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Abstract

The past two decades has seen an increased interest in, and awareness of the ways in which

cancer and concomitant treatments effects individuals and couples in terms of their

expressions of sexuality and sexual health (incorporating psychosexual health) (Sadovsky &

Bassoon et al, 2010, Greenwald &McCorkle, 2008, De Vocht, 2011). However, the research
studiesfoundfocu sed on the i mpact on heterosexual i ndi v
of literature pertaining to the impact on lesbian and bisexual women affected by cancer.

Although, the health care needs of individuals from sexual minority groups has begun to be

recognised and addressed by practitioners (Stonewall, 2010, Davey, 2012), the lack of

available literature to help guide practice in this area means that they often fail to recognise

the needs of the lesbian women in their care.

The aims of this study were therefore twofold, firstly to explore the sexuality, sexual health
(incorporating psychosexual health) and relationship experiences of leshian and bisexual
women who have been diagnosed and received treatment for cancer. Secondly to use the
outputs from the first aim, to develop a conceptual framework and model for practitioners
working with lesbian and bisexual women in the fields of cancer care in regards to these areas.

This study was designed with a resear elshidresi gn w
and bisexual women, and the cancer practitioners to be heard. The overarching research

methodology was descriptive phenomenology, however, it became evident that the traditional

approach taken in descriptive phenomenological studies (Giorgi, 1985, 2009, Rutherford &

Mcintyre et al, 2012) would not yield the breadth and depth of data needed to develop the

conceptual framework. Therefore, as suggested by Mayoh & Onwegbuzie (2013) the concept

of applying the steps that underpin action research throughout the phenomenologically

inspired journey were used.

As a starting point for the study, and to assess the readiness and preparation of practitioners
in cancer care the views and experiences of both an expert panel and focus groups of
specialist practitioners were sought on four occasions. The face to face interactions were
supplemented with paper and online questionnaires. A documentary analysis of the United
Kingdom (UK) government and healthcare professional organisations documents pertaining
to the place of sexuality and sexual health within practice and education was undertaken to
explore the actual practice situation. This was followed by review of undergraduate nursing
and medical curriculum with a focus on the holistic assessment and management of sexuality
and sexual health needs. In addition, the UK governmental and professional body Lesbian,
Gay, Bisexual and Transgender (LGBT) specific directives for good patient care practice,
together with the LGBT specific content within undergraduate nursing and medical curriculum
were systematically analysed.

The voices of lesbian and bisexual women affected by cancer i both survivors and partners
provided a wealth of in-depth information through the individual interviews and online
gualitative questionnaires. This gave new insights into and increased understanding of the
issues faced by participants. It highlighted similarities and differences with and from the
findings from the heterosexual studies, and provided the baseline from which the conceptual
framework and model were developed. It was seen as essential that these had a theoretical
basis that practitioners could accept and utilise and that it was incremental to recognise the
longevity of the support and guidance sought by participants. When shared with practitioners
the conceptual framework and model were well received and only minor refinements were
needed. It does enable cancer care practitioners to offer more tailored care to the lesbhian and
bisexual women in their care. Especially in regardsto t he womenés sexuality,
(incorporating psychosexual health) and relationships, and has led to links and work with both
Macmill an Cancer Support and Relate the UK6s | ar
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Chapter One

Introduction
i Ajpulneysh ave secret destinati ons o (BuberhlD55 H99%)he tr av

This study was developed to meet the needs identified by both lesbian and bisexual women
and healthcare practitioners (HCPOs)womem@gards
sexuality, sexual health (incorporating their psychosexual health) and relationships. When
reviewing the existing evidence base on which professionals can draw, it appeared that
whilst there is an evolving body of research, evidence and clinical literature that sheds light
on the sexuality, sexual health / psychosexual and relationship consequences of female and
reproductive cancers (especially breast cancer) interventions which may aid adaptation and
recovery individuals and couples were only found for heterosexual women. In addition,
studies were available in respect to the impact on gay men affected by cancer with regards
to these areas (Asencio & Blank et al, 2009, Thomas, 2013, Wassersug, 2013). Overall,
there appeared to be an apparent dearth of research and literature focussing on these areas
when experienced by lesbians, bisexual women, and women partnered women and their
partners. Furthermore, despite the increase in both interest in and availability of research on
the subject with regards to heterosexual women, the literature suggested that much of the
information was not being applied. There still appeared to be some way to go before the
majority of nurses and other healthc ar e pr of e s s i odcomfortable@itiCdpfiden) f el t
enough to offer skilled and appropriate sexuality, sexual and psychosexual health focused
care to their patients per se (Schmitz and Finkelstein, 2010). Sexuality is seen as central to
being human (Poorman, 1982) and as such, failure to address this important aspect of
humanity in practice can be viewed as dehumanising and unacceptable. Therefore, the
study had at its heart the need to explore how this aspect of humanness was being
experienced by lesbian and bisexual women, effected by cancer and treatments, together
with the preparedness of cancer care practitioners to address this area within their practice.
This perspective supported assessment of the perceived, and in some areas the
unrecognised educational needs of the practitioners, as well as the experiences and needs
of the women and their partners. This in turn facilitated the development of a conceptual
framework and educational model to empower practitioners to provide sensitive and

appropriate care for the patients within their sphere of practice.

Fish & Anthony (2005) and Fish (2010) are examples of the limited research found that had
been undertaken with lesbian and bisexual women with breast cancer. These explored the
i mpact of the cancer on the women @®fheathcare s i n gen

practitioners,butdi d not however explore the effects on t



health/psychosexual health and relationships. It was clear to me that as a nurse,
psychosexual and relationship therapist, senior healthcare educationalist (with a sexual
health specialism), senior healthcare educational manager and researcher that | was ideally
placed to undertake a study to develop of a conceptual framework and model from which
recommendations for policy, practice and practice education could be made. Ultimately
these could provide much needed guidance, together with making recommendations for
policy and practice. Furthermore, as a lesbian woman | felt it appropriate to carry out this
study using a methodology thatwould 6 g i v e tathe/livedexep er i ethise 6 of
marginalised and often hidden group of women. Therefore, it was important that the
methodological underpinning of the study should allow the voices of these women to be
drought forwardéand placed at the centre of the study. To that end a descriptive
phenomenological approach was seen to be the most appropriate for this study (see Chapter
Two). The advantage of this approach is that it describes without the researcher prioritising
and interpreting is within praxis. Thus, the rich detailed storied given by the women could be
seen without judgment (Finlay, 2011). However, it quickly became apparent that the
traditional approach taken in descriptive phenomenological studies (Giorgi, 1985, 2009,
Rutherford & Mclntyre et al, 2012) would not yield the breadth and depth of data needed to
develop the conceptual framework. Nevertheless, until the study started, the complexity of
the task being undertaken had not been fully anticipated. As it progressed, it became more
obvious that different methods of data collection would be needed regarding both the
literature and each of the groups concerned. Descriptive phenomenology challenges and
invites us to look again at human experience, our place in the world and how we interact with
others (Finlay, 2010). Using this definition accepts the possibility of the use of additional
methods such as observation to support and underpin phenomenological study. However, to
remain true to the principles of phenomenology great care had to be used to identify the
additional methods used and to consider how they interlinked and/or related to one another
(Van Manen, 2013). As this study involved new developments and changes in practice, a
logical way to link the different planned activities (as they needed to be used in appropriate
sequences) the decision was made to review how other researchers had addressed this
concern. Van Manen (1990, 2013), Finlay (2009a) and Mayoh & Onwugbuzie (2013) all point
out that they too had found it necessary to see how other methods could be modified and
adapted to fit within the phenomenological paradigm. Thus, the decision was made to accept
their viewpoint of a phenomenological journey, with the findings and reports (in this case the
dissertation) illustrating how the philosophical principles of phenomenology underpinned the
whole research process. To this end, the study wasinFinlay 6 s ( 20 Qifispiledbly e r ms

phenomenology rather than a true phenomenological study.



As an educationalist and practitioner familiar with research designed to change practice, the
concept of action research appeared to offer a structure through which the various data sets
could be collected and collated within a format that would facilitate the development of a
conceptual framework and model for practice. The adoption of an action research approach
within a phenomenological study was supported by, and indeed, advocated for by Mayoh &
Onwegbuzie (2013), who believe that approaches such as action research can be used to
draw on the phenomenological philosophy without prejudicing the phenomenological method.
Accepting their perspective facilitated the use of the differing methods within the philosophical
framework in which the study was based. Therefore, it was seen as appropriate to utilise as
exemplars, the steps of action research through the phenomenologically inspired journey (see
Chapter two).

As a nurse, therapist and researcher this presented ethical and professional challenges,
especially in respect of the duty of care a central tenet in professional practice. If a participant
displayed or disclosed personal distress and difficulty, the role and boundary constraints of
being a phenomenological researcher could potentially be at odds with the professional codes
of practice of both the Nursing & Midwifery Council (NMC) and the College of Sexual &
Relationship Therapists (COSRT) (COSRT, 2015, NMC, 2015). Hence a way forward needed
to be found that would marry these various roles together, whilst maintaining both researcher

and professional integrity.

Positionality Statement:

Derry (2017) suggests that it is important that a researcher states their positionality, relative
to their research orientation and study, to reduce the impact of bias and hidden personal
constructs on the research and thereby to maximise the validity of the study. She further
argues that power dynamics are present in every aspect of the research process and it is the
ethical responsibility of the researcher to intentionally and mindfully attend to their role(s) in
the contextual power interplay of the research process. Therefore, | have outlined my
positionality at the outset of the study, and return to it through all phases of the study,
illustrating this by the use of reflexive comments. For ease of location and reading these
positionality statements and actions will be highlighted by a blue background throughout the

document.

| am a white, lesbian, cisgender woman, | have lived in the U.K. all my life. | come from a
working class background (with my brother being the first in the family to attend university), |
started my nursing career in 1979 and subsequently moved into nurse education in 1986 at



which point | began my post basic education, firstly at diploma level, moving onto
undergraduate and postgraduate studies. Within nursing/healthcare education | progressed
into a senior academic management role, whilst maintaining my teaching commitment and

focus.

Throughout, my subject specialist area has been sexual and psychosexual health. In
pursuance of this, | became a psychosexual and relationship therapist in 1997 which aided
me in my subject specialist area and broadened my practice base and skills. Together with
many of my | esbian and gay friends, I have
friends along the way. My interest in the psychosexual aspects of patient care was borne of
my experience whilst working clinically withthe 6 f i r st  fHuean nmunodefigiency
Virus (HIV) / Acquired Immunodeficiency Syndrome (AIDS) patients back in 1984. At this time

| was horrified by the frank prejudice of staff and their unwillingness at times to care for these

Il i vec

vul nerabl e people and their significant others.

1986, and in that era, was fortunate that during this process | did not experience negative

responses.

I have lived through times of huge change in terms of LGBT rights, from times of open

homophobia and the 6needd to remai n tedoghiien,

of the equality of LGBT individuals and relationships, being politically active within LGBT
voluntary organisations and therefore part of this movement for change. During this time |

have supported mangmepd®plteerans 6t lwey hdéd heir

with people who were victims of amaresbah édm c

conscious that | do not share the same experiences of either older lesbians, who would

potentially have experienced greater prejudice, and lifestyle restrictions than myself, or those

t o q

sexua

6hat

of the younger generations of lesbian, who are potent i al | y abl e to 6édenjoyb

than their older predecessors.

During my career as a healthcare educator | have been witness to the (on the whole) changing
attitudes of practitioners towards LGBT patients for whom they are caring. Together with
greater awareness and openness of some staff, to the need to address with patients, the
potential impact of ill health on their sexual function. However, through my experience of
facilitating 6émoving f or wawittd dvomeni with brebst eaacsrt
regarding the impact of breast cancer on the female participants sexuality, relationships and
intimacy, it has become apparent that these are areas seldom mentioned or addressed by

health care staff in practice.

As both a nurse and therapist my practice has always been based on a person centred
philosophy /approach - with a focus on individualised, compassionate, holistic care /practice.

4

canece



This philosophy has also underpinned my education practice. My pedagogy was and is,
student centred, with a focus on the growth and development of individuals building upon their
existing knowledge and experience, whilst taking actively account of their individual
backgrounds, learning styles and histories. My focus throughout my career as nurse, therapist
and educator has been on providing high quality care to patients /clients and their significant
others. This has meant always striving for the provision of excellent care, either directly as a
practitioner or vicariously as an educator. My personal spiritual beliefs reflect these person 1
centred qualities, as a Buddhist these are core beliefs, while, a further Buddhist belief is that
there is no 6one r e @rcingtthe dvorld differently -p b as on s e ®
Each of these elements have shaped my research decisions, practices, approaches,
epistemologies, and agendas. It is therefore essential that | am conscious of my own biases,
values and experiences and wish to make these explicit within this research thesis, through

positionality prose, reflexive comments and critical reflection.

It was recognised from the outset, that within qualitative research the role of the researcher
regarding the ethical issues of power, control and empathetic understanding are central to the
co-production of thet e nt at i and thus ohtegrahtd this study. This was seen as a key
concern when addressing the reality of the sensitive issues which could be potentially brought
forward by participants. In studies such as this one sexuality, intimacy and relationships are
so emotionally invested by, and very private to individuals. Therefore these needed to be
sensitively addressed and managed, something for which | had the required expertise and

experience.

The Aims Of This Research Study Were Therefore:

1 To explore the sexuality, sexual health (incorporating psychosexual health) and
relationship experiences of lesbian and bisexual women who have been diagnosed
and received treatment for reproductive and female cancer.

1 Todevelop a conceptual framework for practitioners working with lesbian and bisexual
women in the fields of cancer care in regards to their sexuality, sexual health
(incorporating psychosexual health) and relationships.

T To make recommendations for policy, practice and professional education to enhance

the quality of care and hence quality of life of this marginalised group

Due to the nature of qualitative research it is axiomatic that fixed objectives are constricting to
the nature of interpretive enquiry, therefore for each specific aspect of the study specific aims

or key guestions were developed at the time in which data was collected. As mentioned

paeir



previously, at the outset of this phenomenologically inspired journey the complexity of the task

being undertaken had not been fully anticipated. Having decided to use the concept of action

research to facilitate the study, a way had to be found to illustrate how this fitted within the

phenomenological principles being used for the study as a whole. As this study involved new

developments and changes in practice, the links between the different planned activities and

the appropriate sequences are given as a map of the overall study in Figure 1 below. In

keeping with both phenomenological research and therapy practice, elements of reflexivity

used on the journey have been included as appropriate.

| Planning the study:
liverature review and study
BiEng | Plannineg] Ethics

- approval for the study

| Expert panel— modified
Dalphi approach (rounds
. L2 &3 [actng)

| Planning

'.Hlnnnnennlndnd Focus
Eroup health care
practitioners [HCF) [ acting)

/" Dascriptive
Phenomenalogical

A—

R-ﬂlhh:&lm-ndh:
expert panal (Delphi
round 4) |Chserving|

Development of :r*

conceptual framework |
(Anadyai & evaluation |

CF Fotus group HCP plus
questionnaire [lvalusticn)

interviews : leshian &
bismoual women [ Acting)
Ethics approval for amended
recruitment

l Rewisit study airms &

methods | acting)
Ethics approval for
amendments

leshian & bisewual women

‘ Oniline questionnaires :
[ fisting]

Hihﬁls

Key:

Modified action research cycle one

_l Steps of the action research cycles

Figure 1: The map of the research journey

Modified action research cycle two

In this study each chapter describes a separate phase of the complex research journey

undertaken, as the overview /summary below indicates.

Chapter Two: Journey phase one (A) - Developing the phenomenologically

inspired journey



The chapter outlines the rationale for the choice of research methodology for the study.
Including an exploration of the underpinning epistemological and ontological perspectives,
together with the positionality which needed to be considered throughout the study.

Chapter Three: Journey phase one (B) - The starting point

In order to set the scene for the study the chapter addresses the context, including the place
of sexuality and sexual health (incorporating psychosexual health) in healthcare and cancer
care practice. The importance of incorporating sexuality and sexual health assessment and
interventions into cancer care. Societal perceptions and attitudes towards homosexuality in

the UK and healthcare prof es sarealsodltlibesl at ti tudes t

It includes an overview of cancers in women, the impact of cancer and /or treatment on
womenods sexuality, sexual health and intimate
breast cancer. Due to the nature of the study, the cancer context for lesbian and bisexual

women, incorporates lesbian and bisexual women specific literature review (including lesbian
comparative group studies)

Chapter Four: Journey phase one (C) - The expert panel: Workshop and

guestionnaire

In of the absence of information identified in the previous chapters there was a need to seek
the views of experts in cancer care and cancer education. The chapter outlines the initial
expert panel workshop and questionnaire, together with the findings from these. These
provided further emphasis for the urgent need to undertake this study. Furthermore there was
a growing concern that in addition to the development of a conceptual framework, there was
a need to develop an educational programme or toolkit to address the shortfall in the
practitioners comfort and confidence in assessing and addressing their sexuality, sexual
health and relationship needs. The findings from the initial expert panel identified the need for

the documentary review outlined in chapter five.
Chapter Five: Journey phase two (A) - Documentary review

The chapter outlines the search strategy employed and the documentary review undertaken
to explore the UK government and healthcare professional organisations documents
pertaining to the place of sexuality and sexual health within practice and education. A review
of undergraduate nursing and medical curriculum with regards to the holistic assessment and
management of sexuality and sexual health. Finally the governmental and professional body
LGBT specific directives for good patient care practice, together with the LGBT specific

content within undergraduate nursing and medical curriculum.



Chapter Six: Journey phase three (A) - Seeking to hear and listening to the
voices of the lesbian and bisexual women and their partners: A
phenomenological exploration

This chapter outlines the research approach employed with the lesbian and bisexual women
effected by cancer. It includes the sampling frame and recruitment of the women diagnosed
with cancer and partners. The methods used, were namely face to face interviews and an

online questionnaire, data analysis and findings for both the survivors and partners.

Chapter Seven: Journey phase three (B) - Phenomenological focus group with
cancer clinical nurse specialists

In addition to the insights and practices of the expert panel, it was seen as essential for the
development of a practice facing conceptual framework to elicit the experiences and
educational requirements of practitioners working at different levels of practice than those
represented by the expert panel. The views and experiences of specialist cancer care nursing
practitioners were sort via a focus group. The chapter outlines both the research approach

taken together with the findings from the focus group.

Chapter Eight: Journey phase three (C) - Revisiting the expert panel: Delphi
round four

In keeping with the modified Delphi method the expert panel were revisited at this point in the
research journey to discuss and seek confirmation and further clarification of the findings from
the original workshop and questionnaire. The findings from this second expert panel have

been presented and discussed within the chapter.
Chapter Nine: Journey phase four (A) - The conceptual framework

Having sought the views and experiences of both lesbian and bisexual women and partners
and healthcare professionals in the field of cancer care the next phase of the journey was the
development of the conceptual framework arising from the study findings. This chapter

outlines both the development and structure of the conceptual framewaork.

Chapter Ten: Journey phase four (B) - Presenting and discussing the
conceptual framework with the cancer specialist nurses

The conceptual framework was presented and discussed with a second group of 18 cancer
specialist nurses undertaking the specialist cancer post registration programme at a UK
University. The chapter outlines the research approach taken along with the findings from the

focus group and questionnaire.



Chapter Eleven: Journey phase five - Journeys end or the end of the beginning?
Critique, conclusions and recommendations

This final section includes the critique, conclusions and recommendations. Having outlined
the phases of the phenomenologically inspired journey, this chapter reflects on the journey
undertaken, including the advantages and limitations of the study, and a review of
methodological rigour and positionality. It is both a journeys end and the beginning of a new
adventure as highlighted through the personal reflections of the PhD experience and
journey. The conclusions also revisits the study aims, with the recommendations being

presented.



Chapter Two: Journey Phase One (A) - Developing the
Phenomenologically Inspired Journey

To meet the aims of this study, it was essential to gain greater insight into the experiences of
lesbian and bisexual women who have had female and reproductive cancers (and their
treatments). Information also needed to be gathered regarding their sexuality and sexual
health (incorporating psychosexual health). The methodology chosen had to reflect both the
aims of the research and enablet he womends voices to be in
of their experiences not distorted by subjective interpretation by the researcher. The
methodological approaches considered for this study have been discussed and described as

has the rationale and justification of the paradigm chosen.
The Over-arching Research Methodology

Study of research documentation reveals that the majority of earlier literature was located
within the positivistp ar adi g m, utilising quantifiable,
on the primarily physical di mensions of |
health (Boehmer,Potter & Bowen,2009, Boehmer, et al, 2011, Boehmer et al, 2012 Boehmer,
et al, 2014). The positivist approach is based on the existence of an objective reality which
can be examined by the application of met
sciences. However, a disadvantage of the positivist paradigm is that it is based on an
acceptance of the existence of an objective reality, independent of human observation, with
the researcher placing themselves outside of the study and remaining value neutral, with the
utilisation of standardised protocols aiming for quantification (Finlay, 2002, 2009, 2011). This
was clearly not suitable as it did not offer the researcher the opportunity for interaction with or

probing the experiences of the study participants.

Crotty (1998) and Denzin & Lincoln (2011) argue social and /or personal events or experiences
can only be adequately understood if they are seen in context, including those which are
culturally and historically derived. Additionally, as Finlay (2011) argues therapists and other
practitioners know intuitively that some things simply cannot be sensibly measured or
guantified, the interests of practitioners go beyond simplistic behavioural measures and
evaluations. Given the nature of the study, with the cultural and historical background and
position of the participants being marginalisation, stigmatisation and cultural denial, the
approach chosen needed to recognise the strength of the impact of these aspects of society

on the participating women. It also needed to emphasise processes and meanings, and be
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concerned with providing a description of how individuals see and experience their world that
can be interpreted within the praxis of different professional groups. An interpretivist approach
which places emphasis on the social actions and
perceptions of reality, together with the gathering of rich descriptions of the phenomenon of
interest was seen to offer an appropriate methodological framework for exploring the lived

reality of the participants and gaining insights into their perspectives of their experiences.

Thus, the choice was for a qualitative approach, as it would help address the limited
information or insight into the key concerns that impact on the lives of lesbian and bisexual
women of the cancer journey, and also support redressing the apparent omissions in
knowl edge that HCP6s have regarding this group.
were considered for this study. For consistency across the study, it was decided that the
approach chosen would be used in all qualitative data collection and analysis, including any

interviews and /or focus groups held with health professionals.

Firstly, it could be argued, given that the study would be focussing on the experiences of

lesbian and bisexual women, that queer theory would be epistemologically appropriate.

However, queer theory with its origins in feminist / womends studi edgagnd | es
studies is defined as exploring the categorisation of sexuality and gender. It further seeks to

destabilise these existing identity categories (Green, 2002, Marinucci, 2010). This project did

not seek to chall enge t hidentiied saxualrogentatién ortiderdity. wo me n 6 ¢
Furthermore, queer theory questions and challenges the concepts of nhormal and deviant in

relationship to sexuality and gender, being actively concerned with political activism around

the concepts of 06 noloxn2@d4)i Thig dtudy, Whilst recagniding €hat We |
notion of sexual 6normalityd and the potenti al €
nature of the womends relationships and the pot
professionals, it does not have political and academic activism at its heart. Rather, it is

concerned with giving voice to the women concerned in order to inform health care

practitioners for future practice. Indeed it has been argued that queer theory ignores the social

and institutional conditions within which lesbian and gay people live (Green, 2002). It is these

realities within which the women in this study live and have to learn to negotiate on a day to

day level, and importantly, in their dealings with health care practitioners during their cancer

journey.

Secondly, as the study would be focussing on the experiences of a marginalised group of
women it could be argued that feminist methodology would be appropriate. Feminist research
is passionate, political and personal, central to which is the idea of situated knowledge (Kralik

& Van Hoon, 2008). There are unifying factors in all feminist approaches, including the valuing
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of womends eandpghe coneept of egalitarianism (equality of the power dynamics
within the research process). There is a recognition that women are oppressed, that the
reasons for the oppression need to be examined and action taken for change. Consciousness
raisingisusedtoidentfyal t er nati ve vi ews of petsgective@andltod
empower women /participants (Speedy, 1991, Webb, 1993, Maynard & Purvis, 1994, Purwar,
1997). In part this study fulfilled the criteria for a feminist research study, in so much as it
addressed the needs of an under represented, marginalised and oppressed group of women,
giving voice and bringing forward their experiences and concerns (De Vault & Gross, 2006).
Of central importance, given the dilemma of researcher, therapist and nurse was the equality
of the power dynamics within the research experience. This was particularly important
throughout the interview and post interview processes. Strategies for the development of
mutual trust, facilitation, strategic disclosure, reciprocation and reflexivity were utilised in all
contacts with the participants (Reinharz, 1992, Wolfe, 1996) Hesse - Biber, 2011). Also, as
with previous phenomenological studies (Notter & Burnard, 2006, Howard Hunt, 2013) the
decision was made to utilise feminist research techniques within the principles of
phenomenology to maximise the support and enhance the interactions between researcher
and participant. However, overall, this study did not however fulfil all of the principles and
criteria of a feminist research study as identified above - principally it did and does not directly
empower the women participating, although it does indirectly empower them via the

knowledge generated and guidance for practice with marginalised women in the future.

A further qualitative methodology considered and explored was grounded theory (Glaser &
Strauss, 1967/1999). Deriving from symbolic interactionalism which proposes that meaning is
understood and negotiated through exchange with people in social processes. The data
provides an explanatory theory of the social processes at play in the environment studied. The
central belief of grounded theory is that theory is discovered by examining concepts grounded
in the data (Charmaz & Bryant, 2010, Charmaz, 2014) However, the purpose of grounded
theory is not to tell the participants stories, but to identify and explain conceptually an ongoing
activity, seekingt o resol ve an i mportant concern.

theory study are not about the participants, but about the patterns of activity or behaviour in
which they engage (Starkes & Brown Trinidad, 2007). The main concern conceptualised in
grounded theory may not have been voiced explicitly by participants, but instead abstracted
from the data within the context of the research (Glaser, 1998). These were seen to be at odds
with the purpose of giving voice to the lesbian and bisexual women therefore grounded theory

was not seen as an appropriate methodology for this study.

In contrast to other qualitative research methodologies such as grounded theory (Creswell,

2007), phenomenology does not seek to categorise behaviour or generate theory. As Finlay
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(2011) arguesphenomenol ogi sts do not seek to understan

subjective inner real mbé. Rat her , underwotddisndi ng

Il i ved and e x phatrdaligyisurelersiopd thaough embodied experience. The truth
of an event, as an abstract entity is subjective and knowable only through @&mbodiedé

perception, with the lived body as embodied consciousness (Husserl, 1931; Finlay, 2011).

Therefore from the different choices available it was decided the adoption of a
phenomenological approach was the most appropriate for this study, as it aimed to explore
the lived experiences of the women. Phenomenology is classically divided into two further
different methodologies and their incumbent methods, namely descriptive and
hermenedutic/interpretive phenomenology (Husserl, 1931, Heidegger, 1962 / 2010). Whilst

both have a fundamental starting point, that is the aim to develop a greater understanding of

individual sé6 experiences through the consciousn

differ in their philosophical views and research methods. Descriptive phenomenology being
primarily focussed on description, whilst hermeneutic phenomenology focusses more on

understanding (through interpretation). Hus ser | 6 s phi | o s epsteinaogidal,

stance

focussed on the nature of knowledge,whi | st Hei de g g e roftdogigaecorsgmnedt t i ve i

with the nature of consciousness and existence. Thus, phenomenology offers an exploration

of experiences -6 gi v-etnhsobs e t hi ngs brought i nt o Wlithin i

ndi vi

her meneutic phenomenology the researcherybrings

analysed using questioning and interpretation of the experience based on previous or known
theories or conceptual frameworks (Van Manen, 2014). When applied to this study, this would
include theories and models from within the psychology, psychotherapy and psychosexual
fields. For a therapist, it would be possible to interpret what the participants said, building up

a theory of internal processes and from this extrapolate their world view. On reflection this was

seen as taking the focus of the researchaway from t he womené6és experien

6vol umed ost their voice

Therefore, the choice of a descriptive phenomenological (Husserl, 1931, Giorgi, 1997)

approach was taken, in order 6seed the world of
to them without i mp o sterpnetationstor their wads.a nicnietod @ees i n

not prioritise one issue above another, again reducing the possibility of researcher bias

affecting the presentation of the findings, with interpretation within the praxis of the reader.

Thus the emphasis remained on the process of ane

of their experiences within the context of both their lives and the cancer journey.

Descriptive philosophy is identified as having an identity and contextual independence related

to thoughts, feelings and intentions (Husserl 1931). These serve as a medium of reference to
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complexities that are based within the evidence collected (Giorgi, 1992). The advantage of the
use of descriptive phenomenology, with it
experience of the informant is that it helps construct specific and detailed experiences of the
individual without any ranking of experiences or descriptions. The aim is to gain insights to the
lived experience for a specific group, not to generalise to the whole population (Silverman,
2011). This approach is subjective, with data and analysis having a strong reliance on text and
all findings being time and place specific. It can provide clarification of social phenomena and
enhances the study of reality through inductive processes, which base findings on identifying
new concepts rather than relying on deduction from existing theory (Silverman, 2011).
However a criticism of this approach is that the subjectivity offers a narrow perspective of
reality with a lack of reliability, the data being text based and there is interaction between
researcher and participant (Creswell, 2007). Nevertheless, as this study was designed for a
specific group, the narrow perspective was seen as strength in order to gain the information

needed interaction between researcher and participant was seen as essential.

Phenomenology also offers the researcher the opportunity to slow down, focus upon and dwell
with the specific qualities of the lived world of the participant and their world as they experience
it, which is the focus of the investigation. In contrast to other research methodologies such as
grounded theory (Creswell, 2007) phenomenology does not seek to categorise behaviour or
to generate theory. Instead it seeks to give weight to everyday experiences, providing insight
and understanding of the human condition, thus evoking what is to be human. This is seen to

be congruent with my practice as a therapist, where | focus on the lived experiences of my

S

phil

clients in order to make sense of the sdduati on

Husserl (1931) expounded a process that reflects the visceral /embodied texture of
experience, the sensual experiencing of |

layers of implicit meaning. This way of knowing is seen as integral to both therapy and the
building of the therapeutic relationship. In addition, it is argued that phenomenology fits easily
with the professional values and skills of therapy - and by extension those of holistic nursing
practice (Crotty, 1998). All three areas; phenomenological research, therapy and nursing
involve a journey of evolving self - other (I and Thou) understanding and growth, involving
similar skills of analytical and inferential thinking, reflexive intuitive understanding, bodily
awareness and a capacity for compassion, warmth, openness and empathic understanding
(Nelson - Jones, 2002, Osborn, Wraa & Watson et al, 2013).

Phenomenological research recognises that the researcher has a central role in the co-

construction of tentative data and is further required to explore these dynamics reflexively.
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Again, this is seen to resonate with the dynamics of the therapeutic relationship and centrality
of reflexivity in professional therapeutic practice. The processes of co - construction are seen

to be potentially transformative for both researcher and participant, offering the participants

the opportunity towbetbewmtnhessdgiddbeawnwdi atbdot o

or have experienced. Opening up new possibilities for both researcher and researched to

make sense of the experiences in focus (Levesque - Lopman, 2000, Finlay, 2009. 2011).This

was seen to be extremelyi mpor tant for the women in this

the their new reality as women who have had cancer (WWHHC) who also belong to a
marginalised and hidden group within society. It cannot be assumed that their experiences of
t hei r oan ocaeatlieame as their heterosexual counterparts. This study has the
potential to inform professionals working with the women of their experiences and as a result

help to guide appropriate practice.

A key element of descriptive phenomenology is bracketing (Husserl, 1931), however, it is now
recognised that the original concept of bracketing, as espoused by Husserl (1931) is not
realistic or feasible (Le Vasseur, 2003, Hamill & Sinclair, 2010, Tufford & Newman, 2010),
awareness of researcher based factors that can affect a study can help to minimise and reduce
bias (Finlay, 2002, Bryman, 2012). Therefore, a self-assessment process based on bracketing
(Giorgi, 1985) was used to identify research bias and perceptions prior to and during the study
(positionality).

Utilising the concept of action research within a phenomenologically inspired

study

One of the aims of this study was the development of a new conceptual framework and model
to guide cancer healthcare practitioners when working with lesbian and bisexual women in
relation to their sexuality, sexual health and relationships. The necessary stages were planned
using Mayoh & Onwegbuzie (2013) argument that action research draws on the
phenomenological philosophy and the associated interpretive paradigm without being a
phenomenological method. Looking closely at the steps of action research in the light of
Mayoh & On we g b(@M®3) erémise, it was decided that these would facilitate this
phenomenologically inspired study, consequently they were considered in more detail. An
action research project proceeds through a spiral of cycles of planning, acting, observing and
reflecting, with each of these activities being systematically and self-critically implemented and
interrelated. It uses different methods of observation, reflection and planned interventions to

make changes in practice (McNiff & Whitehead, 2011). Figure (2) below shows the cyclic

model developed by Sousa (2011) and which fits with Mayoh
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perspective to describe the stages of an action research study design. The application of the

model to this study is outlined in Figures (3) and (4).

Figure 2: The six steps in the action research cycle | Sousa, 2011)

Since its inceptioninthe 1 9406s, action r es e adefiodd and explanele en var
(Waterman & Timman et al, 2001). As a research methodology it has been utilised in a variety

of professional settings such as healthcare, education and psychology/psychotherapy. It 6s
strength for use within this phenomenologically inspired study is that it is co-operative,

supporting activity among practitioners searching for solutions to everyday, real problems

experienced in these settings or looking for ways to improve practice (Waterman & Tillen et al

2001, Rowan, 2001, Heron & Reason, 2001, Day, Higgins & Loch, 2009, Cohen, Manion &

Morrison, 2011, Mahani & Molki, 2012, Holloway & Wheeler, 2013, Mayoh & Onwegbuzie,

2013).

Action research thus becomes an approach that can be seen as fitting within and supporting
research within a phenomenological paradigm. It facilitated the discipline specific approach
chosen, to produce practical knowledge (Reason & Bradbury 2013), contributing to the
wellbeing of participants and the communities from whence they came. In this study, it
indirectly benefited the participants through the steps used to develop the conceptual
framework and model. Ultimately this should contribute to the wellbeing of the lesbian and
bisexual women with cancer, their partners and potentially impact on the wider LGBT

community.
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Although this study argues that it uses a cyclic approach (Sousa 2011), it was decided that
the activities made up the two modified cycles presented in a linear format as shown in Figures
(3) and (4) subsumed within the modified phenomenological approach. Apart from the
documentary data, all data analysis followed the processes given for phenomenological data
sets. The key elements of use of modified bracketing, together with reflection and reflexivity
were also integral to the study. Thus, in keeping with the focus of this project and my own
professional practice as a nurse and therapist, this study has remained firmly anchored within

the philosophy of phenomenology.

Collect
appropriate
data
= Analysis data —
Report results

-
Philosophical underpinning
Time, place & context Tobe used inductively 15 of transcripts & feld Evaluate & refl iew
splludlrc FEREe with empirical data m phenomanalogical mmnnﬂms:tn::n
(b knductive uee of o for bias

Figure (3) steps and activities within the modified action
research cycle one
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' Collect

=== appropriate data — —
~ Analysis data

Need to hear the Construction of the

voices of the Interviews & online conceptual framework Critique

patients, partners questionnaire (CF) Conclusions

& specialist Ep-nda!nt e Presenting CF to Recommendations

cancer nurses nurses: focus group specialist cancer
b '.“_] ‘nurses: focus group (2]

Philosophical underpinning
Seekingforthe essence - Seekingthe essence - [ [ Evaluate, reflect,
the professiohals the lesbian women Interpretation in praxis positionality! search for
! ! bias

Figure (4) steps and activities within the modified action
research cycle two

Methodological rigour and positionality

Traditionally in empirical research the measures of reliability and validity are used to assess
the quality of a study. However, as Denzin & Lincoln (2011) and Torbin & Begley (2004) point
out it is not easy to apply these measures to qualitative studies. They argue that the essence
of qualitative research is probing and exploration and therefore measures of reliability,
primarily designed to assess repeatability are inappropriate. Similarly phenomenology is
designed to gain insights in areas where there is little knowledge it is not possible to use all
aspects of validity as this set of measures were developed to assess whether the research
has measured what it set out to measure. Instead they advocate use the measures originally

developed by constructionists Guba, & Lincoln (1989) of trustworthiness and authenticity.

In the last three decades these have been developed further and distinctions have emerged
depending on the methods chosen (Denzin & Lincoln, 2011, Englander, 2012). For descriptive
phenomenology in regards to trustworthiness the following areas were carefully considered 1
credibility, dependability, transferability and confirmability. For, authenticity whilst accepting
that most of the measures within this element are assessed at completion of the project, where
possible the individual components were included and the extent to which they were applied

will be discussed in the study critique, these are criteria of fairness, ontological, educative,
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catalytic and tactical authenticity (Guba & Lincoln, 1989, Tobin & Begley, 2004, Lincoln,
Lynham & Guba, 2011).

To facilitate assessment of the processes used and to provide evidence of consistency and
rigour an audit trail was generated. This included documentation throughout the design,
implementation and analysis stages. 6 Me miong é fr om f i el d rmmawo 1984,
were used to capture the non-verbal elements of the interviews and focus groups to make
initial notes of key issues identified within the interviews. These memos were augmented by
a reflective researcher diary which aided my processing and reflexivity as well as providing
evidence of my 6 deci si onmn r aagdding theoretical, methodological and analytic
choices (Koch, 1994, 2006, Wall & Glenn et al, 2004).

Positionality as part of the methodological rigour

As the initial section on descriptive phenomenology and positionality indicated (pages 3, 4 and
16), | had to take account of my own biases and constructs, and when considering
methodological rigour, this included the notion of reflexivity and through this, the identification
ofmyé concept uadsanbintegra elegnenbof phenomenological reduction or epoche’.
(Giorgi, 2009, Finlay, 2011). Conceptual baggage is defined by Kirby & McKenna (1989) as

( Mi | es

the researcherbds record of t houghtattheabagihningdeas al

and throughout the research process. This is the process through which personal assumptions
are stated and considered regarding the topic being researched, and the research processes
being used. It is further argued,t hat t he r e s ptaat baggaye das add anothere
often overlooked dimension to the data. By making their thoughts and experiences explicit the
researcher may not only reduce bias but also add another layer of data for investigation (Wall

& Glenn et al, 2004). Therefore in this study, the field notes and a reflective and reflexive diary

were used continually t o,angimpaeton,thetstady thiesadeliagr c her 6 s

to the methodological rigour.

Ethical considerations

All research project presents ethical issues, with consideration and application of ethical
principles being at the heart of any study (Miller, Birch et al, 2012). This is particularly the case
when the study looks to examine the experiences of vulnerable and /or marginalised groups,
and /or exploring sensitive issues (Ellsberg & Heise,2002, Liamputtong, 2007, Martin &
Meezan, 2008, Meezan & Martin, 2012) i such as the psychosexual and relationship issues
experienced by the lesbian and bisexual women within this study. The ethical starting point
for any research project should be whether there is the need to undertake the research

(Jacobsen & Landau, 2003). The motivation for the researcher undertaking the study arose
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from details emerging as a psychosexual and relationship therapist, voluntary input into a
support group for breast cancer survivors (discussing and supporting the women with issues
pertaining to their sexuality and intimate relationships) and discussions with staff and
volunteers at a local lesbian, gay, bisexual and transgender health project. What became
apparent was the lack of specific information and support available with little being offered to
lesbian and bisexual women. It was found that the majority of available literature (including
that provided to the women from support organisations) was heterosexually orientated. The
focus of the study therefore grew out of an expressed need of women from both the support
group and a local lesbian, gay, bisexual and transgender health group, together with the dearth

of evidence based literature to guide practice in this area.

