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Resumen

Presentacion

La evaluacién de la sexualidad de los drogodependientes ha sido una constante
en las Gltimas décadas. No obstante, muchas de las publicaciones existentes abordan la
problematica en formato de revisiones tedricas, siendo los estudios originales una
excepcion. Ademas, los pocos estudios originales existentes presentan ciertas
limitaciones serias. Asi lo advertian Peugh y Belenko en 2001, al sefialar que la mayoria
de los estudios emplean preguntas simplistas para evaluar la sexualidad, tienen un
tamafo muestral pequefio y adolecen de grupo control. Por no mencionar que se centran
casi exclusivamente en el funcionamiento sexual y en las conductas sexuales de riesgo.
Por ello, el objetivo de esta Tesis Doctoral ha sido tratar de subsanar estos problemas
basicos y aportar datos nuevos para ayudar a comprender mejor el binomio sexo-drogas.

En primer lugar, no solo se emplearan cuestionarios que han mostrado sus
virtudes psicométricas como instrumentos de evaluacion, sino que ademas seran
adaptados y validados en la poblacién diana: varones consumidores de sustancias. Se
tratard, en todo momento, de emplear tamafios muestrales adecuados para los analisis
que en cada fase se van a realizar, y se empleara un grupo control equiparable, cuando
asi sea necesario. Finalmente, no solo nos centraremos en el funcionamiento sexual,
sino que se evaluara la sexualidad de estos pacientes también desde la perspectiva de la
asertividad sexual, examinando ademéas como otras variables (ansiedad y depresion)
pueden estar afectando a la sexualidad de los varones consumidores.

De este modo, con la presente Tesis Doctoral se aporta -hasta donde conocemos-
la primera validacion de una escala para evaluar el funcionamiento sexual en varones
drogodependientes (el Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-D),
habiéndose obtenido ademas baremos para esta version. También se adaptd y valido la
Sexual Assertiveness Scale (SAS) en poblacion no clinica espafiola, siendo este
cuestionario junto al Hurlbert Index of Sexual Assertiveness (HISA; Santos-lIglesias y
Sierra, 2010) los dos Unicos validados en espafiol. También en este caso se han obtenido
baremos para el SAS y ademés se ha realizado, hasta donde conocemos, la primera
adaptacion y validacién de un cuestionario que evalla asertividad sexual en una muestra
de varones drogodependientes. Finalmente, y una vez que se disponia de instrumentos
validados, se procedié a evaluar desde una éptica clinica, el funcionamiento sexual y la

asertividad sexual de los varones drogodependientes.
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Resumen

Resumen

En la presente Tesis Doctoral se ha tratado de obtener una escala que evalle el
funcionamiento sexual de los varones drogodependientes de forma facil, fiable, rapida y
valida. Para ello se ha adaptado el Changes in Sexual Functioning Questionnaire para
esta poblacion. Igualmente, se adaptd una escala de asertividad sexual para la correcta
evaluacion de este constructo en varones drogodependientes. Ante la ausencia de
autoinformes que evalten la asertividad sexual en Espafia (y en esparfiol) se procedio en
primer lugar a validar la Sexual Assertiveness Scale en poblacion normal; a
continuacién, se comprob6 la equivalencia de la escala en hombres y mujeres; vy,
finalmente, se adapt6 y validd en una muestra de varones drogodependientes,
obteniéndose asi una version valida y facilmente aplicable en esta poblacion. Una vez
desarrollados los instrumentos adecuados, se procedié a evaluar, por un lado, el
funcionamiento sexual de varones consumidores, observdndose un funcionamiento
sexual significativamente peor en el grupo consumidor que en un grupo control en todas
las areas del funcionamiento sexual evaluadas (deseo, placer, excitacién y orgasmo),
aunque con matices respecto al efecto que cada sustancia provoca. Por otro lado, se
evalud la asertividad sexual, observandose que los varones consumidores punttian mas
bajo en asertividad sexual de inicio y de prevencion de enfermedades de transmision
sexual y embarazos no deseados. Las posibles implicaciones de estas diferencias han
sido analizadas. Para llevar a cabo todo este proceso se ha realizado una serie de siete
articulos agrupados en cuatro estudios, los cuales se resumen a continuacion de forma

independiente.

Estudio 1
Articulo 1.- Propiedades psicométricas de la version espafiola del Changes
in Sexual Functioning Questionnaire-Short-Form (CSFQ-14) en una

muestra de varones con historia de consumo de sustancias

En este trabajo se presentan los primeros datos psicométricos del Changes in
Sexual Functioning Questionnaire Short-Form (CSFQ-14), un autoinforme para evaluar
el funcionamiento sexual, en una muestra de 104 sujetos drogodependientes. El

cuestionario fue cumplimentado junto al Addictive Behavior Questionnaire (ABQ) v al
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Brief Sexual Function Inventory (BSFI). EI CSFQ-14 muestra una estructura factorial
de tres dimensiones: Deseo (a = 0,73), Excitacion-orgasmo (o. = 0,67) y Placer (s6lo un
item). Las puntuaciones muestran buena validez, hallandose valores similares a los
encontrados en muestras de pacientes depresivos e inferiores a los de la poblacion

normal.

Articulo 2.- Adaptacion, equivalencia y validacion del Changes in Sexual
Functioning Questionnaire-Drugs (CSFQ-D) en una muestra de varones

drogodependientes

El objetivo del presente estudio fue adaptar, equiparar y validar, en una muestra
de varones drogodependientes, el Changes in Sexual Functioning Questionnaire-Short
forma (CSFQ-14). Un total de 301 varones drogodependientes y 202 sujetos no
consumidores participaron en esta investigacion. El analisis de invarianza muestra una
equivalencia factorial fuerte (RMSEA = 0,06; °/DF = 2,66 y ACFI = - 0,01) para una
dimensionalidad de 4 factores (Deseo, Placer, Excitacién y Orgasmo). Este modelo ha
mostrado los mejores indices de ajuste. No se ha encontrado Funcionamiento
Diferencial del ftem en ningin item (AR® Nagelkerke < 0,035). La fiabilidad oscila
desde a = 0,83 en Placer hasta o = 0,61 en Orgasmo). Al comparar las puntuaciones
entre sujetos controles y consumidores se han encontrado diferencias significativas en
todas las dimensiones (ClI = 99%). Asi, un peor funcionamiento sexual ha sido
observado en el grupo consumidor. La adaptacién del CSFQ en drogodependientes
presenta buenas propiedades psicométricas.

Estudio 2
Articulo 3.- Propiedades psicométricas de la version espafiola de la Sexual
Assertiveness Scale (SAS)

La asertividad sexual se refiere a la capacidad de las personas para iniciar la
actividad sexual, rechazar la actividad sexual no deseada y emplear meétodos
anticonceptivos, desarrollando comportamientos saludables. La Sexual Assertiveness
Scale (SAS) es una escala de 18 items que evalUa tres dimensiones: Inicio, Rechazo y

Prevencion Embarazo-ETS (E-ETS). En este estudio 853 personas contestaron la SAS,
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Resumen

junto a una bateria de instrumentos afines. La puntuacion media de los items ha sido
similar a la media tedrica del cuestionario, siendo ademas las desviaciones tipicas
cercanas a uno. Casi todos los items presentaron un indice de discriminacion por encima
de 0,30 y un aporte apropiado a la fiabilidad de la escala. El andlisis factorial
exploratorio mostro tres dimensiones idénticas a las obtenidas en el estudio original que
explican un 48% de la varianza (Inicio ® = 0,80; Rechazo o = 0,76; y E-ETS ® = 0,85).
Esta estructura ha sido confirmada mediante un modelo de ecuaciones estructurales
observandose un buen ajuste. Se discute la validez concurrente al observar correlaciones

significativas entre las subescalas del SAS con otros constructos afines.

Articulo 4.- Evaluacion de la equivalencia factorial y métrica de la Sexual

Assertiveness Scale (SAS) por sexo

La asertividad sexual se refiere a la habilidad con la que una persona inicia la
actividad sexual, rechaza la actividad sexual no deseada y emplea métodos
anticonceptivos, desarrollando comportamientos sexuales saludables. La Sexual
Assertiveness Scale (SAS) evalla estas tres dimensiones. El proposito del presente
estudio es evaluar la equivalencia de la escala mediante Modelos de Ecuaciones
Estructurales y Funcionamiento Diferencial del item entre hombres y mujeres. También
se proveera de baremos a la prueba. Un total de 4.034 participantes de 21 provincias
espafolas participaron en este estudio. Se empled un muestreo por cuotas. Los
resultados indican una equivalencia factorial estricta para la SAS entre sexos. Un item
ha mostrado Funcionamiento Diferencial del item, pero éste no parece afectar a la
escala, por tanto no existe un sesgo notable en la escala al comparar entre sexos. Los
baremos muestran puntuaciones similares entre hombres y mujeres en asertividad-inicio
y mayores para las mujeres en asertividad-rechazo, y asertividad-uso de métodos
anticonceptivos y prevencion de embarazo. La escala puede ser usada en hombres y

mujeres con garantias psicométricas suficientes.

Articulo 5.- Adaptacion y validacidn de la Sexual Assertiveness Scale (SAS)

en una muestra de consumidores de droga

La asertividad sexual estd vinculada con el inicio de las relaciones sexuales

deseadas, con el rechazo de las no deseadas y con la negociacion del uso de métodos
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anticonceptivos de barrera de latex. La Sexual Assertiveness Scale (SAS) evalua las tres
dimensiones de la asertividad sexual (inicio, rechazo y E-ETS) en 18 items. Las
propiedades psicométricas de la SAS en poblacion normal son adecuadas. Un total de
326 varones drogodependientes y 322 varones no clinicos participaron en este estudio.
No existian diferencias significativas entre los dos grupos ni en edad, ni en nivel
educativo. Se administraron la SAS, el Changes in Sexual Functioning Questionnaire
(CSFQ-14), el Cuestionario de Consumo de Sustancias (CCS) y una entrevista de
consumo. La muestra consumidora se recluté mediante muestreo por conglomerados y
la normal mediante muestreo incidental. La evaluacion de la invarianza muestra una
equivalencia factorial fuerte entre ambas muestras. El andlisis de Funcionamiento
Diferencial del item (DIF) indica la presencia de DIF en el item 1 y 14. El tamafio de
efecto del DIF es alto y moderado respectivamente. Se recomienda no usar el item 1 si
el objetivo de la evaluacion es comparar las puntuaciones entre estos grupos. Las
propiedades psicométricas de la escala son buenas. La fiabilidad de consistencia interna
es adecuada (Inicio = 0,66; Rechazo = 0,74; y E-ETS = 0,79). Las correlaciones
obtenidas entre el CSFQ-14 y el ratio de sexo seguro con la SAS son coherentes. Las
puntuaciones del grupo consumidor fueron similares a las de los varones no clinicos,
excepto en la subescala E-ETS, donde el grupo consumidor puntud significativamente
menos que el grupo no clinico. Sin embargo, estos resultados deben ser interpretados
con prudencia. La adaptacion del SAS en drogodependientes proporciona suficientes
garantias para un uso fiable y valido, tanto en la practica clinica como en la

investigacién, aunque se deben tomar precauciones con el item 1.

Estudio 3
Articulo 6.- Efecto del consumo de drogas e influencia de la abstinencia
sobre el funcionamiento sexual en una muestra espafola de varones

drogodependientes

Hasta la fecha ha resultado dificil abordar el problema del funcionamiento
sexual y el consumo de drogas, siendo los problemas de base y los errores
metodoldgicos comunes en sus acercamientos. En el presente estudio transversal se
comparan las puntuaciones en funcionamiento sexual entre un grupo de sujetos

drogodependientes y uno de no consumidores. Se explora la relacion entre abstinencia y
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funcionamiento sexual. Para ello un total de 905 varones participaron en este estudio
(549 cumplian los criterios como dependientes de sustancias y 356 eran controles). La
evaluacion se realizé desde septiembre de 2009 hasta enero de 2011. La duracion de la
evaluacion duré 30 minutos. Los resultados muestran como placer y orgasmo son las
dos areas mas significativamente perjudicadas. En estas areas todas las drogas parecen
empeorar el funcionamiento sexual. Mientras, deseo y excitacion se ven menos
perjudicadas, salvo esta Ultima por el alcohol. Ademas, no parece, al menos tras las dos
primeras semanas de abstinencia, existir una relacién entre abstinencia en el consumo y
mejora en el funcionamiento sexual. Los resultados parecen contradecir a aquellos que
postulan que el consumo de drogas afecta momentaneamente al funcionamiento sexual,
ya que en la muestra de este estudio (con un afio en promedio de abstinencia) se
encuentra un peor funcionamiento sexual que en el grupo control. Ademas éste, no
parece mejorar solo por el mero hecho de dejar de consumir sustancias. Los baremos

para el CSFQ-D se incluiran en los anexos.

Estudio 4
Articulo 7.- Relacién entre consumo de drogas y asertividad sexual en una
muestra espafiola de varones drogodependientes en abstinencia

Hasta la fecha los estudios que evallan la asertividad sexual de los
drogodependientes son anecd6ticos, pese a que una baja asertividad sexual de estos
pacientes seria plausible. El presente estudio pretende, por un lado, comparar la
asertividad sexual de los consumidores de alcohol, cocaina, cocaina+alcohol, heroina,
marihuana y speedball con la de un grupo control, para lo cual se cont6 con 556 varones
consumidores de ocho provincias espafiolas y 356 varones no consumidores de
sustancias. Por otro lado, se evaluara la relacion de la asertividad sexual de los
consumidores con su nivel de depresidn y ansiedad, para lo que se evaluaron a 257
varones consumidores de las mismas sustancias anteriormente mencionadas en cinco
provincias espafiolas. Los resultados muestran wuna asertividad de inicio
significativamente menor para el grupo de edad de 35-49 afios (concentrada sobre todo
en alcohol, heroina cannabis y speedball) y una peor asertividad para los jovenes en
prevencion de embarazos y enfermedades de transmision sexual (en alcohol, cocaina,

cocaina+alcohol, cannabis y speedball). Los tamafios de efecto oscilan entre bajos y
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moderados. Ademas, la ansiedad parece ser la Unica variable de distrés que afecta de
forma moderada y significativa a la asertividad de inicio, rechazo y E-ETS. Finalmente,
se observa como los usuarios de heroina (también con cocaina) y cocaina (también con
alcohol) son los que presentan correlaciones mas elevadas entre los estados de animo y

la asertividad sexual. Se discute la implicacion de estos resultados.
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Resumen

Abstract

In the present Doctoral dissertation we have tried to get a scale to assess sexual
function of male drug users in an easy, reliable, fast and valid way. Thus, we have
adapted the Changes in Sexual Functioning Questionnaire for this population. We have
also tried to adapt a scale of sexual assertiveness for a proper assessment of this
construct in male drug users. In absence of scales to assess sexual assertiveness in Spain
and in Spanish, we proceeded, first, to validate the Sexual assertiveness Scale in normal
population. Then we have verified the equivalence of the scale in men and women and
we have finally adapted and validated the scale in a sample of male drug addicts.
Obtaining thus, an easily and short scales for this population. Once we have adequate
questionnaires on this population, the sexual functioning in drug-dependent men was
evaluated. A significantly worse sexual functioning in the consumer group versus the
control group in all areas of sexual functioning assessed (desire, pleasure, arousal and
orgasm) was observed. Differences according preference substance were also observed.
Furthermore, we evaluated the sexual assertiveness and it has been observed that drug-
dependent males have a lower score in Initiation and prevention of sexually transmitted
diseases and unwanted pregnancies assertiveness. Possible implications of these
differences have been analyzed. For this, we have conducted a series of 7 articles

collected in four different studies that are summarized below individually.

Study 1
Article 1.- Psychometric properties of the Spanish version of the Changes in
Sexual Functioning Questionnaire-Short-Form (CSFQ-14) in a sample of

males with drug abuse history.

This study presents the first psychometric data on the Changes in Sexual
Functioning Questionnaire Short-Form (CSFQ-14), a self-report instrument to assess
sexual functioning, in a sample of 104 males with drug abuse history. They were
collected in 2008. The questionnaire was completed along with the Addictive Behavior
Questionnaire and the Brief Sexual Function Inventory. A three-dimensional factor
structure was observed in the CSFQ-14: Desire (a = .73), Arousal-orgasm (a = .67) and
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Pleasure (including only one item). Scores indicated adequate validity, with similar

values to samples of depressive patients and lower values than the normal population.

Article 2.- Adaptation, equivalence, and validation of the Changes in Sexual
Functioning Questionnaire-Drugs (CSFQ-D) in a sample of drug-dependent

males.

The aim of this study was to adapt and validate the Changes in Sexual
Functioning Questionnaire-short form (CSFQ-14) in a sample of drug-dependent males,
achieving equivalence. A total of 301 drug-dependent males and 202 non-drug-
dependent males participated in this study. The analysis of invariance revealed strong
factor equivalence (RMSEA = .06; x*/DF = 2.66 and ACFI = - .01) for the four factor
model (Desire, Pleasure, Arousal, and Orgasm). This model has shown the best fit
indexes. No items showed Differential Item Functioning (AR? Nagelkerke < .035).
Reliability ranged from o = .83 in Pleasure to o = .61 in Orgasm). A comparison
between the scores of control and experimental subjects showed significant differences
(Cl =99%) in all the dimensions. Thus, a worse sexual functioning has been observed
in the drug consumer group. The adaptation of the CSFQ to drug-dependent individuals

showed good psychometric properties.

Study 2
Article 3.- Psychometric properties of the Spanish version of the Sexual
Assertiveness Scale (SAS).

The construct of sexual assertiveness has been developed to further the
understanding of the ability to initiate sexual activity, refuse unwanted sex and negotiate
pregnancy and sexually transmitted diseases prevention, and consequently, explore
healthy behaviours. Sexual Assertiveness Scale (SAS), which is an 18 items
questionnaire that consists of three factors measuring Initiation, Refusal, and Pregnancy
Sexually Transmitted Disease prevention (P-STD) assertiveness. In this study, 853
people answered to the SAS together with others scales. The mean of the items has been
similar to the theoretical average of the questionnaire. Moreover, the standard deviation

has been close to one. Most of the items have showed a discrimination index higher
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than .30. No alpha increase has been observed if any item were deleted. Exploratory
factor analysis showed three dimensions (48% variance) which replicate the original
solution identically (Initiation ® = .80; Refusal ® = .76 and P-STD o = .85). The scale
dimension has been confirmed by using a Structural Equation Modeling and found a
good fit index. Significant correlations have been observed between SAS and other

related constructs.

Article 4.- Evaluation of the factorial and metric equivalence of the Sexual
Assertiveness Scale (SAS) by sex.

Sexual assertiveness means the ability to initiate sexual activity, refuse unwanted
sexual activity, and use contraceptive methods to avoid Sexual Transmitted Diseases,
developing healthy sexual behaviors. The Sexual Assertiveness Scale (SAS) assesses
these three dimensions. The purpose of this study is to evaluate using Structural
Equation Modelling and Differential Item Functioning the equivalence of the scale
between men and women. Standard scores will be also provided. A total of 4,034
participants from 21 Spanish provinces took part in the study. Quota sampling method
was used. Results indicate a strict equivalent dimensionality of the Sexual Assertiveness
Scale across sex. One item flagged Differential Item Functioning, although it does not
affect the scale. Therefore there is no significant bias in the scale when comparing
across sex. Standard scores show similar Initiation assertiveness scores for men and
women, and higher scores on Refusal and Sexual Transmitted Disease Prevention for
women. This scale can be used on men and women with sufficient psychometric

guarantees.

Article 5.- Adaptation and validation of the Sexual Assertiveness Scale

(SAS) in a sample of male drug users.

The aim of the present study was to adapt and validate the Sexual Assertiveness
Scale (SAS) in a sample of male drug users. The SAS assesses frequency of initiation of
wanted sexual experience (Initiation), frequency of refusal of unwanted sexual
experience (Refusal), and frequency of condom insistence (Sexually Transmitted
Diseases-Prevention; STD-P). A sample of 326 male drug users and 322 non-clinical

males was selected by cluster sampling and convenience sampling, respectively.
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Participants completed the SAS, the Changes in Sexual Functioning Questionnaire
Short-Form (CSFQ-14), the Cuestionario de Consumo de Sustancias (Questionnaire on
Substance Use), and an interview on substance use. Results show that the scale has
good psychometric properties and adequate internal consistency reliability (Initiation =
.66, Refusal = .74 and STD-P = .79). Evaluation of the invariance shows strong factorial
equivalence between both samples. A high and moderate effect of Differential Item
Functioning was only found in items 1 and 14. It is strongly recommended not to use
item 1 if the goal is to compare the scores of both groups or the comparison will be
biased. Correlations obtained between the CSFQ-14 and the safe sex ratio with the SAS
subscales were significant and indicate good concurrent validity. Scores of male drug
users were similar to those of non-clinical males, except in the STD-P assertiveness
subscale, where the scores of drug users were lower. However, this result should be
interpreted with caution. Therefore, the adaptation of the SAS to drug users provides
enough guarantees for reliable and valid use in both clinical practice and research,
although care should be taken with item 1.

Study 3
Article 6.- Effect of drug use and influence of abstinence on sexual
functioning in a Spanish male drug-dependent sample: a multi-site study.

To date, it has been difficult to address the issue of sexual functioning and drug
use, and many approaches to it have basic problems and methodological errors. The
present cross-sectional study compared the sexual functioning scores of a group of drug
users with those of a group of non-drug users. It explored the relationship between drug
abstinence and sexual functioning. A sample of 905 males participated in this study
(549 met the substance dependence criteria and 356 were controls). The assessment was
conducted from September 2009 to January 2011. The length of the evaluation was 30
minutes. Results show that Pleasure and Orgasm were the two areas most significantly
impaired. In these areas, all drugs seemed to negatively affect sexual functioning.
Overall, Desire and Arousal were less affected, although Arousal was impaired by
alcohol use. In addition, at least after two weeks of drug abstinence, no relationship was
found between drug abstinence and improvement in sexual functioning. The sample
studied had an average of one year of drug abstinence and was found to have poorer

sexual functioning than the control group. Therefore, these results seem to contradict
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those that argue that drug use only impairs sexual functioning temporarily. Moreover,
they suggest that sexual functioning does not improve just by stopping drug use. The
percentile rank scores for the CSFQ-D are provided in the Appendix.

Study 4
Article 7.- Relationship between drug use and sexual assertiveness in
Spanish drug-dependent men in withdrawal.

To date, only anecdotal studies have assessed sexual assertiveness in drug users,
despite the fact that it would be logical to expect low sexual assertiveness in such
patients. The present study had two objectives: the first one was to compare sexual
assertiveness between consumers of alcohol, cocaine, cocaine+alcohol, heroin,
cannabis, and speedball and a control group. This was assessed in a sample of 556 male
drug users from 8 Spanish provinces and 356 non-user males. The second objective was
to assess the relationship between drug users’ sexual assertiveness and their depression
and anxiety levels. This was assessed in a sample of 257 male users of the
abovementioned substances from 5 Spanish provinces. Results showed on one hand,
significantly lower Initiation assertiveness in the 35-49 year-old age group (particularly
in the case of alcohol, heroin, cannabis, and speedball) and worse Sexually Transmitted
Diseases and Pregnancy prevention assertiveness in drug users (in the case of alcohol,
cocaine, cocaine+alcohol, cannabis, and speedball). Effect sizes ranged from low to
moderate. On the other hand, anxiety seems to be the only distress variable assessed
here with a moderate significant effect in Initiation, Refusal and Sexually Transmitted
Diseases and Pregnancy prevention assertiveness. Finally, users of heroin (also
combined with cocaine) and cocaine (also combined with alcohol) showed the highest
correlations between anxiety and depression and sexual assertiveness. The implications

of these results are discussed.
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El uso de drogas como afrodisiacos fue y continta siendo una practica coman.
Los primeros indicios del consumo de drogas como aderezo del sexo datan de la época
del Antiguo Egipto y el Imperio Romano. Por ejemplo, el Antiguo Testamento sugiere
que consumir mandragora “optimiza el rendimiento sexual y desinhibe a las mas
conservadoras damiselas”. Los Romanos, y segun algunos registros histdricos,
concedian al vino el poder de volver lujuriosas y conducir al exceso a las mujeres, a las
que volvia sexualmente mas accesibles y promiscuas. Ademas, las mujeres tenian el
consumo de alcohol prohibido de forma general, solo en las fiestas honorificas a Baco
se permitia a las bacantes el consumo de alcohol.

Han pasado los siglos, y en la actualidad las drogas de abuso siguen siendo
empleadas con fines sexuales (Calafat, Juan, Becofia y Mantecon, 2008). En este trabajo
Calafat et al. entrevistan a diversos jovenes preguntandoles sobre el uso de drogas con
fines sexuales. Algunos fragmentos que nos permiten contextualizar la problemética

son:
“Cuando busco sexo voy a un sitio de nifias pastilleras,
porque hay sexo facil. Son las tipicas nifiitas que

les invitas a una raya y te las tiras”. (Pag. 40)

“En las discotecas es facil porque la gente va muy
borracha o drogada y siempre es mas receptiva y

menos quisquillosa”. (Pag. 40)

“Alcohol y cocaina; el alcohol te quita la vergiienza y

las tias son mas faciles, la coca te pone mas fuerte, te

da mas aguante”.(Pag. 43)
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“Y la cocaina, aunque hay gente que dice que al hombre

hace que le cueste mas que se le levante”. (Pag. 42)

O este extraido de Calafat et al., 2003
“Me siento tan excitada y caliente después de
tomar GHB que mi desinhibicion es total. Me subo literalmente

en cualquier cosa que parezca un hombre.” (Pag. 224)

“No creo que los adictos se preocupen por el condon.

Al menos yo no lo hago”. (Consumidor varon) (Pag. 225)

Parece ser que lo Unico que ha cambiado a lo largo de los afios es el contexto
donde se consume la droga y el tipo de sustancia consumida. Los problemas en el
funcionamiento sexual, el sexo no deseado y el contagio de enfermedades de

transmision sexual son tres de los problemas acuciantes del binomio sexo-drogas.

La problematica asociada al sexo y las drogas es amplia. Aunque a grandes
rasgos se puede dividir en tres importantes problemas de salud: alteracion del
funcionamiento sexual, problemas de victimizacién sexual y conductas sexuales de
riesgo. El funcionamiento sexual es per se una de las areas problematicas, por ello
procederemos a su evaluacion directa. Mientras, la asertividad sexual esta relacionada
tanto con el funcionamiento sexual, como con la victimizacion sexual y las conductas
sexuales de riesgo (Santos-lglesias y Sierra, 2010a). A continuacion se desarrollaran

ambos conceptos de forma més pormenorizada.

El funcionamiento sexual hace referencia a las fases del ciclo sexual descritas
por primera vez en el pionero trabajo de Masters y Johnson (1966). En la presente
disertacion se empleara la concepcion del ciclo sexual de Carrobles y Sanz (1991). Asi,
deseo, excitacion, orgasmo y satisfaccion seran las fases en las que nos centremos, las
cuales estan determinadas por aspectos bioldgicos, psicoldgicos, sociales y culturales,
asi como por las relaciones entre estos (DeLamater y Karraker, 2009). ElI Changes in

Sexual Functionong Questionnaire (CSFQ-14; Keller, McGarvey y Clayton, 2006) es
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un cuestionario breve que evalla estas areas de forma fiable y vélida. Mas adelante se

profundizara més en las propiedades del CSFQ-14.

Por otro lado, la asertividad general es una habilidad social que permite
comunicar nuestros sentimientos, preferencias, necesidades u opiniones a otra persona,
sin menospreciarla, forzarla o usarla (Dee Galasi, 1977). Gidycz, Hanson y Layman
(1995) o Greene y Navarro (1998) argumentan que la asertividad es especifica de cada
situacion; de hecho, Zamboni Crawford y Williams (2000) sefialan que los sujetos
asertivos y comunicativos en su dia a dia no tienen por qué serlo en el &mbito sexual. Se
sugiere, por tanto, evaluar la asertividad en situaciones sexuales especificas, empleando
para ello el constructo concreto de asertividad sexual (Livingston, Testa y VanZile-
Tamsen, 2007). La asertividad sexual se refiere a la capacidad de las personas para
iniciar la actividad sexual, rechazar la actividad sexual no deseada y emplear métodos
anticonceptivos, desarrollando comportamientos sexuales saludables; se basa en el
derecho humano a la autonomia, que asume que las personas tienen derecho a elegir
sobre su propia experiencia y actividad sexual (Morokoff et al., 1997). La Sexual
Assertiveness Scale (SAS; Morokoff et al., 1997) es uno de los autoinformes mas
empleados para evaluar la asertividad sexual (Santos-lglesias y Sierra, 2010a). Mas

adelante se describira la SAS.

Drogas y Funcionamiento Sexual

Los consumidores atribuyen un efecto sexual a practicamente cualquier droga de
abuso que se precie: alcohol, MDMA (3,4-metilendioximetanfetamina), LSD
(dietilamida de acido lisérgico), cannabis, heroina, popper, cocaina, speed, hongos,
GHB (4cido gamma-hidroxibutirico), benzodicepinas, etc. Los objetivos de las primeras
investigaciones clasicas (por ejemplo, Cocores, Miller, Pottash y Gold, 1988; Lemere y
Smith, 1973; Smith, Wesson y Apter-Marsh, 1984) se centraban casi en exclusividad en
los efectos del alcohol y la cocaina. Con el paso del tiempo, nuevos estudios han ido
abriendo el abanico de sustancias que se iban analizando. La metodologia aplicada, asi
como la muestra empleada, también han mejorado a lo largo de este tiempo, habiéndose
acumulado hasta la actualidad, una cantidad considerable de conocimiento que a

continuacion, recopilamos en funcion de la sustancia principal de consumo.
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Alcohol.

El efecto del alcohol ha sido el mas investigado, evidencidndose la influencia de
esta droga en la sexualidad humana. Por un lado, se observa que el alcohol puede
aumentar el deseo sexual, incluso a bajas dosis, pero por otro, la intoxicacion etilica
provoca problemas en la ereccion y, a largo plazo, reduce tanto el impulso como la
actividad sexual (Emanuele y Emanuele, 1998). Avila Escribano, Pérez Madruga,
Olazabal Ulacia y Lopez Fidalgo (2004) concluyen que el consumo de alcohol provoca
deseo sexual hipoactivo, tesis a su vez defendida por Crenshaw y Goldberg (1996),
Rosen (1991) y Aguilar et al. (2008). Estos ultimos autores, en un estudio sobre la
respuesta emocional, observaron que los alcoholicos valoraban de forma menos
agradable las imégenes de contenido sexual, se activaban menos con ellas y sentian més
control emocional sobre este tipo de imagenes erdticas que un grupo control. El
consumo de alcohol acarrearia disfuncion eréctil temporal (Buffum, Moser y Smith,
1988; Dissiz y Oskay, 2011; Geroge et al., 2009; Roerich y Kinder, 2002) y orgasmo
inhibido (Johnson, Phelps y Cottler, 2004; McMahon et al., 2004; Roerich y Kinder,
2002).

Benzodiacepinas.

La repercusion de las benzodiacepinas en la salud sexual también ha recibido
gran atencién. Las conclusiones obtenidas muestran que proliferan las disfunciones
sexuales entre sus consumidores (Crenshaw y Goldberg, 1996), provocando reduccion
del deseo, disfuncion eréctil, disfuncion orgasmica (Fecik, 1998; Hatzichristou y
Pescatori, 2001). Aunque a bajas dosis pueden provocar desinhibicion e incremento del
deseo sexual, el aumento de la dosis podria -segun Smith (2007)- causar

adormecimiento, reduciendo consecuentemente el deseo sexual.

Cannabis.

Tradicionalmente se ha concebido al cannabis como afrodisiaco. Dicha idea es
defendida por varios autores quienes consideran que intensificaria el deseo vy
amplificaria tanto las sensaciones sexuales como la capacidad orgasmica (Lévy y
Garnier, 2006). También se ha observado que el consumo de marihuana mejora los

problemas sexuales de pacientes con esclerosis multiple (Consroe, Musty, Rein, Tillery
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y Pertwee, 1997). No obstante, otros estudios ponen en entredicho estas afirmaciones
(Christensen, Grgnbek, Pedersen, Graugaard y Frisch, 2011; Crenshaw et al, 1996;
Johnson et al., 2004; Smith et al., 2010). Estos autores advertian que el consumo de
marihuana repercute en el placer sexual, el orgasmo y en la satisfaccion. Otros estudios
condicionan las virtudes del cannabis a su dosis y al contexto en el cual se emplea
(Buffum et al., 1988; Mckay, 2005; Money, Leal y Gonzalez-Heydrich, 1988; Paradis,
1998; Shamloul y Bella, 2011).

Cocaina.

La cocaina es una sustancia turbadora de la sexualidad, aunque su uso recreativo
como afrodisiaco es comdn (Gay, Newmeyer, Perry, Johnson y Kurland, 1982). El
68,4% de los varones consumidores de cocaina afirma que sus pensamientos,
sentimientos y comportamientos sexuales estdn a menudo asociados al consumo de la
misma (Rawson, Washton, Domier y Reiber, 2002). De hecho, Buffum et al. (1988),
Peugh y Belenko (2001) y Rosen (1991) consideran que la cocaina ayudaria a aumentar
el deseo y prolongar la relacion sexual. Esto parece ser asi, pero solo a corto plazo y a
dosis bajas (Cregel y Mark, 1986; Pereiro y Serrano, 2006; Siegel, 1982; Smith, 2007),
siendo su uso a medio y largo plazo muy perjudicial para la funcion sexual (Cocores et
al., 1988), causando dispareunia, baja excitacién (Johnson et al., 2004), anorgasmia,
reduccion del deseo (San Molina, 2003; Weatherby et al., 1992), disfuncion eréctil
(Cocores, 1988; Fecik, 1998; MacDonald, Waldford, Reinarman y Murphy, 1988) y
priapismo (Fiorelli, Manfrey, Belkoff y Finkelstein, 1990; Munarriz, Hwang, Goldstein,
Traish y Kim, 2003; Rodriguez-Blaquez, Cardona y Rivera-Herrera, 1990).

Opioides.

Existe gran consenso en torno a la idea de que el uso de opioides inhibe el
comportamiento sexual en humanos (Al-Gommer, George, Haque, Moselhy y
Saravanappa, 2007; Argiolas, 1999; Chekuri, Gerber, Brodie y Krishnadas, 2012;
Zhang, Wang, Ma, Xu y Li, 2011). Se ha demostrado que los sujetos consumidores de
heroina se activan menos al observar imagenes eroticas que consumidores de otras
drogas y la poblacion control (Aguilar et al., 2008). Parece ser que en los sujetos

consumidores de opioides existe una falta de motivacion hacia estimulos sexuales,
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como si los estimulos reforzantes -incondicionados para la poblacién normal- se vieran
desplazados por estimulos condicionados asociados al consumo de droga (Goldstein y
Volkow, 2002; Wexler et al., 2001). Este planteamiento resulta coherente si se tienen en
cuenta los relatos de los propios heroindbmanos, quienes equiparan el consumo de la
droga a un orgasmo; de hecho, para ellos la heroina es la droga de eleccion como
alternativa al sexo (Gay y Sheppard, 1973). No obstante, el sexo permanece latente en
estos sujetos, aunque normalmente se ve afectado por diversas disfunciones sexuales
(Bang-Ping, 2009; Palha y Esteves, 2002), viéndose perjudicados el deseo sexual, la
ereccion, el orgasmo (Cioe, Friedmann y Stein, 2010; Johnson et al., 2004; Quaglio et
al., 2008; Gulliford, 1998) y el placer sexual (Bang-Ping, 2008). Otra linea de
investigacion defiende que debido al efecto sedativo de los opioides, puede apreciarse
un descenso de la ansiedad sexual, mejorando asi la practica sexual de sujetos con

problemas sexuales iniciales (Hyatt y Bensky, 1999).

Meta-(anfetaminas).

Las anfetaminas y las metanfetaminas son las drogas arquetipicas de la
sexualidad. Algunas de sus variedades se conocen como la “droga del amor”, mas por
sus efectos sensuales que sexuales, ya que intensifican las sensaciones tactiles, mejoran
la empatia, sociabilidad y crean una sensacion de euforia que aumenta la proximidad
afectiva con los demés (Degenhardt y Topp, 2003; Hautefeuille y Véléa, 2002; Kurtz,
2005; Lévy y Garnier, 2006; Measham, Aldridge y Parker, 2001; Semple, Patterson y
Grant, 2002). Segin McKay (2005) y Schilder, Lampinem, Miller y Hogg (2005), estas
drogas no tienen una influencia directa sobre el ciclo sexual. Se observo que estas
supuestas virtudes eran coherentes con la vida nocturna de los jovenes varones, entre
quienes un 73,5% asocia las metanfetaminas con la sexualidad y un 85% asegura que su
impulso sexual aumenta cuando las consumen (Rawson et al., 2002). Ademas, un tercio
de quienes consumen estas sustancias lo hacen por sus efectos sexuales (Sumnall, Cole
y Jerome, 2006). Esta vinculacion tan firme entre sexualidad y metanfetaminas se
ampara en el hecho de que, las metanfetaminas fomentan una experiencia sexual
subjetivamente mas intensa (Buffum et al., 1988; Passie, Hartmann, Schneider Emerich
y Kruger, 2001; Zemishlany, Aizenberg y Weizman, 2001), si bien perjudicarian la
practica sexual per se (McKay, 2005; Schilder et al., 2005), produciéndose el fenomeno

llamado “crystal dick”, que imposibilita conseguir la ereccion. En un informe del
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National Institute on Drug Abuse, NIDA (2005b) se informa que el éxtasis puede
repercutir fisicamente en la funcion sexual provocando disminucion del deseo,
alteraciones en la ereccion, eyaculacién retardada y disfuncion orgasmica. Otros
estudios también achacan a las metanfetaminas propiedades nocivas para la sexualidad
como incapacidad para alcanzar una ereccion completa (Beck y Rosenbaum, 1994;
Cormer, 2004; Harris, Thiede, McGough y Gordon, 1993; Zemishlany et al., 2001) y
eyaculacion retardada (Peugh y Belenko, 2001).

Alucinogenos.

Los efectos sexuales de los alucindgenos han recibido poca atencion. La
investigacion al respecto era inexistente en el afio 2005a, segun un informe del National
Institute on Drug Abuse (NIDA), situacion que se mantiene en la actualidad. Respecto
al uso experimental del LSD, éste podria transformar completamente las relaciones
sexuales, obteniéndose una experiencia completamente alterada (Pereiro Gomez et al.,
2006). Parece ser que, en algunas ocasiones, con la dosis adecuada y obviando los “bad
trip”, el LSD potenciaria el placer erético, al alterar la percepcion haptica (Halpern y

Pope, 1999) y romperia la rutina con experiencias novedosas (Lévy, 2006).

Asertividad Sexual y Funcionamiento Sexual

Ademéas de los efectos que las drogas producen directamente sobre el
funcionamiento sexual, estos podrian ser indirectos, es decir, producidos mediante la
interaccion de variables intervinientes. La asertividad sexual de inicio podria ser una de
estas variables, aunque es cierto que hasta la fecha no existen —hasta donde
conozcamos- estudios que evallen la asertividad sexual de drogodependientes. No
obstante, parece coherente pensar en una carencia de esta habilidad, sobre todo si
atendemos a que la asertividad sexual de inicio esta relacionada con el funcionamiento
sexual. Numerosas investigaciones han demostrado la existencia de esta relacion en
poblacién normal (Haavio-Mannila y Kontula, 1997; Hurlbert, 1991; Hurlbert et al.,
2005; MacNeil y Byers, 1997; Ménard y Offman, 2009; Santos-Iglesias y Sierra, 2010b;
Santos-lglesias, Sierra y Vallejo-Medina, en prensa). Dado que esta poblacion, como

hemos visto anteriormente, parece tener problemas en el funcionamiento sexual,
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consideramos plausible un efecto interviniente de la asertividad sexual de inicio en el

funcionamiento sexual.

Drogas y Victimizacion Sexual

Otro gran problema asociado al consumo de drogas es el sexo no deseado. Si
bien es cierto que se trata de una problemética focalizada en la mayoria de las ocasiones
en las mujeres, no se debe obviar la presencia de victimizacién sexual en varones.
Probablemente el caso mas preocupante sea la proliferacion del uso de “date rape
drugs” (drogas de violacion en cita). Aunque este término es ampliamente usado,
realmente la mitad de las veces victima y agresor no estan en una cita, por lo que
actualmente en contextos cientificos se emplea el término: drogas facilitadoras del
asalto sexual (DFSA por sus siglas en inglés: drug-facilitated sexual assault) (Scott-
Ham y Burton, 2005). Las DFSA son sustancias empleadas para dejar a la victima en
estado semiconsciente y, por tanto, incapaces de oponerse a un ataque sexual. Pese a
que el uso de estas sustancias es raramente denunciada, en Inglaterra los casos han
crecido exponencialmente pasando de 39 en 1990 a 935 en 2002 (solo 1 de cada 8
victimas denuncia) (The Roofie Foundation, 2003), en parte por el efecto amnésico que
algunas de estas sustancias provocan (European Monitoring Centre for Drugs and Drug
Addiction, 2008; Németh, Kun y Demetrovics, 2010). No obstante, Du Mont,
Macdonald, Rotbard, Asllani, Bainbridge y Cohen (2009) indicaron que un 20,90% de
las personas que habian sufrido un asalto sexual cumplian los criterios para considerar
que éste se dio bajo los efectos de las DFSA. Las DFSA méas comunes son el Rohipnol
(y otras benzodiacepinas), GHB y ketamina que se suelen mezclar con cualquier bebida
(Schwartz, Milteer y LeBeau, 2000). No obstante, la DFSA méas comun es el alcohol
(Butler y Welch, 2009).

Estar bajo los efectos del alcohol puede ser tanto un factor que propicie sufrir
victimizacién, como un factor desencadenante del ataque sexual (Brecklin y Ullman,
2005). Shacham y Cottler (2010) informan que un 8,60% de varones consumidores de
drogas han experimentado contactos sexuales no deseados y que un 52,75% de usuarios
de cocaina y metanfetaminas reconocen haber participado en précticas sexuales nada
comunes para ellos por el simple hecho de estar bajo el efecto de la sustancia. Por la

experiencia clinica se sabe del posterior arrepentimiento de estas préacticas.
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Drogas y Conductas Sexuales de Riesgo

La prevalencia de enfermedades de transmision sexual/virus inmunodeficiencia
humana (ETS/VIH) estd aumentando en varones heterosexuales que usan drogas por via
no parenteral (Bellis et al., 2008; Booth, Kwiatkowski y Chitwood, 2000; Raj, Saitz,
Cheng y Winter, 2007), siendo estos Ultimos menos propensos a usar condén y a tener
sexo seguro que los hombres que tienen sexo con otros hombres (Ross y Williams,
2001). Las conductas de riesgo mas comunes de esta poblacion son el cambio de
favores sexuales por drogas o dinero y relaciones sexuales sin proteccion o con distintos
comparfieros (Booth et al., 2000; Calsyn et al., 2010; Celentano, Latimore y Mehta,
2008; Raj et al., 2007). Establecer una mejor comprensién de la conexion entre
comportamientos sexuales de riesgo y el uso de sustancias es un tema central, tanto para
la prevencién como para el tratamiento (Calsyn et al., 2010). Algunas de la variables
implicadas en esta relacion podrian ser la excitacion sexual (George et al., 2009;
Gerrard, Gibbons y Buishman, 1996), el contexto del consumo, el tipo de compafero
sexual (Leigh, Ames y Stacy 2008; Maisto, Carey, Carey, Gordon y Schum, 2004), el
distrés (Elkington, Bauermeister y Zimmerman, 2010; Morokoff et al., 2009) o la
asertividad sexual. Y es que la asertividad sexual ha mostrado ser un potente predictor
de las conductas sexuales de riesgo (Noar, Carlyle y Cole, 2006; Schooler, Ward,
Merriwether y Caruthers, 2005; Zablotsky y Kennedy, 2003), estando relacionada con
el uso real del preservativo (Auslander, Perfect, Succop y Rosenthal, 2007; Crowell,
2004; Morokoff et al., 2009). Por otro lado se ha observado que el consumo de alcohol

reduce las habilidades de negociacion de sexo seguro (Maisto et al., 2002).

Evaluacion de la Asertividad Sexual y del Funcionamiento Sexual

Tan importante como evaluar el funcionamiento y la asertividad sexual de la
poblacion consumidora de droga, es emplear instrumentos que hayan sido adaptados y
validados en esta poblacién. Dada la ausencia de autoinformes que cumplan con estas

caracteristicas, nos hemos propuesto adaptar y validar el CSFQ-14 y la SAS.

El CSFQ-14 (Keller et al., 2006) es un autoinforme breve y fiable que recoge las
diferentes facetas del funcionamiento sexual. El CSFQ-14 surge a partir de una revision
métrica del CSFQ -entrevista formada por 36 preguntas- (Clayton, McGarvey y Clavet,
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1997) agrupadas semanticamente en cinco dimensiones: Placer, Frecuencia/Deseo
Sexual, Interés/Deseo Sexual, Excitacion y Orgasmo/Resolucién. Keller et al. (2006)
pusieron a prueba la capacidad métrica de los 14 items que miden funcionamiento
sexual y problemas sexuales, en la version reducida del CSFQ, denominada CSFQ-14.
En el analisis factorial de la muestra de hombres, se encuentran tres dimensiones: Deseo
(items 1-6; o = 0,80), Excitacion (items 7-9; a = 0,84) y Orgasmo (items 11-13; a =
0,76). En Espafia, Bobes et al. (2000) realizaron una validacién del cuestionario en una
muestra de 580 sujetos, encontrando una fiabilidad de consistencia interna de 0,81. En
dicho estudio se presenta una estructura factorial que confirma parcialmente el modelo
original de cinco factores, la cual explica un 82,60% de la varianza total. La fiabilidad
test-retest muestra valores en torno a 0,90. Posteriormente, Bobes et al. (2002)

mostraron una adecuada capacidad discriminante entre muestra clinica y normal.

Por su parte, la SAS (Morokoff et al., 1997) constituye también una escala breve
que evalla las tres areas de la asertividad sexual. Estd compuesta por 18 items que
recogen los tres componentes que definen sintacticamente el constructo de asertividad
sexual. La primera subescala (Inicio) evalGa la frecuencia con la que una persona
comienza una relacion sexual y si esta acontece de forma deseada; la segunda (Rechazo)
mide el frecuencia en que una persona es capaz de evitar, tanto una relacion sexual,
como una préactica sexual no deseada; la Gltima dimensién (Embarazo y Enfermedades
de Transmision Sexual, E-ETS) evalula la frecuencia con la que una persona insiste en el
uso de métodos anticonceptivos de barrera de latex con su pareja. Todos los items se
puntdan sobre una escala de respuesta tipo Likert que oscila entre 0 (Nunca) y 4
(Siempre). La mitad de los items estan redactados de forma inversa (3, 4, 6, 8, 10, 11,
13,14y 16).

Las propiedades psicométricas en mujeres -la escala no habia sido validada
originalmente en varones- han sido descritas por Morokoff et al. (1997). Se parti6é de un
banco de 112 items que se redujeron a 18 tras un proceso de filtrado. El andlisis
factorial exploratorio mostré tres dimensiones (Inicio, Rechazo y E-ETS). A
continuacion se confirmoé la estructura factorial mediante un modelo de ecuaciones
estructurales, ratificando ademas que la administracion de una sola subescala, de forma
aislada, no afectaria a sus caracteristicas psicometricas. En este estudio se informa del
alfa de Cronbach en cinco muestras independientes de mujeres (tres compuestas por

estudiantes universitarias, una de mujeres con conductas sexuales de riesgo y una ultima
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resultado del seguimiento de las estudiantes universitarias y las mujeres con conductas
de riesgo), obteniéndose los siguientes valores: 0,82, 0,76, 0,77, 0,77 y 0,82 para Inicio;
0,78, 0,80, 0,71, 0,74 y 0,80 en Rechazo; y 0,82, 0,80, 0,85, 0,82 y 0,80 en E-ETS; para
el total de la escala se alcanzaron coeficientes de 0,79, 0,77, 0,75, 0,82 y 0,84,
respectivamente. También se evaluo la fiabilidad test-retest en tres momentos (inicio, a
los seis meses y al afio), encontrandose correlaciones entre cada subescala consigo
misma en los diferentes momentos en ningdn caso inferiores a 0,59. Por dltimo, se
examino la validez concurrente, hallandose relaciones entre la asertividad sexual y la
duracion vy satisfaccion de la relacién, la victimizacion sexual, la experiencia sexual y
las conductas preventivas de ETS. Otros estudios han informado de un alfa de Cronbach
que oscila entre 0,66 y 0,86 (Santos-Iglesias y Sierra, 2010a). La subescala E-ETS ha
mostrado ser sensible a la hora de evaluar cambios en la asertividad sexual en funcion
de la etapa de cambio para el uso del condon en la que se encuentra una persona, tanto
en mujeres con conductas sexuales de riesgo como en poblacién normal (Noar,
Morokoff y Redding, 2002).

Por todo lo sefialado anteriormente, es de esperar un dafio en el funcionamiento
sexual de los varones drogodependientes, atendiendo a diferencias en funcién del tipo
de sustancia preferente. No obstante, previamente a la evaluacion del funcionamiento
sexual en drogodependientes, consideramos clave emplear instrumentos debidamente
adaptados y validados en esta poblacién. Por otro lado, la investigacion sobre la
asertividad sexual de estos pacientes es practicamente inexistente, de tal manera que
segun los datos consultados, explorar esta area de la sexualidad humana puede ser
interesante desde el punto de vista de la salud sexual. Nuevamente el uso de
instrumentos adaptados y validos ha sido considerado clave. Por tanto, en esta Tesis

Doctoral se han propuesto los siguientes objetivos.

Objetivos

El objetivo general de esta Tesis Doctoral sera evaluar el funcionamiento sexual
y la asertividad sexual de una muestra de varones drogodependientes. Para ello sera

necesario cumplir los siguientes objetivos especificos.
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- Validar y adaptar la escala de funcionamiento sexual CSFQ en poblacién

drogodependiente.

- Validar una escala que evalle asertividad sexual (Sexual Assertiveness Scale,

SAS) en una muestra mixta de hombres y mujeres no clinicos.
- Comprobar que la SAS es equivalente para hombres y mujeres.
- Validar y adaptar la SAS en poblacion drogodependiente.

- Evaluar las diferencias en el funcionamiento sexual de los pacientes

drogodependientes con respecto a un grupo no consumidor.

- Evaluar las diferencias en asertividad sexual de los pacientes drogodependientes

con respecto a un grupo no consumidor.
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Abstract

This study presents the first psychometric data on the Changes in Sexual
Functioning Questionnaire Short-Form (CSFQ-14), a self-report instrument to assess
sexual functioning, in a sample of 104 males with drug abuse history. They were
collected in 2008. The questionnaire was completed along with the Addictive Behavior
Questionnaire and the Brief Sexual Function Inventory. A three-dimensional factor
structure was observed in the CSFQ-14: Desire (a = .73), Arousal-orgasm (a = .67) and
Pleasure (including only one item). Scores indicated adequate validity, with similar
values to samples of depressive patients and lower values than the normal population.

Keywords: CSFQ, sexual function, drug users, reliability, validity.

Resumen

En este trabajo se presentan los primeros datos psicométricos del Changes in
Sexual Functioning Questionnaire Short-Form (CSFQ-14), un autoinforme para evaluar
el funcionamiento sexual, en una muestra de 104 sujetos drogodependientes (evaluados
en 2008). El cuestionario fue cumplimentado junto al Addictive Behavior Questionnaire
(ABQ) y al Brief Sexual Function Inventory (BSFI). EI CSFQ-14 muestra una
estructura factorial de tres dimensiones: Deseo (a = .73), Excitacion-orgasmo (o = .67)
y Placer (sélo un item). Las puntuaciones muestran buena validez, hallandose valores
similares a los encontrados en muestras de pacientes depresivos e inferiores a los de la
poblacion normal.

Palabras clave: CSFQ, funcionamiento sexual, uso drogas, fiabilidad,

validez.

Résumé
Dans cet article nous vous présentons les premiéres données
psychométriques du Changes in Sexual Functioning Questionnaire Short-Form (CSFQ-
14), un test auto-administré pour I’évaluation du fonctionnement sexuel d’un

échantillon de 104 sujets toxicomanes (eévalués en 2008). Le questionnaire a été repondu
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ainsi que le Addictive Behavior Questionnaire (ABQ) et le Brief Sexual Function
Inventory (BSFI). Le CSFQ-14 a une structure factorielle qui présente trois dimensions:
Désir (a = .73), Excitation-orgasme (a = .67) et Plaisir (seulement un item). Les
résultats montrent une bonne validité; on y découvre des données semblables a celles
trouvées dans 1’échantillonnage de patients dépressifs, et des résultats inférieurs en
comparaison a ceux de la population normale.

Mots-clés: CSFQ, fonctionnement sexuel, usage drogues, fiabilité, validité.
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Introduction

Drugs have been used as a sexual aphrodisiac for a long time. People who use
drugs in sexual contexts admit they do so to improve their sexual functioning [1].
However, many studies have found an association between alterations in sexual
response and drug consumption. This influence is both psychological [2-10] and
physiological [11-26]. The same drug may have opposite sexual effects in different
consumers because of individual differences. Moreover, any possible beneficial effects
are only achieved in the short term and/or at low doses; sexual problems appear soon if
the dose increases or if drugs are consumed for a longer period. In these cases, drug
users try to obtain the beneficial effect they experienced before but often achieve the
opposite effect [27].

The relation between drug consumption and sexuality has been widely studied.
Yet, no studies have used self-reports already validated in samples of drug abusers. The
aim of the present study, defined as instrumental according to Montero and Ledn’s
classification [28], was to review various psychometric indicators of the Changes in
Sexual Functioning Questionnaire Short-Form (CSFQ-14) in a sample of males with
drug abuse history. The CSFQ-14 is the result of a metric review of the CSFQ [29], an
interview with 36 questions. The questions were semantically grouped into five
different scales: Pleasure, Sexual desire/frequency, Sexual desire/interest,
Arousal/excitement and Orgasm/completion. Keller, McGarvey and Clayton [30] tested
the metric properties of 14 of its items measuring sexual functioning and sexual
problems and developed a reduced version of the CSFQ (CSFQ-14). Three dimensions
were isolated in a factor analysis performed in a sample of males: Desire (items 1-6; o =
.80), Arousal (items 7-9; o = .84), and Orgasm (items 11-13; o = .76). In Spain, the
questionnaire was validated in a sample of 580 subjects by Bobes and its colleagues
[31], who found an internal consistency reliability of .81. The original five-factor model
was partially confirmed by the factor structure obtained in the study. This structure
explained 82.6% of the total variance. Test-retest reliability values around .90 were
obtained, and it was proven that the questionnaire had adequate discriminating ability

between clinical and normal samples.

In this context, the aim of the present study was to analyze several psychometric
properties of the CSFQ-14 (male version) in a Spanish sample of drug abusers.

Following the recommendations of Carretero-Dios and Pérez [32], the procedure
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selected was to analyze the reliability and construct validity of the CSFQ-14 using
exploratory factor analysis. To prove convergent validity, a significant positive relation
was expected between the scores of the CSFQ-14 and those of the Brief Sexual
Function Inventory [33,16]. Finally, to prove the discriminant validity of the
questionnaire, scores were expected to be lower than those of normal population

samples and similar to those of clinical samples obtained in other studies [29,34].

