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One hundred women aged 20 to 50 were asked to compare 

their sexual experience before diagnosis and following treat-

ment for benign and malignant cervical disease. The subjects 

were divided into five groups: three groups had definite 

cervical intraepithelial neoplasia (CIN), (Class II or III). 

Two groups were treated with cryotherapy, and one with hys-

terectomy. One group had a provisional diagnosis of CIN I, 

but received no treatment. Subjects in the last group had 

microinvasive cervical carcinoma and were also treated with 

hysterectomy. All subjects had ovarian function; all were 

sexually active at the time of treatment. They were inter-

viewed at least six months post-cryotherapy and 15 months 

post-hysterectomy. All subjects completed a variant version 

of the Derogatis Sexual Function Inventory (DSFI). No signi-

ficant differences among groups on selected DSFI subtest 

scores were found, but the DSFI composite score or Sexual 

Function Index (SFI) was low for all groups and 1.5 standard 

deviations or more below the mean for the hysterectomy groups 

and the CIN II group. Such scores would place 60 percent of 

the subjects within the sexually dysfunctional range. 



Although surprising, marked differences between this sample 

and the normative group require caution in generalizing these 

findings. Sixty-one percent of the subjects reported sexual 

satisfaction to be unchanged following treatment, although 

many reported a decreased frequency of intercourse. Seven-

teen percent said sex had improved, and 22 percent said it 

had deteriorated. Women often spoke of feeling "con-

taminated" or "cautious" about sexual activity after their 

diagnosis and/or treatment. Many who had hysterectomy 

reported feeling "less of a woman" or a "hollow woman". 

Subjects frequently felt that they had not received adequate 

information from the clinic regarding the risk factors for 

cervical disease, and its relationship to sexual activity, 

but were embarrassed to ask questions. Many subjects ex-

pressed relief at being able to ventilate their apprehensions 

about their treatment with another woman. This suggests a 

need for female counselors or psychologists within gynecology 

and gyn-oncology clinics. 
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SEXUAL FUNCTION IN WOMEN FOLLOWING TREATMENT FOR CERVICAL 

DYSPLASIA AND MICROINVASIVE CERVICAL CARCINOMA 

The cervix is the third most common site for cancer to 

arise in the female reproductive system. The American Cancer 

Society estimates that in 1985 15,000 new cases of cervical 

cancer will develop, and 6,800 women will die of this 

disease. Creasman, Clarke-Pearson, Ashe, and Weed (1981), 

note that fifty years ago carcinoma of the cervix killed more 

women in the United States than any other malignancy. The 

death rate has dropped precipitously since then; it currently 

ranks fifth as the cause of death from cancer in women. 

Undoubtedly, a factor in the declining death rate has been 

the widespread use of the pap test which was developed by 

George Papanicolaou in the late 1940s (Boyes, 1981). In 

spite of this, as Townsend and Marks (1981) report, there has 

been a considerable increase in the numbers of teen-aged and 

young women with cervical intraepithelial neoplasia (CIN). 

More recently Sadeghi, Hsieh, and Gunn (1984) reported the 

incidence of 3,651 cases of abnormal cytology in 200,000 

teenagers. This is the largest series in this age group 

reported to date, and they see it as a developing health 

problem. 

Scully (1981) explains that among precancerous abnor-

malities of the female reproductive system, those of 



the uterine cervix have been studied most extensively and 

elucidated most clearly. Precancerous squamous lesions of 

the cervix are classified by most pathologists according to 

one or the other of two schemes: 

1. Dysplasia, which is further delineated as mild, 

moderate, severe, or carcinoma in situ (CIS); 

2. Cervical intraepithelial neoplasia (CIN), grades one 

through three. Grade I CIN corresponds to mild dysplasia, 

Grade II CIN corresponds to moderate dysplasia, and Grade III 

CIN to severe dysplasia or to carcinoma _in situ (CIS). 

Carcinoma in situ is an epithelial alteration in which 

celluar differentiation has taken place throughout the entire 

thickness of the squamous mucosa. "Dysplasia" is applied to 

less severe disturbances. Scully emphasized that both 

classifications have the disadvantage of implying a greater 

understanding of the nature of the lesions than presently 

exists. In fact, he stated that it may be very difficult to 

differentiate a precancerous CIN I from a minor abnormality 

of the squamous epithelium that has no premalignant 

significance. DiSaia (1981) concurred, adding that the 

entire subject of microinvasive cancer of the cervix is still 

confusing and the terminology inconsistent. Creasman et al 

(1981) define microinvasive cervical carcinoma as "invasion 

in which the neoplastic epithelium penetrates the stroma 3mm 

or more below the basement membrane with no lymphatic or 

vascular involvement." (p. 520) 



Factors associated withthe development of precancerous as 

well as invasive cancers of the cervix have been well docu-

mented for over 20 years. The strongest associations have 

been made with early age of the female at first intercourse, 

particularly before the age of 17 , and multiple sexual 

partners (Kessler, 1 9 8 1 ) . Additional factors associated 

with cervical disease include low socioeconomic background 

(Van Nagell, 1 9 8 1 ) ; venereal disease (Harris, Button, and 

Cowdell ( 1 9 8 0 ) ; and cigarette smoking (Steilman, Austin, and 

Wynder, 1 9 8 0 ) . Zabin ( 1984) reported that those who initiate 

sexual activity in early adolescence demonstrate levels of 

smoking well beyond the norm for their age group and even for 

the norms of adult populations. Winkelstein et. al. ( 1 9 8 4 ) 

believe that the evidence for cigarettes being an important 

risk factor is strong. Skegg, Corwin, and Paul ( 1982) claim 

that studies concentrating on female sexual behavior fail to 

explain some epidemiological features of cervical cancer. 

For example, they note the extremely high incidence in parts 

of Latin America, the incidence in Cali, Colombia being 6 2 . 8 

per 1 0 0 , 0 0 0 females compared to 1 2 . 1 in the San Francisco Bay 

area. The former is a community where female chastity 

before marriage and fidelity within marriage are highly 

valued. They explain that in societies which emphasize 

virginity in girls and machismo in boys, prostitution is 

likely. This being the case, there will exist a situation in 

which many men have intercourse with a small number of women 



who constitute a reservoir of infection. The wives of these 

men are then at greater risk for developing cervical cancer. 

Buckley, Doll, Harris, and vessey (1981) in the only study of 

the male partner, found that the husbands of women with 

cervical lesions reported significantly more sexual partners 

and an earlier age at first intercourse than control 

husbands. Fowler (1977) claims that if a man has frequent 

intercourse with a woman who has cervical cancer, and then 

has intercourse with another woman, this second partner has 

12 times the chance of later developing cervical cancer. 

According to Buckley et. al. (1981), a likely explanation 

for the association between carcinoma of the cervix and 

sexual activity is that the male contributes a carcinogenic 

agent during intercourse, or that a reaction to components 

within the seminal fluid incite carcinogenesis in the 

cervical epithelium. In examining the question of whether 

cancer of the cervix and cancer of the penis may have a 

common infectious etiology, Sorahan and Crombie (1981) found 

an association between the incidence of these two cancers. 

The theory that squamous cell cancer of the cervix is 

induced by a sexually transmitted agent has been suggested by 

a long line of epidemologic evidence (Simon, 1976). In 1950 

Gagnon reported that there had not been a single case of the 

disease among 13,000 Catholic nuns during a 20-year period of 

study. Kessler (1981) also states that the proportion of 

women with cervical cancer who deny ever having sexual 



intercourse is "essentially zero." At the other end of this 

behavioral spectrum, Adam, Rawls, and Melnich (1974) demon-

strated a much higher incidence of cervical cancer among 

prostitutes than the general female population. 

During the past several years, there has been a great 

deal of information in the media concerning the prevalence of 

genital herpes, which is considered by many to be occurring 

in epidemic proportions (Cherry, 1981). Although the 

emphasis is on the incurable aspect of this disease (along 

with the physical pain, embarrassment, and frequent destruc-

tion of sexual relationships, which it causes), of even 

greater concern is the long-term effects of the virus in the 

etiology of cervical cancer. The first mention of a possible 

association between carcinoma of the cervix and infection 

with herpes simplex virus--type 2 (HSV-2) was made by Naib in 

1966. He later reported that the mean age of herpes virus 

infection was 20, cervical dysplasia 25; carcinoma in situ 

31; and invasive cervical cancer 48 (Naib, 1969). Since 

then, much evidence has been reported suggesting that HSV-2 

is the venerally transmitted etiologic agent of cell 

transformation. This finding, that cervical cancer appears 

to develop as a continuum from dysplastic changes in the 

epithelium through cancer in situ to invasive cancer, has 

been gaining more support (Thighpen, Vance, Balducci, & 

Blessing, 1981). Such a logical progression does not always 

occur, as Creasman et. al. (1981), explain. Often a lesion 



may remain at the same level of severity for prolonged 

periods, even up to 20 years. Some early dysplastic lesions 

may even revert back to normal epithelium. However, there is 

no accurate way to distinguish those patients who will 

progress to invasive cancer and those who will not. In 

addition, those who do progress to microinvasive cancers do 

so very rapidly. This being the case, they suggest that all 

women with suspicious (Class III) pap smears must be further 

examined and evaluated for treatment. 

Burghardt and Holzer (1980) claim that CIN is a totally 

curable lesion, and treatment results are related to the 

accuracy of the primary diagnosis. They further state that 

recurrences and fatal outcomes result from the failure to 

identify invasive lesions at the outset. Silverberg (1981) 

report that the five-year survival rate for microinvasive 

cancer of the cervix at 98 percent. 

There are a variety of methods by which cervical disease 

can be treated. These range from local excision (conization) 

to radiation and removal of the entire uterus. More 

recently, conservative methods of treatment have been 

introduced such as electrocautery, cryosurgery (cryo), and 

carbon dioxide laser. Laser should still be considered 

experimental, since it does not destroy the affected area as 

well as cryo or electrocautery. In addition, it is slightly 

more painful than cryo (Townsend and Marks, 1981). Cryo is 

essentially painless and is, therefore, a good procedure to 



use in out-patient clinics. Following cryosurgery, the 

patients have a profuse watery vaginal discharge for 10 days 

to 2 weeks. Electrocautery, although effective, is painful 

and usually requires general anesthesia. Creasman et al. 

(1981) warned that conization—the removal of a cone-shaped 

section from the cervical canal, is considered a major 

procedure which can have serious complications. These 

include heavy bleeding, severe enough to necessitate a hys-

terectomy, and cervical stenosis, which in turn may lead to 

infertility or to an incompetent cervix. 

The usual procedure for outpatient management of 

cervical disease is to refer patients who have a Class III 

Pap smear to an out-patient dysplasia screening clinic for 

further evaluation. If the Class III status is confirmed, 

they are examined by a colposcope, which is actually a 

vaginal microscope. If they have a mild dysplastic lesion 

(CIN I), they are usually not treated but asked to return in 

three months for another colposcopy. If, at the three-month 

follow-up, the lesion has not progressed, they are asked to 

return in six months. If, the lesion shows signs of pro-

gression, cryosurgery is done and the patient is asked to 

return again in three months. Those patients who have CIN II 

(moderate dysplasia) are nearly always treated with cryo. 

However, if the lesion is small, i.e., if it covers a small 

surface area, they too are asked to return in three months 

for re-evaluation and possible treatment. Cryosurgery may be 
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repeated for the treatment of dysplasia until the patient has 

two consecutive normal Pap smears six months apart. Then she 

is put on a six-month follow-up schedule. A woman with Class 

III CIN is treated with cryosurgery, sometimes with coniza-

tion. If she does not wish to have more children and would 

prefer to have a hysterectomy, that option is usually offered 

to her. All stage la (microinvasive) cervical cancers are 

treated with hysterectomy or with radiotherapy. 

Kessler (1981) has emphasized that patients must be 

warned that office or clinic treatment may not be totally 

curative and that precancerous or invasive cancer of the 

cervix can still occur. For this reason (Morris, 1981) 

suggest that conservative therapy be limited to patients who 

are considered to be reliable and who will return for follow-

up. Townsend and Marks (1981) take the position that cryo is 

designed to treat primarily those women who want to bear 

children. In patients who have completed childbearing, 

conventional means of therapy, i.e., conization or hys-

terectomy are more appropriate. 

Surgery has superceded radiation treatment in the 

management of early cervical disease, (Rotman, Madhu, & 

Boyce, 1981); although radiation was used extensively in the 

past. Decker and Schwartzmen (1962) reported the use of 

intracavity radiation during the early 1960s for carcinoma in 

situ—a condition which is now considered premalignant. 

Radiation is still used for invasive cervical cancer; how-



ever, there have been many studies which have demonstrated 

that a woman may experience multiple complications from 

having her vagina irradiated—complications which can result 

in her having significant decreases in sexual enjoyment. An 

early study by vasicka, Popovich, and Brausch ( 1 9 5 8 ) contains 

detailed case reports describing these. Seibel, Freeman, and 

Graves ( 1 9 8 0 ) compared groups of women treated for cervical 

carcinoma with surgery with those treated with radiation. 

The irradiated patients experienced statistically significant 

decreases in libido, frequency of intercourse, sexual dreams 

and fantasies, and ability to obtain orgasm. Other 

researchers have reported postradiation complications of 

vaginal stenosis (Weinberg, 1 9 7 4 ) ; obliteration of the vagina 

(Abitol & Davenport, 1 9 7 4 , Kaufman, Topek, & Wall, 1 9 6 1 , and 

Donahue & Knapp, 1 9 7 7 ) ; ureteral and urethral strictures, 

urethral fistulas, irradiation cystitis, sigmoiditis, 

ileitis, and vaginal vault necrosis (DiSaia & Creasman, 

1 9 8 1 ) . Amias ( 1 9 7 5 ) states that lubrication, lengthening and 

expansion of the vagina during intercourse are never possible 

after a full course of radiotherapy—a treatment that 

produces serious distortion of the lower genital tract in 

over 80 percent of the cases. Seibel et al., ( 1 9 8 0 ) report 

that irradiated patients have more dysparunia, vaginal 

discharge, and bleeding than those treated surgically. They 

quote one of their subjects who summed up her situation, "My 



10 

vagina is dry. My sexual desire is much less, and if I do 

have desire, I lose it because of pain." (p. 486) 

The first vaginal hysterectomy was done in 1821, and the 

first abdominal hysterectomy with general anesthesia was done 

in 1846 (Kessler, 1981). Surgery for uterine cancer began in 

1878. According to Di Saia (1981), that was the year that 

Czerny did the first total abdominal hysterectomy and Freund 

the first hysterectomy specifically for cervical cancer. 

Easterday, Grimes, and Riggs (1983) report that today hys-

terectomy is the most frequently performed major operation in 

the United States; 670,000 hysterectomies were done in 1984, 

more than in any other country in the world (Statistical 

Abstract of the United States 1984). 

Between 1970 and 1978, an estimated 3,536,000 women aged 

15-44 had hysterectomies, and those women aged 35-44 had the 

highest hysterectomy rates (Dicker et al., 1982). Indeed, as 

several writers have pointed out (Seibel et al., 1981; 

Donahue, 1981), if the current rate of surgery continues, 

more than half the women in the United States will have had 

hysterectomies by the time they reach age 65. 

