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A B S T R A C T

Background: Compared to male patients, sexual health remains poorly studied in women and sexual gender 
minority (SGM) patients with cancers.
Material and methods: An online survey was developed by a multidisciplinary team to assess the awareness and 
attitude of Italian oncological providers facing sexual health during or after cancer treatment. On behalf of the 
respective scientific committees, the questionnaire was sent to Multicenter Italian Trials in Ovarian cancer and 
gynecologic malignancies group (MITO) and to Italian Association of Radiation Oncology (AIRO) Group. Four 
dedicated sections analyzed participants’ demographic data, clinical context, communication and assessment 
practices, possible barriers, and treatment approaches.
Results: A total of 184 clinicians responded to the survey for an overall response rate of 20.8 %. Patient’s gender 
identity and sexual orientation were not routinely assessed, and several barriers were recorded. There was a high 
attitude to talk about the iatrogenic potential of sexual dysfunction with patients, even if up to 39.7 % of the 
respondents declared average/extreme difficulty in facing this issue. Radiation and medical oncologists more 
frequently refer patients to dedicated specialists to manage iatrogenic sexual dysfunctions.
Conclusions: Sexual health is a key component of comprehensive care for female and SGM patients during their 
oncological journey. Despite the high attitude to talk about iatrogenic sexual dysfunctions in Italian providers, 
the present study highlighted the need for specific training and guidelines on sex-related health issues 
encountered by women and SGM patients.
Policy summary: Despite the recognized need for specialized care, there remain significant gap and barriers in 
knowledge regarding sexual health management in women and SGM patients. Our study highlights the urgent 
need to enhance healthcare provider training, equipping them with the necessary tools to recognize, discuss, and 
treat this type of toxicity, which has a significant impact on the social well-being and quality of life of long-term 
survivors.
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1. Introduction

Sexual health is a key component of the overall health of people, 
including cancer survivors. Studies have reported varying prevalence 
rates of sexual dysfunction in gynaecological cancer survivors, ranging 
from 30 % to 60 % or higher, depending on the specific cancer type and 
the measures used to assess sexual function [1]. Sexual dysfunctions can 
lead to decreased quality of life, deterioration of familiar and social 
functioning and significant short and long-term morbidity, with an 
overall dissatisfaction with post-treatment life [2]. Moreover, iatrogenic 
sexual toxicities associated with depression and social isolation are 
common among LGBTQIA+ (lesbian, gay, bisexual, transgender, 
queer/questioning, intersex, asexual) communities, also referred to as 
sexual gender minority (SGM) [3]. Despite it being widely recognized 
that cancer diagnosis and treatment can impair women’s and SGM 
sexuality, the ability of Health Care Providers (HCPs) to care for patients 
with sexual health issues is often inadequate. In the gynaecological field, 
less than 30 % of women treated for cervical or ovarian cancer received 
adequate information with regard to sexual function before surgical, 
medical or radiation treatment [4–6] and the situation is not different 
for other oncological settings such as breast, head and neck or gastro
intestinal diseases [1]. Frequently mentioned obstacles encompass 
concerns about lack of specific training, causing distress to patients, the 
perception that addressing sexuality is not within the HCP’s re
sponsibility, insufficient time, the belief that discussing sexuality is not 
crucial during the initial oncology visit, and the expectation that pa
tients themselves will bring up these issues if they are concerned.

That being so, we conducted a comprehensive nationwide study on 
behalf of Multicenter Italian Trials in Ovarian cancer and gynecologic ma
lignancies group (MITO) and Gynecology Study Group of the Italian As
sociation of Radiation Oncology (AIRO)- to delineate the awareness of 
Italian medical oncologists (Mos), gynaecologists (GOs), and radiation 
oncologists (ROs) of iatrogenic sexual dysfunctions (also known as 
sexual toxicities) in the oncologic individuals who are defined as female 
at birth. Furthermore, this study also examined clinicians’ attitudes—
specifically their willingness and approach- regarding these health- 
related issues. Understanding both awareness and attitudes can help 
identify barriers to care, pinpoint areas for enhancing patient engage
ment, and inform customized interventions aimed at improving health 
outcomes.

