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There are more than 14.5 million cancer
survivors in the United States in 2016."
Although there are no definitive statistics,
in one survey of cancer survivors, 46%
reported sexual health problems related to
the diagnosis and treatment of cancer, and
71% said that they had received no care for
sexual dysfunction.” The impact of prostate
cancer treatments on erectile dysfunction
(ED) is well known. However, the review by
Voznesensky et al® highlights the fact that
treatment of men with other malignancies,
including bladder, testicular, colorectal,
and those treated with marrow or periph-
eral stem cell transplant, can also play havoc
with erectile function. The authors explain
the anatomy and physiology of normal
erections and explain how surgery, radia-
tion, chemotherapy, and hormonal therapy
can cause ED, dry ejaculation, climacturia
(leaking urine during orgasm), or anor-
gasmia (difficulty reaching orgasm). They
provide a thorough discussion of the
standard approaches to ED and conclude
that patients should be referred to urolo-
gists for treatment of cancer-related ED.

A Complex Issue

Sexuality is complex, and sexual function
after diagnosis and treatment of cancer is
even more complex. In addition to the
physical and physiologic problems, psycho-
logical, relational, and cultural aspects of
sexuality must be taken into account. What
research has now made clear is that the par-
tner plays a crucial role in coping with the
impact of cancer treatments on the quality
of life of the patient, a perspective that
was not mentioned by Voznesensky et al.’
An excellent review that underscores the

role of the sexual partner in managing ED
of any cause was recently published and is
applicable to patients with cancer as well.*

The review by Voznesensky et al’ as-
sumes that the goal of treatment of ED is
the return of erectile function and ability
to have coital sex. However, there is now a
strong trend in the field toward a more
holistic approach to sexuality that incor-
porates more than penetrative activities.
Because libido, erection, and orgasm all are
separate (but often interlinked processes),
sexual intercourse is just one of an array of
options for a fulfilling sexual life. Often,
nonsexual intimate activities and/or non-
intercourse sexual activities can be most
gratifying for the patient and the partner.’

Other caveats specific to treatments for
ED that were not discussed by Voznesensky
et al’ should be mentioned. Almost 75%
of patients discontinue use of oral agents
after 1 year, commonly because of lack of
efficacy despite achieving an erection.’
Another frequent concern of those suf-
fering ED, especially after radical pros-
tatectomy, is urinary incontinence and
climacturia. These problems can factor
into a patient’s or partner’s willingness to
pursue sexual activities that depend on
erectile function. Although Voznesensky
et al’ are enthusiastic about the penile im-
plant option on the basis of satisfaction of
the patient and the partner, few men with
prostate cancer chose a penile implant.”
When all ED approaches fail, if penetrative
sex is a high priority, discussion about use
of an external penile prosthesis may be of
interest.® However, it is also important to
include the option of sexual activities that
do not rely on erectile function.’
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Integrating Sexual Health Care Into Oncology Practice
Given the complex needs of patients and partners after cancer
therapy that results in ED or other adverse sexual health
outcomes, a multidisciplinary team with an integrative
approach provides the best care. Such a team could include a
sexual health clinician, urologist, psychologist, pelvic floor
physiotherapist, and endocrinologist who have an interest in
and understanding of the impact of specific cancer treatments
on sexual function. Although such clinics are available in some
large cancer centers, these resources are scarce and not gen-
erally available, nor are they always reimbursable. Despite the
fact that there is now considerable research demonstrating the
benefit of addressing the emotional and sexual health of the
patient and his partner, this integrative approach has not been
adopted as a routine part of usual care.

As oncology health care providers, we need to do more to
begin to tackle the complex issues related to the sexual
health of our patients and their partners. We must ac-
knowledge and recognize the important role of sexual
healthin the quality oflife of our patientsand their partners
and that they are interconnected. We must initiate dis-
cussions regarding sexuality as a component of obtaining
informed consent for treatment, not only with surgery
and hormonal therapy but also with radiation and chemo-
therapy treatments. Voznesensky et al’ noted that cisplatin-
based therapy for testicular cancer can result in ED, yet
how frequently do oncologists mention ED as an adverse
effect of chemotherapy?

During follow-up after cancer therapy, questions about
sexual health need to be incorporated into the review of
systems. Patients often do not spontaneously note problems
with their sex life and prefer health care providers to initiate the
discussion because of embarrassment, fear, or other reasons.”
However, health care providers often feel ill-equipped to deal
with sexual health issues, are embarrassed themselves, and
often lack resources to offer patients and their partners if they
do identify a problem. A recent review provides interested
clinicians with insight and in-depth guidance on how to pro-
mote sexual recovery after treatment of prostate cancer, advice
that can reasonably be applied to those with ED related to
treatment for any malignancy.®

Because of this gap in knowledge and resources, oncologists
must play a role in how best to integrate sexual health care into
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medical education as well as into usual practice. Although it
is doubtful that oncologists are able provide this care, they
must insist that this expertise be made available to their
patients and partners and work collaboratively with sexual
health clinicians and others as needed. Similarly, given the
complexity of sexuality after cancer treatments, it is unre-
alistic to expect the urologist alone to provide the integrative
approach required to deal with the reality of ED and other
problems (eg, low libido, urinary incontinence, difficulty
reaching orgasm) that affect sexual health in patients with
cancer. [tis our experience thatimproving the sexual quality
oflife of patients with cancer and their partners goes beyond
treatment of ED.

