Introduction: The aim of the study
was to assess the sexual inhibitory
tone, body image, self-concept, and
sexual performance in couples after
gynaecological cancer treatment, and
to identify areas for further prospec-
tive studies.

Material and methods: Thirty gy-
naecological cancer survivors with
a heterosexual partner were assessed
during a semi-structural sexual inter-
view. Sexual excitation/sexual inhi-
bition scales were used to evaluate
proneness to sexual stimuli, whereas
a body exposure during sexual activ-
ity questionnaire was used to assess
body avoidance during sex. Self-con-
cept in cancer survivors was evaluated
by a sexual self-scheme scale. The dif-
ferences in sexual needs, satisfaction,
and sexual activity were comped be-
tween women and their partners.
Results: In survivors and their partners
the sexual inhibitory tone was higher
than the excitatory tone — 3.91 and
2.45 vs. 2.97 and 2.31, respectively.
Most women were schematic-positive
and co-schematic — 46.7% and 40.0%,
respectively. The decrease in impor-
tance of sex was higher in women
compared to their partners (D change
-0.88 and —0.22, respectively). The fre-
quency of satisfying sex decreased af-
ter treatment in women but increased
in their partners — D change: —1.04
and +2.94, respectively. Satisfaction
with sexual life and quality of rela-
tionship improved or did not change
after cancer diagnosis in women. None
of the sexual response elements were
changed by the cancer diagnosis in
partners.

Conclusions: In cancer survivors with
a sexual partner, both people should
be carefully counselled because there
are some important differences in
perception of sexual needs within
the couple. Avoiding body exposure
during sex and differences in prone-
ness to sexual stimuli should be ex-
plored in further studies.

Key words: sexuality, sexual inhibition,
sexual self-schema, gynaecological
cancer, partner, sexual activity.
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Introduction

Deterioration of sexual health in gynaecological cancer survivors (ovarian,
endometrial, cervical) has been well described [1-14]. The treatment of ma-
lignancies originating from sexual organs has short and long-term effects
on different aspects of physical, psychological, and social functioning that
can interfere with normal sexual function, body image, and sexuality [1, 15].
These effects include premature menopause, pain, depression, anxiety, fa-
tigue and sleep disruption, change in weight (gain or reduction), scars, loss
of skin sensation, loss of bowel and bladder function (formation of ostomies),
lymphoedema, changes in social roles, and relationship disturbances or social
isolation due to disabilities related to cancer treatment (like ostomy) [1-5].

Although 9-90% of women after treatment remain sexually active,
the frequency of sexual problems in this population is high: dyspareunia or
pain — 40-100%, vaginal dryness — 60-87%, loss of libido or low arousal —
25-61%, and low/lack of orgasm —up to 45% [6, 7, 16]. Most studied revealed
that, compared with healthy women, those patients have greater problems
with loss of desire and poorer sexual function scores, report abrupt shifts in
self-identity due to loss of physical integrity, distancing in intimate relation-
ships, changes in perceiving oneself as a sexual being, loss of sexual inter-
est, and difficulties in mutual communication with a partner [2, 8-13, 17, 18].

Three main domains of sexual health have recently been described, in-
cluding physical sexual function, sexual self-schema/body image, and sexu-
al relationship [9, 19-21]. For that reason, sexual rehabilitation during cancer
treatment should not focus just on coital frequency, but rather should in-
clude other aspects of human sexuality as a broader concept of psychosex-
ual wellbeing [22, 23]. It is of great importance that positive sexual self-sche-
ma might facilitate adjustment to new life after a cancer diagnosis [24 , 25],
and body image disturbances correlate with sexual distress [26].

Different patterns of sexual rehabilitation process exist. However, the un-
derstanding of factors that may influence once’s sexual adjustment to gy-
naecological cancer is always essential [27]. It is important in cases of sur-
vivors with or without a partner. It has been proven that support received
from a partner have a positive effect on the rehabilitation process in breast
cancer survivors [23] and that having a sexual partner correlates with bet-
ter sexual function and psychological well-being in postmenopausal breast
cancer survivors [28]. Additionally, in young breast cancer survivors, “work-
ing as a team” and “mutual open communication” between partners were
the most effective strategies to enhance sexual health in the couple [29].
However, the literature on the influence of cancer on a male partner is scant
and varies between different cancer sites. In the case of non-reproductive
regions, like thyroid, there is no major impact of cancer on the sexual per-
formance of the couple [30]. In the case of gynaecological and rectal can-
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cers (that might influence sexual function due to ostomy
formation) only a few studies have been published so far
on partners’ sexual function after the cancer diagnosis,
some of that comprising narrative reviews [31], based on
semi-structural interviews in the case of cervical cancer
survivors [32], and some based on screening question-
naires, like in rectal/anal cancer [33]. All these studies have
shown that the health care provider should support both
the woman and her partner in cancer treatment and care.

As the partner’s perspective should always be consid-
ered and psychosexual couple-based intervention is be-
lieved to be effective in gynaecological cancer in a similar
manner to that recently proposed for breast cancer sur-
vivors [34], we aimed in this study to investigate sexual
self-schema, sexual inhibition, and excitation and the rep-
ertoire of sexual behaviours in gynaecological cancer sur-
vivors and their male partners in order to describe possible
differences in sexuality, needs, and perception of sexual
health within the couple. Such knowledge might be essen-
tial for designing further studies and tailoring psychosex-
ual intervention for the couple.

Material and methods
Participants

Thirty women after gynaecological cancer treatment
and their male partners consulted in the outpatient clinic
of the Department of Gynaecology and Gynaecological On-
cology in Katowice, Poland, between 1% January 2020 and
31t December 2021 were selected for this pilot cohort study.

The inclusion criteria included the following: being treat-
ed (surgery, adjuvant therapy) due to ovarian, uterine, or
cervical cancer, at least 6 months after treatment comple-
tion, having a male sexual partner, being sexually active
before the treatment, and age between 18 and 85 years. All
women who had been treated for other cancers in the last
5 years, with poor general condition (ECOG > 3), with se-
vere psychiatric disorders except depressive symptoms,
with severe cardiac disorders or less than 6 months after
cardiac infarction, and those not willing to participate, were
excluded from the study.