Almost from the beginning, there has been controversy 

and reports of untoward emotional and physical effects from 

hysterectomy. In 1890, Krafft-Ebing claimed that more 

psychoses were seen in women following operations on their 

genitals than after any other surgical procedure, surawicz 

(1978) recently remarked that female sexual organs have been 
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associated with emotions ever since Hippocrates hypothesized 

on the role of the uterus in hysteria—a condition which 

became an indication for hysterectomy in the nineteenth 

century. Over 40 years ago Lindemann ( 1941) demonstrated 

that postoperative psychiatric problems, particularly depres-

sion, were more common in women after pelvic operations than 

after abdominal surgery. This finding has more recently been 

reported by Barker ( 1 9 6 8 ) , and by Richards ( 1974) who 

describes a posthysterectomy syndrome of depression, fatigue, 

hot flashes, urinary symptoms, headaches, dizziness, and 

insomnia. Turpin and Heath ( 1979) suggest that depression 

and other problems after simple hysterectomy are more likely 

to be associated with the social and psychological con-

sequences of the removal of the uterus rather than the 

surgical procedure itself. Yet the controversy continues, as 

noted in a current news article by Lamb ( 1 9 8 5 ) , in which he 

describes severe depression and decreased libido following 

hysterectomy. This adds to the mystique surrounding hys-

terectomy, which, Levinson ( 1972) claims, will require years 

to eradicate. Amias (1975) regards hysterectomy as one of 

the most successful surgical procedures and one of the most 

maligned. Yet, he concedes that gynecological procedures 

have social, cultural, and psychological overtones far beyond 

their immediate physical effects, to the extent that even the 

most minor diagnostic or therapeutic procedure can be blamed 

for subsequent problems. This is partly due, Amias states, 
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to the lay press that has spawned erroneous notions which 

have persuaded women to anticipate undesirable side effects 

from hysterectomy. Jackson (1979) also regards popular 

stories and myths about hysterectomy as being very influen-

tial in shaping the fears and expectations of newly diagnosed 

patients. However, current articles in lay publications 

usually report on recent findings of responsible researchers 

in the field. For example, the articles of Masters and 

Johnson (1976) and Paveshock (1976) are factually informa-

tive, although they may have been misinterpreted. Many lay 

reports in the mid-seventies reflected the concern over 

"unnecessary" hysterectomies, those of Cohen (1976), Shapiro 

(1975), and Rodger (1975), for example. More recently the 

focus has shifted to the sexual aspects. Morgan (1982) has 

published an excellent description of post-hysterectomy-

oophorectomy sexual changes. A recent article in Ann 

Lander's column (1983), which is widely read and quoted, 

mentioned loss of libido following hysterectomy and tubal 

ligation. Roeske (1978) claims that ambivalent medical and 

social attitudes toward a woman's uterus, and to hysterectomy, 

have persisted despite new knowledge about endocrinology, 

physiology, and female sexual response. As a result, the 

value and necessity of the uterus has become even more 

controversial today. On one hand a hysterectomy assures 100 

percent contraception, as well as the elimination of a poten-

tial source of cancer. Yet, on the other, women experience 
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depression, altered sexual response, and disruption of their 

self-concept after this operation. 

A brief review of the professional literature regarding 

the effects of hysterectomy reflects disparate views. One of 

the most frequently quoted comments regarding the dis-

pensability of the uterus was made by Wright in 1969: 

The uterus has but one function: reproduction. After 

the last planned pregnancy, it becomes a useless, 

bleeding, symptom-producing, and potentially cancer-

bearing organ, and therefore, should be removed, (p. 

560) 

D'Esopo (1962) also describes the uterus as being "func-

tionally useless after the age of 35." (p. 121) Sloan (1978) 

claims that one of the more subtle and effective myths was 

that there was "better sex without the uterus." perhaps such 

ideas were in part spawned by remarks such as Twombly s 

(1968): 

Sexual feeling in the female is mostly supratentorial 

and not altered by physical alterations of the genitals. 

Of course, every gynecologist knows that a hysterectomy, 

far from abolishing sexual response, often enhances it. 

One takes away the "cradle' but leaves the "play pen' 

intact, (p. 277) 
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in contrast, Raboch, Bartok, and Nedoma (1968) insist that 

the 

normal anatomic and functional state of the female 

genitals was one of the most important variables for an 

adequate sexual response in the female. 

Drellich and Bieber (1958) report on the comments of 

women who verbalized the importance of the uterus in main-

taining sexual function and desire. Some of them felt that 

it was necessary to have a uterus in order to have an orgasm. 

Others expressed fear that their partners would find them 

"different" after hysterectomy and would, therefore, consider 

them to be unsatisfactory sexual partners. Wolf (1970) finds 

that feelings of defeminization after hysterectomy are more 

common among women of lower socio-economic class in which, he 

claims, "examples of more concrete thinking are found, e.g. 

"if a woman doesn't have a womb, she isn t a woman." (p. 166) 

Hott (1979), and Kaltreider, Wallace and Horowitz (1979) also 

note that lower socioeconomic minority group women expressed 

more concern about the effects of hysterectomy on their 

marital relationships than did more educated or middle class 

women. Vincent, Vincent, Greiss, and Linton (1975) in their 

study of a sample of low income, poorly educated, white 

women, report that most often the major bond with the 

partners of these women is sexual. They found that 

generally, the more these women enjoyed sex and the less 
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educated they were, the longer they delayed reporting 

significant gynecological symptoms such as postcoital 

spotting and intra-menstrual bleeding. The women expressed 

fear that to do so might interfere with their sexual 

activity. They did not want to alarm their husbands or give 

them any cause to think that they were in any way different 

or sexually damaged. 

Cultural differences are also important when evaluating 

reactions to hysterectomy. Twombly (1971) in his study of 

black female patients who were treated at the Bellevue 

Hospital in New York, reports that many black women feared 

that a hysterectomy might cause them to "lose their nature," 

i.e., their sexual responsivity. Some of the women described 

to him their belief that the cervix and uterus exerted a 

"sucking action on the penis which is necessary for the 

male's enjoyment." (p. 217) Nichols (1973) and Daly (1980) 

report that black males may lose interest in their wives 

after hysterectomy but be sexually functional with other 

women. In other cultures, Puerto Rican men have been known 

to desert their hysterectomized wives, because they felt that 

their manhood was measured by the number of times they had 

impregnated them. Consentino, Pedon, Cresantana, and 

Lobascio (1981) observe that a woman's sexual identity in 

Italian culture is dependent upon the presence of her repro-

ductive organs, and hysterectomy can compromise her sexual 

identity. Roeske (1978) has found that educated and/or 
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middle class women with children were more apt to request or 

agree to hysterectomy than lower class, black or Mexican 

women. Generally, she observed that minority group women 

expressed more concern about the effect of surgery upon their 

general physical health and sexual relationship. Because 

Mexican-American women fear that the loss of their uterus 

could result in their husbands leaving them, they often 

postponed having hysterectomy in spite of their symptoms. 

It has been reported by several researchers that many 

women have insisted that orgasms have not been as satisfying 

after hysterectomy as they had been before. Clark ( 1970) 

describes the disappointment which one of his patients felt 

several months after surgery. She reported feeling "dead up 

inside" and claimed that her orgasms were not as intense as 

when she had had her uterus. Masters and Johnson ( 1970) have 

also reported on a "feeling of deadness" after vaginal 

hysterectomy. They attribute this to a loss of propriocep-

tive sensation as a result of extensive incisions in the 

anterior and posterior vaginal walls--a temporary loss until 

nerve fibers in the area have regenerated. However, they 

also report that many women describe cervical pressure as a 

trigger mechanism for coital responsivity, and acknowledged 

that these women may be "sexually handicapped" when such a 

trigger mechanism is removed. A recent report by Sakai et 

al. ( 1983) confirms this. They found that nearly 70 percent 

of women who felt a loss of uterine sensation during coitus 
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also complained of a decrease in ability to have an orgasm. 

Clark (1970) describes this perceived change in orgasms as 

being a clitoral rather than vaginal type. He defined a 

vaginal orgasm as one which results when the penis pushes 

against the cervix. This action moves the uterus and broad 

ligaments. Both of these structures are covered with 

peritoneum which is very sensitive to stimulation. This 

pulling on the peritoneum causes a more generalized orgasm—one 

that is felt throughout the lower body. These post-

hysterectomy comments, made by women who described changes in 

orgasm, led Clark to develop what he called a "therapeutic, 

curative, procedure." (p. 25) In the "impersonal atmosphere 

of a doctor's office", he employed clitoral stimulation by 

vibrator until the patient had an orgasm. Following this, he 

used the same procedure in conjunction with a vaginal 

vibrator. He then asked them to compare the orgasm produced 

with the additional sensation of the vaginal vibrator to the 

one produced by clitoral stimulation alone. Clark claimed 

that his patients reported that the orgasms with the vaginal 

vibrator were superior. From this he concluded that it was 

reasonable to expect that, in some cases, women would report 

changed sexual function following hysterectomy. 

Zussman, zussman, Sunley, and Bjornson (1981) provide a 

similar description written by a woman who desired sex 

therapy following a simple hysterectomy: 
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The greatest change since surgery is this. Before 

the hysterectomy, each time the penis was pushed 

hard against the cervix, I would feel intense 

excitement deep inside me, huge waves of pleasure 

going from the area of the cervix all through my 

torso. This was by far the most exciting part of 

sex for me, the real climax. I've tried to be 

satisfied with the orgasms I get from stimulation 

of the clitoris — mildly pleasurable contractions 

in the muscles in the front part of the vagina. 

Maybe I'll get used to it in time, but it isn't 

nearly as good, and I feel very sad. (p. 728) 

Zussman et al., concluded that the percentage of women for 

whom the cervix and uterus are orgasmically important is 

unknown, but that they probably constitute the "decreased 

response" group reported in many studies of post-hysterectomy 

sexual function. 

Mozely (1975) notes that certain books, especially older 

books, like Lady Chatterley's Lover, have described ecstatic 

orgasms when the uterus contracted. Kinsey, Pomeroy, Martin, 

and Gebhard (1953) also claim that some women have identified 

the cervix as an area which must be stimulated by the penis 

before they can achieve "full and complete satisfaction in 

orgasm." Morgan (1982) claims that the more severe the 

contractions of the uterus and the longer the contractions 
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continue before tapering off, the more intense will a woman 

perceive an orgasm to be. This also suggests that after 

hysterectomy, orgasms may not reach the intensity that they 

had before. 

Not only hysterectomy, but oophorectomy (or ovariectomy) 

has been blamed for the changes seen in women post-

operatively. Studd and Thorn (1981) claim that one out of 

every four American women become menopausal as a result of 

surgical removal of her ovaries. A common misconception 

which has passed from doctor to patient has been that by 

leaving the ovaries intact during a hysterectomy,, there will 

be continuing estrogen production, at least until natural 

menopause. A woman would then be spared the symptoms of 

estrogen depletion, namely, hot flashes, dry vagina, depres-

sion, and decreased libido. Yet Utian (1975) reports a high 

incidence of these symptoms in hysterectomized women with 

intact ovaries. Chakravarti, Collins, Newton, Oram, and 

Studd (1977) describe the same syndrome in patients without 

ovaries. Munday and Cox (1967) note that 40 percent of the 

women in their study claimed that sex was changed for the 

worse regardless of removal or retention of ovarian tissue. 

Hollender (1960) cites reactions of women after removal of 

their uterus and ovaries: they describe themselves as "being 

no longer sexually inclined" and "feeling like a blank 

person." (p. 500) Over 35 years ago Munnell (1947) argued 

that neither the uterus nor the ovaries were necessary for 
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orgasm. Any change in libido or sexual satisfaction 

following total hysterectomy, he attributed to psychogenic 

causes. Research since then has demonstrated that the 

important hormonal factor in female libido is androgen in the 

form of testosterone (Asch & Greenblat, 1977). They explain 

that the ovary puts out considerable amounts of androgen and 

continues to function in this manner for at least 10-12 years 

after the onset of menopause. When ovaries were removed from 

post-menopausal women, there was a significant fall in 

circulating levels of testosterone (Judd, Judd, Lucas, & Yen, 

1974). Chakravarti et al. (1977) claim that post-menopausal 

ovaries continued to contribute up to 50 percent of the 

circulating testosterone. According to them, estrogen 

replacement does not restore libido but does counteract 

genital dryness and hot flashes. The reason that many women 

do not experience symptoms of low estrogen after oophorectomy 

is due to an adequate supply of this hormone which is derived 

from the peripheral conversion of adrenal androgen (Creasman, 

1981; Longcope, 1971). Suprisingly, in spite of this infor-

mation, some gynecologists still insist that post-

hysterectomy /oophorectomy changes in sexual response are 

"only psychological" when measures of estrogen prove to be 

within the normal range. 

Hott (1979) describes physical problems that are not 

infrequent following hysterectomy, such as injury to the 

bladder or ureters, which lead to problems with urinary 
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frequency and nocturia. A vesico-vaginal fistula may also 

occur after surgery if the urinary bladder is accidently 

perforated. Newton and Baron (1976) explain that the urinary 

and reproductive systems are related embryologically, 

anatomically, and psychologically. This is one reason these 

problems have not been uncommon. Masters and Johnson (1970) 

describe a type of dysparunia which may result when the 

sutures of the upper vaginal closure have been made too low 

in the vaginal vault. As a result, the penis may push 

against this scarred area during intercourse. Levinson 

(1972) warns that painful intercourse may also result when 

ovaries have been left too low in the pelvis to rest immedi-

ately atop the vagina. Singer-Kaplan (1979) cites cases of 

phobic avoidance of sex following gynecological surgery which 

resulted from the persistent experience of dysparunia. 

On the positive side there have been many women who 

expressed relief at being rid of a uterus which caused 

considerable pain and weakness from cramping and heavy 

bleeding. Generally, the women who have spoken the most 

positively about hysterectomy were the ones who had this 

procedure done to relieve these symptoms. They were usually 

diagnosed as having uterine fibroids or endometriosis. 

Afterwards, they reported having more energy, more interest 

in sex, and partners who were pleased because they were not 

bleeding so much of the time. Gath and Cooper (1981) find 

marked improvement in psychosexual functioning in patients 
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who had had menorrhagia of benign origin. There have also 

been frequent case reports of women feeling "sexier" or 

"oversexed" following hysterectomy. Although this may well 

be due to release from fears of pregnancy, Roeske (1978) 

attributes this behavior to anxiety about sex appeal, i.e., 

the increase in seductive behavior, and even promiscuous 

behavior, being carried out to gain reassurance of being 

feminine and attractive. 

A great many researchers have mentioned the concept of 

body image and how it has been affected by hysterectomy. 

Body image, as defined by Schilder (1950), is an individual s 

personal investment in his body and its parts. It also has a 

sociological meaning in that the image of the body evolves 

out of interpersonal, enviromental, and temporal factors. 

Schilder theorizes that the body image is a central 

component of personality, the erogenous zones being par-

ticularly prominent. Kolb (1975) states that the internal 

organs, per se, are not usually represented in the body 

image, the idea being that the individual has had no sensing 

and exploration of them through the kinesthetic-tactile 

system. However, if a person endured pain in the organ, or 

if surgical intervention traumatized the organ and brought it 

to conscious awareness, both perceptual and conceptual 

experiences took place that came to represent that aspect of 

the organ in the body image. Cole (1976), however, states 

that even though the reproductive organs are hidden, a 
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woman's body image includes an awareness of the inner repro-

ductive potential. In Green's (1973) view, if a little girl 

was reinforced for being more passive and was dissuaded from 

being aggressive, she would develop a more "diffuse self 

concept" and a body image which was linked to the evaluations 

of others, (p. 443) She would then have more need for 

approval and acceptance, her identity as a female being based 

on incorporation of her body parts—breasts, buttocks, 

vagina, womb, and ovaries. Ultimately she may have a more 

severe reaction to the loss of a body part out of fear that 

she would be less desirable as a woman. Although Green's 

ideas may sound sexist and out of step with the current 

movement of women toward independence, such ideas were very 

much the part of the developmental years of women who are now 

having gynecological surgery. Cohen and Parker (1976) claim 

that hysterectomy is a major surgical procedure that 

permanently alters body image. To some it may mean the end 

of womanhood, of sex, of orgasm, of attractiveness. To many 

women (and men), the uterus has been a symbol of the female 

body image, whether this has been openly acknowledged or not. 

Some women, according to Cohen et al., have strongly believed 

that the uterus was integrated within the thinking process 

and that, without the uterus, they would be less able to make 

discriminating judgments and thus be rendered less mentally 

stimulating, and even boring. 
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This sense of body image has been conveyed by women, 

after they have had a hysterectomy, in the self-descriptive 

phrases they have used. They have spoken of their "essence 

of womanhood" being gone, or of feeling "neutered". Notman 

(1976) predicts that current social changes, which have led 

women to have increased expectations of fulfillment outside 

of motherhood and home, will bring about changes of the 

emotional meaning of hysterectomy and a resultant decrease in 

post-hysterectomy psychological problems. 

