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ABSTRACT

As more and more people are successfully treated for and live
longer with cancer, greater attention is being directed toward
the survivorship needs of this population. Women treated for
cancer often experience issues related to sexual health and
intimacy, which are frequently cited as areas of concern, even
among long-term survivors. Unfortunately, data suggest that
providers infrequently discuss these issues. We reviewed a
contemporary understanding of sexual health of women and

the impact of treatment on both sexual function and intimacy.
We also provide a review of the diagnosis using the newest
classification put forth by the American Psychiatric Association
in the Diagnostic and Statistical Manual of Mental Disorders,
fifth edition, and potential treatments, including both endocrine
and nonendocrine treatments that the general oncologist may
be asked about when discussing sexual health with his or her
patients. The Oncologist 2014;19:202—-210

Implications for Practice: Sexual health is an important aspect of life and an area of concern consistently identified by women after
treatment for cancer. Discussing sexual health should become a routine part of conversations with patients before, during, and
especially after cancer treatment. Suggestions for communication and an overview of endocrine and nonendocrine treatment
options are provided. Resources for patients and providers and the importance of working in a multidisciplinary way, whether it be
with another clinician or a sexual health expert, to help patients with sexual health concernsisimportant as we seek to improve the

sexual health of female cancer survivors.

INTRODUCTION

For patients diagnosed with cancer, survivorship starts at the
time of diagnosis [1]. Fortunately, most patients can be ex-
pected to do quite well following diagnosis, with a 5-year
survival rate of approximately 70% across all tumor types [2].
Current estimatesin the U.S. alone indicate that 64%, 40%, and
15% of cancer survivors are alive 5 years, 10 years, and 20 years
or more, respectively, following diagnosis [3]. As a result,
almost 13 million people in the U.S. and 30 million people
globally are living beyond cancer [4].

Despite the data showing that most survivors have a good
prognosis, current treatments can result in problems, which
can extend for years after treatment. Of those most commonly
cited by survivors are issues pertaining to sexual health [5]. In
this review, we will discuss sexual health following the diagnosis
and treatment of cancer. We will specifically concentrate on
these issues as they relate to female cancer survivors; the
approach to male sexual health after cancer differs substantially
and is beyond the scope of this paper.

A Model for Female Sexual Health

An understanding of sexuality starts with the work of Masters
and Johnson, who are credited with characterizing sexual re-
sponse into four physiologic phases: (a) excitement, (b) plateau,

(c) climax/orgasm, (d) resolution [6]. An appreciation of the
psychological component of sexuality led to revision of the
concept of sexual health in women by Kaplan and Horwith, who
proposed a triphase archetype of desire, arousal, and orgasm
[7]. Recognizing that female sexuality is often driven by
psychological and psychosocial influences, Basson further
elaborated on our understanding by incorporating intimacy as
a driver for desire and sexual activity [8]. In this model, sexual
health is viewed as a self-propagating circle in which the
asexual female is motivated by a desire for intimacy, which
triggers sexual stimuli. Once stimuli are fulfilled, sexual satis-
faction fulfills desire and sets the cycle to repeat. Understanding
that not all women are motivated by intimacy, Basson also
proposed a “bypass” whereby sexual “hunger” may also provide
the motivation for women to seek out fulfilling sexual en-
counters. An important aspect of the Basson model is the
separation of sexuality and intimacy.

Although no conclusive data support one model over
another, at least one study suggests that the Basson model is
more accurate, particularly for women with sexual dysfunction
[9]. Additional data to support the importance of intimacy
come from various studies (predominantly in female survivors
of breast cancer) that demonstrate the importance of emotional
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intimacy, including notions of marital affection and the bond
between partners [10-13]. Indeed, for couples, the importance
of intimacy for survivors was shown by Manne and Badr, who
proposed the Relationship Intimacy Model, which characterizes
the recovery from cancer treatment as multifactorial [13].
Finally, an additional model has been proposed to con-
ceptualize stimuli and the way women respond to them.
Characterized as the “sexual tipping point” by Perelman, it
symbolizes the threshold at which a response is elicited [14].
The sexual tipping point is influenced by multiple aspects
including both physical and psychological factors and attempts
to stress the importance of paying attention to both of these
factors with a multidisciplinary approach that integrates sex
therapy with other interventions, including pharmaceuticals.

