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Objective. To assess the sexual health and interest of breast cancer survivors (BCSs) in a tailored evaluation of their sexuality.Methods.
A descriptive analysis on baseline sexual assessment of female BCS with genitourinary syndrome of menopause (GSM) receiving
aromatase inhibitors (AIs), who have participated on an ongoing double-blinded randomized controlled trial on the efcacy and
safety of laser therapy (NCT04619485), was conducted. Epidemiological and BC variables, as well as mental, vaginal, and basic sexual
health assessment (self-reported sexual activity and frequency, sexual behavior, type of sexual activity and relationship status, Female
Sexual Function Index (FSFI), and Body Image Scale questionnaires and 2 visual analogue scales (VASs) about sexual life disturbance
and dyspareunia) were recorded. An optional specialized sexual assessment was ofered. Results. Among 83 participants, 67 (80.7%)
wanted sexual counseling. Half of them had a body image alteration, and 74% worsened their sexual life after receiving BC diagnosis
and treatments. Te sexual activity rate was 71.1%. Sexually inactive women had higher impairment of FSFI desire dimension
(p � 0.0013), dyspareunia (p � 0.0114), and unsatisfaction with their sexuality (p � 0.0530) compared to sexually active women. In
sexually active women, the mean FSFI and all of its dimensions showed a lower score. Te most frequent sexual behavior was
a combination of nonvaginal and vaginal sex, despite the high intensity of dyspareunia (mean VAS± SD: 7.1± 2.1). Conclusion. Most
of the BCSs with GSM receiving AI were interested in a specialized sexual consultation. Sexual activity and function were impaired,
either secondary to dyspareunia or to other biopsychosocial sexual factors.

1. Background

Sexuality is a central aspect of the human being [1] that may be
afected in breast cancer survivors (BCSs) [2]. In a recentmeta-
analysis focused on sexual function among BCS, female sexual

dysfunction (FSD) prevalence was 73.4% with a mean Female
Sexual Function Index (FSFI) of 19.28 [3]. BC diagnosis and/or
its treatments (surgery/chemotherapy/radiotherapy/hormonal
therapy) may alter sexual health [4]. BCS receiving aromatase
inhibitors (AIs) defne one of the groups with greater
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likelihood of complaining with severe genitourinary syndrome
of menopause (GSM) and sexual impairment [5], being 3 out
of 4 BCS with AI distressed by their sexual problems [6]. Only
52% of these women were sexually active when endocrine
therapy began, and 79% of them developed new sexual
problems [6]. However, these symptoms are often under-
reported, underdiagnosed, and undertreated [7]. Vulvovaginal
health is a key factor for female pleasure, but the treatment of
this condition is still a challenge in BCS population [8–11].
However, sexual health involves not only the genitalia but also
aspects like intimacy, eroticism, reproduction, and body im-
age.Tese aspects may be afected in BCS and could impact on
other dimensions of female sexuality such as satisfaction,
desire, arousal, and orgasm. Terefore, before recommending
any intervention for sexual complaints in BCS with GSM,
unmet needs should be taken into account.

Unfortunately, a specialized sexual assessment is not
usually performed, with most studies focusing on generic
questionnaires that do not measure the wide-ranging impact
of the disease. A systematic review [12] of the existing scales
to screen FSD in BCS identifed the Arizona Sexual Expe-
rience Scale, FSFI, and Sexual Problem Scale as most closely
meeting criteria for acceptable psychometric properties and
incorporation of the DSM-5/ICD-10 criteria; however, all of
them have limitations. Terefore, a combination of
a quantitative and qualitative approach through validated
questionnaires and sexual interviews would provide a deeper
and more accurate explanation for changes in BCS sexuality.

Te main goal of the present study was to evaluate sexual
health quantitatively and qualitatively in terms of sexual
activity and function in BCS with GSM receiving AI. In
addition, we aimed to assess the interest of BCS in a tailored
evaluation of their sexuality.

2. Methods

2.1. StudyDesign. Tis study represents a preliminary analysis
of an ongoing prospective double-blind sham randomized
controlled trial on the efcacy and safety of laser therapy
among BCS (NCT04619485). Herein, we present a descriptive
analysis of baseline sexual data aimed to get the picture of the
sexual life of the participants before any intervention.

