of them 

reported feeling the same after surgery. Only six of the subjects 

were able to reach orgasm postoperatively. 

Andersen & Hacker (1983b) talked to 15 patients after vulvar 

surgery for cancer using a semi-structured interview. An objective 

assessment was also conducted by means of a questionnaire battery. 

The sexual functioning and body image of these women appeared to undergo 

major disruption despite the fact that intercourse remained possible. 

Mild levels of marital distress were reported. The data collected 

did indicate that these women attempted to maintain a sexual l ife 

despite major physical losses and substantial emotional disruption. 

Pelvic exenteration is an aggressive therapy consisting of the 

en masse removal of the rectum, distal sigmoid colon, urinary bladder, 

distal ureters, internal i l iac vessels and their lateral branches, 

all pelvic reproductive organs and lymph nodes, and the entire pelvic 

floor with accompanying pelvic peritoneum, levator muscles, and perineum 

(Bricker, 1970). Some individuals with advanced or recurrent carcinoma 

of the cervix, endometrium, rectum, or vagina can be afforded a cure 

by this surgical procedure. Fisher (1979) interviewed six women who 

had undergone this procedure and she documented that these women had 
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major, unresolved psychosexual problems. Of the six women interviewed, 

three terminated relationships with their partners after undergoing 

surgery. Five patients terminated all attempts at any type of sexual 

contact after having reported a normal sexual relationship preopera-

tively. 

Studies of women who had undergone pelvic exenteration reviewed 

by Andersen & Hacker (1983a) cited that there is a uniform disruption 

in women's sexual adjustment following surgery. Seventy to 100% of 

these patients experienced depression, major disruption of body image, 

and decreased sexual interest. 

Yet another study involved cancer patients of both sexes and 

their spouses. Leiber, Plumb, Gerstenzang & Holland (1976) studied 

38 patients receiving chemotherapy for advanced cancer and 37 of their 

spouses to assess change since il lness in the desire for affection 

(sexual, physical, and verbal) and changes in actual affectionate 

behavior. Diagnoses included various types of solid tumors, multiple 

myeloma, acute leukemia, lymphosarcoma, and other cancers. The mean 

length of marriage for the female patients was 20.4 years, 17.2 for 

the males. Results indicated that patients and their spouses of both 

sexes simultaneously experienced an increase in desire for physical 

closeness and a decrease in the desire for sexual intercourse. Female 

patients and their husbands were in greater agreement regarding the 

changes assessed than were men patients and their wives. Female patients 

were more l ikely than the other groups to have their affectional needs 

met. The frequency of feelings of affection remained unchanged, or 
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if changed, was much more l ikely to increase than decrease. Verbal 

communication either maintained the previous level of intimacy or the 

couples talked with each other more frequently and found it easier 

to discuss personal matters. 

The incidence of cancer patients experiencing sexual dissatis

faction and/or dysfunction ranged from 20% to 90% of those surveyed 

(Andersen, 1985). Results of the research studies above, although 

sometimes conflicting, suggest that for many people, adjusting sexually 

to the impact of cancer and its treatment is an issue. Further research 

in this area should hopefully provide a more specific understanding 

of these patients' difficulties and needs. 

Recommendations for Future Research 

Several researchers have offered recommendations for future 

research in the sexual adjustment of cancer patients. In the existing 

literature, a wide host of patient variables have been suggested as 

affecting patients' sexual adjustment, though, for the most part, 

empirical evidence is lacking (Bransfield, 1982). Factors which may 

influence sexual adjustment in cancer patients include biological, 

psychological, sociocultural, environmental, and partner variables. 

Biological factors include age, cancer stage, treatment regimes, 

menopausal status, level of physical impairment, and the level of pain 

in the operated area. Other physiological factors which may influence 

sexual functioning include alcohol and drug use, and the existence 

of concurrent i l lness (Andersen & Hacker, 1983a; Bransfield, 1982). 
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The psychological and sociocultural aspects of the cancer experi

ence are lengthy and mostly untested (Bransfield, 1982). Factors such 

as body image, self-esteem, sexual identity, and moods play a role 

in the reestab'lishment of sexual l ife. However, few authors have sub

jected these assumptions to clinical trials and no replication studies 

have confirmed the hypotheses which have been tested. 

Recognition of the fact that cancer patients are suffering from 

a life-threatening il lness should occur. Evaluation of sexual function 

should take place in the context of a general psychological evaluation 

(Andersen & Hacker, 1983a). Anxiety and depression, which can signifi

cantly influence sexuality, are known to be common problems for cancer 

patients. Meyerowitz (1980) suggested that coping styles and defense 

mechanisms are important variables to consider in post-mastectomy 

patients. 

To a l imited extent, the marital status, relationship, and 

satisfaction of cancer patients have been investigated. The patient's 

sexual adjustment has typically been measured by comparing the frequency 

of intercourse before and after il lness. This frequency may be used 

as one measure of sexual functioning, but a broader definition is 

needed, including the patient's history of sexual functioning, her 

usual pattern of communicating her sexual needs, and her definition 

of a satisfactory sexual relationship (Bransfield, 1982; Meyerowitz, 

1980; Andersen, 1985). 

Woods (1975) emphasized that the quality of the preoperative 

sexual relationship influences the post-operative sexual adjustment, 

with a prior healthy sexual relationship having less sexual difficulties 
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in the rehabilitation phase. A variety of data suggests that certain 

sexual variables (presence of sexual dysfunction before diagnosis, 

previous sexual behavior repertoire, frequency of intercourse) should 

be good predictors of post-treatment sexual behavior (Andersen, 1985). 

One person's definition of sexual satisfaction is unlikely to 

be identical to another person's. Sexual attitudes and knowledge base 

need to be addressed (Bransfield, 1982). Culturally based sexual 

attitudes and religious teachings that delineate acceptable sexual 

practices may impact one's sexual behavior, thus requiring some inclu

sion. 

Andersen & Hacker (1983a) recommended that the concept of 

sexuality be broadly, yet specifically defined to enhance accurate 

assessment. These authors suggested at least three domains to be 

included in the assessment of sexual functioning. These are an esti

mation of the range and frequency of sexual behavior, attitudes, 

affects, and arousal associated with various sexual behaviors, and 

assessment of sexual self-concept. 

Largely absent from clinical recommendations and research is 

the acknowledgment of the partner variables influencing the sexual 

adjustment of the cancer patient. Many of the above-mentioned patient 

variables need to be simultaneously considered for the partner 

(Bransfield, 1982). 

Information is also needed as to which professional on the health 

care team is best suited to bring up the topic of sexuality with the 

cancer patient (Bransfield, 1982). Research is lacking in the investi

gation of health care provider variables in relationship to the 
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psychosexual impact upon the patient and the partner. Consideration 

of the health care provider in this research is necessary. 

A detailing of the sexual morbidity following the diagnosis 

and treatment of cancer is needed (Andersen, 1985). More information 

is needed about the cancer patient, partner, and health care provider 

variables in regard to the patient's sexual functioning. 

Psychometric Instrumentation in Sexuality 

There are several sexuality tools currently available. Each 

of these tools lacks some component important in measuring the sexual 

adjustment of cancer patients. These missing components include the 

provision of quantitative data, specificity to cancer and cancer 

therapies, and the ability to measure changes over time. 

The Deragotis Sexual Function Inventory (DSFI) is a comprehensive 

instrument that has been well tested in many populations, although 

not in cancer populations (Deragotis & Milisaratos, 1979). The 258— 

item scale measures current sexual behavior and attitudes in 10 major 

domains, including information, experience, drive, attitudes, psycho

logical symptoms, affects, gender role definition, fantasy, body image, 

and satisfaction. From these subtests a single score can be calculated. 

In addition, there is a single 9-point Global Satisfaction Index, which 

provides the patient opportunity to self-rate his or her present level 

of sexual functioning. A strength of this instrument is that i t 

includes psychological dimensions such as depression, anxiety, guilt, 

and hostil ity. These emotional states are often a part of the cancer 

patient's experience, and deserve consideration as to their role in 



sexual functioning. Reliability and validity of all subtests are 

reported to be adequate. This tool offers the ability to quantify 

the quality of current sexual functioning. 