SEXUAL HEALTH AS A SURVIVORSHIP ISSUE

For most people, sexual health is an important aspect of their
lives, and there is no reason it should not apply for women
following a diagnosis of cancer. Across multiple datasets, the
incidence of sexual dysfunction ranges from 30% to 100%
among female cancer survivors [5, 15]. Although studies show
that the overall quality of life of survivors is quite good
(especially in long-term survivors) [16—18], a significant pro-
portion of patients remain at risk for persistent or worsening
symptomes, including symptoms related to sexual health [19].
Although much of this work has been done in breast cancer
survivors [19-23], emerging literature shows similar figures
affected for survivors of gynecologic cancer [17, 24-26] and
other cancer types [27-30].

With a growing recognition that sexual health concerns
may persist after cancer treatment, the concept of sexual
quality of life has been proposed by Beckjord and Campas as
broadly encompassing sexual attractiveness, sexual interest,
sexual participation, and sexual function [21]. In their study of
women who were less than 6 months out from a diagnosis of
breast cancer,they documented significantdisruptionin sexual
quality of life that was influenced by treatments and the
presence of emotional distress rather than age. Such data
emphasize the importance of sexual health as a survivorship
issue in women with cancer.

Sexual Health in Female Sexual Minorities

Although not as well studied, some data suggest that the
predictors of sexual function after cancer do not differ by sexual
orientation. This was shown in a study of women who have sex
with women (WSW) and who have a history of breast cancer
(n = 95) versus those without such history (n = 85) [31]. After
controlling for case status, significant factors that explained
sexual function in WSW included self-perceived sexual attrac-
tiveness (p < .0001) and whether urogenital symptoms were
present (p < .0001). Among partnered women, an additional
factor that emerged was the menopausal status; women who
were pre- or perimenopausal had better sexual function than
those who became menopausal (p < .00002).

CANCER TREATMENT AND ITS IMPACT ON SEXUAL HEALTH

Female sexual dysfunction may present even before cancer is
diagnosed, arise around the time of diagnosis, or result as a
consequence of treatment. It is important that issues of sexual
health be viewed in the overall context of women’s health
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because the issues that may be related to cancer often intersect
with the normal sexual and reproductive health changes that
occur as one ages [20]. Sexual health concerns that arise for
a woman entering menopause at the time of a breast cancer
diagnosis, for example, may be directly related to normal, age-
related hormonal declines, the sequelae of breast cancer
therapy, or a combination of both.

Surgery

Surgery caninfluence sexual health as a result of direct anatomic
changes (e.g., mastectomy for breast cancer) or changes in the
hormonal milieu as a result of treatment (e.g., oophorectomy).
In addition, body image can be disrupted as a result of surgery,
and this can affect sexual recovery.

For premenopausal women, oophorectomy, which is com-
monly performed for ovarian cancer, results in an immediate
depletion of estrogen production and results in the early onset
of menopausal symptoms, including vaginal thinning, com-
promised elasticity, atrophy, and dryness, all of which can
affect the ability of women to engage in vaginal intercourse or
achieve orgasm. In a small qualitative study involving eight
women with ovarian cancer, Wilmoth et al. reported that, for
them, treatment resulted in both mechanical and hormonal
changes that were deemed “detrimental” to their sexuality
[26].

Hysterectomy may also result in direct anatomic changes
to the vaginal vault, including vaginal shortening and fibrosis,
leading to long-term issues in sexual health [24, 25, 32]. The
impact of surgery was shown in a study by Bergmark et al. that
compared women without a history of cancer with women
who had been treated for early stage cervical cancer [24].
Amongthose with cervical cancer, 36% and 52% of patients had
surgery or surgery plus radiation therapy (RT), respectively.
Compared with women without a history of cancer, patients
treated with surgery only were associated with increased risks
of vaginal dryness, vaginal shortness, and reduced vaginal
elasticity. These effects did not appear to be affected by
additional RT. For the entire cohort, women treated for cervical
cancer experienced higher rates of sexual dissatisfaction, with
dyspareunia persisting at 3 months and longer-term effects at
3 years, including difficulty with vaginal dryness and lowered
sexual interest.