Apart from the concept of body image as a function of 

womanhood, another image has been that of being a whole human 

being. This type of image may be affected by the patient 

receiving a diagnosis of malignancy. Dohahue and Knapp 

(1977) declare that genital cancer presents a double threat 

to a woman--one to her survival and the other to her image as 

a woman. This assault on her imagery, they maintain, can 

happen quickly--as soon as she first hears that she has an 

"abnormal" Pap smear. Best (1985), in a recent news article, 

has described the terror a woman can experience upon hearing 

that she has "abnormal cells" in her cervix, (p. 61) Visions 

of disfigurement, sterility, and pain are not unusual and can 

overwhelm even the most well-informed patient. After 

receiving a diagnosis of malignancy, Schon (1968) finds that 

feelings about sexual activity may be among the most 

prominent. Vivid fantasies may be generated about the 

transfer of affection of the partner to someone else. Along 
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with the anticipated dread of exposing herself to her partner 

as damaged, incomplete, or dying, intimacy may be destroyed. 

Normal sexual interests of the partner may suddenly seem 

inappropriate or be perceived as an invasion of the rights of 

the "damaged" person whose disability, especially in "cured 

cancers, may be more psychological than somatic. Derogatis 

(1980) has identified gynecologic (and breast) cancers as 

being unique, because they can devastate the patient's sexual 

identity and body image. Andersen and Jochimsen (1985) find 

that women with gynecologic cancer reported poorer body image 

evaluations that did women with breast cancer. 

Stereotypically feminine women, according to Derogatis 

(1980), are more at risk for sexual dysfunction following 

diagnosis of genital cancer. Women who are mature and who 

possess a balanced or androgenous gender role, as defined by 

Bern (1974), appear less psychologically devastated by this 

event. 

Cantor (1980) has strongly asserted that the psycho-

logical effects which the diagnosis of cancer can trigger 

have been greatly underestimated. He describes the sources 

of anxiety associated with cancer which include its 

"ominous, relentless, devouring image." (p. 52) This image, 

and the known horrors of cancer treatment almost always 

assault the private self-image that sustains a person's self-

esteem. Once people begin to feel that cancer is inside of 

them, they begin to feel unworthy, as if they were being 
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punished. This punishment, according to Cantor, is often 

thought to be for particular sexual experiences. Guilt and 

shame are frequent emotional components specific to a 

diagnosis of genital cancer. This has been an interesting 

finding, which was reported earlier by Drellich and Bieber 

( 1 9 5 8 ) , in their report of women who attributed uterine 

disease to punishment for guilt-laden activities. Such 

activities, according to Hott ( 1979) may be whatever the 

woman has identified as a sexual transgression, e.g., abor-

tion, oral sex, multiple partners, or masturbation, among 

others. Donahue ( 1 9 8 1 ) claims that cancer patients who 

believe in the efficacy of divine intervention have even 

bargained for survival by vowing to give up all sexual 

interest and activity. 

Another aspect of cancer diagnosis which has seriously 

affected intimacy is the issue of contagion. Fear of 

contracting cancer venereally was mentioned by Decker and 

Schwartzman ( 1962) in a study of women who were considered to 

be free of cancer following treatment. Nearly a third of 

this group experienced a partial or complete loss of sexual 

function which they attributed to fear and diminished libido. 

These two factors are undoubtedly related, according to 

Singer-Kaplan ( 1 9 7 9 ) , because the sensation of fear inter-

feres with sexual desire. Vincent et al., ( 1 9 7 5 ) surveyed 

patients a year after they had been treated for cervical 

cancer. They found that 70 percent of them had been given no 
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information regarding sexual behavior at any time before, 

during, or after treatment. These patients had hoped to 

receive information about whether intercourse caused cervical 

cancer, and if the husband's penis would be adversely 

affected by the radiation treatments which his wife received. 

Such questions apparently weigh more heavily on the minds of 

patients than is currently appreciated. 

Weinberg (1974) has stressed that the partners of women 

with genital cancer must be open and candid in discussing any 

post-operative sexual problems with their physician, 

especially the cessation of intercourse, since this may be 

due to the fear that cancer is contagious. This belief and 

the effect it may have on an interpersonal relationship, 

particularly a sexual relationship, has not only been greatly 

underestimated, but frequently denied by members of the 

health care profession. Whelan (1981) describes a widespread 

misconception about cancer and its causes. Sewell and 

Edwards (1980) claim that cancer-phobic behavior is "rampant 

in our society," and that it is not at all unusual for a 

patient with cancer to be deserted or divorced by his or her 

partner. The incidence of partner separation after a 

diagnosis of malignancy, or following treatment by surgery or 

radiation has been reported by a number of researchers 

(Hartman & Diddle, 1972; Donahue & Knapp, 1978; Capone, 

Westier, & Good, 1980). Lamont, Depetrillo, and Sargent 

(1978) cited other reasons for withdrawal by either partner: 
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the woman because of her perceived loss of femininity, and 

the man in anticipation of losing his partner, may withdraw 

to diminish his loss should she die. 

Seibel, et al. (1980) report several cases in which 

women who were clinically free of cancer claimed that they 

had lost their partner, or successive partners, due to the 

effects of cancer and its treatment. Melody (1962) was one 

of the earlier researchers to document significant traumatic 

events post-hysterectomy. The majority of them concerned 

partner separation. Several examples included desertion by 

the husband two months after hysterectomy; impotence of the 

husband who claimed the patient was just a "shell of a woman 

after hysterectomy;" impotence of a partner who feared 

penile injury from sex with a "desexed woman;" desertion by a 

husband of 13 years, two months after hysterectomy, because 

he felt that she had become a "neuter;" desertion by a 

husband who feared contracting cancer through intercourse, 

and abandonment by a consort while the patient was still in 

hospital recovering from hysterectomy, (p. 411) Such 

behaviors have not been so unusual, because according to 

Krant (1981), "myths abound in men about women's anatomy." 

(p. 610) A man may also be afraid to resume sexual relations 

with his wife after she has had surgery out of fear of 

causing her injury. Subsequently, benevolent protection or 

phobic withdrawal from sex may cycle into total loss of 

intimacy. Divorce or abandonment has not been unusual in 
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such cases. However, a couple who has may years invested in 

their relationship would be less likely to abandon their 

spouse, sewell and Edwards (1980) report that relationships 

that have survived radical surgery for pelvic malignancy 

averaged 24.9 years while those that deteriorated post-

operatively averaged only 9.9 years. In addition, menopause, 

both natural and surgical, has clouded the issue. Changing 

hormone levels which may affect sexual behavior directly, 

through decreased levels of androgen, and indirectly as a 

result of the effects of low estrogen, have been a 

factor in dysparunia. Furthermore, Mozely (1975) claims 

that some men do lose interest in their wives after they 

reach menopause. 

In spite of considerable emphasis in the media on sex 

and the popularity of publications describing methods and 

techniques by which an individual may improve sexual per-

formance, sexual concerns of gynecological patients have been 

minimized or ignored. Golden and Golden (1980) claim that 

"sex is a late arrival on the scene of professional 

consciousness." (p. 59) They attribute part of the blame to 

physicians and other health care professionals who they 

describe as being "products of a puritanical, sex-negative 

upbringing." (p. 59) Although the major unspoken concern of 

women with genital cancer has been sexuality (Good, 1977), 

physicians have been reluctant to discuss cancer-related 

problems with their patients. They tend to see sex as 
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"unimportant", in light of more pressing issues such as 

diagnosis and the necessary medical treatment, or irrelevant 

because of the woman's age. Masters and Johnson (1966) and 

Kinsey (1953) report that sexual activity is minimally 

related to age (provided both partners are physically 

healthy), and Donahue and Knapp (1977) have identified sexual 

activity as a vital, continuing interest in older women. 

Regarding hysterectomy, Schon (1968) has not been able to 

confirm the commonly held view that younger women react more 

strongly to the loss of their uterus than do menopausal 

women. In contradistinction, Krueger, et al. (1979) report 

that the younger the women, the more apt she was to resume 

sexual intercourse and to rate her own and her partner's 

reaction as enjoyable. Yet, as Kirkpatrick (1982) points 

out, research on female sexuality is just beginning to 

emerge, and the sexual experiences of middle-aged and older 

women have been ignored and distorted in both the medical and 

popular literature. Regardless of age, it is reasonable to 

assume that sex ijs important to most people, yet there has 

been a persistent predilection to view patients as though 

they were asexual (Abitol et al., 1974). Perhaps this 

perception of asexuality has permitted medical personnel to 

be more clinical and maintain their distance with minimal 

emotional involvement. This attitude—that sex is somehow 

not appropriate, can be subtly conveyed, leading to the 

inhibition of questions, and leaving fears and doubts which 
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may form the first step toward damaging the intimacy between 

the patient and her partner. One of the most tragic aspects 

of cancer, according to Golden and Golden, has been the 

damage it can do to open and frank communication. Harker 

(1972) describes her own experience with cancer, and reports 

that following her diagnosis of cancer, there "was a 

moratorium on direct candid communication," (p. 165) one that 

was subtly initiated and reinforced by professionals, family, 

and friends. When this happens, patients dread the worst and 

become frightened about asking important questions. In the 

opinion of Lamont, et al. (1977), the most important factor 

in sexual happiness after treatment has been a partner who 

could be accepting of the patient and her condition, and one 

who encouraged open, honest communication. 

Vincent et al. (1975) found that many women who have had 

a diagnosis of cervical cancer often concealed their need for 

emotional support during treatment. They may have presented 

an image of being strong, self-sufficient, and brave to their 

male physicians, and husbands, but later on, nearly all of 

them sought out emotional support from females, such as 

relatives, friends, or interviewers. Women in this study had 

actively avoided discussing with their gynecologist or 

oncologist concerns about mortality or changed sexual 

function. They feared it would seem inappropriate to ask 

about sex when they were being treated for cancer, and as one 
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woman stated, "the clinic staff might think I was a % sex 

fiend'." (p. 557) 

Vincent et al. (1975) and Surawicz (1977) both have 

suggested that female clinicians and researchers would be 

more effective in dealing with emotional problems of gyneco-

logical patients and, consequently, be able to gather more 

accurate data. 

Overall, although the literature concerning the 

relationship of sexual functioning to cervical disease and 

its treatment has not been consistent, the following factors 

are frequently cited as being associated with patients having 

post-treatment depression and changes in sexual function: A 

poor gender identity; previous adverse reactions to stress, 

particularly depressive episodes; a history of multiple 

physical complaints, especially low back pain; numerous 

hospitalizations and surgeries; age less than 35 years; a 

desire for more children; an expectation that surgery would 

interfere with sexual interest and satisfaction; a negative 

attitude of the husband or sexual partner toward hys-

terectomy; fear of contagion; marital instability; disap-

proving cultural and religious attitudes; and a lack of 

voctional or avocational involvement, which in turn was 

related to two other relevant factors: inadequate education 

and lower socio-economic class. 

Part of the inconsistency in the literature has been the 

result of studies done with poor methodology, lack of 
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meaningful statistical analysis, and confusing terminology 

(Zussman et al., 1 9 8 1 ) . Derogatis ( 1 9 8 0 ) observes that there 

has been a linear correlation between the reported incidence 

of sexual dysfunction associated with hysterectomy and the 

year in which the study was conducted. He cites the 10 

percent incidence reported by Huffman ( 1 9 5 0 ) to the 18 

percent of Patterson and Craig ( 1 9 6 3 ) , 28 percent by Munday 

and Cox ( 1 9 6 7 ) , 38 percent by Richards ( 1 9 7 4 ) and 37 percent 

by Dennerstein et al. ( 1 9 7 7 ) . A recent work by zussman et 

al. ( 1 9 8 1 ) cited a 33 to 46 percent decrease in sexual 

response following hysterectomy with oophorectomy. 

Time since treatment has also been an important 

consideration in evaluating response to hysterectomy. Many 

earlier studies on effects of hysterectomy were done too soon 

after surgery, some within only three months. At that time 

subjects, for the most part, responded positively to ques-

tionnaires regarding sexual and emotional adjustment to 

hysterectomy. Research conducted later in the post-operative 

period, demonstrated that women had more misgivings about 

their surgery. After one to two years had elapsed, their 

comments revealed their ambivalence and negative experiences. 

Depression, in particular, did not usually become a 

significant problem until approximately two years had 

elapsed. 

The mixing of treatment modalities, especially surgical 

with radiotherapy subjects, has confounded results in many of 
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these studies. Mixing benign and malignant subjects has had 

a similar effect. Additionally, nearly all studies have been 

done by male researchers, and, of course, all subjects have 

been female. 

Information about diagnosis has been confusing to both 

patients and clinicians. For example, although technically 

all three stages of cervical intraepithelial neoplasia (CIN) 

are benign, they represent increasing degrees of cellular 

change which may or may not become malignant over time. Some 

clinicians have assured patients that even severe neoplasia 

(CIN III) is "benign," whereas others have described it as 

"pre-malignant," or "boderline malignant." [Before the 

reclassification of cervical dysplasia by the International 

Federation of Obstetricians and Gynecologists (FIGO), (1974) 

this same condition, i.e., CIN III was labeled "carcinoma in 

situ" and often interpreted to patients as "malignant," or 

"early cancer."] 

It is uncertain just how common the knowledge of the 

research which links cervical cancer to sexual activity is, 

and what effect this may have on sexual responsivity. The 

impression of this investigator has been that, outside of 

medical personnel, it is not yet that well known. Some 

physicians have routinely conveyed this information to their 

patients, others have not. Articles appear often in the lay 

literature which discuss the risk factors for cervical 

disease. Lynch (1982), for example, states that the risk of 
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developing cervical cancer was much greater for women who 

have had "six or more partners." This is the only article in 

all the literature reviewed that quantifies "multiple 

partners." Interestingly, the practice at the Duke Medical 

Center has been to simply tell all patients that come in for 

cytological evaluation following a class III Pap smear, that 

cervical disease is associated with early age of intercourse 

and multiple partners. The clinic personnel there maintain 

this information "is in all the women's magazines anyway" 

{Creasman, 1983). Even though the patients may receive such 

information, it is not known how well it will be retained. 

Jackson (1979) claims that patients in the stressful environ-

ment of a hospital clinic retain little of the verbal infor-

mation given to them. There have been no reports in the 

literature regarding what effect a woman's understanding of 

the etiology of cervical dysplasia and cervical cancer may 

have on her relationship with her sexual partner. 

Apparently, this has not been a consideration in the treat-

ment of this disease. Conceivably, it could be seriously 

disruptive, comparable to the effects of having knowledge of 

the transmission of genital herpes. Cherry (1981), for 

example, reports that the diagnosis of herpes left some 

individuals so emotionally scarred that they decided never to 

have sex again. McCormack (1982) states that sexually 

transmitted diseases continue to have a negative connotation 

partly as a result of a carry over from WWII training films 
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and posters which warned troops about the dangers of syphilis 

and gonorrhea and conveyed to them the idea that sexually 

transmitted disease was something "good" men got from "bad" 

women. 

For these reasons, among others, there may be consi-

derable need, as previously suggested, for women clinicians 

skilled in counseling and therapy to practice in the area of 

gynecology and gynecologic oncology. There has been some 

improvement in the past few years in that more women have 

become gynecologists, oncologists, or gynecological nurse-

clinicians. Yet they have found themselves caught up in the 

medical model which places psychological aspects of disease 

low on the list after an extensive medical work-up and 

treatment. Twenty years ago Decker and Schwartzman (1962) 

recommended pre-operative counseling to assure patients that 

sexual intercourse was not responsible for the occurrence of 

malignant disease or for its recurrence. (in light of more 

current research on cervical carcinogenesis, that particular 

assurance may have to be modified.) However, the final 

answer is not yet available. The question of sexual func-

tioning following treatment for cervical disease is still 

being queried. Although much has been learned during the 

past 40 years, there are still large areas which have not yet 

been explored. The effect of diagnosis alone on sexual 

functioning has not been examined, nor has research focused 

on differences in the responses of women who have had the 
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same treatment, but a different diagnosis, e.g., benign vs. 

malignant. Although the incidence of cervical dysplasia has 

increased every year, and in every-younger age groups 

(Fowler, 1983), no studies have ever examined what effect, if 

any, conservative treatment, e.g., cryosurgery, has had on 

sexual response. 