Given the sensitive nature of the research and the centrality of the ethical elements of the
study, ethical approval was sought and given via the Faculty of Health Research Ethics
Committee (please note that the Faculty of Health became the Faculty of Health, Education
and Life Sciences during the period of this study, therefore further ethics approvals were
sought and gained from the ethics committee for the reconfigured faculty) (see appendices
one - four). Whilst the ethical principles of Beauchamp and Childress (2013) were originally
formulated to guide ethical practice for clinical trials, and have been open to criticism with
regards to their appropriateness for phenomenological studies (Greenfield & Jenson, 2010),
these together with the works of Martin & Meezan ( 2008) , Seedhouse ( 2009) and Miller &
Birch et al ( 2012) provided useful frameworks to guide the researcher to check that the ethical
issues within the study were identified and addressed. In all stages of the study, efforts were
made to address the principles of autonomy, beneficence, justice, non- maleficence and
fidelity (Beauchamp & Childress, 2013).

In research terms the principle of autonomy requires that the researcher discloses all the
information necessary for autonomous decision making to the participants. Thus allowing the
individuals to make an informed choice, free from coercion or undue pressure (Beauchamp &
Childress, 2013, Miller & Birch, 2012). Within the study voluntary participation was
emphasised throughout, beginning with the information provided in the recruiting material and
participation information sheets (see appendices seven (b) and seven (c) for examples) and
was again revisited at the time of the interviews and focus groups. The right to withdraw from
the study at any point was also conveyed via these means. The purpose of the study,
appropriate methods for recruitment, what was being asked of the participants and the support
available for them were also discussed with the staff of the LGBT health project centre and
the programme lead for the specialist cancer practitioners post registration programme and
the conference organising committee to ensure they were aware of the non-coercive nature

of the project and aware of what information to give any potential participants who might
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approach them for clarification. Thus gate keeper consent was sort and given for accessing
participants and for the use of premises for participant interviews, focus groups and expert

panel was gained.

A key aspect of the principle of autonomy is the nature of informed consent (Beauchamp and
Childress 2013). In the case of this study the lesbian and sexual women were being asked to
consent to inclusion in the study through undertaking an interview or questionnaire. Whilst the
expert cancer practitioners were asked to consent to participate in an expert panel workshops
and a questionnaire. The cancer specialist nurses were asked to consent focus groups. All
participants consented to data analysis and study dissemination, rather than the inclusion in
a clinical procedure. Nevertheless, the guidance offered by Beauchamp & Childress (2013)
in relation to informed consent was utilised, informed consent was seen to be an ongoing
process rather than stopping at the point of the participants signing the consent form. Prior to
any data collection participants were provided with a full explanation of the procedures
involved, the rationale for undertaking these, together with checking the participants were
aware that they could withdraw from the study at any point without giving the reasons and

without penalty.

Beneficence refers to the moral obligation to act for the benefit of others. This obligation may
include safeguarding the rights of others, preventing harm and removing conditions that will
be harmful, together with helping people who are vulnerable and /or disenfranchised
(Beauchamp & Childress, 2013, Greenfield & Jenson, 2010). It was anticipated that by giving
voice to the specific experiences of frequently marginalised women, and these being made
available to specialist health care practitioners, findings from the study would help to improve
the quality of the care provided to these women and their partners. It was also seen as
important that the participants were given autonomy and the right to control their own setting
for the interviews, this was especially important for women who may have had mobility
problems, and for those who may have felt afraid or inhibited attending the LGBT health project

centre.

Related to the principle of beneficence is the principle of justice which is concerned with the
fair selection of participants, together with a fair distribution of benefits and burdens of
research. The concept of distributive justice is seen as paramount in both ensuring that no
segment of the population is unfairly burdened with the harms of research, whilst also ensuring
that no individual or group is neglected or discriminated against, or that vulnerable individuals
do not feel pressured into participation or exploited (Beauchamp & Childress, 2013, Miller &
Birch et al ,2012). In this context, justice connotes fairness and equity for all participants in

research and is especially important with regards to the potential vulnerability of the
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participants due to their sexual minority and health status. To this end all of the elements
previously outlined and addressed in the autonomy and beneficence sections are equally
applicable with regards to justice within the study. In addition, | ensured that the participants

were aware of their anonymity and confidentiality as discussed in relation to non - maleficence.

Throughout, | made sure that the participants were treated equally, by allowing them the time
to tell their stories, at their own pace and within a setting of their choice. | also made it evident
to the participants that | valued what they were saying equally, this was seen as especially
important given the very personal nature of the topics being discussed for the lesbian and
bisexual women and partners, but also for the health care professionals who may not have
had the opportunity to discuss these issues in practice previously. The nature of sexuality is
intensely personal and challenges individuals at a fundamental level, thus talking to both the
women and the healthcare professionals had the potential to stir deeply held beliefs and

attitudes. It linked with non-maleficence (the researcher doing no harm).

The principle of non-maleficence requires that the researcher does no harm whilst undertaking
the research (Beauchamp & Childress, 2013, Miller & Birch et al, 2012). The anonymity of the
participants was ensured by the safe/secure storage of the audio recorded interviews and
focus groups (being locked in a secure cupboard, recorded information being stored on a
password protected computer and encrypted data stick) and the removal of identifying
information from the transcriptions, these transcriptions being kept separate from the audio
recordings, and being available only to myself and in an anonymised format to my supervisors.
The online questionnaires for both the expert panel and the lesbhian and bisexual women and
partners were anonymous, with no identifying information. The electronic information was
secured as per the interview and focus group data. In addition, it was essential that the
participants were assured of the confidentiality of their participation and of the information they
were sharing. It was important that they were made aware of exceptions to confidentiality i.e.
situations where a participant or third party needs to be protected from damage, so this was
made explicit to all participants from the outset of the study. Fortunately, the need to breach

confidentiality was not necessary in this study.

Related to the principles justice and non - maleficence is the principle of fidelity, which is
concerned with the building of trust between researcher and participants. Due to the sensitive
nature of the study this was seen as crucial, therefore every effort was made to safeguard the
participants from potential harm arising from participating in the study. The interviews,
guestionnaires, expert panel workshops and focus groups were undertaken as outlined in the

participant information literature. Furthermore, | utilised my experience in building appropriate
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therapeutic relationships to build the trust of participants, enhanced by outlining both verbally

and in writing the measures being taken to ensure their confidentiality and anonymity.

Due to the sensitive nature of the study topic/s there was the potential for negative
psychological effects, this being particularly so in the case of potentially personal, emotive and
what could be seen as intrusive questioning (Mauthner, Birch & Jessop 2002). | therefore
sought to be sensitive in my questioning, engaging the interviewing and questioning skills
developed as a psychosexual and relationship therapist to good effect. This training and
experience was very useful as it afforded me more credibility with the participants and also
provided them with greater psychological safety. The sensitive subjects around sexuality were
ones that, as a therapist | was very much at ease with, this afforded greater comfort with the
discussion of these personal issues with all of the participants. In addition, in keeping with
feminist interviewing principles (Speedy, 1991, Campbell & Adams et al, 2009) | was also
prepared to work through any distress experienced by participants during the interview should
this be necessary, together with providing participants with the contact details of appropriate
counselling services should these be needed. | was also mindful, from both my experience as
a therapist and researcher of the need to safeguard my own emotional wellbeing, as it was
anticipated that [ would find some of the
arranged for the provision of counselling support through my professional contacts (my
previous therapy supervisor - familiar with the issues being presented), together with regular
meetings with my study supervisors. These were considered as essential safe arenas to

debrief from the sometimes emotionally - challenging stories being told by the participants.

Each data set required a unique group of participants and therefore sampling issues were
considered at the appropriate points in the study. But throughout the study ethical principles
were adhered to as each group of participants were recruited. As will be seen in the later
phases of the research journey it was necessary to return to the research ethics committee
for additional approval for amendments to the recruitment strategy and methods needed in
order to move the study forward. These amendments allowed for wider participant recruitment

and data collection, whilst remaining true to the original aims of the study.
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Chapter Three: Journey Phase One (B) - The Starting Point

Although in phenomenological studies the review of current literature normally takes place
later on in the study, as a practitioner a review of the context of the background and the focus

of the study was undertaken at the start.
Context:

The place of sexuality and sexual health (incorporating psychosexual health) in
healthcare and cancer care practice

There are few definitions of sexuality, Woods (1987) in her seminal work in this area related
to health care practice views sexuality as a central part of being human throughout life. She
states that sexuality is made up of the inter - related concepts of sexual self-concept, sexual
role relationships and sexual function. Sexuality is experienced and expressed in our thoughts,
fantasies, desires, beliefs, values, attitudes and behaviours. Whilst sexual health is seen as a
fstate of physical, emotional, mental and social well-being in relation to sexuality, it is not
merely the absence of dis e a s e, dy s f un c {WoddnHealthr Orgamizitiorr, 2002t y 0
page 5). Additionally WHO (1975) identified the core components of sexual health as being:
fa capacity to enjoy and control sexual and reproductive behaviour in accordance with a social
and personal ethic, freedom from fear, shame, guilt, false belief and other psychological
factors and freedom from organic disorders, diseases and deficiencies that interfere with
sexual and reproductive functionso (WHO, 1975, page 6 para 5). In many ways these core
elements of sexual health, influenced by the power of the medical profession adopt a rather
biomedical approach, which directly impacts on how policy makers and healthcare
practitioners view and manage societies and individuals sexual health and wellbeing (Bunton
& Peterson, 1997)

A~

It was three decades ago that Woods (1987) suggestedt hat an i ndi v icdnoeptl 6 s s e X
ishowtheyview t hemsel ves as a man or woman aesteemenc o mp
and body image. Perhaps because of the era in which this was written this does not take
account of transgendered people, whose sexual self-concept should clearly be considered by
nurses and other healthcare practitioners. Sexual role relationships were described as all the
relationships in which an individual is involved within their world, not just their sexual ones

(Woods, 1987). These relationships therefore include those with partners, children, parents,
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friends and colleagues. Sexual function is more self - explanatory and is the component of
sexuality on which many patients focus, especially if their sexual abilities are altered as a result
of ill health or disability. Psychosexual health relates to the issues of sexual anxiety and
distress which an individual may develop as a result of the sexual self-concept being

threatened by illness, altered sexual functioning or relationship difficulties (Irwin, 2002). It is

seen to be an integral par t o Mangindividuald, incudidgu al 6 s o

nurses and other healthcare professionals, possess a narrow view of what sexual intimacy
means and the norms surrounding it, as well as a poor understanding of the mechanisms of
sexual functioning (De Vocht et al, 2011). It is therefore important that nurses and HCPs are
able to provide accurate information and education to patients about the mechanics of sexual

function, while remembering the importance of viewing sexuality holistically.

In response to the identified need for research in this field the decision was made to start with
a review of the current readiness of nurses and other health care practitioners to incorporate
sexuality, sexual and psychosexual health generally into their patient care, before moving on
to working with lesbian and bisexual women. During this process it soon became clear that
much of the research evidence appeared rather dated, with little research post De Vocht
(2011), a decision was therefore made to expand the review to include an historical
examination of the past 40 years. Seeking literature pertaining to these areas, with a focus on

nursing practice.

This search revealed that from 1976 onwards studies pertaining to nursing suggested that
there was a consumer demand for assistance with sexuality, (Woods & Mandettta, 1976,
Krueger & Hassell, et al, 1979, Burgener, 1985, McCormick & McDougal - Thompson, 1986,
Young, 1987, Baggs & Karch, 1987). While Waterhouse & Metcalfe (1991) indicated that
patients prefer nurses to initiate such discussions. The studies found that there was a clear
role expectation of nursesinr egar ds tseexupliyt dutenottwhat constituted the
expected role. Weinburg (1982) and Woods (1987)suggest ed t hat oneef
educator and counsellor, however Poorman (1988) warned that it would be inappropriate for
nurses to attempt to functonas ¢ mi ni sex therapistsé, and

the limitations of their knowledge and skills. Although Woods & Mandetta (1976) a decade
earlier had demonstrated the acceptance of this educator/counsellor role by some qualified
staff. However, it is important to bear in mind the Trans - Atlantic nature of these studies and
suggestions. Indeed, Hicks (1980) questioned the universal acceptance of sexuality as a
legitimate area of nursing concern. Whilst Savage (1989) urged nurses and nurse educators

to be realistic in their role expectations in this area. These conflicting views and
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recommendations further confuse the issue as to what exactly nurses should know or do in

regardstop at i serualifys

Never the less numerous authors have demonstrated that nurses have poor sexual knowledge
(Mandetta & Woods, 1974, Lief & Payne, 1975, Kuczynski, 1980, Greener & Reagan, 1986,
Girts, 1990), and furthermore, they suggested that nurses perpetuate sexual myths. Indeed
Lief & Payne (1975) found that 76 percent of the nurses in their study believed that there were
two types of physiological orgasmic response, and that masturbation caused mental and
emotional instability. Belief of these myths persisted throughout this period with studies
throughoutt he 198006s and foYdmoristeate this ladk of sexuainkgowledge,
both in the USA and UK (Greener & Reagan, 1986, Webb, 1988, Thomas, 1990).

Other studies suggested that nurses need to possess certain characteristics if they were to
operat e s ucc ey eddcdtoys / €0 u @ s &lrotyp19E6Kuczynski, 1980,
Webb & Askham, 1987, Webb, 1988, Thomas, 1990). These were: up to date sexual
knowledge, comfort with their own and the patients sexuality, resolution of own sexual identity
and overall adjustment, the ability to speak openly, honestly and confidentiality about sexuality
issues, together with the skills of interviewing and of using oneself therapeutically. However,
for the most part these authors make no suggestions of ways of developing such

characteristics and skills with staff.

There were, however, several studies that included an exploration of the educators readiness
to develop students as sexually comfortable nurses (Woods & Madetta, 1976, Zalar, 1982,
Webb, 1985), with Webb & Askham (1987) expressing their concern about the readiness of
teacher preparation in this area. Randell (1989) found that 33 percent of teachers believed
lesbians to be child molesters and at high risk of spreading HIV infection; thus demonstrating
a dangerously poor understanding of sexual issues. The attitudes held by the educators were
seen to reflect those of the practitioners (Thomas, 1990). Woods & Mandetta (1976) found
that most colleges of nursing gave only cursory support for sexuality to be included in the
curriculum. Zalar (1982) concurred demonstrating that most teachers did not see sexuality as

an essential element in a nursing curriculum.

Where Osexuality educationd6 was occurring
being: increasing sexual knowledge, bringing about attitudinal change through increasing
students self - awareness of their values, attitudes and prejudices, and helping them cope with
sexual problems arising from clinical practice (Mims & Yeaworth, 1974, Woods & Mandetta,
1976, Frazer & Smith 1982, Thomas, 1990). Although the educational aims were uniform, the

content and teaching strategies used were diverse. Most authors recommended using small
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group work / discussions, following lead lectures, trigger films, videos or journal articles (Mims
& Yeaworth, 1974, Woods & Mandetta, 1976, Frazer, 1982, Thomas, 1990). Experiential
teaching /learning strategies featured highly, especially with regards to values clarification and
communication skills (where role play was recommended). Gaming and dish bowling6- a
teaching strategy in which students ask questions, present opinions, and share information
when they sit i n whilethe diheristsdertsosiivdnahe eutsidecof tiee,circle
listen carefully to the ideas presented and pay attention to process, the roles are then reversed
(McManus & Vincent et al, 1993) were used effectively by Woods & Mandetta (1976) and
Frazer & Smith (1982). It is suggested that although these courses /programmes were
effective vehicles for enlarging knowledge, it is necessary to move beyond the cognitive
domain towards the affective realms in order to approach and shape attitudes and behaviours.
Moving forward to a more recent timeframe studies showed that nurses and other HC P 6 s
have poor sexual knowledge (Girts, 1990, Olsson,Berglund & Larsson, et al, 2012).
Furthermore, the studiesc ont i hue t o suggest that HCPO6s
if they are to address sexuality and sexual issues in practice, including having up to date
sexual /sexuality knowledge (especially related to the specific ill health problems of the
patients in their care) (Saunamaki, Andersson & Engstrom ,2010, Zeng,Lui & Loke, 2011). Of
central importance is comfort in their own and about theirp a t i seruglify,sesolution of their
own sexual identity and overall adjustment to this self-knowledge. Together with an ability to
speak openly, honestly and confidentially about sexuality issues along with the skills of
interviewing and counselling (Girts, 1990, Hordern,, Street, 2007, Olsson, Berglund & Maria
Larsson, et al, 2012).

The literature has continued to support the earlier suggestion that there is consumer demand
for assistance with sexuality (RCN, 2000, Haboubi & Lincoln, 2003, Morris & Magnan et al
2005, Saunamaki, Andersson & Engstrom, 2010, Zeng, Liu & Loke, 2011). These authors

have also indicated that patients prefer the

stil

need

them O6permissiondé to di scuss t heir concerns,

identified above. Although many nurses and other HCP6 s woul d a g seruality t
assessment of patients is part of holistic care (Haboubi & Lincoln, 2003), for a number of
reasons,theyd o not addr e s alitypoacernsewithin shéir ownehgalthcare practice
(Higgins et al, 2006).

Despite changes in societal attitudes in the UK towards sexuality over the past 40 years, the

more recent papers indicate that a number of the barriers identified in the historical perspective

persist. These prevent HCPG g om addr es si n gexublityesexual heath and nt s 6

psychosexual health issues. The main barrierbeingt he HCP6s di scomfort
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in addressing these issues, together with their perception that a patients sexuality is too
personal for them to discuss. In addition, practitioners cite lack of available privacy for such
personal discussions and furthermore that patients are too ill to be concerned with sexuality
(Saunamaki , Andersson & Engstrom ,2010, Zeng, Liu & Loke, 2011).

Overall the studies have shown that nurses and ot heorhaved @d @osr sexual

knowledge cited by De Vocht (2011). The studiesalsoc ont i nue t o sudogeedt t hat
to have specific characteristics if they are to be able to address sexuality issues in practice.

These include having up to date sexual /sexuality knowledge (especially related to the specific

ill health problems of the patients in their care (Saunamaki, Andersson & Engstrom, 2010,

Zeng, Liu & Loke, 2011). Having explored the evidence in regards to the place of sexuality

and sexual health in healthcare generally, tog
incorporate these as part of the care provided to their patients, attention then turned to the

specific field of cancer care.

The importance of incorporating sexuality and sexual health assessment and
interventions into cancer care

Cancer and the subsequent treatment regimens are well known to negatively impact on
womenbés sexuality and rHughast 2008n Saddvgkys et &l,RD1O,e , 200 (
Melisko, Goldman & Rugo, 2010, Olsson, Berglund & Maria Larsson, et al, 2012). The

physiological impact is known to include reductions in sexual desire, arousal, orgasm,

sensations - general, breast and clitoral and sexual pleasure. Together with increased vaginal

dryness and dyspareunia (Sadovsky et al, 2010, Melisko, Goldman & Rugo, 2010). In addition,

it is recognised that both cancer and treatments can negatively affecta womanoés body i m
this can be in the short term (during treatment) resulting from interventions such as
chemotherapy leading to hair loss, or longer term either as a result of continued treatment

such as aromatase inhibitors leading to weight gain or resulting from surgery for example

mastectomy (Fobair & Stewart et al, 2006, Sadovsky et al, 2010). Furthermore, whilst it is

important to recognise the physiological changes in sexual function brought about through

cancer and treatments, it is important to remember that the psychological and social
consequences also impact di rectly on the women and their pa

feelings and behaviours &chover, 19910

The importance of assessing and addressing the sexuality and sexual health issues of patients

with a diagnosis and undergoing treatment for cancer are well known (Fobair, Stewart, &
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Chang, et al, 2006, Hughes, 2008, Krebs, 2008, Tierney, 2008, Sadovsky, Basson &
Krychman et al, 2010). Individuals with cancer express the need to talk to and be provided
with support f ardsnio thelL Beluslity.i Howevee the practitioners, despite
recognising and agreeing the importance of talking to patients failed to do so due to their own
attitudes, lack of knowledge and skills (Lavin & Hyde, 2006, Beck & Justham, 2009, Olsson,
Berglund & Maria Larsson et al, 2012). Indeed Lavin & Hyde (2006) demonstrated that

although the cancer nurses wished to incorporate 6 s exual ity careb6 into

equipped to do so by virtue of little or no input within either their pre or post registration
education to do so.

All of the above provides insight into the position of sexuality and sexual health in healthcare
and healthcare practice generally together with the situation in regards to cancer and
adjunctive treatments. The primary focus of this research project revolves around the
experiences of lesbian and bisexual women who have been diagnosed with and treated for
cancer. Therefore it was necessary firstly to explore briefly the history of homosexuality and
lesbian relationships in the U.K. Secondly to exploreandgai n i nsi ght i nto
towards caring for LGBT patients, together with an examination of the knowledge and skills

required to provide appropriate care to LGBT patients. Lastly, it was important to critically

examine the actual and potentialimpact an i ndividual 6s sexual

health and access to healthcare i specifically focussing on lesbian and bisexual women.

Societal perceptions and attitudes towards homosexuality in the UK

To be able to understand the specific differences presented when working with leshian and
bisexual women it is important to have an understanding of the history surrounding
homosexuality, which led to the hidden nature of gay and lesbian relationships. It is argued
(Twomey, 2008, Rondahl, 2008, 2009) that if a person is excluded from mainstream society,
experience sexual oppression and /or their voice is silenced, this will have a negative effect
on their health and wellbeing (including their psychological health). Further, they may
internalise these negative messages and come to believe what the dominant group says about
them i.e. internalised homophobia. For some lesbians this experience contributes to the higher
levels of mental health problems experienced within the lesbian community (King & McKeown,

2003) and also makes some lesbian and bisexual women fearful of disclosing their sexual

t

t hei
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orientation to HCP6s f or f elaadditiorf, somecoider tesbidriss cr i mi |

will have had very negative experiences due to their orientation e.g. having undergone

aversion therapy and incarcerated within mental healthfaci | i ti es t o &écurebd
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(Stonewall, 2015). Despite the removal of homosexuality from the official APA list of mental
illness in 1973 (American Psychiatric Association, 1973) and WHO in 1992 (WHO, 1992)
together with being strongly condemned by the major UK psychiatric and psychological
organisations (UK Council for Psychotherapy, 2014) aversion therapy for homosexuality is still

not banned in the UK and other parts of the Western World.

The fear of discrimination which is felt by many lesbians, bisexual women and gay men in the

UK is really grounded in the historical background of the persecution for homosexuality in this

country. When looking back on this history rangingf r om t he open persecuti on
and death by burning in medieval times, hence the wuse of th®rgdyeri sory
men. Through to punitive legalisation and pathologising (and commensurate treatments)

throughout the 18" 1 215t centuries, with homosexuals being seen as either bad or mad (Oram

& Turnbull, 2001, Stonewall, 2015). It is hardly surprising that lesbians, bisexual and gay men

have often felt compelled to keep their relationships hidden for fear of severe punishment.

The situation is now better with attitudes being more liberal and open minded in most places
in the world, especially in terms of the legality of gay and lesbian relationships/sex. There are
still places in the world where homosexuality remains illegal and in some countries, such as
Nigeria and Saudi Arabia is punishable by death (Stonewall, 2016). When working with a multi-
cultural patient group it is important for HCPs to have some understanding of the position in
the patient& country of origin. Furthermore, whilst homosexuality may be legal there, as in the
UK there is always the risk of a prevailing homophobic attitude by either the majority population

or sub sets of this, leading to persecution and hate crimes (Guasp, Gammon & Ellison, 2013).

Lesbhian sexual relationships across time have changed and developed over time, often
reflecting the prevailing societal norms and attitudes. From the times of female friendships or
6Bostoni an Mar r i-segualstd grdateresexumal eapsrimantation and rejection
of the heterosexual 6mal e model & which resulted
1 9 7 @drasn & Turnbull, 2001, Jennings 2007 a) Jennings, 2007 b). Experimenting in
different relationship configurations and not feeling the need to conform to heterosexual
norms, lesbians creating their own ways of developing and maintaining relationships, lovers
becoming friends and then lovers once more (Oram & Turnbull, 2001) has been common
place within the lesbian community. Another common experience was serial monogamy
(Garnets & Kimmel, 2003). Reflecting the complex social and political views many myths
exist regarding lesbian sex, including lesbian sex occurs constantly (as lesbians, like their
gay male friends are obsessed with sex) or it occurs infrequently i so called lesbian bed
death (Blumstein & Schwartz, 1983, Nichols, 1987, 2004) and lesbian sex is just kissing and

cuddling i not real /genital sex (Jennings, 2007). Whilst in reality, lesbian sex and sexual
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relationships are diverse ranging from those with no or limited genital sex through to
Bondage and Discipline, Dominance and Submission, Sadism and Masochism (BDSM)
(lasenza, 2002, Nichols, 2004, Roson & Milhausen et al, 2012, Cohen & Byers, 2014). The
concept of leshian bed death has been refuted by many researchers (Bressler & Lavender,
1986, Coleman & Hoon et al, 1983, lasenza, 2002, Nichols, 2004) and whilst previously it
was a common place belief within some elements of the lesbian community it has become a
source of amusement (Nichols, 2004). Nichols (2004) also suggests that lesbian bed death
appears to be a historically dated phenomenon. Younger lesbians are freer of sexual
inhibitions and less restrained by shame about their sexuality, with greater sexual and
gender fluidity. Several authors have suggested that there has been a move over the past
decade to more polyamory within lesbian relationships, that is concurrent, multiple lengthy
relationships involving some degree of commitment (Roson & Milhausen et al, 2012, Cohen
& Byers, 2014).

In the past the hidden nature of lesbian relationships and fear of homophobia meant that
many leshians had to rely heavily on the lesbian and gay community for their support and

6 f a nWwdstynd1991). This would often mean that former partners became friends and
there was a continued supportive, but not sexual relationship in place (Oram & Turnbull,
2001, Jennings, 2007 (a) Jennings, 2007 (b). This difference from the dynamics found
amongst heterosexuals is important for healthcare professionals to understand, as they may
caref or women wher e isfamiy. Aaas aresultof the hdnophobia and the

prejudice experienced, the lesbian community has in the past and to some extent continues

to be a O6closed6 to out simahesofdesbiamreldtignshipdrar i ng t he

(Ristock, 2002, Jennings, 2007b). The result of this has been the hidden nature of problems
such as domestic abuse, mental health problems, drug and alcohol abuse problems, all of
which impact directly and negatively on lesbian relationships (Lockhart & White et al, 1994,
Ristock, 2002, Eaton & Kaufman et al, 2008).

A prevailing myth about lesbians and their relationships is that lesbians have either never
had or do not have sex with men (Nichol s,

Kitzinger & Wilkinson (1995) showed that possibly 46% of lesbians have sex with men even

1987,

after they had O6come o0 utni(2808) dgnanstratedthatwitthh er mor e,

greater sexual and gender fluidity there was a lot of back and forth between lesbian, bisexual

and heterosexwual identities. A further myth is

have and /or do not want children (Jennings, 2007a). This is clearly not the case, as many
lesbians bring to their relationships, children from previous heterosexual relationships or
wish to pursue having children within their lesbian relationships through artificial
insemination (Chabot & Ames, 2004)

31

C



Healthcare pr o f e s s iatitudek @ £ GBT patients

Plazter & James (2000) identified that nurses’THCP 60 s n depilepated to offer culturally

appropriate care for LGBT patients, and in many cases were not able to do so. Furthermore,

Rondahl (2008, 2011) and Steppe (2013) identified that attitudes of heterosexism and
homophobia create barriers to providing appropriate care. While evidence suggests
homophobia in health care is declining, Plazter & James (2000), Réndahl (2008) argues that
heterosexism remains prevalent and negatively impacts LGBT patients. With
heteronormativity being identified as the assumption that heterosexuality is a general norm

within society. As a consequence of this heteronormativity LGBT patients are addressed and

treated like heterosexuals with no account being taken of their unique and individual needs.

Individuals are assumed to be heterosexual until they do or say something that disproves this

assumption. Due to the negative history of homosexuality in the U.K. lesbians and gay men

may choose to hide their sexual orientation and
of negative attitudes and consequences. This may be especially true of older lesbians and

gay men whose O6formative yearsd were Iiiwheeed i n a
éhel ove t hat dar e nDotglas IB84xvikas thetliged readitynod day t¢ day life

(Oram & Turnbull, 2001, Jennings, 2007).

Al t hough early studies found that homophobia was
nursing and healthcare students (Eliason & Randall, 1991, Stiernborg, 1992, Eliason, 1998)
more recent studies have shown a decline among these populations, possibly reflecting the
changing societal and legal attitudes and environment (Boch, 2011, Dinkel, Patzel, McGuire,
Rolfs & Purcell, 2007, Johnson, Smyer & Yucha 2010, Eliason, Dibble & DeJoseph, 2010,
Steepe, 2013). However, Walls (2008) and Morrison & Dinkel (2012) have suggested that
heterosexism is a more common form of bias than homophobia and whilst it is not as
adversarial as homophobia it has been shown to impact negatively on the healthcare
experiences of LGBT patients (Saulnier, 2002, Sinding, Barnoff, & Grassau, 2004, Réndahl,
Innala, & Carlsson, 2006, Rondahl, Innala, & Carlsson, 2007,DeHart, 2008; Rondahl, Bruhner,
& Lindhe, 2009, Rondahl, 2011).
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Introduction to Cancers in Women

Globally the cancer burden is known to be increasing in both the developed and emerging
countries. According to GLOBOCAN 2012, an estimated 14.1 million new cancer cases and
8.2 million cancer-related deaths occurred in 2012, compared with 12.7 million and 7.6 million,
respectively, in 2008 ( International Agency for Research on Cancer (IARC), 2012). As shown
in Figure (5) globally, various cancers represent common challengestowome nés heal t h, w

breast and colorectal cancer having the highest incidence rates.

Type of cancer Incidence
Breast 1.7 million
Colorectal 614,304
Cervical 528,000
Ovarian 225,000

Figure 5: Global Incidence of Cancer in Women.

(International Agency for Research on Cancer, 2012)
Breast cancer is also the most common cause of cancer death among women (522, 000
deaths in 2012) and the most frequently diagnosed cancer among women in 140 of 184
countries worldwide, representing one in four of all cancers in women (IARC, 2012). The

relationship to other cancers globally is given in Figure (6) below.
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Figure 6: The 10 Most Commonly Diagnosed Cancers: 2012 Estimates Total Number and
Percentage of New Cases Diagnhose per Year, Worldwide (GLOBOCAN 2012, Cancer Incidence
and Mortality Worldwide).

Reflecting the global picture in the UK breast cancer being the most common female cancer
and second most common cancer cause of death after lung cancer. Overall, the incidence of
new cases per year in 2013 (Cancer UK, 2015) was breast cancer - 53,696, Lung cancer i

46,403, Colorectal cancer - 18,200, Cervical cancer - 3,207 and Ovarian Cancer - 7,116.

Generally there is a fear around cancer, with a diagnosis often being seen as synonymous
with a death sentence (Robb, Simon & Miles et al, 2014). However, many cancers now have
a much better prognosis than previously, with earlier detection and more advanced
treatment options (Cancer Research UK, 2015). As Figure (7) below shows women with
breast and uterine (including cervical) cancer now have a very good chance of surviving
cancer after 10 years. However, there is a less positive outlook for individuals with colorectal
cancers. Furthermore, despite improvements in outcomes for some cancers for others e.g.

ovarian and lung cancer the 10 year survival rates stubbornly remain relatively poor.
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Figure 7

Cancer Research UK: Age-Standardised Ten-Year Net Survival, Selected Cancers, Adults
(Aged 15-99), England and Wales, 2010-2011.

Overall women are living longer with cancer and the issues surrounding quality of life have
become more important (Robb, Simon & Miles et al, 2014). This includes how the cancer and

its treatments i mpacts upon Ilthandintimaterelatiénships ex ual it

Impact of cancer and /or treatment on wo men 6 s sexualuhedlth ang , S
intimate relationships

Female and reproductivecancersand t heir treatments can negative
sexuality and intimate relationships (Ganz & Rowland et al, 1999, Markopoulas & Tsaroucha
et al, 2009, Emillee & Uusher et al, 2010). The treatment interventions used for cancer,
including surgery, radiotherapy, chemotherapy and hormone treatment, all have a direct and
indirect impact physiologically on the womendés sexual fundttisasno and s
important to recognise that the psychological and social consequences impact directly on the
women and their partnerés sexual and intimate fe
plays in the individual cancers will now be briefly discussed and then returned to later in the

chapter.
Gynaecological cancers

Surgery remains the primary treatment for most gynaecological cancers. Whilst pelvic
radiotherapy is often either the primary or main adjunctive treatment for cervical and some

endometrial cancers (Sadovsky & Basson, et al, 2010). In addition, the loss of ovarian
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hormones from surgery and /or chemotherapy contributes to sexual difficulties, dysfunction
and distress inducing menopausal symptoms and problems, such as vaginal dryness, hot
flushes and fatigue (Park & Bae et al, 2007). Whilst it is difficult to gauge accurately the
prevalence of these difficulties after specific cancers due to variations in sample size, different
oncological stages and follow up times, studies have shown that between 307 63% of women
who have undergone treatment for cervical cancer experience some sexual difficulties
(Jenson & Groenwald et al, 2004, Frumovitz & Schover et al, 2005, Park & Bae et al, 2007,
Greenwald & McCorkle 2008), with the majority of the women experiencing vaginal
agglutination and stenosis within 3 months of radiotherapy leading to dyspareunia.
Additionally, surgery for more advanced gynaecological cancers can include very extensive
interventions including pelvic exenterations resulting in colostomies or ileoconduits which
negatively i mpact t he wo ma n G simadeo@rgimeladnWintes et lalf 2009).
Oophorectomy (removal of the ovaries used for ovarian cancer) in addition to inducing the
menopause signifies the loss of reproductive capacity, this in common with the treatments
for other female cancers often leads to a challenge int he womenbs sense of
(Sadovsky & Basson et al, 2010).

Breast cancer

As with the gynaecological cancers the mainstay of treatment for breast cancer remains
surgery with or without radiotherapy and chemotherapy. In addition, the use of long term
selective oestrogen receptors e.g. Tamoxifen and aromatase inhibitors e.g. Letrozole have
become routine treatment modalities. Treatment with these drugs and chemotherapy can lead
to weight gain i on average 2.5 kg when receiving chemotherapy and 1.3 kg when taking
Tamoxifen (Sadovsky, 2010). Breast surgery can cause scarring which can be both painful
and disfiguring, whilst lymph node dissection can cause painful and distressing lymphedema.
Radiotherapy and chemotherapy can cause skin fibrosis, respiratory and cardiac damage,
fatigue, alopecia, nausea, vomiting and diarrhoea, all of which can result in an altered self -
image and a reduced sense of femininity, negatively affecting sexual desire, response and
satisfaction (Emillee, Ussher & Perz, 2010). Today it is generally accepted that women who
have had treatment for breast cancer can experience sexual difficulties, including reduced
desire, arousal, orgasmic pleasure and numbness of previously sensitive breasts. Together
with increased vaginal dryness and dyspareunia (Ganz & Desmond et al, 1998, Fobair &
Stewart et al, 2006, Emillee, Ussher & Perz, 2010, Melisko,Goldman & Rugo, 2010).

From the above, it can be seen that the diagnosis and treatment regimens of and for all types

of female and reproductive cancers can lead to negative changes in the physical expression
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of a womands sexuality. T hes e iaisdation, theyiaeses howev
within a relational context i whether the woman is in an intimate relationship or not. The

physical aspects of sexuality cannot be divorced from the psychological, social and relational

cont ext of t he wo me rabstudigs havee shown that the gudlity sfehe e r
womendés relationships was a stronger predictor ¢
than any treatment induced damage (Speer & Hillenberg et al, 2005, Adler & Zenetti et al,

2008). Although the physical pain of cancer and treatment diminishes over time, the emotional

pain experienced may persist as the woman mourns the loss of her former self, feeling that

part of them has died, a feeling of a loss of the locus of control. These feelings may also be

experienced by their partners, who are often at a loss as how best to help. The couple

sometimes struggle to renegotiate their relationship in its entirety, including its sexual side

(Emillee, Ussher & Perz, 2010). It has been suggested that healthcare professionals are

ideally placed to help and support women and their partners to adapt to any post cancer

changes. However, as Hawkins & Ussher et al, (2009) found only 30% of couples who were

coping with breast cancer had discussed sexuality with a health care professional and they

argue that this remains an area of quality of life neglected by HCPs. The potential reasons for

this neglect will be discussed in the following sections.

The Cancer Context For Lesbian And Bisexual Women.

There is increasing evidence to suggest that lesbian and bisexual women may for a variety of
factors be at more risk of developing some of the female and reproductive cancers. Reasons
such as lifestyle i.e. obesity (Case et al, 2004, Boehmer et al, 2007), higher levels of alcohol
consumption ( King et al, 2003, Case et al, 2004, Fish, 2010, Brandenburg et al, 2007) and a
reduced likelihood of having children and breastfeeding (Case et al, 2004, Zaritsky & Dibble
2010). Furthermore, some lesbian and bisexual women fail to recognise the need to participate
in screening programmes (cervical and breast) through ignorance of actual risk and /or fear of
being judged negatively by health care professionals (Case et al, 2004, Roberts &
Patsdaughter et al, 2004, Polek, Hardle & Crowley,2008), Fish & Anthony, 2005, Henderson
et al, 2009, Tracey et al, 2010).

In addition to creating a potential barrier to lesbian and bisexual women accessing appropriate
screening services, some leshian and bisexual women fear being negatively judged by and
given sub optimal care by health care professionals should their sexual orientation be known
(Boehmer & Case, 2004, Polek, Hardle & Crowley, 2008, Hunt & Dick, 2008, DH, 2010).This
is especially important when considering the es:s

providing psychological support, caring and support during a cancer diagnosis, treatment and
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recovery (Fobair & Koopman et al,2002, Boehmer, Linde & Freund, 2005, Jabson, Donatelle
& Bowen 2011, White & Boehmer, 2012).

For many people, including lesbian and bisexual women, sexuality and its expression are

seen as commensurate with feeling human and alive. It has been further suggested that this

is especially important for patients with cancer and their partners (Emillee, Ussher & Perz,

2010). As previously outlined, cancer and many of its treatments can severely compromise

a person& sexuality and their ability to express themselves sexually. As a result closeness,

intimacy and sharing (along with other elements of sexual expression) can be avoided or
neglected at a time when these could be so cruci
wellbeing (de Votche, 2011). At a time when many people crave the closeness and comfort

their intimate partner can provide, a barrier is erected which often both the person with

cancer and their partner do not know how to breach.

Health care professionals have an important part to play in preventing this barrier being
erected. In doing so with lesbian and bisexual women and their partners, they are also helping
to overcome the actual or perceived barrier to appropriate health care that these women often
believe exists for t hrelatonship (Fsh, Z0h0). The eelatidnsiips afu al i t y

lesbian and bisexual women are no less real than those of their heterosexual counterparts.

