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Abstract: 
Background: Hysterectomy remains one of the most common major gynecological surgery. Postoperative sexual 

function is a concern for many women and their partners. In this respect, a beneficial effect of hysterectomy for 

benign disease independent of surgical techniques or removal of the cervix has been demonstrated in the past 

decade by the majority of studies  

Aim: The purpose of this study was to determine the effect of Roy Adaptation Model on sexual function and  spousal 

support among women with total hysterectomy.  

Method: The study was planned and carried out as quasi-experimental prospective study design. The purposive 

sample formed of 60 women who had been operated of the total hysterectomy and met the inclusion criteria were 

recruited .The participated women were randomized as a study group (n=30) and control group (n=30). Women in 

control group benefited only from the clinical care. Women in Study group encouraged to receive an educational 

program were interviewed post-operative before discharge to collect the basic data and 4 weeks after hysterectomy 

to implement the educational program, and after 6
th

 month of hysterectomy to evaluate the effect of program.  

Tools: Data were collected with the questionnaire form, Female Sexual Function Index (FSFI) and Educational-

Supportive Program. The FSFI was applied two times to the women (first time 4 weeks before hysterectomy and the 

second times after six months of hysterectomy). 

Results: In each group, a significant improvement in women's knowledge attitude and sexual function was 

demonstrated after the intervention (P < 0.001). The mean total of sexual function score increased to a greater 

extent in the experimental group (difference 16.95 ± 6.33) than in the control group (difference 4.35 ± 1.94; P < 

0.001). 

Conclusion: The findings confirm the effectiveness of an educational program based on Roy Adaptation Model have 

positive effect on sexual function and spousal support among women with total hysterectomy. 
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. 

I. Introduction 
Hysterectomy is one of the most common gynecological surgical procedures in the United States of 

America (USA). More than 600.000 in the United States and around 140.000 in Germany hysterectomies are 

performed each year. [1]. The highest rates are found in the South and Midwest, and more common among 

African-American women. In Egypt, annual incidence rate for hysterectomy was 165 per 100,000 hysterectomies 

are performed each year according to the National Center for Health Statistics. Nearly 90% of hysterectomies are 

done for benign symptomatic disorders [2].Hysterectomy has traditionally been regarded as the definitive 

surgical treatment for heavy menstrual bleeding, which consider the most frequent reasons for performing 

hysterectomy, other common indications include fibroids, chronic pelvic pain, genital prolapsed , and malignancy 

of the uterus. [3]. 

Total abdominal hysterectomy involves the removal of both the body of the uterus and the cervix, 

whereas subtotal abdominal hysterectomy conserves the cervix. Because the subtotal procedure minimizes 

anatomical disruption, it may be less likely to have adverse effects than total hysterectomy .Hysterectomy can be 

followed by various short- and long-term complications. The most important long-term effects are sexual 

problems, chronic pain, bladder dysfunction and bowel dysfunction [4]. Hysterectomy is a major surgical 

procedure with potential for significant physical and emotional complications.[3]. However, the psychological, 

physical and sexual consequences of hysterectomy are arising because hysterectomy affects the nerve supply of 

the uterus and the anatomy of the pelvis. Most of women are anxious about the negative effects of hysterectomy 
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on sexual function [5] and can believe that their womanhood is impaired. The effect of hysterectomy on the 

general quality of life and on sexual functions varies. Loss of sexual desire, decrease in the sexual activity 

frequency, in sexual response, and in sexual saturation, difficulty in orgasm, decrease in genital sensation, painful 

sexual intercourse, shortening of the length of the vagina, loss of penetration of the penis, and decrease in vaginal 

elasticity and in vaginal lubrication are among the complaints experienced after hysterectomy [6]. 

The psychological and sexual complications of hysterectomy can affect sexual relations in couples  , so 

should be paying attention to the women's knowledge, thoughts, and attitudes toward sex is essential for restoring 

successful sexual function . In fact, a dedicated educational program can improve sexual function in this group of 

women [7]. Consequently, sexual counseling and education must be considered for women with hysterectomy, 

with matters addressed including sexual beliefs, attitudes, and perceptions [8].For an educational program to be 

successful, it is necessary to use a suitable health education model [9]. 

