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Abstract

Background—Sexual dysfunction is a common long-term side effect of treatments for 

gynecologic cancer. Studies of sexual problems in gynecologic cancer survivors overrepresent 

White non-Hispanic, highly educated, and married women. Less is known about the sexual health 

needs of women in medically underserved populations. We therefore conducted a study to 

characterize sexual activity and sexual function in this population.

Methods—We recruited patients attending two gynecologic oncology clinics in a large public 

healthcare system that primarily serves uninsured and low-income patients. Participants were 

invited to complete a one-time survey to assess sexual function, sexual communication, sexual 

distress, relationship adjustment, depression, anxiety, prior help-seeking and help-seeking 

preferences, and reasons for sexual inactivity. Data were analyzed using descriptive statistics and 

multivariate models to predict sexual activity status and sexual dysfunction.

Results—Among 243 participants, the majority (n=160, 65.8%) were not sexually active in the 

past 4 weeks, most often due to lack of a partner or lack of desire for sex. Just over one-fourth of 

sexually active participants were identified as likely cases of sexual dysfunction. Greater 

endorsement of depressive symptoms predicted both sexual inactivity and sexual dysfunction in 

multivariate analyses. Prior help-seeking for sexual problems was uncommon; however, a 

significant minority of participants expressed interest in receiving care for sexual problems.
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Conclusions—Gynecologic cancer survivors in our medically underserved population have high 

rates of sexual inactivity and sexual dysfunction. Future research should identify feasible 

strategies to address barriers to sexual health care in low-resource settings.
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INTRODUCTION

Sexual dysfunction is one of the most common long-term consequences of treatment for 

gynecologic cancer.[1,2] Frequently endorsed sexual complaints in survivors of gynecologic 

cancer include low sexual desire, vaginal dryness/atrophy, anatomical changes after surgery 

or radiotherapy, anorgasmia, and dyspareunia.[2,3] These problems often persist for years 

after completion of treatment.3 Although many prior studies of sexual outcomes in 

gynecologic cancer survivors have used validated instruments such as the Female Sexual 

Function Index,[5] generalization of these findings is limited by the fact that studies 

overrepresent White non-Hispanic, highly educated, and married women.[6–13] One 

exception was a large study of cervical cancer survivors that compared several domains of 

quality of life among English-speaking Latina, Spanish-speaking Latina, and European/

White women.[14] The findings of this study suggested that Latina women may experience 

poorer sexual adjustment than European/White women following treatment of cervical 

cancer. However, sexual function was assessed using only a limited set of items from a 

cancer-specific quality of life scale. In general, sexual dysfunction has not been studied 

extensively in cancer survivors from medically underserved populations.

A medically underserved population is defined by the US Department of Health and Human 

Services as having a shortage of primary care providers, high infant mortality, high poverty, 

and/or a high proportion of elderly members.[15] Assessment of sexual health in both 

advantaged and medically underserved populations is limited by resource constraints, 

provider knowledge, and patient and provider discomfort. Validated self-report 

questionnaires are potentially cost effective tools to screen patients for sexual problems and 

determine unmet health service needs in low resource settings. However, low general 

literacy, low health literacy, and language and cultural differences pose potential barriers to 

questionnaire-based assessment in medically underserved populations.[16,17] Although low 

socioeconomic status is associated with a higher prevalence of sexual problems in the 

general population,[18,19] little is known about how women in underserved populations 

seek or would prefer to receive care for sexual problems. Thus, it is unclear how assessment 

of sexual problems in low resource cancer care settings could inform feasible clinical 

intervention strategies.

In order to better understand resource needs for sexual health in medically underserved 

women with gynecologic cancer, we conducted a cross-sectional study in a clinic-based 

sample. Our primary aim was to estimate the prevalence of sexual inactivity and clinically 

significant sexual dysfunction in this population. Secondary aims were to identify clinical 

and psychosocial predictors of sexual inactivity and sexual dysfunction. For exploratory 
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purposes we gathered information on help-seeking preferences and help-seeking behaviors 

related to sexual health.