The Sexual Interaction Inventory (SI I) is an inventory for the 

assessment of sexual adjustment and satisfaction of heterosexual 

couples, developed by LoPiccolo & Steger (1974). This scale was 

designed to be administered periodically for evaluation of response 

to sexual therapy. Each partner individually answers six questions 

related to each of 17 sexual behaviors. Responses from both partners 

are totalled, and a profile is derived, describing: dissatisfaction 

with frequency and range of sexual behaviors; self-acceptance in 

relation to sexual pleasure; pleasure derived from sexual activity; 

knowledge of.partner's sexual activity preferences and acceptance of 

one's partner. Standard scores based on 124 couples are obtainable. 

Testing of reliability and validity of this instrument appeared to 

be successful. Useful for research involving couples, the tool was 

originally tested on married couples applying for help at a sexual 

dysfunction clinic. It is not specifically designed for use with 

persons with cancer. 

The Index of Sexual Satisfaction (ISS) is a 25-item self-report 

tool which measures the degree of a problem in the sexual part of a 

dyadic relationship (Hudson, Harison & Crosscup, 1981). This scale 

was constructed for use at periodic intervals for evaluation of response 

to sexual therapy and not specifically designed for use with persons 

with cancer. 
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Watt's (1982) Sexual Functioning Questionnaire was designed 

for use in comparing sexual functioning in hypertensive patients on 

medication to the sexual functioning in non-hypertensive patients. 

This 17-item instrument assesses the major components of the sexual 

experience, including perceived sexual desire, arousal, orgasm, and 

satisfaction. Response for each item is scored on a 5-point Likert-

type scale. High scores on the Sexual Functioning Questionnaire indi

cate positive sexual functioning. Initial reliability and validity 

estimates are acceptable. 

The Sexual Function After Gynecologic Il lness Scale (SFAGIS) 

is a 30-item self-report scale which provides information on the sexual 

activity of this group of cancer patients (Bransfield, Horiat & Nabid, 

1984). Each of 15 content areas identified in the literature is 

addressed twice in the 30-item scale. Responses are on a Likert-type 

scale. Scoring is quite simple, and a high score should represent 

a high level of sexual activity and relative lack of sexual concerns. 

Reliability and validity estimates in the initial testing apeared 

successful. The SFAGIS does not measure changes over time. In addi

tion, the tool narrowly defines sexual function as heterosexual 

intercourse within a marital relationship. 

Due to the deficiencies of these tools for use in studying the 

sexual adjustment of cancer patients, the Sexual Adjustment Question

naire (SAQ) was developed. As reliability and validity of the SAQ 

are further established, a useful tool will be provided for research 

in this area. 
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Summary 

According to Rogers (1986), the l ife process of human beings 

is subject to patterning. Research in the sexual adjustment of cancer 

patients indicates that sexual functioning postoperatively or post-

treatment is often a function of pre-surgery or pre-treatment function

ing (Woods & Earp, 1978; Warbroehl, 1985; Wellisch, Jamison & Pasnau, 

1978). Refinement of measurement instruments such as the SAQ should 

assist in the specification of variables impacting the sexual adjustment 

of cancer patients. 



CHAPTER III 

METHODOLOGY 

Included in this chapter are the research design, the sample, 

the setting, the measurement instrument for data collection, and protec

tion of human subjects. The method of data collection and methods 

for data analysis are also presented. 

Research Design 

This descriptive study was designed to test the modified Sexual 

Adjustment Questionnaire (Waterhouse & Metcalfe, 1986), attempting 

to further establish reliability and validity. The instrument was 

tested for construct validity and internal consistency. 

Study Sample 

The convenience sample consisted of 34 women with breast cancer 

who voluntarily agreed to participate in this study. Twelve of the 

patients were undergoing active treatment for their cancer, and 22 

of the patients were at least three months post-treatment. Participants 

met the following criteria: 1) able to read and comprehend the English 

language; 2) were female and 18 years of age or older; 3) had or have 

had breast cancer; and 4) had been sexually active with a partner prior 

to having cancer. 

28 
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Study Setting 

Ambulatory health care services have been described as the main

stay of cancer care (Brown, 1985). Subsequent to gaining permission, 

four ambulatory care settings were used to contact women undergoing 

active treatment for breast cancer: two private hematology/oncology 

physician offices, and the private office of a radiation oncologist. 

These three offices were located in two cities in the Southwestern 

United States. The hematology/oncology outpatient clinic of a major 

medical center in this same area was also used as a base for patient 

recruitment. Women in the post-treatment group were recruited in a 

variety of ways: from self-help groups, advertisements in a newspaper 

and on church bulletin boards, and by "wprd-of-mouth". 

Human Subjects 

Written permission to conduct this study was obtained from the 

University of Arizona College of Nursing Ethical Review Committee 

(Appendix A). A brief explanation of the study was given to each 

potential subject. Each participant was informed that participation 

was voluntary and that participation or refusal to participate would 

not alter the medical or nursing care received. A disclaimer was also 

given to each subject (Appendix B). 

Instruments 

Sexual Adjustment Questionnaire 

The Sexual Adjustment Questionnaire was developed by Waterhouse 

& Metcalfe (1986). Sexual adjustment was operationally defined as 

the patient's sexual feelings and functioning after treatment for 



cancer, relative to sexual feelings and functioning before diagnosis 

of cancer. A high level of sexual adjustment exists when there is 

l itt le change in sexual feelings and functioning between pre-diagnosis 

and post-treatment periods, or when sexual feelings and functioning 

change in a positive direction (as defined by the client or as suggested 

by score increments on the SAQ). 

This tool does not attempt to define "normal sexual adjustment" 

or identify "sexually well-adjusted" patients. The components of sexual 

adjustment measured include desire, relationship, activity level, 

arousal, orgasm, techniques, and satisfaction. The inclusion of these 

multiple variables fulfi l ls the recommendation made by Andersen & Hacker 

(1983a), that sexuality should be broadly defined for accurate assess

ment to occur. Only sexual self-concept is not measured. 

Many biological variables are addressed on the demographic sheet. 

Biological information elicited from the subjects includes age, sex, 

alcohol use, general health status other than the cancer, menopausal 

status, and any discomfort present upon intercourse. Most of the 

biological variables recommended by Andersen & Hacker (1983a) and 

Bransfield (1982) are considered. 

The SAQ is a 16-page, 108-item tool consisting of three separate 

sections — A, B, and C, with 37, 30, and 39 items respectively. Most 

responses have been assigned numerical values for scoring purposes. 

A few items are open-ended or ask the participant to write a brief 

explanation of the circled response. Some questions are specific to 

either males or females, such as those concerning arousal and orgasm. 
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The three sections of the SAQ (A, B, and C) were designed to 

be administered after surgery or adjuvant therapy and assess sexual 

feelings and functioning at three separate points in time. Section 

A assesses current sexual feelings and functioning during the period 

four to six weeks post-treatment. Section B assesses sexual adjustment 

before the cancer diagnosis by asking subjects to recall sexual feelings 

and functioning before learning that they had cancer. It is adminis

tered two weeks after Section A. Section C, administered 16 to 20 

weeks after treatment, assesses current sexual feelings and functioning 

agai n. 

Questions on the three sections are much the same. Sections 

A and C are almost identical. Section B differs in that questions 

asked are in the past rather than the present tense. All sections 

include seven subsections consisting of two to nine items. High scores 

on the desire, activity level, arousal, orgasm, and satisfaction sub

sections suggest more positive feelings or functioning in these areas. 

A high score on the relationship subsection indicates a long-term 

relationship with the same partner, and a high score on the techniques 

indicates a greater variety of sexual methods and activities. Judgment 

in relation to adequacy of sexual functioning is not implied, but 

changes in scores on the different sections are of interest, as sexual 

adjustment is defined relative to pre-diagnosis levels only. The SAQ 

is unique in its attempt to measure sexual adjustment over time using 

three separate questionnaires. As mentioned earlier, i t has been 

recommended that the post-operative sexual adjustment be assessed in 

light of the pre-operative relationship and functioning (Woods, 1975). 