2. Material and methods

2.1. Design and setting

Through a population-based online questionnaire, this study gath
ered information regarding the attitude and awareness of Italian onco
logical HCPs toward the sexual health of women and SGMs. The 
questionnaire was an open survey written in English adhering to the 
Checklist for Reporting Results of Internet E-Surveys (CHERRIES) [7].

Starting from a review of the literature, the principal investigators 
(AB and CC) designed the first draft of the questionnaire. The first draft 
was submitted, examined and checked by two experts in the field of 
medical oncology (LDL) and gynecology/sexual health (REN). LDL, EO, 
and REN participated in the online survey as a pilot test to identify 
potential errors and assess user-friendliness. AB and CC collected feed
back from the pilot test, reviewed comments, and implemented adjust
ments to enhance clarity, relevance, and the overall structure of the 
questionnaire. The revised version was then re-administered to the panel 
of three experts (EO, LDL and REN) to reach a consensus. Following this 
phase, the questionnaire was submitted to the MITO (a collaborative 
research organization focused on gynecological oncology) Directorship 
and the AIRO Scientific Committees for broader validation, ensuring 
that the questions accurately reflected the intended constructs, and for 
authorization. Considering the endpoints of the study and the partici
pants, the approval of the Institutional Review Board (IRB) was not 

needed. MITO group and the gynecological research group of AIRO 
endorsed the survey. The approved version of the survey (Supplement 1) 
remained available from August 2023 to December 2023 through the 
Google Forms platform.

AIRO and MITO Secretaries sent through the official newsletter to 
each of the AIRO and MITO members the survey link (two reminders) to 
complete the inquiry. On the MITO website, the link remained available 
for MITO centres until the end of the survey. For the AIRO members, we 
required that the form be filled out by the radiation oncologists 
specialized in gynecological treatments. The participants were not pre- 
selected and the newsletters described the objective and rationale of 
the study as well as the possibility to disseminate the results. It was 
requested that each participant should respond to the questionnaire only 
once.

The investigator centers were not given any incentives to submit 
results and participation was entirely voluntary. Both of the answers, as 
well as the identity of the investigators, were kept confidential. Before 
the responses were submitted, the platform verified that the question
naire was entirely complete.

2.2. Survey structure

The structure of the questionnaire consists of 13 items including 
general questions, to collect the data of the responding physicians, and 
specific 5As (Ask, Advice, Assess, Assist and Arrange) items, an 
evidence-based communication model which is extremely valuable in 
counselling patients [8–10].

Overall, questions were set up in four parts:

i) General data of the participating physicians (6 questions) inves
tigated the participants’ features: gender, age, years of practice as 
a specialist, medical speciality, geographic location, type of 
hospital;

ii) Communication Practice and Barriers -“Ask Part”- (3 questions) 
aimed at understanding the ease and the possible obstacles to 
talking with the patients about gender identity, sexual orienta
tion, and sexual dysfunction.

iii) Assessment Practice - “Assess Part”- (sub-questions within the 
“ask part” + 3 dedicated questions) focused on the circumstances 
under which the physician addresses these issues, the ease of 
doing so, and the potential involvement of the partner.

iv) Education and Providers- “Advise-Assist and Arrange Part” (1 
question): concerned with the perceived willingness to refer pa
tients to specific care and suggestions to improve the manage
ment of sexual health care.

2.3. Statistical analysis

Returned questionnaires were collected centrally at the National 
Center of Oncological Hadrontherapy. After the survey’s closure they 
were downloaded, then anonymized into an electronic database and 
stored. The data processing occurred in January 2024. Counts and 
percentages were used to describe the distribution of responses with 
respect to the variable characterizing the participating physician (part i), 
while statistically significant differences were explored through the Chi- 
squared or Fisher test, as appropriate. A stepwise (based on Akaike In
formation Criteria) multivariable logistic regression was employed to 
evaluate the variables’ relationship with each query (part ii–iv). Odds 
ratio (OR) and 95 % confidence Interval (95 %CI) were provided for 
variables in the final multivariable model. The significance level was set 
to 0.05, and all the statistical analyses were carried out using R version 
4.0.1.

