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CHAPTER |

INTRODUCTION

Background and Significance of the problem

Cervical cancer is a major health issue worldwide with approximately
500,000 new cases diagnosed each year (1). In Thailand, cervical cancer is the second
most common type of cancer found in women (2). It accounts for 14.4% of women who
are diagnosed with all types of cancer in Thailand (3). According to the American
Cancer Society, a dramatic improvement in cancer survival has been observed over the
last 25 years. This is partly attributable to better treatment and earlier diagnosis of
asymptomatic cancer. It is estimated that about three forth of a million women will be
diagnosed with cancer and about two thirds of these will survive (4). For cervical cancer,
its survivors make up almost 35% of all gynecological cancer survivors (5). As survival
rates increase, researchers are paying more attention to quality-of-life issues in cancer
patients and their caregivers (6).

Cancer and its treatment can significantly affect the quality of life of
people with cancer and their family members especially their intimate partners (7, 8).
Two of the important aspects of quality of life are sexuality and intimacy (9) and a
growing body of evidence suggests that cancer can dramatically alter sexuality and
relationships of cancer patients and their partners (10). Such alterations can result in
emotional distance between the couples (11), as well as feeling of isolation, anxiety, and
depression (12). Conversely, some researchers have found that sexual intimacy has an
influence in terms of making the experience of cancer more manageable and assist in
the recovery process (10) or that it is important for couple closeness and quality of life in
palliative care (10). Given that cervical cancer patients, compared to women with other

types of cancer such as endometrial cancer, have a more pronounced psychological



reaction with higher level of depression (14), intimacy and relationships factor may be
important when psychosocial intervention is being considered.

Several key attributes of intimacy may be relevant in couples coping
with cancer. Serious medical condition can remind the couples of the potential for death
or loss. In respond to the terrifying feeling, the couples may react either by pulling away
from each other or clinging to each other. Both partners, who are the caregiver and the
receiver of care and are witnessing the signs of illness and experiencing emotion
strains, may try to distance from one another if their relationship became associated with
loss (10). In the discussion of chronic illness, Rolland (13) points out that serious
psychosocial strain on primary relationships are unavoidable over time. The conceptual
framework for couples’ function requires the incorporation of the impact and demand of
chronic iliness on patterns of intimacy and communication. In order to adjust or cope
with chronic illness adaptively, couples need to be willing to address the basic issues
concerning the iliness and accept the fact and reality relating to the illness. This means
that they must revise their intimacy to include, rather than avoid, the issue of disability
and the possibility of loss (14-16).

At the present, there is a limited body of literature on the psychosocial
issue of intimacy in patients coping with cervical cancer. Most of the existing research
focuses on the issue of constrain that lack of sexuality pose on intimacy and marital
relationship after cancer treatment in couples coping with breast cancer. What is more,
despite the prevalence and documented cervical cancer cases, there is no existing
literature on intimacy and sexuality in cervical cancer patient in Thailand. There is a
need for research to study this particular domain of quality of life. Therefore, the aim of
this research is to study intimacy, as well as attitude, knowledge and practice on sexual
behavior, in Thai cervical cancer patients. The result obtained from this study may be
utilized to help patients and their partners adjust to diagnosis and treatment of cervical

cancer and to improve their quality of life.



Objectives

1.To study about intimacy and knowledge, attitude, and practice about
sexual behavior among cervical cancer patients who were undergoing treatment at King

Chulalongkorn Memorial Hospital.

2. To determine the factors correlated with intimacy, and knowledge,

attitude, and practice about sexual behavior.

3. To determine the correlation between intimacy and knowledge, attitude,

and practice about sexual behavior.

Research questions

1.What are intimacy and knowledge, attitude, and practice about sexual
behavior among cervical cancer patients who are undergoing treatment at King
Chulalongkorn Memorial Hospital.

2.What are the factors associated with intimacy and knowledge, attitude
and practice about sexual behavior.

3. what is the correlation between intimacy and knowledge, attitude, and

practice about sexual behavior.

Assumption

This research was conducted to study intimacy and knowledge, attitude,
and practice about sexual behavior only among cervical cancer patients who were

undergoing treatment at King Chulalongkorn Memorial Hospital.



Limitation

This research was done in patients at King Chulalongkorn Memorial
Hospital. The sample was not a representative of the whole population in Thailand. The
result of this study cannot be generalized to other population other than cervical cancer

patients at King Chulalongkorn Memorial Hospital.

Operational definition

Cervical cancer is disorder of cell growth which involves unrestrained,
indiscriminate, and chaotic, cell production (15) at the cervix. The diagnosis is
confirmed after histology or cytology results by pathologists (17).

Intimacy is “the feeling of closeness that results from a transactional,
dynamic process between partners’ self-disclosure and responsiveness” (Marshall,
2008: 144). It includes factors relating to closeness, disclosure, activity sharing,
sexuality, and affection (18) and is measurable by intimacy questionnaire (19)

KAP model measures knowledge, attitude, and practice of a population
of interest. Knowledge refers to the understanding of a given topic. Attitude refers to the
feeling or preconceived idea about a given topic. Finally, practice refers to the way in
which knowledge and attitude is demonstrated through action (20).

Sexual behavior is “any act leading to sexual reward. Sexual reward is a
state of positive affect activated by physical stimulation of the genitalia or mental

representations of such stimulation” (13)

Benefits

1..A better understanding of how intimacy may be affected by diagnosis
and treatment of cancer might be relevant in improving spousal relationships and
sustaining intimacy of the patients and their partners.

2. The result of this study may be significant when psychosocial



intervention for patients coping with cervical cancer is being considered. It can be
considered and integrated into treatment plan by healthcare professionals in order to
improve the quality of life of cervical cancer patients and their partners.

3. Establishes new finding and pave way for further research in this area.

Research Hypothesis

none



Conceptual framework

Demographic factors (both

patients and partners)

sex
age

education level
religion

household income
employment status
amount of time in
relationship with

partner

Disease related factors

years since first
diagnosis

cancer stage

type of treatment
time since treatment

completion

v

Intimacy

v

- knowledge
- attitude

- practice




CHAPTER 1l

LITERATURE REVIEW

Concept and Theory

Cervical cancer

Cancer is a term given to a condition marked by disorders of cell growth
which involve unrestrained, indiscriminate, and chaotic cell production. Surrounding
tissues are invaded and destroyed by these mutated cell masses. Moreover, these
mutated cell masses can potentially metastasize or spread through the blood or
lymphatic system to induce new cancers in other parts of the body (2). Anorexia, fever,
fatigue, and pain are common symptoms associated with metastatic disease (13).

The cervix is the lower part of the uterus which connects the body of the
uterus to the vagina. Cancer of the cervix or cervical cancer begins in the lining of the
cervix. This type of cancer forms slowly, starting with some cells changing from normal
to pre-cancer and then to cancer. This slow process of changes is called dysphasia.
They can be detected by the Pap test and may need to be treated in order to prevent
cancer. There are two main types of cervical cancer. About 80% to 90% are squamous
cell carcinomas. Microscopically, this type of cancer consists of squamous-like cells
that cover the surface of the cervix. Nearly all of the rest are adenocarcinomas. These
cancers start at the gland cell that makes mucus. Sometimes, the cancer has features of
both types and is called mixed carcinoma (13, 21).

After cancer diagnosis is confirmed by histology or cytology results, its
stage is determined. Such classification of cancer will facilitate treatment selection and
allow for the estimate of prognosis survival (1). TNM system is the most commonly used
nomenclature that classify cancers according to the size of the primary tumors (T), the
extent that the disease is involved in the lymph nodes (N), or distant metastases (22).

Stages of cervical cancer (22)



The following are stages used for cervical cancer.

1. Carcinoma in Situ (stage 0) In this stage, abnormal cells are found
in the innermost lining of the cervix. These abnormal cells may turn into cancer or
spread to nearby tissues.

2. Stage | In stage |, cancer is found only in the cervix. Stage | is
divided into stage IA and IB depending on the amount of cancer found.

2.1 Stage IA: A very small amount of cancer could be seen
through microscope in the cervix tissue.
2.1.1 Instage IA1, the cancer is not more than 3
millimeters deep and not more than 7 millimeters wide.
2.1.2 In stage IA2, the cancer is more than 3 but less
than 5 millimeters deep and not more than 7 millimeters wide.
2.2 Stage IB
2.2.1  Instage IB1, the cancer can only be seen with a
microscope and is more than 5 millimeters deep and 7 millimeters wide OR the cancer
cannot be seen with a microscope and is 4 centimeters or smaller.
2.2.2 In stage 1B2, the cancer cannot be seen through
a microscope and is more than 4 centimeters.
3. Stage Il: In this stage, the cancer has spread beyond the cervix but
not the wall of the pelvic and the lower third of the vagina
3.1 Stage llA, cancer has spread beyond the cervix to the
upper two third of the vagina but not the tissue around the uterus.
3.1.1 In stage IlA1, the tumor can be seen without a
microscope and is 4 centimeters or less
3.1.2 In stage lIA2, the tumor can be seen without a
microscope and is bigger than 4 centimeters
3.2 Stage 1IB, cancer has spread beyond the cervix to tissues

around the uterus.



4. Stage lll: Cancer has spread to the lower third part of the vagina,
and/or the wall of the pelvis, and/or has caused kidney problems.
4.1 Stage llIA, cancer has spread to the lower third of the
vagina but not the wall of the cervix.
4.2 Stage llIB, cancer has spread to the wall of the cervix
and/or the tumor has become large enough to cause blockage to the ureters.
5. Stage IV: Cancer has spread to the bladder, rectum, or other parts of
the body.
5.1 Stage IVA, cancer has spread to nearby organs such as
rectum and bladder
5.2 Stage IVB, cancer has spread to other parts of the body

such as liver, lungs, bones, or distant lymph nodes.