In addition, each section has several questions asking whether 

the subject discusses sexual concerns with others, feelings about the 

impact of having cancer and cancer treatment on sexual relationships, 

whether nurses and/or physicians in the hospital discussed sexuality, 

and i f the subject thinks these health professionals should discuss 

sexual concerns with patients. These latter questions may begin to 

address Bransfield's (1982) recommendation that health care provider 

variables be included in relationship to the impact of cancer on 

sexuality. 

Modifications of the SAQ 

The SAQ is unique in that i t attempts to measure sexual adjust

ment to cancer over time by using three separate questionnaires given 

to subjects at three separate intervals. The attempt to measure sexual 

adjustment using this longitudinal approach has merit, but at the same 

time can cause many difficulties. Asking a research subject to f i l l 

out three separate questionnaires at three separate times is complicated 

logistically. Drop-out rate may prove to be a problem, as i t was for 

the original authors. The individual sections are somewhat lengthy, 

and subject fatigue may prevent completion of the tool (Polit & Hungler, 

1983). 

The following modifications were made in the SAQ for the purposes 

of this study. Written permission to modify the SAQ was obtained from 

the authors (Appendix C). Questions from Section A were printed on 

a separate sheet from the responses. There were two answer sheets, 

color-coded to enhance clarity. The f irst response sheet was yellow. 
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The subject circled the responses that best described her sexual experi

ence" approximately six months before having cancer on this sheet. The 

second response sheet was blue. The responses were identical to those 

on the first response sheet. The subject circled the responses which 

best described her current sexual experience, using the same set of 

questions. The last page was the demographic sheet. Thus, Section 

A and Section B were used to collect data concerning current sexual 

functioning and sexual functioning prior to having cancer. Section 

C was not used. 

An effort to decrease the number of items was made. Section 

A in the original SAQ had 37 questions. Approximately one item from 

each subscale was deleted, thus the modified scale contained 27 items. 

For example, item 33, "Do you notice dryness of your vagina during 

sexual intercourse?" was deleted because other questions of arousal 

and discomfort during intercourse were thought to cover this informa

tion. Other items were eliminated because they were included in the 

original questionnaire specifically for the head and neck cancer popu

lation. Item 37, "Do you kiss your partner(s) on the lips?" was 

eliminated, as i t addressed a technique that is likely to be affected 

in the head and neck cancer population. A few items were deleted from 

the demographic sheet for similar reasons. 

The questions and answers on the modified questionnaire were 

only on one side of the page, as opposed to front and back as in the 

original. It was anticipated that questions would be less likely to 

be missed by participants using this format. Also, similar-response 

questions were grouped together. For example, many questions had a 



34 

response range from always to never, and these questions were grouped 

together to facilitate ease in responding. 

Modifications in the SAQ were made to facilitate ease of com

pletion by the subject. Sections A and B were condensed into one tool. 

The questionnaire was shorter, all questions were on one side of the 

paper only, and similar-response questions were grouped together. 

Reliability and Validity 

According to the authors, Waterhouse & Metcalfe (1986), content 

validity was established by a review, panel of six experts in the fields 

of sexuality, head and neck cancer, and statistics. Construct validity 

was established by testing the SAQ on 84 healthy subjects and eight 

subjects with head and neck cancer. Persons with cancer were found 

to have significantly (p < .05) lower scores on the subsections testing 

activity level, relationship, and techniques. Test-retest reliability 

was established for each subsection of the SAQ. Values ranged from 

.5389 to .9374. The overall mean reliability was .6721. 

Data Collection 

A staff member in each of the outpatient settings was contacted 

by the investigator. Prospective subjects were f irst informed of the 

study by these nurses. In addition to a brief verbal explanation, 

the nurse gave each potential subject the subject disclaimer form and 

the questionnaire. The potential subjects were encouraged to read 

over this material. If the woman agreed to participate, she took the 

questionnaire home, and either returned the completed form to the 

clinical facility or mailed it to the researcher. 
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Facilitators of two self-help groups were contacted by the 

researcher. The researcher was informed by the group facilitator of 

an appropriate time to invite the self-help group members who were 

at least three months post-treatment and met the study criteria to 

participate in this study. These subjects were given a brief explana

tion of the study as well as the subject disclaimer. Remaining subjects 

recruited by friends, colleagues, and family of the investigator were 

mailed the questionnaire, disclaimer, and directions (Appendix E) as 

to how to complete the form. 

All participants were asked to complete the Sexual Adjustment 

Questionnaire (SAQ) and the demographic sheet. The instrument required 

approximately 20 minutes to complete. 

The investigator originally intended to obtain a sample of 50 

subjects, 25 in each group. There appeared to be several barriers 

to the achievement of this goal. Subjects contacted through friends 

and colleagues, and those who responded to advertisements, were mailed 

questionnaires. Likewise, participants contacted through the self-

help groups were expected to return the questionnaires upon completion. 

Nurses in two of the study settings asked potential subjects to complete 

the SAQ in the clinical facility. The other two nurses requested 

participants to mail them to the investiator. Return rates for mailed 

questionnaires tend to be very low (Polit & Hungler, 1983). When the 

researcher had access to a telephone number or address of a potential 

subject, one and sometimes two reminders were delivered. The self-

help group participants had a return rate of 83%. Subjects recruited 

via colleagues, friends, and family had a return rate of approximately 



88%. However, none of the six women who responded to the advertisement 

and wanted to participate returned the SAQ. 

The nurses in the clinical study settings did not keep a record 

of how many potential subjects they contacted. One nurse said she 

had at least 10 women who were eligible and only two chose to partici

pate. Another nurse asked two of her patients to participate and 

neither returned the questionnaire. A third nurse sent the question

naire home with three clients. The researcher only received one from 

this setting. These nurses reported that potential subjects declined 

participation for such reasons as, "This isn't for me". At least one 

potential subject didn't participate because she was not sexually active 

at the time of the study. For reasons of confidentiality, the investi

gator was not allowed to deliver reminders to the participants in the 

treatment settings. 

Data Analysis Plan 

To address the first question proposed in this study, the 

reliability of the SAQ was assessed in terms of its internal consis

tency. Reliability was estimated with alpha coefficient. Coefficient 

alpha, or Cronbach's alpha, provides an excellent technique for 

assessing reliability (Carmines & Zeller, 1979). Six reliability 

coefficients were calculated: three for the part of the SAQ measuring 

current sexual functioning (one for the women receiving treatment, 

one for the post-treatment women, and one for the total sample), and 

three for the part of the SAQ measuring previous sexual functioning 

(one for the women receiving treatment, one for post-treatment women, 
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and one for the total sample). The criterion level for new psychosocial 

scales is .70 or above and for mature scales is .80 or above (Nunnally, 

1978). 

Question two was addressed using a known-groups technique to 

determine construct validity of the SAQ. Using the known-groups 

technique, a group expected to differ on a critical attribute is 

administered the instrument. The instrument should be able to separate 

the groups that are predicted to differ on the basis of some theory 

or known characteristic (Polit & Hungler, 1983). 

Referring to Rogers' (1970; 1986) concept of patterning, the 

lives of the post-treatment women were expected to have resumed a more 

regular form with less disruption in their environment than the women 

undergoing treatment. It was anticipated that the women would exhibit 

similar sexual patterns to their pre-cancer patterns, evidenced by 

similar scores on the current and past SAQ. The post-treatment women 

were measured at least three months after treatment ended. This period 

has been identified as the time by which adjustment at least begins 

to occur (Morris, Greer & White, 1977; Scott & Eisendrath, 1986). 

Patterning was operationalized as a low difference or no differ

ence between each subject's score at time 1 (current sexual functioning) 

and time 2 (prior sexual functioning). A total score on the current 

and past sexual functioning of each subject was calculated. Then the 

current score was subtracted from the past score, providing a third 

score, a difference score, representing the change in sexual function

ing, or sexual adjustment. The mean of the difference scores 

representing adjustment was calculated for women undergoing treatment. 
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This mean was compared to the mean of the difference scores of the 

post-treatment women using a t-test. According to Polit & Hungler 

(1983), the t-test is the basic parametric procedure for testing 

differences in group means, and is used to compare the scores of the 

two groups on each subsection, as well as the total scores. As a 

known-group, the post-treatment women were anticipated to have signifi

cantly lower scores, representing better sexual adjustment. 

The demographic data were analyzed with descriptive statistics. 