3. Results

One hundred and eighty-four questionnaires were completed and 
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returned. The overall response rate was 20.83 %. The median time for 
full-filling the questionnaire was 8 min.

3.1. General data of the participating physicians

The sample comprised 63 (34.2 %) MOs, 60 (32.6 %) GOs, 55 
(29.9 %) ROs and 6 (3.3 %) other professionals (N = 2 surgical oncol
ogists; N = 1 physiatrist; N = 1 specialist in palliative care; N = 1 
urologist and N = 1 neurologist). The 69 % of respondents were women 
(127/184). Among the participants, most 53.3 % (N = 98) were under 
40 at the time of the survey, came from specialized cancer centres 
(35.9 %, N = 66) and were distributed throughout the country, with a 
predominance in the northern region (77.7 %, N = 143). These data are 
summarized in Table 1.

3.2. Communication practices and barriers

Among the respondents, 58.7 % (N = 108) inquired about the pa
tient’s gender identity; physicians with over 10 years of experience 
found this question easier to address than their less experienced coun
terparts (at multivariable p = 0.019). The 68.5 % (N = 126) of the 
participants declared not assessing the patient’s sexual orientation; a 
higher attitude was reported among GOs with respect to MO and RO 
(p < 0.001 and p = 0.030), clinicians trained for > 20 years (> 50 years 
old p = 0.001) and, consistently, with more than 10 years of practice 
although reported only at univariable analysis(p = 0.014). Prevalent 
barriers reported by those not assess these issues concern the idea that it 
is not important to inquire in the oncological consultation such dimen
sion (48.7 % N = 37 for gender identity and 61.9 %, N = 78 for sexual 
orientation), the lack of personal awareness and preparation (27.6 % for 
N = 21 and 8.7 % for N = 11, respectively) and the personal embar
rassment to bring up the subject (18.4 % for N = 14 and 15.9 % for 
N = 20, respectively).

There was a high willingness to discuss the potential iatrogenic 
sexual dysfunction with their patients, reported by 92.4 % of re
spondents. The remaining physicians listed both patient and medical 
factors related to barriers to dealing with such issues (Supplemental 
Fig. 1). Some physicians (28.6 %; N = 4) regarded sexual toxicity as less 

significant than the other factors and therefore chose not to evaluate it. 
Data are synthesized in Table 2.

3.3. Assessment practices

Among the 63.5 % (N = 108) of participants who included the 
partner during the counselling about sexual health, the ROs (75.5 %) 
and the GOs (66.7 %) used routinely to involve him/her compared to the 
MOs (49.1 %; p = 0.059). There was a difference among specialists 
concerning the time to face this issue. Indeed, ROs had an attitude to 
counsel before the treatment (94.34 %), whereas GOs and MOs after or if 
requested (43.86 % and 31.58 %, respectively). At the question “How 
easy is it for you to actively ask about sexual health issues and problems?”, up 
to 39.7 % (N = 73) of the respondents declared average or extreme 
difficulty, with less attitude declared by the respondents in Northern 
Italy. Also, the communication easiness seemed to be related to the 
specializations both at univariable (p < 0.001) and multivariable anal
ysis, with the MOs (p < 0.001, 63.49 %; OR = 5.57, 95 %CI =
2.54–12.80) showing less inclination compared to ROs (27.27 %) and 
GOs (28.33 %).

Table 3 summarises these results.

