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ABSTRACT 

THE INFLUENCE OF SOCIAL SUPPORT ON 

COPING WITH PEYRONIE'S DISEASE 

Ronald C. Stone 

December, 1995 

The influence of social support on coping with 

Peyronie's Disease was examined in 68 men by means of a 

questionnaire. Disease duration ranged from 3 months to 

ten years. Patient age ranged from 30 to 78 years with a 

mean of 57.5 years. Nearly 100% of the subjects reported 

to be caucasian. The majority (58) were married. Most of 

the sample (56) reported involvement in an active sexual 

relationship. A preponderance of the sample reported 4 or 

more years of education beyond high school. Questions 

addressed discussion levels with significant others and 

professionals; perception of disease pattern; obsession 

with condition; psychological effects on self-esteem, 

marital satisfaction, libido, life satisfaction, and sexual 

satisfaction; physical effects including pain, bend, and 

ability for intercourse. An additional questionnaire, 

, Snell & Papini's Sexuality Scales, was also sent to the 

patients. 

vi 



The Sexuality Scales have been tested for validity and 

reliability and measures attitudes similar to what this 

researcher was endeavoring to measure. The Sexuality 

Scales measure sexual-esteem, sexual-depression, and 

sexual-preoccupation. 

No statistically significant associations were found 

between discussion and obsession with the disorder using 

the X2 test for independence. However, statistically 

significant associations were revealed when selected 

variables were submitted to stepwise multiple correlations, 

canonical correlations, and one-way ANOVAS. Six factors 

(or clusters) of interest also emerged when selected 

variables were submitted to a Factor Analysis. Declining 

ability for intercourse and increased penile bend and pain 

were consistently reliable predictors of subjects 

psychological well being. 

Reported levels of discussion were surprisingly low. 

A full third of the subjects indicated they do not share 

with a spouse or any one else for that matter. Even more 

surprising were reported levels of obsession for their 

disorder. Nearly 85% reported thinking about their 

condition once a day or less. Several obstacles may 

preclude such sharing. To begin with, men seem disinclined 

to share their emotions and medical problems. 

vii 



Second, the personal nature of this affliction exacerbates 

the first problem. If seeking help is emasculating, then 

seeking help about a condition that is in and of itself 

emasculating is even less likely to occur. To compound the 

problem, medical doctors may be missing the opportunity to 

encourage Peyronie's patients to discuss and share their 

problems with therapists or significant others. 
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CHAPTER I 

INTRODUCTION 

Problems affecting small populations sometimes fail to 

attract the attention of researchers, and, when the 

afflicted choose to suffer in silence, the problem is 

compounded. Peyronie's Disease (PD), or more crudely "bent 

nail syndrome" is a condition that produces odd curvatures 

to the erect penis. The curvature may be barely noticeable 

and of little consequence to a man's capacity for 

intercourse (Gelbard & Hayden, 1991) or severe enough to 

impede or prevent intercourse (Lindsay, Schain, Grambsch, 

Benson, Beard, & Kurland, 1991). Advanced PD can lead to 

psychogenic impotence (Horton, Devine, McGraw, Gilbert, 

1985) or physiogenic impotence (Costello, 1993) (Crenshaw & 

Hildebrandt, 1985) (Iacono, Barra, DeRosa, Boscaino, & 

Lotti, 1993). In addition to angulation, symptoms include 

physical pain as well as emotional distress (Gelbard, Dorey, 

& James, 1990), diminished libido, and decreased penile 

sensitivity (Crenshaw et al., 19185). Shortening of the 

penis is common, especially after surgery (Rigand & Berger, 

1995). 

1 



2 

Researchers report erection insufficiency as one of the 

most common (43%) occurrences during the advanced stage of 

PD (Iacono et al., 1993). While the disease is normative 

to men in their 40s or older, teens have also been reported 

with PD. (Lindsay et al., 1991). 

Cause and cure of PD are unknown (Gelbard et al., 

1991; Lindsay et al., 1991; Ralph, Brooks, Bottazzo, & 

Pryor, 1992). Urologists estimate a prevalence rate of 1% 

(Gelbard et al., 1991), but this number is suspect in light 

of the fact that some subjects wait for months or years to 

present for diagnosis if the disease is in an early stage 

(Iacono et al., 1993). It might be assumed that some men, 

whose condition does not progress to a severe stage, may 

never report their condition (Lindsay et al., 1991). 

Initial treatment generally consists of watching and 

waiting for a year to 18 months since the disease usually 

stabilizes around that time (Gelbard et al., 1991). When, 

and if, angulation becomes severe enough to preclude 

intercourse, surgery is recommended. 

This study concerned itself with how men cope during 

that watch and wait period, as well as the months or years 

following, before surgery is recommended. 
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More specifically, whether or not PD sufferers discuss 

their feelings and share their concerns and whether or not 

that sharing improves their emotional well-being or reduces 

their obsession with their condition. 

If we conceptualize coping as protective actions, 

either approach or avoidance (Suls & Fletcher, 1985), taken 

to avoid or lessen the impact of life stressors (Pearlin & 

Schooler, 1978), it is reasonable to consider either 

silence or sharing as attempts at coping. Gelbard (1990) 

reports obsession with the condition even among long term 

sufferers and suggests that "by discussing their feelings 

and sharing their concerns overall function may be 

improved" (p. 1379). This study endeavored to test that 

hypothesis. Do men with PD discuss their feelings and 

share their concerns or do they suffer in silence? If they 

choose to share, then with whom? And what is the result of 

such discussions and sharing? Is there a measurable effect 

from discussing feelings and sharing concerns? 

Statement of Problem 

It is widely suggested that there is considerable 

value to the mediating effects of the social support one 

can gain from sharing his concerns with significant others 

(Billings, Cronkite, & Moos, 1983; Cobb, 1985; Holahan & 

Moos, 1986). 



Social support is defined as information leading to the 

subject's conviction that he is loved by significant 

others, esteemed by family, friends, or professionals, and 

belonging to a network of communication that provides 

information and/or services (Cobb, 1976). 

4 

American men are generally characterized as slow to 

share their emotions (Downey, 1984; Nezu & Peterson, 1986; 

Shaw, 1982; Watson & Clark, 1984). It is further proposed 

that they tend to suffer medical afflictions in silence 

(Marcus & Siegel, 1982; Mienecke, 1981; Goldberg, 1993). 

Additionally, a popular maxim suggests that a significant 

portion of the male ego is associated with his penis 

(Reuben, 1969). PD is an affliction that directly affects 

the size and shape, and possibly the function of the penis, 

especially on erection. Since PD is a very obscure 

affliction and onset of the disease is normally in mid-life 

the patient has had little, if any, reason to be prepared 

for its impact. With these theoretical assumptions in mind 

it might be expected that an affliction of such a personal 

nature as PD is likely to precipitate a profound suffering 

in silence. 

Goldberg (1993) states 

Just as is the case with impotence, I think it's 
advisable for men with Peyronie's to have a few 
counseling sessions with a psychologist. Nothing 
that affects the organ a man is most proud of can 
be a physical problem alone (p. 183). 
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Gelbard (1990) reports that Peyronie's sufferers (even 

long-time sufferers) are generally obsessed with their 

affliction. He also suggests that "by discussing their 

feelings and sharing their concerns the overall function 

may be improved" ( p. 1379). 

The 1977 Handbook of Sexology noted the lack of 

psychological research on the subject of PD (Money, 1977). 

Very little has been added to our knowledge since Money's 

observation. The overwhelming majority of research has 

come from the medical community and has addressed etiology, 

and conservative (such as vitamin E therapy) and surgical 

therapies. Studies addressing psychological issues are 

practically non-existent and limited to small samples 

(Crenshaw et al., 1985; Furlow, Swenson, & Lee, 1975; 

(Gelbard et al., 1990; Horton et al., 1985; Williams & 

Thomas, 1970). Horton (1985) suggests that a great deal of 

mental stress and anxiety can be produced by curvatures and 

that 
the use of a sex therapist can offer additional 
aid to the physician and realistic acceptance by 
the patient. More attention should be given to 
the patient with the problem. It is not well 
recognized by most physicians, and, therefore, 
patients may suffer needlessly in silence without 
adequate help (pp. 758-759). 

Sharing and discussing distressing events is readily 

accepted to be of emotional value to patients (Laird, 1974; 

Smith, 1991). 
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And while PD researchers are inclined to expect a value to 

sharing, no specific research is available to support the 

hypothesis. We do not know if men share their feelings or 

if they are prompted to do so by others. We do not know if 

those who choose to discuss their feelings or share their 

concerns experience a different level of emotional distress 

or obsession than those who choose not to discuss and 

share. Indeed, it is only assumed that sharing will lead 

to improvement in these areas. It is altogether possible 

that silence, as well as decrease in libido, might be 

adaptive and serves to mediate obsession and overall 

function better than sharing does. 

Statement of Purpose 

This study examined the role of discussing feelings 

and sharing concerns with spouse and others and its effect 

on helping a man cope with Peyronie's disease. Subjects 

were limited to men who have been diagnosed with PD over 

the last 10 years, are in a stage of PD that does not 

preclude intercourse, and have not undergone corrective 

surgery. 

It has been suggested that subjects who discuss their 

feelings and share their concerns will fare better than 

those who do not (Gelbard et al., 1990; Horton et al., 

1985). 
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This study sought to reveal whether men who suffer from PD 

and discuss their feelings and share their concerns with 

others report less obsession with their condition as well 

as improvement in psychological effects. If Gelbard's 

hypothesis is true, responses of patients who share or 

discuss their problem should be different from those who do 

not. 

Research Questions and Hypotheses 

1. Do PD patients discuss their feelings and share 

their concerns? 

2. With whom do PD patients discuss their feelings 

and share their concerns? 

3. With what frequency do PD patients discuss their 

feelings and share their concerns? 

4. Is there a correlation between discussing feelings 

and sharing concerns with obsession? 

5. Is there a correlation between discussing feelings 

and sharing concerns with self-esteem? 

6. Is there a correlation between discussing feelings 

and sharing concerns with marital satisfaction? 

7. Is there a correlation between discussing feelings 

and sharing concerns with libido? 

8. Is there a correlation between discussing feelings 

and sharing concerns with life satisfaction? 
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9. Is there a correlation between discussing feelings 

and sharing concerns with sexual satisfaction? 

10. Is there a correlation between discussing 

feelings and sharing concerns with sexual-esteem? 

11. Is there a correlation between discussing feelings 

and sharing concerns with sexual-depression? 

12. Is there a correlation between discussing 

feelings and sharing concerns with sexual-preoccupation? 

Hypotheses 

Hol For the general population of patients, obsession 

is independent of sharing. 

Ho2 For the general population of patients, self

esteem is independent of sharing. 

Ho3 For the general population of patients, marital 

satisfaction is independent of sharing. 

Ho4 For the general population of patients, libido is 

independent of sharing. 

Ho5 For the general population of patients, life 

satisfaction is independent of sharing. 

Ho6 For the general population of patients, sexual 

satisfaction is independent of sharing. 

Ho7 For the general population of patients, 

perception of disease pattern (direction the disorder is 

taking) is independent of sharing. 



Ho8 For the general population of patients, sexual

esteem is independent of sharing. 

Ho9 For the general population of patients, sexual

depression is independent of sharing. 

HolO For the general population of patients, sexual-

preoccupation is independent of sharing. 

Hl Obsession is related to sharing. 

H2 Self-esteem is related to sharing. 

H3 Marital satisfaction is related to sharing. 

H4 Libido is related to sharing. 

H5 Life-satisfaction is related to sharing. 

H6 Sexual-satisfaction is related to sharing. 

H7 Perception is related to sharing. 

H8 Sexual-esteem is related to sharing. 

H9 Sexual-depression is related to sharing. 

HlO Sexual-preoccupation is related to sharing. 

Independent Variables 

9 

Independent variables for this research included 

discussion of feelings or sharing of concerns with spouse 

or mate, counselor, family member, pastor or friend. 

Demographic variables included race, age, education, and 

marital status. Independent variables regarding physical 

effects included disease duration, active sexual relations, 

penile pain and bend, and the patient's ability for 



intercourse. Independent variables regarding attitudinal 

issues included the patient's attitude about clinic 

counseling. 

Dependent Variables 

Dependent variables for this research included 

obsession with condition (i.e., thinking about the 

condition: Less than once a day, once a day, every 6 

hours, every 4 hours, every 2 hours, every hour). 

Level of self-esteem (much better, better, same, 

worse, much worse). 

Level of marital satisfaction (much better, better, 

same, worse, much worse). 

Level of libido (much better, better, same, worse, 

much worse). 

10 

Level of life satisfaction (much better, better, same, 

worse, much worse). 

Level of sexual satisfaction (much better, better, 

same, worse, much worse). 

Perception of disease pattern (getting better, staying 

the same, getting worse). 
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Statistical Technique 

Since the data consisted of ordinal measurements the 

Two way Chi-Square (SPSS CHISQ PHI) was utilized. 

Minimum cell frequencies were expected to be at least two. 

In the case of Snell and Papini's Sexuality Scales the 

Pearson correlation was used because minimum cell 

frequencies of at least two could not be expected. 

Assumptions 

Basic assumptions necessary for testing hypotheses 

with the chi-square test include the following: 

1. Independence of observations, that is the 

occurrence of the first event has no effect on the 

probability of the second event. 

2. The data consist of nominal or ordinal 

measurements. 

3. A chi-square test should not be performed when the 

expected cell frequency is less than 2. Hopkins and Glass 

(1978, p. 322) point out that 

until recently it was thought that X2 should not 
be used unless the minimum ef (i.e., nPe) were 5 
or more in each cell. Roscoe & Byars (1971), 
Conover (1974) and Camilli and Hopkins (1977) have 
shown that the X2

- statistic works well even when 
the average expected frequency is as low as 2." 



4. Competency to understand and answer the 

questionnaire as well as the respondents' honesty is 

assumed. 

5. Post Hoc test will follow where significance is 

found. 

Definitions 

12 

Psychological effects -- degree of obsession with the 

condition as well as patient's assessment of change in 

areas of self-esteem, marital satisfaction, libido, life 

satisfaction, and sexual satisfaction - referred to as 

attitudinal variables. 

Discussion of feelings and sharing of concerns -

respondents' measured responses to weighted questions 

regarding their experience in discussing their feelings and 

sharing their concerns with spouse or mate, counselor, 

family member, pastor or friend. 

Delimitations 

1. The sample for this study were volunteers who were 

diagnosed at the same medical clinic devoted to male health 

issues and located in the Dallas/Fort Worth metroplex area. 

Not all of the subjects, however, reside in the area. 

Responses to questionnaires were received from north, 

south, east, and west Texas as well as California, 



Mississippi, Indiana, Illinois, Colorado, and Arkansas. 

All had been diagnosed with Peyronie's disease over the 

past 10 years. 

2. The method of gathering information was self

administered questionnaires emanating from the clinic's 

office on their physician's letterhead. 

3. In PD, there is a lack of commonality regarding 

onset as well as progression of the disease making 

comparative study difficult. Patient bias could not be 

eliminated. 

Summary 
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While medical researchers continue their frustrating 

search for the cause and cure of Peyronie's Disease (PD), 

its psychological impact has been all but ignored. A few 

medical researchers have suggested that social and 

professional support might contribute to a reduction in the 

level of obsession PD sufferers experience as well as 

enhance their overall psychological well-being. 

A cooperative effort between this researcher and a 

major male health clinic was undertaken to address this 

hypothesis. The research addressed the questions as to 

whether or not PD sufferers avail themselves of social or 

professional support and to what extent such support 

correlates with attitudes toward their personal well-being. 
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More specifically, would levels of obsession or sexual 

preoccupation and sexual depression be lower for those who 

discuss their feelings and share their concerns? Would 

psychological areas of self and sexual esteem as well as 

levels of marital satisfaction, life satisfaction, sexual 

satisfaction, and libido be higher for those who choose to 

discuss their feelings and share their concerns? 

Finally, would patients who choose to discuss their 

feelings and share their concerns prove to have a more 

optimistic perception of their disease pattern? 



CHAPTER TWO 

REVIEW OF LITERATURE 

Two hundred and fifty years have passed since de la 

Peyronie first reported a case of the disease that bears 

his name. In that time, no cause or cure has been 

discovered for Peyronie's disease (PD). Medical research 

is often more confusing and contradictory than conclusive. 

Research addressing the psychological impact of PD is 

practically non-existent. Since the discovery of the 

disease, men have coped with PD but we have no evidence as 

to how or how well. This research explored these questions 

and endeavored to see if PD sufferers discuss their 

feelings or share their concerns. If they were found to do 

so, with whom do they discuss and share and to what 

benefit? 

Literature reviews examined medical research and what 

few allusions to psychological areas could be found. 

Literature pertaining to male habits of sharing their 

emotions or their problems was reviewed as well as 

literature pertaining to the value of such sharing in 

general. 

15 



16 

Theoretical Framework · 

Medical researchers have suggested that men with PD 

who discuss their feelings or share their concerns may 

benefit emotionally from doing so (Gelbard et al., 1990; 

Horton et al., 1985). While Gelbard has some data to 

substantiate his suggestion, they are limited and out of 

the primary focus of his research. Horton posits his 

theory more on conventional wisdom regarding needs of 

patients for emotional support and the lack of training of 

medical doctors to be sensitive to those needs. Horton's 

sentiments are echoed in the writings of physicians who 

deal with similar issues for women with breast cancer 

(Kaplan, 1992). 

The efficacy of sharing one's emotions or discussing 

concerns in regard to medical problems is a widely accepted 

axiom today. Such conviction leads medical professionals 

who treat PD sufferers to suggest that such sharing can 

reduce mental anxiety (Horton et al., 1985) and improve 

overall function (Gelbard et al., 1990). "Both expressing 

one's feelings and being aware of one's emotions have been 

linked to good health" (Katz, 1991, p. 189). 
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The value of emotional support, especially that of a 

spouse, is generally conceded (Brown & Harris, 1978; Cobb, 

1976; Leaf, Weisman, Myers, Tischler, & Holzer, 1984; 

Oatley & Bolton, 1985). It cannot be assumed, however, 

that men avail themselves of this support when it comes to 

the issue of PD nor that spouses are always supportive. 

This fact gives considerable weight to Coyne and Downey's 

(1991) observation that 

this positive effect is dwarfed by the negative 
one of being married and unable to talk to one's 
spouse. The adjusted odds ratio for depression 
associated with being married and unable to talk 
to one's spouse was over 25 for both men and women 
(pp. 412-413). 

For men who suffer with PD, the issue of spousal 

emotional support is not mediated by being single. Any man 

who is involved in an active sexual relationship, 

regardless of marital status, is faced with the necessity 

to deal with the issue on an interpersonal level with his 

partner. It would be of little comfort to assume the 

partner might be oblivious to changes in the length or 

shape of the penis. Such a lack of attention could easily 

be negatively interpreted. 

For those not involved in an active sexual 

relationship there is the dread of having to face the 

deformity and all of its attendant embarrassments on 

entering such a relationship. 
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Spousal support is only one area of support. Social 

support from kin and friends also has proven to be valuable 

buffers to the impact of stress (Billings & Moos, 1985; 

Kessler, Price, & Wortman, 1985; Lieberman & Mullin, 1978; 

Lin, Dean, & Ensel, 1986; Pagel, Erdley, & Becker 1987). 

The likelihood, however, of men discussing such an intimate 

disability with friends or family is easily imagined to be 

considerably smaller. The fact is, nonetheless, that we do 

not know if men avail themselves of such support or if 

there is any relationship to psychological well-being. 

Informational support is another key area. It is easy 

to ignore the particulars of any disease or malady that we 

are not immediately affected by. The average adolescent is 

not concerned with the signs of heart disease. Even the 

average 50 year old spends little time studying the subject 

unless he has had some reason to suspect his own well 

being. When concern is piqued, the search for information 

is usually a serious issue. With an understanding of risks 

and potential cures comes a reduction in anxiety. 

With PD, the problem with informational support is 

twofold. First is its scarcity. PD has no doubt been 

around long before it was clinically described by the 

physician to King Louis XIV, Francois de la Peyronie in 

1743. 
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Mention of the disorder (it is not really a disease), 

however, even in texts devoted to sexual medicine or sex 

therapy is very exiguous. The vast majority of information 

available is found in medical journals. 

Secondly, in the event that the PD sufferer locates 

such articles and works his way through the terminology he 

will find little in the way of encouragement or support. 

If looking at his own penis (which for some 40 years 

pointed due north and now points east, south, or west and 

is perhaps an inch or two shorter than before) is not bad 

enough, he can peruse graphic pictures of the surgical 

procedures that offer a mixed bag of results ranging from a 

relative return to normality to complete impotence 

(Fournier, Lue, & Tanagho, 1993). 

He will be introduced to the world of penile 

prosthesis and the "nip and tuck" procedure which offers to 

correct bending but at the cost of additional loss in 

penile length. If not already circumcised he will have to 

deal with that possibility should surgery be required. He 

will read about "sleeve retraction" of the penile skin 

(Knispel, Gonnermann, & Huland, 1991) or complete 

"degloving" (Fournier et al., 1993) to allow access to 

plaques which will then be excised by the surgeon's scalpel 

or vaporized by his carbon dioxide (Fournier et al., 1993) 

or Neodynium/Yag (Costello, 1993) laser. 
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Considering that most men have spent a lifetime 

wincing at the mere suggestion of minor traumas to the 

penis, these informational offerings are hard to imagine as 

supportive. However, the mere realization that someone is 

addressing the problem and that he is not alone (albeit a 

small number of fellow sufferers) is probably of some 

value. Information dealing with medical therapies ranges 

from tamoxifen (Ralph, Brooks, Botazzo, & Pryor, 1992), 

steroid injections (Desanctis & Furey, 1967), ultrasound 

(Frank & Scott, 1971), orthovoltage radiotherapy (Furlow & 

Swenson, 1975), and vitamin E (Costello, 1993; Crenshaw et 

al., 1985; Knispel et al., 1991). Fournier (1993) speaks 

for the majority of urologists when he states that "the 

treatment of Peyronie's plaque of the penis has largely 

been a frustrating undertaking" (p. 1321). 

Gelbard's (1990) conclusion from the analysis of some 

100 questionnaires was that client's responses "produced no 

convincing evidence for the efficacy of conventional 

medical therapy" (p. 1379). Efficacy is made all the more 

difficult to assess "due to the spontaneous arrest or 

regression of the disease" (Costello, 1993, p. 246). The 

possibility of spontaneous arrest or regression should 

offer some encouragement but closer examination of the 

literature reveals considerable variation of opinion on 

this issue as well. 
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Gelbard (1990) reports that "we have found that few of 

our patients return to the premorbid condition" (p. 1376) 

while Williams and Thomas (1970) reported one-third of 

their study experienced spontaneous resolution. Given the 

lack of statistical data and the strong need for appraisal 

support, it is understandable why the more encouraging 

outcome might be reported in popular literature (Jefferies, 

1994). 

While Williams and Thomas' study suggested that "the 

natural history is one of resolution" (p. 75), Gelbard 

(1990) reported that "85% of the patients with long-term 

Peyronie's disease described the condition as either 

unchanging or progressive" (p. 1379). 

Etiology is another area of informational support that 

offers little help. Ralph et al. (1992) state "the 

aetiology of Peyronie's Disease remains a mystery" (p.648). 

Lindsay (1991) points out that "de la Peyronie considered 

chronic irritation through sexual abuse as well as sexually 

transmitted disease to be causative factors" (p. 1007). 