During the past decade, there continues to be a lack of research with a focus on husband experience in 

the context of hysterectomies. This despite the findings of two qualitative studies, one from China, and the other 

from Brazil, that men had considerable concerns about changes in postoperative sexuality or sexual abstinence 

around the time of hysterectomy of their partner [10, 11]. Unchanged or improved sexual satisfaction for men, 

with no significant difference after total abdominal hysterectomy or subtotal abdominal hysterectomy, has been 

reported in a retrospective study from Norway [12].After subtotal hysterectomy, more men noticed during 

intercourse that the uterus had been removed, but none of these partners experienced this as negative. In 

summary, for the spousal, sexual function after benign hysterectomy appears to be an important issue and some 

evidence exists that men can also expect unchanged or improved sexual satisfaction, regardless of removal of 

thecervix.Providing quality care and educations to post hysterectomy women can promote their adaptation to that 

changes. Women’s attendance at healthcare settings provides healthcare professionals with excellent 

opportunities for delivering biopsychosocial care and educations to them. However, in our country, healthcare 

professionals pay little attention to psychological & social care delivery to pregnant women [13]. The current 

post-hysterectomy  care programs which are offered in Egyptian health care settings mainly focus on women’s 

physiological problems and needs while taking psychological aspects of gynecological care for granted. One of 

the practical care delivery models which mainly focus on promoting individuals’ adaptation in unique, high-

pressure situations such as hysterectomy is the Roy’s adaptation model (RAM)[14].  This model can be employed 

by healthcare professionals for promoting women’s adaptation to post hysterectomy sexual-related problems 

[15].  

According to the RAM, adaptation is a set of processes through which an individual responds to 

environmental changes or stimuli. The aim of nursing interventions in the RAM is to enhance adaptive responses 

in each of the four physiological, self-concept, interdependence, and role function modes [16].As one of the 

adaptive modes in the RAM, self-concept is defined as individuals’ feelings about oneself and is influenced by 

many factors chiefly others’ reactions. Self-concept consists of three components including physical self, 

personal self, and interpersonal self. Physical self is an individual’s perception of his/ her own body while 

interpersonal self is an individual’s perception in relation with others [17]. The RAM, particularly assesses and 

focuses on the self-concept mode and pays a special attention to it. Other key concepts of the RAM are focal 

stimulus, contextual stimuli, and residual stimuli. Focal stimulus is a stimulus, which directly affects individual 

and has the greatest role in his/her ineffective adaptation [18].Contextual stimuli are not as immediate as the focal 

stimulus, but may negatively affect it. Residual stimuli relate to individual’s personal traits, experiences, and 

beliefs and their effects on the immediate situation are not obvious.  Previous studies have shown the 

effectiveness of the RAM in promoting clients’ adaptation [19] .However, to the best of our knowledge, only a 

few studies have investigated the effects of the RAM on women’s adaptation to post-hysterectomy -related sexual 

problems 

 

Significance of the Study: 

Sexual function plays a main role in marital relationship [20]. In fact, sexual satisfaction is a natural 

need, which is similar with other basic needs.Therefore, the association between hysterectomy and sexual 

functioning remains unclear because of the apparent incongruous evidence showing both beneficial and 

detrimental effects. Caring for women who undergo hysterectomies are ignored in most hospitals although 

complications following hysterectomy may expose women to morbidity and mortality. One of the main roles of 

nurses is to assess problems in this area to be able to provide anticipatory guidance related to treatment and the 

resumption of sexual activity, but this is one aspect of care that has been largely ignored by health care providers. 

.However, sexual health care still inadequate addressed due to barriers such as incorrect assumptions and beliefs 

toward sexual issues. [21, 22] A limited number of studies relevant to sexual life among women after radical 

hysterectomy are found in Egypt. Also the lack of comprehensive and systematic studies evaluating the impact of 

education on sexual function (especially studies based on a systematic needs assessment), and the lack of 

http://onlinelibrary.wiley.com/doi/10.1016/j.ijgo.2015.07.019/full#bb0020
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attention to sexual problems among women, the present study was conducted to determine the impact of 

educational intervention on sexual function among women with hysterectomy. 

 

Aim of the study: 

The aim was to address the effect of Roy Adaptation Model on sexual function and spousal support among 

women with total hysterectomy. 

 

Study hypothesis:  

1. It was hypothesized that women with total hysterectomy undergo educational intervention based on Roy 

Adaptation Model will have a positive effect on their sexual function rather than who did not had 

interventions. 