METHODS

Population and setting

Study participants were recruited from two gynecologic oncology clinics at Lyndon Baines 

Johnson Hospital (LBJ) and the Smith Clinic in the Harris Health system. Harris Health is a 

public healthcare system that primarily serves uninsured and indigent patients in Harris 

County, Texas (including the Houston metropolitan region), providing more than 1.8 million 

outpatient visits and over 35,000 hospital admissions each year. Patients served by Harris 

Health are predominantly Hispanic and African American. In fiscal year 2014, 22% of 

Harris Health patients were insured by Medicaid, 9% were insured by Medicare, and 5% had 

commercial health insurance; the remainder received services on a sliding scale based on 

income.

Preliminary data

We conducted a preliminary study to determine the feasibility of administering the Female 

Sexual Function Index[5] to assess sexual dysfunction in our target population, as we 

anticipated possible barriers due to lower levels of education, general literacy, and health 

literacy. Between June 1, 2007 and December 1, 2007, 194 unique consecutive patients seen 

at the LBJ clinic were invited to complete a questionnaire in either English or Spanish at the 

time of check-in. The questionnaire included demographics items, the FSFI, and the 

Hospital Anxiety and Depression Scale (HADS[16]). Surveys were completed without staff 

assistance and were collected anonymously using a drop box in the clinic. We received 

completed questionnaires from 168 women (86.5% participation rate). The mean age of this 

sample was 49; 64% were married or cohabiting, and 39% indicated that they were currently 

sexually active. Twenty-six women (13.5%) declined to participate due to inability to read 

or write in English or Spanish (n=11), lack of interest or discomfort with the topic (n=8), or 

lack of time (n=7). Whereas 144 (86%) of respondents completed the HADS with no 

missing items, nearly half (n=78, 46%) skipped one or more missing items on the FSFI. 

Further analysis revealed that missing data and inconsistent responding were associated with 

sexual inactivity or lack of a sexual partner. These results informed the design of the present 

study, in which we administered the FSFI only to sexually active women and with the 

assistance of a research nurse. We also developed an additional item to better understand the 

reasons why most women in this population were not sexually active.

Design of the present study

We conducted a clinic-based, cross-sectional study using a battery of validated self-report 

instruments to measure sexual activity status, sexual dysfunction, sexual distress, help 

seeking behavior for sexual problems, and several additional variables related to sexual 

behavior. This study was approved by the institutional review boards of the participating 

institutions and their local academic affiliates.
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Participants

Consecutive patients seen in the gynecologic oncology clinic at LBJ between April 2012 and 

June 2014 were invited to participate upon checking in for their appointments. The study 

was later opened to enrollment at the Smith Clinic between May 2014 and August 2014. 

Inclusion criteria for the present study included a documented diagnosis of gynecologic 

cancer (including unstaged low grade or borderline disease), willingness to participate, age 

18 or older, and the ability to read and write in English or Spanish. Women with non-

invasive diseases (e.g., cervical intraepithelial neoplasia) were excluded.

Procedure

Eligible patients received packets in their preferred language (English or Spanish) that 

included a cover letter describing the study objectives, the study questionnaires, and referral 

information for community health resources. Consent was implied by completion of the 

questionnaires. A research nurse checked questionnaires for completion and offered 

assistance answering questions when needed, although participants were not required to 

answer any items they wished to skip. Completed questionnaires were not linked with 

identifying information. Patients sealed questionnaires in envelopes that were placed in a 

designated survey drop box in the clinic.

Questionnaires—All instruments were originally developed in English and translated to 

Spanish by a professional translating service within the academic affiliate institution using 

forward and backward translation methods.

Demographics: Participants were asked to indicate their age, race, ethnicity, relationship/

marital status, education level, estimated annual household income, and number of children 

living at home.

Cancer characteristics: Participants indicated their tumor site (e.g., cervix, ovary, 

endometrium), stage, type of treatment received, and remission status. A research nurse 

assisted with obtaining this information from the medical record when necessary.