Suggestions in our generation include diet (Kaufman, 1991), 

generalized fibrotic tendency (Chilton, Castle, Westwood, & 

Pryor, 1982; Hinman, 1980), falling on an erect penis 

producing rupture of the tunica albuginea which heals with 

scar tissue, and kicks, blows, or accidents causing trauma 

to the penis (Horton et al., 1985). 
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The possibilities of an autoimmune disorder (VandeBerg, 

Devine, Horton, Somers, Wright, Lefell, Dawson, Gleischman, 

& Rowe, 1982) or heredity (Bias, Nyberg, Hochberg, & Walsh, 

1982) also have been offered. The suggestion that 

Peyronie's could be the result of injury sustained by the 

erect penis during rigorous intercourse or due to minor 

traumas suffered during intercourse through the life span 

(Jefferies, 1993) probably holds a certain appeal because 

it may reaffirm masculinity at a time when sexual esteem is 

hurting. 

Before leaving the consideration of support, a few 

more observations regarding appraisal support (feedback 

from physicians or therapists) need to be made. 

Listening and empathy skills for MDs is not ordinarily 

taught in medical schools (Horton et al., 1985; Kaplan, 

1992; Metz & Seifert, 1990). Horton noted that 

at the present time, with sexual organs exposed 
in photographs, human sexuality talked about with 
more freedom, and sexual experiences more open, a 
great deal of mental stress and anxiety can be 
produced by penile curvatures. Adjunct to this are 
impotency and other sexual problems (pp. 757-758). 

He concluded with the observation "more attention should be 

given to the patient with this problem. It is not well 

recognized by most physicians, and therefore, patients may 

suffer needlessly in silence without adequate help" (p. 

759). 
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If we combine MDs who don't inquire about their 

clients' psychological well-being (with an intent to take 

the time to listen) and men who have been socialized to 

deal with their problems quietly, we have the setting for 

significant inattention to very real needs. This 

possibility is what led to the inclusion of a question on 

the researcher's questionnaire as to whether respondents 

believe an interview with the clinic's therapist may have 

been helpful on their first visit. 

Many men may have desired the help of a therapist but 

were reluctant to ask. There is a strong likelihood that 

urologists miss a valuable opportunity to be helpful by 

failing to urge PD patients to see a therapist. On the 

other hand if talking with therapists is not reported as 

helpful, it is possible that some paradoxical prescription 

such as maintaining a diary would prove to be of a greater 

benefit to PD patients in dealing with their obsession. In 

either case, it is the physician who has the primary 

opportunity to influence the patient. 

Researchers have addressed the suggestion that men may 

appreciate a little nudge in the direction of opening up 

regarding their feelings and concerns (Metz et al., 1990). 
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Meinecke (1981) in a review of articles relating to causes 

and cures for higher male mortality notes that "most 

primary means of releasing tension and relieving stress are 

traditionally feminine behaviors" (p. 241). She identifies 

these primary means as "expressing emotions and asking for 

help." She adds "admitting inadequacy is emasculating and 

greatly feared, while continuing to strive fails to provide 

necessary relief from the harmful effects of stress" (p. 

243). A double bind situation that may "erode men's 

resistance or adaptation energy .... eventually resulting in 

disease, illness, and death" (p. 243). 

Although the hypothesis is not consistently supported 

it is the contention of some researchers that higher levels 

of reported depression is the result of men's 

"unwillingness to admit to and seek help for depressive 

symptoms" (Nolen-Hoeksema, 1987, pp 265-266; Phillips & 

Segal, 1969). Men are reared to demonstrate self-reliance 

and tolerance for pain (Lewis & Lewis, 1977; Mechanic, 

1964). If men find admitting inadequacy emasculating 

imagine the emasculation one must feel if he has to admit 

to a problem that he already views as emasculating. The 

singular exception is his physician. 



Since acute conditions are more likely to 
interfere with normal role obligations, early 
diagnosis and treatment might be valued more 
highly •.. particularly if early contact 
with a doctor is seen as a way of minimizing 
the disability. Indeed, this may represent a 
situation in which visiting a doctor is 
perceived as being efficacious to the 
maintenance of normal role obligations 
(Marcus et al., 1982, p. 194). 
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The idea of relating body cathexis (satisfaction with 

overall physical characteristics) and self-esteem has been 

around for sometime (Berscheid, Walster, & Borhnstedt, 

1973; Jourard & Secord, 1955; Lerner, Karabenick, & Stuart, 

1973; Mahoney, 1974; Rosen & Ross, 1968). Researchers have 

moved toward the value of more specificity (Berscheid et 

al., 1976; Lerner et al., 1973). Current lists include 

some 30 or more body parts. It is interesting to note the 

earlier omission of men's subjective response regarding 

their sex organs. Researchers may have assumed the item 

too delicate or perhaps assumed the results would have been 

skewed by a preponderance of responses indicating 

dissatisfaction with the size of this particular body 

aspect. 

Without reference to any particular body part, one 

researcher offers this observation, "the degree to which 

people are satisfied with their bodies may have profound 

impl;i.cations for their self-perceptions and behaviors" 

(Silverstein, Streigel-Moore, Timko, & Rodin, 1988). 
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The Body Esteem Scale (BES) (Franzio & Shields, 1984) does 

include specific reference to sex organs and while studies 

indicate men's body awareness to be more global than 

specific (Franzoi, Kessenick, & Sugrue, 1989), it also 

should be noted that previous studies were conducted with 

populations unaffected by PD. 

The suggestion that some measure of male ego is 

invested in his genitals is addressed by Jamison and 

Gebhard (1988). "Penis size has long been a concern for 

many males concerned about their normality" (p. 178). 

McCarthy (1977) noted that 

one reason it is particularly important to get 
our facts straight about the male sexual anatomy 
and physiology is that this area of knowledge is 
one which has always been obscured by myth, 
superstition, and misinformation. Perhaps this 
is because the subject of the sex organs is such 
an emotionally charged one for the majority of 
men. Penis size differences (or imagined 
differences) have been the basis for an enormous 
amount of male anxiety (p. 15). 

To allay such anxieties considerable research has been done 

to demonstrate that erection is the great equalizer. While 

the flaccid penis may vary (especially in the eyes of the 

male making comparative furtive glances in the locker room) 

to a degree that may contribute to his anxiety, the erect 

penis varies much less significantly (Jamison et al., 1988; 

McCarthy, 1977; Sandler, Myerson, & Kinder, 1980; Sarrel & 

Sarrel, 1979). 
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For the sufferer of Peyronies, however, this equalizer 

turns into a cruel irony. Rather than contributing to ego 

strength, his erection, now considerably shorter and 

pointing in odd directions, only adds to his anxiety. 

Sarrel (1979) notes that "any injury, illness, or handicap 

may undermine self-confidence" (p.41). 

John Blandey noted that ''the penis is bizarrely twisted or 

bent. The most common symptoms are caused by anxiety which 

the patient feels upon noticing his deformity or the lump 

of fibrous tissue in the flaccid penis" (p. 373). 

Conclusion 

If we accept the concepts of male reluctance to share 

concerns and discuss feelings, as well as the potential 

impact to his ego from deformity of the penis, and the 

popular conviction that sharing of concerns is beneficial 

for one's emotional health, we have a foundation for 

accepting Gelbard's suggestion regarding the potential 

efficacy of such sharing for PD sufferers. It is 

reasonable to expect that men will experience the discovery 

of lumps in their penis as anxiety producing. To also 

experience an unexpected deformity that threatens sexual 

performance can further be assumed to impact libido, sexual 

satisfaction, life satisfaction, self-esteem, and marital 

satisfaction as applicable (Faith & Schare, 1993). 
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It is reasonable to expect that some sharing of his 

condition with sexual partners and medical professionals is 

inevitable. But to what extent will he share with these 

who are on a need to know basis and to what benefit? And 

to what extent will men who suffer from PD avail themselves 

of other forms of support, whether social, informational, 

or appraisal. Does the sensitivity of the issue outweigh 

the potential value of discussing their concerns with 

family, friends, or therapists? For those who do choose to 

share is there a lessening in their level of obsession? Is 

there a measurable difference in either direction for the 

areas of self-esteem, libido, marital satisfaction, life 

satisfaction, or sexual satisfaction? 

Summary 

Research generally supports the efficacy of sharing in 

dealing with stressful events. It is also apparent that 

men are less inclined to take advantage of the benefits 

inherent in sharing their concerns. Though usually 

reticent to visit medical doctors the discovery of a lumpy 

or deformed penis is very likely to drive men into a 

doctor's office. 

As much as he may need the support that comes from his 

doctor or a therapist he may be very unlikely to ask for 

it. 
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Doctors may be just as unlikely to make suggestions that he 

visit a sex therapist and even more unlikely to spend any 

significant amount of time counseling the patient himself. 

The value of social support is essentially unknown as 

applied to the sufferer of PD. While the necessity to 

share at some level with a sexual partner might be assumed, 

it is not known if sharing to a greater extent with that 

partner or with family or friends is the norm for men with 

PD or if such sharing bears any relationship with an 

increase or decrease in levels of esteem, satisfaction, or 

obsession. 



CHAPTER III 

METHODOLOGY 

Research conducted by UCLA School of Medicine (Gelbard 

et al., 1990) sought to evaluate the natural history of 

Peyronie's disease (PD) by means of a questionnaire sent to 

some 100 patients. Gelbard (1990) reported that this 

research included emphasis "for the first time" (p. 1378) 

on secondary psychological effects of PD. It is reasonable 

to expect that men who suffer from a disorder that impacts 

their sexual esteem and self-esteem are not actively 

looking for researchers to share their problem with. 

Medical doctors are quite reasonably interested in research 

that deals with cause and cure of the physical problem. It 

is understandable, then, that it has taken some two and a 

half centuries for medical research to touch on the 

secondary psychological effects. It is just as 

understandable why little exists about the disorder in 

literature dealing with sexual disabilities. Gelbard's 

(1990) research led him to speculate that if men were to 

discuss their feelings and share their concerns about their 

disorder that their overall function might be improved. 
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The purpose of the present research was to build upon 

the initiative taken in the UCLA study and to determine if 

a relationship exists between discussion of feelings and 

sharing of concerns by men who suffer from Peyronie's 

Disease and their level of obsession with their problem or 

areas of satisfaction and esteem. 

Subjects 

Men who suffer from PD are not readily available or 

easy to identify. Individuals who suffer from deformities 

are quite normally anxious to keep them as inconspicuous 

and unknown as possible. If the deformity is associated 

with a person's genitalia, the quest for privacy is all the 

more intense. With regard to men in particular who suffer 

with PD, the revelation to anyone outside of the circle of 

"need to know" of a defect affecting penile length or 

capacity for function is an especially sensitive issue and 

extremely unlikely to be known. For this reason it was 

necessary to enlist the cooperation of medical personnel 

most likely to treat such individuals (i.e., urologists). 

Subjects for this research were, therefore, recruited via 

letter emanating from the medical office of a prominent 

male clinic in a major southwestern metroplex. 



The clinic covers two major population areas and its 

Director is a prominent urologist who has agreed to 

participate in this research. All subjects have been 

diagnosed with PD over the past 10 years and no subject 

selected had reached a stage of PD that has necessitated 

corrective surgery. 

Protection of Human Subjects 
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Approval for this study was obtained from the TWU 

office of Research and Grants Administration, Human 

Subjects Review Committee. The anonymous questionnaires 

were imprinted with the following statement verbatim. "I 

understand that the return of my completed questionnaire 

constitutes my informed consent to act as a subject in this 

research." Subjects were accessed by medical office 

personnel only. A letter on the clinic's letterhead 

included the purpose of the study and appropriate 

questionnaires including instructions as to their 

completion. Subjects were advised that the researcher is 

himself a clinic patient with PD. They were further 

advised that their doctor supports the research and that a 

condition of the clinic's participation is that the doctor 

be made aware of all findings. The questionnaire and 

letter made it clear that their participation was voluntary 

and that their anonymity would be carefully guarded. 
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An additional Sexuality Scales questionnaire was 

supplied for spouses or partners who chose to participate. 

No names of participants were revealed to the researcher. 

Thirty questionnaires from spouses were returned and are 

being reserved for future study. 

Despite the minimal involvement of the subjects and 

their assured anonymity as well as the absence of any 

experimental procedures there were certain foreseeable 

risks or discomforts. Since the questionnaire included 

references to a sensitive medical condition and that 

condition's impact on sensitive areas of human experience, 

it was conceivable that some subjects might experience some 

emotional distress. In light of this possibility the 

following statement was included in the cover letter. "If 

receipt or completion of this questionnaire raises any 

unresolved issues for you or your partner please feel free 

to contact the T.W.U. Family Therapy Clinic at (817) 898-

2600 or the researcher whose number appears at the bottom 

of this letter. You should understand, however, that T.W.U 

does not provide medical services or financial assistance 

in connection with your participation in this research. If 

you have any questions about the research or about your 

rights as a subject please call the Office of Research and 

Grants Administration of T.W.U. at (817) 898-3375. 



Instruments 

A questionnaire patterned after the one used by 

Gelbard (1990) of UCLA Medical School was designed by the 

researcher. Most of the eleven questions from Gelbard's 

design were adapted and a few additional questions that 

addressed the area of discussing feelings and sharing of 

concerns were added. 
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Gelbard's (1990) questionnaire was designed to test 

the hypothesis that "the passage of time is good for 

patients with Peyronie's disease" (p. 1377). It focused on 

the natural history of PD, dealing with questions such as 

duration, pain, bend, ability for intercourse, overall 

condition, current treatment, and perception of disease 

pattern. 

Examining the tendency for improvement through 

spontaneous change, Gelbard also included questions 

designed to examine psychological effects caused by PD. 

These questions highlighted the patients' perceived 

psychological effects and their level of obsession related 

to their condition. This added emphasis on secondary 

psychological effects, according to Gelbard (1990), was 

included "for the first time in our study" (p. 1378). 



35 

Gelbard concluded that "the passage of time rarely 

benefits the patients with painless deformity" but also 

indicated that the PD patients commonly suffer from 

obsession with this problem frequently or all the time" (p. 

1379). Noting that "obsession with this condition can be a 

disabling problem" (p. 1379), Gelbard went on to suggest 

that "by discussing their feelings and sharing concerns the 

over-all function may be improved" (p. 1379). 

While most of the areas of the Gelbard questionnaire 

were incorporated in this research some additional 

questions were included. These addressed the areas of 

discussion of feelings and sharing of concerns, obsession, 

and well-being as compared to time of diagnosis. The time 

of diagnosis was chosen as a reference point because it is 

first of all a point of commonality in an affliction that 

is experienced with wide diversity (Gelbard, et al., 1990) 

(Horton, et al., 1985) (Lindsay, et al., 1991). Secondly, 

it was assumed that the time period immediately occurring 

around the time of discovery and diagnosis of the problem 

is characterized by intense anxiety, especially in light of 

the relative lack of knowledge among the general public 

regarding Peyronie's Disease and the scarcity of 

information in print. 
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Lindsay (1991) reports that patient non-reporting is 

probably negligible in "all but the mildest cases" (p. 

1009) because the condition is usually painful, interferes 

with coitus, and may be presumed to be a cancer by the 

patient. With these considerations in mind it is easy to 

imagine a high level of anxiety occurring around the time 

of diagnosis. Once unreasonable fears are assuaged and 

some modicum of hope is proffered, it is equally reasonable 

to expect that some leveling off of initial anxiety can 

take place within the patient. 

For purposes of comparison, a second instrument, The 

Sexuality Scale (Snell & Papini, 1989), a measure of 

sexual-esteem, sexual-depression, and sexual-preoccupation 

was included in this study. The Sexuality Scale is a 

thirty item inventory that can be self administered in the 

space of a few minutes time. Subjects indicate agreement -

disagreement with each of 30 statements. A 5 point Likert 

scale is used to collect data on subjects responses. The 

Sexuality Scale defines the three aspects of human 

sexuality it purports to measure as follows: (a) sexual

esteem is defined as positive regard for and a confidence 

in the capacity to experience one's sexuality in a 

satisfying and enjoyable way. 
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(b) sexual-depression is defined as experience of feelings 

of depression regarding one's sex life, and (c) sexual

preoccupation is defined as the tendency to think about sex 

to an excessive degree (Snell et al., 1989). Reliability 

and validity of the Sexuality Scale was addressed in a 

study by Snell, Fisher, and Schuh. They reported that 

"results indicated that all three SS subscales had high 

reliability (both test-retest and internal consistency)" 

(Snell, Fisher, & Schuh, 1992, p. 261). Convergent 

validity of the SS was tested by computing correlations 

between the SS and The Locus of Control Scale, The Self

Monitoring Scale, The Beck Depression Inventory, The Survey 

of Heterosexual Interaction, The Sexual Opinion Survey, The 

Sex-Guilt Scale, The Rosenberg Self-Esteem Scale, The Sex 

Anxiety Scale, The Personal Attributes Questionnaire, and 

The Sexual Awareness Inventory, with results being highly 

supportive of predictions. 

The findings were consistent with the overall pattern 
of predicted results. Both sexual-
esteem and sexual-preoccupation were more 
associated with a positive (e.g., sexual
assertiveness) than a negative (e.g., sex
guilt, sex-anxiety) orientation toward sex. 
By contrast sexual-depression was accompanied 
by greater anxiety and depression and less self
esteem and sexual-assertiveness. These findings 
would seem to attest to the benefits of a 
chronically high level of sexual-esteem and the 

·drawbacks of greater dispositional sexual
depression (Snell et al., 1992). 
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While this researcher's questionnaire is untested, it was 

aimed at measuring attitudes similar to those measured by 

the Sexuality Scale. Relationships between answers given 

by the subjects to this researcher's questionnaire and the 

Sexuality Scale were then examined for concurrent validity. 

Design 

Both questionnaires were mailed to all consecutive 

patients seen with the diagnosis of PD by the clinic 

between March of 1985 and March of 1995. Returned 

questionnaires were examined for adequacy of evaluation. 

Incomplete questionnaires and questionnaires that were 

answered with more than one choice were omitted. Data from 

all adequate responses were loaded into an IBM Systems 

computer and analyzed using the SPSS statistical software 

package. 

Based on responses to such questions as disease 

duration, progression of disease, obsession, self-esteem, 

libido, marital satisfaction, sharing and discussion, etc., 

each subgroup was analyzed to identify meaningful 

statistical relationships. Since this is a pre

experimental design, using established intact groups, 

statistical associations were addressed using the Chi

Square statistic as well as the Pearson correlation for 

ordered responses. 
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Procedure 

Subjects in this survey were contacted by mailed 

questionnaires emanating from their physician's office on 

the doctor's letterhead. A cover letter outlining the 

purpose of the study and indicating the voluntary and 

anonymous nature of participation as well as clear 

instructions for completion of the questionnaires was 

included. Full confidentiality was insured to all subjects 

who completed the questionnaires which taken together were 

designed to take approximately 15 minutes to complete. 

Completed questionnaires were returned to the clinic in 

sealed pre-addressed envelopes. The envelopes were coded 

with an appropriate mark that assured that only personnel 

designated by the physician would open them. The 

questionnaires were examined at the clinic to assure 

anonymity before being forwarded to the researcher. 
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Analysis of Data 

Data were first analyzed using a Two by Two Chi-Square 

design and Pearson Correlation. All items in the 

questionnaire were submitted to a Factor Analysis, 

including the three subscale scores from the Snell & Papini 

Sexuality Scale, to see what structure exists within this 

set of instruments. Additionally, each of the discussion 

variables was submitted to a one-way ANOVA using the 

various attitudinal variables (i.e., obsession, esteem, 

etc.) as independent variables. And finally, Canonical 

correlations analysis between two selected subsets of the 

variables were performed. 



CHAPTER IV 

RESULTS 

In this chapter the results of the study will be 

presented in the following order: identification of the 

study participants, description of demographic variables, 

findings related to the hypotheses, and a summary of the 

results. 

Subjects 

The sample for this study was comprised of 68 subjects 

recruited by letter emanating from a medical clinic devoted 

to male health issues located in the Dallas/Forth Worth, 

Texas Metroplex area. A consecutive mailing to the 232 PD 

patients on the clinic's mailing list included requests for 

change of address. Seven were remailed. Over the next 

thirty days 69 patients returned the self administered 

questionnaires. Of the 69 returned questionnaires only one 

was unusable since the subject had undergone surgery and 

was outside the parameters of this study. The final 

available population numbered 230. Cumulative response to 

the study amounted to 30% of the available population. 
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As response rates go, this could be considered a low 

response rate (Babbie, 267). The potential of response 

bias will be considered and discussed in the section on 

limitations of the study. 

Demographic Statistics 
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Patient age ranges across disease categories generally 

coincide with findings reported in previous studies for PD 

patients (Horton, et al). PD is a disorder that generally 

affects older men usually in their late fort~es and older 

(Gelbard, et al, 1990). Incidence increases with age and 

is rare below the age of forty. 

The age range for subjects in this study was 30 to 78. 

Twenty one subjects fell into the category of age 30 

through 50. Thirty subjects were in a second category of 

51 through 65 and seventeen subjects were 66 or older. 

Mean age was 57.5, median age 59.5, and the mode (6 

patients) was 65. 

98.5% of the patients reported to be caucasian. One 

patient (1.5%) reported to be "European American" and was 

treated in the statistical base as "non-white". 

Four subjects were single, 53 married, 8 divorced, 3 

widowed, and none reported to be separated. 

Levels of formal education attained by the study 

participants ranged from 8 years to 21 years. 
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For the patients 1.5% left school after the eighth grade, 

12.3% completed high school, 27.9% completed 1 - 3 years 

of college, 29.4% reported four years beyond high school, 

29.5% reported education of more than 4 years beyond high 

school. 

A mean of 15.5 years of education was reported. 

With respect to length of disease duration, 12 

patients (17.6%) had been diagnosed with PD for 1 year or 

less. Fourteen patients (20.6%) reported a diagnosis of PD 

of more than 1 year and up to 2 years. Twenty-five (36.8%) 

had been diagnosed more than 2 years and up to 4 years, and 

17 patients (25%) were diagnosed with PD more than 4 years. 

The range for diagnosis of PD was from 3 months to 10 

years, mean 2.691 years and median and mode both 3 years. 

56 subjects (82.4%) reported being currently involved 

in an "active sexual relationship". It should be noted 

that the questionnaire does not define "active sexual 

relationship". 12 subjects (17.6%) reported they were not 

involved in an active sexual relationship. 

In regards to their experience of physical pain, 61 

patients (89.7%) reported that their level of physical pain 

was either the "same as" or "better" to "much better" than 

at time of diagnosis. Not every man with PD experiences 

pain (Gelbard, et al). 



Several of the men in this study included on their 

questionnaire the fact that they had never had pain with 

their PD. Their questionnaires were, therefore scored as 

"same" since their experience had not changed. Only 4 

patients (5.9%) reported their experience with pain as 

"worse" and 3 patients (4.4%) reported as "much worse". 
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Similarly, patients reported experience regarding the 

degree of bending on erection revealed 59 (86.8%) was 

either the "same" or "better" to "much better" as compared 

to time of diagnosis. More than half of these reported 

their condition as "same". This finding compares favorably 

with the study done by (Gelbard, et al, 1990). 

With respect to ability for intercourse the results 

were only slightly less positive, with 53 (77.9%) 

indicating their ability as the same or improved since 

diagnosis. 

As to how often patients reported thinking about their 

condition a full 83.8% (57 Ss) reported that they think 

about their condition only once a day or less. These 

particular results are positively skewed. This is 

especially surprising in view of past studies that report 

obsession with the condition as a major component of the 

disorder's effect on patients (Gelbard, et al, 1990) 

(Horton, et al, 1984). 



It also has implications for this study since its purpose 

was to measure levels of obsession when controlled for 

levels of discussion of feelings and sharing of concerns. 
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Frequencies were tabulated on the extent to which 

patients discuss their feelings or share their concerns 

with significant others. Discussion or sharing was scored 

on a five point scale ranging from more than weekly to not 

at all. Nine patients (13.2%) reported sharing with their 

spouse or mate on a weekly to more than weekly basis. 