2. It was hypothesized that women with total hysterectomy undergo educational intervention based on Roy 

Adaptation Model will have a higher spousal support rather than who did not had interventions. 

 

II. Subjects and Methods: 
A-Research design: A quasi-experimental research design was utilized in this study. 

B-Study setting: The study was conducted in the gynecological inpatient's ward and outpatient's 

clinics of El Manial University hospital – Cairo –Egypt. 

 

C-Sample: 

A purposive sample of 60 women who had totalhysterectomy, who were selected randomly divided into 

two equal study/control groups. The women in the control group benefited only from the clinical care, they were 

not given any additional education (n= 30).The women in the study group (n= 30) were given the clinical care 

plus individual education program based on the Roy Adaptation Model, after the operation, before being 

discharged. The study was conducted from January 2016 to September, 2016. 

C.1: Inclusioncriteria: Read and write, married with active sexual life, free from chronic disease/ 

psychiatric problems,don’t use drugs may affect the sexual health, no history of drug abuse &no  

history of malignancies 

C.2: Sample size: 
A total of 60 of women are recruited from the previous mentioned setting. They were randomly allocated to the 

two groups. Those who were admitted the ward during the first two days of week were selected as the 

intervention group and the others of 2
nd

  two days were assigned to the control group. 

D-Tools of data collection: 

D.1: Interviewing Questionnaire: Data will be collect by including five parts developed by researcher: 

D.1.1:Socio-demographic characteristics to assess: -Women’s age, level of education, occupation, duration of 

married, residence. 

D.1.2: Menstrual history to assess: age of menarche, duration, interval 

D.1.3: Obstetric and gynecological history to assess: numbers of gravidity, numbers of parity 

D.1.4: Knowledge and attitude of hysterectomy operation such as: complains before surgery, treatment of 

complains. 

D.II : Female Sexual Function Index (FSFI).  

This tool was formulated by Rosen and Meston (2002) [23] to analyze female sexual function during the 

past month prior to the interview day. It was translated  into Arabic to suit Egyptian culture, the Arabic (FSFI) 

tool was tested for validity, reliability, and was locally accepted to be used in the assessment of Egyptian female 

sexuality by Anis (2011) [24]. It comprises 19 multiple choice questions that measure 6, domains, including 

desire domain (2 questions), arousal (4 questions), lubrication (4questions), orgasm (3 questions), satisfaction 

(3 questions) and sexual pain (3 questions). Each domain scored from 0/1 (no sexual activity or sexual 

dysfunction, respectively) to 5 (suggestive of normal sexual activity). The domain score determined by adding 

the score of the questions that comprise the domain and multiply the sum by the domain factor (i.e., desire 0.6, 

arousal and lubrication 0.3, orgasm, satisfaction and pain 0.4). Likert scale was used to record the overall score of 

sexual function, minimum score was (2.0) and maximum score was (36.0). If the total female score was below or 

equal (28.1), she was considered to have female sexual dysfunction according to Arabic translated (FSFI).While 

the full-scale score calculated by adding the six domain scores (=2 to 36). A total score of 28.1 was taken as the 

cutoff point for the Arabic version FSFI to distinguish between women with FSD and those with normal function 

(sensitivity 96.7%, specificity 93.2%). 

 

D. III : Spousal Support Scale 

The consists of a 13-item, five-point Likert-type scale (one strongly disagree to five strongly agree) 

designed to measure spousal support behavior for women with hysterectomies. The scores range from 13 to 65 

http://article.sciencepublishinggroup.com/html/10.11648.j.ajns.20160503.13.html#reference_23
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and high total scores indicate a higher level of support from spouse. In the study by Chang (1989)
[25]

 the internal 

consistency coefficient of alpha was 0.85. In this study, the Cronbach’s alpha value was 0.77 .For this study, 

items were summed into a composite variable to categories as low support scores (< 21.5) ,Moderate support 

(21.5- <43) ) High support ( 43- 65   ) . 

 

Tool Validity and Reliability 

The designed interviewing questionnaire schedule was submitted to a panel of five expert professors in obstetric 

and gynecological medical and nursing experts field to test the content validity, modifications were carried out 

according to the panel judgment on clarity of sentences and appropriateness of content. Face validity was tested 

through an extensive review of literatures about hormonal contraception and its effect on female sexual function . 