2.2. Participants and Procedures. Women attending the
breast cancer unit at a tertiary university hospital, between
October 2020 and September 2021, were included. Consid-
ering the FSFI score as the main variable of the study and
using statistical software STATA to calculate sample size,
accepting an alpha risk� 0.05 and a beta risk <0.1 in a bilateral
contrast, with the common standard deviation assumed to be
of 5 points and the minimum expected efect size of 4 points
[13], we calculated a sample size of 33 subjects for each group.
Considering a follow-up loss rate of 15%, the sample size
should be 76 patients. Finally, 84 patients were included.

Te inclusion criteria were as follows: female BCS re-
ceiving AI±GnRH analogues; menopause, GSM signs/
symptoms, dyspareunia, and vaginal pH≥ 5; negative hu-
man papillomavirus; and willingness to have sex.

Te exclusion criteria included the use of vaginal
moisturizers and/or lubricants in the last month; vaginal
hormonal treatment in the last 6months; radiofrequency,
laser treatment, hyaluronic acid, and lipoflling in the vagina
in the last 2 years; and ospemifene treatment. In addition,
women complaining with intraepithelial neoplasm of the
low genital tract, active genital tract infection, current or past
genital cancer, and pelvic organ prolapse stage≥ II on ex-
amination were also excluded.

Written informed consent was obtained from all the
participants, and the trial was approved by the ethical
committee of the hospital (HCB/2019/0786).

2.3. Materials. Epidemiological variables, BC variables, and
mental health status were recorded. Vaginal health was
assessed with the Vaginal Health Index (VHI). A fnal score
≤15 is indicative of vulvovaginal atrophy (range 5–25) [14].

Sexual health was assessed with a self-reported FSFI
questionnaire [15], a generic sexual questionnaire validated
for cancer survivors [16] and for the Spanish population [17].
It assesses 6 sexual dimensions (desire, arousal, lubrication,
orgasm, satisfaction, and pain) and global sexual function
(range 2–36), being higher scores indicative of better sexual
function. A cutof ≤26.55 identifes women at risk of FSD [18].
A specifc cutof of ≤21.7 has also been proposed for the
Spanish population [19]. Only desire domain can be efec-
tively used in women who are not currently sexually active
[20]. According to DSM 5, a sexual disorder should be
considered in the presence of clinically signifcant distur-
bance. As FSFI does not report on disturbance, we also asked
patients to fll in a visual analogue scale (VAS) (range 0–10)
about disturbance by their sexual life, we classifed distur-
bance as clinically signifcant when women scored >3. Dys-
pareunia was also assessed in all patients (sexually active and
inactive) at the baseline visit according to their last vaginal
sexual activities. Moreover, patients flled in the Spanish
version of Body Image Scale (S-BIS) [21] (range 0–30); the
higher the score, the greater the concern regarding body
image. All participants reported on sexual activity/inactivity,
no sexual activity/month, sexual behavior, and type of sexual
activity and relationship status. Tis methodology allowed us
to get a basic sexual assessment for the overall sample.

A specifc appointment with two sexualmedicine clinicians
was ofered as an optional visit to all the participants within the
study to get a specialized sexual assessment. It included a sexual
health semistructured interview to assess both their past and
current sexual life as well as their future sexual expectations.
FSD was considered when the woman reported clinically
signifcant distress in relation with her sexual symptom. Sat-
isfaction with sexual life was also recorded.

2.4. Statistical Analysis. Statistical analyses were performed
with the Software for Statistics and Data Science release 15.1
(STATA, College Station, Texas: StataCorp LLC). A de-
scriptive analysis of all data was performed.

Normal distribution of the sample was evaluated using
the Shapiro–Wilk test. In normally distributed variables,
parametric tests were used. In nonnormallly distributed
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variables, nonparametric tests were used. Continuous var-
iables were compared using the independent or paired-
samples T-test/Wilcoxon signed-rank test and presented
as mean± standard deviation. p< 0.05 was considered sta-
tistically signifcant.