The procedure

During the routine control visit, after at least 6 months
post treatment completion, each woman and her partner
were consulted by the 2 first authors of the paper, who are
sexual medicine specialists. A semi-structural sexological
interview was conducted separately with both partners.
Female sexual dysfunction (FSD) and male sexual dysfunc-
tion were assessed according to DSM-5 criteria. All male
partners were also informed about and asked to measure
intravaginal ejaculation latency time (IELT) at home [35].
Information on medical history, comorbidities (in both
partners), and treatment were collected. The interview
lasted for about 30 minutes with each subject. Then a re-
search questionnaire containing standardized scales and
a self-prepared questions were handed to the women to
their partners, respectively; both were asked to fill it in at
home separately and send it back in a sealed envelope
to guarantee anonymity. The procedure was repeated

6 months later to assess changes in sexual function with
time (not shown in this paper).

All patents included in the study read and signed an in-
formed consent form to participate.

The questionnaire

The questionnaire handed to both subjects contained
standard socioeconomical questions and a battery
of questions to assess sexual function before (retrospec-
tively) and after the treatment, as well as a validated scale
to assess body image, sexual self-schema, sexual exci-
tation/inhibition tone, anxiety, and relationship quality.

The current quality of relationship in both partners was
assessed by the Well-Matched Relationship Questionnaire
(WMRQ). The scale assesses 4 different aspects of the re-
lationship: intimacy, disappointment, self-realization,
and similarity. A higher score reflects a greater intensity
of each feature, with good psychometric properties — Cron-
bach’s a = 0.81[36].

Current body image was assessed by the Body Expo-
sure during Sexual Activity Questionnaire (BESAQ). This is
28-item scale measures the level of avoidance of exposing
one’s body during sex due to body dissatisfaction or con-
cerns. A higher score reflects greater avoidance and body
dissatisfaction. The scale was validated and has a Cron-
bach’s a. of 0.88 [37].

The Provisions of Social Relations Scale (PSRS) was
used to evaluate current support given to the cancer sur-
vivor from their family, friends, and partner. The scale con-
sists of 8 questions in each domain assessing the received
support. A higher score reflects a greater level of support.
The Cronbach a for the scale ranges between 0.92 and
0.93[38].

The Menopause Rating Scale was used to assess cur-
rent symptoms of ovarian failure in 3 domains: psycho-
logical, somatic, and urosexual. A higher score reflects
a higher intensity of symptoms. The scale is widely used,
with a Cronbach’s a of 0.8-0.9 [39].

Sexual function was assessed by questions regarding
frequency of different sexual activities and satisfying sex-
ual events, evaluation of quality of sexual life, importance
of sex, attitudes toward sex, partner’s attitudes toward
sex, sexual satisfaction from a partner as a lover, and
satisfaction form sex life (5-point Likert scale) — all those
variables were assessed before the cancer (retrospective-
ly) and in the previous 6 months in both partners. Addi-
tionally, the partners were asked if they had ever had any
sexual problems or if they had had sexual problems in last
6 months. Finally, the women and men were asked how,
from their perspective, the cancer treatment influenced
arousal, desire, orgasm, pain, erectile function, and re-
lationship quality (from 1 — profoundly decreased to 5 —
greatly improved).

The presence of depressive symptoms and anxiety was
evaluated by the Hospital Anxiety and Depression Scale,
Polish version. Scores 3 11 are indicative of depression/
anxiety [40].

Expectations about the future of the relationship were
assessed by one question with a 5-point Likert scale (from
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1 — we will be always together to 5 — we have no future
at all) before the cancer (retrospectively) and in the last
6 months.

Sexual activity was defined as any of the following:
single or mutual masturbation, and vaginal, oral, and anal
sex?.

Current sexual function was assessed by:

» The Changes in Sexual Function Questionnaire (CSFQ)
— this 14-item scale assesses 5 dimensions of male and
female sexuality: pleasure, desire/frequency, desire/
interest, arousal/excitement, and orgasm/completion.
A higher score reflects better sexual function. Addition-
ally, a cut-off for the presence of sexual problems was
used: < 47 for men and < 41 for women [41],

» The New Sexual Satisfaction Scale (NSSS) — assessing
sexual satisfaction with a 20-item questionnaire mea-
suring “ego-centred” (focuses on self-satisfaction) and
“partner- and sexual activity-centred” dimensions.
Ahigher score reflects a greater level of satisfaction [42],

» The Eexual Excitation/Sexual Inhibition Inventories
for men and women were used to assess propensity
for sexual cues (inhibition and excitation). The scales
have 26 items for women and 32 for men and evaluate
the level of sexual inhibitory/excitatory tone. A higher
score reflects higher propensity [43, 44],

» The Female Sexual Distress Scale was used to measure
current sexual distress related to the presence of sexual
problems in women. The scale consists of 11 items with
a cut-off score of > 13, which is indicative of distress [45],

e The Sexual Self-schema Scale for Women was used
to categorize survivors into positive-schematic, nega-
tive-schematic, co-schematic, and aschematic [46],

» The International Index of Erectile Function (IIEF-15),
a 15-item questionnaire, was used to measure inter-
course satisfaction, orgasmic function, sexual desire,
overall satisfaction (with higher scores reflecting high-
er function), and severity of sexual dysfunction in male
partners. Scores below 10 points were classified as
severe erectile dysfunction (ED), 11-16 as moderate,
17-21 as mild to moderate, 22-25 as mild dysfunction,
and 26-30 as no dysfunction [47],

 The Index of Premature Ejaculation was used to assess
ejaculatory problems. This 10-item scale measures sex-
ual satisfaction, control, and distress related to ejacula-
tion, with higher scores reflecting greater satisfaction,
more control, and less distress [48].

The partner’s and survivor’s versions of the question-
naire required about 40 minutes to complete.

The study protocol was approved by the local Ethics
Committee in 2018 (K13/96/FI/2018).

All patients included in the study read and signed an
informed consent form to participate.

Statistical analysis

Statistical analysis was performed in SPPS 20.0 (IBM
SPSS Statistics for Windows, Armonk, NY: IBM Corp; 2012).
D change in frequency of sexual activities, attitudes, satis-
faction, and expectations for the future of the relationship
before and after cancer treatment were calculated and

compered between women and men using the Wilcoxon
test. The Mann-Whitney U test and y?tests were used to
assess differences between women and their partners in
quantitative and qualitative variables, respectively. Spear-
man rank correlation was used to evaluate correlation
between different variables and sexual function assessed
by CSFQ in both subjects. A statistically significant p value
was set at < 0.05.