Fifteen patients (22.1%) reported discussion on a monthly 

basis. Twenty-one patients (30.9%) reported that they 

share less than monthly with their spouse and the largest 

majority, twenty three patients (33.8%) reported that they 

do not share at all with spouse or mate. Results in this 

variable are negatively skewed. The responses were more 

dramatically skewed in regards to sharing with counselors, 

89.7% never discussing with a counselor. An even larger 

number (92.6%) have never discussed their condition with a 

friend or pastor and 92.6% have never shared with a family 

member. 
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Findings Related to Research Hypotheses 

Hol. For the general population of PD patients 

obsession is independent of discussion/sharing. That is, 

the frequency distribution of obsession has the same form 

for subjects who discuss their feelings or share their 

concerns with significant others more than weekly as for 

those who share and discuss weekly, monthly, less than 

monthly, or not at all. 

Table 1 shows the results of a Chi-Square test for 

independence on patients reported level of obsession with 

their disorder in relationship to their reported level of 

discussion or sharing with either a spouse or mate. 
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Table 1 

Chi-Square Analysis of Obsession Level and Discussion Level 

With Spouse/Mate 

Frequency 

x2 df p 

Variable >Weekly Monthly <Monthly None 

OBSESSION 

<lx/day 2(3.6) 1(1.8) 9(9.6) 13(12.7) 16(13.3) 

lx/day 3(1.4) 2(0.7) 3(3.8) 4( 4.9) 4( 5.2) 

Ey 6 Hr 0(0.5) 0(0.3) 2(1.3) 1( 1.9) 3( 2.0) 

Ey 4 Hr 1(0.3) 0(0.2) 1(0.7) 1( 0.9) 0( 1.0) 

Ey 2 Hr 0(0.1) 0(0.1) 0(0.3) 1( 0.4) 0( 0.3) 

Evry Hr 0(0.1) 0(0.0) 0(0.2) 1( 0.3) 0 (0.3) 16.05 20 . 6 

Note: ( ) = Expected frequencies; Alpha= .05 

Obsession was measured on a seven point graphic rating 

scale ranging from thinking about condition "less than once 

a day" to "once every hour". Discussion was measured on 

five levels of response on sharing concerns with 

spouse/mate from "more than weekly" to "not at all". 

Higher scores indicated little to no sharing while lower 

scores indicated frequent sharing. 

Fail to reject Ho. There is no significant 

relationship between obsession and discussion of feelings 

and sharing of concerns with spouses or mates. 
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Table 2 shows the results of a Chi-Square test for 

independence on patients' reported level of obsession with 

their disorder in relationship to their reported level of 

discussion or sharing with a counselor. 

Table 2 

Chi-Square Analysis of Obsession Level and Discussion Level 

With Counselor 

Freguency 
x2 df p 

Variable <Monthly None 

OBSESSION 

< lx/day 4(4.2) 37(36.0) 

1/day 2(1.6) 14(14.0) 

Evry 6 Hrs 0(0.6) 6( 5.4) 

Evry 4 Hrs 1(0.3) 2( 2.6) 

Evry 2 Hrs 0(0.1) 1( 1.0) 

Evry Hr 0(0.1) 1( 1.0) 2.74 5 .74 

Note: ( ) = Expected frequencies; Alpha = .05 

Fail to reject Ho. There is no significant 

relationship between obsession and discussion of feelings 

and sharing of concerns with a counselor. 
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Table 3 shows the results of a Chi-Square test for 

independence on patients' reported level of obsession with 

their disorder in relationship to their reported level of 

discussion or sharing with a family member. 

Table 3 

Chi-Square Analysis of Obsession Level and Discussion Level 

With Family Member 

Frequency 
x2 df p 

Variable <Monthly None 

OBSESSION 

< lx/day 4(3.0) 37(37.4) 

1/day 1(1.2) 15(14.6) 

Evry 6 Hrs 0(0.4) 6( 5.5) 

Evry 4 Hrs 0(0.2) 3( 2.7) 

Evry 2 Hrs 0(0.1) 1( 0.9) 

Evry Hr 0(0.1) 1( 0.9) 1.25 5 .94 

Note: ( ) = Expected frequencies; Alpha = .05 

Fail to reject Ho. There is no significant 

relationship between obsession and discussion of feelings 

and sharing of concerns with a family member. 
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Table 4 shows the results of a Chi-Square test for 

independence on patients' reported level of obsession with 

their disorder in relationship to their reported level of 

discussion or sharing with a pastor or friend. 

Table 4 

Chi-Square Analysis of Obsession Level and Discussion Level 

With Pastor or Friend 

Variable 

Frequency 

>Weekly <Monthly None 

OBSESSION 

< lx/day 0(0.6) 

1/day 0(0.2) 

Evry 6 Hrs 1(0.1) 

Evry 4 Hrs 0(0.0) 

Evry 2 Hrs 0(0.0) 

3(2.4) 

0(0.9) 

1(0.4) 

0(0.2) 

0(0.1) 

38(37.4) 

16(14.6) 

4( 5.5) 

3( 2.7) 

1( 0.9) 

x2 df p 

Evry Hr 0(0.0) 0(0.1) 1( 0.9) 13.46 10 .20 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between obsession and discussion of feelings 

and sharing of concerns with a pastor or friend. 
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Ho2. For the general population of PD patients, 

esteem is independent of discussion/sharing. That is, the 

frequency distribution of esteem has the same form for 

subjects who discuss their feelings or share their concerns 

with significant others more than weekly as for those who 

share and discuss weekly, monthly, less than monthly, or 

not at all. 

Table 5 shows the results of a Chi-Square test for 

independence on patients' reported level of esteem in 

relationship to their reported level of discussion or 

sharing with either a spouse or mate. 

Table 5 

Chi-Square Analysis of Esteem and Discussion Level With 

Spouse/Mate 

Freguency 
x2 df 

Variable >Weekly Weekly Monthly <Monthly None 

ESTEEM 

Mch Btr 3(0.7) 0(0.4) 0(2.0) 2(2.5) 3(2.6) 

Better 0(1.0) 0(0.5) 4(2.7) 4(3.4) 3(3.6) 

Same 2(2.3) 3(1.2) 6(6.2) 7(7.7) 7(8.1) 

Worse 0(1.7) 0(0.8) 6(4.4) 5(5.5) 7(5.8) 

Mch Wrs 1(0.3) 0(0.1) 0(0.7) 2(0.9) 0(1.0) 23.57 16 

Note: ( ) = Expected frequencies; Alpha= .05 

p 

.10 



52 

Fail to reject Ho. There is no significant 

relationship between esteem and discussion of feelings and 

sharing of concerns with a spouse or mate. 

Table 6 shows the results of a Chi-Square test for 

independence on patients' reported level of esteem in 

relationship to their reported level of discussion or 

sharing with a counselor. 

Table 6 

Chi-Square Analysis of Esteem and Discussion Level With 

Counselor 

Freguency 

x2 df 
Variable <Monthly None 

ESTEEM 

Much Btr 0(0.9) 8( 7.0) 

Better 1(1.2) 10( 9.6) 

Same 2(2.7) 22(22.0) 

Worse 3(2.0) 15(15.8) 

Mch Worse 1(0.3) 2( 2.6) 3.44 4 

Note: ( ) = Expected frequencies; Alpha = .05 

Fail to reject Ho. There is no significant 

relationship between esteem and discussion of feelings 

sharing of concerns with a counselor. 

p 

.49 

and 



Table 7 shows the results of a Chi-Square test for 

independence on patients' reported level of esteem in 

relationship to their reported level of discussion or 

sharing with a family member. 

Table 7 

Chi-Square Analysis of Esteem and Discussion Level With 

Family Member 

Variable 

ESTEEM 

Much Btr 

Better 

Same 

Worse 

Mch Worse 

Frequency 

<Monthly None 

0(0.6) 8( 7.3) 

1(0.9) 10(10.0) 

3(1.9) 21(22.7) 

1(1.4) 17(16.3) 

0(0.2) 3( 2.7) 

x2 df p 

1.72 4 .79 

Note: ( ) = Expected frequencies; Alpha= .05 
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Fail to reject Ho. There is no significant 

relationship between esteem and discussion of feelings and 

sharing of concerns with a family member. 



Table 8 shows the results of a Chi-Square test for 

independence on patients' reported level of esteem in 

relationship to their reported level of discussion or 

sharing with a pastor or friend. 

Table 8 

Chi-Square Analysis of Esteem and Discussion Level With 

Pastor or Friend 

Frequency 

x2 df 
Variable >Weekly <Monthly None 

0(0.1) 1(0.5) 7( 7.3) 

p 

ESTEEM 

Much Btr 

Better 

Same 

Worse 

Mch Worse 

1(0.2) 

0(0.4) 

0(0.3) 

0(0.0) 

1(0.7) 9(10.0) 

1 ( 1. 5) 23 ( 2. 7) 

1(1.1) 17(16.3) 

0(0.2) 3( 2.7) 6.19 8 .63 

Note: ( ) = Expected frequencies; Alpha= .05 
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Fail to reject Ho. There is no significant 

relationship between esteem and discussion of feelings and 

sharing of concerns with a pastor or friend. 
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Ho3. For the general population of PD patients 

marital satisfaction is independent of discussion/sharing. 

That is, the frequency distribution of marital satisfaction 

has the same form for subjects who discuss their feelings 

or share their concerns with significant others more than 

weekly as for those who share and discuss weekly, monthly, 

less than monthly, or not at all. 

Table 9 shows the results of a Chi-Square test for 

independence on patients' reported level of marital 

satisfaction in relationship to their reported level of 

discussion or sharing with either a spouse or mate. 

Table 9 

Chi-Square Analysis of Marital Satisfaction and Discussion 

Level With Spouse/Mate 

Freguency 

x2 df p 
Variable >Weekly Weekly Monthly <Monthly None 

MARSAT 

Mch Btr 3(0.6) 0(0.3) 0(1.6) 2(1.8) 1(1.8) 

Better 0(0.7) 0(0.4) 4(1.8) 1(2.0) 2(2.0) 

Same 0(2.6) 3(1.3) 5(6.0) 7(7.3) 10(7.8) 

Wrs 2(1.8) 0(0.9) 5(4.1) 5(5.0) 5(5.3) 

Mch Wrs 1(0.3) 0(0.2) 0(0.7) 2(0.9) 0(0.9) 27.68 16 .03* 

Note: ( ) = Expected frequencies; Alpha= .05 
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Reject Ho. There is a significant relationship 

between marital satisfaction and discussion of feelings and 

sharing of concerns with a spouse or mate. 

Post Hoc revealed significance in row 3 (1,2). 

Significantly more of the patients who report they share 

weekly or less with spouse or mate also report their 

marital satisfaction as the "same" as compared to time of 

diagnosis than those who share and discuss with a spouse or 

mate more than weekly. 

Table 10 shows the results of a Chi-Square test for 

independence on patients' reported level of marital 

satisfaction in relationship to their reported level of 

discussion or sharing with a counselor. 
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Table 10 

Chi-Square Analysis of Marital Satisfaction and Discussion 

Level With Counselor 

Variable 

MARSAT 

Much Btr 

Better 

Same 

Worse 

Frequency 

<Monthly None 
x2 df p 

Mch Worse 

0(0.7) 6( 5.2) 

2(0.8) 5( 6.0) 

3(3.0) 23(22.0) 

1(2.0) 16(15.0) 

1(0.4) 2( 2.6) 4.51 4 .34 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between marital satisfaction and discussion of 

feelings and sharing of concerns with a counselor. 

Table 11 shows the results of a Chi-Square test for 

independence on patients' reported level of marital 

satisfaction in relationship to their reported level of 

discussion or sharing with a family member. 
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Table 11 

Chi-Square Analysis of Marital Satisfaction and Discussion 

Level With Family Member 

Frequency 

x2 df p 

Variable <Monthly None 

MARSAT 

Much Btr 0(0.3) 6( 5.6) 

Better 1(0.3) 6( 6.5) 

Same 2(1.3) 23(23.7) 

Worse 0(0.9) 17(16.0) 

Mch Worse 0(0.2) 3( 2.8) 3.01 4 .56 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between marital satisfaction and discussion of 

feelings and sharing of concerns with a family member. 

Table 12 shows the results of a Chi-Square test for 

independence on patients' reported level of marital 

satisfaction in relationship to their reported level of 

discussion or sharing with either a pastor or friend. 
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Table 12 

Chi-Square Analysis of Marital Satisfaction and Discussion 

Level With Pastor or Friend 

Frequency 

x2 df p 

Variable <Monthly None 

MARSAT 

Much Btr 0(0.3) 6( 5.6) 

Better 2(0.4) 5( 6.5) 

Same 1(1.3) 24(23.7) 

Worse 0(0.9) 17(16.1) 

Mch Worse 0(0.2) 3( 2.8) 9.3 4 .05* 

Note: ( ) = Expected frequencies; Alpha= .05 

Reject Ho. There is a significant relationship 

between marital satisfaction and discussion of feelings and 

sharing of concerns with a pastor or friend. 

Post Hoc test revealed significance in row 4 (1,2). 

Significantly more patients who report their marital 

satisfaction as "worse" as compared to time of diagnosis 

report that they do not share at all with a pastor or 

friend. 
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Ho4. For the general population of PD patients libido 

is independent of discussion/sharing. That is, the 

frequency distribution of libido has the same form for 

subjects who discuss their feelings or share their concerns 

with significant others more than weekly as for those who 

share and discuss weekly, monthly, less than monthly, or 

not at all. 

Table 13 shows the results of a Chi-Square test for 

independence on patients' reported level of libido in 

relationship to their reported level of discussion or 

sharing with either a spouse or mate. 

Table 13 

Chi-Square Analysis of Libido and Discussion Level With 

Spouse/Mate 

Freguency 

x2 df 
Variable >Weekly Weekly Monthly <Monthly None 

LIBIDO 

Mch Br 1(0.5) 0(0.3) 1(1.2) 2( 1.5) 1( 1.6) 

Better 1(0.4) 1(0.2) 0(0.9) 2( 1.2) 0( 1.3) 

Same 3(3.4) 2(1.7) 7(8.4) 10(10.7) 14(11.8) 

Worse 1(1.1) 0(0.6) 3(2.6) 2( 3.6) 6( 4.1) 

Mch Ws 0(0.7) 0(0.3) 3(1.5) 3( 2.0) 1( 2.4) 14.94 16 

Note .: ( ) = Expected frequencies; Alpha= .05 

p 

.53 
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Fail to reject Ho. There is no significant 

relationship between libido and discussion of feelings and 

sharing of concerns with a spouse or mate. 

Table 14 shows the results of a Chi-Square test for 

independence on patients' reported level of libido with 

their disorder in relationship to their reported level of 

discussion or sharing with a counselor. 

Table 14 

Chi-Square Analysis of Libido and Discussion Level With 

Counselor 

Frequency 

x2 df 
Variable <Monthly None 

LIBIDO 

Much Btr 0(0.7) 5( 4.4) 

Better 0(0.7) 4( 3.6) 

Same 5(1.2) 31(31.5) 

Worse 1(1.4) 11(10.5) 

p 

Mch Worse 1(0.7) 6( 6.0) 1.59 4 .81 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between libido and discussion of feelings and 

sharing of concerns with a counselor. 



Table 15 shows the results of a Chi-Square test for 

independence on patients' reported level of libido in 

relationship to their reported level of discussion or 

sharing with a family member. 

Table 15 

Chi-Square Analysis of Libido and Discussion Level With 

Family Member 

Frequency 

xi df 
Variable <Monthly None 

LIBIDO 

Much Btr 0(0.4) 5( 4.5) 

Better 0(0.3) 4( 3.6) 

Same 3(2.8) 33(32.6) 

Worse 2(0.9) 9(10.9) 

p 

Mch Worse 0(0.5) 7( 6.3) 2 2.68 4 .61 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 
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relationship between libido and discussion of feelings and 

sharing of concerns with a family member. 



Table 16 shows the results of a Chi-Square test for 

independence on patients' reported level of libido in 

relationship to their reported level of discussion or 

sharing with a pastor or friend. 

Table 16 

Chi-Square Analysis of Libido and Discussion Level With 

Pastor or Friend 

Variable 

LIBIDO 

Much Btr 

Better 

Same 

Worse 

Frequency 

>Weekly <Monthly None 
x2 df p 
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Mch Worse 

1(0.1) 

0(0.1) 

0(0.6) 

0(0.0) 

0(0.1) 

0(0.3) 

0(0.3) 

4(2.3) 

0(0.8) 

0(0.4) 

4( 4.5) 

4( 3.6) 

32(32.6) 

12(11.0) 

7( 6.3) 15.19· 8 .06 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between libido and discussion of feelings and 

sharing of concerns with a pastor or friend. 
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Ho5. For the general population of PD patients, life 

satisfaction is independent of discussion/sharing. That 

is, the frequency distribution of life satisfaction has the 

same form for subjects who discuss their feelings or share 

their concerns with significant others more than weekly as 

for those who share and discuss weekly, monthly, less than 

monthly, or not at all. 

Table 17 shows the results of a Chi-Square test for 

independence on patients' reported level of life 

satisfaction in relationship to their reported level of 

discussion or sharing with either a spouse or mate. 

Table 17 

Chi-Sguare Analysis of Life Satisfaction and Discussion 

Level With Spouse/Mate 

Frequency 

x2 df 
Variable >Weekly Weekly Monthly <Monthly None 

LIFESAT 

Mch Btr 3(0.5) 0(0.2) 0(1.3) 1(1.5) 1(1.6) 

Better 0(0.9) 0(0.4) 3(2.5) 4(3.0) 3(3.1) 

Same 1(2.5) 1(1.3) 9(6.8) 6(8.0) 10(8.4) 

Worse 1(1.8) 2(0.9) 3(4.4) 6(5.6) 7(6.2) 

p 

Mch Wrs 1(0.3) 0(0.1) 0(0.7) 2(0.9) 0(1.0) 27.58 16 .04* 

Not~: ( ) = Expected frequencies; Alpha= .05 
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Reject Ho. There is a significant relationship 

between life satisfaction and discussion of feelings and 

sharing of concerns with a spouse or mate. While 

significance was shown in the overall data, post hoc 

testing failed to reveal any pairwise comparisons that were 

significant. 

Table 18 shows the results of a Chi-Square test for 

independence on patients' reported level of life 

satisfaction in relationship to their reported level of 

discussion or sharing with a counselor. 

Table 18 

Chi-Square Analysis of Life Satisfaction and Discussion 

Level With Counselor 

Freguency 

x2 df 
Variable <Monthly None 

LIFESAT 

Much Btr 0(0.5) 5( 4.4) 

Better 0(1.1) 10( 8.8) 

Same 4(3.0) 23(23.6) 

Worse 2(2.1) 17(17.0) 

Mch Worse 1(0.3) 2( 2.7) 3.81 4 

Note: ( ) = Expected frequencies; Alpha = .05 

p 

.43 



Fail to reject Ho. There is no significant 

relationship between life satisfaction and discussion of 

feelings and sharing of concerns with a counselor. 

Table 19 shows the results of a Chi-Square test for 

independence on patients' reported level of life 

satisfaction in relationship to their reported level of 

discussion or sharing with a family member. 

Table 19. 

Chi-Square Analysis of Life Satisfaction and Discussion 

Level With Family Member 

Variable 

LIFESAT 

Much Btr 

Better 

Same 

Worse 

Frequency 

<Monthly None 
x2 df p 
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Mch Worse 

0(0.4) 

2(0.8) 

2(2.1) 

1(1.5) 

0(0.2) 

5( 4.5) 

8( 9.0) 

25(24.5) 

18(17.5) 

3( 2.8) 2.92 4 .57 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between life satisfaction and discussion of 

feelings and sharing of concerns with a family member. 



Table 20 shows the results of a Chi-Square test for 

independence on patients' reported level of life 

satisfaction in relationship to their reported level of 

discussion or sharing with a pastor or friend. 

Table 20. 

Chi-Square Analysis of Life Satisfaction and Discussion 

Level With Pastor or Friend 

Variable 

LIFESAT 

Much Btr 

Better 

Same 

Worse 

Frequency 

X2 df P 
>Weekly <Monthly None 
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Mch Worse 

0(0.1) 0(0.3) 5( 4.5) 

1(0.2) 3(0.6) 6( 9.0) 

0(0.4) 0(1.7) 27(24.5) 

0(0.3) 1(1.2) 18(17.5) 

0(0.0) 0(0.2) 3( 2.8) 18.01 8 .02* 

Note: ( ) = Expected frequencies; Alpha= .05 

Reject Ho. There is a significant relationship 

between life satisfaction and discussion of feelings and 

sharing of concerns with a pastor or friend. Post Hoc 

testing revealed significance in rows 2 (1,3), and 3 (1,3) 

(2,3), and 4(1,3). Within the group reporting life 

satisfaction as "better", significantly more patients 

report sharing with a pastor or friend "less than monthly" 

or "not at all" than "more than weekly." 
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Within the group reporting life satisfaction as "same", 

significantly more patients report "no sharing at all" with 

pastor or friend. Within the patient group who reports 

life satisfaction as "worse" significantly more report 

sharing "less than monthly" or "not at all" than "more than 

weekly". 

Ho6. For the general population of PD patients, 

sexual satisfaction is independent of discussion/sharing. 

That is, the frequency distribution of sexual satisfaction 

has the same form for subjects who discuss their feelings 

or share their concerns with significant others more than 

weekly as for those who share and discuss weekly, monthly, 

less than monthly, or not at all. 

Table 21 shows the results of a Chi-Square test for 

independence on patients' reported level of sexual 

satisfaction in relationship to their reported level of 

discussion or sharing with either a spouse or mate. 



Table 21 

Chi-Square Analysis of Sexual Satisfaction and Discussion 

Level With Spouse/Mate 

Frequency 
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x2 df p 
Variable >Weekly Weekly Monthly <Monthly None 

SEXSAT 

Mch Btr 3(0.7) 0(0.3) 1(1.7) 1(2.1) 2(2.2) 

Better 

Same 

0(0.7) 0(0.3) 2(1.7) 3(2.1) 2(2.2) 

1(1.9) 1(1.0) 3(4.8) 5(6.0) 10(6.3) 

Worse 1(1.4) 1(0.7) 4(3.3) 

Mch Wrs 1(1.3) 1(0.7) 4(3.1) 

5(4.5) 4(5.0) 

5(4.2) 3(4.7) 15.49 16 .48 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between sexual satisfaction and discussion of 

feelings and sharing of concerns with a spouse or mate. 

Table 22 shows the results of a Chi-Square test for 

independence on patients' reported level of sexual 

satisfaction in relationship to their reported level of 

discussion or sharing with a counselor. 



Table 22 

Chi-Square Analysis of Sexual Satisfaction and Discussion 

Level With Counselor 

Variable 

SEXSAT 

Much Btr 

Better 

Same 

Worse 

Moh Worse 

Frequency 

<Monthly None 

0(0.8) 7( 6.1) 

1(0.8) 6( 6.1) 

2(2.2) 18(17.5) 

1(1.7) 14(13.4) 

3(1.6) 11(12.4) 

Note: ( ) = Expected frequencies; Alpha= .05 

x2 df p 

2.78 4 .60 
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Fail to reject Ho. There is no significant 

relationship between sexual satisfaction and discussion of 

feelings and sharing of concerns with a counselor. 

Table 23 shows the results of a Chi-Square test for 

independence on patients' reported level of sexual 

satisfaction in relationship to their reported level of 

discussion or sharing with a family member. 