Treatments of cancer

There are four primary forms of cancer treatments: surgery, radiation
therapy, medical oncology and immunotherapy. These treatments are used in isolation
and in combination with each other. Treatments are used with a purpose to cure,
increase survival time, and alleviate symptoms of advanced stage disease (23). As in
breast cancer and gynecological cancer, treatment for cervical cancer involves the
same therapies as the formers though they focus on the pelvic region, specifically the
cervix. The options of these therapies depend on the medical circumstances and the
patient’s preferences. Surgery for cervical cancer involves the removal of the cervix and
in some cases; it may involve the removal of lymph nodes from the groin area. The most
extensive treatment is a total pelvic exenteration and it is usually used to treat recurrent
or advanced stage cervical cancer. Note that pelvic exenteration is a process which
involves the removal of the bladder, urethera, vagina, colon, rectum, uterus, ovaries, and
cervix. New vagina is surgically crafted and two openings for the bladder and colon are

constructed during the operation (24-26).
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Theories of Intimacy

There is a lack of consistency in the operational definition of the term
intimacy (27, 28). Some psychological literature conceptualizes intimacy as resulting
from self-disclosure, the revelation of personal thoughts, feelings, and experiences to
another person (29, 30). Others, on the other hand, argue that verbal and/or non verbal
responsiveness which is expressed through behaviors that convey empathy, support,
and affection to one’s partner (31) is at least as important as intimacy’s component of
self-disclosure (32). Similarly, Wynne and Wynne (33) consider intimacy as a set or
processes through which partners express themselves, verbally and non-verbally,
trusting that one’s partner will be understanding and will not betray trust. Still others
emphasize the temporal (34), motivational (14), and transactional aspects of intimacy
(14-16). In an integrative view of these heterogeneous conceptualizations, the
interpersonal process model of intimacy (35) proposes that intimacy is “the feeling of
closeness that result from a transactional, dynamic process between partners’ self-
disclosure and responsiveness” (36). That is, when one perceives that one’s partner
responds to one’s personally relevant disclosure with concern and support, one may
feel understood, validated, or cared for and thus more intimate with the partner. The
definition of intimacy conventionally includes factors relating to closeness, disclosure,
activity sharing, sexuality, and affection (e.g. holding hands, kissing, and verbal

affection)(37).

Cervical Cancer’s effect on quality of life and sexual functioning

The diagnosis and treatment of cancer may result in burden in daily life,
disrupting many aspects of the survivor’s life such as medical, physical, psychological,
social, functional and sexual disruption (37). In fact, women with cervical cancer have
decreased quality of life (38).

Sexual and reproductive issues are an integral but somewhat neglected

components of quality of life, especially for cervical cancer patients (39). If sexual
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functioning is adversely altered, emotional disturbance and marital disharmony may
result (40). In cancer patients, the diagnosis, treatment, recurrence, related side effect
of cancer and the psychosocial burden of living with cancer can threaten sexuality
related issues (40). Several studies were conducted to explore the effect of diagnosis
and treatment of cancer on sexuality and intimacy. Treatments of cancer which involve
the removal of reproductive organs may induce certain physiological and psychological
effects. Pelvic exenteration, for instance, can effect sexual functioning. Removing the
uterus, an integral part of sexual respond, may affect sexual pleasure. Vaginal
lubrication may be affected by oophorectomy which decreases oestrogen level. These
effects may be less pronounced in women who have already reached menopause and
were possibly experiencing alterations in sexual responds (41).

The psychosexual functioning of cervical cancer patients are affected
differently by the different stages of cervical cancer. For patients in the early stage
receiving hysterectomy and radiotherapy, problems may include short-term
dyspareunia, problems during intercourse and lack of sexual satisfaction. Other
persistent sexual difficulties include lack of sexual interest and lack of lubrication.
Patients in the advanced, recurrent, or persistent cervical cancer may experience
reduced sexual interest as well as long-term problem with vaginal lubrication, inability to
have orgasm, and lower frequency of intercourse (41). One longitudinal study done in
women with cervical cancer after radiotherapy found that 85% had low or no sexual
interest, 35% had moderately or severely lack of lubrication, 55% had mild to severe
dyspareunia, and 30% were not satisfied with their sex life (37).

Different kind of treatments is also associated with specific side effects.
For instance, the side-effects of chemotherapy (e.g. fatigue, weigh changes, alopecia)
may affect the ability and desire to engage in sexual activities. Radiotherapy may cause
persistent sexual dysfunction which includes vaginal atrophy, vaginal stenosis, vaginal
shortening, and loss elasticity of the vaginal tissue (7, 37, 40).

Several researchers have identified body image issue as one of the

important issues sometimes overlooked in gynecological cancer patients (42). There is a
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symbolic importance associated with the cervix and the uterus. These two organs
represent womanhood, femininity, and fertility. Women who believe that childbearing is
an important expression of femininity may report lower self esteem, poorer body image
and lesser subjective sense of femaleness due to the loss of organs that represent
reproduction or femininity (10). Poor body image in female cancer survivors may affect
mental health and sexual functioning (43). Mastectomy, for instance, could raise anxiety
about attractiveness and result in the decrease in sexual feelings in both patients and
their partners (44).

In addition sexual functioning may be effected by mood. One study has
found that, among patients with cancer, the main psychological cause of decreased
libido is clinical depression but it is usually left undiagnosed and untreated (45). In fact,
for patients with cervical cancer, research indicates that, compared to women with other
types of cancer such as endometrial cancer, women with cervical cancer have a more
pronounced psychological reaction with higher level of depression, suggesting the need
for psychosocial intervention (46). Other psychological factors that may interfere with
sexual functioning include frustration, stigma and embarrassment, anger and irritability,
anxiety, loneliness, sadness, despair, grief resulting from cancer related loss,
misinformation, guilt, shame, disappointment, and fear (45). The fear of death and
rejection as well as a sense of loss of control can affect libido and the ability to enjoy sex
(47). Note that feeling such as feeling alone, poorly understood, and guilty are
particularly common in women with gynecological cancer (48).

Finally, cancer treatment can interfere with the women’s ability to reach
age appropriate developmental goals such as obtaining education, getting married and
having children, and building up a career (49). The women may have to stop working
which consequentially may affect self esteem and lead to the state of financial
difficulties for these women and their families.

Partners of women with cancer experience alteration in sexual
functioning as well. Hawkins (8, 50, 51) found that, there was a decrease in the

frequency of sex or a complete cessation of sexual activities in informal carers who were
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the partner of a person with cancer. This change in sexuality and intimacy was noted in
partners caring for cancer patients affecting reproductive parts of the body as well as
those with cancer affecting the non-reproductive parts of the body.

Studies of sexual functioning after the treatment of cervical cancer
indicate that there is a potential for spousal relationship problem. For instance, Jensen
et al. (7, 8, 40) found that, radical hysterectomy caused dyspareunia, sexual
dissatisfaction, and orgasmic problems in the short-term. In the long run, it caused
reduced sexual desire and problems with vaginal lubrication. Reported disruptions
among intimate partners of cancer patients include fear of initiating sex with cancer
patient, difficulties in maintaining a level of “normality” within the realm of sexual
relationship, decrease sex drive, and feeling a sense of being unwanted or unattractive
after the cessation of sex (8). Various studies have stressed about the important of
communication within the sexual relationship of gynecological cancer patients and their
partner (7). Men may hesitate to initiate sexual activities with their partner due to fear of
pain. They instead wait for their partner to initiate it (52). But because of the lack of
communication, this is often misinterpreted as disinterest or rejection by their partner
(53)

Overall, it must be acknowledged that a good sexual relationship
following the treatment is likely to exist if the women experienced a healthy sexual

relationship prior the iliness (54).

Relevant research

Intimacy

In the fight against cancer, cancer survivors in committed relationship
who adjust well to diagnosis and treatment of cancer say that they do not do it alone but
their partners are the greatest allies (22). In fact, a study done in breast cancer patients
found that patients often identify the most important person from whom they seek

support as their partners or husbands (55). What appeared to be the most important
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were the patients’ perceptions that there are availability of comfort, concern, positive
regard, affection, and help with problems from their closed ones (55).

Blanchard et al. (56) have identified three types of social support which
are emotional, informational, and practical support. Emotional support is the most
relevant in the discussion of intimacy. It is the support that is conveyed through
communication and is related to patients’ perceptions of their partners’ acceptance,
esteem (22), concern, affection and caring, willingness to listen to worries, and discuss
important issues (57). Emotional support encourages the expression of feelings that may
reduce distress and promote improvement in interpersonal relationship (58). Similarly,
emotional support provided by cancer patients to their partners plays a critical role in
their partners’ adjustment. For husbands of breast cancer patients, a significant
predictor of emotional and physical adjustments was martial support (59). Indeed,
following cancer diagnosis and treatment, difficulties in relationships may arise if
couples do not share the same need for intimacy and do not communicate feelings (59).

Spouses experience similar amount of emotional distress as the patients.
DeGroot et al. (60) found that, in terms of psychosocial impact of cancer, women with
cervical cancer and their male partners expressed equal intensity of concern regarding
illness and its treatment. They rated sexuality, prognosis, and communication with
treatment team as issues that they are most concerned about. Furthermore, even though
women with cervical cancer experience more fatigue and iliness intrusiveness than their
male partners, both reported that relationships, intimacy, and instrumental life domains
were disrupted. Finally, both reported the greatest disruption in the area of intimacy,
jointly defined as sex life and spousal relationship (61).

Although no study has been conducted in this area, there is a
proposition that sexual functioning issue may be a site where problems with intimacy
function to worsen the relationship between the couples. For example, the feeling of
discomfort in discussing sexual functioning may lead the partner to avoid the topic due
to the fear that the patient may interpret it as sexual frustration. In the short term, such

avoidance may decrease distress relating to unwanted conversation or those resulting
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from arguments. In the long run, however, avoidance can exacerbate relationship
conflict and maintain sexual dysfunction.