3.4. Education and providers

Only the 12 % of respondents (N = 22) did not refer to experts in 
other disciplines the patient with iatrogenic sexual problems (Table 4). 
The ROs (98.2 %) had the highest attitude to send patients to dedicated 
specialists (p = 0.014) with respect to GOs (80 %) and MOs (85.7 %). 
Supplemental Fig. 2 summarises the sexual health care offered to pa
tients according to the specialty of the HCP, with most topical lubri
cating treatments proposed by ROs and MOs, and more hormonal 
(topical or systemic replacement) therapies and laser approaches by the 
GOs.

With regards to the possible solution to improve women’s sexual 
toxicity care management in an oncological setting, the education of 
professionals (67.9 %) and residents (31 %) appeared of pivotal 
importance. The inclusion of the topic of sexual health into the multi
disciplinary tumour board discussion was reported as a solution both in 
terms of considering an item to deal with during the discussion (40.2 %) 
and as a way to easily refer to the dedicated specialists the patients with 
these problems (56.5 %). To meet the gap, actively engaging patients 
could be a viable solution. This involves increasing their awareness 
(56 %), providing educational materials (54.9 %), and including pa
tient’s association (23.4 %) (Fig. 1).

4. Discussion

The present study takes a snapshot of the attitudes and awareness of 
Italian healthcare professionals who specialize in female cancers 
regarding sexual health. It specifically explores the limitations in 
communication with patients and the readiness to investigate aspects 
related to sexual orientation and gender.

There was a well-balanced stratification of specializations of the 
professionals that answered the survey (34.2 % MOs, 32.6 % GOs and 
29.9 % ROs), with a predominance of female physicians (69 %) and a 
majority of participants from the northern region centers. Although 
most respondents (58.7 %) seemed to have comfort in assessing the 
patient’s gender identity, less than half of respondents (31.5 %) 
expressed confidence in discussing sexual orientations. It should be 
underlined that several pieces of evidence have shown that SGMs 
experience inequality in cancer care, treatment, follow-up and outcomes 
also due to a lack of awareness and attitude of healthcare providers [11]. 
Prior stigmatizing experiences during access to care lead to stress and 
medical scepticism in the SGM community and for these reasons they 
experience high rates of postponing or avoiding the treatments [12–14]. 
Examining sexual orientation and gender identities (SOGI) is crucial to 

Table 1 
Demographic characteristics and clinical variables of the health care 
providers.

N (%)

Physician gender
Female 127 (69.02)
Male 57 (30.98)

Physician age [years]
< 40 98 (53.26)
40–50 46 (25)
> 50 40 (21.74)

Physician Specialty
Gynecology 60 (32.61)
Medical Oncology 63 (34.24)
Radiation Oncology 55 (29.89)
Miscellaneous 6 (3.26)

Years of practice as a specialist
< 5 67 (36.41)
5–10 46 (25)
> 10 71 (38.59)

Region of practice
Northern Italy 143 (77.72)
Central Italy 15 (8.15)
Southern & Islands Italy 26 (14.13)

Practice environment
Academic general hospital 50 (27.17)
Non-academic general hospital 53 (28.8)
Specialized cancer center 66 (35.87)
Miscellaneous 15 (8.15)

N = Number.
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Table 2 
Communication practices.

Do you investigate the gender identity of your patients? Do you investigate the sexual orientation of your patients? Do you talk about potential iatrogenic sexual dysfunction?

Answers Univariable Multivariable Answers Univariable Multivariable Answers Univariable Multivariable

No [N(%)] Yes [N 
(%)]

p-value p- 
value

OR (95 %CI) No [N(%)] Yes [N 
(%)]

p-value p-value OR (95 %CI) No [N(%)] Yes [N(%)] p-value p- 
value

OR (95 %CI)

Physician gender 0.757 ​ 0.855 ​ 0.922 ​
Female 51 (40.16) 76 (59.84) ​ 88 (69.29) 39 (30.71) ​ 9 (7.09) 118 (92.91) ​
Male 25 (43.86) 32 (56.14) ​ 38 (66.67) 19 (33.33) ​ 5 (8.77) 52 (91.23) ​

Physician age 
[years]