In light of the fact that cervical cancer is a common 

genital cancer (Schwartz, 1982), and that benign cervical 

disease is increasing, in addition to hysterectomy still 

being the most common major surgical procedure done in this 

country (Easterday, et al., 1983), it would seem worthwhile 

to further examine the psychological effects which this 

disease and its treatment have on women and their sexual 

relationships . 

The purpose of this descriptive study was to investigate 

the issue of post-diagnosis and post-treatment sexual func-

tioning of women with cervical disease. 

The independent variables constituted five distinct 

subgroups of women with cervical disease. Women with 

cervical intraepithelial neoplasia (CIN) stage I, who had no 

medical treatment, made up the first group. Women who had 

CIN stage II and III treated with cryotherapy were in the 

second and third groups. Women who had CIN III, but who had 

been treated with hysterectomy were in the fourth group. The 

last group consisted of women who had microinvasive cervical 

carcinoma and hysterectomy. The dependent variables were (1) 
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levels of sexual functioning as measured by the Information, 

Affects, Psychological Symptoms, Body Image, and Sexual 

Satisfaction subtests of a variant version of the Derogatis 

Sexual Functioning Inventory (DSFI), (2) the Sexual Function 

Index score (SFI) from this same instrument, and (3) the 

incidence of separation of subjects from their partners 

following diagnosis and treatment. 

It was hypothesized that there would be no significant 

differences on the Information subtest among all five sub-

groups of women since it was assumed that all of the subjects 

came from a general population. 

Secondly, it was hypothesized that there would be no 

significant differences in the dependent variables among the 

first three groups, i.e., CIN I, II, and III. It was assumed 

that subjects in Group 1 would have virtually no problems 

related to their cervical disease, because it was minimal, 

and they would receive no medical treatment for it other than 

repeated follow-up examination. In addition, the subjects in 

this first group were expected to be the youngest and 

healthiest subjects of the entire sample. It seemed unlikely 

that their cervical disease, which was definitely benign, 

would interfere with their sexual relationships. Subjects in 

Groups 2 and 3 would have an increased degree of dysplasia, 

i.e., moderate to severe. Disruption as a result of cryo-

therapy treatment is brief—less than two weeks; thus it was 

expected that the DSFI subscale and SFI scores for these two 
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groups would not be significantly lower than those seen in 

Group 1. 

Group 4 subjects would have the same diagnosis as those 

in Group 3, but they would have been treated by hysterectomy. 

It was expected that decreased subtest scores would occur as 

a result of treatment in this group, because other 

researchers have reported decreased sexual functioning 

following hysterectomy. It was anticipated that these Group 

4 subjects would have lower subtest scores than the first 

three groups, lower SFI scores, and would report more 

instances of partner change or separation following treat-

ment. 

Group 5 subjects, those who had microinvasive cervical 

carcinoma treated with hysterectomy, were expected to have 

the most problems. First they would have been confronted 

with the diagnosis of cancer—an event which can damage the 

body image in the sense that it disrupts the concept of 

physical integrity. Secondly, the loss of the uterus can be 

destructive to a female's image as a "whole woman." Thirdly, 

these women would be at risk for experiencing the symptoms of 

depression, hot flashes, and other problems which have been 

frequently reported following hysterectomy. Group 5 subjects 

would also be expected to experience depression which would 

last longer than a reactive depression following a hysterec-

tomy for benign disease. Prolonged depression can interfere 

with libido and sexual satisfaction, and lead to disruption 
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of the primary relationship. Therefore, the highest 

incidence of partner separation, the lowest subtest scores, 

and the lowest SFI scores were expected to occur in this 

group. 

Fifthly, it was hypothesized that the subjects who were 

aware of the research linking cervical disease with sexual 

activity would have lower subtest scores and would report 

more incidences of partner separation than those subjects who 

did not have this knowledge. Subjects were selected from two 

clinics. The official departmental policy at one clinic was 

to inform women of these risk factors, and the policy at the 

other was not to do so. It was expected that there would be 

significant differences in the DSFI subtest scores and in the 

incidence of partner separation between these two clinics. 
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CHAPTER II 

METHOD 

Subjects 

One hundred subjects completed the study. They were 

selected from patients attending both the public and private 

out-patient gynecology and gyn-oncology clinics of the Duke 

University Medical Center in Durham, North Carolina (Clinic 

I) and the University of North Carolina Hospital in Chapel 

Hill, North Carolina (Clinic II). Selection of subjects was 

based upon their specific diagnosis and treatment. All of 

these women were between 20 and 50 years of age. The mean 

age for Group 1 subjects was 25.6 years; Group 2, 27.7 years; 

Group 3, 27 years; Group 4, 35.5 years; and Group 5, 36.3 

years. Most of them resided in small towns in North Carolina 

and southern Virginia. Seventy-eight percent of the sample 

was protestant of which 45 percent expressed a preference for 

the Baptist denomination. Approximately 60 percent were 

white and 40 percent were Black. Twenty-four percent of 

these women had not finished high school; nearly 40 percent 

were high school graduates, and 24 percent had had at least 

one year of college. Forty-five percent of the women were 

married. (See Table 1 for demographics). 
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Subjects had to meet certain criteria to be included in 

the study. They all must have been pre-menopausal and have 

at least one functioning ovary. This stipulation was made to 

avoid the confounding problems which decreased estrogen 

levels might introduce. All patients who had had radiation 

therapy were excluded because of the many reports (previously 

cited) which described diminished or abolished sexual func-

tion following this method of treatment. All the subjects 

must have been involved in an on-going heterosexual relation-

ship of at least six months duration at the time of their 

initial diagnosis and treatment. At the time of the inter-

view, they must have been at least six months post-treatment 

if they had had dysplasia (or if they were being followed to 

rule-out dysplasia). If they had had hysterectomy, they must 

have been at least 15 months post-surgery. Time-since 

treatment limitations were imposed because of earlier studies 

which demonstrated that patients interviewed soon after 

hysterectomy gave predominately positive responses to 

questions regarding their recovery—responses which became 

more negative when these same subjects were queried one or 

two years later. 

All the subjects must have been aware of their diag-

nosis, at least to the extent that their disease was either 

benign or malignant, or, regardless or the diagnosis, have 

expressed a belief that their condition was either benign or 

malignant. 
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Demographic Characteristics of 100 Subjects 

X % 
Age 30. 5 Education Level 

(range 20 - 50 years) Grade School 01 

Junior High 07 

Race % 1 - 2 years High School 16 

White 59 High School Graduate 39 

Black 41 1 - 2 years College 24 

College Graduate 08 

Religion Post Graduate 05 

Catholic 3 

Protestant 78 Occupation 

(Baptist) (45) Homemakers (not employed) 19 

Other 02 Mill Workers 17 

No Affiliation 17 Service-type Jobs 05 

Teachers, Librarians 04 

Marital status Industry, Factory 06 

Single 30 Business, Secretarial, 

Married 45 Clerks, etc. 21 

Divorced 19 Paramedical 10 

Separated 5 Social Service 02 

Widowed 1 Food Service 10 

Professional 06 
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Those subjects who had medical problems which were 

considered to be a source of interference in their sexual 

relationships were excluded. In other words, all the 

subjects were basically healthy women except for their 

cervical disease. 

The one hundred subjects were assigned to five groups of 

20 each. Half of these subjects were obtained from Clinic I 

and half from Clinic II. (See table 2). 

Group 1 consisted of women who had mild cervical 

dysplasia or suspected dysplasia. They had a provisional 

diagnosis of cervical intraepithelial neoplasia Stage I (CIN 

I), cervicitis, or condyloma. They had a colposcopic exam 

but were not treated medically, only placed on a close 

follow-up schedule. The average time since their initial 

evaluation was 1.2 years at the time of the interview. 

Group 2 consisted of women who had CIN II, or moderate 

cervical dysplasia. They had a colposcopic exam and cryo-

therapy. The average time since treatment was 2.3 years. 

Group 3 women had severe dysplasia (CIN III) which was 

treated with cyrotherapy. The average time since treatment 

for this group was 2.5 years. 

Group 4 patients had the same diagnosis as Group 3 (CIN 

III), but they were treated with hysterectomy. The average 

time since treatment for this group was 6 years. 
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Group 5 patients had microinvasive cervical carcinoma 

which had been treated with hysterectomy. The elapsed time 

since treatment averaged 5.5 years. 

Table 2 

Five Subgroups of Subjects with Cervical Disease 

Group 1 2 3 4 5 

Microinvasive 

CIN I CIN II CIN III CIN III Cervical Cancer 

Clinic I 10 10 10 10 10 

Clinic II 10 10 10 10 10 

Treatment none cryo cryo hyster hysterotomy 

therapy therapy ectomy 

N = 100 

n = 20 (10 from each clinic) 

Instruments 

A Variant Version of the Derogatis Sexual Functioning 

Inventory (DSFI) (Derogatis 1975, 1978) was used (See 

Appendix A). This is a self-report inventory composed of 10 

distinct subtests, designed to measure adequacy of current 

sexual functioning. A clinical psychometric profile is 

formed from the 10 subtests which also yield a global or 

composite score termed the Sexual Functioning Index. 

The 10 areas of sexual behavior covered by the DSFI are: 

I. Information 
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II. Experience 

Ill. Drive 

IV. Attitudes 

V. Psychological Symptoms 

VI. Affects 

VII. Gender Role 

VIII. Fantasy 

IX. Body image 

X. Sexual Satisfaction 

Derogatis's rationale for including these items are as 

follows: 

I. Information 

Failure to understand or appreciate the fundamental 

facts about anatomy, physiology, psychology, or general 

hygiene regarding sexual functioning can be detrimental to 

one's sexual experience. This subtest measures the subject's 

general knowledge regarding sexual functioning. 

II. Experience 

The level of sexual experience an individual has had 

correlates positively with reported degrees of success and 

satisfaction in sexual relationships. 

III. Drive 

Derogatis has operationalized drive as the practice of 

specific sexual behaviors while acknowledging that not all 

libidinal erotic impulses are necessarily translated into 

explicit sexual activity. Nonetheless, many sexual disorders 
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will be reflected in the amount of energy and interest 

invested in sexual behaviors, and the concept of sexual or 

erotic drive is fundamental to any consideration of sexual 

functioning. 

This subtest is a summary measure of five components: 

sexual intercourse, masturbation, kissing and petting, sexual 

fantasy, and ideal frequency of intercourse. 

IV. Attitude 

This subtest is comprised of statements which represent 

varying degrees of liberalism and conservativism regarding 

sexual behavior. Conclusions from a large series of studies 

suggest that persons espousing a more liberal, accepting 

posture regarding sexual matters tend to have a richer and 

more satisfying personal sexual experience. 

V. psychological Symptoms 

Neurotic symptoms are disruptive to sexual functioning. 

This subtest is in itself a distinct psychometric instrument 

termed the Brief Symptom Inventory (BSI) (Derogatis, 1975). 

It is an inventory that measures psychopathology in terms of 

nine major symptom dimensions which are Somatization (SOM), 

Obsessive-Compulsive (0-C), Interpersonal Sensitivity (INT), 

Depression (DEP), Anxiety (ANX), Hostility (HOS), Phobic 

Anxiety (PHOB), Paranoid Ideation (PAR), and Psychoticism (PSY) 

VI. Affects 

The most consistently identified etiological factors in 

sexual dysfunctions are the negative emotions. The major 
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negative emotions of anxiety, depression, guilt, and hostility 

have been identified as the major casual agents in most instances 

This subtest requires the subject to indicate the 

feelings that she has had during the past two weeks. This 

particular subscale is also a psychometric instrument known 

as the Affects Balance scale (ABS) (Derogatis, 1975). It 

measures the positive affect dimensions of joy (Joy), con-

tentment (CON), vigor (VIG), and affection (AFF), and the 

primary negative affect dimensions of anxiety (ANX), depres-

sion (DEP), guilt (GLT), and hostility (HOS). 

VII. Gender Role Definition 

A more integrated role definition, i.e., androgynous 

rather than masculine or feminine, tends to be associated 

with a superior capacity to develop and sustain interpersonal 

relationships. Gender role polarization (hypermasculine or 

hyper feminine) is often associated with sexual dysfunction. 

VIII. Fantasy 

Clinically, it has been observed that within a certain 

range individuals with sexual dysfunction tend to be con-

stricted in the variety of sexual themes they entertain. 

This subtest lists 30 sexual ideas and fantasies. The 

subject is asked to indicate which they have experienced 

either in day or night dreams. 

IX. Body Image 

The sense of being a complete "man" or "woman" is based, 

to a large degree, on the ability to conduct successful 
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sexual relations. One of the most pervasive obstacles to 

achieving a effectiveness in sexual relationships is physical 

self-depreciation or negative body image. 

X. Sat isfaction 

This subtest is comprised of behaviors that are neces-

sary to sexual satisfaction, i.e., frequency, variety of 

technique, good communication between partners, and satisfac-

tory resolution. 

A final item termed the Global Sexual Satisfaction Index 

(GSSI) is the subject's concious overall evaluation of how 

satisfying her sexual relationship is. 

Validity and Reliability. The DSFI is a relatively new 

instrument. It was first published in 1975 with eight sub-

tests and revised in 1978 with the addition of two additional 

subtests. This instrument was developed from a sample of 230 

male and female sexual dysfunctionals and 150 male and female 

non-patient normals. 

There have been a continuing series of studies with the 

DSFI which attempt to demonstrate its predictive validity in 

clinical situations (Derogatis, Melisaratos, & Clark, 1975; 

Derogatis et al., 1976; Derogatis, 1976; Derogatis, Meyer, & 

Vasquez, 1978; Derogatis, Meyer, & Dupkin, 1976; Derogatis, 

Meyer & Gallant, 1977; Derogatis & Meyer, 1978). Regarding 

construct validity, Derogatis (1979) maintains that 

validation for such a multidimensional scale requires many 

years and studies before it can be established. 
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Internal consistency reliability information for the 

DSFI shows that the majority of subtests have high item 

homogeneity. Subtests showing the highest internal con-

sistency reliability range from .79 to .97. Two subtests 

(information .56 and body image .58) showed low internal 

consistency. 

Test-retest reliability coefficients for experience, 

attitude, symptoms, and fantasy are all over .90, while 

those for gender role and affect are above .80. The 

retest coefficient for drive is .77. The information 

subtest had the lowest reliability co-efficient at .61. 

Derogatis acknowledges the possibility that certain items 

in this particular subtest are too difficult, and subjects 

may well be only guessing at the meaning of some of the 

terms used. Conte (1983) also mentions item difficulty as 

a problem with this subtest. 

The discriminative capacity of the DSFI reveals that 

it is capable of making discriminant assignments among 

males and a 75 percent correct assignment among females. 

Since chance alone would result in 50 percent correct 

assignment, there is an approximate 25 percent increase in 

predictive efficiency. 

Female dysfunctionals have a mean score of 446 

(Sexual Function index), which places them approximately 

1.5 standard deviations below the normative mean for their 

gender. Females do not reveal as many significant 
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distinctions between the normal and dysfunctional groups as 

do males with this instrument. In fact, significant dif-

ferences were observed on information, symptoms, affects, 

body image, and satisfaction, but were not in evidence on 

any other subtests. For this reason, only these 5 sub-

scales were analyzed. 

In addition to the DSFI, a 60-item, 7-part question-

naire was also employed. (See Appendix B). This 

questionnaire was developed by the principal investigator 

from information obtained from a preliminary pilot study 

of five women; one woman who had had a hysterectomy for a 

benign condition, one with the same treatment for cervical 

cancer, and three women with mild cervical dysplasia. 

Four of the women were white, one was black. 

Procedure. 