Furthermore, non-sexual intimacy often decreases in couples whose
sexual relations decrease or discontinue (62). Researchers argue that when sexual
intercourse discontinues as a result of illness, other form of physical contact and
touching likewise diminishes (10) due to the existing perceptions among some couples
that these forms of affection will eventually lead to sexual intercourse which is either not
possible or deemed inappropriate (49).

Sensitive, open, direct communication about variety of issues is essential
for couples to live well with chronic illness (63). Marital strains and intimacy problems
can readily arise from misunderstanding and lack of communication between women
with gynecological cancer and their partners. This is illustrated by the following case.
The wife failed to fully absorb the cancer diagnosis because she did not anticipate that
she will be diagnosed with a serious illness. She thus, failed to inform her husband
immediately about her diagnosis. Her husband, in turn, interpreted this lack of
immediate communication as a sign of exclusion and that she prefer to rely on others
instead of him. Schover & Jensen (64) pointed out that communication about sexual life
may be important when couples are facing illness that disrupts sexual routine. This is
because this kind of communication is likely to worsen when made complicated by
illness (10). For couples who are not used to communicating about sexual life, help may
be needed in learning to communication emotions, preferences, and limitations. Those
who communicate or express feelings of intimacy through sexuality, the iliness of the
partner could create serious problem (65).

All in all, emotional distance between the couples (66) and
dissatisfaction in relationships may arias as a result of the lack of communication and
intimacy and this can add burden to the women and their family, making coping with
gynecological cancer and the effect of treatment more difficult (67).

It must be noted that the diagnosis of gynecological cancer may also

bring positive impact to couple’s relationship. A Canadian study reported that women
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with ovarian cancer and their partners said that the diagnosis and treatment strengthen
their relationships (63, 68). Similarly, some couples coping with cancer reported that,
despite the decrease in sexual intercourse, there were other forms of affection such as
kissing and cuddling that keep the couple “very close” or even more affectionate than

the time prior to the diagnosis of cancer (63, 69).

Knowledge

Studies show that misunderstanding and the lack of knowledge
concerning sexual issues exist in women with gynecological cancer (38, 63). Such lack
of knowledge causes concern, distress, or fear in some women. One theme that
dominates the narrative of these women is the concern and fear about the safety of
sexual activity. There is the fear that sexual intercourse may result in damage,
recurrence of cancer (63), or the transmission of cancer to their partners (47). Others
believe that sexual intercourse would deplete the “energy” that could be used by the
body to “cure” cancer (68, 70, 71). In other study, misinformation on part of male
partners leads to the fear that the women will be hurt or feel painful during intercourse
(72). It was found in various studies that cervical cancer patients who were either
receiving treatment or have completed their treatment felt that they needed more
information about the consequence of treatment on sexuality (40) In fact, some women
express the desire for healthcare professional to discuss with them alternative ways of
non-intercourse expression of intimacy (40).

The lack of knowledge also has the potential to disrupt couple’s
relationship by becoming the barrier to communication and sexual activities. Study has
shown that some women expressed concern about the loss of their sexual desire. They
did not understand why their desire changed. This has resulted in poor communication
between the couple about changes related to sexual issues. Women felt that it would be
easier to discuss such changes in feeling with their partners had the explanation of why
sexual desire may decrease been provided by medical staffs (38, 40). The lack of

knowledge was also evident in issues of sexual sensation or feelings. One woman in
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particular thought that the removal of her ovaries would result in the inability to have
sexual feelings when she has sexual intercourse (41, 73-75). Moreover, as women were
unsure about the safety of sexual activity, some have completely avoided having sex
with their partner and this has in turn produced concern about maintaining relationships
and feeling of guilt (38, 39, 63, 76-78).

These studies correspond to the finding that openness and
communication about sexual issues between patients and medical staffs was often
lacking. Despite the findings that women with gynecological cancer experience
difficulties with sexual functioning (79), more recent research indicates that
communication about sexual issues are still being ignored in the communication
between medical professionals and patients (74). Thaler-Demers (79) mentions that the
sexual, interpersonal, and reproductive late effects of treatment are often not addressed
adequately or not addressed at all in clinical setting. Healthcare professionals rarely
discuss matters or questions relating to sexual matters with gynecological cancer
patients. The majority of cancer patients, on the contrary, reported sexual issues to be
priority (40), and a sizable number of individuals express willingness to discuss sexual
concern with healthcare providers (40). They wished that hospital staffs had provided
information concerning sexual issues and emotional support which would have reduced

their stress and helped them deal with their difficulties more effectively (7).

Attitude

In terms of attitude toward sexual behavior, research has found that, for
many women who were diagnosed and being treated with gynecological cancer, sex
was thought to be important and many want to enjoy sexual activities. Women
expressed concern, if they were sexually active but did not want to be active and if they
were sexually inactive but wanted to be active. Some women were scared to have sex.
They felt that they should not resume sexual activities because they were unsure if
sexual intercourse would have any effect on their body (40). Nevertheless some women

put their fear and concern aside. For them, sexual activity was seen as a duty and if they
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could not perform this duty, they argued that their partners should be allowed to seek
sexual satisfaction from other sources (80). They felt that sexual activity should continue
in order to maintain the relationship with their partners and that it would be unfair for their
partner if sexual activity completely stopped (81).

Another study in cancer patients found that the attitude of patients
toward intimacy and sexuality can be located in different themes along a reflexive
continuum. The less reflexive continuum was the “survival is more important than my
sexuality” theme. The smallest number of patient responds was located in this theme.
Patients in this theme spoke about managing life without sexual intercourse, how they
just get on with life and feeling lucky to be alive and feeling grateful for the treatment
they have received. Another theme of the less reflexive patient responses was the “trust
in the expert” theme. Again, a small number of patients were located here. Patients of
this theme accepted the medicalised, “traditional expert” approach of healthcare
professionals who only spoke of fertility, contraception, menopause, and erectile status
as the impact that cancer may have on sexuality. They believed that their doctor would
have talked about sexuality issues with them if it was an important concern. The next
theme was the moderately reflexive “search for options” theme. Patients in this theme
searched for the “right” person who they could communicate with about sexual and
intimate issues that they were experiencing. This often meant talking to a particular
healthcare professional they trusted in a non-medicalised way in order to sensitively
deal with the issues. In a highly reflexive theme, “am | normal”, a large number of
patients were actively seeking to discuss cancer related physical and emotional
changes that were having an impact on their sexuality and intimacy in order to
determine if their experiences were normal. Many patients in this theme felt angry and
let down by healthcare professionals who could not provide them with the information,
support, or strategies they searched for in order to deal with the impact of cancer
diagnosis and treatment. At the far end of the continuum was the highly reflexive
“negotiated communication” theme. Patients in this theme saw themselves as

participants in their own treatment. They made demands on healthcare professionals to
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make a partnership with them in the treatment process. For them, relationship, intimacy,
and sexuality were the most important thing and they made demands on healthcare
professionals to assist them beyond the focus on staying alive but to live with the
changes they were experiencing (82).

Partners of cancer patients may experience changes in attitude as well.
For example, partners who provide very intimate physical care such as helping with
feeding and toileting for the person with cancer may start to see them as a “patient” or
“asexual” rather than sexual partner (7, 39-41, 48, 62, 63, 75). Furthermore, some
research reported that partner carers subordinated their own sexual needs because
they saw this as a “proper” thing to do when in caring role and this included not initiating
sex, not pressuring their partners into have sexual intercourse, and not being
demanding sexually (48). This discursive construction of “good carer”, thus,

problematises the renegotiation of sexuality and intimacy between the couples.

Practice on sexual behavior

Various researches suggested that sexual behaviors of cancer patients
changed after diagnosis (8). Two major themes characterized the change: cessation or
decreased frequency of sex or intimacy and renegotiation of sex or intimacy (63).
Furthermore, there were reports of difficulties in resuming the level of “normality” in the
realm of sexual life for couples who have resumed sexual activities. For instance, other
than the decrease in frequency of sexual intercourse, one husband stated that after his
wife’s operation for cervical cancer, he now tends to wait for his wife to initiate sexual
intercourse rather than initiating it himself (48).

One study reported that 59% of women and 79% of men who were either
cancer patients or their partners experienced a complete cessation of sex or remarkable
decrease in the frequency of sex. In some couples, there was a cessation of sexual
activities after the female partner was diagnosed with cervical cancer because the male

partner fear that cancer might be transmitted to them (67).
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In terms of renegotiation of sexual and non sexual intimacy, it was
reported that 19% of women and 14% of men renegotiated their sexual relationship to
include non coital sexual activities or nonsexual intimacy and 12% of men, compared to
1% of women, reported having developed alternative sexual behavior to those practiced
before their partners got cancer. These sexual behaviors included the change in
position during sexual intercourse and the development of alternative of non penetrative
sexual behaviors to create partners’ satisfaction such as oral sex, massage,
masturbation, and the use of vibrator (7). Couple may have engaged in such behaviors
prior to the diagnosis and treatment of cancer but after sexual intercourse involving
vaginal penetration became difficult or physiologically impossible, these behaviors
became more frequent and more central in their sexual relationship (67). One study
revealed that, in women with cervical and endometrial cancer, sexual satisfaction came
from sexual activities involving intimate acts other than physical act of sexual
intercourse. Even though the women in this study expressed the desire for such non-
intercourse intimacy, they felt that this was not enough to satisfy their partners sexually
(83-85).

Studies that have examined sexual renegotiation in the context of cancer
have shown that couples were, for the most part, unable to renegotiate sexuality and
intimacy (61). It was reported that this inability is related to difficulties in communicating
about sexual matters (67) due to fear of making the person with cancer feel guilty (48).
Positive communication and good relationship context were given as explanations for
the ability to renegotiate by partner of cancer patients. Although it was not necessary
“easy” for the partners to express sexual related needs and concern to the person with
cancer, the “effort” to communicate was described as rewarding for both sexual and
couple relationships (86).