 

E. Ethical consideration: 

An official permission was obtained using proper channel of communication. The directors of El Manial 

University hospital was asked for permission through a formal letter. A full explanation of the aim of the study 

was given to the women stressing on the confidentiality of the information and the importance of the study oral 

/written consent will be taken from the women: It's a written consent was obtain from those who accepted the 

condition of the study. The women were understand that they have the option to withdrawal from the study at any 

time. Patients in the control group also received the educational and counseling services in the form of an 

educational package for an ethical consideration. 

 

F- Pilot study 

After review of the questionnaire by experts and its approval, a pilot study was carried out before starting the 

actual data collection on 10% of cases, to ensure stability of the answers and these were not included in the total 

sample of the research work. The purpose of the pilot study was to ascertain the clarity, and applicability of the 

study tools, and to identify the obstacles and problems that may be encountered during data collection. It also 

helped to estimate the time needed to fill in the questionnaire. Based on the results of the pilot study, 

modifications, clarifications, omissions, and rearrangement of some questions were done.  

 

G. Fieldwork: 

¶ Data collection was carried out during the period from January to December 2016. The study consumed 12 

months, preparation about three months, followed by six months for implementation and three months for data 

analysis and evaluation. Prior to data collection, the researcher interviewed with the eligible women, introduced 

herself to each one, a full explanation about the aim, the scope of the study was given to obtain women 

acceptance,and they were assured of confidentiality of the data. They were also informed that they could 

withdraw from the study at any time without giving any justification.Thereafter, informed written consent was 

obtained from the women. Eligible womenwereallocated randomly to one of two groups (30 women each) .The 

women completed the questionnaire in a private room to minimize distraction and enhance privacy and dignity. 

 

¶ Data were collected via a self-administered questionnaire form, the interview questionnaire was done 

individually in a separate room, one-to-one and with face to face interview method to assess the women's 

sociodemographic data, full obstetric data, husband support condition and sexual function information and 

performance prior to the implementation of the study via Female Sexual Function Index (FSFI) . It has 19 

items, which assess the six domains of sexual function including desire, arousal, lubrication, orgasm, 

satisfaction and pain. Women sexuality was evaluated with FSFI in 2 stages. First evaluations was made 

retrospective 4 weeks pre-surgery. (by asking about their sexuality before the complaints/symptoms had arisen 

was assessed at the first evaluation.) . Second evaluation was made on the sixth   post-operative month by 

appointments. Initially, patients’ maladaptive behaviors and corresponding focal, contextual, and residual 

stimuli were identified and prioritized by using the study questionnaire as well as through conducting personal 

face-to-face interviews with the women. The study women maladaptive behaviors in the area of physical and 

interpersonal self-concept included disturbed body image, fear, low self-confidence, grief, sexual dysfunction, 

disturbed marital relationships, and impaired social interactions. The stimuli contributing to these maladaptive 

behaviors were a lack of knowledge related to post hysterectomy changes in physiological and, sexual & 

psychological changes, spousal's lack of knowledge about the consequence of post-hysterectomy and the 

associating physiological changes, restrictions, and fear over one’s own.  

¶ An intervention program was developed based on the Roy Adaptation Model for eliminating or modifying 

the focal stimulus as well as for minimizing the effects of contextual and residual stimuli through enhancing 

women’ adaptation capacity.It was provided only for the study group and according to the results obtained from 

the previous tool, as well as reviewing current literature; the researchers developed the needed information. It 

was prepared in the form of illustrated pamphlets with very simple Arabic explanations, which provided to the 
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women and their spouses, which all husbands were invited to attend learning sessions. Use of virtual and 

electronic education during sessions to provides more clarification and the opportunity to receive social support 

for the development of consistent behaviors by supporting interaction between the research team and women. 

The program consisted of educational and counseling services provided by the researchers to the women and 

their spousal  in the study group ,the women who met the inclusion criteria were encouraged  to  receive an 

educational program consisting of  2 sessions of 30–45 minutes each, with one session conducted in inpatient 

ward after hysterectomy /before discharge and the second session after four weeks of hysterectomy in the 

outpatient clinic during their follow-up management, The question-and-answer method was used to 

understanding of the topics, and encouragement for women to express their feelings about the hysterectomy. 