3. Results

We included 84 women until June 2021, but one withdrew
their consent due to personal issues before the baseline
assessment. Sample characteristics are described in Table 1.
On average, patients had been diagnosed with BC 4.1 years
before (between January 1992 and January 2021). Consid-
ering the surgical treatment, 41 participants (50%) had re-
ceived conservative management, 10 (12.2%) mastectomy
without immediate reconstruction (50% had undergone
delayed breast reconstruction before the inclusion), and 31
(37.8%) mastectomy with immediate reconstruction. Only
one-third of our sample had a metabolic disease. Two out of
fve women had a mental health issue, which was previous to
the BC diagnosis in 54.5% of the cases, and one third of them
had been receiving pharmacological management for this
reason. Comparing sexually active to inactive women,
a statistically signifcant diference on age, VHI, and mental
health was found.

Basic sexual characteristics of our sample are described
in Table 2. Te sexual activity rate was 71.1%, being the most
frequent sexual behavior, a combination of nonvaginal and
vaginal sex. Solo-sex sexual activity was reported by one out
of three of our patients (62.5% partnered women) including
vaginal sex in 35.7% of them. All FSFI dimensions in sexually
active women showed a lower score, especially pain (in-
clusion criteria) and desire. We also analysed intensity of
dyspareunia among sexually active women with versus
without GnRh analogues, but no statistically signifcant
diference was found (p � 0.677). Sexually inactive women
had a statistically signifcant higher impairment of FSFI
desire dimension and dyspareunia VAS than their sexually
active peers.

Women rejected sexual counseling (N� 16) due to
personal beliefs, shame, or lack of motivation on sexuality.
No statistically signifcant diferences were found between
women who accepted and rejected the specialized sexual
assessment regarding baseline characteristics or basic sexual
assessment (Appendices 1 and 2). Tree women could not
attend the specifc sexual consultation, despite their initial
interest. Regarding the sexuality of the evaluated women
(Table 3), most of the patients reported worsening of their
sexual life after BC diagnosis and treatments, while only 26%
maintained their good sexual life. All women with previous
FSD maintained their symptoms. Ten women reported
a history of sexual violence, of whom one had sufered both
child sexual abuse and partnered-related sexual violence.
According to the qualitative body image assessment, half of
those women had a body image alteration, comprising
a combination of at least 2 dimensions in 4 of them (1
patient� genital + body image afected and 3 patient-
s� breast + body image afected). Nonsexually active women
were more unsatisfed with their past and current sexual life

than their sexually active peers. According to the specialized
sexual assessment, the sexual function of sexually active
women was impaired in 72.1%, as they reported unsat-
isfaction with their sexual life. Te FSD rate with the pro-
posed FSFI Spanish cutof was 70.2%, whereas it was 91.5%
with the original cutof.

We found some discrepancies between the basic sexual
assessment with FSFI compared to the specialized sexual
assessment in 32.8% of the women who attended sexual
counseling. First of all, regarding sexual behavior: 6 women
reported sexual inactivity on the FSFI despite they engaged
in solo-sex sexual activity and 1 in partnered sexual activity,
whereas 3 women reported FSFI as being sexually active but
explained sexual inactivity (frequency� 0 and also in
a sexual interview). We were able to repeat the FSFI
questionnaire in almost all of these participants, except for 3
who were not included in the FSFI analysis. Second, re-
garding sexual function, 2 women reported FSFI referring to
partnered sex but could not refect solo-sex sexual response
which was pleasurable. Nine women could not express in
their answer to the FSFI questionnaire the diference in their
sexual response depending on the kind of sexual activity
(intercourse, manual stimulation, oral sex, use of lubricant,
toy sex use, solo-sex. . .) but clearly stated having global
pleasurable sexuality except for vaginal sex during the in-
terview. One woman reported greater impairment during
the interview, not only regarding dyspareunia as in FSFI but
also lubrication and orgasm dimensions.

4. Discussion

4.1. Specialized Sexual Assessment. Broad literature has been
published about sexual issues among BCSs and their interest
on sexual health care. In a recent French cross-sectional
observational study [22], the authors underlined that all
patients, regardless of age, BC stage, and ongoing treatment,
are concerned about the possible impact of BC treatments on
sexual function and are interested in maintaining a good sex
life. A systematic review [23], carried out to investigate
facilitators to seeking help in BCS with sexual problems,
found women who suggested easier access to sexual health
services, more open provider-initiated discussions, and
more easily accessible information for patients and their
partners. According to that, it was not surprising that most
of our patients decided to attend the specialized sexual
assessment. Te request for sexual attention was similar
among sexually active and inactive women suggesting that
sexual counseling should be ofered to both.