Mean and standard deviations were calculated for selected demographic 

subgroups. Frequency distributions were formulated on the demographic 

characteristics of the sample. 

Summary 

This chapter described the research design of the study, subject 

recruitment, and eligibility. Methods of data collection, instruments 

used for this collection, and the methods of data analysis were 

described. 

/ 



CHAPTER IV 

ANALYSIS OF DATA 

This chapter presents the characteristics of the study's sample, 

the results of the data collection, and the statistical analysis of 

the data. 

Characteristics of the Sample 

The demographic characteristics of the participants receiving 

treatment at the time of this study and those participants who were 

post-treatment are displayed in Table 2. The demographic similarities 

of the two groups are worth noting. The ages of the women receiving 

treatment ranged from 32 to 69 years, mean age being 52 years (S.D. 

12.8 years). The age range of the post-treatment women was from 33 

to 75 years, with a mean age of 56 years (S.D. 12.5). All of the women 

receiving treatment at the time of this study were married. Twenty 

(90%) of those participants at least three months post-treatment were 

married, one single, and one separated. 

Five, or 42%, of the women receiving treatment were working 

at the time of this study. Similarly, 10 (45%) of the women no longer 

receiving treatment were working. The amount of education reported 

was much the same across the two groups. Of those women receiving 

treatment, four had completed high school, two had some college educa

tion, three had college degrees, and three had post-graduate degrees. 

Of those subjects who had completed treatment, two had some high school 
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Table 2. Demographic Characteristics of Women Receiving Treatment 
Compared to Women Who Were at Least Three Months Post-
Treatment 

Variable 
Treatment Women 
Number Percent 

Post-Treatment Women 
Number Percent 

Age 

30-39 
40-49 
50-59 
60-69 
70+ 

Total 12 

25 
17 
25 
33 

100 

2 
6 
5 
5 
4 

22 

9 
27 
23 
23 
18 

100 

Marital Status 

Si ngle 
Married 
Widowed 
Di vorced 
Separated 

Total 

Occupation 

Professional/ 
Managerial 

Clerical 
Unskilled Labor 
Homemaker 
Other 
Missing 

Total 

Work Status 

Working Now 
Not Working 

12 

12 

2 
4 

3 
3 

1 2  

100 

100 

17 
33 

25 
25 

100 

42 
58 

1 
20 

1 

22 

1 
3 

22 

10 
12 

5 
90 

5 

100 

31 
14 

36 
5 

14 

100 

45 
55 

Total 12 100 22 100 



41 

Table 2. Continued 

Treatment Women Post-Treatment Women 
Variable Number Percent Number Percent 

Education 

Some High School 2 9 
High School 

Degree 4 33 8 36 
Some College 2 17 3 14 
College Degree 3 25 5 23 
Post-Graduate 

Degree 3 25 4 18 

Total 12 100 22 100 

Health Problems 
Other Than Cancer 

None 7 58 14 63 
Cardi o-Vascular 

Disease 18 1 5 
Diabetes 1 5 
Hypertension 2 17 2 9 
Major Surgery/ 

Injury 1 5 
Other 2 17 3 13 

Total 12 100 22 100 

Taking Medication 

Yes 4 33 8 36 
No 8 67 14 64 

Total 12 100 22 100 

Menopausal Status 

Premenopausal 3 25 7 32 
Postmenopausal 9 75 15 68 

Total 12 100 22 100 
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Table 2. Continued 

Treatment Women Post-Treatment Women 
Variable Number Percent Number Percent 

Type of Surqer.y 

Lumpectomy 2 17 2 9 
Modified Radical 7 58 15 68 
Radi cal 1 5 
Bilateral 2 17 2 9 
Missing Data 1 8 2 9 

Total 12 100 22 100 

Time Since Surqer.y 

0-6 Months 4 33 
6-12 Months 2 17 
1-5 Years 2 17 
5-10 Years 1 8 
Missing 3 25 

Total 12 100 

Time Since Surqer.y 

4-6 Months 3 14 
7-12 Months 1 4 
1-5 Years 9 41 
5-10 Years 3 14 
10-19 Years 2 9 
20+ Years 4 18 

Total 22 100 

Treatments Beinq Received 

Chemotherapy Only 1 9 
Radiation Only 4 33 
Chemotherapy and 

Radi ation 3 25 
Hormone Therapy 4 33 

Total 12 100 
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education, eight had a high school diploma, three had some college 

education, five had a college degree, and four had post-graduate 

degrees. 

Most of the women in each of the two groups were healthy. Seven 

(58%) of the participants receiving treatment and 14 (63%) of those 

post-treatment had no health problems other than cancer. One-third 

of the women undergoing cancer therapy were taking medication for health 

problems, and eight (36%) of the women who had completed therapy were 

taking medication. Nine (75%) of the women receiving treatment had 

experienced menopause. Fifteen (68%) of women who were finished with 

treatment were post-menopausal. 

The predominant type of cancer surgery women in each group had 

undergone was a modified radical mastectomy. Two women in each group 

had had lumpectomies and two in each group had had bilateral mastec

tomies. 

Four, or 33%, of the women receiving treatment had had their 

surgery within the last six months, two within the last year, two more 

within the last two years, and one had had her surgery 10 years ago. 

The mean length of time since surgery for the women receiving treatment 

was 22 months (S.D. 37.8 months). The time since surgery and treatment 

for the other group of subjects was quite different. Four of the 22 

(nearly 20%) post-treatment women had had their surgeries and treatment 

at least 20 years before the time of this study. The range of time 

since surgery and treatment for the post-treatment women was from four 

months to 25 years, and the mean was 7.9 years (S.D. 8.1 years). 
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Cancer treatments women were receiving at the time of this study 

included chemotherapy, radiation therapy, and hormone therapy. One 

respondent was receiving chemotherapy only, four radiation therapy 

only, three chemotherapy and radiation, and four hormone therapy. 

Study Question One 

To answer the question, "Does the modified Sexual Adjustment 

Questionnaire (SAQ) demonstrate internal consistency?", alpha relia

bility coefficients were computed for the total scales and subscales. 

For the sake of clarity, the portion of the SAQ measuring sexual 

behavior antecedent to having cancer is referred to as the ASAQ. The 

portion of the SAQ measuring sexual behavior post-cancer is referred 

to as the PSAQ. 

Alphas were calculated on the ASAQ and the PSAQ and the subscales 

using the total sample, and then the treatment and post-treatment groups 

separately. These data are displayed in Table 3. The criterion level 

used for coefficient alpha with new psychosocial subscales is .70 or 

above (Nunally, 1978). The alphas for entire ASAQ and PSAQ met the 

criterion level for a new psychosocial scale in each case. The alphas 

derived for the ASAQ were slightly lower than the alphas for the PSAQ 

in the total sample as well as when the sample was split into two 

groups. 

Two of the subscales had alphas that met the criterion level 

of .70 or above in each group, as well as in the total sample. The 

alphas for the PSAQ subscales entitled Desire, Orgasm, Satisfaction, 

Relationship, and Techniques generally met the criterion level, 



Table 3. Internal Consistency of Scales and Subscales - Alpha Reliability Coefficients 

Subscales 

Number 
of Scale 
Items 

Women Receiving 
Treatment (n=12) 
ASAQ PSAQ 

Women Post-
Treatment (n=22) 
ASAQ PSAQ 

Total 
(n=34) 
ASAQ 

Sample 

PSAQ 

Desi re 4 . 863* .925* .853* .847* .857* .869* 

Activity Level 2 .506 .295 .176 .567 .365 .463 

Arousal 2 -.148 .620 .523 .735* .378 .704* 

Orgasm 2 .604 . 660* .645* .903* .627 .858* 

Satisfaction 2 . 907* . 775* .427 .774* .683* .774* 

Relationship 2 .670* + .725* .868* .697* .796* 

Techniques 7 .565 .691* .595 .857* .588 .824* 

Total Scale 21 .854* .857* .834* .945* .837* .921* 

KEY: 

ASAQ = Questionnaire measuring sexual experience antecedent to having cancer. 

PSAQ = Questionnaire measuring sexual experience post-cancer. 