Initial approval for this study was obtained from the 

respective heads of the gynecology and gyn-ocology depart-

ments of both institutions. Following this, the 

Committees for Clinical Investigations Involving Human 

Subjects reviewed the research protocols and all the 

questionnaires before final approval was granted. 

Selection of subjects was begun by reviewing the 

clinic records of patients scheduled to attend the gyne-

cology or dysplasia clinics for the day. patients who met 

the criteria were later asked to volunteer to be a 

participant in a research project which dealt with the 
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emotional, psychological, and especially the sexual, 

aspects of having been diagnosed and treated for cervical 

disease. It was explained to each subject that all that 

would be required of her would be to be interviewed and to 

complete a questionnaire. Those who volunteered were 

offered courtesy parking tickets which paid the expenses 

of their parking for that day. Each subject was provided 

with a written informed consent (see Appendix C), and 

assured of the confidentiality of her responses. All the 

interviews took place in a private office within the 

confines of each clinic. 

Demographic data were obtained from each subject. In 

addition, her understanding of the diagnostic and treat-

ment procedures was elicited. She was asked whether or 

not she had been informed of the risk factors for cervical 

dysplasia and/or cervical cancer. Her own beliefs regard-

ing possible causes for her condition were explored. 

Finally she was asked about what ways, if any, the 

treatment experience may have affected her sexual 

behavior, and if she was still with the same partner with 

whom she had been sexually active at the time of her 

diagnosis. 

After this initial interview, the subject was asked 

to answer all the questions on a variant version of the 

Derogatis Sexual Function Inventory (DSFI). She was told 

that many of the questions on this instrument were sexually 
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explicit; however, she was assured her answers would 

never be seen by anyone other than the investigator or 

become a part of her medical record. 

After giving the DSFI questionnaire to the subjects 

to answer, it became apparent, after observing the ex-

perience of the first few women, that many of the items 

were too difficult to comprehend even for those with a 

high school education. Since it was taking many of the 

subjects an inordinately long time to finish the question-

naire, and because they expressed discouragement with the 

task, it became more expedient to read the entire 

questionnaire to most of the subjects. This proved much 

faster and assured that all the items would be answered. 

Those subjects who were judged to have adequate verbal 

skills were given the inventory to answer by themselves. 

The total time for the interview and completion of the 

DSFI took approximately 90 minutes. 

After complete data had been gathered from 100 sub-

jects, the questionnaires were hand scored and the data 

analyzed using a statistical analysis system (SAS) program 

at the University of North Carolina Computation Center. 

Although data from the entire DSFI was obtained and 

scored, only the five subtests which discriminate sexually 

functional from sexually dysfunctional females were 

analyzed. 
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CHAPTER III 

RESULTS 

All the analyses were controlled for age, because there 

were more than 10 years difference in the mean age across the 

groups. The mean age for Group 1 subjects was 25.6 years and 

for Group 5 subjects it was 36.3 years. At the outset of the 

analysis a test of the homogeneity of regression assumption 

was done by testing to see whether the regression line, i.e. 

relationship of covariate with the dependent variable within 

each group, was equal. This is a neccessary assumption for 

the validity of the tests of significance when controlling 

for age. (See Table 17 in Appendix D for summary table of 

assumption of homogenity of within groups regression slopes 

for clinic by treatment groups.) The test of homogeneity of 

regression revealed no significant multivariate or univariate 

differences, therefore controlling for age in each analysis 

was appropriate. 

The data were analyzed in three phases. The first or 

preliminary phase employed a two-way factorial multi-variate 

analysis of co-variance (MANCOVA) design to examine clinic 

differences, differences among the treatment groups, and to 

see if there was a clinic by treatment interaction among the 

five DSFI subtests simultaneously at a significance level of 

.05. Means and standard deviations for the scores of the 
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five subtests for each group within the two clinics are shown 

in Table 18 (Appendix E). Also intercorrelations between 

pairs of the five DSFI subtests for each clinic by treatment 

group are shown in Table 19 (Appendix F). 

Since this research was primarily interested in treat-

ment differences rather than clinic differences, it was 

necessary to know before beginning the primary analysis 

whether subjects from the two clinics could be pooled for 

pre-planned comparisons. Results of the preliminary MANCOVA 

(See Table 3) do not reveal any Clinic X treatment interac-

tion . 

The first hypothesis was that there would be no dif-

ferences in the scores on the Information subtest of all five 

of the treatment groups. Such results were anticipated 

because it was believed that all the subjects had come from a 

general population with a normally distributed level of 

intelligence, secondly it was hypothesized that there would 

be no significant differences among any of the subtest scores 

among the first three groups of subjects, i.e., those with 

(actual or possible) cervical intraepithelial neoplasia (CIN) 

Stage I who had not received treatment, and those with CIN 

stages II and III who had been treated with cryotherapy. For 

those subjects in the fourth group who had CIN III, but who 

had been treated with hysterectomy, it was hypothesized that 

they would have lower DSFI subtest scores than those of the 

first three groups. This expectation was based upon 
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previous research studies in which patients had reported 

problems with sexual function following hysterectomy. The 

subjects in the fifth group were the only ones with cervical 

cancer. In addition to similar problems relating to hys-

terectomy for which subjects in the fourth group may have 

had, there was a possibility that these women could also have 

experienced negative body image changes secondary to their 

receiving a diagnosis of malignancy—a phenonomenon described 

by other researchers and cited earlier. The dissolution of 

the marriage as a result of the partner fearing contagion, or 

the patient feeling contaminated, has also been reported. 

Because of these factors, it was hypothesized that Group 5 

would have the lowest DSFI subtest scores. 

These hypotheses were examined in the second or primary 

phase of the analysis. A set of pre-planned non-orthogonal 

contrasts were employed to examine whether there were signi-

ficant differences among the various combinations of the 

treatment groups on the five DSFI subtests. Since a clinic 

by treatment interaction had been ruled out in the pre-

liminary analysis, subjects were pooled across clinics for 

this phase. Examination of Tables 4 through 8 does not 

reveal any significant differences among groups on the 

subtest scores. Since there were, in fact, no differences on 

the Information subtest scores among the treatment groups, 

and no differences among all five subtest scores among the 

first three groups, the first and second hypothesis 
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Table 4 

Summary of the Separate Univariate pre-planned Contrasts to 
Examine Treatment Differences for Each Clinic for the Body 

Image Subtest after Controlling for Age. 

SOURCE S df MS F 

Clinic 2 

1 vs 2 68.023 1 68.023 .845 

1 vs 3 1.518 1 1.518 .019 

2 vs 3 49.720 1 49.720 .618 

1, 2, 3 vs 4 299.381 1 299.381 3.719 

1, 2, 3, 4 vs 5 23.414 1 23.414 .291 

Error 7165.188 89 80.508 

Table 5 

Summary of the Separate Univariate Preplanned Contrasts to 
Examine Treatment Differences After Collapsing Across 

Clinic for the Information Subtest of DSFI 
After Controlling for Age. 

SOURCE SS df MS F 

1 vs 2 1.504 1 1.504 .099 

1 vs 3 22.513 1 22.513 1.494 

2 vs 3 36.151 1 36.151 2.399 

1, 2, 3 vs 4 4.266 1 4.226 .283 

1, 2, 3, 4 vs 5 7.003 1 7.003 .465 

Error 1341.209 89 15.070 
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Table 6 

Summary of the Separate Univariate preplanned Contrasts to 
Examine Treatment Differences After Collapsing Across Clinic 

for the Affects Subtest of the DSFI after Controlling for Age, 

SOURCE SS df MS F 

1 vs 2 .143 1 .143 . 135 

1 vs 3 .014 1 .014 .014 

2 vs 3 .067 1 .067 .064 

1, 2, 3 vs 4 1.059 1 1.059 1.002 

1, 2, 3, 4 vs 5 .245 1 . 245 . 232 

Error 94.081 89 1.057 

Table 7 

Summary of the Separate Univariate preplanned Contrasts to 
Examine Treatment Differences After Collapsing Across Clinic 

for the Symptoms Subtests of the DSFI After 
Controlling for Age. 

SOURCE SS df MS 

1 vs 2 

1 vs 3 

2 vs 3 

1, 2, 3 vs 4 

1, 2, 3, 4 vs 5 

Error 

3.992 

4.178 

.003 

.0001 

1.076 

125.52 89 

3.992 

4.178 

.003 

.0001 

1.076 

1.41 

2.831 

2.963 

.002 

.00007 

.763 
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Table 8 

Summary of the Separate Univariate preplanned Contrasts to 
Examine Treatment Differences After Collapsing Across Clinic 

for the Sexual Satisfaction Subtest of the DSFI After 
Controlling for Age. 

SOURCE SS df MS F 

1 VS 2 3.021 1 3.021 .660 

1 vs 3 4.308 1 4. 308 .941 

2 vs 3 . 118 1 .118 .026 

1, 2, 3 vs 4 5.842 1 5.842 1.276 

1, 2, 3, 4 vs 5 .218 1 . 218 .048 

Error 407.500 89 4. 579 

(which were stated in the null), were accepted. Moreover, 

there were no significant differences of subtest scores among 

any of the various comparisons of the five groups, thus the 

third and fourth hypotheses were not supported. 

As a second part of the primary phase, the DSFI 

composite score or Sexual Function Index (SFI) was also 

examined. This score is a combination of all 10 of the 

subtests—the five previously analyzed plus the Experience, 

Drive, Sexual Attitudes, Gender Role, and Fantasy subtests. 

Hypotheses parallelled those made for the subtest scores, 

i.e., it was expected that there would be no differences in 

the SFI score among the first three groups, but that Group 4 

would have a score lower than that of the first three groups, 
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and the score of Group 5 would be lower than that of Group 4. 

Because the five additional subtests were included in this 

score, clinic differences and the possibility of a clinic by 

treatment interaction were again explored, but no significant 

differences were found. (See Table 9.) 

Table 9 

Summary of the Univariate Analysis of variance to Examine 
Clinic Differences, Treatment Differences, and Clinic X 
Treatment interaction Differences on the SFI Composite 

Score After Controlling for Age. 

SOURCE SS df MS F 

Age 3217.313 1 3217.313 1.21 

Clinic (C) 43.135 1 43.135 .02 

Treatment (T) 19186.691 4 4796.673 1.80 

Clinic X 
Treatment 5906.334 4 1476.584 6.56 

Error 236550.166 89 2657.867 

Preplanned contrasts looking at five groups with pooled 

subjects (Table 10) also did not reveal any significant 

treatment differences. However, it is interesting to note 

that although the DSFI composite scores of the groups were 

not significantly different from one another, they were all 

more than one standard deviation below the standardization 

group mean of 503 for this instrument. (See table 11). 

Moreover, the score of Group 5 was more than 1.5 standard 
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deviations below the mean, and in Groups 2 and 4, the scores 

were two standard deviations below the mean. 

Table 10 

Summary of the Separate Univariate preplanned Contrasts 
Which Examine Treatment Differences Across Clinics 

for the SFI Score. 

SOURCE SS df MS F 

1 VS 2 10650.961 1 10650.960 4.007 

1 vs 3 60.880 1 60.880 .002 

2 vs 3 12459.15 1 12459.15 4. 688 

1, 2, 3 vs 4 3420.306 1 3420.306 1.287 

1, 2, 3, 4 vs 5 1656.764 1 1656.764 . 432 

Er ror 236550.20 89 2657.87 

Table 11 

Mean values for DSFI Composite Score 

Group 

DSFI Score 

1 

456 

2 

422 

3 

457 

4 

425 

5 

437 

In the third phase of the analysis, a weighted least 

squares categorical model approach (Grizzle, Starmer & Koch, 

1969) was employed to examine the issue of partner separa-

tion, i.e., instances wherein either the sexual partners of 

these women, or the women themselves, left the relationship 
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after their diagnosis and/or treatment. It had been antici-

pated that those subjects who were aware of the risk factors 

associated with cervical dysplasia and cervical carcinoma, 

and especially those who were aware that multiple sexual 

partners were a risk factor, would report more instances of 

partner separation than those who did not have this informa-

tion. Although articles about cervical cancer, Pap smears, 

and the relevant risk factors appear in the lay literature, 

50 percent of the subjects in Clinic I and 54 percent of the 

subjects in Clinic II said that they had never read anything 

about them. When queried about their beliefs regarding why 

women get dysplasia or cervical cancer, 43 percent expressed 

a moderate to extreme belief that it was inherited, and 

thirty-six percent mentioned birth control measures, 

especially birth control pills and IUDs, as a probable factor 

associated with cervical disease. However, 37 percent did 

express varying degrees of belief that cervical disease was 

associated with sexual activity with multiple partners. 

The departmental policies of the two clinics regarding 

informing patients of the risk factors and explaining the 

diagnosis were fundamentally different. At Clinic I the 

policy was to inform all patients of the risk factors, but to 

avoid using the word "cancer" in any way, i.e. "pre-cancer", 

"might become cancer", etc. This was done because, in this 

clinic's experience, patients tended to focus on this word to 

the exclusion of the rest of the diagnostic explanation. Many 
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of them then believed they had a malignancy when they only 

had cervical dysplasia. At Clinic II, the staff was not 

hesitant to verbalize the word "cancer", but the patients 

were not informed of the risk factors, the idea being that 

this information would only upset these women and cause them 

to question their partner's fidelity. It was hypothesized, 

therefore, that there would be a significantly greater 

incidence of partner separation reported among patients from 

Clinic I than among those from Clinic II. 

A two-way factorial analysis of variance (ANOVA) struc-

ture was used with a categorical dependent variable (partner 

separation) to examine differences in proportions of women 

separated or not separated from their (pre-treatment) 

partner. (See table 12.) 

Table 13 summarizes the results of the weighted least 

squares analysis which shows that there were no significant 

differences in the occurrence of partner separation among 

treatment groups, or between the clinics, nor were there any 

clinic by treatment interaction effects. 

Although the hypothesis concerning partner separation 

was not supported, fears of rejection and abandonment 

secondary to treatment were quite evident in the comments 

made by many of these subjects. In fact, two women who had 

hysterectomy prior to remarriage never informed their 

husbands of the surgery. The experience of another woman who 

had a hysterectomy may have verbalized their fears: 
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Table 12 

proportion of Subjects Separated and Not Separated From 
Their partner Following Diagnosis and/or Treatment. 

TREATMENT NOT PROPORTION 

CLINIC CATEGORY SEPARATED SEPARATED NOT SEPARATED 

1 1 3 7 0.700 

1 2 6 4 0.400 

1 3 3 7 0.700 

1 4 4 6 0. 600 

1 5 2 8 0.800 

2 1 1 9 0.900 

2 2 3 7 0.700 

2 3 0 10 1.000 

2 4 3 7 0.700 

2 5 3 7 0.700 

He became distant and withdrew after my hysterectomy. 

He divorced me and got another woman. 

A young woman with cervical dysplasia (CIN II) stated: 

I never told my boyfriend. I didn't want it to interfere 

with our relationship... I was afraid he would 

quit me and tell other people. 
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Table 13 

Summary of the Results of the Weighted Least Squares Analysis 
to Examine Clinic Effects, Treatment Effects, and Clinic 
by Treatment Interaction Effects for Partner Separation. 

SOURCE df Chi-Square Probability 

Clinic 1 3.07 0.0796 

Treatment Category 4 5.16 0.2711 

Clinic Treatment 4 2.88 0.5774 

Contrasts 

Group 1 with 2 1 2.73 0.0984 

Group 1 with 3 1 0.15 0.6955 

Group 2 with 3 1 3.33 0.0678 

Groups 1, 2, 3 with 4 1 0.97 0.3237 

Groups 1, 2, 3, 4 with 5 1 0.01 0.9422 

Several other questions were examined which had to do 

with the experiences which individual subjects reported sur-

rounding their diagnosis and treatment. 

Tables 14 and 15 enumerate the feelings which subjects 

reported before and after diagnosis and/or treatment. 