Having looked at what is known about the global incidence and prevalence female and
reproductive cancers it was clear thattheserepres ent common chall enges to
However, it is unclear how many of the women effected would identify as being lesbian or
bisexual, as information about sexual orientation is not routinely collected (Boehmer & Clark
et al, 2011, NHS North West, 2011). However, it is known from census data that 1.6 percent
of the UK population identify as lesbian or bisexual (Office for National Statistics, 2017).There
is an evolving body of research, evidence and clinical literature that sheds light on the
sexuality, psychosexual health and relationship sequelae of these cancers (especially breast
cancer) and treatments, together with interventions which may aid adaptation and recovery of
heterosexual women and their partners (Hughes, 2008, Sadovsky et al, 2010, Melisko,
Goldman & Rugo, 2010). However, there was limited literature available in relation to lesbian
and bisexual women, therefore a detailed literature search was undertaken to ascertain what
studies could be found focussing on or exploring these areas as experienced by lesbians,

bisexual women and women partnered women and their partners.
Lesbian and Bisexual Women Specific Literature Review

This review (undertaken in 2014) was seen as a key starting point of the study reviewing the

available literature pertaining to the above areas. In keeping with the phenomenological
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principles requiring reflexivity it was essential to ensure that there was no researcher bias
when undertaking the review. Therefore, a critical review adopting a Participant Intervention
Outcome (PIO) approach was undertaken and the literature search took place searching the
Cochrane and Campbell Collaboration, together with Summon, Medline, Cinahl, ASSIA,
PsychINFO /articles, criminology and NeLM (National electronic Library of Medicine) /NICE
databases using specific search terms (sexuality, sexual dysfunction 7 physiological and
psychological, lesbians, homosexual women, bisexuality and bisexual women, sexual minority
women, cancers i breast, cervical, uterine, ovarian, vaginal and vulval). Despite utilising
numerous search strings to ensure a wide location of studies only fifteen articles matching the
PIO criteria were located. Of these only four met the selection criteria for critical review based
on title and abstract, whilst two identified lesbians as a comparative group to heterosexual
women. All the studies were with women who had been diagnosed and treated for breast

cancer.

There was a plethora of information and literature in relation to chemotherapy, radiotherapy
and surgical interventions used to treat cancer. In contrast to the paucity of information
regarding sexuality. However, these were couched in general terms about the interventions
and their impact upon individuals lives. Although literature was available regarding the side
effects and the physiological impact of chemotherapy, radiotherapy and surgery on
het er os e x usa$exualty and rséxual health, this literature was not seen to be

appropriate within the search inclusion criteria which reflected the aims of the study.

Lesbian and bisexual (LB) women specific studies

As only four studies were found it was seen to be important to examine each of these in depth.
However, it has to be noted that for each of these studies Boehmer (2009), Mathews &
Boehmer (unpublished), Boehmer & Timm et al (2012), there was the same leading or
contributing author. Therefore, it has to be accepted that overall there are some similarities

in the perspectives discussed.

Boehmer, Potter & Bowen (2009) aimed to review what is known about LB and women
partnered wWOPWEsexual furictioldng after cancer, to explore reasons why the
sexual functioning may differ from heterosexual women and identify areas for further research.
Unfortunately, similar to the current critical review, Boehmer, Potter & Bowen (2009) found
little LBWPW specific literature, in fact they found O specific studies, and two studies where
lesbians and heterosexual women were compared and where the psychosexual and
relationship aspects were part of wider areas explored within the studies. This led to a

discussion of the cancer related issues presented by or experienced by women with a lesbian
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or bisexual identity. Boehmer, Potter & Bowen also discussed the findings of an unpublished
research project which appeared to look specifically at sexual function of lesbian survivors of
breastcancerandcompar ed t hese findings t o 2001lo8Aeenacks
Carver (2007).

From these three studies (two of which are non-LB specific) Boehmer et al (unpublished)
draw some tentative conclusions namely, that LBWPW experience fewer sexual problems
(better lubrication and orgasm), better body image and have more understanding /supportive
partners than heterosexual women with breast cancer. However, these conclusion are made
from very few studies with non-LBWPW specific research groups. In addition all of studies are
from the USA (with its own set of LBWPW cultural norms), and furthermore the women in the
studies were mostly European American, professionals in well paid jobs (and therefore may
not be representative of the wider population of LBWPW).

Clearly building on these two studies Boehmer and her colleagues undertook and published
two further specific studies. Firstly, Boehmer et al (2012) study utilised the conceptual model
developed by Ganz et al (1999) to identify the factors of sexual function among LBWPW with
breast cancer and compare these to LBWPW without cancer. This conceptual framework
adopts a holistic approach to explore the multifaceted nature of female sexual function and
satisfaction. Boehmer et al ( 2012) study recruited a convenience sample of women from
various LGBT agencies, websites and targeted LGBT events, with the control group being
recruited vi a, sapdovtgroups ancewelesites. dlse inclusion criteria included
women who had a history of breast cancer, from 11 10 years prior to study, women who were
being treated with tamoxifen, anti - oestrogens or aromatase inhibitors, and those with
recurrent disease. The study excluded women who had metastatic breast cancer. Whilst the
authors acknowledged the importance of having 1 year free from treatment with radiotherapy
or chemotherapy, they appear not to have taken account of the impact of the other treatment
modal ities on the womenbds s e x uaf?2013). bnaddition, thay
failed to acknowledge the psychological impact of recurrent cancer and the effect this may
have on both the individual women and their partners (Northouse & Dorris et al, 1995,
Sarenmalm, Ohlen et al, 2007), which would influence the nature of their intimate and sexual
relationship. The control group were age and partner status matched. The study used a variety
of validated questionnaires to measure the various factors identified by Ganz et al (1999)
within their conceptual framework. These included the Female Sexual Dysfunction Index,
Hospital Anxiety and Depression Scale, Menopause Rating Scale, Self-esteem scale and the
Dyadic Adjustment Scale. The statistical analysis undertaken were t test and linear regression
for between group comparisons and chi squared tests and logistical regression for

comparisons between variables. As the article did not provide details of the numbers of women
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recruited therefore it was not possible to assess the appropriateness of the statistical analysis
undertaken. This was seen as problematic especially in terms of the sample size required for
linear and logical regression where large numbers would be required for the number of

variables being examined (Denis & Hicks, 1999).

The control group demonstrated significantly higher levels of sexual attractiveness and
significantly less menopausal symptoms than the cancer survivors. Overall, the LBWPW
breast cancer survivors demonstrated lower levels of sexual attractiveness and dyadic
cohesion together with higher levels of menopausal and urogenital symptoms which all
contributed to lower levels of sexual frequency and satisfaction. The article did not provide
details of the numbers of women recruited therefore it was not possible to assess the
appropriateness of the statistical analysis undertaken. This was seen as problematic
especially in terms of the sample size required for linear regression. These effects are very
much in keeping with the results demonstrated by previous studies undertaken with
heterosexual women with breast cancer and their partners (Hughes, 2008, Sadovsky et al,
2010, Melisko, Goldman & Rugo, 2010).

Secondly, Boehmer et al (2013) explored whether LBWPW who had been treated for breast
cancer experienced greater levels of sexual dysfunction than LBWPW without breast cancer.
The study was a case - control study involving a convenience sample of 85 women treated
for breast cancer and 85 case control LBWPW without breast cancer, both partnered and
un-partnered and utilised the female sexual function index (FSFI) questionnaire (amended for
LBWPW by Boehmer et al, 2012) to assess the levels of sexual dysfunction and satisfaction.
They amended the FSFI to safeguard sexually non active participants or clients from being
scored as being sexually dysfunctional. Additionally, to make the language and assessment
more applicable to LBWPW the wording of vaginal penetration was amended to accommodate

vaginal penetration with any object (fingers, sex toys).

The results showed that the levels of overall sexual satisfaction did not differ between to the
two groups of women, however, the women who had experienced breast cancer demonstrated
lower levels of sexual desire and had more difficulty achieving orgasm than the control group.
This is very much in keeping with the findings of studies of heterosexual women survivors of
breast cancer (Hughes, 2008, Sadovsky et al, 2010, Melisko, Goldman & Rugo, 2010). In
addition, the FSFI, whilst a very useful tool for the practitioner to use for the assessment of
female sexual function and dysfunction has previously been criticised and amended to suit the

needs of particular client groups (Meyer- Bahlburgh & Dolezal, 2007).
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Lesbian compar dtuidiesgroup s

Only two peer reviewed comparative research articles were found, Fobair & Od4anlon et al
(2001) recruited 246 women, who had a diagnosis and treatment of breast cancer of these 29
were lesbian women. These women formed part of a larger study looking at the psychosocial
needs of heterosexual and lesbian women. The heterosexual women were recruited from a
clinically located multicentre study of college educated women with breast cancer. Whilst the
lesbian women were recruited from a non-clinical base, recruiting via existing LGBT

organisations and newspapers.

The inclusion criteria included women with primary breast cancer diagnosed within the
preceding 12 months who had completed their initial surgical intervention but who were still to
undergo any further treatment with chemotherapy, radiotherapy or hormone therapy. This is
seen as a weakness of the study, as the women were in early stages of their cancer
experience and also had not encountered any potential impact on both their body image and
sexual activity due to the adjunctive treatments. The study excluded women who had a

metastatic spread, cancer recurrence or other major life shortening ilinesses.

The study included a number of areas for examination, however, in terms of those relevant to
this study the area of the impact on body image and sexual activity will be explored here.
Fobair & OO6Hanl on prévduxsl9 daldatad guestionsaged to exarine these
areas. Firstly, theyusedt he ABody i mage and Sexuality Scale f
(BISS) designed for the study. The other questionnaire was the Sexual Activity Questionnaire
(SAQ). In terms of analysis the study used six items to analyse their experiences before and
since their breast cancer diagnosis and treatment in relation to the following. How comfortable
the women had been, and were showing their bodies to other people, how comfortable the
women had been, and were about their body weight and finally how satisfied the women found

their sexual lives.

The results demonstrated that the lesbian women experienced less problems with their body
image, were more comfortable showing their bodies to other people than their heterosexual
counterparts. This was not however a predictor of better sexual functioning, in addition, these
differences in body image were less statistically significant post breast cancer. Of those
women who were not sexually active the study demonstrated that the lesbian women were
more likely to be not interested in sex. Furthermore, there was a slight trend, but of weak
statistical significance (p=0.07) that the heterosexual women experienced greater sexual

satisfaction in their pre cancer lives.

Arena & Carver (2007) used combined postal questionnaires, consisting of various previously

validated questionnaires to compare the experiences of 39 self-identified lesbian women and
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39 heterosexual women who had a diagnosis of breast cancer, matched for age, ethnicity,
stage of cancer and time since diagnosis. The heterosexual women were recruited as part of
a clinical multicentre research study at centres based in south Florida. Whilst the lesbians
were recruited from across the USA via recruitment flyers disseminated through physicians,
womenos net wo rark somraumityg resbuece lwentres. The recruitment strategy
appears to have a few implications for the study, firstly the use of convenience sampling raises
the question of potential selection bias by utilising self-selecting volunteer participants. In
addition, it is unclear what, if any implications of utilising a nationwide sample of lesbians might
be. It could be argued that the lesbians experiences regarding their relationships may be
different based on their geographical location and environment i for example whether they

lived in a rural or urban area.

The inclusion criteria included women with primary, early stage breast cancer, who were near
to time of diagnosis to those who were 5 years post treatment. This is seen as a potential
weakness in the study, as the experiences reported are likely to be different for the women
dependent on where in their survivorship phase they were. The report did not state whether
the women were still receiving any continuing treatment with tamoxifen, anti - oestrogens or
aromatase inhibitors, which are known to impact on sexual interest and sexual satisfaction.
The study excluded women who had a previous cancer, advanced breast cancer (beyond

stage Il) or had a history of hospitalized psychopathology.

The study included a number of areas for examination, however, in terms of those relevant to
this study the areas concerning body image, relationship satisfaction, sexual disruption, sexual
activity and psychosexual adjustment were relevant. Arena & Carver (2007) utilised several
self-completed questionnaires to explore these areas, no information was provided about the

response rate for these questionnaires, seen as a limitation of the study. Concern about the

body /body i mage was measur ed by t he validated

guestionnaire (Carver & Pozo- Kaderman et al, 1998, Petronis & Carver et al, 2003). The
relationshipir el at ed measures used t he v al(Nodoa,tl338)
plusnon-val i dated ad hoc items to measure the

diagnosis and treatment. Sexual disruption and activity were measured respectively by the

sexual subscale of the validat estaleFASy(Dengatis,oc i al

1975) and a non-validated tool. Whilst psychosexual adjustment used a validated tool (Carver
& Pozo- Kaderman, 1998), one measure within this was of femininity, the scale had previously
been used in a study of heterosexual women, so one might question its applicability to lesbian

women, who may view femininity or being a woman differently.

The results demonstrated that there were no differences between the women in regards to

their relationship satisfaction in terms of how bothered their partners were by their surgical
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scar, how much affection, whether there was any increased friction or fighting or how their
partners reacted to cancer threatening their partners life. Nor were there difference between
the heterosexual and lesbian women with regards to their sexual satisfaction pre and post
their cancer diagnosis and treatment. The heterosexual women did however, report more
disruption to their sexual relationships since diagnosis and treatment than the lesbians. The
lesbians had reported less frequent sexual activity prior to diagnosis and treatment (although
this was not statistically significant), this may have contributed to them reporting less disruption
in their sexual relationships post diagnosis and treatment. Perhaps to be expected - as lesbian
relationships have been shown to be more egalitarian (Klinger, 1996) the heterosexual women
reported greater partner sexual initiation both pre and post diagnosis and treatment. As with
Fobair & O6Hanlonés (2001) study the | esbian wo
body image than their heterosexual counterparts.

In both studies the reason given for the difference in recruitment method as being due to the
hidden nature of lesbians within a clinical setting (i.e. not known to the practitioners 1
highlighting again the problems that this hidden sexuality brings). However, recruiting via
existing LGBT organisations and newspapers can potentially influence the recruitment from
the widerl esbi an and bi&eommdniwoyre nwlso may not acces

information.

All of the lesbian specific studies adopted quantitative research methods which did not give a
sense of how the women and their partners had experienced and lived through their cancer
0 j o ur anéhow thedr relationship had been effected by the illness and treatments. For this
study it was seen as essential to give these women a voice, to hear of their experiences and
stories in so doing adding a clear human dimension to the information available to health care
practitioners working in the cancer care. Hence, it was considered as appropriate to undertake
some phenomenological interviews with lesbian and bisexual women and their partners who
had been effected by breast, cervical, uterine or ovarian cancer. This will be presented as

Chapters six and seven.

The literature confirmed the need for this study to give voice to the unheard stories and
experiences of lesbian and bisexual women effected by cancer,andtopr ovi de t he HCPOG6s
an evidence base to guide their practice with the women in these essential areas. In light of
the literature explored,per t ai ning to the preparedness of HCP®
the specific needs of LGBT patients /clients, there was a need to consider cancer care
practitioners and educators. Thus, the first phase of the journey was undertaken with an expert

panel of senior practitioners and educators.
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Extracts from reflective research journal and reflexive comments:

fAs an educator, teacher and supervisor | was used to carrying out literature searches and
assumed that in this study it would be relatively straightforward. | focused on checking that
during searching and critiquing the available literature | explored widely i using appropriate
professional search engines i medical, nursing, psychological, LGBT /homosexuality,
social sciences. | formulated extraction grids that reflected the aims of the study, and utilised
established systematic / critical review guidelines

(RCN, Joanna Briggs, Cochrane) in the construction of the search, study extraction and
critigue. | was aware that the past sexuality in health care practice literature and background
information needed to reflect the age range of potential patients that HCP would experience,
rather than my own personal LGBT timeframe /history.o

Whilst there are areas of commonality of experience | was aware that there are cultural
differences that impact on studies, for instance there are differences between the
experiences of lesbians in the UK and USA (different histories and continuing
experiences), and that initially the lesbian specific studies had all been all USA based.0

The reflections that emerged as the research was identified and retrieved, reveal that it was
at this point that the need for my study was confirmed and that

it was sad to see how |ittle had reall yi
coul dndét help feeling partly responsi bl e
manyyears.As | made so |ittle difference??0

| had to accept that while | had worked locally and in some instances nationally, and
personally was well known in the field, perhaps | should have disseminated my own work
more widely.
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Chapter Four: Journey Phase One (C)

The Expert Panel: Workshop and Questionnaire

Positionality: the role of facilitator

When commencing working with the various different groups of participants in the study it was
necessary to review my position as an insider or outsider to the group i.e. the degree of my
connection to the grouplwas 6 st udyi ngdé ( Me r Baileg e al,&001, @ddurkes, o n
2014). In this instance the expert panel consisted of cancer educators and practitioners. | am

a very experienced educator of healthcare practitioners including both medical and nursing
practitioners, so in many respects the expert pa
in the capacity of a researcher facilitating their discussion and concerned with their
experiences of caring for /working with a marginalised group of women in regards to sensitive
areas of human experience. As the group consisted of very experienced practitioners and
educators, | anticipated and looked forward to learning about expert accounts of excellence in
practice. | was also aware of my own experiences and concern that | might encounter
descriptions of experiencing homophobia within their health care practice and education and
had carefully considered strategies to identify if or how this might 6 s h @y ateractions with

the participants.
Introduction

The initial literature had confirmed the need for the study but also that there was very little
contemporaneous information. Therefore, in of the absence of this information and in order to
develop the conceptual framework there was a need to seek the views of experts in cancer
care and cancer education. As this was a study inspired by phenomenologically it was
necessary to consider which research methods could be used for this task. Within descriptive
phenomenology inevitably the first choice would have been individual interviews, however,
whilst allowing for provision of in depth of information, these would not allow participants to
share and exchange ideas. Thus inhibiting the expansion of the depth and scope of the data/
information, these were therefore not appropriate. A further technique considered was the
nominal group technique (NCT), extensively used to explore consumer and stakeholder views.
This has classically a four stage process, namely silent generation (of ideas), a group round
robin, clarification and ranking (Mcmillan & King et al, 2016). The technique is useful when the
generation of a large number of ideas and the potential for creative decision making and

participant satisfaction is required (Totikidis, 2010). As these were not the aims of the
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6consul t aand seekifg the ioginfons of, the expert practitioners and educators the

NCT approach was not seen to be appropriate.

One method which could be modified and adapted for use in a phenomenological study was
the Delphi technique, as some of the stages within the method can be qualitative (Okoli &
Pawlowski, 2004, Landetta, 2005, Brady, 2015). The Delphi method was originally formulated
and used bythe RAND corporation in the USA in the 19¢
collecting and synthesising expert opinion, without the difficulties inherent in expert group
based activities (Gordan and Pease (2006). The Delphi method can be viewed as a series of
iterations or rounds in which every participant works through a questionnaire, which is returned
to the researcher /group co i coordinator, who collates, edits and returns to the participants a
summation of views /opinions of the whole group, together with an individual summary
statement. This feedback process allows and encourages the participants to reassess their
judgements and opinions about the information provided in each of the iterations /rounds. A
traditional Delphi method would use three or four iterations /rounds, until a consensus is
reached (Okoli & Pawlowski, 2004, Gordan and Pease, 2006, Geist, 2010). The Delphi
technique is a widely used and accepted method for gathering information from participants
within their field of expertise (Avella, 2016), it was therefore considered for this phase of the
study, as Landeta (2005) and Brady (2015) suggested that this is a useful social sciences
technique that aims to obtain a reliable group opinion using a group of experts. Further,
Gordan and Pease (2006) suggest that a Delphi approach can generate ideas, both those that
seek a consensus and those thatdonot. As t he aim of the invevasti gati o
to explore and discuss key issues in order to meet the aims given below, a full Delphi method
was hot seen to be an appropriate research method, as not all stages fit within
phenomenology. Instead, a modified Delphi method was adopted with two of the underlying
principles of a Delphi approach as outlined by Landeta (2005) adhered to. Firstly, the experts
were consulted on three occasions (including workshops and an online questionnaire).
Secondly, to ensure that irrelevant information was eliminated, there was controlled feedback
with exchange of information provided via myself as study group co-ordinator seen as a pivotal
role within the Delphi method (Hsu & Sandford, 2007, Avella, 2016).

The overall aim was to ascertain the knowledge, attitudes and experiences of expert cancer
practitioners and educators in relation to assessing and addressing the sexuality and sexual

health needs of lesbian and bisexual women with cancer.
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For This Data Set The Aim Was To:
Identify and explore the following:

9 Attitudes of expert doctors, nurses and health care professionals towards lesbian and
bisexual patients.
Appropriateness of cancer services for lesbian and bisexual women.
Assessment and interventions undertaken by the experts with lesbian and bisexual women
and their partners in regards to their sexuality and sexual health.

1 How these issues are addressed/ covered in any educational programmes they are

involved in or responsible for with healthcare practice students.

Step one: Delphi rounds one and two: The researcher facilitated workshop

The workshop took place at an internationalcancer educat or ds conference h
choice was made as it would provide access to senior medical, nursing and healthcare cancer
educators and clinicians. The conference workshop was not designed for large numbers of
participants, rather it aimed to attract very senior cancer expertise from a range of countries
to act as an expert panel. Participant information sheets and consent forms were provided to
the conference attenders at the commencement of the conference. This enabled the potential
participants the opportunity make an informed choice about attending the workshop and

completing the questionnaire.
Sample

Denzin & Lincoln (2011) suggest that a good research participant is one who has knowledge
and experience required. Patton (1990) further suggests that the logic and power behind
purposeful selection of participants is that the
Kruger (1999) considered purposive sampling the most important kind of non-probability
sampling, as it utilises individuals who have had experience of the phenomenon under
investigation. The main aim of purposive sampling is to focus on particular characteristics of
the population of interest, which will best answer the research question/s. In this case
homogeneous purposive sampling was used, as this element of the study required a sample
who shared the same (or similar) traits, in this case very experienced cancer practitioners
and educators. Purposive sampling has the advantage of ensuring a balanced sample when
multiple participants are selected. However, the sample may not be easily defensible as
representative of the population due to potential subjectivity of the researcher (Black, 1999,

Bryman, 2008). The issue of non-generalisability of the findings was not viewed as
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detrimental, as the aim of this part of the study was to seek the views and experiences of
experienced practitioners as a starting point for further discussion and exploration with
patients, partners and other healthcare practitioners at a later phase of the study. As the aim
of the workshop and questionnaire was to gain information about the views and experiences
of expert cancer practitioners and educators the conference provided a purposive sample of
experts. Although there is no definitive sample size for a Delphi technique process, it has
argued that a sample of approximately fifteen participants is appropriate (Linstone & Turoff,
2002, Macmillan, King & Tully, 2016). The workshop was attended by 16 participants
appropriate for a modified Delphi. Table (1) below demonstrates both the wide geographical
spread and areas of practice expertise of the workshop participants. Despite the participants

countries of origin no language difficulties were experienced.

Country Professional practice area
1 UK Gynaecology oncologist
2 UK Medical anthropologist
3 UK Nurse & senior lecturer in cancer care
4 UK Professor in Community Health Nursing
5 USA Clinical psychologist i cancer care
6 USA Nurse, Doctor & oncologist
7 USA Doctor, oncologist & academic
8 USA Doctor, oncologist & researcher
9 France Professor of oncology
10 Netherlands Breast surgeon & oncologist
11 Netherlands Healthcare practitioner & researcher
12 Australia Nurse & senior lecturer in cancer care
13 Austria Social worker i cancer care
14 Poland General cancer surgeon
15 Poland Radiologist
16 Greece General surgeon

Table (1): Workshopp ar t i c icquatied ahd practice roles.

Whilst in a traditional Delphi method there would have been information regarding the subject

provided to participants ahead of the workshop.

possible to send out to all participants (due to conference administrative reasons). Therefore
the workshop was structured in two parts (these constituted the 15t and 2" Delphi rounds).
Firstly, in order to be able to understand the specific differences presented when working with
lesbian and bisexual women it was important that the workshop participants had an
understanding of the history surrounding homosexuality, which led to the hidden nature of gay
and lesbian relationships. Thus, the starting point was an overview of the global historical and
legislative background to homosexuality. This was followed by a facilitated discussion around
the myths and realities of lesbian identity and sexual behaviours. This allowed a flow into

discussion pertaining to the similarities and differences in perceived and actual behaviours.
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Having 6dset the scened t he wentatlorsdiaagitical leviewofpr ogr e ¢
the literature pertaining to the effects of female and reproductive cancers on the sexuality and

sexual health of both heterosexual and sexual minority women.

The workshop then moved into three facilitated multi-disciplinary group work for further in-
depth exploration and discussion of the key issues emerging from the literature and 1% Delphi

round namely:

1 Do you address the sexuality and sexual health issues of your cancer patients in
practice? If so, how do you do this?

9 Taking this further, do you do this with patients who are lesbian or bisexual? Would
you know how to facilitate this?

1 How are these issues addressed /covered in your educational programmes with
students?

1 What (if any) are the barriers to doing the above?

In line with Delphi the workshop concluded with detailed feedback and discussion of the group
work, together with a presentation and discussion of interventions (both environmental and
practitioner led) which would be useful for addressing the needs of lesbian and bisexual
women in regards to their sexuality and sexual health in cancer care settings. See Appendix
five for workshop abstract. The one and half hour workshop was conducted in a setting which
facilitated private group discussions. The decision was made not to audio-record the workshop

to safeguard confidentiality and anonymity.
Data collection 1: Field notes

Field notes are an established method of observing a culture, setting, or social situation this
includes verbal and non-verbal communication (Lofland & Lofland, 1995, Wolfinger, 2002,
Burgess, 2006) and hence were taken during the workshop to remember and record the
behaviours, events and attitudes shown by the participants. In keeping with the principles of
phenomenology the field notes and observations described and identified t he par ti ci pan
experiences. The research aims and study design provided the theoretical criteria for what
was recorded. The field notes taken during the workshop were principally observational notes,

these focussed on the following:

The context, history, physical setting and environment.
Number of participants and key individuals.

Activities taking place.

=A =4 =4 =

Significant events, origins and consequences.
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T Par t i cpeppeaive®and meanings.

1 Group /social roles and patterns of order (group dynamics).

Continuing the method advocated by Lofland & Lofland (1995) were used to augment the
analysis of the extent or not that consensus was reached on key issues. | attempted to derive
meaning from the workshop observation by completion of theoretical notes. This was
undertaken through thinking and reflecting on the experience. As this was a phenomenological
adaptation throughout | neededt o 6 a dar mysatf thi@ugh reflexivity and reflecting back
to previous work on the topic. Here the self-reflection and positionality undertaken and written
at the beginning of the study proved invaluable as it was essential to check | had not allowed

my knowledge and expertise to force consensus on any key issue in Delphi rounds 1 and 2.

Structuring the observations in this manner allowed for ease of analysis, the method of which
is discussed in the next section. Furthermore, the use of my research diary proved to be an
importantsour ce of r ef | e c ttoinake sease df tha ocdusepcaescbetld within the
workshop, and out of workshop discussions with workshop participants. This was especially
important, as several of the participants clearly felt uncomfortable discussing issues within the

workshop but felt more able to on a private one to one basis.
Data analysis 1: Delphi rounds one and two:

The workshop notes and research journal were treated as text and were subjected to a
modified phenomenological analysis which used only phenomenological reduction (epoche”)
(Lofland, Snow & Anderson et al,2005) analysing each workshop activity sequentially.
Interpretation of the analysis of the process field notes was supported by the reflective notes
and research journal as outlined above, to give meaning to the analysis. Tables (2) and (3)

offer extracts from the analysis including the emerging themes which are presented in Table
(4).

Table (2) - Extract of analysis i Expert panel: workshop and group work: data extraction and

coding
Code | Description of | Where in field | Original Transcript Reflective initial
code notes/workshop comments
1 Lack of knowledge Workshop section 3. No problems with listening but still som{ Some expressed a lack of
of impact on looking wary as this included informatio| knowledge regarding the

sexuality of cancer &
treatments.

that the next section would be interactive

dLookingat the sexual side of treatment
Aay Qi a2YSiKAy3IcULQ
there to cure he patientg

impact on sexuality etc of
cancer & treatmentgvery
surprising given the nature of
their senior/experienced roles
in cancer care & cancer relate
education).
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2 Participants

topic/s.

uncomfortable with

Workshop section .1

Workshop section 4

language & sexual
exercise

Workshop section & sexual
act]

Interest in workshop but some shufflin
among participants including younge
groups, some looking a bit anxious ,

several people were clearly becomir|
uncomfortable and avoiding eye conta
with each other, time spent staring at th
tables

This discussion of activities caused the r¢
discomfort with total avoidance of eyg
contact amongst somof group, would not
even meeteyes across the room. Son
support for discussion from mental healt]
colleague but comments needed to Q
requested repeatdly and prompts given
Participants not keen to work in groups
pairs, so discussion made general, but g
anything but easy
Also raised continuum of paraphilia ar|
other issues but to observer this seemg
almost as diversionary tactic as or
remove from something they saw as to
close.

GIR2y Qi F¥SSt 0O2Y7F2
sexual things with my patients, or othg
LIS2LX S NBlFtftead L 3

brought up ¢ things like that were not|
RA&AOdzaaSRDE

Initial unease of the
participants possiblgbout the
LGBT specifics

The degree of discomfort
RSY2yad N} §SR H
be only to do with the
discussion regarding lesbian
sex but reflected a more
general discomfort with
discussing sex pee.Rather
disappointing giventat these
were mature & senionature
of the participants. It really
made me wonder how
comfortable they would be
discussing sexuality etc issues
with their patients & partners
and also about teaching HCP
students about these issues.
Really reflects all of the
previouswork done around
HCP being uncomfortable
talking about & addressing
sexuality with theipatients.

Table (3) - Extract of analysis i Expert panel:

workshop and group work: theme generation

Description of | Where in field | Original Reflective initial | Emerging theme

code notes/workshop Transcript comments

Lack of knowledge of | Workshop section 3. No problems with | Some expressed a lack of | Lack of knowledge of impact
impact on sexuality of listening but still some | knowledge regarding the | on sexuality of cancer &

cancer & treatments.

looking wary as this
included information
that the next section
would be interactive

dLooking at the sexual

side of tr e
something | know
much about © I &
there to cure the
patient! 0

impact on sexuality etc of
cancer & treatments (very
surprising given the nature of
their senior/experienced roles
in cancer care & cancer related
education).

treatments
(generally & LBW).

Participants
uncomfortable
topic/s

with

Workshop section 1

Workshop section 4

Interest in workshop but
some shuffling among
participants  including
younger grops, some
looking a bit anxious.

Several people were
clearly becoming
uncomfortable and
avoiding eye contact
with each other, time
spent staring at the
tables

Initial unease of the participant:
possibly about the LGBT specifiq

The degree of discomfor

RSY2yadNr 6§SR R

Practitioners unease discussir
and exploring sexuality general
and LBWE/o cancer
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Workshop section 6¢

sexual language § activities caused the reg regarding leshian sex but
sexual acts exercise discomfort with total | reflected a more genera
avoidance  of  eye discomfort with discussing sex pq
contact amongst somg se. Rather disappointing give
of group, would not| that these were mature & senio

This discussion  of

even meeteyes across
the room. Some suppori
for discussion from
mental health colleagug
but comments needed
to be requested
repeatedly and prompts
given. Participants not
keen to work in groups

only to do with the discussior|

nature of the participants. It really
made me  wonder  how
comfortable they would be
discussing sexuality etc issu
with their patients & partners and
also about teaching HCP studen
about these issues. Really refleg
all of the previous work dong
around HCP being uncomfortab

or pairs, so discussio
made general, but stil
anything but easy

Al raised continuum
of paraphilia and other|
issues but to observe
this seemed almost a
diversionary tactic ag
one remove from
something they saw a
too close.

talking about & addressing
sexuality with their patients

aL R2yQi 7F§
talking about sexual
things with my patients,
or other people reallyl

JdzSaa AdQa

brought upg things like
that were not
RAaOdziaSRode

Findings: The Context of Delphi Round One and Two

Although the two rounds were carried out initial data analysis showed there was little difference

in the findings from the data sets, therefore these will be presented as one.

During the analysis of the workshop | returned to the context of the workshop and transcripts
to check for bias. In keeping with phenomenological analysis no priority order was given to the
themes generated, no one theme being seen as more important than any other. The workshop
produced a wealth of information and generated four main themes identified in Table (4) below

each of these themes will be explored in the following section.
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Lack of knowledge of the impact on sexuality and relationships of cancer and treatments
- generally and Lesbian & Bisexual Women (LBW).

Practitioners unease discussing and exploring sexuality generally and LBW.

Practitioners discomfort and lack of knowledge with regards to LBW.

Implications for practice and education.

Table (4) - Expert panel workshop themes

Lack of knowledge of the impact on sexuality of cancer and treatments (generally and

Lesbian and Bisexual Women)

A number of the participants expressed a lack of knowledge of how cancer and cancer
treatments can impact upon heterosexual individuals and couples sexuality, relationships and
intimacy. This being even more evident when the discussion moved on to the impact on

lesbian and bisexual women.

(Reflective research journal entry: Recorded participant statement).

fiLooking at the sexual side of treat menrtdban it
ure the patient! o

tandt understand the ireerlevwercgoionfg stex utadlik ya

ot 0

(Workshop field notes).

fiParticipants appeared OK with topic, some expressed a lack of knowledge regarding the
impact on sexuality etc of cancer & treatments.£

fi A prbfessionals should be able and willing to talk about relationships with patients, and if
partner is another women this should be acknowledged and discussed with partner fully

involved in care planning 7 but they /thegroupdondt know h o wtheirgracioe.ot

The general lack of knowledge was very surprising given that the participants were, on the
whole, experienced cancer practitioners and educators. As the literature review for this study
demonstrated, the impact on these areas of heterosexual individuals lives have been
recognised for many years. It was therefore surprising that these senior practitioners appeared
to be unaware of this information. This lack of knowledge could be seen to reflect the medical
model of practice, which the majority of the participants adopted, which places sexuality and
sexual health together, the focus being on sexual health in terms of Sexually transmitted

infection (STI) prevention.
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(Reflective research journal entry: researcher).

fil was very surprised by that many of the
regarding the impact on sexuality etc. of cancer & treatments (very surprising given the
nature of their senior /experienced roles in cancer care & cancer related education). This
lack of understanding etc. became even clearer when the workshop moved onto the
lesbian & bisexual women specifics. It was more worrying as many of the participants are

responsi ble at | east in part for the educat

Practitioners unease discussing and exploring sexuality generally and lesbian and

bisexual women

The degree of discomfort demonstrated by participants when discussing sex and sexuality
was quite astonishing and did not appear to be only with regards to the discussion regarding

lesbian sex. Instead it reflected a more general discomfort with discussing sex per se.

(Reflective research journal entry: recorded participant statement).
Adondt feel comfortable talking about sexual
I guess itbds the wiatyhilngnsa sl ibkreo utghhatt uwer e not

(Reflective research journal entry: researcher).

fiThedi scomfort in the room was al most pal pabl
believe that such senior people were so ill at ease with talking about sexuality generally T

this was like teaching post - reg nurses 15 years ago! Have things really not progressed

in that time??0

This was very disappointing given that the participants were mature and senior specialist
practitioners, raising several important questions. Firstly, how comfortable the participants
would be discussing sexuality, relationships and intimacy issues with their patients and
partners. What do they do and how do they work with their patients in regards to these areas
of theirp at i d&vast Seéondly, it raised questions about how comfortable and competent
the participants (who were key and very senior practitioners) are in teaching health care
practice students about these issues, as all of the participants have an education as well as
clinical role. The workshop / expert panel had been something they had chosen to attend, it
appeared that they were comfortable with theoretically exploring the topic areas. However,
they had failed to understand that a phenomenological workshop required that they look at
themselves (knowledge, beliefs and attitudes), together with their practice. Thus they had not
anticipated the feelings of discomfort they experienced. It has long been recognised that a
prerequisite for teaching about and practicing in regards to sexuality and sexual health is
practitioner self-awareness (Webb, 1985, Webb & Askham, 1987, Olsson, Berglund &

Larsson, 2012). This was therefore a very worrying issue when considering the education of
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the next generation(s) of healthcare practitioners, confirming the need for the development of
the conceptual framework.

The findings here reflect the previous work explored in the supporting literature with regards
to healthcare practitioners being uncomfortable talking about and addressing sexuality with
their patients. The greater level of discomfort was apparent when discussing Lesbian and

Bisexual Women (LBW) specific elements within the workshop, this links to the next theme.

Practitioners discomfort and lack of knowledge with regards to lesbian and bisexual

women

Many of the participants showed a lack of understanding about sexuality and specifically about
lesbian and bisexual sexual orientation and lifestyles. There appeared to be some surprise

from participants that any woman they meet may be a lesbian or bisexual woman.

(Reflective research journal: recorded participant statement).

il dondt see why these women (LB) should be 1t
They have cancer and it needs to be treated i how important is who they share a bed with and
what they do there to this? | donét get it!o
i Our society is more open ese days, but |
and | donét think itds i mportant for me to kn

(Workshop field notes).

fiNo one had considered that sexuality is only one aspect i several people were clearly
becoming uncomfortable and avoiding eye contact with each other, time spent staring at the
tables i seemed to be a belief that people could choose sexuality some surprise that it
could be O6partdéoof nor mal i fe

fiThis discussion of activities caused the real discomfort with total avoidance of eye contact
amongst some of group, would not even meet eyes across the room.o
iAssumptions that all women Osupportantd eelpfoalboehd | e
patient and partner.o

(Reflective research journal entry: researcher).

fil was so surprised by the lack of knowledge these practitioners had, they had clearly
O6bought intobd the sterddt yexescdr dthreds Itehohuigan
dyked a mile off! I really feel forr twieaws pa

This appears to reflect the research around heteronormative behaviour, encountered in
practice settings as well as society in general (Walls, 2008, Morrison & Dinkel, 2012). This
heteronormative stance fails to recognise that there may be differences in life experiences of

and societal attitudes towards lesbian and bisexual women from their heterosexual

counterparts. Linked to this t hegeeflL@®BTshistoryh e
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religious and societal attitudes and legislation. An issue arising from this lack of knowledge is

the practit i oner 6 s awar e psgchosocial backgreunhds and tiréusnstances and

howt hese can i mpact up odwetlbhirg. Irpparticules theirspactdmeldget t h an
lesbian and bisexual women who may have lived through times when their sexuality needed

to remain hidden, impacting on their mental health, possibly mediated through minority stress

(Myers, 2001, Fish, 2010).