* = met criterion level .70 

+ = sufficient data not available for calculation 



indicating internal consistency. Alphas of these same subscales on 

the ASAQ were generally lower for each group. However, the Satisfaction 

subscale on the ASAQ had an alpha of .907 in contrast to .775 on the 

PSAQ for the group of women receiving treatment. 

Subscale inter-item correlations needed to average r = .30 to 

.70 to be high enough to index similar content yet low enough to avoid 

redundancy (Gordon, 1986; Kerlinger, 1973). The PSAQ's Desire subscale 

had an alpha of .925 for the women receiving treatment. The inter-

item correlation mean for this subscale was .768. Inter-item correla

tion means for this subscale in the post-treatment women and the total 

group ranged from .587 to .768. The Orgasm subscale had an alpha of 

.903 (inter-item mean .824) on the post-treatment women's PSAQ. Inter-

item correlation means for the Satisfaction and Relationship subscales 

were generally over .60 in each group. 

Two of the subscales, Activity Level and Arousal, appeared to 

have internal consistency problems. The Arousal subscale was only 

problematic for the ASAQ of the women receiving treatment. Other alphas 

for this subscale were adequate. The Activity Level and Arousal sub-

scales are each 2-item subscales, which is likely to contribute to 

the lack of internal consistency. The items on these subscales may 

be unstable. One of the items on the Activity Level subscale reads, 

"Have you been the one to initiate sexual activity with your part

ners)?". This item could be measuring something other than Activity 

Level, indicating that this item may need to be changed, deleted, or 

added to another subscale in the future. In summary, although two 
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of the SAQ subscales lacked internal consistency, the ASAQ and the 

PSAQ in their entirety were'reliable for this population. 

Study Question Two 

The second question addressed was, "Is the modified SAQ able 

to identify repatterning of sexual behaviors in women who are at least 

three months post-treatment for breast cancer as compared with those 

women who are currently receiving treatment for breast cancer?". Women 

who were at least three months post-treatment were anticipated to have 

lower mean difference scores than those women who were undergoing treat

ment at the time of the study. The comparison of the mean difference 

scores on the total SAQ and subscales of the post-treatment women and 

women receiving treatment is displayed in Table 4. No significant 

differences in sexual adjustment were found between the two groups 

using the SAQ. The scores on the subscales likewise failed to indicate 

significant differences between these two groups. 

There were two subjects in the group of women who were at least 

three months post-treatment whose mean difference scores varied con

siderably from the remaining 20 subjects in the group. These two 

subjects' scores were temporarily discarded and the t-test was calcu

lated a second time. However, even when these two scores were removed, 

no significant differences were found between the post-treatment women 

and the women receiving treatment, on the total SAQ, or the subscales. 

The total ASAQ and PSAQ scores of the two groups were also 

compared. The t-test indicated no significant difference between the 
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Table 4. Comparison of Mean Difference Scores on Total SAQ and Sub-
scales of Women Receiving Treatment and Post-Treatment Women 

Scale/Subscale 

Mean 
Difference 
Score 

Standard 
Devi ation 

t 
value P 

Total Scale 

Treatment (n=12 

Post-Treatment n=22) 

3.7 

5.4 

4.1 

12.2 
-0.59 0.56 

Desi re 

Treatment (n=12 

Post Treatment n=22) 

1.1 

0.8 

1.3 

2.0 
0.41 0.69 

Relationship 

Treatment (n=12 

Post-Treatment n=22) 

-0.1 

0.2 

0.3 

2.4 
-0.51 0.62 

Activity Level 

Treatment (n=12 

Post-Treatment n=22) o
 

o
 

CJ
l 

0
0
 

1.4 

1.1 
0.48 0.64 

Arousal 

Treatment (n=12 

Post-Treatment n=22) 

0.2 

0.5 

0.9 

1.3 
-0.87 0.39 

Orgasm 

Treatment (n=12 

Post-Treatment n=22) 

0.7 

0.9 

1.0 

2.0 
-0.40 0.69 

Techniques 

Treatment (n=12 

Post-Treatment n=22) 

0.6 

1.5 

2.3 

4.0 
-0.68 0.50 

Sati sfaction 

Treatment (n=12 

Post-Treatment n=22) 

0.5 

0.9 

1.0 

2.3 
-0.71 0.48 

* p < .05 



mean total scores of the two groups' on either the ASAQ or the PSAQ. 

Table 5 presents the data for the t-test. 

Finally, the mean total score on the ASAQ was compared to the 

mean total score on the PSAQ within each group. Those women receiving 

treatment at the time of this study were found to have significantly 

different scores on the ASAQ in comparison to the PSAQ at the .01 level. 

The women who had received treatment at least three months prior to 

the time of this study likewise differed significantly when their scores 

on the ASAQ and the PSAQ were compared. This information is displayed 

in Table 6. 

Summary 

The SAQ demonstrated adequate internal consistency in this study. 

The SAQ did not identify repatterning of sexual behaviors in women 

who were at least three months post-treatment for breast cancer as 

compared with those who were receiving treatment for breast cancer 

as compared with those who were receiving treatment for breast cancer 

at the time of this study. No significant differences were found when 

mean differences scores on the SAQ were compared between the two groups. 

The two groups were also not different when total ASAQ scores were 

compared to total PSAQ scores. The t-test did indicate significant 

differences when total ASAQ scores were compared to total PSAQ scores 

within each group. 
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Table 5. Comparison of Total Scores on ASAQ and PSAQ Between Groups 

Mean Total Standard t 
Scale Score Deviation value p 

Total ASAQ 

Treatment (n=12) 

Post-Treatment (n=22) 

Total PSAQ 

Treatment (n=12) 

Post-Treatment (n=22) 

* p < 0.05 

72.9 

73.4 

9.5 

9.3 
-0.13 0.86 

69.3 

68 .0  

10.4 

17.5 
0.23 0.82 
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Table 6. Comparison of Scores on ASAQ and PSAQ Within Each Group 

Mean Total Standard t 
Group Score Devi ation value p 

Treatment Group (n=12) 

ASAQ 72.9 9.5 
3.07 0.01* 

PSAQ 69.3 10.4 

Post-Treatment Group (n=22) 

ASAQ 73.4 9.3 
2.05 0.05* 

PSAQ 68.0 17.5 

* p < 0.05 



CHAPTER V 

DISCUSSION OF FINDINGS 

The findings of this study and implications for nursing practice 

are discussed in this chapter. Recommendations for further investi

gation and conclusions are also addressed. 

Findings Related to Internal 
Consistency of the SAQ 

The ASAQ (section of the SAQ measuring sexual behavior antecedent 

to having cancer) and the PSAQ (section measuring sexual behavior post-

cancer) each demonstrated internal consistency. That the alphas for 

these two scales met the criterion level for a new scale is encouraging. 

The alphas for the ASAQ and its subscales were slightly lower 

than those for the PSAQ and its subscales. This may be due to diffi-

culting in remembering one's sexual behavior and experience six months 

prior to having cancer. Recall that four of the women in the group 

who were at least three months post-treatment had completed surgery 

and treatment at least 20 years prior to the time of this study. It 

is possible that information reported after such a lapse of time might 

not be entirely accurate. 

Because internal consistency problems were evident in the 

Activity Level and Arousal subscales, modification of these subscales 

may be necessary. The items on these subscales may be unstable. One 

of the Activity Level items reads, "Have you been the one to initiate 
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sexual activity with your partner(s)". This item could be measuring 

something other than Activity Level. The items on these two subscales 

should be looked at closely. The wording of an item may need to be 

changed, an item deleted, or an item added to a different subscale. 

A larger sample size might also increase the alphas of these subscales. 

Five of the subscales have only two items, and one subscale 

has four items. As reported in the preceding chapter, several of the 

subscales had alphas greater than .850. These same subscales frequently 

had inter-item correlation means greater than .60 in each group of 

women, as well as in the total sample. A question which arises is 

whether items on these subscales are redundant. If so, redundant items 

could be eliminated, as well as the need for subscales. The SAQ could 

instead become one single scale. 

Findings Related to Repatterninq 

The SAQ did not identify repatterning of sexual behavior in 

the women who were at least three months post-treatment as compared 

to those women receiving treatment as indicated by the t-test. No 

significant difference was found between the two groups of women 

regarding their sexual experience. It was anticipated that the women 

who were post-treatment would have returned to pre-cancer sexual 

patterns, experiencing significantly less disruption than those women 

undergoing treatment. 