Most (79 percent) of the subjects expressed feeling 

relieved that cancer had not been discovered, or if it had 

been, that they were presently disease-free. Sixty-nine 

percent of the subjects looked forward to resuming sexual 

activity, but fear of pain was fairly consistent across 

groups and was reported by 56 percent of the sample. Eighty 
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Table 14 

Anticipatory Feelings Reported by Subjects Regarding 
Resumption of Sexual Activity Following Treatment* 

Groups 1 2 3 4 5 % 

1. Looked forward to it 12 14 14 14 15 69 

2. Curious to see if sex 

would feel different 3 10 11 16 16 56 

3. Fear of pain 9 13 12 10 12 56 

4. Fear that sex would 

aggravate the disease 5 13 6 3 4 31 

5. Fear that sex would cause 

disease to recur 4 12 8 1 3 28 

6. Fear that partner would 

not enjoy me as much 1 4 3 9 8 25 

7. Felt that sex was 

innappropriate 0 9 2 3 1 15 

*Indicates numbers of subjects who agreed "moderately", 
"quite a bit", or "extremely" with above statements on a 5-
point likert scale: (0 = not at all, 1 = a little bit, 2 = 
moderately, 3 = quite a bit, 4 = extremely). 

percent of the women in Groups 4 and 5 indicated they were 

curious about whether sexual intercourse would feel dif-

ferent to them after their hysterectomy. Also the women in 

these two groups more often expressed the fear that their 

partners would not enjoy them as much. The comments made by 

these women reveal their anxieties: 
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Table 15 

Feelings of subjects Following Diagnosis and Treatment 
for Cervical Disease.* 

Groups 1 2 3 4 5 % 

1. Depressed 11 8 14 8 12 53 

2. Less feminine 6 4 4 4 1 19 

3. Diseased or dirty 7 8 5 3 3 26 

4. Guilty 1 1 4 1 2 9 

5. Embarrassed 4 3 3 3 2 15 

6. Relieved 13 16 16 17 17 79 

7. Less sexy 5 7 3 3 3 21 

8. Less of a woman 3 2 1 4 2 12 

9. Changed woman 7 3 4 6 6 26 

*lndicates numbers of subjects who indicated that they 
experienced feelings listed above "moderately", "quite a 
bit", or "extremely" (on a 5-point scale). 

I was uneasy about my womanhood. What if he 

thought I was only half a woman? I wanted him to 

assure me that I felt the same to him. 

I was afraid I'd feel like an empty hole. 

My husband cried when I told him I would have 

to have a hysterectomy. He was afraid I would be 

ruined. I told him that they would only take out the 

*baby carriage'. 
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I behaved the same sexually, but I felt 

different. He wanted to have sex, but I felt like 

less of a woman... different inside. 

Twenty-four percent of the women expressed strong feelings 

about being changed after a hysterectomy. 

I loved my husband more, because I felt that 

no one else would have me--a hollow woman. 

When I saw other women in the store buying 

Kotex I felt bad. I thought about buying a box 

just to look normal. 

Even women in the first Group, those who were not 

treated but were being followed with repeated Pap smears, 

reported feeling different about themselves. 

I feel contaminated. 

I've never felt the same. I'm confused about 

what is going on inside of me. 

Any time anyone says "cancer" you never feel 

the same. 

I feel guilty. 

Subjects from Group 2 most often expressed their fear 

that sex would aggravate their condition, or make it recur, 
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Suprisingly, 45 percent of them felt that sex had become 

inappropriate. 

After I came to the cervix clinic I was 

turned off sexually. Our relationship went 

downhill after that. 

I felt that I got it from my partner, and I 

quit him. 

I stopped enjoying sex after the diagnosis. 

I feel that I got this from having sex, and 

I'm not as interested in it anymore. 

Comments such as these may at least partly explain why 

42 percent of the subjects reported that the frequency of 

sexual intercourse decreased following their diagnosis and 

treatment, i.e., following the usual recovery period. 

(See table 16.) For the most part subjects attributed 

this decrease to feelings of fatigue and to a decreased 

interest in sex. In spite of this, 61 percent felt that 

the overall quality of their sexual relationship remained 

unchanged. Seventeen percent felt that it had improved, 

especially for those who felt relief that the fear of 

pregnancy was gone. However, 22 percent felt that their 

sexual relationship had deteriorated. Patients who had 

had a hysterectomy frequently attributed this to 
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discomfort during intercourse which resulted from 

decreased vaginal lubrication. One woman felt that sex 

was less exciting, because the risk of pregnancy was gone! 

The behavioral change most often mentioned was that the 

women acted less sexually assertive, and approached their 

partners for sex less often. Very few of the subjects 

reported that their partners appeared to feel or act dif-

ferently toward them, although this was a fear that many 

of them harbored initially. 

Table 16 

Frequency of Sex Following Treatment 

Groups 1 2 3 4 5 % 

Unchanged 6 10 12 12 9 49 

Increased 1 2 0 3 3 9 

Decreased 13 8 8 5 8 42 
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CHAPTER IV 

DISCUSSION 

Based upon previous research regarding sexual function 

in women following hysterectomy/ the present study examined 

five groups of women. Three of these groups had (benign) 

cervical dysplasia, two of which were treated with cryo-

therapy, and one with hysterectomy. One group had micro-

invasive cervical carcinoma which was also treated with 

(simple) hysterectomy, and one group received no treatment 

other than to be followed in the clinic after referral for 

suspicious Pap smears. The focus of study was on the sexual 

functioning of these women following their diagnosis and 

treatment. At present, the concept of sexual dysfunction has 

not been operationally defined. Although Capone et. al., 

(1980) defined it as a cessation or reduction of pre-disease 

frequency of intercourse, in fact it is a much more complex 

set of behaviors. As Greenberg (1984) states, "Sexual 

behavior is always simultaneously somatic, psychological, and 

interpersonal." In addition, what one person may consider 

dysfunctional, another may experience as sexually satisfying. 

For the purpose of this investigation, a score obtained on 

the Derogatis Sexual Function Inventory (DSFI) (Derogatis, 

1979), was used to evaluate post-treatment differences in 

sexual function among these five groups. 
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It was anticipated that the groups containing subjects 

who had the most serious pathology (microinvasive carcinoma), 

and the more radical treatment (hysterectomy), would have 

lower DSFI subtest and composite scores and report signifi-

cantly more instances of post-treatment separation from their 

partners than women who had cervical dysplasia and the more 

conservative treatment. Results of the data analysis did not 

support these assumptions; there were no significant dif-

ferences in partner separation or in DSFI scores among these 

groups. However, an unexpected finding was that all the 

groups had DSFI scores which were low—at least one standard 

deviation below the standardization group mean of 503 for 

this instrument. In three of the groups the DSFI score was 

below 446 or 1.5 standard deviations below the mean which, 

according to Derogatis (1979), would place them below the 

mean value of his sample of 150 sexually dysfunctional 

females. Such a finding certainly begs for further investi-

gation, since it seems unlikely that 60 percent of this 

sample of women would be sexually dysfunctional. 

The most probable explanation for the low scores across 

groups is that the population from which these subjects came 

is markedly different from the one upon which normative data 

were obtained. The most striking differences being the 

level of education and socio-economic class. In examining 

the demographic data, it can be seen that 24 percent of the 

subjects did not finish high school. In the Derogatis 
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sample of 154 non-patient normal females, 65 percent were 

from the upper-middle and upper classes. All of them were 

at least high school graduates, and most of them were 

college students (both graduate and under-graduate) who 

lived in or around Baltimore and Washington D.C.--an area 

vastly different from the cities and towns of a conservative 

southern state such as North Carolina from which most of the 

subjects for this study came. These distinctions are rele-

vant, because, according to Derogatis, DSFI subtests such 

as Information, for example, correlate with education, and 

the Attitudes subtest correlates with liberalism. In 

addition, as Roeske (1982), Wolf (1970) and Hott et al. 

(1979) point out, inadequate education and lower socio-

economic class are positively correlated with negative 

changes in sexual function following treatment for cervical 

disease. Another reason for the low scores across groups 

might be the slight differences in the questionnaire itself. 

The one used in this study was a variant version of the 

DSFI. However, the differences from the original question-

naire are mainly in vocabulary and in simplification of some 

of the phrasing. No items were omitted. Even with these 

changes, there were items which were too difficult for many 

of the subjects to understand. In these instances the 

questions were read to the individual. This may have 

created a situation in which the subject felt reluctant to 

verbalize her sexual behaviors and attitudes; if so, this 
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could have contributed to the lowering of the subtest 

scores. For these reasons, it would not be appropriate to 

generalize the results of the data obtained from the DSFI 

scores to a general population. 

In examining the information obtained during the inter-

views, it can be seen that comments made by many of the 

women regarding their feelings following treatment, and 

especially following hysterectomy, are similar to those 

reported by other researchers over the years, e.g. 

statements about being a "changed woman", or "less of a 

woman" were not uncommon. Even those patients who had 

cryotherapy or no treatment at all spoke of feeling 

"contaminated", "sexually turned-off", or "confused about 

what was going on inside" of them. 

A surprising number (42 percent) of the subjects re-

ported that the frequency of sexual intercourse decreased 

after their recovery from treatment. These women tended to 

be vague about the reasons for this decrease in sexual 

activity. Feeling "tired" or "not as interested" were the 

reasons most often given; and although not explicated, this 

behavior could be construed as a deterioration of sexual 

desire. In a study by Sakai, et al. (1983), 39 percent of 

subjects who had undergone hysterectomy had this complaint. 

In any event, there was a sense that many of these women had 

developed a wariness and had distanced themselves emotionally 

and physically from sexual activity. 
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Fully 85 percent reported that they did not understand 

why they might have developed cervical disease or what the 

risk factors were. As one woman who had CIN stage III 

commented: 

The risk factors were never explained. That 

is the biggest deficit in the clinic. I was mad 

at my husband, because he smoked. I know that is 

carcinogenic... I felt cautious about sex after 

that. 

During the interviews, the majority of these women said 

they were pleased, and even relieved, to have some-

one—especially a woman, to talk to about their sexual 

concerns, particularly as they related to their diagnosis and 

treatment. They frequently remarked that they would have 

liked to have talked to someone at the time of their initial 

clinic visit, but were reluctant or embarrassed to ask the 

clinic physicians or staff. Krant (1981) has pointed out 

that the time immediately following the diagnosis can be very 

anxiety producing and a patient can have difficulty sharing 

her feelings with the medical staff and even with her 

partner. This points to the need, which remains unmet, for 

supplying women with better information regarding their con-

dition. It also recalls to mind a suggestion of Cosentino et 

al, (1981) for the initiation of some sort of "psycho-

prophylactic-gynecological" service to provide information 
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and emotional support to women to help them overcome their 

anxiety and allay their confusion about their diagnosis and 

treatment. 

It would seem that the fears and apprehensions which 

women with cervical disease have regarding their treatment 

are not yet being appreciated or adequately addressed. In 

spite of information that has been collected regarding body 

images, depression, and sexual function following treatment 

for cervical disease, many women continue to have the same 

fears and the same disabling emotional responses surrounding 

diagnosis and treatment as have been reported over the past 

40 years. 
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Appendix A 

Derogatis Sexual Funciton Inventory 
"DSFI" 

Instruct ions 

Below you will be asked about certain attitudes and opinions, 
and to give information about some of your sexual 
experiences. These questions are about your thoughts and 
feelings. Your answers and responses will be kept in the 
utmost confidence, and will not be made available to anyone 
else and never become part of your medical record. There are 
10 sections, and in each section you are asked something 
slightly different. In some you are asked to answer ques-
tions, while in others you are asked to describe yourself. 
You will also be asked about some of your sexual thoughts, 
fantasies, and experiences. 

Each section has a brief instruction which will tell you what 
you are to do in that section. Please work quickly, and do 
not skip any item. If you have any questions, please ask the 
technician to help you. 

Section I 

Below are some statements concerning general information 
about sexual functioning, please read each statement care-
fully. Once you have read it, check ( ) T for TRUE for those 
statements you agree with. Check ( ) F for FALSE for those 
you do not. (T = True F = False) 

T 

1. Usually men achieve orgasm more quickly than 
women. 

2. Having intercourse during your period is not a 
healthy practice. 

3. The penis must be hard before a man can 
ejaculate ("come"). 

4. It is not necessary for a good sexual relation-
ship for the man and woman to reach a climax at 
the same time. 

5. Masturbation by either partner indicates a poor 
adjustment to the marriage. 

Copywright, 1975, 1978 by Leonard R. Derogatis, 
Ph.D. Modified with the permission of the author. 
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6. A woman who has had a hysterectomy (removal of 
her womb) can no longer experience orgasm 
(climax). 

7. Men reach the peak of their sexual drive in 
their late teens while women reach their peak 
during their 30's. 

8. A woman can become pregnant during her 
menstrual period. 

9. Most men and women lose interest in sex after 
age 60. 

10. A male's orgasm is more satisfying to him than 
a female's orgasm is to her. 

11. A rubber protects against pregnancy and against 
venereal disease. 

12. Lubrication of the female's sex organs 
indicates that she is sexually excited, just as 
the male's erection shows that he is sexually 
excited. 

13. Oral (mouth to genital) sex is unhealthy, 
because it increases the possibility of getting 
venereal disease. 

14. Women who have fantasies during intercourse are 
not satisfied with their sex lives. 

15. How often a person has intercourse is an 
accurate measure of success of a relationship. 

16. A woman may be brought to climax by stimulation 
of her genitals (private parts) by hand. 

17. Menopause (change of life) in a woman creates a 
sharp decline in her sexual drive. 

18. Women desire sex about as often as men desire 
sex. 

19. An effective way to prevent pregnancy is to 
douche after intercourse. 

20. After intercourse there is a period when a man 
cannot respond to sexual stimulation. 
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21. Females can have multiple orgasms. 

22. Most women are able to enjoy sex even without 
having an orgasm (or climax). 

23. The bigger the penis the more satisfying it is 
to the female during intercourse. 

24. A woman can no longer become pregnant once 
menopause has begun. 

25. Erection in the male is brought about by 
congestion of blood in the penis. 

26. The clitoris is not a very sensitive area of 
the female's genitals. 

Section II 

Below are a list of sexual experiences that people have. 
Which of these sexual behaviors have you experienced? Please 
indicate those experiences you have had by placing a check ( 
[ ] ) under the YES column for that experience. If you have 
not had the experience, place your check under the NO column. 
In addition, if you have had the experience during the past 
two months please place an additional check under the column 
marked PAST 60 DAYS. Make your marks carefully and do not 
skip any items. 

YES NO PAST 60 DAYS 

1. Male lying on top of female 
when both are clothed. 

2. Stroking and petting your sexual 
partner's sex organs. 

3. An erotic (sexually arousing) 
embrace with both people 
clothed. 

4. Intercourse-vaginal entry from 
rear. 

5. Having your sex organs caressed 
by your sexual partner. 

6. Mutual stimulation of sex organs 
by mouth. 
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7. Stimulation of your partner's 
sex organs by mouth. 

8. Intercourse -- side by side. 

9. Kissing of sensitive areas of the 
body other than the sex organs. 

10. Intercourse — sitting position. 

11. Masturbating alone. 

12. Male kissing female's bare 
breasts. 

13. Having your anal (rectal) area 
caressed. 

14. Breast petting with both people 
dressed. 

15. Caressing your partner's rectal 
area. 

16. Intercourse-female on top. 

17. Mutual petting of sex organs to 
orgasm (climax). 

18. Having your sex organs stimulated 
by your partner's mouth. 

19. Undressing each other. 

20. Deep tongue kissing. 

21. Intercourse — male on top. 

22. Anal (rectal) intercourse. 

23. Kissing on the lips. 

24. Breast petting with both 
people naked. 
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Section III 

Please indicate how often you typically engage in certain 
sexual activities by checking ( [ ] ) the category that is 
closest to your personal frequency. Categories range from 
"NOT AT ALL" to "4 OR MORE TIMES A DAY". Please do not skip 
any items. 