Authors’ Disclosures of Potential Conflicts of Interest
Disclosures provided by the authors are available with this article at
jop.ascopubs.org.

Author Contributions

Conception and design: Celestia S. Higano

Collection and assembly of data: Celestia S. Higano, Christine Zarowski,
Stacy Elliott

Data analysis and interpretation: All authors

Manuscript writing: All authors

Final approval of manuscript: All authors

Corresponding author: Celestia S. Higano, MD, University of Washington,
Seattle Cancer Care Alliance, 825 Eastlake Ave E (G4830), Seattle, WA
98109; e-mail: thigano@u.washington.edu.

References

1. American Cancer Society: Cancer Facts & Figures 2016. Atlanta, GA, American
Cancer Society, 2016

2. Rechis R, Boerner L, Nutt, et al: How has cancer affected post-treatment survivors:
A LIVESTRONG report. http://images.livestrong.org/downloads/flatfiles/what-we-
do/our-approach/reports/how-cancer/LSSurvivorSurveyReport.pdf

3. Voznesensky M, Annam K, Kreder KJ: Understanding and managing erectile
dysfunction in patients treated for cancer. J Oncol Pract 12:297-304, 2016

4. Li H, Gao T, Wang R: The role of the sexual partner in managing erectile dys-
function. Nat Rev Urol 13:168-177, 2016

5. Reese JB, Keefe FJ, Somers TJ, et al: Coping with sexual concerns after cancer:
The use of flexible coping. Support Care Cancer 18:785-800, 2010

6. Salonia A, Gallina A, Zanni G, et al: Acceptance of and discontinuation rate from
erectile dysfunction oral treatment in patients following bilateral nerve-sparing
radical prostatectomy. Eur Urol 53:564-570, 2008

7. Stephenson RA, Mori M, Hsieh YC, et al: Treatment of erectile dysfunction fol-
lowing therapy for clinically localized prostate cancer: Patient reported use and
outcomes from the Surveillance, Epidemiology, and End Results Prostate Cancer
Outcomes Study. J Urol 174:646-650, 2005; discussion 650

8. Walker LM, Wassersug RJ, Robinson JW: Psychosocial perspectives on sexual
recovery after prostate cancer treatment. Nat Rev Urol 12:167-176, 2015

9. Park ER, Norris RL, Bober SL: Sexual health communication during cancer care:
Barriers and recommendations. Cancer J 15:74-77, 2009

Copyright © 2016 by American Society of Clinical Oncology


http://jop.ascopubs.org
mailto:thigano@u.washington.edu
http://images.livestrong.org/downloads/flatfiles/what-we-do/our-approach/reports/how-cancer/LSSurvivorSurveyReport.pdf
http://images.livestrong.org/downloads/flatfiles/what-we-do/our-approach/reports/how-cancer/LSSurvivorSurveyReport.pdf

AUTHORS' DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST

Sexual Health After Cancer Therapy

Commentary

The following represents disclosure information provided by authors of this manuscript. All relationships are considered compensated. Relationships are
self-held unless noted. | = Immediate Family Member, Inst = My Institution. Relationships may not relate to the subject matter of this manuscript. For
more information about ASCO’s conflict of interest policy, please refer to www.asco.org/rwc or jop.ascopubs.org/site/misc/ifc.xhtml.

Celestia S. Higano

Employment: CTI (1)

Leadership: CTI (1)

Stock or Other Ownership: CTI (1)

Consulting or Advisory Role: Dendreon, Bayer HealthCare
Pharmaceuticals, Medivation, Ferring Pharmaceuticals, AbbVie, Pfizer,
BHR Pharma, Orion, Emergent BioSolutions, MorphoSys, Churchill
Pharmaceuticals, Astellas Pharma, Clovis Oncology, Blue Earth, Cato
Research

Research Funding: Algeta/Bayer HealthCare Pharmaceuticals (Inst),
Aragon Pharmaceuticals (Inst), AstraZeneca (Inst), Dendreon (Inst),
Genentech (Inst), Medivation (Inst), Millennium Pharmaceuticals (Inst),
Sanofi (Inst), TEVA Pharmaceuticals Industries (Inst), Exelixis (Inst),
Emergent BioSolutions (Inst), Bayer HealthCare Pharmaceuticals (Inst)
Travel, Accommodations, Expenses: Bayer, Medivation, Dendreon,
Ferring Pharmaceuticals, Pfizer, Johnson & Johnson, AbbVie, Genentech,
Amgen, Orion Pharma, Ockham, TEVA Pharmaceuticals Industries, Sanofi,
Astellas Pharma, Emergent BioSolutions, MorphoSys, Churchill
Pharmaceuticals, Clovis Oncology, Astellas Pharma, Blue Earth

Copyright © 2016 by American Society of Clinical Oncology

Christine Zarowski
No relationship to disclose

Richard Wassersug
No relationship to disclose

Stacy Elliott
Consulting or Advisory Role: Abbott Laboratories (now Mylan)
Speakers’ Bureau: Mylan Pharmaceuticals

Volume 12 / Issue 4 / April 2016 - jop.ascopubs.org


http://www.asco.org/rwc
http://jop.ascopubs.org/site/misc/ifc.xhtml
http://jop.ascopubs.org

	Sexual Health After Cancer Therapy
	Outline placeholder
	A Complex Issue
	Integrating Sexual Health Care Into Oncology Practice

	References