The two groups of women were similar in mean age, marital, work, 

and health status. The majority of women in each group were postmeno

pausal. The most frequently reported surgery for breast cancer in 
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each group was a modified radical mastectomy. Two women in each group 

had had lumpectomies and two had had bilateral mastectomies. Differences 

in education and occupation status between the two groups were minimal. 

The two groups also had comparable sexual experiences prior to having 

cancer and at the time of this study, as revealed by the mean total 

scores on the ASAQ and the PSAQ. In other words, each group of women 

was at a similar level of sexual experience prior to having cancer 

and each group as a whole was at a similar level at the time of this 

study. The most meaningful finding of this study was that neither 

group of women repatterned, with each group experiencing a significant 

change in sexual behavior subsequent to having cancer. 

It was anticipated that treatment status would be the only 

difference between these two groups. If so, cancer treatment alone 

cannot explain the disruption of sexual behavior, as the women who 

had completed treatment reported similar disruption in their sexual 

experience. The average time since surgery for the women receiving 

treatment was 22 months, compared to eight years in the post-treatment 

group. Stil l, the post-treatment women reported comparable disruption 

of sexual behavior, years after treatment. 

This leads the researcher to consider other factors involved 

in the cancer experience that impacted these women's sexuality. 

Measurement of partner variables is largely neglected by the SAQ, with 

only marital status and the length of involvement with current partner 

addressed. Sexual adaptation postoperatively has been found to be 

associated with the quality of the preoperative marital-sexual relation

ship (Woods & Earp, 1978). Various partner variables (Bransfield, 
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1982) and preoperative marital and sexual satisfaction (Woods, 1975) 

need to be considered as potential factors impacting sexuality subse

quent to having cancer. 

Perhaps the health problems other than cancer reported by these 

subjects were disrupting pre-cancer patterns of sexuality. Biological 

factors such as age, menopausal status, level of pain in the operative 

site, alcohol and drug use, as well as the existence of concurrent 

i l lness may influence sexual functioning (Andersen & Hacker, 1983a; 

Bransfield, 1982). 

Although it is a myth' that sexuality withers away with age, 

there are normal physiological changes in sexual capacities and func

tioning that occur with advancing age (Frank-Stromborg, 1985). These 

normal changes may have impacted the older subjects in this study. 

In the Woods & Earp (1978) study of women four years post-mastectomy, 

the frequency of sexual intercourse was negatively correlated with 

age. 

The measurement of anxiety and depression, thought to be 

important in the evaluation of sexual function (Andersen & Hacker, 

1983a), is not included in the SAQ. Anxiety and depression are known 

to be common problems for cancer patients. One woman in this study 

reported that she was receiving "psychological counseling" and anti

anxiety medication as a result of having cancer surgery. 

Similarly, factors such as body image, self-esteem, and sexual 

identity play a role in the establishment of sexual l ife. These are 

additional components to be considered in explaining the apparent sexual 

disruption experienced in each group of women. 
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Limitations of this study include the possibility of having 

a biased sample. Fisher (1985a) suggested that patients who have 

problems and are seeking help may self-select themselves to participate 

in research related to sexuality, creating a biased sample. However, 

f ive of the 12 women receiving treatment reported that having cancer 

had either no effect or some good effect on their sexual relationships. 

It may be that some women self-selected because they were relatively 

comfortable discussing sexuality and had adjusted somewhat to having 

cancer. The impression from the nurses assisting in data collection 

was that subjects who chose to participate were more comfortable with 

sexuality. If women somewhat more comfortable with sexuality reported 

significant sexual disruption, those who refused to participate may 

have been experiencing more disruption. 

Some subjects may have responded to inquiries based on what 

they believed the desirable response to be, failing to report their 

actual experience. This troublesome, but common phenomenon, is known 

as social desirability (Fisher, 1985a). 

Another possible limitation of this study is the format of the 

modified SAQ. The subjects were asked to answer the same set of 

questions twice, one as to their sexual experience approximately six 

months prior to having cancer, and again, reporting sexual experience 

at the time of this study. How a person answered the questions the 

first time could have influenced the second set of answers. 

In summary, mean total scores of the two groups of women on 

the ASAQ and the PSAQ did not differ significantly. Each group did 

show a significant change when their total ASAQ scores were compared 
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to their total PSAQ scores. The results of these last two t-tests 

suggested the two groups were not only similar demographically, but 

were similar in their sexual experience prior to having cancer and 

at the time of this study. The results also suggest that each group 

experienced a considerable change in sexual behavior subsequent to 

the cancer experience. 

Findings Related to the Role of the Health 
Professional in a Patient s Sexuality 

There are four additional questions on the modified SAQ asking 

whether nurses and/or physicians discussed sexuality, and whether sub

jects thought these health professionals should discuss sexual concerns 

with patients. Discussion of subjects' responses to these questions 

follows. 

First, the participants were asked if nurses and/or physicians 

in the hospital and/or clinic discussed with them the effect surgery 

and treatment could have on resumption of sexual activity, and i f such 

a discussion was helpful. Thirty-one (91%) of the 34 subjects said 

that nurses did not engage them in such a discussion. Twenty-nine 

or 85% reported that physicians did not discuss the potential impact 

of surgery and treatment on sexuality. 

Secondly, subjects were questioned about whether nurses and 

doctors should discuss sexual concerns with their patients. Response 

choices included always, almost always, sometimes, almost never, and 

never. Subjects were also asked to give a brief explanation of their 

answer. Responding to whether nurses should discuss sexual concerns, 

21, or 62%, said "sometimes". It is worth noting that seven respondents 
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said "always", and one said "never". As to whether physicians should 

discuss sexual concerns with their patients, 20 (60%) of the subjects 

said "sometimes", and 10 said "always". 

Comments written on the questionnaires further explained these 

answers. One subject responded that both physicians and nurses should 

sometimes discuss sexual concerns, "...depending on the patient. I  

would have been more comfortable had I  been more aware of the problems/ 

l imitations in advance". Several subjects wrote, "It depends on the 

person" or "...dependent on the relationship between the person and 

the doctor or nurse". One respondent's comments summed up the thoughts 

of many: "Professionals should at least bring up the subject, then 

let the patient either continue the dialogue or not". 

It appeared that most of the participants in this study believe 

that health professionals have a role in discussing sexual concerns 

with patients under certain circumstances, i.e., the particular patient 

and his/her relationship with the health professional. Keeping in 

mind that the majority of respondents thought that nurses and physicians 

should discuss sexual concerns at least some of the time, i f not more 

often. It is interesting to recall that, according to these subjects, 

31 (91%) of their nurses and 29 (85%) of their physicians did not dis

cuss the effect surgery and treatment could have on resumption of sexual 

activity. 

A partial explanation for these nurses' failure to address the 

sexual needs of their patients is documented in the literature. Although 

holistic health care is emphasized by some practitioners, sexuality 

continues to be a sensitive, infrequently addressed issue in our society 
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for health professionals (Williams, Wilson, Hongladarom & McDonell, 

1986). Many health professionals are dealing with their own personal 

concerns regarding sexuality. Few have developed the knowledge and 

sensitivity needed to help others with these concerns (Barnard, 1980). 

Lack of knowledge about sexuality may be a barrier for some 

nurses. Fisher (1985b) suggested that increased knowledge regarding 

human sexuality seems to lead to more open attitudes related to sexual 

issues. The impact of knowledge and attitudes on professional practice 

needs further consideration. 

In a study of nurses' attitudes toward sexuality in cancer 

patients, the majority of nurses did not feel sexual counseling was 

a part of their role (Williams, Wilson, Hongladarom & McDonell, 1986). 

This finding may be related to nurses' beliefs that sexual counseling 

is the responsibility of the physician or the social worker. Another 

factor may be a work setting where there is inadequate time to discuss 

psychosocial issues. 

What appeared to be a combination of nurse discomfort with 

sexuality and a busy workplace served as a barrier to collecting data 

in this study. Two nurses in a large hematology-oncology clinic were 

contacted by the researcher. Although they agreed to assist in the 

study by approaching potential subjects, after three months, only two 

patients were approached, and neither of these were followed up. 