Sexual activity status: Participants were asked whether they had sexual activity with a 

partner during the past 4 weeks. This criterion, though relatively strict, has been used in 

previous studies to define sexually active and inactive persons.[21–23] If not sexually 

active, participants were asked to indicate reasons for not engaging in sexual activity. For 

this question we adapted an item used in a prior population-based study to estimate the 

prevalence of sexually inactivity and reasons for sexual inactivity in women.[23] Response 

choices in the present study were modified slightly to pertain to common problems among 

cancer survivors. Response choices included: “I don’t have a sexual partner,” “I no longer 

desire or enjoy sex,” “Sex has become physically painful,” “I don’t feel sexually attractive 

now,” and “Other.”

Abbreviated Dyadic Adjustment Scale (DAS-4): The short form of the Dyadic 

Adjustment Scale[24] contains 4 items that assess general adjustment and functioning in the 

respondent’s current relationship (e.g., “How often do you discuss or have you considered 
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divorce, separation, or termination of your relationship?”). Previous studies have shown that 

scores on the DAS-4 differentiate distressed and non-distressed couples.

Dyadic Sexual Communication Scale: The Dyadic Sexual Communication Scale[25] 

measures the degree to which the respondent agrees with 6 statements reflecting perceptions 

of communication in her sexual relationship (e.g., “Some sexual matters are too upsetting to 

discuss with my sexual partner.”). The scale differentiates between people who did and did 

not report sexual problems.21

Hospital Anxiety and Depression Scale (HADS): The HADS[20] is a 14-item, self-

administered questionnaire with two subscales designed to detect depression and anxiety, 

respectively, in medical care settings. A score of 11 or more on either subscale is considered 

to be an indication of psychological morbidity, while scores of 8 to 10 are considered 

borderline and 0 to 7 normal.

Unwanted Childhood Sexual Experiences Questionnaire: We administered 6 items from 

the Unwanted Childhood Sexual Experiences Questionnaire[26,27] to assess exposure to 

various types of unwanted sexual encounters prior to the age of 16 (e.g., “An adult fondling 

you in a sexual way,” “Intercourse (vaginal penetration)”). An affirmative response to any 

item was used as an indicator of childhood sexual abuse history.

Help seeking and self-help for sexual problems: We included a set of novel items for our 

exploratory aim of determining help-seeking behaviors and preferences. Participants were 

asked whether their health care providers or they themselves had ever inquired about sexual 

problems. They were also presented with a list of five therapeutic options for sexual 

problems: “read a self-help book,” “use a self-help Internet site,” “attend a class or support 

group for women with sexual problems,” “see a counselor or psychologist,” and “see a 

medical doctor.” For each option, participants were asked to indicate whether they had tried 

this option in the past or, if not, whether they would be interested in doing so. Participants 

had the option of adding additional open-ended comments but were not required to do so.

In addition to the instruments listed above, participants who indicated any sexual activity 

with a partner in the past 4 weeks completed two additional questionnaires to evaluate 

sexual dysfunction:

Female Sexual Function Index (FSFI): The FSFI[5] is a 19-item self-report instrument 

that assesses 6 domains of sexual function in sexually active women: desire, arousal, 

lubrication, orgasm, satisfaction, and pain. The FSFI has been empirically validated and 

reliably distinguishes between women with and without clinician-diagnosed sexual 

dysfunctions.[5,28] A cutoff score of ≤ 26 yielded a sensitivity of .77 and specificity of .85 

for detecting a clinical diagnosis of sexual dysfunction.[28] The FSFI was recently validated 

in a sample of female cancer survivors.

Female Sexual Distress Scale-Revised (FSDS): The FSDS[29] is a 12-item questionnaire 

developed to assess distress and negative feelings related to sexual difficulties. Scores on the 

FSDS distinguish between women with and without sexual dysfunction and are sensitive to 
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treatment response. A cutoff score of 11 has been proposed to indicate clinically significant 

distress.

Data Analysis—We characterized the demographic and clinical characteristics of the 

study sample using descriptive statistics. The primary objectives of this study were (1) to 

estimate the prevalence of clinically significant sexual dysfunction among survivors who 

were sexually active; and (2) to determine the proportion of survivors who were not sexually 

active and the reasons for this. We calculated 95% confidence intervals for both estimates. 