To our knowledge, this is the frst study on sexuality of
BCS including sexual semistructured interviews instead of
isolated validated sexual questionnaires prior to laser
therapy for GSM [9, 24]. Most of the previous publications
mainly focused on the FSFI questionnaire, which had clear
limitations (e.g., not applicable in sexually inactive women
in the last 4weeks, heterosexual bias, sexuality focused on
penile-vaginal intercourse, and solo sex not evaluated)
[12, 25, 26]. Having implemented a combination of quali-
tative and quantitative methods to assess women’s sexuality
has allowed us to acknowledge the real impact on sexuality
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after BC diagnosis and treatment. We found two out of three
women who engaged in solo-sex sexual behavior had
a partner. Moreover, most of the women with partnered sex
and solo sex reported a pleasurable experience with the last
one (mainly based on nonvaginal sexual activities). How-
ever, only a few sexually active couples in our sample had
adapted their sexuality to the most pleasurable types of
sexual activities without vaginal sex, despite the high in-
tensity of dyspareunia, which can lead to sexual inactivity.
Tat was in line with fndings of Gilbert et al. [27] who found
only 16% of participants were able to renegotiate their sexual
relationship, having adherence to “coital imperative” and
sexual relationship problems prior to cancer as the main
difculties.

In our sample, among 78.7% of women referred at
baseline had some impairment in their sexuality and
a quarter had a previous history of FSD. Moreover,
dyspareunia reactivates negative emotions, feelings, and
sensations in two out of ten women with a past history of
sexual violence, presuming that this precedent could afect
the evolution of sexual outcomes in these patients.
Awareness of the information mentioned above is crucial
when measuring sexual improvements after any therapy,
as it is clear that women with a previous history of FSD
might respond diferently to interventions related to
sexuality.

In addition, as it has been reported in other clinical
conditions [28], a correlation between mental health status
and sexual inactivity was found in our sample, especially in
those patients with pharmacological management, a fact that
raises awareness of the need for a multidisciplinary approach
from a biopsychosocial perspective. Moreover, nearly, half of
the participants developed their mental health issue after BC
diagnosis and treatments; likewise, three-quarters of our
sample worsen their sexual life in such a moment. So, for
further studies, an early intervention from the beginning of
the oncological process will be taken into account.

4.2. Sexual Activity. Nearly, one out of three BCSs with
GSM receiving AI were nonsexually active, and among
those who were sexually active, sexual frequency was low.
Tese data are similar to the 32.9% rate of sexual inactivity
in a case-control study [29], which showed that BCSs
under hormonal treatment were characterized by di-
minished or absent sexual activity compared to the
control group. In our study, age, severe GSM, and lower
desire seemed to be related to sexual inactivity, whereas no
correlation with body image or metabolic diseases was
observed. However, factors for sexual inactivity or di-
minished usual sexual frequency could be diverse and
probably multiple for each patient [30] and should be
considered under a biopsychosocial framework.

Table 2: Basic sexual assessment of the overall sample, as well as according to sexual activity.

All patients (N� 83) Sexually active (n� 59) Non-sexually active (n� 24) p value
Sexually active women, n (%) 59 (71.1) 59 (100) 0
Sexual frequency (times/month), mean± sd (range) 2.5± 3.2 (0–16) 3.6± 3.2 (0–16) 0
Missing, n 3 3

Type of sexual
activity

(i) None, n (%) 24 (32.4) — 24 (100)
(ii) Solo sex, n (%) 11 (14.9) 11 (22) —
(iii) Partnered sex, n (%) 26 (35.1) 26 (52) —
(iv) Both, n (%) 13 (17.6) 13 (26) —
Missing, n 9 9 —