The ability of couples to renegotiate sexuality and intimacy after cancer,
in a large part, may be influenced by what the broader culture constitute as normative
sexuality, especially when sexual intercourse is no longer possible (87). As Judith Butler

has argued, we understand our sexual subjectivity within the “heterosexual matrix”
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within which masculinity and femininity are performed through the engagement in “coital
imperative” which is considered to be normative sexual practices (48). The failure to
perform coitus is seen as “dysfunction” and other practices seen as “not real sex” (40).
This theoretical framework is useful in understanding why many heterosexual couples
who cannot engage in the physical act of sexual intercourse cease all expression of
sexual intimacy after the diagnosis and treatment of cancer (70).

Stead et al. (17) reported that women with gynecological cancer were
initially not concerned about the issues of sexual activity. At the initial stage after
diagnosis, the main concern was on coping with the diagnosis and these women mostly
concentrated on the need for treatment and the impact of cancer on their health and
their life. Sexual activity was then being considered by the women after the treatment or
the wound from surgery has healed. Most women in this study did not have sex during
chemotherapy as they had “too much on their mind” to engage in sexual activity. Others
engaged in sexual activity during chemotherapy as it helped them maintain normality in
their lives and cope with treatment. Therefore, treatment affected the sexual behavior of
women with gynecological cancer differently. Some chose to avoid sexual activity
completely while others maintained sexual activity as they thought it helped them
psychologically.

Currently there is a limited number of research studying sexual issues
among cervical cancer patients in Thailand. There is only one study done in Thailand
that touches on this subject. Consistent with various studies cited above Tangjitgamol et
al. (59) found that sexual dysfunction is a common problem after cervical cancer
treatment. It is, however, often not recognized by medical staff and patients, due to

cultural background which consider sexual related issues as private.



CHAPTER III

METHODOLOGY

Research Design

This is a cross-sectional descriptive study.

Population and sampling

Target population is cervical cancer patients at King Chulalongkorn
Memorial Hospital.
Target sample is cervical cancer patients who are undergoing cancer
treatment or in the stage of follow up at King Chulalongkorn Memorial Hospital.
Sample is cervical cancer patients who met the inclusion criteria for the
study and undergone cancer treatment at King Chulalongkorn Memorial Hospital around

the period of October 2011 to February 2012.

Inclusion criteria

1. Atleast 18 years of age
2. Married
3. Having stage 2 or 3 of cervical cancer and
- either currently receiving radiation therapy or chemotherapy
- or in the stage of follow up within 3 months post radiation or
chemotherapy
The reason for limiting the stage of cervical cancer to include only stage 2 and stage 3
is because it is usually patients in these stages that will be receiving either radiation
therapy or chemotherapy.

4.Thai language proficiency
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Exclusion criteria

1. Was diagnosed with other types of cancer.

Sample size determination

Formula n = z2 1-

d2

(1.96) *(0.5)(1-0.5)

0.12
= 96.04
Where n = 96.04 = sample size
d = 0.1 = acceptable error
z = 1.96 at 95% CI
P = 0.5 =  estimated proportion of attribute

that is present in the population.

The number of research participants needed for this study is 100 people.

Sampling technique

All the subjects who met the inclusion and exclusion criteria and agreed
to participate were included in the study. The researcher approached potential subjects
and provided a brief introduction about the research. If they were interested in
participating or knowing more about the research, the researcher brought them into one
of the examination room at the Permpoon-Vongwanich building. There, the researchers
explained about the research and the process of participating and answered questions.

Patients were allowed to freely decide whether or not they want to participate in the
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research. The study continued until the number of research subjects reached the

number of calculated sample size.

Instruments

Part 1 A self-report questionnaire developed by the researcher was used
to obtain information on different factors that may be related to intimacy. Demographic
factors included, sex, age, education level, religion, monthly income, employment
status, number of children, and time in relationship with partner. Clinical factor included
number of years since first diagnosis, current cancer stage, type of treatment, time since
treatment completion, and satisfaction with healthcare. Social support factors included
emotional support from partner or closed ones

Part 2 The questionnaire assessing intimacy was an 11-item 5-points self
report scale (63). This questionnaire was used in a research studying sexual dysfunction
at Deakin University in Australia. The researchers involved in conducting this study were
contacted via email and the permission to use this questionnaire was granted. The
translation from English into Thai was done by the researcher. The Cronbach’s alpha for
the 11 items was 0.741. The language validation was done by 3 experts. The content
validity index was 0.6. There were 6 positive items which were items 1,2,3,5,6,9 and 5

negative items which were items 4,7,8,10,11

Positive Negative
Never 0 4
Occasionally 1 3
Frequently 2 2
Almost always 3 1
Always 4 0

Greater level of intimacy is associated with higher scores.
The cut-off scores was defined by calculation of percentile

scores > 75" percentile were used to classify high level of intimacy. This
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corresponded to intimacy score of more than 32.

scores from 25"-75" percentile were used to classify medium level of
intimacy. This corresponded to intimacy score from 25 to 32.

scores < 25" were used to classify low level of intimacy. This
corresponded to intimacy score of less than 25.

Part 3 The KAP questionnaire was developed by the researcher to
assess the knowledge, attitude, and practice on sexual behavior among cervical cancer
patients. The validity of the questionnaires was done by 3 experts.

Knowledge: 8 yes or no questions were designed to assess a
general knowledge that the patients have about cervical cancer. The items were
constructed after the review of literature about the common misconceptions and
concerns that cancer patients have, for instance, the concern that cancer is contagious
through sexual contact (50, 88) or that sexual activities will interfere with the ability to
recover from cancer (89). Others items were constructed to assess the patients’
awareness that male partners or husbands of women with gynecological cancer
frequently experience sexual problems (7, 59) and that intervention or counseling can at
least achieve short term improvement in physical and overall quality of life among
cervical cancer survivors (76). The Cronbach’s alpha for the 8 items was 0.712. The
content validity index was 0.7. There were 3 positive items which were items 5,6,8

There were 5 negative items which were items 1,2,3,4,7

Positive Negative
True 1 0
False 0 1

Higher level of knowledge is associated with higher scores.
The cut-off scores were defined by calculation of percentile
scores > 75" percentile were used to classify high level of

knowledge. This corresponded to knowledge scores of more than 6.
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scores from 25"-75" percentile were used to classify medium
level of knowledge. This corresponded to knowledge scores from 2 to 6.

scores < 25" were used to classify low level of knowledge. This
corresponded to knowledge score of less than 2.

Attitude: 12-items rating scale was designed to assess the
attitude of patients toward cervical cancer. Targeted areas of concern relating to the
effect of diagnosis and treatment of gynecological cancer were identified from literature
review. These included relationship (59, 76) and communication with partners or
husbands(60), communication with the medical team (59, 90), sexual problems and
alteration in sexual behaviors (60), emotional distress including discomfort and fear
associated with sexual activities (90). The Cronbach’s alpha for the 12 items was 0.50.
The content validity index was 0.7. There were 4 positive items which were items

3,5,7,10 and 8 negative items which were items 1,2,4,6,8,9,11,12

Positive Negative
Strongly agree 5 1
Agree 4 2
Not sure 3 3
Disagree 2 4
Strongly disagree 1 5

Higher scores are associated with a more positive attitude.

scores > 75" percentile were used to classify positive attitude.
This corresponded to attitude scores of more than 42.

scores from 25"-75" percentile were used to classify neutral
attitude. This corresponded to attitude scores from 35 to 42.

scores < 25" were used to classify negative attitude. This

corresponded to attitude scores of less than 35.
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Practice: 5 self-report questions were designed to assess the
sexual behavior of cervical cancer patients. The followings were alterations in sexuality
related issues among gynecological cancer patients identified from literature review that
were used to construct the practice questionnaire: cessation or decrease frequency of
sex (67), abstinence and inability to engage in sexual intercourse either due to physical
condition or emotional distress (63), exploration of alternative sexual practice(60),
refusal on part of oneself or one’s partner/husband to engage in sexual intercourse (41),
and discussion about sexuality related issues with partners/husbands (68). The
Cronbach’s alpha for the 5 items was 0.540. The content validity index was 0.9. There
were 3 positive items which were items 1,2,5 and 2 negative items which were items 3

and 4.

Positive Negative
yes 1 0
no 0 1

scores > 75" percentile were used to classify high practice
score. This corresponded to practice scores of more than 3.

scores from 25"-75" percentile were used to classify medium
practice score. This corresponded to practice scores from1 to 3

scores < 25" will were used to classify low practice score. This

corresponded to practice scores of less than 1.

Data collection

1.The researcher contacted the faculty of Medicines, Chulalongkorn
Univeristy for a letter requesting the permission to conduct a research to be sent to King

Chulalongkorn Memorial Hospital.
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2. The researcher asked the permission from nurses at the division of
radiation oncology and chemotherapy clinic (Permpoon-Vongwanich building, King
Chulalongkorn Memorial Hospital) to see the patients’ appointments and profiles

3. Potential participants were approached by the researcher during their
clinic visit for radiation therapy or chemotherapy appointment. The researcher
determined eligibility at that time, explained about the research, and obtained informed
consent. The researcher then administered the questionnaire in a secluded examination
room. Participants received both verbal and written instructions and completed the
questionnaires inside the examination room. All the questionnaires required
approximately 15-20 minutes to complete. Note that Radiation therapy and
chemotherapy is scheduled every Monday to Friday from 8.30 — 12.00 am and 1pm —
3pm. Follow-up patients came for appointment every Thursday from 13.00 — 16.00 pm.
Extra hours were available for outpatients and follow-up patients every Monday to Friday
from 16.00 — 19.30 pm.