For women with breast cancer, the impacts of breast
surgery on body image and self-esteem, both of which are
important contributors to sexual health, are well characterized
[22, 33, 34]. For young women, at least one study showed that
alterations in body image were a significant negative predictor
of sexual activity, regardless of surgery type and whether
reconstruction was performed [22]. In addition, after control-
ling for prediagnosis sexual issues, a lower perception of sexual
attractiveness was associated with greater sexual problems.

Beyond gynecologic and breast cancer, other surgical ap-
proaches have also been evaluated specifically as they affect
sexual health; for example, both primary excision and meso-
rectal excision performed for rectal cancer result in a high rate
of sexual dysfunction that approaches 60% [29, 30]. Additional
data suggest that patients who underwent colectomy for
colorectal cancer that required placement of an ostomy (in the
past or presently) were at significant risk for sexual dysfunction
and distress related to body image [27].
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Medical Therapy

Most cytotoxic agents result in side effects, including constitu-
tional symptoms (e.g., fatigue, weakness) and gastrointestinal
toxicity (nausea and vomiting), that may limit a woman’s sexual
interest or ability to become aroused. In younger women,
chemotherapy is also a strong risk factor for amenorrhea and
early menopause, which can directly affect sexual esteem and
sexual function by inducing physical changes (vaginal dryness)
and hormonal changes that, in addition to causing vasomotor
symptoms, reduce libido. Chemotherapy also has a direct
impact on body image, particularly with agents associated with
alopecia, causing hair loss not only on the head but also loss of
private and pubic hair [35]. Finally, chemotherapy may cause
direct toxicities to the vagina and pelvis; for example, Krychman
et al. reported a case of vaginal erythrodysesthesia related to
liposomal doxorubicin [36].

Orally available endocrine therapies are commonly used
to treat female malignancies, especially hormone receptor-
positive breast cancer. Emerging data suggest that although
both selective estrogen receptor modulators (e.g., tamoxifen)
and the aromatase inhibitors (Als) may affect sexual function,
the risk to sexual health may be greater with the Als. This
was shown in a study by Baumgart et al. in which more than
80 women taking tamoxifen or an Al were compared with
women without breast cancer (controls) [37]. Among women
taking an Al, significantly higher rates of sexual dysfunction
were reported compared with both those taking tamoxifen
and controls in the area of lubrication issues (74% vs.
40% and 42%, respectively), dyspareunia (57% vs. 31% and
21%), and global dissatisfaction with their sex lives (42% vs.
17.8% and 14%).

Among women taking an Al, significantly higher rates
of sexual dysfunction were reported compared with
both those taking tamoxifen and controls in the area
of lubrication issues (74% vs. 40% and 42%, re-
spectively), dyspareunia (57% vs. 31% and 21%), and
global dissatisfaction with their sex lives (42% vs.
17.8% and 14%).

Radiation Therapy

For women treated with RT, both acute and long-term toxicities
can inhibit sexual function, depending on the area treated. For
women who receive RT for a genital or pelvic cancer, short-term
toxicities include incontinence (of either urine or stool), ir-
ritation, and pain, all of which can dampen libido. Long-term side
effectsinclude fibrosis, which can cause vaginal stenosis or, at its
most severe, agglutination of the vaginal vault, causing ob-
literation of the canal.

The long-term impact of pelvic RTon sexual function is also
well documented. In one study, sexual functioning was eva-
luated among women with cervical cancer treated with RT
alone, surgery plus RT, or chemotherapy alone [38]. RTresulted
in similar sexual functioning at 6 months compared with radical
hysterectomy alone, but at 1 year, RT was associated with
reductions in sexual arousal and desire and increased rates of
dyspareunia and reports of sexual discomfort.
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Women who receive RT for breast cancer also are at risk for
cosmetic changes, including acute erythema, discoloration,
and skin breakdown, all of which can negatively affect body
image. Long-term toxicities have also been described, in-
cluding hyperpigmentation, breast edema, and breast fibrosis,
with body image most often affected among younger women
[39]. Finally, arm mobility may also be affected as a result of
surgery and RT.

BARRIERS TO DISCUSSION: PATIENT PERSPECTIVES

Despite the importance of sexual health to women living beyond
cancer, this issue is often unaddressed. There are probably
numerous reasons patients do not bring up these issues first.
One study of 500 adults found that patients reported fear of
dismissal, perceived discomfort on the part of the physicians,
and perceived lack of treatment options as reasons not to
discuss these issues [40].