Sexual behavior

(i) None, n (%) 24 (32.4) — 24 (100)
(ii) No vaginal sex, n (%) 15 (20.3) 15 (30) —
(iii) Only vaginal sex, n (%) 4 (5.4) 4 (8) —
(iv) Both, n (%) 31 (41.9) 31 (62) —
Missing, n 9 9 —

Relationship

(i) Single, n (%) 14 (17.7) 9 (16.1) 5 (21.7)

0.078

(ii) Partnered not
cohabitant, n (%) 11 (13.9) 8 (14.3) 3 (13.1)

(iii) Partnered cohabitant, n
(%) 54 (68.4) 39 (69.6) 15 (65.2)

Missing, n 4 3 1

FSFI∗#

Dimensions
mean± sd
(range)

(i) Desire 2.2± 0.9 (1.2–4.8) 2. ± 1 (1.2– .8) 1.6 ± 0.6 (1.2–3)

0.0013

(ii) Arousal 2.9± 1.6 (0–6) 3.6± 1.3 (0–6) 1.2± 0.8 (0–2.4)
(iii) Lubrication 2.5± 1.7 (0–6) 3.3± 1.4 (0–6) 0.6± 0.7 (0–2.4)
(iv) Orgasm 2.8± 2 (0–6) 3.8± 1.5 (0.8–6) 0.4± 0.6 (0–2)
(v) Satisfaction 2.9± 2 (0–6) 3.7± 1.6 (0.4–6) 0.7± 0.6 (0–2)
(vi) Pain 1.7± 1.4 (0–6) 2.3± 1.2 (0–6) 0.3± 0.5 (0–1.2)

Total score, mean± sd (range) 15± 7.8 (1.2–29.6) 19± 4.9 (7.8–29.6) 4.7± 2.7 (1.2–10.1)
FSD rate, n
(%)

(i) FSFI≤ 26.55 79 (95.2) 54 (93.1) 22 (100)
(ii) FSFI≤ 21.7 64 (77.1) 40 (68.9) 22 (100)

VAS dyspareunia, mean± sd (range)# 7.5± 2.3 (2–10) 7.1 ± 2.1 (2–10) 8.6 ± 2.3 (3–10) 0.011 
Missing, n 2 0 2
VAS disturbance sexual life, mean± sd (range) 6.3± 2.5 (0–10) 6.1± 2.6 (0–10) 6.9± 2.4 (1–10) 0.2695
(i) VAS> 3 (%) 62 (84.9) 44 (83) 17 (85) 0.8413
Missing, n 10 6 4
BIS, mean± sd (range) 10 10.6± 7.2 (1–29) 9.25± 6.8 (0–23) 0.4308
∗3 FSFI questionnaires were excluded from the analysis because they corresponded to women whose sexual activity status did not correlate with the
answers in the questionnaire #Signifcant diferences have been adjusted by age for possible interactions, persisting statistically signifcant diferences.
Italic data: data which include nonsexually active women FSFI questionnaires were highlighted in italics, as it should not be considered for the in-
terpretation of the results. Te bold values indicate the signifcant diference.
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4.3. Sexual Function. Te mean FSFI total score and di-
mensions were lower, and the rate of sexual dysfunction was
greater in BCS, comparing our results to published studies
on healthy women [14, 18]. Among sexually active women,
nearly, all of them (93.1%) were sexually afected according
to the FSFI cutof ≤26.55, whereas according to the Spanish
cutof (≤21.7), they were less than three-quarters (68.9%). In
addition, neither of these rates correlated with sexual dis-
turbance referred by our patients (83%), probably because
FSFI does not refect distress, reasons for sexual dysfunction,
the partner’s contribution, the role of artifcial lubricants,
solo-sexual expression, nonvaginal sex activities, and pre-
cancer functioning [31].