The contents of counseling sessions included hysterectomy, post hysterectomy sexual problems & its cyclic 

changes and how to manage them (in relation to female sexual index),  sexual attitudes and strategies and skills 

to improve sexual function, such as relaxation activities including walking ,strengthening exercises for pelvic 

muscles, use of lubricating gels, and, effective communication before having sexual intercourse ,the role of 

stress and its effects on women’s health, and fitness, so the women learned skills for stress and anger 

management and express their feelings about their new sexual adaptation . 

 

¶ The control group received only routine hospital interventions regarding post hysterectomy care but not 

sexual education was given.  Post-test was done after 6 months of hysterectomy to evaluate the effectiveness of 

educational program.  

 

¶ The course of the study intervention lasted for six consecutive months. The follow-up care consisted of 

face-to-face and telephone contacts for answering women’ questions and promoting their adherence to the 

delivered educations and counseling. Finally, all the study women were invited to complete the post-test. After 

conducting the posttest, patients in the control group also received the educational and counseling services in 

the form of an educational package for an ethical consideration. 

 

H. The limitations of the study: 
The limitations of the study are the relatively low case number, and sampling drop out due to long follow up 

duration. In addition, spousal support is not to that expected level, & certain cases dropped because of lake of 

spousal supports.  

 

I. Statistical design: 
              Data was tabulated and analyzed, all statistical calculations were done using computer session SPSS 

(Statistical Package for the Social Science; SPSS version 21). Descriptive statistics: data were presented in the 

form of mean ± standard deviation or frequencies and percentages. Inferential statistics: Paired ( t ) test was used 

to determine the difference between pretest and post-test evaluations of the same group . Chi-square test (χ
2
): was 

used to study association between two qualitative variables. Correlation between different variables were done 

using Pearson moment correlation. P values less than 0.05 will considered statistically significant.  

 

 

III. Results: 
      Results of the current study discussed on the frame of the Roy adaptation model, in order to achieve the aim of the 

study, which is “Address the effect of Roy Adaptation Model on sexual function and spousal support among women 

with hysterectomy. The result describe the sociodemographic data, obstetrics & gynecological data, female sexual 

function within the group & between the controls& study one. & spousal support effect on the women’s with 

hysterectomy. 

 

 

 

 

 

 

 
 

 

 



Effect of Roy Adaptation Model on Sexual Function and Spousal Support among Women …. 

DOI: 10.9790/1959-060205130140                                  www.iosrjournals.org                                     135 | Page 

 

Table 1: Distribution of Socio-Demographic Characteristics and Hysterectomy Profile among Studied Sample N=60 

Characteristics        Study  group  N= 30      Control group N= 30 X2 P.value 

 NO  % NO %   

Age in years  0.467 >0.05 
<30 3 10.0 2 6.6 

30-< 40 8 26.7 9 30.0 

40 - < 50 9 30.0 8 26.7 

> 50 10 33.3 11 36.7 

Mean ± SD 43.7 ± 10.1 44.3 ± 9.8 

Employment  0.652 >0.05 
 
 

 

Employed 11 36.7 12 40.0 

Not Employed 19 63.3 18 60.0 

Education level   
0.432 

 
>0.05 

Read and write 10 33.3 11 36.7 

Primary 7 23.3 6 20.0 

Secondary  10 33.3 9 30.0 

High education or more 3 10.0 4 13.3 

Marriage duration in years  
 

0.429 

 
 
>0.05 

1-10 5 16.7 6 20.0 

11- 20 7 23.3 8 26.7 

≥ 20 18 60.0 16 53.3 

Reason for hysterectomy  0.391 >0.05 
Fibroid 9 30.0 10 33.3 

Uterine prolapsed 4 13.3 5 16.7 

Continuous bleeding 14 46.7 13 43.3 

Others  3 10.0 2 6.6 

Hysterectomy  type   0.598 >0.05 

Abdominal  28 93.4 27 90.0 

Vaginal   2 6.6 3 10.0 

Laparoscopic  0 0 0 0 

Table (1). Sociodemographic data reported that, the age ranged from 30-50 years old with average mean of 43.7 ± 10.1for 

the study group &44.3 ± 9.8 for the control one, without any significant differences between both group (t=o.467 & p.>0.05). 