A survey that included approximately 26,000 men and
women between the ages of 40 and 80 across 29 countries
confirmed that physicians did not make it a common practice
to discuss sexuality and intimacy and that this was a global
phenomenon [41]. Within the U.S. alone, only 14% of patients
reported being questioned by physicians about sexual issues
within a time span of 3 years.

Part of this is explained by an assumption on the part of
clinicians (explicit or presumed) that patients will bring it up to
them without first being asked. Unfortunately, to expect
patients to bring up a potentially sensitive issue is not realistic. In
one study involving 878 women diagnosed with a gynecologic
malignancy, only 3% brought sexual concerns to providers spon-
taneously; in contrast,16% did so only when asked directly [42].

BARRIERS TO DISCUSSION: PROVIDERS

Given findings that patients are not likely to bring up these
concerns spontaneously, providers should ensure that concerns
are addressed by engaging patients directly in conversations
regarding sexual health. Unfortunately, data suggest this does
not happen routinely. As with patients, multiple barriers exist to
that can explain why providers may not engage in sexual health
discussions [43]. Time constraint was shown to be a real issue in
a survey of gynecologic oncologists in New England, where less
than 50% of doctors practiced taking a sexual history with new
patients and only 20% felt they had sufficient time to discuss
sexual concerns [44]. Beyond time, studies also suggest clini-
cians often make assumptions about patients that “justify” not
inquiring about sexual health. These assumptions can be varied,
based onfactors such asage (the older the patient, the likelihood
[isthat] they are not interested), overall prognosis (patients with
a poor prognosis are likely not interested), and whether the
patient has a current partner (single people are less likely to be
interested because they are not sexually active) [45, 46].

EVALUATING SEXUAL HEALTH

Although it is not the intent of this paper to educate oncologists
on becoming sexual health experts, we believe it is important
that oncologists become more comfortable discussing and
screening for sexual health. Clinicians should be aware of the
importance of sexuality for most people, and a diagnosis of
cancer does not change this. Consequently, taking a sexual
history of our patients becomes as important as understanding
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Permission

that be okay?"

eInvites patient to enter into a discussion about sexual health
¢"|'d like to review how you are doing as it relates to both sexuality and intimacy. Would

¢"Are you (and your partner) having problems being intimate?"

205

Limited Information

with you?"

eNormalizes that issues related to sexual health are common

¢"Some women complain that sex and intimacy are different now. In fact, it is pretty
common. How has your experience been?"

¢"A common complaint is pain during intercourse. Is this something that is happening

Specific Suggestions

during sex."

eOffer advice that can be actionable and easy to incorporate if possible
¢"If you have some trouble with vaginal dryness, it may help to use a lubricant before and

Intensive Therapy

referral?"

¢If one is not comfortable with issues brought up or does not know what to advise, offer
expert consultation locally (if possible) or refer to educational resources (Table 4)

"It sounds like you might benefit from seeing an expert in sexual health. Can | suggest a

Figure 1. Permission, Limited Information, Specific Suggestions, and Intensive Therapy (PLISSIT) model for sexual conversations. Open-
ended questions that can be used to begin discussions at each step are included, followed by closed-ended questions that may help during

the conversation [49].

their past medical and social history. In addition, by including
a sexual history early on in the doctor-patient relationship, the
clinician provides a signal to patients that he or she is open to
discussing sexual issues, and that might enable patients to raise
these issues in the future should they arise.

Clinicians should also incorporate questions about sexual
health in their routine review of systems both during and after
active treatment. Expert opinions indicate that adopting a
patient-centric communication strategy can be effective [47,
48]. One approach to introducing discussions of sexual health is
the PLISSIT model, which stands for “Permission, Limited Infor-
mation, Specific Suggestions, and Intensive Therapy” (Fig. 1)
[49]. Park et al. have proposed the 5 As—Ask, Advise, Assess,
Assist, Arrange—which is a separate framework that builds on
PLISSIT and is designed to aid clinicians in communicating with
cancer survivors [50]. It is important that both open and closed
guestions be used, with sensitivity shown to the patient as
she attempts to describe sexuality-related issues.

As discussed previously, clinicians should approach these
discussions with very few assumptions; for example, the
assumption that older women are not interested in sexual
health is likely incorrect. This was shown in a study by Lindau
and colleagues, who reported that a high proportion of
patients (both male and female) from 60 to 90 years old
remained sexually active (73% up to age 64, 53% up to age 74,
and 26% up to age 85) [51].