As stated in the previous section the majority of the participants demonstrated a greater

uneasiness and discomfort when the workshop moved on from do how they address sexuality

with patients to the more LBW elements of the workshop. There were clear differences in the

level of understanding, comfort talking about and considering lesbian sexual behaviour

between participants from Western Europe and North America and those from Eastern Europe

ormore O6traditional / MadKaye2010)aSomevarticipants exprassed tkes

fal se belief t hat | esbians canot , flolied ® this was a l S ex

the belief that lesbians were not at risk of acquiring STI6 astheydi dné6t have o0 real

(Workshop field notes).
fiOne suggested that there is a belief that al
have intercourse as they have no peniséo

Al so raised was the belief sometransamittedasund ¢t h
6traditional é intercourse did not take place

The levels of discomfort and these inaccurate beliefs are seen as very worrying for a number
of reasons. Firstly, is the impact on the practitioner T patient interaction/relationship of the
practitioners own background, beliefs and life experiences. Especially where the practitioner
is not able to recognise and acknowledge the differences in these which exist between
themselves and their patients oringrarfeé@ancdatddiise pr act
with those of the patient. Secondly, from a public health perspective this lack of knowledge
(especially pertaining to STI transmission) is very worrying, being dangerous and potentially
places patients at risk. Furthermore, it perpetuates t he myt h t hat | esbians d
cervical screening as they candt bec aneskyi&nf ect ec
Dibble, 2010). This fails to recognise that many lesbians do have sexual intercourse with men
at some point in their lives, whilst by definition the bisexual women will also have done so. By
perpetuating the myth / false belief the practitioners are putting these women at greater risk of
a late diagnosis of cervical cancer, with the greater burden of morbidity and mortality this

carries.
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Implications for Practice and Education: Reflections on Delphi Round One

and Two

The workshop identified several issues in regards to the participants practice, both clinical and
educational. Firstly, they felt that professionals should be able and willing to discuss sexuality
and relationships with their patients and that if the partner of a woman was of the same sex
that they should be included in care planning throughout the diagnosis and treatment periods.
However, when asked to say how they would do this they were less able to do so. This clearly
has implications for practice, as the participants, although willing to be inclusive did not
possess the knowledge and skills to do so. Furthermore, as educators of future practitioners,
they would struggle to teach and empower their students to include sexuality and relationships

within their practice and for this practice to be LGBT inclusive.

Several participants talked about the need to treat all women in the same way, seeing this as
being non-judgmental and inclusive. However, as alluded to earlier, the use of
heteronormative practice does not recognise the potential impact on lesbian and bisexual
women of living as part of a minority group in a predominately heterosexual society. The
concept of minority stress has been recognised as one of the many social determinants of
health (Meyer, 1995, Meyer, 2005) with many studies outlining the negative impact on mental
health and wellbeing of marginalised groups. The link between minority stress and unhealthy
lifestyle behaviours such as excessive alcohol and smoking has been identified within the
LGBT community (Meyer, 1995, Meyer, 2005). As identified in the literature review, it has been
shown that lesbians may be at higher risk of cancers, such as breast cancer because of their
high levels of alcohol consumption and smoking. It is therefore suggested that by working from
a heteronormative model the participants are failing to fulfil their public health / health

education role with their patients who are lesbian or bisexual women.

The participants also identified that they believed that there was a lack of education with
regards to sexuality and LGBT health in pre-qualifying education programmes, both medical

and nursing education. They suggested that this education and training needs to be reviewed

and changes made. However, given the previously

levels of knowledge and comfort with discussing sexuality and relationships with patients
together with their clear discomfort when talking about the lesbian specifics it is questionable
whether they would feel adequately prepared to undertake this education. One suggestion
was made to include within the education the use of standardised assessment tools which
include sexuality. Furthermore, that students need to be taught how to question without
causing distress, anxiety and /or resentment. It is suggested that these suggestions should be

extended to all practitioners, whether pre-qualifying or post-qualifying.
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Allied to the previous sections is the need for practitioners to recognise their own limitations
in regards to discussing sexuality and relationships with their patients. Professionals who find
it difficult to raise the subjects tend to avoid them altogether (Zeng, Liu & Loke, 2011), but
there is a need to accept their responsibility to assess and identify any care requirements in
this area and then make the necessary referral. Regardless of sexuality all patients should be
treated equally, if staff feel unable to raise the subject or cope with this issue they should

identify a colleague who can carry out the discussion with the patient.

The final issue identified in relation to practice was the notion of seeing patients as people
and not just a person with cancer. This was highlighted by the workshop experience of a
junior participant, who said that they felt uncomfortable during the workshop. When her mentor
pointed out that she needed to reflect on the workshop using her experience that day as a
baseline for how patients might feel and that this might well change how she approached
them, she admitted that she had never before thought about how patients undergoing
chemotherapy or disfiguring surgery might feel when faced with a young and attractive doctor
clearly in the peak of health. The mentor suggested that this demonstrated the impact on the
patient, o f t he ©pr of es s iThsnhaghlights the imgopamae ofethe professional
having a good sense of self that includes self-awareness and an awareness of how they may
be perceived by patients. Only when they recognise their own role and position, can they
develop an empathetic understanding of their p at i e n t abhids expleriencessrather than

seeing the patient as an illness requiring treatment.
Data collection 2: Delphi round three: Questionnaire

Although the participants were from many countries, to check that they were not an atypical
group the use of an online questionnaire was viewed as an appropriate method to widen out
the expert group membership. The conference organisers offered to send the questionnaire
to senior members of their association membership (across both Europe and North America)
who had not been present at the conference. Following approval by the faculty ethics
committee, this was undertaken via Bristol online surveys. Consent was provided by
completion of the questionnaire, whilst anonymity was safeguarded by the unique URL used

for the survey.

The questionnaire needed to be descriptive and exploratory, aimed at identifying knowledge,
attitudes and experiences of practitioners in regards to sexuality and sexual health issues in
cancer care and education in general and specifically with regards to LBW (Sim and Wright,
2000). It consisted of a mix of closed questions (using Likert scales) and open-ended
guestions for respondents to explain their answers. As with any research method, the use of

guestionnaires present the researcher with both advantages and disadvantages, (De Vaus,
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2002, Bryman 2012). Questionnaires are a useful tool where the intention is to gather
straightforward information relating to peopl ebs
a group of people relating to a particular issue (Oppenheim, 1992), in this case attitudes
towards sexuality and sexual health generally and specifically related to LGBT patients
(Oppenheim, 1992). The advantages of questionnaires include being able to contact a large
number of people at relatively low cost (in the case of this study via Bristol Online Surveys at
no cost to either researcher or participant), easy to reach participants who are spread across
a wide geographical area (for this study access to expert practitioners and educators from
Europe and North America). In addition, the questionnaire afforded respondents anonymity
and the opportunity to complete the questionnaire in their own time i important when asking
busy professionals to complete a questionnaire about sensitive issues. Furthermore, as with
other computer mediated communication methods, the use of the online questionnaire was
seen as an advantageous method of collecting data about sensitive topics (Elmir et al, 2011).
The disadvantages of questionnaire use include having little control over who completes them,
nor can the responses be checked for truthfulness, which can lead to bias, and the need to
keep the questionnaire short to avoid the respondent becoming bored and not completing all
of the questions). The major disadvantage is the problem of potential low response rates
(Bryman, 2012). However it was hoped that the ease of use of Bristol online would increase
response rates.

Whilst the use of the online medium was advantageous in attempting to reach more
participants, it also required investigation into the use of online questionnaires as an
appropriate methodology. The advantage of this type of online questionnaire is that it can be
used for both quantitative and qualitative surveys. Fielding, Lee & Blank (2008) and Silvo &
Saunders et al (2006) offered guidance, in what is still a relatively new approach to
guestionnaire. To encourage the completion of the questionnaire an adequate time frame was
allowed and a reminder was built into the unique web link (Ogier, 2005, Nulty, 2008). In the
last three years, since this element of the study was undertaken there has been an increase
in numbers of studies using online methods of data collection. At the time this was carried out
however, their use was new to the ethics committee i which carefully considered the ethics of

its application for use in a sensitive and contentious area.
Sample

As stated previously the use of the online questionnaire was to check that the experts
participating in the workshop were not atypical, at the request of the conference organisers a
predetermined sample of additional expert practitioners was added. These consisted of the

senior members from the two cancer organisations involved in organising the conference from
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across both Europe and North America. Therefore, a sample of an additional 20 participants

was sought.
Data analysis

The questionnaires were subjected to qualitative descriptive analysis to produce descriptive
statistics. These together with the key points from the workshop previously outlined formed
the e x p e apiniénsvhich had been sought.

Questionnaire Findings

Tables (5) and (6) provide information on the geographic and practice backgrounds of those
completing the questionnaire. As this was a qualitative questionnaire the number of response
n= 8 or 40 percent was seen as adequate. The results from the questionnaires taken together
with the perceptions and experiences gained from the workshop were combined. Collectively,
these give a robust picture of the views, experiences and practices of these expert

practitioners and educators.

Additionally, the 40 percent response rate is in line with online survey response rates found
to be satisfactory by previous researchers (Sivo & Saunders et al, 2006). Moreover, Vehovar
& Manfreda (2008) have shown online gquestionnaires /surveys to be on average 20 -30%
lower than standard mail questionnaire /survey responses. Sivo & Saunders et al (2006)
further demonstrated that highly educated practitioners, such as those surveyed are less likely
to complete questionnaires of whatever nature. As qualitative data questionnaire results they
were not intended to be generalizable, they do however provide the shap shot of the expert
educator s and practitionerés experiences,

observations make some recommendations for education and practice possible.

Country of Practice Number
USA
Canada
Poland
Netherlands
Australia

NN IN

Table (5): Questionnairep ar t i ¢ igpographié backgrounds.

Healthcare background Number
Doctor 2

Medical education

Nurse

Specialist nurse
Nurse/healthcare educator
Other

NP PR~

Table(6): Questi onnai r e pmaicetbackgrquadnt 6 s
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Table (7) shows a similar pattern with both practitioners and patients not raising the subjects
of sexuality and sexual health in the consultation. This mirrors Haboubi & Lincoln (2003),
Morris & Magnan, et al (2005) and Saunamaki, Andersson & Engstrom (2010) work which
demonstrated that patients ewhisthepracttionerd expetcto r ai s ¢
patients to ask the questions which therefore this perpetuates t he o&6vei | of silenc

issues.

It was heartening that some of the practitioners stated that they ask patients, however looking
at what support they offer in these 2 different areas i.e. sexuality and sexual health several
of those offering support stated they would give guidance and information about STI6 s and

contraception.

(Expert panel questionnaire).
fi provide information about contraception and the risk of sexual infections 7 especially if the
woman is going to have chemotherapy, you need to prevent pregnancy and risk to the
husband from the treatment. o

(EP participant 5)

Demonstrating a biomedical rather than a holistic approach to care in these areas, as
previously demonstrated by Dixon & Regan et al (2002) & Solursh & Ernst et al (2003) and
possibly a result of some ofthep ar t i cnedialrbackgsound.

In terms of asking about intimate relationships it was perhaps unsurprising the majority of
practitionersst at ed t hat drbreagh thd arehnvibhttheimpatients. This is seen to
refl ect HCPO6s not s e eecatotheirprhctice (Dagochaetdl, 2041).t i mat e ar
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Yes No

Number Number
Ask about sexuality 3 5
Ask about sexual health 3 5
Ask about intimate | 2 6
relationships
Do clients/patients ever raise | 2 6
the subject of sexuality with
you?
Do your clients/patients ever | 2 6
raise the subject of sexual
health with you?
Do you deal with these |2 6
yourself?
Ask them to see someone | 3 4
else? 1 N/A)
If so who? More senior

nurse, doctor,

social worker,

clinical

psychologist.

Table(7): Questi onnai r e T psking piateentp about sexauality, sexual health and
intimacy.

How comfortable to do you feel about asking | Number
questions about sexuality and sexual health
with your clients/patients?

Very comfortable
Comfortable
Uncomfortable
Very uncomfortable
Table(8): Questi onnai r e -lpwls oficamfortaskindpatients about sexuality,
sexual health and intimacy.

o[~ |N|O

When looking at the levels of comfort with asking patients about the issues (Table 8) it was
apparent that the practitioners were on the whole not comfortable asking their patients
guestions in relation to their sexuality and sexual health. Previous research in the area of
sexuality in patient care has identified that one of the reasons practitioners identified for not
addressing patient needs in this area was their own level of discomfort in dealing with these
personal issues (Harboubi & Lincoln, 2003 & Saunamaki, Andersson & Engstrom, 2010).
Those practitioners who were uncomfortable with the topic area however, said they would ask
for the patients to be seen by someone else either a more senior colleague, doctor, social
worker or clinical psychologist.

Moving on to asking patients about their sexual orientation (Tables 9 and 10) the answers
given were rather confused. The majority stated they did not asked their patients, however
more stated that they feel comfortable doing so. Three respondents said they feel

uncomfortable or very uncomfortable asking, whilst the remainder statedeit her t hat
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ask or that they feel more confident because of the changing perceptions of society. It is
suggested that this is contributory factor for those who feel comfortable in asking patients

about sexual orientation.

Within the above do you Number
ever ask about sexual
orientation?

Yes 2
No 6
Table(9):Questi onnai r e ipsking pateentpabout thesr sexual orientation.

If you ask how comfortable | Number
to do you feel about doing
s0?

Very comfortable

Comfortable

Uncomfortable

Very uncomfortable

Other 2 (donodt ask, mo
changing perceptions of society.)

NP |W|O

Table (10): Questionnaire participants 7 level of comfort asking patients about their sexual
orientation.

When asked what would prevent them from asking patients about their sexual orientation,

again there was a mixed response. Which did however demonstrate again the lack of holistic

perspective from those with a medical background.

(Expert panel questionnaire)

i Not r el evantditaog ndo{EP paeticipantt5) a |

fiNot relevant to my p@EPpartiopnt2)he trajectoryo
fi Pobablynotial t hough | would be mindful of how |

(EP participant 1)

As discussed earlier previous research and literature has identified that LBW experience or
fear experiencing negative attitudes from HCP, impacting upon their willingness to engage
with important health interventions e.g. cervical and breast screening (Hunt & Dick,2008,
DH,2010, Tracey et al,2010), and fear of either being judged negatively or their partners being
excluded from decision making or care opportunities leading to unnecessary distress at a
stressful /difficult time for both the patient and their partner (Roberts & Patsdaughter,2004,
Tracey et al, 2010, DH,2010, White & Boehmer,2012). It is however suggested that there may
be several contributory factors at play here. Firstty, t he HCP&6s gener al
addressing sexuality related issues i as stated often relates to a lack of their own sexual self

- awareness, a perceived lack of knowledge and skills, together with a lack of confidence in
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utilising the skills they have through fear of 6
which 't hey wo n 6 tmakageoSaunmakiret a, 2010). A further element is believed
to be the patients and partners own internalised homophobia Williamson (2000), leading them

to expect negatively judgmental care.

When exploring how the practitioners supported their patients in regards to sexuality, sexual
health and intimacy number st at e doutindlyooffer Wihi s wa s n

one stating that:

(Expert panel questionnaire)
il didndt ask my padvients to see anyone

(EP participant 2)

Where support was offered itwas bythepr ovi si on of i nformation espec

referral to sexual health clinics or referral to another practitioner

(Expert panel questionnaire)

@i dance, i nf or ma tetc.d prociotogyuSTD/BRAVD(ERsparticipant 6)

fi Gidance, info (e.g. sexuality with ostomy etc)i by anot her team membe
(EP participant 7)

fiRef erral to nurse specialist, |(BPeartcipansl) or ¢

Chapter Summary and Conclusion

The workshop and online questionnaire constituted the first phase of the modified Delphi
approach. As such they represent the expert opinion and cannot necessarily be regarded as
representative, however they do identify several areas of concern. Firstly, the lack of
knowledge of the impact of cancer and tr eat ment s on wo Becondls thesexual i
practitioners unease and discomfort with discussing and sexuality generally and with lesbian
and bisexual women. Finally, the practitioners discomfort and lack of knowledge with regards
to lesbian and bisexual women (lifestyles and relationships). This reaffirmed the need for an

in depth study in this field.

Reflective research journal extract and reflexive comments

The whole expert panel workshop had been a shock, instead of the expected
examples of excellence the practitioners appeared to be poorly educated in this area
of practice and found it difficult to discuss with their peers, and the question for me
was therefore how on earth do they address the sexuality and sexual health of their
patients. Not to mention their clear lack of comfort with and knowledge of LGBT
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lifestyles, health and healthcare issues as the lack of eye contact and wriggling on
their seats revealed. My commentthat| 6 m real ly surprised

sums it all up.

My reflections were that | think | need to explore how they have been prepared to
meet the needs of their patients in these areas. | therefore need to look at how they
have been professionally educated i undertake a documentary analysis. Including
the UK government and healthcare professional organisations documents pertaining
to the place of sexuality and sexual health within practice and education (as the study
is focussed on the experiences of leshians and practitioners in the UK. A detailed
review of UK. Undergraduate nursing and medical curriculum with regards to the
holistic assessment and management of sexuality and sexual health. And an in-depth
examination of the U.K. governmental and professional body LGBT specific directives
for good patient care practice, together with the LGBT specific content within
undergraduate nursing and medical curriculum. This fairly lengthy list was clearly
going to impact on the study as a whole. Before proceeding further | needed to record
how | addressed the issues arising from this two stage workshop

Reflexive comments:

i Checked potential influence of own past experiences. in regards to workshop
format and content with my supervisors prior to ethics application and workshop
and questionnaire.

Scrutiny and justification by /with the ethics committee.
Revisited existing literature - both sexuality in healthcare in general and cancer
specific, to both inform the workshop and questionnaire.

T Very much felt |ike an 6éoutsiderd no

Following this process | then went on to make the adjustments necessary for the

study and to research the processes | needed to use to move forward.
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Chapter Five: Journey Phase Two (A) - Documentary Review

Documentary Review

Documentary methods refer to the analysis of documents that contain information about the
phenomenon to be studied (Mogalakwe, 2006) and are a well-established method within
social research (Bryman, 2012, Scott, 2014). However, Bowen (2009) and Scott (2014)
remind us that all these documents were not originally written with research in mind,
frequently being used in day to day practice and written for a specific professional but not
research audience. To gather the data from the various documents a structured format was
needed, and therefore data extraction grids were developed. This enabled me to

systematically search each document and record the data from the documents.
Positionality for the documentary data review

This additional phase needed to be formally considered with the aims for the review carefully
formulated. Care was taken to use the field notes from the workshop and to check that my
own biases were not driving the aims | had developed. Whilst making the decision to
undertake this additional element within the study | was not fully aware of the volume of work
which would be needed. From the outset of locating the nursing and medical school curricula
| felt daunted by the number of university faculties involved in medical and nursing
education. | had anticipated that through my academic (insider position) | would gain easier

access to the documentation needed.

The Aims Of The Review And Analysis Of Documentary Data Sources
Were To:

1 Documentary review of the UK government and healthcare professional
organisations documents pertaining to the place of sexuality and sexual health within
practice and education (up until 2016).

1 Documentary review of undergraduate nursing and medical curriculum with regards
to the holistic assessment and management of sexuality and sexual health (up until
2016).

1 Documentary review of the UK. governmental, professional body and LGBT
organisation LGBT specific directives for good patient care practice, together with the
LGBT specific content within undergraduate nursing and medical curriculum (up until
2016).
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Search strategy
Unlike a traditional literature and research review, in order to locate relevant documents for
the review a much narrower focus was taken. Two main search strategies were adopted.
1. Undergraduate nursing and medical curriculum with regards to the holistic
assessment and management of sexuality and sexual health and LGBT specific
content (Up until 2016):

i) Online | ocation of contact details for
UK nursing and medical departments/schools.

i) Email contact requesting information of the above content within their
programmes (information grid to be completed included).The request for the
information requested not the whole curriculum document as this would have
had copyright implications.

iii) Online location of available curriculum information for the above.

iv) Online location of the General Medical Council (GMC) document outlining the

core curriculum for undergraduate medical education in the UK.

Sample

Is given below in Table (11)

Requested Number of documents
reviewed (including
online access)

Nursing faculties /schools
75 30
Medical schools 33 10

Table (11): sample undergraduate medical and nursing curriculum content.

2. The UK government and healthcare professional organisations documents pertaining
to the place of sexuality and sexual health within practice and education. Plus UK.
governmental, professional body and LGBT organisation LGBT specific directives for
good patient care practice (up until 2016):

i) Online searching for documents and information pertaining to these areas i

UK only.
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Data analysis

The information retrieved from the search was collated into tabular format, subjected to
content analysis, listing the data separately for each of the areas relevant to the study. As the
information sought to clarify the current position and thus was descriptive, no further analysis

was necessary.
Assessing the quality of the documentation

Payne & Payne (2004) and Scott (2014) suggested terms and criteria for checking the quality
of documents used, including authenticity, credibility, representativeness and meaning.

Authenticity refers to whether a document is genuine and comes from a reliable and
respectable source e.g. government department or professional body. Credibility is whether
the organisation and nature of the content are similar to other documents from similar
sources that is it is typical of its kind. Representativeness refers to whether the documents
consulted are representative of other relevant documents, whilst meaning indicates whether
the document is clear and comprehensible. As Scott (2014) states the ultimate purpose of
examining documents is to arrive at an appreciation of the meaning and significance of what
the document contains. Mogalakwe (2006) maintains that government and other official
documentation should be accepted as meeting the first three criteria. Although this could be
challenged particularly in political environments where corruption is endemic and also where
organi sations have O6vested i ntlathiesutdysadthei n
documentation came from official or reputable sources i.e. university curriculum documents,
professional organisations, government departments and as they formed the basis for
teaching, practice directives and /or political lobbying, their meaning was clear.

Having carefully reviewed the above, the most appropriate way to present the findings from
the documentary data is in table format demonstrating data extraction and theme generation,
followed by discussion of the main themes and key points which emerged related to the topic

area which are presented in sequence below.
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Documentary review of the UK government and healthcare professional
organisations documents pertaining to the place of sexuality and sexual health
within practice and education (examples from the data extraction grids and
theme generation are presented as Tables (12 and 13)

Organisation
and document

Subject heading - Sexuality and Sexual Health
in Healthcare

Sexuality Education
and Training

Sexual Health Education and
Training - Recommendations

Department of Focus on prevention of STI/HIV transmission + | Nil mention. Arrangements should be in place

Health contraception. for continuing professional

(2013) In section Older people aged over 50: development, and staff should be

A Framework for Support for people with physical health problems & long supported to undertake

Sexual Health term conditions (including cancer) experiencing problems appropriate training and

Improvement in with their sexual health. development. Professional

England. Cancer survivorship services need to reflect this. organisations such as BASHH,
FSRH, the British HIV Association
(BHIVA) and the Royal College of
Nursing (RCN) can advise local
areas on providing training for their
staff.

RCN (2009) Focus on prevention of STI/HIV transmission + Nil mention. Levels of competence.

Sexual health contraception. Qualifications per competence

competences: Levels of competence. level stated.

an integrated Qualifications per competence level. Nothing re: content of the

career and programmes leading to these

competence qualifications.

framework for

sexual and

reproductive

health nursing
across the UK.

RCN (2000)
Sexuality & sexual
health in nursing
practice.

Most people in healthcare settings do not have sexual ill
health. But their other health problems or disability may
impact on their sexuality.

Nurses need to recognise that sexuality and sexual
health is an appropriate and legitimate area of nursing
activity, and that they have a professional and clinical
responsibility to address it.

Some nurses not comfortable with dealing with sexuality
& sexual health issues.

Model of practice
presented i PLISSIT.
Worked examples of
addressing sexuality &
sexual health in varied
nursing settings, including
cervical cancer.

Use of reflective
guestions to aid personal
& professional

As per sexuality education &
training section.

Need to raise awareness of the professional role that awareness.
nurses can develop in the area of sexuality and sexual
health.
FSRH Guidance HCP should create opportunities for women and /or their | NIL NIL

(September 2009)
Postnatal Sexual
and Reproductive
Health.

partners to raise issues relating to postnatal sexual
problems, body image and mental well-being, know
where to refer if appropriate.

HCP should find opportunities during both the antenatal
and postnatal period to discuss all methods of
contraception.

Table (12): extract from the documentary review of the UK government and healthcare
professional organisations documents pertaining to the place of sexuality and sexual health
within practice and education.
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Code Description of Additional Theme
code comments
1 STILO6s Biomedical aspects of sexual health i reducing transmission risks and
family planning (reducing unintended pregnancy).
2 Contraception. Biomedical aspects of sexual health i reducing transmission risks and
family planning (reducing unintended pregnancy).
3 Impact of ill health on Appropriateness of sexuality to health care practice.
sexual health
(including cancer).
4 Legal & ethical aspects Legal and ethical aspects of practice.
of sexual health
practice.
5 Many nurses in RCN 2000 document Need for training and education.
practice today were (the results from
trained when current study show
sexuality& sexual that this is situation
health were not part of has now improved).
pre-registration
education. Whilst the focus group
¢/ 0 HCP shows that
still minimal input &
bares out the older
trained nurses= no
input.
6 Nurses embarrassed to Need for training and education.
address due to: lack of
training, lack of
relevant experience
and own belief system.
7 Need for sexual self- Need for training and education.
awareness when
addressing in patient
care.
8 Signposting to Prevention / sexual health promotion.
services.
9 Post-natal sexual Appropriateness of sexuality to health care practice.

issues.

Table (13): extract from government and professional organisations/ body documents re:
sexuality and sexual health UK - data analysis grid and themes.

The documents revealed that as with many health organisations such as WHO (2006), the

UKgover nment

and

professional

organi sat iHWn s

and the control of fertility (contraception) rather than taking a holistic view of sexual health

and sexuality. Overall the documentary evidence showed that whilst there remains an

emphasis on the biomedical aspects of sexual health, there are some positive moves
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towards taking account of the wider determinants of sexual health. Together with the impact

and influencet hat an i ndividual 6s sexuality has on thei

The apparent focus on the STI /HIV and contraception aspects of sexual health are congruent
with the approach and understanding of the educators and practitioners attending the cancer
conference workshop and completing the questionnaire. It is hardly surprising that these

professionals equate sexual health and sexuality to these narrow, biomedical aspects of care.

Furthermore, despite both the RCN (2000) and DH (2012) documents stating that many long
terms conditions, including cancer are known to have detrimental effectsonan i ndi vi dual
sexual health, there appears to be minimal guidance given in terms of appropriate education
and training in order for the practitioners to address these issues with their patients. The RCN
(2000) document goes some way to address this, by providing the useful and well known
PLISSIT (Anon, 1970) as a tool to utilise in practice, together with several worked examples

from a range of nursing practice fields.

One of the main issues highlighted by the data analysis is that one of the main reasons
practitioners identified for not addressing patient needs in this area was their own level of
discomfort in dealing with these personal issues. Linked to this is the need to raise
awareness of the professional role that healthcare practitioners can develop in the area of
sexuality and sexual health. These reflect the findings of studies in this area from the early
pioneering work of Woods (1987), Webb & Askham (1987), Poorman (1988) and of the more
recent work of Harboubi & Lincoln (2003) and Saunamaki, Andersson & Engstrom, 2010).

Documentary review of undergraduate nursing and medical curriculum with
regards to the holistic assessment and management of sexuality and sexual
health

Curriculum documents from 30 nursing faculties /schools and 10 medical schools from
across the UK, together with the GMC (2015) 6 Out c o me s f otro ngor racianadt serss )( 6
document the core curriculum for undergraduate medical education in the UK were

reviewed.

As will be seen from Tables (14) and (15) it is not surprisingly following the lead from
government and other health organisation (such as the WHO) both the undergraduate
nursing and medical curricula adopted a very biomedical approach to sexuality and sexual
health education. Greater emphasis being placed on the biomedical aspects of sexual health
such as contraception and prevention of STI transmission. Rather than placing these within
the wider context of sexuality and /or the impact on sexual behaviour of the wider
determinants of health, such as socio economic upbringing and situation. Additionally, in

both nursing and medical education emphasis was given to the ethical and legal aspects of
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sexual health, again without placing these within the wider societal context. This was seen to

reflect the findings previously presented from the expert panel (see page 54) and offers a

partial explanation as to the lack of a more holistic approach to sexuality and sexual health

care provided by practitioners. This is seen especially in terms of their preparation to assess

and meet the sexuality and psychosexual needs of their patients, even in health care

situations where these are known to be effected, such as cancer care. Sadly, reflecting the

findings of Zalar (1982) and Thomas (1990) regarding the lack of acknowledgment of

sexuality and sexual health within nursing curricula. It is argued here that without appropriate

education in these areas, health care practitioners will not feel competent or confident to

address the concerns of patients in their care in regards to the impact of their cancer and /or

treatments on their sexuality, psychosexual health and relationships.

Code Description of code Additional comments Theme

1 STIL 6s Biomedical aspects of sexual health 7
reducing transmission risks & family
planning (reducing unintended
pregnancy).

2 Contraception. Biomedical aspects of sexual health T
reducing transmission risks & family
planning (reducing unintended
pregnancy).

3 Services availabl e Prevention / sexual health promotion.

contraception.

4 Legal & ethical aspects of practice. e.g Fraser guidelines, Legal & ethical aspects of practice.

abortion.

5 Sexual health promotion. Prevention/ sexual health promotion.

6 Anatomy & physiology i reproductive Biomedical aspects of sexual health.

system.

7 Attitudes & taboos. Mental health nursing only. Relevance within mental health
practice.

8 Psycho i social influences on sexual Linked to .STI 69 Impacton sexual behaviour of socio

behaviour. economic upbringing & situation.

9 Sexual health & mental health. Impact of SH on different Relevance within mental health

mental health issues (through practice.
use of case /practice
examples).
10 Sexual health c/o admissions Mental health only i how to Relevance within mental health
assessment. incorporate a sexual health practice.
assessment into admission
assessment.
11 Side effects of medication. Mental health only. Side Relevance within mental health
effects of drugs used in mental | practice.
health i known to have impact
on sexual functioning.

12 Introduction to sexuality. Appropriateness of sexuality to
nursing practice.

13 Impact of ill health on sexuality & Appropriateness of sexuality to

sexual health. nursing practice.

14 Developing sexual self-awareness. Appropriateness of sexuality to
nursing practice.

15 Public health i social determinants of Impact on sexual behaviour of socio

health. economic upbringing & situation.

16 Sexual health c/o child nursing. STI 6s, contr ac g Sexual health promotion.

Table (14): Nursing curriculum data analysis grid (theme generation): sexuality and sexual

health.
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Description of code

Emerging theme

Statement in Original script

Ethics & law in clinical practice.

Did | just hear that: Raising &

Ethics & law. responding to concerns.
Legal & ethical issues in medical
practice.

Contraception. Sexual & reproductive medicine. Essentials of contraception i year 5.
Emergency contraception i year 5.
Using a request for contraception and
symptoms of a UTI explores GU &
sexual health histories.

Abortion. Ethics & law in clinical practice. Abortion year 2.

Clinical aspects of abortion i year 5.

A & P of genitio- urinary & endocrine A&P. Urogenital & endocrine systems.
systems.
Development, growth & reproduction. A&P. It includes anatomical & physiological

aspects of reproduction.

Psychological aspects of reproduction.

Sexual & reproductive medicine.

It considers the psychological aspects
of reproduction.

diseases.

Obstetrics & gynaecology. Sexual & reproductive medicine. Obstetrics, gynaecology and child
health.

Public health. Public health. Public health.

Spread of communicable & infectious Public health. Patterns of disease and the spread of

communicable diseases.
Infectious diseases.

Clinical communication skills.

Sexual & reproductive medicine.

Clinical skills in patient communication.

GU & sexual health history taking.

Sexual & reproductive medicine.

Clinical skills & community sessions for
this case will allow you to develop
communication skills further to obtain
relevant genito- urinary & sexual health
histories in a simulated environment.

Reproductive medicine.

Sexual & reproductive medicine.

Practical knowledge of the speciality in
a community setting e.g. cervical
cytology, screening for congenital
abnormalities,

GU medicine, sexual heath
contraception etc.

Table (15): Sexuality and sexual health T pre 1 qualifying medicine i data extraction grid and

themes.

Documentary review of the UK governmental, professional body and LGBT
organisation, LGBT specific directives for good patient care practice

As with the other two elements of the documentary review, key documents from the above
were reviewed. The Public Health Outcomes Framework (DH, 2012) and The Lesbian, Gay,
Bisexual and Trans Public Health Outcomes Framework Companion Document (2013)
adopted a more social determinist approach to health. Therefore, the inequalities related to
LGBT health were recognised especially the impact on mental health and the effects of
internalised homophobia. Further it identified the effects of heteronormative attitudes and
behaviours which can lead to failure to address the LGBT specific health needs. Given the
purpose of the Public Health Outcomes Framework the document remained focussed on

reducing HIV/STI transmission within the gay male community.
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With the introduction of equality legislation in 2007 and 2010 the Department of Health

(2009) together with LGBT specific organisations such as Stonewall (2010) produced a

number of important documents outlining both the requirements of the legalisation and

offering practical advice to help healthcare organisations, especially the NHS on providing

LGBT sensitive services and care. Extracts from the data extraction grid is shown as Table

(16)

Organisation and Document

Guidance

GMC (2005)
Sexual orientation in the work place.

Includes:
Doctorsd6 responsibilities tag
Provision of goods and services.

Healthcare needs and promotion.

Guidelines for working with lesbian, gay and bisexual
patients.

Sexual orientation: A practical guide for the NHS (2009).

A practical advice to NHS organisations to help them comply
with equality legislation (2007 & 2010), understand the role
of sexual orientation in the context of healthcare.

Stonewall. U.K.
(2010)
Sexual Orientation A guide with action plans for the NHS.

A practical advice to NHS organisations to help them comply
with equality legislation (2007 & 2010), understand the role
of sexual orientation in the context of healthcare

Including:

1  Training around sexual orientation to all staff who
come into contact with patients on how
appropriately to treat lesbian, gay and bisexual
people.

T Train staff to explain
sexual orientation may be relevant to the care
they receive.

9  Train health practitioners to avoid making
assumptions or asking inappropriate questions.

1  Train staff how to ask open-ended questions,
such as fAHave you got a
AAre you married?o0

1 Train healthcare staff to acknowledge when a
patient tells them they are gay.

The Lesbian, Gay, Bisexual and Trans Public Health
Outcomes Framework Companion Document (2013)
England.

A series of briefings aims to show that LGBT people can be
younger, older, bisexual, lesbians, gay men,

trans, from black and minority ethnic

communities and disabled, and to dispel

assumptions that they form a homogeneous group

Department of Health ( 2013)
A Framework for Sexual Health Improvement in England.

Focus on public health
identify any areas for healthcare practice.

pr omd

Public health England/RCN (2015)
Preventing suicide among lesbian, gay and bisexual young
people: A toolkit for nurses.

Includes:

Developing a LGB identity.

Suicide risk and protective factors.

Other factors to consider.

Working with LGB young people.

Practicalities: how to talk with LGB young people.
Motivational interviewing techniques.

Effective communication.

Sample questions for effective communication.
Confidentiality and consent.

Table (16): LGBT specific governmental and professional body directives for good patient care
practice: UK.
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In addition Public Health England (PHE) and RCN (2015) produced comprehensive training
p a ¢ k gpmpwentidg suicide among lesbian, gay and bisexual young people: A toolkit for

nurses6 t he contents o#figuel8) ch are shown in

Content includes:

Developing a LGB identity

Suicide risk and protective factors

Other factors to consider

Working with LGB young people

Practicalities: how to talk with LGB young people
Motivational interviewing techniques

Effective communication

Sample questions for effective communication

o o Do o Do o Do Do I

Confidentiality and consent

Figure (8): Preventing suicide among lesbian, gay and bisexual young people: A toolkit for
nurses (PHE and RCN, 2015).

These documents offer healthcare staff with clear guidance on the provision of LGBT
sensitive care. However, it was clear from the findings from the expert panel (some of whom
were from the UK) that staff still feel under prepared to provide this level of care to their
patients. Furthermore, as will be seen later this was also true of the practitioners who

participated in the focus groups.

The LGBT specific content within undergraduate nursing and medical
curriculum (up until 2016)

The curriculum documents from 30 nursing faculties and 10 medical schools from across the

U.K. Plus the GMC (2013, 2015)d o c u me®@d osd medi cal practiced6 whicl
medical practice inthe UK.and6 Out comes for graduates (tomorrow:
(the core curriculum for undergraduate medical education in the UK) were reviewed. An

extract from the data extraction grid for the nursing curriculum is given in Table (17) whilst

the key points from the medical school curriculum and GMC documents are presented in

Table (18).
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Code | Description of Additional Theme
code comments
1 LGBT within Therapeutic / nurse patient relationship.
sexuality & sexual
health content.
2 LGBT within LGBT health within the wider social context (impact of LGBT on health &
social wellbeing).
determinants of
health content.
3 Impact on health LGBT health within the wider social context (impact of LGBT on health &
of marginalised wellbeing).
groups.
4 Relationship LGBT health within the wider social context (impact of LGBT on health &
between wellbeing).
population &
health needs.
5 End of life care. Aspects of sexuality in Therapeutic /nurse patient relationship.
relation to end of life
care eg gay partners
who have not disclosed
and feel the
attend funerals etc
6 Relationships: Therapeutic / nurse patient relationship.
sexuality &
intimacy.
7 Gender & Therapeutic /nurse patient relationship.
sexuality.
8 Values based Therapeutic /nurse patient relationship.
nursing / nurse
patient
relationship.
9 LGBT = HIV. LGBT = HIV.
10 Mental health & Link between LGBT & Link between LGBT & mental iliness (higher levels of MH issues c/o

LGBT.

mental illness (higher
levels of MH issues c/o
LGBT community). Links
to the PHE /RCN (2015)
Preventing suicide
among lesbian, gay and
bisexual young people :
A toolkit for nurses

LGBT community).

Table (17): Extract from nursing curriculum data analysis grid and themes: LGBT.

Document

Descriptor /content

Qutcomes for

Graduates
Doctors)

(2015)

( Ton

Apply theoretical frameworks of psychology to explain the varied responses of
individuals, groups and societies to disease.

Apply to medical practice the principles, method and knowledge of population health

and the improvement of health and healthcare - Discuss basic principles of health
improvement, including the wider determinants of health, health inequalities, health risks and
disease surveillance.

Assess how health behaviours and outcomes are affected by the diversity of the
patient population.

Take and record a pat idngfaniilgandmsedaihistary, talkingsot or y
relatives or other carers where appropriate.

Respect all patients, colleagues and others regardless of their age, colour, culture,
disability, ethnic or national origin, gender, lifestyle, marital or parental status,
race, religion or beliefs, sex, sexual orientation, or social or economic status.
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Document Descriptor/content

Good medical practice Communicate effectively:

(2013). You must be considerate to those close to the patient and be sensitive and responsive in giving
them information and support.

Show respect for patients:

You must not express your personal beliefs (including political, religious and moral beliefs) to
patients in ways that exploit their vulnerability or are likely to cause them distress.

Treat patients and colleagues fairly and without discrimination:

You must not unfairly discriminate against patients or colleagues by allowing your personal
views to affect your professional relationships or the treatment you provide or arrange.

Table (18): Extract from LGBT i prei qualifying medicine i data extraction grid i content.

In terms of undergraduate nursing programmes the review revealed a mixed picture. On the
whole the programmes demonstrated more attention being given to the social determinants
of health and the impact on health of marginalised groups. Together with the importance of
developing a sound therapeutic relationship and the use of good communication skills with
all patients and significant others. In addition, the impact of LGBT specifically on mental

health and in some programmes on childbearing /midwifery practice.

With reference to the undergraduate medical curriculum, the GMC (2015) @utcomes for

Graduate s ( Tomorrows doctors)odo identified numerous
addressed and the GMC (2013 )God d me d i c adentifies expedted Eweld of

practice, including LGBT sensitive and appropriate care. However, it is less easy to identify

where in the medical curricula these are addressed.
Reflections and Implications for Practice and Education

Throughout the review of the documents it was apparent that there were educational
institutions which had tried to embrace both the wider LGBT health picture and the good
practice guidelines discussed above. Whilst other institutions demonstrated a lack of these,
focussing mainly on the relationship between HIV/STI and the LGBT community. Given this
divergence in educational content it is hardly surprising that whilst there are comprehensive
guidelines for LGBT sensitive care available, some health care practitioners are not
educated to consider this from their pre - qualifying programmes. Unfortunately for the

patients in their care the quality of the care they can provide may well be compromised.