We limited our analysis of sexual dysfunction to women who indicated any partnered sexual 

activity in the past 4 weeks, as FSFI scores from women who are not sexually active are 

ambiguous to interpret.[30] To avoid overestimating the prevalence of sexual dysfunction, 

we defined sexual dysfunction using measures of both sexual function and sexual distress.

[21,31,32] Specifically, women with scores beyond the clinical cutoff thresholds on both 

instruments (ie, FSFI score ≤ 26 and FSDS score ≥ 11) were classified as likely cases of 

sexual dysfunction.[31,32] Participants who failed to answer any items on either the FSFI or 

the FSDS were excluded from the analyses. Participants who answered at least half of the 

items on either scale had missing values substituted with the mean calculated from 

completed items.

Secondary objectives included testing for predictors of sexual dysfunction and sexual 

activity. We performed univariate logistic regression analyses to test for associations with 

measures of anxiety (HADS), depression (HADS), relationship adjustment (DAS-4), sexual 

communication (DSC), and sexual abuse. We then evaluated multivariate models controlling 

for age and treatment, which were chosen for inclusion in the multivariate model in order to 

adjust for potential confounding effects. In the statistical models, indicator variables were 

used for treatment type, and those women who had multiple treatment types (e.g., 

chemotherapy and radiation) were included under each treatment regimen. Similar methods 

were used to assess predictors of sexual activity. Stage was also included in the multivariate 

model for sexual activity because it showed association in the univariate analysis. 

Descriptive statistics were generated to summarize participants’ responses to exploratory 

items about help-seeking behaviors.

RESULTS

Two hundred fifty questionnaires were returned. Of these, seven participants were noted to 

have non-invasive/Stage 0 disease and were excluded from further analysis. Table 1 lists 

summary statistics for demographic and clinical characteristics for the remaining 243 

participants. The median age of the sample was 50. Scores for the HADS Depression and 

HADS Anxiety subscales exceeded the clinical cutoff in 7% and 17% of participants, 

respectively. Seventy-three participants (30%) indicated a history of one or more unwanted 

sexual experiences before age 16.

The majority of participants (n = 160, 65.8%, 95% CI: 59.5 – 71.8) reported that they had 

not had sexual activity with a partner in the past 4 weeks. The most commonly endorsed 

reason for lack of sexual activity was absence of a sexual partner (Table 2). Table 7 presents 

the results of univariate and multivariate regression analyses predicting lack of sexual 
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activity in the past 4 weeks. In univariate analysis, predictors of sexual inactivity included 

disease stage (Stage III or IV) and treatment type (chemotherapy or chemoradiation). These 

variables were therefore included as covariates in the multivariate model. In multivariate 

analysis, older age and higher HADS depression scores were significantly associated with 

lack of sexual activity (Table 3).

Approximately one-third (n=83, 34.2%) of participants indicated having had sexual activity 

with a partner in the previous 4 weeks. Of these 83 participants, 12 failed to answer any 

items on either the FSFI or FSDS. Therefore, we used data from the 71 participants who 

completed these scales to estimate the prevalence of sexual dysfunction. One participant 

skipped only one item on the FSFI; therefore the mean of the remaining items in that 

subscale was substituted for the missing value. Four participants failed to answer one item 

on the FSDS, and two participants failed to answer two items. The mean of the completed 

items for these individuals was used in place of the missing items when calculating the 

FSDS score. Among these 71 participants, the mean FSFI Total score was 25.2 (SD=6.6, 

range 7.2–34.8); 35.2% exceeded the FSFI clinical cutoff score and 43.7% exceeded the 

FSDS cutoff score. Taking both scores into consideration, 19 participants (26.8% of sexually 

active participants), 95% CI: 16.9% – 38.6%) met our criteria for likely cases of sexual 

dysfunction.