Beyond a focus on the sexual history, discussion involves
evaluation for potential contributing factors, outside of cancer
and its treatment, that may be correctable. These include
comorbidities (e.g., hypertension, hypothyroidism, diabetes),
medications (e.g., B-blockers, antidepressants), and social con-
ditions, such asissues related to the partner (e.g., comorbidities)
and/or other stressors (e.g., work, finances).
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Finally, clinicians should recognize that sexual activity is not
synonymous with intimacy. This was highlighted in a recent
study by Perz et al. that involved over 40 patients, their
partners, (n = 35) and clinicians (n = 37) [52]. The authors
showed that although clinicians tended to emphasize their
queries on the ability of their patients to perform sexually,
patients and their partners cautioned that the inability to
perform should not be presumed to mean there was a lack of
intimacy. Indeed, intimacy in and of itself was valued by
patients, and alternative means of expressing intimacy could
be highly satisfying, despite being unable or uninterested in
having penile-vaginal intercourse (the “coital imperative”).

The evaluation of sexual health can also be aided by the
use of validated questionnaires (Table 1). Instruments that
specifically examine sexual function include the Female Sexual
Function Index (FSFI) and the Female Sexual Distress Scale [53,
54]. One of the most commonly administered is the FSFI, which
is composed of 19 questions that characterize different
domains of sexual function. It has been validated for hetero-
sexual women with a history of cancer [55], and a modified
version specific to women who have sex with women has been
published [56]. Despite its frequent use, it is limited by its
period of recall of activity (4 weeks), which has raised ques-
tions about its validity among women who are not currently
sexually active [55, 57]. Despite these concerns, the author
(D.S.D.) has used the FSFI prospectively in a specialized sexual
health center at one academic cancer program, has found it
to be acceptable to women referred, and found that it can be
used to monitor women longitudinally [48]. Beyond those
for sexual function, various questionnaires are available to
help evaluate other aspects of sexual health, including body
image, quality of relationships, and intimacy within relation-
ships. These questionnaires are summarized in Table 1.
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Table 1. Examples of validated questionnaires for sexual health

Female Sexual Health and Survivorship

Measure Construction

Comment

Female Sexual Function Index [55] 19 items; domains tested (desire, arousal,
lubrication, orgasm pain, satisfaction) are

summed to a total score

Female Sexual Distress Scale-Revised 13 items; quantifies the personal distress
[77] caused by any sexual complaint

Body Image Scale [78] 10 items; evaluates appearance and any

changes as a result of disease or treatment

Dyadic Adjustment Scale [79] 32 items; evaluates adjustment, consensus,
satisfaction, cohesion, and affectational

expression

Personal Assessment of Intimacy in
Relationships [80]

36 items; assesses five types of
intimacy—emotional, social, sexual,
intellectual, and recreational

Recall period is 4 weeks, thus may be less
useful in women who are not sexually active

Recall period on the revised scale is 7 days
Recall period is the past 7 days

No set recall period

Describes both perceived and expected levels
of intimacy within a relationship

Table 2. Classification of female sexual dysfunction

Condition Diagnostic criteria

Female orgasmic disorder

Presence of symptoms, experienced almost always (=75% of the time) during sexual

activity: A. Marked delay, infrequency of, or absence of orgasm B. Marked reductionin the

intensity of orgasm

Female sexual interest/arousal disorder

Lack of or significant reduction in sexual interest or arousal defined by at least three

criteria: A. Absent or reduced interest in sex B. Absent or reduced sexual or erotic
thoughts or fantasies C. Lack or reduced initiation of sexual activity, including being
unreceptive to a partner’s attempt to engage sexually D. Absent or reduced sexual
excitement or pleasure during sexual encounters (=75% of the time) E. Absent or
reduced sexual interest or arousal to internal or external sexually erotic cures (e.g.,
written, visual, or verbal) F. Absent or reduced genital or nongenital sensations during
sexual encounters (=75% of the time)

Genito-pelvic pain/penetration disorder

Persistent or recurrent difficulties with one or more of the following: A. Vaginal

penetration during intercourse B. Marked vulvovaginal or pelvic pain either during actual
intercourse or during attempted penetration C. Marked fear or anxiety about the
potential for vulvovaginal or pelvic pain prior to, during, or as a result of vaginal

penetration

For all three disorders, symptoms (a) should be present =6 months; (b) must result in clinically significant distress; and (c) are not better explained by
anonsexual mental condition, severe relationship distress, or other significant stressors and are not secondary to use of a substance or medication or other

medical condition [58].