In summary, on the whole there appears to be an improving situation possibly reflecting
changes in societal attitudes and legislation. There is guidance available to health care
practitioners to develop and maintain LGBT sensitive /appropriate care. However, as will
been seen from the results of the focus group with cancer specialist nurses in Chapter Eight
whilst staff at practitioner level are now more willing to recognise and address sexuality,

sexual health and LGBT issues with their patients they are unsure how to do so.
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Reflective research journal entry and Reflexive comments:

By this time the reality of the situation | had found could not be ignored and was
impacting on my mood and how | felt about the study

fFeeling similar to how | felt post expert panel workshop - have | and others like me made so
little difference in terms of curriculum content about sexuality in patient care and LGBT
issues and impact on health after all these years. It seems as though undergraduate
curricula lag so far behind societal changes and expectations in this area i | wonder in how
many other areas this is also the case! | think this may be downto how &énot i m
sexuality, sexual health and relationships

Are s to nursing and healthcare in general i | know how difficult /impossible it has been to
gettheseareas(i ncl udi ng 6t r adiibcluded ia thednursing gumriaulum &t enya

own university-t her e i s al ways something that s

| really needed to write this to make explicit what | was thinking as only that way could | work
with the findings and use them appropriately. | also had to accept that | was not
singlehandedly responsible for the knowledge and expertise across the country, and that
while | could accept that | was disappointed in myself for not sharing my work more widely, |
was not to blame for the current situation.

Al experienced problems | ocating Vydue(ascstatedr i
by some of the institution responses) to the institutions concerns re: copyright. My being an
0insider6 perhaps exacerbated r ai asamversittsado

not always feel comfortable sharing informationwitha 6 com@et i t or &

Reflexive comment:

9 Discussed and outlined the sources of documentary information prior to undertaking
the search and analysis with my supervisors.
9 Discussed the documentary analysis with my supervisors to check for any personal

bias (especially important as own area of practice).

Up until this stage of the study the views and experiences of leshian and bisexual
women effected by cancer and their partners had not really been heard. The next phase

of the journey had to be to seek their views and experiences and give them voice.
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Chapter Six: Journey Phase Three (A) i Seeking to hear and
listening to the voices of the lesbian and bisexual women and their

partners: A phenomenological exploration

Positionality: the challenges of giving the women a voice

As a 50 plus year old lesbian who has had my own particular experience of being a gay

woman, who had previously been married to a man, of a particular generation with my own

uni que expecmnmmoaudsd dfotd per sonal Il yeededntathinkr of e s s |
carefully about how | would carry out interviews and design questions that needed to be asked.

I am also a psychosexual and relationship therapist with a particular set of skills and way of

working with clients. | needed to be cognisant that these are both powerful influences within

my being and ways in which they could consciously or unconsciously interplay with the chosen

methodology and analysis of experiences shared by the participants in this part of the study.

Through this part of the journey | checked and re-checked that | was listening to what they

wanted to say and that my use of data was within their context, not mine.

The Aims Of This Phase Of The Research Study Were:

1 To explore the sexuality and sexual health experiences of lesbian and bisexual women
who have been diagnosed and received treatment for reproductive and female cancer.

Together with the experiences of their partners.

1 To explore whether the women experienced any difficulties with their sexual and other
relationships as a result of their cancer and its treatment. Where the women are in a
couple relationship, to explore whether these impacted upon their experiences of sexual

intimacy with their partner.

9 To explore their experiences of healthcare practitioners in regards to their sexual
orientatonand t he practitionerés willingtpseegusl t o ass
health (incorporating psychosexual health) and relationship issues related to their

cancer.

80



Sampling and recruitment strategy

In the case of this phase of the study, homogenous purposive sampling was used as the study
required a sample who shared the same or very similar traits, characteristics /experiences i.e.
lesbian and bisexual women cancer survivors and partners. Through work undertaken with
breast cancer self - help groups it had become apparent that a number of lesbian and bisexual
women do experience difficulties with their diagnosis, treatment and the impact upon their
relationships. However, currently the available-literature regarding female and reproductive
cancers gives little or no indication of sexual orientation (Boehmer & Clark et al, 2011), there
was nothing to guide the selection of an appropriate sample size. Therefore, the principles of
sampling within descriptive phenomenology, which advocates a sample of 10 - 15 (Giorgi,
2009, Englander, 2012) were applied. It was seen as important that the perspective of the
partners be included as in this area also there is very limited information. Hence an additional
group of potential participants i.e. the partners was included in the sample. It was recognised
that the collective sample of 22 women (see Tables 19 and 20 below) is large for a descriptive
phenomenological study, but to allow for a range of experiences to be voiced, this was seen
as necessary. In reality it was two samples, the women and partners, each with different
experiences. From within the sampling framework of a local LGBT Health and Wellbeing
Centre and the national LGBT Consortium, together with the later developed website (see
page 87) a sample of 16 women meeting the inclusion criteria given below were recruited, in
addition 6 partners meeting the inclusion criteria were recruited. The original recruitment
strategy was the distribution of a participant advertising leaflet via the groups allied to the
LGBT Health and Wellbeing Centre and the LGBT consortium - this was distributed in both
paper and electronic formats. The recruitment materials, participant information and consent

forms are given in Appendices seven (a) - (d).

Given the sensitive nature of the topic and issues it was decided that individual interviews
rather than focus groups would be undertaken. Interviews are a useful method when dealing
with sensitive topics, as they offer the women the opportunity to share their experiences and
stories, the act of storytelling can be therapeutic and contribute to healing (Leseho & Block,
2005, Newman & Risch et al, 2006, East & Jackson et al 2010). In addition, one of the
important elements in phenomenological data collection on sensitive topics is the ability of the
researcher to enter the life world of a participant through developing a rapport with each
participant (Liamuttong, 2007, Karnieli - Miller & Strier et al, 2009). It is suggested that this is
best achieved through individual interviews rather than focus groups. Davis & Bolding et al,
2004 and East & Jackson et al (2010) also suggest that for some participants the disclosure
of intimate and personal experiences may feel embarrassing, humiliating or awkward and

therefore, they may feel more comfortable with individual interview.
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In qualitative research/interpretive research, where purposive sampling is used it is important
that those invited to participate meet criteria that will enable the researcher to explore the
phenomenon under study. Therefore the following inclusion and exclusion criteria were

developed for this phase of the study.
Original inclusion criteria: lesbian and bisexual women and partners

1 Lesbian or bisexual women who have had a diagnosis and completed treatment for
primary (non - recurrent) breast or female reproductive cancer at least six months prior
to participating in the study. Including women taking tamoxifen or aromatase inhibitors.

9 Lesbian or bisexual women who are in a current or previous relationship with a partner

who has or has had a primary breast or female reproductive cancer.

Original exclusion criteria

This was an initial study and therefore the focus was on women who have had primary breast
or female reproductive cancer and completed treatment. Hence the exclusion criteria are as

given below.

1 Lesbhian or bisexual women who have had a diagnosis and treatment for recurrent
breast or female reproductive cancer.

1 Leshian or bisexual women who have had a diagnosis and treatment for other types
of cancer.

1 Lesbian or bisexual women who are in a current or previous relationship with a partner

who would be excluded from the study, as per exclusion criteria above.

Data collection
Interviews

The method of analysing phenomena in the phenomenological tradition is reflective (Husserl,
1967, von Eckartsberg, 1986). In phenomenological research initial reflection is by the person
who has undergone a particular experience, this reflection is a primary interpretation. It is
through thematised verbalisation of this reflective experience that we gain access to the
phenomenon experienced, its modes of appearing in natural attitude together with its meaning.
Von Esckartsberg (1986) and Bevan (2014) argue that if we accept that vocabulary is shared
through culture and a linguistic population, whereby experience is identified and named in a
consistent manner, then interviews are a suitable means of illuminating or explicating lifeworld

experience. For these reasons phenomenological researchers are drawn towards and tend to
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utilise interviews as a method due to their interest in the meaning of the phenomenon as it is
lived by the participants (Giorgi, 2009, Van Manen, 2014).

At the root of in depth interviewing is an interest in understanding the experience of other
people and the meaning they make of an experience. In addition, for this study, as little
information was available from the literature on the topic together with its sensitive nature it
was felt that individual interviews would be more appropriate than focus groups, as they
allowed for more sensitive and in depth probing questioning. Furthermore, for sensitive topics
which people feel uncomfortable discussing an individual interview is regarded as more
appropriate than a focus group, as people may feel less self - conscious in a one to one
situation (Newman, Risch et al, 2006, Campbell, Adams et al, 2009). However, interviews as
a method present both theoretical and practical issues, especially in terms of the appropriate

interview strategies to be adopted for a phenomenological study (Bevan, 2014).

This was particularly the case in terms of equality of the power dynamics within the interview
situation. It was seen as important that the interview was seen as a shared experience

between women who would share knowledge (Oakley, 1981). To that end the interviews were

constructed and conducted in a way whichaal

process of seeking meanings together. As Harding (1991) suggests myself as the researcher
shared with the interviewee the concerns which animated the research, so that the
conversation unfolded as a collaborative moment of making knowledge (De Vault & Gross,
2006). This involved a degree of appropriate strategic disclosure - sharing of personal
information, professional background and research interests (Edwards, 1990).Campbell &
Adams et al (2009) argue that the more informed and patient the interviewer is the more helpful
the interview can be. They further suggest the need to recognise that there are limits to what
the interviewers can truly understand about the sensitive issue (unless they have walked in
the shoes themselves) and therefore there is the need for the interviewer to be respectful of
the differences between personal and learned knowledge. These are all issues that are
components of psychosexual therapy practice and maintained congruence between actions/
ways of being as researcher and therapist throughout the interview processes. Additionally,
interviews draw upon skills of active listening, to be fully engaged with the participants. Noting
and actively processing both the verbal and non-verbal aspects of the interaction. It was also
important to maintain a reflexive awareness throughout the interviews, constantly actively
processing the 61 thoué dynamics to ensure
by the women. The interview topic guide /schedule is given as appendices seven (e) and

seven (f).

83

o

owe

ar i



After the first few interviews it was apparent that were real problems with regards to health
care professionals practice and therefore the need to change practice came into sharper
focus. As an ethical researcher wearing different hats at different times e.g. nurse, therapist
and senior educationalist | had to really clearly identify that the study was aimed at changing
practice. As identified in Chapter two, whilst planning the study using action research (Reason
& Bradbury, 2013, Wiliamson, Webster & Bellman, 2012) as the underpinning study
methodology was considered but rejected it was now clear that throughout the study to date
there had been an impetus towards changing practice. Therefore, it was decided that
phenomenology would remain the overarching methodology, especially in relation to the data
collection and analysis, the study being inspired by phenomenology. Whilst a modified action
research approach would be taken to the management of the change in practice from the
study.

Difficulties in recruiting participants

Once this phase of the study had begun, difficulties began to arise in locating appropriate
participants. These difficulties were seen to reflect the experiences of previous researchers
worki ng wi th &éhar d Penood & Prestorh di al. 008, usmal & Gerrish et al,
2014). The problems with recruitment were very frustrating for myself as researcher as the

extract below from my reflective research journal highlights.

(Reflective research journal entry i researcher).

i®gdi sappointed and angry about the probl ems |
take part in the study. So often 1 6ve heard |
addressed. They feel marginalised and left out i the gay men get all the focus. But then when

you askthemf or hel p to make their voices heard th
actually want things to improve for them! They should stop moaning if they are not prepared

to put their money where their mouth is! Isthisanot her case of 6ldesbi afi

After further reflection it became apparent that it would be necessary to utilise additional
modalities for recruitment in order to maximise recruitment opportunities. Therefore, ethical
approval was sort and gained (incrementally) from the research ethics committee for several
strategies to increase potential recruitment:
1 Awareness raising activities within the LGBT community which involved attendance at

a local Gay Pride, awareness raising workshops with lesbian and bisexual women at

a local LGBT health project.

The use of the LGBT health organisations email and Facebook sites.

The development of a study website site.
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9 Advertising in the wider LGBT press and working with cancer specific charities and
organisations i.e. MacMillan Cancer Support, Breast Care UK and the LGBT Cancer
Alliance.

9 Addition of online questionnaires for both the women and partners.

1 Widen the inclusion criteria to include all primary cancers.

(See Appendices two i four for ethics approval letters)

Widening the recruitment criteria

With the decision made and approval gained to extend the recruitment to include women with
all types of primary cancer it was necessary to amend the overall study aims, together with

the inclusion and exclusion criteria for recruiting the participants, outlined below.

The Revised Study Aims:

1 To explore the sexuality and sexual health (incorporating psychosexual health) and
relationships experiences of lesbian and bisexual women who have been diagnosed
and received treatment for cancer.

1 To develop a conceptual framework for practitioners working with lesbian and bisexual
women in the fields of cancer care in regards to their sexuality, sexual health
(incorporating psychosexual health) and relationships.

1 To make recommendations for policy, practice and professional education to enhance

the quality of care and hence quality of life of this marginalised group.

Revised inclusion criteria: lesbian and bisexual women and partners

9 Lesbian or bisexual women who have had a diagnosis and completed treatment for
primary non - recurrent cancer at least six months prior to participating in the study.
Including women taking tamoxifen or aromatase inhibitors.

9 Lesbian or bisexual women who are in a current or previous relationship with a partner

who has or has had a primary cancer.
Revised exclusion criteria

This was an initial study and therefore the focus was on women who have had primary cancer

and completed treatment. Hence the exclusion criteria are as given below.
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9 Lesbian or bisexual women who have had a diagnhosis and treatment for recurrent
cancer.
9 Lesbian or bisexual women who are in a current or previous relationship with a partner

who would be excluded from the study, as per exclusion criteria above.

As a result of expanding study aim one, revising the inclusion and exclusion criteria for
participants extending the recruitment to include lesbian and bisexual women with all types of
primary cancer, it was necessary to return to the literature to review the information regarding
the impact on sexuality, sexual health (incorporating psychosexual health) of some of the other
types of cancer. Following breast cancer, lung cancer and colorectal cancer are the two most
common forms of cancer experienced by women in the UK with 11.8 percent and 10.4 percent
of new diagnosis respectively (Bate & Baker, 2015). A brief review of the available literature

for these two cancers in relation to the subject area of this study was therefore undertaken.

Colorectal cancer i side effects of treatment

It is known from a variety of studies that colorectal cancer and treatments can negatively
i mpact wupon a ityantmtimate relatienghips (de Silva, Hull & Roberts, 2008,
Beck & Justham, 2009, Mcintosh, Pardoe & Brown, 2013).The treatment modalities used to
treat cancer including surgery, radiotherapy and chemotherapy all have a direct and indirect
impact physiologically onthewo mends sexual f u nFoltowirng surgery, due
to parasympathetic nerve damage the women may experience lack of sexual arousal and
reduced vaginal lubrication leading to dyspareunia and secondary vaginismus. In addition they
may also have a shortened vagina which further contributes to dyspareunia, they may
experience loss of sexual desire and reduced orgasmic capacity (de Silva, Hull & Roberts,
2008, White, 2013). The neo-adjunctive radiotherapy used to treat colorectal cancer has also
been shown to cause fibrosis, adhesions and vaginal shortening, together radiation to the
ovaries causing permanent menopause for some women (Mcintosh, Pardoe & Brown (2013,
O6 Gor man, Denieffe & Gooney (2013). Whil st
that women treated with both surgery and radiotherapy experienced significantly more sexual
problems than those treated with surgery alone. In addition to the physical effects the women
also experience an altered body /self-image, low self - esteem, feel less attractive and fear
leakage from their stoma bags or faecal incontinence. All of which lead to a reduced desire for
sexual contact (Beck & Justham, 2009, Mclintosh, Pardoe & Brown, 2013).

On the whole the main problem with the research studies undertaken with women with

colorectal cancer is the very low response rates to the questionnaires used, leading to small
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sample sizes and thus causing difficulties in generalising the results. An exception to this
problem of small scale studies was Notter & Chalmers (2012), who obtained information from
203 women via a postal questionnaire. Although the results focussed on other quality of life
issues for people living with a stoma, the study did identify that 37 percent of the women in
their study experienced difficulties with their body image. Another issue encountered when
trying to compare the findings from the above studies was the lack consistency in using
validated questionnaires. However, overall the majority of studies found that colorectal cancer
and treatments negat i veliy and fintineate t redationshps. midia
reinforced the perception that a diagnosis and treatment regimens of /for all types of cancers

can impact on the physical expressi on of a womanés sexuality.

Lung cancer i side effects of treatment

Despite being a commonly experienced cancer there appears to be very little research
literature related to the impact of l ung

relationships. Only two recent research-based articles were identified (Schwartz, Plawecki &
Henry, 2002, Lindau & Surawska et al 2010), and it was not possible to locate any studies
which looked specifically at the effects on women. The issues identified in the studies reflected
those from those previously discussed in regards to the impact of chemotherapy and
radiotherapy. In addition, one problem which was more specific was the effect of shortness of
breath on sexual functioning (Schwartz, Plawecki & Henry, 2002). Lindau & Surawska et al
(2010) who in their study interviewed 13 married couples found that the cancer had both
negative and positive effects on the ¢ o u p relatirsships. The negative effects being the
result of the negative physical and psychological effects of the cancer and treatments. Whilst
the positive impact included an increase in non-coital intimacy and a greater appreciation of
the spouse (possibly driven by the fear of loss). Clearly the impact of lung cancer on individuals
and couples sexuality, sexual health and relationships is also urgently needed in order for

practitioners to an evidence base available to guide their practice.
Website development and online questionnaire

Some of the difficulties with the recruitment of appropriate participants were seen to be due to
the sensitive and personal nature of the subject areas. In addition, when discussing the issues
of recruitment with members of the LGBT cancer alliance it was suggested that the women
might find it too difficult to talk about their cancer experiences in relation to their sexuality and
sexual heal th with mys e,lresearahsr. Itavas theneforé suggested
that, as with other recent project work undertaken by the group, that the use of online

guestionnaires addressing the same questions and topics as the face to face interviews would

potentially oO6unlock6 the door for participants.
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To this end a study website was developed containing awareness raising and study specific
information, including participant information literature. The website also contained a link to
the specifically designed online questionnaires which reflected the interview schedules - one
for the lesbian and bisexual women and another for the partners, hosted by the Bristol online
guestionnaire platform. In this regards it was possible for the information shared by the
participants to remain confidential to themselves and myself as researcher. In addition, by
completing the questionnaire the participants were providing consent for their participation in

the study. A critigue and rationale for use of questionnaires per se is given on page 591 60.

Hearing And Listening to the Voices Of The participants: The Interviews
and Online Questionnaires.

The details of the natureoft he cancer, treat ments and r el
participated in the survivor and partner interviews and questionnaires are given in Tables (19)
and (20) below. It was apparent from the interviews and questionnaires that the participants
were all lesbians, with no bisexual women participating. This has clear implications for the

recommendations from the study.

Type of cancer Number of women (Total = 16)

Breast. 10

Bladder. 1

Epithelioid haemangioendothelioma. 1

Bowel. 2

Uterine. 1

Lymphoma. 1

Type of treatment Number of women

Surgery. 12

Radiotherapy. 6

Chemotherapy. 8

Still taking treatment. Yes =9 No=7
(Tamoxifen)

How long ago finished treatment. 13 months - 2 years = 2
Longer than 2 years = 14

In arelationship at time of Yes =13 No=3

cancer and treatments.

How long in the relationship at Less than 6 months = 1

time of diagnosis and treatment. 6 months - 12 months = 0
13 months - 2 years = 3
Between 2 years - 10 years = 3
Longer than 10 years = 6

Table (19): Details of survivor interview and questionnaire participants.

Type of cancer Number of women (Total = 6)
Breast. 2
Cervical. 2
Bowel. 1
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Multiple myeloma. 1

Type of treatment Number of women

Surgery. 5

Radiotherapy. 4

Chemotherapy. 3

Still taking treatment. Yes =3 No=3
(Tamoxifen)

How long ago finished treatment. 13 monthsi 2years=1

Longer than 2 years =5

How long in the relationship at Less than 6 months =0

time of diagnosis and treatment. 6 months - 12 months = 0

13 months - 2 years = 1

Between 2 years - 10 years = 2
Longer than 10 years = 3

Table (20): Details of partner interview and questionnaire participants.

Data analysis /explication: Interviews and online questionnaires

To be true to the descriptive phenomenological project and methodology (Husserl 1931,
Giorgi, 2009) required that | made sense of the data and synthesised it in such a way that the
data, in this case the womends Voi beaosnemarewase
0 0 p e n endthinicgntiext for those reading this work. The focus was on seeking for explicit
and hidden meanings through the iterative examination of the data (Finlay, 2011). This
process involved myself dwelling with the data, examining it and then progressively deepening
understanding of the meanings that Ocame t
appropriate model to guide me through this process. Having explored several, namely Hycner
(1999), Groenwald (2004) and Wertz & Charmaz et al (2011), | decided to be guided by
Gi o r (4985 997, 2009) stages to undertaking the analysis, as these stages appeared to
be most in keeping with Hu s s eX981p aiginal phenomenological approach - allowing the
articulation of the given as given, through the use of the epoche’, intentional analysis and

eidetic reduction to bring the pre - reflective lived world of the women to light.

The aim of phenomenological reduction (epoche”) is to reachieve contact with the world by
suspending pre judgements, bracketing assumptions, deconstructing claims and restoring
openness in order to reach beyond the natural attitude of taken for granted meanings and
understandings (Finlay, 2010, Van Manen, 2014, 2015). Through this to see the world as we
experience it rather than how we think about or conceptualize it. The taken for granted
assumptions, opinions and theories are temporarily suspended (or at least acknowledged and
kept in abeyance) in order to see the world in a new way (Finley, 2010). In order to understand

the unique meaning and significance of something we need to reflect on it with thoughtful

attention. By the use of free imaginative variationt he r esear cher O6searches
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of the phenomenon being explored, that is the most invariant meaning for. Through this eidetic
reduction, patterns of meaning or themes begin to emerge. This process of Intentional
analysis is always constitutive analysis: an explication of how meanings of things are
constituted in and presented by consciousness or cognition. All of these are both essential

components of the phenomenological attitude and phenomenological reduction.

In addition, throughout the analysis the approach advocated by Giorgi (1985, 1997, 2009)
was supplemented by processes advocated by Finlay (2009, 2011) to facilitate deeper

reflection, reflexivity and understanding were utilised all of which are outlined below.
The reading of the data i gaining a sense of the whole

The beginning of this stage andtoa |l | ow me wi ¢ h & w d thiese td anteatake the

verbatim transcription of the interviews, observational interview notes and reflective log

myself, rather than outsourcing these to a more experienced transcriber. | also viewed

undertaking the transcription as being more ethically sound given such sensitive material.

Whil st very time consuming this allowed me to 6
journey, hence respecting and honouri ng the wo mecaadcer joaneys. per sor
Furthermore, it allowed me to relive the experience of the interviews reminding me of the

nuances, silences, non-verbal and paralinguistic aspects of the interviews, which Finlay (2011)
reminds us are so important wh elmadditigm, lanpmeisedn g 6 wi t
myself in the onl isnée ogfuetshte ownonnaek neading@ndoetmacdeg n g, r e

to the questionnaires.

Giorgi (1985) and Bentz and Shapiro (1998) caution that the researcher must allow the
findings to emerge from the data without allowing their own intentionality to shape what
emerges. Giorgi (1987) further suggests that phenomenology is holistic and therefore it is
essential for the researcher to gain a grasp of the whole, rather than disconnecting the given
experience from the context in which it is based. Therefore, in order to identify the essence
of the meanings in relation to womendsangpercept
guestionnaires numerous times, rigorously scrutinising every word, phrase, sentence and

paragraph in order to gain a global sense of the data.
Dividing the data into parts 1 discrimination of meaning units

Having gained a global sense of the data, whilst still maintaining a phenomenological stance,
the next stage was to explore the transcripts and questionnaires to establish what Giorgi
(1997, 2009) terms meaning units, to make the data more manageable. | marked every point
in the text where there was a transition of meaning, moving from one topic to another.

Furthermore, this involved re reading the transcripts and questionnairest hr ough t he 61 er
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attitude of an appropriate discipline 1 in this case, as the study was seeking to explore the
lived experience of the women in terms of the effects of cancer on their sexuality and sexual
health - that of psychosexual and relationship therapy. | then applied both phenomenological
reduction, searching for all possible meanings in the specific text. And as identified when
discussing my positionality, modified bracketing ensured that | was able to set aside my own
assumptions, experiences and professional theoretical models to identify the essential themes
or essences of the phenomenon. During this stage | also adopted the questioning approach
advocated by Finlay (2011) to further integrate the data and enter deeper into the world of the
women. To this end | used lifeworld orientated questions suggested such as, for self - identity
@vhat does it mean to be this person?6 oddl as atmosphere i ds there a tone /mood attached
to the phenomenon? What background existential feelings are being express e.g. fretful or
yearning?d6 E mb o diidkhatits her subjecti ve leterngews onlf) e mbod

and relationships-6 how does she experience relating to ot

Organisation and expression of the data into disciplinary language. Together with

expressing the structure of the phenomenon

Next, within each interview transcript and questionnaire every meaning unit was examined,
probed and re described in discipline specific /appropriate language to clarify the experience
or feeling being described making the disciplinary value of the meaning units more explicit.
Giorgi (1997) argues that this is transformation ofthep a r t i cevepyday langgge into that
which is discipline appropriate, brings the often implicit and hidden experiences of the
par t i clifepwaanldidtesthe everyday parlance of the professionals within and related to
the discipline. Giorgi ( 2009) further argues that we cannot use the participants words alone
as these are given from the perspective of everyday life (life-world) and that from a
phenomenological perspective, life-world is pre-theoretical and pre - scientific. Hence, if the
experiences of the participants acr ecotnomuéd t gibv ean

professionals requires that these are transformed into discipline appropriate language.

In order to achieve the transformation of the life-world language of the participants into that
which was discipline appropriate, | considered each experience from different aspects by the
use of free imaginative variation. This is described by Giorgi as fthanging aspects or parts
of a phenomenon or object, to see if the phenomenon remains identifiable with the part
changedornotd ( Gi o rpg@43,). ByL®li€ng the method of Husserlian eidectic abstraction
/reduction | explored multiple possibilities and was able to become aware of those features
and components which could not be removed, and were thus essential for the object to be

given to consciousness, representing the essence of the phenomenon.
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Once this had been achieved, | then revisited all of the transcripts and questionnaires to
produce 0t ypiessarcds ansl theiruedationshigssn, order to produce an explicit
formulation of generality. In addition | rechecked the identification of any variations by returning
to the transcripts and questionnaires, and rendering intelligible /identifying the clusters of
variation. Throughout the processes identified above | utilised the data provided by my field
notes and reflexive diary, which included a summary of the distinguishing interview and
guestionnaire features. Together with my reflections on the interviews this included my direct
observations of the body language, posture and paralinguistic elements not only during the
interview, those that occurred in the relationship between myself and the participants prior to
and following the interviews. The field notes also included my analytical memos or end of the
o0 f i el smnhg.yKéeping the reflective diary was an essential tool to facilitate my own
continued modified bracketing use throughout the interview and on reviewing of the online
guestionnaires processes in a self-aware and meaningful manner. Data derived from these
where utilised as part of the contextual checks used to add to the methodological rigour of the
study (Koch, 1994, 2006, Lofland & Lofland, 1999, Wall & Glenn et al, 2004).

Findings: T h e Wo me oides Bewig Heard And Presented i The
Survivors

An integrated presentation within phenomenology is about finding the essences which are
context specific. Therefore, the interview transcripts and online responses were supported by
the reflective notes and research journal to give contextual meaning to the analysis. Tables

(21) and (22) offer extracts from the analysis and reduction.

Table 21: Extract of initial unit coding 7 Interviews and online responses.

Codeand code descriptor Original transcript Reflective initial comments

17 Support group heterosexual | P1 p10 Stereotyping of female sexuality and
aSEdzZ f ARSyuAué d ob
all sections of the community

18 Hidden sexuality antear re: | P2 p4,5,6 Hiddenidentity ofagroup
coming out within support
group.
19 Coming out in thesupport P2,p7 Fear of homophobia from group member,

& organisers

group.
20 Support group geared ujpr a P2,p5
certain type of women/
femininity.
21 Internalised homophobia, P2,p6, P2 p11 The felt need to go back into the closet.
wanting to fit into support

group.
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34. Failitation the supportgroup to P2,p7 & p11 Need forgroup leadergfacilitators to
QIAXBENAEGAAZ2YQ (2 consider making the groups a safe place
different sexuabrientations and for minority women.
lifestyles. Women feAzeI atte_ndlng groups at very
@dzt Y SN 6t S editdhaeIo R
consider whether it is safe to be opémut
in the group. Selmonitoring disclosure at
time of vulnerability
36. Support group notwa | ¥ S P2,p8 & 11 The felt need to go back into the closet
to comeout /be open re: LGBT
22. Fear of being sexual, entering| P2,p7,p13 Too scary to start a new relationship
into a relationship fears of rejection etc, at time of
vulnerability
nco 528ay Qi TFS¢P2pi3 Previous abusfrape history¢ impact of
this on current situation. i.e. antecedent
The impact of body image on wishing to
be sexualwith another person.
41. Impact orselfimage P2p10 The impact of body image on wishing to
be sexual with another person
67. Effectedrelationship P8, P10 Alterations in relationship roles and

dynamics
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Table (22): Extract of searching for connections across emergent themes i Interviews and
online responses.

Code Originaltranscript Reflective initial comments | Emergent theme
descriptor
Support group | P2. And that is exactlj, Gir@radibly heterosexudl i Q{ Stereotyping of female sexualitf Support group facilitatorsorganisers

geared up for a
certain type of
women/
femininity.

for, yeah knowk (afMery feminisedA (aDabout
makeup, A (aabait particular type of what you wear
andwhatever.

t H @ judttiistFere an issue about what it meant to
be a woman in this. There is only one type of woman,
woman and the other bit is that | tried the big support
that they think they are offering ihrough the xxx
breast cancer group. And that is exacHly{ir@radibly
heterosexual (fd®, eah knowh (aDvery feminised,
A laaboutmakeup, | y R alkaBioQtparticular type
of what you wear anavhatever.

FyR aSEdz f AR
meet the needs of all sections g
the community.

failing to recognise the needs of divers
groups of women.

Facilitation of
support groups
toW3IA DS
LISNX) A & &
people of
different
orientations

P2 but that not enough and you need to say that
families come and relationships come, you need as th
leader of the group to set this differently , you need to
say that relatimships come in all sorts and yknow

and need you to state it at thieeginning beause that
gives more permission.

P2 Um, | would love to meet some, yeah, | think that <
2RR AayQi Al L GKAYy] (GK§

Need for group leaders/
facilitators to consider making
the groups a safeplace for
minority women.

Women feel attending groups @
BSNE @dzf ySNI o6t
to have to consider whether it i
safe to be open/out in the

Support group facilitators / organisers
failing to recognise the needs of diversq
groups of women

groups, the psychologist & the nurse they need to do| group. Selmonitoring
something, to do some welcoming at the lieging that | disclosure at time off
A (ntx &ard to do thathat just sets that & just gives vulnerability
GKFG LISNYAaarzyo LGQaA K
symboals it can be just done. That needs to happen m
Fearof being P2(silence) D I yaféidl to be hurtL A& S L QY Too scary to start a nev Impact/effect on sexuality and

sexual, entering
into a

A dZNBAGAyYy A
something going wrong

LOO YigRaAckhgt Jargh, £ N

relationship¢ fears of rejection
etc, at time of vulnerability

relationships

relationship 1.um

21t¥SSta tA1S LQ@S 2a2daid |

enough um, resilience there to take that risk.

P2 We just, we have been on holiday together & we

have said no we not doirthat, not going anywhere,

FYyR GKFGQa FAYySo ! yRalblKIE

FSSt GKSNBQa | 6AG L KI g

LQ@S Lidzi |+ &l ¥Sde 2y Al
Impact on P2so what are you looking at. But actualtlythat The im@ct of body image orl Impact/effect on sexuality and
body/ self matters how | feel about myself. Which then impacts ¢ wishing to sexual with anothe| relationships
image well how do | feel about ever being physical with person.

somebody, | feel really quite strange about all of that

stuff.
52Say Qi | P2Yea &SI K L R2ylaghs, 8i8ISberl || Previous abuselrape historg | Impact/effect on sexuality and
attractive. R2y Qi (y2¢6 &z dzvy impact of this on current| relationships

situation. i.e. antecedent

Effected P8 during my illness my partner took on most of the | Alterations in relationship roled Impactk STF¥ S0l 2y (KS
relationship household type taskswe had lots of help from our and dynamics relationships

friendscg K2 6 SNB 3IANBhaledongi6 O
without them especially as my partner was working fu
time). It was hard for me, because | wanted things an
K2g 6S 6SNB G(23SGKSNI G2
possible.

P10 when | was having my treatment we carried on a
much as normal as geible. But that wasn't easy, so m
partner ended up doing most of the household jobs et
| was still able to do the joint finances bits. A lot of the|
time during treatment | felt really quite ill, so my partng
took on the 'carers' role morewhich causd her a lot of
extra work- which was difficult as she was still trying tq
work full time. She didn't say much, but | could tell fro
hernon@SNBH It Q& GKIFG &KS 41
2FF oy2d ¢AGK YSI odzi @
(Questionnaire particignt 10)

94



Having undertaken the analysis above the interviews and questionnaires produced a wealth
of rich information. Wi t hi n phenomenol ogy it is i mpoovet ant no
others, following the process of phenomenological explication it was not possible to reduce
the number of themes further without losing the essential essence of what the women had
shared. As a result six main themes were generated, these are identified in Table (23) this is

followed by individual exploration of each theme.

Impact /effectont he wo me n 6 and sezualhhealthi t y

Sexuality and sexual intimacy not important during treatment phase but is
important in the survivorship period.

Impact/ ef f ect on the womendés rel ationsh

The rollercoaster ride of cancer.

Fear of homophobia: relationships and interactions with healthcare
professionals including sexuality not discussed by healthcare professionals.

Support groups and helplines stereotypically heterosexually focussed.

Table 23: Interviews and online responses themes
Impact /effectonthewo menés sexuality and sexual heal t h

Thei mpact of their cancer a sedualitywasddentifiedby mostofh t he w
the women as negative. It appeared to be multi-faceted, affecting numerous different areas of
t he womends s e x uhadth (ingudirey psychasexuvaluhadlth) resulting in them
being severely challenged by their cancer experiences. The majority of the women had
experienced and were experiencing an altered body image, which was either confined to
their treatment period mainly as a result of chemotherapy (particularly hair loss) or was a long
term alteration due to surgery (especially scars, mastectomy or stoma formation). This altered

body i mage had directly affected the womends sen

fiFelt like a medical 'machine' or ' monster - all the surgery, scars and then the chemo and |

lost my hair (all over - | wasn't expecting that). | really felt unattractive and couldn't see how

she would find me attractive. We are both very much into how we look - always wanting to

look good, quite feminine and not butch at all. The hair loss was really devastating to me - it

really said to the world 'here is someone with cancer', there was no hiding it. | had

reconstruction because | felt | wanted to be a whole woman. My partner sai d s he

bothered either way - she would love mewhate ver , but nvincedsheréally nteant it.