Method
Participants

A sample of 104 subjects with a history of drug abuse participated in the study.
Mean age was 31.91 years (SD = 9.14). Out of the total sample, 13.46% of participants
were married, 70.19% were single, and 15.38% were divorced. A total of 7.88%
participants had no education, 36.46% had primary school level, 20.19% had high
school level, 9.61% had completed higher degree vocational training, and 25.96% had
university-level studies. To maximize the heterogeneity of the sample, the study
included subjects not using drugs at the time, active drug users, subjects in residential or
outpatient care, and untreated subjects without treatment. Subjects in residential or
outpatient care were recruited by cluster sampling in the institutions Cortijo Buenos
Aires, in Granada, Proyecto Hombre Granada, and the Unit of Emotional and Addictive
Disorders of Medimar International Hospital. Untreated participants were recruited by

convenience sampling.

For subjects to be considered drug abusers, the following thresholds of minimum

consumption were set:

- Alcohol. According to the criteria of the Spanish Drug Observatory [35], the
threshold is a minimum daily consumption of 40 grams of alcohol (about one

liter of beer).

- Cannabis. According to the Andalusian Drug and Addiction Observatory [36],

consumption of cannabis more than one day a week is considered regular use.

- Amphetamines and derivatives. According to a report by the Andalusian Drug

and Addiction Observatory [36], consumption of these drugs is experimental,
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and daily or even weekly consumption is rare. Therefore, the inclusion criterion

was consumption more than once a month.

- Hallucinogens. According to Ballesta, Lozano, Bilbao, and Gonzélez [see, 37],
consumption of hallucinogens is mainly experimental, so the same inclusion

criterion was used as for amphetamines (more than once a month).

- Cocaine, opioids and speedball. Consumption once a week or more was

arbitrarily chosen as a criterion.

To be included in the study, participants had to be free from the acute effect of
drugs; that is, they must not have consumed drugs for at least 24 hours prior to the test
(1.5 grams of alcohol were permitted). Consumption characteristics of the sample are
shown in Table 1.
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Table 1. Consumption characteristics

Characteristics Cannabis  Benzodiazepines  Cocaine  Amphetamines Heroin Methadone  Hallucinogens  Speedball Alcohol Total
Subjects 87 30 80 37 31 21 51 28 90 104
Severity (SD)? 7.13(9.86)  12.45(19.73) 559(5.59) 254 (4.33)  457(3.9) 120.8(127.51) 0.51(1.05) 554 (4.32) 39.55 (53.79) )
Preferred substance” 19 1 36 0 7 1 0 10 24
Age (SD) 30.97 (8.49)  36.33(7.39) 31.91(7.91) 32.26(8.87) 36.45(7.23) 36.19(6.92) 31.69(8.08) 37.54(6.57) 32.23(9.32) 31.9(9.19)
With medication 35 14 36 20 16 10 26 14 37 44
Mean time of use
(D)’ 12.4(8.22) 11.1(8.91) 11.1(8.06) 8.1(7.28) 11.7(8.35) 5.6(6.86) 4.8(6.41) 12.6(8.34)  15.6(9.39)  10.32(7.98)
Maximum 31.5 28 29.42 29.42 24 25 29.42 26.67 38 38
Consumption in last

24.1% 30% 12% 7.9% 6.7% 10% 7.8% 3.6% 37% @)

month

#Mean severity for cannabis, cocaine, heroin, combinations, and alcohol in Hgr/year; benzodiazepines, amphetamines and hallucinogens in 1/100 units; methadone in dl/year.

® Five subjects had no preferred substance

°Not counting periods of withdrawal
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Instruments

- Changes in the Sexual Functioning Questionnaire Short-Form (CSFQ-14; [30]).
It has 14 items in a 5-point Likert response format to assess sexual functioning.
High scores indicate better sexual functioning. The psychometric properties of

this instrument have been described above. (See apendix).

- Brief Sexual Function Inventory (BSFI; [33]). It has 11 items in a 5-point Likert
response format to assess male sexual response. Five dimensions were isolated
in the original study: Sexual Drive (a = .88), Erectile Function (o = .95),
Ejaculation (a. = .62), Problem Assessment (o. = .81) and Satisfaction (one item).
In the Spanish version [38, 21], the authors replicated the original factor
structure, with the exception of two items that loaded on different factors. High

scores indicate better sexual functioning.

- Addictive Behavior Questionnaire (ABQ; [39]). It obtains information about the
type of substance used, route of administration, severity and chronicity. In the
present study, an abstinence period was introduced and the original list of
substances was changed. Medication was eliminated; combinations,
benzodiazepines, and tobacco were added. The final list of possible drugs
included cannabis, benzodiazepines, cocaine, amphetamines, heroin, methadone,

hallucinogens, speedball, tobacco, and alcohol.

Procedure

The CSFQ-14 was adapted to Spanish using forward translation [40]. The
Spanish translation and the original English text were reviewed by a bilingual expert,
who suggested some changes. Next, the questionnaire was sent to four sexuality experts,
who evaluated the adaptation and comprehension of the items and proposed alternative
wording if necessary. Ten volunteers evaluated item comprehension in the corrected
version. When the translation and adaptation were completed, the questionnaires and
informed consent form were given to the participants. Testing was conducted by one
examiner in individual sessions. All participants were given the same oral and written
instructions and they also accepted the inform consent. The questionnaires were
completed in approximately 20 minutes. After this, participants had to fold the booklet
back on itself and place it in a sealed box to ensure anonymity and encourage honest
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answers. Twelve subjects refused to participate in the study. Ethical principles were

tested and accepted by the three institutions where evaluation took place.

Results

Firstly, the mean scores and standard deviations of each item were analyzed. As
shown in Table 2, all items had mean values above 3 (theoretical mean point of the
response scale). The mean was 3.85 (SD = .95), ranging from 4.64 (SD = .66) in item 14
to 3.16 (SD =.99) in item 6. Standard deviations of all items were close to one [41], and
ranged from 1.38 (item 8) to .66 (item 14). The discrimination index (DI) of items 10
and 14 was low; they were the only items whose elimination improved the Cronbach
alpha of the total scale from .73 to .78. Therefore, eliminating these items should be
considered, since they seem to belong to a dimension that is independent from the
sexual cycle (pain). As [30,31] had done in previous studies, such items were excluded
from the remaining analyses. Although item 12 slightly decreased total alpha and had a
DI lower than .30, it was kept in the study to assess its psychometric properties in its

corresponding subscale.
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Table 2. Psychometric properties of items of the CSFQ-14

ltems M? sD’ DI ® o, ° 0
CSFQ-1 3.32 1.26 34 72 77
CSFQ-2 3.51 1.00 44 71 76
CSFQ-3 4.27 83 52 .70 75
CSFQ-4 431 .85 50 .70 76
CSFQ-5 2.95 1.38 34 72 77
CSFQ-6 3.16 .99 29 72 77
CSFQ-7 3.89 1.05 46 71 76
CSFQ-8 453 79 43 71 76
CSFQ-9 4.56 76 A7 71 76
CSFQ-10 4.24 92 -11 76 -
CSFQ-11 3.80 84 63 69 75
CSFQ-12 3.88 1.28 26 74 79
CSFQ-13 4.11 79 51 70 76
CSFQ-14 4.64 .66 .08 74 -

Notes. * Mean. ° Standard deviation. ¢ Discrimination index (corrected item-total
correlation). ® Cronbach alpha if item eliminated. ¢ Cronbach alpha if item eliminated
(with 12 items).

Concerning reliability of the scale, a Cronbach alpha of .78 was obtained after
eliminating items 10 and 14, which is considered adequate [42]. Construct validity was
calculated next. Before the factor analysis, multicolinearity problems were assessed
using correlation matrices between the various items; no correlations greater than .60
were found. The results of the Kaiser-Meyer-Olkin test (KMO = .71) and Bartlett’s test
of sphericity (¥ o1 = 385.97; p < .001) were used to determine that the variance-
covariance matrix was adequate for the analysis. Factor reduction was done using the
principal component method and varimax rotation, according to the questionnaire
guidelines. The Kaiser criterion led to isolating three factors that explain 56.36% of the

total variance. Item loadings on such factors after the rotation are shown in Table 3.
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Table 3. Item loadings on factors and communalities

Arousal-orgasm

Items ] ) Desire Pleasure Communalities
(Physiological component)
CSFQM-9 .80 71
CSFQM-8 72 .62
CSFQM-12 .62 41
CSFQM-3 .60 41 53
CSFQM-4 50 A7 .85
CSFQM-5 73 53
CSFQM-6 72 .58
CSFQM-11 31 .62 .30 .85
CSFQM-2 57 44 .53
CSFQM-7 .39 52 43
CSFQM-1 91 .85
CSFQM-13 44 A48 A48
Arousal-orgasm Desire Pleasure Total
% variance explained 32.63 14.71 9.03 56.36
Eigenvalue 3.91 1.77 1.08
Cronbach alpha .67 73 .78

Notes. Loadings >.30. Factor loadings in the corresponding factor are shown in bold type.

The first factor, composed of 5 items (7, 8, 9, 12, and 13), was called Arousal-
orgasm and covered the physiological component of sexual function. A second factor
called Desire covered part of the psychological component and included items 2, 3, 4, 5,
6, and 11. Yet, according to its semantic definition, item 11 was more appropriate for
the Arousal-orgasm component. The third factor included item 1 and was called

Pleasure.

The reliability analysis of the scales was calculated with Cronbach alpha, and
showed a value of .73 for Desire and .67 for Arousal-orgasm. As happened in the
original study, it was not possible to calculate the reliability of the factor Pleasure
because only one element was available. As shown in Table 4, no factors included items
that improved the indicator if they were eliminated. Therefore, item 12 (pending review
because its DI was lower than .30) was maintained because it reinforced the metric

properties of the factor Arousal-orgasm.
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Table 4. Psychometric properties of factors of the CSFQ-14

Desire Arousal-orgasm

Items DI® o Items DI o
CSFQM-2 45 .69 CSFQM-7 .36 .65
CSFQM-3 43 .69 CSFQM-8 48 .60
CSFQM-4 43 .70 CSFQM-9 .56 57
CSFQM-5 .48 .69 CSFQM-12 .39 .66
CSFOM-6 41 .70 CSFQM-13 45 .61
CSFQM-11 .62 .65

Notes. ® Discrimination index (corrected item-total correlation).

b Cronbach alpha if item eliminated.

Finally, factors were correlated with one another and each factor was correlated
with the total scale. As shown in Table 5, although all scales correlated significantly
with one another, coefficients were not substantially high. Hence, it is worth

considering the independence of the factors.

Table 5. Correlations of factors of the CSFQ-14 with one another and with the total

scale
Pleasure  Desire Corrected total CSFQ-14
Pleasure 52**
Desire 32%* .86**
Arousal-orgasm .25* A3** T9**

**p<.01; *p<.05.

Regarding the descriptive statistics of the total scale (eliminating items 10 and
14), the mean score was 46.37 (SD = 6.68) (out of a theoretical minimum of 12 and a
maximum of 60); the minimum value obtained was 27 (15 points above the theoretical
minimum) and the maximum value matched the theoretical maximum. The three
subscales had a mean of 22.23 (SD = 4.59) for Desire, 20.66 (SD = 3.04) for Arousal-
orgasm, and 3.31 (SD = 1.21) for Pleasure.
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To explore the convergent validity of the questionnaire, the scores of the CSFQ-
14 were correlated with those of the BSFI. All correlations were significant (see Figure
1).

( Factors of CSFQ-14 ) ( Factors of BSFI )

.59**
Desire < > Drive

y Erection
‘_37*\, Ejaculation

% Problems
Pleasure
<.64*\> Satisfaction

Arousal / Orgasm

** ) < 0L,

Figure 1. Correlations between factors of the CSFQ-14 and the BSFI

Discussion

Considering the descriptive properties of the items and previous studies by
others studies [30,34], items with a discrimination index lower than .30 were excluded.
This reduced the number of items of the CSFQ from 14 to 12. Items eliminated were 10
(How often do you experience painful, prolonged erections?) and 14 (How often do you
have painful orgasms?); such items do not match the semantic definition of the sexual
function construct, composed of Desire, Arousal, and Orgasm according to Kaplan’s
model [43]. Unsurprisingly, the mean response to the various items was slightly high,
since sexual function tends to return to normal after 3 weeks of withdrawal [44]; in fact,
most participants were not using drugs at the time of the study. The reliability analysis

of the total scale showed adequate internal consistency (Cronbach alpha = .78),
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although it was lower than that reported by Bobes et al. [31] (a = .81) and Keller et al.
[30] (o= .89).

To explore the structure of the CSFQ-14, an exploratory factor analysis was
performed; it provided a three-factor solution (Desire, Pleasure, and Arousal-orgasm)
that was similar to the original proposal [29] (see Table 6) and to the solution obtained
by Keller et al. [30]. Items did not seem to discriminate between Desire/interest and
Desire/frequency. In the present study, the factors Arousal and Orgasm also converged
into one single dimension with a marked physiological character. This may occur due to
the sexual problems are usually present in the male drug abuser [2-26]. Therefore, the
low scores in Arousal could be linked to the Orgasm and vice versa [45]. For example,
similar scores in Arousal and Orgasm can be seen in males with premature ejaculation
or erectile dysfunction. With premature ejaculation, the ability to maintain an erection to
desireable level is diminished; consequently, ejaculation control, orgasm quality and
pleasure are affected [45], while with erectile dysfunction it is the inability to reach and
maintain an erection, which affects the orgasm. The linked factors of Arousal and
Orgasm would be reinforced by a healthy population, which would score high in both
[31,45]. Previous studies point in this direction. Drugs like alcohol [14-18], cocaine [19-
22] and heroin [17,23-26] harm both erectile and orgasmic function. 11 (How often do
you have an ejaculation?) was the only one positioned in a different factor (Desire)
from the one it should fit in for semantic reasons (Orgasm). This model is substantially
different from that obtained by Bobes et al. [31] in a clinical sample, where only two

factors (Arousal and Orgasm) were isolated and the remaining items were mixed.

Table 6. Comparison between original factors and those obtained in the present study

Original factors (Clayton et Items in each Items in each Factors of the present
al., 1997) factor factor study
Pleasure 1 1 Pleasure

Sexual desire/frequency 2,3 )
2,3,4,5,6,11 Desire
Sexual desire/interest 45,6
Arousal/excitement 7,8,9
) 7,8,9,12,13 Arousal-orgasm
Orgasm/completion 11,12,13
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Internal consistency reliability of the dimensions was adequate; Cronbach alphas
obtained were .73 for Desire and .67 for Arousal-orgasm; such scores are relatively
similar to those reported by [30,31], who found values between .59 and .90. Moreover,
the three dimensions also showed independence, which confirms the adequacy of the

factor analysis varimax rotation.

Scores obtained in the total scale (M = 46.37; SD = 6.68) were compared to
samples of other studies; results showed that the sexual functioning of participants with
a history of drug abuse was similar to that of depressive patients evaluated in the study
[34]. In that study, depending on the pharmacological treatment received, means ranged
from 44.8 (SD = 3) to 49.1 (SD = 3.3); the study [30] reported a mean of 40.85 (SD =
8.7). In the three studies, the mean was considerably lower than that obtained by Bobes
et al. [31] in a normal population, whose values were 53.6 (SD = 7.6) in healthy
workers and 55.1 (SD = 7.3) in university students. Therefore, drug users scored lower
than the normal population in sexual functioning. Previous studies have also highlighted
the lack of sexual functioning in males with long histories of drug abuse [12-15,46,47].
In the same way, the scores obtained with the BSFI in our study indicate analogous
results. However, these results should be taken with consideration since the samples
used compare scores from the USA and Norway. Nevertheless, our results indicate that
Spanish drug abusers showed a worse sexual functioning (Mgt = 31.84; SD = 7.61 and
Mitem = 2.96; SD = 1.08) compared with normal populations of USA [48] (Mgt = 35.5)
and Norway [49] (Migm = 3.50; SD = .42)

Finally, results indicated adequate concurrent validity of the instrument, since
high statistically significant correlations were found between scores of the CSFQ-14
and the BSFI.

In short, it may be concluded that the CSFQ-14 is a sensitive instrument that
represents sexual functioning faithfully across various samples and cultures. It has
adequate internal consistency reliability and its measures show adequate discriminating
and converging validity indicators. Results of this study seem to indicate good
psychometric properties of the CSFQ-14 in a sample of males with drug abuse history.
However, it must be noted that the data obtained cannot be considered definitive
conclusions. Sample size is relatively low and shoud be increased in future studies so

that the factor structure can be corroborated with confirmatory factor analysis.
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Adaptation, equivalence, and validation of the Changes in Sexual Functioning

Questionnaire-Drugs (CSFQ-D) in a sample of drug-dependent males

Abstract

The aim of this study was to adapt and validate the Changes in Sexual Functioning
Questionnaire-short form (CSFQ-14) in a sample of drug-dependent males, achieving
equivalence. A total of 301 drug-dependent males and 202 non-drug-dependent males
participated in this study. The analysis of invariance revealed strong factor equivalence
(RMSEA = .06; ¥*/DF = 2.66 and ACFI = - .01) for the four factor model (Desire,
Pleasure, Arousal, and Orgasm). This model has shown the best fit indixes. No items
showed Differential Item Functioning (AR? Nagelkerke < .035). Reliability ranged from
a = 0.83 in Pleasure to o = 0.61 in Orgasm). A comparison between the scores of
control and experimental subjects showed significant differences (Cl = 99%) in all the
dimensions. Thus, a worse sexual functioning has been observed in the drug consumer
group. The adaptation of the CSFQ to drug-dependent individuals showed good

psychometric properties.

Keywords: Changes in Sexual Functioning Questionnaire; CSFQ-14; Drug-dependent;

Substance abuse; Sexual functioning
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Introduction

Consumption of substances for sexual purposes is common (Calafat, Juan,
Becofia, & Mantecdn, 2008). In some cases, the use of cocaine or metamphetamines is
so linked to sexuality that many users cannot separate consumption of the substance
from sexual practice (Rawson, Washton, Domier, & Reiber, 2002). Several studies have
pointed out that, in low doses and in the short term, drugs sometimes improve certain
aspects of sexual functioning (Degenhardt & Topp, 2003; Emanuele & Emanuele, 1998;
Kurtz, 2005; Lévy & Garnier, 2006; McKay, 2005; Peugh & Belenko, 2001). These
beneficial effects sometimes lead individuals to start to consume a given substance (La
Pera et al., 2008) but they are short-lived. In fact, an increase in the dose or time of
consumption leads to problems in sexual functioning (Aguilar et al., 2008; Avila
Escribano, Pérez Madruga, Olazabal Ulacia, & Lépez Fidalgo, 2004; Bang-Ping, 2008,
2009; Johnson, Phelps, & Cottler, 2004; Peugh & Belenko, 2001; Rosen, 1991; Smith,
2007).

The CSFQ-14 is one of the instruments most widely used to assess sexual
functioning. This questionnaire was developed by Keller, McGarvey, and Clayton
(2006). Although the scale has shown good psychometric properties overall, no
agreement has been reached yet on its dimensionality, which varies according to sex and
the clinical sample. Many studies have used the original proposal by Clayton et al.
(1997), which has 5 factors (Pleasure, Desire/interest, Desire/frequency, Arousal, and
Orgasm) and has received little empirical support. Other possibilities considered include
a three-dimensional structure (Desire, Arousal, and Orgasm) (Keller et al., 2006) and
even a four-dimensional structure (Pleasure, Desire, Arousal, and Orgasm) (Clayton,
McGarvey & Clavet, 1997). In males, Keller et al. (2006) and Vallejo-Medina, Guillén-
Riquelme, and Sierra (2010) found a factorization in which Arousal and Orgasm had

loadings in the same scale.

In Spain the scale has been adapted and validated by Bobes, Gonzalez, Rico-
Villademoros, Bascaran, Sarasa, and Clayton (2000). The psychometric properties in
this version were similar to the American. Furthermore, Vallejo-Medina et al. validated
the CSFQ-14 in male drug users and reported good internal consistency reliability, a
three-dimensional structure (Pleasure, Desire, and Arousal-orgasm), and adequate
convergent validity with the Brief Sexual Function Inventory (O’Leary et al., 1995;
Vallejo-Medina, Guillén-Riquelme, & Sierra, 2009).
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The present instrumental study (Carretero-Dios & Pérez, 2007; Montero &
Leon, 2007) explored a number of psychometric properties of the adaptation of the
Changes in Sexual Functioning Questionnaire to drug-dependent individuals (CSFQ-D).
The first goal was to test the factor equivalence of the scale and the equivalence of item
content between two samples: a drug-dependent sample and a non-drug-dependent
sample. The next step was to provide validity and reliability indicators for the scale and
analyze some psychometric properties of the items. The last step was to present data

according to age and main substance used, comparing the scores of both groups.

Method
Participants

The sample was composed of 301 drug-dependent males and 202 non-drug-
dependent males. Mean age was 35.59 years (SD = 8.28) in the drug-dependent group
and 31.70 (SD = 11.29) in the control group. The difference was statistically significant,
t g7y = -4.46, p < .001, d = 0.38. As regards education, 20 controls and 130 drug users
had primary education, 62 controls and 84 drug users had secondary education, 34
controls and 55 drug users had completed non-university higher education, and 83
controls and 23 drug users had university studies. Differences were significant: y* B, N=
a91) = 109.20, p <.001, n = 0.44).

All drug-dependent males were over 18 years old, had at least two weeks in
withdrawal, could read and write and all were under psychological treatment while 19%
were also subjected to pharmacological treatment. All of them were diagnosed as being
drug-dependent and receiving treatment for substance abuse using DSM-IV criteria. A
22% self-report to have other illness different to the addiction. The evaluation was made

by one researcher with experience in this field.

They were recruited by cluster sampling from the following institutions:
ACLAD in A Corufia, UMAD in Santiago de Compostela, Proyecto Hombre Galicia (in
the various provinces of Galicia) and Fundacion Noray-Proyecto Hombre Alicante in
Alicante, all in Spain. Normative subjects were recruited by convenience sampling.
Table 1 shows the consumption characteristics of the drug-dependent group according

to preferred substance.
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Table 1
Consumption characteristics

Substance of choice

Alcohol Cocaine  Cocaine+Alcohol  Heroine Speedball  Marijuana Others'
Subjects 63 63 83 34 38 16 4
Age (SD) 43.03 (9.73) 1.77 (5.94) 32.55(7.02) 37.12(5.19) 35.32 (5.67) 28.81(7.45) 37.67(4.50)
Mean time of use? 21.55(8.85) 9.78(5.45) 11.88(5.92)  13.26 (6.45) 15.10(7.16) 10.93(6.20) 14.00 (5.05)
Mean daily consumption®  290.95 .84 1.17 .83 .94 2.70 9.00
Abstinence time 78 (1.19) 1.19(1.98) 58 (0.45) 1.81(3.24) 1.48(1.47) 1.37(1.63) 13.44(19.97)

Note." Methamphetamines and Benzodiazepines (always in units).
2 Abstinence and mean time of use expressed in years.
# Mean daily consumption in gr. per day.

Instruments

- Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-D; Keller et al.,
2006; Vallejo-Medina et al., 2010). Information about this instrument is

provided in the introduction. Higher scores indicate better sexual functioning.

- Sexual Assertiveness Scale (SAS; Morokoff et al., 1997; Sierra, Vallejo-Medina,
& Santos-Iglesias, 2011). This study used the Initiation and Refusal subscales of
the adaptation for drug-dependent individuals by Vallejo-Medina and Sierra
(2011). Each subscale is composed of 6 items with 5 Likert-type response
categories (0 = never, 1 = sometimes, 2 = about 50% of the time, 3 = usually,
and 4 = always). Santos-Iglesias and Sierra (2010) reported reliability ranging
from 0.66 to 0.86. The adaptation for drug-dependent individuals also had good
reliability and an equivalent dimensionality to that of the regular version. In the

present study, the Cronbach’s alpha of both Initiation and Refusal was .62.

- Cuestionario Consumo Sustancias (Questionnaire on Substance Use, CCS;
Vallejo-Medina et al., 2011). This 16-item questionnaire includes the diagnostic
criteria of the DSM-IV-R in a short, simple and clear format. It is useful to
diagnose problems of substance dependence, abuse and intoxication. Items are
responded on a dichotomous (Yes/No) scale. Spearman’s correlation with the
diagnosis made by the various institutions (using EuropASI and personal
interviews) was .85, p > .001. Reliability was .88 in the original study and .82 in

the present study.
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- Register of substance use. The following variables were assessed: preferred
substance, amount of substance used, and frequency and duration of use. These
data provide information on severity of use. Time of abstinence was also
assessed (with self-reported methods or urine or blood tests, according to the
procedure used in each institution). Finally, sociodemographic characteristics

were also recorded.

Procedure

The validation of the CSFQ-14 by Vallejo-Medina et al. (2010) was the starting
point. The questionnaire was adapted on the basis of suggestions made by the authors
and our own experience in the area of sexuality with drug user patients. After following
the authors’ recommendation of eliminating items 10 and 14 (which assess pain), three
new items were created to assess the pleasure dimension. This was done because there
was only one item of this kind in the original version, and it did not represent the full
construct of sexual pleasure (Vallejo-Medina et al., 2010). In addition, the wording of
the items was simplified, eliminating redundancies that made them difficult to
understand. Finally, the sexual vocabulary was simplified, avoiding the use of technical
jargon. For example, “to ejaculate” was replaced with “to come,” “erection” was
replaced with “hard-on,” “graphic sexual material” was replaced with “porn,” and so on.
The new version of the questionnaire (see Appendix) was assessed by five experts in
psychometry, whose agreement with the wording of the items exceeded 85%. Finally,
comprehension of the items was assessed by five drug users and five university
students, more than 85% of whom reported optimal comprehension.

Before answering the questionnaires, all drug-dependent participants gave their
written informed consent. Participation was voluntary, anonymous and confidential.
The assessment took 30 minutes. Participants had to be over 18 years of age, be free of
the effect of substances for at least two weeks prior to the assessment, be literate, and be
receiving treatment for a substance dependence disorder. Non-drug-user subjects
responded after giving verbal informed consent and confirming they had not been

diagnosed with substance dependence.
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This work was reviewed and approved by an independent Ethical Board of our
institution in accordance with 1975 Declaration of Helsinki, as revised in 1983 Ethic
Committee for Clinical Research.

Data analysis.

Factor invariance was confirmed using Structural Equation Modeling (SEM)
with AMOS. Estimates were made with the Generalized Least Squares (GLS) method.

The fit of several models was assessed considering the following values as adequate:

2
values greater than .85 for the AGFI, values between 1 and 3 for the y /DF, and values
lower than .08 for the RMSEA. After assessing model fit, invariance was tested in

models with good fit. The following were considered signs of invariance: no increase in

the AIC and AXZIDF compared to the least restrictive model, and a CFI not reduced by
more than .01 compared to the previous model (Cheung & Rensvold, 2002). SPSS was
used to assess the presence of DIF, using multinomial logistic regression (Miller &
Spray, 1993). If the contribution of Model 2 in itself is significant, the DIF is uniform; if

the contribution of Model 3 is significant, the DIF is non-uniform. The measure was

complemented with the Nagelkerke AR?, a measure of effect size. An increase in R2 by
less than .035 indicates negligible DIF; values between .035 and .070 show moderate
DIF, and an increase greater than .070 shows high DIF (Jodoin & Gierl, 2001).

Results

The present study tested three of the factor models most used in the CSFQ: the
model with three independent factors (Desire, Arousal, and Orgasm) (M3), the model
with four independent factors (Pleasure, Desire, Arousal, and Orgasm) (M4), and the
model with five independent factors (Pleasure, Frequency/Desire, Interest/Desire,
Arousal, and Orgasm) (M5). As shown in Table 2, the four-factor model had the best fit
indices in general and invariance indices in particular. M4 had better ¥*/DF indices than
models 3 and 5. A similar trend was shown by the RMSEA, in which M4 and M5
obtained adequate indices. Only the AGFI supported a better fit of M3 compared to M4

and M5. As for indicators of invariance, Ay*/DF and AIC suggested greater invariance
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in M4, although the ACFI showed the real level of invariance. Thus, the only model

with strong invariance was the four-factor model.

Table 2.
Goodness of fit indices of invariance model

4 factors model (Pleasure, Desire, Arousal y Orgasm)

v DF % DF AyY/DF RMSEA AFGI CFl ACFI AIC
M4,: Configural invariance 48891 180 271 .061 811 .39 608.91
M4, Same loadings on the factors 507.41 191 256 -.15 .060 .816 .38 -01 60541
M4.: Same structural covariance  518.70 195 2.66 .10 .060 .815 37 -.01 608.70
M44: Same error variance 664.92 210 3.16 .50 .069 .780 A1 -26 72492

5 factors model (Pleasure, Frequency/Desire, Interest/Desire, Arousal y Orgasm)

v DF % DF AyY/DF RMSEA AFGI CFl ACFI AIC
M5,: Configural invariance 519.59 186 2.79 .062 806 .35 627.59
M5,: Same loadings on the factors 522.48 193 270 -.09 .055 .812 .35 .00 616.48
M5.: Same structural covariance  543.64 197 2.76 .06 .056 .808 .32 -.03 629.64
M54: Same error variance 68349 212 322 .46 .064 176 .08 -24  739.49

3 factors model (Desire, Arousal y Orgasm)

r DF »°/DF Ay’/DF RMSEA AFGI CFI ACFI AIC
M3,: Configural invariance 297.32 88 3.37 072 824 .38 385.32
M3,,: Same loadings on the factors 311.01 96 3.24 -13 .070 831 .36 -02 383.01
M3.: Same structural covariance  314.89 99 3.18 -.06 .069 .834 .36 .00 380.90
M34: Same error variance 386.07 110 351 .33 .074 .817 .18 -18 430.07

equivalences between the factor weights of the drug user group and the control group.

Figure 1 shows the path diagram of the four-dimension model with the

All the items (except item 15) had similar weights in both groups.
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Figure 1. Standardized estimates of the unconstrained model for Control and Experimental

After confirming the factor equivalence of the CSFQ-D between drug-dependent
and non-drug-dependent subjects, the presence of DIF was verified. As shown in Table
3, the DIF analysis performed in each scale did not show uniform or non-uniform DIF
in any items. Therefore, there does not seem to be a bias in the interpretation of the
items of the CSFQ-D. However, it should be noted that items 1, 6, and 15 scored
highest in the Nagelkerke AR?, although their scores were lower than .035.
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Table 3
Differential Item Functioning by subscales
Model 2 Model 3
DIF
ltem ¥’y p AR*Nagelkerke y’, P  AR?Nagelkerke  quantity
1 118 .27 .003 11.27 .00 .030 Negligible
Pleasure 2 283 .09 .008 14 .70 .000 Negligible
3 0.05 .82 .000 3.84 .05 .011 Negligible
4 6.75 .01 .018 278 .10 .007 Negligible
5 .00 .98 .000 3.66 .56 .010 Negligible
6 8.73 .00 .023 10.99 .00 .029 Negligible
Desire 7 03 86 .000 5.18 .02 014 Negligible
8 12 72 .001 2.07 .15 .005 Negligible
9 8.17 .00 .022 55 45 .001 Negligible
10 A4 .70 .001 37 .53 .001 Negligible
Arousal 11 14 70 .001 70 .40 .002 Negligible
12 46 .49 .002 186 .17 .005 Negligible
13 51 47 .001 476 .03 .013 Negligible
Orgasm 14 539 .02 014 583 .02 .015 Negligible
15 1115 .00 .029 257 11 .007 Negligible

Note. Model 1 regression without DIF. The Model 2 is a grouping variable regression (uniform
DIF) and to the Model 3 is added an interaction between the group score and the total test score

(non-uniform DIF)

Pleasure: Model 1 = y°, = 33.98; p =.00 R? =.092.
Desire: Model 1 =y, = 17.44; p = .00 R? = .047.
Arousal: Model 1 = ¥’y = 15.17; p = .00 R? = .041.
Orgasm: Model 1 = ¥*(;) = 22.16; p = .00 R* = .061.

After verifying the factor and metric equivalence of the scale, a few of its
psychometric properties were analyzed. Table 4 shows that the mean score of each item
was slightly higher in the control group than in the drug-dependent group. Standard
deviations were close to 1, as recommended by Carretero-Dios and Pérez (2005). In the
drug-dependent group, the corrected item-total correlation was always greater than .30
(Nunnally and Bernstein, 1995). The same was true for the control group, except for
item 15, whose corrected-item-total correlation was .23. In addition, except for item 2,
eliminating any of the items did not lead to an improvement in the final alpha of the

subscale. Cronbach’s alpha was acceptable for all the subscales except Orgasm, which

had a low value in the sample of normal males (o = .45).
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Table 4
Psychometric properties of items
Drugdependents Normals

Scales Items M SD DI° o-item ascale M SD DI° o-item o scale
CSFQ-1 293 138 .72 74 360 99 .76 73
CSFQ-2 3.88 .93 .46 .85 427 712 42 .87

Pleasure .83 .82
CSFQ-3 3.14 120 .77 71 366 93 .78 73
CSFQ-4 3.08 115 .65 77 340 90 .69 a7
CSFQ-5 335 113 45 71 362 .88 .45 .63
CSFQ-6 412 .88 51 .69 415 63 44 .65

Desire CSFQ-7 406 .99 .60 .65 .73 430 .76 .48 .62 .68
CSFQ-8 282 128 .50 .70 316 121 .52 .61
CSFQ-9 3.10 0.99 .47 .70 355 97 .39 .66
CSFQ-10 4.08 .94 52 .69 434 77 43 .69

Arousal CSFQ-11 438 .87 .66 54 73 462 .62 .58 51 .68
CSFQ-12 432 104 51 71 454 72 50 .58
CSFQ-13 3.76 .92 42 51 397 69 .30 .34

Orgasm CSFQ-14 357 127 .46 47 .61 387 105 .37 21 .45
CSFQ-15 368 .85 .41 .53 408 .65 .23 45

Note. DI° = Discrimination Index (corrected item-total correlation); M = Mean; SD = Standard Deviation;
a-item = reliability if item eliminated; o =reliability.

Finally, the following data are presented as validity indicators: mean scores,

standard deviations, differences in sexual functioning between the drug-dependent and

the control group according to age groups, and correlations with the subscales of the

Sexual Assertiveness Scale. As shown in Table 5, the scores of the drug-dependent

group were always lower than those of the control group. Differences were significant

(99% CI) in most cases and had a medium effect size. The Kruskal-Wallis test also

revealed significant differences (95% CI) regarding preferred substance in Desire and
Arousal: CSFQ Desire: y* ) = 12.93, p = .044 and CSFQ Arousal: y* ¢ = 16.25, p =
.012. However, no differences were found in CSFQ Pleasure: x> @ = 7.59, p = .27 or
CSFQ Orgasm: i s) = 6.41, p = .26.
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Table 5
Descriptive analysis by subscales and group differences

18-30 years old 31-45 years old

Drug group Nondrug group  Differences Drug group Nondrug group  Differences
M (DT) M (DT) t p d M (DT) M (DT) t p d
Pleasure 13.34(4.09) 15.20(2.78) 3.56 .000 .53 12.94 (3.71) 14.71(2.80) 3.50 .000 .53
Desire  18.02(3.42) 19.06 (3.02) 2.25 .025 .32 17.37(3.85) 19.02 (2.62) 3.45 .000 .50
Arousal 13.02 (2.04) 13.82(1.57) 3.00 .002 .43 12.87(2.35) 13.68(1.37) 3.06 .000 .42
Orgasm 11.26(2.23) 11.93(1.73) 2.38 .018 .33 11.06 (2.35) 12.39(1.46) 4.83 .000 .67
45-55 years old Total
Drug group Non drug group  Differences Drug group Nondrug group  Differences
M (DT) M (DT) t p d M (DT) M (DT) t p d
Pleasure 12.28 (3.20) 14.36 (3.15) 2.47 .016 .65 13.02 (3.78) 14.92(2.90) 6.18 .000 .56
Desire  16.59(3.31) 17.73(3.07) 1.39 .169 .35 17.43(3.70) 18.76(3.02) 4.34 .000 .39
Arousal 11.88(2.48) 12.42(1.72) 1.02 311 .25 12.77(2.30) 13.50(1.65) 4.07 .000 .36
Orgasm 10.24 (2.02) 11.44(1.56) 2,57 .013 .66 11.01(2.31) 11.92(1.69) 4.95 .000 .45

Correlations between the CSFQ-D subscales and the Initiation subscale of the SAS
were significant and low. The Refusal subscale only correlated in the drug-dependent group
with the Desire subscale.

Discussion

According to the results obtained, the CSFQ-D was found to be reliable and
valid in a male drug-dependent sample. The adaptation of the questionnaire showed
strong equivalence between drug-dependent and non-drug-dependent subjects. All the
items seem to discriminate correctly between clinical and non-clinical subjects, and the
differences found point in the right direction, that is, they suggest worse functioning in

drug-dependent males.

To the best of the authors’ knowledge, the present study is the first to confirm
the dimensionality of the CSFQ, which had not been consolidated and had basic
problems until now. Previous studies (Bobes et al., 2000; Garcia-Portillo et al., 2011;
Keller et al., 2006; Vallejo-Medina et al., 2010) showed divergent data with the
following shortcomings: either Arousal and Orgasm had loadings in the same factor or a
divided construct was used (Desire/frequency and Desire/interest) — whose
differentiation is not necessary on a theoretical level —, or there were problems with

items 1 (which loaded alone on one factor) and 10 and 14 (which do not match the
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syntactic definition of sexual functioning). The reason for such problems may be that
the original study by Clayton et al. (1997) obtained the factorization of the scale from
theoretical clusters and intercorrelations between them, which is not the best method to
estimate a factor structure. Some of these problems were solved by eliminating items 10
and 14 and complementing the sexual Pleasure factor (on which only item 1 had
loadings) with three new items. The factor structure obtained not only showed adequate
fit indices in the unconstrained model, both in drug-dependent and non-drug-dependent
males; this adaptation of the questionnaire also showed strong equivalence between
both samples. Of all the models tested, the four-factor model was the only one that
reached this level of invariance and allowed equivalent comparisons between the factor
means (Dimitrov, 2010).

Apart from the fact that the questionnaire showed factor equivalence, the
absence of DIF also strengthens the idea of a questionnaire with equivalent content.
Thus, it is possible to state that, at least in the sample used in this study, non-drug-
dependent and drug-dependent subjects had the same probability of choosing a given
response to any item, without their decision being influenced by belonging to either
group (Hidalgo, Gémez & Padilla, 2005). Therefore, the absence of DIF along with
factor equivalence make it possible to use the CSFQ-D as an instrument to compare
sexual functioning between drug-dependent males and non-drug-dependent males.

After confirming the dimensionality of the scale and verifying the absence of
bias in the wording of the items, a few psychometric properties of the items and the
scale were analyzed. Standard deviations (close to 1), corrected item-total correlations
(greater than .30), and a Cronbach’s alpha that did not increase if items were eliminated
were good indicators. In addition, the Cronbach’s alpha obtained in both samples was
acceptable, except for the scale Orgasm (especially in normal subjects), in which it was
low. It is difficult to compare reliability coefficients with those reported by other
studies, since different dimensionalities have been used. However, all the dimensions
had good reliability overall, except Orgasm, which had a reliability of .45 in the present
study (although only in non-drug-dependent subjects) and in the studies by Clayton et
al. (1997) and Keller et al. (2006). All the values obtained in this study suggest that
item 15 (item 13 in the original version) “How intense are your orgasms?” is the most

problematic. This item may have a more subjective interpretation and vary between

-05 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

subjects, although focus groups or cognitive interviews would be necessary to confirm
this.

External validity indicators were also adequate. Worse sexual functioning was
observed even in drug-dependent males with about one year of abstinence (see Table 1).
These results contradict those of Cocores, Miller, Pottash, and Gold (1988), who
concluded that sexual functioning problems spontaneously disappear after three weeks
of abstinence, or those of Rojas-Garcia and Sierra (2011), who pointed out that there are
no differences in levels of sexual desire between drug-dependent subjects during
abstinence and subjects with no history of substance use. Although the direct
physiological effects derived from substance use may disappear after three weeks, the
conditioning caused by associating sexual practice and sexual problems may not
disappear so quickly. Moreover, drug-dependent subjects showed worse sexual
functioning, similarly to the findings of Bang-Ping, (2009), Palha and Esteves (2002,
2008), or Vallejo-Medina et al., (2010). Finally, significant and low correlations were
found between the SAS-Initiation and the CSFQ-D subscales. Initiation sexual
assertiveness is related to sexual functioning (Morokoff et al., 1997; Santos-Iglesias and
Sierra, 2010; Sierra et al., 2011). The fact that significant, inverse, and low correlations
were found between Desire and Refusal is also consistent. Thus, lower sexual desire

seems to be related to more frequent refusal of sexual relations.

Conclusions, Limitations, and Future Areas of Research

The CSFQ-D seems to be a good instrument to assess sexual functioning in
drug-dependent males. Its psychometric properties guarantee a quality assessment and
its equivalence makes it possible to compare the scores of non-drug-dependent and
drug-dependent subjects. The differences in the age and educational level of the two
samples might affect the interpretation of the results. However, such small differences
should be of little importance, given that it is a psychometric study. In addition, some
significant differences were found in sexual functioning according to preferred
substance. Future studies should correct this and study each substance separately. We
would remain prudent in interpreting the external validity. This is only intended to make
a trend; there are many other variables that may be affecting our results (psychiatric
comorbidity, somatic illness, abstinence, pharmacological treatment...). Studies with a
more clinical nature should take into account issues such as these. Finally, the sampling
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method used was non-probabilistic, hence the observations cannot be generalized to the
entire population. In the future, it would be necessary to include numerical tables in the
test so that a more accurate assessment can be made. It would also be interesting to
assess how abstinence from drugs affects sexual functioning, that is, to determine the
actual recovery curve and assess the influence of other variables such as anxiety,

depression, personal relations, medication, or disease.
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Propiedades psicométricas de la version espafiola de la Sexual Assertiveness Scale

(SAS)

Resumen

La asertividad sexual se refiere a la capacidad de las personas para iniciar la
actividad sexual, rechazar la actividad sexual no deseada y emplear métodos
anticonceptivos, desarrollando comportamientos saludables. La Sexual Assertiveness
Scale (SAS) es una escala de 18 items que evalla tres dimensiones: Inicio, Rechazo y
Prevencion Embarazo-ETS (E-ETS). En este estudio 853 personas contestaron la SAS,
junto a una bateria de instrumentos afines. La puntuacion media de los items ha sido
similar a la media teodrica del cuestionario, siendo ademas las desviaciones tipicas
cercanas a uno. Casi todos los items han mostrado un indice de discriminacion por
encima de .30 y un aporte apropiado a la fiabilidad de la escala. El analisis factorial
exploratorio ha mostrado tres dimensiones idénticas a las obtenidas en el estudio
original que explican un 48% de la varianza (Inicio ® = .80; Rechazo w = .76 y E-ETS
o = .85). Esta estructura ha sido confirmada mediante un modelo de ecuaciones
estructurales observandose un buen ajuste. Se discute la validez concurrente al observar
correlaciones significativas entre las subescalas del SAS con otros constructos afines.

Palabras clave: Asertividad sexual; SAS; estudio instrumental; validez; fiabilidad.

Abstract

The construct of sexual assertiveness has been developed to further the
understanding of the ability to initiate sexual activity, refuse unwanted sex and negotiate
pregnancy and sexually transmitted diseases prevention, and consequently, explore
healthy behaviours. Sexual Assertiveness Scale (SAS), which is an 18 items
questionnaire that consists of three factors measuring Initiation, Refusal, and Pregnancy
Sexually Transmitted Disease prevention (P-STD) assertiveness. In this study, 853
people answered to the SAS together with others scales. The mean of the items has been
similar to the theoretical average of the questionnaire. Moreover, the standard deviation
has been close to one. Most of the items have showed a discrimination index higher
than .30. No alpha increase has been observed if any item were deleted. Exploratory

factor analysis showed three dimensions (48% variance) which replicate the original
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solution identically (Initiation @ = .80; Refusal ® = .76 and P-STD ® = .85). The scale
dimension has been confirmed by using a Structural Equation Modeling and found a
good fit index. Significant correlations have been observed between SAS and other
related constructs.

Key words: Sexual assertiveness; SAS; instrumental study; validity; reliability.
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Introduccion
Asertividad General y Asertividad Sexual

La asertividad general es una habilidad social que permite comunicar nuestros
sentimientos, preferencias, necesidades u opiniones a otra persona, sin menospreciarla,
forzarla o usarla (Dee Galasi, 1977). Gidycz, Hanson y Layman (1995) o Greene y
Navarro (1998) argumentan que la asertividad es especifica de cada situacion; de hecho,
Zamboni, Crawford y Williams (2000) sefialan que los sujetos asertivos y
comunicativos en su dia a dia no tienen porque serlo en el ambito sexual. Se sugiere,
por tanto, evaluar la asertividad en situaciones sexuales especificas, empleando para ello
el constructo concreto de asertividad sexual (Livingston, Testa y VanZile-Tamsen,
2007). La asertividad sexual se refiere a la capacidad de las personas para iniciar la
actividad sexual, rechazar la actividad sexual no deseada y emplear métodos
anticonceptivos, desarrollando comportamientos sexuales saludables; se basa en el
derecho humano a la autonomia, que asume que las personas tienen derecho a elegir
sobre su propia experiencia y actividad sexual (Morokoff, Quina, Harlow, Whitmire,
Grimley, Gibson et al., 1997).

Funcionamiento Sexual, Victimizacién Sexual y Conductas Sexuales de Riesgo

El estudio de la asertividad sexual puede organizarse en tres grandes areas:
funcionamiento sexual, victimizacion sexual y conductas sexuales de riesgo (Santos-
Iglesias y Sierra, 2010a). Dentro del funcionamiento sexual, probablemente, sea la satis-
faccion sexual la méas perjudicada por la ausencia de asertividad sexual debido a la
incapacidad de la persona para comunicar asertivamente sus preferencias sexuales,
gustos y sensaciones. De hecho, varios estudios relacionan la satisfaccion sexual con la
asertividad sexual (Haavio-Mannila y Kontula, 1997; Hurlbert, 1991) y con la
capacidad orgasmica (Cotten-Houston y Wheeler, 1983; Hurlbert, 1991; Kuriansky,
Sharpe y O"Connor, 1982; Nelson, 1974). Se han encontrado también correlatos entre el
deseo sexual y la asertividad sexual (Hurlbert, 1991; Hurlbert, Singh, Menendez, Fertel,
Fernandez y Salgado, 2005). La capacidad para rechazar una relaciéon sexual seria el
nacleo de la segunda area: la victimizacion sexual. Existen diversos estudios que

relacionan la coercion y el abuso sexual con una baja asertividad sexual (Livingston et
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al., 2007; Morokoff et al., 1997; Rickert, Sanghvi y Wiemann; 2002; Testa, VanZile-
Tamsen y Livingston, 2007). De hecho, la carencia de asertividad sexual actuaria como
un factor de vulnerabilidad en las mujeres que han sufrido abusos (Greene y Navarro,
1998; Rickert et al., 2002; Rosenbaum y O'Leary, 1981; Sierra, Ortega, Santos y
Gutiérrez, 2007; Stoner, Norris, George, Morrison, Zawacki, Davis et al., 2008; Testa y
Dermen, 1999; Testa et al., 2007). Se ha demostrado también como el entrenamiento en
asertividad sexual puede proteger a las mujeres ante la violencia sexual (Macy, Nurius y
Norris, 2006; Somlai, Kelly, McAuliffe, Gudmundson, Murphy, Sikkema et al., 1998).
La ultima area de interés serian las conductas sexuales de riesgo. Hay que tener en
cuenta que la mera habilidad para iniciar y mantener una conversacién sobre sexualidad
no esta relacionada con la capacidad de negociacion del uso del preservativo (Robles,
Moreno, Frias, Rodriguez, Barroso, Diaz et al., 2006). Es la propia asertividad sexual
asociada a la prevencion de embarazos y enfermedades de transmision sexual (E-ETS)
la que predice su uso, aunque solo en mujeres (Raj, Silverman y Amaro, 2004; Quina,
Harlow, Morokoff, Burkholder y Deiter, 2000; Robles et al., 2006; Stulhofer, Graham,
Bozicevi¢, Kufrin y Ajdukovié, 2007), ya que en hombres s6lo se ha encontrado esta
relacién con respecto al uso del conddn femenino (Lameiras-Fernandez, Nufiez-
Mangana, Rodriguez-Castro, Breton-Lopez y Agudelo, 2007; Lameiras-Fernandez,
Carrera-Ferndndez, Failde-Garrido, Ricoy-Lorenzo, Lopez-Castedo y Nufiez-Mangana,
2010). En esta misma linea, Auslander, Perfect, Succop y Rosenthal, (2007)
encontraron, en mujeres, una relacion negativa entre asertividad sexual de E-ETS y la

promiscuidad sexual.

Evaluacion de la Asertividad Sexual

Existen diversos instrumentos para evaluar la asertividad sexual, siendo los mas
empleados el Hurlbert Index of Sexual Assertiveness (HISA; Hurlbert, 1991), el Safer
Sex Assertiveness (SSA; Wingood y Diclemente, 1998), una subescala del Sexual
Awareness Questionnaire (Snell, Fisher y Miller, 1991) o la Sexual Assertiveness Scale
(SAS; Morokoff et al., 1997). La SAS se cred siguiendo la propia definicién, tanto
semantica como sintactica (Carretero-Dios y Pérez, 2005), del constructo definido por
Morokoff et al. (1997). Se recoge de esta forma un amplio contenido de componentes de
la asertividad sexual: inicio de relaciones sexuales deseadas, rechazo de las relaciones

no deseadas, y la prevencién de embarazos y enfermedades de transmision sexual.
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Asimismo, el cuestionario, tanto si es administrado globalmente como si se emplea
alguna de las sub-escalas de forma aislada, ha mostrado buenas propiedades

psicometricas.

La SAS esta compuesta por 18 items que recogen los tres componentes que
definen sintacticamente el constructo de asertividad sexual. La primera subescala
(Inicio; items 1-6) evalla la frecuencia con la que una persona comienza una relacion
sexual y si lo hace de forma deseada; la segunda (Rechazo; items 7-12) mide el
frecuencia en que una persona es capaz de evitar, tanto una relacion sexual, como una
practica sexual no deseada; la ultima dimension (Embarazo y enfermedades de
transmision sexual; items 13-18) evalla la frecuencia con la que una persona insiste en
el uso de métodos anticonceptivos de barrera de latex con su pareja. Todos los items se
puntlan sobre una escala de respuesta tipo Likert que oscila entre 0 (Nunca) y 4
(Siempre). La mitad de los items estan redactados de forma inversa (3, 4, 6, 8, 10, 11,

13, 14 y 16). Puntuaciones elevadas indican mayor asertividad sexual.

Las propiedades psicométricas en mujeres han sido descritas por Morokoff et al.
(1997). Se partio de un banco de 112 items que se redujeron a 18 tras un proceso de
filtrado. EIl andlisis factorial exploratorio mostro tres dimensiones (Inicio, Rechazo y E-
ETS). A continuacion se confirmd la estructura factorial mediante un modelo de
ecuaciones estructurales, certificando ademéas que la administraciéon de una sola
subescala, de forma aislada, no afectaria sus caracteristicas psicométricas. En este
estudio se informa del alfa de Cronbach en cinco muestras independientes de mujeres
(tres compuestas por estudiantes universitarias, una de mujeres con conductas sexuales
de riesgo y una Ultima resultado del seguimiento de las estudiantes universitarias y las
mujeres con conductas de riesgo), obteniéndose los siguientes valores: .82, .76, .77, .77
y .82 para Inicio; .78, .80, .71, .74 y .80 en Rechazo; y .82, .80, .85, .82 y .80 en E-ETS;
para el total de la escala se alcanzaron coeficientes de .79, .77, .75, .82 y .84,
respectivamente. También se evalud la fiabilidad test-retest en tres momentos (inicio, a
los seis meses y al afio), encontrandose correlaciones entre cada subescala consigo
misma en los diferentes momentos, en ningln caso inferiores a .59. Por ultimo se
examino la validez concurrente, encontrandose relaciones entre la asertividad sexual y
la duracion y satisfaccion de la relacion, la victimizacion sexual, la experiencia sexual y
las conductas preventivas de ETS. Otros estudios han informado de un alfa de Cronbach

que oscila entre .66 y .86 (Jacobs y Thomlison, 2009; Jenkins, 2008; Livingston et al.,
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2007; Mosack, Weeks, Sylla y Abbott, 2005; Noar, Morokoff y Harlow, 2002; Noar,
Morokoff y Redding, 2002; Parks, Hsieh, Collins, King y Levonyan-Radloff, 2009;
Quina et al. 2000; Stoner et al., 2008; Testa et al., 2007; Yoder, Perry y Saal, 2007). La
subescala E-ETS ha mostrado ser sensible a la hora de evaluar cambios en la asertividad
sexual en funcién de la etapa de cambio para el uso del condon en la que se encuentra
una persona, tanto en mujeres con conductas sexuales de riesgo como en poblacion
normal (Noar, Morokoff y Redding, 2002).

Propdsito del Estudio

El objetivo del presente estudio instrumental (Carretero-Dios y Pérez, 2007;
Montero y Ledn, 2007) fue examinar algunas propiedades psicométricas de la Sexual
Assertiveness Scale (SAS) en una muestra espafiola. Para ello se analizaron las
propiedades métricas de los items que componen la escala, sometiéndose a examen su
estructura factorial mediante analisis factorial exploratorio (AFE), que fue contrastada
mediante andlisis factorial confirmatorio (AFC). Por ultimo, una vez confirmada la
estructura, se analizo la fiabilidad de consistencia interna, asi como diversos indicadores
de validez de sus medidas. Para las pruebas de validez concurrente se analizaron las
correlaciones del SAS con el Hurlbert Index of Sexual Assertiveness (HISA; Hurlbert,
1991; Santos-Iglesias y Sierra, 2010b), el Cuestionario de Asercion en la Pareja (ASPA;
Carrasco, 1998), la version espafiola abreviada de la Escala de Ajuste Diadico (EAD-13;
Santos-lglesias, Vallejo-Medina y Sierra, 2009) y la Escala de Habilidades Sociales
(EHS; Gismero, 2002). En este sentido, esperamos: a) que las puntuaciones del SAS
correlacionen positivamente con las del HISA; b) que las puntuaciones en el SAS
correlacionen de forma negativa con las subescalas Agresidon, Sumision y Agresion
pasiva del ASPA, y de forma positiva con la subescala Asercion, dado que los
miembros de la pareja que abusan y dominan a sus comparieros hacen gala de un estilo
comunicativo agresivo (Infante, Chandler y Rudd, 1989); c¢) que se produzca una
correlacion positiva entre satisfaccion marital y asertividad sexual (Greene y Faulkner,
2005; Hurlbert, 1991; Morokoff et al., 1997); y d) que las puntuaciones de la SAS
correlacionen de forma positiva con las de la EHS, dado que las habilidades sociales
estan relacionadas con la asertividad sexual (Hammond y Oei, 1982; Quina et al., 2000;
Salazar, DiClemente, Wingood, Crosby, Harrington, Davies et al., 2004).
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Metodo
Participantes

La muestra compuesta por 853 personas (400 varones y 453 mujeres) fue
seleccionada de forma incidental, tratando de compensarla en cuanto al sexo de los
participantes y que estuvieran representadas diferentes edades y niveles educativos. Los
requisitos de inclusion en el estudio eran ser mayor de edad, estar involucrado en una
relacion de pareja heterosexual desde al menos seis meses y mantener actividad sexual
dentro de esa relacion. El rango de edad oscilé entre 18 y 71 afios (M = 30.83; DT =
9.58) (Figura 1), siendo la edad media de los varones muy similar a la de las mujeres:
32.09 (DT =10.03) y 29.73 (DT = 9.03), respectivamente. Respecto al nivel educativo,
un 9.60% habia cursado estudios basicos de primaria, el 24.7% cursé secundaria y un
65.7% tenian estudios universitarios. Con el objetivo de explorar y confirmar la
estructura factorial de la escala, la muestra se dividié de forma aleatoria en: submuestra
1 formada por 300 sujetos (147 varones y 153 mujeres) y submuestra 2 integrada por
491 sujetos (272 mujeres y 219 varones), no existiendo diferencias significativas entre
ambas ni en sexo ¥ (1, N = 791) = 1.44, p = .23, ni en edad t (789) = 3.03, p = .76, ni en
nivel educativo (3, N = 784) = 2.84, p = .41.
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Figura 1: Frecuencia de las edades.
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Instrumentos

- Sexual Assertiveness Scale (SAS; Morokoff et al., 1997). La informacion sobre esta
escala aparece en la introduccion. En este estudio una mayor puntuacion supone mas

asertividad sexual. Véase el Anexo.

