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ABSTRACT

Introduction. Chronic medical conditions are frequently associated with sexual difficulties and problems, which are often
underreported and underdiagnosed. Patients may feel that sexual problems in the context of disease are not important
enough to be mentioned to their physicians, and physicians may feel uncomfortable and sometimes incompetent. Fur-
thermore, the diagnostic criteria of Diagnostic and Statistical Manual of Mental Disorders-IV and International Classifi-
cation of Diseases-10 are focused on the phenomenology of the sexual response without any specificity regarding diseases.
Aim. To facilitate access for patients and physicians, we wanted to develop a tool for assessment and discussion of
sexual problems in the context of disease. This tool should be broadly applicable, easy to use and learn for nonmental
health professionals.

Main Outcome Measures. Content analysis with respect to the integration of general sexological and disease-
specific dimensions. Formulation of a diagnostic and therapeutic algorithm that can be used as a teaching tool.
Methods. Based on our experience as a liaison-consultation sexological division of the university hospital of Basel, we
analyzed the sexological diagnostic workup performed with the following group of female patients: women with benign
gynecologic conditions; women with incontinence; oncological patients (mammary carcinoma, genital carcinoma); neu-
rological patients (multiple sclerosis, spine injury, Parkinson’s); patients with metabolic and endocrine disorders (diabetes,
metabolic syndrome, polycystic ovarian syndrome); and patients with mental health disorders (depression, anxiety disorder,
schizophrenia). We extracted the commonly used steps in the workup to construct a tool with easy-to-remember elements,
which would help the physician to evaluate patients’ sexual problems and plan for referral or therapy.

Results. We could differentiate three diagnostic dimensions. The first were person-related preexisting factors, such
as sexual satisfaction and function, age, body image, and general well-being. The second were the disease-specific
implications, which could be summarized under the 8 Ds: Danger, Destruction, Disfigurement, Disability and pain,
Dysfunction, Dysregulation, Disease load, and Drugs. The third was the patient’s and partner’s general response to
the disease determined by affective response, coping style, body image impact, and changes in relationship dynamics.
Conclusion. Sexual problems are frequent in many clinical conditions, but are not yet a routine part of diagnostic
workup and therapeutic planning. We have developed a tool to help physicians in different clinical settings to
evaluate sexual problems of the female patients with specific clinical conditions in order to facilitate access to
recognition and possible treatment. Bitzer J, Platano G, Tschudin S, and Alder J. Sexual counseling for women
in the context of physical diseases—A teaching model for physicians. J Sex Med 2007;4:29-37.
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Introduction

exologists working in a liaison setting in which
Sthey are asked to care for inpatients and outpa-
tients of various medical disciplines are confronted
with several challenges.

The first challenge is related to patients’ and
physicians’ concepts about the importance of sex-
uality in the context of disease.

We know from the literature that the prevalence
of sexual problems in the context of disease is high,
frequently underdiagnosed, and untreated [1].
This seems due to the implicit concept that disease
has something to do with survival and self-preser-
vation, and that sexuality comes somehow in the
second line, when the disease problem is resolved
[2]. This concept ignores the fact that many dis-
eases have a chronic course, and that in real life
there is not an either disease-centered or sexuality-
centered approach. Both dimensions go together
as integral part of our patients’ lives, and it is a
patient-centered approach that takes this global
dimension of health and sexuality into account.

The second challenge refers to classification of
sexual dysfunction, which refers to two main goals:
(i) description of the dysfunction; and (ii) identifi-
cation of aetiopathogenetic factors and therefore
consideration of contextual factors. Definition of
women’s sexual dysfunction has undergone impor-
tant revisions in the past years as recommended by
the International Committee that was sponsored
by the American Urological Association Founda-
tion [3,4]. This classification proposes subtypes of
arousal disorders that separate an absence of sub-
jective arousal from all types of sexual stimulation,
from an absence of subjective arousal when the
only stimulus is genital. In addition, persistent
genital arousal disorder has been suggested as a
new arousal disorder. Sexology as a discipline
implicitly refers to human sexual behavior of
healthy individuals, and sexual counseling and
therapy deals with sexual dysfunctions described
in the International Classification of Diseases
under the heading of F 52, which explicitly states
that the dysfunction cannot be entirely explained
by a physical disease [5].