Mybreasts were always a good part of our inti
having one breast.o

(Questionnaire participant 10)

Al felt pretty -hardndademalls falimg sw,lexhaustion etc. My confidence
was shattered é¢é.. | had always I|iked my body
(Questionnaire participant 3)
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The women also highlighted the central importance to them of how their partners viewed and
responded to their changed body image. Those women who were able to talk with their
partners about the changes and gain reassurance
towards them appeared to adjust to their altered body image better than those women where
this was not the case. Interestingly, some of the women were surprised at how important their
body image and others view of any changes in this had become to them, as they had
previously believed that this was not so important to them as lesbians as it was to their
heterosexual counterparts. This clearly effected the way in which they viewed themselves

sexually.

fand the odd thing is, is thptiskedm bacpubseetd
and my experience of being a lesbian and attraction is that actually it would matter lesso
(Interview participant 2)

Many of the women said that they did not feel attractive andf e | t and douldingt ee or
understand how their partners could find them attractive and want to be sexually intimate with
them. This was particularly the case for those women who had stoma surgery for bowel
cancer. Some of these women had been able to resolve these issues with their partners, whilst

others had not.

iAfter the operation | was, felt r eaitfelylikedbieisggau
child again but worse as | had even less control of what and when the poo came out. | felt
dirty - couldn't see how my partner would want to touch me again or even be in the same
room.We did talk about this and lots of other things and were able to work through it
together. o

(Questionnaire participant 8)

fiVe tried to stay physically close but the bag got in the way - | didndét 1 ike bg
it leaked and was really aware that it might smell. My partner was really lovely and kept trying
toreassure methatitwasallOK,but | just cotédlodndt ' go for
We tried talking about it - we have always been able to talk well together and usually manage
to overcome any problems this way. This ti me
(Questionnaire participant 9)

Linked to both the feelings of altered body image and attractiveness was the issue identified
by several of the women in regards to loss of their self and sexual identity. This impacted
on their self-confidence and willingness in engaging in any intimate contact with partners or
potential partners. A number of the women had previously seen themselves as O0str ong
Amazoni an wo meghdckedhy theirvownr perceived weaknesses. Additionally, it
altered the way they viewed their place in the world. In some instances this alteration in the
way they saw the world was transient and although their lives did not return, unaltered to their

pre cancer lives, they were in time abletoadaptto t hei r 0 n equestioebastobey 6. The
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askedastohow t his dnew realityd ef feelatiorshdpdynbndcsr | i v e

within their intimate and other life relationships.

an .. Thatdéds quite odd, so at the moment o my
sexuality, sexual identityi t s er esti ngé Yoseeasteltee | mzrmmerdott | nec
having a sexual relationship tohatds interest.i

(Interview participant 2)

fil kind of identified a lot with older people | saw on the street And round the corner from us
is a community centre particularly for older people and | went there | went to an art class there
and a French class there and go to the café there | was kind of sort of at times | was taking on
thatidentity,Um, and | coul dnét dusedmoydo swinining,tcycking gardering t
and um. Also at the depths of the worst times I couldn6t st ri ng my t hcoouuglhd
concentrate coul dn 6t ookauld barelp read the paper. Could barely construct a
shopping | ist you Bwitinggang tolthhsnoredtigecwkiting olass writing the
article reading novels.o

(Interview participant 3)

Other women talked about the impact of the menopause, precipitated by their treatment with
Tamoxifen) has had on their sex lives. This was mainly due to problems with vaginal dryness,
reduced lubrication and vaginal atrophy, leading to dyspareunia at times. In addition, several
of the women also experienced alterations in sensation and sexual feelings due to either the
side effects of chemotherapy or the direct impact of surgery (including breast reconstruction).
This had led to some women having difficulty in becoming sexually aroused when they
returned to being sexual with their partners. Ma

to be sensitive and the women had had to learn new ways and places to touch sexually.

fiwe had to learn how to touch in different places(t he ol d pl aces werenbd
anymore i especially my clitoris - so more stimulation was needed and we even found our
old vibrator out and found that really useful (I had forgotten the fun we had had with this
before!)o

(Questionnaire participant 11)

The direct impact was expressed by one of the women (who had surgery for bladder cancer)
in the following way, which highlights the strength of the distress this was continuing to cause

her, something which she stated elsewhere was overlooked by her healthcare team.

iMy operation removed part of my vaginal wal/l
damage to clitoral sensitivity. When you talk about sex problems after bladder removal,
everyone assumes you mean penetrative sex (which may or may not be possible afterwards).
The loss of feeling to the clitoris is not considered important 1 it was WAY more important to
me than penetration (and | 'd imagine | ots of
(Questionnaire participant 5)

A number of the women expressed that they were fearful of getting involved in a sexual

relationship for several reasons. Firstly, there was the uncertainty they felt around when to
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disclose their cancer history to a potential new partner. Clearly this involved the fear of
rejection, a fear that most people have when setting out on the potentially exciting venture of
a new relationship. For the women in this study this fear was exacerbated by both the
vulnerability they already felt stemming from their cancer and the impact of treatment and the

worry about how people view the O0death sentenced

(silence) il candét afford to be hudmngodiwdbsi ghkell &¢
argh something goingwr ong é. ké fFéeésjust abdithterel d g
um, resilience there to take that risk.o

(Interview participant 2)

finitially she was a bit concerned about getting involved because of my prognosis, she was

worried that she would be left heartbroken /woul dn't cope, i f | died
(Questionnaire participant 4)

Ai.. 1 find it difficult to t anlekpadners)hadocancerbecause
| think theywon@want to get into a relationship with

(Questionnaire participant 6)

Sexuality and sexual intimacy not important during treatment phase, but it is important

in the survivorship period

Almost unanimously the women said that at the time of diagnosis and throughout the treatment
of their cancer sexuality, including sexual orientation and sexual intimacy were the last thing
on their agendas. The overriding priority for the women and their partners at this time was
survival, anything else was secondary. In some cases, the needs or concerns of their partners
were also too much for the women to consider. At the time of diagnosis many of the women
expressed their shock and disbelief, this was quickly followed by the all-consuming treatment
regimens with what felt like endless rounds of hospital appointments, treatment and

scans/tests. This became their énew realityd wit

fi € y o uw dunrelationship or sexuality and all that was not the thing upper most in our
minds it was the worry about this bloody cancer. . . 0

(Interview participant 3)

fiDuring treatment all real sex was off the agenda - neither me or my girlfriend felt like it. We
were both just getting on with me getting bet
(Questionnaire participant 11)

The women told of how they had no interest in being sexual or intimate with their partners as
they felt too tired, nauseous /sick, in pain and stressed to be concerned or engage in intimacy
with their partners. The side effects of many of the treatments used in cancer management
cause unwanted and difficult side effects (as outlined in Chapter Three). Whilst patients are
made aware of these side effects and a wealth of supporting information giving literature is

available to them, most people either undergoing or caring those for undergoing these
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treatments do not really have a full understanding of the reality until the treatment regimens
commence. Furthermore, people often underestimate the levels of fatigue that the treatments
cause, and the possible impact this can have on the lives. It is hardly surprising given both the
enormity and life altering impact of the diagnosis, together with the effects of treatment that

the women did not feel able to be intimate with their partners.

fiDidn't feel like having sex for a long time, with the chemo mainly. Felt sick and tired really
tired. Didn't feel sexy anymore because of the state the operation left - | had lumpectomy but
thescar was bad and my breast | ooked odd. o
(Questionnaire participant 7)

i Wh ethey told me | had breast cancer the sexual side of our relationship took the back
burner During the chemo | felt crap sick tired and washed out All | could think about was
gettingt hrough the drug cycles and for it all t o
(Interview participant 4)

In addition, several of the women spoke about pushing their partners away if they believed
that their partner was wanting to be intimate with them. It is not uncommon for people to

mi sinterpret their partneroés behaviour, often

be seen later when discussing the partners experiences this misinterpretation led some of the
partners to feel rejected and hurt, as sexual intimacy was the last thing on their minds whilst
the person they loved was experiencing such a dreadful time. It is well known within
psychosexual and relationship literature (especially from an objects relation perspective) that
people often find it difficult to express their intimate and loving feelings towards a partner in
any other way than through being fully sexual with them (Daines & Perrott, 2000). It was,
therefore not surprising that both the women and their partners experienced difficulties in this

area through their cancer experiences, as

whilst the partner would feel hurt and vulnerable when theywere 6 r ej ect edé by

fFor a while we stopped having any intimate (sexual contact) - whilst all the treatment was

get better, to get through the dreadful treatment (I was sore from the operation and felt so
sick with the chemo. I j ust tenakinh tbmedwith ryaparénerc &
would freeze if | even thought she was wanting to be intimate. | pushed her away a lot - we
werenormallyt actile (even i f we didndt have sex),
guess it was hurtful for her, but | didn't <ca
(Questionnaire participant 10)

happening - | really didnét feel I had the energy g

However, some of the women felt that a wedge had been driven between them and their

t

he
t hei

partner, with no physical none O0instrumental 6

or holding being given. These women missed the closeness that these would normally bring,

|l eaving them f eel i ngelingatbwardsaheir parner and lartelp within theh e i r
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relationship. It is sad to see this dynamic being played out between couples at a time when

both are feeling scared, vulnerable and in need of loving.

fi would have liked some intimacy but not the usual full on sex. My partner did not seem as
interested in any intimacy and this really hu
(Questionnaire participant 3)

So, whilst sexual intimacy was very much o6off th

phase for most it was something which they and their partners found to be more important

again once the treatment /s had finished. For these women the sexual side of their relationship

was something which returned gradually, as

again. As would be expected the resumption of sexual contact was something which took time

and was taken slowly, often with a degree of hesitancy, allowing both of the women in the

t hey

relationship to re find their role withiméthe r

and 6carerd6 dynamic back to a more adul t,

fi éand then it sort of gradually came back afterr A bi g step actuallyé..
hesitations and takingitsl owl y r eal | y ¢ jbeisagintimaté yogknow notsabvays
going for orgasms and stuff.o

(Interview participant 3)

A number of the women experienced huge alteration in their sexual relationship with their
partners in several ways. Some found that they had to genegotiatebthe nature of the sexual
relationship finding that they needed to be in control of any sexual intimacy with their partners.
It appeared that most of these women were struggling with a reduction or loss of sexual desire

possibly as a result from their continued treatment with Tamoxifen, whilst for others it was in

relation to their altered body i magssmeawrdenc hange

said that they had never been able to resume their pre cancer sexual or intimate relationship
with their partners, leaving them feeling angry and frustrated. Fortunately most of these

women reported that their relationships were strong enough to adapt to these changes.

fiwe didn't really try to over comeny lodseof desire hnd ¢
willingness to be touchy, feely. Eventually once the treatment finished and | started to get
more energy back we started to get back our more intimate times - but always on my terms -

I dondét know how she felt about this, but she
(Questionnaire participant 10)

filhad no sexual feelingsé.although we had al

overcome any problem, this time it hasnét seg¢
to no physical contact,.0othat we just dondt bo

(Questionnaire participant 9)

equal

As stated previously some women found they <coul

with their partners during their treatment. However, those women for whom this intimacy had
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been possible found that it not only added to the closeness of their relationship during their
treatment but it also proved to be beneficial when becoming more sexual with their partners

in the post treatment or survivorship phase.

i Wehave always been very tactile with each other and this has continued to be the case
through my cancer experience - we still touched and hugged a lot. Indeed we probable did
more hugging and holding than before - we both needed the comfort we could give each other.
The times when things were tough were different for both of us, so we needed different things
from each other at different times. When my treatment all finished and things started to get
back to some sense of normal (although this was a different normal than before) we got back
together - slowly at first, just gentle touching, massagingetc.and ont o sex pr
(Questionnaire participant 11)

Clearly the womends experiences of t heir
sexuality, sexual contact and intimacy, both throughout the treatment and survivorship
phases. The next area which the women highlighted the effects of their illness on their

relationships with their partners.
Impact/ ef fect on the womenédés relationships

All of the women expressed the ways in which their cancer experience had caused alterations
in their relationship with their partner, in both negative and positive ways. The overriding issue
identified was the change in the relationship dynamics, with all the relationship norms being
6t hrown into the airé6é including the roles

said that they found the changes in roles they experienced as being very distressing. They did
not like the sense of being dependent on anyone, including their partner. What they saw as a
previously equal relationship became unequal, causing many shifts and changes within the

relationship, both in terms of physical roles but also in terms of the emotional interplay.

fiXxx was just such a rock as well as some other people in our circle family and friends. But
she was, bore the brunt of the worry and the um | think the thingwebecause wedv

been equal and very 50/50 sharing stuffout i n our r.eblutamthéncshesbedampeta
carer and | became very vulner abl e é0lsok Jike maoviaen something
when one of you is a carer basically. One of you is very vulnerab

(Interview participant 3)

One of the issues the women identified was the change in roles from that of partner /lover into
cared for and carer. Whilst they acknowledged there was a need for their partner to take on
more of the practical household tasks and some of the other caring responsibilities they found

this difficult and furthermore found that these led at times to tension within their relationship.
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fiDuring my illness my partner took on most of the household type tasks i we had lots of help

from our friends 7 who were great wecoul dnét have done it with
partner was working full time). It was hard for me, because | wanted things and how we were
together to be the same, but it wasnbét possib

(Questionnaire participant 8)

fiwhen | was having my treatment we carried on as much as normal as possible. But that
wasn't easy, so my partner ended up doing most of the household jobs etc. | was still able to
do the joint finances bits. A lot of the time during treatment | felt really quite ill, so my partner
took on the 'carers' role more - which caused her a lot of extra work - which was difficult as
she was still trying to work full time. She didn't say much, but | could tell from her non-v e r b ¢
that she was tired and at times pissed off (notwithme,but at the situati g
(Questionnaire participant 10)

A number of the women highlighted the importance of trying to maintain good couple
communication with their partners, to be able to talk about their concerns and also the day to

dayénor mal 6 ,d9 ftehaisrsuielsl ness didnét take place wi

fiBut what was good waswe kept tal ki ng waslsartoofitgapped ih tha and um
that our conversations was sort of dried up in a way at times. And that was very painful, |
found that painful éo

(Interview participant 3)

fiwe talked things through, made more time for each other, took time out with each other and
tried have always to keep our communication going over the years together, have worked
through difficultper i ods . 0

(Interview participant 4)

Interestingly, interview participant 3 above and her partner had used their mutual interest and
use of writing as a means of breaching the silences which occurred. It also allowed them to
broach the difficult topics such as their fears about losing each other that they had been

avoiding.

It needs to be recognised however that some couples, in normal circumstances find it difficult
to discuss things with their partners and be able to negotiate around their relationships. So
add to this the burden of the womenbés illness ar
of the couples really struggled to maintain a solid relationship. In some instances, help with
the problems they encountered and their relationship problems was sought and the issues
resolved. Whilst for others the strain of their illness and treatments became too much for their
relationship to overcome and unfortunately this led to the breakdown of the relationship and

separation.
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fiwe tried by ourselves at first, but things got a bit rocky so we went to see a counsellor - who
was great. A lot of the problems we had were really little to do with the cancer etc - they were
things we needed to sortoutand may be woul dn 6 tothérwised thidkoweenay have
split up if we hadn't had help. o

(Questionnaire participant 8)

AMy body changed radically from a healthy per
swimming to one which was unrecognizable. | became almost lame, temporarily, with
chemotherapy. | was angry at the radical change in my life but also with my partner who was
unable to cope with the demands it made on her. | think that she needed more support than |
did in some waysé.We had been |living togethe
and planning to buy ahouse together. Unfortunately either of us coped well with the aftermath
ofbreast cancer and we separated within two Vyse€g
(Questionnaire participant 3)

On the more positive side a number of the women discussed how their cancer experience had

brought them closer to their partners and that their relationship was now stronger and more

resilient than previously. In addition, the women also articulated the importance of the need

for the partners to be given support as they f el
by both the NHS and other care and support providers.

iwWwedve always had strong relationship, but no
and deeper | evel of intimacy. o

fi think xxx needed more support in some ways than me. I tend to just get on with things and
do things to distract myself. But she needs to everything possible to plan and cope, she
phoned the helplines a few times but | know s
her, and she felt quite frustrated. Sheds bit
(Interview participant 4)

The women found that their illness and treatments had really challenged their relationship in
many ways. At times the experience improved their relationships, whilst at others it proved
detrimental. All of the women experienced changes in their relationship dynamics, even on a
demporaryd basi s, dur i ng t,theyahbdrte meregotiaté dhdin relatiamshia | |y

roles after completion of treatment.

The roller coaster ride of cancer

Not surprisingly many of the women described how from the time of their diagnosis cancer
having taken over their lives. They identified several issues which are seen to contribute to a
roller coaster effect. Firstly, was the anger they felt at having cancer and a desire to return to
their life before cancer. Coupled with this was fear for the future and a fear of dying and leaving
behind the peopletheycare d about . | n a theless sf theirnemously healthyy 6
self. Additionally, the women felt they were not in control of their situation and this added to

their anger and frustrations. They felt that the cancer, treatments and hospital staff and
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appointments were now in control and that they were now passive individuals to whom things
happened. Much has been written about the dédneedb to
throughout the cancer experience, with the belief that this will improve the outcomes for the
person with cancer. However, trying to do this was something that some of the women

expressed as part of their roller coaster of feelings.

ill onged for my pre cancer | ife, Il onging for
(Interview participant 3)
il felt shocked &athacarcerwasmdtsamethihgrl bdd any control over. All

of the hospital appointments and treatment left me feeling even less in charge of my body -
people /strangers were doing so many personal things to me and my body 1 it didn't feel like
it was me anymore.o

(Questionnaire participant 8)

il 6m a womanolmslgowed my family and my partner - | am strong. | will survive this
sickness.0
(Questionnaire participant 2)

Some of the women talked about how their concerns had been dismissed by health care
professionals and that they were made to feel that they should be grateful for having their lives
saved and not be c odn ctelrsuack@stha mpagtton them bodyoimage,

sexuality and sexual life.

i .Buti t@®e®uébarle ve s olaufgh,.so WwiHat are you looking at. But actually it, that
matters how | feel about myself. Which then impacts on well do | feel about ever being physical
with somebodyo

(Interview participant 2)

AfiHe was very dismissive and made me feel I wiy
about to performalifesavi ng operati on. I't was embarrassi
(Questionnaire participant 5)

Fear of homophobia: relationships and interactions with healthcare professionals
including sexuality not discussed by healthcare professionals

The i mpact of cancer on the womendés sexuality, s
their cancer experiences was immense and often devastating. In these circumstances the role

of the health care professional is crucial to how the women feel and cope.

One of the main concerns the women expressed about their dealings with healthcare
professionals was their fear of a homophobic response from the staff. This included
anticipating issues with staff concerning the involvement of their partners in consultations,
decision making and care. They reported experiencing s 0 me hesitation abou

themselves to staff, which, given the history of homosexuality in the UK (outlined previously),
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is hardly surprising. It was very heartening to find that on the whole these anxieties and fears

were unfounded, with staff being respectful, non - judgemental and inclusive.

firhe nurses etc. were really very good with us and gave us lots of information about how the
treatments might affectour r el ati onship and sexually. We
good with this, but all the way through they treated us like any other couple - it was good to
see that our fears of meeting any hostility and having to do 'battle’ with them were unfounded.

| think it helped because we could say we were married - it might have been different a few
years ago. 0

(Questionnaire participant 11)

fiHad r eal &argoveralpdidn'ticreally have any ' gay' problems, they were on the whole
great including us both. Just a few nurse and one doctor who were clearly uncomfortable -
but good generally.o

(Questionnaire participant 7)

Unfortunately there were exceptions, with some women having negative with their health care

professionals.

ife staff at the hospital didnoét give us any
comfortable talking about 7 they were only just OK about my partner being with me for
appointments, you could see that they weren't comfortable with us being a couple. We don't
live in a big city, folks around where we live are rather old fashioned and less accepting of
any type of difference-whet her that i s sexual orientati on
(Questionnaire participant 10)

This experience appears to reflect the findings from both the expert panel /s (Chapters Four
and Eight) and the first focus group of specialist cancer nurses (Chapter Seven).There are
staff who do not feel comfortable discussing sexuality and relationships generally and with
LGBT patients. The experi ences of patients is a case of
by practitioners. It also highlights the impact of the background and life experiences of the
healthcare professional can have on the patient - practitioner relationship. This has to be a
cause for concern as there are readily available practical packages such as PLISSIT (Anon,
1971), PLEASURE (Schain, 1988), BETTER (Mick, Hughes & Cohen, 2004) and DIRECT
(Cawthorn, 2009), to help professionals be more at ease and to be able to facilitate
discussions with patients. It would seem from this study that they were either unaware of these
or had not seen the need to undertake specialist training to help them provide care in all

aspects of the patient and familyés |ives.

In addition, there were some women who perhaps due to their previous encounters with health
care professionals did not feel comfortable disclosing about their relationship and were
distrustful of healthcare professionals. This was sad to see, especially as some of these
women reported having experienced problems in adjusting to their cancer altered lives and

would perhaps have benefitted from some focussed interventions.
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iNo wwegrewupinati me when being a dyke wasndét a

history of mental health problems (severe depression) as a result of her parents sending her

to a ment al institution to get 'corrected'. S
(Questionnaire participant 9)

Some of the women described how they had experienced the issue of assumed

heterosexuality in their care journey. This was most often in relation to their pre chemotherapy
assessment,t he oOti ck | i st 6 Cfertjipsediencwherdthe pateatigldor fatlge t o
wishes for children were bypassed when the women said they were in a same sex relationship.

fi éthere were assumptions made about egg collection, when | said | was gay it was like OK
onto the next question.o
(Interview participant 4)

For this participant, this had felt dismissive, her sexuality was not worthy of discussion, and
this in turn was a rejection and negation of her and her partner as women. This is not
acceptable, at a time of great vulnerability they needed to feel secure and supported. It is hard
to see how after this type of response, they could find the courage to raise deeply personal

and intimate concerns.
Support groups and helplines

In the light of the above fear of homophobia the role of support groups, a concern raised by

the women was the heterosexual focus of the cancer support groups or helpline help they had

attended or accessed. In their experience the groups they had attended had not been 6 gya
friendl yrésultwhatttth et weo men di d not find bebpermand o be 0

fully discuss their concerns and worries.

fi .it.is where I really noticedthei nvi si bility of being gay and
there were all grannies they were all absolutely heterosexual and married and grand and
families and | just thought | felt | stuck out like a sore thumb and then the psychologists are
all young Asian girls they know their little tricks, but i t their but again it felt both, both it
just felt like we are a mile apart it was alrighté .i t icsedibly heterosexual i t forsyeah know
i tdlseryfeminisedi t d@lsbout makeup,i t &labout particular type of what you wear and
whatevero

(Interview participant 2)

The experiences of these women appeared to echo those of other lesbian, bisexual and
transgendered women in the scoping exercise undertaken recently by the Macmillan Cancer
Support Care LGBT taskforce (Macmillan Cancer Support, 2016). In addition, it also appeared
that some participants would have found talking about more personal, intimate issues with
someone who was from the LGBT community. This also fits with the findings from the scoping

exercise previously mentioned.
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fi Iwould have been good to have had someone gay to talk to about our intimate problems
though-even on one of the helplines. o
(Questionnaire participant 7)

They had tried to contact specialist support services, but as with the hospital services they
had not received the help they were seeking. They had been offered generic support but this
had been superficial and they had not felt able to raise intimacy and /or sexuality with someone

who they had feltwas 6 u n i n t eThieexhoeddhé experiences of other women.

iThe whol e abdbuit hugbandarsd two kidsé b ut hgdaaibe a traditional couple
whereheworkedandshestayed at homeé t he evew maxrt omansordatt
mind couples like us ...0

(Interview partner 1)

The absence of specific support also disadvantages non-traditional couples both heterosexual
and those from the LGBT community. This situation has to be addressed if equity and informed
choice are to be key components of care services, and for this to occur, the starting has to be
education and training. This needs to encompass the patient and their partners /family
because, as with the survivors, the analysis from the partner interviews and questionnaires
produced a wealth of information which in areas such as this overlapped. It is important to
recognise that the potential lack of support provided for the patient and partner because of
their ¢ 0 u p kexualsorientation is likely to worsen as they move forward from diagnosis
through the treatment phase. Therefore a good understanding of thep a r t expariénses as
distinct from that of the patient was seen as essential for the health care professionals

providing care.

Findings: The Womeno0s ande®@rieserted | Bhe PantgersHe ar d

The analysis of the partner interviews and online responses was undertaken following the
same steps as those undertaken for the survivors, extracts of the process are presented as

Tables (24) and (25) below with the resulting themes presented in Table (26)
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Codeand code descriptor

Original transcript/online response

Reflective initial comments

7 (@) Carergole = no time for self

7 (b) Carers role = not able to see partnel

as sexual.

(QP1) pl para 3
(QP3) p3 para 1
(QP4) p2 para 2
IP 1 and2

Partnersexperiencing doss ofself &
sexual closeness

8. Guilty feelings when thinking about ow

needs. Partnis needs paramount

(QP1) pl para3
(QP 40 p2 para 2

t I NI isS ofBeif & own needs as
important. Partner vulnerability

IP1
9. Change in relationship dynamics, powg (QP 1) p2 para 1 Same as heterosexual literature,
within the relationship bothIP 1 &2 commonly foundcchanges in

relationship dynamics the original
WNBfFOAZ2YyaKALl FAG

13.{0FFTF RARyYQI

YI 19

(QP1) p2 para 4

The 2 elements this and below are
linkedgl / t Q& ySSR (2
when dealing anduilding
trust/confidence of patents.

25. Loss of selfidentity (became just the
partner of the cancer patient & carer)

(QP4) p2 para2

t I NI WS ofbek

24. Recognisethe importance of being

sexually intimate a¥’t A Yif§ @S R 2.3

(QP4) p2 para 1
both IP 1 and2

Cancer challenging the couples belief
in being together forever, more
important to express feelings for each
other through sex.

Importance of sexual intimacy toake
people feel human & aliveirfk to
previous literature)
Changed/sharpened focus on what is
important in life

Plus look at the Patient questionnaire

25. Los®f self- identity (became just the
partner of the cancer patient & carer)

(QP4) p2 para2

t I NI WS oiBek

Table (24): Extract of initial unit coding 7 Partner interviews and online responses.
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Code/code
descriptor

Original
online response

transcript/

Reflective initial comments

Emergent theme

needs. Partners needs
paramount.

IP land 2

Carers role = no time (QP1) pl para3 Partnersexperiencing a loss of self an{ Losss multiple types
for self (QP3) p3 para 1 sexual closeness

Carers role = not able t¢ (QP4) p2 para 2

seepartner as sexual. | IP1and 2

Guilty feelings when (QP1) pl para 3 Partners experiencindoss of self &

thinking about own (QP40 p2 para 2 own needs as importanPartner Loss; multiple types

vulnerability.

Change in relationship
dynamics, power within
the relationship.

(QP 1) p2 para 1
both IP 1 and 2

Same as heterosexudiature,
commonly found changes in
relationship dynamics the original
WNBfIFdA2yaKAL TAQG

Change in relationship dynamics, power
within the relationship. Importance of
couple communication

{0FFF RARY(
feel safe.

(QP1) p2 para 4

The two elementg this and below are
linked¢l / t Qa ySSR {2
when dealing and building
trust/confidence of patents.

I /tQa tF01 2N R2yQ
relationship buildings skills

History of past abuse =
difficulty trusting

I /tQa 2NF QR2Yy Qi
relationship buildings skills

dza

Recognised the
importance of being
sexually intimate as

WE AYAGSR A

(QP4) p2 para 1
both IP 1 and 2

Cancer challenging the couples belief
in being together forever, more
important to express feelings for each
other through sex.

Importance of sexual intimacy fake
people feel human & aliv@link to
previous literature)

Changed sharpened focus on what is
important in life

Plus look at the Patient questionnaires

Change inelationship dynamics, power
within the relationship. Importance of
couple communication

Table (25): Extract from searching for connections across emergent themes i Partner
Interviews and online responses.

Overall, five main themes were generated and these have been identified in Table (26) below

each of these themes will be explored in the following section.

Loss - multiple types.

Changes - multiple types - relationship roles, dynamics, couple communication and views
on life. Importance of couple communication.

Fear of homophob H@Ps bpgnnddsI® Sexual ariemtation.

HCP6s | ack or dondt use therapeutic rela

Lack of LGBT specific information and cancer support organisations failing to recognise
the needs of diverse relationships.

Table (26) Partner interview and online responses: themes.

Loss - multiple types
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One of the major issues identified by the lesbhian partners was that of loss. For these women
loss took a multitude of forms. Firstly, many of the women had a fear of losing their loved one

and this took major priority in their lives at that time, certainly over any need to be sexual.

fi tame close to losing the person | love, they are so important to me. This took priority over

everything else. t mademere-eval uat e what was i mportant. o
(Interview partner 1)
Afidondét want to think about Ilife without her!o

(Questionnaire participant 3) - the couple had been together for over 45 years

Another issue identified by some of the women was that they felt that the cancer and
treatments had changed everything in their relationship, with them feeling less close to their
partner than before the couplebdbs experience of

resentful of the changes in the relationship and the situation.

fHer illness has changed everything, we were and still are close, but i t osthe same as all
our previous years togetherééwhich | canét he
think I would cope better. 0

(Questionnaire participant 3)

Not surprisingly, like the survivors the partners identified the loss of sexual closeness in their
cancer experience. They had missed full sexual contact in the treatment phase, watching as
their partner experienced sickness, tiredness and the ongoing effects of cancer which was

very stressful.

fives, when she was having the cancer treated we didn't have any sex, it would have not been
possible. We didn't have much intimacy generally, bothtootiredandst r essed out
(Questionnaire participant 2)

An additional issue for parthnerswas t he i mpact of wundertaking the

this had on the couplebs sexual i nti macy.

For most of the partners this was felt only in the short term, although one of the women

reported that it continued to affect the way in which she saw her partner.

il undertake a | ot of her physical <car e, [intimate
-l just see her now as an invalid who is dependent on me not as the sexual and sexy person
she used to be. o

(Questionnaire participant 3)

It is recognised that male partners of patients with life threatening or long term conditions often
find the transition xaaangafnt oreNVOchu®lfl)dandthatd tt ¢ ds
they sometimes struggle with the physical aspects of care. However, it has not been

recognised previously that the situation might be the same for women in lesbian relationships.
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It appears that this may be due to the expected gender roles, with women being seen as
6 n at uurtarindd Mowever, the women in this study clearly demonstrated that these gender
stereotypes are unhelpful and can lead to a lack of tailored care provision by health care

professionals - seeing all women as able to meet all aspects of their partners care needs.

Some of the women said that they had themselves at times suffered a sense of a loss of
identity, through becoming just the partner and carer. This was accompanied by a sense of
loneliness and at times, as the women below reported mixed thoughts and emotions about

the 6rightnessdéd of their feelings

fiJust becameddnlevergthimgdar her and little time for me. Felt guilty if | thought
about my needs as hers so much more. o
(Questionnaire participant 1)

AWith everyone, i n c ttatf bfeltn was hdn garteo-4 lpdt myadwn iglentity. At
times | felt angry about this - who was there for my needs? Of course | would then feel guilty
for thinking and feeling likethat ( | Aaimways good at beating myse
(Questionnaire participant 1)

The above demonstrates that there is a clear n
working with patients with cancer to recognise the care and support needs of their partners.
The challenge here may be one of funding and resourcing-e speci al ey wittrlket 6bed

clinical areas, the priority being rightly seen as the person with cancer.

Changes 1 multiple types - relationship roles, dynamics, couple communication and
views on life

The major change in the coupl e 0 siontogHe hdusetwld s hi p d
roles undertaken. Whereas these had previously been fairly equally split between the couple,

during the treatment phase not surprisingly these all fell to the partners. Whilsttheydi d nét mi nd
this alterations these did leave them feeling very tired. As previously identified by some of the

survivors the couples did have a lot of support from friends and families, especially with the
practical 6choresé including hel ping to take

appointments.

fi  was difficult at times especially during her treatment all the household stuff seemed to fall

to me I tried so hard to there for herinallwayst o do everyt hi ngadotawworkl
as well. Our friendsand my partner 6s f ami lhglpedvsomrmechgThey aven deth
up a hospital appointments and cooking rota.o

(Interview participant 2)

As would be expected during such difficult times partners also reported some communication

problems. Several of them talked about how they had found themselves arguing and in conflict
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with their partner, something which was unusual for them, this had left them feeling hurt and
vulnerabl e, and at t i mes#iuation. Perhgph dsa resuld df refegtedt he al t
disagreements, some of the partners reported avoiding difficult conversations, not feeling able
to share or talk about their worries - especially in relation to their fear about potentially losing
their loved one. They were afraid of upsetting their partner, but as the interviews revealed their
partner was doing the same thing, this led to a collusion of silence and an increasing distance
between the couple. Other partners, whilst they found talking difficult they were able to do so,

which helped keep their relationshiponan® ven .keel 6

i and also we found t al ki n diffeddtoAn timeswheartgued andicth
was new to us. It was hard.o

(Questionnaire participant 1)

iwhen she was having the teethihgs god aldt tenge e aet'bickened'
more than usual - | think we both felt the strain of it all. We are lucky that we have always been
able to talk about how we feel - although sometimes we have to really work at this

as we both clam up. But on the wholewewereandar e abl e to tal k.o
(Questionnaire participant 4)

For some partners the power dynamic within the relationship changed, especially during the

treat ment phase. With the 6l ocus of power 6 shift
partner, dependent upon what was happening at the time and the individuals own emotional

state. As with the survivors, the partners talked about having to seek for a new equality within

the relationship both in the short and long term.

ALIi ke | claagedl We ah&dd an equal relationship o6til
how it was. o0
(Questionnaire participant 1)

i xxx has always been the bossy one in our re
lot. She became vulnerable and rather dependent, whic h s he di dn 6tb takeiok &
more active role - which suited me. Now she is better we are having to learn a new way of
being together éo

(Interview participant 1)

The partners also found that more open communication, plenty of talking and taking things
slowly together, helped them get their &exual intimacy back on track @fter the treatment phase
had been completed. Some of the women had worried about physically hurting their partner,
so were hesitant, but if they had been able to talk about it they had been able to overcome the
difficulty.

i We have al ways t hougamndHuggy withveach gthet anduthisrdidn't / hasn't
altered. | was at times a bit hesitant to give my partner a hug - in case | hurt her, but | learnt
to'ask'ifitwasOKand she | earnt to | et me know if shg
(Questionnaire participant 4)
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The woman above went on to say:

fiActually since all thédewe haves lzeenmmeonet sexhadh s from imy ipat

because | realised how important this type of intimacy isformeandus, and mayb¢q
be around forever (as we once thought)-s o maki ng the most of the
(Questionnaire participant 4)

This highlights how having gone through a cancer experience does not always have a negative
effectont he coupl eds sexual r e,lasithis coupls didifipd.newl wayd
of &édbei ngd s exuadnknhanteavhaetheh leave togethbri ¢ h

The women described how the experience had brought them closer to their partner, and as
with the participant above it had shown them the importance of creating time for each other
and had made them reassess what was important in their lives. A reflection of experiences of
other couples when their relationship is challenged by any serious life even (Goodhart &
Atkins, 2012). It is seen as essential for professionals to understand the adaptation process

and to give appropriate individualised support.

Fear of homophobia

As with the survivors, the partners experiences with health care practitioners was varied.
Whilst most of the women feared that they would encounter homophobia from the staff, this
did not prove to be the case for most of the partners.

AThe staff were really good and | think if w
helpful I know that my partner found the staff very helpful through the whole experience and
was able to talk to them when she neetdeothertthem
andwe were always treated as a couple. 0
(Questionnaire participant 4)

i Thcear e we had all the way through was excell

you know about the gay thing. Our GP especially was great, she offered good support to both

myself and xxx, however, there were a couple of staff at the xxx hospital who were clearly not

happy about our relationship. One of them, de
about her diagnosis before we had chancetotalktoher . | was really an
(Interview participant 1)

The experience outlined by interview participant 1 clearly demonstrated a total negation of her
role by the health care staff with potential damage being done to her relationship with her
p ar t maughtersin the longer term. As relationships with children from previous marriages
or relationships are known to be sometimes difficult within same sex relationships (Berzon,
1997), this demonstrated a lack of awareness of the potential family dynamics by the health

care staff concerned.
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In the light of this it was not surprising that some of the partners who had either previously
experienced homophobia from health care professionalsor wer e t oo fearf ul t
themselves to staff. It was sad to that they closed themselves off from potentially being offered

and given appropriate support by the health care practitioners.

fi €-butlam scared to be open with them as | have had very bad experiences in my past with
health care workersandthei r homophobic attitudes. 0
(Questionnaire participant 3)

Given the history of homosexuality in the UK, it is not surprising that some lesbian women are
concerned about the response of health care practitioners. The participant above had also
identified that she had been subjected to conversion therapy in her youth, which would explain

her reluctance to seek help from healthcare professionals.

One of the women stated that she and her partner had experienced sexual problems following
her treatment for cervical cancer. However they had not felt able to discuss their problems
with the staff, who had given her partner some vaginal dilators (post radiotherapy), with no

information about what they were for or how to use them.

fNo, didn't talk to them, they didn't seem interested in that sort of things. Yeah, they gave her
some dilators but not why and how to usethem,di dndét ask about whetHh

need / have fanny sexorn ot . Didn't f eaubewa wéren't tealy apsenkaboutéour
relationshipandt hey never bothered to checké. .Ilt wo
been more open, but the staff didn't make us feel safe - and you know, we both have abusive
pasts so trusting is difficult anyway. o

(Questionnaire participant 1)

In addition to the lack of instruction, it was clear that because of their past experiences these
women would need to feel safe with the staff before discussing any issues or problems. This
clearly illustrates the impact of past experiences have on patient - practitioner relationships.
This demonstrates the clear need for health care practitioners to have an awareness of the
impact that the previous life experiences of lesbian women can have on those with whom they

need to develop a therapeutic relationship.

Linked to these areas, the women also identified that despite determined searching they had
been unable to find appropriate lesbian specific information available either via the NHS or
cancer support organisation. As mentioned previously (page 101) they had contacted the
cancer support organisations, and were keen to express how they had felt when they found

them failing to recognise the needs of diverse relationships.

fi | éhmtype of person who needs to get information and understanding of a situation to feel
able to control and cope with difficulties. So, for me it would have been useful if, when |
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contacted the xxx helpline they had been able to recognise and have knowledge about LGBT
relationships. They didnét so | was |l eft feel
thetimeandt hey really didndédt help. o

(Interview partner 1)

Again the distressing experiences of these partners appeared to echo those of other lesbian,
bisexual and transgendered women in the scoping exercise undertaken recently by the
Macmillan Cancer Support LGBT taskforce (2016).

Health care practitioners and the therapeutic relationship

A

Issues regardingt he womends experiences wiasohneedmdé t h car
reviewed. The partners reported the need for the practitioners to have both a better /wider
understanding of the diversity of the patients they are caring for and better communication /

interpersonal skills. As with the survivors, they found that the staff were technically and

clinically competent, but often lacked the human skills needed to make them feel comfortable

and part of the care partnership.

i Technil calolufaudtwhém, they were excellent. But | /we were made to feel like a little
cog in a big wheel, a bit like being on a conveyor belt. Most of the nurses were pleasant
enough, but they lacked the gentle, human touch that | know myself and xxx needed i
especial 'y when things got tough. 0

(Interview partner 2)

The partner above identified two points worthy of consideration. Firstly, is the anonymity
experienced, with feelings of besystengWHhisbinisstrueof many
that the number of patients being seen by the NHS cancer services is large, there should be

no reason for patients and significant others feeling that they, as individuals @id notma t ttoe r 6

those caring for them, that they were justérmeof many é. The codes of pract
and nursing staff (GMC, 2013, NMC, 2015) make it explicit that practitioners are required to

view and treat each person as an individual, with unique needs. Hence offering appropriate

levels of time and addressing the patients individuality is seen as of central importance.

Secondl vy, i s the i ssue vidwed astheassafkdemohstratilgea latku man t ¢
of kindness and compassion, a serious concern as patients have identified compassion as the
most fundamental aspect of nursing care (Patients Association, 2011, Jackson & Irwin, 2011).
Furthermore, whilst the women in this study represent a small sample, the lack of kindness
and compassion in care is seen as significant and an indicator of a systemic failing within our

healthcare service. Thus, reflecting the findings of the Mid-St af f or df or dshire OFr
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(2010), where a lack of kindness and compassion was one of the major failings in care
identified.

Discussion and Summarising Of The Findings From This Phase Of The
Journey With Implications For Practice And Education

In the introduction to and rationale for the study it was stated that there was an extensive
evidence base regarding the impact of cancer and treatments on the sexuality, sexual health
and relationships of heterosexual women who experience cancer. Whilst the corresponding
evidence base regarding lesbian and bisexual women was extremely sparse, and in terms of
the experiences of lesbian and bisexual women in the UK appeared to be absent. In discussing
the findings from the exploration with the leshian women and partners, areas of convergence
with and divergence from their heterosexual counterparts will be identified. In addition, as this
study also incorporated the potenti al i mpact of
experiences of healthcare provision in terms of the impact of cancer and treatments on their
sexuality, sexual health and relationships these will also be discussed, the implication for

practice being identified.

Convergent experiences with heterosexual people affected by cancer
(survivors)

As with their heterosexual counterparts the women experienced an impact on their sexuality

and sexual health (including psychosexual health) in a number of ways. The negative impact

on the womends body i mage, feelings of attract.|
resulting from surgery, chemotherapy and adjunctive therapies. Numerous studies
demonstrated this negative impact on heterosexual women, commonly in relation to treatment

for breast cancer (Fobair & Stewart et al, 2006, Emillee, Uusher & Perz, 2010, Bakht & Najafi,

2010). Similar to the experiences of heterosexual women the women in this study identified

the importance of their partnerds response to t
partners were positive and supportive experienced better psychological adjustment than those

whose partners were less positive or supportive. In addition, some of the women said that they

felt dirty and unattractive and couldndét under st
intimate with them. This was especially experienced by the women who had undergone stoma

surgery, again reflecting the feelings and anxieties expressed by the heterosexual women (De

Silva, Hull & Roberts, 2008, Mcintosh, Pardoe & Brown, 2013, Milbury & Cohen et al, 2013).

The effects of the treatment induced menopause were also identified, with the women
experiencing vaginal dryness and dyspareunia. This was coupled with altered body sensations

and sexual feelings, leading to difficulties with sexual arousal, as with those in the
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heterosexual literature (Fobair & Stewart et al, 2006, Emillee, Uusher & Perz, 2010, Sadovsky
& Bassonetal,2010). These changes had |l ed the women and t
waysobd of being sexual together, in some instanc
and improving their sexual intimacy. Viewed as a positive consequence of their cancer

experience.