- Hurlbert Index of Sexual Assertiveness (HISA; Hurlbert, 1991). Se emple6 la version
espafiola de Santos-Iglesias y Sierra (2010b) constituida por 19 items contestados en
una escala de respuesta tipo Likert de 0 (Nunca) a 4 (Siempre). Los items se distribuyen
en dos dimensiones (Inicio y Ausencia de timidez/Rechazo), ambas con una fiabilidad
de consistencia interna de .83, presentando ademas buenos indicadores de validez, tanto
externa como de constructo. En el presente estudio, el alfa de Cronbach fue .78 para
Inicio y .80 para Ausencia de timidez/Rechazo. Una mayor puntuacion es indicativa de

mayor asertividad sexual en ambas dimensiones.

- Cuestionario de Asercion en la Pareja (Carrasco, 1998). Compuesto por 40 items que
se responden en una escala tipo Likert de 1 (Casi nunca) a 6 (Casi siempre). Los items
se corresponden con diferentes estilos comunicativos dentro de la pareja: Asercion,
Agresion, Sumision y Agresion pasiva. El estudio original informa de una buena
fiabilidad, con valores de consistencia interna comprendidos entre .75 y .90, asi como
de una adecuada validez. En el presente estudio el coeficiente alfa de Cronbach oscil6

entre .77 y .85. Puntuaciones elevadas reflejan mejor comunicacion.

- Version abreviada de la Escala de Ajuste Diadico (Santos-lglesias et al., 2009). Se
trata de una versién breve del cuestionario original desarrollado por Spanier en 1976.
Esta version reducida la componen 13 items que ofrecen una puntuacion global en
ajuste diadico y en tres subescalas: Consenso, Satisfaccién y Cohesion. Se responde
sobre una escala tipo Likert de cinco y seis opciones de respuesta. Se informa de una
adecuada fiabilidad de consistencia interna para la escala global (o = .83) e igual a .73,
.70 y .63 para las tres subescalas, respectivamente (Santos-Iglesias et al., 2009). En el
presente estudio la fiabilidad alcanzo el valor .81 para la escala global y .74, .70 y .61 en

las tres subescalas, respectivamente. Una mayor puntuacién indica mayor ajuste.

- Escala de Habilidades Sociales (Gismero, 2002). Compuesta por 33 items con un
formato de respuesta tipo Likert desde 1 (No me identifico en absoluto) a 4 (Muy de
acuerdo y me sentiria asi o actuaria asi en la mayoria de los casos). Proporciona una

puntuacion global sobre habilidades sociales. La fiabilidad es igual a .80 y los
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indicadores de validez son adecuados. En el presente estudio la fiabilidad de
consistencia interna alcanz6 un valor igual a .89. Mayores puntuaciones indican mas

habilidades sociales.

Procedimiento

En primer lugar, se procedi6 a la adaptacion linglistica del cuestionario
empleandose para ello la traduccion hacia delante (Hambleton, 1996). Primero se
tradujeron los items al castellano, dicha traduccion se entreg0, junto al original en
inglés, a un experto bilinglie que recomendd una serie de cambios. Se modifico el
original con los cambios sugeridos, culminando de este modo el proceso de traduccion.
A continuacidn se envio el cuestionario a cuatro jueces expertos en sexualidad, quienes
juzgaron la adecuacién y comprension de los items proponiendo, si fuese necesaria, una
redaccion alternativa. El siguiente paso consistio en calcular el porcentaje de acuerdo,
revisandose segun las recomendaciones de los expertos aquellos items que no
alcanzaron el 85% de acuerdo. La bateria final se entregd a 20 personas de la poblacion
general quienes juzgaron nuevamente la comprension de los items, sefialando aquellos
qgue no entendian. Nuevamente se revisaron los items que contaban con un consenso
inferior al 85%, obteniéndose de esta forma la versién final del instrumento que aparece

en el Anexo.

La bateria de instrumentos se aplicaba de forma individual o en pequefios grupos
(en este caso la evaluacion se hacia en un aula o sala). Se entregaba a cada participante
un cuadernillo con los cuestionarios y una hoja de respuestas. A todos los participantes
se les proporcionaban las mismas instrucciones, incidiendo en el caracter voluntario,
anonimo y confidencial de la investigacion, otorgando todos los participantes su con-
sentimiento informado verbal antes de comenzar a contestar. El tiempo medio para

completar el cuadernillo fue de 30 minutos.

Andlisis estadisticos.

Se empled el SPSS 15.0 para obtener algunas de las propiedades métricas de los
items. Mediante el programa Factor 7.02 (Lorenzo-Seva y Ferrando, 2006) se realizé el
andlisis factorial exploratorio (AFE) en la submuestra 1. La extraccion del nimero de
factores se realiz6 mediante andlisis paralelo (AP). Este procedimiento ha demostrado
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ser mas preciso a la hora de extraer el nimero de factores que los criterios de extraccion
habituales (Velicer, Eaton y Fava, 2000). La fiabilidad de cada subescala se ha obtenido
mediante el omega, un indicador menos sesgado que el alfa de Cronbach para escalas de
respuesta categérica (Elosua y Zumbo, 2008). Se empled el programa AMOS 7.0 para
confirmar el analisis factorial (AFC) en la submuestra 2. Dadas las caracteristicas de la
distribucion muestral, se ha empleado el método de estimacién de minimos cuadrados
no ponderados (ULS) (Paszek, 2007; Ximénez y Garcia, 2005). Los indices
considerados para evaluar el ajuste de los modelos han sido el ratio ji-cuadrado entre los
grados de libertad (y*/gl), el Goodness of Fit Index (GFI; Joreskog y Sorbom, 1984;
Tanaka y Huba, 1985), el Adjusted Goodness of Fit (AFGI) y el Root Mean Square
Error of Approximation (RMSEA; Browne y Cudeck, 1989; Steiger, 1990). Para el ratio
(x*/gl) se consideran valores entre 1y 3 indices de buen ajuste, para el GFl y el AFGI se
consideraran valores por encima de .90 y .85 respectivamente como adecuados. El
RMSEA es considerado el mejor indicador del ajuste global (Marsh, Balla y Hau,
1996). Para este indicador valores inferiores a .05 son considerados 6ptimos, si bien,
Browne y Cudeck (1993) consideran que valores entre .05 y .08 indicarian un ajuste

aceptable, mientras que valores por encima de .10 indicarian un ajuste deficiente.

Resultados
Analisis de Items y Analisis Factorial Exploratorio (AFE)

Los resultados muestran que todas las opciones de respuesta son elegidas en
todos los items. La media de respuesta de los items se sitla .47 puntos por encima de la
media teorica del cuestionario y las desviaciones tipicas oscilan entre .96 y 1.65 por lo
que podemos suponer una adecuada variabilidad de puntuaciones. Excepto los items 3
(ri = .28) y 5 (ri® = .22) todas las correlaciones item-total corregidas superaron el valor
.30 (Nunnally y Bernstein, 1995). Pese a que se observa que la eliminacion de estos
items no mejoraria el alfa global de la escala (.82), se estudiard mas adelante la
conveniencia de eliminarlos o no en funcién del poder discriminante dentro de la

subescala a la que pertenezcan (véase la Tabla 1).
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Tabla 1: Media (M), Desviacion Tipica (DT), Correlacion item-total corregida (r;°) y alfa de

Cronbach si el item es eliminado (o).

items M SD r oL
SAS 1 2.80 1.20 .36 81
SAS 2 2.51 1.29 .32 .82
SAS 3 2.65 111 .28 .82
SAS 4 2.37 111 42 81
SAS 5 2.06 1.34 22 .82
SAS 6 2.55 .96 31 .82
SAS 7 2.70 1.22 43 81
SAS 8 2.57 1.39 .36 81
SAS 9 1.42 1.43 .36 .81
SAS 10 2.78 1.24 A1 .81
SAS 11 1.89 1.53 A48 .81
SAS 12 1.97 1.49 A7 .81
SAS 13 3.18 1.22 A7 .81
SAS 14 3.20 1.25 A7 .81
SAS 15 2.57 1.52 37 .81
SAS 16 2.73 1.47 54 .80
SAS 17 2.51 153 52 .80
SAS 18 2.02 1.65 51 .80
Total 44.47 12.12 - .82

El indice de adecuacion muestral (KMO = .77) y la prueba de esfericidad de
Bartlett (y° 153 = 1.874,3; p < .001) indicaron la idoneidad de los datos para realizar el
analisis factorial. Debido a que la distribucion muestral no es normal, se ha empleado el
Unweighted Least Squares (ULS) como método de extraccion. EI método de rotacion
oblicua empleado ha sido Oblimin Direct, ya que para la distribucion y el tamafio
muestral de este estudio es mas adecuado que el Direct Quartimin empleado por
Morokoff et al. (1997). EI Anélisis Paralelo (AP) establece cuatro factores. Tres de ellos
recogen al completo la factorizacion original y un cuarto parece ser un artefacto
estadistico (Carmines y Zeller, 1979; Marsh, 1996; Morales, 2000), ya que recoge la
influencia de los items redactados negativamente del factor Rechazo y E-ETS (items 8,
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10, 11, 13, 14 y 16). De hecho existe una elevada correlacion entre este cuarto factor y
el de Rechazo (r = .69; p < .001) y el de E-ETS (r = .70; p < .001), la cual segln
Carmines y Zeller (1979) reflejaria dicho artefacto estadistico. Por tanto, se ha repetido
el analisis factorial preestableciendo el numero de factores a tres (véase la Tabla 2). De
esta forma se obtienen tres factores con una adecuada fiabilidad: Inicio (o = .80),
Rechazo (m =.76) y E-ETS (o = .85) que explican un 48% de la varianza. De este modo
se replica, a la espera de la confirmacion, la factorizacién encontrada por Morokoff et
al. (1997).

Tabla 2: Matriz de componentes rotados, comunalidades (h?), % varianza explicada, eigenvalue

y omega.

items Inicio Rechazo E-ETS h?
SAS 1 .35 19
SAS 2 .65 40
SAS 3 71 48
SAS 4 .78 .64
SAS 5 34 12
SAS 6 .38 22
SAS 7 .56 .35
SAS 8 .60 .34
SAS 9 49 24
SAS 10 .60 .35
SAS 11 .58 .38
SAS 12 57 .36
SAS 13 .56 .38
SAS 14 .53 .36
SAS 15 75 .50
SAS 16 .61 A7
SAS17 g4 .55
SAS18 77 .63
% varianza 9 25 14 48
Eigenvalue 1.71 4.62 2.43

Omega .80 .76 .85

Nota.- Las cargas factoriales inferiores a .30 fueron eliminadas.
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Analisis Factorial Confirmatorio (AFC)
Se han contrastado tres modelos distintos:

- Modelo unifactorial (modelo A) que contemplaria la asertividad sexual como un todo

global.

- Modelo de tres factores relacionados (modelo B), en donde se pone a prueba el modelo
original de Morokoff et al. (1997); se trataria del modelo encontrado a su vez en el AFE

del presente estudio.

- Modelo de tres factores (al igual que el modelo B), pero independientes (modelo C).

En la Tabla 3 se puede observar los indices de ajuste de los tres modelos
contrastados. La unidimensionalidad (modelo A) de la escala queda rechazada, pues
ninguno de los indices empleados supera el umbral requerido. Segun se observa, el mo-
delo de tres factores relacionados (modelo B) ajusta mejor que el modelo de tres
factores independientes (modelo C), siendo s6lo el AGFIg = .884 inferior al requisito
minimo preestablecido. No obstante, hay que tener en cuenta que el modelo B esta méas
saturado que el C, por lo que una mejora sustancial en el ajuste seria esperable. Sera,
por tanto, el ratio »*/gl un estimador menos sesgado ante el nlimero de satura-ciones,
quien finalmente posicione el modelo B como el que mejor ajusta de todos los
contrastados, ya que es el Gnico con un ratio »*/gl inferior a 3, dos décimas por encima
del modelo de factores independientes, y asi queda recogido en el path diagram de la
solucion factorial confirmada (véase la Figura 2), donde se observa nuevamente algunos
problemas con el item 5, el cual tiene una saturacion estandarizada de .21 con el factor
Inicio. Asimismo, se ha covariado el error del item 5 con el del item 2 como han
sugerido los indices de modificacion, ya que ambos items cuentan con una redaccion
muy similar (item 5: “Le indico a mi pareja que me estimule los genitales con su boca
cuando asi lo deseo”; item 2: “Le indico a mi pareja que me toque los genitales cuando

asi lo deseo”).

Tabla 3: indices de ajuste de los modelos contrastados.

Modelos 7 4 p /lgl  GFI AGFI RMSEA
1 factor (A) 642.98 134 .00 4.79 .854 814 .088
3 factores relacionados (B) 390.38 131 .00 2.98 911 .884 .064
3 factores (C) 430.63 134 .00 3.20 .902 875 .067
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Figura 2: Path Diagram del SAS con tres factores relacionados.

Una vez confirmada la estructura factorial, se revisaron las propiedades métricas
de cada escala. Todos los items tenian una r;” superior a .30 en su respectiva subescala y
en ningun caso la eliminacién de alguno de ellos supondria una mejora en la fiabilidad
de la propia subescala. Por tanto, se ha decidido mantener los items 3 y 5 -que estaban
pendientes de revision-, pues su eliminacién no mejoraria la capacidad psicométrica de
su escala. En la Tabla 4 se puede observar las medias, desviaciones tipicas y rango de

las diferentes subescalas en funcion del sexo y la edad.

Tabla 4: Media, Desviacién tipica y rango de las subescalas del SAS en funcién del sexo y la edad

Sexo Hombres Mujeres
(1= 366) (n = 425)
Media DT rango Media DT rango
SAS Inicio 14.48 4.04 3-24 14.92 4.80 0-24
SAS Rechazo 11.95 5.24 0-24 15.13 5.49 0-24
SAS E-ETS 15.18 6.39 0-24 18.25 5.90 0-24
Edad 18-35 aflos 36-49 afios 50-71 afios
(n = 620) (n = 120) (n=51)
Media DT rango Media DT rango Media DT rango
SAS Inicio 14.78 4.48 0-24 15.34 4.30 5-24 12.59 4.16 0-22
SAS Rechazo 13.86 5.60 0-24 14.02 5.01 1-24 10.49 4.63 0-24
SAS E-ETS 17.40 6.24 0-24 15.93 6.04 3-24 12.00 5.64 0-24
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Validez Concurrente

Se comprobd la validez concurrente mediante correlaciones de Pearson entre las
subescalas del SAS y las de los otros autoinformes empleados. Tal como se puede
apreciar en la Tabla 5, la subescala Inicio presentd correlaciones positivas con las
subescalas del HISA, ASPA Asercion, subescalas del EAD-13 y EHS (oscilando entre
.16 y .50) y negativas con las subescalas Agresidon, Sumision y Agresion pasiva del
ASPA (entre -.09 y -.29). Por su parte, la subescala Rechazo correlaciona de manera
positiva con Ausencia de timidez/Rechazo del HISA, ASPA Asercion, EAD-13
Satisfaccion y EHS (coeficientes entre .09 y .27), y de forma negativa con ASPA
Agresion, ASPA Sumision y ASPA Agresion pasiva (entre -.10 y -.30). En cuanto a la
subescala E-ETS el comportamiento de sus correlaciones es similar a las de Inicio,

aunque con valores mucho mas moderados.

Tabla 5: Correlaciones entre las subescalas del SAS y los factores del HISA,

ASPA, EAD y el total de la EHS.

Subescalas Inicio Rechazo E-ETS
HISA Inicio 50** .06 10**
HISA Ausencia timidez/Rechazo 40** 23%* 16**
ASPA Asercion 33** 27** 25%*
ASPA Agresion -.09** -10** -11%*
ASPA Sumision -.29%* -.30** -.28**
ASPA Agresidn pasiva -.20%* -11** - 11**
EAD-13 Consenso 16** .06 14**
EAD-13 Satisfaccion 16** .09* A7
EAD-13 Cohesion 18** .02 A1x*
EHS 347** 4% 07*

*p < .05, **p< 0L
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Discusion

En este estudio se han revisado las propiedades psicométricas de la SAS en una
muestra de hombres y mujeres espafioles. Resulta de suma importancia contar con
instrumentos validos y fiables para evaluar componentes de la salud sexual, como por
ejemplo la asertividad sexual (Sierra, Santos, Gutiérrez-Quintanilla, Gomez, y Maeso,
2008). En este estudio se han adaptado y validado las tres dimensiones de la asertividad
sexual: Inicio, Rechazo y Embarazo-ETS. Estas escalas pueden emplearse por separado
para evaluar funcionamiento sexual, victimizacion sexual y el uso de métodos

anticonceptivos y prevencion de ETS, respectivamente.

A nivel general se han obtenido unos indicadores adecuados, similares a los
descritos por Morokoff et al. (1997). Tal como recomiendan Carretero-Dios y Pérez
(2005), la media de las puntuaciones de los items del cuestionario es muy similar a la
media teorica, siendo sus desviaciones tipicas cercanas a 1. Las propiedades
psicométricas de los items son adecuadas, s6lo los items 3 y 5 tienen una correlacion
item-total corregida inferior a .30; no obstante, se ha descartado su eliminacion, pues
ambos refuerzan las propiedades psicométricas de su correspondiente escala. EI AFE ha
mostrado un artefacto estadistico, ya que los items redactados negativamente de las
subescalas Rechazo y E-ETS saturaban en su correspondiente subescala y, ademas, en
un cuarto factor que recoge la connotacion negativa de la redaccion. Una vez aclarado
este problema, la extraccion preestableciendo el numero de factores a tres y empleando
la rotacion Oblimin Direct, ha replicado la estructura factorial hallada por Morokoff et
al. (1997), la cual ha explicado un 48% de la varianza. Esta estructura ha sido
confirmada mediante analisis factorial confirmatorio, de forma que el modelo de tres
factores (Inicio, Rechazo y E-ETS) relacionados entre si, ha sido el que mejor ha

ajustado de entre los que se han sometido a prueba.

La fiabilidad de las subescalas es adecuada, encontrandose coeficientes para
cada una de ellas muy similares a los hallados en otros estudios (Jacobs y Thomlison,
2009; Jenkins, 2008; Livingston et al., 2007; Mosack et al., 2005; Noar, Morokoff y
Harlow, 2002; Noar, Morokoff y Redding, 2002; Quina et al. 2000; Stoner et al., 2008;
Testa et al., 2007; Yoder et al., 2007). Al igual que en Morokoff et al. (1997), la
subescala con mayor indice de fiabilidad ha sido E-ETS (o = .85), seguida por Inicio (o
=.80) y Rechazo (o = .76).
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En el anélisis de la validez concurrente se han confirmado la mayor parte de las
hipotesis de partida. Debemos sefialar que las puntuaciones del HISA y del SAS han
sido transformadas en sentido positivo, por lo que mayor puntuacion indica mayor
asertividad sexual. En cuanto a las correlaciones del SAS con el HISA, SAS Inicio ha
correlacionado de forma elevada con HISA Inicio y de forma moderada con HISA
Ausencia de timidez/Rechazo; SAS Rechazo mantiene una correlacion baja, aunque
positiva como se esperaba, con HISA Ausencia timidez/Rechazo, lo mismo que ocurre
con la subescala SAS E-ETS. Parece por tanto confirmarse una relacion léogica y
esperada entre las subescalas del SAS y del HISA. Las bajas correlaciones de la
subescala E-ETS pudieran estar indicando la ausencia de un contenido homélogo en el
HISA. En cuanto a las correlaciones con el ASPA, como se esperaba, las tres subescalas
del SAS han correlacionado de forma positiva con ASPA Asercion, y de forma negativa
con ASPA Agresion, ASPA Sumisidon y ASPA Agresion pasiva, aunque los coeficientes
de correlacién obtenidos son méas bien bajos. Los resultados apuntan en la direccion de
lo observado por otros autores (Apt y Hurlbert, 1993; Testa et al., 2007). Las bajas
correlaciones con Agresion podrian explicarse por el hecho de que el SAS tiene items
redactados de forma positiva (comunicacion asertiva) y de forma negativa
(comunicacion pasiva), no encontrandose en ningun caso items alusivos a un estilo de
comunicacion agresivo. Por otro lado, se han observado correlaciones en el sentido
esperado, aunque bajas, entre las subescalas del EAD-13 y las subescalas Inicio y E-
ETS del SAS, lo que confirmaria que las personas con mayor asertividad sexual estan
mas satisfechas y cohesionadas en su relacion de pareja, tomando ademas las decisiones
de forma maés consensuada (Epstein, 1981; Greene y Faulkner, 2005; Hurlbert, 1991;
Morokoff et al., 1997; Smolen, Spiegel, Bakker-Rabdan, Bakker y Martin, 1985). Por
ultimo, las habilidades sociales generales correlacionan con SAS Inicio de forma
moderada, poniéndose de manifiesto la relacion entre las habilidades sociales y la
capacidad percibida para iniciar una relacion sexual (Hammond y Oei, 1982; Quina et
al., 2000; Salazar et al., 2004). Esta relacion es mas baja en el caso de la subescala
Rechazo donde posiblemente exista una gran influencia de los estereotipos de género
(Kiefer, Sanchez, Kalinka e Ybarra, 2006; Sanchez, Kiefer e Ybarra, 2006) y presiones
sociales (Walker, 1997) que eclipsen el efecto de las habilidades sociales. También
parece ser que las habilidades sociales solo explican una pequefia parte del uso de
métodos anticonceptivos, los cuales se ven influenciados por otras muchas variables,

como la autoestima (Boden y Horwood, 2006), la autoeficacia (O Leary, Jemmott y
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Jemmott, 2008), el riesgo percibido (Lameiras, Rodriguez y Dafonte, 2002) o el
consumo de alcohol (Anton Ruiz y Espada, 2009; Stoner et al., 2008), entre otras.

En definitiva, se puede concluir que la adaptacion espafiola de la SAS representa
la asertividad sexual tal como la definieron Morokoff et al. (1997). El cuestionario se
muestra estable en dos paises con culturas diferentes. Se trata ademas de un cuestionario
fiable, con una dimensionalidad que replica el contenido tedrico y unos indicadores de
consistencia interna asi como de validez concurrente adecuados. No obstante, pese a que
los resultados parecen indicar una buena bondad psicométrica del SAS en hombres y
mujeres esparioles, es necesario resefiar que los datos encontrados dificilmente podrian
enmarcarse como conclusiones definitivas. Otros estudios con objetivos mas ambiciosos
serian interesantes; por ejemplo, calcular la invarianza factorial de hombres y mujeres,
con el objetivo de replicar la equivalencia de la dimensionalidad de la escala en estas
dos muestras. También resultaria de sumo interés la obtencion de baremos con el fin de
poder detectar las carencias en asertividad sexual, planteando diferentes intervenciones
en funcion de las necesidades. Por Gltimo, seria de gran relevancia, una vez confirmada
la validez y fiabilidad de la escala en poblacién normal, adaptar y validar la escala en

poblaciones clinicas o con conductas sexuales de riesgo.
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Evaluacion de la equivalencia factorial y métrica de la Sexual Assertiveness Scale

(SAS) por sexo

Resumen

La asertividad sexual se refiere a la habilidad con la que una persona inicia la
actividad sexual, rechaza la actividad sexual no deseada y emplea métodos
anticonceptivos, desarrollando comportamientos sexuales saludables. La Sexual
Assertiveness Scale (SAS) evalla estas tres dimensiones. El proposito del presente
estudio es evaluar la equivalencia de la escala mediante Modelos de Ecuaciones
Estructurales y Funcionamiento Diferencial del item entre hombres y mujeres. También
se proveera de baremos a la prueba. Un total de 4.034 participantes de 21 provincias
espafolas participaron en este estudio. Se empled un muestreo por cuotas. Los
resultados indican una equivalencia factorial estricta para la Sexual Assertiveness Scale
entre sexos. Un item ha mostrado Funcionamiento Diferencial del item, pero éste no
parece afectar a la escala, por tanto no existe un sesgo notable en la escala al comparar
entre sexos. Los baremos muestran puntuaciones similares entre hombres y mujeres en
asertividad-inicio y mayores para las mujeres en asertividad-rechazo, y asertividad-uso
de métodos anticonceptivos y prevencion de embarazo. La escala puede ser usada en
hombres y mujeres con garantias psicométricas suficientes.

Palabras clave: asertividad sexual, Sexual Assertiveness Scale, equivalencia, baremos.

Abstract

Sexual assertiveness means the ability to initiate sexual activity, refuse unwanted
sexual activity, and use contraceptive methods to avoid Sexual Transmitted Diseases,
developing healthy sexual behaviors. The Sexual Assertiveness Scale (SAS) assesses
these three dimensions. The purpose of this study is to evaluate using Structural
Equation Modelling and Differential Item Functioning the equivalence of the scale
between men and women. Standard scores will be also provided. A total of 4,034
participants from 21 Spanish provinces took part in the study. Quota sampling method
was used. Results indicate a strict equivalent dimensionality of the Sexual Assertiveness
Scale across sex. One item flagged Differential Item Functioning, although it does not
affect the scale. Therefore there is no significant bias in the scale when comparing
across sex. Standard scores show similar Initiation assertiveness scores for men and

women, and higher scores on Refusal and Sexual Transmitted Disease Prevention for
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women. This scale can be used on men and women with sufficient psychometric
guarantees.
Keywords: sexual assertiveness, Sexual Assertiveness Scale, equivalence, percentile

scoring scale.

- 141 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

Introduccion

La asertividad sexual se refiere a la capacidad de las personas para iniciar la
actividad sexual, rechazar la actividad sexual no deseada y emplear métodos
anticonceptivos, desarrollando comportamientos sexuales saludables (Morokoff et al.,
1997). La asertividad es un constructo especifico de cada situacion. De hecho, una
persona socialmente asertiva no tiene por qué serlo en contextos sexuales (Santos-
Iglesias y Sierra, 2010b; Sierra, Vallejo-Medina y Santos-lglesias, 2011; Zamboni,
Crawford y Williams, 2000). Por tanto, es recomendable evaluar el constructo concreto
de asertividad sexual empleando para ello instrumentos especificos (Livingston, Testa y
VanZile-Tamsen, 2007). Contar ademas con instrumentos equivalentes entre grupos
poblacionales (por ejemplo, hombres y mujeres) cuando el deseo es comparar el
constructo en estas poblaciones es importante para minimizar el sesgo de la evaluacion.
Puesto que los niveles de asertividad sexual de hombres y mujeres han sido
ampliamente comparados (Haavio-Mannila y Kontula, 1997; Morokoff et al., 2009;
Pierce y Hurlbert, 1999; Rosenthal, Moore y Flynn, 1991; Stulhofer, Graham,
Bozicevic, Kufrin y Ajdukovic, 2007) resulta necesario contar con un instrumento que
evalUe asertividad sexual que se muestre equivalente para ambos sexos, mas ain cuando
bien es sabido que este constructo estd implicado en diferentes areas de la salud sexual:
funcionamiento sexual (Hurlbert et al., 2005; Ménard y Offman, 2009), la victimizacion
sexual (Katz, May, Sorensen y DelTosta, 2010; Kearns y Calhoun, 2010; Livingston et
al., 2007; Ortega, Sanchez, Ortega-Rivera, Nocentini y Menesini, 2010; Sierra, Monge,
Santos-Iglesias, Bermidez y Salinas, 2011) y las conductas sexuales de riesgo
(Auslander, Perfect, Succop y Rosenthal, 2007; Bermudez, Castro, Madrid y Buela-
Casal, 2010; Rickert, Sanghvi y Wiemann, 2002; Roberts y Kennedy, 2006; Schick,
Zucker y Bay-Cheng, 2008). Por tanto, una escala de asertividad sexual equivalente
para ambos sexos ayudaria a interpretar correctamente el peso que la asertividad sexual
tiene sobre el funcionamiento sexual, la victimizacién sexual y las conductas sexuales
de riesgo, en hombres y en mujeres.

La Sexual Assertiveness Scale (SAS; Morokoff et al., 1997) es un instrumento
breve y autoadministrable formado por 18 items con 5 categorias de respuesta de tipo
Likert (0O = nunca; 4 = siempre) agrupados en tres dimensiones que corresponden con la
definicion semantica del constructo: Inicio (items 1-6, evalta la frecuencia con la que se
inicia una relacién sexual y que ésta se desarrolle de la forma deseada), Rechazo (items

7-12, evalla la frecuencia con la que una persona se niega a tener una relacion o
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practica sexual no deseada) y Prevencion de Embarazos y Enfermedades de
Transmision Sexual y (E-ETS) (items 13-18, evalla la insistencia en el uso de métodos
anticonceptivos de barrera de latex con la pareja). La mitad de los items estan
redactados de forma inversa. En la revision de Santos-lglesias y Sierra (2010a) se indica
una consistencia interna de las subescalas que oscilo entre 0,66 y 0,86. También se ha
observado una buena fiabilidad test-retest (entre 0,60 y 0,78 a los 6 meses, y entre 0,59
y 0,69 al afio), asi como una estructura factorial estable. En Espafia, tanto las
validaciones en poblacion normal de la escala (Sierra et al., 2011) como la adaptacion a
poblacién drogodependiente (Vallejo-Medina y Sierra, 2011) han mostrado adecuadas
propiedades psicométricas.

El objetivo del presente estudio instrumental (Montero y Ledn, 2007) es analizar
la equivalencia factorial (mediante el calculo de invarianza bajo el procedimiento Mean
and Covariance Structures Analysis, MACS) y la equivalencia métrica (empleando
Funcionamiento Diferencial del item, DIF) de la escala entre hombres y mujeres. Por
ultimo, se presentaran los baremos de la escala diferenciados por sexo y edad, y se

exploraran las diferencias por sexo en asertividad sexual.

Método

Participantes

La muestra estaba compuesta por 4.034 individuos heterosexuales. Todos ellos
mantenian una relacion de pareja estable (de al menos 6 meses de duracion). De ellos,
1.901 (47,10%) son varones y 2.133 (52,90%) mujeres. Sus edades oscilaban entre 18 y
87 afios siendo la media 40,28 (DT = 13,58), no encontrandose diferencias significativas
por sexo t (4019) = -0,14; p = 0,98), siendo la edad media de los hombres 40,28 afios
(DT = 13,40) y 40,29 (DT = 13,74) la de las mujeres. Respecto al nivel académico, 93
participantes (2,3%, 45 hombres y 48 mujeres) informaron no tener estudios, 769
(19,10%, 335 hombres y 429 mujeres) tenian estudios primarios, 1.132 (28,10%, 579
hombres y 552 mujeres) acabaron los estudios de secundaria y 2.027 (50,20%, 935
hombres y 1085 mujeres) tenian estudios superiores. Las diferencias en el nivel
educativo por sexo no resultaron significativas a un nivel de confianza del 99%.
Los participantes fueron seleccionados entre la poblacion general espafiola de 21
provincias mediante muestreo no probabilistico por cuotas: grupo de edad (18-34, 35-49
y mas de 50 afios), sexo (hombres y mujeres) y tamafio de poblacién de residencia

(menos y mas de 50.000 habitantes). Se reclutaron en centros de salud, centros clinicos,
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hospitales, centros sociocomunitarios y de animacion sociocultural, centros de atencion
a la tercera edad, centros de la Cruz Roja, universidades, centros de voluntariado,

asociaciones de vecinos, etc.

Instrumentos

- Cuestionario sociodemografico que recogia informacion acerca del sexo, edad,
pareja sexual, actividad sexual, zona geografica de residencia y nivel de
estudios.

- Sexual Assertiveness Scale (SAS; Morokoff et al., 1997; Sierra et al., 2011). La
informacion sobre la escala se ha incluido en la introduccion. En el presente
estudio se ha encontrado un coeficiente de fiabilidad omega (Elosua y Zumbo,
2008) de 0,77 en Inicio, 0,77 en Rechazo y 0,89 en E-ETS. A mayor puntuacién

mas asertividad sexual.

Procedimiento

El proceso de evaluacion se realizé en distintos centros. Un equipo de psicélogos
entrenados para tal fin llevd a cabo la evaluacion, facilitando las mismas instrucciones y
aclarando las dudas a los participantes. Estos Gltimos no recibieron incentivo de ningln
tipo (salvo los estudiantes universitarios evaluados en la Universidad de Alicante,
Universidad de Murcia y la Universidad de Vigo en donde la participaciéon suponia el
incremento de una décima en la calificacibn de una asignatura). A todos los
participantes se les entregaron los dos cuestionarios junto a otros que no son objeto de
este estudio en un sobre, el cual devolvian en mano y cerrado una vez contestados;
asegurandoles el anonimato y la confidencialidad de sus respuestas. La evaluacién
duraba aproximadamente 45 minutos. Se empled el consentimiento informado verbal.
La participacion fue voluntaria. EI 15,56% de los participantes presentaron alguna

omision en sus respuestas, siendo estos casos eliminados para los anélisis estadisticos.

Anélisis de datos.

Se dice que una escala es invariante cuando las relaciones entre items y
constructo son idénticas para los grupos que se comparan; de esta forma se confirmaria
que las puntuaciones no se ven sesgadas por la existencia de distintos patrones de
relaciones entre los constructos y los items (Lubke, Dolan, Kelderman y Mellenberg,

2003). Mediante EQS 6.1 se realiz6 el célculo la Invarianza Factorial (IF) de forma
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progresiva bajo el procedimiento Mean and Covariance Structures Analysis (MACS),
siguiendo la linea de Byrne et al. (2009), el cual permite evaluar invarianza de forma
fuerte frente al Covariances Structures Analysis (COVS) que solo permite, segln
Meredith (1993), una evaluacion débil de la IF; en Byrne y Stewart (2006) se puede
ampliar informacion al respecto. La evaluacién progresiva de la IF (Byrne, 2008;
Elosua, 2005) se realizard en cuatro pasos: 1) invarianza configural (se evaluara la
invarianza sin restricciones en el modelo); 2) invarinza métrica o débil (se restringiran
los pesos factoriales, evaluando la equivalencia del peso de cada item respecto a su
factor perteneciente); 3) invarianza fuerte (se restringiran los interceptos); y 4)
invarianza estricta (se restringiran las varianzas y covarianzas de los errores). Los
indices de ajuste global empleados fueron el Root Mean Square Error Aproximation
(RMSEA,; Hu y Bentler, 1999) y su intervalo confidencial, y el Comparative Fit Index
(CFI; Bentler, 1990). Valores inferiores a 0,06 para el RMSEA (Browne y Cudeck,
1993) y mayores a 0,95 para el CFI serén considerados de buen ajuste. Ademas, el CFI
sera el principal indicador empleado para evaluar la IF; se considerara indicio de
invarianza que el CFI no disminuya mas de 0,01 con respecto al modelo anterior
(Cheung y Rensvold, 2002). EI CFI se complementara con el criterio de informacién de
Akaike (AIC; Akaike, 1974). Un incremento considerable en este indicador serd
indicador de ausencia de IF. El test de Mardia (Mardia, 1974) ha sido empleado para
evaluar la normalidad multivariada de los datos, valores inferiores a 5,00 seran
indicativos de normalidad. EI método de estimacion empleado ha sido méaxima
verosimilitud (ML) robusta. Puesto que las alternativas de respuesta son categéricas se
ha empleado la matriz de correlaciones policéricas (Timmerman y Lorenzo-Seva,
2011).

Como complemento a la IF se ha realizado andlisis de Funcionamiento
Diferencial del item (DIF). EI DIF es un sesgo consistente en que participantes con el
mismo nivel en la caracteristica evaluada tienen una probabilidad diferente de escoger
una determinada respuesta en un determinado item, en funcién del grupo al que
pertenecen (Hidalgo, Gomez y Padilla; 2005). Se emple6 el SPSS para evaluar la
presencia de DIF, mediante regresion logistica multinomial (Miller y Spray, 1993). Esta
técnica permite detectar DIF uniforme y no uniforme en items politémicos (Hidalgo y
Lopez-Pina, 2004).

Si la aportacion del Modelo 2, por si misma, es significativa (99%), nos

encontraremos ante un DIF de tipo uniforme; si la aportacion del Modelo 3 es
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significativa (99%), el DIF sera de tipo no uniforme. Ante un tamafio muestral elevado
es de esperar la aparicion de relaciones significativas, por tanto el informe de DIF se
complementard con una medida del tamafio de efecto que medira la magnitud del DIF:
el AR? Nagelkerke (R* < 0,035 = DIF despreciable; 0,035 < R* < 0,070 = DIF
moderado; R* > 0,070 = DIF alto [Jodoin y Gierl, 2001]). También se implementara un
proceso de purificacion por etapas para los items que hayan mostrado DIF moderado o
alto. Para ello se realizara una nueva regresion eliminando del total de la escala los
items con DIF. De esta forma podremos observar si la presencia del DIF estaba
atenuando, agravando o encubriendo la presencia de mas DIF. Para acabar, se ha
utilizado un modelo de probabilidad acumulativa, con el fin de observar en qué

categoria de la escala de respuesta se encuentra el DIF (Mellenbergh, 1995).

Resultados
Equivalencia factorial de la escala (invarianza factorial)

El test de Mardia (65,77) indica no normalidad multivariada de los datos, por lo
que, tal y como ha sido descrito, se ha empleado un método de estimacion robusto:
Maéaxima Verosimilitud (ML). Se ha puesto a prueba el modelo espafiol que mejor ajuste
ha proporcionado al SAS hasta la fecha: tres factores relacionados (Inicio, Rechazo y E-
ETS) con covarianza entre los errores de los items 2 y 5. Evaluando la equivalencia
configural de este modelo se aprecia un mal ajuste del mismo: Santorra-Bentler Scaled
Chi-Square (S-By?) = 2839,89, gl =262, p = 0,00, RMSEA = 0,07, CFI = 0,91. Dado
que un buen ajuste del modelo configural es necesario para comenzar a evaluar la IF, se
han consultado los indices de modificacion (Lagrange Multiplier Test) que sugieren
covariar los errores de los items redactados de forma inversa, entre ellos y solo dentro
del factor correspondiente: (Inicio: 3, 4, 6; Rechazo: 7, 8, 10; E-ETS: 13, 14, 16), de
forma que se ha puesto el nuevo modelo a prueba; los resultados pueden observarse en
la Tabla 1.
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Tabla 1

indices de bondad de ajuste de los modelos de invarianza por sexo.

S-By’ gl RMSEA (IC90%)  AIC  CFI
Invarianza configural 1055,37** 210 0,049 (0,046-0,052) 635,11 0,958
Invarianza débil 1091,58** 213 0,049 (0,046-0,052) 665,58 0,957
Invarianza fuerte 1281,57** 228 0,052( 0,049-0,055) 825,57 0,948
Invarianza estricta 1515,83** 237 0,056(0,054-0,059) 1041,83 0,939

Nota. S-B y*: Santorra-Bentler Scaled Chi-Square; gl: grados de libertad; RMSEA (IC 90%):
Root Mean-Square error of aproximation (entre paréntesis su intervalo confidencia al 90%);
AIC: Criterio de Informacion Akaike; CFI: Comparative Fit Index; ** p < 0,01.

El nuevo modelo puesto a prueba muestra un excelente ajuste en el modelo
configural, por tanto se procederd a evaluar un nivel débil de invarianza. El ajuste
general para este segundo modelo es también 6ptimo y, como se puede observar, el CFI
no se reduce practicamente y el AIC solo aumenta levemente; por tanto, este modelo
cumple la IF débil. A continuacion damos otro paso en la evaluacion progresiva de la IF
y ponemos a prueba el modelo de invarianza fuerte. Este modelo también muestra
adecuados indices de ajuste y un CFI que se reduce en 0,009; si bien es cierto que el
AIC aumenta considerablemente, consideramos que el estancamiento del CFI es
suficiente para otorgar la invarianza fuerte. Por ultimo, este modelo también parece
cumplir una invarianza factorial estrictamente equivalente entre hombres y mujeres
pues, aunque el CFI se aleja ligeramente de 0,95, y el AIC aumenta considerablemente,
el ajuste general puede considerarse adecuado y el CFI no se reduce en més de 0,01. Por

tanto, se ha alcanzado el maximo nivel de invarianza al que se ha sometido el modelo.

Equivalencia Métrica de la Escala (Funcionamiento Diferencial del item)

A continuacidn, se implementé otro procedimiento para confirmar la equidad de
la escala: analisis del Funcionamiento Diferencial del item. Los resultados de la
regresion logistica multinomial parecen confirmar la tendencia encontrada en los
analisis anteriores. Al observar la Tabla 2, se aprecia como la presencia de DIF es casi
anecdotica. Solo el item 1, al comparar entre sexos, muestra DIF moderado, no
uniforme. Al realizar la purificacion del total, no aparece nuevo DIF y el propio DIF del
item 1 se reduce (Modelo 2: ¥* 1, = 3,02, p = 0,082, AR* = 0,001; Modelo 3: y* () =
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73,95, p < 0,01, AR = 0,027). Tampoco aparece DIF de consideracion al comparar por
categorias de respuesta de Mellenberg.

Tabla 2

Funcionamiento Diferencia del Item en sexo.

Modelo 2 Modelo 3
Item Lo P AR? Lo p AR?
1 8,27 0,00 0,003 98,24 0,00 0,035
2 28,52 0,00 0,010 46,94 0,00 0,017
o 3 5,28 0,02 0,002 49,20 0,00 0,017
Inicio 4 0,00 0,94 0,000 44,36 0,00 0,016
5 19,22 0,00 0,007 35,47 0,00 0,012
6 33,42 0,00 0,012 57,22 0,00 0,020
7 0,16 0,68 0,000 3,87 0,05 0,001
8 51,35 0,00 0,016 7,80 0,01 0,003
Rechazo 2,27 0,13 0,001 27,88 0,00 0,008
10 11,91 0,00 0,004 18,39 0,00 0,006
11 36,94 0,00 0,012 6,43 0,01 0,002
12 5,52 0,02 0,002 38,23 0,00 0,012
13 1,88 0,17 0,001 12,04 0,00 0,004
14 4,67 0,03 0,002 18,33 0,00 0,006
ELETS 15 66,71 0,00 0,023 14,08 0,00 0,005
16 24,20 0,00 0,009 11,64 0,00 0,004
17 0,00 0,99 0,000 2,17 0,14 0,001
18 6,13 0,01 0,002 2,82 0,09 0,001

Nota: se destaca en negrita la presencia de DIF; AR% tamafio de efecto.

Baremos

Observando los histogramas de las puntuaciones, junto con la asimetria y la

curtosis se aprecia la normalidad de la distribucion muestral con valores cercanos a +
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0,50. Los baremos se han obtenido, por tanto, empleando las puntuaciones directas sin

ninguna transformacion previa. Véanse las Tablas 3y 4.

Salvo en la dimension Inicio en 18-34 afios ¢ (1289) =-0,39, p = 0,69 y en 35-49
anos ¢ (1289) = 0,43, p = 0,66 en la que no se han encontrado diferencias significativas
en funcidn del sexo, en el resto si existen diferencias significativas. En concreto: 1) en
18-34 afos en la dimensidon Rechazo t (1390) = -16,51, p = 0,00, d = 0,88; E-ETS t
(1389) =-11,05, p = 0,00, d = 0,59; 2) en 35-49 afios en Rechazo t (1287) = -11,63, p =
0,00, d =0,64; E-ETS t(1269)=-10,16, p = 0,00, d = 0,57; y 3) en 50-88 afos en Inicio
t (1099) =9,49, p = 0,00, d = 0,57; Rechazo t (1097) = 11,76, p = 0,00, d = 0,70; y E-
ETS t(1048)=-7,83, p=0,00, d = 0,52.
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Tabla 3
Baremos de la SAS para varones por rango de edad.
Varones

18-34 35-49 50-88

Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS
M 14,67 12,15 14,79 14,34 11,45 12,41 13,57 10,11 9,79
DT 4,36 5,70 7,16 4,45 5,40 712 4,34 5,30 7,02
Min 1 0 0 1 0 0 0 0 0
Max 24 24 24 24 24 24 24 24 24
N 658 658 658 587 587 581 512 511 490
Perdidos 6 6 6 53 53 59 83 84 105
Percentiles
1 4 0 0 4 0 0 1 0 0
5 7 3 2 7 2 0 6 1 0
15 10 6 7 10 6 4 9 4 1
25 12 8 10 11 8 8 11 7 4
35 13 10 12 13 10 10 12 8 6
45 14 11 13 14 11 12 13 10 8
50 15 12 14 14 12 12 14 10 10
55 15 12 16 15 12 12 14 11 11
65 16 14 19 16 13 14 15 12 12
75 18 16 22 18 14 18 16 13 13
85 19 19 24 19 17 23 18 15 17
95 22 23 24 22 22 24 20 20 24
99 24 24 24 24 24 24 24 24 24
Nota: M: Media; DT: Desviacion Tipica; Min y Mé&x: Minimo y Maximo; N: tamafio muestral; E-ETS (Enfermedades de Transmision Sexual y prevencion de
Embarazos)
Tabla 4
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Baremos de la SAS para mujeres por rango de edad.

Mujeres
18-34 35-49 50-88
Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS
M 14,76 16,93 18,79 14,22 14,82 16,49 10,72 13,69 13,33
DT 4,82 5,10 6,32 5,20 4,99 7,08 5,48 4,78 7,55
Min 0 0 0 0 0 0 0 0 0
Max 24 24 24 24 24 24 24 24 24
N 736 735 734 702 703 691 589 588 560
Perdidos 2 3 4 8 7 19 87 88 116
Percentiles
1 3 5 1 2 4 0 0 3 0

5 6 8 7 5 7 3 1 6 0

15 9 11 12 9 10 9 5 9 4

25 11 13 14 11 11 12 7 11 8

35 13 15 17 12 12 12 8 12 12

45 15 16 20 13 13 15 10 12 12

50 15 17 22 14 14 17 11 13 12

55 16 18 23 15 15 19 12 13 12

65 17 20 24 17 16 23 13 15 16

75 18 21 24 18 19 24 15 17 20

85 20 23 24 20 20 24 16 19 24

95 22 24 24 22 24 24 20 23 24

99 24 24 24 24 24 24 22 24 24

Nota: M: Media; DT: Desviacion Tipica; Min y Méax: Minimo y Méaximo; N: tamafio muestral; E-ETS (Enfermedades de Transmision Sexual y prevencion de

Embarazos)
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Discusion y conclusiones

En este estudio se plante6 como objetivo demostrar la equivalencia de la SAS entre
hombres y mujeres. Para ello se implementaron dos procedimientos distintos: el calculo de la
IF progresiva bajo el procedimiento MACS vy el andlisis de la presencia de DIF. La IF ha
mostrado una invarianza estrictamente equivalente de la SAS entre ambos sexos para el
modelo de tres factores con los errores de los items redactados de forma negativa, covariados
dentro de la subescala. Alcanzar un nivel de invarianza estricta, no solo permite comparar las
medias de los items y factores de cada grupo con un sesgo minimo, sino que permite afirmar
que la medida es igual de precisa en ambos grupos (Dimitrov, 2010). Estos resultados ademas
son coherentes con los obtenidos mediante DIF, en donde solo el item 1 (“Inicio las
relaciones sexuales con mi pareja cuando lo deseo”) ha mostrado DIF (de tipo no uniforme)
entre sexos. Pese a que el DIF no llega a ser muy intenso, su presencia podria indicar que
todavia existe un ligero sesgo en la poblacion espafiola, heredado de los roles tradicionales
de género (Gutiérrez-Quintanilla, Rojas-Garcia y Sierra, 2010; Legido-Marin y Sierra, 2010;
Morokoff et al., 2009; Sierra, Rojas, Ortega y Martin Ortiz, 2007). No obstante, la cantidad
de DIF es casi despreciable y no es necesario tomar medidas con este item. Por tanto, no

parece existir sesgo importante al aplicar la escala a hombres y mujeres.

Una vez que se ha probado una equivalencia factorial estricta y la equivalencia
métrica de la SAS entre sexos, se han presentado los baremos para la escala. Como se puede
observar en las Tablas 3 y 4, la asertividad sexual referida a iniciar relaciones sexuales en los
varones apenas se modifica con la edad, disminuye un solo punto. Una tendencia similar se
encuentra en las mujeres, quienes mantienen las puntuaciones parecidas entre los 18 y 49
afios pero bajan 4 puntos (casi una desviacion tipica) al superar los 49 afios, solo en el Gltimo
rango de edad se encuentran diferencias significativas entre hombres y mujeres. Esto podria
deberse a que por encima de los 50 afios nos encontramos con una cohorte que ha sido
educada en funcion de los roles tradicionales de género (Morokoff et al., 2009), donde las
mujeres juegan un rol pasivo y esperan a que sea el varon quien inicie la relacion (Metts y
Spitzberg, 1996; Muehlenhard y McCoy, 1991). Pudiera ser que la presencia de DIF en el
item 1 (“Inicio las relaciones sexuales con mi pareja cuando lo deseo”) indique la presencia
residual de estos roles tradicionales en nuestra sociedad. No obstante y a grandes rasgos, los
resultados observados en el presente estudio se acercan a los encontrados en estudios
recientes (Morokoff et al., 2009; Sierra et al., 2011; Stulhofer et al., 2007), los cuales se

distancian de los roles tradicionales de género. Otra hipétesis que no se puede obviar, seria

-152 -



Equivalencia de la SAS por sexo

considerar una influencia de la menopausia, aunque esto no ha sido probado. Respecto a la
subescala Rechazo las mujeres punttan significativamente mas en asertividad sexual de
rechazo que los hombres de su misma edad. Otros estudios también apuntan en esta
direccion; asi Stulhofer et al. (2007) sefialan que las mujeres tienen mayor asertividad de
rechazo que los hombres. Estos resultados si apuntan directamente hacia los roles
tradicionales, donde se considera a la mujer la restrictora del sexo (Simon y Gagnon, 2003).
Por dltimo, en todos los rangos de edad se han observado diferencias significativas a favor de
las mujeres en E-ETS. Ellas muestran mas asertividad sexual de E-ETS, pese a que
tradicionalmente el condon ha sido asociado al control masculino y que las mujeres que lo
Ilevan hayan sido asociadas con baja moralidad (Ramos, Diaz, Saldivar y Martinez, 1999).
Es posible que nos encontremos también en esta escala con un cambio con respecto a ideas
tradicionales y que sean las mujeres —que tienen mayor riesgo de contagio de VIH- las que

mas asertividad sexual de E-ETS tengan.

Como conclusién, la invarianza estricta alcanzada junto con la presencia minima de
DIF al comparar hombres y mujeres permite contrastar las medias de los factores entre sexos
de forma precisa. Ademas, la obtencién de los baremos permitira una evaluacién mas precisa
de la asertividad sexual. No obstante, el estudio presenta ciertas limitaciones, pues a pesar de
contar con un tamafio muestral elevado, éste no es representativo de la poblacion espafiola, no

pudiendo por tanto generalizarse los resultados.
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Adaptation and validation of the Sexual Assertiveness Scale (SAS) in a sample of

male drug users

Abstract

The aim of the present study was to adapt and validate the Sexual Assertiveness Scale
(SAS) in a sample of male drug users. The SAS assesses frequency of initiation of
wanted sexual experience (Initiation), frequency of refusal of unwanted sexual
experience (Refusal), and frequency of condom insistence (Sexually Transmitted
Diseases-Prevention; STD-P). A sample of 326 male drug users and 322 non-clinical
males was selected by cluster sampling and convenience sampling, respectively.
Participants completed the SAS, the Changes in Sexual Functioning Questionnaire
Short-Form (CSFQ-14), the Cuestionario de Consumo de Sustancias (Questionnaire on
Substance Use), and an interview on substance use. Results show that the scale has
good psychometric properties and adequate internal consistency reliability (Initiation =
.66, Refusal = .74 and STD-P =.79). Evaluation of the invariance shows strong factorial
equivalence between both samples. A high and moderate effect of Differential Item
Functioning was only found in items 1 and 14. It is strongly recommended not to use
item 1 if the goal is to compare the scores of both groups or the comparison will be
biased. Correlations obtained between the CSFQ-14 and the safe sex ratio with the SAS
subscales were significant and indicate good concurrent validity. Scores of male drug
users were similar to those of non-clinical males, except in the STD-P assertiveness
subscale, where the scores of drug users were lower. However, this result should be
interpreted with caution. Therefore, the adaptation of the SAS to drug users provides
enough guarantees for reliable and valid use in both clinical practice and research,

although care should be taken with item 1.

Key words: Sexual assertiveness; drug users; SAS; validation; sexuality; drugs;
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Sexual assertiveness refers to people’s ability to initiate sexual activity, reject
unwanted sexual activity, and use contraceptive methods, developing healthy sexual
behaviors. It is based on the human right to self-determination, which assumes that
people have the right to make decisions about their own sexual experience and activity
(Morokoff et al., 1997). It is a central component of human sexuality (Sierra, Santos,
Gutiérrez-Quintanilla, Gbmez, & Maeso, 2008) and can be associated with three of its
major areas: sexual functioning, sexual victimization, and risky sexual behaviors
(Santos-Iglesias & Sierra, 2010a). Sexual assertiveness is closely related to sexual
functioning and has been associated with sexual satisfaction (Haavio-Mannila &
Kontula, 1997; Hurlbert, 1991; MacNeil & Byers, 1997; Ménard & Offman, 2009),
sexual desire (Hurlbert, 1991; Hurlbert et al., 2005), orgasmic ability (Cotten-Houston
& Wheeler, 1983; Hurlbert, 1991; Hurlbert, Apt, & Rabehl, 1993; Kuriansky, Sharpe, &
O’Connor, 1982), and marital satisfaction (Santos-lglesias, Vallejo-Medina & Sierra,
2009) . However, no studies have explored the influence of sexual assertiveness on the
sexual functioning of drug users, even though the latter is seriously damaged by heavy
and/or long-term use of alcohol (Avila Escribano, Pérez Madruga, Olazéabal Ulacia, &
Fidalgo, 2004; Johnson, Phelps, & Cottler, 2004), cocaine (Johnson et al., 2004;
Munarriz, Hwang, Goldstein, Traish, & Kim, 2003), heroin (Aguilar De Arcos et al.,
2008; Palha & Esteves, 2002), amphetamines and methamphetamines (Mckay, 2005;
Schilder, Lampinen, Miller, & Hogg, 2005), benzodiazepines (Crenshaw & Goldberg,
1996; Fecik, 1998), and marihuana (Crenshaw & Goldberg, 1996; Johnson et al., 2004).
Therefore, sexual assertiveness may play an important role in the sexual functioning of

drug users. However, to date, no empirical studies have observed this relationship.