Table 23 

Chi-Square Analysis of Sexual Satisfaction and Discussion 

Level With Family Member 

Variable 

SEXSAT 

Much Btr 

Better 

Same 

Worse 

Frequency 

<Monthly None 
x2 df p 
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Mch Worse 

1(0.6) 6( 6.3) 

1(0.6) 6( 6.3) 

1(1.6) 19(18.0) 

2(1.2) 13(13.8) 

0(1.1) 14(12.9) 2.81 4 .59 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between sexual satisfaction and discussion of 

feelings and sharing of concerns with a family member. 

Table 24 shows the results of a Chi-Square test for 

independence on patients' reported level of sexual 

satisfaction in relationship to their reported level of 

discussion or sharing with a pastor or friend. 
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Table 24 

Chi-Square Analysis of Sexual Satisfaction and Discussion 

Level With Pastor or Friend 

Frequency 

x2 df p 

Variable >Weekly <Monthly None 

SEXSAT 

Much Btr 1(0.1) 1(0.4) 5( 6.3) 

Better 0(0.1) 1(0.4) 6( 6.3) 

Same 0(0.3) 1(1.3) 19(18.1) 

Worse 0(0.2) 1(1.0) 14(13.8) 

Mch Worse 0(0.2) 0(0.9) 14(12.9) 10.81 8 .21 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between sexual satisfaction and discussion of 

feelings and sharing of concerns with a pastor or friend. 

Ho7. For the general population of PD patients, 

perception of disease pattern is independent of 

discussion/sharing. That is, the frequency distribution 

of perception has the same form for subjects who discuss 

their feelings or share their concerns with significant 

others more than weekly as for those who share and discuss 

weekly, monthly, less than monthly, or not at all. 



Table 25 shows the results of a Chi-Square test for 

independence on patients' reported perception of disease 

pattern in relationship to their reported level of 

discussion or sharing with either a spouse or mate. 

Table 25 
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Chi-Square Analysis of Perception and Discussion Level With 

Spouse/Mate 

Frequency 

x2 df p 
Variable >Weekly Weekly Monthly <Monthly None 

PERCEPT 

Gtg Btr 1(0.9) 0(0.4) 0( 2.4) 3( 3.1) 6( 3.0) 

Sty Sm 5(4.3) 3(2.2) 13(10.8) 13(15.0) 15(16.6) 

Gtg Wrs 0(0.8) 0(0.4) 2( 2.0) 5( 2.9) 2( 3.0) 9.34 8 .31 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between perception and discussion of feelings 

and sharing of concerns with a spouse or mate. 

Table 26 shows the results of a Chi-Square test for 

independence on patients' reported perception of disease 

pattern in relationship to their reported level of 

discussion or sharing with a counselor. 
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Table 26 

Chi-Square Analysis of Perception and Discussion Level With 

Counselor 

Frequency 

Variable <Monthly None 

PERCEPT 

Getting Btr 1(1.0) 

Staying Same 6(5.0) 

Gttng Worse 0(1.0) 

9( 8.8) 

43(44.0) 

9( 8.2) 

x2 

1.24 

Note: ( ) = Expected frequencies; Alpha= .05 

df p 

2 .54 

Fail to reject Ho. There is no significant 

relationship between perception and discussion of feelings 

and sharing of concerns with a counselor. 

Table 27 shows the results of a Chi-Square test for 

independence on patients' reported perception of disease 

pattern in relationship to their reported level of 

discussion or sharing with a family member. 
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Table 27 

Chi-Square Analysis of Perception and Discussion Level With 

Family Member 

Frequency 

xz df p 

Variable <Monthly None 
PERCEPT 

Getting Btr 0(0.7) 10( 9.0) 

Staying Same 4(3.6) 45(44.4) 

Gttng Worse 1(0.7) 8( 8.3) 1.03 2 .60 

Note: ( ) = Expected frequencies; Alpha= .05 

Fail to reject Ho. There is no significant 

relationship between perception and discussion of feelings . 

and sharing of concerns with a family member. 

Table 28 shows the results of a Chi-Square test for 

independence on patients' reported perception of disease 

pattern in relationship to their reported level of 

discussion or sharing with a pastor or friend. 
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Table 28 

Chi-Square Analysis of Perception and Discussion Level With 

Pastor or Friend 

Variable 

PERCEPT 

Getting Btr 

Staying Same 

Gttng Worse 

Frequency 

>Weekly <Monthly None 

0(0.15) 

1(0.70) 

0(0.15) 

0(0.6) 

2(2.9) 

2(0.5) 

10( 9.3) 

46(45.4) 

7( 8.3) 

Note: ( ) = Expected frequencies; Alpha= .05 

x2 df p 

5.61 4 .23 

Fail to reject Ho. There is no significant 

relationship between perception and discussion of feelings 

and sharing of concerns with a pastor or friend. 

Ho8. For the general population of PD patients, there 

is no correlation between sexual-esteem, as measured by 

Snell and Papini's Sexuality Scale and discussion/sharing. 

Chi-Square analysis was not used due to the number of cells 

created in a comparison of the variables. A minimum of two 

expected frequencies per cell could not be anticipated. 

Both variables were submitted to a Pearson correlation to 

reveal any relationship. 
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Figures 1 - 4 show the results of Pearson Correlations 

on the variables of sexual-esteem and discussion with 

significant others considered individually. Figure 5 shows 

the result of a Pearson Correlation on the variables of 

sexual-esteem and discussion as a cumulative score 

including all significant others the subjects share or 

discuss with. Frequencies and symbols used (not applicable 

for control or overlay plots). 
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Figure 1 Pearson correlation on the variables of sexual-

esteem and discussion with spouse or mate. 

68 cases plotted. Regression statistics of DISCUSS! on SCALE!: 

Correlation .01525 R Squared .00023 S.E. of Est 

Intercept(S.E.) 3. 72090 ( . 38381) Slope ( S. E. ) 

1.23222 Sig .. 9018 

. 01278 ( .10318) 

The data did not provide evidence for a significant 

relationship between sexual-esteem and discussion or 
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sharing with a spouse or mate. Fail to reject hypothesis. 
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SEXUAL-ESTEEM 

Figure 2 Pearson correlation on the variables sexual-

esteem and discussion with a counselor. 

68 cases plotted. Regression statistics of DISCUSS2 on SCALEl: 

Correlation .16658 R Squared .02775 S.E. of Est .30414 Sig .. 1746 

Intercept(S.E.) 4.77730( .09473) Slope(S.E.) .03495( .02547) 

The data did not provide evidence for a significant 

relationship between sexual-esteem and discussion or 

sharing with a counselor. Fail to reject hypothesis. 
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SEXUAL-ESTEEM 

Figure 3 Pearson Correlation on the variables sexual-

esteem and discussion with a family member. 

68 cases plotted. Regression statistics of DISCUSS3 on SCALEl: 

Correlation .00515 R Squared .00003 S.E. of Est .26493 Sig .. 9668 

Intercept(S.E.) 4.92329( .08252) Slope(S.E.) .00093( .02218) 

The data did not provide evidence of a significant 

relationship between sexual-esteem and discussion or 

sharing with a family member. Fail to reject hypothesis. 
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Figure 4 Pearson Correlation on the variables sexual-

esteem and discussion with a pastor or friend. 

68 cases plotted. Regression statistics of DISCUSS4 on SCALEl: 

Correlation -.06882 R Squared .00474 S.E. of Est .53610 Sig .. 5771 

Intercept(S.E.) 4.96855( .16698) Slope(S.E.) -.02516( .04489) 

The data did not provide evidence for a significant 

relationship between sexual-esteem and discussion or 

sharing with a pastor or friend. 

hypothesis. 

Fail to reject 
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Figure 5 Pearson Correlation on the variables sexual-

esteem and the sum of all discussion. 

68 cases plotted. Regression statistics of DISCUSS on SCALEl: 

Correlation .02332 R Squared .00054 S.E. of Est 1.48151 Sig .. 8503 

Intercept(S.E.) 18.39004( .46146) Slope(S.E.) .02351( .12405) 
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The data did not provide evidence for a significant 

relationship between sexual-esteem and sum of discussion or 

sharing with significant others. 

hypothesis. 

Fail to reject 
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Ho9. For the general population of PD patients, there 

is no correlation between sexual-depression, as measured by 

Snell and Papini's Sexuality Scale and discussion/sharing. 

That is there is no correlation in the population between 

the variables sexual-depression and discussion. Chi-Square 

analysis was not used due to the number of cells created in 

a comparison of the variables. A minimum of two expected 

frequencies per cell could not be anticipated. Both 

variables were submitted to a Pearson correlation to 

evaluate any relationship. 

Figures 6 - 9 show the results of Pearson Correlations 

on the variables sexual-depression and discussion with 

significant others considered individually. Figure 10 

shows the result of a Pearson Correlation on the variables 

of sexual-depression and discussion as a cumulative score 

including all significant others the subjects share or 

discuss with. Frequencies and symbols used (not applicable 

for control or overlay plots). 
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SEXUAL-DEPRESSION 

Figure 6 Pearson Correlation on the variables of sexual

depression and discussion with a spouse or mate. 

68 cases plotted. Regression statistics of DISCUSSl on SCALE2: 

Correlation -.05441 R Squared .00296 S.E. of Est 1.23054 Sig .. 6595 

Intercept(S.E.) 3.91372( .36824) Slope(S.E.) -.04544( .10265) 

The data did not provide evidence for a significant 

relationship between sexual-depression and discussion or 
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sharing with a spouse or mate. Fail to reject hypothesis. 
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SEXUAL-DEPRESSION 

Figure 7 Pearson Correlation on the variables sexual-

depression and discussion with a counselor. 

68 cases plotted. Regression statistics of DISCUSS2 on SCALE2: 

Correlation -.03476 R Squared .00121 S.E. of Est .30827 Sig .. 7784 

Intercept(S.E.) 4.92089( .09225) Slope(S.E.) -.00727( .02572) 

The data did not provide evidence for a significant 

relationship between sexual-depression and discussion or 

sharing with a counselor. Fail to reject hypothesis. 
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SEXUAL-DEPRESSION 

Figure 8 Pearson Correlation on the variables sexual-

depression and discussion with a family member. 

68 cases plotted. Regression statistics of DISCUSS3 on SCALE2: 

Correlation -.02337 R Squared .00055 S.E. of Est .26486 Sig .. 8500 

Intercept ( S. E.) 4.94023( .07926) Slope(S.E.) - . 00420( .02210) 

The data did not provide evidence for a significant 

relationship between sexual-depression and discussion or 

sharing with a family member. Fail to reject hypothesis. 
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SEXUAL-DEPRESSION 

Figure 9 Pearson Correlation on the variables sexual-

depression and discussion with a pastor or friend. 

68 cases plotted. Regression statistics of DISCUSS4 on SCALE2: 

Correlation -.16748 R Squared .02805 S.E. of Est .52978 Sig .. 1722 

Intercept(S.E.) 5.08239( .15854) Slope(S.E.) -.06100( .04420) 

The data did not provide evidence for a significant 

relationship between sexual-depression and discussion or 

sharing with a pastor or friend. 

hypothesis. 

Fail to reject 
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Figure 10 Pearson Correlation on the variables sexual-

depression and the sum of all discussion. 

68 cases plotted. Regression statistics of DISCUSS on SCALE2: 

Correlation -.11739 R Squared .01378 S.E. of Est 1.47167 Sig .. 3404 

Intercept(S.E.) 18.85723( .44040) Slope(S.E.) -.11790( .12277) 

The evidence did not provide evidence for a 

significant relationship between sexual-depression and sum 

of discussion or sharing with all significant others. 

to reject hypothesis. 

Fail 
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HolO. For the general population of PD patients, 

there is no correlation between sexual-preoccupation, as 

measured by Snell and Papini's Sexuality Scale and 

discussion/sharing. That is there is no correlation in the 

population between the variables sexual-preoccupation and 

discussion. Chi-Square analysis was not used due to the 

number of cells created in a comparison of the variables. 

A minimum of two expected frequencies per cell could not be 

anticipated. Both variables were submitted to a Pearson 

correlation to evaluate any relationship. 

Figures 11 - 14 show the results of Pearson 

Correlations on the variables of sexual-preoccupation and 

discussion with significant others considered individually. 

Figure 15 shows the result of a Pearson Correlation on the 

variables of sexual-preoccupation and discussion as a 

cumulative score including all significant others the 

subjects share or discuss with. Frequencies and symbols 

used (not applicable for control or overlay plots) . 
1 - 1 11 - B 21 - L 31 - V 
2 - 2 12 - C 22 - M 32 - w 
3 - 3 13 - D 23 - N 33 - X 
4 - 4 14 - E 24 - 0 34 - y 
5 - 5 15 - F 25 - p 35 - z 
6 - 6 16 - G 26 - Q 36 - * 
7 - 7 17 - H 27 - R 
8 - 8 18 - I 28 - s 
9 - 9 19 - J 29 - T 

10 - A 20 - K 30 - u 
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Figure 11 Pearson Correlation on the variables sexual-

preoccupation and discussion with spouse or mate. 

68 cases plotted. Regression statistics of DISCUSS! on SCALE3: 

Correlation -.07997 R Squared .00639 S.E. of Est 1.22842 Sig .. 5168 

Intercept(S.E.) 3.98949( .37570) Slope(S.E.) -.07567( .11610) 

The data did not provide evidence for a significant 

relationship between sexual-preoccupation and discussion or 

sharing with a spouse or mate. Fail to reject hypothesis. 
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Figure 12 Pearson Correlation on the variables sexual-

preoccupation and discussion with a counselor. 

68 cases plotted. Regression statistics of DISCUSS2 on SCALE3: 

Correlation -.15864 R Squared .02517 S.E. of Est .30455 Sig .. 1963 

Intercept(S.E.) 5.00867( .09314) Slope(S.E.) -.03757( .02878) 
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The data did not provide evidence for a significant 

relationship between sexual-preoccupation and discussion or 

sharing with a counselor. Fail to reject hypothesis. 
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Figure 13 Pearson Correlation on the variables sexual-

.preoccupation and discussion with a family member. 

68 cases plotted. Regression statistics of DISCUSS3 on SCALE3: 

Correlation .12528 R Squared .01570 S.E. of Est .26284 Sig .. 3087 

Intercept(S.E.) 4.85076( .08039) Slope(S.E.) .02549( .02484) 
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The data did not provide evidence for a significant 

relationship between sexual-preoccupation and discussion or 

sharing with a family member. Fail to reject hypothesis. 
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Figure 14 Pearson Correlation on the variables sexual-

preoccupation and discussion with a pastor or friend. 

68 cases plotted. Regression statistics of DISCUSS4 on SCALE3: 

Correlation -.17829 R Squared .03179 S.E. of Est .52876 Sig .. 1458 

Intercept(S.E.) 5.10089( .16172) Slope(S.E.) -.07357( .04998) 

The data did not provide evidence for a significant 

relationship between sexual-preoccupation and discussion or 

sharing with a pastor or friend. 

hypothesis. 

Fail to reject 
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Figure 15 Pearson Correlation on the variables sexual-

preoccupation and sum of all discussion. 

68 cases plotted. Regression statistics of DISCUSS on SCALE3: 

Correlation -.14177 R Squared .02010 S.E. of Est 1.46695 Sig .. 2488 

Intercept(S.E.) 18.94982( .44865) Slope(S.E.) -.16132( .13865) 

The data did not provide evidence for a significant 

relationship between sexual-preoccupation and sum of 
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discussion or sharing with all significant others. 

reject hypothesis. 

Fail to 
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Additional Findings 

Selected variables were submitted to Factor Analysis 

in order to search for clusters. Six factors emerged. 

See Table 29. 

Table 29 

Factor Loadings, Communalities (h2 ), Percents of Variance 

and Covariance for Principal Factors. Extraction and 

Varimax Rotation for Demographic and Attitudinal Items 

Factors or Clusters 
Variables I II III IV V VI h2 

Age -.08 -.10 .75* .03 -.06 .05 .58 
Married .34 .12 .25 .02 .00 -.70* .68 
Disdur -.22 .72* .16 -.08 -.12 .30 .71 
Sexrel .25 .13 .04 .13 -.06 .78* .70 
Obsess .26 .31 .19 .69* .10 .06 .69 
Discuss .24 -.16 .31 -.41* -.04 .13 .37 
Percept .06 .08 -.06 .08 .91* -.04 .84 
Esteem .83* .11 -.10 -.03 .06 .02 .72 
Clincnsl .09 -.19 -.63* .16 -.46* .00 .68 
Scalel -.30 -.76* .11 -.16 -.15 .14 .75 
Scale2 .30 .74* -.14 .42 .07 -.09 .84 
Scale3 -.11 .00 .00 .79* .04 .11 .65 
Bend .49* -.23 -.06 .39 .56* -.05 .76 
Able .76* .07 .05 .07 .36 .07 .72 
Single -.13 -.02 -.77* -.10 .17 .37 .78 
Sexsat .91* .13 .10 .09 -.06 -.04 .86 
Lifesat .87* -.02 .00 .05 -.14 .00 .78 
Libido .75* .07 -.04 -.27 .17 -.12 .70 

Eigenvalue 4.65 2.25 1.92 1.54 1.25 1.20 12.81 
% var. 25.90 12.50 10.60 8.60 6.90 6.70 71.20 

Note: -- * Marks variables used in making substantive 
interpretations of the clusters. 
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I: Self-esteem profile--Worsening ability for 

intercourse, worsening penile bend, worsening life 

satisfaction and sex satisfaction, and decreasing libido go 

with worsening self-esteem/image. 

II: Sexual-depression profile--Long term disease duration 

goes with low sexual-esteem and high sexual depression. 

III: Clinic counseling profile--Older (not single 

patients) goes with the belief that there is worth in 

visiting with the clinic counselor. 

IV: Obsession profile--Frequent sharing or discussion 

with partner goes with high level of obsession and high 

level of sexual-preoccupation. 

V: Perception profile--A perception of the condition as 

worsening goes with a perception that the bend of the penis 

is worsening and a belief that clinic counseling might be 

helpful. 

VI: Sexual Relationship Profile--Unmarried goes with not 

being involved in active sexual relationships. 
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Each of the following variables served as dependent 

variables in stepwise multiple correlations: Obsess, self

esteem, marital satisfaction, libido, life satisfaction, 

sexual satisfaction, perception of disease pattern, sexual

esteem, sexual-depression, and sexual-preoccupation. 

The same set of predictor variables were entered in a 

stepwise manner. The predictor variables were as follows. 

Age, single, married, divorced, widowed, education, disease 

duration, sexual relationship, pain, bend, ability for 

intercourse, discussion (sum of all four discussion 

variables), discussion with spouse or mate, self-esteem, 

marital satisfaction, libido, life satisfaction, sexual 

satisfaction, perception of disease pattern, sexual-esteem, 

sexual-depression, sexual-preoccupation, clinic counselor. 



Table 30 

Stepwise multiple correlations of obsession variable with 

variables. 

Variable 

Able 
Sexrel 
(Constant) 

B 

.24 
1.08 

- .40 

SE B 

.11 

.50 

.60 

Beta SE Beta T 

.29 .13 2.252 

.28 .13 2.149 
- .677 

Sig T 

.0285 

.0363 

.5016 

98 

R=.45, R2 =.21, Adj R2 =.18, SE=l.02, F(2,53)= 6.90, p <.002 
N = 53. 

There is a moderate positive correlation between 

obsession and the variables being able and sexrel. Higher 

scores on obsession tend to ~ccrue to higher scores on able 

(ability for intercourse) and sexrel (involvement in an 

active sexual relationship). It would appear that PD 

patients who experience a worsening of ability for 

intercourse and are not involved in an active sexual 

relationship are more obsessed or preoccupied with their 

· condition. 
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Table 31 

Stepwise multiple correlations of esteem variable with 

variables. 

Variable B 

Able .44 
Divorced -1.01 
(Constant) 1.28 

SE B 

.09 

.41 

.37 

Beta 

.54 
-.27 

SE Beta 

.11 

.11 

T 

5.116 
-2.497 
3.504 

Sig T 

.0001 

.0165 

.0011 

R=.66, R2 =.43, Adj R2 =.41, SE=.84, F(2,53)=19.93, E_< .0001 
N = 53. 

There is a moderate to strong positive correlation 

between esteem and the variables being able (ability for 

intercourse) and divorced. Higher scores in esteem tend to 

accrue to higher scores in able and lower scores in 

divorced. It would appear that self esteem is negatively 

affected by a worsening ability for intercourse among PD 

patients who are not divorced. 
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Table 32 

Stepwise multiple correlations of marsat variable with 

variables. 

Variable B 

Able .39 
(Constant) 1.51 

SE B 

.09 

.37 

Beta 

.51 

SE Beta 

.12 

T 

4.380 
4.049 

Sig T 

.0001 

.0002 

R=.51, R2 =.26, Adj R2 =.25, SE=.90, F(l,54)=19.18, £ <.0001 
N=53. 

There is a moderate positive correlation between 

marsat (marital satisfaction) and the variable being able 

(ability for intercourse). Higher scores in marsat tend to 

accrue to higher scores in able. It would appear that 

marital satisfaction is diminished by a worsening ability 

for intercourse. 
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Table 33 

Stepwise multiple correlations of libido variable with 

variables. 

Variable B SE B Beta SE Beta T Sig! 

Able .38 .09 .52 .12 4.438 .0001 
(Constant) 1.74 .36 4.887 .0001 

R=.52, R2 =.27, Adj R2 =. 25 , SE=.86, f(l,54)=19.69, J2 <.0001 
N=53. 

There is a moderate positive correlation between 

libido and the variable being able (ability for 

intercourse). Higher scores in libido tend to accrue to 

higher scores in able. It would appear that libido (sex

drive) is diminished by a worsening ability for 

intercourse. 
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Table 34 

Stepwise multiple correlations of lifesat variable with 

variables. 

Variable B SE B Beta SE Beta T Sig.'.!'._ 

Able .43 .08 .57 .11 5.112 .0001 
(Constant) 1.44 .35 4.157 .0001 

R=.57, R2 =. 33 , Adj R2=. 31 , SE=.83, E_(l,54)=26.13, E <.0001 
N=53. 

There is a moderate positive correlation between 

lifesat (life satisfaction) and the variable being able 

ability for intercourse). Higher scores in lifesat tend to 

accrue to higher scores in able. It would appear that life 

satisfaction is diminished by a worsening ability for 

intercourse. 



Table 35 

Stepwise multiple correlations of sexsat variable with 

variables. 

Variable B 

Able .60 
(Constant) 1.06 

SE B 

.09 

.37 

Beta 

.67 

SE Beta 

.10 

T 

6.626 
2.833 
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Sig T 

.0001 

.0065 

R=.67, R2=.45, Adj R22=.44, SE=.90, f(l,54)=43.90, p <.0001 
N=53. 

There is a moderate to strong positive correlation 

between sexsat (sexual satisfaction) and the variable being 

able (ability for intercourse). Higher scores in sexsat 

tend to accrue to higher scores in able. It would appear 

that sexual satisfaction is diminished by a worsening 

ability for intercourse. 
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Table 36 

Stepwise multiple correlations of percept variable with 

variables. 

Variable B 

Bend .25 
Disdur .12 
(Constant) . 7 5 

SE B 

.05 

.06 

.31 

Beta 

.58 

.25 

SE Beta 

.12 

.12 

T 

4.714 
2.014 
2.408 

Sig! 

.0001 

.0491 

.0195 

R=.55, R2=.30, Adj R2=.27, SE=.43, F(2,53)=11.21, 2 <.0001 
N=53. 