Where the women were not in a relationship they identified their fears and reluctance to either

seek or enter into a new relationship. As with heterosexual women, these women found they

were unwilling to expose themselves to potential rejection when they were already feeling

emotionally vulnerable (De Vocht, 2011). With so much focus being placed on the impact upon

the coupled relationship, in practice this is an area that women often wish to explore especially

in terms of whepattndred |t matf utthueye have had can
themselves emotionall y6 fThioimceraimly anraedq wocthyioon and
exploration by any practitioner working with these vulnerable women in terms of useful

strategies forthe patent s t o have in their own emotional and

Sexuality (including sexual orientation) and sexual intimacy were not seen as important /a

priority at the time of diagnosis and during the active treatment phase. Like their heterosexual

counter parts, the women identified the f,together was pr
with the endless round of hospital appointments, tests and treatment sessions. Sexual

inti macy not being 6éon the agenda degithens(Fdbair t he si
& Stewart et al, 2006, Emillee, Uusher & Perz, 2010, De Vocht, 2011). The heterosexual

literature has shown that there are clear differences between men and women around the role

of sex within their intimate relationships. With men said to express their love and intimate

feelings through sex, whilst women can show these emotions through other non-sexual

means, hence the O6meaning of sex06 i(Rolanchio®d, t o be
Carlson et al, 2000). One would thereforeexpe ct t hat within | esbian rel a
of sex 06 woul rdoddiirg the iddntified feenae model. However,t hi s wasnot fo
to be the case in this study, with the women saying that they pushed their partners away if

they thought that they wanted sex.

Women within both the heterosexual literature and this study said that they either gradually
resumed sexual activity with their partner s, s
unfortunately, never resuming their sexual relationship at all. It has previously been shown,
that for some people illness and treatment can legitimise their wish to cease sexual activity
with their partner (Wig, 1973, Shah & Stein et al, 2009), it is suggested that this may also be

the case for some of the women in this study. It is also suggested that this legitimisation needs
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to be taken into account when working with a couple who are experiencing sexual distress as

a result of their cancer experience.

Surprisingly given the expected differences in relationship dynamics anticipated within a same
sex female relationship in terms of the relationship experiences, the majority of the
experiences of the women in this study reflected those previously identified in the heterosexual
studies (Holmberg et al, 2001, Fitch & Allard, 2007, Kadmon & Ganz et al, 2008, Kinsinger,
Laureneau et al, 2011). Not surprisingly, the cancer diagnosis and treatments had led to the
usual roles within the relationship being thrown into disarray, with the partner and friends
taking on additional roles and responsibilities. Leaving the women feeling distressed by the
changes and increased dependence on others, impacting negatively on their self-esteem and
self-image. In addition, more frequent relationship talk led to less relationship distress and
better relationship and general adjustment over time. With the couples who were able to talk
together about their concerns and feelings being better placed to come through the cancer
experience with a strong or stronger relationship seen as a positive effect of cancer (Manne &

Badr, 2008, Kinsinger, Laureneau et al, 2011).

Several studies have previously identified that how a couple deal with cancer is partly
influenced by their coping styles and roles within the relationship prior to the diagnosis
(Wei j mar Schultz, 1992, Sormonti & Kayser,

that established relationships are less vulnerable to distress and breakdown than less stable
or newer relationships. This was also found to be the case for the relationships of the women
in this study. Furthermore in keeping with the findings (Holmberg et al, 2001, Kinsinger &
Laurenceau et al, 2011) the experiences of having cancer exacerbated existing problems and
unsatisfactory relationships leading some women to end their relationships, whilst for others
the stress of dealing with cancer and treatments placed too much pressure on the partner,

who chose to end the relationship.

Much emphasis has been placed in the information given to patients and the prevailing culture
within cancer care and the cancer experience on the need for positive thinking and adopting
a 0 b aposition (8uljkd2012). This was certainly an issue identified by the women in this
study, especially in terms of how they wished to be viewed by the friends and families.
However, sever al women s @i d otr h & taretrhsaf ynouerangd
the 6l ossdéd of this person. At times ident
with feelings of low mood and /or depression, whilst at the same time feeling guilty for not
feeling positive and having the o6fighting
bluesd (Sulik, 2012).
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In terms of their experiences of the healthcare system the women in this study had a number
of shared experiences with their heterosexual counterparts. One of which was the feeling that
they were not in control of their situation and that hospital staff and appointments were now in
control, that they had become individuals to whom things happened (de Vocht, 2011, Goddhart
& Atkins, 2013). They identified feeling that they were part of a big machine or conveyor belt
and after treatment has been completed being ejected from the system, leaving them feeling
isolated and missing the professional support and patient comradery they had experienced
during their treatment phase (de Votch, 2011). These feelings and experiences have been
recogni sed wit hei nc otnneanbiedagriibe establishment of, many survivor
groups (Macmillan Cancer Support, 2016). However, the women in this study identified that
the heterosexual focus of these support groups was inhibiting, finding the groups to be
unsupportive. Additionally, the women identified that their concerns and problems related to
their sexuality and sexual health were not seen as important by healthcare practitioners (they
should be grateful just to be alive). Indeed the healthcare staff did not address these areas
with them at all, instead focussing only on the clinical aspects of treatment. This clearly reflects
the studies reviewed in the supporting information for this study and the findings from both the
expert panel and specialist cancer nurses elements of the study (to be discussed in Chapters

four, eight and nine).
Divergent experiences from heterosexual people affected by cancer (Survivors)

In terms of the impact on body image, some of the women expressed surprise that this was
an issue for them as leshian women as they had assumed that it would be less important
within a lesbian relationship. Indeed Boehmer et al (unpublished) and Fobair & Od1anlon et al
(2001) had found leshian women experienced less problems with their body image, being
more comfortable showing their bodies to other people than their heterosexual counterparts.
This perhaps reflects the changes in the views in society generally around the importance of
t he 0 per fBeltont Liobbén&btern, 2010). In addition it may also reflect the personal
vulnerability of the individual women in terms of their overall pre cancer attractiveness. Several

of the women identified the impact of their cancer on their self and sexual identity, with their

previous views of themselves as str ong O Amazoni and women bei

Furthermore, several identified changes in the way in which they viewed their place in the
world (either transiently or permanently), this had an impact on their overall adaption to being

a cancer survivor.

As identified previously, many of the women pushed away their partners due to fear of sexual
intimacy. However, these women also identified that as they had no physical (nhon - sexual)

contact with their partners they missed the closeness within their relationship and as a result
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felt lonely and isolated. Those couples who remained non - sexually intimate during the
treatment phase found it easier to become sexually intimate af t er war ds dur i
phase6 During this period however, some women expressed they needed to negotiate sexual
intimacy with their partner, they needed to take control this was especially evident where the

sexual desire of the women was effected by their cancer experience.

In terms of their relationships the main difference the women expressed was the change in
the power dynamic within their relationships, this becoming unequal and them struggling with
this alteration. In addition, they identified that they struggled to re-establish a more equal

relationship post treatmentandwi t hi n t he &ésurvivor period?d.

Convergent expemilketcersos alfegtadby ecerf IPar t)ner s

As with their heterosexual counterparts and the limited information regarding lesbians, the
partners of women in this study found thoughts of being sexual with their partners unimportant
and frivolous, especially at the time of diagnosis and during the treatment phase. In addition,
they also identified being frightened to touch their partner as they were worried they might hurt
them through inappropriate touch (Holmberg 2001, Pitceathly & McGuire, 2003, Fobair et al,
2001, Arena & Carver, 2007, Palm & Friedrichsen, 2008, De Vocht, 2011). The partners were
also far more worried that their partner could die, leaving them by themselves than thinking

about being sexually intimate.

In terms of couple communication, several of the issues /themes identified by the partners in
this study mirrored the findings from previous, heterosexual studies. This included, alterations
in communication styles leading to increased couple conflict and avoidance of having difficult
conversations. The changes in the relationship dyad /couple preventing them from being able
to mutually discuss their feelings about grief, loss, potential reoccurrence and potential death
led both partners feeling left alone with their fears (Ganz & Rowland et al, 1998, Sormanti &
Kayser, 2000, Holmberg, 2001, Pitceathly & McGuire, 2003, Arena & Carver,2007, Palm &
Friedrichsen, 2008, De Vocht, 2011, Goodhart & Atkins, 2011). As with the partners in De
Vocht 6s ( 2s0niebf)ithe wantmels in this study, reported the experiencet h at

were never t he senewhereaaathempdth fronh diagnosis through treatment
they had lost their soulmate and sexual partner. Indeed the partners had identified and

reported that there were continued alterations in their couple communication post treatment.

As aconsequence,i n order to Opr otobasdtdé aveidhcenilict overamdrn e r

issues, unfortunately, as they had not explained why they had changed their approach and
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way of communicating, this led to the couple having more substantial arguments as both
parties 6 bot t | ed u p 6Holmheegj 2001 eel i ngs (

Reflecting further on the findings from the previous literature, the partners in this study had
struggled alone (without professional emotional support), they had identified changes in
relationship roles, and found themselves unexpectedly becoming the carer and no longer the
lover (Palm & Friedrichsen, 2008, De Vocht, 2011). From the heterosexual studies, male
partners identified that they were able to provide instrumental support, but struggled to provide
the emotional /psychological support partners needed (Holmberg, 2001, Goodhart & Atkins,
2011, De Vocht, 2011). However, the partners in this study felt that they were able to give their
partners support on a more holistic basis, although this took a toll on them. Nevertheless, this
mirrors the lesbian womeni n F o @01) stdédg, who found that their partners were more
likely to be caring, loving, listen and be relied upon to help with daily tasks. It also illustrates
that for the partners this was to some extend a

treatment all-consuming and thus did not consider the impact it was having on their partner.
Di vergepeéer i encheest efrroosne x u affectgal eyocpnces ( Par t)ner s

Reflecting the experiences of the survivors, several of the women found that their cancer
experience had in the end, brought them as a couple closer together. They also identified that
where more open communication had been possible, this had led to them as a couple to be
able to re-gain their sexual intimacy and put themselves as a couple 6 back on track?©d
addition, not surprisingly, the partners also identified a fear of homophobia by health care staff,
although this not always been borne out in reality. They did however report finding a total lack
of LGBT specific information and support being available to them, they also stated that they
experienceda | ack of t he dhatuheyahad faumdpaohodmnraumicdtion skills
being displayed by the health care professionals. Un |l i ke t he women in Fobair
not all of the partners felt able to be relied upon to help with the daily care tasks, this challenges

the gender stereotypes regarding caring roles.

Implications for practice and education

The commonality of many of the experiences of the women with their heterosexual
counterparts has clear implications for practice education. As previously outlined and
discussed the healthcare practitioners do not feel confident and competent to undertake
addressing sexuality, sexual and relationship health with their patients. It is therefore seen as
essential that practice education is developed and provided to staff in order for this situation

to be rectified. This is seen as essential not only for lesbian women, but also for all individuals
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affected by cancer. In addition, the women in this study identified that the practitioners they

had encountered whil st cl imainc aloluyc hcéo nepxepteecrtte dl. a cl ki
also seen as crucial for th e 60softer skillsbé to be addressed
education.

Reflective research journal entry and reflexive comments:

Although areas of similarity with the heterosexual literature, prior to this study there was little

or no evidence as to whether this would be the case. This counts as new knowledge c/o

lesbian women, because based on the literature (repeatedly) studied and searched there
had been no such study as this before, certainly not in the UK looking at or exploring
the impact of cancer and its treatment on the relationship and especially partner

experiences. 6

dhe views, experiences and opinions of the expert panelwer e usef ul t o

pi ct ur éaorucialdouthe development of services for this group, that the whole picture
is included in service delivery and for that there needs to be a conceptual framework that
professionals can use to guide their practice as they work with these vulnerable women.
Forthepr of es si b a at h atkiskneeflsaabe @alistic and to recognise their skills,
expertise and gaps in competence. For this | needed to seek outCNS6s and ot
cancer /oncology staff and to explore with them how they saw their role and practice. |
wanted to take them with me on the journey - that way they would have some ownership

of what is developed and can feel ableto 6 b u t it@ n

Reflexive comments:
I As alesbian | had assumed that | had an insider position with the participants - that this

would facilitate ease of access to a community known to be difficult to reach. | was wrong
in this! | did not make my sexual orientation known to potential participants in the
recruitment /advertising information. | may therefore have been viewed by potential
participants as another heterosexual researcher wi shi ng to expl o
between them and heterosexual women - leaving them worrying about potential

pathologising of their relationships and experiences.

I Checked potential influence of own past in regards to the format and content of the
interviews, the website development and online questionnaire format and content with

my supervisors prior to both ethics application and implementation.
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Scrutiny and justification by /with the ethics committee.

Utilising my reflective dairyt hr oughout al | et e me a t sanalyfi
to check out any potential biasor 61 nt r us i o nodb aogfg angye dp.er s
During the analysis of the transcripts adopted the phenomenological principles to try to
ensure the voices of the participants were heard and represented (including 6 o u t |
experiences). As a lesbian | had to be careful not to try to speak for the research
participants who although also lesbians had different personal histories and experiences
from myself.

Reuvisited existing literature - both sexuality in healthcare in general and cancer specific,
to both inform the interview schedule and online questionnaire format, also returned to
during the analysis of the interview transcripts and questionnaires.

Discussed this analysis with my supervisors to check for any personal bias, seen as

especially important with these participants.

During the analysis of the interviews and questionnaires it had become clear that the women
had been seen by a variety of health care professionals - not always those in the more
senior positions. It is therefore important that | explore the experiences of more front line
practitioners to gain a clear picture of their experiences of working with patients from the
LGBT community.
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Chapter Seven: Journey Phase Three (B) - Phenomenological focus
group with cancer clinical nurse specialists

Positionality for specialist cancer nurse focus group.

As previously (prior to the expert panel workshop), | felt it appropriate to review my position

as an insider or outsider to the group i.e. the degree of my connection to the group | was
60studying6 ( Me- Baileyatral 2201,JBounke, 2014). In this instance a group of

cancer nursing practitioners. | had several aspects in common with the practitioners i.e. my

nursing background, my interest in cancer care and my ongoing practice as a therapist (|
wasnoét Ojustd a r esbackgrauddle Inthesé redpects locoulnl beavieweld c

as an insider, however, despite wishing to work with them as a researcher my position within

the university as a senior member of the academic and teaching staff could have influenced

their perceptions of me. In this regard, they may have held their own perceptonsand o6wor | d
viewd of who and what | was which may havee i mpl i
respects | was a potential outsider. | needed to be cognisant of this as | collected their

experiences and analysed their discussions.

Reviewing the data analysis from the expert panel, it was seen as essential to meet with and
explore the issues with another sample of professionals, to elicit the experiences of
practitioners working at different levels of practice than those represented by the expert panel.
Therefore, a purposive sample of 10 - 12 specialist cancer care nursing practitioners, recruited
from students attending post registration cancer and palliative care nursing programmes at a
UK University, were invited to participate in a focus group interview - prior to and after the

analysis of the data sets and their recommendations for practice.

The Aims For This Phase Of The Research Study Were To ldentify Key
Aspects, For Clarity These Are Listed As:

1 Assessment and interventions undertaken by the specialist practitioners with all female
patients including lesbian and bisexual women, in regards to their sexuality, sexual

health and relationships.

1 Explore any factors which may positively or negatively affect the specialist practitioners
talking to theirp a t i about thes potential impact of cancer and treatments on their

sexuality, sexual health and relationships.
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9 Discuss the strategies which would help the practitioners feel more comfortable in
discussing sexuality and relationship issues with patients generally. And more
specifically with lesbian or bisexual women and their partners.

1 Identification by thepr a c t i tsiiggestiens of sseful contentt o i ncl ude
packagedto help develop practice in this area, together with the format of such a

6trainindg package

Data collection

Focus group

Focus groups are a well-established research method, which have been frequently been used
within both healthcare and education (Lanshear,1993, Cohen, Manion & Morrison, 2000,
Shankar, Selvin & Alberg,2002, Jefford, Karchalios & Pollard, et al,2008, Smith, 2011). They
involve an organised discussion with a selected group of individuals to gain information about

their views and experiences of a topic.

Cohen, Manion & Morrison (2011) also suggest that focus groups are useful in conjunction
with other forms of data collection, as they can be triangulated with other findings to make a
study more methodologically robust. One of the advantages of focus groups is that they
increase participants interactions, which results in new thinking about a topic and produces
more in depth discussion (Krueger & Casey, 2015), which was seen as essential when
developing and evaluating the conceptual framework. In addition, focus group facilitation
provides rich information from the observation of the non - verbal behaviour of the group
(expressions, attitudes and intensity of conversation).This was viewed as important, as this
study addressed a sensitive area of practice and the participants may not have felt comfortable
discussing their practice in this area with their fellow nursing colleagues without skilled
facilitation. This had previously been demonstrated both within the literature and the

experiences with the expert panel earlier in the study.

As with all methods, focus groups are not without their disadvantages. One of which is the risk
that without strong facilitation that one or two participants may dominate the discussion and
/or take the discussion off track. It was anticipated that due to the facilitators experience of
managing group processes this difficulty would be appropriately managed. It is argued that
focus groups findings lack generalisability to the larger population as the group is not a random
sample (Liosselti, 2003). However, prior to developing and evaluating the conceptual

framework it had been decided that a group of specialist cancer nurses would be

125

n

a



representative of the healthcare professionals most likely to be working with the lesbian and
bisexual women throughout their treatment journey. As with the interviews with the lesbian
women, the focus group facilitation was underpinned by the phenomenological approach,

influenced by feminist research principles.

Sample and inclusion criteria

Specialist oncology and palliative care nurses attending post registration cancer care nursing
programmes at a UK University between 2015 - 2016. An overview of the study together with
the aims of the focus group, plus participant information sheets and consent forms were
provided to the group by the researcher three days before the optional focus group took place.
This enabled the potential participants the opportunity make an informed choice about

participating the focus group.

Conduct of the focus group

Following the approach advocated by Litosselti (2003) and Kruger & Casey (2015) who
suggest group sizes of between 81 12 participants, the focus groups consisted of 12 specialist
cancer nurses. The focus group took place at a U.K. University in a comfortable and private
room and lasted 1 - 1 ¥ hours, reflecting the advice of Morgan (1997) who suggests a duration
of 1 - 2 hours.

When conducting the focus group the guidelines and approach advocated by Smith (2011)
were adopted. The focus group commenced by establishing the focus of the session, stating
its purpose and length, together with encouraging trust in order to develop an open discussion,
by outlining the groups ground rules, including confidentiality, allowing people time to speak
and keeping to task. In addition, the facilitator reminded the group that the session would be
audiotaped and reassurance given regarding confidentiality and anonymity. The session than
moved on to O6easyd initial qgquestions to help

on to generating data by asking more precise questions for each topic area. Exploring

par

behaviour or 6doingé questions before exploring

the participants to tell their stories of their experiences of engaging with the specific areas of
practice identified. Finally, the session concluded with a summing up of the group discussion,
taking stock and identifying the key points for the content and modality of the education
programme/ t ool ki t, together with a discussi/toolkt of

devel opmenal lana@utid@ si mtro practice education.

Data analysis
Miles and Huberman (1994) suggest that central to data analysis in qualitative research is

the process of making sense of what people have said, identifying patterns and understanding
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meanings. Bryman (2008) identifies that a very common model for analysing qualitative data

is thematic analysis, with Braun & Clarke ( 2006) arguing that through its theoretical freedom,

thematic analysis can produce a rich and detailed account of the data. Two models of thematic

and ClI (2006) si X
(1994) fi veHowevder.aagtthe pr oces

study was a phenomenologically inspired journey the data analysis process adopted for the

analysis were considered, namely, Br a u n arkeos

analysis and Krueger 6s
analysis of the data set from the interviews and questionnaires with the lesbian women was

utilised (see pages 891 92).

The focus group interview with a group of 12 cancer specialist nurses was undertaken in order
to assess their current knowledge, experiences and attitudes in relation to women, especially
lesbian and bisexual wo me n 6 s s e x u hdalih f(incorporatiagxpgyahlosexual health)

and relationships.

As previously experienced with the phenomenological data analysis of the interviews with the
lesbian women, the analysis commenced with the reading of the data - gaining a sense of
the whole. This allowed for immersion in the data - thus giving an overall sense of the data,
generating initial ideas of the substance of the focus group discussion. This was then followed

by the production of the initial codes. Table (27) below offers an extract from this stage of

the analysis.

Code | Desciption of | Original transcript Reflective initial
code comments

1 Effects of 2. Yesparticularly with chemotherapy. Recognise the
chemotherapy importance/ place

1. Why relevant to chemotherapy? of impact of

2 (a)Because there is a risk when having sexual intercourse to your& | treatment on

partner during the seven days of treatment Adiséniething which should| LJI ( A @x0diQ.a

be discussed.

2(a) chemotherapy | thinkolistically wemight look at the relationship Especially in relation

iKFi GKSe@ Q@S 3Ithdy havejokSyeshdrilylfiddy,li (i | to the side effects

chemotherapy, fertity. of treatmentg in
physical terms.

2 Psychological | 2(b0  theip@y&hological effects of chemotherapy as well, the side effe Recognise the
impact¢ body effect your physicabeing,your body image importance/ place
image etc of impact of

treatment on

LI G A x0éiga
the psychological
impact.

3 Vaginal 2.(b) maybe wginal dryness and basically all those things Physical impact of
dryness 2(j) she said she'd mentioned vaginal dryness tociresultant inthe last treatment on

appointment as bothering her sexuality /
reproductive tract.
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Code | Description of | Originaltranscript Reflective initial
code comments

7 Fertility issues/ | 2(d) | think alongside that is the big issue of fertility as well. For some | Impact on
childbearing LIS2LX S AF GKSe (1yz2¢ GKS& Ol yQi reproductive
and cancer going to do to themthey may not want to have sex. For woman it ca aspects of

make you feel, like not whole. sexuality/sexual
2. (d) I mean that if this was their plan, their life plan that this was going health.

be their next step in their life plan. Now cancers come along & the bab

not going to happn.

10 Unsure when to| 2 (d) but are not sure how to be up for it and where to go to ask for Not appropriate at
address information and at what point of th@atients journey is it an appropriate | initial assessment
sexuality/sexual| discussion or discussions to be had. need time to build
health in the relationship/trust.
treatment
plan/journey.

11 Medicalised 2(f) brachytherapyor caesiumand they are going to be needing to use Easier to address if
e.g. clo dilators you got to have that discussion pre assessment and that will b§ medicalised.
dilators the time to discuss issues around sex & sexuality so sometimes it is

Ldzi GAy3 Ay LX I OS AlQa& S haiirgShddo ksy
medical.

25 Treated like HO3JUV aK2dzZ RYyQd ¢S 0S5 (i NSdndoftifetay$t| Heteronormative
everyone else | & K2 dzf RyYQiii GNSNJfLE BR2y Qi G KA Yy 1 ® ! y | practice
(LGBT patents)| they are having chemo

2(h) theyshouldbe treated like everybody else.

2Q0 L GKAYyl GKFGQa GKS abkyY$S ¥2NJ
straight person whose dynamic is completelyefiént. | mean, | saw a lad
was 40 the other day her partner was diagnosed with cancer who was
& her mum had died of cancer when she was 70, so just because she
AGNFAIKGZ &aKS Kl a yz2 2zthekdnNsugpbry A
network eitherd 2 L R2y Qi GKAYy] GKI G &2d
set support groups

Table (27): Extract of the process of analysis i HCP focus group: data extraction and initial

Ne xt

stage

coding.

invol ved the use of a

mi

nd map

themes by clustering similar codes together to form initial themes and identifying the coded

dat a

whi

ch

di dnodt

Table (28) below offers an extract from this stage of the analysis.
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Description of

Original transcript

Reflective initial

Emerging theme

1. Why relevant to chemotherapy?

2 (a)Because there is a risk when having se
intercourse to you & your partner during the seven dg
of treatment so A (i $bénething which should bg
discussed.

2(a) chemotherapy | thinkolistically wemight look at
therSt I A2y aKALI GKI G G KtBey

havegot & yes bodily fluids, chemotherafertility.

of impact of
treatment on
LI G A @x0dlig.2

Especially in

relation to the
side effects of
treatmentgin
physicaterms.

code comments
Effects of 2. Yesparticularly with chemotherapy. Recognise the Recognise the
chemotherapy importance/ place | importance of sexuality

within cancer cark
Impact of treatment on
LI G A Eelbgitya

Psychological

2(b6  thé gx¥chological effects of chemotherapy

Recognise the

Recognise the

2(j) she said she'd mentioned vaginal dryness to
consultant inthe last appointment as bothering her

sexuality/
reproductive tract.

impact¢ body well, the side effects effect your physida¢ing, your | importance/ place | importance of sexuality
image etc body image of impact of within cancer cark
treatment on impact of treatment on
LI G A<ex0dli 4 LI G A\Gelbéitya
¢the
psychological
impact.
Vaginal 2. b) maybe vaginal dryness and basically all th{ Physicalmpact of | Recognise the
dryness things treatment on importance ofsexuality

within cancer caré
impact of treatment on
LI G A \Eelbéiiya

Unsure when to
address
sexuality/sexual
health in the
treatment
plan/journey.

2 (d) butare not sure how to be up for it and where
go to ask for information and at what point dfie
patients journey is it an appropriate discussion
discussions to be had.

Not appropriate at
initial assessment
¢ need time to
build
relationship/trust.

When to address
sexuality/sexual health
in the treatment plan
fjourney.

(LGBT pagnts)

think. Unless it impacts on their difbecause they are
having chemo.

2(h) theyshould be treated like everybody else

20 L GKAY1l GKI { CpaopléseSusa
you can see a straight person whose dynamic
completely different. | mean, | saw a lady was 40
other day her partner was diagnosed with cancer w
was 70 & her mum had died of cancer when she was
S0 just because she was straight, shetmasther family
42 aKS R2SayQi KI @S eihgrS
a2 L R2y Qi GKAy]l GKI G @&
a set support groups

Medicalised 2(f) brachytherapyor caesiumand they are going to bg Easier to address i| Easier if medicalised
e.g. clo needing to use dilators you got to have that discuss| medicalised.
dilators pre assessment and that will be the time to discy

issues around sex & sexuality so sometimes it is put]

in placeA Ue@sier inthat situation than i 2 d2eaNds

chemo its medical.
Treated like HOo3U0 aKz2dzZ RyQid 6S 065 (AN| Heteronormative | Heteronormative
everyone else | the end of the dayA (i & K 2NIR IRfyTQ&iI Y | | practice practice

Table (28) - Extract of process of analysis i HCP focus group: Theme generation.

The final stage consisted of reviewing the themes by reading the extracts within each to ensure

t hat

they

f or med

a

coherent

0 i

nternal

0

pattern

relation to the whole data set. Next, by going back to the collated data extracts for each theme

and organising these into a coherent and internally consistent account (with accompanying

text) the analysis concluded by defining and reviewing the themes. This safeguarded that

they captured the essence of what each theme was about and identifying what aspect of the
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data each theme captured, together with how these themes fitted together in the overall picture

of the data.
Findings

Table (29) below identifies the seven themes generated from this stage of the analysis.

Impact on sexuality and sexual health of cancer
and treatments.

Barriers to addressing issues in practice
(including lack of pre- registration preparation
and self-awareness).

Lack of awareness / knowledge of LGBT
specific care needs leading to heteronormative
practice.

Use of tools to aid assessment and
management-including signposting and
resources.

Medicalised and the medical model of care.

The role of the clinical nurse specialist for more
complex care.

Communication skills in practice.

Table (29): Final themes generated from the analysis: HCP focus group.

As will be seen from the following discussion, on the whole themes addressed some but not
all aspects of the area of sexuality, sexual health (incorporating psychosexual health) and

relationships in cancer care in general and not only specifically in relation to LGBT

individuals.

Impact on sexuality and sexual health of cancer and treatments

Most of the participants in the focus group reported that they were aware that cancers and

their treat ments <can

responses were related to the effect of the different treatment regimes, especially
chemotherapy, radiotherapy and brachytherapy. They did volunteer information regarding the

impact of chemotherapy on patients and their partners in terms of the safety of sexual intimacy

during treatment.

i mp a c $sexual health.rOa theovehole teeimt 6 s

fBecause there is a risk when having sexual
the seven days of treatmentsoi t e me t

intercourse to you and your partner during
hing which should be
[HCP Fg Participant 2]

However, this fails to recognise the need the patients have for non-sexual intimacy and /or

comfort during distressing treatments.

Along with this the participants identified that chemotherapy can cause alterations in regards

to the womanos

us) €ausing a yremature ménapause with the adjunctive
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problems with vaginal dryness and issues with fertility. The second of these was seen as a
particular issue for patients for whom having children was part of their life plan and seen as
damagingtotheir sense of femininity, Iwoddagpraeteasagannd s e x u
the practitioners focused on the clinical impact on their p at i dived, sviilst failing to
recognise the psychological effects of loss experienced by their patients and their partners.
Loss of fertility and loss of future hopes, dreams and plans. Patients describe the need to

grieve for their former self and life.

fiFor woman it can make you feel, like not whole | mean that if this was their plan, their life
plan that this was going to be their next step in their life plan. Now cancers come along
andt he baby is not going to happen. o

[HCP Fg Participant 2(d)]

This participant went on to say:

fil think alongside that is the big issue of fertility as well. For some people if they know they
candt havei fchti harés,what they c¢hemtheyimay ngtavam
have sex. 0

[HCP Fg Participant 2(d)]

Some of the group did point out that for lesbian women the problem with fertility could be seen
and addressed in terms of surrogacy. Initially, this was reassuring to hear as it did not echo
the well - publicised experienced of celebrity Sue Perkins who after admitting she was gay
wastoldby a consultant A éWell , thattYowmakheasvbet tk i edassoi e
(The Guardian, 2015). However, on reflection, but this was in contrast to the experiences of
the women reported earlier where none of the women had reported being offered the option
of egg collection and storage for surrogacy, something that it is increasingly be recognised

should be offered to all women, prior to treatment such as chemotherapy.

The impact of treatments, especially chemotherapy on ani ndi vi dual 6s body i
identified as being significant and recognised by the participants. Along with the other physical
effects of chemotherapy, the psychol ogical i mpac
recognised within the professional literature and increasingly addressed within the patient
support literature and information. However, whilst the practitioners were aware of the impact

some of them felt under prepared to deal with these issues with their patients.

filt s t he p sy echsoof ochepmatherapy ad well, the side effects effect your
physical being, your body image. | know about this, but apart from advising about scalp
cooling caps and arranging for a wig fdatting
[HCPFg Participant 2(b)]
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The participants did acknowledge t he i mpact of treat ment on the
wellbeing, and what they can expect to happen during their treatment and after its completion.
Alsothatpat i ent s and their significamtr oltdheats sueigute
knowing what to expect, fearful of side effects, the impact on their lives generally (including
relationship, family relationships, finances) and fearful for the future. It was recognised by the
participants that it was the responsibility of the health care team to assist their patients and
significant others during these often difficult times. In addition, they also spoke of the
i mportance of énormalisingd6 feelings and experi

themf e e | 0in controld of their situatierencignd not

somet hing 6abnor mal 6.

fiveah, i t likesafter treatment what people could expect or what would be normal to expect

as normal for them, are these things normal to expect to feel thisway,t hat 6 s i mpg
donodt al ways bring that up in the initial a
towards the end. Thereds a survivorship prog

Yeah pre and post treatment as well, you know after treatment if there are any alterations
in their body or how their body functions are their emotional feelings is it normal is it going
to be normal? Should | feel like this -t h a impartanto

[HCPFg Participant 2(d)]

Interestingly, none of the participants spoke about the potentially devastating impact of
surgical interventions used for the treatment of cancer. Which are known to effect both the
i ndividual 6s s e x u &k of thg actaahpiobldms that can folkowg ia terms of
their role in supporting psychological wellbeing. They seemed unaware of their omissions, as

they focussed on addressing the more obvious physiological factors
Barriers to addressing issues in practice

Having identified that the perceived impact of cancer treatments may have on patients
sexuality, sexual health, relationships and wellbeing the participants demonstrated a number
of barriers which they felt existed, and which prevented practitioners from addressing these in

their practice.

The primary barrier was the practitioners not knowing how to address the issues with their
patients. In part they felt this was due to a lack of knowledge of the impact on an individuals
and couples sexuality and relationships which result from cancer and treatments. Although,
as described in the previous section the practitioners were aware of the general or more
common side effects of treatment especially chemotherapy and to a less extent radiotherapy,
they did not feel they had sufficient knowledge of how these might impact upon the individual
or couple in a more holistic way. The participants, in common with many of their fellow

practitioners (Lavin & Hyde, 2006, Olsson, Berglund & Larson, 2012) appeared to view
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sexuality from a very sex focussed perspective, which equated sexuality with sex /sexual
function and not adopting a wider, more encompassing view. In many respects this focus on
the impact on sexual function is an unrecognised barrier to working with patients and partners,

sexual function was seen to be too personal and too sensitive a topic to talk about.

féYeaknow how i mportant these things are for
broach the subject with them. | dondt feel |
topic.Um, lguessthati trdst t hat |1 6m not willkma@gwtlowrtyqg

[HCPFg Participant 2(h)]

This recognition of the lack of knowledge to approach sexuality in more holistic terms
(encompassing relationships - including family and friend relationships, personal and
partnership roles, self-image /concept, together with sexual function /expression) contributes
tothepr act i $ense of fealiny snder prepared to address these areas with their patients.
It could be argued that by adopting a more holistic perspective the practitioners could begin to
recognise that they are already assessing and addressing the patients sexuality needs simply
by asking (a s t h ewho igtlee)e fobyou at home? Who will be able to help to support you
whil st you ar e haOncaagceptea this would lead raturallg an@ dasily into

discussion of more emotive issues.

Linked to the issue of perceived | ack aldo
revealed that they did not feel confident in their ability to work with their patients and partners
in relation to their sexuality and relationship needs. They felt that in addition to a lack of
knowledge they did not have the competence to do so, this lack of confidence and competence

made them feel anxious about this element of practice.

fiUm, yeah tthatwesl Irilghpersonally donbét feel Y
sex. What és it got to do with their illness
this, itds well oudsi de my comfort zone

HCPFg Participant 2(d)]

These comments have to be a cause for concern as the education and training programmes
for specialist practitioners should include issues of sexuality and communication skills for
professionals. However, they did point out that an element behind their lack of competence

was the lack of preparation provided within their pre-registration education.
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fi think when you are actually like a student nurse i t osreally talked about. So when
you actually go out as anurse you just expected to learn from experience really, so maybe

when youdre a student it should be spoken
similar one | ectur e ab oeallyreldtedt/oA IsDeSk unahliicthy iist
l'i ke any other disease isn6t nigt molbriet adiodirt 6 tt

of the sensitivity of these el ements of t h
queried whether it was an appropriate area for nurses to assessing and addressing. They
also identified that it was a very individual thing for patients, some feeling more
comfortable to be asked, whilst others were not.0

[HCPFg Participant 2(L)]

Thus, reflecting the findings of the exploration of the undergraduate nursing curriculum in
regards to sexuality and sexual health (see Chapter Five) the participants identified a lack
within their pre - registration education of coverage of these topics. This in turn made them
feel unprepared to address these areas in their post qualifying practice. It has to be accepted
that, it is not inconceivable that for these practitioners, although they had increased knowledge
and understanding of the theoretical and clinical aspects of care, the specialist programmes
had not been sufficient to enable them to progress from little knowledge to confident
practitioner.

There also appeared to be a gender issue - presenting a barrier.

fi éfeel uncomfortable as a younger male. | may skim over issues. Maybe my confidence and
lack of knowledge.o
HCPFg Participant 2(f)]

Unfortunately, this lack of knowledge and awareness was also the case when looking at the
needs of individuals from the LGBT community. Where this was addressed within their pre -
registration education it was only seen in terms of STI /HIV not the wider context of LGBT lives
and health. It is hardly surprising that the practitioners felt under confident or competent in
these areas of practice. Furthermore, this recognition of the absence within their pre-
registration education of providing appropriate care may have led to a failure to acknowledge
and address the specific needs of people from this community. Contributing to the
heteronormative practice to be discussed later in this chapter. Whilst it was honest of the
practitioners to admit their lack of knowledge and competence, demonstrating their
acceptance and trust of the interviewer, it does not solve the problem. In terms of the sensitivity
of these el ements of their paevenguoetiesd @hetheritwas , s o me
an appropriate area for nurses to assessing and addressing.
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fiyeah,i ta&dssensitive subject that a | ot of peopl
about their bowel s or urine but I t hen I
embarrassment for me but embarrassment for the patientso

[HCPFg Participant 2(i)]

They believed that sexuality was a very individual thing for patients, some reporting feeling

more comfortable to be asked, whilst others were not.

fiSometimes | think it depends on how open the patient is cause if the patient are open and
willing to speak then i t @asier than if you broach the subject and they just shut down and
you can see they are uncomfortable you know, cause their just like oh they just think like...0
[HCPFg Participant 2(h)]

These quotes from the participants demonstrated both their own reluctance to broach the
subject. It was interesting that their nurse education and training had led to them overcoming
and treating as normal issues such as urinary and faecal continence and incontinence, which
are taboo for many patients, they had not overcome the barrier of discussing intimacy and
sexuality. Whilst identifying that it could be an embarrassing area for patients to discuss, the
practitioners nevertheless expected that if patients and partners experienced difficulties they
would be likely to raise the issue with the practitioners. This, however fails to acknowledge,
t hat unl ess the health care practiti on &eir
worries, for example by including it as a routine part of both the initial and ongoing assessment,
the patient or partner may at best believe that their worries are not a legitimate part of their
care or worse still, that they are somehow abnormal wanting to discuss such matters at time
of a life threatening illness. In addition, these practitioners identified a range of levels of
willingness of qualified practitioners to assess and address sexuality and sexual health with

their patients.

Another barrier identified by some of the participants was the need for a degree of self -

confidence and comfort in dealing with the sexuality side of patient care. Perhaps due to

6gi

V € ¢

greater maturity, but also | inked stofdheitréligouper sono

background, for some this subject just could not be raised. Some staff displayed great
discomfort when talking about sexual issues or in some cases simply hearing about them from

other staff:
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fil think it very much depends on, | think patients get a bit of pot luck with their nurse
because | was talking to my colleagues about this study and then | mentioned it to a nurse
who from India and very Catholic and she looked like absolutely horrified at the
conversation where as another nurse whose my sort of age we were just chatting about it
guite openly and freely. So I think i t réadly it just depends on what nurse the patient knows
and sees ,especially as a senior nurse as your worker as is the case on an oncology unit
you might see different nurses every time, butift hat 6s t he nur swith, yow(
have you might never want to bring that up and cause initial embarrassmento
[HCPFg Participant 2(d)]

As identified by the above practitioner, the experience of the patient is very reliant on the
allocation of the nurse/s on the day unit and caseload, or as she calledit6 p o t . ltivassderd
as i mportant t hat nur ses wh o do not feel
psychosexual health and relationships should feel able to refer the patient to a staff member
more able to manage their needs. Thereisaneedtod ev el op t h e-awarenesetd s
help them recognise that these are areas may be too difficult for them to work with. And in
some cases they need to have the skills for professional referral without making the patient
and /or partner feel disrespected, difficult or somehow abnormal. In addition some participants
guestioned whether patients actually want these areas of their lives addressed by their health

care team.

fil was just wondering, you know we know that
is there anything there from patients that 4§
just them thinking..?0
[HCPFg Participant 2(1)]

C 0 mi

sel f

The practitioners also admitted that they feared thattheymay6 open a c athatindy wor ms ¢

did not know how to manage. This being the case where the patient was experiencing sexual
problems which were outside of the practitioners experience and where a referral would be an
appropriate course of action. The practitioners also said that they do not have sufficient
information about either internal support or external organisations (both local and national) to
whom the patient could be signposted or referred to. This situation is reminiscent of the worries
practitioners have expressed in regards to domestic abuse, where they were unwilling to ask
OTHE®6 question for fear of finding outl/ortthhat
situation raised safeguarding issues (Bacchus & Mezey et al , 2002, Wathen & Jamieson et
al, 2008). Fortunately, with appropriate training and education many practitioners feel
confident and competent to deal with this situation and are now able to provide more
comprehensive and empowering interventions for the patients /individuals concerned. Similar
strategies and guidelines need to be developed in the areas of sexuality, sexual health and

relationships in cancer care.
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Another expressed barrier, was that some participants were unsure when within the patients
t reat me n titwoulddbaithermest dppropriate to broach the subject, should it be at the
beginning prior to treatment, during ongoing treatment, or towards completion. Doubts about
whether patients need to know the potential sexual side effects of treatment were raised, as
patients and the partners have so much information to process, especially at the beginning of

treatment it could be inappropriate to add more for them to consider.

fibut are not sure how to be up for it and where to go to ask for information and at what point
of the patients journey is it an appropriate discussion or discussions to be hado
[HCPFg Participant 2(d)]
il think in our booklet there isO a section, Q
[HCPFg Participant 2(1)]

Not all of the participants were aware of the patient information booklets or professional
websites available, which amongst other things include sections (or in some cases whole

booklets) on the impact of cancer and treatments on an individuals and couples sexuality.