Little research has focused on the effect of sexual assertiveness on male sexual
victimization (Santos-Iglesias & Sierra, 2010a). Morokoff et al. (2009) found that
sexual assertiveness is a mediator between risky sexual practices and sexual
victimization in males. It has been pointed out that low sexual assertiveness can be both
a consequence of victimization and a risk factor for experiencing it (Livingston, Testa,
& VanZile-Tamsen, 2007). In male drug users, few studies have assessed the
probability of having unwanted sex. Shacham and Cottler (2010) reported that 8.60% of
male drug users have had unwanted sex. Moreover, 52.75% of cocaine and
methamphetamine users admit having taken part in sexual practices that were

uncommon to them because they were under the influence of the drug (Shacham &
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Cottler, 2010). Clinical practice reveals that they later regret participating in many such

practices.

Sexual assertiveness also influences risky sexual behaviors. Many studies have
identified sexual assertiveness as an important predictor of risky sexual behaviors
(DiClemente & Wingood, 1995; Noar, Carlyle, & Cole, 2006; Noar, Morokoff, &
Redding, 2002; Schooler, Ward, Merriwether, & Caruthers, 2005; Zablotsky &
Kennedy, 2003; Zamboni, Crawford, & Williams, 2000). Sexual assertiveness has been
related both with intention to use a condom (Baele, Dusseldorp, & Maes, 2001; Roberts
& Kennedy, 2006) and actual condom use (Auslander, Perfect, Succop, & Rosenthal,
2007; Baele et al., 2001; Crowell, 2004; Morokoff et al., 2009; Raj, Silverman, &
Amaro, 2004). People with low sexual assertiveness have a greater number of sexual
partners (Auslander et al., 2007) and higher chances of having risky sexual partners
(Dolcini & Catania, 2000). There is a clear relationship between sexual assertiveness
and sexually transmitted diseases/human immunodeficiency virus (STDs/HIV). Bertens,
Eiling, van Den Borne, and Schaalma (2009) and Di Noia and Schinke (2007) observed
how interventions aimed to prevent infection from STDs/HIV also led to improvements
in sexual assertiveness. Programs designed to increase sexual assertiveness through role
playing and behavioral rehearsal reduce the number of risky sexual behaviors
(DiClemente & Wingood, 1995; Lawrance & Byers, 1995; Sikkema, Winett, &
Lombard, 1995; Weinhardt, Carey, Carey, & Verdecias, 1998). Studies on STDs/HIV
usually focus on high-risk groups such as men who have sex with other men or male
parenteral drug users. However, the prevalence of STDs/HIV is increasing in
heterosexual males who use non-injection drugs (Bellis et al., 2008; Booth,
Kwiatkowski, & Chitwood, 2000; Raj, Saitz, Cheng, & Winter, 2007). These men are
less likely to use a condom and have safe sex than men who have sex with other men
(Ross & Williams, 2001). Although the use of contraceptive methods in drug users has
been widely studied, very few studies approach it from the perspective of sexual
assertiveness. In a study with female social drinkers who were given a small amount of
alcohol, Stoner et al. (2008) observed that occasional alcohol consumption did not seem
to have a direct effect on sexual assertiveness but the latter may modulate the effect of
alcohol on condom insistence. In another study with methamphetamine consumers in
Thailand, a peer education STD prevention program was applied. The program includes

elements of sexual assertiveness such as video communication and role play applied to
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sex. Subjects who participated in the program reduced their consumption of
methamphetamines and moderately increased condom use up to 12 months after the end
of the program (Sherman et al., 2009).

Greene and Navarro (1998) consider that assertiveness is specific to each
situation. In fact, it has been observed that people who are assertive in their daily lives
are not necessarily sexually assertive (Zamboni et al., 2000). Therefore, it has been
suggested that assertiveness in a sexual context should be evaluated using the specific
construct of sexual assertiveness (Livingston et al., 2007). In Spain, two sexual
assertiveness scales have recently been validated: the Hurlbert Index of Sexual
Assertiveness (HISA; Hurlbert, 1991; Santos-Iglesias & Sierra, 2010b) and the Sexual
Assertiveness Scale (SAS; Morokoff et al., 1997; Sierra, Vallejo-Medina & Santos-
Iglesias, 2011). Although they are both short self-reports with good psychometric
properties, it was decided to adapt and validate the SAS in a drug user population
because its scale dealing with pregnancy prevention and condom use was considered
very relevant for this population.

The SAS was created following the semantic and syntactic definition (Carretero-
Dios & Pérez, 2005) of the construct defined by Morokoff et al. (1997). It is a
questionnaire composed of 18 items clustered into three dimensions: 1) Initiation (items
1-6), which assesses how often the person initiates a sexual relation and whether sex is
wanted or not; this dimension is linked to sexual functioning; 2) Refusal (items 7-12),
which assesses how often the person refuses an unwanted sexual relation or unwanted
sexual practices; this dimension is linked to sexual victimization; and 3)
Pregnancy/STD prevention (STD-P; items 13-18), which assesses how often the person
insists on use of latex barrier contraceptives with a sexual partner; this dimension is
linked to risky sexual behaviors. The Spanish version of the SAS has shown good
psychometric properties in both men and women. The total reliability index of the scale
was .82; in the subscales, the index was .80 for Initiation, .76 for Refusal, and .85 for
STD-P. The original dimensionality of the scale has been replicated with both
exploratory and confirmatory factor analyses (Sierra et al., 2011) and has proved to be
equivalent between men and women (Sierra, Santos-Iglesias, & Vallejo-Medina, in
press). The SAS has good criterion validity and has shown moderate to high
correlations with the HISA, the Cuestionario de Asercion en la Pareja (Questionnaire

on assertion in couples, ASPA; Carrasco, 1998), and the Escala de Habilidades Sociales
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(Social skills scale, EHS; Gismero, 2002). The American version has also shown a
stable factor structure (Morokoff et al., 1997), reliability indices ranging between .66
and .86 (Santos-Iglesias & Sierra, 2010a), and good test-retest reliability (Morokoff et
al., 1997).

It is complex to explore the sexuality of special populations. Drug users are an
idiosyncratic population with certain common characteristics. A number of measures
were taken to overcome the difficulty of assessing the sexuality of such patients. For
example, it was considered essential to use questionnaires adapted to the knowledge and
language of drug users. In other words, the study used clear and simple questionnaires
to ensure participants could understand the content without having to seek clarification
about the questions. This was aimed at minimizing interference with the privacy of
responses and thus obtain more reliable results. Moreover, ensuring participants
understand all the terms reduces the chances that they will misinterpret the questions
and give a wrong answer. However, modifying the questionnaire without verifying the
equivalence between its forms would be a serious error. Reliable and unbiased
comparison between the forms of a questionnaire can only be achieved by ensuring their
factorial and content equivalence. Therefore, the purpose of the present instrumental
study (Carretero-Dios & Pérez, 2007; Montero & Lebn, 2007) was to explore a number
of psychometric properties of the drug users adaptation of the Sexual Assertiveness
Scale (SAS) in a sample of Spanish male drug users. To this end, the following
activities were planned: analyzing the metric properties of the items in the scale,
assessing the factorial invariance of the scale between a sample of male drug users and a
sample of non-clinical males, and testing for item bias using Differential ltem
Functioning (DIF); after this, analyzing the internal consistency and concurrent validity
of the scale using the Changes in Sexual Functioning Questionnaire-Short Form (CSFQ-
14; Keller, McGarvey, & Clayton, 2006) as well as various indicators of the validity of
its measures; finally, presenting the data according to age and main substance used,

comparing the drug user group with the non-clinical group.
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Method
Participants

The sample was composed of 326 male drug users aged between 18 and 64 years
(M = 35.52; SD = 8.54) and 322 non-clinical males aged between 18 and 73 years (M =
37.18; SD = 12.82). Among the participants, 133 non-clinical subjects and 136 drug
users had primary education; 89 non-clinical subjects and 91 drug users had secondary
education; 69 non-clinical subjects and 63 drug users had completed a cycle of higher
education; finally, 31 non-clinical subjects and 26 drug users had university studies. No
significant differences were found between both groups regarding age t (644) = 1.93; p
= .06 or educational level ¥* (3, N = 628) = .71; p = .87. All male drug users were over
18 years old, had at least two weeks of withdrawal, could read and write, and were
under psychological treatment. They were all diagnosed as drug-dependent and were
receiving treatment for substance abuse using DSM-IV criteria. The evaluation was
performed by one researcher with experience in this area. They were recruited by cluster
sampling in the following drug treatment centers: ACLAD in A Corufia, AMAD in
Santiago de Compostela, Proyecto Hombre Galicia in the different provinces of Galicia
and Fundacion Noray-Proyecto Hombre Alicante, all in Spain. Table 1 shows the

consumption characteristics of the drug user group according to the preferred substance.
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Table 1.
Caracteristics of consumption

Drug of choice

Alcohol Cocaine  Cocaine+Alcohol  Heroine  Speedball Marihuana  Others' Total
Subjects 68 70 88 37 39 20 4 326
Age (SD) 43.24 (10.04) 31.77 (5.94)  33.06(7.03)  36.76(5.71) 34.79(5.65) 29.77(8.05) 37.67(4.50) 35.52(8.55)
Mean quantity consumed? 239353 3201 5084 3974 5137 10160 41557 -
Mean time of use 3 21.89 10.03 11.88 13.41 14.97 10.55 14.00 -
Mean daily consumption * 29.96 .87 1.17 .81 94 2.64 8.13 -
Abstinence time® .79 75 .58 151 2.24 1.02 13.44 1.15
Disease 26.98% 15.00% 22.50% 54.05% 44.83% 30.70% 33.33% 27.40%
Marital status
Single 43.5% 63.3% 61.3% 75.7% 72.4% 84.6% 66.7% 64.10%
Married 20.6% 0.2% 16.3% 13.5% 17.2% 15.4% 0% 17.20%
Divorced 30.2% 16.6% 18.8% 10.8% 10.3% 0% 33.3% 18.1%
Widower 1.6% 0% 1.3% 0% 0% 0% 0% .60%
Note.

! Methamphetamines and Benzodiazepines (always in units)

2 Total mean quantity consumed throughout life history in g (except Others, where it is expressed in units)
3 Abstinence and mean time of use expressed in years

* Mean daily consumption in g per day
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The non-clinical sample was recruited by convenience sampling from adult

training centers, community centers, training courses for jobseekers and universities.

Given that the main objective was to compare the equivalence of the scale between drug

users and non-clinical samples, drug use was not considered to be an exclusion

criterion.

In Spain, only 10 % of people who seek rehabilitation assistance for drug

addiction are women (OADA, 2010). The need of big sample sizes for running this

analysis allow us just to work with male sample. Nevertheless, it would equally be

interesting to explore sexual assertiveness in female drug users.

Instruments

Sexual Assertiveness Scale (SAS; Morokoff et al., 1997; Sierra et al., 2011). Its
18 items assess three dimensions (Initiation, Refusal, and STD-P) and are
responded on a scale ranging from 0 (never) to 4 (always). Higher scores
indicate greater sexual assertiveness. More information is available in the

introduction.

Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-14; Clayton,
McGarvey, & Clavet, 1997; Keller et al., 2006; Vallejo-Medina, Guillén-
Riquelme, & Sierra, 2010). It is composed of 14 items that assess sexual
functioning using a Likert-type scale with 5 response options. The psychometric
properties of the English version (Clayton et al., 1997; Keller et al., 2006) and
the Spanish version (Bobes et al., 2000) are adequate. The questionnaire has
been validated in a sample of drug users (Vallejo-Medina et al., 2010), where
three dimensions have been isolated: Desire, Pleasure, and Arousal-orgasm, and
has shown adequate internal consistency reliability. These subscales assess part
of the construct of sexual functioning described by Masters and Johnson (1966).
In the present study, the Cronbach’s alpha of the subscales ranged between .74

and .77. Higher scores indicate better sexual functioning.

Cuestionario de Consumo de Sustancias (Questionnaire on Substance Use,
CCS), developed for the present study. It is composed of 16 items that briefly
reflect the DSM-IV-R diagnostic criteria. It is useful to diagnose problems of
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dependence, abuse, and intoxication. Items are responded on a dichotomous
(yes/no) scale. Spearman’s correlation with the diagnosis made by the
institutions themselves using EuropASI and personal interviews was .85.
Reliability was calculated using the omega (o) index because the scale was
dichotomous (Elosua & Zumbo, 2008; McDonald, 1999). The reliability value

was .88.

- Questionnaire on sociodemographic data and consumption record. Participants
were asked about the amount of substance they consumed, the frequency and
duration of consumption, and time of abstinence. The questionnaire also
recorded age, educational level, disease, marital status, and other

sociodemographic variables.

Procedure

The wording of the version of the SAS validated in Spain by Sierra et al. (2011)
was adapted to a population of drug users, simplifying the language and using more
colloquial terms. The new version was reviewed by five experts in Psychometry, who
checked that the rewording of the items was correct. Approval of the items was greater
than 85% in all cases. Next, five college students and five drug users were asked to
evaluate the clarity of the items. Again, consensus was greater than 85% for all the
items. Twenty subjects were excluded from the analyses because they had recently
consumed drugs; another five were excluded because they did not fulfill the DSM-IV-R
substance dependence criteria. The questionnaires were compiled into two different
booklets. The booklet containing the adaptation of the SAS for drug users was
administered to the drug user sample; the booklet containing the original version of the
SAS was administered to the non-clinical sample. Prior informed consent was obtained
from participants before administering the questionnaires. Participation was anonymous

and voluntary. The entire evaluation took about 30 minutes.

Statistical analyses.

Analyses have been carried out to assess factorial invariance. There is factorial
invariance when the relationships between items and the construct are identical among

several groups. This confirms that the differences in the measures found are not biased
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by the existence of different relationship patterns (Lubke, Dolan, Kelderman, &
Mellenberg, 2003). Factorial invariance with SEM was assessed using AMOS. The
indices used to assess global fit were the ¥*/DF, RMSEA (Hu & Bentler, 1999), and
AFGI. Values considered to indicate good fit were the following: values between 1 and
3 for the y¥°/DF, greater than .85 for the AFGI, and lower than .08 for the RMSEA
(Browne & Cudeck, 1993). The CFI (Bentler, 1990), AIC (Akaike, 1974), and Ay*/DF
were used as indicators of factorial invariance. A lack of increase of the AIC and
Ay’IDF compared to the least restrictive model was considered as evidence of
invariance. The same consideration applied if the CFI did not increase by more than .01
compared to the previous model (Cheung & Rensvold, 2002). Invariance was evaluated
progressively, as other authors have done (see Byrne, 2008; Elosua, 2005; Ford,
Diamond, Kelder, Sterling & McAlister, 2009). Configural invariance was evaluated
first (without restrictions in the model); next, the measurement weights were restricted,
assessing the equivalence of the weight of each item compared to its corresponding
factor; the following step was to limit the structural covariances of the factors, therefore
assessing the equivalence of the covariances; finally, the residual measurements were
restricted, assessing the equivalence of the errors. The estimation method used was the
Generalized Least Squares (GLS), which adjusts well to the sample distribution

obtained.

There is Differential Item Functioning (DIF) when subjects with the same level
in the characteristic assessed (sexual assertiveness in this case) have a different
probability to choose a given response in a certain item depending on the group they
belong to (non-clinical participants or drug users in this study) (Hidalgo, Gomez, &
Padilla; 2005). This may be due to cultural and/or language differences between groups,
inadequate design, method or techniques used in preparing the questionnaire, or an
incorrect interpretation of the result (Hambleton, 2005). DIF analyses were performed
using multinomial logistic regression (Miller & Spray, 1993) with the SPSS statistical
package. This technique makes it possible to detect uniform and non-uniform DIF in
polytomous items (Hidalgo & Lépez-Pina, 2004). If the contribution of Model 2 itself is
significant, DIF is uniform; if the contribution of Model 3 is significant, DIF is non-
uniform. On this occasion, the DIF diagnosis must be confirmed using a measure of
effect size: the AR? Nagelkerke. Following the classification made by Jodoin and Gierl

(2001), DIF is negligible when the increase in R? is lower than .035, moderate when it
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falls between .035 and .070, and high when the increase is greater than .070. Next, a
purification process in stages is performed for items showing moderate or high DIF.
This involves performing a new regression eliminating the items with DIF from the total
of the scale. This shows whether the presence of DIF attenuated, increased, or concealed
the presence of more DIF, and makes it possible to assess DIF without its own bias in
the measure. Finally, a cumulative probability model (Mellenbergh, 1995) was used to
observe in which category of the response scale DIF was concentrated. The

Mellenbergh categories were complemented with a partial odds-ratio measure.

As in the Spanish validation of the SAS (Sierra et al., 2011), omega was used as
an indicator of reliability, since it is less biased than Cronbach’s alpha for categorical
response scales (Elosua & Zumbo, 2008; McDonald, 1999). This was done using Factor
software (Lorenzo-Seva & Ferrando, 2006). The remaining analyses were performed

using SPSS software.
Results
Factorial Equivalence of the Scale (Factorial Invariance)

Based on the dimensionality of the scale found in the Spanish validation of the
SAS (Sierra et al., 2011), the invariance of a three-factor model was tested, with the
related factors and a covariation between the errors of items 2 and 5 (Related model;
Rm). Moreover, given the existence of low correlations between the factors, invariance
was tested on a three-dimensional model with independent factors and without
covariations between the errors of the items (Independent model; Im). As shown in
Table 2, both models showed adequate indices for configural invariance. As can be
seen, the goodness-of-fit indices of Rmy were slightly better than those of Img. When
the first restrictions were added and the invariance was evaluated with the same
loadings on the factors, the trend obtained was the same as in the evaluation of the
configural invariance. This showed adequate fit indices, as well as a lack of increase of
the CFI and the AIC compared to the least restrictive model; therefore, the evaluation
continued. On this occasion, when the structural covariances were limited, it was
observed that, although fit indices remained adequate in the RMSEA, x%/DF and AFGl,
the CFI decreased by .001 in both models and the AIC increased in the Im,. However,
the CFI did not reach a decrease of .01 (Cheung & Rensvold, 2002), so the assumption
of invariance was maintained until the error variance was restricted. In this last stage,
the Im3 obtained a decrease of the CFI greater than .01 and an increase of the AIC
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compared to the Im, Therefore, and in spite of having adequate fit indices (RMSEA =
.049, AFGI = .841 and y*/DF = 2.31), the independent model could not be considered
invariant to a strong level, therefore reaching a level of invariance up to the structural
covariances. As for the related model, all the fit indices slightly improved and the CFI
and AIC decreased when the error variance was set. Therefore, the original SAS model
with related factors and covariance between e2 and e5 already confirmed by Sierra et al.
(2011) in a community population seems to be equivalent to a strong level in a sample
of male drug users. The reader can visualize the results more graphically in the path

diagram with the standardized weights of both forms shown in Figure 1.

L

,01 ,5 ,60 | ,]33 ,39 45 44
SAS SAS18 SAS17 SAS16 AS15 AS14  SAS13
,02 ,49 ,65 ,42 53 51 55

Figure 1. Standardized estimates of the unconstrained model for and Drug-users
group
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Table 2.
Goodness of fit indices of the invariance model

Independent factors model

e DF vIDF  AyY/DF RMSEA AFGI CFI AIC
Imo: Configural invariance 663.64 285 2.33 .049 .840 .506 777.64
Im 1: Same loadings on the factors 663.64 285 2.33 .00 .049 .840 506 777.64
Im ,: Same structural covariance 667.37 288 2.32 -.01 .049 .840 .505 775.37
Im 3: Same error variance 705.42 306 2.31 -01 .049 .841 AT79 777.42

Related factors and a covariation between the errors of items 2 and 5 model

e DF vIDF  AyYJ/DF RMSEA  AFGI CFI AIC
Rmyg: Configural invariance 611.87 277 2.21 .047 .848 .563 741.87
Rm ;: Same loadings on the factors 611.87 277 2.20 -.01 .047 .848 563 741.87
Rm ,: Same structural covariance 614.31 280 2.19 -.01 .047 .849 .564 74757
Rm 3: Same error variance 650.59 298 2.18 -.01 .046 .850 540 745.15
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Metric equivalence of the scale (Differential Item Functioning)

As shown in Table 3, only two out of the 18 items of the questionnaire showed
DIF. In the Initiation subscale, item 1 displayed moderate uniform DIF. After the
purification procedure (eliminating the bias of the item in the subscale total score), the
bias of the item was shown to conceal even greater DIF. This DIF seemed to affect
virtually all the response categories, although using Mellenbergh’s categories, the DIF
was reduced to a moderate level (see Table 4). No item displayed DIF in the Refusal
subscale. In the STD-Prevention subscale, moderate uniform DIF was observed in item
14. After the purification procedure, the DIF of item 14 was shown not to conceal
another item with DIF and the moderate degree of DIF was maintained. The location of
DIF on the response scale (see Table 4) shows how DIF decreased to a negligible level

when working in categories.
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Table 3.
Initial (Stage 1) and purified (Stage 2) Differential Item
Functioning by subscale

STAGE 1 STAGE 2
Model 2 Model 3 Model 2 Model 3
AR? AR? AR?
ltem %y, p  Nagelkerke *n p AR? Nagelkerke DIFquantity %y p  Nagelkerke y%n, p  Nagelkerke DIF quantity
1 28.65 .00 .062 34 .56 .000 Moderate 35.26 .00 .076 34 56 .000 High
2 435 037 010 141 .23 003 Negligible ~ 1199 .001  .026 171 .19  .004 Negligible
Initiation 3 7.16 .007 .016 65 .41 .001 Negligible 3.37 .066 .007 158 .28 .004 Negligible
4 319 57 001 03 845 000 Negligible 21 64 000 28 59  .001 Negligible
5 1.10 .29 .003 41 .051 .001 Negligible .006 .93 .000 35 55 .001 Negligible
6 10.52 .00 .023 3.39 .06 .008 Negligible 6.53 .011 .014 4.66 .031 .010 Negligible
7 568 017 013 007 .93 000 Negligible - - - - -
10.75 .001 .024 86 .35 .002 Negligible - - - - - - -
Refusal 3.73 .053 .009 .081 .775 .000 Negligible - - - - - - -
10 75 .380 .002 .011 917 .000 Negligible - - - - - - -
11 13.27 .000 .030 .015 .90 .000 Negligible - - - - - - -
12 203 .15 .005 29 .58 .000 Negligible - - - - - - -
13 632 012 014 49 481 001 Negligible ~ 849 .00  .018 .61 .805  .001 Negligible
14 20.39 .000 .045 .009 .924 .000 Moderate 16.7 .000 .037 .001 .972 .000 Moderate
STD-P 15 92 337 .002 2,50 .113 .006 Negligible 12 915 .000 154 214 .003 Negligible
16 156 .211 .003 142 232 .004 Negligible 45 831 .000 1.05 .304 .002 Negligible
17 6.02 .014 .013 .03 .856 .001 Negligible 244 118 .005 .001 .981 .000 Negligible
18 7.69 .006 .017 .052 .469 .001 Negligible 3.87 .049 .008 A3 71 .001 Negligible

Note. STAGE 1 = Initial regression; STAGE 2 = Purified regression. Model 1 is regression without DIF. Model 2 is regression with the grouping variable (uniform DIF). Model 3 includes the interaction between group
score and overall test score (non-uniform DIF).

Initiation: STAGE 1: Model 1 =y2(1) = 8.81; p =.003 R2 = .019. STAGE 2 Model 1 = 42(1) = 2.20; p =.13 R2 = .005; Refusal: STAGE 1: Model 1 = ¥2(1) = 1.14; p = .23 R2 = .003.
STD-P: STAGE 1: Model 1 = 2(1) =3.02; p =.08 R2 =.007. STAGE 2 Model 1 = 2(1) = 6.55; p =.01 R2 =.015
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Table 4.
Differential Item Functioning depending on Mellenbergh categories of items 1 and 14
Model 2 Model 3
Y p AR? Nagelkerke ~ Odds-ratio DIF quantity Y p AR’ Nagelkerke  DIF quantity
0-1111 8.08 .004 .018 - Negligible 29 .860 .000 Negligible
ltem 1 00-111 18.70  .000 .041 A4 Moderate .00 .966 .000 Negligible
000-11  28.76  .000 .062 40 Moderate 71 399 .002 Negligible
0000-1 17.21  .000 .037 41 Moderate 22 .636 .001 Negligible
Model 2 Model 3
Y p AR? Nagelkerke o P AR’ Nagelkerke
0-1111 1.67 196 .004 - Negligible 6.25 012 .015 Negligible
item 14 00-111 450  .034 011 - Negligible 9.15  .002 021 Negligible
000-11 10.33 .001 .024 - Negligible 14.29  .000 .033 Negligible
0000-1 210 146 .005 - Negligible 10.72  .001 .025 Negligible

Note. Item 1: Model 1 =% =2.20; p =.13; R?
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Psychometric properties of the items

All the response options were chosen at least once. The mean of each item was
close to the theoretical mean (2.5) but slightly lower in the drug user group, as expected.
Standard deviations were close to 1. All the subscales showed an adequate reliability
index. In the sample of drug users, the corrected Discrimination Index (DI) obtained
was lower than .30 (minimum value recommended by Nunnally & Bernstein, 1995) in
items 1 and 7. However, eliminating such items would not increase the reliability of
their respective subscales. In the non-clinical sample, items 1, 6 and 7 had a low DI;
again, the reliability of the subscales would not improve if any of these items were

eliminated (see Table 5).
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Table 5.
Psychometric properties of items
Drug users Non-clinical group
Scale Items M SD DI° o-item  ® scale M SD DI° o-item o scale
SAS1 2.09 1.16 23 .66 2.67 1.11 27 .63
SAS?2 1.88 1.42 A48 .56 2.28 1.33 A7 .54
SAS3 2.52 1.21 .36 .62 2.47 1.20 .33 .61
Initiation SAS4 219 127 34 .62 -66 2.33 1.18 40 58 66
SASS 173 137 37 61 1.84 1.38 30 63
SAS6 2.45 1.15 .35 .62 2.33 1.09 22 .65
SAS7 2.63 1.30 .26 74 2.48 1.33 27 .69
SASS 2.47 1.53 34 g1 2.25 1.54 45 .62
SAS9 .78 1.12 37 .70 1.01 1.28 .35 .66
Refusal SAS10 237 144 41 67 74 237 1.40 40 64 69
SAS11 1.05 1.28 .30 g2 1.46 1.43 .35 .66
SAS12 125 134 42 67 1.46 1.43 AT 61
SAS13 2.66 1.52 48 g7 2.58 1.55 57 .82
SAS14 2.74 1.49 A48 g7 2.46 1.56 54 .82
STD-P SAS15 1.86 1.58 48 g7 79 2.11 1.55 .63 .81 84
SAS16 1.90 1.63 .55 .75 2.19 1.58 .64 .80
SAS17 1.44 1.56 .58 74 1.82 1.57 .65 .80
SAS18 1.03 1.48 .58 74 1.43 1.61 57 .82

Note. DI° = Discrimination Index (corrected item-total correlation); M = Mean; SD = Standard Deviation; o-item = reliability if item
eliminated; o = reliability

-179 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

External validity

Table 6 shows the correlations between the subscales of the SAS and different
variables. Significant but low correlations were found between the Initiation subscale
and sexual desire and arousal-orgasm. Low correlations were observed between the
subscales of the SAS themselves. Finally, a significant moderate to high correlation was
found between STD-P and the safe sex ratio (resulting from dividing the number of
sexual partners with whom a condom was used in the last year by the total number of

sexual partners in the last year).

Table 6.
Correlations of factors of the SAS with one another and with the CSFQ-D subscales and the safe-sex
ratio

Arousal Safe
Initiation Refusal STD-P Pleasure  Desire -orgasm -sex ratio
Initiation 1
Refusal -.02 1
STD-P -16%*  24%* 1
Pleasure 12 .03 -.08 1
Desire 18** -.13* -.05 27%* 1
Arousal-orgasm 14* .09 -.02 A9** 56** 1
Safe-sex ratio -.05 .03 A42%* -.07 -13* -.08 1

Note. **p<.01; *p<.05
Descriptive analyses for each scale

Table 7 shows the means and standard deviations for each scale, as well as the
differences between the group of substance users and the non-clinical group. Significant
differences were found in the Initiation and STD-P subscales in the 18-34 year-old
group and in Initiation in the over 50 year-old group. No significant differences were
found in any subscales depending on the main substance consumed (Initiation F (7, 274) =
1.73; p = .10; Refusal F (7, 269y = 1.15; p = .33; STD-P F (7, 269) = 1.50; p = .16).
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Table 7.
Descriptive analysis by subscales and group differences

18-34 years old

35-49 years old

Drug users (n=154) Non-clinical group (n=152) Differences Drug users (n=130) Non-clinical group(n=99) Differences
M SD M SD M SD M SD
Initiation ~ 10.73 4.10 11.53 3.80 t(293)=1,72; sig=.08 11.01 3.99 11.19 3.69 t(220)=.33; sig=.73
Refusal 10.52 5.07 11.44 5.16 t294=1,53; sig=.12 10.51 4.40 11.18 4.86 t(218)=1.05; sig=.29
STD-P 12.08 6.64 14.14 6.67 t(291)=2,64; sig<.01 ES= .30 11.12 6.07 11.51 6.64 t(218)=0.44; sig=.65
50-73 years old Total
Drug users (n=17)  Non-clinical group (n=71) Differences Drug users (n=301) Non-clinical group (n=322) Differences
M SD M SD M SD M SD
Initiation ~ 8.76 3.85 10.72 3.79 t(80)=1.70; sig=.09 10.77 4.06 11.25 3.76 t(599)=1.48; sig = .13
Refusal 11.10 2.77 9.90 5.16 t(75)=-.72; sig=.47 10.54 4.70 11.03 5.09 t(592)=1.19; sig=.23
STD-P 11.40 4.53 10.43 7.20 t(69)=-.41; sig<.68 11.63 6.38 12.59 6.93 t(584)=1.73; sig=.08

Note. ES= Effect Size (Cohen’s d)
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Discussion

The dimensionality of the SAS seems to be the same in non-clinical and drug
user males. A few differences were found in the relationship between factors, with
different levels of invariance in the independent and the related model. Yet, this does
not imply a real practical problem. As highlighted in other studies (Auslander et al.,
2007; Morokoff et al., 1997; Sierra et al., 2011), the subscales of the SAS behave
independently, except for Refusal and STD-P, which are moderately related to each
other; the present study found similar results. In any case, the level of invariance found
is sufficient to interpret the forms as being equivalent. Thus, the dimensionality of the

scale is virtually identical in the sample of non-clinical males and that of drug users.

After ruling out a possible bias in the dimensionality of the scale, the existence
of bias in item functioning was assessed. Results show that no items in the Refusal
subscale exhibited noticeable DIF. However, moderate uniform DIF was found in item
14 (in the STD-P subscale). To analyze the cause of the bias, the content of the item in

each form should be observed:

Item 14, non-clinical form: “Si mi pareja insiste, tengo relaciones sexuales sin
utilizar condon o barrera de ldtex, incluso aunque yo no quiera’[l have sex
without using a condom or latex barrier if my partner insists, even if I don’t

want to].

Item 14, drug user form: “Si mi pareja insiste, tengo relaciones sexuales sin
utilizar condon aunque yo quiera usarlo [l have sex without using a condom if

my partner insists, even if I want to use it].

We believe that the DIF is due to the complexity with which the item is drafted
(the syntax of the sentence is quite complex in Spanish and includes a negative phrase).
Although the sentence was simplified in the drug user form, it appears that either the
existing bias was not completely eliminated or the simplification of the item created the
bias. In any case, as shown by the data, DIF was quite low — almost negligible — and
dispersed when analyzed using Mellenberg’s categories. Therefore, although DIF was
found, probably due to the complex wording of the item, its effect is not expected to
affect the results significantly. Finally, high uniform DIF was observed in item 1 of the
Initiation subscale. The content of this item applied to both groups “Inicio las

relaciones sexuales con mi pareja cuando lo deseo” [l begin sex with my partner if |
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want to]. The wording of this item, written in simple syntax, was the same for both
samples. The partial odds-ratio of Mellenbergh’s categories shows that non-clinical
subjects have almost .50 greater probability of obtaining high scores than drug users.
Given that drug users have a greater number of casual partners and fewer steady
partners than the non-clinical population (Baseman, 1999), it is logical to think about a
different understanding of the item. That is, non-clinical subjects may understand the
item as beginning a sexual relation with their partner, whereas a drug user may
understand this item as beginning a first sexual relation with a partner. Yet, focus
groups or cognitive interviews would be needed to confirm this point. The strong
presence of DIF in item 1 implies that its score should be omitted if the objective of the
study is to compare both samples. Therefore, we strongly recommend skipping item 1 if

the goal is to compare a non-clinical sample with a drug user sample.

The distribution of the scores in the scale is adequate. All the responses were
used at least once and the mean score of the items and the standard deviation are
acceptable (Carretero-Dios & Pérez, 2005). Although some items had a discrimination
index (DI) lower than .30, the reliability of the scale is strengthened by the presence of
these items. Only item 1 had a low DI, both in the non-clinical sample and the drug user
sample. Reliability indices of the scale were adequate; low reliability compared to the
original Spanish scale (o= .80) was only observed in the Initiation subscale (o = .66)
(Sierra et al., 2011). The subscales Refusal (o = .74) and STD-P (® = .79) obtained
similar indicators to those of the non-clinical Spanish version (@ = .76 and ® = .85,
respectively). In short, reliability fell within the range observed by Santos-Iglesias and
Sierra (2010a) in the SAS (from .66 to .86).

The questionnaire showed good convergent validity in the non-clinical Spanish
population (Sierra et al., 2011); as expected, positive and significant correlations of the
Initiation subscale with desire and arousal-orgasm were found in the sample of drug
users. The Refusal subscale showed a significant negative correlation with desire.
Despite being low, these correlations pointed in the right direction. First, a correlation
was observed between Initiation and sexual functioning (Hurlbert et al., 2005; Ménard
& Offman, 2009); second, an individual with high sexual desire may use the refusal
component of sexual assertiveness more rarely, although no previous studies have
observed this relationship. The STD-Prevention subscale showed a significant moderate

to high and correlation with the safe sex ratio. Other studies have obtained similar
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results; indeed, Morokoff et al., (2009) pointed out a .39 correlation between STD-P
and the safe sex ratio; the same study found results where STD-P also correlated
consistently with frequency of condom use and condom stage of change.

The sample of young people showed significant and low differences in STD-P in
the direction expected. It is not surprising to find few differences, given that the drug
users had not consumed drugs for one year and four months on average. Besides, the
results shown here were not aimed at comparing scores between both groups, given that
the non-clinical group was not a control group. Therefore, group differences should not
be interpreted as a clinical reality. Instead, they show a trend that should be replicated in
a study with a more clinical approach. Results may be different in samples with more
recent drug use and/or with a real control group. However, it is interesting to highlight a

number of results that may indicate the existence of sexual assertiveness problems.

On the one hand, the fact that young drug users have less sexual assertiveness
regarding STD-P than non-users is cause for concern. It should be highlighted that
sexual assertiveness is a good predictor of both intention to use a condom (Baele et al.,
2001; Roberts & Kennedy, 2006) and actual condom use (Auslander et al., 2007;
Rickert, Sanghvi, & Wiemann, 2002; Schick, Zucker, & Bay-Cheng, 2008; Zamboni et
al., 2000). Drug users have a high risk of contracting sexually transmitted diseases
(Bellis et al., 2008; Booth et al., 2000; Raj et al., 2007) and are less likely to use a
condom and have safe sex (Hendershot, Magnan, & Bryan, 2010; Quinn & Fromme,
2010; Reynolds et al., 2010; Ross & W.illiams, 2001). Therefore, it is of great
importance to deal with sexual assertiveness in therapy, since, along with quitting drugs,
it can promote condom use (Sherman et al., 2009). On the other hand, no differences
were observed in the Initiation or Refusal subscale, possibly because low initiation or
refusal assertiveness only occurs in the population that is under the effect of the drug
(Shacham & Cottler, 2010). Therefore, future studies should explore this dimension
focusing on a shorter time of abstinence (1 or 2 months). Finally, the types of

substances consumed do not seem to affect sexual assertiveness differently.
Conclusions and limitations

Overall, adequate psychometric properties were observed in the present study.
Obtaining a strict level of invariance not only makes it possible to compare the means of
items and factors of each group with a minimum bias; it also confirms that the measure
is equally accurate in both groups (Dimitrov, 2010). Yet, although factorial equivalence
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was found between both forms, the strong DIF found in item 1 shows the presence of
bias in this item. Therefore, this item should be eliminated when the purpose of the
evaluation is to compare groups of drug users and non-drug users. This will maximize

the chances of performing an unbiased analysis.

Use of a non-clinical sample was ideal to compare the equivalence of the scale,
given that it was the sample used in the Spanish validation; however, this type of
sample has limitations when the aim is to make more clinical comparisons. Thus, the
results obtained in this study should not be used to assess impairment of the sexual
assertiveness of these patients. Now that an equivalent instrument is available, future
studies should use a control group (where substance use has been excluded) to verify

whether sexual assertiveness is really impaired.

The present study has several limitations. Its results cannot be generalized
because the sampling method was non-probabilistic. In addition, most of the
information obtained on the characteristics of drug use was self-reported, a method that
also has its limitations. Finally, there are virtually no studies on the sexual assertiveness
of drug user patients. It is therefore difficult to find a specific theoretical framework for
this study. Nevertheless, we believe the best way to explore an area is to start by
developing fully validated questionnaires that minimize the bias of measures used with

the target population.

- 185 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

References

Aguilar De Arcos, F., Verdejo Garcia, A., Lopez Jiménez, A., Montafiez Pareja, M.,
Gobmez Juérez, E., Arrdez Sanchez, F., & Pérez Garcia, M. (2008). Cambios en
la respuesta emocional ante estimulos visuales de contenido sexual en adictos a
drogas. Adicciones, 20, 117-124.

Akaike, H. (1974). A new look at statistical model identification. Transactions on
Automatic Control, 19, 716-723. doi:10.1109/TAC.1974.1100705

Auslander, B. A., Perfect, M. M., Succop, P. A., & Rosenthal, S. L. (2007). Perceptions
of sexual assertiveness among adolescent girls: initiation, refusal, and use of
protective behaviors. Journal of Pediatric and Adolescent Gynecology, 20, 157-
62. doi:10.1016/j.jpag.2007.03.093

Avila Escribano, J. J., Pérez Madruga, A., Olazabal Ulacia, J., & Fidalgo, L. (2004).

Disfunciones sexuales en el alcoholismo. Adicciones, 16, 277-283.

Baele, J., Dusseldorp, E., & Maes, S. (2001). Condom use self-efficacy: Effect on
intended and actual condom use in adolescents. Journal of Adolescent Health,
28, 421-431. doi:10.1016/S1054-139X(00)00215-9

Bang-Ping, J. (2009). Sexual dysfunction in men who abuse illicit drugs: A preliminary
report. Journal of Sexual Medicine, 6, 1072-1080. do0i:10.1111/}.1743-
6109.2007.00707.x

Baseman, J. (1999). Sale of sex for drugs and drugs for sex: An economic context of

sexual risk behavior for STDs. Sexually Transmitted Diseases, 26, 444-449.

Bellis, M. A., Hughes, K., Calafat, A., Juan, M., Ramon, A., Rodriguez, J. A., ...
Phillips-Howard, P. (2008). Sexual uses of alcohol and drugs and the associated

health risks: a cross sectional study of young people in nine European cities.

BMC Public Health, 8, 155-166. doi:10.1186/1471-2458-8-155

Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological
Bulletin, 107, 238-246.

Bertens, M. G., Eiling, E. M., Van Den Borne, B., & Schaalma, H. P. (2009). Uma Tori!
Evaluation of an STI/HIV-prevention intervention for Afro-Caribbean women in
the Netherlands. Patient Education and Counseling, 75, 77-83.
doi:10.1016/j.pec.2008.09.002

- 186 -



Adaptation of the SAS in drug users

Bobes, J., Gonzalez, M. P., Rico-Villademoros, F., Bascaran, M. T., Sarasa, P., &
Clayton, A. (2000). Validation of the Spanish version of the Changes in Sexual
Functioning Questionnaire (CSFQ). Journal of Sex & Marital Therapy, 26, 119-
131. doi:10.1080/009262300278524

Booth, R. E., Kwiatkowski, C. F., & Chitwood, D. D. (2000). Sex related HIV risk
behaviors: Differential risks among injection drug users, crack smokers, and
injection drug users who smoke crack. Drug and Alcohol Dependence, 58, 219-

26. doi:10.1016/S0376-716(99)00094-0

Browne, M. W., & Cudeck, R. (1993). Alternative ways of assessing model fit. In K. A.
Bollen & J. S. Long (Eds.), Testing structural equation models (pp. 136-162).
Newbury Park, CA: Sage.

Byrne, B. (2008). Testing for multigroup equivalence of a measuring instrument: A walk

through the process. Psicothema, 20, 872-882.
Carrasco, M. J. (1998). ASPA. Cuestionario de Asercion en la Pareja. Madrid: TEA.

Carretero-Dios, H., & Pérez, C. (2005). Normas para el desarrollo y revision de estudios
instrumentales. International Journal of Clinical and Health Psychology, 5, 521-
551.

Carretero-Dios, H., & Pérez, C. (2007). Standards for the development and review of
instrumental studies: Considerations about test selection in psychological

research. International Journal of Clinical and Health Psychology, 7, 863-882.

Cheung, G. W., & Rensvold, R. B. (2002). Evaluating goodness-of-fit indexes for
testing measurement invariance. Structural Equation Modeling, 9, 233-255.

doi:10.1207/S15328007SEM0902 5

Clayton, A., McGarvey, E., & Clavet, G. (1997). The Changes in Sexual Functioning
Questionnaire (CSFQ): Development, reliability, and validity.
Psychopharmacology Bulletin, 33, 731-745.

Cotten-Houston, A., & Wheeler, K. (1983). Preorgasmic group treatment: Assertiveness,
marital adjustment and sexual function in women. Journal of Sex and Marital

Therapy, 9, 296-302. doi:10.1080/00926238308410916

Crenshaw, T. L., & Goldberg, J. P. (1996). Alcohol. Sexual Pharmacology: Drugs That
Affect Sexual Functioning. New York, NY: Norton.

- 187 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

Crowell, T. L. (2004). Seropositive individuals’ willingness to communicate, self-
efficacy, and assertiveness prior to HIV infection. Journal of Health

Communication, 9, 395-424. doi:10.1080/10810730490504125

DeLamater, J., & Karraker, A. (2009). Sexual functioning in older adults. Current
Psychiatry Reports, 11, 6-11. doi:10.1007/s11920-009-0002-4

DiClemente, R. J., & Wingood, G. M. (1995). A randomized controlled trial of an HIV
sexual risk-reduction intervention for young African-American women. Journal
of the American Medical Association, 274, 1271-1276.
doi:10.1001/jama.1995.03530160023028

Dimitrov, D. M. (2010). Testing for Factorial Invariance in the Context of Construct
Validation. Measurement and Evaluation in Counseling and Development, 43,
121-149. doi: 10.1177/0748175610373459

Di Noia, J., & Schinke, S. P. (2007). Gender—specific HIV prevention with urban early-
adolescent girls: Outcomes of the keepin’ it safe program. AIDS Education and

Prevention, 19, 479-488. doi:10.1521/aeap.2007.19.6.479

Dolcini, M. M., & Catania, J. A. (2000). Psychosocial profiles of women with risky
sexual partners: The national AIDS behavioral surveys (NABS). AIDS and
Behavior, 4,297-308. doi:10.1023/A:1009577020621

Elosua, P. (2005). Evaluacion progresiva de la invarianza factorial entre las versiones

original y adaptada de una escala de autoconcepto. Psicothema, 17, 356-362.

Elosua, P., & Zumbo, B. D. (2008). Coeficientes de fiabilidad para escalas de respuesta
categérica ordenada. Psicothema, 20, 896-901.

Fecik, S. E. (1998). Drug-induced sexual dysfunction. Medical Update for
Psychiatrists, 3, 176-181. doi:10.1016/S1082-7579(98)00024-7

Ford, K. H., Diamond, P. M., Kelder, S. H., Sterling, K. L., & McAlister, A. L. (2009).
Validation of scales measuring attitudes, self-efficacy, and intention related to

smoking among middle school students. Psychology of Addictive Behaviors, 23,
271-278. doi:10.1037/a0013747

Gismero, E. (2002). EHS. Escala de Habilidades Sociales. Madrid, Spain: TEA.

Greene, D., & Navarro, R. L. (1998). Situation-specific assertiveness in the

- 188 -



Adaptation of the SAS in drug users

epidemiology of sexual victimization among university women. A prospective
path analysis. Psychology of Women Quarterly, 22, 589-604. doi:10.1111/.1471-
6402.1998.tb00179.x

Haavio-Mannila, E., & Kontula, O. (1997). Correlates of increased sexual satisfaction.

Archives of Sexual Behavior, 26, 399-419. doi:10.1037/a0013747

Hambleton, R. K. (2005). Issues, Designs and Technical Guidelines for Adapting Tests
Into Multiple Languages and Cultures. In R. K. Hambleton, P. F. Merenda & S.
D. Spielberger (Eds.), Adapting educational and psychological tests for cross-

cultural assessment (pp. 3-38). New Jersey, NJ: Lawrence Erlbaum Associates.

Hendershot, C. S., Magnan, R. E., & Bryan, A. D. (2010). Associations of marijuana use
and sex-related marijuana expectancies with HIV/STD risk behavior in high-risk
adolescents.  Psychology of Addictive Behaviors, 24, 404-414.
doi:10.1037/a0019844

Hidalgo, M. D., Gémez, J., & Padilla, J. L. (2005). Regresion logistica: alternativas de
analisis en la deteccion del funcionamiento diferencial del item. Psicothema, 17,

509-515.

Hidalgo, M. D., & Lopez-Pina, J. A. (2004). Differential item functioning detection and
effect size: A comparison between logistic regression and Mantel-Haenszel

procedures. Educational and Psychological Measurement, 64, 903-915.
doi:10.1177/0013164403261769

Hu, L., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure
analysis: Conventional criteria versus new alternatives. Structural Equation

Modeling, 6, 1-55. do1:10.1080/10705519909540118

Hurlbert, D. (1991). The role of assertiveness in female sexuality: A comparative study

between sexually assertive and sexually nonassertive women. Journal of Sex &

Marital Therapy, 17, 183-190. do1:10.1080/00926239108404342

Hurlbert, D., Apt, C., & Rabehl, S. (1993). Key variables to understanding female
sexual satisfaction: An examination of women in nondistressed marriages.
Journal of Sex & Marital Therapy, 19, 154-165.
doi:10.1080/00926239308404899

Hurlbert, D., Singh, D., Menéndez, D., Fertel, E., Fernandez, F., & Salgado, C. (2005).

- 189 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

The role of sexual functioning in the sexual desire adjustment and psychosocial
adaptation of women with hypoactive sexual desire. Canadian Journal of

Human Sexuality, 14, 15-30.

Jodoin, M. G., & Gierl, M. J. (2001). Evaluating type I error and power rates using an
effect size measure with the logistic regression procedure for DIF detection.
Applied Measurement in Education, 14, 329-349.
doi:10.1207/S15324818AME1404_2

Johnson, S. D., Phelps, D. L., & Cottler, L. B. (2004). The association of sexual
dysfunction and substance use among a community epidemiological sample.
Archives of Sexual Behavior, 33, 55-63.
doi:10.1023/B:ASEB.0000007462.97961.5a

Keller, A., McGarvey, E. L., & Clayton, A. H. (2006). Reliability and construct validity
of the Changes in Sexual Functioning Questionnaire short-form (CSFQ-14).
Journal of Sex & Marital Therapy, 32, 43-52. doi:10.1080/00926230500232909

Kuriansky, J., Sharpe, L., & O’Connor, D. (1982). The treatment of anorgasmia: Long-
term effectiveness of a short-term behavioral group therapy. Journal of Sex &

Marital Therapy, 8, 29—43. doi:10.1080/00926238208405810

Lawrance, K., & Byers, E. S. (1995). Sexual satisfaction in long-term heterosexual
relationships: The Interpersonal Exchange Model of Sexual Satisfaction.

Personal Relationships, 2, 267-285. doi:10.1111/j.1475-6811.1995.tb00092.x

Livingston, J. A., Testa, M., & VanZile-Tamsen, C. (2007). The reciprocal relationship
between sexual victimization and sexual assertiveness. Violence Against Women,

13,298-313. do0i:10.1177/1077801206297339

Lorenzo-Seva, U., & Ferrando, P. J. (2006). FACTOR: A computer program to fit the
exploratory factor analysis model. Behavior Research Methods, 38, 88-91.
doi:10.3758/BF03192753

Lubke, G. H., Dolan, C. V., Kelderman H., & Mellenberg, G. J. (2003). On the
relationship between sources of within- and between-group differences and

measurement invariance in the common factor model. Intelligence, 31, 543-566.

doi:10.1016/S0160-2896(03)00051-5

MacNeil, S., & Byers, E. (1997). The relationships between sexual problems,

-190 -



Adaptation of the SAS in drug users

communication, and sexual satisfaction. The Canadian Journal of Human

Sexuality, 6,277-283.

Masters, W. H., & Johnson, V. E. (1966). Human sexual response. Boston: Little,

Brown.

McDonald, R. P. (1999). Test Theory. A Unified Treatment. New Jersey: Lawrence

Erlbaum Associates.

McKay, A. (2005). Sexuality and substance use: The impact of tobacco, alcohol, and
selected recreational drugs on sexual function. The Canadian Journal of Human

Sexuality, 14, 47-56.

Mellenbergh, G. J. (1995). Conceptual notes on models for discrete polytomous item
responses. Applied Psychological Measurement, 19, 91-100.
doi:10.1177/014662169501900110

Ménard, A., & Offman, A. (2009). The interrelationships between sexual self-esteem,
sexual assertiveness and sexual satisfaction. The Canadian Journal of Human

Sexuality, 18, 35-45.

Miller, T. R., & Spray, J. A. (1993). Logistic discriminant function analysis for DIF
identification of polytomously scored items. Journal of Educational

Measurement, 30,107-122. doi:10.1111/j.1745-3984.1993.tb01069.x

Montero, 1., & Ledn, O. (2007). A guide for naming research studies in Psychology.
International Journal of Clinical and Health Psychology, 7, 847—-862.

Morokoff, P. J., Quina, K., Harlow, L. L., Whitmire, L., Grimley, D. M., Gibson, P. R.,
& Burkholder, G. J. (1997). Sexual Assertiveness Scale (SAS) for women:
Development and validation. Journal of Personality and Social Psychology, 73,
790-804. doi:10.1037/0022-3514.73.4.790

Morokoff, P. J., Redding, C. A., Harlow, L. L., Cho, S., Rossi, J. S., Meier, K. S., ...
Brown-Peterside, P. (2009). Associations of sexual victimization, depression,
and sexual assertiveness with unprotected sex: A test of the multifaceted model
of HIV risk across gender. Journal of Applied Biobehavioral Research, 14, 30-
54. doi:10.1111/5.1751-9861.2009.00039.x

Munarriz, R., Hwang, J., Goldstein, 1., Traish, A. M., & Kim, N. N. (2003). Cocaine and

ephedrine-induced priapism: Case reports and investigation of potential

-191 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

adrenergic  mechanisms.  Urology, 62, 187-192. doi:10.1016/S0090-
4295(03)00245-0

Noar, S. M., Carlyle, K., & Cole, C. (2006). Why communication is crucial: meta-
analysis of the relationship between safer sexual communication and condom
use. Journal of Health Communication, 11, 365-390.
doi:10.1080/10810730600671862

Noar, S. M., Morokoff, P. J., & Redding, C. A. (2002). Sexual assertiveness in
heterosexually active men: A test of three samples. AIDS Education and

Prevention, 14,330-342. doi:10.1521/aeap.14.5.330.23872
Nunnally, J. C., & Bernstein, L. J. (1995). Teoria Psicométrica. Madrid: McGraw-Hill.

OADA, Observatorio Andaluz sobre Drogas y Adicciones (2010). Informe sobre el
Indicador Admisiones a Tratamiento en Andalucia 2010. Junta de Andalucia,

Spain.

Oattes, M. K., & Offman, A. (2007). Global self-esteem and sexual self-esteem as
predictors of sexual communication in intimate relationships. The Canadian

Journal of Human Sexuality, 16, 89-100.

Palha, A., & Esteves, M. (2002). A study of the sexuality of opiate addicts. Journal of
Sex & Marital Therapy, 28, 427-437. doi:10.1080/00926230290001547

Quinn, P. D., & Fromme, K. (2010). Self-regulation as a protective factor against risky
drinking and sexual behavior. Psychology of Addictive Behaviors, 24, 376-385.
doi:10.1037/a0018547

Raj, A., Saitz, R., Cheng, D., & Winter, M. (2007). Associations between alcohol,
heroin, and cocaine use and high risk sexual behaviors among detoxification
patients. The American Journal of Drug and Alcohol Abuse, 33, 169-178.
doi:10.1080/00952990601091176

Raj, A., Silverman, J. G., & Amaro, H. (2004). Abused women report greater male
partner risk and gender-based risk for HIV: Findings from a community-based
study  with  Hispanic = women.  AIDS  Care, 16, 519-529.
doi:10.1080/09540120410001683448

Reynolds, E. K., Magidson, J. F., Bornovalova, M. A., Gwadz, M., Ewart, C. K.,
Daughters, S. B., & Lejuez, C. W. (2010). Application of the Social Action

-192 -



Adaptation of the SAS in drug users

Theory to understand factors associated with risky Sexual behavior among
individuals in residential substance abuse treatment. Psychology of Addictive

Behaviors, 24,311-321. doi:10.1037/a0018929

Rickert, V., Sanghvi, R., & Wiemann, C. (2002). Is lack of sexual assertiveness among
adolescent and young adult women a cause for concern? Perspectives on Sexual

and Reproductive Health, 34, 178—183.

Roberts, S. T., & Kennedy, B. L. (2006). Why are young college women not using
condoms? Their perceived risk, drug use, and developmental vulnerability may
provide important clues to sexual risk. Archives of Psychiatric Nursing, 20, 32-

40. doi:10.1016/j.apnu.2005.08.008

Ross, M. W., & Williams, M. L. (2001). Sexual behavior and illicit drug use. Annual
Review of Sex Research, 12,290-310.

Santos-Iglesias, P., & Sierra, J. C. (2010a). El papel de la de la asertividad sexual en la
sexualidad humana: una revision sistematica. International Journal of Clinical

and Health Psychology, 10, 553-577.