Results
General characteristics

The mean age of the women and their partners was
51.86 +12.4 and 51.29 +12.4 years, respectively. The mean
time after treatment completion was 1.4 years (0.7-1.8
+0.63) (Table 1). Sixteen women were treated for endo-
metrial cancer (13 — stage |, 2 — stage Il, 1 stage IlI), 11 for
ovarian (7 — stage I, 1 — stage Il, 3 —stage Ill), and 3 for cer-
vical cancer (one for each stage). Nine patients underwent
cytoreductive surgery; the rest had radical hysterectomy
type B or Cl. Sixteen women had pelvic lymph node dis-
section, 3 had sentinel node biopsy, and 3 had systemic
lymphadenectomy. Out of 16 endometrial cervical pa-
tients, 3 received adjuvant brachytherapy (BTH), one re-
ceived extremal beam radiation therapy (EBRT) with BTH,
and one received chemotherapy with EBRT plus BTH. One
patient in the cervical cancer group required no further
treatment, one required EBRT plus BTH, and one required

Table 1. General characteristic of the studied population

Parameters Women Partner
n % n %

Residency

City 26 86.7 26 86.7
Rural 4 13.3 4 13.3
Education

Primary 1 33 7 233
Secondary 11 36.7 15 50.0
Higher 18 60.0 8 26.7
Employment

Blue collar 2 6.7 13 433
White collar 13 433 13.4
Unemployed 6 20.0 0 0.0
Retired 9 30.0 13 433
Religion

Catholic 25 833 25 83.4
Atheist 3 10.0 4 13.3
Other religion 2 6.7 1 33
Smoking 2 6.7 5 16.7
Sexual self-schema — positive 14 46.7 = =
Sexual self-schema — negative 3 10.0 = =
Sexual self-schema — 1 33 = =
a-schematic
Sexual self-schema — 12 40.0 = =

co-schematic
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Table 3. Changes in sexual life before and after cancer diagnosis

Partner Partner Women (patient)
Before After p* Before After p*
n % n % n % n %

Sexual activity — vaginal sex 30 100 18 85.7 NS 30 100.0 22 73.3 0.01
SD in partner (declarative) 7 2331 10 3333 NS 6 20.0 6 20.0 NS
Sexual problems 6 20.00 16 53.33 0.04 8 26.7 15 50.0 0.01
Sexual distress 10 3333 9 30.00 NS 3 10.0 9 30.0 0.01
Watching erotic videos 17 56.68 11 36.67 NS 10 333 9 30.0 NS

NS —non-significant, SD — sexual disfunction
* Wilcoxon test

chemoradiotherapy. Out of 11 ovarian cancer patients,
6 cases required adjuvant chemotherapy (paclitaxel plus
carboplatin). Vaginal narrowing and finger numbness as
complications of radiotherapy and chemotherapy, respec-
tively, were noted in 2 women.

Sexual function

In total, 6 women met the DSM-5 criteria for FSD
(20.0%). One woman was diagnosed with female orgas-
mic disorder (FOD). In the case of 2 women, both female
sexual interest/arousal disorder (FSIAD) and FOD was rec-
ognized, and in 3 respondents — FSIAD, FOD, and genio-
pelvic pain/penetration disorder (GPPPD) were seen.
However, sexual distress (based on FSDS) was noted in
14 individuals (46.7%), whereas sexual problems (based
on CSFQ) we seen in 17 (56.7%) (Table 2).

Self-reported lifelong erectile dysfunction (ED) was noted
in 10 men, lifelong Premature Ejaculation (PE) in 9, lifelong
low libido in 11, and lifelong painful intercourses in 4. Sexual
problems according to CSFQ were noted in 70% of partners
(n = 21). DSM-5 criteria for sexual dysfunction were fulfilled
in the case of 2 men with PE and one with low libido. How-
ever, based on IIEF-15, erectile problems were seen in 90.0%
of men (27 out of 30), with 7 men having severe ED, 2 —mod-
erate, 16 — moderate to severe, and 2 — mild.

The analysis of sexual self-concept revealed that most
women were either positive-schematic or co-schematic —
46.7% and 40.0%, respectively. The proneness to sexual inhi-
bition was higher than proneness to sexual excitation in both
women and men (3.9 vs. 3.0 and 2.4 vs. 2.3, respectively).

Differences in sexuality

Women survivors had worse attitudes toward sex (3.73
vs. 4.48), lower sexual quality of life (63.3 vs. 78.55), lower
scores in the arousal/excitement domain of CSFQ (7.43 vs.
10.75), worse perception of their body image during sex
(1.36 vs. 0.72), lower sexual satisfaction both in the self-con-
centrated and partner-concentrated domains (24.4 vs.
53.5 and 28.6 vs. 32.1, respectively), and higher level of sex-
ual inhibition (3.9 vs. 2.4), compared to male partners. All
of the differences were statistically significant (Table 2).

Comparing sexuality before and after cancer

The comparative analysis of sexuality before and after
the cancer showed that after the completion of treatment

women had less vaginal sex (73% vs. 100%), had more sex-
ual problems (50% vs. 27%), and had higher level of dis-
tress (30% vs. 10%) compared to the period before cancer.
In their partners’ group a statistically significantly higher
proportion of men self-reporting sexual problems was
noted after the cancer (53% vs. 20%). No differences were
noted in watching erotic videos or declaring the presence
of sexual problems in their partner (Table 3).

When frequency of sexual activity, satisfaction, impor-
tance of sex, and future of the relationship were analysed,
women reported significant lower levels of importance
of sex (2.7 vs. 3.5), and lower frequency of mutual mastur-
bation (1.9 vs. 3.2) and orgasm (2.9 vs. 6.9) after the cancer
treatment. No changes were noted in satisfaction with body
image, self-attractiveness, and self-attitudes. In partners,
lower satisfaction from a partner as a lover (3.2 vs. 4.3), sat-
isfaction with sex life (3.6 vs. 4.1), and frequency of orgasm
(3.8 vs. 7.7) were noted after treatment. When the delta
change was analysed, importance of sex and frequency
of satisfying sexual events/month were the only variables
with a significant difference between women and men —
the decrease in importance of sex was higher in women
compared to their male partners. Surprisingly, in women
the frequency of satisfying sex decreased after treatment,
whereas in the partners it increased (Fig. 1, 2). Furthermore,
subjective evaluation of sexual function showed that desire
and arousal decreased, pain increased, and orgasm sensa-
tion did not change (Fig. 3). The assessment of satisfaction
from sexual life and quality of relationship improved or did
not change (Fig. 4). Similarly, partners declared that none
of the sexual response elements (desire, arousal, pain, or-
gasm, IELT, erectile function) changed after the cancer di-
agnosis (Fig. 5).