4. The researcher verified that the questionnaires were completely
answered by participants.

5. The researcher performed statistical analysis of collected data.

Data analysis

Data were analyzed using SPSS 18. Analysis included the following:

1.Descriptive statistics were generated to describe demographic and
clinical characteristics of the sample. Continuous data was expressed as means and
standard deviation (SD). Categorical data was expressed as frequencies and
percentages.

2.Inferential statistics

- one-way ANOVA, and Chi-square were conducted, as appropriate, to

determine the relationship between intimacy and KAP and to determine the
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demographic and clinical factors related to intimacy and KAP. LSD post hoc test was
used with one-way ANOVA to identify pairs of groups that significantly differed. Chi-
square tests were used for categorical data.

- Stepwise multiple linear regression was conducted to determine the
predictors of intimacy and KAP.

Note that in the analysis, due to the small numbers, categories of the
variable education were regrouped into secondary school or lower vs beyond
secondary school. Variable employment status was regrouped into employed vs
unemployed. Variable monthly income was regrouped into low (30,000 baht) vs high
(230,000 baht) income. Variable time in marriage was regrouped into <20 years vs ~>20

years.



CHAPTER IV

RESEARCH RESULT

The present research was conducted to study intimacy, and knowledge,
attitude, and practice about sexual behaviors among Thai cervical cancer patients who
were receiving treatment at King Chulalongkorn Memorial Hospital. The participants
included 100 women with cervical cancer who came to receive treatment or came for
routine follow-up at King Chulalongkorn Memorial Hospital. The participants were asked

to complete questionnaires. The results of the study are presented in 4 parts.

Part 1 Descriptive data for demographic variables

Part 2 Intimacy and knowledge, attitude, and practice

Part 3 Relationship between intimacy and KAP

Part 4 Factors correlated with intimacy and KAP

Part 5 Predictors of intimacy and KAP



Part1 Descriptive data for demographic variables

Table 1 Data for demographic variables in frequency and percentage

Demographic Variable Frequency Percentage

(n=100)

Age (years)

35-44 12 12.00
45-54 42 42.00
55-64 40 40.00
>65 6 6.00

(Mean= 53.57, SD= 7.49, Min= 39, Max= 72)

Religion
Buddhism 97 97.00
Other 3 3.00
Education
Primary school or lower 32 32.00
Secondary school or equivalent 31 31.00
University or college 37 37.00

Employment status

Full time employment 43 43.00
Part time employment 11 11.00
Retired 7 7.00
On sick leave 7 7.00
Unemployed 32 32.00

Monthly income (baht)

<29,999 45 45.00
30,000-49,999 32 32.00
=>50,000 21 21.00

Missing 2 2.00




Table 1 (68) Data for demographic variables in frequency and percentage

32

Demographic Variable Frequency Percentage
(n=100)
Number of children
None 13 13.00
1 22 22.00
2 45 45.00
3 18 18.00
4 2 2.00
Time in marriage with current partner (years)
<10 7 7.00
10-20 22 22.00
21-30 34 34.00
> 30 35 35.00
Missing 2 2.00
Time since diagnosis (months)
(Mean= 3.56, SD= 4.23, Min= 1, Max= 33
Disease stage
Stage 2 71 71.00
Stage 3 29 29.00
Types of treatment
Radiation therapy 10 10.00
Chemotherapy 2 2.00
Both 88 88.00
Treatment status
Treatment phase 53 53.00
Follow up phase 45 45.00
Missing 2 2.00
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Table 1 (con) Data for demographic variables in frequency and percentage

Demographic Variable Frequency Percentage

(n=100)

Satisfaction with healthcare

Low 7 7.00
Medium 16 16.00
High 77 77.00

Level of support

Low 9 9.00
Medium 7 7.00
High 84 84.00

Table 1 presents the demographic and clinical characteristics of the
sample. A total of 100 women participated in the study. The mean age of participants
was 53.57 years (SD =7.49). Most participants were Buddhist (97%) while the minorities
(3%) were of other religion. In terms of education level, 32% reached primary school,
31% reached secondary school, and 37% went beyond secondary school. For
employment status, 43% was working full time, 11% was working part time, 7% was on
sick leave, another 7% was retired, and 32% was unemployed. With regards to monthly
income, 45% had monthly income <29,999 baht per month, 32% had income between
30,000-49,999 baht per month, and 23% had income 50,000 per month. Thirteen
percent was childless, 22% had one child, 45% had 2 children, 18% had 3 children, and
the remaining 2% had 4 children. With regards to marriage length, 7% was married for
less than 10 years, 22% was married between 10 to 20 years, 34% was married
between 21 to 30 years, and 35% was married for more than 30 years. With regard to
clinical variables, the majorities of participants were having stage 2 of cancer (71%) and
were still undergoing treatment at the time of the study (53%). Only 29% were having

stage 3 of cancer and 45% percent were within 3 months post treatment. In addition,
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they were recently diagnosed with mean time since diagnosis of 3.56 months (SD=
4.23). Among the participants, 88% received a combination of radiation therapy and
chemotherapy, 9% received radiation therapy alone and the remaining 2% received
chemotherapy alone. On satisfaction with healthcare, 7% rated low, 16% rated medium,
and 77% rated high. On level of support from partner or loved ones, 9% rated low, 7%

rated medium, 84% rated high.

Part 2 Intimacy and knowledge, attitude, and practice

Table 2 Levels of intimacy in frequency and percentage

Level of intimacy Frequency Percentage
(n=100)
Low 24 24.00
Medium 56 56.00
High 20 20.00

Mean =28.05, SD= 5.95, Min= 13, Max= 42

Table 2 presents data concerning levels of intimacy. Among the sample
24% scored low, 56% scored medium and 20% scored high on intimacy measure. Mean
intimacy score was 28.05, SD= 5.95, Min= 13, Max=42. Most participants obtained
medium score, the second largest number of participants obtained low score, and the

smallest number of participants obtained high score.

Table 3 Levels of knowledge, attitude and practice frequency and percentage

Knowledge Attitude Practice
(n=100) % (n=100) % (n=100) %
Low 32 32.00 29 29.00 29 29.00
Medium 46 46.00 49 24.00 55 55.00

High 22 22.00 22 22.00 16 16.00
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Table 3 presents data on knowledge, attitude, and practice scores. As
seen in the table, for knowledge measure, 32% of the sample scored low, 46% scored
medium and 22% scored high. Mean attitude score was 4.14, SD= 2.13, Min=1, and
Max=8. The majority of participants obtained a medium score, the second largest
number of participants obtained low score while the smallest numbers of participants
obtained high score on knowledge measure.

In terms of attitude, 29% scored low, 49% score medium, and 22%
scored high on attitude measure. Mean attitude score was 38.28, SD= 4.61, Min= 25,
and Max= 51. The majority of participants obtained medium score, the second largest
number of participant obtained low score while the smallest number of participants
obtained high score.

With regards to practice, 29% scored low, 55% scored medium, and
16% scored high. Mean practice score was 2.33, SD= 1.28, Min= 0, Max= 7. The
majority of participants obtained medium score, the second largest number of
participants obtained low score and the smallest number of participants obtained high

Score.

Part 3 Relationship between intimacy and KAP

Table 4 Mean differences in knowledge scores between levels of intimacy

Levels of intimacy n Mean SD. F P-value
Low 24 3.958 2.236 5.697 0.005*
Medium 56 3.723 1.873
High 20 5.500 2.212
**p<0.01

Table 4 presents the result of one-way ANOVA which was used to test for

the mean differences in knowledge scores between participants who obtained low,
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medium, and high scores on intimacy measure. As seen in table 6, participants who
scored high on intimacy scored higher on knowledge compared to participants who
scored medium and low on intimacy. Participants who scored medium on intimacy
scored lower on knowledge measure than participants who scored low on intimacy
measure. The result of one-way ANOVA indicated that mean knowledge score differed

significantly by level of intimacy, p<0.05.

Table 5 Pair wise comparison of knowledge score between levels of intimacy using LSD

post hoc test

Intimacy Mean Low Medium High
Low 3.958 0.649 0.014*
Medium 3.723 0.001**
High 5.500

*p<0.05, **p<0.01

Table 7 presents the result of post hoc analysis using LSD. It was found
that participants with high intimacy score scored significantly higher on knowledge
measure than participants with low and medium intimacy scores, p<0.05. The difference
in mean knowledge score between participants with low and medium intimacy score

was not significant.

Table 6 Mean differences in attitude score between levels of intimacy

Levels of intimacy n Mean SD. F P-value
Low 24 36.750 4.225 3.524  0.033*
Medium 56 38.196  4.522
High 20 40.350 4.606

*p<0.05
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Table 6 presents the result of one-way ANOVA which was used to test for
the mean differences in attitude score across participants who obtained low, medium,
and high scores on intimacy. As seen in the table, participants with high score on
intimacy measure scored higher on attitude measure compared to participants who
scored medium and low on intimacy. Participants who scored medium on intimacy
scored higher on attitude measure compared to participants who scored low on
intimacy. The result of one-way ANOVA revealed that mean attitude score differed

significantly by levels of intimacy, p<0.05.

Table 7 Pair wise comparison of attitude score between levels of intimacy using LSD

post hoc test

Intimacy Mean Low Medium High
Low 36.750 0.190 0.009**
Medium 38.196 0.069
High 40.350

**p<0.01

Post hoc analysis using LSD test was conducted and the result is shown
in table 7. It was found that participants with high intimacy score scored significantly
higher on attitude measure compared to participants with low intimacy score, p<0.01.
Mean differences in attitude scores between participant with medium and high level of

intimacy and medium and low level of intimacy were not significant.
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Table 8 Mean differences in practice scores between levels of intimacy

Levels of intimacy n Mean SD. F P-value
Low 24 1.958 1.083 6.724 0.002**
Medium 56 2.179 1.046
High 20 3.200 1.704
**p<0.01

Table 8 presents the result of one-way ANOVA which was used to test for
the mean differences in practice score across participants who obtained low, medium,
and high scores on intimacy. It was found that participants who scored high on intimacy
measure scored higher on practice measure compared to participants who scored
medium and low on intimacy measure. Participants who scored medium on intimacy
scored higher on practice measure compared to participants who scored low on
intimacy measure. The result of one-way ANOVA suggested that mean practice score

differed significantly by levels of intimacy, p<0.01.