Santos-Iglesias, P., & Sierra, J. C. (2010b). Hurlbert Index of Sexual Assertiveness: A
study of psychometric properties in a Spanish sample. Psychological Reports,
107, 39-57. d0i:10.2466/02.03.07.17.21.PR0.107.4.39-57

Santos-Iglesias, P., Vallejo-Medina, P., & Sierra, J. C. (2009). Desarrollo y validaciéon de
una version breve de la Escala de Ajuste Diaddico en poblacion espaiiola.

International Journal of Clinical and Health Psychology, 9, 501-517.

Schick, V. R., Zucker, A. N., & Bay-Cheng, L. Y. (2008). Safer, better sex through
feminism: The role of feminist ideology in women's sexual well-being.
Psychology of Women Quarterly, 32, 225-232. doi:10.1111/5.1471-
6402.2008.00431.x

Schilder, A., Lampinen, T., Miller, M., & Hogg, R. (2005). Crystal methamphetamine
and ecstasy differ in relation to unsafe sex among young gay men. Canadian

Journal of Public Health, 96, 340-343.

Schooler, D., Ward, L. M., Merriwether, A., & Caruthers, A. S. (2005). Cycles of shame:
Menstrual shame, body shame, and sexual decision-making. Journal of Sex

Research, 42, 324-334. doi1:10.1080/00224490509552288

-193 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

Shacham, E., & Cottler, L. (2010). Sexual behaviors among club drug users: Prevalence
and reliability. Archives of Sexual Behavior, 39, 1331-1341. doi:10.1007/s10508-
009-9539-x

Sherman, S. G., Sutcliffe, C., Srirojn, B., Latkin, C. A., Aramratanna, A., & Celentano,
D. D. (2009). Evaluation of a peer network intervention trial among young
methamphetamine users in Chiang Mai, Thailand. Social Science & Medicine,

68, 69-79. doi:10.1016/j.socscimed.2008.09.061

Sierra, J. C., Santos, P., Gutiérrez, J. R., Gomez, P., & Maeso, M. D. (2008). Un estudio
psicométrico del Hurlbert Index of Sexual Assertiveness en mujeres hispanas.

Terapia Psicologica, 26, 117-123.

Sierra, J. C., Vallejo-Medina, P., & Santos-Iglesias, P. (2011). Propiedades psicométricas
de la version espafiola de la Sexual Assertiveness Scale (SAS). Anales de

Psicologia, 27,17-26.

Sierra, J. C., Santos-Iglesias, P., & Vallejo-Medina, P. (in press). Evaluacién de la
equivalencia factorial y métrica de la Sexual Assertiveness Scale (SAS) por

sexo. Psicothema.

Sikkema, K. J., Winett, R. A., & Lombard, D. N. (1995). Development and evaluation
of an HIV-risk reduction program for female college students. AIDS Education

and Prevention, 7, 145-159.

Stoner, S. A., Norris, J., George, W. H., Morrison, D. M., Zawacki, T., Davis, K. C., &
Hessler, D. M. (2008). Women's condom use assertiveness and sexual risk-
taking: Effects of alcohol intoxication and adult victimization. Addictive

Behaviors, 33, 1167-1176. do1:10.1016/j.addbeh.2008.04.017

Ten Berge, J. M. F. (1986). Some relations between descriptive comparisons of

components from different studies. Multivariate Behavioral Research, 21, 29-

40.

Tucker, L. R. (1951). A method for synthesis of factor analysis studies. Personnel
Research Section Report, 984. Washington, D.C.: Department of the Army.

Vallejo-Medina, P., Guillén-Riquelme, A., & Sierra, J. C. (2009) Andlisis psicométrico
de la version espanola del Brief Sexual Function Inventory (BSFI) en una

muestra de hombres con historia de abuso de drogas. Adicciones, 21, 221-228.

-194 -



Adaptation of the SAS in drug users

Vallejo-Medina, P., Guillén-Riquelme, A., & Sierra, J. C. (2010). Psychometric
properties of the Spanish version of the Changes in Sexual Functioning
Questionnaire-Short-Form (CSFQ-14) in a sample of males with drug abuse
history. Sexuality and Disability, 28, 105-118. doi:10.1007/s11195-010-9146-8

Weinhardt, L. S., Carey, M. P., Carey, K. B., & Verdecias, R. N. (1998). Increasing
assertiveness skills to reduce HIV risk among women living with a severe and
persistent mental illness. Journal of Consulting and Clinical Psychology, 66,
680-684.

Zablotsky, D., & Kennedy, M. (2003). Risk factors and HIV transmission to midlife and
older women: Knowledge, options, and the initiation of safer sexual practices.

Journal of Acquired Immune Deficiency Syndromes, 33, 122-130.

Zamboni, B. D., Crawford, 1., & Williams, P. G. (2000). Examining communication and
assertiveness as predictors of condom use: Implications for HIV prevention.

AIDS Education and Prevention, 12, 492-504.

-195 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

-196 -



ESTUDIO 3

-197 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

-198 -



Effect of drug use on sexual functiong

Articulo 6

-199 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

- 200 -



Effect of drug use on sexual functiong

Effect of drug use and influence of abstinence on sexual functioning in a Spanish
male drug-dependent sample: a multi-site study

Articulo sometido a publicacion en Journal of Sexual Medicine

Referencia:

Vallejo-Medina, P., & Sierra, J. C. (2011). Effect of drug use and influence of
abstinence on sexual functioning in a Spanish male drug-dependent sample: a
multi-site study. Manuscrito sometido a publicacion.

-201 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

Effect of drug use and influence of abstinence on sexual functioning in a Spanish

male drug-dependent sample: a multi-site study

Abstract

To date, it has been difficult to address the issue of sexual functioning and drug
use, and many approaches to it have basic problems and methodological errors. The
present cross-sectional study compared the sexual functioning scores of a group of drug
users with those of a group of non-drug users. It explored the relationship between drug
abstinence and sexual functioning, and provided percentile rank scores for the Changes
in Sexual Functioning Questionnaire-Drugs (CSFQ-D). A sample of 905 males
participated in this study (549 met the substance dependence criteria and 356 were
controls). The assessment was conducted from September 2009 to January 2011. The
length of the evaluation was 30 minutes. Results show that Pleasure and Orgasm were
the two areas most significantly impaired. In these areas, all drugs seemed to negatively
affect sexual functioning. Overall, Desire and Arousal were less affected, although
Arousal was impaired by alcohol use. In addition, at least after two weeks of drug
abstinence, no relationship was found between drug abstinence and improvement in
sexual functioning. The sample studied had an average of one year of drug abstinence
and was found to have poorer sexual functioning than the control group. Therefore,
these results seem to contradict those that argue that drug use only impairs sexual
functioning temporarily. Moreover, they suggest that sexual functioning does not
improve just by stopping drug use. The percentile rank scores for the CSFQ-D are
provided in the Appendix.

Key words: drug abuse, sexual functioning, CSFQ
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Introduction

The human sexual response is multifaceted and related to biological,
psychological, environmental and interpersonal factors [1]. Drug use and abuse affects
all these areas, so drugs are likely to have effects on sexual functioning. Yet, most
questions regarding the relationship between sex and drugs remain unanswered [2]. This
subject (the influence of drugs on sexual functioning, sexual victimization and risky
sexual behavior) has been considered of great interest by researchers but is difficult to
approach. This may be the reason why there almost seem to be more theoretical reviews
[2-12] than original recent papers on this topic. Moreover, many reviews include studies
that used simple questions to assess sexual functioning, did not use a control group or
had a small sample size [2].

Use of drugs for sexual purposes has been common throughout history [13]. In
fact, some consumers make such a strong association between cocaine or
methamphetamines and sex that they cannot easily separate the two [14]. Apart from
causing a serious health problem in this population due to the adoption of risky sexual
behaviors, for example [15,16], drug use leads to alterations in Pleasure, Desire,
Arousal and Orgasm. In general, according to the studies consulted, use of alcohol [6],
benzodiazepines [12], cannabis [8,9], cocaine [2,4,11], opioids [17], methamphetamines
[18,19] or hallucinogens [8] may improve various areas of sexual functioning — in low
doses and/or in the short term attending to individual differences [2,6-9,18,19]. Yet,
these effects seem to be short-lived, because dose increases and/or length of use have

shown detrimental effects on sexual functioning [2,11,12,20-25].

In addition, recent studies have pointed out that the residual effects of the
substance (alcohol, cocaine, opioids or marijuana) do not disappear as soon as expected.
Thus, Cocores et al. [26] indicated that in most cases sexual dysfunction associated with
cocaine and alcohol use resolves spontaneously after three weeks of abstinence. Vallejo-
Medina and Sierra [27] found that drug users with a mean abstinence of one year had
significantly poorer sexual functioning than a non-drug user group in four areas of

sexual functioning (Pleasure, Desire, Arousal and Orgasm).
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Aims

The present study had two objectives: a) compare scores of male drug users —
divided into groups depending on their preferred substance — and non-drug users in each
area of sexual functioning; and b) explore the relationship between drug abstinence and
sexual functioning to try to determine how much time of abstinence would be necessary
for the scores of both groups to level out. In addition, the study also aimed to provide
the Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-D) percentile rank

scores for this population (see Appendix).

The sample only included males because the number of females who request
drug abuse support is low (10% [28]). However, the authors’ team is currently assessing

females in order to reach an appropriate sample size.
Hypotheses

e HI1. The sexual functioning of the user group will be significantly lower than
that of the control group, with differences depending on the substance used.

e H2. Sexual functioning will improve with increased time of abstinence.

Method
Study design

This multi-site study used an ex post facto design [29] and included the
participation of nine drug addiction treatment centers in eight Spanish regions (A

Corufia, Alicante, Barcelona, Granada, Lugo, Madrid, Pontevedra and Ourense).

This research was reviewed and approved by an independent Ethics Board of the
authors’ institution in accordance with the 1975 Declaration of Helsinki, as revised in
1983 by the Ethics Committee for Clinical Research.

Settings

The assessment of drug users was made in several sites located in eight different
provinces of Spain from September 2009 to January 2011. Prior to the assessment, all
participants gave written informed consent. The assessment was performed by a team of

specially trained psychologists, who were present throughout the assessment. The
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information obtained was self-reported. The assessment was conducted in Spanish. It

was anonymous and voluntary and the information collected was confidential.

Participants

In total, 905 males participated in the present study. Figure 1 shows the

distribution of the various subgroups.

Total sample

I n :905|

Control group

Drug users group

n =356 | n= 549|
| | | | | |
. ine+ . .
Alcohol Cocaine Cocaine+Alcohol Heroine Cannabis Speed ball
n=53 n=37 n=70

Figure 1.Flow diagram sample.

Requirements to participate in the study were: being over 18 years old, being
abstinent for at least two weeks prior to the assessment, being able to read and write and
being treated for a substance dependence disorder (DSM IV-R). All this information
was self-reported. In the control group, the absence of drug use was confirmed (a
maximum of 45 g of alcohol a day was allowed [about 1 | of beer] as well as occasional
cannabis use [1 joint a week]). The user group was recruited by cluster sampling from
the following institutions: ACLAD in A Coruiia, UMAD in Santiago de Compostela,
Proxecto Home Galicia in Galicia, Proyecto Hombre Granada in Granada, Fundacion
Noray-Proyecto Hombre in Alicante, Institut de Neuropsiquiatria i Addiccions del Parc
de Salut Mar-Hospital del Mar in Barcelona, CAD San Blas in Madrid, CAD de
Arganzuela in Madrid and the “Cortijo Buenos Aires” Resource of the Social Service
Network of the Regional Government of Andalusia in Granada. The control group was

recruited by convenience sampling from adult training centers, community centers,
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training courses for jobseekers and universities. Absence of substance use was self-

reported.

Main outcome measures

Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-D [27]). The
CSFQ-D is a 15-item adaptation for drug users developed from the Spanish
validation [30-32] of the CSFQ-14 [33]. The CSFQ-D has shown strong factor
invariance between user and non-user males and good fit in four dimensions
(Pleasure, Desire, Arousal and Orgasm). Possible bias was analyzed through
Differential Item Functioning (DIF) but no DIF between the user and non-user
sample was found in any items. The scale has good reliability, with an alpha
coefficient ranging from o= .83 in Pleasure to a=.61 in Orgasm. The
questionnaire also had good external validity indicators. In the present study, the
alpha coefficients obtained were .82 for Pleasure, .70 for Desire, .73 for Arousal
and .55 for Orgasm. Higher scores indicate better sexual functioning. Percentile
rank scores for this scale are provided in the Appendix. [Caution should be
applied when using the greater age range, since the sample size is not very

large.]

Cuestionario de Consumo de Sustancias (CCS, Questionnaire on Substance Use;
[34]) The CCS is a short, simple and clear 16-item questionnaire containing the
diagnostic criteria of the DSM-IV-R. It is useful to diagnose problems of
substance dependence, abuse and intoxication. Items are responded in a
dichotomous (yes/no) scale. Spearman’s correlation with the diagnosis made by
the various institutions (using EuropAsi and/or personal interviews) was .85, p >

.00. Reliability was .88. in the original version and .89 in the present study.

Substance use record. The variables assessed were preferred substance, amount
of substance used, frequency of use and length of use. This information was
used to calculate severity of substance use (severity = frequency * length). Time
of abstinence was also obtained through self-reports or urine or blood tests,

depending on the procedure used in each institution.

Sociodemographic questionnaire
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Study size and bias

The objective was to obtain a control group of about 300 males — which would
provide a confidence level of 92% and an estimation error of 5% — given that one of the
limitations of earlier studies was the absence or small size of control groups [2,22]. In
such studies, the user group usually focused on one single substance and had a small
size. The present study had a considerable sample size and achieved a less biased
comparison by applying the same methodology to the different substance groups. Seven
groups were formed: (control) alcohol, cocaine, cocaine+alcohol, heroin, marihuana and
speedball (cocaine+heroin). The aim was to obtain a sample of about 50 participants in
each group and therefore work with a confidence level of 95%; however, it was not
possible to reach this number in the marihuana group. Sample size estimation was

calculated with Power*G3 software [35]

To date, some studies have used simple questions or questions with little
empirical support to assess sexual functioning in drug users [2]. Others have used well-
established questionnaires with good psychometric properties but which have not been
adapted or validated in drug users. The present study used the CSFQ-D, a questionnaire
that has shown a highly equivalent structure in non-users and users and that does not
show any bias for such groups. This minimized errors in the assessment and data

comparison as much as possible.

Statistical methods

The scores of the various groups of users were compared to those of non-users
by means of an ANCOVA, controlling for the effect of age — given that significant
differences were found between groups. Next, differences between the control group
and the experimental groups were located using a DHS Tukey post-hoc test that
provided good control of Type | errors and had good power with large samples [36].
This test was accompanied by the o, a measure of effect size that is less biased for this
type of test than the n’ [37]. The o’ was interpreted using Cohen’s classification [38]: a
low association ranged from .01 to .05, a medium association ranged from .06 to .13,

and a high association was .14 or higher.

Relationships were assessed using partial Pearson correlations, controlling for

age, given that significant age differences were found. Cohen’s classification [38] was
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used to interpret the magnitude of the correlations: a low relationship ranged from 0 to
.30, a moderate relationship ranged from .30 to .50, and a high relationship was .50 or
higher.

Regarding the percentile rank scores, normality was calculated using the
skewness and kurtosis. The scales did not show a normal distribution, so the scores

were calculated on the basis of standard scores.

Subjects with missing data were eliminated depending on the needs of each

analysis. The final n is shown in each analysis.

Results

Significant differences were observed in the age of the various groups, F (6,
n=901) = 14.52, p< .00. Yet, when the sample was divided into two groups [drug users
(M = 35.27; SD = 8.61) and non-drug users (M = 35.20; SD = 11.55)], no age
differences were observed between groups, t (907) = -.01, p = .92. Significant
differences were found in level of education both when considering all groups, F (6, n =
886) = 61.16, p < .00, and when considering drug users vs. non-drug users, t (892) =

20.42, p < .00. The remaining sociodemographic data are shown in Table 1.
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Table 1.
Consumption characteristics
No drugs Alcohol Cocaine CAO|CC%'Q§|+ Heroine Cannabis’  Speedball Total
Subjects 356 109 143 137 53 37 70 905
Age (SD) 35.20 (11.55) 42.17 (10.57) 32.89 (6.76) 33.42 (7.44) 36.45(5.51) 29.27 (7.84) 35.71(6.52) 35.24 (9.85)
Mean time of use 2 - 20.88 (9.29) 10.29 (5.91) 11.83(5.82) 13.48 (6.66) 12.13(6.57) 15.34(7.16) 13.73(7.83)
Mean daily consumption® - 271.77 (270.05) .83 (1.11) 1.11(1.42) 67 (72) 9.42(1151) .90(.70) -
Abstinence time - .90 (1.57) .88 (1.25) .81 (.65) 1.38(2.60) .58 (1.09) 1.44(1.44) 1.05(2.01)
IlIness - 29.40% 19.20% 19.00% 48.20% 25.30% 50.00% 17.70%
Medication 11.10% 28.40% 24.50% 20.70% 30.20% 22.60% 26.70% 19.80%
Marital status
single 22.31% 22.00% 35.71% 35.93% 47.36% 52.38% 37.50% 27.96%
long term relationship 28.24% 12.00% 7.14% 3.12% 0% 14.28% 9.37% 19.51%
short term relationship 6.21% 18.00% 30.00% 28.12% 36.84% 19.04% 34.37% 15.12%
married 39.54% 24.00% 21.42% 21.87% 15.78% 9.52% 3.12% 30.56%
separate 3.10% 22.00% 5.71% 10.93% 0% 4.76% 15.62% 6.34%
widower .56% 2.00% 0% 0% 0% 0% 0% 0.48%
Education
no studies 1.42% 33.33% 22.85% 24.81% 29.41% 18.91% 29.85% 16.55%
school 9.37% 32.38% 32.14% 33.83% 37.25% 51.35% 37.31% 25.16%
high school 34.37% 15.23% 30.00% 30.07% 21.56% 21.62% 16.41% 28.07%
training cycle 21.02% 15.23% 12.14% 9.77% 7.84% 5.40% 16.41% 15.43%
university 33.80% 3.80% 2.85% 1.50% 3.92% 2.70% 0% 14.76%

! Cannabis (always in units).
2 Abstinence and mean time of use expressed in years
¥ Mean daily consumption in gr. per day.
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Differences in sexual functioning between each drug user group and the non-
user group were analyzed. Given that there were significant differences when
comparing the ages of each user group, an ANCOVA was performed, controlling for the
effect of age. Significant differences were observed in all the areas of sexual functioning
assessed: a) Pleasure, F (6, n = 889) = 9.50; p = .00, corrected w’= .06; b) Desire, F (6, n
= 889) = 4.60; p = .00, corrected w? = .06; c) Arousal, F (6, n = 888) = 4.46; p = .00,
corrected w’= .07; and Orgasm, F (6, n = 881) = 8.75; p = .00, corrected ? = .06.
Because of the impossibility of calculating post-hoc tests with one covariate, a DHS
Tukey post-hoc test was performed with an exploratory purpose. Based on the
significant differences found, a one-to-one comparison was made using age as a

covariate. Results are shown in Table 2.
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Table 2.

Differences in sexual function according to the substance of choice.

Pleasure Desire

Control group  14.98 2.89 349 Control group  18.47 3.15 350
M SD n Contraste o M SD n Contraste o
Alcohol 13.45 3.82 105 F=14.58,p=.00 .03 Alcohol 16.67 3.97 105 F=12.48,p=.00 .02
Cocaine 13.48 3.58 140 F=25.31,p=.00 .05 Cocaine 17.96 3.32 140 n.s -
Cocaine+alcohol 13.34 3.65 136 F=20.08,p=.00 .04 Cocaine+alcohol 18.07 3.09 136 n.s -
Heroine 13.21 345 52 F=15.75p=.00 .04 Heroine 16.69 3.20 52 F=13.63,p=.00 .03
Cannabis 13.11 3.81 37 F=14.25p=.00 .03 Cannabis 1732 341 37 F=6.77,p=.01 .01
Speed ball 12.63 4.10 68 F=32.15p=.00 .07 Speed ball 17.26 3.88 68 F=7.63,p=.00 .02

Arousal Orgasm

Control group  13.29 1.91 349 Control group  11.88 1.81 348
M SD n Contrast o M SD n Contraste o
Alcohol 11.81 2.75 105 F=24.30,p=.00 .05 Alcohol 10.67 2.68 101 F=20.94,p=.00 .04
Cocaine 13.07 2.24 140 n.s - Cocaine 11.01 2.14 140 F=21.28,p=.00 .04
Cocaine+alcohol 12.93 2.24 136 n.s - Cocaine+alcohol 11.32 2.04 136 F=8.97,p=.00 .02
Heroine 1262 234 52 F=486,p=.02 .01 Heroine 10.27 251 52 F=3196,p=.00 .07
Cannabis 12,92 1.85 37 n.s - Cannabis 10.83 241 36 F=10.13,p=.00 .02
Speed ball 1265 245 68 F=583,p=.01 .01 Speed ball 10.85 2.28 67 F=16.55p=.00 .04

note. w” = effect size
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Next, the relationship between abstinence and sexual functioning was assessed
by calculating partial Pearson correlations — controlling for age — between each
substance and each dimension of sexual functioning and time of abstinence. Only two
significant correlations were found, r heroin-pleasure = -39** and 1 cocaine-desire = --20*. The
various trend charts do not suggest the existence of a non-lineal relationship between

abstinence and sexual functioning.

Discussion

H1 of the study was supported. Male drug users had significantly poorer scores
than non-user males in all the areas of sexual functioning assessed, even though they
had an average of one year of abstinence; in addition, differences were found depending
on the preferred substance used. Yet, the effect size found was low for most substances.
In contrast, H2 was not supported. Sexual functioning did not seem to improve with
increased time of abstinence — except in the case of Pleasure for heroin users — or, at

least, no improvement was found after the first two weeks of abstinence.

Caution should be used when comparing the present study with others reviewed.
In most studies, there is no information about the time of abstinence of participants. It
would therefore be an error to compare current drug users with subjects in abstinence
like those assessed in this study —who had been in abstinence for at least two weeks,

with an average of about one year.

The results of the present study agree with those obtained by other studies
[22,39,40] in which, overall, poorer sexual functioning was found in major substance
users. However, the present study can be used to make a detailed analysis of the effect
of the various substances on the different areas of sexual functioning. The study shows
that Pleasure and Orgasm were the dimensions most impaired, while Arousal and Desire
were not so affected. It is particularly interesting to note that, in most cases, SD of
consumers were much greater than those of controls. This may reflect greater individual

differences in the sexual functioning of these patients.
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Heroin

Our results showed that heroin affected the four dimensions evaluated: Pleasure,
Desire, Arousal and Orgasm. Orgasm was the dimension most affected by heroin, with
a moderate effect size. This had been suggested by several authors [23,41,42]. After
Orgasm, Pleasure was the second dimension most affected by heroin. Other authors
such as Gay et al. [43] and Palha and Esteves [39] also found this dimension to be
impaired in opioid users. Desire was the next area affected by heroin, which was the
most detrimental drug for this area despite its low effect size. These results agree with
those found by other authors, who observed that heroin users were less stimulated by
erotic images than consumers of other drugs and the control population [20]. There
seems to be a lack of motivation towards sexual stimuli among opioid users, as if
reinforcing stimuli — unconditioned for the normal population — were displaced by
stimuli associated to drug use in this population [44,45]. Finally, differences in Arousal

were significant but their effect size was practically negligible.

Speedball

As a drug with an opioid component, speedball followed a similar trend to
heroin and also affected the four dimensions assessed in this study. Pleasure was the
dimension most affected by speedball, which was more detrimental to this dimension
than any other drugs assessed in this study. Opioids seem to have a very negative effect
on Pleasure [39.43]. Orgasm was the second area of sexual functioning most affected by
speedball. The literature on the influence of opioids on orgasm is consistent with the
present results [23,41,42]. Desire was the third area most affected by this drug, which
supports the findings of Aguilar et al. [20] in speedball users. Finally, differences in

Arousal were significant but negligible.

Alcohol

After heroine and speedball, alcohol was the last substance that affected all areas
of sexual functioning assessed. Although its effect size was always low, alcohol was the
substance that most impaired sexual Arousal. Our data partially contradict those of other
authors [4,46,47] who argued that alcohol causes transient erectile dysfunction.
Although the present study found this area to be impaired, it does not seem to be a
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temporary problem, since erectile ability was still affected after a year and, according to
the results, did not seem likely to improve just with abstinence. As previous studies did
[23,46,48], we also observed that alcohol negatively affected Orgasm. In addition,
alcohol users were found to have lower Pleasure scores. To the best of our knowledge,
no previous studies have related alcohol consumption with impaired sexual Pleasure.
Finally, alcohol has also been associated with inhibited sexual Desire [5,11,20,21],

which was also found in the present research.

Cocaine and cocaine+alcohol

Cocaine and cocaine + alcohol showed a similar trend and should therefore be
interpreted jointly. On the one hand, neither Desire nor Arousal seemed to be affected
by use of this substance. On the other hand, cocaine alone and cocaine combined with
alcohol also seemed to have a long-term negative effect on sexual functioning. No
studies reviewed have shown sexual Pleasure to be affected by cocaine use, in spite of
the various problems it seems to cause: dyspareunia, low arousal [23], anorgasmia,
decrease of desire [49,50], erectile dysfunction [51,52] and priapism [53,54]. Finally,
Orgasm was found to be impaired by cocaine and, to a lesser extent, by
cocaine+alcohol. These results are also consistent with those obtained by other authors
[49,50]. This shows that cocaine and cocaine+alcohol negatively affect the ability to

reach Orgasm.

Cannabis

Cannabis seems to be the substance that least affects sexual functioning in the
long term. However, it had an effect on some of the dimensions assessed in this study.
Pleasure was the dimension most affected by long-term cannabis use. These results have
also been observed by other authors [5,23]. Orgasm was the second area most affected
in cannabis users. A review [8] highlighted a contradiction in the results on the effects
of cannabis on Pleasure and Orgasm. The present study found these areas to be impaired
in abstinent cannabis users, although the effect size was low. Finally, cannabis did not

seem to have a noticeable effect on Desire or Arousal.
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Conclusion

The present results are along the same lines as those of Vallejo-Medina and
Sierra [27], which contradicted those of Cocores et al. [26], as sexual functioning in
many substance users was still affected even three weeks after stopping drug use,
although not with a high magnitude. The physiological effect of drugs on the sexual
cycle [5,23,55] is likely to dissipate at about three weeks of abstinence. Yet, the
conditioning brought about by years of drug use — almost 14 months on average in this
study — does not seem to disappear so easily. Moreover, as the data suggest, stopping
drug use does not seem to lead to an improvement, at least after the first two weeks of
abstinence. Therefore, drug user patients with sexual problems should receive specific
sexual treatment for the areas affected, particularly if we consider that the standard
deviations of consumers were always higher than those of the control group. This may
highlight greater individual differences and show that sexual functioning of the whole
sample of drug users was not slightly impaired but that some subjects had fully
recovered their functioning while others had greater problems. Yet, it is not possible to

confirm this with the methodology used in the present study.

Limitations and future research

The main limitation of this study is related to the sampling method used, which
was not probabilistic and therefore cannot be used to extrapolate results to the general
population. In addition, because of the cross-sectional design of the study and the lack
of a baseline, results should be taken cautiously and no causality relations should be
inferred. It should also be considered that drug use affects various vital aspects of
people; this may also have a direct or indirect influence on the sexual functioning of
these patients (medication, psychiatric comorbidity, anxiety, depression, emotional-
sexual situation, sexual self-esteem, sexual assertiveness, ...). The methodology used to
reach conclusions, such as the absence of a relationship between abstinence and sexual
functioning, is not the most appropriate. Longitudinal studies would be necessary to
support or refute this hypothesis. Finally, using the preferred substance as a variable to
cluster drug users implies disregarding multiple use and implying that all the effect is

caused by the preferred substance, which is inaccurate.

[No conflict of interest]
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Abstract

To date, only anecdotal studies have assessed sexual assertiveness in drug users, despite
the fact that it would be logical to expect low sexual assertiveness in such patients. The present
study had two objectives: the first one was to compare sexual assertiveness between consumers
of alcohol, cocaine, cocaine+alcohol, heroin, cannabis, and speedball and a control group. This
was assessed in a sample of 556 male drug users from 8 Spanish provinces and 356 non-user
males. The second objective was to assess the relationship between drug users’ sexual
assertiveness and their depression and anxiety levels. This was assessed in a sample of 257 male
users of the abovementioned substances from 5 Spanish provinces. Results showed significantly
lower Initiation assertiveness in the 35-49 year-old age group (particularly in the case of
alcohol, heroin, cannabis, and speedball) and worse Sexually Transmitted Diseases and
Pregnancy prevention assertiveness in drug users (in the case of alcohol, cocaine,
cocaine+alcohol, cannabis, and speedball). Effect sizes ranged from low to moderate. Finally,
users of heroin (also combined with cocaine) and cocaine (also combined with alcohol) showed
the highest correlations between anxiety and depression and sexual assertiveness. The

implications of these results are discussed.

Key words: Sexual assertiveness, drug users, SAS, validation, sexuality, drugs
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In drug users, three areas of sexuality may imply a serious sexual health problem
if they are impaired: sexual functioning, consensual-desired sex, and risk sexual
behaviors. As defined by Morokoff et al. (1997), sexual assertiveness refers to people’s
ability to initiate sexual activity, reject unwanted sexual activity, and use contraceptive
methods, developing healthy sexual behaviors. These three areas (Initiation, Refusal,
and Sexual Transmitted Diseases and Pregnancy Prevention {STD-P}) are very closely
linked to sexual functioning, sexual victimization, and risk sexual behaviors,

respectively (Santos-Iglesias & Sierra, 2010).

Despite its importance, the role of sexual assertiveness has traditionally been
underestimated in males (Morokoff et al., 2009). In fact, studies exploring sexual
assertiveness in male drug users are practically nonexistent, even though it would be
logical to expect sexual assertiveness to be impaired in such patients. To date, no
studies have explored the influence of psychological variables such as anxiety or

depression on this population’ sexual assertiveness either.

Sexual Assertiveness, Sexual Functioning, and Substance Use

Initiation sexual assertiveness is related to sexual functioning. Numerous studies
have proven the existence of this relationship in the normal population (Haavio-Mannila
& Kontula, 1997; Hurlbert, 1991; Hurlbert et al., 2005; MacNeil & Byers, 1997,
Ménard & Offman, 2009). At least in the long term and/or in high doses, drug use has
also been proven to decrease sexual functioning (Aguilar De Arcos et al., 2008; Bang-
Ping, 2009; Johnson et al., 2004; Munarriz, Hwang, Goldstein, Traish, & Kim, 2003;
Palha & Esteves, 2002; Vallejo-Medina, Guillén-Riquelme, & Sierra, 2009; Vallejo-
Medina & Sierra, in press a). To the best of our knowledge, no studies have assessed
sexual assertiveness from a clinical perspective so far; Vallejo-Medina and Sierra
(2012a) validated a scale in this population but did not use a control group to compare

Scores.

Sexual Assertiveness, Sexual Victimization, and Substance Use

Few studies have explored Refusal sexual assertiveness or sexual victimization,
its counterpart, in males (Santos-Iglesias & Sierra, 2010). Low sexual assertiveness can

be both a consequence of victimization and a risk factor for experiencing it (Livingston,
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Testa, & VanZile-Tamsen, 2007). Being under the influence of alcohol is also a
contributing factor for experiencing sexual victimization (Brecklin & Ullman, 2005). In
males, Shacham and Cottler (2010) reported that 8.60 % of the drug users surveyed
admitted having had unwanted sexual contact, whereas 52.75 % of cocaine and
methamphetamine users admitted having taken part in sexual practices that were
uncommon to them because they were under the influence of the drug. Clinical practice
reveals that they later regret participating in some of these practices. Although such
behaviors may be exclusively due to the withdrawal syndrome or to acute use of the

substance, Refusal sexual assertiveness may play a modulating role in them.

Sexual Assertiveness, Risk Sexual Behaviors, and Substance Use

The prevalence of STDs/VIH is increasing in heterosexual males who use non-
injection drugs (Bellis et al., 2008; Booth, Kwiatkowski, & Chitwood, 2000; Raj, Saitz,
Cheng, & Winter, 2007). These men are less likely to use a condom and have safe sex
than men who have sex with other men (Ross & Williams, 2001). The most common
risk behaviors in this population are trading sex for drugs or money, having intercourse
without condoms or having sex with multiple partners (Booth et al., 2000; Calsyn et al.,
2010; Celentano, Latimore, Mehta, 2008; Raj et al., 2007). STD-P sexual assertiveness
may play an important protective role against these three risk behaviors. This variable
may provide a better understanding of the relationship between high-risk behaviors and
substance use, along with sexual arousal (George et al., 2009; Gerrard, Gibbons &
Buishman, 1996), the context of drug use, the type of sex partner (Leigh, Ames & Stacy
2008; Maisto, Carey, Carey, Gordon, & Schum., 2004), and distress (Elkington,
Bauermeister & Zimmerman, 2010; Morokoff et al., 2009). This issue is key both for
prevention and treatment (Calsyn et al., 2010). In fact, sexual assertiveness has proven
to be a strong predictor of risk sexual behaviors (Noar, Carlyle, & Cole, 2006, Schooler,
Ward, Merriwether, & Caruthers, 2005; Zablotsky & Kennedy, 2003) and is related to
actual condom use (Auslander, Perfect, Succop, & Rosenthal, 2007; Crowell, 2004;
Morokoff et al., 2009; Vallejo-Medina & Sierra, 2012a). In addition, alcohol use
reduces the skills required to negotiate safe sex (Maisto, Carey, Carey, & Gordon,
2002). Stoner et al. (2008) observed that sexual assertiveness can act as a modulator of
the effect of alcohol on insistence to use a condom. In Thailand, a program with

components of sexual assertiveness was applied to methamphetamine users. Participants
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reduced their use of methamphetamines and moderately increased condom use up to 12
months after the program was over (Sherman, Sutcliffe, Srirojn, Latkin, Aramratanna,
& Celentano, 2009).

Sexual Assertiveness, Anxiety, and Depression

Depression and anxiety are two of the most common comorbid disorders among
drug users (Chen et al., in press; Salo, Flower, Kielstein, Leamon, Nordahl, &
Galloway, 2011; Swendsen et al., 2010). These disorders negatively affect sexual
functioning (Ginzburg, Ein-Dor & Solomon, 2010; Laurent & Simons, 2009; Smith,
Breyer, Eisenberg, Sharlip, & Shindel, 2010). They are a facilitating factor for sexual
victimization (Cuevas, Finkelhor, Clifford, Ormrod, & Turner, 2010; Zurbriggen,
Gobin, & Freyd, 2010) and have a negative influence on risk sexual behaviors
(Elkington et al., 2010), particularly among men (Lehre, Shrier, Gotmaker, & Buka,
2006; Shrier, Harris, Stenmerg, & Beardslee, 2001). Moreover, when these
psychological states are present with substance use, the incidence of risk sexual
behaviors is even higher (Ramrakha, Caspi, Dickson, Moffitt, & Paul, 2000; Teplin,
Elkington, McClelland, Abram, Mericle, & Washburn, 2005). The few studies that have
assessed sexual assertiveness have disregarded the effect of anxiety and depression on
Initiation sexual assertiveness, focusing on sexual victimization and risk sexual
behaviors. As regards Refusal, Greene and Navarro (1998) found that low levels of
sexual assertiveness and high levels of depression and anxiety combined with alcohol
use were the highest risk factors for experiencing sexual victimization and
revictimization. Livingston et al. (2007) found that depression may play a mediating
role between Refusal sexual assertiveness and sexual victimization. In addition, a
negative relationship has been found between depression and STD-P assertiveness
(Granados, Vallejo-Medina, & Sierra, 2012; Morokoff et al., 2009; Rickert, Neal,
Wiemann, & Berenson, 2000).

Objectives

The present research had two objectives: a) to assess the existence of differences
in sexual assertiveness between a drug user group and a control group, exploring
possible differences depending on the main substance used and determining the possible

influence of low sexual assertiveness on the sexual health of participants; and b) explore
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potential relationships between sexual assertiveness and psychological states (anxiety
and depression), depending on the preferred substance. This research was reviewed and
approved by the independent Ethics Board of our institution in accordance with the
1975 Declaration of Helsinki, as revised in the 1983 Ethics Committee for Clinical

Research.

STUDY 1
Method
Participants

The control group was composed of 356 non-drug user males. The drug user
group was composed of 556 male drug users (of which 109 consumed alcohol, 143
cocaine, 137 cocaine+alcohol, 53 heroin, 37 cannabis, and 70 speedball). No significant
age differences were found between drug users (M = 35.27, SD = 8.61) and non-users
(M = 35.20, SD= 11.55) (t(907) = -.01, p = .92). Significant differences were found
between drug users and non-users regarding educational level (> (4) = 300.39, p = .00)
and marital status (y* (5) = 121.77, p = .00). In drug users, mean duration of use was
13.73 years (SD = 7.83) and mean time of abstinence was 1.05 years (SD = 2.01).

Requirements to be included in the drug user group were being over 18 years old, being
abstinent for at least two weeks prior to the assessment, being able to read and write,
and being treated for a substance dependence disorder (DSM IV-R). In the control
group, the absence of substance use was confirmed, although a maximum of 45 g of
alcohol a day was allowed (about 1 | of beer) as well as occasional cannabis use (1 joint

a week).

Instruments

- Sexual Assertiveness Scale (SAS; Morokoft et al., 1997; Sierra, Vallejo-Medina, &
Santos-Iglesias, 2011). The adaptation for drug users developed by Vallejo-Medina
and Sierra (2012a) was used. On this occasion, as recommended by Vallejo-Medina
and Sierra (2012a), the scores of the non-user and the user group were compared
using a 17-item version (1 item less than the original version, as Item 1 in the

Initiation subscale was highly biased between the drug user and the normal
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population). Items are responded on a 5-point Likert scale. They are clustered into
three dimensions: [nitiation, Refusal, and Sexual Transmitted Diseases-Pregnancy
Prevention (STD-P). The English and Spanish versions of the scale have shown good
reliability, ranging from .66 to .86 (Santos-Iglesias & Sierra, 2010). The adaptation
for drug users also obtained good reliability, a strictly equivalent factor structure to
the normal version and, except for Item 1, which was excluded, no high Differential
Item Functioning was found in any other items. In the present study, reliability
coefficients were .73 and .63 in Initiation for the control and experimental groups,
respectively; .82 and .73 in Refusal for the control and experimental groups,
respectively; and .89 and .80 in STD-P for the control and experimental groups,

respectively. Higher scores indicate higher sexual assertiveness.

Changes in Sexual Functioning Questionnaire-Drugs (CSFQ-D; Vallejo-Medina &
Sierra, in press a). This questionnaire is an adaptation for drug users of the CSFQ-14
(Keller, McGarvey, & Clayton, 2006), in its Spanish version (Bobes, Gonzalez, Rico-
Villademoros, Bascaran, Sarasa, & Clayton., 2000; Garcia-Portilla et al., 2011,
Vallejo-Medina, Guillén-Riquelme & Sierra, 2010). The CSFQ-D has shown an
equivalent four factor-structure (Pleasure, Desire, Arousal, and Orgasm) in drug user
and non-user populations. The scale has good reliability, with alpha values ranging
from a = .83 in Pleasure to a = .61 in Orgasm. The questionnaire has also shown
good external validity indicators. The following Cronbach alpha values were
obtained in the present study: Pleasure = .80, Desire = .66, Arousal = .67, and
Orgasm = .49 in the normal population and Pleasure = .82, Desire = .70, Arousal =
.74, and Orgasm = .55 in the drug user population. Higher scores indicate better

sexual functioning.

Cuestionario Consumo Sustancias (Questionnaire on Substance Use, CCS; Vallejo-
Medina et al., 2011). This is a short, simple, and clear 16-item questionnaire
containing the diagnostic criteria of the DSM-IV-R. It is useful to diagnose problems
of substance dependence, abuse and intoxication. Items are responded on a
dichotomous (yes/no) scale. Spearman’s correlation with the diagnosis made by the
various institutions (using EuropASI and personal interviews) was .85, p = .00.

Reliability was .88 in the original version and .89 in the present study.

Questionnaire on substance use and sociodemographic data. The variables assessed

were preferred substance, amount of substance used, frequency of use, and length of
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use. This information was used to calculate severity of substance use. Time of
abstinence was also obtained through self-reports or urine or blood tests, depending
on the procedure used in each institution.

Procedure

The user group was recruited by cluster sampling from the following
institutions: ACLAD in A Corufia, UMAD in Santiago de Compostela, Proxecto Home
Galicia in Galicia, Proyecto Hombre Granada in Granada, Fundacion Noray-Proyecto
Hombre in Alicante, Institut de Neuropsiquiatria i Addiccions del Parc de Salut Mar-
Hospital del Mar in Barcelona, CAD San Blas in Madrid, CAD de Arganzuela in
Madrid, and the “Cortijo Buenos Aires” Resource of the Social Service Network of the
Regional Government of Andalusia in Granada. The control group was recruited by
convenience sampling from adult training centers, community centers, training courses
for jobseekers, and universities. Anonymous responses, voluntary participation, and the
scientific purpose of the study were guaranteed by written informed consent in drug
users and verbal informed consent in control subjects. The assessment lasted

approximately 30 minutes.

Results

A t-test was used to calculate the differences of means between the user and
non-user group in SASnitiation (Muser = 10.91{SD = 4.10}; M,op-user = 11.45{SD = 3.81}),
SASRefusal (Myser= 10.30{SD = 4.57}; Myop-ser= 10.89{SD = 5.25}), and SASstp-p (Miys0r
= 11.11{8SD = 6.38}; Myon-user = 13.51{SD = 6.86}) No significant differences were
found in Refusal #897) = 7.77, p = .76. Yet, significant differences were found in
Initiation #867) = 1.96, p = .05, d = 0.13 and STD-P #(890) = 5.31, p <.01, d = 0.36.

Age-related differences were found in sexual assertiveness (Vallejo-Medina & Sierra,
2011d; Santos-Iglesias, Vallejo-Medina, & Sierra (2012). Therefore, the analyses were
conducted again after dividing the sample into three age groups: youth (18-34 years),
adults (35-49 years), and older participants (+ 50 years). This clarified the differences as
follows: in Initiation, differences between the control group (M = 12.23, SD = 3.57) and
the experimental group (M = 10.91, SD = 43.86) were only significant in the adult group
(35-49 years) #(330) = 3.04, p < .01, d = 0.35. Similarly, differences in STD-P were only
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significant in youth #457) = 6.40, p < .01, d = 0.61 (control group {M = 15.35, SD =
6.97} and experimental group {M = 11.20, SD = 6.56}).

Next, correlations were calculated between Initiation and sexual functioning and
between STD-P and the safe sex ratio. Significant differences were found in SASisiation
(see Table 1), particularly in the adult and older age groups. Significant correlations
were also observed (p < .01) between STD-P and the safe sex ratio » = .48, r = .42, r =
.65, respectively for youth, adults, and older participants. The mean of the safe sex ratio

for each group was .53 (SD = 0.43), .53 (SD = 0.45), and .50 (SD = 0.47), respectively.

Table 1

Pearson correlations between the dimensions of the CSFQ-D and SASitiation in the three

age groups
Pleasure  Desire Arousal Orgasm
Youth A5%* 20%* 3% .07
Initiation ~ Adults A8** 22%* 8% 2TH*
Older 30** 18 18 25%

Note: ** =p < .01; * =p <.05.

Finally, an ANOVA was performed to determine whether there were differences
depending on the main substance used. As expected from the data shown above,
differences depending on the preferred substance were only found in Initiation in adults
F(6) =4.00, p < .01, ©* = .05 and in STD-P in youth F(6) = 7.86, p < .01, ®* = .08. To
determine exactly which users of which substances showed differences compared to the
control group, DMS post-hoc tests were performed (since the aim was only to conduct
comparisons with the control group). Results for Initiation-adults are shown in Figure 1
and results for STD-P-youth are shown in Figure 2. Statistical significance was
complemented by ®?, an indicator of effect size that is less biased than 1’ for this type of
tests (Young, 1993). It was interpreted using the categorization made by Cohen in 1988,
that is, .01 to .05, small association, .06 to .13, medium association, and .14 or greater,

large association (See Table 2).
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Figure 1. Initiation sexual assertiveness in the adult group. The Mean (M) and Standard
Deviation (SD) are shown for each substance group. The statistical significance of the
differences compared to the control group (non-drug) is marked with asterisks (** = p <
.01 and * = p <.05)
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Figure 2. STD-P sexual assertiveness in the youth group. The Mean (M) and Standard
Deviation (SD) are shown for each substance group. The statistical significance of the
differences compared to the control group (non-drug) is marked with asterisks (** = p <
.01).
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Table 2

Effect size () depending on the main substance used in Initiation-adults and STD-P-

youth
alcohol cocaine “°C¥Me* heroin  cannabis speedball
alcohol
Initiation .02 ns ns .09 .04 .03
STD-P .04 .07 .08 ns .03 .08

Note: ns = non-significant

STUDY 2
Method
Participants

A total of 257 male drug users participated in Study 2. Mean age was 34.92
years (SD = 8.85) and age ranged from 18 to 66 years. Mean time of abstinence was .93
years (SD = 1.30) and mean time of drug use was 12.92 years (SD = 7.36). Among the
participants, 6.80% had no education, 41.80 % had primary education, 29.90% had
secondary education, 16.30% had completed a cycle of higher education, and 5.20% had

university studies. Requirements to participate in the study were the same as in Study 1.

Instruments

- Sexual Assertiveness Scale (SAS; Morokoff et al., 1997; Sierra et al., 2011). See the
Instruments section in Study 1. On this occasion, given that no between-group
comparisons were planned, the original 18-item version was used. The following
reliability coefficients were obtained in the present study: Initiation = .64, Refusal =

.71, and STD-P = .79.

- State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, & Lushene, 1970; in the
Spanish version by TEA, 1982). It is composed of 40 items that are equally divided
to assess Trait Anxiety and State Anxiety. The questionnaire has shown good test-
retest reliability (.81 in Trait Anxiety and .40 in State Anxiety). In a recent review

conducted in Spain, Guillén-Riquelme and Buela-Casal (2011) found adequate
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psychometric properties. In the present study, reliability was State = .93 and Trait =

.90. Higher scores indicate greater anxiety.

- State-Trait Depression Inventory (STDI; Spielberger, 2008; Buela-Casal and
Agudelo Velez, 2008). It is a self-report scale composed of 10 items that assess State
Depression and 10 items that assess Trait Depression. The Spanish adaptation has
shown good internal consistency reliability coefficients ranging from .93 to .71 in
adults. It also has adequate convergent and discriminant validity indicators. In the
present study, Cronbach a reliability was STDI-S = .69 and STDI-T = .58.

- Cuestionario Consumo Sustancias (Questionnaire on Substance Use, CCS; Vallejo-
Medina et al., 2011). This questionnaire is described in the Instruments section of

Study 1.

- Questionnaire on substance use and sociodemographic data. See Study 1.

Procedure

The procedure used was the same as in Study 1. Again, anonymous responses,
voluntary participation and the scientific purpose of the study were guaranteed. On this
occasion, the following institutions participated: ACLAD in A Corufia, Proyecto
Hombre Granada in Granada, Fundacién Noray-Proyecto Hombre in Alicante, Institut
de Neuropsiquiatria i Addiccions del Parc de Salut Mar-Hospital del Mar in Barcelona,
CAD San Blas in Madrid, CAD de Arganzuela in Madrid, and the “Cortijo Buenos
Aires” Resource of the Social Service Network of the Regional Government of

Andalusia in Granada. Convenience non-probabilistic sampling was used.

Results

In order to assess the possible influence of psychological states (anxiety and
depression) on sexual assertiveness of drug users, participants were divided into two
groups depending on whether they scored above percentile 75 (high anxiety) or below
percentile 25 (low anxiety) on the STAI. STDI (depression) scores were divided in the

same way. Results are shown in Table 3.
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Table 3

Differences in Sexual Assertiveness between groups with high-low Anxiety (S-T) and

Depression (S-T)

STAI-State STAI-Trait
High Low Contrast High Low Contrast

Initiation 12.92 (4.59) 13.03 (4.64) t(155)=.01,p=.91  12.57 (4.50) 14.03 (4.42) t(166) =1.98, p =.05, d = 0.32
Refusal 9.02(4.02) 10.34(4.61) t(155)=1.79,p=.07 9.89(4.39) 11.61(5.19) t(166)=2.24, p=.02,d =0.35
STD-P  8.92(5.88) 10.65(5.89) t(152)=174,p=.08 10.17(6.51) 12.54(6.07) t(163)=2.22 p=.02,d=0.37

STDI-State STDI-Trait
High Low Contrast High Low Contrast

Initiation 13.23 (4.73) 13.01 (4.49) t(213)=-.34,p=.73 12,54 (4.70) 13.02(4.38) t(170) = .61, p = .54
Refusal 9.83(4.47) 10.81(4.21) t(213)=155p=.12 10.09 (4.85) 10.89 (4.27) t(170) = 1.03, p = .30
STD-P  10.92 (5.89) 10.86 (6.65) t(209) =-.06,p=.94 10.52(5.15) 10.92 (6.58) t(167)=.36,p=.71

Finally, considering that the various substances affect psychological states
differently, Pearson’s correlations were performed for each substance group. The
sample was not large enough to be divided into three age groups. Therefore, partial
correlations were performed controlling for the effect of age. Results presented in Table
4 clearly show that the highest correlations between psychological states and sexual
assertiveness were found among users of heroin (also combined with cocaine) and

cocaine (also combined with alcohol).
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Table 4

Pearson correlations between Sexual Assertiveness and psychological states in each

substance user

STAI-S STAI-T STDI-S STDI-T

Initiation ns ns ns ns
Alcohol (df=41) Refusal ns ns ns ns
STD-P ns ns ns ns
Initiation ns ns ns ns
Cocaine (df=64) Refusal - .24* - .25% ns ns
STD-P ns - 3] ns ns
Cocaine+alcohol Initiation ns ns ns* . ns
(df=58) Refusal ns ns -.31 ns
STD-P ns ns ns ns
Initiation ns ns - 50%** ns
Heroin (df =16) Refusal ns 52% ns ns
STD-P ns ns ns ns
Initiation ns ns ns ns
Cannabis (df=17) Refusal ns ns ns ns
STD-P ns ns ns ns
Initiation ns ns - .50%* -.35%
Speedball (df=29) Refusal ns ns ns ns
STD-P ns ns 37* ns

Note: ** = p <.01; * = p <.05; ns = non-significant; df = degrees of freedom

Apart from the results shown in Table 4, several strong relationships should be
considered even though they were not marked as significant because of the small
sample size for some substances. A few examples are STAI-T with SAS Initiation in
heroin users (r = - .45, p = .06) and SAS-Refusal with STDI-S (r = - .42, p = .06) and
STDI-T (r = - .40, p = .08) in cannabis users.

Discussion

Based on the results obtained and considering differences in age and type of
substance consumed, Initiation and STD-P sexual assertiveness seemed to be lower in
drug users than in non-users. By contrast, psychological states (anxiety and depression)
did not seem to play an important role in the sexual assertiveness of most of these
patients. However, there may be a considerable relationship between psychological

states and sexual assertiveness in cocaine and opioid users.

- 238 -



Relationship between drug use and sexual assertiveness

In general terms, Initiation sexual assertiveness, which is related to sexual
functioning, was found to be impaired in drug users, although with a small effect size. A
study of age groups showed that Initiation was mainly impaired in the central age group
(35-49 years). In this age range, differences were not only significant but also had a
moderate effect size. This study showed that, as expected, Initiation sexual assertiveness
was related to sexual functioning, with significant — although low — correlations
observed only in the adult group in each area of sexual functioning assessed (Pleasure,
Desire, Arousal, and Orgasm). This relationship had already been observed in the
normal population (Santos-Iglesias, Sierra, & Vallejo-Medina (in press); Santos-Iglesias
& Sierra (2010); Menrad & Offman, 2009). Heroin was the substance with the greatest
impact on Initiation, with a moderate effect size. In a recent comparative study, Vallejo-
Medina and Sierra (2012b) observed that opioid users had the worst sexual functioning;
Aguilar de Arcos et al. (2008) and Bang-Ping (2009) obtained similar results. Alcohol
and cannabis users also seemed to have problems initiating sexual relations. Only
exciting drugs did not seem to affect Initiation. Anxiety as a stable trait was the only
variable that seemed to affect Initiation negatively. In fact, subjects with high trait
anxiety had lower Initiation scores. Yet, the trend changed when the sample was divided
into substance groups. As suggested by the data, depression (particularly state
depression) seemed to be negatively correlated with Initiation in opioid users. It should
be noted that such users also showed worse Initiation; thus, the combination between
depression and heroin seems to be particularly detrimental to this area of sexual
assertiveness. If, as suggested by the data, these patients are less skilled at initiating
sexual relations when they wish to, do they seek help in drugs to initiate sex? Could this
be a reason to start using drugs and repeat drug use? Would specific treatment focusing
on Initiation sexual assertiveness help these patients not only enjoy their sexuality more

but also consume fewer drugs and prevent relapse?

Refusal sexual assertiveness, related to undesired sex and sexual victimization,
did not seem to be impaired in the sample studied. However, the data suggest that
anxiety and depression might destabilize this normality. Refusal was negatively
correlated with anxiety in cocaine users, although with a low magnitude. This may
suggest that cocaine users tend to refuse undesired sexual relations less when they are
anxious. These data may qualify the results obtained by Shacham and Cottler (2010),

who indicated that 8.60 % of cocaine and methamphetamine users had experienced
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undesired sexual contact. Does this undesired contact happen under anxiety-generating
conditions? Do cocaine users use sex to fight their anxiety? Is it unsafe sex? These
questions are cause for concern because of safe sex and sexual victimization issues.
Morokoff et al. (2009) found a relationship between sexual victimization and STD-P
sexual assertiveness. It should be noted that these patients also had low STD-P and that
STD-P is also negatively correlated with anxiety. Therefore, is it possible that cocaine
users who are also anxious suffer from greater sexual victimization and have more risky
sexual behaviors? It would be logical to expect a similar relationship with depression in
cocaine users who consume large quantities of alcohol and in cannabis users (non-
significant correlations). Patients with higher levels of depression are less likely to

refuse undesired sex.