There is a moderate positive correlation between 

percept (perception of disease pattern) and the variables 

being bend (bend of erect penis) and disdur (disease 

duration). Higher scores in percept tend to accrue to 

higher scores in bend and disdur. It would appear that 

patients' perception of disease pattern worsens as the bend 

of the erect penis worsens and as the duration of the 

disorder lengthens. 

time. 

Hope diminishes as bend worsens over 
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Table 37 

Stepwise multiple correlations of Scale 1 (Sexual-Esteem) 

variable with variables. 

Variable B SE B Beta SE Beta T Sig T 

Scale2 - .89 .09 - .79 .08 -10.463 .0001 
Esteem -5.19 1.06 - .51 .10 -4.894 .0001 
Lifesat 4.40 1.12 .40 .10 3.916 .0003 
Divorced -7.09 3.00 1 .18 .08 -2.362 .0220 
(Constant) 7.14 2.92 2.444 .0180 

R=.86, R2=.74, Adj R2=.72, SE=5.9, F(4,51)=36.79, £ <.0001 
N=53. 

There is a strong positive correlation between Scale 1 

(Sexual-Esteem) and the variables being Scale 2 (Sexual

Depression), esteem (self-esteem), lifesat (life 

satisfaction), and divorced. Higher scores in Scale 1 

(sexual-esteem), tend to accrue to lower scores in Scale 2 

(sexual-depression), lower scores in esteem (self-image), 

higher scores in lifesat (life satisfaction), and lower 

scores in divorced. It would appear that Sexual-Esteem is 

improved as Sexual-Depression is decreased and as personal 

esteem is increased, and life satisfaction is decreased for 

those patients who are not divorced. 



Table 38 

Stepwise multiple correlations of Scale 2 (Sexual

Depression) variable with variables. 

Variable B SE B Beta SE Beta T 

Scalel -.66 .07 -.74 .08 -9.689 
Sexrel 8.49 2.62 .25 .08 3.247 
Scale3 .26 .09 .21 .08 2.709 
(Constant) -3.71 5.40 -.686 
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Sig_! 

.0001 

.0020 

.0091 

.4957 

R=.84, R2 =.70, Adj R2=.69, SE=S.54, f(3,52)=40.96, £ <.0001 
N=53. 

There is a strong positive correlation between Scale 2 

(Sexual-Depression) and the variables being Scale 1 

(Sexual-Esteem), Sexrel (involvement in active sexual 

relationship), and Scale 3 (Sexual-Preoccupation). Higher 

scores in Scale 2 (Sexual Depression) tend to accrue to 

lower scores in Scale 1, (Sexual-Esteem). Higher scores in 

Scale 2 (Sexual-Depression) also accrue to higher scores in 

Sexrel (involvement in an active sexual relationship) as 

well as higher scores in Scale 3 (Sexual-Preoccupation). 

It would appear that an increase in patients' Sexual

Depression as measured by the Snell and Papini Sexuality 

Scale correlates with an increase in patients' Sexual

Preoccupation as measured by the Snell and Papini Sexuality 

Scale and a lowering of Sexual-Esteem as measured by the 

Snell and Papini Sexuality Scale among PD patients not 

involved in an active sexual relationship. 



Table 39 

Stepwise multiple correlations of Scale 3 (Sexual

Preoccupation) variable with variables. 

Variable B 

Pain 2.31 
Libido -2.71 
(Constant) . 44 

SE B 

.76 
1.09 
3.58 

Beta 

.42 
-.34 

SE Beta 

.14 

.14 

T 

3.046 
-2.486 

.123 
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Sig T 

.0036 

.0161 

.9025 

R=.42, R2 =.17, Adj R2 =.14, SE=7.33, F(2,53)=5.58, E <.0063 
N=53. 

There is a moderate positive correlation between Scale 

3 (Sexual-Preoccupation) and the variables being Pain, and 

Libido. Higher scores in Scale 3 (Sexual Preoccupation 

tend to accrue to higher scores in pain, and lower scores 

in libido. It would appear that an increase in patients' 

Sexual- Preoccupation as measured by the Snell & Papini 

Sexuality Scale correlates with an increase in patients' 

experience of penile pain as well as an increase in 

patients libido or sex-drive. 
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Canonical correlations analysis between two selected 

subsets of the variables was performed. One significant 

correlation emerged (see Table 40.). 

Table 40 

Canonical Correlations of Demographic and Health variables 

with Attitudinal variables 

Variables Standardized Raw Factor 
Weights Weights Loadings 

Discuss .05 .03 -.07 
Discuss! -.04 -.03 -.06 
Discuss2 -.35 -1.04 -.23 
Discuss3 .20 .86 .11 
Age -.15 -.02 -.20 
Married .43 1.30 .40* 
Single .21 1.57 -.04 
Divorced .17 .58 -.42* 
Education -.19 -.08 .07 
Disdur .02 .02 -.13 
Sexrel .07 .24 .27 
Pain .29 .21 .79* 
Bend .20 .18 .69* 
Able .50 .37 .81* 

Obsess .13 .12 .49* 
Esteem .62 .57 .80* 
Marsat -.25 -.24 .54* 
Libido .10 .10 .54* 
Lifesat .06 .06 .67* 
Sexsat .25 .21 .78* 
Percept .25 .50 .40* 
Clincnsl .18 .21 .oo 
Scalel .08 .05 -.37* 
Scale2 .12 .08 .54* 
Scale3 .33 .25 .47* 

rc=.86, rc2 =. 74 , I(l54,290)=1.30, E < .027 
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Negative attitudes (i.e. poor esteem, low satisfaction 

levels, decreasing libido, perception that the condition is 

worsening, high preoccupation with the disorder, low 

sexual-esteem, high sexual-depression, and high sexual pre

occupation go with married, not divorced, an increase in 

pain, increased bend on erection, and worsening ability to 

engage in intercourse. 
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Each of the discussion variables was submitted to a 

one-way ANOVA using Obsession as the Independent Variable. 

Significant overall F ratios were pursued by Newman-Keuls 

Post Hoc testing. 

Table 41 

Analysis of Variance on Discussion With Spouse or Mate 

Between Obsession Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSSl Between 5 10.7597 2.1519 1.4911 .2057 
Spouse/ Within 62 89.4756 1.4432 
Mate Total 67 100.2353 

Table 42 

Analysis of Variance on Discussion With Counselor Between 

Obsession Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 5 .4491 .0898 .5949 .7039 
Counselor Within 62 9.3598 .1510 

Total 67 9.8088 

No two groups are significantly different at the 0.05 level 



Table 43 

Analysis of Variance on Discussion With Family Member 

Between Obsession Groups 

Patient 
Discussion F 
Groups Source DF ss MS Ratio 

DISCUSS3 Between 5 .3988 .0798 .6275 
Family Within 62 7.8806 .1271 
Member Total 67 8.2794 

Table 44 
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F 
Prblty 

.6793 

Analysis of Variance on Discussion With Pastor or Friend 

Between Obsession Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 5 6.9156 1.3831 5.4921 .0003* 
Pastor/ Within 62 15.6138 .2518 
Friend Total 67 22.529 
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A Newman-Keuls Post Hoc test was run on discussion 

with pastor or friend between obsession groups to identify 

significant differences subscale by subscale. 

E L 0 E E E 
V E N V V V 
R s C R R R 
y s E y y y 

6 1 A 4 2 
X 

H 
R D D H H H 
s A A R R R 

y y s s 
Mean Group 

2.6667 EVRY 6 HRS 
3.2500 < lX DAY * 
3.9756 ONCE A DAY * 
4.0000 EVRY 4 HRS 
4.0000 EVRY 2 HRS 
4.1667 EVRY HR 

Note. *=Denotes pairs of groups significantly different 
at the .05 level. 

The only Discussion subscale to register a significant 

difference at the .05 level of significance was DISCUSS4 

(Discussion with Pastor or Friend). Significant difference 

was revealed between patients who think about their 

condition "every 6 hours" and patients who think about 

their condition "less than once a day" and those who think 

about their condition "once a day". It appears that those 

patients who report thinking about their condition "every 6 

hours" discuss and share their concerns with a pastor or 

friend more so than those in the other two groups. 
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Each of the discussion variables was submitted to a 

one-way AN0VA using Esteem as the Independent Variable. 

Significant overall F ratios were pursued by Newman-Keuls 

Post Hoc testing. 

Table 45 

Analysis of Variance on Discussion With Spouse or Mate 

Between Esteem Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS! Between 4 5.9086 1.4755 .9716 .4298 
Spouse/ Within 60 91.1135 1.5186 
Mate Total 64 97.0154 

Table 46 

Analysis of Variance on Discussion With Counselor Between 

Esteem Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 4 .3304 .0826 .8378 .5066 
Counselor Within 60 5.9158 .0986 

Total 64 6.2462 

No two groups are significantly different at the 0.05 level 
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Table 47 

Analysis of Variance on Discussion With Family Memeber 

Between Esteem Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS3 Between 4 .1218 .0305 .4067 .8031 
Family Within 60 4.4935 .0749 
Member Total 64 4.6154 

Table 48 

Analysis of Variance on Discussion With Pastor or Friend 

Between Esteem Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 4 1.5087 .3772 1.2926 .2831 
Pastor/ Within 60 17.5067 .2918 
Friend Total 64 19.0154 

No two groups are significantly different at the 0.05 level 
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Each of the discussion variables was submitted to a 

one-way ANOVA using Marital Satisfaction as the Independent 

Variable. Significant overall F ratios were pursued by 

Newman-Keuls Post Hoc testing. 

Table 49 

Analysis of Variance on Discussion With Spouse or Mate 

Between Marsat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS! Between 4 9.4992 2.3748 1.5424 .2034 
Spouse/ Within 53 81.6043 1.5397 
Mate Total 57 91.1034 

Table 50 

Analysis of Variance on Discussion with Counselor Between 

Marsat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 4 .4788 .1197 1.1175 .3581 
Counselor Within 53 5.6764 .1071 

Total 57 6.1552 

No two groups are significantly different at the 0.05 level 



Table 51 

Analysis of Variance on Discussion With Family Member 

Between Marsat Groups 

Patient 
Discussion F 
Groups Source DF ss MS Ratio 

DISCUSS3 Between 4 .1477 .0369 .7255 
Family Within 53 2.6971 .0509 
Member Total 57 2.8448 

Table 52 
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F 
Prblty 

.5784 

Analysis of Variance on Discussion With Pastor or Friend 

Between Marsat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 4 .4563 .1141 2.5310 .0511* 
Pastor/ Within 53 2.3886 .0451 
Friend Total 57 2.8448 



117 

A Newman-Keuls Post Hoc test was run on discussion 

with pastor or friend between marital satisfaction groups 

to identify significant differences subscale by subscale. 

B s M w M 
E A C 0 C 
T M H R H 
T E s 
E B E w 
R T R 

R s 
Mean Group 

4.7143 BETTER 
4.9600 SAME * 
5.0000 MCH BTR * 
5.0000 WORSE * 
5.0000 MCH WRS 

* Denotes pairs of groups significantly different at the 
0.05 level. 

The Discussion/ Marital satisfaction subscales to 

register a significant difference at the .05 level of 

significance were Group 2 (patients reporting that their 

marital satisfaction is better today than at time of 

diagnosis) as compared to Group 3 (marsat is same as at 

time of diagnosis) and Group 1 (marsat is much better than 

at time of diagnosis) and group 4 (marsat is worse than at 

time of diagnosis). Significant difference was revealed in 

DISCUSS4 (discussion with pastor or friend) between Group 2 

patients (i.e. patients who report their marital 

satisfaction as "better" than at time of diagnosis). Group 

2 patients report that they discuss more with a pastor or 

friend than do all the other groups. 
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Each of the discussion variables was submitted to a 

one-way ANOVA using Libido as the Independent Variable. 

Significant overall F ratios were pursued by Newman-Keuls 

Post Hoc testing. 

Table 53 

Analysis of Variance on Discussion With Spouse or Mate 

Between Libido Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS! Between 4 5.6214 1.4054 .8976 .4713 
Spouse/ Within 59 92.3786 1.5657 
Mate Total 63 98.0000 

Table 54 

Analysis of Variance on Discussion With Counselor Between 

Libido Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 4 .1550 .0388 .3761 .8248 
Counselor Within 59 6.0794 .1030 

Total 63 6.2344 

No two groups are significantly different at the 0.05 level 



Table 55 

Analysis of Variance on Discussion With Family Member 

Between Libido Groups 

Patient 
Discussion F 
Groups Source DF ss MS Ratio 

DISCUSS3 Between 4 .1927 .0482 .6436 
Family Within 59 4.4167 .0749 
Member Total 63 4.6094 

Table 56 
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F 
Prblty 

.6336 

Analysis of Variance on Discussion With Pastor or Friend 

Between Libido Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 4 2.6444 .6611 2.3849 
Pastor/ Within 59 16.3556 .2772 
Friend Total 63 19.0000 

No two groups are significantly different at the 0.05 
level 

.0614 



Each of the discussion variables was submitted to a 

one-way ANOVA using Life Satisfaction as the Independent 

Variable. Significant overall F ratios were pursued by 

Newman-Keuls Post Hoc testing. 

Table 57 

Analysis of Variance on Discussion With Spouse or Mate 

Between Lifesat Groups 

Patient 
Discussion F F 

120 

Groups Source OF ss MS Ratio Prblty 

DISCUSS! Between 4 11.8038 2.9509 2.0451 .0997 
Spouse/ Within 59 85.1337 1.4429 
Mate Total 63 96.9375 

Table 58 

Analysis of Variance on Discussion With Counselor Between 

Lifesat Groups 

Patient 
Discussion F F 
Groups Source OF ss MS Ratio Prblty 

DISCUSS2 Between 4 .3708 .0927 .9328 .4512 
Counselor Within 59 5.8635 .0994 

Total 63 6.2344 

No two groups are significantly different at the 0.05 level 
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Table 59 

Analysis of Variance on Discussion With Family Member 

Between Lifesat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS3 Between 4 .2102 .0525 .7046 .5919 
Family Within 59 4.3992 .0746 
Member Total 63 4.6094 

Table 60 

Analysis of Variance on Discussion With Pastor or Friend 

Between Lifesat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 4 3.9526 .9882 3.8745 .0073* 
Pastor/ Within 59 15.0474 .2550 
Friend Total 63 19.0000 
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A Newman-Keuls Post Hoc test was run on discussion 

with pastor or friend between life satisfaction groups to 

identify significant differences subscale by subscale. 

B w M s M 
E 0 C A C 
T R H M H 
T s E 
E E B w 
R T R 

R s 

Mean Group 

4.7143 BETTER 
4.9600 WORSE * 
5.0000 MCH BTR * 
5.0000 SAME * 
5.0000 MCH WRS 

Note. * Denotes pairs of groups significantly different at 
the 0.05 level. 

There is a significant difference between Group 2, 

reporting "better" life satisfaction than at time of 

diagnosis and Group 4 reporting "worse" life satisfaction, 

Group 1, reporting "much better" life satisfaction and 

Group 3, reporting Life Satisfaction as the "same" as it 

was at time of diagnosis. Group 2 also discusses and shares 

more with a pastor or friend than the other Groups. 



123 

Each of the discussion variables was submitted to a 

one-way ANOVA using Sexual Satisfaction as the Independent 

Variable. Significant overall F ratios were pursued by 

Newman-Keuls Post Hoc testing. 

Table 61 

Analysis of Variance on Discussion With Spouse or Mate 

Between Sexsat Groups 

Patient 
Discussion F F 
Groups Source DV ss MS Ratio Prblty 

DISCUSS! Between 4 8.9937 2.2484 1.4918 .2165 
Spouse/ Within 58 87.4190 1.5072 
Mate Total 62 96.4127 

Table 62 

Analysis of Variance on Discussion With Counselor Between 

Sexsat Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 4 .2746 .0687 .6695 .6158 
Counselor Within 58 5.9476 .1025 

Total 62 6.2222 

No two groups are significantly different at the 0.05 level 



Table 63 

Analysis of Variance on Discussion With Family Member 

Between Sexsat Groups 

Patient 
Discussion F 
Groups Source OF ss MS Ratio 

DISCUSS3 Between 4 .2056 .0514 .6778 
Within 58 4.3976 .0758 
Total 62 4.6032 

Table 64 
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F 
Prblty 

.6101 

Analysis of Variance on Discussion With Pastor or Friend 

Between Sexsat Groups 

Patient 
Discussion F F 
Groups Source OF ss MS Ratio Prblty 

DISCUSS4 Between 4 2.8151 .7038 2.5245 .0504* 
Pastor/ Within 58 16.1690 .2788 
Friend Total 62 18.9841 
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A Newman-Keuls Post Hoc test was run on discussion 

with pastor or friend between sexual satisfaction groups to 

identify 

Mean 

4.7143 
4.9600 
5.0000 
5.0000 
5.0000 

significant differences 

Group 

MCH BTR 
BETTER 
WORSE 
SAME 
MCH WRS 

M 
C 
H 

B 
T 
R 

* 
* 
* 
* 

B 
E 
T 
T 
E 
R 

w s M 
0 A C 
R M H 
s E 
E w 

R 
s 

subscale by subscale. 

* Denotes pairs of groups significantly different at the 
0.05 level. 

There is a significant difference between Group 1, 

reporting "much better" sexual satisfaction than at time of 

diagnosis and Group 2 reporting "better" sexual 

satisfaction, Group 4, reporting "worse" sexual 

satisfaction, Group 3, reporting sexual satisfaction as the 

"same" as it was at time of diagnosis, and Group 5 

reporting sexual satisfaction as "much worse" than at time 

of diagnosis. Group 1 also discusses and shares more with 

a pastor friend than the other Groups. 
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Each of the discussion variables was submitted to a 

one-way ANOVA using Perception (of the direction their 

disorder is taking) as the Independent Variable. 

Significant overall F ratios were pursued by Newman-Keuls 

Post Hoc testing. 

Table 65 

Analysis of Variance on Discussion ith Spouse or Mate 

Between Percept Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS! Between 2 4.5026 2.2513 1.5286 .2245 
Spouse/ Within 65 95.7327 1.4728 
Mate Total 67 100.2353 

Table 66 

Analysis of Variance on Discussion With Counselor Between 

Percept Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS2 Between 2 .1141 .0571 .6015 .5510 
Counselor Within 65 6.1653 .0949 

Total 67 6.2794 

No two groups are significantly different at the 0.05 level 



Table 67 

Analysis of Variance on Discussion With Family Member 

Between Percept Groups 

Patient 
Discussion F 
Groups Source DF ss MS Ratio 

DISCUSS3 Between 2 .0700 .0350 .4986 
Family Within 65 4.5624 .0702 
Member Total 67 4.6324 

Table 68 
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F 
Prblty 

.6097 

Analysis of Variance on Discussion With Pastor or Friend 

Between Percept Groups 

Patient 
Discussion F F 
Groups Source DF ss MS Ratio Prblty 

DISCUSS4 Between 2 .2380 .1190 .4109 .6648 
Pastor/ Within 65 18.8209 .2896 
Friend Total 67 19.0588 

No two groups are significantly different at the 0.05 level 
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Summary 

The data from 68 PD patients were submitted to six 

kinds of analysis. Non parametric Chi-Square and Pearson 

correlation revealed very few significant relationships. 

Significant relationships were revealed between marital 

satisfaction and discussion of feelings and sharing of 

concerns with a spouse or mate. Post Hoc analysis revealed 

that among patients who report their marital satisfaction 

as "same" as at time of diagnosis, significantly more 

patients share on a "weekly" or less basis than on a "more 

than weekly" basis. 

Significant relationships were also revealed between 

marital satisfaction and discussion of feelings or sharing 

of concerns with a pastor or friend. Post Hoc analysis 

revealed that among patients who report their marital 

satisfaction as "worse" than at the time of diagnosis, 

significantly more of these patients report their level of 

sharing and discussing with pastor or friend as "not at 

all". 

Chi-Square analysis further revealed significant 

relationships between life satisfaction and discussion of 

feelings and sharing of concerns with a spouse or mate as 

well as with a pastor or friend. 
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In the case of sharing with spouse or mate post hoc testing 

revealed no significant relationship between levels of 

sharing and life satisfaction. Post Hoc testing of chi

square results on life satisfaction by discussing or 

sharing with a pastor or friend revealed that among 

patients who reported their life satisfaction as "better" 

than at diagnosis, significantly more of these patients 

reported that they share "less than monthly" or "not at 

all." Significance was also demonstrated among patients 

who reported their life satisfaction as the "same" as at 

time of diagnosis. Significantly more of these patients 

reported that they do not share at all with a pastor or 

friend. Finally, significance was revealed among patients 

who reported their life satisfaction as "worse" than at 

time of diagnosis. Significantly more of these patients 

reported that they discuss and share with a pastor or 

friend "not at all," rather than "monthly" or "more than 

weekly." 

Pearson correlations on Hypotheses 8, 9, and 10 which 

addressed the issue of correlation between discussion of 

feelings or sharing of concerns and the three subscales of 

the Snell and Papini Sexuality Scale measuring sexual

esteem, sexual-depression, and sexual-preoccupation 

revealed no significant correlations on any of the 

discussion subscales. 
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Stepwise multiple regression consistently revealed the 

variable "Able" (patients' rating of their ability for 

intercourse as compared to time of diagnosis) as a sturdy 

predictor of the attitudinal variables of esteem, marital 

satisfaction, libido, life satisfaction, and sexual 

satisfaction. Attitudes are affected negatively as the 

ability for intercourse worsens. 

Stepwise multiple regression of patients' perception 

of disease pattern (getting better, staying the same, 

getting worse) revealed a moderate positive correlation 

between patients' perceptions and the variables of bend of 

erect penis and disease duration. Perception appears to 

worsen as time passes and the degree of bend of the erect 

penis worsens. 

Stepwise multiple regression of Scale 1 (Snell & 

Papini's sexual-esteem subscale) revealed the most 

extensive correlation. Four variables were accepted in the 

equation before .050 probability limits were reached. 

Those variables were Scale2 (sexual-depression), self

esteem, life satisfaction, and divorced. Higher scores in 

sexual-esteem are correlated to lower scores in sexual

depression, lower scores in self-esteem, and higher scores 

in life satisfaction among patients who are not divorced. 

Snell and Papini also noted a negative correlation between 

sexual-esteem and sexual-depression (1989, p. 260). 
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An obvious question in this correlation relates to the 

worsening life satisfaction in light of improvement in 

self-esteem as well as what appears to be relative health 

in the areas of sexual-esteem and sexual-depression. Part 

of the answer may reside in significant differences 

revealed through one sample t-tests between the means for 

sexual-esteem among Snell and Papini's subjects (M=6.49) 

and subjects in this study (M=2.34), t(67)=24.42, £ <.01. 

One-sample t-tests on sexual-depression comparing the 

Snell sample (M=-5.72) with this study's sample (M=2.68), 

t(67)=49.40, E<.01 was also highly significant. Subjects 

in the current study are significantly more sexually

depressed and have significantly lower sexual-esteem as 

compared to subjects in the Snell and Papini study. These 

differences might be expected in light of the disorder the 

subjects of this study are enduring. Snell and Papini's 

subjects were considerably younger (mean age 23.7) and were 

recruited from university psychology courses. 

One-way ANOVA testing revealed significant differences 

in discussion group 4 (discuss and share with pastor or 

friend) in the area of obsession with disorder, as well as 

life, marital, and sexual satisfaction. A Newman-Keuls 

test revealed significant differences between patients who 

think about their PD "every 6 hours" and patients who think 

about their PD "once a day" or "less than once day." 
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Patients who reported thinking about their condition "every 

six hours" discuss and share more with a pastor or friend 

than the other groups. 

With respect to the marital satisfaction subscales 

Newman-Keuls tests revealed that the group that reported 

their marital satisfaction as "better" than at time of 

diagnosis, discuss and share more with a pastor or friend 

than do those who report their marital satisfaction as 

"same," "much better," or "worse." 