The consideration of aetiopathogenetic factors
stresses the role of the disease and other contextual
factors for the development of the disorder. The
impact of physical disease on the patient’s sexual
experience and behavior is, however, in many dis-
eases, not well studied and understood and, in
most cases, it is far from evident whether the sex-
ual problem is completely caused by the disease.
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It seems in fact more likely that in the individual
patient the problems are only partially condi-
tioned by the pathophysiology of the disease and
there is a large amount of modification due to
“personal factors” [6,7]. So the basic practical
question is: What is the pathogenetic role of the
disease and what is the role of the person-related
factors in the formation of the sexual dysfunction?
It seems that this question has not yet a standard-
ized answer for most clinical situations, and the
practice is based on the clinician’s personal expe-
rience and judgment.

The third challenge comes with the second:
Who has the competence to care for the sexual
problem? Is it the specialist for the disease (know-
ing all about pathophysiology and therapeutic
implications, but frequently being an analphabet
in sexual issues), or is it the sexologist (the expert
for sexual issues but a lay person with respect to
the disease)? Already having the medical knowl-
edge, physicians from many backgrounds could be
trained in sexual medicine. The gap between the
two disciplines could thereby be bridged.

This question refers to the next one: What do
patients expect? How do they react to the involve-
ment of a so-called sex specialist?

Again these questions are not yet well studied,
and everybody depends on experience obtained
while being on the job.

Considering these challenges, we have tried to
develop a training program in “medical sexology,”
which should function as a practical tool to serve
the following purposes:

* To facilitate access for patients and physicians
to discuss and assess sexual problems in the con-
text of disease;

* To provide a basic pathogenetic model of
understanding sexual problems in the context of
specific diseases;

* To establish and define a basic standard diag-
nostic procedure that is common for different
clinical conditions; and

* To establish and define a basic concept of sexo-
therapeutic options as the common basis for an
individualized plan for referral or therapy.

This tool should be simple and easy to learn for
different professional groups.

For 8 years we have worked as a liaison-consul-
tation sexological unit for the various medical dis-
ciplines of the university hospital of Basel. We
received referrals not only from within the hospi-
tal, but also from physicians in the Basel region
and from other parts of Switzerland. Based on the
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Figure 1 Sexual (dys)function and disease.

experience with 80-100 new patients every year,
we analyzed the sexological diagnostic workup and
therapeutic interventions performed with the fol-
lowing group of patients:

* Women with benign gynecologic conditions;

* Oncological patients (mammary carcinoma,
genital carcinoma);

* Patients with metabolic and cardiovascular
disease;

* Neurological patients (multiple sclerosis [MS],
spine injury, Parkinson’s); and

* Psychiatric patients (depression, anxiety disor-
der, psychosis).

We then extracted the commonly used steps in
the workup under supervision to construct a tool
with easy-to-remember elements, which would
help the physicians to evaluate the patients’ sexual
problems and plan for referral or therapy.

We could extract three dimensions, which
would interact with each other in the formation
of the individual sexual problem of our patients

(Figure 1).

The First Dimension: Person-Related
Preexisting Factors

Preexisting Sexual Difficulties and Resources

Preexisting sexual difficulties may become evident
through the disease process. A diminished interest
in sexuality and dissatisfying sexual experiences
before the onset of symptoms, diagnosis, and
treatment may turn into an openly declared, man-
ifest hypoactive sexual desire disorder [8,9]. The
preexisting individual importance attributed to
sexuality will influence the impact of a disease on
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sexual interest and satisfaction [10,11]. One of the
most stable predictors for sexual dysfunction after
a potentially distressing event is the subjective sat-
isfaction with the previous sexual experience and
behavior [12,13].

Age

The majority of studies indicate a decline in the
frequency of sexual activity with age. Cross-
sectional studies also show a decline in women’s
sexual functioning with increasing age. There is
general agreement in the literature that with age
there is a decline in desire and sexual interest, and
some studies show that the frequency with which
women experience orgasm also declines with age

[14].

