
Sexual Quality of Life in the
Cancer Continuum

In their original article, Jackson et al1 present impres-
sive descriptive data supporting a nearly equal distribu-
tion of sexual function and/or dysfunction in cancer
survivors in comparison with a large cancer-free popu-
lation cohort. Although this new evidence is reassuring,
a critical review of the take-home message is imperative
from several standpoints. Thus far, the clinical data
show reductions (40%-100%) in the multifarious com-
ponents of sexual health and related quality of life
across generic cancer types in both men and women.2,3

Not surprisingly, Jackson et al indeed identified signifi-
cant levels of dissatisfaction in survivors with their sex
life after cancer; satisfaction is a multidimensional as-
pect within sexual health–related quality of life and is
often worsened, is at times unchanged, and is rarely en-
hanced during survivorship.4 This being so, the pre-
sented data still do not explain the role of the type and
extent of sexual or other concerns in the genesis of survi-
vors’ dissatisfaction with their overall sex life. On this
note, the inclusion characteristics are also constrained.
Some pertinent variables affecting quality of life in sur-
vivorship may be related to physical ability, emotional
intimacy, relationship quality, and social-life adjust-
ments. Furthermore, there is a lack of information on
any prevailing psychological impact, which can be as
much as 35% to 50% in the cancer continuum.4,5 This
has negative attributes for sexual quality and satisfac-
tion and leads to feelings of sexual inadequacy. Ideally,
a measure of the level of sexual function and/or satisfac-
tion before the diagnosis and treatment of cancer would
have been a valid indicator for the control function. In
addition, useful corroborative information would have
been gathered when both the survivors and their part-
ners were assessed.3,4 Even if these were beyond the
scope of the study, one may still question the compre-
hensiveness of preexisting or coexisting morbidities for
sexual function and satisfaction. Although the simpli-
fied comorbidity score (0-5) used in the study conforms
to significant prevalence in the older survivors, data on
several classic risk factors for sexual problems, such as
obesity (body mass index), anxiety, depression, pre-
scription medications, smoking, and alcohol use,6,7 are
not available.

Taken together, the study findings allow a general-
ized interpretation of normative sexual behavior after

cancer; however, there are some methodological pitfalls.
At the outset, the authors indicated that 67% of the
study population completed measures of sexual atti-
tudes and behavior (self-report) and were included in
the analyses. This may mean an inclusion bias of data
collection from only those respondents comfortable
with reporting sexual health matters versus those who
were, among other possibilities, either too stigmatized
or distressed about their sexual problems (33%).3 Fur-
thermore, the population sampling, though large
enough, does not seem to be representative of generic
cancer prevalence. With the average incidence of any
cancer diagnosis in those aged 50 to 74 years being
53%,1 a survival rate of 52% also includes data esti-
mates for the proportion of cured patients in survivor-
ship of 21% to 47% for men and 38% to 59% for
women.8 In contrast to these wide-ranging figures, the
cancer incidence in the study population was 7.4% for
men and 9.2% for women. The sample size became
further simplified with stratification by the time since
diagnosis (< or� 5 years). Matching this small study
group with a huge reservoir of control subjects could be
a potential shortcoming. For instance, the level of sexu-
al functioning, activities, and concerns of the cancer
survivors were matched with data from a vast and vari-
able number of k> 2 cancer-free controls with a proba-
bility for larger biases that may preclude precision.9,10

Although a huge sample size for the control group can
mask any true variability in responses for a meaningful
comparison, data from small sample sizes (for survivors)
are also likely to be compromised in their statistical
power, as agreed by the researchers. The resulting pro-
fessional concern here is that an extrapolation of sexual
normalcy after cancer based on the study data could be
misguiding. This is particularly important because the
results from a large population study are expected to be
more generalizable than those from any narrow repre-
sentative surveys.10

Five years after cancer, survivorship is focused on the
overall quality of life, and under this umbrella, sexuality
still remains an infrequently met clinical concern; this
problem occurs far and wide, regardless of cultural or eth-
nic variability depicted in the literature. Nevertheless,
findings of healthy sexuality on par with a normal age-
matched population will have a substantial impact on the
knowledge base. However, because of the limitations, it is
difficult at this time to accept the lack of significant differ-
ences in estimated measures of sexual functioning in the
studied population.

Cancer February 1, 2017 529

Correspondence



FUNDING SUPPORT
No specific funding was disclosed.

CONFLICT OF INTEREST DISCLOSURES
The authors made no disclosure.

REFERENCES
1. Jackson SE, Wardle J, Steptoe A, Fisher A. Sexuality after a cancer

diagnosis: a population-based study. Cancer. 2016 Aug 16. doi:
10.1002/cncr.30263.