On the variable sexual satisfaction, Newman-Keuls 

testing revealed a significant difference between the group 

reporting their sexual satisfaction as "much better" and 

those reporting their sexual-satisfaction as ""better," 

"same," "worse," and "much worse." The group reporting 

sexual satisfaction as "much better" also discusses and 

shares more with a pastor or friend. 

Canonical Correlations analysis between selected 

variables revealed that married patients who experience a 

worsening of pain, increased bend, and declining ability 

for intercourse reported suffering in all of the 

attitudinal variables of this study. They experience low 

self-esteem, low sexual-esteem, low marital satisfaction, 

and low sexual satisfaction. They also experience high 

sexual-depression and high sexual-preoccupation and 

perceive their condition as worsening. 



Factor Analysis revealed six factors that have been 

named self-esteem profile, sexual-depression profile, 

clinic counseling profile, obsession profile, perception 

profile, and sexual relationship profile. 
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The self-esteem profile is characterized by a 

worsening self-esteem, worsening ability for intercourse, 

worsening penile bend, worsening life and sex satisfaction, 

and decreasing libido. 

The sexual-depression profile is characterized by long 

term disease, low sexual-esteem, and high sexual

depression. 

The clinic counseling profile is characterized by 

older married patients and believe that there is worth in 

visiting the clinic counselor whether or not they did so. 

The obsession profile is characterized by frequent 

discussion of feelings and sharing of concerns with a 

spouse or mate along with a high level of obsession with 

the disorder and a high level of sexual-preoccupation. 

The perception profile is characterized by a 

perception that the disease pattern is worsening along with 

worsening penile bend and a belief that clinic counseling 

might be helpful. 

The sexual relationship profile is characterized by 

unmarried patients who are not currently involved in an 

active sexual relationship. 



CHAPTER V 

DISCUSSION 

This chapter readdresses the theoretical base and how 

this sample fits the model as well as the general 

population. Research questions and hypotheses are reviewed 

and conclusions drawn. Implications and limitations of the 

study are addressed and, finally, recommendations for 

future study are proffered. 

Theoretical Base 

In 1990, Gelbard of UCLA School of Medicine published 

the results of his survey research designed to test the 

hypothesis that the passage of time is good for men who are 

sufferers of Peyronies Disease (PD). His study included, 

questions relating to the secondary psychological effects 

of PD on the patients surveyed. Responses to questions 

relating to patients' obsession with their disorder, 

presence or absence of psychological effects, and their 

perception of the disease pattern when compared to the 

physical effects of the disease led Gelbard to suggest that 

patients' obsession with this problem can be disabling. 

134 
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Gelbard speculated that discussion of feelings and sharing 

of concerns might mediate the obsession and improve 

patients' overall function. 

A modified version of Gelbard's questionnaire was used 

to measure the reported obsession level of PD patients as 

well as levels of discussion and sharing with significant 

others, specifically spouse or mate, counselors, family 

member, and pastor or friend. Comparisons were made 

between groups using their demographic characteristics, 

attitudinal characteristics, and the physical effects of 

their disorder. A second instrument, the Sexuality Scales 

by Snell & Papini was included for purposes of comparison. 

The Sexuality Scale measures sexual attitudes that are 

closely related to the questions of this research. 

This study investigated relationships between the 

demographic characteristics, attitudinal characteristics, 

and physical effects characteristics of four groups of PD 

patients. Patients who: 1. Discuss/share with spouse or 

mate. 2. Discuss/share with counselor. 3. Discuss/share 

with family member. 4. Discuss/share with pastor or 

friend. This study should be considered an inquiry into 

the relationship between the identifying variables of 

physical symptoms, attitudinal characteristics and 

demographic characteristics of patients with acquired 

penile deformity. 



Demographic variables included age, marital status, 

education, disease duration, and involvement in active 

sexual relationship. 
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Attitudinal variables included level of obsession with 

the disorder, self-esteem, marital satisfaction, libido, 

life satisfaction, sexual satisfaction, perception of 

disease pattern, and attitude toward value of counseling 

available at their clinic. 

Physical effects variables included physical pain, 

erectile bend, and ability for intercourse. 

The sample was limited to patients of a major 

southwestern medical clinic devoted to the treatment of 

male health issues. Sixty-eight patients of the clinic who 

reside in seven different states returned questionnaires 

adequate for evaluation. 

The age of the patients ranged from 30 to 78 with a 

mean age of 57.5. Nearly 100% of the patients reported to 

be Caucasian with only one reporting to be "European 

American". The majority (58) were married. Most of the 

sample (56) reported involvement in an active sexual 

relationship. Disease duration ranged from 3 months to 10 

years. Levels of education ranged from 8 to 21 years with 

a preponderance reporting 4 years or more of education 

beyond high school. 



Considering the study participants are from the 

patient base of a prominent health clinic, it is not 

surprising that most are college educated Caucasians. 
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Their education and socioeconomic status have likely 

provided employment that provides good medical insurance. 

It should be noted that this sample is not representative 

of the general population of PD patients. PD is no 

respecter of persons and affects 1% to 3% of the male 

population across all socioeconomic levels. Since the 

sample is somewhat atypical, care must be taken to not 

generalize the results of this study. Despite the atypical 

nature of this sample, several results indicate a good fit 

with the theoretical framework as well as the general 

population as described in medical studies. 

First, with reference to the American males' 

propensity to suffer in silence rather than seek social 

support, 33.8% of this study's patients report they choose 

to share "not at all" with their spouse or mate. An 

additional 30.9% share with spouse or mate on a "less than 

monthly" basis. 

This researcher's questionnaire provided space for the 

subjects to write any concerns they wanted to share with 

the researcher. The researcher's phone number and name 

were also provided for any who chose to call and share 

directly with the researcher. 
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While only 3 men of the nearly 235 who received 

questionnaires chose to call, their remarks are poignantly 

applicable. One subject began his interview with the 

statement that the researcher had asked the wrong question 

or at least overlooked the right question. He indicated 

that a good question could have been, "How do you get your 

wife to believe that your sexual drives really have changed 

because of the Peyronies Disease?" His spouse found it 

hard to believe that his sexual interests could have 

diminished so dramatically and occasionally suggested that 

he simply was not interested in her and was perhaps 

interested in someone else. This case illustrates the 

increased difficulty that arises when spousal support is 

sought and misunderstanding is the result. The patient 

indicated that he chooses, therefore, not to share with his 

wife. He added that he has never shared with any person 

other than this researcher. Comparing this decision to 

sharing his Vietnam combat experience, he added, "I don't 

discuss my combat experience with anyone but other combat 

veterans because no one else can really understand what I 

am saying, nor do they really want to hear about it." 

A second subject also indicated his reluctance to 

discuss the issue with anyone. He added, when asked about 

counseling, that he would not be interested in any support 

group or "just sitting and talking about the problem". 
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A third subject asked for an in person interview. 

During the interview, he indicated that although he is 

himself a counselor and has two brothers who are 

professional counselors, he has never discussed the 

disorder with them or anyone else besides this researcher. 

At this date he had no intention of sharing with anyone 

else. 

Of the 9 subjects who chose to write about concerns, 

only one addressed the issue of discussion and sharing. He 

indicated that his wife was a counselor and that their 

relationship was "very strong". He also praised the 

urologist as a "very good communicator". Without the 

benefit of these support systems, he would have checked 

"yes" on the question as to whether or not he thought a 

visit with the clinic's counselor would have been helpful. 

While no specific question on the questionnaires 

addressed informational support, all of the subjects who 

called indicated that one of their first pursuits was for 

written information regarding PD. All had found their way 

to medical journals. All were equally frustrated by the 

lack of encouragement in the journals as well as the 

graphically unpleasant depiction of potential surgical 

intervention. 
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They also concurred that the deformity of the penis was 

embarrassing and that reduction in penile length on 

erection, as well as weaknesses in the shaft of the penis 

necessitated changes in the style of their lovemaking. 

With respect to disease pattern, Gelbard reported that 

85% of his sample with long-term PD described their 

condition as unchanging or progressive. In this research, 

85.3% of the patients reported their condition as 

unchanging or worsening. 

In regard to bend and perception of disease pattern, 

Gelbard reported that 77% of his sample termed the disease 

as progressive when bending worsened. In this study, 

stepwise multiple regression revealed that patient 

perception of disease pattern worsened as disease duration 

lengthened and bend worsened. 

In regard to the relatively high level of education 

that characterizes the group, it might be suggested that 

with increased educational opportunity, there is also 

increased exposure to new thinking regarding stereotypical 

behavior and the value of more openness and sharing. It 

might be assumed that a better educated population would be 

more disposed to understand the inherent value in sharing 

of concerns. Yet, this well educated group of patients 

indicates a low level of sharing with spouses and virtually 

no sharing with others. 
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This may be due to the extremely sensitive nature of the 

problem, or it may indicate a strong resistance to change 

among men on the issue of sharing medical concerns. The 

age of the respondents should also be taken into 

consideration in this regard. It follows that if there has 

been a generational change in the attitudes of men 

regarding sharing, then the younger men would indicate a 

higher level of sharing than the older patients. In fact, 

the highest levels of sharing are evident among the more 

senior patients. It could be that life's lessons regarding 

the values associated with a life partner are more 

significant than social stereotypes or social attitudes. 

Research Questions 

Twelve research questions and ten hypotheses frame the 

basis for this study. Each of the questions and hypotheses 

dealt with the identifying or independent variable of 

discussion and its correlation with the outcome or 

dependent variables of obsession with the disorder, self

esteem, the areas of marital, life and sexual satisfaction, 

libido, and perception of disease pattern. Further 

correlations were sought between the 3 subscales of the 

Snell & Papini Sexuality Scale, namely, sexual-esteem, 

sexual-depression, and sexual-preoccupation. 
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Summary of Findings 

The first 3 research questions were related to 

frequency of sharing by PD patients and with whom they 

choose to discuss their feelings and share their concerns. 

Of those patients who were married or at least 

actively involved in a sexual relationship, the majority 

(80%) do share at some level with their spouse or partner. 

Only 20% reported sharing on a more than monthly basis 

while nearly 47% share on a less than monthly basis. 

In regard to sharing with a counselor, 61 patients 

(90%) have never done so. When asked if they felt it may 

have been helpful to have done so, 30 patients (this 

includes the 7 who had visited with the clinic's counselor) 

said "yes, they believed it would have helped." A full 

third of the patients believe they may have missed an 

opportunity by not visiting with the clinic's counselor. 

Although it cannot be assumed that they would have done so 

if encouraged, an argument might be proposed for the value 

of an automatically scheduled visit with the clinic's 

counselor as part of the patient's first visit with the 

urologist. 
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Ninety three percent of the patients report that they 

never discuss their feelings or share their concerns 

regarding their disorder with either a family member or a 

pastor or friend. When one considers that many of these 

patients may have brothers and sons, and (many may have 

fathers still living), plus the natural curiosity about 

genetic links for the etiology of this disorder, this 

failure to ever discuss this issue with siblings or 

children or fathers is highly suggestive. It is likely 

that it illustrates the highly sensitive and embarrassing 

nature of the disorder. 

Conclusions resulting from testing of the 10 

hypotheses will now be addressed. 

HYPOTHESIS #1: For the general population with PD, 

patients' obsession is independent of discussion and 

sharing. That is, the frequency distribution of obsession 

has the same form for subjects who discuss their feelings 

or share their concerns with significant others more than 

weekly as for those who share or discuss weekly, monthly, 

less than monthly, or not at all. Upon review of the Chi

Square analyses, no significant relationships were observed 

between patients' level of obsession with their disorder 

and discussion of feelings or sharing of concerns with 

others. 
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It may be important to note here that 41 of the 68 

patients (60.3%) reported that they think about their 

condition less than once a day. An additional 16 (23.5%) 

report thinking about their condition only once a day. 

Only 11 patients (16.2%) reported that they think about 

their disorder more than once a day. This was an 

unexpected result, considering that medical researchers 

point to patient obsession with the disorder as being a 

particularly disabling factor. Gelbard's research asked 

the question relating to obsession in very vague or broad 

terms. Patients chose from either "frequently," or 

"occasionally," or "rarely." In an effort to gain more 

specific knowledge about patients' obsession over the 

disorder, choices for this research were more specific 

ranging from "less than once a day" (considered by this 

researcher as "rare") to "every one-half hour or more" 

(obviously considered to be "frequent"). It is not known 

how the patients who responded to Gelbard's survey 

interpreted the words, "frequently", "occasionally", and 

"rarely". Perhaps "once a day" to them was considered 

frequent. Data from this research was initially treated as 

"rarely" being "less than once a day" and "once a day". 

"Every 6 hours" or "every 4 hours" were treated as 

"occasionally" while "every 2 hours" and "every hour" were 

. treated as "frequent" obsession. 
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No respondents checked "every one-half hour or more" 

including those with the most recent diagnoses of 3-6 

months. Even with these three artificial divisions, 

however, the data failed to show any significant 

relationships between sharing and obsession. It was 

decided that the fairest treatment of the data was not to 

impose artificial divisions. The subjects, after all, had 

been given specific choices, and not ranges of from every 6 

hours to every 4 hours, for example. 

There are at least four possible explanations for the 

unexpectedly skewed results regarding obsession with 

disorder. The first deals with the researcher's naivete. 

It may have been a serious misunderstanding of male nature 

to assume that a PD sufferer would be reminded of his 

deformity every time he saw his penis or felt a twinge of 

pain. One would reasonably expect that in the course of a 

day's normal activities of bathing, dressing, urinating, 

etc., that any man notices his genitalia and might 

therefore be reminded of the problems related to it. 

Perhaps such an expectation is not as reasonable as this 

researcher assumed. 

The second explanation deals with the possibility of 

response bias. It is conceivable that only those patients 

who are the best adjusted to their disorder chose to 

, respond to the survey. 
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Patients who are more obsessed may have been too bothered 

emotionally by the questionnaires to respond. 

A third possible explanation is that the respondents 

are so affected by the question related to thinking about 

their condition, or the condition itself, that a degree of 

denial has colored their response. 

A fourth possibility is that the question is poorly 

stated or perhaps poorly ordered. One wonders if responses 

would have been different if it had been the very first 

question as opposed to the tenth question, or if the 

question were posed in face to face interviews. 

Whatever impact any of these possibilities may have 

had, the fact remains that no significant relationships 

were revealed through X2 analyses between discussion and 

obsession with the disorder. 

Factor analysis, however, did produce one cluster 

relating to the variable of obsession and discussion. A 

cluster the researcher called the "obsession profile" 

reveals that frequent sharing or discussion with a spouse 

or partner goes with a high level of obsession and a high 

level of sexual preoccupation. It appears that rather than 

a correlation of high discussion and low obsession that 

just the opposite correlation exists. Perhaps discussion 

and sharing are more a response to obsession than a way of 

relieving obsession. 
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One-way ANOVAS of the discussion variables using 

obsession as the independent variable also revealed a 

highly significant relationship between patients who think 

about their condition "every 6 hours" and patients who 

think about their condition "less than once a day" or "once 

a day". Once again, high obsession was related to 

significantly higher sharing, but in this case the sharing 

was with a pastor or friend. 

HYPOTHESIS #2: For the general population of 

patients, esteem is independent of discussion/sharing. 

That is, the frequency distribution of esteem has the same 

form for subjects who discuss their feelings and share 

their concerns with significant others more than weekly as 

for those who share/discuss weekly, monthly, less than 

monthly, or not at all. 

Review of the Chi-Square analyses revealed no 

significant relationships between patient self-esteem level 

and discussion of feelings or sharing of concerns with 

others. When esteem, however, served as a dependent 

variable in stepwise multiple correlation analysis, a 

moderate to strong positive correlation between esteem and 

the variable being able (the ability for intercourse) and 

divorced was revealed. Esteem appears to diminish as 

ability for intercourse diminishes among patients who are 

not divorced. 
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Diminishing ability for intercourse is a better predictor 

of self-esteem than is discussion of concerns with a spouse 

or mate or any other significant support person. 

Esteem reappears when canonical correlations analysis 

between two selected subsets of variables revealed one 

significant correlation. Lowered self-esteem along with 

all other attitudinal variables correlated with being 

married and experiencing increased pain, increased penile 

bend, and decreased ability to engage in intercourse. 

A self-esteem profile also emerged from the factor 

analysis. In that cluster, negative self-esteem was 

associated with worsening ability for intercourse, 

worsening penile bend, worsening life and sex satisfaction, 

and a decreasing libido. The discussion variable was not 

significant in this cluster. 

HYPOTHESIS #3. For the general population of PD 

patients, marital satisfaction is independent of discussion 

or sharing. That is, frequency distribution of marital 

satisfaction has the same form for subjects who discuss 

their feelings or share their concerns with significant 

others more than weekly as for those who share or discuss 

weekly, monthly, less than monthly, or not at all. 

In this case, Chi-Square analysis did reveal a 

significant relationship for marital satisfaction and 

discussion with one's spouse or mate. 
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Post hoc testing revealed that the significance lies in the 

cells for "more than weekly" and "weekly" discussion. 

Significantly more patients who report their marital 

satisfaction as "same" also report sharing and discussing 

with spouse or mate on a "weekly" or less basis than on a 

"more than weekly" basis. 

Chi-Square analysis also revealed a significant 

relationship between marital satisfaction and discussion or 

sharing with a pastor or friend. Post hoc testing revealed 

that the significance lies in the cells for "less than 

monthly" and "none". Significantly more patients who 

report their marital satisfaction as "worse" compared to 

time of diagnosis report that they discuss and share with a 

pastor or friend "not at all" than on a "less than monthly" 

basis. 

While some level of discussion with spouse or mate 

seems significantly related to at least maintaining marital 

satisfaction at the same level as at time of diagnosis, 

those patients who report never sharing with a pastor or 

friend are reporting their marital satisfaction as "worse". 

Stepwise multiple correlations produced a moderate 

positive correlation between marital satisfaction and the 

ability for intercourse. Marital satisfaction diminishes 

as ability for intercourse worsens. 
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One-way ANOVA also revealed a significant difference 

in marital satisfaction between the group that reported its 

marital satisfaction as "better" than at time of diagnosis. 

This group reported discussing and sharing with a pastor or 

friend significantly more than groups reporting marital 

satisfaction as "same," "much better," and "worse." 

Canonical correlations analysis revealed marital 

satisfaction along with other attitudinal variables to be 

correlated to being married and experiencing greater pain, 

worsening bend and decreasing ability for intercourse. As 

physical effects worsen, marital satisfaction worsens. 

Marital satisfaction is related to discussion with spouse 

or mate as well as with a pastor or friend. While 

discussion may play some role in marital satisfaction, it 

appears that the ability for intercourse as impacted by 

worsening penile bend and increasing penile pain may 

provide more stable predictors than discussion for levels 

of marital satisfaction. 

HYPOTHESIS #4 For the general population of PD 

patients, libido is independent of discussion/sharing. 

That is, the frequency distribution of libido has the same 

form for subjects who discuss their feelings or share their 

concerns with significant others more than weekly as for 

those who share and discuss weekly, monthly, less than 

. monthly, or not at all. 



Chi-Square analysis revealed no significant 

relationships between libido and discussion, although 

significance was approached (.06) between libido and 

discussion with a pastor or friend. 
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As with obsession, esteem, and marital satisfaction in 

stepwise multiple correlation, the variable ability for 

intercourse was significantly correlated at a moderate 

level with libido. Libido, it would appear, is diminished 

as ability for intercourse worsens. 

One-way ANOVA failed to reveal any significant 

relationship when libido was entered as the independent 

variable and discussion as the dependent variable. 

Significance was approached (.06) with the discussion group 

of pastor or friend. 

Canonical correlation analysis did list libido along 

with other attitudinal variables as positively correlated 

with being married and experiencing increased penile pain 

and bend, and worsening ability for intercourse. Libido 

diminishes as physical effects worsen. 

Discussion with significant others plays a lesser role 

with regard to libido than does the ability for intercourse 

as impacted by worsening pain and penile bend. 

HYPOTHESIS #5: For the general population of PD 

patients, life satisfaction is independent of 

discussion/sharing. 
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That is, the frequency distribution of life satisfaction 

has the same form for subjects who discuss their feelings 

or share their concerns with significant others more than 

weekly as for those who share and discuss weekly, monthly, 

less than monthly, or not at all. 

Chi-Square analyses did reveal a significant 

relationship between life satisfaction and discussion of 

feelings and sharing of concerns with a spouse or mate. 

Post hoc testing, however, failed to reveal any 

significance. A significant relationship between life 

satisfaction and discussion of feelings and sharing 

concerns with pastor or friend was also revealed. In this 

case, post hoc testing did reveal significance within the 

groups reporting life satisfaction as "better", "same", and 

"worse". Significantly more patients within each of these 

groups report sharing and discussing "less than monthly" or 

"not at all" than "more than weekly". Little more can be 

concluded than that very few patients choose to share with 

a pastor or friend. 

As with previous attitudinal variables, a moderate 

positive correlation was revealed between life satisfaction 

and the variables of ability for intercourse in stepwise 

multiple correlations. Ability for intercourse continues 

to be a sturdy predictor of the patients' attitudinal 

characteristics. 
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Life satisfaction is also diminished by a worsening ability 

for intercourse. 

Snell & Papini's investigations revealed that greater 

sexual depression was accompanied by greater anxiety and 

greater depression and less sexual-assertiveness. 

Considering that the sample of PD patients tested as 

significantly more depressed than the populations tested by 

Snell & Papini may help to shed light on the fact that the 

PD patient population seem to have some positive things 

going for them but still find life unsatisfactory. 

One-way ANOVA analysis revealed a significant 

difference on life satisfaction between the groups that 

reported life satisfaction as "better." This group 

reported discussing and sharing significantly more with a 

pastor or friend than groups reporting life satisfaction as 

"worse," "much better," or "same." Canonical correlation 

analysis included life satisfaction among the attitudinal 

variables that are negatively affected by increasing penile 

pain and bend and decreasing ability for intercourse among 

married patients. 

HYPOTHESIS #6: For the general population of PD 

patients, sexual satisfaction is independent of 

discussion/sharing. 
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That is, the frequency distribution of sexual satisfaction 

has the same form for subjects who discuss their feelings 

and share their concerns with significant others more than 

weekly as for those who share or discuss weekly, less than 

monthly, monthly, or not at all. 

Chi-Square analyses failed to reveal any significant 

relationship between sexual satisfaction and discussion of 

feelings or sharing of concerns with significant others. 

Stepwise multiple correlations did show a moderate to 

strong positive correlation between sexual satisfaction and 

the variable of ability for intercourse when sexual 

satisfaction served as dependent variable. As might be 

expected, sexual satisfaction is diminished by a worsening 

ability for intercourse. 

One-way ANOVA revealed a significant difference on 

sexual satisfaction between the group that reported sexual 

satisfaction as "much better" than at time of diagnosis and 

those groups reporting sexual satisfaction as "better", 

"worse", "same", or "much worse". The group reporting as 

"much better" discuss and share more with a pastor or 

friend than do the other groups. 

It is of some interest that the patients who discuss 

and share with a pastor or friend continue to show up as 

significant. 
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It must be remembered that this is a very small group with 

only 5 of the 68 subjects in this sample indicating any 

level of discussion with a pastor or friend. It is also 

noteworthy that one of these 5 reports discussion or 

sharing with a friend or pastor on a "more than weekly" 

basis. Removing this subject as an "outlier" would likely 

have eliminated the significance revealed in each case. 

Factor Analysis revealed one cluster that included the 

variable of sexual satisfaction. The cluster was named the 

"self-esteem profile." It appears in the cluster that 

worsening sexual satisfaction along with worsening ability 

for intercourse, worsening penile bend, and worsening life 

satisfaction go with worsening self-esteem. 