Body Image
Body image describes the inner representation of
the body with respect to cognitive and emotional
attributions. It is a changing inner working model,
being constantly adapted to internal and external
information about the body.

Body image has an impact on sexual motivation,
contact, and sexual behavior, as well as sexual sat-
isfaction [15,16].

General Physical and Psychological

Well-Being or Morbidity

General well-being is an empirically proven pre-
dictor for sexual function. General well-being
refers to a global evaluative feeling and thought,
summarizing physical, mental, and social percep-
tions and interpretations [17].

It is evident that preexisting complaints and
subclinical disturbances of general well-being and
physical fitness may have an impact on the devel-
opment of sexual dysfunction in the context of
disease [18].

The Second Dimension: Disease-Specific Factors

These are factors that are directly linked to the
disease itself.

They comprise eight different entities, which
for didactic reasons can be summarized under the
8 Ds.

Danger (Threat) to Life of the Disease

Diseases differ in their danger or threat to the
patient’s life and survival. This is most prominent
in cardiovascular and oncologic conditions. The
intensity of this threat has an impact on the
patient’s outlook on life and his or her objectives
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and values. Sexuality may lose importance or dis-
appear for a time period as a need behind the
primary objective to survive [19,20].

Destruction

Diseases and their therapies differ in the degree of
direct destruction of organs related to human sex-
uality where the destruction has a morphologic
effect on sexual function. Examples are the cancers
of the female and male genital organs, such as
vulvar, vaginal, uterine, and ovarian cancers

[21,22].

Disfigurement

Diseases and their therapies may have different
impacts on the body surface and thus lead to visi-
ble changes that may be experienced by patients
or other persons as disfigurement, thus having a
possible negative impact on sexuality. This may
occur on the one hand after surgical interventions
because of certain forms of cancer, and also after

chemotherapy (hair loss, skin changes, etc.)
[23,24].

Disability and Pain

Diseases may lead to a dramatic decrease in mobil-
ity and to chronic pain and thus impair sexual
function. This is especially true for chronic rheu-
matic and neurological diseases [25,26].

Dysfunction

Dysfunction describes the direct impact of disease
on the neuromuscular and neurovascular elements
of the sexual response. These mechanisms are very
prominent in neurological diseases, such as MS,
spinal cord injuries, etc. [27,28]. Other causes for
dysfunction can be surgery, radiation, and removal
of hormone-producing organs.

Dysregulation

Dysregulation refers to the influence of certain
diseases on the central nervous regulation of the
sexual response cycle. It is known that hypotha-
lamic sexual centers are connected to central
nervous neurotransmitter pathways and may be
therefore influenced by disturbances of dopamin-
ergic, serotoninergic, adrenergic, and gabaergic
action. An example of this are the disturbances
occurring in patients with Parkinson’s disease,
dementia, and various psychiatric diseases [29,30].

Disease Load

Diseases are frequently accompanied by clinical
conditions not being a separate disease but a part
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of the disease itself. Some of these conditions have
a direct impact on sexuality, such as urine or stool
incontinence, anus praeter, etc. [31,32].

Drugs

The treatment of most diseases includes pharma-
cotherapy, which through its action may have var-
ious impacts on sexual function. The mechanisms
can be divided into central nervous and peripheral
nervous, neurovascular and neuromotor, and
endocrine and local [33,34].

The Third Dimension: The Individual’s (and the
Partner’s) Reaction to the Disease

Affective Response

Anxiety and depression are well-known pathoge-
netic factors in sexual medicine. Anxiety and
depression may lead to diminished sexual desire
and arousal and enhance avoidant behavior, which
may lead to distancing and isolation between the
partners. Patients may develop subclinical distur-
bances that manifest themselves primarily in the
domain of sexuality [35-37].

Influence on Body Image

Most physical diseases impact on the patient’s feel-
ings about his or her body and may modify the
inner representations of the body, which is called
the body image. Negative inner representations
may aggravate patients’ tendencies to withdraw

from sexuality [38,39].