Correlates of sexual function

The analysis of Spearman rank correlation revealed that
in women sexual function assessed by CSFQ correlated
with importance of sex (r= 0.67, p = 0.001), level of avoid-
ance of exposing one’s body during sex — based on BESAQ
(r = -0.53, p = 0.01), sexual satisfaction in both domains
— based on NSSS (0.82, p = 0.001 and 0.56, p = 0.01, re-
spectively), menopausal symptoms (r = =0.44, p = 0.03),
self-realization in relationship (0.66, p = 0.001), and being
positive-schematic (0.65, p = 0.001). No correlation was
found between marital status (r = 0.29, p = 0.17), duration
of relationship (r = 0.22, p = 0.33), presence of depressive
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Table 2. General characteristics of the studied population — socioeconomical variables and sexual life

Factor

Age

BMI

Religiosity™

Number of pregnancies
Duration of RS (years)
Quality of RS*

Attitudes towards sex*
Partner’s attitudes towards sex*
HADS depression

HADS anxiety

|ELT (minutes)

IIEF — erectile function

IIEF — intercourse satisfaction
IIEF — orgasmic function
IIEF —sexual desire

IIEF — overall satisfaction
IIEF-15 — total score
IPE-sexual satisfaction
IPE-control

IPE-distress

CSFQ — pleasure

CSFQ — desire/frequency
CSFQ — desire/interest
CSFQ — arousal/excitement
CSFQ — orgasm/completion
CSFQ —total score

FSDS —total score

BESAQ

SES

SIS

NSSS — self-concentrated
NSSS — partner-concentrated
MRS — total score

MRS — psychological domain
MRS — somatic domain
MRS — urosexual domain
PSRS —friends

PSRS — family

PSRS — partner

WMRQ —intimacy

WMRQ — disappointment
WMRQ - self-realization
WMRQ — similarity

WMRQ — general

Women
Mean (min-max) £SD
51.86 (26.19-68.02) +12.43
28.74 (17.84-46.29) +7.17
3.47 (1.00-5.00) +1.04
1.64 (0.00-3.00) +0.95
20.76 (0.00-46.00) +15.77
4.56 (2.00-6.00) +0.96
3.73 (2.00-5.00) +0.83
4.04 (3.00-5.00) +0.75
15.72(12.00-18.00) +1.56
18.94(15.00-22.00) +2.41

3.09 (1.00-5.00) +1.20
5.26 (2.00-8.00) +1.66
7.48 (4.00-14.00) +2.31
7.43 (3.00-12.00) £2.57
10.26 (3.00-15.00) +3.32
37.35 (17.00-54.00) +8.25
20.04 (0.00-40.00) +12.98
1.36 (0.18-2.57) 0.63
2.97 (2.25-3.95) £0.43
3.91 (3.00-4.78) +0.49
24.38 (0.00-43.00) +13.30
28.62 0.00-44.00) +14.63
29.78 (14.00-48.00) +9.51
10.13 (5.00-20.00) +4.21
10.91 (5.00-18.00) +3.93
8.74 (3.00-15.00) +3.47
29.87(8.00-40.00) +8.78
31.13 (14.00-40.00) +7.77
33.04 (8.00-40.00) +7.91
32.48 (24.00-40.00) +4.66
39.96 (30.00-50.00) £6.27
26.96 (18.00-35.00) +4.11
28.00 (18.00-35.00) +4.65
107.48 (84.0-118.0) +8.33

Partner
Mean (min-max) +SD
51.29 (27.78-68.63) +12.40
27.13 (0.00-35.49) +6.77
3.45 (1.00-5.00) +1.26
20.76 (0.00-46.00) +15.77
433 (2.00-5.00) +1.06
4.48 (3.00-5.00) +0.60
3.67 (1.00-5.00) #1.20
16.07(13.00-22.00) +1.62
16.08(13.00-22.00) +2.47
11.79 (0.00-45.00) +13.24
16.20 (6.00-26.00) +6.28
6.80 (3.00-11.00) +2.65
4.85 (3.00-8.00) +1.39
5.15 (2.00-9.00) +1.98
4.70 (2.00-9.00) +2.25
37.70 (26.00-53.00) +7.97
28.75 (12.50-50.00) +11.54
33.13 (0.00-112.50) +28.97
73.75 (0.00-125.00) +52.24
3.20 (1.00-5.00) #1.11
5.75 (2.00-8.00) +1.83
8.15 (3.00-14.00) +2.43
10.25 (3.00-14.00) +3.58
10.75 (3.00-15.00) #3.13
40.70 (17.00-55.00) +10.30
0.72 (0.14-1.71) +0.44
2.31 (1.35-3.59) +0.56
2.45 (1.20-3.27) +0.48
35.50 (10.00-50.00) +11.64
32.10 (10.00-50.00) +11.89

34.58 (17.00-40.00) £5.98
4432 (24.00-50.00) £6.63
28.21 (16.00-35.00) +5.04
29.68 (16.00-35.00)4.75
108.16 (85.0-122.0) +10.05

BESAQ — Body Exposure During Sexual Activity Questionnaire, BMI — body mass index, CSFQ — Changes in Sexual Function Questionnaire, HADS — Hospital
Anxiety and Depression Scale, IELT — intravaginal ejaculation latency time (minutes), IIEF-15 — International Index of Erectile Dysfunction, IPE — Index of Premature
Ejaculation, MRS — Menopause Rating Scale, NSSS — New Sexual Satisfaction Scale, PSRS — Provisions of Social Relations Scale, RS — relationship, SES — Sexual
Excitation Scale, SIS — Sexual Inhibition Scale, SISI- inhibition due to performance failure, SIS2 — inhibition due to negative consequences, WMRQ — Well-Matched
Relationship Questionnaire

*5-point Likert scale; statistically significant differences based on Mann-Whitman U test are shown in bold
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* Significant difference in D change between women and men
# Significant change after cancer treatment

symptoms (r=-0.11, p = 0.62), anxiety (r =—0.29, p = 0.17),
and sexual function. In partners, sexual function correlated
with excitatory tone (r = 0.47, p=0.04) and sexual satisfac-
tion — self-concentrated domain based on NSSS (r = 0.48,
p = 0.02). No correlation was found between presence
of depressive symptoms (r = -0.14, p = 0.56), anxiety
(r=-0.01, p = 0.96), and sexual function.