Canonical correlations analyses included sexual 

satisfaction among the other attitudinal variables as being 

positively related to being married and experiencing 

increased penile pain and bend and diminishing ability for 

intercourse. Sexual satisfaction diminishes as physical 

effects worsen. 

HYPOTHESIS #8: For the general population of 

patients, there is no correlation between sexual-esteem, as 

measured by Snell & Papini's Sexual Scale and discussion or 

sharing. That is, there is no correlation in the 

population between the variables sexual-esteem and 

discussion. 
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Chi-Square analysis was not used due to very large number 

of cells created in a comparison of the variables. Both 

variables were submitted to a Pearson correlation to reveal 

any relationship. 

The data did not provide evidence for a significant 

relationship between sexual-esteem and any of the 

discussion groups or even the sum of all discussion groups. 

HYPOTHESIS #9: For the general population of PD 

patients, there is no correlation between sexual

depression, as measured by Snell & Papini's Sexuality 

Scale, and discussion or sharing with significant others. 

That is, there is no correlation between the variables 

sexual-depression and discussion or sharing. 

After being submitted to a Pearson correlation, the 

data did not provide evidence for a significant 

relationship between sexual-depression and discussion or 

sharing with significant others. 

HYPOTHESIS #10: For the general population of PD 

patients, there is no correlation between sexual

preoccupation, as measured by Snell & Papini's Sexuality 

Scale and discussion or sharing with significant others. 

That is, there is no correlation between the variables, 

sexual-preoccupation and discussion. 



Pearson correlation analysis failed to provide 

evidence for a significant relationship between sexual

preoccupation and discussion or sharing with significant 

others. 

When Scale 1 (sexual-esteem) was entered as the 

dependent variable in stepwise multiple correlation, the 

largest and strongest positive correlation was revealed. 

The variables sexual-depression, self-esteem, life 

satisfaction, and divorced were included in the equation 

before 0.05 limits were reached. 
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It appears that sexual-esteem is improved, as sexual

depression is decreased, self-esteem is increased, and life 

satisfaction, however, is decreased among PD patients who 

are not divorced. 

Snell & Papini noted in the development of the 

Sexuality Scale that among men and women, sexual-esteem was 

negatively related with sexual-depression with a 

substantially strong correlation among males. The results 

of this study are in agreement with their findings. 

In testing the Sexuality Scale for validity, its 

relationship with a series of self-report instruments 

concerned with personality and sexuality was evaluated by 

Snell & Papini. They noted that sexual-depression was 

accompanied by less self-esteem as measured by the 

Rosenberg Self-Esteem Scale. 



The results of the stepwise multiple correlation being 

considered also corresponds to their findings, sexual

depression is low and self-esteem is high. 
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When Scale 2 (sexual-depression) served as the 

dependent variable in stepwise multiple correlation, a 

strong positive correlation was revealed between Scale 2 

and the variables, Scale 1 (sexual-esteem), sexrel (active 

involvement in sexual relationship), and Scale 3 (sexual

preoccupation). For those patients not involved in an 

active sexual relationship, sexual depression is high as is 

sexual-preoccupation while sexual-esteem is lowered. 

Again, the negative correlation between sexual-esteem and 

sexual-depression holds true. 

While the PD patients reveal the same relationship 

between the subscales as did Snell & Papini's samples, it 

must be noted that the PD sample were significantly lower 

on the sexual-preoccupation scale. One-sample t-tests on 

sexual-preoccupation comparing the Snell sample (M=2.42) 

and the subjects in this study(~= -.235), t(67)=16.60, 

P <0.01. 

Snell & Papini's research led them to conclude that 

sexual-preoccupation for males was positively correlated 

with sexual-consciousness, or an attention to internal 

bodily sensations associated with sexual arousal and 

motivation. 
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Sexual-preoccupation is also positively correlated with 

sexual-monitoring or concern with other's impressions about 

one's sexuality and with sexual-assertiveness, a 

dispositional tendency to act and behave in an independent, 

self-reliant fashion concerning one's own sexuality. In 

short, Snell & Papini noted that sexual-esteem and sexual

preoccupation are more associated with a positive rather 

than negative orientation toward sex. Sexual-preoccupation 

may coincide, then, with a less negative outlook on sexual 

relations. It is tempting to assume that men with PD might 

just give up on sexual relations. Comments shared by 

subjects from this research are revealing in this regard. 

When PD patients who called the researcher were 

directly asked how they coped with their deformity in 

regard to sexual relations, their responses were 

informative. As one patient put it, "You simply reconcile 

yourself to the reality that PD has changed your life and 

your sexual relations style. You learn new limited ways of 

expressing physical love." "Sometimes", he continued, "you 

channel your sexual energies into different events or 

endeavors," adding that, "otherwise you'd go crazy." 

Another patient responded to the question on copying 

by stating, "I've pursued every avenue of information and 

help and I've finally accepted the idea that I have done 

all I can do and I have to live with it as it is." 
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The "as it is" refers to an erection that was initially 5-

1/2" long and is now 4-1/4" long and bent 45 degrees to the 

left. He completed his statement with the words, "at least 

it didn't fall off!" 

Among the written comments received, two patients 

indicated that the support of an understanding and 

accepting spouse has made the difference. Strong religious 

beliefs and church involvement provide a sense of support 

and a channel for energy for another. One patient, who may 

have best expressed the frustration of those who feel at a 

loss, wrote "I don't understand the condition! Don't know 

what to do to change or help (the) situation. My sex life 

is practically non-existent ..• maybe it's mental? P.S. 

My wife wants sex but I'm afraid to try without help." The 

"help" refers to the use of shots taken to induce erection. 

One patient produced a table showing four major parts 

of the male 100 year life expectancy. He noted that sexual 

activity must be at the highest within the age bracket of 

25-50 years of age. "Then it must decline and must 

completely cease at the age of 75+, when he must 

concentrate more on God than on his sex." The patient 

indicated that for every year before the age of 25 one 

starts an active sex life, he must subtract one year from 

the 75 year age limit to arrive at the year of ceasing 

sexual activity. 
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"Is sex everything?", he added. "Hell no! There are many 

other things to live for." It is doubtful that men with PD 

have given up on the beauty of a sexual relationship. They 

are, however, confronted with the reality that theirs 

simply cannot be what they were accustomed to. 

Using Scale 3 (sexual-preoccupation) as the dependent 

variable in stepwise multiple correlation revealed a 

moderate positive correlation between sexual-preoccupation 

and the variables of pain and libido. Sexual-preoccupation 

it would appear correlates with an increase in patient's 

pain as well as an improvement in patient's libido. 

According to Snell & Papini sexual-preoccupation correlates 

highly and positively with erotophilia and a less negative 

outlook on sexual relations. The fact that a PD patient 

may experience a level of pain where he was used to 

experiencing pleasure and yet still maintain a high sex 

drive may be indicative of the value men place on sexual 

relations. This is all the more reasonable in light of the 

consistency with which the variable measuring the ability 

for intercourse remained a sturdy predictor of sex 

satisfaction, life satisfaction, and marital satisfaction. 

Finally, with reference to the Sexuality Scales, all 

three were significant in one of the subsets of the 

canonical correlation. 
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While sexual-depression and sexual-preoccupation were 

positively correlated with the married patients' increased 

pain and bend and declining ability for sex, sexual-esteem 

was negatively correlated. In other words, sexual-esteem 

declines as sexual-depression and sexual-preoccupation 

increase. 

Conclusions 

Analyses of the data reveal that the men in this study 

who suffer from PD very much fit the stereotype of 

suffering medical afflictions in silence. Although nearly 

70% report sharing at some level with a spouse or mate, the 

majority of these choose to share monthly or less. There 

is still the 34% who report not discussing the issue at all 

with a spouse or mate. One might legitimately ask how can 

two people involved in an active sexual relationship never 

discuss a disorder that has deformed and reduced the size 

of the man's penis, and perhaps made intercourse nearly 

impossible or at least possibly quite painful? The answer 

no doubt is to be found partly in the male pattern of 

suffering in silence and partly in the profound sensitivity 

of the issue. The sensitive nature of the issue alone is 

probably sufficient to explain the reluctance of PD 

sufferers to discuss and share with counselors, family 

members, and friends. 
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The answer to whether or not men with PD discuss and 

share their concerns with significant others is an 

unsurprising "no" for all but spouses or mates with a level 

of surprise for the large percentage who won't even discuss 

their feelings and share their concerns with someone as 

close to them as their sexual partner. 

In the search for correlations between the dependent 

variables of obsession, self-esteem, marital satisfaction, 

libido, life satisfaction, sexual satisfaction, perception 

of disease pattern, sexual-esteem, sexual-depression, and 

sexual-preoccupation and the independent variable of 

discussion with significant others, several interesting 

relationships are found. 

That discussion with one's spouse or mate correlates 

with marital satisfaction remaining stable offers little 

clinical insight and is not surprising, except that one 

might have expected sharing and discussing to have improved 

marital satisfaction as opposed to helping to keep it at 

the same level. 

The only other significant findings regarding the 

relationship of discussion to the attitudinal variables was 

related to the group who discuss feelings and share 

concerns with a pastor or friend. 
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It is hard to interpret the correlation between such 

discussion and areas of marital satisfaction, life 

satisfaction, libido, sexual satisfaction and obsession. 

Perhaps the fact that one is willing and open to discussing 

an issue of such an intimate and potentially embarrassing 

nature with a friend is an indication of another 

personality characteristic, such as optimism, or 

adaptability, or a sense of humor, or a greater need for 

affirmation. 

Nothing in the data suggests that obsession may be 

mediated by discussion. In fact, the patients who report 

the highest level of obsession with their disorder as a 

group also report the highest levels of discussion. We 

might conclude that society's efforts to move men away from 

the stereotypical he-man suffering in silence has had 

little effect on this population. 

The sturdiest predictor to surface in the data 

analyses was the variable dealing with the patients' 

ability for intercourse. Worsening ability for intercourse 

was consistently related to worsening attitudes. 

It is noteworthy as well that PD is a little known 

disorder affecting a relatively small percentage (1%-3%) of 

men. The obscurity of the disease is related in part to 

the small number of men affected by it. 



Its obscurity is probably also related to the sensitive 

nature of the disorder and the limited openness in our 

society to talk about genitalia in a clinical manner. 
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While the statistical significance of these obvious 

associations offers little or no clinical insight, they do 

serve to confirm the internal consistency of the survey and 

the validity of the chosen modes of analysis. 

Implications of the Study 

With respect to those who have most contact with PD 

patients, i.e., urologists, there are a few implications 

worth noting. First, ability for intercourse is such a 

sturdy predictor of what is probably going on with the 

patient that it should be asked on each visit with the 

patient. Closely allied with ability for sexual relations 

are the concepts of penile bend and pain. 

It is interesting to note that the clinic from which 

these subjects were recruited does ask the patient on each 

visit how the bend has changed and how ability for 

intercourse has changed. 

With respect to recommending counseling, the urologist 

cannot go wrong by recommending it. He would be overly 

optimistic to expect a large number of patients to act on 

the suggestion. 



The data seem to suggest that, if possible, a visit with 

the clinic's counselor be automatically included in the 

first visit with the urologist as part of the medical 

diagnosis routine. 
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This study revealed a profile on the factor analysis 

the researcher named the "clinic counseling profile". It 

suggests that older patients who are not single are more 

inclined to believe that they may have been helped by a 

visit with the clinic's counselor whether or not they have 

ever done so. 

Another implication arises out of the reluctance of PD 

sufferers to talk to anyone about their disorder. Since 

they cannot avoid visiting with the urologist and his 

staff, it may be quite essential that some new insight 

regarding PD be proffered to the patient on each visit. 

The patient is understandably curious about the disorder 

and anxious to know whatever can be known. Any offering 

from the urologist may help to normalize the disease for 

the patient as well as normalize the idea of discussing it 

with another person. 
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Limitations of the Study 

This study had the following limitations: 

1. Generalizations are limited by several factors. 

Approximately 98% of the sample were Caucasian which is not 

representative of the whole population of PD patients. 

The educational level and socioeconomic status of the 

sample are both high and, therefore, not representative of 

the broader population of PD sufferers. Since only 30% of 

the patients surveyed returned questionnaires, there is the 

potential of response bias. Perhaps those who share and 

discuss a great deal with significant others felt less 

inclined to participate. Perhaps those whose obsession 

levels are considerably higher were less inclined to 

participate. 

2. Questionnaires: The sensitive nature of the issue 

of PD caused a small reaction among some of the 

participants to the Sexuality Scale. The issue seemed to 

be (from written comments and calls) related to how the 

patient views himself now (as a PD sufferer) versus before 

he acquired PD. The inclusion of this questionnaire may 

have negatively impacted the number of responses returned. 
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Including an additional questionnaire to allow spouses 

an opportunity to participate added an additional variable 

to the process of completing and returning questionnaires. 

Some patients may have failed to participate because their 

spouse chose not to. Instructions to return any or all 

with or without spousal participation was lacking. 

Recommendations for Future Study 

Further research should be conducted using additional 

medical facilities for reaching a broader spectrum of this 

population. Inclusion of county hospitals as well as 

university medical research hospitals would provide a 

broader spectrum of patients. 

More research needs to be done to substantiate the 

finding of this study concerning the psychosocial effect of 

Peyronies Disease. 

Urology clinics with staff psychologists might design 

research of an experimental design to determine the 

influence of counseling on attitudinal variables of PD 

patients. An interesting and informative study could be 

designed to assess the impact of this disorder on spouses 

or mates using some of the same attitudinal variables 

included in this study. Research on the issue of Peyronies 

Disease and its psychosocial effects on patients as well as 

their partners is virtually nonexistent. 
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Any form of research can only serve to heighten awareness 

of this peculiar disorder and brighten the prospects for 

the finding of a cure. This would be an excellent 

population in which to do qualitative research. 

Summary 

This research was initiated to determine the 

relationship between discussion of feelings and sharing of 

concerns with certain attitudinal variables among men who 

suffer from Peyronie's Disease. 

A non-experimental design was chosen to make use of a 

naturally occurring group of patients made available to the 

researcher through a male health clinic. Finding 

Peyronies' patients with whom to conduct any type of 

research is understandably difficult at best. 

The survey research method provided the advantages of 

quick access to a relatively large number of subjects while 

guaranteeing their anonymity. It also provided a wealth of 

data from two easily completed and short questionnaires. 

Analysis of data revealed that the men who responded 

to this survey, report considerably lower levels of 

obsession regarding their disorder than was anticipated. 

Either the researcher was naive in this regard or the 

question was poorly formed or the subjects misunderstood 

the question. 
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Regarding levels of discussion, the results were 

somewhat less surprising except for the third of 

respondents who report never discussing their concerns or 

feelings regarding their disorder with spouse or mate. This 

is not a surprising finding in light of how American men 

are reared to suffer in silence and "take it like a man", 

etc. 

The data did reveal, not surprisingly, that the 

patient's ability for intercourse was a consistently sturdy 

predictor of his overall well-being. Closely allied to 

this finding was the findings that the pain he experiences 

and the degree of erectile penile bend are also closely 

associated with his well-being as well as how he perceives 

the pattern of his disease. 

Men who are suffering from PD, then, are a 

particularly isolated group of men who suffer from a 

particularly bizarre disorder that impacts their lives in 

the most sensitive of areas - their sex lives. 

As such, PD has the potential of impacting a man's 

life satisfaction, marital satisfaction, sexual 

satisfaction, libido, and self-esteem in a profound way. 

Whether by choice or social expectation, Peyronie 

sufferers appear to be finding ways to adapt to and cope 

with their disorder other than through the support systems 

we are inclined to believe would be most beneficial. 
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THE 
MALE 
HEL,LTI-:I CENTER@ 
5i-.4 LBJ Futu:a .... Suu:c ICC • Dallas. Tlxas 7524C • 21-. 49l1 MALE 

May 10, 1995 

Dear Patient, 
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One of my Peyronie's patients is endeavoring to conduct research on how men who 
suffer with Peyronie 1s disease are coping with their condition. The research 
will be incorporated into his dissertation for his PhD degree in family therapy 
at Texas Women 1s University, and entitled The Influence of Social Support on 
Coping with Peyronie 1s Disease. 

My office has agreed to assist in this effort by mailing out the enclosed anony
mous questionnaires. It is important that you realize that your participation 
is voluntary and anonymous. At no time will your name be given to the re
searcher. Completing and returning the enclosed questionnaires should take 
about 15 minutes and will be your only involvement. A second copy of one of 
the questionnaires is provided in the event that your spouse/partner chooses to 
participate as well. All questionnaires will be returned to the Male Health 
Center to be verified for confidentiality before they are forwarded to the 
researcher. Answers from returned questionnaires will be loaded into a com
puter and analyzed by the researcher for statistical associations. 

Your participation may lead to a better understanding of the impact of Pey
ronie1s on men and their personal relationships. While medical research has 
been conducted regarding Peyronie's disease, very little research has been 
conducted on the psychosocial level. 

We have been advised that T.W.U. does not provide medical services or financial 
assistance in connection with your participation in this research. If you have 
any questions about the research or about your rights as a subject please call 
the office of Research and Grants Administration of T.W.U. at (817} 898-3375. 
If receipt or completion of this questionnaire raises any unresolved issues for 
you or your partner please feel free to contact the T.W.U. Family Therapy 
Clinic at (817) 898-2600 or the researcher whose number appears at the bottom 
of this letter. 

KAG/oh 

Researcher: R. Stone, PhD (candidate) 
(214) 881-8540 

Urolog,, 
r,1•nnc•tlr . \. Culdh•r: .',!fl 

r~11c/1oifl\'1/ 

C ·~tr.·,· \-1,w .-~: °''u' 
'/111~ir1,111 \ss1st,111t • L·,·rr:ri,·,1 

),,_. .. , . ·,•p .,. ' . 
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... -c;..: , 

C-).,. ·-~ ... ~'- I ... K -· . ~ 

7exas Wcm.n's University 
~ese.~eh and G~.nts Administ~.tion 
Denton, Tx. 7£201 

io Whom !t May Conce~n, 

My offiee has a;~eed to pa~ticipate with Ron Stone, ~hD 
CC.ndidate) on this resea~ch that will be inco~poTated 
into his dis~~rtation foT his ?hD deg~ee in f~mily the~apy 
at Texas Woman's Unive~sity. 

For my paTticipation in this Tesea~ch I wou:d like to know 
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the outcome of the results and receive a copy of the completed 
questionnaires. At no time ~ill the names of my patients be 
~eleased to anyone foT this TeseaTch. 

:f you need .ny fu~ther information do not hesitate to 
contact either myself OT my .dminist~atoT 7onjia Roan. 

Urolt,ffy 
•'4-nnr:!: .·\. WI~. :.tD. 

':tr,,lffl :....::..v-u~. :.:.~. 

f>~cnoioey 
C :;:,:rr ',-lanir.1 . ."h.~. 

Plrysac:uu, .-,ssutanr • Crrnfitti 
u~a, 3rnntt:. r' .• ~.~ 
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PD QUESTIONNAIRE 

l. Age at last birthday: 

2. Race: ( ) Wltile/caucasian [ ) African American [ ) Hispanic 
() other _______________ _ 

3. Marital srarus: ( ] single [ ) married ( ) divorced 
l} separatctl l 1 widowed. 

4. Educ.1lion: ___ years completed. 

5. How long have you been diagnosed with Pcyronie's7 

6. Arc yon presently involved in an acllve sexual relationshi(l? 11 yes I I no 

7. Please rale the current physical pain or discomfort that you experience ns 
compared lo lime or diagnosis. 

8. 

very 
much 
belier 

2 

much 
heller 

3 4 

better same 

5 

worse 

6 

much 
worse 

1 

very much 
worse 

PlcaliC rale your estimation of the current degree of bend on erection ns compared 
to lime or dlngnosls. 

very 
much 
belier 

2 

much 
belier 

3 4 

heller same 

5 

worse 

6 

much 
worse 

1 

very much 
worse 

9. Please rate your current ability for inlercourse as cmnpared lo time or cllngnosls. 

very 
much 
heller 

2 

much 
heller 

3 4 

belier same 

.5 

worse 

6 

much 
worse 

1 

very much 
worse 

I 111uler.stmul rl,nt the return of my completed q11estlom1nlre c,m.tflt11tu my l11/on11ed 
co11se11t to act ns a suhjecl In rl,ls re.ttnrch. 

10. How often do you find yourself thinking about your condition? 

2 3 4 5 6 

less once a every every every every 
lhan day 6 hrs 4 hrs 2 hrs hour 
once 
a day 

11-14. no you dii;cu!:~ your feeling!I or share your concetm1 with: 
l'lense check a box ror ench: 

II 12 IJ 14 
spouse/ counselor famlly p:ii;lor/ 
m:1tP. 

. fri,.ml .. , __ . 

1 

·every 
1/2 hr or 

more 

___y~a._mru.t.Jbi\~ekiY 
v.es. ..... w .. eekli 

VCL_filQfJth ll! 
_j'.t.1 •. l~uJhaoJnP..nthlY 

nQLalall 

I S-19. llow would you rate the following calcgmles today compn.-NI to time or 
d1Agnosl~7 

15 16 17 18 19 
self-Image marllal Sell life se:iu1:il 
or PdrPm llati•r::1rlinn drive lljilisL_ ____DJ.i][._ 

. ____mm:h~~-nn 
better 
s;l(ll_~ 

~one 
___ much..w.ors~ 

dogJ12l.l11'Jlb 

20. What Is your perception of the dlrecllon your condition Is lnklng7 

l I gelling belier 11 staying the same ( ) gelling wor~e I-' 
CX) 

21. 
w 

Do you lhink lhat II meeting wilh the clinic's cmm~clor on your first vlsil wonltl 
have hcen hclpf ul7 

I I ye~ I I no I 1 nnl sme f 11 h:id !ll1tch :. mcelin~. 
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Ih1a_auastionna1r..e_is-1>roYided_in_th~_aY1mt_that_your_LLa0ouae_or_.LL1>ar:tner 
h1 L.Chaeen_t.n_ ga rU c ioa t.e...___e_i eaa.tL.che cLI htLA PD r.opd a t..L.box. .. 

IUST.RUCTIOH8: The atatements Hated below describe cert11ln sttltudeo towflrd hum11n "exu11llty whlr.h dlff,..r.,nt peopt~ ml'ly h1'v~. "" 
such, thett:s__.artL1ULXight_or_itr.0ng.J1nBwar11, only per11on11l re11ponne11. For each ltem you wl 11 he ,u,kect to lndlcPlte how n1uch you 11grt>.
or dlaagree with the statement listed in that item. Uae the following ocale to provide your re,.pon11e,. . 

l. 
2. 

l. ... 
5. 
6. 
7. 
e. 
9. 
lO. 

11. 
12. 
l l, 
lC. 

15. 
16r 
17. 
18. 
19. 

20. 
21. 

22. 
23. 

24. 
25. 
26. 
21. 
29. 

29. 

lO. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
" 

Agree 

e 

9Ughtly 
Agree 

C 

N~lttun 
Agree tfor 
ol,u1gree 

J> 

Slightly 
Dlttsgree 

F. 

Jll8flgree 

........................•...................................... 
I 11m a good sexual partner .....•.......•...•...................... A ••••••••••• R ••••••••••• C . .•••.••... fl ........... P. . ••.•• 
I am dt'!presned about the aexu11l a11pecta of my life .......•...•... . I\ ••••.••••• • R ..••....... c ........... ll ........... P. •••••• 

1 think 11hout &ex 1111 the tlme .................................... 1\ ••••••••••. 8 ....••..•.. c ........... ll ........... P. •••.•. 