63.3% of the study group not employed compared to 60% of the control one. Their level of education reported that about one 

third of both groups can read & write, & another one third had secondary level of education. In relation to the duration of 

marriage, more than half of both groups had married for ≥ 20 (60% & 53.3% for study & control group respectively). In 

relation to the sample obstetrical profile, the study reported that 50% of the study group had gravida 3 to six compared to 53% 

of the control group. & around 30% for both groups was either gravida 1 or 2. While their parity was more than 3 among study 

& control group (46.7%& 43.3% respectively). Only 40% of the study group had exposed to abortion compared to 50% of the 

control one (number of abortion either one time to two among both group). The results reported a source of homogeneity 

between both groups regarding their sociodemographic & obstetrics profile. Regarding the reasons for hysterectomy as 

continuous bleeding was the major cause (46.7% among the study group & 43.3 for the control one). In addition, their type of 

hysterectomy was abdominal among 93.4% of the study group while, its 90.0% for the control one.  Only 6.6 % of the study 

group had vaginal hysterectomy compared to 10.0% of the control group. 
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Table (2). Distribution of the Sample According to their Knowledge, Attitude, and Sexual Function Scores                  

Variable Study group Control group P value 

 Mean score ± SD Mean score ± SD  

Knowledge 23.8 ± 3.2 25.3 ± 4.1 0.234 

Attitude 31.4 ± 8..9 33.6± 7.5 0.523 

Desire 3. 9 ± 0.8 4.2 ± 0.8 0.647 

Arousal 2.6 ± 1. 1 2.8 ± 1.5 0.324 

Lubrication 2.3± 1.0 3.1 ± 1.2 0.115 

Orgasm 2.1 ± 1.3 3.0 ± 1.3 0.273 

Satisfaction 2.1 ± 1. 3 2.9 ± 1.4 0.936 

Pain 4.2± 0.8 3.8 ± 0.9 0.171 

Total score 18.4± 6.5 19.7 ± 6.3 0.314 

* Significant At P< 0.5                  * *Significant At P< 0.001               - In Significant At P>0.5 

Table (2). This table illustrates that the study results did not report any significant differences between the study & control 

group in relation to their base line assessment of knowledge, attitude, sexual function elements & pain level. Which reflecting 

homogeneity between both groups & confirmed the inclusion criteria that they were selecting base on it.                                                                                      

Table (3). Distribution of the Sample According to their Sexual Function before and After 6 Month          .                                                    

(Within-Group Comparison) 

Variable Study group Control group 

Before After 6thmonth P-Value Before After6thmonth P-Value 

Desire 3. 9 ± 0.8 12.7 ± 0.2 < 0.001 4.2 ± 0.8 8.5 ± 0.5 < 0.001 

Arousal 2.6 ± 1. 1 4.9 ± 0.5 < 0.001 2.8 ± 1.5 3.3 ± 1.4 0.593 

Lubrication 2.3± 1.0 4.7 ± 0.6 < 0.001 3.1 ± 1.2 2.9 ± 1.2 0.433 

Orgasm 2.1 ± 1.3 4.5 ± 0.7 < 0.001 3.0 ± 1.3 2.7 ± 1.4 0.320 

Satisfaction 2.1 ± 1. 3 4.8 ± 0.5 < 0.001 2.9 ± 1.4 3.2 ± 1.5 0.226 

Pain 4.2± 0.8 4.6 ± 0.9 < 0.01 3.8 ± 0.9 3.7 ± 0.8 0.304 

Total score 16.4 ± 6.3 35.2 ± 3.4 < 0.001 19.7 ± 7.1 25.9 ± 6.8 < 0.001 

* Significant At P< 0.5        * *Significant At P< 0.001        - In Significant At P> 0.5 

Table (3). Considering the sexual function within each group, the results reported significant differences within 

Study group before& after six months of program. But reported no significant differences within control group except 

in items related to desire. While a total score reported a significant difference between both group after 6
Th

   months of 

hysterectomy (p. <0.001). 

 

Table (4).  Between-Group Comparison of Changes in Sexual Function after 6
th

 months. 