Discussion

General remarks

There are some major strengths of this paper. Firstly, to
our knowledge, this is one of the first studies evaluating
sexual function and body perception in gynaecological
cancer survivors and their partners. Secondly, this is one

of the first studies assessing proneness to sexual stimuliin
cancer survivors and their partners, as well as evaluating
sexual self-concept in those survivors. Thirdly, this is one
of the few papers to use strict DSM-5 criteria for assess-
ing sexual dysfunction in women after cancer treatment,
and in their male partners. Fourthly, this is one of very few
studies from Poland regarding sexual function — the lat-
est was recently published by Optawski et al. showing
(by using satisfaction with life scale and sexual satisfac-
tion scale) a deterioration of sexual function in ovarian
cancer patients that did not markedly improve over time
after surgery or surgery plus chemotherapy [14]. That pa-
per, however, did not assess couple’s sexuality. Finally, this
is one of few studies directly assessing the male partners’
sexual function and comparing sexual needs, percep-
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tion, and expectations within the couple. Despite those
strengths, it must be underlined that this is a pilot study
aimed mostly at identifying areas for further investigation
that will help to establish tailored sexual rehabilitation for
couples including gynaecological cancer survivors. Further
studies are essential to confirm this preliminary finding.

General tendencies

The results of this pilot study were surprising. The prev-
alence of sexual dysfunction diagnosed by DSM-5 criteria
in both partners was not much higher than in the healthy
age-matched population in Poland [49]. Subjective arousal
and desire in women were lower after cancer, but orgasm
sensation did not change, with a significant decrease in its
frequency. The importance of sex decreased in both wom-
an and their partners, but the down-change was higher in
women who perceived sex to be less importance after can-
cer. Satisfaction from sex life did not change, in contrast to
a resent study from Poland on ovarian cancer patients in
which sexual satisfaction gradually decreased over time
after the treatment (cytoreduction followed by chemo-
therapy) [14]. Surprisingly, in women the frequency of sat-
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Fig. 5. Changes of sexual function in partners of cancer survivors —

partners’ subjective evaluation

isfying sex decreased after treatment, whereas in their
partners it increased. No changes in perception of the re-
lationship were noted. Women after cancer reported less
vaginal sex and mutual masturbation whereas their male
partners engaged more frequently in solo masturbation.
Self-perception of body and self-attitudes did not change
after cancer, but the level of avoidance of exposing one’s
body during sex due to body dissatisfaction or concerns
was higher compared to healthy controls from previous
studies [37]. The inhibitory tone was higher compared to
excitation in both partners. A more in-depth discussion
of the results can be found below.

Sexual activity

According to the results of this study, 27% of survivors
had not had vaginal sex at least 6 months post treatment
completion. Those women presented as sexually activ-
ity by means of cuddling with their partner. This data is
in line with the latest study from French oncological cen-
tres, in which 30% of patients after pelvis irradiation due
to gynaecological cancer became sexually inactive [50],
and with a Norwegian sample in which 4 in 10 women
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after treatment of cervical cancer never restarted vaginal
sex [51]. However, the rate of sexually active females after
the treatment varies from 56 to 90%, mostly dependent
on the type of cancer, time after intervention, and the age
of the women (higher rate in younger women) 8, 52-54].

Sexual problems

The frequency of sexual problems assessed by ques-
tionnaire (57%), subjective evaluation (50%), and distress
(50%) was high compared to healthy subjects from a re-
cent paper by Nowosielski et al. (30%, 31%, and 20%, re-
spectively — similar age group) [49]. That observation is in
line with other studies showing an increase in the preva-
lence of sexual problems in cancer survivors [50, 54-56].
Similarly, Perz et al. showed analogue scores in women
after cancer treatment when using CSFQ [21]. However,
in a recent paper by Buckingham et al., no changes were
noticed in sexual function in a 5-year follow-up study com-
paring endometrial cancer with those undergoing hyster-
ectomy for non-oncological reasons [57]. In male partners
the frequencies were much higher (up to 90%) compared
to heathy subjects (up to 50%, depending on the dys-
function in the population of Polish men) [43]. However,
in a subjective evaluation, in most men no differences in
sexual responses were noted or improvement was report-
ed. Similarly in women, despite some changes in sexual
response, the general quality of sexual life did not change,
or it improved. It can be speculated that partner support
or understanding might work as protection, facilitating
the defence mechanism and protecting against the devel-
opment of FSD, as shown in papers by Nowosielski et al.
[23, 49].

Sexual dysfunction

Only 2 studies have evaluated FSD by DSM-5 criteria. In
a study by Lin et al. from Taiwan, 43.7% of women had FSD:
70% — FSIAD, 20% — FOD, and 60% — GPPPD, with the lowest
risk of dysfunction in endometrial cancer (no radiation, no
extensive treatment) [58]. In a study by Chou et al. 43.7%,
65%, 55%, and 95%, respectively, had FSD, with a positive as-
sociation between dysfunction and ovarian cancer (p = 0.05)
and hormone use (p = 0.037), and a negative association
with endometrial and cervical cancer (p = 0.008) [6]. In our
sample the prevalence of FSD was much lower and com-
parable to that observed in an age-matched healthy pop-
ulation (20.0% vs. 14.8%, respectively) [49]. The difference
might be explained by the different ages of respondents —
(mean age 52 years in our study and 42 in the Lin and Chou
study), where younger survivors reported higher numbers
and greater intensity of sexual problems in comparison
with older women [53, 59].