0.144 ​ 0.005 ​ 0.776 ​

< 40 47 (47.96) 51 (52.04) ​ 74 (75.51) 24 (24.49) ​ 8 (8.16) 90 (91.84) ​
40–50 16 (34.78) 30 (65.22) ​ 33 (71.74) 13 (28.26) 0.649 1.21 

(0.52–2.78)
4 (8.7) 42 (91.3) ​

> 50 13 (32.5) 27 (67.5) ​ 19 (47.5) 21 (52.5) 0.001 3.87 
(1.70–9.07)

2 (5) 38 (95) ​

Physician Specialty 0.312 ​ 0.004 ​ 0.009 ​
Gynecology 23 (38.33) 37 (61.67) ​ 32 (53.33) 28 (46.67) ​ 3 (5) 57 (95) ​
Medical 

Oncology
31 (49.21) 32 (50.79) ​ 52 (82.54) 11 (17.46) < 0.001 0.21 

(0.09–0.49)
6 (9.52) 57 (90.48) 0.343 0.50 

(0.10–1.99)
Radiation 

Oncology
21 (38.18) 34 (61.82) ​ 39 (70.91) 16 (29.09) 0.030 0.41 

(0.18–0.90)
2 (3.64) 53 (96.36) 0.721 1.39 

(0.22–10.90)
Miscellaneous 1 (16.67) 5 (83.33) ​ 3 (50) 3 (50) 0.699 0.70 

(0.11–4.50)
3 (50) 3 (50) 0.004 0.05 

(0.01–0.38)
Years of practice as 
a specialist

0.059 ​ 0.014 ​ 0.868 ​

<5 34 (50.75) 33 (49.25) ​ 49 (73.13) 18 (26.87) ​ 6 (8.96) 61 (91.04) ​
5–10 20 (43.48) 26 (56.52) 0.448 1.34 

(0.63–2.87)
37 (80.43) 9 (19.57) ​ 3 (6.52) 43 (93.48) ​

> 10 22 (30.99) 49 (69.01) 0.019 2.29 
(1.15–4.65)

40 (56.34) 31 (43.66) ​ 5 (7.04) 66 (92.96) ​

Region of practice 0.262 ​ 0.985 ​ 0.297 ​
Northern Italy 63 (44.06) 80 (55.94) ​ 98 (68.53) 45 (31.47) ​ 13 (9.09) 130 (90.91) ​
Central Italy 6 (40) 9 (60) ​ 10 (66.67) 5 (33.33) ​ 1 (6.67) 14 (93.33) ​
Southern & 

Islands Italy
7 (26.92) 19 (73.08) ​ 18 (69.23) 8 (30.77) ​ 0 (0) 26 (100) ​

Practice 
environment

0.511 ​ 0.042 ​ 0.301 ​

Academic 
general hospital

17 (34) 33 (66) ​ 35 (70) 15 (30) ​ 6 (12) 44 (88) ​

Non-academic 
general hospital

24 (45.28) 29 (54.72) ​ 32 (60.38) 21 (39.62) ​ 3 (5.66) 50 (94.34) ​

Specialized 
cancer center

30 (45.45) 36 (54.55) ​ 52 (78.79) 14 (21.21) ​ 3 (4.55) 63 (95.45) ​

Miscellaneous 5 (33.33) 10 (66.67) ​ 7 (46.67) 8 (53.33) ​ 2 (13.33) 13 (86.67) ​

N = Number.
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Table 3 
Assessment practices.

When you talk about the sexual impact of oncological treatment? Do you usually include the partner during the counseling? How easy is it for you to actively ask about sexual health issues and 
problems?