In multivariate analyses, higher HADS depression scores were associated with a greater 

likelihood of sexual dysfunction (Table 4). Unexpectedly, women who received 

chemotherapy only were less likely to be classified as having sexual dysfunction than 

women who only had surgery, although this was based on a small subsample. Sexual 

dysfunction trended towards association with time in remission (P = 0.09) and was more 

prevalent among women who had been in remission longer than 6 months (15/45 or 33.3%) 

than those who were not in remission or within less than 6 months of remission (3/23 or 

13.0%). Remission status was unknown for 3 sexually active women.

Table 5 presents exploratory data about help-seeking for sexual problems. Just over one-

third of participants reported ever having been asked about sexual problems by a health care 

provider; fewer had asked a health care provider themselves about sexual problems. For 

each type of solution, such as reading a self-help book, seeing a counselor or psychologist, 

or seeing a medical doctor for sexual problems, less than 15% of participants endorsed 

having ever personally tried this. Most who had not tried these methods indicated that they 

would not be interested in doing so, although a sizeable minority expressed interest in one or 

more modalities for help with sexual problems.

DISCUSSION

Although previous studies have addressed sexual function in gynecologic cancer survivors, 

these tend to underrepresent medically underserved populations, who may differ in their 

needs and preferences for care related to sexual health. We therefore examined self-report 

data on sexual activity, sexual function, and various risk factors for sexual problems in a 

sample of 243 women who received care in gynecologic oncology clinics within a safety net 

healthcare system. We found that approximately two-thirds of participants had not been 
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sexually active within the past 4 weeks, most often due to lack of a partner and/or a lack of 

sexual desire or enjoyment. Although the definition of “sexually active” varies across 

studies and ours was relatively strict, the rates of sexual activity in our sample appear lower 

than those reported in most prior studies of gynecologic cancer survivors.[4,8,33] In 

multivariate analyses accounting for a variety of clinical and psychosocial risk factors, only 

age and scores on the HADS Depression subscale predicted lack of sexual activity in the 

past 4 weeks. This is consistent with well-known influences of mood and age on sexual 

behavior in adults, although it is notable that no other predictor was significantly associated 

with the absence of sexual activity in the past 4 weeks.

Among participants who were sexually active, just over one-fourth met our criteria for likely 

cases of sexual dysfunction (i.e., scores in the clinical range on both the FSFI and the 

FSDS). Although this estimate seems low, we used stringent criteria to define sexual 

dysfunction that are more in line with formal diagnostic criteria[34] and similar to those 

used in other recent studies of female sexual dysfunction prevalence.[31,32] Even with these 

stricter criteria, the rate of sexual dysfunction in our sample was roughly twice that of 

women in the general US population as determined using comparable methods.[32] 

Moreover, if we combine the frequency of sexual inactivity and sexual dysfunction in this 

sample, the total rate is similar to or exceeds rates of sexual dysfunction previously reported 

for gynecologic cancer survivors. For instance, Carter et al. estimated a sexual dysfunction 

prevalence of 69% (based on FSFI scores) in gynecologic cancer survivors of mixed 

socioeconomic status, although a majority of participants in that study were sexually active.

[7]

One possible interpretation of our findings is that relatively few women in our sample 

continued regular sexual activity in the face of sexual problems. It is unclear whether limited 

access to resources (eg, professional help, costly over-the-counter lubricants, etc.), partner 

behaviors, or other factors determined the impact of a sexual problem on continuation of 

sexual activity. Prior help-seeking for sexual problems was uncommon in our sample, 

though a significant minority endorsed interest in self-help or professionally-guided 

therapies. The percentages of women who expressed interest in seeing a medical doctor or a 

mental health professional for sexual problems (25% and 27%, respectively) were only 

slightly lower than those reported by patients in a previous surveys of cancer survivors.