Two more issues, lack of time and a lack of privacy were identified as logistical barriers
experienced by the practitioners. The lack of time was seen as a particular problem at the pre-
treatment appointment when there is so much for the practitioner to discuss with the patient
and partner. The impact on their sexuality was seen as low on the priority list, it was something
however, which could be briefly mentioned as it then leaves dhe d o o r dop ®irthér

discussion later in the treatment journey.

iWwhen we say have a new patient chat with a
and youbre over santhyeodwd veed gont tpantei ents queuin
well. And there are key points on the holistic assessment which you know you have got to
talk about basic emergencies, treatment side effects of chemo.o

[HCPFg Participant 2(a)]

A lack of privacy was seen to be a particular issue during chemotherapy as the outpatient units

are extremely busy, with numerous patients and little room for private discussion.

fiéto talk to you about something | dondt kno
they are having chemo in the middle of a day case unit with 30 people soi t laslo
[HCPFg Participant 2(a)]

As a result of these logistical barriers, what were viewed as the longer term problems and
consequences were only addressed, if at all during the survivorship programme, where one
exists. They may be picked up by post treatment support groups, either run by the cancer
services or by external organisations such as Breast Cancer Care or Jo6s Cervi cal

Trust. However, in terms of their needs, as previously discussed (page 106) these groups
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were found by the women in this study to be very heterosexually focussed and not to meet the
specific needs of the lesbian women. Furthermore, by the time the women and their partners
reached the end of their hospital focussed treatment and care they may already have
experienced difficulties with their intimate relationship which could have been prevented with
mi ni mal 6per mi ssi o n/cancer gpeaigidornaatiod frofm staffursich eadlier
in their treatment journey. Thereby, reducing unnecessary distress for the patient and their

partner.
Model of care.

The participants suggested that it is easier to talk to patients about the impact on their sexuality
and particularly sexual functioning of their cancer treatment where there was a clear and
obvious impact. Such a case was identified when patients are being prepared for
brachytherapy for cervical cancer. In this situation the patients need to be educated about the
reasons for the use of vaginal trainers post treatment, together with the techniques involved
in their insertion and the importance of using vaginal dilators post treatment in order to
maintain a patent vagina. Without the use of the dilators the women will find penetrative sex
(of whatever type) very painful, if not impossible. The participants recognised this need and

appeared quite comfortable talking to their patients about the use of the vaginal dilators.

fibrachytherapy or caesium and they are going to be needing to use dilators you got to
have that discussion pre assessment and that will be the time to discuss issues around
sex and sexuality so sometimes it is putting in place i t @asier in that situation than if
y o0 u thaving chemo its medical..0

[HCPFg Participant 2(f)]

This was in contrast to others in the group who overall, felt under prepared, but were willing to
broach the subject and answer patient questions (if they could) about the effects on their
physical sexuality, but psychosexual health and relationships of their cancer and treatments
were seen differently. Although they recognisedt he pat i eand srdetimes distress
in these areas, the extent to which they felt able to address these was limited. They had tried
torespondt o t he psycé@oiongdceahedbsupbtients tdimespl ayed,
they did not find the same to be true of their medical colleagues, who they reported did not
see these areas as being a priority for patients - statingt hat t heir r ol e was to s
life rather than being so concerned about the quality of life afterwards. This showed the

differences in the models of care /practice between the two professions.
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fil had a lady, spoke to alady once and i t thesonly time i t éver been brought up and she
came to the day unit for treatment and she said she'd mentioned vaginal dryness to the
consultant in the last appointment as bothering her and she said that she felt that it was
just way on the bottom of his list of priorities and she was with her husband and i felt, it
was a shock to me that she asked me, but obviously she could open up to me even in front
of her husband she said, oh I've got this sensitive question to ask you and | thought you
might be able to answer and | said well obviously what did the consultantsayt hat vy o
like the sound of, and she said oh he just brushed it off as if there like things you can buy
over the counter for that and you knowandt hat 6s the | easdt of you
[HCPFg Participant 2(j)]

This practitioner had clearly been willing to listen and answer whatever the patient asked and
was concerned about the medical response. However, while it was positive to hear that
patients felt able to ask the nurse intimate questions, but it was disappointing that it had been
a shock for the nurse. The result of this combination of medicine and limited nursing responses
is that the patient may still not have been given a fully supportive answer to her question, and

this might well affect her willingness to ask about such personal issues in the future.
Communication skills in practice

Although the participants felt they lacked the knowledge and confidence to assess and
addr ess t hei r inpgatdstetheir sexuality ane psgchosexual health it was clear
that they already possessed some of the communication skills do to so effectively. In addition,
as alluded to previously it appeared to be the perceived sensitivity for the patients of the sexual
subjects and questions which made the practitioners feel embarrassed and uncomfortable.
Some of the participants were however, already talking to their patients about the wider
perspectives of sexuality but failed to recognise that this was what they are doing.

il think itdéds important t o i ntladheyaeethere asrssppdrtf
so when you do a new patient chat they are usually the ones that are there listening, they
are there to take in the informati om-b utth athéas

bringing up sexualityt h at 6 bringingsup who have you brought with you today.o
[HCPFg Participant 2(c)]

As good communication skills are at the heart of the practitioner - patient relationship, there is
a clear need to both empower practitioners to recognise and value /validate their existing
communication skills, together with extending their practice with the use of more advanced
communication skills. This includes the skills of asking difficult questions and dealing with
sensitive subjects. As previously discussed some practitioners would find it very difficult to
utilise more advanced communication skills with patients in this area, and would need to feel
confident to professionally refer the patients to another more appropriate member of the care
team.
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Use of tools to aid assessment and management (including signhposting and resources)

When looking at what would pragmatically aid the participants explore the sexuality,
psychosexual health and relationship issues with their patients, several strategies were
identified which link to the above theme. Development of illness specific frequently asked
guestions regarding the known impact of the cancer and the specific treatments on individual
sexuality, psychosexual health and relationships. These could be given to patients, with the
practitioner stating that if the patient has any queries about any areas they are free to ask
about these. Thus the practitioner is paving the way for the patient and /or partner to express
any concerns, whil st at the same time O6nor mal i si
information may be sufficient for the patients and /or partners so they are do not feel the need
to ask any questions. Thereby, the practitioner has addressed the unexpressed need,
lessening their anxieties about the subjects and their perceived lack of knowledge and skills
in this area. In addition, the practitioner could also use the information to guide their
discussions with the patients and /or partners, almost as an aide de memoire, this is seen as

particularly useful for 6 n o vpractiéoders.

AA frequently asked questions you could have
highlighted you then have a guide to go to those sooner than the rarer things that someone
might bringup. . . 0

[HCPFg Participant 2(c)]

Existing questionnaires were also identified as useful, both in terms of providing a dake homed
form to complete, which could be brought back to the next appointment and followed up with
a discussion with a practitioner on areas the patient identifies as being of concern. The use of
guestionnaires in this way would enable the patients sexuality, psychosexual health and
relationships to be recognised as legitimate areas for discussion with health care
professional s, whi |l st al so off er ithegoo® h e np atniye n't

exploration or discussion.

Thepr act i t itbahteerpétientsfveuld feel more comfortable with this approach, than
with direct questioning. In addition, the use of the frequently asked questions and
guestionnaire could be put to one side by the patient and /or partner until they chose to
emotionally to engage with it. Patients often say that the sexual and intimate side of their
relationship is the last thing on their mind when they are receiving active treatment for their

cancer, something reported by some of the women in this study (see pages 97 - 100).
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fimaybe a questionnaire that you can say to them, look go home and read this and you can
fill it out if you want to; is there anything there you feel we need to address. Then maybe
then they would come up with things that may be they wouldn't think at first that they could
address with you, so are you worried about you know things that happen during sex life
and this that and the other and then they would come back and say whatever or just not
bring it back at all. | think most people would feel comfortable with something like thato
[HCPFg Participant 2(c)]

Some of the participants pointed out that the use of quality of life questionnaires such as the
Health Related Quality of Life Questionnaire (HRQLQ) (CDC, 2010) are used in the care and
management of their cancer patients. These questionnaires have been shown to foster patient
- health care practitioner communication, help identify overlooked problems, together with
evaluating the impact of treatment on individuals, furthermore these questionnaires have a
section related directly to sexual functioning. They therefore offer the practitioners the
opportunity to open up the discussion of these issues with patients as a matter of routine.
However, as identified by the participant bel ow,

still very practitioner dependent.

fiA lot of, um, a lot of places | work on do like quality of life questionnaires and as part of that

they do ask like 6in the past nudeenhimsex?Ors a,hehmo
always got the opportunity then to address it but then going back to its pot luck which nurse
you have its whether that nurse wil!/ l ook an
dondt actwually want to talk about it

[HCPFg Participant 2(e)]

The European Organisation for Research and Treatment of Cancer Quality of Life
Questionnaires, which are frequently used within a research setting the EORTC - QLQ have
specidduw!|! eds® rel ated to body i mage, sexual funct
these questionnaires have been extended to cover specific types of cancer for example breast
cancer (EORTC QLQ - B23), ovarian cancer (EURTC QLQ - OV28) and colorectal cancer
(EORTC QLQ - CR 38). It is suggested that the use of modified versions of these within a non-
research clinical setting could be wuseful, agai
patients the opportunity to either discuss their concerns or chose not to. However, no matter
how appropriate or useful all these questionnaires are for equity in care all nurses need not

only to use them but also to follow up on respon

The lack of up to date resources related to the subjects, together with lack of knowledge and

awareness of access to appropriate information, agencies and organisations (for both
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heterosexual and LGBT patients) was also identified as barriers to addressing the subjects
with patients. The participants felt that specific information relevant to the type of cancer,
treatment and stage of the patients O6cancer jour
settings and suggested that these need to be collated, updated and possibly available on a
UK cancer organisation website for example Macmillan Cancer Support. This would maximise
accuracy and currency of information. However, information about local support services
would also be needed, as national websites would not necessarily have the local information

needed.

il think tiha&dtsl balt esls y o ut aduosned ti, & damedntoit n gse dag tod
day unless itbdés .down in one pack

fils there anything on the Macmillan website something like that. Related to specifics or
information there?o

fisomet hing Ther wduwdd know idausevevarywhepedtiings tke
leaflets getlostandwhen it és not something thatds not

or . .0
[HCPFg Participants2 (e & f)]

It was disappointing to hear that experienced practitioners did not feel able to locate the

specific information themselves instead they appearedtoneed6 s poon f eedi ngo.

Lack of awareness/knowledge of LGBT specific care needs and heteronormative

practice

When exploring with the participants their degr e
psychosexual health relationship issues arising from cancer and treatments with patients and
/or partners from the LGBT community, the practitioners identified several areas needed
further exploration. Firstly, the participants questioned whether it was necessary to have

knowledge of a patients sexual orientation, was it even relevant to their treatment and care?

fiThe question may be should we be asking them? Should we? Is it relevant, not relevant
but do we want to put everyone i n a boxbetreating
everybody the same?b9d

[HCPFg Participants2(g)]

Currently sexual orientation monitoring does not take place in the UK, despite lobbying work
from within the LGBT community to do so (Baldwin, 2012, Hunt & Cowan, 2015). ltis therefore
impossible to undertake meaningful health surveillance or check for any evidence based links
between LGBT /sexual minority status and the incidence and prevalence of ill health, including
cancer. Currently, as could be seen from the literature review there appears to be contradictory

evidence available to both public health and health practitioners in this area. The evidence
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available does indicate that there are some lifestyle and health behaviour factors e.g. lack of
uptake of cervical and breast screening from the leshian community which put them at greater
risk of late detection of cervical and breast cancer (Quinn & Schabath et al, 2015). It would

appear, therefore that, from a public health and disease prevention perspective it is important

for health care professionals to ask about
heal t h

Health promotion is an integral part of

to lead to improved health outcomes including adherence to treatment, quality of life,
increased knowledge of patients of their illness and improved self - management (Bosch -
Capblanc et al, 2009, Keleher et al, 2009, Kemppainen, Tossavainen & Turunen, 2012). It is
suggested therefore, that in order for practitioners to competently fulfil this role with patients
from the LGBT community they need to know who their patients are in terms of sexual
orientation, together with possessing an awareness of what this means in terms of the LGBT

specific health needs.

Possibly due to the positive changes in legislation and societal attitudes towards same sex

relationships over the past couple of decades in the UK many of the nurses in the focus group

felt that there washoneed t o know about a patientbés sexual

every patient the same regardless of sexual orientation. However, this was not the view of

some of the lesbian women interviewed in this study.

fShoul Weldettreating everybody the same? At the end of the day i t s h onedlly
matter | dondét think. Unl ess it impacts.oon t
fithey should be treated | i ke everybody el se

[HCPFg Participant 2(g)]

Whilst on the one hand it was refreshing to hear that these practitioners were not displaying

negative or homophobic attitudes towards the patients in their care, it also displays

and

C

heteronormative practice. By adopting tthiee 6dme padt teint sdearwhi

et al (2011) referredtoasft ar e pr act i c es HkHe pantidipantsoverd faiinfter e nc e 0

recognise both the unique and individual nature of all patients and the specific healthcare
needs and anxieties that individuals from the LGBT community might experience.
Furthermore, they failed to recognise how social factors - such as heteronormativity shape

both the patients and nurses life experiences, health, and health - care interactions.

Mat hi esonds (1998) study suggest ed sendiigetcard n

practitioners need to be able to grasp what it means to patients to be LGB and how societal
attitudes and responses to sexual orientation can affect health and health care. Post legislation

and societal changes it is suggested that this should be extended to include an understanding
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of what it means to be LGB in a generational sense. Many older lesbhians and gay men have

very different and negative experiences of what it meant to be homosexual before
homosexuality was decriminalised, de-pathologised and their relationships were given equal

status with those of heterosexual people. Lesbians and gay men of these generations have

very different life experiences than their current, younger counterparts. Many older LGB

individuals have lived through t he o6t i me of Al DSO6 and experienc
heal thcare staff, some wi || have witnessed or
making them hesitant to either seek I{Stoaewallh car e
2015).

Linked to the above was the participantés fear of
perceived inappropriate language or behaviour. This very much reflects the issues previously
identified and discussed by Réndahl (2009) and Goldberg et al (2011) who suggested that the
reality of LGBT disrupts the practitioners everyday assumptions (of heterosexual normality)
leaving them feeling uncomfortable. Additionally, the patients in these studies reported that
their sexual orientation appeared to make the health care staff feel unconfident, embarrassed
and anxious about saying or doing something which could be seen by patients as
inappropriate or prejudiced. The participants in this study feared offending through ignorance
of LGBT issues, lifestyles and relationships, regardless of whether they held either positive or
neutral attitudes towards individuals from the LGBT community, this despite good intensions

canl ead to O6paralysis of interactionsd.

fiwhat their problems are, what really happens, the dynamics in same sex relationships can
be very, very different to heterosexual relationships, so what they experience and the types
of things that we should be looking out for. So, then if somebody does get a diagnosis that
can alter their relationship as it standsbutal so we dondédt know the ¢
so sort of, | suppose for me it would be having that sort of knowledge and kind of asking
the right questions if the need arises.0

[HCPFg Participant 2(c)]

fil donodt see have aammwhhkhltemewi t mMogayny bag,
people live. | do sometimes worry that | might say the wrong thing and that they might see
this in the wrong way... i

[HCPFg Participant 2 (e)]

il never assume because, it may not be right
times saying oh is this your dad no i t @yshusband, or is this your husband no i t s
brother \like so, this your friendnoi trdys girl friend, so then vy

[HCPFg Participant 2(k)]

There appeared to be a genuine desire on the part of some of the participants to have a better
understanding of LGBT relationship dynamics, seeing this as an important part of the nurse 1
patient relationship. This being the case particularly where that relationship would be

sustained over a long period of time.
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fi,.suppose being informed of the things thes
that for us we see patients very sporadically over a very long time so we get to build a
rapport with them, we get to know them on a different level and some of them become
al most a bit Iike one of your family becausg¢g
that we are, they are a bit more privy to what your life is and we become more privy to their
life is, so it would just be it suppose for me to know about these issues rather than just
think, oh god I doné6t kno®& how to handle thi

[HCPFg Participants 2(c)]

The participants felt that they were unclear to where they could signpost patients for more
LGBT specific or focussed help and or support. The participant were unclear whether such
organisations existed and if they did where they would find them. They also questioned how
well prepared these organisations were to deal with a person and /or partner effected by

cancer.

fiYou know just know about the different services and different support groups are
available.o
[HCPFg Participants 2(c)]

fil think as well a list of resources for us and the patient, so they do feel comfortable
completely opening up to you because actually you know may be contact these people they
could help you better because they would be more expert knowledgeable in that area. 0
[HCPFg Participants 2(g)]

These themes reveal that there is a clear need for the availability of signposting information
and resources for practitioners, both generally and LGBT specific. Together with liaison with
the staff within the LGBT organisations to find out more about the services they offer, assess
t heir Opreparednessd to work with paglinksavitht s wi t h
particular staff - so that they feel confident about to whom they are signposting patients to.
Furthermore, such liaison provides the opportunity for the LGBT specific organisations and
groups to 6get t o dtatutorw Serviteh, ¢hereby fastefing dsdr, hmore
integrated working and lessening misconceptions between the two sections of society. This
would also hopefully decrease the mistrust of health care staff, which may be felt by staff within

the LGBT organisations.
Role of the Clinical Nurse Specialist.

Several of the participants suggested that the clinical nurse specialists in cancer care might
be best placed to discuss any sexuality, psychosexual health and /or relationship issues with
patients and partners - both heterosexual and LGBT. One of the main reasons identified was
the nature of the relationship that these practitioners have with patients and significant others,

over an extended period of time, that is through
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fié¢ i t léke when someone says their relationship is a problem more than sexuality then
you can talk about that or | guess as a CNS we get to know patients probably quite more in
depth than, we know their family structures and things you can get to know people, | always
try to ask oh howdéds whoever husband or whoe
gauge people and um, if i t sbmething they want to talk out then go ahead, if not € 0
[HCPFg Participants 2(a)]

Coupled with this is the sense from the less experienced nurses that they can rely on the

clinical nurse specialist to O6pick updé the

fiT h e r esGdly a CNS that may be involved in the patients you know after diagnosis so
they have got time to spend with someone who has the expertise in general in picking up
more sensitive conversations so weoOve gottainedh
to deal with this sensitive situations you know. . 0

[HCPFg Participants 2(g)]

It appears that there may be dif f er ent 061 e v-erdlased to thé nurgimgdiierarchy, e 6

with more experienced and educated nurses taking on the more specialist and complex care.
The specialist nurses being equipped with more advanced communication skills for dealing
with more sensitive subjects. However, as identified in the quote above, it is questionable

whet her these advanced communication ski

sexual health (incorporating psychosexual health) and /or relationship issues. In addition, as
has already been identified, the degree of practitioner self - awareness in relation to sexuality

is central to whether they are able to incorporate these aspects of care into their practice. The

previous issue of 6 poistpractitionerdo patient apmears to we mighty f

relevant in this respect. In addition, the lack of awareness and confidence when working with

LGBT patients and partners identified above appears to come into play here too. If the clinical

S

mor e

speci

nurse specialistf eel s anxi ous and fearful of O6getting it

inhibit the development of the nurse - patient relationship. This in turn, may lead the patients

to hesitate about discussing any concerns they may have their intimate and general

relationship/s.

Discussion And Summarising Of The Findings From This Phase Of The

Journey With Implications For Practice And Education

InChapterThr ee 6t he starting pointé of the study ext

the health care practitioners readiness to address the impact of cancer and treatments on the

sexuality, sexual health and relationships of individuals who experience of it. Together with
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their practice in regards to LGBT patients in their care. In discussing the findings from the
exploration with the cancer care specialist nurses focus group, areas of convergence with and

divergence from the previous literature and implications for practice were identified.
Convergent findings and implications for practice and education

As with previous studies (Greener & Reagan, 1986, Girts, 1990, Saunamaki, Andersson &
Engstrom, 2010, Zeng, Liu & Loke, 2011, De Vocht, 2011, Olsson et al, 2012), the practitioners
in this study, whilst recognising the impact of cancer and treatments on individuals sexuality,
sexual health and relationships, felt that they had an inadequate knowledge of the specific
effects to address these areas with their patients. In addition, reflecting previous studies this
was coupled with the practitioners also identifying barriers that prevented them from
incorporating these aspects of life into their practice. Firstly, was the degree of practitioner
comfort /discomfort, lack of confidence, competence and perceived lack of appropriate skills,
including communication skills, especially advanced communication skill for talking with their
patients about these areas (Lavin & Hyde, 2006, Beck & Justham, 2009, Olsson & Berglund,
2012). Furthermore, they identified a lack of time and privacy available for such discussions
(Saunamaki, Andersson & Engstrom, 2010, Zeng, Liu & Loke, 2011). Additionally, the
practitioners identified that their lack of self - awareness, including the impact of their
upbringing, beliefs, attitudes and prejudices and comfort in regards to their own sexuality
presented a barrier to them working effectively with their patients, reflecting both early studies
(Webb, 1987, 1988, Thomas, 1990) and unfortunately more recent studies by Saunamaki,
Andersson & Engstrom (2010) Zeng,Liu & Loke (2011) and Olsson et al (2012). It is sad to
see how little has changed in this respect in the past 30 years, despite the changes in society
that have occurred in the intervening years. This clearly represents a challenge to both
healthcare practice and practice education. It is further argued that these barriers to effective
working with patients in the regards to their sexuality, sexual health and relationships lead to

brofessional a n x ineetatjoid to thimadea af practicd.a n c e

In terms of their practice with LGBT patients the practitioners suggested that they were worried
of offending their patients through inadvertent use of non-sensitive language and actions,
leading to heteronormative practice (Rondhal, 2011, Goldberg et al, 2011, Steppe, 2013). This
concern with offendingprofessioneldanali eoby @adéeltto by eha
professionals working with individuals from the LGBT communities. One of the reasons
identified by the practitioners for their lack of confidence and competence in this area of
practice was the lack of inclusion of sexuality and LGBT health within both their pre and post

registration education. This lack of preparation reflects both previous studies and the findings
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from the expert panel focus group (Lavin & Hyde, 2006, De Hart, 2008, Rondahl, 2008). It is
argued that this is a further area for practice education and practice.

Divergent findings and implications for practice and education

Whilst the practitioners recognised the physical impact of cancer and treatments on
i ndi v isekualdy|] séxsal health and relationships, they did so by adopting a medical model
of practice. Feeling quite O6safed and o6confident
physical effects and interventions utilised e.g. the use of vaginal dilators post cervical
radiotherapy. However, some reported that they did not explain the physiological need for their
use leading women to decide whether or not to use them. They also failed to explore the
holistic effects of diagnosis, treatment and its outcomes on individuals, this included failing to
recognise or identify the psychological impact caused by both cancer and treatments. This
reflected the findings earlier in this study from the expert panel, and clearly presents a
challenge to professional cancer education and practice, especially with regard to nursing

practice, as this is predicated upon the concept of care rather than cure.

For the women and their partners in this study this lack of psychological support left them in
|l i mbo, seeking for support that was nfélitthatttheyer e. Th
did not possess the skills to address the psychological distress (including feeling that their
lives were out of control) exhibited by their patients. Their solution prior to this study had been
to focus on physical issues and not follow up the more emotive and sensitive issues.
Unfortunately, this lack of psychological care reflects the experiences described by the women
in this study who openly stated that the staff lacked 6 t Ihe ma n t Tdharecapp@ars to be a
clear need to develop strategies for the nursing practitioners to learn to be able to provide

holistic care for their patients and significant others.

In terms of their comfort and appropriateness of addressing sexuality, sexual health and
relationships with their patients the practitioners did not recognise that they had existing
transferable skills which could be used when talking to patients about any issues being
experienced in these areas. Sexuality and intimacy sat in separate boxes, and sadly, some
of the practitioners identified that for them broaching the subject was worrying, and that they
feared @aopami o dUnfertunatalg ibappeared that this meant these practitioners
would be unlikely to identify or recognise when a patient needed help or referral on to a more

skilled practitioner.

Surprisingly, in view of the amount of research and literature available to them, the
practitioners identified that they felt unprepared and lacking confidence when needing to

address body image issues with their patients. Given that all of the mainstay treatments for
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cancer effectani n d i v ibablyimdg® and that cancer specialist nurses work with patients
effected on a daily basis this was particularly worrying. Furthermore, that they did not access
the wealth of literature and information available to help guide practitioners to support and aid
theirp at i adaptiagh $o an altered body image (Price, 1990, Price, 2016) has to be a cause
for concern. In the light of the NMC code (NMC, 2015) of conduct and the need to update and
upskills that is inherent within the code this unexpected finding again presents a challenge for
both pre and post registration nursing education. There is a need to include body image, the
impact on body image from ill health and medical treatments, together with appropriate
interventions to aid adaptation to an altered body image (both the short and longer term),
within pre and post registration programmes. There also has to be emphasis on the role of
lifelong learning and the responsibility that comes with professional registration, particularly

when entering into a specialist role.

The practitioners did demonstrate keenness to learn and know more about LGBT relationships
and lifestyles. They reportedt hat t hey felt that théseareadtobdndt Kk n
able to foster a good nurse - patient relationship. This reinforces the need for education and
training to be providedtodevelopp r act i t i o n e and sndekstamdiwg irethiegeareas.
They identified that they would welcome specific i nf or mati on about LGBT s
groups, organisations and LGBT friendly practitioners to whom they could make appropriate
referral or signpost their patients, is a start on the road to adequate care and support for this

group.

Although some of the practitioners were keen to learn more about the experiences of people
from the LGBT communities, some questioned whether it was necessary to ask about sexual
orientation at all. However, as was previously identified with the expert panel the failure to
recognise the differences in lived experience of people from the LGBT communities does not
facilitate tailor made individual care and can lead to heteronormative practice. Nor does it
recognise the potential impact on lesbian women of living as part of a minority group in a
predominately heterosexual society. Working from a heteronormative model the participants
were unable to report or discuss how this impacts on their fulfilling their public health /health

education role with their patients who are lesbian women.

The practitioners did identify that the role of the clinical nurse specialist in addressing the
sexuality, sexual health and relationship needs of the patients was crucial in complex cases.
However, as most of them were clinical nurse specialists and clearly stated that they felt their
own knowledge and skills in this area could be improved, especially in regards to advanced
communication skills and LGBT specifics. It has to be argued that there is a clear need to

provide appropriate education and training for this level of practitioner. As patients come into
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to more regular contact with non - clinical nurse specialists within an oncology setting e.g.
when attending for chemotherapy, ot her 0l evel sd6 of staff

appropriate depth of education and training in this area, but this was not mentioned at all.

In terms of useful tools to aid the assessment and care of patients the practitioners made
several suggestions which could be incorporated into an educational toolkit and online
resources. These included the use of frequently asked questions leaflet and the use of existing
guestionnaires (which could be completed at home). The use of a collated, and up to date
resource Opackd perhaps Obéhousedd by a re
Macmillan Cancer Support was also made. This would facilitate a process through which
practitioners could have quick access, which they saw as important due to the time constraints

in which they work.

Reflections On Cancer Specialist Nurses Focus Group: Implications For
Practice And Education

The findings from the focus group very much mirrored those found previously with the expert
panel, with the same practice implications, there were however, some differences. Firstly, the
failure of the practitioners to recognise that they had existing transferrable skills which could
be drawn upon in the current practice. These skills could also form the building blocks for
education or training interventions /programmes, moving from the known to the unknown,
showing the importance of utilising an androgogical approach to adult learning. Furthermore,
it is suggested here that the practitioners might benefit from adopting a more reflective
approach to their practice, in line with the NMC (2013) code. Secondly, there is a clear need
to incorporate altered body image interventions into pre and post registration curricula. The
recognition of the need to include both more information regarding LGBT relationships,
lifestyles and health related issues and advanced communication skills within educational
programmes for clinical nurse specialists. Finally, there were suggestions for the possible
cont ent o dredacationalgpackagei ta address the current perceived shortfalls in this

area of practice.

Extract from reflective journal and reflexive comments:

fit was rather heartening to hear that many of the practitioners recognised the need to try to
address the sexuality, sexual health and relationship concerns of their patients, and in some
instances the impact of cervical radiotherapy and prior to chemotherapy. They are beginning
to recognise the need for formalised clinical practice /protocols that can be easily used. |
was also heartened that the group did not demonstrate any openly homophobic responses
i indeed they were, on the whole interested in how they could engage better with LGBT
patients. It was disappointing 7 but not totally unexpected after the expert panel and
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documentary analysis, that they didndt f g
their patients in this area. But at least they recognised the importance of doing so - unlike

some of the previous I|iterature. o

Reflexive comments:

1 Checked potential influence of own past experiences in regards to focus group plan and
schedule with my supervisors prior to ethics application and running the focus group.
Scrutiny and justification by /with the ethics committee.

Revisited insisting literature - both sexuality in healthcare in general and cancer specific,
to both inform the focus group schedule and also returned to during the analysis of the
focus group transcripts.

9 During the analysis of the transcripts adopted the phenomenological principles to try to
ensure the voices of the participants were heard and represented.

(Including 6 o u t lexperienged). As a lesbian | had to be careful not to try to speak for
the research participants who are on the whole, heterosexual.

T Fel t | i k eerabn wi o uhtgstujpgeartidipants,upsssibly as a result of being a
gay woman with a group of mainly heterosexual women (plus one self-identified gay
man). | have often found in the past that heterosexual women are more comfortable

being around gay men than they are with lesbians.

Reflecting on this | had to consider whether | may have underestimated the impact of
my non - researcher identity - whichmay have been perceive

participants.
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Chapter Eight: Journey Phase Three (C) -

Revisiting the expert panel i Delphi round four

Positionality: Revisiting the facilitator role.

From my experiences with the earlier expert panel workshop | was aware that | was rather

anxious aboutre-e ngagi ng with the group. I was very awal

degree of discomfort with the subject - sexuality and relationships generally, and more
specifically with regards to LGBT issues which the expert panel had demonstrated previously.
| needed to facilitate the group well, in order to maximise their expert knowledge and
experiences. In order to do so | had to set aside my anxieties (and upset from the previous
expert panel experiences) and focus on designing the workshop based on the findings from

the study to date.

In keeping with the modified Delphi method the expert panel were revisited at this point in the
research journey to discuss and seek confirmation and further clarification of the findings from
the original workshop and questionnaire. As with the phase one expert panel the workshop
was structured into two parts. It took place at a conference organised by the same international
cancer educat or 6 e peeviamsa workshapt thie time & she UK, and was
attended by 19 participants, of whom 11 had attended the first workshop in Poland. As
previously the participant information and consent forms were distributed by the conference
organisers at the commencement of the conference. This enabled the potential participants
the opportunity make an informed choice about attending the focus group. See appendix six

for workshop abstract.

Firstly, there was a reminder exercise exploring the meaning and definitions of the concepts
of sexwuality and sexual healt h. This refr
these and set the scene for the rest of the workshop. The workshop then moved onto the
presentation of the findings from the original workshop and questionnaire. Time and
opportunity were given for questions, areas for clarification and additional information to be
offered by participants. The workshop then moved on to present and discuss the findings from
the documentary analysis, healthcare practitioner focus group, the interviews and

guestionnaires with the lesbian women and their partners.

Following this the participants moved into group work with four groups, who were given a case
study drawn from the interviews with the lesbian women who had experienced cancer and

asked to explore the following:
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1. Whatare Paula and Sueds (lesbian women)
sexual health and relationship? What would help you address Paula and Su e 6 s
needs?

2. What are the implications for you as cancer educators and practitioners.

car e

car e

3. What would be useful fért oolueltp ch/aor ey dwnr ap roa

to sexuality, sexual health and relationships and LGBT specifics?

The workshop ended following feedback and discussion of the group work with a brief

discussion with the participants regarding the way forward with the study.

Data collection and analysis

As with the original expert panel workshop the method advocated by Lofland & Lofland (1995),
| attempted to derive meaning from the workshop observation by completion of theoretical
notes. This was undertaken through thinking and reflecting on the experience. Together with
the completion of methodological notes - a critique on the workshop process/es. Throughout

atempt i ng to 6accountd for myself through refl exi

the topic. Structuring the observations in this manner allowed for ease of analysis the method
of which is discussed in the next section. Furthermore, the use of my research diary proved to
be an invaluable source of r ef | ect i to makegsense ad theboscpreerncesdoth
within the workshop and in out of workshop discussions with workshop participants. The
workshop notes were subjected to content analysis (Lofland , Snow & Anderson et al, 2004)
analysing each workshop activity sequentially. Interpretation of the analysis of the process
filed notes was supported by the reflective notes and research journal as outlined above, to

give meaning to the analysis.

Workshop observations

At the beginning of the workshop the findings and the themes generated from the previous

expert panel (see page 54 and Table (30) below) were outlined, discussed and agreed upon.

Lack of knowledge of the impact on sexuality and relationships of cancer and treatments
- generally and Lesbian and Bisexual Women (LBW).

Practitioners unease discussing and exploring sexuality generally and LBW.

Practitioners discomfort and lack of knowledge with regards to LBW.

Implications for practice and education.

Table (30): Original expert panel workshop themes

153



In spite of the non-personalised nature of the presentation and group work, it was interesting
to note that those within the workshop groups who had participated in the original expert panel
appeared to be just as uncomfortable discussing the issues being presented and explored as
they had been previously. Indeed it was noticeable that some offered reasons for not being
able to participate in the workshop, however, the absence again called into question, how
comfortable these practitioners and educators would be when working with their cancer
patients in the areas of sexuality, sexual health and relationships. The workshop observations
demonstrated that the above themes were still present and relevant to the participants.
Throughout many of the participants struggled with both the subjects i.e. sexuality and sexual
health generally, in relation to their cancer patients and the more lesbian specific aspects of
the workshop. Interestingly, many seemed more comfortable and confident when the
workshop moved to the case study based group work, a format they had used throughout their
training. The workshop produced a wealth of information pertaining to each of the areas of

exploration.

Addressing the | esbian womends care needs
sexual health and relationships

Overall the workshop and group work appeared to be more positive in relation to sexual
orientation than the original expert panel workshop. There were a number of additional
participants who appeared more comfortable with LGBT orientation. This was a possible
reflection of the impact of the work undertaken by the NHS and Stonewall resulting from the
implementation of the Discrimination Act (2010). This focussed around policy changes to
ensure equity in service provision, together with education and training all staff within the NHS
to provide LGBT sensitive care. Those who were most uncomfortable tended to be the older
non UK practitioners, reflecting the findings from the original expert panel. Among those who
were more comfortable with the case study there was a tendency to talk of the need to treat
all patients the same regardless of their sexual orientation. Whilst this is seen as a positive
move forward from previous judgemental care, this practice is heteronormative in that it fails
to recognise the individual life experiences and specific issues of the lesbian women. There
were however some participants who openly stated they were really at a loss as to how to go
about working with patients in this area, some of whom reported that as they had more

6t e c hroles this Wwa® not relevant for them.

However, in terms of identifying what woul d hel p them address
needs in relation to their sexuality, sexual health and relationship several strategies and
interventions were identified. Namely possessing more knowledge and understanding of

LGBT specific needs, more knowledge of LGBT relationships, and the provision and
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instruction on the use of standard assessment tools available for sexuality, sexual health and
relationships. They also reported needing advanced communication skills (discussing difficult
subjects with patients).

The implications for participants as cancer educators and practitioners

It has to be a cause for concern that there were participants who reported being at a loss as
to how to go about working with patients in relation to their sexuality, sexual health and
relationship needs. Indeed, it is suggested here that it is psychologically safer for their patients
if they do not attempt to work in these areas (Poorman, 1988). The lack of knowledge
displayed also raises the issue raised earlier of how they facilitate the education of students
and junior staff in these areas. This was recognised by a few who openly identified the need
to be O06shown howd t o a dtabeferspoviding educatiomandt@isingof pr ac
for their students. Perhaps one of their strongest recommendations was the need to teach

advanced communication skills in both pre-qualifying and post qualifying education.

The participants identified what they believed would be useful sexuality, sexual health and
LGBT specific practice and practice development content. These were divided into two distinct

sections - practical and practice development content.

Practical Support strategies suggested

Standardised assessment questionnaires e.g. sexual health Inventory for men (SHIM).
(Erectile dysfunction questionnaire).

Information re: support groups, organisations and signposting information.

Leaflets and factsheets re: known impact of cancer etc on sexual function and sexuality (both

general and disease specific).

Useful models, diagrams etc of reproductive systems to use with patients.
Recommendations re: i lubricants and sexual aids

Practice development and training

Information regarding LGBT lifestyles and relationships.

Advanced communication skills training.
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Extract from reflective journal and reflexive comments:

Al was a |little nervous about facilitatdi
previous expert panel workshop. Not to mention apprehensive about how they would view
the findings of the analysis of the original workshop and questionnaire,h o pi ng t hi
be viewed in a personally threatening or negative way - rather as it was intended, as an
honest reflection. I was relieved that th
and different perspectives were gained. The planned focus on the findings from all group
and the documentary analysis worked well, as it took the spotlight off them, and also had
demonstrated that they were not alone in having difficulty addressing sexuality, sexual
health and relationships with their patients.o

firhe workshop was found to be a useful process in that it both confirmed the previous
information and ideas from the expert panel. However, the difference was that it was
extended to include some suggested ways forward for education to address the gaps in
their knowledge and skills in regards to the sexuality, sexual health and relationship needs
of their lesbian patients. It also confirmed the need to address these deficiencies through

appropriate education, training and practice development.o

Reflexive comments:

I Checked potential influence of own past, including previous expert panel workshop in
regards to the workshop plan and content with my supervisors prior to running the
workshop.

1 Use of methodological notes offering a critique on the workshop process/es. Throughout
this | attempted to daccountd for mysel
work on the topic (as below).

I Reuvisited insisting literature - both sexuality in healthcare in general and cancer specific
during the analysis of the workshop observations.

Having now gained the views and insights from both sides of the patient - healthcare

professional6di vi deé6 it was now time to o6pull

theories which could explain these experiences. To identify any gaps in the existing
knowledge base and develop a conceptual framework to extend and improve practice in the

areas of need.
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