LESS 1-2 
NOT THAN 
AT ONCE A A 
ALL MONTH WEEK 

2-3 4-6 2-3 
TIMES ONCE TIMES TIMES ONCE TIMES 

WEEK WEEK 
A 

WEEK 
A 

DAY 

Intercourse 
[ ] [ ] [ ] [ ] [ ] 

Masturbation 

[ ] [ 1 [ ] [ ] [ ] 

Kissing and petting 
[ ] [ ] [ ] [ ] [ ] 

Sexual fantasies 

[ ] t ] [ ] [ ] [ ] 

[ ] t ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

A 
DAY 

[ ] 

[ ] 

[ ] 

[ ] 

4 OR 
MORE 
TIMES 
A DAY 

[ ] 

[ ] 

[ ] 

[ ] 

5. What would be your ideal frequency of 
sexual intercourse? [ ] 

6. At what age did you first become 
interested in sexual activity? [ ] 

7. At what age did you first have 
sexual intercourse? [ ] 

Section IV 

Below are statements about sexual behavior. To what extent 
you agree or disagree with each one? Please indicate how 
much you agree or disagree with each statement by placing the 
correct number from the choices below in the space along side 
the statement. Please do not skip any statements. 

MMpmt 
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0 1 
STRONGLY DISAGREE NEITHER 

AGREE OR DISAGREE 

3 
AGREE STRONGLY 

Sex before marriage is good for later marital 
adjustment. 

2. 

3. 

4. 

5. 

6. 

7. 

8 . 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

Homosexuality is perverse and unhealthy. 

Sex is morally right only when it is intended to 
produce children. 

Oral sex can be as pleasurable as intercourse. 

It is unnatural for the female to be the one to 
start sexual relations. 

Masturbation is a perfectly normal, healthy sexual 
behavior. 

Sex with a man other than a woman's husband will 
surely lead to serious problems and great 
difficulty in the marriage. 

Women should never be seductive on purpose but 
should wait for the attention of the man. 

Viewing erotic (sexy) films is enjoyable and 
stimulating. 

Males and females should assume both active and 
passive roles during intercourse and foreplay. 

Most homosexuals are highly disturbed people and a 
danger to society. 

Any sexual behavior between two consenting adults 
should be viewed as normal. 

Morality should not be a consideration in sexual 
behavior. 

Dressing in various costumes to make sex more 
enjoyable should be viewed as creative sex. 

Books which describe sexual acts in detail are 
usually just trash. 
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16. 

17. 

18. 

19. 

2 0 . 

21. 

22. 

23. 

24. 

25, 

2 6 , 

27, 

28, 

29, 

30, 

DSFI 

Couples that have sex before marriage usually 
regret it later on. 

Wife-swapping is acceptable if all four partners 
agree. 

Males lose respect for females who allow them to 
have sex before marriage. 

Mutual masturbation in a married couple is a poor 
substitute for intercourse. 

Prostitutes are immoral and degrading and have no 
place in society. 

Human sex organs are somewhat disgusting to look 
at. 

Holding and touching my partner's body is exciting 
and thrilling. 

Group sex is a bizarre and disgusting idea. 

Extramarital sexual affairs can make people better 
marital partners. 

Couples should experiment with various positions of 
intercourse to further enjoy their sexual 
experiences. 

Masturbation fantasies are healthy forms of sexual 
release. 

Homosexuality is simply a question of sexual 
orientation (or preference) and not good or bad, 
sick or healthy. 

Oral-genital sex is not normal. 

A picture of a nude woman can be a beautiful and 
exciting thing to look at. 

Pornography ("X-rated" films, books, or magazines) 
is preverse and disgusting in general and 
particularly harmful in the hands of young people. 
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Section V 

Below is a list of problems and complaints that people some-
times have, please read each one carefully. After you have 
done so, please fill in one of the numbered spaces to the 
right that best describes HOW MUCH THAT PROBLEM HAS BOTHERED 
OR DISTRESSED YOU IN THE PAST TWO WEEKS INCLUDING TODAY. 
Mark only one numbered space for each problem and do not skip 
any items. 

HOW MUCH WERE YOU 
BOTHERED BY: 

NOT MODER- QUITE 
AT ALL SLIGHTLY ATELY A BIT EXTREMELY 

1 

2 , 

3, 

Nervousness or 
shakiness inside. 

Faintness of 
dizziness. 0 

The idea that someone 
else can control your 
mind. 0 

1 

1 

Feeling others are to 
blame for most of 
your troubles. 0 

Trouble remembering 
things. 0 

Feeling easily annoyed 
or irritated. 0 

0 

0 

0 

7. Pains in heart or 
chest. 

8. Feeling afraid in 
open spaces. 

9. Thoughts of ending 
your life. 

10. Feeling that most 
people cannot be 
trusted. 

11. Poor appetite. 

0 

0 

1 

1 

2 

2 

2 

2 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 
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12. Suddenly scared for 
no reason. 0 1 2 3 4 

13. Temper outbursts 
that you could not 
control. 0 1 2 3 4 

14. Feeling lonely even 
when you are with 
people. 0 1 2 3 4 

15. Feeling blocked in 

getting things done. 0 1 2 3 4 

16. Feeling lonely. 0 1 2 3 4 

17. Feeling blue. 0 1 2 3 4 

18. Feeling no interest 

in things. 0 1 2 3 4 

19. Feeling fearful. 0 1 2 3 4 

20. Your feelings being 
easily hurt. 0 1 2 3 4 

21. Feeling that people 
are unfriendly or 
dislike you. 0 1 2 3 4 

22. Feeling inferior to 
others. 0 1 2 3 4 

23. Nausea or upset 
stomach. 0 1 2 3 4 

24. Feeling that you are 
watched or talked 
about by others. 0 1 2 3 4 

25. Trouble falling 
asleep. 0 1 2 3 4 

26. Having to check and 
double check what 
you do. 0 1 2 3 4 

27. Difficulty making 
decisions. 0 1 2 3 4 
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28. Feeling afraid to 
travel on buses, 
subways or trains. 0 1 2 3 4 

29. Trouble getting 
your breath. 0 1 2 3 4 

30. Hot or cold spells. 0 1 2 3 4 

31. Having to avoid certain 
things, places or 
activities because 
they frighten you. 0 1 2 3 4 

32. Your mind going 
blank. 0 1 2 3 4 

33. Numbness or tingling 
in parts of your 
body. 0 1 2 3 4 

34. The idea that you 
should be punished 
for your sins. 0 1 2 3 4 

35. Feeling hopeless 
about the future. 0 1 2 3 4 

36. Trouble 
concentrating. 0 1 2 3 4 

37. Feeling weak in parts 
of your body. 0 1 2 3 4 

38. Feeling tense or 
keyed up. 0 1 2 3 4 

39. Thoughts of death 
or dying. 0 1 2 3 4 

40. Having urges to beat, 
injure or harm 
someone. 0 1 2 3 4 

41. Having urges to break 
or smash things. 0 1 2 3 4 
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42. Feeling very self 
c o n c i o u s w i t h 
o t h e r s . 0 1 2 3 4 

43. Feeling u n e a s y in 
c r o w d s . 0 1 2 3 4 

44. Never feeling c l o s e 
to a n o t h e r p e r s o n . 0 1 2 3 4 

45. S p e l l s of t e r r o r or 

p a n i c . 0 1 2 3 4 

46. G e t t i n g into f r e q u e n t 
a r g u m e n t s . 0 1 2 3 4 

47. Feeling n e r v o u s w h e n 
y o u are left a l o n e . 0 1 2 3 4 

48. O t h e r s not g i v i n g 
y o u p r o p e r c r e d i t for 

your a c h i e v e m e n t s . 0 1 2 3 4 

49. Feeling s o r e s t l e s s 
y o u c o u l d n ' t sit 
s till. 0 1 2 3 4 

50. Feeling of 
w o r t h l e s s n e s s . 0 1 2 3 4 

51. Feeling p e o p l e w i l l 

take a d v a n t a g e of y o u 

if y o u let t h e m . 0 1 2 3 4 

52. F e e l i n g s of g u i l t . 0 1 2 3 4 

53. T h e idea that 
s o m e t h i n g is w r o n g 

w i t h y o u r m i n d . 0 1 2 3 4 

S e c t i o n V I 

B e l o w is a list of w o r d s that d e s c r i b e t h e way p e o p l e s o m e -

t i m e s feel,, T e l l us w h e t h e r y o u h a v e b e e n h a v i n g a n y of 

t h e s e f e e l i n g s d u r i n g t h e past TWO W E E K S . P l e a s e indicate 

the d e g r e e to w h i c h y o u have t y p i c a l l y felt e a c h e m o t i o n by 

m a k i n g a c i r c l e a r o u n d the n u m b e r that best d e s c r i b e s y o u r 

e x p e r i e n c e . 
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NEVER RARELY SOMETIMES FREQUENTLY ALWAYS 

1. Nervous 0 1 2 3 4 

2 . Sad 0 1 2 3 4 

3. Regretful 0 1 2 3 4 

4. Irritable 0 1 2 3 4 

5. Happy 0 1 2 3 4 

6. Pleased 0 1 2 3 4 

7. Excited 0 1 2 3 4 

8. Passionate 0 1 2 3 4 

9. Timid 0 1 2 3 4 

•
 

o
 

I—1 Hopeless 0 1 2 3 4 

n . Blameworthy 0 1 2 3 4 

12. Resentful 0 1 2 3 4 

13. Glad 0 1 2 3 4 

14. Calm 0 1 2 3 4 

15. Energetic 0 1 2 3 4 

16. Loving 0 1 2 3 4 

17. Tense 0 1 2 3 4 

•
 

G
O
 

i—1 Worthless 0 1 2 3 4 

19. Ashamed 0 1 2 3 4 

20. Angry 0 1 2 3 4 

21. Cheerful 0 1 2 3 4 

22. Sat isfied 0 1 2 3 4 

23. Active 0 1 2 3 4 

24. Fr iendly 0 1 2 3 4 
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25. Anxious 0 1 2 3 4 

26. Miserable 0 1 2 3 4 

27. Guilty 0 1 2 3 4 

28. Enraged 0 1 2 3 4 

29. Delighted 0 1 2 3 4 

30. Relaxed 0 1 2 3 4 

31. Vigorous 0 1 2 3 4 

32. Affectionate 0 1 2 3 4 

33. Afraid 0 1 2 3 4 

34. Unhappy 0 1 2 3 4 

35. Remorseful 0 1 2 3 4 

36. Bitter 0 1 2 3 4 

37. Joyous 0 1 2 3 4 

38. Contented 0 1 2 3 4 

39. Lively 0 1 2 3 4 

40. Warm 0 1 2 3 4 

Section VII 

Below is a list of words that are often used to describe 
people. Please describe yourself in terms of these charac-
teristics. To do this, please indicate the degree to which 
the word describes you. Use the numbered scale given below, 
and place the appropriate number alongside each trait. 

0 
NOT AT ALL A LITTLE BIT 

1. Sympathetic [ ] 

2. Decisive [ ] 

3. Frivolous [ ] 

2 3 
MODERATELY QUITE A BIT 

16. Adventurous [ ] 

17. Feline [ ] 

18. Strong [ ] 

EXTREMELY 
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4 . Practical [ ] 1 9 . Flirtatious 

5 . Sentimental [ ] 20. Mechanical 

6 . Rational [ ] 21. Graceful 

7 . Secretive [ ] 22 . Dominant 

8 . Confident [ ] 2 3 . Seductive 

9 . Compassionate [ ] 2 4 . Authoritative 

1 0 . Vigorous [ ] 2 5 . Whimsical 

1 1 . Sensitive [ ] 26 . Athlet ic 

12 . Independent [ ] 2 7 . Fashionable 

1 3 . Domestic [ ] 28. Aggressive 

1 4 . Bold t ] 29 . Gentle 

1 5 . Dependent [ ] 30 . Assertive 

Section VIII 

Below is a list of sexual ideas, and fantasies that people 
sometimes have. Indicate which of these fantasies you have 
experienced either in daydreams or dreams while asleep. For 
each fantasy that you have experienced place a check ( [ ] ) 
in the space alongside that item. 

Having more than one sexual partner at the same 
time. 

2 

3, 

4, 

5, 

6 

7, 

8 , 

Having intercourse in unusual positions. 

Having sexual relations with animals. 

Whipping or beating your partner. 

Forcing a partner to submit to sexual acts. 

Dressing in clothes of the opposite sex. 

Using artificial devices for sexual stimulation 

Being a prostitue. 
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10. 

11. 

12. 

13. 

14. 

15. 

16. 

17, 

18. 

19, 

20, 

DSFI 

Being a forbidden lover or mistress in sexual 
adventures. 

Homosexual fantasies. 

Mate swapping fantasies. 

Being tied up or bound during sexual activities 

Degrading a sex partner. 

Being sexually degraded. 

Having anal intercourse. 

Dressing in erotic garmets. 

Having sexual intercourse. 

Fantasizing that you are of the opposite sex. 

Having oral-genital sex. 

Being forced to submit to sexual acts. 

Section IX 

Below are some statements about how you view your body. 
Please indicate to what degree each of the following state-
ments is true of you by circling the number that best 
describes your experience. 

NOT MODER-
AT ALL SLIGHTLY ATELY 

QUITE 
A BIT EXTREMELY 

2 , 

3 

4, 

5 

I am less attractive 
than I would like 
to be. 0 

I am too fat. 0 

I enjoy being seen 
in a bathing suit. 0 

I am too thin. 0 

I would be embarrassed 
to be seen nude by a 
lover. 0 

1 

1 

1 

1 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 

4 

4 
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6. I am too short. 0 1 2 3 4 

7. There are parts of 
my body I don't like 
at all. 0 1 2 3 4 

8. I am too tall. 0 1 2 3 4 

9. I have too much body 
hair. 0 1 2 3 4 

10. My face is 
attractive. 0 1 2 3 4 

11. I have a shapely 
body. 0 1 2 3 4 

12. I have attractive 
breasts. 0 1 2 3 4 

13. Men would find my 
body attractive. 0 1 2 3 4 

14. I have attractive 
legs. 0 1 2 3 4 

15. I am pleased with the 
way my vagina looks. 0 1 2 3 4 

1. Usually, I am satisfied with my sexual partner. 

2. I feel I do not have sex often enough. 

3. There is not enough variety in my sex life. 

4. Usually after sex I feel relaxed and fulfilled. 

5. Usually, sex does not last long enough. 

6. I am not very interested in sex. 

7. Usually, I have a satisfying orgasm with sex. 

8. Foreplay before intercourse is usually very 
arousing for me. 

9. Often, I worry about my sexual performance. 
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10. Usually, my partner and I can talk to each 
other about sex. 

Below is a rating scale upon which to record your personal 
evaluation of how satisfying your sexual relationship is. 
Make your evaluation by placing a check in the box that best 
describes your present sexual relationship. Check only one. 

8 Could not be better. 

7 Excellent. 

6 Good. 

5 Above average. 

4 Adequate. 

3 Somewhat inadequate. 

2 Poor. 

1 Highly inadequate. 

0 Could not be worse. 



97 

Appendix B 

Format for Structured Interview 

Demographics 

Official 
Diagnosis 

1. Age 

2. Race 

3. Marital Status S M W D 

4. Last year of school completed. 

Grade School Jr. Hi Hi College Grad Sch. 

1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 1 2 3 4 5 6 

5. Occupation 

6. Number of children. 

7. Do you smoke? 

8. Have you ever been treated for depression? 

9. How important is religion to you? (Scale 0-4) 

10. What is your Denominational preference? 

11. How many sexual partners have you had in your life 

time? 

12. What form of contraception do you use? 

II. Diagnosis and Treatment 

1. When did you first see a doctor? 

2. For what reasons did you see a doctor? 

3. If you hade symptoms, how long did you have them before 

seeing a doctor? 
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4. What did the doctor tell you after the results were 

known from your first examination (i.e., what diagnosis 

did he give you? 

5. What was your understanding of what the doctor told 

you? 

6. If the word "cancer" or "pre-cancer" or "malignant" or 

"pre-malignant" was used, what did that mean to you? 

7. What type of treatment was suggested to you? 

8. Was your husband or partner present when the doctor 

explained the diagnosis to you? 

If he was not there, did you tell him about it? 

If No, have you ever told him? 

What reasons do you have for not telling him? 