[35,36] Our data therefore substantiate a significant unmet need for sexual health services 

among medically underserved women with gynecologic cancer. Although the logistics of 

offering these services are challenging, at a minimum low-resource settings can provide high 

quality educational materials such as the American Cancer Society’s Sexuality for the 

Woman with Cancer, which is available free of charge in English, Spanish, and lower 

reading level English. Training in sexual counseling should be offered to social workers, 

counselors, and other supportive care personnel who are already present in low-resource 

care settings. Peer counseling is another possible modality that could be feasible to 

implement in low-resource healthcare settings. A peer counseling intervention for sexual 

health, fertility, and menopause-related concerns appeared to reduce distress and increase 

knowledge in a study of African-American breast cancer survivors.[37]
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Our findings should give pause to those who seek to assess sexual problems in populations 

with frequent barriers to sexual expression. An important limitation of questionnaires that 

assess sexual function is that they depend on recall of recent sexual events. Although lack of 

a sexual partner or sexual inactivity do not necessarily preclude assessment of sexual 

function, questionnaires such as the FSFI were not developed primarily for women in these 

situations and may not perform well under these circumstances. This feature of the FSFI has 

been critiqued in the literature.[30,38,39] Although alternative scoring methods have been 

proposed, it remains unclear how valid FSFI responses are for women who are not sexually 

active. Moreover, is not always clear whether women who cease sexual activity do so 

voluntarily or are bothered by this. For instance, open-ended comments provided by 

participants in our sample confirmed that, for some, lack of sexual activity was not 

distressing (e.g., “Not really interested in sex and this time am very happy!”, “I dont [sic] 

need help, I am good without sex”). In general, measurement tools for sexual dysfunction in 

high-risk populations should be developed to better capture the range of experiences of those 

who engage in little or no sexual activity. At the same time, measures of sexual function 

should be refined to be inclusive of women who engage in less frequent sexual activity.

One strength of our study is a high overall participation rate. We attribute this success to the 

mode of administration (in-person), facilitation by a research nurse in the clinic, and the 

availability of questionnaires in both of the languages commonly spoken within our patient 

population. Nevertheless, it is possible that the language of the survey was problematic for 

participants with low literacy levels, a possibility suggested by our preliminary data. We did 

not formally assess comprehension of the FSFI items among women who completed the 

survey, and therefore it is possible that low general literacy or low health literacy biased the 

responding of some participants. An additional limitation of this is the lack of a control 

group of women with similar demographic characteristics and no cancer history. It is 

possible that similar rates of sexual dysfunction would be found in non-cancer survivors 

from the same communities, as lower socioeconomic status has been linked to higher 

incidence of sexual problems in population-based studies.[18,19] Finally, it is possible that 

some risk factors that we did not assess might have influenced responses to sexuality 

questionnaires. For example, although we screen for domestic violence in the clinic, we did 

not capture these experiences for the purpose of our study.

In conclusion, our study adds to the literature on sexual adjustment in gynecologic cancer 

survivors by describing sexual activity levels and sexual function in women from a 

predominantly underserved population, whose sociodemographic characteristics differ 

meaningfully from groups that have been represented in most of the literature on this topic. 

Of particular interest is the finding that the majority of survivors in our clinic-based sample 

were not sexually active. Our future research will focus on better understanding the 

additional barriers facing women in this population and evaluating interventions that are 

feasible to implement in low-resource settings.
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Research Highlights

• We examined sexual function in a sample of 243 gynecologic cancer survivors 

followed in a public safety net healthcare system.

• Nearly one-fourth of sexually active survivors endorsed both a sexual problem 

and clinically significant sexual distress.

• Approximately one-fourth of participants indicated interest in medical or 

psychological help for sexual problems but had not received these services.
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Table 1

Sample Demographic and Clinical Characteristics (N= 243)

Characteristic N %

Age, Mean (SD) Min-Max 49.7 (11.8) 18 – 83

What is your race?

 American Indian or Alaska Native 2 0.8

 Asian 4 1.6

 Black or African-American 54 22.2

 Native Hawaiian or Other Pacific Islander 1 0.4

 White 133 54.7

 More than one race 10 4.1

 Item missed or skipped 39 16.0

What is your primary language?

 English 131 53.9

 Spanish 107 44.0

 Other 5 2.1

What is your ethnicity?

 Hispanic or Latino 147 60.5

 Not Hispanic or Latino 86 35.4

 Item missed or skipped 10 4.1

Which of the following best describes your current relationship status?

 Not in a steady relationship at this time 96 39.5

 In a relationship, not living together 24 9.9

 In a relationship, living together 31 12.8

 Married 88 36.2

 Item missed or skipped 4 1.6

How many children are living with you at home?