Frequency of sexual activity

A shift towards less oral sex and less mutual masturba-
tion was seen. Some differences were observed between
women and men — an increase in the frequency of solo
masturbation in the partners and a decrease in mutual
masturbation in couples. However, we did not observe
a decrease of frequency of sexual activities, as observed

in a study by Guntupalli et al.: a decrease of 6.1-2.6 times/
month after treatment [53].

Relationship quality and importance of sex

In a recent metanalysis it was shown that for 58-79%
of gynaecological cancer survivors, sex was very or some-
what important [7, 21]. In our study the importance of sex
decreased in women but did not change in men. The level
of interest was much lower compared to healthy subjects
(2.7 vs. 3.3, respectively) [49]. Interestingly, satisfaction
from sexual life and sexual partner did not change in
women but significantly deteriorated in their partners. In
contrast, relationship quality did not change but somehow
improved, which was also noted by Logue et al.: 75-81.5%
of women declared feeling closer to their partner after
the diagnosis [7]. In contrast, Guntupalli et al. noted that
27% of women experienced marital dysfunction [53]. Fi-
nally, the scores in the WMRQ were in the normative range
for the population of Polish healthy women, indicating
a good general quality of relationship [44, 49].

Sexual inhibition and excitation

The results of this study showed high scores in sexual
inhibition and low in excitation in both partners. Opposite
proportions have been previously described in general
healthy controls in similar age groups where excitatory
tone was higher than sexual inhibition; in healthy men
SES and SIS were 2.55 and 2.41, respectively [43], and for
women: 2.80 and 2.63, respectively [44]. However, in sur-
vivors neither SIS nor SES correlated with sexual function
assessed by CSFQ, in contrast to male partners, in whom
a strong correlation was seen with excitatory tone. That
might be an area for further observation and possible in-
tervention (education to lower inhibitory tone combined
with pharmacotherapy to lower sexual anxiety).

Body image and self-concept

Body image disturbances in cancer survivors might be
due to scares, ostomy formation, or “loss of femineity” as
a result of removal of uterus and ovaries [20]. High scores
in the BESAQ indicated a more avoidant and anxious ap-
proach during sexual activity compared to healthy controls
(1.36 vs. 1.25, respectively, for Polish validation study [37]
and 1.3 for heathy perimenopausal women [49]). Similarly,
poorer body image was noted in breast cancer survivors
[23] in 2 recent studies: by Vos et al., in which 31% felt
their body changed negatively and 62% — less attractive
[52], and Logue et al., in which alterations were observed
in 30-50% ovarian cancer survivors, whereas 75% felt less
sexually attractive [7]. Additionally, a recent study by Mi-
chael et al. showed that body image disruption correlated
with higher sexual distress (8 = 0.23, p = 0.024) but not
with sexual satisfaction (B = -0.19, p = 0.089), conclud-
ing that different psycho-sexual correlates shape sexual
distress and satisfaction [26]. We have, however, shown
thatin survivors sexual function correlates with avoidance
of exposing one’s body during sex due to body dissatisfac-
tion based on the BESAQ (r = -0.53, p = 0.01). That area
needs further studies on larger samples.



Couples’ sexual health after gynaecological cancer diagnosis — an unexplored area for further research

The evaluation of sexual self-concept revealed a high
proportion of positive-schematic and co-schematic wom-
en. It must be recognized that sexual self-concept that
reflects “one’s cognitive view or thoughts about sexual
aspects of oneself” [25] might change after gynaecolog-
ical cancer treatment (uterus, cervix, ovaries removal,
vaginal narrowing), which may interfere with the sexual
response cycle and cause alterations in perceiving one’s
body as feminine. That is important because the results
of the latest studies by Lin et al. showed that positive sex-
ual self-schema correlates with better sexual function in
cancer survivors (B = 0.22, p < 0.05) [60]. Why such a large,
compared to healthy controls, proportion of positive and
co-schematic women was shown in our study (28.2% vs.
46.7% and 22.9 vs. 40.0%, respectively) [46] needs fur-
ther investigation. It would also be interesting to compare
self-concepts between survivors and their partners. How-
ever, currently there is no Polish validation of the SSSS
scale for men.

Implications for practice and future research

The results of this pilot study identified some areas that
need further investigation: the level of avoidance of expos-
ing one’s body during sex, sexual inhibitory tone, impor-
tance of sex, sexual self-schema, and differences in sexual
activities between a woman and her partner. Those areas
should be explored in further prospective studies aiming
to enhance sexual performance and a positive attituded to
sex in both the woman and her partner. That would allow
us to tailor couple-based psychosexual intervention and
incorporate this in the rehabilitation process.

Limitations

The study has also some limitations. Firstly, the study
sample is too small to make a definitive conclusion. How-
ever, some general tendencies and areas for further inves-
tigation were identified. Secondly, the study is retrospec-
tive and cannot show the changes of all parameters with
time after treatment. Finally, the analysis should consider
different types of cancer separately, because sexual func-
tion might be different in those cancers [61]; this was im-
possible due to the small number of subjects. However,
it has to be underlined that this is a pilot study, and thus
specific interactions will be evaluated in future prospec-
tive research.

Conclusions

Some differences in perception of sexual function,
needs, satisfaction, and sexual activity between cancer
survivors and their partner exists. The cancer treatment
changes the diversity of sexual behaviours within the cou-
ple. A tendency to avoid exposing one’s body during sex
and a sexual inhibitory tone are high in both partners.
Thus, in gynaecological cancer survivors with their sex-
ual partners, both should be carefully counselled before,
during, and after cancer treatment.

The authors declare no conflict of interest.

References

1. Stabile C, Gunn A, Sonoda Y, et al. Emotional and sexual concerns
in women undergoing pelvic surgery and associated treatment for
gynecologic cancer. Trans| Androl Urol 2015; 4: 169-185.

. Lindau ST, Abramsohn EM, Matthews AC. A manifesto on the pres-
ervation of sexual function in women and girls with cancer. Am
J Obstet Gynecol 2015; 213: 166-174.

3. Ferguson SE, Panzarella T, Lau S, et al. Prospective cohort study
comparing quality of life and sexual health outcomes between
women undergoing robotic, laparoscopic and open surgery for en-
dometrial cancer. Gynecol Oncol 2018; 149: 476-483.

4. Pizzoferrato AC, Klein M, Fauvet R, et al. Pelvic floor disorders and
sexuality in women with ovarian cancer: A systematic review.
Gynecol Oncol 2021; 161: 264-274.