Answers Univariable Multivariable Answers Univariable Multivariable Answers Univariable Multivariable

after RT or 
if require 
[N(%)]

before RT 
[N(%)]

p-value p-value OR (95 %CI) No [N(%)] Yes [N 
(%)]

p-value p- 
value

OR (95 %CI) Absolute no 
problem [N 
(%)]

Average/ 
Extreme 
difficult [N 
(%)]

p-value p-value OR (95 %CI)

Physician 
gender

0.070 ​ 0.872 ​ 0.539 ​

Female 38 (32.2) 80 (67.8) ​ 44 (37.29) 74 (62.71) ​ 79 (62.2) 48 (37.8) ​
Male 9 (17.31) 43 (82.69) 0.035 2.54 

(1.10–6.35)
18 (34.62) 34 (65.38) ​ 32 (56.14) 25 (43.86) ​

Physician age 
[years]

0.814 ​ 0.469 ​ 0.755 ​

< 40 26 (28.89) 64 (71.11) ​ 30 (33.33) 60 (66.67) ​ 57 (58.16) 41 (41.84) ​
40–50 10 (23.81) 32 (76.19) ​ 15 (35.71) 27 (64.29) ​ 28 (60.87) 18 (39.13) ​
> 50 11 (28.95) 27 (71.05) ​ 17 (44.74) 21 (55.26) ​ 26 (65) 14 (35) ​

Physician 
Specialty

< 0.001 ​ 0.035 ​ < 0.001 ​

Gynecology 25 (43.86) 32 (56.14) ​ 19 (33.33) 38 (66.67) ​ 43 (71.67) 17 (28.33) ​
Medical 

Oncology
18 (31.58) 39 (68.42) 0.137 1.81 

(0.83–4.02)
29 (50.88) 28 (49.12) 0.059 0.48 

(0.22–1.02)
23 (36.51) 40 (63.49) < 0.001 5.57 

(2.54–12.80)
Radiation 

Oncology
3 (5.66) 50 (94.34) < 0.001 13.98 

(4.38–62.80)
13 (24.53) 40 (75.47) 0.311 1.54 

(0.67–3.60)
40 (72.73) 15 (27.27) 0.491 1.35 

(0.57–3.20)
Miscellaneous 1 (33.33) 2 (66.67) 0.557 2.10 

(0.19–47.11)
1 (33.33) 2 (66.67) 1 1 

(0.09–22.32)
5 (83.33) 1 (16.67) 0.464 0.44 

(0.02–2.99)
Years of practice 
as a specialist

0.673 ​ 0.317 ​ 0.724 ​

< 5 19 (31.15) 42 (68.85) ​ 18 (29.51) 43 (70.49) ​ 38 (56.72) 29 (43.28) ​
5–10 10 (23.26) 33 (76.74) ​ 16 (37.21) 27 (62.79) ​ 28 (60.87) 18 (39.13) ​
> 10 18 (27.27) 48 (72.73) ​ 28 (42.42) 38 (57.58) ​ 45 (63.38) 26 (36.62) ​

Region of 
practice

0.254 ​ 0.222 ​ < 0.001 ​

Northern Italy 40 (30.77) 90 (69.23) ​ 46 (35.38) 84 (64.62) ​ 76 (53.15) 67 (46.85) 0.009 16.75 
(2.99–316.53)

Central Italy 3 (21.43) 11 (78.57) ​ 8 (57.14) 6 (42.86) ​ 14 (93.33) 1 (6.67) ​
Southern & 

Islands Italy
4 (15.38) 22 (84.62) ​ 8 (30.77) 18 (69.23) ​ 21 (80.77) 5 (19.23) 0.232 4.09 

(0.54–85.49)
Practice 
environment

0.144 ​ 0.973 ​ 0.408 ​

Academic 
general hospital

15 (34.09) 29 (65.91) ​ 16 (36.36) 28 (63.64) ​ 28 (56) 22 (44) ​

Non- 
academic general 
hospital

16 (32) 34 (68) ​ 17 (34) 33 (66) ​ 31 (58.49) 22 (41.51) ​

Specialized 
cancer center

11 (17.46) 52 (82.54) ​ 24 (38.1) 39 (61.9) ​ 40 (60.61) 26 (39.39) ​

Miscellaneous 5 (38.46) 8 (61.54) ​ 5 (38.46) 8 (61.54) ​ 12 (80) 3 (20) ​

N = Number.
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providing optimal oncological care. However, a recent US survey among 
ROs unveiled challenges in accurately identifying and addressing the 
unique needs of the SGM population throughout the oncological journey 
[15]. In our study, this attitude seemed to be less prevalent among the 
MITO and AIRO-gynecology communities, where participants believed 
that knowing a patient’s gender (48.7 %) or sexual orientation (61.9 %) 
is not important for oncological care. However, more experienced 
physicians (over 50 years old) and gynecologists displayed greater 
confidence in discussing these topics with their patients.