According to a systematic review and meta-analysis [9],
which was focused on intravaginal energy-based devices and
sexual health of female cancer survivors based on 8 articles
and 274 patients (mostly BCS receiving CO2 laser therapy),
only 1 study with 8 participants provided specifc data for
each domain of women’s sexuality. Recent publications
[32, 33] have also included the score of each FSFI domain,
showing a low score for all the dimensions at the baseline
visit. Unfortunately, both studies reported FSFI scores of the
overall sample, including sexually inactive participants (50%
of both samples), a fact that drastically underestimates
women’s sexual functioning scores, increases the variance of
total and domain scores, potentially infates FSFI score
diferences between groups with and without FSD, and
undermines the assessment of sexual dysfunction when
using established clinical cutofs [34]. Following Meston
et al. [34] recommendations for studies that do not exclude
sexually inactive women, the calculation of total FSFI scores
and relevant domain scores (on all but the desire domain)
should be limited to those who have not indicated a zero
score on any of the FSFI items. Hence, we showed our sexual
data for the overall sample but also according to the sexual
activity of our participants. Despite the fact that, in our
population, pain was one of the most impaired dimensions,
similarly to desire, our results showed sexual arousal, lu-
brication, orgasm, and satisfaction were also afected, in line
with previously published literature on BCS population
[35, 36]; therefore, dyspareunia is not the only dimension
which afects sexual function and sexual activity in BCS with
GSM receiving AI.

Worthy of note is the importance of assessing body
image self-perception as part of the comprehensive sexual
care before any treatment. In line with previously published
articles [2, 36], we found body image self-perception is
afected in at least half of our sample. Te specialized sexual
assessment allowed us to better understand those women
with afected body image. Despite breast image impairment
is present in one-third of our participants, overall body
image impairment (hair/weight/silhouette. . .) secondary to
menopause or chemotherapy is most relevant from the
patient’s perspective.

4.4. Sexual Satisfaction. Only one in fve women who
attended the specialized sexual consultation had a satisfac-
tory sexual life, a little bit below 30% found in the BEROSE
study [22], a cross-sectional observational study among 318

BCSs. Similarly, in both studies, the satisfaction rate was
higher before BC diagnosis (our study: 74.6%; BEROSE
study: 83%). In their exploratory analysis, only tumor stage
signifcantly afected satisfaction with current sexuality.

Among sexually active women who attended the spe-
cialized sexual assessment, nearly, three out of four were
unsatisfed with their current sexual life (72.1%) which was
similar to the FSD rate (70.1%) according to the FSFI
Spanish cutof (≤21.7). However, it did not correlate with the
FSD rate according to ≤26.55 original cutof (91.5%). Tese
fndings highlight how sociocultural diferences may afect
the interpretation of results from validated questionnaires;
therefore, for a better assessment of sexuality, a combination
of quantitative and qualitative measures, such as a clinical
interview, should be recommended [31, 37]. Tere are an
increasing number of publications which encourage us to
investigate cross-cultural properties of FSFI and to assess the
generalizability of the scoring approach across diferent
countries and cultures [12, 34].

4.5. Study Strengths and Limitations. Te main strength of
our study lies in the combination of quantitative and
qualitative sexual health assessment, which allowed us not
only to evaluate sexually active participants (with and
without partner) but also those nonsexually active. In ad-
dition, this qualitative analysis is essential to establish
a framework that acknowledges the complex and multi-
factorial sexual impairment in BCS from a biopsychosocial
perspective. Moreover, this analysis also benefts from the
widespread sexual assessment previous to any intervention
including past sexual life, unknown in most of the studies.
Despite the FSFI questionnaire analysis being performed in
the overall sample, this is the frst study where sexually
inactive subjects were excluded for the interpretation of FSFI
results.

We are aware about some limitations:

(i) Te sample of women reached may not represent
the general population of BCS, as nowadays with BC
molecular classifcation there are many patient
profles, defning those with GSM receiving AI
a very specifc subgroup, exposed to adverse efects
regarding genital physiology and the central ner-
vous system that impact on sexuality by multiple
mechanisms. Tis fact may hinder to stablish cau-
sality and the generalization of our results.

(ii) Most of our participants were Caucasian, employed,
and heterosexual, which may complicate the ex-
trapolation of our results to a more diverse
population.

(iii) Te single-center design was also a limitation.
(iv) Even though within the sample size calculation, the

small sample size may infuence the interpretation
of our results. However, it is worth noting there
were some missing data regarding sexual outcomes.

(v) Te use of the FSFI questionnaire to evaluate
women’s sexuality has some limitations as was
discussed above despite that we decided to use FSFI,
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since it is the mostly used by studies on sexual
function in women with cancer [38]. However, to
overcome the FSFI limitations, we also considered
qualitative data, excluded sexually inactive women
from result interpretation, and used not only the
original cutof of 26.55 but also the specifc cutof
described for the Spanish population [18].

