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Chapter 9: Can the provision of sexual healthcare
for oncology patients be improved? A literature
review of educational interventions for healthcare
professionals
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Introduction

Sexual health is an important quality-of-life issue in cancer patients and survivors. The
negative effect of cancer and its treatment on sexual health is widely described in the
literature(1-12). Sexual side-effects can affect patients regardless of age, gender or cancer
site. All treatment modalities, surgery, chemotherapy or radiotherapy, cause specific sexual
problems and can, therefore, impair sexual health. These problems might arise at the
beginning of treatment; it is likely they will continue during long-term follow-up and
survival (4, 10, 13-16). Hence, the probability is that all healthcare professionals working
with cancer patients will encounter patients who experience sexual problems as a result of
their disease or treatment.

Cancer patients and survivors report a need for more information and support regarding
sexual health issues (15, 17, 18). They prefer to discuss sexual health with a healthcare
professional whom they expect to initiate the topic(13, 19, 20). However, communication
about sexual health in oncology care is reported to be challenging(21, 22). Although
healthcare professionals do feel a responsibility to discuss the subject, literature reveals
that such discussions between patient and professional are limited(13, 21, 23, 24).
Healthcare professionals experience various barriers to discussing the subject; those most
commonly reported are lack of knowledge and lack of training(21, 25-35). Current
literature highlights the need for more training and educational interventions for healthcare
professionals to enhance patient-professional communication about sexual health(25, 26,
29-33, 36, 37).

Given these literature recommendations, we aimed to explore which educational
interventions for oncology healthcare professionals, designed to enhance the provision of
sexual healthcare for oncology patients, have so far been studied and how effective they
are. The results of this review could inform the development and implementation of new
interventions.

Methods:

This review was performed following the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA).

Search strategy and outcome:

We conducted a comprehensive literature search in PubMed, PsychInfo, Embase and
Emcare with the help of a professional science librarian. The final search included three
sets of search items (see appendix 10 for the full search) in the title or abstract linked with
“AND?”, pertaining to (a) oncology (neoplasma, cancer, adenoma, malignancy), (b) sexual
health (sexuality, sex counselling, sexual behaviour, sexual dysfunction), (c) education
(workshop, training, physicians’ discussion).

Eligibility criteria applied for study inclusion are listed in Table 1. Studies in which the
intervention group was compared to either a control group or baseline were included. We
had no time restriction since no previous review of this topic was available. The initial
search yielded 1171 studies. First, titles and abstracts were screened for eligibility criteria
by two authors (LA and LG). If the article was selected, the full text was screened.
Consensus discussions involved a third author (HE) if doubts about inclusion existed.
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After screening for title and abstract, 16 full-text articles were assessed for eligibility.
Finally, 7 studies were included in the review (See flow diagram in Figure 1).

Table 1: Eligibility criteria for inclusion of studies

Items Eligibility criteria

Participant All healthcare providers who work with oncology patients

Study design Quantitative interventions study

Language English

Date of search No limitation

Type of intervention All educational/training interventions for healthcare providers with

the aim of enhancing provision of sexual healthcare to oncology
patients
Type of outcome Studies reported at least one pre-intervention measurement and one

a post-intervention measurement
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)

Identification

Screening

Eligibility

Included

Records identified through Additional records identified
database search through other sources
(n= 1171) (n= 4)

Records after duplicates removed

l

Full-text articles assessed

(n= 16)

l

Studies included in review
(=7

Figure 1: PRISMA Flow Diagram
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(n=749)
Records screened Records excluded
>
(n =749) (n= 732)

for eligibility >

Full-text articles excluded for
the following reasons:

- No intervention for health
care providers (n = 4)

- No educational intervention
(n=1)

- Not original research (n=2)
- No post-intervention
measurement (n=1)

- No quantitative study (n=1)




Level of evidence and quality appraisal

Level of evidence, based on the Oxford Centre for Evidence Based Medicine guidelines,
was assigned using the levels of evidence rating system(38), the scale ranging from 1-5.
Level 1 represents a meta-analysis of randomized controlled trials (RCT) or a systematic
review; level 2 an RCT; level 3 a non -randomized controlled cohort/follow-up study; level
4 a case-series, case-control, or historically controlled studies; level 5 a mechanism-based
reasoning.

The Joanna Briggs Institute Critical Appraisal tools were used for quality appraisal of the
studies (see Appendix 11).

Two reviewers (LA and LG) scored the studies independently. If no consensus was
reached, a third reviewer (HE) was involved. No study was excluded on the basis of the
assessment.

Data abstraction
Data was extracted by the first author using a standardized coding sheet (Tables 2 and 3),
and verified for correctness by a second author (LG).
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Results

Participants

A total of 572 oncology (range 7 — 210) healthcare professionals participated in the seven
included studies (Table 2). Of these, 556 healthcare professionals participated in an
intervention; the other 16 acted as controls in one (39). The participants included 384
nurses and other allied health care professionals, 48 physicians and 9 sexologists. The
function of 131 participants, either oncologist or nurse, was not specified(28, 40). Two
studies focused specifically on healthcare professionals working with breast cancer
patients and one on healthcare professionals working with prostate cancer patients(41-43).
The other studies did not specify an area of expertise of the participants.

Design & quality appraisal

One study was a randomized control trial with a control group(39). Six studies had a pre-
post-questionnaire design without a control group(28, 40-44). Of these six, one study
described additional audio records of consultations between healthcare professional and
patients (mixed-methods approach). The audio recording of clinic encounters were
transcribed and coded for analysis. In addition, patients completed a questionnaire about
the conversation with the healthcare professional immediately after the visit(41). The time
of follow-up varied between directly after the intervention and up to 16 months later. All
study designs are described in Table 2. The quality appraisal showed very similar results
in all studies (see appendix 12). The most common weakness was the lack of a control

group.