Coping Strategies

There is immense literature on how patients cope
with diseases and on how these coping mecha-
nisms have an influence on the disease-related
quality of life. Cognitive, emotional, and behav-
ioral coping elements can be distinguished from
each other and comprise a large spectrum of
possible responses. Patients who give up, lose
hope, withdraw, catastrophize, focus on negative
thoughts, and are depressed and anxious will have
a greater risk to suffer from sexual difficulties or
will withdraw from sexuality on the whole
[40,41].

Changes in the Couple’s Dynamic Interaction

Diseases may lead to a change in the individual’s
sexual needs and may thus modify the preexisting
balance of exchange between the couple. Patients
may sometimes express an increased need of ten-
derness and nongenital physical closeness, and
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sometimes need to feel that they are desired and
that the partner is taking an active positively
aggressive role in sex. Also the partner may expe-
rience difficulties in moving from the caretaker
role to that of the sexual partner. He might
assume that the unwell woman does not want to
be sexual or even feel inadequate (e.g., at coping
with responsibilities the unwell woman used to
do, or at being able to relieve her pain and suffer-
ing) such that the partner’s sexuality changes. The
individual importance of sexuality may change
and create a chronic incongruence and conflict

[42-44].

The Basic Diagnostic Pathway

Taking the model into account, we defined the
following diagnostic steps. Please refer to the
Appendices 1-3.

Taking the information from the three dimen-
sions together, a comprehensive medical sexolog-
ical diagnosis can be formulated, which will be
used as the basis for the therapeutic planning.

Therapeutic Plan

Physicians without special training in sexology
should have a basic notion of the therapeutic pos-
sibilities for their patients with sexual difficulties
in the context of disease [45,46].

Basic Sexual Counseling
The contents of this general session should be the
following:

* Information and education about the sexual
problem, its medical name, and prevalence;

¢ Information and education about the biological,
psychological, and social factors contributing to
the problem along the line of the diagnostic
pathway explaining general predisposing and
maintaining factors and disease-specific factors
using the 8 Ds;

* Education about possible gender differences
in response to disease, stress, and sexual
difficulties;

* Discussion of the individual’s and the couple’s
concept of sexuality and love; and

* Discussion of possible new definitions and ori-
entations and new needs with respect to love
and sexuality.

For many patients in the clinical setting, this
psychoeducational intervention not only is help-
tul, but may be sufficient as a first step and basic
sexological care.
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Individualized Sexological Treatment
There are basically two groups of therapeutic

options which physicians should have knowledge
about [47,48]:

1. Medical interventions. These include hor-
mones, analgesics, antidepressants, smasmo-
lytics, changing drugs, surgery and possibly
investigational use of PDES5-inhibitors, and
dopamine agonists.

2. Psychological interventions. These include
supportive psychotherapy, interpersonal psy-
chotherapy, couple therapy, coping counseling,
and specific sex therapy (sensate focus, sexual
aids, etc.).

Patients should be informed about the effi-
cacy, possible side effects, and risks of these
interventions in relation to their individual prob-
lems. They can then take an informed decision
regarding specific treatment options, which usu-
ally need a multidisciplinary approach with close
collaboration between the attending physician
and the therapist trained in sexology. This col-
laboration is enhanced and facilitated by a
common understanding of the patient’s sexual
problems. The educational model described
above aims at creating this common understand-
ing and should lay the ground for multidisci-
plinary care.

Discussion

Patients with chronic diseases and sexual problems
are at risk to fall between the cracks. The physi-
cians in charge of the management of their dis-
ease(s) do not frequently consider themselves as
responsible for sexual health issues, and the pro-
fessionals in the field of sexual health, on the other
hand, either do not have access to these patients
or lack disease-specific expertise. It seems that
only in selected multidisciplinary rehabilitation
teams are patients offered sexual medical care,
leaving it more to chance than to an elaborate
concept whether patients’ sexual health is ad-
dressed and eventually cared for [49].

It seems therefore mandatory that common
diagnostic and therapeutic pathways are elabo-
rated, which connect different professionals in this
complicated field of mind/body interaction char-
acteristic of human sexuality [50].