Discomfort regarding the nature of the questionnaire was not verbalized, 

but one visibly turned red as she was explaining it to a colleague. 

The physician in another large radiation clinic denied access 

to subjects for this study. He was quite adamant about the explicit 
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nature of the questionnaire, and the nurse within this setting was 

in agreement. Other nurses assisting in data collection appeared very 

comfortable and will ing to approach patients about participation in 

this study of such a sensitive subject. 

The health professional's failure to address patients' sexual 

concerns and the discomfort regarding sexuality discovered in this 

study are noteworthy, especially in light of the sexual disruption 

experienced by the women in this study. It is apparent that health 

professionals need to be educated in the area of sexuality and be able 

to broach the subject with clients, in the least. Maguire et al. (1977) 

reported that if breast cancer patients are going to develop sexual 

problems, they will do so by the third or fourth month after mastectomy. 

This time period would be critical for intervention on the part of 

the health professional working with breast cancer patients. The health 

professional needs to do ongoing assessment of sexual functioning with 

these clients, as disruption of sexual behavior may be present years 

later, as evidenced in this study. 

Conclusions 

The purpose of this study was to refine the Sexual Adjustment 

Questionnaire and further establish reliability and validity in a 

population of women who were receiving or had received treatment for 

breast cancer. In addition, information regarding the cancer patient's 

perspective on the role of the health care professional in discussing 

sexual concerns was elicited. From the data presented in the previous 

chapters, the following conclusions are made: 
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1. The study's findings indicate that the Sexual Adjustment 

Questionnaire demonstrated internal consistency in this population 

of individuals. 

2. The study's findings indicate that repatterning of sexual 

behaviors did not occur in women who were at least three months post-

treatment for breast cancer or in those women who were undergoing 

treatment for breast cancer at the time of this study. Disruption 

of sexual behavior subsequent to having cancer was evident in each 

group. 

3. The findings of this study indicate that many women think 

that the nurse should discuss sexual concerns with their patients at 

least some of the time and under certain conditions. However, the 

majority of these women did not report having had such a discussion 

with a nurse prior to having cancer treatment. These issues warrant 

further study and clarification. 

Implications 

The practice of oncology nursing often involves frequent and 

lengthy contact with the oncology patient. Thus nurses have an impor

tant role in assisting these individuals in adjustment to their il lness 

in all areas of their l ives, including their sexuality. Results of 

this study also indicate many cancer patients see nurses in this role. 

The concept of sexual adjustment in the cancer patient is an 

area in which there is much room for investigation through nursing 

research. The SAQ appears to be a useful tool for research in this 

area, although further testing to assure its validity is necessary. 
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Recommendations for Further Study 

Based on the findings of this study, the following recommenda

tions are suggested. 

1. One of the factors limiting the usefulness of this study 

was the same sample size. Use of a larger population of subjects would 

provide for greater statistical power in future studies. 

2. The reliability of the SAQ could further be substantiated 

with the addition of a test-retest. 

3. A similar validity test could be conducted, comparing the 

sexual adjustment of women with breast cancer to that of women with 

benign breast disease. The women with benign breast disease would 

serve as a "known-group", expected to have good sexual adjustment. 

4. This study could be replicated, using additional question

naires or inventories to measure other variables impacting sexuality, 

i.e., marital satisfaction, psychological status, and self-esteem. 

5. Further investigation should be made into the - attitudes 

and practices of oncology nurses regarding sexual assessment and 

counseling of patients. 

6. Nurses who had received education on sexuality could be 

compared in attitude and practice to nurses who had not received such 

education. 

7. A study could be conducted comparing the sexual adjustment 

of women who had received intervention from a qualified health profes

sional to women who had had no intervention. 
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Summary 

This study, which was descriptive in nature, determined the 

internal consistency of the modified SAQ. The ability of the SAQ to 

identify repatterning of sexual behaviors in women who were at least 

three months post-treatment for breast cancer as compared with those 

women who were receiving treatment was also determined. 

The conceptual framework was based upon Rogers (1986) concept 

of patterning. Each individual has his or her own unique behavior 

patterns. The sexual behavior of individuals, with which this study 

was concerned, is subject to such patterning. 

The selected review of the literature looked at the sexual 

adjustment of women who had cancer of various types, but primarily 

breast cancer. Recommendations as to how sexuality might best be 

measured in research and tools currently available for such measurement 

were also reviewed. 

The SAQ was modified for the purposes of this study and the 

study population. Twenty-two women who were at least three months 

post-treatment for breast cancer and 12 women undergoing treatment 

for breast cancer voluntarily agreed to participate in this study. 

Results from the data collection indicated the SAQ was internally 

consistent. No significant differences were found between the post-

treatment women and the treatment women regarding repatterning of sexual 

behaviors. Possible explanations for this were offered. 
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DATE: September 8, 1987 

RE: ftjnan Subjects Review: 

Your project has been reviewed and approved as exempt fran University review by the 
College of Nursing Ethical Review Subcommittee of the Research Oarmittee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt from full University review. Please use only a disclaimer format 
for subjects to read before giving their oral consent to the research. Tte Hunan 
Subjects Project Approval Etorm is filed in. the office of the Director of Research if 
you need access to it. 

We wish you a valuable and stimulating experience with your research. 

IRP/ms 
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You are being invited to participate in the above study. The 

purpose of this study is to see if the questionnaire is helpful in 

discovering the impact that having cancer has on one's sexuality. 

Your participation in this study is voluntary and will take approxima

tely 20 minutes of your time. 

Completion of the questionnaire indicates your consent and 

will ingness to participate in the study. There are no known risks 

or costs to you, other than the time involved for your participation. 

You may withdraw from the study at any time. The investigator will 

be available to answer any questions you may have while you are com

pleting the questionnaire. Participating or declining to participate 

will not affect your medical or nursing care. 

All information you supply will be strictly confidential. Your 

name will not appear on the information sheets. Your answers will 

be grouped with answers of other informants in the study for analysis 

of the data. If the results of this study are published, the results 

will be presented as group data. A summary of the results of this 

study can be provided to you upon request. 

Kristi B. Haldeman 
2559 N. Tucson Blvd. #1103 
Tucson, Arizona 85716 
(602) 881-8450 
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University 
Delaware 

COLLEGE OP NURSINO 
DEPARTMENT OP NURSINO SCIENCE 
MCDOWELL HALL 
NEWARK. DELAWARE 10710 

(303) 451-1353 
(303) 451*1357 

k r ft M 0-1 AimaJ 
Q  5 5 ^  f W - f V ,  T I O C G T V & I U C C .  M D 3  

"Tw-SCcro, ft 2- %57H* 

O c /  c>, 
/ / 

Dear yirh 
Thank you Cor your Interest In our Sexual Adjustment Questionnaire. 

We will be happy to share our tool with you for use in your research 
and/or practice. Please feel free to use only part of the SAQ and/or to 
modify individual questions to fit your own patient population. 

In return for use of the SAQ, we need you to provide us with 
information about your Intended use of the tool. Use of the 
questionnaire also implies agreement to share results of your findings 
with us upon completion of your work. This information will be used for 
further reliability and validity analysis and will assist us in making 
future revisions in the SAQ. 

The fee for use of the SAQ is $ 5.00. Please return a check made 
payable to Julie Waterhouse, along with the attached information form. 

We are excited about your interest and activity in this area of 
oncology nursing, and look forward to hearing from you about your work. 

ijTie Waterhouse 

aoov Mofpal" 

Sincerely, 

Peggy Metcalfe 

JW,PM:ph 

Attachment 
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SEXUAL ADJUSTMENT QUESTIONNAIRE 

I  am interested in aspects of your sexual thoughts, feelings, 

and activities. I  know this is a sensitive area, but I  will not be 

making any judgment about your sexual expression. I  hope you will 

be as honest as you can be in answering the questions so that I  will 

be able to help future cancer patients as they deal with their i l lness. 

Please read each question carefully. You will be answering 

the questions on the white sheet twice. On the yeHow answer sheet, 

circle the word or words that best describe(s) your thoughts, feelings, 

and/or experiences before finding out that you had cancer. Then, on 

the blue answer sheet, using the same questions, circle the word or 

words that best describe(s) your thoughts, feelings and/or experiences 

now. Following the blue pages is a pink page with some additional 

questions. The pink page is the last page! 

