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Abstract

Background: Gynecological malignancies and their treatments have a profound impact on women's
physical, psychological, and sexual health. Sexual dysfunction is an under-reported yet essential
survivorship concern in women treated for gynecological malignancies.

Objectives: To assess the prevalence and pattern of sexual dysfunction among women with gynaecological
cancers and to evaluate the association between treatment-related factors and female sexual function.
Materials and Methods: This cross-sectional study was carried out in the Department of Obstetrics and
Gynecology at Gandhi Medical College and Hamidia Hospital in Bhopal. Female sexual function was
measured using the Female Sexual Function Index (FSFI). Data on sexual desire, arousal, lubrication,
orgasm, satisfaction, and pain were analyzed. Statistical associations were assessed using appropriate
methods, and p-values < 0.05 were considered significant.

Results: A substantial frequency of sexual dysfunction was found among study participants. Reduced
sexual satisfaction and genito-pelvic pain were the most commonly affected domains, followed by arousal
and lubrication disorders. Women undergoing multimodal treatment had considerably worse sexual
function scores than that receiving single-modality therapy. Treatment-related factors had a statistically
significant relationship with sexual dysfunction.

Conclusion: Sexual dysfunction is common among women with gynaecological malignancies, especially
after rigorous treatment regimens. Routine sexual health assessments and the incorporation of sexual
counseling into cancer care are critical for improving survivors' quality of life.

Keywords: Gynaecological cancer, sexual dysfunction, female sexual function index, quality of life,
cancer survivorship

Introduction

Gynaecological cancers are a major global health burden for women, accounting for a sizable
share of female cancer-related morbidity and mortality. According to recent global cancer
estimates, malignancies of the cervix, ovary, and endometrium collectively contribute
significantly to the global cancer burden, particularly in low and middle-income countries &,
Improvements in screening, diagnosis, and multimodal treatment have led in improved survival
rates; however, long-term survivorship concerns affecting quality of life are receiving more
attention [, Sexual health is an important aspect of total well-being, yet it is often disregarded in
oncology care. Female sexual dysfunction includes problems of sexual desire, arousal,
lubrication, orgasm, satisfaction, and pain, which can have a substantial impact on emotional
health and intimate relationships [Bl. Women with gynaecological cancers are particularly
vulnerable to sexual dysfunction as a result of disease-related and treatment-induced alterations
to reproductive and sexual organs [“.Cancer treatments such as surgery, chemotherapy, and
radiotherapy can have a negative impact on female sexual function due to anatomical disruption,
hormonal imbalance, neurovascular damage, and treatment-induced exhaustion Bl Surgical
procedures such as hysterectomy and extensive pelvic surgery can affect body image and sexual
identity, whereas pelvic radiotherapy can cause vaginal dryness, fibrosis, and dyspareunia,
resulting in long-term sexual issues ®1. Despite the significant prevalence of sexual dysfunction,
communication about sexual health is still limited between patients and healthcare providers.
Many women are hesitant to discuss sexual difficulties because of sociocultural stigma, shame,
or the belief that sexual health is secondary to cancer survival ['l. Furthermore, physicians' lack
of training and time restrictions lead to sexual difficulties being overlooked and under-managed
in cancer care [, Validated and reliable instruments are required for the systematic assessment
of sexual dysfunction.
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The Female Sexual Function Index (FSFI) is a multidimensional
questionnaire that assesses six aspects of female sexual function.
It has been widely verified in both general and cancer
populations 1. However, there is inadequate data from Indian
tertiary care settings on the assessment of sexual dysfunction
using standardized instruments among women  with
gynaecological malignancies, emphasizing the need for the
current study 1,

Materials and Methods

A hospital-based cross-sectional study was conducted in the
Department of Obstetrics and Gynecology at Gandhi Medical
College and Hamidia Hospital, Bhopal. The study was carried
out over a period of 18 months, from May 2023 to October
2024, after obtaining approval from the Institutional Ethics
Committee. Written informed consent was obtained from all
participants prior to enrolment.

Inclusion Criteria

Women aged > 18 years with a histopathologically confirmed
diagnosis of gynaecological malignancy, including cervical,
ovarian, endometrial, vulvar cancers, or gestational trophoblastic
neoplasia, were included in the study. Eligible participants
comprised women who were under evaluation for treatment,
currently undergoing treatment, or had completed treatment in
the form of surgery, chemotherapy, radiotherapy, or a
combination of these modalities. Only women who were
sexually active prior to the diagnosis and willing to participate
with written informed consent were enrolled.

Exclusion Criteria

Women were excluded if they had a history of severe psychiatric
iliness impairing comprehension or ability to respond, critical
illness or poor general condition at the time of assessment,
known pre-existing sexual dysfunction prior to cancer diagnosis,
or a history of pelvic surgery or radiotherapy for non-
gynaecological indications. Women who were unwilling to
participate in the study were also excluded.