Table 9 Pair wise comparison of practice score between levels of intimacy using LSD

post hoc test

Intimacy Mean Low Medium High
Low 1.958 0.458 0.001**
Medium 2179 0.002
High 3.200

**p<0.01
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A post hoc analysis using the LSD test was conducted for pair wise
comparison. As seen in table 9, participants with high score on intimacy measure
scored significantly higher on practice measure compared to participants with low
intimacy score. There were no significant differences in the mean practice score of
participants who scored medium and high on intimacy measure and medium and low on

intimacy measure.

Part 4 Factors correlated with intimacy and KAP

Table 10 Analysis of factors correlated with intimacy by chi-square

Level of intimacy n(%)

Demographic variables Low Medium High )& df p-value

Education level
< secondary school 15 40 8 6.248 2 0.044*
> secondary school 5 23 9
Employment status
Employed 17 30 10 2.542 2 0.281
Unemployed 7 26 10
Monthly income (baht)
<<30,000 16 24 5 7.216 2 0.027*
230,000 8 31 14
Time since marriage (years)
<20 6 15 8 2.360 2 0.307
>20 18 41 10
Disease stage
Stage 2 14 41 16 0.248 2 0.248
Stage 3 10 15 4
Treatment status
Treatment phase 19 27 7 8.531 2 0.014*

Follow up phase 5 29 11

*p<0.05
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Table 10 presents the result of Chi-square analysis between
demographic factors and levels of intimacy. As seen in the table, the frequencies of
participants in each level of intimacy significantly differed by education level (Y= 6.248,
p= 0,044), monthly income ()*= 7.216, p= 0.027), and treatment status (Xzz 8.531 p=
0.014). The frequencies of participants in each level of intimacy did not differ by

employment status, time since marriage, and disease stage, p<0.05.

Table 11 Analysis of factors correlated with knowledge by chi-square

Level of knowledge (n)

Demographic variables Low Medium High )& df p-value

Education level
< secondary school 20 31 12 1.059 2 0.589
> secondary school 12 15 10
Employment status
Employed 19 26 12 0.132 2 0.936
Unemployed 8 20 10
Monthly income (baht)
<30,000 14 22 9 0389 2 0.823
230,000 17 23 13
Time since marriage (years)
<20 9 13 7 0185 2 0912
> 20 23 32 14
Disease stage
Stage 2 20 35 16 1.733 2 0420
Stage 3 10 15 4

Treatment status

N

Treatment phase 23 21 9 6.141 0.046*

Follow up phase 5 29 11

*p<0.05
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Table 11 presents the result of Chi-square analysis between
demographic factors and levels of knowledge. As seen in the table, the frequencies of
participants in each level of intimacy score significantly differed by treatment status (Y=
6.141, p= 0.046). No significant relationship was found between level of intimacy and
education level, employment status, monthly income, time since marriage, and disease

stage, p<0.05.

Table 12 Analysis of factors correlated with attitude by chi-square

Level of attitude (n)

Demographic variables Low Medium High )& df p-value

Education level
< secondary school 19 31 13 0225 2 0.8%
> secondary school 10 18 9
Employment status
Employed 16 28 13 0.079 2 0.961
Unemployed 8 21 9
Monthly income (baht)
<<30,000 15 18 12 2.829 2 0.243
230,000 14 30 9
Time since marriage (years)
<20 10 12 7 1.226 2 0.542
>20 19 37 13

Disease stage
Stage 2 21 36 14 0.753 2 0.686
Stage 3 8 13 8

Treatment status
Treatment phase 19 24 10 2175 2 0.337

Follow up phase 10 25 10
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Table 12 presents the result of Chi-square analysis between
demographic factors and levels of attitude. As seen in the table. No significant
relationship was found between level of attitude and all variables being analyzed,

p<0.05.

Table 13 Analysis of factors correlated with practice by chi-square

Level of practice (n)

Demographic variables Low Medium High )& df p-value

Education level
< secondary school 23 33 7 6.066 2 0.048%
> secondary school 6 22 9
Employment status
Employed 15 34 8 1.170 2 0.557
Unemployed 14 21 8
Monthly income (baht)
<<30,000 17 22 6 3.508 2 0173
230,000 11 32 10
Time since marriage (years)
<20 6 18 5 1256 2 0.534
> 20 22 37 10
Disease stage
Stage 2 19 39 13 1.240 2 0.538
Stage 3 10 16 3
Treatment status
Treatment phase 19 29 5 4.781 2 0.092

Follow up phase 9 26 10

*p<0.05
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Table 13 presents the result of Chi-square analysis between
demographic factors and levels of practice. As seen in the table, only education level
was found to have significant relationship with levels of practice score, Y*= 6.066, p=
0.048. Employment status, monthly income, time since marriage, disease stage, and

treatments status did not have a significant relationship with levels of practice, p<0.05.

Table 14 Mean difference in age between levels of intimacy by one-way ANOVA

Levels of intimacy n Mean SD. F P-value
Low 24 54.71 8.690 2.719 0.022*
Medium 56 54.30 7.378
High 20 50.15 5.304
*P<0.05

Table 14 presents the comparison of mean age among each level of
intimacy. Participants with high intimacy score were younger than participants with
medium and low intimacy score. Participants with low intimacy score were older than
participants with medium intimacy score. As seen in the table, age differed significantly

by level of intimacy, p<0.05.

Table 15 Pair wise comparison of mean age between levels of intimacy using LSD

post hoc test

Intimacy Mean Low Medium High
Low 54.71 0.822 0.044*
Medium 54.30 0.033*
High 50.15

*p<0.05
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LSD post hoc comparison revealed that participants with high score on

intimacy measure were significantly younger than participants with low and medium

intimacy score. The mean age between participants with low and medium intimacy

score was not significant.

Table 16 Mean difference in age between levels of knowledge by one-way ANOVA

Levels of knowledge n Mean SD. F P-value
Low 32 53.78 8.958 0.029 0.971
Medium 46 53.57 7.366
High 22 53.27 5.470

Table 16 presents the comparison of mean age among each level of

knowledge. Participants with high score on knowledge were younger than participant

with low and medium score on knowledge. Participants with low score on knowledge

were older than participants with medium score on knowledge. However, as seen in the

table, the mean differences were not statistically significant, p<0.05.

Table 17 Mean difference in age between levels of attitude score by one-way ANOVA

Levels of attitude n Mean SD. F P-value
Low 29 53.45 8.943  0.059 0.943
Medium 49 53.82 7.132

High 22

53.18 6.449
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Table 17 presents the comparison of mean age among each level of
attitude score. Participants with high score on attitude measure were younger than
participants with low and medium score on attitude. Participants with low attitude score
were younger than participants with medium attitude score. However, as seen in the

table, the mean differences in age were not statistically significant, p<0.05.

Table 18 Mean difference in age between levels of practice score by one-way ANOVA

Levels of practice n Mean SD. F P-value
Low 29 54.66 8.474  1.659 0.196
Medium 55 53.88 7.165
High 16 54.56 6.293

Table 18 presents the comparison of mean age among participants with
each level of practice score. Participants with high score on practice were older than
participants with medium practice score but younger than participants with low practice
score. Participants with low practice score were older than participants with medium
practice score. However, the differences in mean age were not statistically significant,

p<0.05.
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Table 19 Mean difference in time since diagnosis between levels of intimacy by one-

way ANOVA
Levels of intimacy n Mean SD. F P-value
Low 23 3.48 6.508 0.067 0.935
Medium 54 3.48 3.511
High 18 3.89 2.324

Table 19 presents the comparison of mean time since diagnosis in month

between each level of intimacy score. Participants with high intimacy score had longer

mean time since diagnosis compared to participants with low and medium score on

intimacy. Participants with low and medium score on intimacy had equal mean time

since diagnosis. These differences, however, were not statistically significant, p<0.05.

Table 20 Mean difference in time since diagnosis between levels of knowledge by one-

way ANOVA
Levels of knowledge n Mean SD. F P-value
Low 32 2.69 1.958 1.158 0.319
Medium 43 4.19 5.848
High 20 3.60 2.088

Table 20 presents the comparison of mean time since diagnosis in month

between each level of knowledge score. Participants with high score on knowledge
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measure had shorter mean time since diagnosis compared to participants with medium
knowledge score. They, however, had longer mean time since diagnosis compared to

participants with low knowledge score. Participants with medium knowledge score had
longer mean time since diagnosis compared to participants with low knowledge score.

These mean differences were not statistically significant, p<0.05.

Table 21 Mean difference in time since diagnosis between levels of attitude by one-

way ANOVA
Levels of attitude n Mean SD. F P-value
Low 29 3.59 5.895 0.001 0.999
Medium 47 3.55 3.670
High 19 3.53 2.195

Table 21 presents the comparison of mean time since diagnosis in month
between each level of attitude score. Participants with high attitude score had shorter
mean time since diagnosis compared to participants with low and medium attitude
score. Participants with low attitude score had longer mean time since diagnosis
compared to participants with medium attitude score. These differences in mean,

however, were not statistically significant, p<0.05.
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Table 22 Mean difference in time since diagnosis between levels of practice by one-

way ANOVA
Levels of practice n Mean SD. F P-value
Low 26 2.46 1.679 1.215 0.302
Medium 53 3.94 5.344
High 16 4.06 2.323

Table 22 presents the comparison of mean time since diagnosis in month
between each level of practice score. Participants with high score on practice measure
had longer mean time since diagnosis compared to participants with medium and low
practice score. Participants with low practice score had shorter mean time since
diagnosis compared to participants with medium practice score. These differences,

however, were not statistically significant, p<0.05.