For women who complain of specific issues such as pain
with penetration or vaginal symptoms (e.g., dryness), the
evaluation should include a pelvic examination. During the
examination, the vulva and vagina are inspected for atrophy,
vaginal length, and caliber of the vaginal vault. The exam may
elicit pain with digital penetration, and this may be
symptomatic of dyspareunia. If the oncology clinician does
not feel comfortable performing the exam, prompt referral to
another clinician (e.g., the patient’s gynecologist or a sexual
health specialist) should be undertaken.

Female sexual dysfunction is classified using criteria in
the American Psychiatric Association Diagnostic and Statis-
tical Manual of Mental Disorders, fifth edition (DSM-V) [58].
The classification represents a departure from the prior
manual (fourth edition, text revision). Instead of classifica-
tions based on whether the condition was related to either
psychological factors alone or combined with biologic fac-
tors, the DSM-V represents a recognition that in most clinical
situations, the condition can be traced to a combination of
both types of factors.

Using DSM-V terminology, female orgasmic disorder remains
its own diagnosis; however, the pain syndromes—vaginismus
(defined as pain with penetration of the vagina resulting from
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smooth muscle spasms) and dyspareunia (generally charac-
terized as pain with intercourse)—are now considered one
condition, “genito-pelvic pain/penetration disorder.” In addi-
tion, disorders of interest and arousal (hypoactive sexual
desire disorder and female sexual arousal disorder, respec-
tively, in the fourth edition, text revision) have been combined
into “female sexual interest/arousal disorder” For each dis-
order, two subtypes are used to classify them further: “lifelong
versus acquired” and “generalized versus situational.” The new
diagnostic criteria are outlined in Table 2.

For any of these criteria, a minimum of duration of 6
months is required. In addition, the classification of sexual
dysfunction requires that the presence of symptoms result in
distress or the inability to respond sexually or experience
sexual pleasure. Finally, it requires that symptoms not be
secondary to another etiology (e.g., drug or substance side
effect or as a consequence of another disease process).

APPROACH TO MANAGEMENT

Although a comprehensive review on the management ap-
proach to women with sexual concerns is beyond the scope
of this article, oncology clinicians should be aware that
multiple treatment pathways are available for these patients
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[5,59, 60]. In addition, should clinicians find themselves at the
limits of either comfort or knowledge on the topic, referral to
a sexual health specialist is always an option. What follows is
a limited review of endocrine and nonendocrine therapeutic
modalities that are likely to be encountered during discussions
with patients.

Endocrine Therapies
Vaginal estrogen is an effective treatment for vaginal dryness
[61] and can be prescribed as a cream, a ring, or a tablet [54].
Its use in women with hormone receptor-sensitive cancers
requires an informed discussion of the potential benefits and
risks of treatment in light of low-quality evidence that vaginal
estrogen can result in detectable increases in serum estrogen
[62]; however, the clinical significance of this finding is unclear.
A recent study that included more than 13,000 women with
breast cancer found no increase in the recurrence risk for
women with breast cancer treated with endocrine therapy,
whether or not local estrogen therapy was administered (rate
ratio of recurrence between estrogen replacement therapy
users to nonusers: 0.78; 95% confidence interval: 0.48-1.25)
[63]. Still, and in the absence of prospective data, the use of
estrogen in these women should be informed by the patient’s
preferences with input from all of her involved providers (e.g.,
oncologist, sexual health specialist, and primary care provider).
Beyond local estrogen therapy, a new selective estrogen
receptor modulator was approved for the treatment of
vulvovaginal atrophy in postmenopausal women. Ospemi-
fene acts as an estrogen agonist specifically in the vagina
and appears to exert no apparent estrogenic effect elsewhere,
including within the endometrium and breast. In the rando-
mized trial that resulted in its approval, treatment significantly
improved atrophic symptoms and dyspareunia compared with
placebo [64]; however, this agent has not been specifically
evaluated in survivors of cancer, who were excluded in the
randomized trial.