On a primary care level, different teaching
modules with diagnostic and therapeutic algo-
rithms have been developed. These instruments
focus on the descriptive accuracy of sexual symp-
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toms such as hypoactive sexual desire disorder,
arousal disorder, pain disorder, etc. [5].

Regarding the pathogenetic contributing fac-
tors, it seems that the biopsychosocial model with
predisposing, precipitating, and maintaining
biological, psychological, and social factors is the
most widely used in teaching and practice [51].

The role of a defined disease is in general hard
to determine on an evidence-based knowledge and
is frequently left to clinical judgment and/or
multidisciplinary evaluation, because the empirical
basis for the disease-specific impact on sexual
identity, function, and sexual relationship, espe-
cially in women, is rather limited and studies are
hard to perform. The mostly used theoretical
framework seems to be given in the concept of
sexual rehabilitation [49]. In this concept, the dis-
ease-related impairments of sexual function are
described especially for malignant and neurologi-
cal disorders on the basis of clinical experience and
individual reporting of patients.

In our model, we have tried to combine the
above-described three elements: descriptive sexo-
logical diagnosis, biopsychosocial model with
predisposing, precipitating, and maintaining fac-
tors, and disease-specific factors. By means of
this combination, we want to avoid that neither
biomedical nor psychosocial factors are omitted
or underrepresented in the diagnostic workup
[51]. At the same time, we were concerned to
create a common language that could be under-
stood and adopted by both professional groups,
medical specialists and specialists in sexual coun-
seling and therapy. We are now teaching the
model to residents in different medical speciali-
ties, clinical psychologists, and sex counselors,
and we have started a study in which we want to
assess the acceptability and interdisciplinary use-
tulness of the model viewed by the professionals
and the change in care and referral for sexual
health problems among the patients of our uni-
versity hospital.

Conclusions

Women with chronic diseases are frequently
experiencing sexual problems and dysfunctions.
Sexual counseling and therapy are until now
not part of the routine care of medically ill
patients. One reason for this is the lack of a
concept of disease including the sexual dimen-
sion shared by medical specialists and sexolo-
gists, and the lack of a common diagnostic and
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therapeutic algorithm, which would allow evalu-
ation in the clinical setting and provide the
basis for further sexological care or referral. We
have developed a teaching tool for physicians,
which integrates sexological knowledge and
skills, and disease-specific effects on sexual
function in a comprehensive model of under-
standing, providing a diagnostic pathway and
therapeutic decision aid.

Corresponding Author: Johannes Bitzer, MD, Uni-
versity Hospital Basel—Department Obstetrics and
Gynecology, Spitalstrasse 21, Basel, 4031, Switzerland.
Tel:  (+011) 41-61-2659043;  Fax:  (+011) 41-61-
2659035; E-mail: jbitzer@uhbs.ch

Conflict of Interest: None declared.

References

1 Stead ML, Fallowfield L, Brown JM, Selby P. Com-
munication about sexual problems and sexual con-
cerns in ovarian cancer: Qualitative study. BMJ
2001;323:836-7.

2 Juraskova I, Butow P, Robertson R, Sharpe L,
McLeod C, Hacker N. Post treatment sexual adjust-
ment following cervical and endometrial cancer: A
qualitative insight. Psychooncology 2003;12:267-
79.

3 Basson R. Sexual desire and arousal disorders in
women. N Engl ] Med 2006;354:1497-506.

4 Basson R, Leiblum S, Brotto L, Derogatis L, Four-
croy J, Fugl-Meyer K, Graziottin A, Heiman J, Laan
E, Meston C, Schover L, van Lankveld J, Weijmar
Schultz W. Revised definitions of women’s sexual
dysfunction. ] Sex Med 2004;1:40-8.

5 Diagnostic and Statistical Manual of Disorders. Pri-
mary care version, 4th edition. Washington, DC:
American Psychiatric Association; 1996.

6 Segraves R, Woodard T. Female hypoactive sexual
desire disorder: History and current status. ] Sex
Med 2006;3:408-18.

7 Nappi R, Salonia A, Traish AM, van Lunsen RH,
Vardi Y, Kodiglu A, Goldstein I. Clinical biologic
pathophysiologies of women’s sexual dysfunction. J
Sex Med 2005;2:4-25.