Data Collection Tool

https://www.gynaecologyjournal.com

Sexual function was assessed using the Female Sexual Function
Index (FSFI), a wvalidated multidimensional self-report
questionnaire consisting of 19 items assessing six domains of
female sexual function: desire, arousal, lubrication, orgasm,
satisfaction, and pain. Each domain score was calculated
according to standard scoring guidelines, and a total FSFI score
was derived by summing domain scores. Sexual dysfunction was
defined using established FSFI cut-off values.
Sociodemographic and clinical details, including age, type of
gynaecological cancer, stage of disease, and treatment modality,
were recorded using a structured proforma.

Variables Analysed

The variables analysed in the study included the prevalence of
overall sexual dysfunction, the domain-wise distribution of
sexual dysfunction, and the association between the type of
gynaecological cancer and sexual dysfunction. In addition, the
relationship between treatment modality and the presence of
sexual dysfunction was evaluated.

Statistical Analysis

Data were entered into Microsoft Excel and analysed using the
Statistical Package for the Social Sciences (SPSS) software
(IBM Corp., Armonk, NY). Categorical variables were
expressed as frequencies and percentages, while continuous
variables were summarized as mean * standard deviation or
median with interquartile range. Associations were assessed
using the Chi-square test or Fisher’s exact test, as appropriate. A
p-value < 0.05 was considered statistically significant.

Results

A total of 91 patients participated in the study and completed the
guestionnaires.A high overall prevalence of sexual dysfunction
among women with gynaecological cancers, indicating that the
majority of study participants were affected (graph 1).Sexual
dysfunction was observed across all gynaecological cancer
types, with a higher proportion among cervical cancer patients,
while it remained prevalent among ovarian, endometrial, vulvar
cancers, and gestational trophoblastic neoplasia, highlighting its
widespread occurrence across malignancies (Graph 2).

Prevalence of sexual dysfunction among gynaecological cancer
patients

M Present

H Absent

Graph 1: Overall prevalence of sexual dysfunction among study participant
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Prevalence of sexual dysfunction among
gynaecological cancer patients

M Present
H Absent

Graph 2: Distribution of sexual dysfunction across different gynaecological cancer types

All major domains of female sexual function were affected,
indicating that sexual dysfunction was not limited to a single
aspect of sexual health. The findings demonstrate that

impairment across multiple domains is common among
gynaecological cancer survivors, reflecting a broad impact on
sexual functioning irrespective of cancer type (Table 1).

Table 1: Prevalence of sexual dysfunction domain wise among gynecological cancer patients

Variable N %
Hypoactive Sexual Desire Disorder 33 36.30%
Female Arousal Disorder 43 47.30%
Disorder of Lubrication 42 46.20%
Female Orgasmic Disorder 35 38.50%
Sexual Dissatisfaction 53 58.30%
Genito-Pelvic Pain/Penetration Disorder 51 56.10%
Sexual Dysfunction 69 75.80%

Multiple domains of dysfunction frequently co-existed within
the same individual, highlighting overlap rather than isolated
dysfunctions. Although cervical cancer patients showed higher
absolute frequencies, overlapping domain involvement was also

evident among ovarian and endometrial cancer survivors, while
fewer cases in wvulvar cancer and gestational trophoblastic
neoplasia reflect smaller subgroup sizes (Table 2).

Table 2: Distribution of types of sexual dysfunction by gynecological cancer type

TypeofSexual Dysfunction Cervical Ovarian Endometrial Vulval GTN
Desire 17 7 8 0 1
Arousal 20 10 10 1 2
Lubrication 26 7 9 0 0
Orgasm 20 7 7 0 1
Dissatisfaction 29 10 11 2 1
Pain 30 6 13 2 0

A statistically significant association was observed between the
type of gynaecological cancer and the presence of sexual
dysfunction (P=0.007). Sexual dysfunction was more frequently
observed among women with cervical cancer compared to other
gynaecological malignancies, although it was present across all
cancer types (Table 3). A significant association was also noted
between FIGO stage and sexual dysfunction (P=0.0179), with
increasing disease stage showing a higher burden of sexual
health impairment (table 4). Furthermore, treatment modality
demonstrated a statistically significant association with sexual

dysfunction (P=0.0439). Women receiving combined treatment
modalities exhibited a higher occurrence of sexual dysfunction
compared to those treated with a single modality or those under
evaluation (Table 5).

Overall, these findings indicate that sexual dysfunction among
women with gynaecological cancers is significantly associated
with cancer type particularly cervical cancer as well as disease
stage and treatment modality, highlighting the multifactorial
nature of sexual health impairment in this population.