Youth — the population at greatest risk for STDs (Centers for Disease Control
and Prevention {CDC}, 2005) — were precisely the group with the worst sexual
assertiveness. This was shown by significant differences with a moderate effect size.
Having lower skills to negotiate condom use has consequences: in the sample studied,
participants only used a condom with half of their sexual partners. Only users of heroin,
the archetypal injection drug, did not show worse STD-P sexual assertiveness. As
mentioned in the introduction, non-injection drugs seem to be a new breeding ground
for risk sexual behaviors (Bellis et al., 2008; Booth et al., 2000; Raj et al., 2007), as
shown by the present study. Cocaine, cocaine+alcohol, and speedball were the
substances with the lowest STD-P assertiveness scores, which were significantly lower
than those of non-users and had a moderate effect size. Alcohol and cannabis also
obtained significantly lower scores (with a small effect size) than those of non-users.
When extrapolating the scores of users of alcohol, cocaine, cocaine+alcohol, cannabis,
and speedball to the percentile ranking scores obtained in Spain for males in the same
age range (Vallejo-Medina & Sierra, (2011b), the mean ranged between percentiles 35
and 25. Only trait anxiety seemed to be negatively correlated with STD-P in cocaine
users. Therefore, is STD-P assertiveness a determining factor in risk sexual behaviors of

non-injection drug users?
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Limitations, Conclusions, and Future Research Directions

The main limitation of the present study is the sampling method used, which was
not probabilistic and thus does not allow extrapolating the results to the general
population. Its design was also cross-sectional and did not start from a baseline, so
results must be interpreted with caution and no causal relationships should be inferred.
In addition, it should be noted that classifying drug users into specific substance groups
based on their preferred substance is just an approximation that disregards multiple use
issues. However, this is an innovative study that used adapted and validated instruments
for its target population. To date, studies on sexual assertiveness in drug users are
practically nonexistent. The present study explored the relationship between drugs,
sexual assertiveness, and psychological states with a certain success. This study raises
new questions. For example, the potential relationship between low sexual assertiveness
and relapses in drug use should be explored in the future. The fact that cocaine users
have fewer skills to refuse undesired sex when they are anxious raises the question of
under which conditions these sexual relations take place and to what extent they are
characterized by sexual victimization or risk sexual behaviors. Finally, it seems that
young non-injection drug users have low skills to negotiate condom use. The prevention
work conducted on the AIDS/VIH infection for decades seems to be successful in
injection drug users. Is it necessary to design specific campaigns for non-injection drug

users?
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El objetivo central de la presente Tesis Doctoral ha sido evaluar la asertividad
sexual y el funcionamiento sexual en varones drogodependientes. Para ello se ha
considerado indispensable emplear autoinformes adaptados, fiables y véalidos para este
tipo de poblacion. Asi, en primer lugar, se ha validado una version del Changes in
Sexual Functioning Questionnaire (CSFQ) que ha mostrado ciertas limitaciones
(Articulo 1). Las limitaciones de este primer estudio se han depurado en el segundo
articulo, en el que se ha obtenido una version adaptada del CSFQ (el CSFQ-D) que ha
mostrado ser fuertemente invariante e insesgada con respecto a una muestra no
consumidora de drogas. Con estos dos estudios se ha logrado obtener un cuestionario
apto para evaluar el funcionamiento sexual en varones drogodependientes. A
continuacion, en los Articulos 3 y 4, se ha validado la Sexual Assertiveness Scale (SAS)
en una muestra de hombres y mujeres extraidos de la poblacion general. Se ha optado
por emplear este tipo de muestra en un primer momento debido a que hasta la fecha
ninguna escala sobre asertividad sexual habia sido validada con anterioridad en Espafia.
Las propiedades psicométricas de la SAS han sido dptimas, habiéndose observado tanto
una buena fiabilidad en las subescalas como una validez de constructo coherente con la
presentada en la version original. Ademas, el cuestionario se ha mostrado estrictamente
invariante, con un sesgo minimo —que ha sido despreciado- entre su forma femenina y
masculina. Finalmente, se han presentado los baremos para la escala, diferenciados para
hombres y mujeres en tres rangos de edades diferentes. En el Articulo 5, se ha adaptado
y validado la SAS en una muestra de varones drogodependientes, mostrandose
igualmente apta para evaluar la asertividad sexual en esta poblacién. Para finalizar, y
una vez demostrado que los cuestionarios que se iban a emplear eran adecuados, se ha
procedido a evaluar el funcionamiento sexual (Articulo 6) y la asertividad sexual
(Articulo 7) de una muestra de varones drogodependientes. En el primer caso se ha
observado un peor funcionamiento sexual centrado, sobre todo, en el placer sexual y en
el orgasmo; estas dos areas muestran un funcionamiento sexual significativamente peor
para todas las sustancias evaluadas. En estos pacientes no parece observarse una mejora
del funcionamiento sexual relacionada con la abstinencia. Ademas, se ha apreciado
como el dafio en el funcionamiento sexual no se recuperaria espontaneamente tras tres
semanas de abstinencia -como se pensaba hasta la fecha-, sino que parece ser un

problema con una mayor duracién. Finalmente, se ha evaluado la asertividad sexual de

- 253 -



Pablo Vallejo Medina - Tesis Doctoral - 2012

pacientes drogodependientes, observandose tanto un perjuicio en la asertividad sexual
de inicio en los varones drogodependientes del rango de edad 35-49 afios, como una
peor asertividad sexual de prevencion de embarazo y enfermedades de transmision
sexual en el grupo de varones consumidores jovenes (18-34 afios). También se examino
la posible influencia de la ansiedad y la depresion, observando como la ansiedad rasgo
se relaciona de forma significativa con la asertividad sexual, existiendo una mayor

influencia sobre los consumidores de heroina y cocaina.

A continuacién, se lleva a cabo una discusion de los resultados ajustada a las

cuatro estudios que agrupa esta Tesis Doctoral.

Estudio 1

El primer estudio responde a una demanda béasica de toda investigacion que
emplee como meétodo de evaluacidon los autoinformes: hacer uso de instrumentos
fiables, vélidos y adaptados a la poblacion diana. Si bien es cierto que existen
cuestionarios que evaltan el funcionamiento sexual con ciertas garantias psicométricas,
hasta la fecha ningun estudio habia adaptado este tipo de autoinformes a poblacion
consumidora de droga. Es méas, muchos de los trabajos revisados o bien emplean
preguntas simplistas y reduccionistas (Peugh y Belenko, 2002) o usan items sin ningun
rigor psicométrico, utilizando incluso en ocasiones una sola pregunta general. De esta
forma, el primer objetivo de la Tesis Doctoral fue validar un cuestionario para evaluar el
funcionamiento sexual en varones consumidores de drogas. Para ello, y aprovechando
que habia sido previamente validado en nuestro pais, tanto en poblacion normal como
en pacientes depresivos (Bobes et al., 2000), se opt6 por validar el CSFQ-14 (Clayton et
al., 1997; Keller et al., 2006). Con este fin fueron evaluados 104 varones consumidores

de droga.

Los resultados -en consonancia con otras investigaciones (Bobes et al., 2000;
Clayton et al., 1997; Garcia-Portilla et al., 2011; Keller et al., 2006)- mostraron, en
general, unas propiedades psicométricas adecuadas. Se ha observado, tanto una
adecuada fiabilidad como una buena validez externa. Ademas, las propiedades
psicométricas de los items son apropiadas. No obstante, la dimensionalidad de la escala
se mostré ambigua. La validez de constructo muestra tres factores (Deseo, Placer y

Excitacion-Orgasmo). Esta factorizacion implica ciertos problemas. Primero, la fusion
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en un solo factor de la excitacion y el orgasmo, que al menos a nivel tedrico representan
dimensiones independientes, supone -pese a que otros autores también encontraron
estos problemas (Bobes et al., 2000; Garcia-Portillo et al., 2011; Keller et al., 2006)-
una pérdida de informacion muy atil en un analisis clinico. Segundo, la subescala Deseo
-formada por un solo item- no parece ser capaz de representar globalmente la totalidad
del constructo que se desea evaluar. Y, por ultimo, los items 10 (;Cada cuénto tienes
erecciones prolongadas y dolorosas? y 14 (;Cada cuénto tienes orgasmos dolorosos?)
no parecen evaluar correctamente el constructo deseado (excitacion y orgasmo,
respectivamente), por lo que, al igual que en otros estudios (Bobes et al., 2000; Clayton
et al., 1997; Garcia-Portilla et al., 2011; Keller et al., 2006) estos items fueron
eliminados. Asi, la existencia de un factor en el que excitacion y orgasmo se fusionaban,
la presencia de un solo item para evaluar deseo y el uso de dos items que no parecian
evaluar el constructo deseado, nos hicieron replantear la adecuacién de esta escala para

poblacion de drogodependientes.

En el Articulo 2 supone una continuacion del trabajo descrito anteriormente. A
partir de las limitaciones que el CSFQ-14 habia mostrado en una muestra de
consumidores de drogas, se realiz6 una adaptacién (la CSFQ-D), que fue validada
posteriormente en una muestra de varones drogodependientes. En la adaptacion a
drogodependientes, se eliminaron desde un principio los items 10 y 14 que no
evaluaban el funcionamiento sexual de los pacientes. Se redactaron tres nuevos items
que evaluasen el deseo para reforzar al Unico item que lo hacia originalmente. Ademas,
el lenguaje empleado en las preguntas se hizo mas llano, se eliminaron las redundancias
haciendo su comprension mas facil. Por altimo, el lenguaje sexual técnico fue sustituido
por un lenguaje mas coloquial de forma que pudiera ser comprendido por personas de

cualquier nivel educativo.

El nuevo cuestionario fue administrado a 301 varones drogodependientes (segln
criterios DSM-IV-R) y a 202 varones no consumidores de drogas. Las propiedades
psicométricas obtenidas para el nuevo cuestionario fueron adecuadas. Ademas, la
dimensionalidad de la escala que se mostraba inestable a través de diferentes culturas
y/o muestras clinicas (Bobes et al., 2000; Clayton et al., 1997; Garcia-Portilla et al.,
2011; Keller et al., 2006), finalmente, se ha mostrado consistente. Asi, parece ser que
una estructura tetrafactorial (Placer, Deseo, Excitacion y Orgasmo) es la que mejor se

ajusta a esta escala, o al menos asi parece extraerse de los resultados obtenidos a partir
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del calculo de invarianza. Con esta técnica no solo se ha confirmado un buen ajuste de
esta dimensionalidad para la muestra de varones drogodependientes, sino que también
se ha comprobado que la dimensionalidad es fuertemente invariante con respecto a la
muestra de varones no consumidores de drogas. El nivel fuerte de invarianza alcanzado
nos permite comparar las medias de los factores de ambas muestras, minimizando el
sesgo, ya que ambas formas son equivalentes (Dimitrov, 2010). Ademaés, al no
observarse DIF, no parece existir sesgo en la interpretacion de los items con respecto al
grupo de procedencia (drogodependiente 0 no consumidor) de los participantes. De tal
forma, el mero hecho de pertenecer a uno u otro grupo no sesga la forma en que los

items son contestados (Hidalgo, Gémez y Padilla; 2005).

Una vez confirmada la estructura factorial de la escala y la ausencia de sesgo se
examinaron algunas propiedades psicométricas de los items. Todos los resultados
obtenidos indican una adecuada capacidad métrica. La fiabilidad de las subescalas es
adecuada, si bien para la subescala Orgasmo es baja, sobre todo en la muestra no
consumidora de drogas (alfa de Cronbach = 0,45). Este mismo alfa fue observado por
Clayton et al. (1997) y Keller et al. (2006).

Respecto a la validez externa, se observd un peor funcionamiento sexual en
varones consumidores de drogas con un promedio de un afio de abstinencia. Estos
resultados contradicen directamente a los encontrados por Cocores, Miller, Pottash y
Gold (1988) o Rojas-Garcia y Sierra (2011). Es posible que los efectos fisicos derivados
del uso de la sustancia pueda desaparecer tras tres semanas -como postulan Cocores et
al.-, pero el condicionamiento causado por la asociacion entre practica sexual y
problemas sexuales no desapareceria tan pronto. Asi, los resultados obtenidos en este
estudio apuntan en el sentido de los expuestos por Bang-Ping (2009), Cioe, Friedmann y
Stein (2010) o Palha y Esteves (2002, 2008), quines sefialan un peor funcionamiento

sexual en los pacientes consumidores.

Por tanto, en el presente estudio se ha conseguido confirmar una estructura
factorial coherente teéricamente para la CSFQ-D, fuertemente invariante entre el grupo
consumidor y el no consumidor y con un contenido insesgado para ambos grupos. La
escala muestra una fiabilidad adecuada, siendo Optimas todas las propiedades
psicométricas de los items. Ademas, todas las subescalas se ven representadas por un

numero suficiente de items -15 en total- lo que convierte a la escala en un instrumento
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breve, fiable y valido para evaluar el funcionamiento sexual tanto de los varones

drogodependientes como de los varones no consumidores.

Estudio 2

Siguiendo las pautas del Estudio 1, el objetivo de este Estudio 2 fue validar un
cuestionario de asertividad sexual en varones drogodependientes. En este caso existia
una limitacion afiadida y era que hasta la fecha no se habia validado ninguna escala de
asertividad sexual ni en Espafia, ni en espafiol. Asi, antes de abordar la validacion en
drogodependientes, se procedio a validar la escala en poblacion no clinica (Articulos 3 'y
4).

En primer lugar se selecciono entre los cuestionarios existentes que evaluaban la
asertividad sexual el que mejor se adecuaba a los objetivos y necesidades de esta Tesis
Doctoral. La Sexual Assertiveness Scale (SAS; Morokoff et al., 1997) es una escala
desarrollada a partir de la definicion del constructo de la asertividad sexual, que ademas
incorpora todos los componentes de ésta. La escala original fue desarrollada cuidando
sus propiedades psicométricas y la validaciébn americana habia ofrecido buenos
resultados en este sentido. Ademas, se trata de una escala breve. La SAS fue por tanto la

escala elegida para su validacion en nuestro pais y en poblacion drogodependiente.

Un total de 853 personas (400 varones y 453 mujeres) formaron la muestra del
primer estudio. El analisis de las propiedades de los items arrojé resultados adecuados
en general (Carretero-Dios y Pérez, 2005). Y, tanto el Analisis Factorial Exploratorio,
como el Confirmatorio replicaron con exactitud la dimensionalidad original de la escala
(Inicio, Rechazo y E-ETS) (Morokoff et al., 1997). La validez externa, con correlaciones
moderadas con otra escala de asertividad sexual, el Hurlbert Index of Sexual
Assertiveness (Hurlbert, 1991; en espafiol Santos-Iglesias y Sierra, 2010b; Santos-
Iglesias, Vallejo-Medina y Sierra, 2012) y bajas con otros constructos afines (asercion
en la pareja, habilidades sociales y ajuste diadico), sefialan buenos indicadores de
validez de las medidas de la escala. De esta forma, la SAS compuesta por 18 items,
parece ser una escala adecuada para evaluar la asertividad sexual en poblacion general.
No obstante, en contextos anglosajones la escala habia sido empleada casi de forma
exclusiva en mujeres, y nada se sabia acerca de sus propiedades psicométricas en

hombres. Si bien en este estudio, las propiedades psicometricas son analizadas tanto
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para hombres como para mujeres, hemos considerado necesario ahondar un poco mas
en la version de los varones no clinicos, antes de evaluar a los varones

drogodependientes.

Por tanto, en el segundo articulo del Estudio 2 se ha puesto a prueba la
equivalencia de la SAS entre hombres y mujeres. Se trata de una profundizacion
psicométrica en una escala que pese a haber sido ampliamente empleada en diferentes
paises, no ha recibido excesiva atencion psicométrica. Para esta investigacion se han
empleado las respuestas de 4.034 personas que contestaron la SAS. El objetivo fue
analizar, tanto la equivalencia factorial (mediante el calculo de invarianza bajo el
procedimiento Mean and Covariance Structures Analysis, MACS) como la equivalencia
métrica (empleando Funcionamiento Diferencial del item, DIF) de la escala, entre
hombres y mujeres. Ademas, se presentan los baremos de la escala diferenciados por
sexo y edad. Los resultados han demostrado que la factorizacion demostrada en el
articulo anterior no es invariante entre sexos, de tal forma que se ha modificado
ligeramente (covariando los errores de los items redactados de forma inversa de cada
escala entre ellos). Asi, la nueva dimensionalidad se ha mostrado estrictamente
invariante. Este nivel de invarianza alcanzado —el mas alto de los puestos a prueba-
implica la posibilidad, no solo de comparar las medias de los items y de los factores de
hombres y mujeres con un sesgo minimo, sino que ademas permite afirmar que la

medida es igual de precisa en ambos grupos (Dimitrov, 2010).

La equivalencia factorial hallada ha sido secundada por la presencia anecdoética
de Funcionamiento Diferencial del item (DIF). Solo 1 de los 18 items ha mostrado DIF
de tipo no uniforme, aunque éste ha sido -al comprobar que no afectaba a la escala-
finalmente despreciado. De esta forma se ha demostrado, que al menos en nuestra
muestra, la SAS en varones y la SAS en mujeres pueden emplearse y compararse con

una presencia de sesgo minima.

Finalmente, se han analizado algunas diferencias en asertividad sexual entre
mujeres y hombres. Se observa como la asertividad sexual referida a iniciar relaciones
sexuales en los varones apenas se modifica con la edad (disminuye un solo punto). Una
tendencia similar se encuentra en las mujeres, quienes mantienen las puntuaciones
parecidas entre los 18 y 49 afios, pero bajan 4 puntos (casi una desviacion tipica) al
superar los 49 afios, encontrandose diferencias significativas entre hombres y mujeres

solo en el Gltimo rango de edad. Esto podria deberse a que por encima de los 50 afios
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nos hallamos con una cohorte que ha sido educada en funcion de los roles tradicionales
de genero (Morokoff et al., 2009), donde las mujeres juegan un rol pasivo y esperan a
que sea el varon quien inicie la relacion (Metts y Spitzberg, 1996; Muehlenhard y
McCoy, 1991). Estos resultados son congruentes con los informados por otros estudios
recientes (Morokoff et al., 2009; Stulhofer et al., 2007), que se distancian de los roles
tradicionales de género. No obstante, la presencia de DIF moderado en uno de los items
podria estar indicando la existencia de un efecto de los roles tradicionales (Gutiérrez-
Quintanilla, Rojas-Garcia y Sierra, 2010; Legido-Marin y Sierra, 2010; Morokoff et al.,
2009; Sierra, Rojas, Ortega y Martin Ortiz, 2007). Respecto a la subescala Rechazo, las
mujeres punttan significativamente més alto en asertividad sexual de rechazo que los
hombres de su misma edad. Otros estudios también van en esta direccion; asi Stulhofer
et al. (2007) sefialan que las mujeres tienen mayor asertividad de rechazo que los
hombres. Estos resultados si apuntan directamente hacia los roles tradicionales, donde
se considera a la mujer la restrictora del acceso al sexo (Simon y Gagnon, 2003). Por
ultimo, en todos los rangos de edad se han observado diferencias significativas con
puntuaciones mas elevadas para las mujeres en E-ETS. Ellas muestran mas asertividad
sexual de E-ETS, pese a que tradicionalmente el condon ha sido asociado al control
masculino y que las mujeres que lo llevan hayan sido asociadas con baja moralidad
(Ramos, Diaz, Saldivar y Martinez, 1999). Es posible que nos encontremos también en
esta escala con un cambio con respecto a ideas tradicionales y que sean las mujeres —
que tienen mayor riesgo de contagio de VIH- las que maés asertividad sexual de E-ETS
tengan. Finalmente, la elaboracién de baremos en funcién del sexo y edad aporta una
informacion muy util a la hora de interpretar los resultados de la escala.

En definitiva, a partir de este articulo se puede considerar suficientemente

probado que el SAS es un cuestionario valido y fiable en poblacion no clinica.

Ahora que se ya se disponia de un instrumento fiable y valido para evaluar la
asertividad sexual en muestra no clinica espafiola, se procedi6 a adaptar la SAS en una
muestra de varones drogodependientes. Basandonos en la experiencia obtenida
validando otras escalas de sexualidad en varones consumidores, se simplifico el
lenguaje, vulgarizado algunos términos. Esta adaptacion fue administrada a 326 varones
drogodependientes y a 322 varones no clinicos. Los andlisis estadisticos realizados
siguieron la misma linea de los trazados anteriormente. La nueva adaptacion para

varones drogodependientes ha mostrado una estructura trifactorial con los mismos
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factores propuestos por Morokoff et al. (1997), que ya habian sido replicados en esta
Tesis con anterioridad. Ademas, esta estructura se ha mostrado estrictamente invariante
entre ambas muestras. No obstante, al realizar el DIF, se ha observado la presencia de
DIF en el item 1(Inicio las relaciones sexuales con mi pareja cuando lo deseo) y el 14
(Si mi pareja insiste, tengo relaciones sexuales sin utilizar condén aunque yo quiera
usarlo). EI DIF observado en el item 14, no parece afectar a la escala, pero el observado
en el item 1 -tras realizar el pertinente proceso de purificacion- si parece hacerlo
habiendo alcanzado un nivel de DIF alto. La presencia de un DIF elevado implica la
necesidad de eliminar la puntuacion del item 1 cuando el objetivo de la evaluacion sea
comparar las puntuaciones de la poblacion clinica con la no clinica, de tal forma que en

el siguiente estudio, la puntuacion del item 1 deberia ser descartada.

Las propiedades psicométricas de los items son adecuadas, habiéndose
observado una fiabilidad en esta escala Optima, que se enmarca en el rango historico
observado en la SAS (Santos-Iglesias y Sierra, 2010a). Finalmente, la validez externa ha
mostrado correlaciones en la direccion esperada entre el funcionamiento sexual y la
subescala Inicio (Hurlbert et al., 2005; Ménard y Offman, 2009) y entre la asertividad
de E-ETS vy el ratio de sexo seguro (al igual que Morokoff et al., 2009). Por tanto, la
presente validacion de la SAS parece ser adecuada para evaluar la asertividad sexual de
los varones drogodependientes, permitiendo la comparacién de las puntuaciones de
éstos con las de un grupo control, sin sesgo alguno. Eso si, el item 1 deberd ser

eliminado si el fin de la evaluacién es comparar entre ambos grupos.

Estudio 3

Llegados a este punto, y habiendo sido adaptados dos instrumentos que nos
permiten evaluar el funcionamiento sexual y la asertividad sexual en sujetos
drogodependientes con un sesgo minimizado y con unas garantias psicométricas

adecuadas, el Estudio 3 trata de explorar el funcionamiento sexual de estos pacientes.

Un total de 549 varones drogodependientes y 356 varones no consumidores de
sustancias fueron evaluados en el presente estudio. Los resultados indicaron un
funcionamiento sexual moderadamente perjudicado para todas las é&reas del
funcionamiento evaluadas (deseo, placer, excitacion y orgasmo). A continuacion, y

puesto que en estudios anteriores de esta misma Tesis se habian observado diferencias
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entre las sustancias principales de consumo, se procedio a evaluar como las distintas

drogas afectaban al funcionamiento sexual.

La heroina, el speedball y el alcohol parecen afectar a todas las areas del
funcionamiento sexual evaluadas. La mayoria de estudios consultados (Aguilar et al.
2008; Bang-Ping, 2009; Cioe et al., 2010; Dissiz y Oskay, 2011; Geroge et al., 2009;
Palha y Esteves, 2002; Quaglio et al., 2008) ya ofrecian resultados que apuntaban a un
dafio en el funcionamiento sexual de estos pacientes, si bien es cierto nuestros
resultados contradicen parcialmente a aquellos que argumentan que el alcohol produce
disfuncion eréctil temporal (Buffum et al., 1998; Money, Leal y Gonzalez-Heydrich
1988; Roerich y Kinder 2002). No ponemos en duda que esto sea asi, pero parece ser
que el problema de disfuncién eréctil no es tan efimero, ya que en nuestra muestra, tras

casi un afio de abstinencia, todavia se observa una peor funcion eréctil.

El cannabis afecta a casi todas las areas evaluadas (no han sido observadas
diferencias significativas en la excitacion). No obstante, el tamafio de efecto observado
es practicamente despreciable para todas las areas, excepto para el placer. Esto podria
indicar que en abstinencia solo el placer estaria perjudicado en estos pacientes. En
general, las investigaciones sobre las implicaciones que el consumo de marihuana tiene
sobre el funcionamiento sexual son bastante contradictorias (Shamloul y Bella, 2011),
asumiendose que el tipo de contacto sexual y la dosis consumida pueden modular
mucho los efectos (Mckay, 2005; Paradis, 1998). No obstante, los datos en pacientes en
abstinencia son practicamente inexistentes. Asi, el perjuicio hallado, que se concentra
sobre todo en el placer, podria suponer un avance en el conocimiento de la disciplina,
donde los estudios mas novedosos empiezan a confirmar la tendencia a presentarse un
peor funcionamiento sexual en estos pacientes (Christensen, Grgnbak, Pedersen,
Graugaard y Frisch, 2011; Smith et al., 2010).

Los consumidores de cocaina y cocaina+alcohol han mostrado un patron muy
similar, por tanto, la discusion sobre los efectos que causan en el funcionamientos
sexual se han realizado de forma conjunta. Por un lado, ni el deseo, ni la excitacién
parecen verse afectados de forma significativa por la cocaina. Por otro lado, tanto la
cocaina, como ésta combinada con el alcohol, parecen tener un efecto negativo a largo
plazo sobre el placer y el orgasmo. Ninguno de los estudios consultados previamente
habia mostrado al placer como una de las areas dafiadas, a pesar de que los problemas

sexuales asociados a esta sustancia son maltiples: dispareunia, baja excitacion.
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(Johnson, Phelps y Cottler, 2004), anorgasmia, reduccién del deseo (San Molina, 2003;
Weatherb et al., 1992), disfuncion eréctil (Fecik 1998; MacDonal, Waldorf, Reinarman
y Murphy, 1988) y priapismo (Fiorelli, Manfrey, Belkoff y Finkelstein, 1990; Munarriz,
Hwang, Goldstein, Traish y Kim, 2003). El orgasmo también parece verse afectado por

la cocaina y en menor medida por lo cocaina+alcohol.

En definitiva, de los resultados hallados en este estudio se extrae que, al
contrario de lo que se pensaba hasta la fecha (Cocores et al., 1988), el dafio ocasionado
en el funcionamiento por un consumo continuado de sustancias psicoactivas no
desapareceria tan pronto como se pensaba, ya que tras 14 meses de abstinencia, los
pacientes aqui evaluados mantienen un peor funcionamiento sexual, el cual no parece

vaya a mejorar por el mero hecho de cejar el consumo de la sustancia.

Estudio 4

De la misma forma que se ha realizado con el funcionamiento sexual, el dltimo
objetivo de la presente Tesis ha sido explorar la posibilidad de que la asertividad sexual
de los pacientes drogodependientes fuera menor de lo normal. Para ello, un total de 356
varones no consumidores participaron en este estudio formando el grupo control,
mientras que el grupo de consumidores de sustancia se compone de 556 varones
drogodependientes; de estos ultimos 257 fueron empleados también en la segunda parte
del estudio que recordamos era evaluar la posible influencia de la ansiedad y la

depresion sobre la asertividad sexual de estos pacientes.

De forma general, la asertividad sexual de inicio, la cual esta vinculada con el
funcionamiento sexual, se ve perjudicada en poblacion drogodependiente, aunque el
tamanfo de efecto observado es pequefio. Ahora bien, al examinar por edades el perjuicio
en inicio parece centrarse en el grupo de edad central (35-49afios). En este rango de
edad las diferencias no solo son significativas, sino que presentan un tamafio de efecto
moderado. La sustancia que parece tener un mayor impacto sobre Inicio es la heroina,
con un tamano de efecto moderado. Esto es coherente con los resultados expuestos en el
Estudio 3 y con los de Aguilar et al. (2008), ya que la heroina parece ser la sustancia
que peores consecuencias tiene sobre el funcionamiento sexual. Solo las drogas
excitantes parecen no afectar a la asertividad sexual de inicio. Por otro lado, y segun se

extrae de los datos, la depresion (estado, sobre todo) correlaciona de forma negativa con
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inicio en los consumidores de sustancias opioides, que recordamos eran quienes ya
mostraban peor asertividad de inicio. Asi pues, la conjuncion de depresion y heroina
parece ser especialmente grave para esta faceta de la asertividad sexual.

La asertividad sexual de rechazo, vinculada al sexo no deseado y a la
victimizacion sexual, no parece verse dafiada en la muestra de este estudio. No obstante,
la ansiedad y la depresion podrian desestabilizar esta normalidad si atendemos a los
datos. Por un lado, aunque no con gran magnitud, la asertividad de rechazo correlaciona
negativamente con la ansiedad en los consumidores de cocaina, y la ansiedad estado de
forma positiva con la heroina. Por otro lado, existe una relacion negativa entre
depresion estado y rechazo en consumidores de cocaina+alcohol. Estos resultados,
sobre todo en lo que concierne a la cocaina, podrian estar matizando los obtenidos por
Shacham y Cottler (2010), quienes observaron que un 8,60 % de los consumidores de

cocaina y metanfetaminas habian experimentado contacto sexual no deseado.

Los jovenes —la poblacién que més riesgo tiene de contagio de ETS (Centers for
Disease Control and Prevention {CDC, 2005})- son precisamente los que peor
asertividad sexual tienen. Diferencias significativas con un tamario de efecto moderado
asi lo indican. Una baja habilidad para negociar el uso del conddn tiene consecuencias.
En la muestra de este estudio solo se emplea conddn con la mitad de las parejas sexuales
que los pacientes tienen. Solo los consumidores de heroina (droga arquetipica
intraparenteral) no muestran una peor asertividad sexual de E-ETS. Al extrapolar las
puntuaciones de los consumidores de alcohol, cocaina, cocaina+alcohol, cannabis y
speedball a los baremos obtenidos para varones en Espafia, para este mismo rango de
edad (obtenidos previamente en esta Tesis) se encuentra que la media de estos
consumidores se sitla entre el percentil 35y 25. Por otro lado, solo la ansiedad como
rasgo parece relacionarse negativamente con la E-ETS en consumidores de cocaina.
Estos resultados ponen de manifiesto la necesidad de crear e implementar programas de
educacidn afectivo-sexual para estos pacientes, donde la asertividad sexual sea un pilar
clave. Por ejemplo, Sherman et al. (2009) crearon un programa con componentes de
asertividad sexual en consumidores de metanfetaminas consiguiendo tanto una
reduccion del consumo de sustancias, como un incremento moderado del uso del

condon hasta 12 meses después de la finalizacion del programa.
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Limitaciones y lineas futuras

El estudio de la sexualidad de personas drogodependientes conlleva una serie de
dificultades ligadas a su estudio. Por un lado, existe una serie de limitaciones en la
evaluacion tanto de la sexualidad como de las drogas que son inherentes a esta linea de
investigacion. La imposibilidad de evaluar los constructos de forma precisa, debido a la
falta de métodos precisos (0 lo costoso de estos), hace o bien que mucha de la
informacion recopilada sea fruto de autoinformes o basada en aproximaciones y
generalizaciones. Por otro lado, las implicaciones éticas en la investigacion sobre esta
tematica estdn patentes y no pueden comprometer ni la libertad del sujeto, ni el
tratamiento bajo el que se encuentra, ni a la actividad del centro terapéutico. Ademas,
algunos de las cuestiones abordadas en esta Tesis Doctoral son -al menos, hasta donde
conocemos- no se habian abordado en ninguna investigacion previo, con la dificultad
extra que esto entrafia. Por ello, la presente Tesis no esta ausente de limitaciones e

imprecisiones que deberan pulirse en estudios futuros.

Consideramos importante plantear en el futuro estudios longitudinales desde el
primer momento de abstinencia hasta el final del tratamiento. Asimismo, emplear
medidas psicofisiologicas en la evaluacion de algunas areas del funcionamiento sexual
seria una opcion igualmente interesante. De la misma forma, replicar estos estudios en
mujeres debe ser una cuestion prioritaria. Un area de especial interés seria evaluar como
los problemas en el funcionamiento sexual afectan a la rehabilitacion de estos pacientes
(relaciones intrapersonales, recaidas, motivaciones, etc.). Sin olvidar la necesidad de
implementar de forma consistente programas de educacién sexual, en los que la

prevencion de ETS sea la columna central.
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Conclusiones

Teniendo en cuenta los resultados obtenidos en los siete articulos desarrollados en
esta Tesis Doctoral, se pueden extraer las siguientes conclusiones:

- El CSFQ-14 muestra una dimensionalidad inestable a través de distintas

muestras y/o culturas. Esto dificulta la replicacion de los resultados.

- La adaptacion del CSFQ-14 para poblacién drogodependiente (el CSFQ-D)
muestra una dimensionalidad estable y buena fiabilidad. Ademas, es un
autoinforme facil de administrar y comprender, siendo la evaluacién breve y la
correccion simple. Se trata de un cuestionario que permite evaluar el
funcionamiento sexual tanto de pacientes drogodependientes, como de personas

no consumidoras de forma equivalente y sin sesgo.

- La version espafiola del SAS constituye una escala que evalua la asertividad
sexual de forma precisa, fiable y valida. Se trata de un instrumento de gran valor
que evalla un é&rea clave de la salud sexual, la cual estd vinculada al
funcionamiento sexual, la victimizacion sexual y las conductas sexuales de

riesgo.

- La SAS, que hasta la fecha no habia sido validada en varones, muestra
igualmente Optimas propiedades psicométricas. Ademas, ambas formas son
equivalentes en contenido y constructo. La obtencidén de baremos para la SAS
supone un plus extra para la escala, convirtiéndose en una opcién altamente

recomendable para evaluar la asertividad sexual en Espafia.

- La adaptacion del SAS a varones drogodependientes es igualmente un
instrumento que ha mostrado buenas propiedades psicométricas. Esta adaptacion
es fiable y valida. No obstante, si el objetivo es comparar a la poblacion
consumidora con la no consumidora se recomienda obviar la puntuacion del

item 1.

- El funcionamiento sexual de los varones drogodependientes se ve afectado aun
en largos periodos de abstinencia. Ademas, el funcionamiento sexual no parece
recuperarse espontaneamente -como se aseguraba hasta la fecha- por el mero
hecho de dejar de consumir drogas. Existen diferencias en funcion de la

sustancia de preferencia y el area del funcionamiento sexual que se ve
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perjudicada. La heroina parece ser la sustancia mas dafiina y el cannabis la

menos perjudicial.

- La asertividad sexual de los varones drogodependientes -cuestion apenas
explorada- es menor que la de varones no drogodependientes. Asi, los
consumidores entre 35 y 49 afios de edad manifiestan peor asertividad de inicio,
mientras que los consumidores mas jovenes (18-34 afios) tienen peor asertividad
de E-ETS. Estos resultados ponen de manifiesto la necesidad de mejorar la

asertividad sexual de estos pacientes.
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Conclusions

The following conclusions have been reached according to the 7 articles carried out
in the present Thesis and to the results obtained in it:

- The CSFQ-14 shows an unstable dimensionality across different samples and/or

cultures. This hinders the replication of the results.

- The adaptation in addicts of the CSFQ-14 (the CSFQ-D) shows a stable
dimensionality and a good reliability. It is also easy to understand, easy to
administer, the evaluation is short and the correction is simple. This is a
questionnaire evaluating sexual functioning of both, drug addicts, and

nonclinical persons in an equal and unbiased form.

- The SAS is a scale assessing sexual assertiveness in an accurate, reliable and
valid both in its Anglo-Saxon as in Spanish. This is an invaluable tool that
evaluates a key area of sexual health: sexual assertiveness, which is linked with

sexual functioning, with the sexual victimization and sexual risk behaviors.

- The SAS, which to date had not been validated in men, also shows good
psychometric properties in both men and women. In addition, both forms are
equivalent in content and construct. Obtaining SAS percentile ranking score
makes the scale a highly recommended option for assessing sexual assertiveness

in our country.

- The drug-dependent adaptation form of the SAS it has also showed good
psychometric properties. This adaptation it has shown reliable and valid in this
sample. However, if the objective is to compare the consumer population with

no consumer is strongly recommended to avoid the score of item 1.

- Sexual functioning of male drug addicts is damaged even after long periods of
abstinence. Besides sexual function does not seem to recover spontaneously, as
is claimed, simply because to stop using drugs. There are differences in the
damage depending on the preferred substance and the area of sexual functioning.
Of the substances assessed here, heroin seems to be the most harmful and

cannabis the least.

- Sexual assertiveness of male drug addicts, a very little explored issue, is lower

than not abusers men. Thus, consumers in a range of intermediate age (35-49
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years old) have a worse Initiation sexual assertiveness as happened in the young
group (18-34 years old) who has a worse STD-P assertiveness. These results
highlight the need to improve the sexual assertiveness of these patients.
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Anexos
CSFQ-14

1. Compared with the most enjoyable it has ever been, how enjoyable or pleasurable is your

sex life right now? / En comparacion con el periodo de su vida de mas placer y satisfaccion sexual,
¢Como de placentera es actualmente su vida sexual?

QO 1. No enjoyment or pleasure / Ningtin placer
O 2. Little enjoyment or pleasure / Poco placer
QO 3. Some enjoyment or pleasure / Algin placer
O 4. Much enjoyment or pleasure / Mucho placer
O 5. Great enjoyment or pleasure / Gran placer

2. How frequently do you engage in sexual activity (sexual intercourse, masturbation, etc.)
now? / ;Con qué frecuencia tiene actividad sexual (relaciones sexuales, masturbacion) en la actualidad?

O 1. Never/ Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

QO 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia

3. How often do you desire to engage in sexual activity? / ;Con qué frecuencia desea tener
relaciones sexuales?

O 1. Never/ Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia

4. How frequently do you engage in sexual thoughts (thinking about sex, sexual fantasies)
now? / ;Con qué frecuencia tiene actualmente pensamientos sexuales (pensar en tener actividad sexual)?

O 1. Never/ Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

QO 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia

5. Do you enjoy books, movies, music or artwork with sexual content? / ;Disfruta con libros,
peliculas, masica o material grafico con contenidos sexuales?

QO 1. Never/Nunca
O 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Always / Siempre
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6. How much pleasure or enjoyment do you get from thinking about and fantasizing about
sex? / ;Cuanto placer experimenta cuando se pone a pensar o fantasear sobre sexo?

O 1. No enjoyment or pleasure / Ningtin placer
O 2. Little enjoyment or pleasure / Poco placer
QO 3. Some enjoyment or pleasure / Algin placer
O 4. Much enjoyment or pleasure / Mucho placer
O 5. Great enjoyment or pleasure / Gran placer

7. How often do you have an erection related or unrelated to sexual activity? / ;Con qué
frecuencia tiene erecciones relacionadas o no relacionadas con actividades sexuales?

O 1. Never/Nunca
O 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia

8. Do you get an erection easily? / ;Consigue la ereccion facilmente?

O 1. Never/ Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

QO 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Always / Siempre

9. Are you able to maintain an erection? / ;Es capaz de mantener una ereccion?

O 1. Never / Nunca
O 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Always / Siempre

10. How often do you experience painful, prolonged erections? / ;Con qué frecuencia ha
experimentado erecciones prolongadas dolorosas?

O 1. Never/ Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

QO 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia

11. How often do you have an ejaculation? / ;Con qué frecuencia eyacula?

O 1. Never/ Nunca
O 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Every day / Cada dia
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12. Are you able to ejaculate when you want to? / ;Es capaz de eyacular cuando quiere?

O 1. Never / Nunca
QO 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Always / Siempre

13. How much pleasure or enjoyment do you get from your orgasms? / ;Cuanto placer
experimenta en sus orgasmos?

QO 1. No enjoyment or pleasure / Ningtin placer
O 2. Little enjoyment or pleasure / Poco placer
QO 3. Some enjoyment or pleasure / Alguin placer
O 4. Much enjoyment or pleasure / Mucho placer
O 5. Great enjoyment or pleasure / Gran placer

14. How often do you have painful orgasm? / ;Con qué frecuencia tiene orgasmos dolorosos?

O 1. Never/ Nunca
O 2. Rarely (less than once a month) / Raramente (menos de 1 vez al mes)

O 3. Sometimes ( more tha once a month, less than twice a week) / Algunas veces (mas de 1 vez al mes, pero menos de 2 veces por semana)
QO 4. Often (more than twice a week) / A menudo (mas de 2 veces por semana)
QO 5. Always / Siempre
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10.

11.

12.

13.

CSFQ-D

Compared with the most pleasurable it has ever been, how pleasurable is your
sex life right now? [En comparacion con el periodo de su vida de mds placer,

Jcomo de placentera es actualmente su vida sexual?]

How much pleasure do you get when you have sexual activity (sexual
intercourse, masturbation) [¢ Cudnto placer siente cuando tiene actividad sexual

(relaciones sexuales, masturbacion)?]

How satisfied are you with your sex life? /;Como de satisfecho se encuentra

en general con su vida sexual?]

Do you enjoy sexual activity as much as you would like? [; Disfruta con la

actividad sexual tanto como le gustaria?]

How frequently do you engage in sexual activity (sexual intercourse,
masturbation, etc.) now? [;Con qué frecuencia tiene actividad sexual

(relaciones sexuales, masturbacion) en la actualidad?]

How often do you desire to engage in sexual activity? [Con qué frecuencia

desea tener relaciones sexuales?]

How frequently do you engage in sexual thoughts (thinking about sex, sexual
fantasies) now? [;Con qué frecuencia tiene actualmente pensamientos sexuales

(pensar en tener actividades sexuales)?]
Do you like to use porn? /;Le gusta ver material pornografico?]

How much pleasure do you get from thinking about and fantasizing about sex?

[( Cuanto placer experimenta cuando se pone a pensar o fantasear sobre sexo?]

How often do you get a hard on (an erection)? [; Cada cudnto tiene erecciones

(se empalma)?]

Do you get a hard on (an erection) easily? [Consigue la ereccion (que se le

ponga dura) facilmente?]

Are you able to maintain a hard on (an erection) during your sexual activity?
[¢Es capaz de mantener la ereccion durante todo el tiempo que dura la

actividad sexual?]

How often do you come (ejaculate)? [;Cada cuanto eyacula (se corre)?]
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14. Are you able to come (ejaculate) when you want to? [;Es capaz de eyacular

(correrse) en el momento que usted desea?]

15. How intense are your orgasms? [, Como de intensos son sus orgasmos?]
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SAS
-
I sEgE|e
S 8ES S| &
=) > < 4 13)
Z | < S0 | &
1. Inicio las relaciones sexuales con mi pareja cuando lo deseo 01 3|4
2. Le indico a mi pareja que me toque los genitales cuando asi lo 01 3|4
deseo
3*. En vez de indicarle lo que quiero a mi pareja, espero a que me 01 3|4
toque los genitales
4*. En vez de indicarle lo que quiero a mi pareja, espero a que 01 3|4
acaricie mi cuerpo
5. Le indico a mi pareja que me estimule los genitales con su boca 01 3|4
cuando asi lo deseo
0*. Espero a que mi pareja inicie el acercamiento sexual, como por 01 3|4
ejemplo acariciar mi cuerpo
7*. Si mi pareja me presiona, cedo y le beso, incluso si ya le he dicho 01 3|4
que no
8*. Si mi pareja lo desea, estimulo sus genitales con mi boca, incluso 01 3|4
cuando no me apetece
9. Me niego a dejar que mi pareja acaricie mi cuerpo si no lo deseo, 01 3|4
incluso cuando insiste
10*. Tengo relaciones sexuales si mi pareja lo desea, incluso cuando 01 3|4
no me apetece
11. Si he dicho que no, no dejo que mi pareja me toque los genitales 01 3|4
aunque me presione
12. Me niego a tener sexo si no me apetece, incluso si mi pareja 01 3|4
insiste
13*. Si a mi pareja no le gusta usarlos, tengo relaciones sexuales sin 01 3|4
condon o barrera de latex, incluso aunque yo prefiera utilizarlos
14*. Si mi pareja insiste, tengo relaciones sexuales sin utilizar 01 3|4
condén o barrera de latex, incluso aunque yo no quiera
15. Cuando tengo relaciones sexuales con mi pareja me aseguro de 01 3|4
utilizar condén o barrera de latex
16*. S1 mi pareja asf lo desea, tengo relaciones sexuales sin condon o 01 3|4
barrera de latex
17. Insisto en usar condén o barrera de latex cuando quiero, incluso 01 3|4
aunque mi pareja prefiera no usarlos
18. Me niego a tener relaciones sexuales si mi pareja no quiere 01 3|4

utilizar condén o barrera de latex

* ftems inversos
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10.

11.

12.

SAS adaptado a drogodependientes

I begin sex with my partner if I want to. [Inicio las relaciones sexuales con mi

pareja cuando lo deseo]

I let my partner know if | want my partner to touch my penis (dick). [Le indico

que me toque el pene (la polla) cuando asi lo deseo]

| wait for my partner to touch my penis (dick) instead of letting my partner know

that’s what | want. [En vez de indicarselo, espero a que me toque el pene (la
polla)]

I wait for my partner to touch my body instead of letting my partner know that’s
what | want. [En vez de indicarle lo que quiero, espero a que acaricie mi

cuerpo]

I let my partner know if I want to have oral sex. [Le pido a mi pareja sexo oral

cuando lo deseo ]

I wait for my partner to initiate sexual contact, like Kissing or touching me.
[Espero a que mi pareja inicie el acercamiento sexual, como por ejemplo

acariciar mi cuerpo, besarme o manosearme]

I give in and Kiss if my partner pressures me, even if | already said no. [Si mi

pareja me presiona, cedo y le beso, incluso si ya le he dicho que no]

| practice oral sex if my partner wants me to, even if | don’t want to. [Si mi

pareja lo desea, le hago sexo oral, incluso cuando no me apetece]

I refuse to let my partner touch my body if | don’t want that, even if my partner
insists. [Me niego a dejar que mi pareja acaricie mi cuerpo si no lo deseo,

incluso cuando insiste]

| have sex if my partner wants me to, even if | don"t want to. [Tengo relaciones

sexuales si mi pareja lo desea, incluso cuando no me apetece]

If I said no, | won’t let my partner to touch my penis even if my partner insists.

[Si le he dicho que no, no dejo que me toque el pene aunque insista]

I refuse to have sex if | don’t want to, even if my partner insists. [Me niego a

tener sexo si no me apetece, incluso si mi pareja insiste]
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13. I have sex without a condom if my partner doesn't like them, even if | want to
use one. [Si a mi pareja no le gusta usarlos, tengo relaciones sexuales sin

conddn, incluso aunque yo prefiera utilizarlos]

14. I have sex without using a condom if my partner insists, even if I don't want to.
[Si mi pareja insiste, tengo relaciones sexuales sin utilizar condon, aunque yo

quiera usarlo]

15. I make sure my partner and | use a condom when we have sex. [Cuando tengo

relaciones sexuales, me aseguro de utilizar condon]

16. I have sex without using a condom if my partner wants. [Si mi pareja asi lo

desea, tengo relaciones sexuales sin condén]

17. l'insist on using a condom if | want to, even if my partner doesn't like them.

[Insisto en usar conddén cuando quiero, aunque mi pareja prefiera no usarlo]

18. I refuse to have sex if my partner refuses to use a condom. [Me niego a tener

relaciones sexuales si mi pareja no quiere utilizar condon]
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Baremos SAS
Varones
18-34 35-49 50-88
Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS
M 14,67 12,15 14,79 14,34 11,45 12,41 13,57 10,11 9,79
DT 4,36 5,70 7,16 4,45 5,40 7,12 4,34 5,30 7,02
Min 1 0 0 1 0 0 0 0 0
Max 24 24 24 24 24 24 24 24 24
N 658 658 658 587 587 581 512 511 490
Perdidos 6 6 6 53 53 59 83 84 105
Percentiles
1 4 0 0 4 0 0 1 0 0
5 7 3 2 7 2 0 6 1 0
15 10 6 7 10 6 4 9 4 1
25 12 8 10 11 8 8 11 7 4
35 13 10 12 13 10 10 12 8 6
45 14 11 13 14 11 12 13 10 8
50 15 12 14 14 12 12 14 10 10
55 15 12 16 15 12 12 14 11 11
65 16 14 19 16 13 14 15 12 12
75 18 16 22 18 14 18 16 13 13
85 19 19 24 19 17 23 18 15 17
95 22 23 24 22 22 24 20 20 24
99 24 24 24 24 24 24 24 24 24
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Mujeres
18-34 35-49 50-88
Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS

M 14,76 16,93 18,79 14,22 14,82 16,49 10,72 13,69 13,33
DT 4,82 5,10 6,32 5,20 4,99 7,08 5,48 4,78 7,55
Min 0 0 0 0 0 0 0 0 0
Max 24 24 24 24 24 24 24 24 24
N 736 735 734 702 703 691 589 588 560
Perdidos 2 3 4 8 7 19 87 88 116
Percentiles

1 3 5 1 2 4 0 0 3 0

5 6 8 7 5 7 3 1 6 0

15 9 11 12 9 10 9 5 9 4

25 11 13 14 11 11 12 7 11 8

35 13 15 17 12 12 12 8 12 12

45 15 16 20 13 13 15 10 12 12

50 15 17 22 14 14 17 11 13 12

55 16 18 23 15 15 19 12 13 12

65 17 20 24 17 16 23 13 15 16

75 18 21 24 18 19 24 15 17 20

85 20 23 24 20 20 24 16 19 24

95 22 24 24 22 24 24 20 23 24

99 24 24 24 24 24 24 22 24 24
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Baremos CSFQ-D

18-34 35-49 50-66
Pleasure Desire Arousal Orgasm Pleasure Desire Arousal Orgasm Pleasure Desire Arousal Orgasm
M 1420 18.34 13.28 11.42 1359 17.71 12.75 11.25 1401 15.97 11.70 10.76
DT 3.51 3.21 2.06 2.17 3.53 3.41 2.27 2.22 3.39 3.83 2.46 2.21
Min 2 6 3 1 4 6 3 3 3 3 4 3
Max 20 25 15 15 20 25 15 15 19 23 15 14
N 461 462 461 459 346 346 346 343 89 89 89 87
Missed 7 6 7 9 4 4 4 7 2 2 2 4
Percentile
1 5 9 5 5 5 7 5 4 3 3 4 3
5 8 13 9 8 7 12 9 7 7 9 7 6
15 10 15 12 9 10 14 10 9 10 12 9 8
25 12 16 12 10 11 16 12 10 13 14 10 9
35 13 17 13 11 12 17 12 11 13 15 11 10
45 14 18 14 11 13 17 13 11 15 16 12 11
50 15 18 14 12 14 18 13 12 15 16 12 11
55 15 19 14 12 14 18 14 12 15 17 12 12
65 16 20 15 12 15 19 14 12 16 18 13 12
75 17 20 15 13 16 20 15 13 16 18 13 12
85 18 22 15 14 17 21 15 13 17 20 14 13
95 19 23 15 15 19 23 15 14 18 22 15 14
99 20 25 15 15 20 25 15 15 19 23 15 14
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Abstract This study presents the first psychometric data on the Changes in Sexual
Functioning Questionnaire Short-Form (CSFQ-14), a self-report instrument to assess
sexual functioning, in a sample of 104 males with drug abuse history. They were collected
in 2008. The gquestionnaire was completed along with the Addictive Behavior Question-
naire and the Brief Sexual Function Inventory. A three-dimensional factor structure was
observed in the CSFQ-14: Desire (alpha = .73), Arousal-orgasm (alpha = .67) and
Pleasure (including only one item). Scores indicated adequate validity, with similar values
to samples of depressive patients and lower values than the normal population.

Resumen En este trabajo se presentan los primeros datos psicométricos del Changes
in Sexual Functioning Questionnaire Short-Form (CSFQ-14), un autoinforme para evaluar
el funcionamiento sexual, en una muestra de 104 sujetos drogodependientes (evaluados en
2008). El cuestionario fue cumplimentado junto al Addictive Behavior Questionnaire
(ABQ) v al Brief Sexual Function Inventory (BSFI). El CSFQ-14 muestra una estructura
factorial de tres dimensiones: Deseo (x = .73), Excitacion-orgasmo (o = .67) v Placer
(solo un item). Las puntuaciones muestran buena validez, hallandose valores similares a
los encontrados en muestras de pacientes depresivos e inferiores a los de la poblacion
normal.

Résumé Dans cet article nous vous présentons les premiéres données psychométr-
iques du Changes in Sexual Functioning Questionnaire Short-Form (CSFQ-14), un test
auto-administré pour 1"évaluation du fonctionnement sexuel d’un échantillon de 104
sujets toxicomanes (évalués en 2008). Le questionnaire a été répondu ainsi que le
Addictive Behavior Questionnaire (AB(Q) et le Brief Sexual Function Inventory (BSFI).
Le CSFQ-14 a une structure factorielle qui présente trois dimensions: Desir (x = .73),
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Excitation-orgasme (z = .67) et Plaisir (seulement un item). Les résultats montrent une
bonne validité; on v découvre des données semblables a celles trouvées dans 1'échant-
illonnage de patients dépressifs, et des résultats inférieurs en comparaison a ceux de la
population normale.

Keywords CSFQ - Sexual function - Drug users - Reliability - Validity -
Spanish version - Spain

Introduction

Drugs have been used as a sexual aphrodisiac for a long time. People who use drugs in
sexual contexts admit they do so to improve their sexual functioning [1]. However,
many studies have found an association between alterations in sexual response and drug
consumption. This influence is both psychological [2-10] and physiological [11-26].
The same drug may have opposite sexual effects in different consumers because of
individual differences. Moreover, potential beneficial effects are only achieved in the
short term andfor at low doses; sexual problems appear soon if the dose increases or
if drugs are consumed for a longer period. In these cases, drug users try to obtain
the beneficial effect they experienced before but often achieve the opposite effect [27].

The relation between drug consumption and sexuality has been widely studied. Yet, no
studies have used self-reports already validated in samples of drug abusers. The aim of the
present study, defined as instrumental according to Montero and Leon’s classification [28],
was to review various psychometric indicators of the Changes in Sexual Functioning
Questionnaire Short-Form (CSFQ-14) in a sample of males with drug abuse history. The
CSFQ-14 is the result of a metric review of the CSFQ [29], an interview with 36 questions.
The questions were semantically grouped into five different scales: Pleasure, Sexual
desire/frequency, Sexual desirefinterest, Arousal/excitement and Orgasm/completion.
Keller et al. [30] tested the metric properties of 14 of its items measuring sexual func-
tioning and sexual problems and developed a reduced version of the CSFQ (CSFQ-14).
Three dimensions were isolated in a factor analysis performed in a sample of males: Desire
(items 1-6; =z = B0, Arousal (items 7-9; 2 = 84), and Orgasm (items 11-13; = .76).
In Spain, the questionnaire was validated in a sample of 580 subjects by Bobes et al. [31],
who found an internal consistency reliability of .81, The original five-factor model was
partially confirmed by the factor structure obtained in the study. This structure explained
82.6% of the total variance. Test—retest reliability values around .90 were obtained, and it
was proven that the questionnaire had adequate discriminating ability between clinical and
normal samples.

In this context, the aim of the present study was to analyze several psychometric
properties of the CSFQ-14 (male version) in a Spanish sample of males with drug abuse
history. Following the recommendations of Carretero-Dios and Pérez [32], the procedure
selected was to analyze the reliability and construct validity of the CSFQ-14 using
exploratory factor analysis. To prove convergent validity, a significant positive relation
was expected between the scores of the CSFQ-14 and those of the Brief Sexual Function
Inventory [33]. Finally, to prove the discriminant validity of the questionnaire, scores were
expecied to be lower than those of normal population samples and similar to those of
clinical samples obtained in other studies [29, 34].

@ Springer
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Method
Participants

A sample of 104 subjects with a history of drug abuse participated in the study. Mean age
was 31.91 years (SD = 9.14). Out of the total sample, 13.46% of participants were mar-
ried, 70.19% were single, and 15.38% were divorced. A total of 7.88% participants had no
formal education, 36.46% had primary school level, 20.19% had high school level, 9.61%
had completed higher degree vocational training, and 25.96% had university-level studies.
To maximize the heterogeneity of the sample, the study included subjects not using drugs
at the time, active drug vsers, subjects in residential or outpatient care, and untreated
subjects without treatment. Subjects in residential or outpatient care were recruited by
cluster sampling in the institutions Cortijo Buenos Adres, in Granada, Proyecto Hombre
Granada, and the Unit of Emotional and Addictive Disorders of Medimar International
Hospital. Untreated participants were recruited by convenience sampling.