2. de Vocht H, Hordern A, Notter J, van de Wiel H. Stepped
skills: a team approach towards communication about sexuality
and intimacy in cancer and palliative care. Australas Med J. 2011;
4:610-619.

3. Perz J, Ussher JM, Gilbert E. Constructions of sex and intimacy
after cancer: Q methodology study of people with cancer, their
partners, and health professionals. BMC Cancer. 2013;13:270-
282.

4. Gotay CC, Muraoka MY. Quality of life in long-term survivors of
adult-onset cancers. J Natl Cancer Inst. 1998;90:656-667.

5. Kelly B, McClement S, Cochinov HM. Measurement of psychologi-
cal distress in palliative care. Palliat Med. 2009;20:779-789.

6. Denlinger CS, Carlson RW, Are M, et al; National Comprehensive
Cancer Network. Survivorship: sexual dysfunction (female), version
1.2013. J Natl Compr Canc Netw. 2014;12:184-192.

7. Lee DM, Nazroo J, O’Connor DB, Blake M, Pendleton N. Sexual
health and well-being among older men and women in England:
findings from the English Longitudinal Study of Ageing. Arch Sex
Behav. 2016;45:133-144.

8. Francisci S, Capocaccia R, Grande E, et al; EUROCARE Working
Group. The cure of cancer: a European perspective. Eur J Cancer.
2009;45:1067-1079.

9. Hansen BB. Full matching in an observational study of coaching for
the SAT. J Am Stat Assoc. 2004;99:609-618.

10. Wittes J. Sample size calculations for randomized controlled trials.
Epidemiol Rev. 2002;24:39-53.

Balasubramanian Srilatha, MD, PhD
Jayne Chiara Leong, BA, MSocSc

Yew Jin Ong, MBBS, MRCS
Rehabilitation Center

Singapore Cancer Society
Singapore

DOI: 10.1002/cncr.30448, Published online November 28, 2016
in Wiley Online Library (wileyonlinelibrary.com)

Reply to Sexual Quality of Life in
the Cancer Continuum

We appreciate the time and effort that Srilatha et al took
to read and think about our article1 and share their
thoughts with us and the readers of Cancer. We are
pleased to have the opportunity to continue the dialogue
about this important issue.

We acknowledge the discussion points related to the
limitations of the sample. A third of the eligible partici-
pants declined to complete the Sexual Relationships and
Activities Questionnaire. Although no information was

gathered from nonresponders about their reasons for de-
ciding not to participate in this portion of the survey, it is
possible that individuals who were distressed about sexual
problems were less likely to take part. We applied a sam-
pling weight to correct for differential nonresponse in an
effort to improve representativeness and minimize bias, so
differences in the characteristics of the participants are un-
likely to be responsible for the pattern of results.

We recognize the potential shortcomings of comparing
a small survivor group with a large control group. An alterna-
tive strategy might be to use propensity score matching to
pair cancer survivors with controls who are similar in terms
of their observable characteristics.2 However, we question
whether selecting a control group that was more similar to
our cancer survivor group would have resulted in greater dif-
ferences between the groups’ sexual quality of life.

Srilatha et al mention that the prevalence of cancer in
our study sample (7.4% in men and 9.2% in women) is
substantially lower than the data that we cite in our intro-
duction, which are taken to indicate that the average inci-
dence of any cancer diagnosis in those aged 50 to 74 years is
53%. In fact, the statistic that we cite refers to the break-
down of cancer cases by age rather than the prevalence
within this age group; it tells us that 53% of all individuals
diagnosed with cancer are 50 to 74 years old. Statistics
from the United States indicate that just under 40% of peo-
ple will be diagnosed with cancer at some point in their
lives.3 Allowing for the fact that some participants will not
yet have developed or been diagnosed with cancer and ap-
plying the survival statistics cited by Srilatha et al, we find
that estimates for the expected prevalence of cancer are
more closely aligned with those observed in our sample.

We agree that stratification by the time since diagno-
sis (<5 vs �5 years) led to rather small samples for the
analysis. We included these analyses in an attempt to tease
out more immediate impairments in sexual quality of life,
which may be driven by acute treatment effects and psy-
chological responses to the disease diagnosis, from those
associated with longer term survivorship. Our sample eli-
gibility criteria did not place restrictions on the time since
diagnosis, and the range was substantial: 2 to 57 years. As
such, although we acknowledge that these analyses may
have been underpowered, we feel that it was important to
compare results for more and less recent diagnoses in ad-
dition to presenting whole-sample results. In agreement
with our expectations, we found greater evidence of im-
pairment in the group with more recent diagnoses, even
though this group (63 cancer survivors) was less than a
quarter of the size of the longer term survivor group (278
cancer survivors).
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