* Significant at P< 0.5          * *Significant at P< 0.001        - In Significant at P> 0.5 

 

Variable    Study  group  

         N= 30 

   Control group 

          N= 30 

   P value 

Desire 8.8 ± 1.72   4.3 ± 2.19 < 0.001 

Arousal 2.3 ± 0.99   0.5 ± 0.13 < 0.001 

Lubrication 2.4 ± 1.23 - 0.2 ± 0.22 < 0.001 

Orgasm 2.4 ± 1.17 − 0. 3 ± 1.63 < 0.001 

Satisfaction 2.7 ± 1.15 0.3 ± 0.39 < 0.001 

Pain 0.4 ± 1.42 − 0.1 ± 0.4 < 0.01 

Total score 19.0 ± 6.33 4. 5 ± 1.94 < 0.001 
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Table (4) Results also revealed a significant change between the study & control group in relation to FSFI variables. As 

the study group revealed higher scores rather than the control one, (p<0.01 or less).  This result parallel to what the 

previous table reported.  

Table (5) Distribution of the studied Sample According to their Spousal Support after hysterectomy in before and after 

intervention. 

T1 :Between before& after intervention in study G.                                                                             T2: Between Before &after in control G.    

T3 :between study& control G. before intervention.                                        T4 :Between study& control G .after intervention . 

Table  (5)&figure (1) :The spousal  support for their women with hysterectomy, show marked group different (within the study 

group) pre-education than post education (Roys adaptation ,self-concept ) as ( T1= 6.9* P < 0.01 ), as well as marked significant  

differences between the study & control group as (  T4 =  2.4     P < 0.05*  ). 

 

 

Figure (2):   In relation to marital satisfaction, figure (2), represent that the study group was highly satisfied with 

their sexual desire than the control group. Also within each group, there was marked different at the study group as 

Study Control

17.4
18.9

34.4

20.9

Fig 1 : Comparison Between Both Groups Regarding Husband Support for 

Women with Hysterectomy  before and after Intervention

Before After

Study Control

2.1

2.9

4.8

3.2

Fig 2: Mean Score of Marital Satisfaction of Women With Hysterectomy 

Before and  After Intervention.

Befor After

 

   Spousal  support 

                 Study Group                         Control Group 

    Before After  6th months P-Value         Before After 6th  month P-Value 

No  % No  %  

 

 

 

T1= 4.5 

< 0.01 

   No      %  No     %  

 

 

 T2= 0.56 

 

>0.05 

 

low  ( < 21.5 ) 23 76.7 7 23.3 22 73.3       19 63.3 

Moderate (21.5- <43) ) 5 16.6 13 43.3 6 19.9        8 26.7 

High      ( 43- 65   ) 2 6.6 10 33.3 1 3.3       3 10.0 

Total mean score 17.4  ± 12.7 34.4  ± 16.3 18.9± 13.1 20.9 ± 14.5 

T- test  

 

                                           T3 =  0.454       P > 0.05             T4 =  3.4     P < 0.05* 

 



Effect of Roy Adaptation Model on Sexual Function and Spousal Support among Women …. 

DOI: 10.9790/1959-060205130140                                  www.iosrjournals.org                                     138 | Page 

after intervention the satisfaction was markedly higher than before it. Compared to the control group who did not 

show marked changes unless there was also a source of changes between both groups. 

VI. Discussion 
An educational program based on the Roy Adaptation Model (RAM) was applied to women with 

hysterectomy in the present study, which aimed to address the effect of Roy Adaptation Model on sexual function 

and spousal support among women with total hysterectomy. Accordingly, an intervention program was 

developed by using the RAM for eliminating or modifying the focal stimulus as well as for minimizing the 

effects of contextual and residual stimuli through enhancing women’ adaptation capacity. So the current study 

aimed to address the effect of Roy Adaptation Model on sexual function and spousal support among women with 

total hysterectomy. Unawareness of their sexual response can prompt sexual problems in women, and beliefs and 

attitudes are also strong determinants of female sexual function [26] .The  study facilities consisted of training 

sessions and pamphlets, and the women learned skills such as relaxation activities including walking, 

strengthening exercises for pelvic muscles, use of lubricating gels, and effective communication before having 

sexual intercourse indicated that the intervention had a positive effect on sexual function after  hysterectomy 

rather than who did not had interventions. 

The present findings reflect the positive impact of the program on predisposing factors (knowledge and 

attitudes) which is consistent with previous results in patients with cancer [27] The positive effect may be due to 

homogeneity between both groups regarding their socio-demographic & hysterectomy profile and insignificant 

dereference in baseline data. These results supported the current study hypothesis which hypothesized that 

women after hysterectomy and undergo educational intervention based on Roy Adaptation Model will have a 

positive effect on their sexual function rather than who did not had interventions. 