. Wilson CM, McGuire DB, Rodgers BL, et al. Body image, sexuality,
and sexual functioning in women with gynecologic cancer: an
integrative review of the literature and implications for research.
Cancer Nurs 2021; 44: E252-E286.

. Chou YJ, Shih CM. 270 sexual outcomes of gynecologic cancer sur-
vivors. J Sexual Med 2018; 15: S231.

7. Logue CA, Pugh J, Jayson G. Psychosexual morbidity in women
with ovarian cancer. Int J Gynecol Cancer 2020; 30: 1983-1989.

8. Grimm D, Hasenburg A, Eulenburg C, et al. Sexual activity and
function in patients with gynecological malignancies after com-
pleted treatment. Int ) Gynecol Cancer 2015; 25: 1134-1141.

9. Cianci S, Rosati A, Capozzi VA, et al. Quality of life and sexual func-
tioning of patient affected by endometrial cancer. Minerva Med
2021; 112: 81-95.

10. Cianci S, Tarascio M, Rosati A, et al. Sexual function and quality
of life of patients affected by ovarian cancer. Minerva Med 2019;
110: 320-329.

11. Del Pup L, Villa R Amar ID, et al. Approach to sexual dysfunction in
women with cancer. Int J Gynecol Cancer 2019; 29: 630-634.

12. Sutandar Y, Mongan SR, Laihad BJ, et al. 144 sexual function after
pelvic radiotherapy: a brief descriptive study in locally advanced
cervical cancer patients. Int ) Gynecol Cancer 2020; 30: A95.

13. Petousis S, Mavromatidis G, Sotiriadis A, et al. EP1110 sexual dys-
function impairment in gynaecological cancer survivors: system-
atic review. Int J Gynecol Cancer 2019: A579-A580.

14. Optawski M, Grabarek BO, Srednicka A, et al. The impact of surgi-
cal treatment with adjuvant chemotherapy for ovarian cancer on
disorders in the urinary system and quality of life in women.J Clin
Med 2022; 11: 1300.

15. Bradford NK, McDonald FEJ, Bibby H, et al. Psychological, func-
tional and social outcomes in adolescent and young adult cancer
survivors over time: a systematic review of longitudinal studies.
Psychooncology 2022; 31: 1448-1458.

16. Fischer OJ, Marguerie M, Brotto LA. Sexual function, quality of life,
and experiences of women with ovarian cancer: a mixed-methods
study. Sex Med 2019; 7: 530-539.

17. Kacperczyk-Bartnik J, Nowosielski K, Lindquist D, et al. Attitudes
towards sexual counselling of patients with gynaecological ma-
lignancies — preliminary results of the survey examining ENYGO
members perspective. Int ] Gynecol Cancer 2019: A174.

18. 1zycki D, Wozniak K, 1zycka N. Consequences of gynecological can-
cer in patients and their partners from the sexual and psychologi-
cal perspective. Prz Menopauzalny 2016; 15: 112-116.

19. White ID, Tennant A, Taylor C. Sexual morbidity assessment in
gyne-oncology follow-up: development of the sexual well-being
after cervical or endometrial cancer (SWELL-CE) patient-reported
outcome measure. J Sex Med 2020; 17: 2005-2015.

20.Sacerdoti RC, Lagana’ L, Koopman C. Altered sexuality and body
image after gynecological cancer treatment: how can psycholo-
gists help? Prof Psychol Res Pr 2010; 41: 533-540.

21. Perz J, Ussher JM, Gilbert E, et al. Feeling well and talking about
sex: psycho-social predictors of sexual functioning after cancer.
BMC Cancer 2014; 14: 228.

22.Katz A. Breaking the silence on cancer and sexuality: a handbook
for health care providers: the Oncology Nursing Society 2018.

23. Kowalczyk R, Nowosielski K, Cedrych |, et al. Factors affecting sex-
ual function and body image of early-stage breast cancer survi-

N

w1

[e)}



contemporary

vors in poland: a short-term observation. Clin Breast Cancer 2019;
19: e30-e39.

24. De Souza C, Santos AVSL, Rodrigues ECG, et al. Experience of sex-
uality in women with gynecological cancer: meta-synthesis
of qualitative studies. Cancer Invest 2021; 39: 607-620.

25. McCallum M, Lefebvre M, Jolicoeur L, et al. Sexual health and gy-
necological cancer: conceptualizing patient needs and overcom-
ing barriers to seeking and accessing services. J Psychosom Ob-
stet Gynaecol 2012; 33: 135-142.

26.Michael S, Skaczkowski G, Wilson C. Sexual satisfaction and
sexual distress after cancer: the role of body image disruption,
self-compassion, sexual pain and relationship satisfaction. Psy-
chooncology 2021; 30: 1902-1909.

27.Benoot C, Saelaert M, Hannes K, et al. The sexual adjustment pro-
cess of cancer patients and their partners: a qualitative evidence
synthesis. Arch Sex Behav 2017; 46: 2059-2083.

28.Dorfman CS, Arthur SS, Kimmick GG, et al. Partner status moder-
ates the relationships between sexual problems and self-efficacy
for managing sexual problems and psychosocial quality-of-life for
postmenopausal breast cancer survivors taking adjuvant endo-
crine therapy. Menopause 2019; 26: 823-832.

29.Gorman JR, Smith E, Drizin JH, et al. Navigating sexual health in
cancer survivorship: a dyadic perspective. Support Care Cancer
2020; 28: 5429-5439.

30.Biel-Drabe N, Steinert H, Moergeli H, et al. Thyroid cancer has
a small impact on patient-partner relationships and their frequen-
cy of sexual activity. Palliat Support Care 2018; 16: 335-346.

31. Abbott-Anderson K, Young PK, Eggenberger SK. Adjusting to sex
and intimacy: gynecological cancer survivors share about their
partner relationships. ] Women Aging 2020; 32: 329-348.

32.Vermeer WM, Bakker RM, Kenter GG, et al. Cervical cancer survi-
vors’” and partners’ experiences with sexual dysfunction and psy-
chosexual support. Support Care Cancer 2016; 24: 1679-1687.

33. Acquati C, Hendren S, Wittmann D, et al. Psychological and sexual
distress in rectal cancer patients and partners. Psychooncology
2022; 31: 920-928.