~303 ~


https://www.gynaecologyjournal.com/

International Journal of Clinical Obstetrics and Gynaecology

https://www.gynaecologyjournal.com

Table 3: Association between types of cancer and sexual dysfunction

Cancer Type Sexual Dysfunction Present | Sexual Dysfunction Absent |Total
Cervical 34 2 36
Ovarian 17 12 29
Endometrial 15 5 20
Vulval 2 1 3
Gestational Trophoblastic Neoplasia 1 2 3
P-Value: 0.0072

Table 4: Association between FIGO Staging and Sexual Dysfunction in gynecological cancer patients

Cancer Staging Sexual Dysfunction Present | Sexual Dysfunction Absent Total
FIGO Stage 1 41 21 62
FIGO Stage 2 18 1 19
FIGO Stage 3 6 0 6
FIGO Stage 4 4 0 4
P-Value: 0.0179

Table 5: Association between treatment type and sexual dysfunction in gynecological cancer patients

Type of Treatment Sexual Dysfunction Present | Sexual Dysfunction Absent | Total
Surgery Only 32 16 48
Surgery and Chemotherapy 9 1 10
Surgery and Radiotherapy 7 0 7
Chemotherapy and Radiotherapy 9 0 9
Chemotherapy Only 1 2 3
Under Evaluation 11 3 14

P-Value: 0.0439

Discussion

Sexual dysfunction is an important survivorship issue in women
treated for gynecological cancers, although it is often overlooked
in routine therapeutic treatment. In the current study, 75.8% of
participants experienced total sexual dysfunction, showing a
significant burden of sexual health issues after diagnosis and
therapy. Previous studies have indicated similar prevalence
percentages, with sexual dysfunction affecting nearly two-thirds
to four-fifths of gynaecological cancer survivors 131,
According to domain-wise analysis, the most commonly
reported difficulties were sexual dissatisfaction (58.3%) and
genito-pelvic pain/penetration disorder (56.1%), followed by
arousal and lubrication disorders. These findings are similar to
previous research, which found dyspareunia, vaginal dryness,
and decreased sexual pleasure as the most common long-term
outcomes of pelvic cancer treatment [*4 11, Pelvic radiation and
extensive pelvic surgery can cause vaginal fibrosis, decreased
elasticity, and neurovascular injury, all of which contribute to
pain and a diminished sexual response [l A statistically
significant link was found between the kind of gynaecological
cancer and sexual dysfunction (P=0.0072), with cervical cancer
patients having the highest frequency across most areas. This
finding is consistent with prior research showing that cervical
cancer survivors had higher sexual morbidity as a result of
intensive treatment techniques including radical hysterectomy
and pelvic radiotherapy [ 1 In contrast, ovarian and
endometrial cancer patients had a lower prevalence, presumably
due to differences in treatment intensity and radiation exposure.
The current study found a significant relationship between FIGO
stage and sexual dysfunction (P=0.0179). Women with
advanced-stage disease were more likely to have sexual
dysfunction, possibly due to the need for more extensive and
multimodal therapy. Previous studies have found similar
relationships, indicating that illness severity and cumulative
treatment toxicity have a negative impact on sexual health
outcomes [18 1. Treatment modality was strongly linked with
sexual dysfunction (P=0.0439), with a higher prevalence found

in women who received combined treatment modalities, notably
surgery with radiotherapy or chemo-radiation. Multimodal
treatment has been demonstrated to have additive negative
consequences on sexual function, such as hormonal disruption,
nerve damage, early menopause, and chronic exhaustion (3 16
201 These findings highlight the importance of anticipatory
counseling for sexual adverse effects prior to starting
medication. Despite the significant prevalence of sexual
dysfunction and discomfort, sexual health is not properly
addressed in gynaecological oncology therapy. According to
studies, both patients and healthcare providers experience
hurdles when discussing sexual concerns, such as
embarrassment, social constraints, and a lack of training 2. The
routine use of validated tools like the FSFI, together with the
integration of sexual counseling and rehabilitation services, has
the potential to greatly improve the quality of life for
gynaecological cancer survivors.

Conclusion

Sexual dysfunction is a prevalent and clinically significant
condition in women with gynaecological malignancies, affecting
more than three-quarters of patients in the current study.
Multiple aspects of sexual function were impaired, particularly
sexual dissatisfaction and genito-pelvic discomfort, indicating a
significant negative impact on quality of life. Sexual dysfunction
was significantly associated with cancer type, FIGO stage, and
treatment mode, with a higher prevalence shown in cervical
cancer, advanced-stage disease, and women receiving
multimodal treatment. These data demonstrate the combined
effects of illness severity and vigorous therapeutic approaches
on female sexual health. Despite its high frequency, sexual
dysfunction is not properly treated in standard gynaecological
oncology care. Routine sexual health screening and the
incorporation of counseling and supportive interventions are
critical for improving survivorship care and general well-being
in women treated for gynaecological malignancies.
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