Part 5 Predictors of intimacy and KAP

Table 23 Stepwise multiple regression for predictors of intimacy

Variable R R2 B t P-value
(91) 29.943 39.571 0.000**
Income 0.368 0.149 -4.580 -4.076 0.000**

S.E.est=5.509, F= 16.616, **P<0.01

Based on the preceding univariate analysis, age, education level, income
level, and treatment status was entered into stepwise multiple regression model. The
resulting model indicated that low income (<30,000) as compared to high income
(=>30,000) was found to be the predictor for intimacy. The model explained 14.9% of the

variance in intimacy score.
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Table 24 Stepwise multiple regression for predictors of practice

Variable R R2 B t P-value
(70) 2.784 13.686 0.000**
Income 0.273 0.075 -0.720 -2.811 0.006**

S.E.est= 1.237, F= 7.900, **P<0.01

Based on the preceding univariate analysis, income was entered into
stepwise multiple regression model. The resulting model indicated that low income
(<30,000), as compared to high income (=>30,000), was found to be the predictor for
practice score. The model explained 7.5% of the variance in practice score.

Note that when univariate analysis was conducted, no demographic
variable was found to be correlated with attitude score. As a result, a stepwise multiple
regression was not conducted for attitude score. Finally, univariate analysis suggested
that treatments status was correlated with knowledge score. However, when multiple
regression was conducted, the resulting model indicated that treatment status was not a

significant predictor for knowledge score, p<0.05.



CHAPTER V

CONCLUSION AND RECOMMENDATIONS

General Conclusion

This was a cross-sectional descriptive study with the objective to

1.Study intimacy and knowledge, attitude, and practice about sexual
behavior among cervical cancer patients at King Chulalongkorn Hospital

2. Determine the factors correlated with intimacy and knowledge, attitude
and practice about sexual behavior.

3. Determine the correlation between intimacy and knowledge, attitude,
and practice about sexual behavior.

Participants were cervical cancer patients who came to King
Chulalongkorn Memorial Hospital for treatment or follow up during the period of
October 2011 to February 2012.

The instruments used were intimacy questionnaire which was translated
by the researcher and KAP questionnaires which was developed by the researcher.

In terms of statistical analysis, descriptive statistic such as mean,
standard deviation, frequencies, and percentage were generated to describe the
variables being studied. One-way ANOVA and chi-square were used to study the
relationship between intimacy and KAP and to determine the factors correlated with
intimacy and KAP. Stepwise multiple linear regression was used to determine the

predictors of intimacy and KAP.

1.Demographic data
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Table 1 presents the demographic and clinical characteristics of the
sample. A total of 100 women participated in the study. The mean age of participants
was 53.57 years (SD =7.49). Most participants were Buddhist (97%) while the minorities
(3%) were of other religion. In terms of education level, 32% reached primary school,
31% reached secondary school, and 37% went beyond secondary school. For
employment status, 43% was working full time, 11% was working part time, 7% was on
sick leave, another 7% was retired, and 32% was unemployed. With regards to monthly
income, 45% had monthly income <29,999 baht per month, 32% had income between
30,000-49,999 baht per month, and 23% had income =50,000 per month. Thirteen
percent was childless, 22% had one child, 45% had 2 children, 18% had 3 children, and
the remaining 2% had 4 children. With regards to marriage length, 7% was married for
less than 10 years, 22% was married between 10 to 20 years, 34% was married
between 21 to 30 years, and 35% was married for more than 30 years. With regard to
clinical variables, the majorities of participants were having stage 2 of cancer (71%) and
were still undergoing treatment at the time of the study (53%). Only 29% were having
stage 3 of cancer and 45% percent were within 3 months post treatment. In addition,
they were recently diagnosed with mean time since diagnosis of 3.56 months (SD=
4.23). Among the participants, 88% received a combination of radiation therapy and
chemotherapy, 9% received radiation therapy alone and the remaining 2% received

chemotherapy alone.

2.Data describing intimacy and KAP score

Among the sample 24% scored low, 56% scored medium, and 20%
scored high on intimacy. For knowledge, 32% scored low, 46% scored medium and
22% scored high. In term of attitude, 29% scored low, 49% scored medium, and 22%
scored high. For practice, 29% scored low, 55% scored medium, and 16% scored high.
Overall, the majority of participants scored in the medium cut off range across all

measures of intimacy and KAP.
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3.Factors correlated with intimacy and KAP

Factors correlated with high intimacy were high knowledge, attitude, and
practice scores, young age, high education and high income (p<0.05). Factor
correlated with low intimacy was ongoing treatment (p<0.05). Factors correlated with
high knowledge was having completed treatment (p<0.05). Factor correlated with low

practice score was low level of education.

4 .Predictors of intimacy and KAP

Low income as compared to high income was found to predict intimacy
with predictive value of 14.9. Similarly, low income as compared to high income was

found to predict practice score with predictive value of 7.5.

Discussion

This is one of the first study to explore intimacy and knowledge, attitude,
and practice on sexual behavior among Thai cervical cancer patients. The data from
this study evidences that the majority of the sample have medium scores across all
measures. As there is no established research that directly investigates these issues in
other groups of cervical cancer patients, comparison and interpretation of the result
obtained is difficult. Nevertheless, one thing that might be said about the result is that, if
we take low score to be the site where potential problems may arise then the results
seem to be favorable among this sample of Thai cervical cancer patients as the scores
of participants across all measures largely fall within the medium and high cut off range
across all measures.

For the first item on practice measure, about one third reported that they
had sex at least once during the two months before they completed the questionnaires
and roughly 20% had used an alternative way to engage in sexual activity that did not

involve vaginal penetration. This figure is somewhat lower than the findings among



53

Western population that 63% (73) and 61% (40) of cervical cancer patients are sexually
active 1 and 2 years, respectively, post treatment. The comparison, however, should be
viewed with caution due to the difference in methodology. The current study looks at
participants who were receiving treatment or within 3 months post treatment however,
the studies cited previously are longitudinal studies looking at cervical cancer survivors
1 to 2 years post treatment. Also, the mean age of participants in this study is older than
the mean age of participants in Cull’'s (40) study and this may explain the lower rate of
sexual activity as there is a report that older people have sex less often than younger
people (7, 40, 92, 93). Furthermore several studies have reported that the median time
for sexual resumption is about 4 to 4.5 months after hysterectomy and chemotherapy
(60) and that there is a decline in the frequency of intercourse measured at 4 months
post gynecological cancer treatment (48). Moreover, shortly after diagnosis and
treatment, women had to cope with having the disease and tend to concentrate on the
impact of diagnosis and treatment on their health and their life rather than sexual activity
(94). Pain during intercourse, particularly intense especially in the first month following
treatment (95), was also identified as significant deterrent to participating in sexual
activity(96). The lower rate of sexual activity in this study is not surprising given these
findings.

Another major finding is that high intimacy score is correlated with high
practice score and that participants with low intimacy also tend to score low on practice
measure. This supports the argument of Taylor (97) & Hawkins (94) that closeness and
non sexual intimacy including open communication are likely to decrease when sexual
relation decreases or discontinues This may consequently exacerbate existing
relationship conflict or problems and perpetuate sexual dysfunction. If psychosocial
intervention is being considered, particular attention should be paid to patients with low
scores on intimacy and practice measure. The present study, however, only looks at
married couples and as a result may have overlooked cases of separation with

relationship problems resulting from cancer associated stress. Future study may want to
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examine how level of intimacy and sexual behaviors are related to spousal relationship
problems.

Intimacy is correlated with high education and high income. This may be
explained by the illness intrusiveness theoretical framework which proposes that the
degree to which disease and treatment interfere with lifestyle, interests, and activity
varies as a function of context in which they arise (94). According to Thome (94), good
economic conditions in cancer patients may improve quality of life. There is an argument
that socio-economic factors establish the context in which chronic iliness is experienced
and social class, frequently represented by education and income, are among the most
powerful contextual domain that determine the exposure (98) and vulnerability to stress
(99). The degree in which patients experience illness intrusiveness thus varies as a
function of these contextual domains. Adaptive challenges differ across life experiences
(eg. Relationships and intimacy) and contribute to difference in illness intrusiveness
(11). In fact, in a study about illness intrusiveness among cancer patients of various
type, it was found that compared to patients with high income, patients with low income
report more illness intrusiveness (10). Devin (100) argues that life in general is more
difficult when financial resource is limited and this may be more pronounced when the
diagnosis and treatment of cancer interfere with work and finance. Similarly, participants
with high level of education may adjust more easily to change. People with higher
education have more coping resources. Education is also a proxy for intelligence.
People with higher education should be more effective at managing disruption brought
about by cancer and treatments (101).

It was also found in this study that low intimacy is correlated with
ongoing treatment status. In other words, participants who had not completed their
treatment seem to have lower intimacy than participants whose treatment had been
completed. One explanation for this could be that, at the wake of treatment, the abrupt
physical side effects has left the patients with little time to adjust and resulted in feeling
of grief, anxiety, and depression (41, 102). According to Schultz and van de Weil (103)

psychological distress can have a strong negative effect on sexuality and how
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gynecological cancer patients experience sexuality at the start of treatment.
Accordingly, alteration in sexual relationship can ultimately result in relationship problem
such as emotional distant between the couples (91). One study found that, among Irish
gynecological cancer patients, those on treatment tend to have poor sexual functioning
compared to those who had completed treatment (68). For the participants who had
completed treatment, stress that was initially heighten because of the abrupt change in
life style associated with treatment may have reduced and participants in this group may
be more adapted with living with the disease. Similarly, the burden associated with
gynecological cancer treatment and the intense coping demands may make couple’s
communication more challenging which may result in harm to couple’s relationship (68).