Beyond questions of efficacy, we do not routinely
prescribe testosterone, given the lack of safety data,
especially as it relates to cancer survival endpoints.
For women with hormonally sensitive cancers, there
is the additional concern that testosterone can be
converted or aromatized to estrogen, which may
reactivate, promote, or stimulate tumor growth.

Transdermal testosterone is an effective treatment for
women with low libido [65, 66], hypoactive sexual desire [67],
and impaired sexual function as a result of oophorectomy [68];
however, its role in the treatment of sexual dysfunction in
female cancer survivors is unclear. At least one randomized trial
suggestsit does not have animpact on libido for this population.
In the North Central Cancer Treatment Group NO2C3 trial, 150
female cancer survivors who were randomly assigned to a
testosterone preparation (2% testosterone in Vanicream) or
a placebo preparation for 4 weeks, followed by treatment with
the opposite preparation for the subsequent 4 weeks [69].
During treatment with active testosterone, statistically signif-
icant increases in the serum testosterone levels were recorded;
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Table 3. Suggested resources

Online

American Society of Clinical Oncology. Dating and sexuality.
Available at http://www.cancer.net/multimedia/videos/
young-adults-cancer/dating-and-sexuality.

American Cancer Society. Sexuality for the woman with cancer.
Available at http://www.cancer.org/treatment/
treatmentsandsideeffects/physicalsideeffects/
sexualsideeffectsinwomen/sexualityforthewoman/
sexuality-for-women-with-cancer-cancer-sex-sexuality.

International Society for Sexual Medicine. Sexual health Q&A.
Available at http://www.issm.info/education-for-all/
sexual-health-ga/.

Sexual Medicine Society of North America. Available at http://
www.smsna.org/site/index.php.

American Association of Sexuality Education Counsellors and
Therapists. Available at http://aasect.org/.

Association of Reproductive Health Professionals. Sex and
sexuality patient resources. Available at http://www.arhp.org/
Topics/Sex-and-Sexuality/patient-resources.

Living Beyond Breast Cancer. Guide to understanding intimacy and
sexuality [pamphlet]. Available at: http://www.lbbc.org/
Understanding-Breast-Cancer/
Guides-to-Understanding-Breast-Cancer/
Guide-to-Understanding-Intimacy-and-Sexuality.

Books
Katz A. Woman, Cancer, Sex. Pittsburgh, PA: Hygeia Media, 2009.

Krychman M, Kellogg S, Finestone S. 100 Questions and Answers
About Life After Breast Cancer: Sensuality, Sexuality, Intimacy.
Sudbury, MA: Jones and Bartlett Learning, 2010.

Schover LR, Jensen SB. Sexuality and Chronic Illness: A
Comprehensive Approach. New York, NY: Guilford Press, 1988.

however, there was no change in desire levels in either arm.
Beyond questions of efficacy, we do not routinely prescribe
testosterone, given the lack of safety data, especially asit relates
to cancer survival endpoints. For women with hormonally
sensitive cancers, there is the additional concern that
testosterone can be converted or aromatized to estrogen,
which may reactivate, promote, or stimulate tumor growth.
In addition, testosterone has a known risk profile that in-
cludes increased facial and body hair growth (hirsutism),
weight gain, clitoromegaly, hair loss (alopecia), and eleva-
tions in lipid profiles or liver enzymes.

Other endocrine therapies under investigation include
intravaginal preparations of dehydroepiandrosterone, which
aims to enhance local sex steroid concentrations with minimal
increases in systemic concentrations of estradiol or testoster-
one [70], and the 5-hydroxytryptamine 1A receptor inhibitor
flibanserin [71]. Further evaluations of these agents are
required to understand their efficacy and safety in these
patients.

Nonendocrine Therapies
Nonendocrine treatments are available, predominantly for the
relief of vaginal symptoms. These include vaginal moisturizes
and suppositories for vaginal dryness. Beyond pharmacologic
interventions, both dilators to treat genito-pelvic pain/
penetration syndrome and the liberal use of lubrication can
aide penetrative intercourse.