It is not surprising that our cohort identified a lack of personal 
awareness and preparation as significant barriers to addressing these 
issues. In fact, there are currently no curriculum courses dedicated to 

sexual health and SGMs within the Italian medical degree programs and 
oncological residency programs. Thus, learners might follow these 
topics autonomously during specialized training or throughout the ac
ademic journey [16]. Although our data should also be investigated 
within a broader and more international cohort to draw definitive 
conclusions, implementing specific training programs for residents and 
young clinicians, even in the form of webinars and online educational 
resources, might enhance the inclusivity of counselling, reduce profes
sional discomfort in communication, and increase clinician awareness of 
potential diverse health needs based on SOGI [17]. This, in turn, may 
contribute to delivering higher-quality treatment for SGM patients and 
enable the oncological community to systematically track and monitor 

Table 4 
Education and providers.

Do you refer patients to experts in other disciplines/professions?

Answers Univariable Multivariable

No [N(%)] Yes [N(%)] p-value p-value OR (95 %CI)

Physician gender 0.187 ​
Female 12 (9.45) 115 (90.55) ​
Male 10 (17.54) 47 (82.46) 0.052 0.38 (0.14–1.02)

Physician age [years] 0.130 ​
< 40 16 (16.33) 82 (83.67) ​
40–50 4 (8.7) 42 (91.3) 0.336 1.81 (0.58–6.94)
> 50 2 (5) 38 (95) 0.076 4.25 (1.04–29.38)

Physician Specialty 0.017 ​
Gynecology 12 (20) 48 (80) ​
Medical Oncology 9 (14.29) 54 (85.71) 0.373 1.56 (0.59–4.28)
Radiation Oncology 1 (1.82) 54 (98.18) 0.014 13.91 (2.53–260.55)
Miscellaneous 0 (0) 6 (100) 0.992 -

Years of practice as a specialist 0.140 ​
< 5 12 (17.91) 55 (82.09) ​
5–10 5 (10.87) 41 (89.13) ​
> 10 5 (7.04) 66 (92.96) ​

Region of practice 0.123 ​
Northern Italy 21 (14.69) 122 (85.31) ​
Central Italy 0 (0) 15 (100) ​
Southern&Islands Italy 1 (3.85) 25 (96.15) ​

Practice environment 0.332 ​
Academic general hospital 6 (12) 44 (88) ​
Non-academic general hospital 3 (5.66) 50 (94.34) ​
Specialized cancer center 11 (16.67) 55 (83.33) ​
Miscellaneous 2 (13.33) 13 (86.67) ​

N = Number.

Fig. 1. What of the following suggestions may improve sexual toxicity care in your setting? Each bar reports the percentages and the number of responses (count). MTB 
= multidisciplinary tumour board.
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trends and outcomes in the care of SGM individuals, as recently reported 
by Assisi’s recommendations [18].

Clinical practice often collects information about sex, menopause, 
and reproductive status before starting cancer therapies that may affect 
sexual health in cisgender patients. Nonetheless, this information is 
frequently disregarded when referring to transgender and gender 
diverse (those whose gender identity does not align with society’s ex
pectations based on their sex assigned at birth) as well as non-binary 
individuals (a population whose gender identification transcends the 
binary distinctions of male and female). Nonetheless, the availability of 
qualitative information on our patients’ regarding sexual orientation, 
gender identity, gender affirmation, anatomy, and hormonal state is 
essential for an accurate assessment of the risk of sexual toxicity 
following oncological medicines and their management [19–22]. How
ever, there are bureaucratic barriers to clinical practice that need to be 
addressed to allow more inclusive data collection. These include the 
absence of comprehensive standards for collecting inclusive data, the 
lack of verified and standardized templates, the necessity of institutional 
mandates to modify electronic health record fields, the need for 
specialized training not only for the healthcare but also for adminis
trative staff who interact with the patients [18].