For subjects to be considered drug abusers, the following thresholds of minimum
consumption were set:

e Alcohol. According to the criteria of the Spanish Drug Observatory [35], the threshold
is a minimum daily consumption of 40 g of alcohol {about 1 1 of beer).

# Cannabis. According to the Andalusian Drug and Addiction Observatory [36],
consumption of cannabis more than 1 day a week is considered regular use.

s Amphetamines and derivatives. According to a report by the Andalusian Drug and
Addiction Observatory [36], consumption of these drugs is experimental, and daily or
even weekly consumption is rare. Therefore, the inclusion criterion was consumption
more than once a month.

e Hallucinogens. According to Ballesta, Lozano, Bilbao, and Gonzilez [see, 37],
consumption of hallucinogens is mainly experimental, so the same inclusion criterion
was used as for amphetamines (more than once a month).

e Cocaine, opioids and speedball. Consumption once a week or more was arbitrarily
chosen as a criterion.

To be included in the study, participants had to be free from the acute effect of drugs;
that is, they must not have consumed drugs for at least 24 h prior to the test (15 g of
alcohol were permitted). Consumption characteristics of the sample are shown in Table 1.

Instruments

o  Changes in the Sexual Functioning Questionnaire Short-Form (CSFQ-14; [30]). It has
14 items in a 5-point Likert response format to assess sexual functioning. High scores
indicate better sexual functioning. The psychometric properties of this instrument have
been described above (See “Appendix™)

e Brief Sexual Function Inventory (BSFI, [33]). It has 11 items in a 5-point Likert
response format to assess male sexual response. Five dimensions were isolated in the
original study: Sexwual Drive (¢ = .88), Erectile Function (x = 95), Ejaculation
(o = .62), Problem Assessment (¢ = 81) and Satisfaction (one item). In the Spanish
version [38], the authors replicated the original factor structure, with the exception of
two items that loaded on different factors. High scores indicale better sexual
functioning.
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e Addictive Behavior Questionnaire (AB(Q; [39]). It obtains information about the type of
substance used, route of administration, severity and chronicity. In the present study, an
abstinence period was introduced and the original list of substances was changed.
Medication was eliminated; combinations, benzodiazepines, and tobacco were added.
The final list of possible drogs included cannabis, benzodiazepines, cocaine,
amphetamines, heroin, methadone, hallucinogens, speedball, tobacco, and alcohol.

Procedure

The CSFQ-14 was adapted to Spanish using forward translation [40]. The Spanish trans-
lation and the original English text were reviewed by a bilingual expert, who suggested
some changes. Next, the questionnaire was sent to four qualified sexuality experts, who
evaluated the adaptation and comprehension of the items and proposed alternative wording
if necessary. Ten volunteers evaluated item comprehension in the corrected version. When
the translation and adaptation were completed, the questionnaires and informed consent
form were given to the participants. Testing was conducted by one examiner in individual
sessions. All participants were given the same oral and written instructions and they also
accepted the inform consent. The questionnaires were completed in approximately 20 min.
After this, participants had to fold the booklet back on itself and place it in a sealed box to
ensure anonymity and encourage honest answers, A total of twelve subjects refused to
participate in the study. Ethical and research principles were reviewed, followed and
accepted by the three institutions where evaluations took place.

Results

First, the mean scores and standard deviations of each item were analyzed. As shown in
Table 2, all items had mean values above 3 (theoretical mean point of the response
scale): the mean was 3.85 (SD = .95), ranging from 4.64 (SD = .66) in item 14 to 2.95
(SD = 1.38) in item 3. Standard deviations of all items were close to one [41], and
ranged from 1.38 (item 8) to 66 (item 14). The discrimination index (DI) of items 10
and 14 was low; they were the only items whose elimination improved the Cronbach
alpha of the total scale from .73 to .78. Therefore, eliminating these items should be
considered, since they seem to belong to a dimension that is independent from the sexual
cycle (pain). As had done in previous studies [30, 31], such items were excluded from
the remaining analyses. Although item 12 slightly decreased total alpha and had a DI
lower than .30, it remained in the study to assess its psychometric properties in its
corresponding subscale.

Concerning reliability of the scale, a Cronbach alpha of .78 was obtained after elimi-
nating items 10 and 14, which is considered adequate [42]. Construct validity was cal-
culated next. Before the factor analysis, multicolinearity problems were assessed using
correlation matrices between the various items; no correlations greater than .60 were
found. The results of the Kaiser-Meyer-Olkin test (KMO = .71) and Bartlett"s test of
sphericity (}:5| = 385.97; p < .001) were used to determine that the variance—covariance
matrix was adequate for the analysis. Factor reduction was done using the principal
component method and varimax rotation, according to the questionnaire guidelines. The
Kaiser criterion led to isolating three factors that explain 56.36% of the total variance. Item
loadings on such factors after the rotation are shown in Table 3.
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Table 2 Psychometric properties of items of the CSFQ-14

ltems M sp® DI¢ o of

CSFQ-1 332 1.26 34 q2 1

CSFQ-2 3.51 1.00 A4 1 16

CSFQ-3 4.27 83 52 70 75

CSFQ-4 4.31 85 50 70 6

CSFQ-5 295 1.38 34 q2 T

CSFQ-6 ile 99 29 72 77

CSFQ-7 3.89 1.05 Af 1 16

CSFQ-8 4.53 79 A3 1 76

CSFQ-9 4.56 76 A7 1 16

CSFQ-10 4.24 92 -.11 76 -

CSFQ-11 3.80 84 63 69 75

CSFQ-12 388 1.28 26 74 19

CSFQ-13 4.11 79 51 70 76

CSFQ-14 4.64 66 08 74 -

* Mean

" Standard deviation

“ Discrimination index (corrected item-total correlation)

4 Cronbach alpha il item eliminated

“ Cronbach alpha if item eliminated (with 12 items)

Table 3 Item loadings on factors and communalities

liems Arousal-orgasm Desire Pleasure Communalities

(physiological component)

CSFOQM-4 80 71

CSFOM-8 g2 62

CSFOQM-12 62 41

CSFOM-3 60 41 53

CSFQM-4 30 A7 B3

CSFOQM-3 T3 53

CSFQM-6 72 S8

CSFQM-11 31 62 30 85

CSFOM-2 57 A4 53

CSFQM-T 39 A2 43

CSFQM-1 a1 B3

CSFOQM-13 A4 A8 A8
Aronsal-orgasm Desire Pleasure Total

% Wariance explained 3263 14.71 9.03 56,36

Eigenvalue 391 1.77 1.08

Cronbach alpha 67 73 T8

Loadings =.30. Factor loadings in the corresponding factor are shown in bold type
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Table 4 Psychometric properties of factors of the CSFQ-14

Desire Arousal-orgasm

Items DIt 2" [tems Dr* 2

CSFQM-2 A5 69 CSFQM-7 36 63
CSFQM-3 A3 69 CSFQM-8 A8 60
CSFQM-4 A3 0 CSFQM-9 56 37
CSFQM-3 A8 .69 CSFQM-12 39 il
CSFQM-6 Al 0 CSFQM-13 A5 61
CSFOQM-11 62 65

“ Discrimination index (corrected item-total correlation)

® Cronbach alpha if item eliminated

Table 5 Correlations of factors of the CSFQ-14 with one another and with the total scale

Pleasure Desire Corrected total CSFQ-14
Pleasure 52w
Desire 32w 8ot
Arousal-orgasm 257 EX STk

£ p o 0% p < 05

The first factor, composed of five items (7, 8, 9, 12, and 13), was called Arousal-orgasm
and covered the physiological component of sexual function. A second factor called Desire
covered part of the psychological component and included items 2, 3, 4, 5, 6, and 11. Yet,
according to its semantic definition, item 11 was more appropriate for the Arousal-orgasm
component. The third factor included item 1 and was called Pleasure.

The reliability analysis of the scales was calculated with Cronbach alpha, and showed a
value of .73 for Desire and .67 for Arousal-orgasm. As happened in the original study, it
was not possible to calculate the reliability of the factor Pleasure because only one element
was available. As shown in Table 4, no factors included items that improved the indicator
if they were eliminated. Therefore, item 12 (pending review because its DI was lower than
30y was maintained because it reinforced the metric properties of the factor Arousal-
argasm.

Finally, factors were correlated with one another and each factor was correlated with the
total scale. As shown in Table 5, although all scales correlated significantly with one
another, coefficients were not substantially high. Hence, it was worth considering the
independence of the factors.

Regarding the descriptive statistics of the total scale (eliminating items 10 and 14), the
mean score was 46.37 (SD = 6.68) (out of a theoretical minimum of 12 and a maximum of
60); the minimum value obtained was 27 (15 points above the theoretical minimum) and
the maximum value matched the theoretical maximum. The three subscales had a mean of
2223 (SD =4.59) for Desire, 2066 (SD = 3.04) for Arousal-orgasm, and 3.31
(SD = 1.21) for Pleasure.

To explore the convergent validity of the questionnaire, the scores of the CSFQ-14 were
correlated with those of the BSFIL. All correlations were significant (see Fig. 1).
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Fig. 1 Correlations between factors of the CSFQ-14 and the BSFI [38]

Discussion

Considering the descriptive properties of the items and previous research studies [30, 34],
items with a discrimination index lower than .30 were excluded. This reduced the number
of items of the CSFQ from 14 to 12. ltems eliminated were 10 (How aoften do you
experience painful, prolonged erections?) and 14 (How often do vou have painful
argasms?y, such items do not match the semantic definition of the sexual function con-
struct, composed of Desire, Arousal, and Orgasm according to Kaplan's model [43].
Unsurprisingly, the mean response to the various items was slightly high, since sexual
function tends to return to normal after 3 weeks of withdrawal [44]: in fact, most partic-
ipants were not using drugs at the time of the study. The reliability analysis of the total
scale showed adequate internal consistency (Cronbach alpha = .78), although it was lower
than that reported by Bobes et al. [31] (o = .81) and Keller et al. [30] (x = .89).

To explore the structure of the CSFQ-14, an exploratory factor analysis was performed;
it provided a three-factor solution (Desirve, Pleasure, and Arousal-orgasm) that was similar
to the original proposal [29] (see Table 6) and to the solution obtained by Keller et al. [30].
[tems did not seem to discriminate between Desirefinterest and Desire/frequency. In the
present study, the factors Arousal and Orgasm also converged into one single dimension
with a marked physiological character. This may occur related to sexual problems that are
usually present in individuals with drug abuse behavior [2-26]. Therefore, the low scores
in Arousal could be linked to the Orgasm and vice versa [45]. For example, similar scores
in Arousal and Orgasm can be seen in males with premature ejaculation or erectile dys-
function. With premature ejaculation, the ability to maintain an erection to desirable level
is diminished; consequently, ejaculation control, orgasm quality and pleasure are affected
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Table 6 Comparison between original factors and those obtained in the present study

Original factors (Clayton et al. [29]) Items in each factor Items in each factor Factors of the present study

Pleasure 1 1 Pleasure

Sexual desire/frequency 2.3 2.3, 4,56, 11 Desire

Sexual desirefinterest 4.5 6

Arousalfexcitement 7,.8,9 7.8,9, 12,13 Arpusal-orgasm
Orgasmicompletion 11,12, 13

[45], while with erectile dysfunction it is the inability to reach and maintain an erection,
which affects the orgasm. The linked factors of Arousal and Orgasm would be reinforced
by a healthy population, which would score high in both [31, 45]. Previous studies point in
this direction. Drugs like alcohol [14-18], cocaine [19-22] and heroin [17, 23-26] harm
both erectile and orgasmic function. 11 (How often do you have an ejaculation?) was the
only one positioned in a different factor (Desire) from the one it should fit in for semantic
reasons (OQrgasm). This model is substantially different from that obtained by Bobes et al.
[31] in a clinical sample, where only two factors (Arousal and Orgasm) were isolated and
the remaining items were mixed.

Internal consistency reliability of the dimensions was adequate; Cronbach alphas
obtained were .73 for Desire and .67 for Arousal-orgasm; such scores are relatively similar
to those reported by Keller et al. and Bobes et al. [30, 31], who found values between .59
and .90. Moreover, the three dimensions also showed independence, which confirms the
adequacy of the factor analysis varimax rotation.

Scores obtained in the total scale (M = 46.37: SD = 6.68) were compared to samples
of other studies; results showed that the sexual functioning of participants with a history of
drug abuse was similar to that of depressive patients evaluated in the study [34]. In that
study, depending on the pharmacological treatment received, means ranged from 44.8
(SD = 3) to 49.1 (SD = 3.3); the Keller et al. study [30] reported a mean of 40.85
(SD = 8.7). In the three studies, the mean was considerably lower than that obtained by
Bobes et al. [31] in a normal population, whose values were 53.6 (SD = 7.0) in healthy
workers and 55.1 (8D = 7.3) in university students. Therefore, drug users scored lower
than the normal population in sexual functioning. Previous studies have also highlighted
the lack of sexual functioning in males with long histories of drug abuse [12-15, 46, 47]. In
the same way, the scores obtained with the BSFI in our study indicate analogous results.
However, these results should be taken with consideration since the samples used compare
scores from the USA and Norway. Nevertheless, our results indicate that Spanish drug
abusers showed a worse sexual functioning (M., = 31.84; SD = 7.61 and M, = 2.96;
SD = 1.08) compared with normal populations of [USA [48] (M., = 35.5) and Norway
[49] (M = 3.50; SD = 42).

Finally, results indicated adequate concurrent validity of the instrument, since high
statistically significant correlations were found between scores of the CSFQ-14 and the
BSFL

The issue of drug use and how it impacts upon one’s behavior and thinking is an
international concern and one that is found across people with and without disability. In
short, it may be concluded that the CSFQ-14 is a sensitive instrument that represents sexual
functioning faithfully across various samples and cultures reviewed in this study. It has
adequate internal consistency reliability and its measures show adequate discriminating
and converging validity indicators. Results of this study seem to indicate good
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psychometric properties of the CSFQ-14 in a sample of males with drug abuse history.
However, it must be noted that the data obtained cannot be considered definitive con-
clusions. Sample size is relatively low and should be increased in future studies so that the
factor structure can be corroborated with confirmatory factor analysis.
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Appendix

Items for the CSFQ-14-M

Compared with the most enjoyable it has ever been, how enjoyable or pleasurable is
your sex life right now?/En comparacién con el periodo de su vida de mds placer y
satisfaccion sexual, ;Como de placentera es actualmente su vida sexual?

No enjoyment or pleasure/Ningin placer
Little enjoyment or pleasure/Poco placer
Some enjoyment or pleasure/Algin placer
Much enjoyment or pleasure/Mucho placer
Great enjoyment or pleasure/Gran placer

2. How frequently do you engage in sexual activity (sexual intercourse, masturbation,
etc.) now?/;Con qué frecuencia tiene actividad sexual (relaciones sexuales, mastur-
bacion) en la actualidad?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de | vez al mes)

Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mas de 2 veces por semana)

Every day/Cada dia

3. How often do you desire to engage in sexual activity?/;Con qué frecuencia desea tener

relaciones sexuales?
Never/Nunca
Rarely (less than once a month)/Raramente (menos de 1 vez al mes)
Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)
Often (more than twice a week)/A menudo (mads de 2 veces por semana)
Every day/Cada dia

4. How frequently do you engage in sexual thoughts (thinking about sex, sexual
fantasies) now?/; Con qué frecuencia tiene actualmente pensamientos sexuales (pensar
en tener actividad sexual)?
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Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)

Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mdis de 2 veces por semana)

Every day/Cada dia

5. Do you enjoy books, movies, music or artwork with sexual content?/; Disfruta con
libros, peliculas, milsica o material grifico con contenidos sexuales?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)

Sometimes (more than once a month, less than twice a week)/Algunas veces (mds
de 1 vez al mes, pero menos de 2 veces por semana)

Often {more than twice a week)/A menudo (mas de 2 veces por semana)
Always/Siempre

6. How much pleasure or enjoyment do you get from thinking about and fantasizing
about sex?/; Cudnto placer experimenta cuando se pone a pensar o fantasear sobre
sexo?

No enjoyment or pleasure/Ningin placer
Little enjoyment or pleasure/Poco placer
Some enjoyment or pleasure/Algin placer
Much enjoyment or pleasure/Mucho placer
Great enjoyment or pleasure/Gran placer

7. How often do you have an erection related or unrelated to sexual activity?/; Con qué
frecuencia tiene erecciones relacionadas o no relacionadas con actividades sexuales?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)

Sometimes (more than once a month, less than twice a week)/Algunas veces (mds
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mas de 2 veces por semana)

Every day/Cada dia

8. Do you get an erection easily?/; Consigue la ereccion facilmente?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)

Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mis de 2 veces por semana)
Always/Siempre
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9.  Are you able to maintain an erection?;Es capaz de mantener una ereccion?

e  Never/Nunca

e Rarely (less than once a month)/Raramente (menos de 1 vez al mes)

e Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)

e Often (more than twice a week)/A menudo (mas de 2 veces por semana)
Always/Siempre

10. How often do you experience painful, prolonged erections?/; Con qué frecuencia ha
experimentado erecciones prolongadas dolorosas?

Never/Munca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)
Sometimes (more than once a month, less than twice a week)/Algunas veces (mas
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mds de 2 veces por semana)

Every day/Cada dia

11. How often do you have an ejaculation?/;Con qué frecuencia eyacula?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)
Sometimes (more than once a month, less than twice a week)/Algunas veces (mis
de 1 vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mds de 2 veces por semana)

Every day/Cada dia

12.  Are you able to ejaculate when you want to?/; Es capaz de eyvacular cuando quiere?

Never/Nunca

Rarely (less than once a month)/Raramente (menos de 1 vez al mes)
Sometimes (more than once a month, less than twice a week)/Algunas veces (mds
de | vez al mes, pero menos de 2 veces por semana)

Often (more than twice a week)/A menudo (mds de 2 veces por semana)
Always/Siempre

13.  How much pleasure or enjoyment do you get from your orgasms?/;Cudnto placer
experimenta en sus orgasmos?

No enjoyment or pleasure/Ningtin placer
Little enjoyment or pleasure/Poco placer
Some enjoyment or pleasure/Algin placer
Much enjoyment or pleasure/Mucho placer
+ (reat enjoyment or pleasure/Gran placer
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14. How often do you have painful orgasm?/;Con qué frecuencia tiene orgasmos
dolorosos?
s Never/Nunca
Rarely (less than once a month)/Raramente (menos de 1 vez al mes)
Sometimes (more than once a month, less than twice a week)/Algunas veces
{mas de 1 vez al mes, pero menos de 2 veces por semana)
Often (more than twice a week)/A menudo (mas de 2 veces por semana)
Always/Siempre
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8 This study aimed to adapt and validate the Changes in Sex-

9 ual Functioning Questionnaire-short form in a sample of drug-

10 dependent men, achieving equivalence. Participants were 301

11 drug-dependent and 202 non-drug-dependent men participated

12 in this study. The analysis of invariance revealed strong factor

13 equivalence (RMSEA = .06; x*/df = 2.66 and ACFI = -.01) for

14 the 4-factor model (desire, pleasure, arousal, and orgasm). This

15 model has shown the best fit indices. No items showed differen-

16 tial item functioning (AR? Nagelkerke < .035). Reliability ranged

7 Srom a = 0.83 for pleasure to a = 0.61 for orgasm). A compar-

18 ison between the scores of control and experimental participants

19 showed significant differences (CI = 99%) in all the dimensions.

20 Thus, a worse sexual functioning has been observed in the drug

21 consumer group. The adaptation of the Changes in Sexual Func-

22 tioning Questionnaire-short form to drug-dependent individuals

23 showed good psychometric properties.

24 Consumption of substances for sexual purposes is common (Calafat, Juan,
25 Becona, & Mantecon, 2008). In some cases, the use of cocaine or metham-
26 phetamines is so linked to sexuality that many users cannot separate con-
27 sumption of the substance from sexual practice (Rawson, Washton, Domier,
28 & Reiber, 2002). Several studies have pointed out that, in low doses and

29 in the short term, drugs sometimes improve certain aspects of sexual
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functioning (Degenhardt & Topp, 2003; Emanuele & Emanuele, 1998; Kurtz,
2005; Lévy & Garnier, 2006; McKay, 2005; Peugh & Belenko, 2001). These
beneficial effects sometimes lead individuals to start to consume a given
substance (La Pera et al., 2008), but they are short-lived. An increase in
the dose or time of consumption leads to problems in sexual functioning
(Aguilar De Arcos et al., 2008; Avila Escribano, Pérez Madruga, Olazabal
Ulacia, & Lopez Fidalgo, 2004; Bang-Ping, 2008, 2009; Johnson, Phelps, &
Cottler, 2004; Peugh & Belenko, 2001; Rosen, 1991; Smith, 2007).

The Changes in Sexual Functioning Questionnaire-short form (CSFQ-14)
is one of the instruments most widely used to assess sexual functioning and
was developed by Keller, McGarvey, and Clayton (2006). Although the scale
has shown good psychometric properties overall, no agreement has been
reached yet on its dimensionality, which varies according to sex and the
clinical sample. Many studies have used the original proposal by Clayton,
McGarvey, and Clavet (1997), which has five factors (pleasure, desire/
interest, desire/frequency, arousal, and orgasm) and has received little em-
pirical support. Other possibilities considered three factors (desire, arousal,
and orgasm; Keller et al., 2006) and even four factors (pleasure, desire,
arousal, and orgasm; Clayton et al., 1997). In men, Keller et al. (2000) and
Vallejo-Medina, Guillén-Riquelme, and Sierra (2010) found a factorization in
which arousal and orgasm had loadings in the same scale.

In Spain, the scale has been adapted and validated by Bobes et al.
(2000). The psychometric properties in this version were similar to those of
the American version, Furthermore, Vallejo-Medina et al. (2011) validated
the CSFQ-14 in male drug users and reported good internal consistency reli-
ability, a three-dimensional structure (pleasure, desire, and arousal-orgasm),
and adequate convergent validity with the Brief Sexual Function Inventory
(O'Leary et al., 1995; Vallejo-Medina, Guillén-Riquelme, & Sierra, 2009).

The present instrumental study (Carretero-Dios & Pérez, 2007; Montero
& Ledn, 2007) explored a number of psychometric properties of the adapta-
tion of the Changes in Sexual Functioning Questionnaire to drug-dependent
individuals (CSFQ-D). The first goal was to test the factor equivalence of the
scale and the equivalence of item content between two samples: a drug-
dependent sample and a non—drug-dependent sample. The next step was to
provide validity and reliability indicators for the scale and analyze some psy-
chometric properties of the items. The last step was to present data according
to age and main substance used, comparing the scores of both groups.

METHOD
Participants

The sample comprised 301 drug-dependent men and 202 non—drug-
dependent men. Mean age was 35.59 years (SD = 8.28 years) in the
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drug-dependent group and 31.70 years (SD = 11.29 years) in the control
group. The difference was statistically significant, #(497) = —4.46, p < .001,
d = 0.38. Regarding education, 20 controls and 130 drug users had pri-
mary education, 62 controls and 84 drug users had secondary education, 34
controls and 55 drug users had completed nonuniversity higher education,
and 83 controls and 23 drug users had university studies. Differences were
significant: x*(3, N = 491) = 109.20, p < .001, 5 = 0.44.

All drug-dependent men were 18 years of age or older, had at least
2 weeks in withdrawal, could read and write and all were under psycholog-
ical treatment while 19% were also subjected to pharmacological treatment.
All were diagnosed as being drug-dependent and receiving treatment for
substance abuse using DSM-IV criteria. A 22% self-report to have other ill-
ness different to the addiction. The evaluation was made by one researcher
with experience in this field.

They were recruited by cluster sampling from the following institutions:
ACLAD in A Coruna, UMAD in Santiago de Compostela, Proyecto Hombre
Galicia (in the various provinces of Galicia) and Fundacidon Noray-Proyecto
Hombre Alicante in Alicante, all in Spain. Normative participants were re-
cruited by convenience sampling. Table 1 shows the consumption charac-
teristics of the drug-dependent group according to preferred substance.

Instruments

We used the following scales in this study:

1. CSFQ-D (Keller et al., 2006; Vallejo-Medina et al., 2010). Information about
this instrument is provided in the introduction. Higher scores indicate
better sexual functioning.

2. Sexual Assertiveness Scale (Morokoff et al., 1997; Sierra, Vallejo-Medina, &
Santos-Iglesias, 2011). This study used the initiation and refusal subscales
of the adaptation for drug-dependent individuals by Vallejo-Medina and
Sierra (2011). Each subscale comprises six items reported on a S-point
Likert-type scale ranging from 0 (never) 1o 4 (alweays). Santos-Iglesias and
Sierra (2010) reported reliability ranging from 0.66 to 0.86. The adaptation
for drug-dependent individuals also had good reliability and an equivalent
dimensionality to that of the regular version. In the present study, the
Cronbach’s alpha for initiation and refusal was 0.62.

3. Cuestionario Consumo Sustancias (“Questionnaire on Substance Use™;

Tallejo-Medina et al., 2011). This 16-item questionnaire includes the diag-
nostic criteria of the DSM-IV-R in a short, simple, and clear format. It is
useful to diagnose problems of substance dependence, abuse, and intoxi-
cation. Items are responded on a dichotomous (yes/no) scale. Spearman’s
correlation with the diagnosis made by the various institutions (using
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EuropASI and personal interviews) was .85, p > .001. Reliability was .88
in the original study and .82 in the present study.

4. Register of substance use. We assessed the following variables: preferred
substance, amount of substance used, and frequency and duration of use.
These data provide information on severity of use. In addition, we assessed
time of abstinence (with self-reported methods or urine or blood tests,
according to the procedure used in each institution). Last, we recorded
sociodemographic characteristics.

Procedure

The validation of the CSFQ-14 by Vallejo-Medina et al. (2010) was the starting
point. We adapted the questionnaire on the basis of suggestions made by
Vallejo-Medina et al. (2010) and our own experience in the area of sexuality
with drug user patients. After following the authors’ recommendation of
eliminating Items 10 and 14 (which assess pain), we created three new items
to assess the pleasure dimension because there was only one item of this
kind in the original version, and it did not represent the full construct of
sexual pleasure (Vallejo-Medina et al., 2010). In addition, the wording of the
items was simplified, eliminating redundancies that made them difficult to
understand. Last, we simplified the sexual vocabulary by avoiding the use
of technical jargon. For example, we replaced to ejaculate with to come,
erection with hard-on, graphic sexual material with porn, and so on. The
new version of the questionnaire (see the Appendix) was assessed by five
experts in psychometry, whose agreement with the wording of the items
exceeded 85%. Last, comprehension of the items was assessed by five drug
users and five university students, more than 85% of whom reported optimal
comprehension.

Before answering the questionnaires, all drug-dependent participants
gave their written informed consent. Participation was voluntary, anony-
mous, and confidential. The assessment took 30 min. Participants had to be
more than 18 years of age, free of the effect of substances for at least 2 weeks
before the assessment, literate, and receiving treatment for a substance de-
pendence disorder. Non—drug user participants responded after giving verbal
informed consent and confirming they had not been diagnosed with sub-
stance dependence.

This work was reviewed and approved by an independent ethical board
of our institution in accordance with 1975 Declaration of Helsinki, as revised
in 1983 Ethic Committee for Clinical Research.

Data Analysis

Factor invariance was confirmed using structural equation modeling with
AMOS. Estimates were made with the generalized least squares method.
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We assessed the fit of several models, considering the following values as
adequate: values greater than .85 for the AGFI, values between 1 and 3 for
the x%/df, and values lower than .08 for the RMSEA. After assessing model fit,
invariance was tested in models with good fit. The following were considered
signs of invariance: no increase in the AIC and Ay ?/df compared with the
least restrictive model, and a CFI not reduced by more than .01 compared
with the previous model (Cheung & Rensvold, 2002). SPSS was used to
assess the presence of DIF, using multinomial logistic regression (Miller &
Spray, 1993). If the contribution of Model 2 in itself is significant, the DIF is
uniform; if the contribution of Model 3 is significant, the DIF is nonuniform.
The measure was complemented with the Nagelkerke AR?, a measure of
effect size. An increase in B* by less than 035 indicates negligible DIF;
values between .035 and .070 show moderate DIF, and an increase greater
than .070 shows high DIF (Jodoin & Gierl, 2001).

RESULTS

The present study tested three of the factor models most used in the CSFQ:
the model with three independent factors (desire, arousal, and orgasm:
M3), the model with four independent factors (pleasure, desire, arousal,
and orgasm; M4), and the model with five independent factors (pleasure,
frequency/desire, interest/desire, arousal, and orgasm; M53). As shown in
Table 2, the four-factor model had the best fit indices in general and invari-
ance indices in particular. M4 had better x*/df indices than did M3 and M5.
A similar trend was shown by the RMSEA, in which M4 and M5 obtained ad-
equate indices. Only the AGFI supported a better fit of M3 compared to M4
and M5. As for indicators of invariance, Ax*/df and AIC suggested greater
invariance in M4, although the ACFI showed the real level of invariance.
Thus, the only model with strong invariance was the four-factor model.

Figure 1 shows the path diagram of the four-dimension model with the
equivalences between the factor weights of the drug user group and the
control group. All the items (except Item 15) had similar weights in both
groups.

After confirming the factor equivalence of the CSFQ-D between drug-
dependent and non—drug-dependent participants, we verified the presence
of DIF. As shown in Table 3, the DIF analysis performed in each scale did
not show uniform or nonuniform DIF in any items. Therefore, there does not
seem to be a bias in the interpretation of the items of the CSFQ-D. However,
it should be noted that Items 1, 6, and 15 scored highest in the Nagelkerke
AR, although their scores were lower than .035.

After verifying the factor and metric equivalence of the scale, a few of its
psychometric properties were analyzed. Table 4 shows that the mean score of
each item was slightly higher in the control group than in the drug-dependent
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TABLE 2. Goodness-of-Fit Indices of Invariance Model

x: o df x¥df Ax¥df RMSEA AFGI CFI  ACFI  AIC
Four-factor model (pleasure, desire, arousal, and orgasm)
48891 180 271 — 061 811 39 — 608.91
ly
M4, Same loadings s07.41 191 256 =15 060 Bl6 38 —.01 605,41
on the factors
M. Same structural 51870 195 2.66 10 060 815 37 —01 G08.70
604,92 210 316 S0 069 7 A1 =26 724.92

Flve-factor model (pleasure, frequency/desire, interest/desire, arousal, and orgasm)

MS,: Configural 51659 186 279 — 062 806 35 — 62759
invariance
M3p,: Same loadings 32248 193 270 —(9 035 812 35 200 616,48
on the factors
M50 Same structural 343,04 197 2,76 06 036 B08 32 —.03 62904
covariance

683.49 212 322 46 064 J76 0 08 —.24 739.49
VArknce

Three-factor model (desire, arousal, and orgasm)
M3,: Configural 29732 88 337 — 072 824 38 — 385.32
in nce
M3y,: Same loadings 31101 96 324 =13 070 831 36 —.02 383.01
on the factors
M3, Same structural 31489 99 318 —.00 069 B34 30 00 380.90
covariance

386.07 110 351 A3 074 81718 —18 430,07

group. Standard deviations were close to 1, as recommended by Carretero-
Dios and Pérez (2003). In the drug-dependent group, the corrected item-total
correlation was always greater than .30 (Nunnally & Bernstein, 1993). The
same was true for the control group, except for Item 15, whose corrected
item-total correlation was .23. In addition, except for Item 2, eliminating any
of the items did not lead to an improvement in the final alpha of the subscale.
Cronbach’s alpha was acceptable for all the subscales except orgasm, which
had a low value in the sample of normal men (@ = .45).

Last, the following data are presented as validity indicators: mean scores,
standard deviations, differences in sexual functioning berween the drug-
dependent and the control group according to age groups, and correlations
with the subscales of the Sexual Assertiveness Scale. As shown in Table 5,
the scores of the drug-dependent group were always lower than those of
the control group. Differences were significant (99% CI) in most cases and
had a medium effect size. The Kruskal-Wallis test also revealed significant
differences (95% CD regarding preferred substance in desire and arousal:
CSFQ desire: x%6) = 12.93, p = .044 and CSFQ arousal: x*(6) = 16.25,
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TABLE 3. Differential Item Functioning, by Subscale

Model 2 Model 3
AR AR?
ltem b b Nagelkerke P&ty b Nagelkerke

Pleasure

1 1.18 .27 003 11.27 00 .030

2 2.83 09 008 0.14 70 000

3 0.05 82 000 3.84 05 011

4 6.75 0 18 278 10 007

Desire

3 0.00 98 000 3.60 56 010

6 8.73 K] 023 10.99 00 029

7 0.03 B0 000 5.18 02 014

8 0.12 72 001 2.07 15 05

9 8.17 .00 .022 0.55 A5 001
Arousal

10 0.14 70 001 0.37 33 001

11 0.14 70 .001 0.70 A0 .002

12 0.46 49 .02 1.86 17 005
Orgasm

13 0.51 A7 .001 4,76 .03 013

14 5.39 02 014 5.83 02 015

15 11.15 .00 029 2.57 A1 007

Note. Model 1 regression without DIF. The Model 2 is a grouping variable regression (uniform DIF) and
o the Model 3 is added an interaction between the group score and the total test score (nonuniform DIF
For all subscales, the DIF quantity was negligible. Model 1 results are as follows: For pleasure, x%(1) =
33.98, p = .00, B = .092; for desire, x%(1) = L o= 00, B = 047 for arousal, x*(1) = 1517, p =
00, B2 = 041, and for orgasm, x2(1) = 22,16, p = .00, R% = .061.

p = .012. However, no differences were found in CSFQ pleasure: x*(6) =
7.59, p = .27 or CSFQ orgasm: x*%(3) = 6.41, p = .26.

Correlations between the CSFQ-D subscales and the initiation subscale
of the Sexual Assertiveness Scale were significant and low. The refusal sub-
scale only correlated in the drug-dependent group with the desire subscale.

DISCUSSION

According to the results obtained, the CSFQ-D was found to be reliable and
valid in a male drug-dependent sample. The adaptation of the question-
naire showed strong equivalence between drug-dependent and non-drug-
dependent participants. All the items seem to discriminate correctly between
clinical and nonclinical participants, and the differences found point in the
right direction, that is, they suggest worse functioning in drug-dependent
men.
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TABLE 4. Psychometric Properties of Items

Drug dependents Normals
@ [ o o
Subscale Ttems M S DIY dtem scale M S DI Qtem scale
Pleasure  CSFQ-1 293 138 72 74 83 360 099 76 73 82
CSFQ-2 388 093 46 85 427 072 42 &7
CSFQ-3 314 120 7771 366 093 78 .73
CSFQ-4 308 115 65 77 340 090 &9 77
Desire CSFQ-5 335 113 45 71 73 362 088 45 63 68
CSFQ-6 412 088 51 69 415 063 44 65
CSFQ-7 406 099 60 65 430 076 48 62
CSFQ-8 282 128 50 70 316 121 a2 61
CSFQ-9 3100 0% 47 70 355 097 39 .60
Arousal  CSFQ-10  4.08 094 .52 69 J3 0 434 077 43 9 68
CSFQ-11 438 087 .60 54 462 062 38 51
CSFQ-12 432 104 .31 71 454 072 50 58
Orgasm  CSFQ-13 376 092 .42 51 61 3907 069 300 34 45
CSFQ-14 357 127 .46 A7 387 105 37 .21
CSFQ-15 368 085 41 33 408 0065 23 45

Note. [ = Discrimination Index (corrected item-total corelation); @ item = reliability if item eliminated;
@ scale = relial

To the best of our knowledge, the present study is the first to confirm
the dimensionality of the CSFQ, which had not been consolidated and had
basic problems until now. Previous studies (Bobes et al., 2000; Garcia-Portillo
et al., 2011; Keller et al., 2006; Vallejo-Medina et al., 2010) showed divergent
data with the following shortcomings: either arousal and orgasm had load-
ings in the same factor or a divided construct was used (desire/frequency
and desire/interest)—whose differentiation is not necessary on a theoretical
level—or there were problems with Items 1 (which loaded alone on one
factor) and 10 and 14 (which do not match the syntactic definition of sexual
functioning). The reason for such problems may be that the original study by
Clayton et al. (1997) obtained the factorization of the scale from theoretical
clusters and intercorrelations between them, which is not the best method
to estimate a factor structure. Some of these problems were solved by elim-
inating Ttems 10 and 14 and complementing the sexual pleasure factor (on
which only Item 1 had loadings) with three new items. The factor structure
obtained not only showed adequate fit indices in the unconstrained model,
in drug-dependent and non-drug-dependent men; this adaptation of the
questionnaire also showed strong equivalence between both samples. Of all
the models tested, the four-factor model was the only one that reached this
level of invariance and allowed equivalent comparisons between the factor
means (Dimitrov, 2010).

Apart from the fact that the questionnaire showed factor equivalence, the
absence of DIF also strengthens the idea of a questionnaire with equivalent
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content. Thus, it is possible to state that, at least in the sample used in this
study, non—drug-dependent and drug-dependent participants had the same
probability of choosing a given response to any item, without their decision
being influenced by belonging to either group (Hidalgo, Gomez, & Padilla,
2005). Therefore, the absence of DIF along with factor equivalence make it
possible to use the CSFQ-D as an instrument to compare sexual functioning
between drug-dependent men and non—drug-dependent men.

After confirming the dimensionality of the scale and verifying the ab-
sence of bias in the wording of the items, a few psychometric properties of
the items and the scale were analyzed. Standard deviations (close to 1), cor-
rected item-total correlations (greater than .30), and a Cronbach’s alpha that
did not increase if items were eliminated were good indicators. In addition,
the Cronbaclh’s alpha obtained in both samples was acceptable, except for
the scale orgasm (especially in normal participants), in which it was low.
It is difficult to compare reliability coefficients with those reported by other
studies because different dimensionalities have been used. However, all the
dimensions had good reliability overall, except orgasm, which had a reli-
ability of .45 in the present study (although only in non—drug-dependent
participants) and in the studies by Clayton et al. (1997) and Keller et al.
(2006). All the values obtained in this study suggest that Item 15 (Item 13 in
the original version) “How intense are your orgasms?” is the most problem-
atic. This item may have a more subjective interpretation and vary between
participants, although focus groups or cognitive interviews would be neces-
sary to confirm this.

External validity indicators were also adequate. Worse sexual function-
ing was observed even in drug-dependent men with about one year of
abstinence (see Table 1). These results contradict those of Cocores, Miller,
Pottash, and Gold (1988), who concluded that sexual functioning problems
spontaneously disappear after three weeks of abstinence, or those of Rojas-
Garcia and Sierra (2011), who pointed out that there are no differences
in levels of sexual desire between drug-dependent participants during ab-
stinence and participants with no history of substance use. Although the
direct physiological effects derived from substance use may disappear af-
ter 3 weeks, the conditioning caused by associating sexual practice and
sexual problems may not disappear so quickly. Moreover, drug-dependent
participants showed worse sexual functioning, similarly to the findings of
Bang-Ping (2009), Palha and Esteves (2002, 2008), or Vallejo-Medina et al.
(2010). Last, significant and low correlations were found between the Sexual
Assertiveness Scale initiation subscale and the CSFQ-D subscales. Initiation
sexual assertiveness is related to sexual functioning (Morokoff et al., 1997;
Santos-Iglesias & Sierra, 2010; Sierra et al., 2011). The fact that significant,
inverse, and low correlations were found between the desire and refusal
subscales is also consistent. Thus, lower sexual desire seems to be related to
more frequent refusal of sexual relations.
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Conclusions, Limitations, and Future Areas of Research

The CSFQ-D seems to be a good instrument to assess sexual functioning
in drug-dependent men. Its psychometric properties guarantee a quality as-
sessment and its equivalence makes it possible to compare the scores of
non—drug-dependent and drug-dependent participants. The differences in
the age and educational level of the two samples might affect the inter-
pretation of the results. However, such small differences should be of little
importance, given that it is a psychometric study. In addition, some signif-
icant differences were found in sexual functioning according to preferred
substance. Future studies should correct this and study each substance sepa-
rately. We would remain prudent in interpreting the external validity. This is
only intended to make a trend; there are many other variables that may be af-
fecting our results (e.g., psychiatric comorbidity, somatic illness, abstinence,
pharmacological treatment). Studies with a more clinical nature should take
into account issues such as these. Last, the sampling method used was non-
probabilistic, hence the observations cannot be generalized to the entire
population. In the future, it would be necessary to include numerical tables
in the test so that a more accurate assessment can be made. Tt would also be
interesting to assess how abstinence from drugs affects sexual functioning,
that is, to determine the actual recovery curve and assess the influence of
other variables such as anxiety, depression, personal relations, medication,
or disease.
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Resumen, La aserrividad sexual se refiere a la capacidad de las personas
para iniciar la actividad sexual, rechazar la actividad sexual no deseada y
emplear métodos anticonceptivos, desarrollando comportamientos saluda
Dles. La Sewmal Assertiveness Seale (SAS) es una escala de 18 ftems que evahia
tres dimensiones: Iwicio, Rechage v Prevencian Embaraze-ETS (E-ETS). En
este estudio 853 personas contestaron la SAS, junio a una bateria de ins
trumentos afines. La puntuacion media de los items ha sido similar a la
media tedriea del cuestionatio, siendo ademds las desviaciones tipicas
cercanas a uno. Casi todos los items han mostrado un indice de discrimi
nacién pot encima de .30 v un aporte apropiado a la fabilidad de la eseala,
Ll andlisis factorial exploratorio ha mostrado tres dimensiones idénticas a
las abtenidas en el eswdio original que explican un 48% de la vardanza
(Tnscio o = B0; Rechazo w = T6 y iTY w = .85). Esta estructura ha sido
confirmada mediante un modelo de ccuaciones estructurales observandose
un buen ajuste. Se discute la valides eoncurrente al observar correlaciones
significativas entre las subescalas del SAS con otros constructos afines.
Palabras clave: Asertividad sexual; SAS; estudio instrumental; valides;
fiabilidad.

Title: Psychometric properties of the Spanish version of the Sexual Asser-
tiveness Seale (SAS).

Abstract: The construct of sexual assertiveness has been developed o
further the understanding of the ability to initdare sexual activity, refuse
unwanted sex and negotiate pregnancy and sexually ransmined diseases
prevention, and consequently, explore healthy behaviours. Sexual Asser-
tiveness Scale (SAS), which is an 18 items questionnaire that consists of
theee factors measuting Tnitation, Refisal, and Preghaney Sexaally Transmitted
Direare prevention (P-STD) assertiveness. In this study, 853 people an

sweted to the SAS together with others scales. The mean of the items has
been similar to the theoretical average of the questonnaire. Moreover, the
standard deviation has been close w one. Most of the items have showed
a diserimination index higher than .30. No alpha increase has been ob

served if any item were deleted. Exploratory factor analysis showed three
dimensions [ variance) which replicate the original solution identically
(Inztiation w = B0; Refiral w = 76 and P-STD w ‘he scale dimen-
sion has been confirmed by using a Struetural Equaton Modeling and
found a good fit index. Significant corrclations have been observed be-
rween SAS and other related construces.

Key words: Sexual assertivene: 3; instrumental study; validiy; reliabil-
ity.

Asertividad general y asertividad sexual

La asertividad general es una habilidad social que permite
comunicar nuestros sentimientos, preferencias, necesidades
u opiniones a otra persona, sin menospreciarla, forzarla o
usarla (Dee Galasi, 1977). Gidyce, Hanson vy Layman (1995)
o Greene y Navarro (1998) argumentan que la aserdvidad es
especifica de cada situacion; de hecho, Zamboni, Crawford v
Williams (2000} sefalan que los sujetos asertivos y comuni-
cativos en su dia a dia no tienen porque serlo en el dmbito
sexual. Se sugiere, por tanto, evaluar la asertividad en situa-
ciones sexuales especificas, empleando para ello el construc-
to concreto de asertividad sexual (Livingston, Testa v Van-
Zile-Tamsen, 2007). La asertividad sexual se refiere a la ca-
pacidad de las personas para iniciar la actividad sexual, re-
chazar la actividad sexual no deseada y emplear métodos
anticonceptivos, desarrollando  comportamientos  sexuales
saludables; se basa en el derecho humano a la autonomia,
que asume que las personas tienen derecho a elegir sobre su
propia experiencia vy actividad sexual (Morokoff, Quina,

Harlow, Whitmire, Grimley, Gibson et al., 1997),

Funcionamiento sexual, victimizacion sexual y con-
ductas sexuales de riesgo

El estudio de la asertividad sexual puede organizarse en
tres grandes Areas: funcionamiento sexual, victimizacion

* Direccion para correspondencia [Correspondence address]: Pablo
Vallejo Medina. Facultad de Psicologia. Universidad de Granada. Cam
pus de Cartuja, s/n. 18011 Granada (Espaia). E-mail: prallejo@iugr.es

sexual y conductas sexuales de riesgo (Santos-Iglesias y Sie-
rra, 2010a). Dentro del funcionamiento sexual, probable-
mente, sea la satisfaccion sexual la mds perjudicada por la
ausencia de asertividad sexual debido a la incapacidad de la
persona para comunicar asertivamente sus preferencias
sexuales, gustos y sensaciones, De hecho, varios estudios
relacionan la sarisfaccion sexual con la asertividad sexual
(Haavio-Mannila v Kontula, 1997; Hurlbert, 1991) v con la
capacidad orgismica (Cotten-Houston y Wheeler, 1983;
Hurlberr, 1991; Kuriansky, Sharpe v O Connor, 1982; Nel-
son, 1974). Se han encontrado también correlatos entre ¢l
deseo sexual y la asertividad sexual (Hurlberr, 1991; Hurl-
bert, Singh, Menendez, Fertel, Fernindez y Salgado, 2005).
La capacidad para rechazar una relacion sexual seria el
nicleo de la segunda drea: la victimizacion sexual. Existen
diversos estudios que relacionan la coercion y el abuso
sexual con una baja asertividad sexual (Livingston et al,
2007; Morokoff et al., 1997; Rickert, Sanghvi v Wiemann;
2002; Testa, VanZile-Tamsen v Livingston, 2007). De
hecho, la carencia de asertividad sexual actuaria como un
factor de vulnerabilidad en las mujeres que han sufrido abu-
sos (Greene v Navarro, 1998; Rickert et al,, 2002; Rosen-
baum v O'Leary, 1981; Sierra, Ortega, Santos y Gutiérrez,
2007; Stoner, Norris, George, Morrison, Zawacki, Davis et
al., 2008; Testa y Dermen, 1999; Testa et al, 2007). Se ha
demostrado también como el entrenamiento en asertividad
sexual puede proteger a las mujeres ante la violencia sexual
(Macy, Nurius y Norris, 2006; Somlai, Kelly, McAuliffe,
Gudmundson, Murphy, Sikkema et al., 1998). La altima drea
de interés serian las conductas sexuales de riesgo. Hay que
tener en cuenta que la mera habilidad para iniciar y mantener
una conversacion sobre sexualidad no estd relacionada con la
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capacidad de negociacion del uso del preservativo (Robles,
Muoreno, Frias, Rodriguez, Barroso, Diaz et al., 2006). Es la
propia asertividad sexual asociada a la prevencion de emba-
razos v enfermedades de transmision sexual (F-ETS) la que
predice su uso, aungue solo en mujeres (Raj, Silverman y
Amaro, 2004; Quina, Harlow, Morokoff, Burkholder y Dei-
ter, 2000; Robles et al., 2006; Stulhofer, Graham, Bozicevié,
Kufrin v Ajdukovi¢, 2007), va que en hombres solo se ha
encontrado esta relacion con respecto al uso del conddn
femenino  (Lameiras-Fernindez, Nifez-Mangana, Rodri-
guez-Castro, Breton-Lapez v Agudelo, 2007; Lameiras-
Fernindez, Carrera-Fernandez, Failde-Garrido, Ricoy-
Lorenzo, Lipez-Castedo v Nunez-Mangana, 2010). En esta
misma linea, Auslander, Perfect, Succop v Rosenthal, (2007)
encontraron, en mujeres, una relacion negativa entre aserti-
vidad sexual de E-ETS v la promiscuidad sexual.

Evaluacion de la asertividad sexual

Existen diversos instrumentos para evaluar la asertividad
sexual, siendo los mis empleados el Hurlbert Index of Sexual
Assertiveness (HISA; Hurlberr, 1991), el Safer Sex Assertiveness
(S5A; Wingood y Diclemente, 1998), una subescala del
Sescnal Awareness Questionnaire (Snell, Fisher v Miller, 1991) o
la Sexual Ascertiveness Seale (SAS; Morokoff et al,, 1997). La
SAS se cred sipuiendo la propia definicidn, tanto semdntica
como sinticrica (Catretero-Dios v Pérez, 2005), del cons-
tructo definido por Morokoff et al. (1997}, Se recoge de esta
forma un amplio contenido de componentes de la asertivi-
dad sexual: inicio de relaciones sexuales deseadas, rechazo de
las relaciones no deseadas, v la prevencidn de embarazos v
enfermedades de transmision sexual. Asimismo, el cuestio-
nario, tanto si ¢s administrado globalmente como si s¢ em-
plea alguna de las subescalas de forma aislada, ha mostrado
buenas propiedades psicométricas.

La SAS esti compuesta por 18 items que recogen los tres
componentes que definen sintacticamente el constructo de
ascrtividad sexual. La primera subescala (Iwicio; items 1-6)
evalia la frecuencia con la que una persona comienza una
relacion sexual y que acontezea de forma deseada; b segunda
(Rechaze; items 7-12) mide el frecuencia en que una persona
es capaz de evitar, tanto una relacion sexual, como una
practica sexual no descada; la dltima dimension (Eabarage y
enfermedades de tfransmisidn sexcual, ftems 13-18) evalia la fre-
cuencia con la gue una persona insiste en el uso de métodos
anticonceptivos de barrera de latex con su pareja. Todos los
items se puntian sobre una escala de respuesta tipo Likert
que oscila entre O (Namad) v 4 (Siempre). La mitad de los ftems
estin redactados de forma inversa (3,4, 6,8, 10, 11, 13, 14 y
16). Puntuaciones elevadas indican mayor asertividad sexual.

Las propiedades psicométricas en mujeres han sido des-
critas por Morokoff et al. (1997). Se partié de un banco de
112 ftems que se redujeron a 18 tras un proceso de filtrado,
El andlisis factorial exploratorio mostrd tres dimensiones
(Inicin, Rechazo v E-ETS). A continuacion se confirmo la es-
tructura factorial mediante un modelo de ecuaciones estrue-

anales de psicologia, 211, vol 77, 0" | (eners)

turales, certificando ademds que la administracion de una
sola subescala, de forma aislada, no afectaria sus caracterist-
cas psicométricas. Fn este estudio se informa del alfa de
Cronbach en cinco muestras independientes de mujeres (tres
compuestas por estudiantes universitarias, una de mujeres
con conductas sexuales de riesgn v una dltima resultado del
seguimiento de las estudiantes universitarias y las mujeres
con conductas de riesgo), obteniéndose los siguientes valo-
res: B2, 76,77, 77 v B2 para Inico; 78, 80, 71, 74 v Bl en
Rechage, y 82, 80, B85, 82y B0 en E-ETS; para el total de la
escala se alcanzaron coeficientes de .79, .77, 75, .82 y .84,
respectivamente. También se evaluo la fiabilidad test-retest
en tres momentos (inicio, a los seis meses v al ano), en-
contrindose correlaciones entre cada subescala  consigo
misma en los diferentes momentos, en ningin caso inferio-
res a .5Y. Por dltimo se examind la validez concurrente, en-

contrindose relaciones entre la asertividad sexual v la dura-
cidn y satsfaccion de la relacion, la victimizacion sexual, la
experiencia sexual v las conductas preventvas de ETS.
Otros estudios han informado de un alfa de Cronbach que
oscila entre .66 y .86 (Jacobs v Thomlison, 2009; Jenkins,
2008; Livingston et al,, 2007; Mosack, Weeks, Sylla y Abborr,
2005; Noar, Morokoff y Harlow, 2002; Noar, Morokoff y
Redding, 2002; Parks, Hsich, Collins, King v Levonyan-
Radloff, 2009; Quina et al. 2000; Stoner et al,, 2008; Testa et
al,, 2007; Yoder, Perry y Saal, 2007). La subescala E-ETS ha
mostrado ser sensible a la hora de evaluar cambios en la
asertividad sexual en funcién de la etapa de cambio para el
uso del condon en la que se encuentra una persona, tanto en
mujeres con conductas sexuales de riesgo como en pobla-
cion normal (Noar, Morokoff v Redding, 2002).

Proposito del estudio

El objetivo del presente estudio instrumental (Carretero-
Dios v Pérez, 2007; Montero v Ledn, 2007) fue cxaminar
algunas propiedades psicométricas de la Sexwal Assertiveness
Seale (SAS) en una muestra espafiola. Para ello se analizaron
las propiedades métricas de los ftems que componen la esca-
la, sometiéndose a examen su estructura factorial mediante
andlisis factorial exploratorio (AFE), que fue contrastada
mediante analisis factorial confirmatorio (AFC). Por dltimo,
una vez confirmada la estructura, se analizd la fiabilidad de
consistencia interna, asi como diversos indicadores de vali-
dez de sus medidas. Para las pruehas de validez concurrente
se analizaron las correlaciones del SAS con el Hurdbert Index
of Sexcnal Asserfiveness (HISA; Hurlbert, 1991; Santos-lIglesias
v sierra, 2010b), ¢ Cuestionario de Ascrcion en la Parcja
{ASPA; Carrasco, 1998), la versidn espafiola abreviada de la
Eiscala de Ajuste Diddico (HLAD-13; Santos-lglesias, Vallejo-
Medina v Sierra, 2009) v la Hscala de Habilidades Sociales
(EHS; Gismero, 2002). En este sentido, esperamos: a) que
las puntuaciones del SAS correlacionen positivamente con
las del HISA; b) que las puntuaciones en el SAS correlacio
nen de forma negativa con las subescalas Agresidn, Sumisidn y
Apresitn pasiva del ASPA, y de forma positiva con la subesca-
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la Aserciin, dado que los miembros de la pareja que abusan v
dominan a sus companeros hacen gala de un estilo comuni-
cativo agresivo (Infante, Chandler v Rudd, 1989); ¢) que se
produzca una correlacion positiva entre satisfaccion marital
v asertividad sexual {Greene y Faulkner, 2005; Hurlbert,
1991; Morokaff et al., 1997); y d) que las puntuaciones de la
SAS correlacionen de forma positiva con las de la EHS, da-
do que las habilidades sociales estin relacionadas con la aser-
tividad sexval (Hammond y Oei, 1982; Quina et al., 2000;
Salazar, DiClemente, Wingood, Croshy, Harrington, Davies
et al., 2004).

Método
Participantes
La mucstra compuesta por 853 personas (400 varones v

453 mujeres) fue seleccionada de forma incidental, tratando
de compensarla en cuanto al sexo de los participantes v que

itala de la Sexual A Scale {SAS) 19

estuvieran representadas diferentes edades y niveles educati-
vos. Los requisitos de inclusion en el estudio eran ser mayor
de edad, estar involucradn en una relacion de pareja hetero-
sexual desde al menos seis meses y mantener actividad
sexual dentro de esa relacion. El rango de edad oscilo entre
18 v 71 afos (M = 30.83; DT = 9.58) (Figura 1}, siendo la
edad media de los varones muy similar a la de las mujeres:
3200 (DT = 10.03) y 2973 (DT = 9.03), respectivamente.
Respecto al nivel edueativo, un 9.60% habia cursado estu-
dios bisicos de primaria, el 24.7% curso secundaria y un
65.7% tenian estudios universitarios. Con el objetivo de ex-
plorar v confirmar la estructura factorial de la escala, la
muestra se dividio de forma aleatoria en submuestra 1 for-
mada por 300 sujetos (147 varones v 153 mujeres) y sub-
muestra 2 integrada por 491 sujetos (272 mujeres v 219 va-
rones), no existiendo diferencias significativas entre ambas ni
en sexo y° g N =70y = L4, p = 23 nien edad 7 gy = 3.03, p
= .76, ni en nivel educative ¥? 5 n=mg = 2.84, p = 41,
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Figura 1: Frecuencia de las edades.