These findings were congruent with two qualitative studies, one from China, the other from Brazil, that 

men had considerable concerns about changes in postoperative sexuality or sexual abstinence around the time of 

hysterectomy of their partner [10, 11]. Unchanged or improved sexual satisfaction for men, with no significant 

difference after total abdominal hysterectomy or subtotal abdominal hysterectomy, has been reported in a 

retrospective study from Norway [12]. After hysterectomy, more men noticed during intercourse that the uterus 

had been removed, but none of these partners experienced this as negative. While some studies report that 

patients experience greater improvement in their mental health, sexual desire and functioning, and overall 

satisfaction[ 28,29], others show that patients report various negative outcomes, with detrimental effects on 

sexual functioning being the main concern[30]. In summary, for the male partner, sexual function after benign 

hysterectomy appears to be an important issue and some evidence exists that men can also expect unchanged or 

improved sexual satisfaction, regardless of removal of the cervix. 

Many variables that affect marital satisfaction were considered. It is a common opinion that spousal 

support affects the marital relationship. Many adults perceive marriage as a source of privileged support and 

emotional intimacy. Moreover, supportive actions are considered important for preventing the start of a set of 

cognitive and emotional events that would make relationships forced or cause disruptions and conflicts in 

relationships [31]. According to [32] lack of support is the basis for many problematic marriages, whereas 

supportive behavior prevents the increase of marital conflicts. Cutrona (1996a) states that perceived spousal 

support in stressful situations prevents emotional withdrawals, which cause harm to marriages, and that it 

increases people’s belief that they are not alone and that they can easily overcome the situation in question. 

During the past decade, there continues to be a lack of research with a focus on partner experience in the 

context of hysterectomies. [33] Additionally, previous studies have indicated that it is still not certain whether 

gender difference plays a role in marital satisfaction. Additionally, previous studies have indicated that it is still 

not certain whether gender difference plays a role in marital satisfaction. While the studies[34,35] conducted by 

Canel (2007), and Çağ and Yıldırım (2013) indicate that differences in marital satisfaction depend on gender 

factors, the studies conducted by Çelik and Tümkaya (2012), and Yeşiltepe and Çelik (2014), found no 

significant differences between marital satisfaction and gender factors. [36,37] 

So the current study hypothesized that women with hysterectomy undergo educational intervention 

based on Roy Adaptation Model will have a high spousal support rather than who did not had interventions. The 

results of present study supported this hypothesis , which revealed that, spousal support  expanded to a moderate 

level of study group compared to control group  as well as marked & significant  differences between the study & 

control group after  intervention . Spousal support for the purposes of this study was defined as how often a 

partner feels they can be intimate, confide, and share their worries and fears of woman after hysterectomy and 

support her. 

These positive relations between spousal support and hysterectomy beliefs and intention among 

Egyptian women are important. Present results showed that women who perceived higher spousal support had 

more positive beliefs towards a their hysterectomy, including perceived higher benefits, lower barriers, and 

higher norms. Similar findings regarding the influence of spouse on screening participation was also found in 
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another study of colorectal cancers screening conducted in Australia [38].Forbes and colleagues investigated 

influences on participation in a community-based colorectal cancer screening by colonoscopy. They found that 

among women, who discussed screening with another individual, the spouse was the most common and such 

discussion increased the likelihood of screening participation by 23%. [ 38 ] 

The present study provided additional quantitative evidence on the influence of spousal support on 

gynecological cancer screening beliefs among Chinese women Furthermore; current study suggested that women 

with lower education or health status tend to perceive lower spousal support. This in turn, might negatively 

influence their screening beliefs or intention. The current finding provides information on important 

characteristics of women who might be at higher risk of non-adherent to cancer screening recommendations. The 

finding could help researchers and practitioners identify women with higher vs. lower perceived spousal support 

for targeted intervention programs. 

 

 

IV. Conclusion &Recommendation: 
The findings confirm the effectiveness of an educational program based on Roy Adaptation Model on 

improving sexual function and Spousal Support among women with hysterectomy.  The RAM has positive 

effects on women’s physical and interpersonal sexual adaptation to post-hysterectomy sexual related associated 

problems. Given its simplicity and easy applicability, the RAM can be used for improving women-related 

outcomes. Accordingly, the RAM needs to be integrated into many nursing curricula. Considering 

recommendations, further studies are needed for providing decisive evidence in this area. 
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