8 Anderson BL, Anderson B, de Prosse C. Controlled
prospective longitudinal study of women with can-
cer. I. Sexual functioning outcomes. ] Consult Clin
Psychol 1989;75:683-91.

9 Bloom JL, Stewart SL, Chang S, Banks PJ. Then
and now: Quality of life of young cancer survivors.
Psychooncoly 2004;13:147-60.

10 Graziottin A, Castoldi E. Sexuality and breast can-
cer. A review. In: Studd J, ed. The management of
the menopause: The millennium review. New York:
Parthenon; 2000:211-20.



Sexual Counseling for Women

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Moreira ED Jr, Kim SC, Glasser D, Gingell C.
Sexual activity, prevalence of sexual problems, and
associated help-seeking patterns in men and women
aged 40-80 years in Korea: Data from the Global
Study of Sexual Attitudes and Behaviors (GSSAB).
J Sex Med 2006;3:201-11.

Dennerstein L, Lehert P. Modelling mid-aged
women’s sexual functioning: A prospective popula-
tion-based study. ] Sex Marital Ther 2004;30:173-83.
Althof SE, Leiblum SR, Chevret-Measson M, Hart-
mann U, Levine SB, McCabe M, Plaut M, Rod-
rigues O, Wylie K. Psychological and interpersonal
dimensions of sexual function and dysfunction. J Sex
Med 2005;2:793-800.

Hayes RD, Dennerstein L. Aging issues. In: Gold-
stein I, Meston CM, Davis SR, Traish AM, eds.
Women’s sexual function and dysfunction. Abing-
don: Francis and Taylor; 2006:245-50.

Schover LR, Yerman RJ, Tuason L], etal. Partial
mastectomy and breast reconstruction. A compari-
son of their effects on psychosocial adjustment,
body image and sexuality. Cancer 1995;75:54—64.
Sheppard C, Whitely R. Psychosexual problems
after gynaecological cancer. ] Br Menopause Soc
2006;12:24-7.

Heinemann LA, Potthoff P, Heinemann K, Pauls
A, Ahlers CJ, Saad F. Scale for Quality of Sexual
Function (QSF) as an outcome measure for both
genders? J Sex Med 2005;2:82-95.

Hatzichristou D, Rosen RC, Broderick G, Clayton
A, Cuzin B, Derogatis L, Litwin M, Meuleman E,
O’Leary M, Quirk F, Sadovsky R, Seftel A. Clinical
evaluation and management strategy for sexual dys-
function in men and women. J Sex Med 2004;1:49—
57.

Kornblith AB, Ligibel J. Psychosocial and sexual
functioning of survivors of breast cancer. Semin
Oncol 2003;30:799-813.

Salonia A, Briganti A, Montorsi P. Sexual dysfunc-
tion in women with coronary artery disease. Int J
Impot Res 2002;14(suppl 4):80.

Jensen PT, Groenvold M, Klee MC, etal. Early
stage cervical carcinoma, radical hysterectomy and
sexual function. A longitudinal study. Cancer
2004;100:97-106.

Butler-Manuel SA, Buttery LD, A’Hern RP, etal.
Pelvic nerve plexus trauma at radical hysterectomy
and simple hysterectomy: The nerve content of the
uterine supporting ligaments. Cancer 2000;89:834—
41.

Anderson BL. Sexual functioning morbidity among
cancer survivors. Current status and future research
directions. Cancer 1985;55:1835-42.

Ganz PA, Coscarelli A, Fred C, et al. Breast cancer
survivors: Psychosocial concerns and quality of life.
Breast Cancer Res Treat 1996;38:183-99.
Gutweniger S, Kopp M, Mur E, Gunter V. Body
image of women with rheumatoid arthritis. Clin

Exp Rheumatol 1999;17:413-7.