Instrumentos

- Sexcwal Assertiveness Seale (SAS; Morokoff et al., 1997). La
informacion sobre esta escala aparece en la introduccion,
En este estudio una mayor puntuacion supone mas aserti-
vidad sexual. Véase el Anexo 1.

- Hurlbert Indesc of Sexcwal Assertiveness (HISA; Hurlbert, 1991).
Se empled la version espanola de Santos-Iglesias y Sierra
(2010b) constituida por 19 items contestados en una escala
de respuesta tipo Likert de O (Nawwa) a 4 (Siempre). Los
items se distribuyen en dos dimensiones (Tnigb v Assenda de
timsidezf Rechago), ambas con una fiabilidad de consistencia
interna de .83, presentando ademis buenos indicadores de
validez, ranto externa como de constructo. En el presente
estudio, el alfa de Cronbach fue .78 para Iicio y .80 para
Awsencia de timidez) Rechaze. Una mayor puntuacion es indi-
cativa de mayor asertividad sexual en ambas dimensiones.

- Cuestionatio de Asercion en la Pareja (Carrasco, 1998).
Compuesto por 40 ftems que se responden en una escala
tipo Likert de 1 (Cani swnea) a 6 (Casi siempre). Los items se
cotresponden con diferentes estilos comunicativos dentro
de la parcja: Asercidn, Agresidn, Sumision y Agresion pasiva. Tl
estudio original informa de una buena fiabilidad, con valo-
res de consistencia interna comprendidos entre (75 v .90,
asi como de una adecuada validez. En el presente estudio
¢l cocticiente alfa de Cronbach oscild entre 77 v .85, Pun-
tuaciones elevadas reflejan mejor comunicacidn.

- Versidn abreviada de la Escala de Ajuste Diddico (Santos-
Iglesias et al,, 2009, Se trata de una versidn breve del cues-
tionario original desarrollado por Spanier en 1976, Esta
version reducida la componen 13 items que ofrecen una
puntuacion global en ajuste diddico y en tres subescalas:
Consenso, Satisfaccion y Cobesidn. Se responde sobre una esca-
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la tipos Likert de cinco vy seis opciones de respuesta. Se in-
forma de una adecuada fiabilidad de consistencia interna
para la escala global (x = .83) ¢ igual a .73, .70 y .63 para
las tres subescalas, respectivamente (Santos-Iglesias et al.,
2009). En el presente estudio la fiabilidad alcanzo el valor
.81 para la escala global v .74, .70 v .61 en las tres subesca-
las, respectivamente. Una mayor puntuacion indica mayor
ajuste.

Escala de Habilidades Sociales (Gismero, 2002), Compues-
ta por 33 ftems con un formato de respuesta tipo Likert
desde 1 (N ae ideniifico en absoluio) a 4 (Muy de acnerdo y me
sentivia asi @ actaria asi en la mayoria de fos casos). Proporciona
una punruacion global sobre habilidades sociales. La fiabi-
lidad es igual a .80 v los indicadores de validez son adecua-
dos, En el presente estudio la fiabilidad de consistencia in-
terna aleanzd un valor igual a 89, Mayores puntuaciones
indican mds habilidades sociales.

Procedimiento

En primer lugar, se procedié a la adaptacion lingiistica
del cuestionario empleindose para ello la rraduccion hacia
delante (Hambleton, 1996). Primero se tradujeron los ftems
al castellano, dicha traduccion se entregd, junto al original en
inglés, a un experto bilinglie que recomend6 una serie de
cambios, Se modified el original con los cambios sugeridos,
culminando de este modo el proceso de traduccion. A con-
tinuacion se envio el cuestionario a cuatro jueces expertos en
sexualidad, quienes juzgaron la adecuacion y comprension
de los items proponiendo, si fuese necesaria, una redaccion
alternativa. Fl siguiente paso consistié en ealcular el porcen-
taje de acuerdo, revisindose segiin las recomendaciones de
los expertos aquellos items que no alecanzaron el 85% de
acuerdo. La baterfa final se entregd a 20 personas de la po-
blacion general quienes juzgaron nuevamente la compren-
sion de los items, sefalando aquellos que no entendian.
Nuevamente se revisaron los items que contaban con un
consenso inferior al 85%, obteniéndose de esta forma la

version final del instrumento que aparece en ¢l Anexo I

La bateria de instrumentos se aplicaba de forma indivi-
dual o en pequefios grupos (en este caso la evaluacion se
hacia en un aula o sala). Se entregaba a cada participante un
cuadernillo con los cuestionarios v una hoja de respuestas, A
todos los participantes se les proporcionaban las mismas
mstrucciones, incidiendo en el cardcter voluntario, andnimo
v confidencial de la investigacion, otorgando todos los parti-
cipantes su consentimiento informado verbal antes de co-
menzar a contestar. El dempo medio para completar el cua-
dernillo fue de 30 minutos.

Anilisis estadisticos
Se empled el SPSS 15.0 para obtener algunas de las pro-

piedades métricas de los ftems. Mediante el programa Factor
7.02 (Lorenzo-Seva y Ferrando, 2006) se realizd el andlisis

anales de psicologia, 211, vol 77, 0" | (eners)

factorial exploratorio (AFE) en la submuestra 1. La extrac-
cion del namero de factores se realizo mediante analisis pa-
ralelo (AP). FEste procedimiento  ha demastrado ser mas
preciso a la hora de extraer el nimero de factores que los
criterios de extraccidn habituales (Velicer, Faton v Fava,
2000). La fiabilidad de cada subescala se ha obtenido me-
diante el omega, un indicador menos sesgado que el alfa de
Cronbach para escalas de respuesta categorica (Elosua v
Zumbo, 2008). Se empled el programa AMOS 7.0 para con-
firmar el analisis factorial (AFC) en la submuestra 2. Dadas
las caracteristicas de la distribucidn muestral, se ha empleado
el método de estimacion de minimos cuadrados no ponde-
rados (ULS) (Paszek, 2007; Ximénez y Garcia, 2005). Los
indices considerados para evaluar el ajuste de los modelos
han sido ¢l ratio ji-cuadrado entre los grados de libertad (32 /
al), el Goodness of it Indexc (GFL; JGreskog v Sdrbom, 1984;
Tanaka v Huba, 1985), el Adjiusted Goodness of I'it (AFGI) v el
Roor Mean Square Error of Approximation (RMSEA; Browne v
Cudeck, 1989; Steiger, 1990). Para ¢l ratio (3 / gl) se consi-
deran valores entre 1y 3 indices de buen ajuste, para el GFI
v el AFGI se consideraran valores por encima de .90 v .85
respectivamente como adecuados. E1 RMSEA es considera-
do el mejor indicador del ajuste global (Marsh, Balla v Hau,
1996), Para este indicador valores inferiores a .05 son consi-
derados dptimos, si bien, Browne y Cudeck (1993) conside-
ran que valores entre .05 v .08 indicarian un ajuste aceprable,
mientras que valores por encima de .10 indicarian un ajusre
deficiente.

Resultados

Andlisis de items y andlisis factorial exploratorio
(AFE)

Los resultados muestran que todas las opciones de res-
puesta son elegidas en todos los {tems. La media de respues-
ta de los ftems se sitia 47 puntos por encima de la media
tedrica del cuestionario y las desviaciones tipicas oscilan
entre .96 y 1.65 por lo que podemos suponer una adecuada
variabilidad de puntuaciones. Excepto los items 3 (n,© = .28)
v 5 (ne = .22) todas las correlaciones item-total corregidas
superaron ¢l valor .30 (Nunnally y Bernstein, 1995). Pese a
que se observa que la eliminacion de estos ftems no mejorar-
ia el alfa global de la escala (.82), se estudiard mis adelante la
conveniencia de eliminarlos o no en funcion del poder dis-
criminante dentro de la subescala a la que pertenezcan (véase
la Tabla 1.

El indice de adecuacion muestral (KMO = 77) v la
prueba de esfericidad de Bartlett (3 215 = 1.874.3; p < .001)
indicaron la idoneidad de los datos para realizar el andlisis
factorial. Debido a que la distribucidn muestral no es not-
mal, s¢ ha empleado el Unweighted Least Squares (ULS) como
método de extraccion. El método de rotacion oblicua em-
pleado ha sido Obdiwsin Direct, ya que para la distribucion y el
tamafo muestral de este estudio es mas adecuado que el
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Tabla 1: Media (M), Desviacion Tipica (DT), Correlacion item-
total corregida () v alfa de Cronbach si el ftem es eliminado (o).

ltems M SD e e
SAS 1 2.80 1.20 36 .81
SAS2 251 1.29 32 B2
SAS 3 2.65 L1 .28 .82
SAS 4 2.37 1.1 42 .81
SASS 2,06 1.34 22 82
SAS 6 2.55 96 31 .82
SAS T 2.70 1.22 43 .81
SAS 8 2.57 1.39 .36 .81
SAS Y 142 1.43 36 &1
SAS 10 278 1.24 Kl 81
SAS 11 1.89 1.53 A48 .81
SAS 12 1.97 1.49 47 .81
SAS 13 3.18 1.22 47 .81
SAS 14 3.20 1.25 A7 81
SAS 15 2,57 1.52 37 81
SAS 16 273 1.47 54 .80
SAS 17 251 1.53 52 .80
SAS 18 2.02 1.65 .51 80
‘Total 4447 12,12 - 82

Direct Quartimin empleado por Morokoff et al. (1997). El
Analisis Paralelo (AP) establece cuatro factores. Tres de ellos
recogen al completo la factorizacion original y un cuarto
parece ser un artefacto estadistico (Carmines y Zeller, 1979;
Marsh, 1996; Morales, 2000), va que recoge la influencia de
los items redactados negativamente del factor Rechazo v E-
ETS (items 8, 10, 11, 13, 14 v 16). De hecho existe una cle-
vada correlacion entre este cuarto factor v el de Rechazo (r=
69; p < 001y y el de E-ETS (r= 70; p < .001), la cual segun
Carmines v Zeller (1979) reflejarfa dicho artefacto estadisti-
co. Por tanto, se ha repetido el andlisis factorial preestable-
ciendo el nimero de factores a tres (véase la Tabla 2). De
esta forma se obticnen tres factores con una adecuada fiabi-
lidad: Inicie (w = .80), Rechazo (w = .76) y E-ETYS (w = .85)
que explican un 48% de la varianza. De este modo se replica,
a la espera de la confirmacion, la factorizacion encontrada
por Morokoff et al, (1997).

Andlisis factorial confirmatorio (AFC)

Se han contrastado tres modelos distintos:

- Modelo unifactorial {modelo A) que contemplaria la aserti-
vidad sexual como un todo global.

- Modelo de tres factores relacionados (modelo B), en donde
se pone a prucba el modelo original de Morokoff et al.
{1997); se trataria del modelo encontrado a su vez en ¢l
AFE del presente estudio,

- Modelo de tres factores (al igual que el modelo B), pero
independientes (modelo C).

‘Tabla 3: Indices de ajusre de los madelos contrastados.
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Tabla 2: Matriz de componentes rotados, comunalidades (b7, % varianza
explicada, elgenvalue y omegm.

Ttems Inicio Rechazo E-ETS h?
SAS1 .35 .19
SAS2 .65 40
SAS3 71 A8
SAS 4 78 64
SASS 34 A2
SAS 6 38 22
SAST .56 .35
SAS8 .60 34
SAS 9 49 24
SAS 10 60 .35
SAS 11 .58 38
SAS 12 57 .36
SAS 13 .56 38
SAS 14 .53 .36
SAS 15 75 .50
SAS 16 .61 A7
SAS17 74 .55
SAS18 77 .63
% varianza 9 25 14 48
Eigenvalue 1.71 4.62 243

Omega B0 .76 .85

Moia.- Las cargas factoriales inferores a .30 fueron eliminadas.

En la Tabla 3 se pueden observar los indices de ajuste de
los tres modelos contrastados, La unidimensionalidad (mo-
delo A) de la escala queda rechazada, pues ninguno de los
indices empleados supera el umbral requerido. Segin se ob-
serva, el modelo de tres facrores relacionados (modelo B)
ajusta mejor que el modelo de tres factores independientes
(modelo C), siendo sélo el AGFI, = .884 inferior al requisito
minimo preestablecido. No obstante, hay que tener en cuen-
ta que el modelo B estd mas satrado que el C, por lo que
una mejora sustancial en el ajuste seria esperable. Serd, por
tanto, el ratio ¥%/gl un estimador menos sesgado ante el
nimero de saturaciones, quien finalmente posicione el mo-
delo B como el que mejor ajusta de todos los contrastados,
va que es el dnico con un ratio %*/gl inferior a 3, dos déci-
mas por encima del modelo de factores independientes, y asi
queda recogido en el path diagram de la solucion factorial
confirmada (véase la Figura 2), en donde se observan nue-
vamente algunos problemas con el item 5, el cual tiene una
saturacion estandarizada de .21 con el factor Twide. Asimis-
mo, s¢ ha covariado ¢l error del item 5 con ¢l del item 2
como han sugerido los indices de modificacion, ya que am-
bos items cuentan con una redaccion muy similar (item 5
“Le indico a mi pareja que me estimule los genirales con su
boca cuando asi lo deseo”; item 2: “Le indico a mi pareja
que me toque los genitales cuando asi lo deseo™).

Modelos ¥ df p y2/df GFT AGFL RMSEA
1 factor (A) 64298 134 .00 4.79 854 814 (88
3 factores relacionados (B) 390.38 131 0 298 911 B84 {64
3 factores (C) 430.63 134 0 3.20 A0z B75 067
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Figura 2: Path Diggram del SAS con tres factores relacionados,

Una vez confirmada la estructura factorial, se revisaron
las propiedades métricas de cada escala. Todos los items
tenian una A€ superior a .30 en su respectiva subescala v en
ningun caso la eliminacién de alguno de ellos supondria una
mejora en la fiabilidad de la propia subescala. Por tanto, se

ha decidido mantener los items 3 v 5 -que estaban pendien-
tes de revision-, pues su eliminacion no mejoraria la capaci-
dad psicométrica de su escala. En la Tabla 4 se pueden ob-
servar las medias, desviaciones tipicas y rango de las diferen-
tes subescalas en funcion del sexo y la edad.

Tabla 4: Media, Desviacion tipica v rango de las subesealas del SAS en funcion del sexo v la edad

Sexo Hombres Mujeres
{n = 300} (n = 425)
Media DT o Media DT ranyo.
SAS Inicic 14.48 404 324 14.92 4.80 0-24
SAS Rechazo 11.95 524 0-24 15.13 549 0-24
SAS E-ETS 15.18 6.39 0-24 18.25 5.90 0-24
Tidad 18-35 afios 36-49 anos 50-T1 afios
(o = 620) (n=120) (n=51)
Media DT Tango Media DT rango Media DT rango
SAS Inicio 1478 448 -24 15.34 430 324 12,59 416 0-22
SAS Rechazo 13.86 5.60 0-24 1402 5.61 1-24 10.49 4.63 0-24
SAS E-ETS 1740 6.24 (-24 15.93 6.04 3-24 12.00) 5.64 0)-24

Validez concurrente

Se comprobd la valider concurrente mediante correla-
ciones de Pearson entre las subescalas del SAS y las de los
otros autoinformes empleados. Tal como se puede apreciar
en la Tabla 5, la subescala Infds presentd correlaciones posi-
tivas con las subescalas del HISA, ASPA Asercion, subesca-
las del EAD-13 y EHS (oscilando entre 16 v .50) y negativas
con las subescalas Agresidn, Sumisidn y Agresidn paiiva del AS-
PA (entre -.09 y -.29). Por su parte, la subescala Rechazo co-
rrelaciona de manera positiva con Awsenda de fimidez/ Rechaze
del HISA, ASPA Asercion, EAD-13 Sadsfaccion y EHS
(coeficientes entre .09 y .27), y de forma negativa con ASPA
Agresion, ASPA Sumision v ASPA Agresion pasiva (entre -
10 v -30). En cuanto a la subescala E-ETS el comporra-
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miento de sus correlaciones es similar a las de Iwigs, aunque
con valores mucho méis moderados.

Tabla 5: Correlaciones entre las subescalas del SAS v los Factores del HISA,
ASPA, EAD v ¢l total de la EHS,

Subesealas Inicio Rechaze  E-ETS
HISA Inicio S 06 L
HISA Ausencia timidez/Rechazo  40% 234 i
ASPA Asercion 33k 2T 25%#
ASPA Agresion S09EE PR
ASPA Sumision S 20k 3 -~ 28+
ASPA Agresion pasiva =20k L1 =11+
EAD-13 Consenso de 06 Lk
EAIDD-13 Satisfaccion ek 00 A7
EAD-13 Cohesion A= 02 A1
EHS L e © 07*

Fps 054 p < 0l
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Discusion

En este estudio se han revisado las propiedades psicométri-
cas de la SAS en una muestra de hombres y mujeres espafio-
les. Resulta de suma importancia contar con instrumentos
vilidos vy fiables para evaluar componentes de la salud
sexual, como por ¢jemplo la asertividad sexual (Sierra, San-
tos, Gutiérrez-Quintanilla, Gémez, v Maeso, 2008). En este
estudio se han adaptado v validado las tres dimensiones de la
asertividad sexual: Imicro, Rechazo y Ewmbarazp-ETS. Estas esca-
las pueden emplearse por separado para cvaluar funciona-
micnto sexual, victimizacidn sexual y uso de métodos anti-
conceptivos y prevencion de ETS, respectivamente.

A nivel general se han obtenido unos indicadores ade-
cuados, similares a los descritos por Morokoff et al. (1997).
Tal como recomiendan Carretero-Dios vy Pérez (2005), la
media de las puntuaciones de los ftems del cuestionario s
muy similar a la media tedrica, siendo sus desviaciones tipi-
cas cercanas a 1. Las propiedades psicométricas de los items
son adecuadas, solo los ftems 3 v 5 tenen una correlacion
item-total corregida mferior a 30; no obstante, se ha descar-
tado su eliminacién, pues ambos refuerzan las propiedades
psicométricas de su correspondiente escala, El AFE ha mos-
trado un artefacto estadistico, ya que los items redactados
negativamente de las subescalas Rechagw v E-ETS saturaban
en su correspondiente subescala v, ademas, en un cuarto
factor que recoge la connotacion negativa de la redaccion,
Una vez aclarado este problema, la extraccion preestable-
ciendo el nimero de factores a tres y empleando la rotacion
Oblimén Direer, ha replicado la estructura factorial hallada por
Morokoff et al. (1997}, la cual ha explicado un 48% de la
varianza, Fsta estructura ha sido confirmada mediante anali-
sis factorial confirmatorio, de forma que el modelo de tres
factores (Inicio, Rechazo y E-ETS) relacionados entre si, ha
sido el que mejor ha ajustado de entre los que se han some-
tido a prueba.

La fiabilidad de las subescalas es adecuada, encontrando-
se coeficientes para cada una de ellas muy similares a los
hallados en otros estudios (Jacobs y Thomlison, 2009; Jen-
kins, 2008; Livingston et al., 2007; Mosack et al.,, 2005; Noar,
Morokoff v Harlow, 2002; Noar, Morokoff y Redding. 2002;
Quina et al. 2000; Stoner et al,, 2008; Testa et al., 2007; Yo-
der et al,, 2007). Al igual que en Morokoff et al. (1997), la
subescala con mayor indice de fiabilidad ha sido E-ETS (w
= .85), seguida por Inicie (w = .80) v Rechazo (w = .76).

En el anilisis de la validez concurrente se han confirma-
do la mayor parte de las hipdtesis de partida. Debemos sefia-
lar que las puntuaciones del HISA y del SAS han sido trans-
formadas en sentido positivo, por lo que mayor puntuacion
indica mayor asertividad sexual. En cuanto a las correlacio-
nes del SAS con el HISA, SAS Iwige ha correlacionado de
forma elevada con HISA Inicio y de forma moderada con
HISA Ausencia de timidez/Rechazo; SAS Rechazo mantie-
ne una correlacion baja, aunque positiva como se esperaba,
con HISA Ausencia timidez/Rechazo, lo mismo que ocurre
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con la subescala SAS E-ETS. Parece por tanto confirmarse
una relacion logica v esperada entre las subescalas del SAS v
del HISA. Las bajas correlaciones de la subescala F-ETS
pudicran estar indicando la ausencia de un contenido homeo-
loge en el HISA. En cuanto a las correlaciones con el ASPA,
como se esperaba, las tres subescalas del SAS han correla-
cionado de forma positiva con ASPA Aserdidn, v de forma
negativa con ASPA Agresidn, ASPA Sumeision y ASPA Agre-
sdn pasiva, aunque los coeficientes de correlacion obtenidos
son més bien bajos. Los resultados apuntan en la direccion
de lo observado por otros autores (Apt y Hurlbert, 1993;
Testa et al., 2007). Las bajas correlaciones con Agresidn podr-
ian explicarse por el hecho de que el SAS tene items redac-
tados de forma positiva (comunicacion asertiva) v de forma
negativa  (comunicacion  pasiva), no  encontrindose  en
ningun caso {tems alusivos a un estilo de comunicacidn agre-
sivo. Por otro lado, se han observado correlaciones en el
sentido esperado, aunque bajas, entre las subescalas del
EAD-13 v las subescalas [wide y E-ETS del SAS, lo que con-
firmaria que las personas con mayor asertividad sexual estin
mis satisfechas y cohesionadas en su relacion de pareja, to-
mando ademds las decisiones de forma mds consensuada
(Epstein, 1981; Greene y Faulkner, 2005; Hurlberr, 1991;
Morokoff et al., 1997; Smolen, Spiegel, Bakker-Rabdan,
Bakker y Martin, 1985). Por 1ltimo, las habilidades sociales
generales correlacionan con SAS Iwice de forma moderada,
poniéndose de manifiesto la relacidn enrre las habilidades
sociales v la capacidad percibida para iniciar una relacion
sexual (Hammond v Oed, 1982; Quina et al., 2000; Salazar et
al., 2004). Esta relacion es mds baja en ¢l caso de la subescala
Rechazo donde posiblemente exista una gran influencia de los
estereotipos de género (Kiefer, Sanchez, Kalinka e Ybarra,
2006; Sanchez, Kicfer ¢ Ybarra, 2006) v presiones sociales
(Walker, 1997) que eclipsen el efecto de las habilidades so-
ciales. También parece ser que las habilidades sociales solo
explican una pequefa parte del uso de métodos anticoncep-
tivos, los cuales se ven influenciados por otras muchas va-
riables, como la autoestima (Boden v Horwood, 2006), la
autoeficacia (O Teary, Jemmott v Jemmott, 2008), el riesgo
percibida (Lameiras, Rodrigues y Dafonte, 2002) o el con-
sumo de alecohol (Antén Ruiz y Espada, 2009; Stoner et al.,
2008), entre otras.

En definitiva, s¢ puede concluir que la adaptacion espa-
fiola de la SAS representa la asertividad sexuval tal como la
definieron Morokoft et al. {1997). El cuestionario se muestra
estable en dos paises con culturas diferentes. Se trata ademas
de un cuestionario fiable, con una dimensionalidad que re-
plica ¢l contenido tedrico v unos indicadores de consistencia
interna asi como de validez concurrente adecuados, No obs-
tante, pese a que los resultados parecen indicar una buena
bondad psicométrica del SAS en hombres v mujeres espafio-
les, es necesario resenar que los datos encontrados dificil-
mente podrian enmarcarse como conclusiones definitivas,
Otros estudios con objetivos mds ambiciosos serfan intere
santes; por ejemplo, caleular la invarianza factorial de hom-
bres y mujeres, con el objetivo de replicar la equivalencia de
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la dimensionalidad de la escala en estas dos muestras. Tam-
bién resultaria de sumo interés la obtencion de batemos con
el fin de poder detectar las carencias en asertividad sexual,
planteando diferentes intervenciones en funcion de las nece-
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Anexo I: Version espaniola de la Sexual Assertiveness Scale (SAS).

Esta escala esta disenada para evaluar algunos aspectos de las relaciones sexuales con su pareja. No es una
prueba, por lo tanto no existen respuestas correctas ni incorrectas. Por favor responda a cada afirmacion de

forma honesta y precisa, seleccionando un numero de los que siguen.

0= Nunca

1 = A veces (en un 25% de las ocasiones, aproximadamente)

2 = La mitad de las veces (en un 50% de las ocasiones, aproximadamente)
3 = Casi siempre (en un 75% de las ocasiones, aproximadamente)

4 = Siempre

La mitad de las

veces

pre

1. Inicio las relaciones con mi pareja cuando o deseo

2. Le indico a mi pareja que me toque los genitales cuando asi lo deseo

3*. En vez de indicarle lo que quiero a mi pareja, espero a que me toque los  genitales

4*. En vez de indicarle lo que quicro a mi parcja, espero a que acaricie mi cuerpo

== [ [ = A veces

5. Le indico a mi pareja que me estimule los g les con su boca cuando asi lo deseo

6*. Espero a que mi pareja inicie el acercamiento sexual, como por ejemplo acariciar mi
cuerpo

—_

7*. Si mi pareja me presiona, cedo v le beso, incluso si ya le he dicho que no

8%, Si mi pareja lo desea, estimulo sus les con mi boca, incluso cuando no me ap

9. Me niego a dejar que mi pareja acaricie mi cuerpo si no lo deseo, incluso cuando insiste

10*. Tengo relaciones sexuales si mi pareja lo desea, incluso cuando no me apetece

11. Si he dicho que no, no dejo que mi parcja me toque los genitales aunque me presione

Me niego a tener sexo si no me apetece, incluso si mi pareja insiste

;v:cooo o |o|o|o|o|oNunea

Y N (U [N I PN

wiw|wwlw|w] W wwu| | w Casi siempre

13%. Si a mi pareja no le gusta usarlos, tengo relaciones sexuales sin condén o barrera de
latex, incluso aunque yo prefiera utilizarlos

(=1

o (NIRNNNN NN NN

W

+ |+ |a|s|s|s+] & |&]|s]+|+]|+Sicm

147, Si mi pareja insiste, tengo relaciones sexuales sin utilizar condén o barrera de latex,
incluso aunque yo no quiera

v

15. Cuando tengo relaciones sexuales con mi pareja me aseguro de utilizar condén o barrera
de ldrex

1

16*. Si mi pareja asi lo desea, tengo relaciones sin condon o barrera de latex

17. Insisto en usar condon o barrera de latex cuando quiero, incluso aunque mi pareja pre-
fiera no usarlos

18. Me niego a tener relaciones sexuales si mi pareja no quiere utilizar condén o barrera de
latex

* Ttems inversos.
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Evaluacion de la equivalencia factorial y métrica de la Sexual
Assertiveness Scale (SAS) por sexo

Juan Carlos Sierra, Pablo Santos-Iglesias y Pablo Vallejo-Medina
Universidad de Granada

La asertividad sexual se rclurt a la habilidad con la quc una pcrsond inicia la actividad sexual, rechaza
la actividad sexual no deseada y emplea dos a ptivos, desarrollando comportamientos
sexuales saludables. La Sexual Assertiveness Scale (SAS) evalda estas tres dimensiones. El propdsito
del presente estudio es evaluar la equivalencia de la escala mediante modelos de ecuaciones estructurales
y funcionamiento diferencial del ftem entre hombres y mujeres. También se proveerd de baremos a la
prueba. Un total de 4.034 participantes de 21 provincias espafiolas participaron en este estudio. Se
empleé un muestreo por cuotas. Los resultados indican una eqululencu factorial estricta para la Sexual
Assertiveness Scale entre sexos. Un item ha o fi diferencial del item, pero éste
no parece afectar a la escala, por tanto no existe un sesgo notable en la escala al comparar entre sexos.
Losb nes similares entre hombres y mujeres en asertividad-inicio y mayores
para las mujeres en d\LanIddd rechazo, y asertividad-uso de métodos dnuumu.pu\'m y prc:\cnuon de
embarazo. La escala puede ser usada en hombres y muj; con g p ricas

1

Evaluation of the factorial and metric equivalence of the Sexual Assertiveness Scale (SAS) by sex.
Sexual assertiveness refers to the ability to initiate sexual activity, refuse unwanted sexual activity, and
use contraceptive methods to avoid sexually transmitted diseases. developing healthy sexual behaviors.
The Sexual Assertiveness Scale (SAS) these three d The purpose of this study is to
evaluate, using structural equation modeling and differential item functioning, the equivalence of the
scale between men and women. Standard scores are also provided. A total of 4,034 participants from
21 Spanish provinces took part in the study. Quota sampling method was used. Results indicate a strict
equivalent dimensionality of the Sexual Assertiveness Scale across sexes. One item was flagged by
differential item functioning, although it does not affect the scale. Therefore, there is no significant bias
in the scale when comparing across sexes. Standard scores show similar Initiation assertiveness scores
for men and women, and higher scores on Refusal and Sexually Transmitted Disease Prevention for
women. This scale can be used on men and women with sufficient psychometric guarantees.

La asertividad sexual se refiere a la capacidad de las personas
para iniciar la actividad sexual, rechazar la actividad sexual no
deseada y emplear métodos anticonceptivos, desarrollando com-
portamientos sexuales saludables (Morokoff et al., 1997). La aser-
tividad es un constructo especifico de cada situacién. De hecho,
una persona socialmente asertiva no tiene por qué serlo en con-
textos sexuales (Santos-Iglesias y Sierra, 2010b: Sierra, Vallejo-
Medina y Santos-Iglesias, 2011; Zamboni, Crawford y Williams,
2000). Por tanto, es recomendable evaluar el constructo concreto
de asertividad sexual empleando para ello instrumentos especifi-
cos (Livingston, Testa y VanZile-Tamsen, 2007). Contar ademds
con instrumentos equivalentes entre grupos poblacionales (por
ejemplo. hombres y mujeres) cuando el deseo es comparar el cons-
tructo en estas poblaciones es importante para minimizar el sesgo

Fecha recepeian: 16-5-11 » Fecha aceptacion: 16-11-11
Correspondencia: Pablo Vallejo-Medi

Facultad de Psicologia

Universidad de Granada

18011 Granada (Spain)
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de la evaluacién. Puesto que los niveles de asertividad sexual de
hombres y mujeres han sido ampliamente comparados (Haavio-
Mannila y Kontula, 1997: Morokoff et al., 2009; Pierce y Hurl-
bert, 1999; Rosenthal, Moore y Flynn, 1991; Stulhofer, Graham,
Bozicevic, Kufrin y Ajdukovic, 2007) resulta necesario contar con
un instrumento que evalde asertividad sexual que se muestre equi-
valente para ambos sexos, mis atin cuando bien es sabido que este
constructo estd implicado en diferentes dreas de la salud sexual:
funcionamiento sexual (Hurlbert et al., 2005; Ménard y Offman,
2009), la victimizacién sexual (Katz, May, Sorensen y DelTosta,
2010; Kearns y Calhoun, 2010; Livingston et al., 2007; Ortega,
Sénchez, Ortega-Rivera, Nocentini y Menesini, 2010: Sierra,
Monge, Santos-Iglesias, Bermtidez y Salinas, 2011) y las conduc-
tas sexuales de riesgo (Auslander, Perfect, Succop y Rosenthal,
2007; Bermidez, Castro, Madrid y Buela-Casal, 2010; Rickert,
Sanghvi y Wiemann, 2002; Roberts y Kennedy, 2006; Schick,
Zucker y Bay-Cheng, 2008). Por tanto, una escala de asertividad
sexual equivalente para ambos sexos ayudarfa a interpretar correc-
tamente el peso que la asertividad sexual tiene sobre el funciona-
miento sexual, la victimizacion sexual y las conductas sexuales de
riesgo en hombres y en mujeres.
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EVALUACION DE LA EQUIVALENCIA FACTORIAL Y METRICA DE LA SEXUAL ASSERTIVENESS SCALE (SAS) POR SEXO

La Sexual Assertiveness Scale (SAS; Morokoff et al., 1997) es un
mstrumento breve y autoadministrable formado por 18 items con 5
categorias de respuesta de tipo Likert (0= nunca; 4= siempre) agru-
pados en tres dimensiones que corresponden con la definicién se-
méntica del constructo: Inicio (items 1-6, evaliia la frecuencia con la
que se inicia una relacion sexual y que ésta se desarrolle de la forma
deseada), Rechazo (ftems 7-12, evalia la frecuencia con la que una
persona se niega a tener una relacion o prictica sexual no deseada) y
Prevencidn de Embarazos y Enfermedades de Transmisidn Sexual y
{E-ETS) (ftems 13-18, evalda la insistencia en el uso de métodos an-
ticonceptivos de barrera de ldtex con la pareja). La mitad de los ftems
estin redactados de forma inversa. En la revision de Santos-Iglesias
¥ Sierra (2010a) se indica una consistencia interna de las subescalas
que oscild entre 0,66 y 0,86, Tambicn se ha observado una buena fia-
bilidad test-retest (entre 0,60 y 078 a los 6 meses, y entre 0,59 y 0,69
al aio), asi como una estructura factorial estable. En Espaiia, tanto
las validaciones en poblacién normal de la escala (Sierra et al., 2011)
como la adaptacion a poblacién drogodependiente (Vallejo-Medina
¥ Sierra, 2011) han mostrado adecuadas propiedades psicométricas,

El objetivo del presente estudio instrumental (Montero y Ledn,
2007) es analizar la equivalencia factorial (mediante el cilculo de
imvarianza bajo el procedimiento Mean and Covariance Structures
Analysis, MACS) y la equivalencia métrica (empleando Funcio-
namiento Diferencial del ftem, DIF) de la escala entre hombres y
mujeres. Por tltimo, se presentardn los baremos de la escala dife-
renciados por sexo y edad, y se explorarin las diferencias por sexo
en asertividad sexual.

Método
Participantes

La muestra estaba compuesta por 4 034 individuos heterosexua-
les. Todos ellos mantenian una relacién de pareja estable (de al me-
nos 6 meses de duracion). De ellos, 1.901 (47.10%) son varones y
2.133 (52 90%) mujeres. Sus edades oscilaban entre 18 y 87 afios,
siendo la media 40,28 (DT= 13,58), no encontrindose diferencias
significativas por sexo (1 (4019)= -0,14; p= 0,98), siendo la edad
media de los hombres 40,28 ailos (DT= 1340} y 40,29 (DT=13,74)
la de las mujeres. Respecto al nivel académico, 93 participantes
{2.,3%, 45 hombres y 48 mujeres) informaron no tener estudios, 769
{19,109, 335 hombres y 429 mujeres) tenian estudios primarios,
1.132 (28,10%, 579 hombres y 552 mujeres) acabaron los estudios
de Secundaria y 2.027 (50,20%, 935 hombres y 1085 mujeres) te-
nian estudios superiores., Las diferencias en el nivel educativo por
sexo no resultaron significativas a un nivel de confianza del 99%.

Los participantes fueron seleccionados entre la poblacién general
espailola de 21 provincias mediante muestreo no probabilistico por
cuotas: grupo de edad (18-34, 35-49 y mids de 50 aiios), sexo (hom-
bres y mujeres) y tamafio de poblacién de residencia (menos y mis de
50,000 habitantes). Se reclutaron en centros de salud, centros clini-
cos, hospitales, centros sociocomunitarios y de animacidn sociocul-
tural, centros de ateneidn a la tercera edad, centros de la Cruz Roja,
universidades, centros de voluntariado, asociaciones de vecinos, etc.

Instrumentos
— Cuestionario sociodemogrifico que recogia informacion

acerca del sexo, edad, pareja sexual, actividad sexual, zona
geogrifica de residencia y nivel de estudios.
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Sexual Assertiveness Scale (SAS: Morokoff et al., 1997;
Sierra et al., 2011). La informacién sobre la escala se ha
incluido en la introduccidn. En el presente estudio se ha
encontrade un coeficiente de fiabilidad omega (Elosua y
Zumbo, 2008) de 0,77 en Inicie, 0,77 en Rechazo y 0,89 en
E-ETS. A mayor puntuacién mds asertividad sexual.

Procedimiento

El proceso de evaluacion se realizd en distintos centros. Un
equipo de psicélogos entrenados para tal fin llevd a cabo la evalua-
cidn, facilitando las mismas instrucciones y aclarando las dudas a
los participantes. Estos iltimos no recibieron incentivo de ningtin
tipo (salvo los estudiantes universitarios evaluados en la Universi-
dad de Alicante, Universidad de Murcia y la Universidad de Vigo,
en donde la participacién suponia el incremento de una décima en
la calificacién de una asignatura). A todos los participantes se les
entregaron los dos cuestionarios junto a otros gue no son objeto de
este estudio en un sobre, el cual devolvian en mano y cerrado una
vez contestados; asegurindoles el anonimato y la confidencialidad
de sus respuestas. La evaluacion duraba aproximadamente 45 mi-
nutos. Se empled el consentimiento informado verbal. La partici-
pacion fue voluntaria. EI 15,56% de los participantes presentaron
alguna omisién en sus respuestas, siendo estos casos eliminados
para los anilisis estadisticos.

Andlisis de datos

Se dice que una escala es invariante cuando las relaciones entre
ftems y constructo son idénticas para los grupos que se comparan;
de esta forma se confirmaria que las puntuaciones no se ven sesga-
das por la existencia de distintos patrones de relaciones entre los
constructos y los items (Lubke, Dolan, Kelderman y Mellenberg,
2003). Mediante EQS 6.1 se realizd el cileulo de la Invarianza
Factorial (IF) de forma progresiva bajo el procedimiento Mean
and Covariance Structures Analysis (MACS), siguiendo la linea
de Byrne et al. (2009}, el cual permite evaluar invarianza de forma
fuerte frente al Covariances Structures Analysis (COVS), que solo
permite, seglin Meredith (1993), una evaluacién débil de la IF: en
Byrne y Stewart (2006} se puede ampliar informacion al respecto.
La evaluacion progresiva de la IF (Byrne, 2008; Elosua, 2005) se
realizard en cuatro pasos: 1) invarianza configural (se evaluard la
invarianza sin restricciones en el modelo); 2) invarinza métrica o
débil (se restringirin los pesos factoriales, evaluando la equiva-
lencia del peso de cada item respecto a su factor perteneciente); 3)
invarianza fuerte (se restringirin los interceptos); y 4) invarianza
estricta (se restringirdn las varianzas y covarianzas de los errores).
Los indices de ajuste global empleados fueron el Root Mean Squa-
re Ervor Aproximation (RMSEA:; Hu y Bentler, 1999} y su inter-
valo confidencial y el Comparative Fit Index (CFL; Bentler, 1990).
Valores inferiores a 0,06 para el RMSEA (Browne y Cudeck, 1993)
y mayores a 0,95 para el CFI serin considerados de buen ajuste.
Ademiis, el CFI seri el principal indicador empleado para evaluar
la IF; se considerari indicio de invarianza que el CFl no disminuya
mis de 0,01 con respecto al modelo anterior (Cheung y Rensvold.
2002). EI CFI se complementard con el criterio de informacién
de Akaike (AIC; Akaike, 1974). Un incremento considerable en
este indicador serd indicador de ausencia de IF. El test de Mardia
(Mardia, 1974) ha sido empleado para evaluar la normalidad mul-
tivariada de los datos, valores inferiores a 5.00 serdn indicativos de
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normalidad. El método de estimacion empleado ha sido midxima
verosimilitud (ML) robusta, Puesto que las alternativas de respues-
ta son categoricas se ha empleado la matriz de correlaciones poli-
coricas (Timmerman y Lorenzo-Seva, 2011).

Como complemento a la IF se ha realizado andlisis de Funcio-
namiento Diferencial del [tem (DIF). El DIF es un SESE0 CONSis-
tente en que participantes con el mismo nivel en la caracteristica
evaluada tienen una probabilidad diferente de escoger una deter-
minada respuesta en un determinado ftem en funcién del grupo al
que pertenecen (Hidalgo, Gomez y Padilla, 2005). Se empled el
SPSS para evaluar la presencia de DIF mediante regresion logisti-
ca multinomial (Miller y Spray, 1993). Esta técnica permite detec-
tar DIF uniforme v no uniforme en items politémicos (Hidalgo y
Lépez-Pina, 2004).

Si la aportacidn del Modelo 2, por si misma, es significativa
(99%), nos encontraremos ante un DIF de tipo uniforme; si la
aportacién del Maodelo 3 es significativa (99%), el DIF serd de
tipo no uniforme. Ante un tamano muestral elevado es de esperar
la aparicion de relaciones significativas, por tanto el informe de
DIF se complementari con una medida del tamario de efecto que
medird la magnitud del DIF: el AR* Nagelkerke (R* <0.035= DIF
despreciable; 0,035<R* <0,070= DIF moderado; R* =0.070= DIF
alto [Jodoin y Gierl, 2001]). También se implementari un proce-
so de purificacién por etapas para los items que hayan mostrado
DIF maderado o alto. Para ello se realizard una nueva regresion
climinando del total de la escala los items con DIF. De esta for-
ma podremos observar si la presencia del DIF estaba atenuando,
agravando o encubriendo la presencia de mis DIF. Para acabar, se
ha utilizado un modelo de probabilidad acumulativa, con el fin de
observar en qué categoria de la escala de respuesta se encuentra el
DIF {Mellenbergh, 1995).

Resultados
Egquivalencia factorial de la escala (invarianza factorial)

El test de Mardia (65,77) indica no normalidad multivariada
de los datos, por lo gue, tal y como ha sido descrito, se ha em-
pleado un método de estimacion robusto: Midxima Verosimilitud
(ML). Se ha puesto a prueba el modelo espafiol que mejor ajuste
ha proporcionado al SAS hasta la fecha: tres factores relacionados
(Inicio, Rechazo y E-ETS) con covarianza entre los errores de los
itemns 2 v 5. Evaluando la equivalencia configural de este modelo
se aprecia un mal ajuste del mismo: Santorra-Bentler Scaled Chi-
Square (S-By)= 2839,89, gl= 262, p= 0,00, RMSEA= 0,07, CFl=
0.91. Dado que un buen ajuste del modelo configural es necesario
para comenzar a evaluar la IF, se han consultade los indices de
modificacion (Lagrange Muliiplier Tesr) que sugieren covariar los
errores de los ftems redactados de forma inversa, entre ellos y solo
dentro del factor correspondiente: (fnicio: 3, 4, 6; Rechazo: 7,8,
10; E-E£TS: 13, 14, 16), de forma que se ha puesto ¢l nuevo modelo
a prueha; los resultados pueden observarse en la tabla 1.

El nuevo modelo puesto a prueba muestra un excelente ajuste
en el modelo configural, por tanto se procederd a evaluar un nivel
débil de invarianza. El ajuste general para este segundo modelo es
también dptimo y, como se puede observar, el CFI no se reduce
practicamente y el AIC solo aumenta levemente; por tanto, este
modelo cumple la IF débil. A continnacion damos otro paso en la
evaluacidn progresiva de la IF ¥ ponemos a prucha el modelo de
invarianza fuerte. Este modelo también muestra adecuados indices

de ajuste y un CFI que se reduce en 0,009: si bien es cierto que
el AIC aumenta considerablemente, consideramos que el estan-
camiento del CFI es suficiente para otorgar la invarianza fuerte.
Por 1ltimo, este modelo también parece cumplir una invarianza
factorial estrictamente equivalente entre hombres y mujeres, pues
aungue el CFI se aleja ligeramente de 0,95, y el AIC aumenta con-
siderablemente, el ajuste general puede considerarse adecuado y
el CFI no se reduce en mas de 0,01. Por tanto, se ha alcanzado el
miximo nivel de invarianza al que se ha sometido el modelo.

Egquivalencia métrica de la escala (funcionamiento diferencial del
ftem)

A continuacién, se implementd otro procedimiento para confir-
mar la equidad de la escala: andlisis del funcionamiento diferencial
del item. Los resultados de la regresién logistica multinomial pa-
recen confirmar la tendencia encontrada en los andlisis anteriores.
Al observar la tabla 2 se aprecia como la presencia de DIF es casi
anecddtica. Solo el item 1, al comparar entre sexos, muestra DIF
moderado, no uniforme. Al realizar la purificacién del total, no
aparece nuevo DIF y el propio DIF del item | se reduce (Modelo 2:

Tabla |
ndices de bondad de ajuste de los modelos de invarianza por sexo

5By gl RMSEA(IC%0%)  AIC CF1

Invarianza configural 105537%% 210 049 (0046-0052) 635,11 0958

Invarianza débil 109058 213 0049 (0046-0052) 66558 0957

Invarianza fuene 128157+ 218 0032(0049-0055) 82557 (08

Invarianza estricta ISIS83* 237 0056(0054-0059) 14183 0939

Nora: 8-B g% Santorra-Bemifer Scaled Chi-Sguare; gl; grados de libertad; RMSEA (IC
Wi ): Koot Mean-Square error of aproximation {entre paréntesis su intervalo confidencia
al 90%}; AIC: Criterio de Informacidn Akaike; CFI: Comparative Fit Index; ** p<0 0]

Tabla 2
Funcionamienio diferencia del ftem en sexo

Modelo 2 Maodelo 3
fem o, P wmeyy P L
1 827 () 0003 98.24 0,00 0035
2 852 Oy (] 46.94 (0.0 M7
Inicio ki 528 002 002 49.20 (144 M7
4 (00 0.94 000 4436 000 (&
5 1922 (1) 00T 3547 000 mz
3 3342 () 001z 5722 000 0020
7 16 LT 000 387 005 (el
8 5133 00 06 T80 00 0003
Rechuzo 9 127 043 000l 27E8 OO0 008
10 mnu (X1} (004 18.3% (1.0 (00
1 36,94 (00 iz 643 0m (12
12 552 2 000z 38,23 0. iz
13 1,88 17 001 1204 000 (I
14 467 003 000z 1833 0.0 (1M
E-ETS 15 6671 () 0023 1408 000 0005
16 2420 (1) 000 1164 000 04
17 (i) 9% 000 217 0,14 0001
18 6.13 0 0002 282 009 000l

Nora: se destaca en negrita la presencia de DIF, AR tamaiio de efecto
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7= 302, p= 0082, AR’= 0,001 Modelo 3: * | =73.95, p<001,
AR'=0,027). Tampoco aparece DIF de consideracion al comparar
por categorias de respuesta de Mellenberg.

Baremos

Observando los histogramas de las puntuaciones, junto con la
asimetria y la curtosis se aprecia la normalidad de la distribucién
muestral con valores cercanos a = 0,50. Los baremos se han obte-
nido, por tanto, empleando las puntuaciones directas sin ninguna
transformacion previa. Véanse las tablas 3 y 4.

Salvo en la dimension fricio en 18-34 afios (¢ (1289)= -0,39,
p=069) y en 35-49 afios (7 (1289)= 043, p= 0.66), en la que no
se han encontrado diferencias significativas en funcidén del sexo,
en el resto si existen diferencias significativas. En concreto: 1) en
18-34 aiios en la dimension Rechazo (1 (1390)=-16.51, p= 000, d=
0.88; E-ETS (£ (1389)=-1105, p= 0,00, d=0,59); 2) en 35-49 afios
en Rechazo (¢ (1287)= -11,63, p= 000, d= 0.64; E-ETS (¢ (1269)=
-10,16, p= 000, d= 0.57); v 3) en 50-88 afios en fnicio (1 (1099)=
949, p=000,d=0.57; Rechaze (1 (1097)= 11,76, p=000,d=0.70;
y E-ETS (1 (1048)= -7 83, p= 000, d=0.52).

Discusion ¥ conclusiones
En este estudio se planted como objetivo demostrar la equiva-

lencia de la SAS entre hombres y mujeres. Para ello se implemen-
taron dos procedimientos distintos: el cileulo de la IF progresiva
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bajo el procedimiento MACS y el andlisis de la presencia de DIF.
La IF ha mostrado una invarianza estrictamente equivalente de la
SAS entre ambos sexos para el modelo de tres factores con los
errores de los items redactados de forma negativa, covariados den-
tro de la subescala. Alcanzar un nivel de invarianza estricta no solo
permite comparar las medias de los items y factores de cada grupo
con un sesgo minimo, sino que permite afirmar que la medida es
igual de precisa en ambos grupos (Dimitrov, 2010).

Estos resultados ademds son coherentes con los obtenidos me-
diante DIF, en donde solo el ftem 1 (“Inicio las relaciones sexuales
con mi pareja cuando lo deseo™) ha mostrado DIF (de tipo no uni-
forme) entre sexos. Pese a que el DIF no llega a ser muy intenso,
su presencia podria indicar que todavia existe un ligero sesgo en la
poblacidn espariola, heredado de los roles tradicionales de género
(Gutiérrez-Quintanilla, Rojas-Garcia y Sierra, 2010; Legido-Marin
y Sierra, 2010; Morokoff et al ., 2009; Sierra, Rojas, Ortega y Martin
Ortiz, 2007). No obstante, la cantidad de DIF es casi despreciable y
no es necesario tomar medidas con este item. Por tanto, no parece
existir sesgo importante al aplicar la escala a hombres y mujeres.

Una vez que se ha probado una equivalencia factorial estricta y
la equivalencia métrica de la SAS entre sexos, se han presentado
los baremos para la escala, Como se puede observar en las tablas
3 y 4. la asertividad sexual referida a iniciar relaciones sexuales
en los varones apenas se modifica con la edad, disminuye un solo
punto. Una tendencia similar se encuentra en las mujeres, quienes
mantienen las puntuaciones parecidas entre los 18 y 49 afios pero
bajan 4 puntos (casi una desviacion tipica) al superar los 49 anos,

Tabla 3
Baremos de la SAS para varones por rango de edad
Varones
13-34 3549 50-8%
Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS
M 1467 12,15 14,79 14,34 1145 1241 13,57 10,11 979
b 436 570 16 445 540 712 434 530 702
Min 1 ] 0 1 ] 0 0 1] [
Mix P2 24 1 P2l 24 M b2 ] 24 H
N h58 658 638 587 587 581 12 51 490
Perdidos [ 6 6 53 53 59 83 B4 105
Percentiles
1 4 1] L] 4 1] L] 1 o L]
5 7 3 2 7 2 0 6 1 0
15 10 3 7 10 3 4 9 4 I
25 2 § 10 11 § § 11 7 4
Eh] 13 I 12 13 I {1] 12 8§ fi
45 14 1 13 14 11 12 13 1t b
50 15 12 14 14 12 12 14 1t 1
55 15 12 16 15 12 12 14 n 1
L] 1 14 19 16 13 14 15 1?2 12
5 18 16 n 18 14 I8 16 13 13
BS 19 1% M 19 17 13 18 15 17
95 s 3 M 2 n 1 20 20 M4
99 4 24 24 2 24 24 24 24 24
Nora: M Media; DT- Desvincidn Tipica; Min y Mix: Minimo y Miximo; N: amafio muestral; E-ETS (Enfermedades de Transmisidn Sexual y prevencidn de Embarueos)
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solo en el iltimo rango de edad se encuentran diferencias signifi-
cativas entre hombres y mujeres. Esto podria deberse a que por en-
cima de los 50 afios nos encontramos con una cohorte que ha sido
educada en funcion de los roles tradicionales de género (Morokoff
et al., 2009), donde las mujeres juegan un rol pasivo y esperan a
que sea el vardn quien inicie la relacion (Metts y Spitzberg, 1996,
Muehlenhard y McCoy, 1991). Pudiera ser que la presencia de DIF
en el ftem 1 (“Inicio las relaciones sexuales con mi pareja cuando
lo deseo”) indique la presencia residual de estos roles tradicionales
en nuestra sociedad. No obstante y a grandes rasgos, los resulta-
dos observados en el presente estudio se acercan a los encontrados
en estudios recientes (Morokoff et al., 2009, Sierra et al., 2011;
Stulhofer et al., 2007), los cuales se distancian de los roles tradi-
cionales de género. Otra hipotesis que no se puede obviar seria
considerar una influencia de la menopausia, aunque esto no ha sido
probado. Respecto a la subescala Rechazo, las mujeres puntian
significativamente mds en asertividad sexual de rechazo que los
hombres de su misma edad. Otros estudios también apuntan en esta
direecion; asi, Stulhofer et al. (2007) sefialan que las mujeres tienen
mayor asertividad de rechazo que los hombres. Estos resultados si
apuntan directamente hacia los roles tradicionales, donde se consi-
dera a la mujer la restrictora del sexo (Simon y Gagnon, 2003). Por
tltimo, en todos los rangos de edad se han observado diferencias
significativas a favor de las mujeres en E-ETS. Ellas muestran mas
asertividad sexual de E-ETS, pese a que tradicionalmente el con-
dén ha sido asociado al control masculino y que las mujeres que lo
llevan hayan sido asociadas con baja moralidad (Ramos, Diaz, Sal-

divar y Martinez, 1999). Es posible que nos encontremos también
en esta escala con un cambio con respecto a ideas tradicionales y
que sean las mujeres —que tienen mayor riesgo de contagio de
VIH— las que mis asertividad sexual de E-ETS tengan.

Como conclusion, la invarianza estricta alcanzada junto con la
presencia minima de DIF al comparar hombres y mujeres permite
contrastar las medias de los factores entre sexos de forma preci-
sa. Ademds, la obtencién de los baremos permitird una evaluacion
mids precisa de la asertividad sexual. No obstante, ¢l estudio pre-
senta ciertas limitaciones, pues a pesar de contar con un tamano
muestral elevado, éste no es representativo de la poblacion espaiio-
la, no pudiendo por tanto generalizarse los resultados.
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Tabla 4
Baremos de la SAS para mujeres por rango de edad
Mujeres
18-34 3549 50-88
Inicio Rechazo E-ETS Inicio Rechazo E-ETS Inicio Rechazo E-ETS
M 14,76 1693 18,79 14,22 1482 1640 10,72 1369 13,33
or 482 510 6,32 520 499 708 S8 4.78 7.55
Min i ] 0 i ] o 0 ] i
Miix M 2 24 4 4 24 24 M 4
N 36 735 734 T2 03 a9 589 588 560
Perdidos 2 3 4 § 7 9 87 38 116
Percentiles
| 3 5 | 2 4 1] 0 3 0o
5 ] 3 7 5 7 3 1 6 0o
15 9 I 12 9 10 9 5 9 4
5 n 13 14 n 1 1z 7 1} 8
35 13 15 7 12 12 17 8 12 17
45 15 16 0 13 13 15 1 12 12
500 15 17 22 14 14 17 n 13 12
55 16 18 23 15 15 19 12 13 1z
65 17 . 24 17 1t 23 13 15 16
s 18 n 24 18 9 24 15 17 20
85 i} 3 24 m il 24 1) 9 24
95 n M 24 22 M 24 20 13 24
% b2} b} 24 b2 4 24 2 2} 24
Nora: M: Media; DT: Desviacidn Tipica; Min y Mix: Minimo y Miximo; N wmafio muestral; E-ETS (Enfermedades de Transmisién Sexual y prevencign de Embarazos)
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