 0 153 63.0

 1 38 15.6

 2 30 12.3

 3 or more 21 8.6

 Item missed or skipped 1 0.4

What is the highest level of education you have completed?

 8th grade or lower 48 19.8

 Some high school 47 19.3

 High school diploma or GED 79 32.5

 Some college or 2-year college degree (associate’s) 23 9.5

 4-year college degree (bachelor’s) 41 16.9

 Graduate or advanced degree 4 1.6

 Item missed or skipped 1 0.4

Please estimate your annual household income.

 Less than $25,000 171 70.4
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Characteristic N %

 $25,000 – $49,999 51 21.0

 $50,000 – $74,999 4 1.6

 $75,000 – or more 1 0.4

 Item missed or skipped 16 6.6

Diagnosis

 Cervix 68 28.0

 Uterine 78 32.1

 Vaginal 1 0.4

 Ovary 63 25.9

 Vulvar 6 2.5

 Other 25 10.3

 Item missed or skipped 2 0.8

Stage

 Low Grade/Borderline 9 3.7

 I 91 37.4

 II 36 14.8

 III 44 18.1

 IV 31 12.8

 Item missed or skipped 32 13.2

Treatment

 Active Surveillance 2 0.8

 Surgery only 67 27.6

 Chemotherapy 70 28.8

 Radiation 17 7.0

 Chemotherapy and Radiation 74 30.5

 Hormonal Therapy 6 2.5

 Item missed or skipped 7 2.9

Disease Status

 Primary 206 84.8

 Recurrent 30 12.3

 Item missed or skipped 7 2.9

Remission?

 Yes, <6 months ago 46 18.9

 Yes, >6 months ago 135 55.6

 No 37 15.2

 Item missed or skipped 25 10.3
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Table 2

Sexual Activity Status and Reasons for Lack of Sexual Activity in the Past 4 Weeks

Characteristic N %

“During the past 4 weeks, have you had any type of sexual activity with a partner?”

 No 160 65.8

 Yes 83 34.2

“Please tell us why you are not sexually active at this time. Check all reasons that apply to you.” (n = 160)*

I don’t have a sexual partner.*

 Unchecked 87 54.4

 Checked 73 45.6

I no longer desire or enjoy sex.

 Unchecked 102 63.7

 Checked 58 36.3

Sex has become physically painful.

 Unchecked 140 87.5

 Checked 20 12.5

I don’t feel sexually attractive now.

 Unchecked 131 81.9

 Checked 29 18.1

Other

 Unchecked 118 73.8

 Checked 42 26.3

*
Note. This and subsequent items were completed only by those who indicated no sexual activity in the past 4 weeks.
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Table 5

Help Seeking and Self-help for Sexual Problems (N=242)

Characteristic N %

Has a doctor/health provider ever asked you about sexual problems?

 No 154 63.6

 Yes 88 36.4

Have you ever asked your doctor/health provider about sexual problems?

 No 199 82.2

 Yes 43 17.8

Read a self-help book?

 Tried this in the past 34 14.0

 Haven’t tried, but not interested 128 52.9

 Haven’t tried, but would be interested 69 28.5

 Item missed or skipped 11 4.5

Use a self-help internet site?

 Tried this in the past 23 9.5

 Haven’t tried but not interested 159 65.7

 Haven’t tried but would be interested 48 19.8

 Item missed or skipped 12 5.0

Attend a class or support group for women with sexual problems?

 Tried this in the past 4 1.7

 Haven’t tried, but not interested 179 74.0

 Haven’t tried, but would be interested 45 18.6

 Item missed or skipped 14 5.8

See a counselor or psychologist?

 Tried this in the past 12 5.0

 Haven’t tried, but not interested 150 62.0

 Haven’t tried, but would be interested 65 26.9

 Item missed or skipped 15 6.2

See a medical doctor?

 Tried this in the past 30 12.4

 Haven’t tried, but not interested 139 57.4

 Haven’t tried, but would be interested 60 24.8

 Item missed or skipped 13 5.4
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