(vi) Androgens may play a role in female genital tissue
improving GSM symptoms as it has an anti-
infammatory efect, as well as a positive efect on
the vaginal muscles and mucosae [39–41]. Un-
fortunately, we have no data about androgen serum
levels in our sample.

4.6. Conclusions. Te fndings of our study highlight that four
out of fve BCSs are interested in an evaluation of their sexuality,
a piece of information which should be considered when
planning the holistic approach to BCS by a multidisciplinary
team, especially when there is an aim to treat a sexual symptom.
Our study clearly underlined that the majority of BCSs with
GSM receiving AI show afectation for their sexuality. Tese
populations are at higher risk of FSD and sexual inactivity, either
secondary to dyspareunia or to other sexual issues which afect
desire, arousal, lubrication, orgasm, and/or satisfaction. Other
biopsychosocial aspects should also be considered, such as body
image impairment, relationship issues, or mental health status.

4.7. Clinical Implications. Finally, the wide-ranging nature
of the factors, which afect the sexuality of these patients,
makes a comprehensive approach necessary in order to
guarantee pleasurable sexual experiences. For that reason, in
the ongoing RCT, both study groups are receiving a multi-
disciplinary approach (moisturizers, lubricants, pelvic foor
muscle relaxation, vibrator, and sexual counseling). We
expect to extend these sexual baseline data at the end of the
RCT and to report the specifc role of laser therapy on it.
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Lloreda, and M. L. Sánchez-Bernardos, “Te Spanish version
of the Body Image Scale (S-BIS): psychometric properties in
a sample of breast and gynaecological cancer patients,”
Supportive Care in Cancer, vol. 23, no. 2, pp. 473–481, 2015.

[22] M. Aupomerol, D. Chaltiel, P. Pautier et al., “Breast cancer
patients’ experience and wishes regarding communication on
sexual health: the BEROSE study,” Cancer Investigation,
vol. 40, no. 6, pp. 483–493, 2022.

[23] Y. Dai, O. Y. Cook, L. Yeganeh, C. Huang, J. Ding, and
C. E. Johnson, “Patient-reported barriers and facilitators to
seeking and accessing support in gynecologic and breast
cancer survivors with sexual problems: a systematic review of
qualitative and quantitative studies,” Te Journal of Sexual
Medicine, vol. 17, no. 7, pp. 1326–1358, 2020.

[24] S. Jha, L. Wyld, and P. H. Krishnaswamy, “Te impact of
vaginal laser treatment for genitourinary syndrome of men-
opause in breast cancer survivors: a systematic review and
meta-analysis,” Clinical Breast Cancer, vol. 19, no. 4,
pp. e556–e562, 2019.

[25] I. Tounkel, S. Nalubola, A. Schulz, and N. Lakhi, “Sexual
health screening for gynecologic and breast cancer survivors:
a review and critical analysis of validated screening tools,”
Sexual Medicine, vol. 10, no. 2, Article ID 100498, 2022.

[26] M. D. Austria, K. Lynch, T. Le et al., “Sexual and gender
minority persons’ perception of the female sexual function
index,” Te Journal of Sexual Medicine, vol. 18, no. 12,
pp. 2020–2027, 2021.

[27] E. Gilbert, J. M. Ussher, and J. Perz, “Renegotiating sexuality
and intimacy in the context of cancer: the experiences of
carers,” Archives of Sexual Behavior, vol. 39, no. 4, pp. 998–
1009, 2010.

[28] A. Rahmani, E. Afsharnia, J. Fedotova et al., “Sexual function
and mood disorders among menopausal women: a systematic
scoping review,”Te Journal of Sexual Medicine, vol. 19, no. 7,
pp. 1098–1115, 2022.

[29] F. M. Nimbi, S. Magno, L. Agostini et al., “Sexuality in breast
cancer survivors: sexual experiences, emotions, and cogni-
tions in a group of women under hormonal therapy,” Breast
Cancer, vol. 29, no. 3, pp. 419–428, 2022.
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