34. Reese JB, Zimmaro LA, Lepore SJ, et al. Evaluating a couple-based
intervention addressing sexual concerns for breast cancer survi-
vors: study protocol for a randomized controlled trial. Trials 2020;
21:173.

35. APA. Diagnostic and statistical manual of mental disorders. 5% ed.
American Psychiatric Publishing 2013, 423-450.

36.M. P. Well-Matched Relationship Questionnaire [Kwestioanrisz
Dobranego Matzenstwal. In M. P (ed.) Commitment in marriage
and family — methodology for studies [Wiezi w matzenstwie
i rodzinie — metody badan ], 3% ed. Oficyna Wydawnicza “Impuls”,
Krakow 2007, 157-178.

37. Nowosielski K, Kurpisz J, Kowalczyk R. Body image during sexual
activity in the population of Polish adult women. Prz Menopauzal-
ny 2019; 18: 198-209.

38. Dzwonkowska I. When people in close relationships are not pre-
pared to listen to emotional disclosures. Interpersona. Int J Per-
sonal Relationships 2007; 1: 173-190.

39. Potthoff B Heinemann LA, Schneider HP, et al. [The Menopause
Rating Scale (MRS I1): methodological standardization in the Ger-
man population]. Zentralbl Gynakol 2000; 122: 280-286.

40. Watrowski R, Rohde A. Validation of the Polish version of the hos-
pital anxiety and depression scale in three populations of gyneco-
logic patients. Arch Med Sci 2014; 10: 517-524.

. Clayton AH, McGarvey EL, Clavet GJ. The changes in sexual func-
tioning questionnaire (CSFQ): development, reliability, and validi-
ty. Psychopharmacol Bull 1997; 33: 731-745.

.Stulhofer A, Busko V, Brouillard P. Development and bicultural val-
idation of the new sexual satisfaction scale. J Sex Res 2010; 47:
257-268.

. Nowosielski K, Kurpisz J, Kowalczyk R, et al. Sexual inhibition and
sexual excitation scales in men: psychometric properties of a pol-
ish adaptation. Arch Sex Behav 2021; 50: 2741-2753.

44.Nowosielski K, Kurpisz J, Kowalczyk R. Sexual inhibition and sex-
ual excitation in a sample of Polish women. PLoS One 2021; 16:
€0249560.

4

—_

4

N

4

w

45. Nowosielski K, Wrébel B, Sioma-Markowska U, et al. Sexual dys-
function and distress--development of a Polish version of the fe-
male sexual distress scale-revised. ) Sex Med 2013; 10: 1304-1312.

46.Nowosielski K, Jankowski KS, Kowalczyk R, et al. Sexual self-sche-
ma scale for women-validation and psychometric properties
of the Polish version. Sex Med 2018; 6: 131-142.

47.Rosen RC, Cappelleri JC, Gendrano N. The international index
of erectile function (IIEF): a state-of-the-science review. IntJ Impot
Res 2002; 14: 226-244.

48.Althof S, Rosen R, Symonds T, et al. Development and validation
of a new questionnaire to assess sexual satisfaction, control, and
distress associated with premature ejaculation. J Sex Med 2006;
3: 465-475.

49, Nowosielski K, Sidorowicz M. Sexual behaviors and function
during menopausal transition-does menopausal hormonal ther-
apy play a role? Menopause 2020; 28: 271-283.

50.Almont T, Delannes M, Ducassou A, et al. Sexual quality of life and
needs for sexology care of cancer patients admitted for radiother-
apy: a 3-month cross-sectional study in a Regional Comprehen-
sive Reference Cancer Center. ) Sex Med 2017; 14: 566-576.

51. Dahl AA, Bentzen AG, Fossa SD, et al. Sexual inactivity during
the last 4 weeks in long-term cervical cancer survivors: prevalence
and associated factors. J Sex Med 2020; 17: 1359-1369.

52.Vos M, Graafsma |, Boll D, et al. 005 changes in sexuality in ovarian
cancer survivors and their partners; a cross-sectional study from
the PROFILES registry. } Sexual Med 2019; 16: S2-S3.

53. Guntupalli SR, Sheeder J, loffe Y, et al. Sexual and marital dysfunc-
tion in women with gynecologic cancer. Int J Gynecol Cancer 2017;
27: 603-607.

54.Gao H, Xiao M, Bai H, et al. Sexual function and quality of life
among patients with endometrial cancer after surgery. Int ) Gyne-
col Cancer 2017; 27: 608-612.

55. Eaton L, Kueck A, Maksut J, et al. Sexual health, mental health, and
beliefs about cancer treatments among women attending a gyne-
cologic oncology clinic. Sex Med 2017; 5: e175-e183.

56.Espitia De La Hoz FJ. 0-02 prevalence of sexual disorders in wom-
en with gynecological cancer, in the department of quindio. J Sex-
ual Med 2017; 14: e373.

57.Buckingham L, Haggerty A, Graul A, et al. Sexual function fol-
lowing hysterectomy for endometrial cancer: A five-year follow up
investigation. Gynecol Oncol 2019; 152: 139-144.

58.Lin H, Fu HC, Wu CH, et al. Evaluation of sexual dysfunction in gy-
necologic cancer survivors using DSM-5 diagnostic criteria. BMC
Womens Health 2022; 22: 1.

59. Abbott-Anderson K, Kwekkeboom KL 026 sexual concerns for
women with gynecologic cancer: does age make a difference?
J Sexual Med 2016; 13: S250-S251.

60.Li CC, Rew L, Chen L Factors affecting sexual function: a com-
parison between women with gynecological or rectal cancer and
healthy controls. Nurs Health Sci 2015; 17: 105-111.

61. Lee JT, Kuo HY, Huang KG, et al. Diversity of sexual activity and cor-
relates among women with gynecological cancer. Gynecol Oncol
2020; 159: 503-508.

Address for correspondence

Krzysztof Nowosielski, MD, prof. SUM
Department of Gynecology, Obstetrics
and Gynecological Oncology

University Clinical Center

Chair of Gynecology and Obstetrics
Medical University of Silesia

ul. Medykow 14

40-754 Katowice, Poland

e-mail: knowosielski@sum.edu.pl

Submitted: 27.12.2022
Accepted: 18.02.2023