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

35

Panus RS, Mihailescu GD, Gomisiewicz MT, et al.
Sex and arthritis. Bull Rheum Dis 2000;49:1-4.
Sipski ML, Alexander CJ. Sexual activities, response
and satisfaction in women pre- and post-spinal cord
injury. Arch Phys Med Rehabil 1993;74:1025-9.
Hennessey A, Robertson NP, Swinger R, et al. Uri-
nary fecal and sexual dysfunction in patients with
multiple sclerosis. ] Neurol 1999;246:1027-32.

Yu M, Roane DM, Miner CR, Fleming M, Rogers
JD. Dimensions of sexual dysfunction in Parkinson’s
disease. Am J Geriatr Psychiatry 2004;12:221-6.
Lewis RW, Fugl-Meyer KS, Bosch R, etal. Epide-
miology/risk factors of sexual dysfunction. J Sex
Med 2004;1:35-9.

Cundiff GW, Fenner D. Evaluation and treatment
of women with rectocele: Focus on associated defe-
catory and sexual dysfunction. Obstet Gynecol
2004;104:1403-21.

Fokdal L, Hoyer M, Meldgaard P, von der Masse
H. Long-term bladder, colorectal, and sexual func-
tions after radical radiotherapy for urinary bladder
cancer. Radiother Oncol 2004;72:139-45.

Krebs M, Leopold K, Hinzpeter A, Schifer M. Cur-
rent schizophrenia drugs: Efficacy and side effects.
Expert Opin Pharmacother 2006;7:1005-16.
Okeahialam BM, Obeka NC. Sexual dysfunction
in female hypertensives. J Natl Med Assoc
2006;98:638-40.

Dunn KM, Croft PR, Hackett GI. Association of
sexual problems with social, psychological, and
physical problems in men and in women: A cross
sectional population survey. J Epidemiol Commu-
nity Health 1999;53:144-8.

Hawton K, Gath D, Day A. Sexual function in a
community sample of middle-aged women with
partners: Effect of age, marital, socioeconomic, psy-
chiatric, gynecological and menopausal factors.
Arch Sex Behav 1994;23:375-95.

Amsterdam A, Carter J, Krychman M. Prevalence
of psychiatric illness in women in an oncology sex-
ual health population: A retrospective pilot study. J
Sex Med 2006;3:292-5.

Wiegel M, Scepkowski LA, Barlow DH. Cognitive
and affective processes in female sexual dysfunction.
In: Goldstein I, Meston CM, Davis SR, Traish AM,
eds. Women’s sexual function and dysfunction.
Abingdon: Francis and Taylor; 2006:85-92.

Basson R, Brotto LA, Laan E, Redmond G, Utian
WH. Assessment and management of women’s sex-
ual dysfunctions: Problematic desire and arousal. ]
Sex Med 2005;2:291-300.

Devine D, Parker PA, Fouladi RT, Cohen L. The
association between social support, intrusive
thoughts, avoidance, and adjustment following an
experimental cancer treatment. Psychooncology
2003;12:453-62.

Graziottin A, Basson R. Sexual dysfunction in
women with premature menopause. Menopause

2004;11:766-77.

J Sex Med 2007;4:29-37



36

42 Basson R, Leiblum S, Brotto L, et al. Definitions of
women’s sexual dysfunction reconsidered: Advocat-
ing expansion and revision. ] Psychosom Obstet
Gynaecol 2003;24:221-9.

43 Walker BL. Adjustment of husbands and wives to
breast cancer. Cancer Pract 1997;5:92-8.

44 Northouse LL. Breast cancer in younger women:
Effects on interpersonal and family relations. ] Natl
Cancer Inst Monogr 1994;16:183-90.

45 Basson R, Althof S, Davis S, Fugl-Meyer K, Gold-
stein I, Leiblum S, Meston C, Rosen R, Wagner G.
Summary of the recommendations on sexual dys-
functions in women. J Sex Med 2004;1:24-34.

46 Weijmar Schultz W, Basson R, Binik Y, Eschen-
bach D, Wesselmann U, Van Lankveld J. Women’s
sexual pain and its management. J Sex Med 2005;2:
301-16.