For the purposes of this questionnaire: 

Sexual activity means anything you do related to sex. This 

can include, but is not l imited to, intercourse, kissing, caressing, 

masturbation, sexual fantasies, oral sex. These activities may happen 

alone, between people of the same sex, or between people of the opposite 

sex. 

Sexual relationship(s) means any physical and/or emotional 

sexual association between two persons that has developed over a period 

of time. 
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SEXUAL ADJUSTMENT QUESTIONNAIRE 

1. What is the importance of sexual activity in your l ife? 

2. How important to you is being held, touched, and caressed by 
your partner? 

3. Do you enjoy sexual activity? 

4. Do you have a desire for sexual activity? 

5. Have you been the one to initiate (start) sexual activity with 
your partner(s)? 

6. Do you have trouble becoming sexually aroused or excited? 

7. Do you feel any pain or discomfort during sexual intercourse? 

8. Are you able to reach a climax (come) during sexual intercourse? 

9. Is it important for you to reach a climax (come)? 

10. Do you spend time being held, touched, and caressing your partner? 

11. Do you spend time holding, touching, and caressing your partner? 

12. Do you have intercourse facing your partner (man on top or woman 
on top)? 

13. Do you have intercourse with your partner positioned behind 
you? 

14. Do you use your mouth and/or tongue to stimulate your partner's 
genitals and/or other parts of his/her body? 

15. Do you feel satisfied after sexual activity? 

16. Do you find that you are too tired for sexual activity? 

17. Are you satisfied with the frequency of sexual activity in your 
l ife? 

18. How long have you been involved with your primary sex partner? 

19. How many sexual partners do you have? 

20. How often do you have sexual activity? 
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21. How often do you masturbate to reduce sexual tensions? 

22. Have you discussed any sexual concerns with your doctor/nurse? 
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ID 
S i te  

ABOUT SIX MONTHS BEFORE HAVING CANCER 

1. extremely 
important 

very 
important 

important siightly 
important 

of no 
importance 

2. extremely very 
important 

important somewhat 
important 

not 
important 

no partner 

3. always almost 
always 

sometimes almost 
never 

never 

4. always almost 
always 

sometimes almost 
never 

never 

5. always almost 
always 

sometimes almost 
never 

never no partner 

6. always almost 
always 

sometimes almost 
never 

never did not 
try 

7. always almost 
always 

sometimes almost 
never 

never did not 
try 

8. always almost 
always 

sometimes. almost 
never 

never did not 
try 

9. always almost 
always 

sometimes almost 
always 

never 

10. always almost 
always 

sometimes almost 
never 

never no partner 

11. always almost 
always 

sometimes almost 
never 

never no partner 

12. always almost 
always 

sometimes almost 
never 

never no partner 

13. always almost 
always 

sometimes almost 
never 

never no partner 

14. always almost 
always 

sometimes almost 
never 

never no partner 

15. always almost 
always 

sometimes almost 
never 

never no partner 

16. always almost 
always 

sometimes almost 
never 

never 
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17. 

18. 

19. 

20. 

21. daily 

ID _  
Si te  

ABOUT SIX MONTHS BEFORE HAVING CANCER 

very 
satisfied 

less than 
1 month 

none 

more than 
twice a 
week 

somewhat 
satisfied 

less than 
1 year 

one 

1-2 times 
a week 

neutral 

1-3 
years 

two 

1-3 times 
a month 

somewhat very 
unsatisfied unsatisfied 

1-2 times 1-3 times 
a week a month 

3-10 
years 

3-5 

less than 
once a 
month 

less than 
once a 
month 

10+ 
years 

5+ 

not at 
all 

not at 
all 

no 
partner 

22. Yes No 



1. 

2.  

3. 

4. 

5. 

6 .  

7. 

8.  

9. 

10 

11 

12 

13 

14 

15, 

16 
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1°  _  
Si  te  

NOW 

extremely very important slightly 
important important important 

extremely very important somewhat 
important important 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always always 

always almost sometimes almost 
always _ never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

always almost sometimes almost 
always never 

of no 
importance 

not no partner 
important 

never 

never 

never 

never 

never 

never 

never 

never 

never 

never 

never 

never 

never 

never 

no partner 

did not 
try 

did not 
try 

did not 
try 

no partner 

no partner 

no partner 

no partner 

no partner 

no partner 



10 _ 
Si  te  

NOW 

17. very 
satisfied 

somewhat 
sati sfied 

neutral somewhat 
unsatisfied 

very 
unsatisfied 

18. less than 
1 month 

less than 
1 year 

1-3 
years 

3-10 
years 

10+ no partner 
years 

19. none one two 3-5 5+ 

20. more than 
twice a 
week 

1-2 times 
a week 

1-3 times 
a month 

less than 
once a 
month 

not 
all 

at 

21. dai ly 1-2 times 
a week 

1-3 times 
a month 

less than 
once a 
month 

not 
all 

at 

22. Yes No 

Please answer a few additional questions in regards to NOW. 

23. Has having cancer changed your sexual relationship(s) with your 
partner(s)? 

very bad some bad no some good very good no partner 
effect effect effect effect effect 

24. Did the nurses in the hospital and/or clinic discuss the effect 
surgery and treatment (radiation or chemotherapy) could have on 
resumption of sexual activity? 

yes, and this yes, but i t was did not discuss 
was helpful not helpful 

25. Did the doctors in the hospital and/or clinic discuss the effect 
surgery and treatment (radiation or chemotherapy) could have on 
resumption of sexual activity? 

yes, and this yes, but i t was did not discuss 
was helpful not helpful 

26. Do you believe that nurses should discuss sexual concerns with 
their patients? Please explain: 

always almost sometimes almost never 
always never 

27. Do you believe that doctors should discuss sexual concerns with 
their patients? Please explain: 

always almost sometimes almost never 
always never 

One more page! You're almost finished! (Turn page) 
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ID 
S i te  

Background Information 
for Sexual Adjustment Questionnaire 

Please f i l l in the information below as completely as you can. 

1. Age 

2. Ethnic origin: Caucasion Black Asian 
American Indian Hispanic Other 

3. Marital Status: Single Married Widowed 
Divorced Separated 

4. Occupation/Job: 

5. Are you working now? Yes No 

Do you plan to return to work in the next few weeks? 
Yes No Don't know 

6. Level of education: grade school some high school 
high school degree some college 
college degree post-graduate degree 

7. Do you have any health problems or conditions other than cancer 
at the present time (including any surgery in the past year)? 

yes no cardiovascular disease diabetes 
high blood pressure requiring medication 
major surgery/injury other 

8. If so, are you taking any medications or undergoing any treatment 
for this/these problems(s) or condition(s)? yes no 

9. Have you experienced menopause? yes no 

10. Did you have surgery for your breast cancer? 
yes no If so, what kind? 

How long ago was your surgery? 

11. Are you receiving chemotherapy? yes no 
How long have you been receiving chemotherapy? 

12. Did you receive chemotherapy in the past? yes no 
For how long? How long ago? 

13. Are you receiving radiation? yes no 
How long have you been receiving radiation? 

14. Did you receive radiation in the past? yes no 
For how long? How long ago? 

15. Other type of treatment received, i f any 
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September 16, 1987 

Dear Research Participant: 

Thank you so much for agreeing to participate in my research! 

I  appreciate your time and information very much! 

The questionnaire is enclosed. The question sheets are separate 

from the answer sheets. Directions for fi l l ing out the questionnaire 

are enclosed, along with a disclaimer. Please return only the colored 

answer sheets. The white sheets can be kept or thrown away. A stamped 

envelope with my address on i t is enclosed for your convenience. Don't 

hesitate to call me at the number(s) below if you have any questions. 

I  will be home Monday evenings from 7 to 10 p.m. Call collect if you 

are out of town. 

Thank you again for your time. 

(I- ) U y  

Kristi B. Haldeman 
2559 N. Tucson Blvd. #1103 
Tucson, Arizona 85716 
(602) 881-8450 
(602) 626-6154 (message only) 
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