1 would rate my Bexual Rklll quite hlghly ....•........•......•.... l\ •.•.••••••• n ........... c ........... n ........... P! •••••• 

I feel good about my aexusllty ................................... . 1\ .•.••••••• • e .......... . C' ••••••••••• n ........... R .•••.. 

I think about sex more than anything else .•....•...•..••.....•... . A •••••••••• • e .......... . c ........... o ........... ~ ..... . 
I am better at sex than most other people ....•........••..•..•.•.. A .••••••••• • e .......... . c ........... n ........... F. •••••• 

I am dlosppolnted about the quality of my 11ex llfe ................ A ........... h ........... c ........... n ........... P. .•••.• 
I don't daydream about aexu111l 11ltu11tlona ...........•.............. A ••••••••••• R ••••••••••• c ........... IJ ...•••..••• P. •••.•. 

1 sometimeo have doubts about my sexual competence ................ A •••••••••• • 8 .....•.... . C' •••••••••.• n ........... F. .••.•• 

Thinking About sex m11kea me happy ••.••..•......................... A ••••••••••• R .•••••••••• C ••••••••.•• n ........... F. •••.•. 

I tend to be preoccupied wt th 11ex . ................................ I\ . ..•••••••. R ••••••••••. C .•..••.•... J> ••••••••••• F. ••••.• 
I am not very conf Jdent ln 11ex11al encounters ...................... I\ •••••• ••••• n ...•..••... C ..•....••.. fl ...•....... P. ....•.. 

I derive plea11ure and enjoyment from 11ex .•..•••.................. . A ••••••••••• R ••••••••••• C •••••••.•.• n ........... P. •••••• 

'l'm constantly thinking shout tu,vlng oex .......................... A •••••.•••.. B ..••••.•••• c ........... o ........... P. .•.••• 
t think of myself as a very good •exual partner .................. . I\ .••••••••• • R ••••••••••• C ••••••••••• n ........... F. •••••• 

I feel down about my 11e>e ltfe ..................................... A ••••••••••• R ••••••••••. C' ••••••••••• n ........... P. .••.•• 
think nbnut 11ex II great desl of the tlm., ....................... . I\ •••••••••• . n ........... r. ........... n ........... P. •...•• 

1 would r11te myattlf low•" a aexual p11rtner .••.•••.•••........•.• . I\ •..••••••• . R ••••••••••• C .••••••.•.. IJ ••••••••.•. P. .••••. 

I feel unhi'lppy about my sexual relatlon11hlpA ...................... A .......... . n .•••••.•••. r. ........... ll ........... P. .•••.. 

I n~ltlom think 11hout 11ex .•.•..••..•.............................. . A •.••••••••• R ••••••••••• c ........... n ........... P. ....•. 
I am confident about my,u,lf •• a aexual partner .................. . A •..•••••.•. R .••••••... . c ........... n ........... P. .••••• 
I feel ple11111ed with my 11ex life .................................. . I\ ..•••••••• • B .....•.... . C' ••••••••••• n ........... F. .•.••• 
I hardly ever fanta11lte about having &ex ......................... . A .•••••••••• e ........... C ...•••.•... n ........... F! .••.•• 

I am not very confident about my eexu111l eklll .........•........... A .•••••••••• A ••••••••••• C ..•••....•. 0 ...•....... P. •••••• 
I feel sad about my 11exu11l e>tperlence11 ............................ A ....•...... n ........... c ........... n ........... P. ....•• 

I prohi.bly think about ■ ex le1tfl often th111n mo11t pf!ople .•......... . I\ ••••.••••• • R ••••••••••. r. ........... fl ........... F. ....•• 

I nomet lmf!R doubt my 11,nu111 l comp1ttence ............................ I\ . •••••••••• R •.•••••••.. C' ••••••••••. fl ........... P! ••..•• 

t am not di Acour11ged about ■ex .....•............................... I\ . •••••••••• R ••••••••.•. C' ••••••••••• n ........... F. •.•••• 

I don't think about sex very often .... : ........................... A ••••••••••• R ••••••••••• C •••••••••.• n ........... R •..••• 

I underatand tl111t the rP.turn of my compl ~ted qu.-11t lonn11 I re con"t l tutP.11 
•Y Jntonned con•ent to act "" 11 rmhjf!ct Jn thin rf!ne,nch. 

f,--J 
00 
lJ1 
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AGE 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

30.00 1 1.5 1.5 1.5 
34.00 1 1.5 1.5 2.9 
35.00 1 1.5 1.5 4.4 
37.00 1 1.5 1.5 5.9 
41.00 1 1.5 1.5 7.4 
43.00 3 4.4 4.4 11.8 
44.00 1 1.5 1.5 13.2 
45.00 2 2.9 2.9 16.2 
46.00 2 2.9 2.9 19.1 
48.00 2 2.9 2.9 22.1 
49.00 2 2.9 2.9 25.0 
50.00 4 5.9 5.9 30.9 
51.00 2 2.9 2.9 33.8 
52.00 1 1.5 1.5 35.3 
53.00 1 1.5 1.5 36.8 
55.00 1 1.5 1.5 38.2 
56.00 2 2.9 2.9 41.2 
57.00 3 4.4 4.4 45.6 
58.00 3 4.4 4.4 50.0 
61.00 3 4.4 4.4 54.4 
62.00 3 4.4 4.4 58.8 
63.00 4 5.9 5.9 64.7 
64.00 1 1.5 1.5 66.2 
65.00 6 8.8 8.8 75.0 
66.00 3 4.4 4.4 79.4 
67.00 2 2.9 2.9 82.4 
68.00 2 2.9 2.9 85.3 
69.00 3 4.4 4.4 89.7 
70.00 1 1.5 1.5 91.2 
71.00 1 1.5 1.5 92.6 
73.00 2 2.9 2.9 95.6 
74.00 1 1.5 1.5 97.1 
76.00 1 1.5 1.5 98.5 
78.00 1 1.5 1.5 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 57.500 Std err 1.330 Median 59.500 
Mode 65.000 Std dev 10.969 Variance 120.313 
Kurtosis -.485 SE Kurt .574 Skewness -.427 
SE Skew .291 Range 48.000 Minimum 30.000 
Maximum 78.000 Sum 3910.000 

Valid cases 68 Missing cases 0 
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MARSTAT 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

SINGLE 1.00 4 5.9 5.9 5.9 
MARRIED 2.00 53 77.9 77.9 83.8 
DIVORCED 3.00 8 11.8 11.8 95.6 
WIDOWED 5.00 3 4.4 4.4 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 2.191 Std err .090 Median 2.000 
Mode 2.000 Std dev .738 Variance .545 

Kurtosis 7.758 S E Kurt .574 Skewness 2.430 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 149.000 

Valid cases 68 Missing cases 0 

EDUC 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

8.00 1 1.5 1.5 1.5 
12.00 8 11.8 11.8 13.2 
13.00 3 4.4 4.4 17.6 
14.00 13 19.1 19.1 36.8 
15.00 3 4.4 4.4 41.2 
16.00 20 29.4 29.4 70.6 
17.00 5 7.4 7.4 77.9 
18.00 11 16.2 16.2 94.1 
19.00 1 1.5 1.5 95.6 
20.00 1 1.5 1. 5 97.1 
21.00 2 2.9 2.9 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 15.500 Std err .289 Median 16.000 
Mode 16.000 Std dev 2.385 Variance 5.687 
Kurtosis .594 S E Kurt .574 Skewness -.225 
SE Skew .291 Range 13.000 Minimum 8.000 
Maximum 21.000 Sum 1054.000 

Valid cases 68 Missing cases 0 
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DISDUR: DISEASE DURATION 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

1 - 12 MOS 1.00 12 17.6 17.6 17.6 
>12 MOS - 2 YRS 2.00 14 20.6 20.6 38.2 
>2 YRS - 4YRS 3.00 25 36.8 36.8 75.0 
> 4 YRS 4.00 17 25.0 25.0 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 2.691 Std err .126 Median 3.000 
Mode 3.000 Std dev 1.040 Variance 1.082 
Kurtosis -1. 028 SE Kurt .574 Skewness -.325 
SE Skew .291 Range 3.000 Minimum 1.000 
Maximum 4.000 Sum 183.000 

Valid cases 68 Missing cases 0 

SEXREL: INVOVLED IN ACTIVE SEXUAL RELATIONSHIP 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

YES 1.00 56 82.4 82.4 82.4 
NO 2.00 12 17.6 17.6 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 1.176 Std err .047 Median 1.000 
Mode 1.000 Std dev .384 Variance .147 
Kurtosis 1.043 SE Kurt .574 Skewness 1.736 
SE Skew .291 Range 1.000 Minimum 1.000 
Maximum 2.000 Sum 80.000 

Valid cases 68 Missing cases 0 

PAIN: PAIN ON ERECTION AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

V MCH BTR 1.00 10 14.7 14 . 7 14 . 7 
MCH BTR 2.00 9 13.2 13.2 27.9 
BETTER 3.00 11 16.2 16.2 44.1 
SAME 4.00 31 45.6 45.6 89.7 
WORSE 5.00 4 5.9 5.9 95.6 
V MCH WRS 7.00 3 4.4 4.4 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.324 Std err .173 Median 4.000 
Mode 4.000 Std dev 1.429 Variance 2.043 
Kurtosis .402 SE Kurt .574 Skewness .162 
SE Skew .291 Range 6.000 Minimum 1.000 
Maximum 7.000 Sum 226.000 

Valid cases 68 Missing cases 0 



190 

BEND: BEND ON ERECTION AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

V MCH BTR 1.00 3 4.4 4.4 4 . 4 
MCH BTR 2.00 5 7.4 7.4 11.8 
BETTER 3.00 19 27.9 27.9 39.7 
SAME 4.00 32 47.1 47.1 86.8 
WORSE 5.00 6 8.8 8.8 95.6 
MCH WR$ 6.00 2 2.9 2.9 98.5 

V MCH WR$ 7.00 1 1.5 1.5 100.0 
------- ------- -------

Total 68 100.0 100.0 

Mean 3.632 Std err .132 Median 4.000 
Mode 4.000 Std dev 1.091 Variance 1.191 
Kurtosis 1.412 SE Kurt .574 Skewness .005 
SE Skew .291 Range 6.000 Minimum 1.000 
Maximum 7.000 Sum 247.000 

Valid cases 68 Missing cases 0 

ABLE: ABILITY TO ENGAGE IN INTERCOURSE AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

V MCH BTR 1.00 4 5.9 5.9 5.9 
MCH BTR 2.00 5 7.4 7.4 13.2 
BETTER 3.00 15 22.1 22.1 35.3 
SAME 4.00 29 42.6 42.6 77.9 
WORSE 5.00 7 10.3 10.3 88.2 
MCH WRS 6.00 6 8.8 8.8 97.1 
V MCH WR$ 7.00 2 2.9 2.9 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.824 Std err .161 Median 4.000 
Mode 4.000 Std dev 1.326 Variance 1. 759 
Kurtosis .384 SE Kurt .574 Skewness .058 
SE Skew .291 Range 6.000 Minimum 1.000 
Maximum 7.000 Sum 260.000 

Valid cases 68 Missing cases 0 
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OBSESS: PREOCCUPATION WITH DISORDER 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

<lX DAY 1.00 41 60.3 60.3 60.3 
lX DAY 2.00 16 23.5 23.5 83.8 
EVRY 6 HRS 3.00 6 8.8 8.8 92.6 
EVRY 4 HRS 4.00 3 4.4 4.4 97.1 
EVRY 2 HRS 5.00 1 1.5 1.5 98.5 
EVRY HR 6.00 1 1.5 1.5 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 1.676 Std err .130 Median 1.000 
Mode 1.000 Std dev 1.071 Variance 1.147 
Kurtosis 4.126 SE Kurt .574 Skewness 1.963 
SE Skew .291 Range 5.000 Minimum 1.000 
Maximum 6.000 Sum 114.000 

Valid cases 68 Missing cases 0 

DISCUSS!: WITH SPOUSE OR MATE 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

>WEEKLY 1.00 6 8.8 8.8 8.8 
WEEKLY 2.00 3 4.4 4.4 13.2 
MONTHLY 3.00 15 22.1 22.1 35.3 
<MONTHLY 4.00 21 30.9 30.9 66.2 
NONE 5.00 23 33.8 33.8 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.765 Std err .148 Median 4.000 
Mode 5.000 Std dev 1.223 Variance 1.496 
Kurtosis .058 SE Kurt .574 Skewness -.894 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 256.000 

Valid cases 68 Missing cases 0 

DISCUSS2: WITH COUNSELOR 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

<MONTHLY 4.00 7 10.3 10.3 10.3 
NONE 5.00 61 89.7 89.7 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 4.897 Std err .037 Median 5.000 
Mode 5.000 Std dev .306 Variance .094 
Kurtosis 5.298 S E Kurt .574 Skewness -2.673 
SE Skew .291 Range 1.000 Minimum 4.000 
Maximum 5.000 Sum 333.000 

Valid cases 68 Missing cases 0 
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DISCUSS3: WITH FAMILY MEMBER 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

<MONTHLY 4.00 5 7.4 7.4 7.4 
NONE 5.00 63 92.6 92.6 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 4.926 Std err .032 Median 5.000 
Mode 5.000 Std dev .263 Variance .069 
Kurtosis 9.447 SE Kurt .574 Skewness -3.342 
SE Skew .291 Range 1.000 Minimum 4.000 
Maximum 5.000 Sum 335.000 

Valid cases 68 Missing cases 0 

DISCUSS4: WITH PASTOR OR FRIEND 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

>WEEKLY 1.00 1 1.5 1.5 1.5 
<MONTHLY 4.00 4 5.9 5.9 7.4 
NONE 5.00 63 92.6 92.6 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 4.882 Std err .065 Median 5.000 
Mode 5.000 Std dev .533 Variance .284 
Kurtosis 43.184 SE Kurt .574 Skewness -6.199 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 332.000 

Valid cases 68 Missing cases 0 

ESTEEM: SELF-ESTEEM AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

MCH BTR 1.00 8 11.8 12.3 12.3 
BTR 2.00 11 16.2 16.9 29.2 
SAME 3.00 25 36.8 38.5 67.7 
WORSE 4.00 18 26.5 27.7 95.4 
MCH WR$ 5.00 3 4.4 4.6 100.0 
NOT APPL 6.00 3 4.4 Missing 

------- ------- -------
Total 68 100.0 100.0 

Mean 2.954 Std err .132 Median 3.000 
Mode 3.000 Std dev 1.067 Variance 1.138 
Kurtosis -.500 S E Kurt .586 Skewness -.304 
SE Skew .297 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 192.000 

Valid cases 65 Missing cases 3 
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MARSAT: MARITAL SATISFACTION AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

MCH BTR 1.00 6 8.8 10.3 10.3 
BTR 2.00 7 10.3 12.1 22.4 
SAME 3.00 25 36.8 43.1 65.5 
WORSE 4.00 17 25.0 29.3 94.8 
MCH WRS 5.00 3 4.4 5.2 100.0 
NOT APPL 6.00 10 14.7 Missing 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.069 Std err .134 Median 3.000 
Mode 3.000 Std dev 1.024 Variance 1.048 
Kurtosis -.083 SE Kurt .618 Skewness -.447 
SE Skew .314 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 178.000 

Valid cases 58 Missing cases 10 

LIBIDO: SEX DRIVE AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

MCH BTR 1.00 5 7.4 7.8 7.8 
BETTER 2.00 4 5.9 6.3 14.1 
SAME 3.00 36 52.9 56.3 70.3 
WORSE 4.00 12 17.6 18.8 89.1 
MCH WR$ 5.00 7 10.3 10.9 100.0 
NOT APPL 6.00 4 5.9 Missing 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.188 Std err .124 Median 3.000 
Mode 3.000 Std dev .990 Variance .980 
Kurtosis .546 SE Kurt .590 Skewness -.188 
SE Skew .299 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 204.000 

Valid cases 64 Missing cases 4 
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LIFESAT: LIFE SATISFACTION AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

MCH BTR 1.00 5 7.4 7.8 7.8 
BETTER 2.00 10 14.7 15.6 23.4 
SAME 3.00 27 39.7 42.2 65.6 
WORSE 4.00 19 27.9 29.7 95.3 
MCH WRS 5.00 3 4.4 4.7 100.0 
NOT APPL 6.00 4 5.9 Missing 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.078 Std err .123 Median 3.000 
Mode 3.000 Std dev .981 Variance .962 
Kurtosis -.103 SE Kurt .590 Skewness -.369 
SE Skew .299 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 197.000 

Valid cases 64 Missing cases 4 

SEXSAT: SEXUAL SATISFACTION AS CF TO TIME OF DIAGNOSIS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

MCH BTR 1.00 7 10.3 11.1 11.1 
BETTER 2.00 7 10.3 11.1 22.2 
SAME 3.00 20 29.4 31. 7 54.0 
WORSE 4.00 15 22.1 23.8 77 .8 
MCH WRS 5.00 14 20.6 22.2 100.0 
NOT APPL 6.00 5 7.4 Missing 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.349 Std err .159 Median 3.000 
Mode 3.000 Std dev 1.259 Variance 1.586 
Kurtosis -. 725 SE Kurt .595 Skewness -.348 
SE Skew .302 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 211.000 

Valid cases 63 Missing cases 5 

PERCEPT: PERCEPTION OF DISEASE PATTERN OR DIRECTION DISORDER IS TAKING 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

GETTING BETTER 1.00 10 14.7 14.7 14.7 
STAYING SAME 2.00 49 72.1 72.1 86.8 
GETTING WORSE 3.00 9 13.2 13.2 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 1.985 Std err .065 Median 2.000 
Mode 2.000 Std dev .532 Variance .283 
Kurtosis . 717 S E Kurt .574 Skewness -.017 
SE Skew .291 Range 2.000 Minimum 1.000 
Maximum 3.000 Sum 135.000 

Valid cases 68 Missing cases 0 
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CLINCNSL: ATTITUDE RE. VALUE OF COUNSELING AT CLINIC IN RETROSPECT 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

YES 1.00 30 44.1 44.1 44.1 
NO 2.00 18 26.5 26.5 70.6 
NOT SURE 3.00 20 29.4 29.4 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 1.853 Std err .103 Median 2.000 
Mode 1.000 Std dev .851 Variance .724 
Kurtosis -1.568 S E Kurt .574 Skewness .290 
SE Skew .291 Range 2.000 Minimum 1.000 
Maximum 3.000 Sum 126.000 

Valid cases 68 Missing cases 0 

DISCUSS: SUM OF DISCUSSION WITH ALL SIGNIFICANT OTHERS 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

14.00 1 1.5 1.5 1.5 
15.00 1 1.5 1.5 2.9 
16.00 7 10.3 10.3 13.2 
17.00 6 8.8 8.8 22.1 
18.00 15 22.1 22.1 44.1 
19.00 17 25.0 25.0 69.1 
20.00 21 30.9 30.9 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 18.471 Std err .178 Median 19.000 
Mode 20.000 Std dev 1.471 Variance 2.163 
Kurtosis .176 SE Kurt .574 Skewness -.869 
SE Skew .291 Range 6.000 Minimum 14.000 
Maximum 20.000 Sum 1256.000 

Valid cases 68 Missing cases 0 
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SCALEl: SNELL & PAPINI'S SEXUAL-ESTEEM SUBSCALE OF SEXUALITY SCALES 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

1.00 11 16.2 16.2 16.2 
2.00 11 16.2 16.2 32.4 
3.00 3 4.4 4.4 36.8 
4.00 24 35.3 35.3 72.1 
5.00 19 27.9 27.9 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.426 Std err .177 Median 4.000 
Mode 4.000 Std dev 1.459 Variance 2.129 
Kurtosis -1.172 SE Kurt .574 Skewness -.548 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 233.000 

Valid cases 68 Missing cases 0 

SCALE2: SNELL & PAPINI'S SEXUAL-DEPRESSION SUBSCALE OF SEXUALITY SCALES 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

1.00 10 14.7 14.7 14.7 
2.00 17 25.0 25.0 39.7 
3.00 3 4.4 4.4 44.1 
4.00 20 29.4 29.4 73.5 
5.00 18 26.5 26.5 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 3.279 Std err .178 Median 4.000 
Mode 4.000 Std dev 1.464 Variance 2.145 
Kurtosis -1.440 SE Kurt .574 Slize Technical S69 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 223.000 

Valid cases 68 Missing cases 0 

SCALE3: SNELL & PAPINI'S SEXUAL-PREOCCUPATION SUBSCALE OF SEXUALITY SCALES 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

1.00 10 14.7 14.7 14.7 
2.00 19 27.9 27.9 42.6 
3.00 10 14.7 14.7 57.4 
4.00 21 30.9 30.9 88.2 
5.00 8 11.8 11.8 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean 2.971 Std err .157 Median 3.000 
Mode 4.000 Std dev 1.293 Variance 1.671 
Kurtosis -1. 227 SE Kurt .574 Skewness -.029 
SE Skew .291 Range 4.000 Minimum 1.000 
Maximum 5.000 Sum 202.000 

Valid cases 68 Missing cases 0 



SINGLE 

Value Label 

Mean 
Mode 
Kurtosis 
s E Skew 
Maximum 

Valid cases 

MARRIED 

Value Label 

Mean 
Mode 
Kurtosis 
SE Skew 
Maximum 

Valid cases 

DIVORCED 

Value Label 

Mean 
Mode 
Kurtosis 
SE Skew 
Maximum 

Valid cases 

.059 

.000 
13.093 

.291 
1.000 

68 

. 779 
1.000 
-.104 

.291 
1.000 

68 

.118 

.000 
4.009 

.291 
1.000 

68 

Value Frequency 

.00 64 
1.00 4 

-------
Total 68 

Std err .029 
Std dev .237 
S E Kurt .574 
Range 1.000 
Sum 4.000 

Missing cases 0 

Value Frequency 

.00 15 
1.00 53 

-------
Total 68 

Std err .051 
Std dev .418 
S E Kurt .574 
Range 1.000 
Sum 53.000 

Missing cases 0 

Value Frequency 

.00 60 
1.00 8 

-------
Total 68 

Std err .039 
Std dev .325 
S E Kurt .574 
Range 1.000 
Sum 8.000 

Missing cases 0 
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Valid Cum 
Percent Percent Percent 

94.1 94.1 94.1 
5.9 5.9 100.0 

------- -------
100.0 100.0 

Median .000 
Variance .056 
Skewness 3.835 
Minimum .000 

Valid Cum 
Percent Percent Percent 

22.1 22.1 22.1 
77.9 77.9 100.0 

------- -------
100.0 100.0 

Median 1.000 
Variance .174 
Skewness -1. 378 
Minimum .000 

Valid Cum 
Percent Percent Percent 

86.2 88.2 88.2 
11.8 11.8 100.0 

------- -------
100.0 100.0 

Median .000 
Variance .105 
Skewness 2.427 
Minimum .000 
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SEPARATED 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

.00 68 100.0 100.0 100.0 
------- ------- -------

Total 68 100.0 100.0 

Mean .000 Std err .000 Median .000 
Mode .000 Std dev .000 Variance .000 
Range .000 Minimum .000 Maximum .000 
Sum .000 

Valid cases 68 Missing cases 0 

WIDOWED 

Valid Cum 
Value Label Value Frequency Percent Percent Percent 

.00 65 95.6 95.6 95.6 
1.00 3 4.4 4.4 100.0 

------- ------- -------
Total 68 100.0 100.0 

Mean .044 Std err .025 Median .000 
Mode .000 Std dev .207 Variance .043 
Kurtosis 19.181 S E Kurt .574 Skewness 4.541 
SE Skew .291 Range 1.000 Minimum .000 
Maximum 1.000 Sum 3.000 

Valid cases 68 Missing cases 0 