47 Kang D, Ducharme SH. Integration of medical and
psychologic diagnosis and treatment. In: Goldstein
I, Meston CM, Davis SR, Traish AM, eds. Women’s
sexual function and dysfunction. Abingdon: Francis
and Taylor; 2006:721-8.

48 Davis SR, Guay AT, Shifren JL, Mazer NA. Endo-
crine aspects of female sexual dysfunction. J Sex
Med 2004;1:82-6.

49 McKee AL, Schover LR. Sexuality rehabilitation.
Cancer 2001;92:1008-12.

50 Quirk F, Haughie S, Symonds T. The use of the
sexual function questionnaire as a screening tool
for women with sexual dysfunction. J Sex Med
2005;2:469-77.

51 Parish S, Salazar W. Sexual problems. In: DeGruy
FD, Dickinson WP, Staton EW, eds. Twenty com-
mon problems in behavioral health. New York:

McGraw Hill; 2002:143-72.

Appendix 1

Dimension | Person-related Preexisting Factors

Ask actively about the actual sexual experience by
giving a general introduction:

* In many patients the disease or the treatment
you are having impacts on their sexuality. How
is your experience?

Help the patient to describe the sexual problem in
terms of desire, arousal, orgasm, pain, and general
satisfaction.

* Did or do you observe any change in your
sexual desire or interest, in sexual fantasies or
activities?

* Do you have difficulties in getting sexually
aroused?

* Does the vagina not feel wet enough?

* Do you have difficulties to experience an
orgasm?

J Sex Med 2007;4:29-37

Bitzeret al.

* Do you feel pain during intercourse or
masturbation?

Ask questions regarding the specific disease and its
impact on the patient’s sexuality, e.g.,

* Do you have difficulties with continence?

* Do you have difficulties moving into a position
for intercourse?

* Do you have difficulties stimulating yourself or
your partner due to your arthritis?

* Do you have difficulties now with breast stim-
ulations since your surgery/radiation?

Assess the preexisting characteristics of the
patient’s sexual experience and behavior and body
image with the following questions:

* How would you rate the importance of sexuality
in your life before the onset of the disease?

* How would you rate your enjoyment of sexual-
ity at that time?

* Did you experience any of the following sexual
difficulties (loss of interest, difficulty to reach
orgasm, arousal difficulty, etc.)?

Assess the preexisting level of physical and psycho-
logical well-being:

* What diseases did you suffer from before the
onset of the actual illness?

* How would you rate your physical and psycho-
logical well-being before?

Appendix 2

Dimension 2 Disease-specific Factors
Assess the disease-specific impact on sexuality fol-
lowing the 8D mnemogram:

* Danger (Threat):

How does the patient experience the threat of the
disease to her or his life?

¢ Destruction:

Does the disease or treatment have a direct impact
on the integrity of sexual organs?

* Disfigurement

Does the disease lead to a change in the body’s
outer appearance with a possible negative emo-
tional impact?

* Disability and pain

Is the disease causing chronic pain and motor dis-
ability which may impact on the patient’s capacity
to enjoy the bodily expression of her sexuality?
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* Dysfunction

Does the disease lead to an impairment of the
sensomotor and sensovegetative innervation of the
physiological processes involved in the human
sexual response?

* Dysregulation

Does the pathophysiology of the disease have an
impact on the neurobiological and neuroendo-
crine processes involved in the central or
peripheral regulation of the sexual response
cycle?

¢ Disease load

Is the disease accompanied by an impairment of
intimate physical mechanisms like micturition and
defacation?

® Drugs

What is the impact of the drugs used for the treat-
ment of the disease?
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Appendix 3

Dimension 3 Patient’s and Partner’s Response

Assess the patient’s and partner’s response to the
disease:

* How would you describe your actual state of
mind (mood)?

* What are the greatest difficulties you encounter
in living with the disease?

* How do you cope and what are the things that
help you in confronting the disease?

* What was and is your partner’s reaction to the
disease?

* Have you observed a change with respect to
your sexual needs?

* What about your partner? Have you observed
a change in your partner’s sexual needs
(Giacomo)?

* Have you observed a change with respect to
your self-image?

* Have your feelings for your partner currently
changed?
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