9. What questions of comments did he have? 

10. Did you have more questions you wanted answered then 

but did not ask? 

11. If so, what were they? 

12. What reasons might you have had for not asking? 

13. Did the doctor explain to you why you may have 

developed this problem with your cervix? 

14. If yes, what explanation was given? 

15. Did you tell any of your friends about your condition 

or treatment? 

16. For what reasons did you tell them? 

17. For what reasons did you NOT tell them? 
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18. Have you ever read articles about this in magazines? 

a. Yes b. No 

19. What do you remember from reading these articles? 

a. Association of cervical cancer with early sexual 

intercourse. 

b. Association with multiple partners. 

20. What did your doctor tell you about continuing sexual 

relations? 

a. He did not mention sex. 

b. To abstain for a period of time ( ). 

21. Was your doctor a man or a woman? 

III. Gynecological Symptoms 

1. Have you ever experienced hot flashes/flushes? 

a. Yes b. No 

2. If yes, when did you first notice them? 

3. Do you have regular periods? 

a. Yes b. No 

4. If you no longer menstruate, what are your feelings 

about not having periods? 

a. Like it--not having the bother. 

b. Miss them--they gave my life rhythm. 

c. Reminds me that I can no longer have children. 

d. Other. 

5. Do you have any urinary difficulties? 
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6. How frequently, i.e., on the average how many days out 

of the month are you bothered by: 

a. vaginal discharge. 

b. Menstrual cramps. 

c. vaginitis (itching, burning). 

d. Painful intercourse. 

e. Other. 

7. How long was it after your hysterectomy or treatment 

until you felt pretty much like your self again? 

a. 3 months or less. 

b. 3-6 months. 

c. 6-12 months. 

d. over 12 months. 

e. I've never felt the same. 

f. I never felt different. 

8. How comfortable (0-4) [0 = not at all; 1 = slightly; 2 

= moderately; 3 = quite a bit; 4 = extremely] are you 

in discussing with your partner: 

a. Your body and what you look like. 

b. His body and what he looks like. 

c. Gynecological problems (female trouble) which you 

may be having. 
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IV. Sexual Behavior 

1. Generally, since the time you were diagnosed and 

treated, have you experienced sexual intercourse to be: 

a. the same as before. 

b. better than before. 

c. not as good as before. 

2. Since this time, have you and your partner had 

intercourse: 

a. less frequently than before. 

b. more frequently than before. 

c. there has been no change in the frequency. 

3. Since your diagnosis and treatment have you noticed any 

difference in the way in which your partner responds to 

you sexually? 

a. Yes b. No 

If yes, in what ways? 

a. Positive responses. 

b. Negative responses. 

4. If you perceive a difference with your own response 

during sexual intercourse, could you explain what it 

is? 

a. It is better because: 

1) I no longer fear pregnancy. 

2) I no longer have symptoms which were 

3) Other. 
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b. It is not as good because: 

1) I feel bigger, looser. 

2) I feel drier (not as much lubrication). 

3) Orgasms are not as intense. 

4) Intercourse is painful. 

5) Other. 

5. Does you partner approach you as often for sex? 

a. Same. 

b. Less often. 

c. More often. 

6. Do you approach him as often as you did before? 

a. Same. 

b. No. 

c. More often. 

7. If you approach him less often, what reasons do you 

have? 

a. Fatigue. 

b. Disinterest. 

c. Fear of pain. 

d. Fear of rejection. 

e. Don't feel as sexy, turned on, etc. 

f. Fear I will offend him. 

g. Fear that it will cause a recurrence. 

h. Fear that he will catch something from me. 

i. Other. 
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8. Does your partner perform oral sex as frequently with 

you? 

a. Same as before. 

b. More. 

c. Less. 

d. Other (never has). 

9. Do you perform oral sex as frequently with him as 

before (since treatment)? 

a. Same. 

b. More. 

c. Less. 

d. Never have. 

10. Did you have any of the following feelings after your 

treatment or surgery? How would you rate your response 

to the following (0-4)? 

a. Depressed. 

b. Less feminine. 

c. Diseased, dirty. 

d. Guilty. 

e. Embarrassed. 

f. Relieved. 

g. Other. 

h. Less sexy. 

i. Less of a woman. 

j. Changed woman. 

11. How long did these feelings last? 
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12. To what extent (0-4) did you have any of the following 

feelings toward your partner after your diagnosis, 

treatment? 

a. Indifference. 

b. Anger. 

c. Resentment 

13. How long did these feelings last? 

14. How soon after surgery/treatment did you resume sex? 

15. Some women report the following feelings about resuming 

sexual activity. How much (0-4) do you agree with 

these responses? 

a. Looked forward to it. 

b. Curious to see if I would feel any different. 

c. Afraid it might hurt. 

d. Afraid that it might aggravate the problem. 

e. Afraid that sex might cause my symptoms to return. 

f. Afraid my partner wouldn't enjoy me as much. 

g. Felt that sex was inappropriate. 

h. Other. 

V. Sex Partner 

1. How long have you been with your present partner/ 

husband/boyfr iend? 

2. Is this the same partner who was with you when you were 

first diagnoses and treated? 
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3. If this partner is different, who initiated the 

separation? 

a. Female subject. 

b. Male partner. 

c. Widowed. 

d. Mutual withdrawal. 

4. What reasons were given? 

5. If no reasons were ever spoken, what do you think 

caused the separation? 

VI. Venereal Transmission/Cancerphobia 

1. Some people believe the following ideas about how a 

woman can get cervical disease and/or cancer. How much 

(0-4) do you believe them? 

a. It is a form of punishment for sinful behavior, 

especially sexual behavior. 

b. It results from having sexual intercourse with many 

partners? 

c. The incidence is associated with having sexual 

intercourse before age 17. 

d. It is associated with cigarette smoking. 

e. It can be transmitted (spread) sexually. 

f. It is inherited. 

g. It is caused by having oral sex. 

h. Other. 
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2. How much do you believe that having sexual intercourse 

may have been a factor in your developing cervical 

disease (0-4)? 

If you indicate (3 or 4) that you agree with this, in 

what ways does this affect your sexual behavior with 

your partner? 

3. Did your partner ever ask you if there was any 

possibility that he could "catch" the disease for which 

you were treated? 

a. Yes b. No 

4. What was your response to this question? 

a. Yes b. No c. Other 
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Informed Consent 

Principal investigator: Carolyn Burgess, CRNA, M.Ed. 

The purpose of this study is (1) to ask women who are 

being treated for cervical disease about their understanding 

of their condition, and (2) to obtain information regarding 

the emotional and sexual aspects of being diagnosed and 

treated for cervical disease. 

I understand that I will be asked to fill out a 

questionairre and to answer additional questions about my 

attitudes, habits, and beliefs concerning sexual activity. 

The information obtained from this investigation may be 

useful in gaining a better understanding of the experiences 

which women who have cervical disease may encounter. 

There are no risks associated with this investigation. 

There may be some inconvenience in that time (approximately 

60-90 minutes) and attention are required. Because of the 

time required, I understand that any parking expenses which 

I may have will paid by the principal investigator. 

I understand that the results of this study may be 

published in the medical/psychological literature, but that 

my identity will not be made known. 

If I have any questions about this study, the 

investigator will be glad to answer them for me. I 

understand that I am free to withdraw my consent and to 
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discontinue my participation in this study at any time. My 

participation or withdrawal from this study will in no way 

interfere with my medical care and treatment, and the 

information which I provide will never become a part of my 

medical record. 

I have read the above and understand it and hereby 

consent to the procedures described above. 

Date Subject 

Witness principal Investigator 
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Appendix E 

Table 18 

Means and Standard Deviations of Five Subtests of the DSFI 
for Each Clinic X Treatment Group. The DSFI Subtests are: 

Information, Symptoms, Affects, Body Image, and Sexual 
Satisfaction. 

VARIABLE X SD 

Clinic 1 - Group 1 

Information 10 17.200 4.467 

Symptoms 10 1.284 1.578 

Affects 10 0.950 0.922 

Body Image 10 18.100 9.689 

Sex Satisfaction 10 7.200 3.011 

Clinic 1 - Group 2 

Information 10 17.700 3.368 

Symptoms 10 1.048 0.759 

Affects 10 1.005 0.523 

Body Image 10 23.000 8.717 

Sex Satisfaction 10 7.900 2.183 

Clinic 1 - Group _3 

Information 10 19.600 4.060 

Symptoms 10 0.637 0.364 

Affects 10 1.300 0.414 

Body Image 10 16.700 8.056 

Sex Satisfaction 10 8.000 1.763 
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VARIABLE X SD 

Clinic 1 - Group A 

Information 10 18.300 4.029 

Symptoms 10 0.901 0.833 

Affects 10 1.069 0.942 

Body Image 10 27.500 7.472 

Sex Satisfaction 10 9.000 1.154 

Clinic 1 - Group 5 

Information 10 19.600 2.458 

Symptoms 10 0.594 0.473 

Affects 10 1.430 1.139 

Body Image 10 26.900 7.723 

Sex Satisfaction 10 7.600 2.319 

Clinic 2 - Group 1 

Information 10 19.00 4.521 

Symptoms 10 1.547 2.887 

Affects 10 1.290 1.623 

Body Image 10 21.400 11.964 

Sex Satisfaction 10 7.400 2.270 

Clinic 2 2. Group 2 

Information 10 17.700 3.560 

Symptoms 10 0.530 0.330 

Affects 10 1.575 0.725 
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VARIABLE X SD 

Body image 

Sex Satisfaction 

Clinic 2 ^ Group _3 

Informat ion 

Symptoms 

Affects 

Body Image 

Sex Satisfaction 

Clinic 2 - Group A 

Information 

Symptoms 

Affects 

Body image 

Sex Satisfaction 

Clinic 2 - Group J5 

Information 

Symptoms 

Affects 

Body Image 

Sex Satisfaction 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

21.500 

7.700 

19.600 

0.912 

1.132 

23.300 

7.800 

17.300 

1.160 

1.188 

23.100 

7.300 

14.300 

0.824 

1.233 

20.400 

8.900 

5. 275 

1.828 

5.168 

0.719 

1.151 

8.083 

1.873 

3.400 

0.702 

1.237 

10.898 

2.869 

2.750 

0.613 

1.094 

9.605 

1.286 
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A p p e n d i x F 

T a b l e 19 

Intercorrelations Between Pairs of the Five DSFI Subscales 
for Each Clinic X Treatment Group 

VARIABLE INFO AFF SYMP BODY SEXSAT 

Clinic 1̂  - Group 

Information 

Affects 

Symptoms 

Body Image 

Sexual 

Sat isfaction 

Clinic J. - Group 

Information 

Affects 

Symptoms 

Body Image 

Sexual 

Satisfaction 

Clinic _1 - Group 

Information 

Affects 

Symptoms 

Body Image 

Sexual 
Satisfaction 

1.0000 

0 . 3 0 0 5 

0 . 5 1 0 7 

0 . 4 4 1 0 

0 . 2 0 3 2 

2 

1.0000 

- 0 . 2 7 6 2 

- 0 . 4 8 2 8 

- 0 . 2 1 5 6 

1.000 

-0.2868 

- 0 . 2744 

0 . 6 7 5 2 

0 . 3 0 0 5 

1.0000 

0 . 2 3 5 1 

0 . 1 5 5 9 

0 . 5 1 0 7 

0 . 2 3 5 1 

1.0000 

0 . 1 8 1 4 

0 . 4 4 1 0 

0 . 1 5 5 9 

0 . 1 8 1 4 

1.0000 

0 . 3 5 7 8 6 0 . 3 4 8 7 - 0 . 2 0 2 6 

- 0 . 2 7 6 2 - 0 0 . 4 8 2 8 - 0 . 2 1 5 6 

1 . 0 0 0 - 0 . 3 8 9 0 - 0 . 4 8 0 7 

• 0 . 3 8 9 0 1 . 0 0 0 0 0 . 2 0 9 9 

•0 .4807 0 . 2 0 9 9 1 . 0 0 0 0 

0 . 1 3 1 4 0 . 5 4 9 6 - 0 . 3 1 6 4 - 0 . 5 1 3 7 

-0.2868 

1.0000 

- 0 . 4 3 5 7 

- 0 . 4 8 0 2 

- 0 . 2 7 4 4 

- 0 . 4 3 5 7 

1.0000 

0 . 3 6 5 2 

0 . 6 7 5 2 

- 0 . 4 8 0 2 

0 . 3 6 5 2 

1.0000 

0 . 2 0 3 2 

0 . 3 5 7 8 

0 . 3 4 8 9 

-0.2026 

1.0000 

0 . 1 3 1 4 

0 . 5 4 9 6 

- 0 . 3 1 6 4 

- 0 . 5 1 3 7 

1.0000 

0 . 6 8 2 5 

- 0 . 1 4 4 2 

- 0 . 1 5 5 7 

0 . 2 8 9 3 

0 . 6 8 2 5 - 0 . 1 4 4 2 - 0 . 1 5 5 7 0 . 2 8 9 3 1 . 0 0 0 0 
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VARIABLE INFO AFF SYMP BODY SEXSAT 

Clinic jL - Group 

Information 

Affects 

Symptoms 

Body Image 

Sexual 

Satisfaction 

Clinic 1_ - Group 

Information 

Affects 

Symptoms 

Body image 

Sexual 

Sat isfaction 

Clinic 2 - Group 

Information 

Affects 

Symptoms 

Body image 

Sexual 
Satisfaction 

1.0000 

•0.0359 

-0.1954 

0.2232 

-0.0359 

1.0000 

-0. 7655 

•0.4297 

•0.1954 

•0.7655 

1.0000 

0.3297 

1.000 

-0.3503 

-0.3317 

0.1497 

0.1442 

1 

1.0000 

-0.1747 

-0.0647 

-0.4723 

•0.3503 

1.0000 

-0.5998 

-0. 5010 

-0.1747 

1.000 

•0.0453 

•0.4218 

0.2232 

•0.4297 

0.3297 

1.0000 

0.1194 -0.1276 0.0334 0.5151 

-0.3317 

-0.5998 

1.0000 

0.2849 

0.1497 

•0.5010 

0.2849 

1.000 

0.2974 -0.2605 -0.0707 

•0.0647 

-0.0453 

1.0000 

0.2500 

•0. 4723 

•0.4218 

0.2500 

1.0000 

0.3896 0.3462 0.3127 -0.6486 

0.1194 

-0.1276 

0.0334 

0.5151 

1.0000 

0.1442 

0.2974 

-0.2605 

-0.0707 

1.0000 

0.3896 

0.3462 

0.3127 

-0.6486 

1.0000 
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VARIABLE INFO AFF SYMP BODY SEXSAT 

Clinic 2 - Group 2 

Information 1.0000 0.0741 -0.4671 0.3815 0.4112 

Affects 0.0741 1.0000 -0.7407 0.3286 0.2867 

Symptoms -0.4671 -0.7407 1.000 -0.4808 -0.1120 

Body Image 0.3815 0.3286 -0.4808 1.000 0.1554 

Sexual 
Satisfaction 0.4112 0.2867 -0.1120 0.1554 1.0000 

Clinic 2 - Group _3 

Information 1.0000 

Affects 0.0780 

Symptoms -0.2690 

Body Image 0.1654 

Sexual 

Satisfaction 0.3350 

Clinic 2 - Group A 

Information 1.0000 

Affects 0.2452 

Symptoms -0.6497 

Body Image -0.2946 

Sexual 
Satisfaction 0.7639 

0.780 

1.0000 

•0.8337 

•0. 3207 

-0.2690 

-0.8337 

1.0000 

0.0767 

0.1654 

-0.3207 

0.0767 

1.0000 

0.3350 

0.6527 

-0.8792 

0.1951 

0.6527 -0.8792 0.1951 1.0000 

0.2452 

1.0000 

-0.7812 

•0. 5328 

0.6497 

-0.7812 

1.0000 

0.4921 

-0.2946 0.7639 

-0.5328 -0.0264 

0.4921 -0.5148 

1.0000 -0.2249 

•0.0264 -0. 5148 -0. 2249 1.0000 
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