Data appeared more encouraging for the attitude to communicate 
the potential iatrogenic sexual dysfunctions, with more than 90 % of 
respondents expressing a readiness to discuss these issues, even 
extending the conversation to include their partners in 63.5 % of cases. 
Similar to previous studies, young clinicians more frequently have 
professional discomfort with facing these issues with their patients [23, 
24], suggesting the need to integrate sexual health concepts and soft 
skills in the curriculum of residency programs and continue education 
training in this area [25–29]. Among the sexual toxicities following 
radiotherapy, a particular interest has emerged in recent years regarding 
vaginal changes, partly due to the EMBRACE data [30–33]. However, 
there is still a lack of attention on this issue as emerged in an Italian 
survey directed to Italian radiation oncologists in charge of gynecolog
ical treatments, where only 56.9 % said they regularly talked with their 
patients about the potential vaginal dysfunctions after radiotherapy. 
This data could lead to further discussion if we consider that 70.7 % of 
the respondents were female doctors [34].

The recent consensus regarding the communication in oncology of 
the Italian Association of Medical Oncology (AIOM) reported that pa
tients might not completely understand the potential long-term conse
quences of oncological treatments, nor may they be fully aware of all 
potential adverse effects and complications and want better dialogue 
with their doctors [35]. As stressed in the above-mentioned consensus, 
physicians ought to acquire the abilities necessary to build trustworthy 
relationships with their patients. Competence in initiating sexual health 
conversations, identifying sexual dysfunctions, and providing appro
priate therapies may enhance the comfort levels of both clinicians and 
patients when addressing sexual issues [36]. In our study, these com
petencies appeared different according to different specialities, with 
ROs more used to discussing it before the start of treatments, and, as 
happened for the MOs, frequently referring patients to dedicated clini
cians. This tendency to refer patients reflected the necessity to create an 
integrated team strategy with well-defined roles for various team 
stakeholders to improve communication and treatment of sexual dys
functions [37]. In this scenario it falls into place the existence of various 
approaches suggested for managing patient’s symptoms, reminding the 
absence of definitive guidelines to assist clinicians. To create a shared 
recommendation, it might be worthwhile to identify members of the 
multidisciplinary oncology team who possess the necessary training, 
experience, and soft skills [38]. Moreover, following the concept of 
“doing with rather than doing for”, which means to better include pa
tients as an active and crucial part of their own oncological journey, 
might increase adherence and compliance to treatments [39]. We should 
remember that a significant number of patients are sexually active in the 
year leading up to their diagnosis, and might identify as part of SGMs 

[3]. Unfortunately, many of them might have also a history of abuse 
[38]. Given these considerations, it is crucial not to underestimate the 
risk of retraumatization due to sexual dysfunctions related to oncolog
ical treatments and we should strive to set well-positioned standards for 
the ethical and humane treatment of our patients [1]. In particular, from 
an inter-disciplinary point of view, the next steps might be the imple
mentation for HCPs of specific training on sexual health issues 
encountered by women and SGMs, the promotion of shared sexual care 
paths to offer to the patients and the strong collaboration with the 
“oncogender” working group worldwide.

5. Conclusions

The present results of our survey in Italy highlight the need for 
specific training and guidelines on sex-related health issues encountered 
by female patients, including effective communication strategies to 
facilitate conversation and SOGI oncological-specific education. A 
collaborative and integrated approach involving physicians, patients, 
and women’s cancer advocacy groups is essential for crafting shared 
recommendations, enhancing adherence, and addressing gaps in edu
cation and training for healthcare providers
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