Vaginal moisturizers, such as polycarbophilic moisturizers
(e.g.,Replens) orvaginal pH-balanced gels (e.g., RepHresh), are

©AlphaMed Press 2014


http://www.cancer.net/multimedia/videos/young-adults-cancer/dating-and-sexuality
http://www.cancer.net/multimedia/videos/young-adults-cancer/dating-and-sexuality
http://www.cancer.org/treatment/treatmentsandsideeffects/physicalsideeffects/sexualsideeffectsinwomen/sexualityforthewoman/sexuality-for-women-with-cancer-cancer-sex-sexuality
http://www.cancer.org/treatment/treatmentsandsideeffects/physicalsideeffects/sexualsideeffectsinwomen/sexualityforthewoman/sexuality-for-women-with-cancer-cancer-sex-sexuality
http://www.cancer.org/treatment/treatmentsandsideeffects/physicalsideeffects/sexualsideeffectsinwomen/sexualityforthewoman/sexuality-for-women-with-cancer-cancer-sex-sexuality
http://www.cancer.org/treatment/treatmentsandsideeffects/physicalsideeffects/sexualsideeffectsinwomen/sexualityforthewoman/sexuality-for-women-with-cancer-cancer-sex-sexuality
http://www.issm.info/education-for-all/sexual-health-qa/
http://www.issm.info/education-for-all/sexual-health-qa/
http://www.smsna.org/site/index.php
http://www.smsna.org/site/index.php
http://aasect.org/
http://www.arhp.org/Topics/Sex-and-Sexuality/patient-resources
http://www.arhp.org/Topics/Sex-and-Sexuality/patient-resources
http://www.lbbc.org/Understanding-Breast-Cancer/Guides-to-Understanding-Breast-Cancer/Guide-to-Understanding-Intimacy-and-Sexuality
http://www.lbbc.org/Understanding-Breast-Cancer/Guides-to-Understanding-Breast-Cancer/Guide-to-Understanding-Intimacy-and-Sexuality
http://www.lbbc.org/Understanding-Breast-Cancer/Guides-to-Understanding-Breast-Cancer/Guide-to-Understanding-Intimacy-and-Sexuality
http://www.lbbc.org/Understanding-Breast-Cancer/Guides-to-Understanding-Breast-Cancer/Guide-to-Understanding-Intimacy-and-Sexuality
http://www.TheOncologist.com

208

prescribed often, although the data on their efficacy are
limited. One small study of 45 patients with breast cancer who
experienced vaginal dryness and dyspareunia found that
Replens and a placebo preparation were equally effective in
relieving symptoms [72]. In a separate randomized, placebo-
controlled study that included 86 women, the vaginal pH-
balanced gel was more effective in relieving both dryness and
dyspareunia [73]. The frequency of use of these vaginal
moisturizes is guided by the severity of symptoms, and use can
be once every 3 days to daily. For sexually active women who
experience issues with vaginal chafing or discomfort, use of
moisturizers several hours beforeintercourse mayalso provide
relief. Beyond vaginal moisturizers, vaginal suppositories that
contain vitamin A or vitamin E can also be used, although data
about the effectiveness of treatment are limited [74].

For patients who complain of pain with vaginal penetra-
tion, vaginal dilators are often recommended. These dilators
are made of either medical-grade plastics or silicone and come
in graduated sizes that range from 14 mm to 38 mm. If used,
we recommend that women use them in the morning and
incorporate them as part of a usual routine. Patients should be
counseled to use them at least three times a week and should
be seen every 3—-4 weeks to assess progress.

Women who have vaginal symptoms should also be coun-
seled on the liberal use of water- or silicone-based lubricants.
The patient should be instructed to apply them liberally and
generously, both on herself and her partner, before and during
a particular sex event. Although no comparative studies have
been performed in women with cancer, one trial that involved
more than 2,400 women without cancer showed that, com-
pared with no lubricant use, both types resulted in higher
ratings of sexual pleasure and satisfaction during both solo sex
and penile-to-vaginal intercourse. Notably, water-based lubri-
cants rated higher than silicone-based lubricants for penile-to-
anal intercourse, suggesting that they may be preferred for
women for whom alternatives to vaginal intercourse are
needed [75].

For women without a current partner, psychosocial
support is important, not only to get through the cancer
experience but also to help work through issues that may
becomerelevant should anew relationship start.Theseinclude
issues regarding when to disclose a cancer diagnosis and
prognosis as part of her past, sexual function in general, and
concerns about future fertility and parenthood. The issues
faced by these women were the subject of a study conducted
by Kurowecki and Fergus, in which 15 breast cancer survivors
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