Previous researches have found that the level of sexual problems among
cervical cancer patients differed by stage of the disease (71) but stages did not have a
significant relationship with sexual activity (70). Consistent with this research, practice
score does not vary by stage of cervical cancer. It seems that, in this study, severity of
the disease does not have significant effect on intimacy or sexual behavior. Note,
however, that due to small sample size, difference may have been overlooked.

It was also found in the present study that younger participants tend to
have higher level of intimacy compared to older participants. It must be noted that many
items on the intimacy questionnaire were questions relating to sexual intimacy. As a
result, the intimacy scores obtained may heavily reflect sexual intimacy rather than non
sexual intimacy and since younger people have sex more frequently than older people
(76), they were observed to have higher score on intimacy questionnaire in this study. In
other words, the intimacy score obtained maybe biased in a sense that it does not
reflect actual level of intimacy but merely reflect that younger people were more sexually
active than older people. Similarly, the intimacy questionnaire being based largely on
sexual activities meant that those who were sexually inactive would obtain a low score
on this measure as they would have obtained no mark on questions about sexual

relationships.
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The majority of participants in this study scores medium on knowledge
and only 10% of participants answer all questions correctly. This reflects that insufficient
knowledge and misconceptions about cervical cancer and related sexual issues largely
exist among participants. This finding is consistent with other study, for instance, more
than 50% of cervical cancer patients in Cull et al. (68)’s study felt that they needed
additional information about the cause of cervical cancer and the risk of recurrence after
treatment. A significant minority also felt that they needed help in knowing what to do
with their sexual relationship (40). Similarly, in Vincent et al.’s study, 80% of cervical
cancer patients reported that they needed more information on sexual issues from their
physicians and of these, 56% felt that they were not sufficiently informed about sex (46).
Likewise, a result from a study done in Thailand indicated that almost half of the women
have queries relating to sexual health (45). This gap in knowledge and understanding is
suggestive of the need for more comprehensive medical education among population of
all socioeconomic and racial backgrounds, especially when there were evidences that
this may improve their overall wellbeing (104) and that persistent anxiety about
recurrence was related to the desire for more information about the risk factors
contributing to relapse (46).

The issue of lack of knowledge needs to be addressed for both the
women and their partner. This is because, according to some research, lack of
knowledge is a barrier to open communication about sexual issues between couples
and this lack of communication could lead to misunderstanding and avoidance of
sexual activities which in turn may disrupt couple’s relationship (105). Note also that it is
possible that the lack of knowledge among participants in this study contributed to the
vast percentage of women who were not sexually active.

Barrier to access to knowledge may include the lack of privacy during
clinic visits or hospitalization that hinder the patients from discussing sexual issues with
medical staff (53) and lack of knowledge, time, and skill on part of medical staffs to deal
with sexual issues and concerns of patients . Patients may not know about the

informational resources available or may not have access, for instance, to online
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materials. Patients may also be reluctant to ask questions about sexual issues due to
embarrassment . Thai cultural background which views the discussion of sexual topics
negatively may also play a role in preventing the discussion about sexual issues. In
order to address these issues, medical staff should also be educated on this subject
matter. Addressing these issues early on in the cancer trajectory will also legitimize
patient’s sexual concern. This will also let them know that they can bring up sexual
issues whenever concerns arise . In fact, among the participants in this study, 89%
agreed and strongly agreed that medical staffs should provide information about sexual
alterations or sexual issues related to diagnosis and treatment of cervical cancer.

In this study, the demographic factor found to be correlated with high
knowledge score is treatment completion. Participants who had completed their
treatment, compared to those that had not, had more experience with the disease. They
had been with the disease longer and maybe more exposed to information about the
disease, for instance, through the discussion with medical staffs or through their own
research.

Contrary to a similar study about KAP on cervical cancer in relations to
HPV virus among young ltalian women , the present study did not find that younger
women have more knowledge about cervical cancer and related sexual issues
compared to older women. The discrepancy in findings is likely due to small sample size
and difference in methodology. The ltalian research studied knowledge about cervical
cancer in relation to HPV virus but the present study investigates knowledge about
cervical cancer in relation to sexual issue. It has been argued that the reason why
younger women were more knowledgeable in the ltalian study was because younger
women were mainly the target of public health education, prevention, and vaccination
campaigns. In the present study, the reason that no difference in knowledge was
observed between the two age groups could be that, given that sexual issues is a
“taboo” subject in Thai cultural background, sexual issues were rarely talked about even
in medical settings, thus the participants in the two age group were equally unexposed

to these kinds of information.
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Finally, in terms of practice score, it was found that low practice score
was correlated with low level of education. A possible explanation might be that
participants with low level of education were also less knowledgeable about cervical
cancer and related sexual health issues. It could be that they did not have access to
valuable resources that provide information concerning these issues or if they did have
access, the information may be presented in such a way that it was too “medicalised”
which may be difficult to understand. They may worry about the risk of recurrence or the
harm associated with sexual activity and this in turn influenced their decision not to
engage in sexual activities.

In terms of predictor, low income as compared to high income was found
to predict intimacy and practice score. So it seems that participants with low income
have a greater risk of having low intimacy and practice. Intervention programs might
target this group of at risk participants.

The major strength of this study is the Thai cervical cancer patients
which, to the researcher’s knowledge, have not ever been studied before, in terms of
intimacy and KAP on sexual behavior. Therefore, the result of this study provides new
knowledge and new insight in this area of interest. It also raises the importance of these

issues and set the foundation for further research in this area.

Limitations

The limitations of the present study include

1.This is a cross-sectional study. This limits the ability to draw conclusion
about the changes induced by cervical cancer in variables being studied. A present
cross-sectional study emphasizes the need for a longitudinal study which would be
more effective in the thorough evaluation of changes in intimacy and KAP pre and post
cancer treatment. In addition, to put the results in perspective, a study should be
conducted in which the questionnaires are answered by general population so that the

results can be compared with those of cancer patients.
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2.The small sample size and the non-random nature of participant
selection means the sample might not be representative of the population and might
only represent healthy individuals who were comfortable enough to discuss private
sexual matters with the researcher.

3.In a culture in which sexual related matters are considered “tabooed” in
the public realm, truthfulness of responds from patients is questionable. Patients may be
reluctant to admit they have problems or were satisfied with their marital relationship and
sex life. Patients may also be concerned about confidentiality of the returned
questionnaire. Although it must be recognized that there is also a “taboo” associated
with talking about sexual matters in Western culture, this “taboo” is enforced more
strongly by people in Asian culture. Future study might want to use measures to ensure
confidentiality, may be by letting all participants return questionnaires in a large box or
envelope in order to ensure that it is impossible to know which questionnaire belong to
whom.

4. This study only includes patients who were currently married at the
time of the study and thus may have excluded women whose relationships had ended
due to the stressors brought about by cervical cancer. The reason to included only
married participants is because of the existing cultural background which positions
sexual relationships outside of marriage as inappropriate. Thus, if unmarried women
were included, they might not respond to the questions as they may hesitate to admit
having sexual relationships.

5. As already mentioned in the discussion section, the intimacy
questionnaire used in this study is based largely on sexual intimacy. Future study may
want to use questionnaire with fewer questions on sexual intimacy in order to more

thoroughly study non sexual intimacy.

Recommendation

1. In the present study, the results show that participants do not have

sufficient knowledge about cervical cancer and related sexual health issue. Thus,
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medical education should be provided for both cervical cancer patients and their
partners as the lack of knowledge can lead to misunderstanding which could potentially
disrupt couple’s relationship. Particular attention might be paid to patients with low
education and those in the treatment phase. One of the simplest ways to provide
knowledge is through the use of pamphlet which contains information about cervical
cancer and related sexual issues. The pamphlets may be given out to patients during
hospital visit. Future study should also directly investigate intimacy and KAP among the
male partners of cervical cancer patients in order to gain more understanding of how
cervical cancer effect couple’s relationship. Finally, providing education could also help
introduce realistic expectations in the change in lifestyle and adaptation process.

2. There is also a need for qualitative study in order to gain in depth
understanding on the subject of intimacy and knowledge, attitude, and practice on
sexual behavior. The knowledge from a qualitative study may be useful in a prevention
program, for instance, if it was found that patients were expecting oncology nurses to
discuss sexual issues with them but nurses never brought up the topic because they
lack the knowledge in this area then providing nurses with knowledge about sexual
health would be one possible solution.

3. Analytical research may be conducted, for instance, to identify the risk
factors for low level of intimacy among participants with different characteristics. The
data obtained can be useful in identifying target for intervention.

4. Psychosocial intervention or couple therapy might be considered
targeting couples with low intimacy and practice score or those who are experiencing
relationship problems. In the fight against cancer, cancer survivors in committed
relationship who adjust well to diagnosis and treatment of cancer say that they do not do
it alone but their partners are the greatest allies. Emotional supports from partner or
husband thus play an important role in the coping and adjustment of patients.

5. Self help and support groups among patients and survivors of
cervical cancer will allow patients to share experiences, thoughts, and worries.

Discussing private sexual issues with people who are experiencing similar problems
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might also be easier. Although, note that due to the intimate nature of the issue of
concern, therapeutic groups may be difficult to implement.

6. The data from the present study may be utilized to identify “at risk”
individuals in the screening and assessment process before clinically significant
problem arise. The finding suggests that screening might profitably target those patients
with comparatively low income, low education, patients in treatment phrase, and
patients with low intimacy and KAP scores.

In conclusion, this research raises the discussion about the issues of
intimacy and sexuality among Thai cervical cancer patients. It provides preliminary
insight into intimacy and KAP on sexual behaviors among cervical cancer patients. This
area of interest has yet to be explored more extensively in order to improve the quality of
life and address relationship issues among patients with cancer effecting reproductive
parts of the body. Future research should replicate this finding with larger, more diverse,

and more representative sample of cervical cancer patients.
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Part 2: Questionnaire for assessing intimacy
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Part 3: KAP Questionnaire
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