Type of interventions

A detailed overview of the interventions studied is presented in Table 3. The interventions
used a combination of (video) lectures, symposia group discussions and practical sessions
All interventions used in the studies were different and were developed by the authors or
institution themselves. The duration of the intervention varied between 30 minutes and a
two-year program. Four studies provided the healthcare professionals with a single session
intervention (40-43). One study investigated a program of five days(44). Another study
investigated hospital-wide multiple interventions over a period of two years(28). Finally,
one study evaluated eight online tutorials for a period eight weeks. This was the only fully
online intervention(39).

Type of measurement

Self-reported questionnaires were used in all studies to evaluate outcome pre- and post-
intervention (28, 39-44). Only Kim et al. used questionnaires which had previously been
described in literature and had proved to be valid and reliable (39, 45). The questionnaires
used in the other studies were developed by the authors based on social cognitive models,
guidelines, previous studies, literature or expert opinion. They contained questions about
knowledge, attitude, practice patterns, perceived barriers and comfort level. In addition,
one study assessed clinical communication coded from audio recorded conversations,
patient satisfaction via a questionnaire and the duration of sexual health
communication(41). All measurements are summarized in Table 3.

Objectives and results
Most primary objectives were described as the assessment of having acquired sufficient
knowledge about sexual health, improvement of practice, frequency of discussing sexual
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health and comfort level and the decline of perceived barriers to discussing sexual health.
All objectives and results are displayed in Table 3.

Three studies measured the perception about having acquired sufficient knowledge and
training to be able to discuss sexual health(28, 39, 42). Two studies reported a significantly
higher self-reported knowledge score after the intervention(28, 39). The interventions in
these two studies contained multiple education moments, in contrast to the study without
an effect(42). Participants of one study performed a test which assessed their knowledge
about sexual health, before and after the intervention. Participants scored significantly
higher after the intervention(44).

Four studies measured current practices, such as giving patients oral or written information
about sexual health, initiating discussions and referrals to another professional(28, 39, 40,
44). Of these studies, two showed no significant improvement in practice(39, 44). One of
these investigated an online intervention with no face-to-face contact(39). The other study
had a 35-hour program over a period of five days(44).

The frequency of discussing sexual health was measured in four studies(28, 41-43). In
three, the frequency increased. The study which did not find this effect had a longer
follow-up time (16 months) compared to the others (6 months)(28).

Three studies described the effect of the intervention on perceived barriers to discussing
sexual health, such as lack of time, privacy, difficult topic to discuss, embarrassment, fear
patient will react negatively. All showed a significant decrease in perceived barriers(28,
40, 41).

Six studies described a comfort level score for discussing sexual health (e.g. confidence,
attitude or self-efficacy level) (39-41, 43, 44). The five studies which showed a significant
effect were skill-based interventions(40, 41, 43, 44).

One study assessed the patients’ satisfaction and length of the total consultation(41).
Patient satisfaction did not change significantly over time. Nor did the duration of the total
conversation . Most sexual health discussions lasted less than 1 minute.

Consent, completion and feedback from the participants

The acceptance rate for participation described in two studies was 50% and 88%(41, 43).
Reasons for non-participation were not described. All studies described completion of the
intervention and questionnaire. The rate of completion ranged from 38 - 100%(28, 39-44).
In terms of acceptability and feasibility of the programs, participants in four studies
returned feedback about the intervention(28, 39, 41, 43). Content of the intervention was
considered as useful and relevant for the area of practice(28, 43). Two studies described a
level of satisfaction with the intervention of 53% and a score of 4.1/5(39, 41).
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Discussion

In this systematic review, we identified studies which evaluated educational interventions
for oncology healthcare professionals to improve communication about sexual health with
patients.

Healthcare professionals may benefit from these educational interventions. These studies
found an increase in the number reporting having sufficient knowledge, frequency of
discussing, comfort levels and fewer perceived barriers due to an intervention for
healthcare professionals. The results should, however, be interpreted with caution given
the lack of control groups, small intervention groups, lack of validated questionnaires and
absence of long-term follow-up.

We did not expect the studies to be so limited, given the large quantity of publications
highlighting the need for education of healthcare professionals due to their frequently
reported lack of knowledge and training. Unfortunately, it was not possible to provide an
overall recommendation because of the heterogeneity of the data. The interventions,
measurement, follow-up duration and outcomes were different in the included studies.
Moreover, the most common weaknesses in the study design were the lack of a control
group and the lack of long-term follow-up. As a result, long-term effect of the
interventions is unknown. There is no indication on how frequently the interventions
should be repeated for an optimal result.

The relationship between education and practice performance of clinicians has been widely
studied. A review about this subject stated that “live, face-to-face educational activities are
effective, especially when combined with multiple exposures to the information following
the live educational activity(46).” Besides, multiple educational techniques have a greater
long-term effect on practice performance than a single technique. Multiple exposures also
have a favourable effect on the performance(46). Against this background, the
comprehensive long-term education program of Jonsdottir et al. meets this conditions(28).
Still, no changes were found in frequency of discussing sexual health or in taking the
initiative to discuss the topic, between baseline and 16 months’ follow-up. This might be
due to barriers perceived by the healthcare professionals or the fact that not all healthcare
professionals might want to become an expert in discussing sexual health.

In our review, studies with face-to-face, skill-based interventions, for example a role play
exercise during a workshop, showed a significant increase in comfort level of the
participants to approach a discussion. Practicing during the interventions gives the
participants the opportunity to apply their skills in a safe environment. The only online
learning intervention did not show an increase in comfort level(39). One might argue that
face-to-face education with practice exercises is more effective for a taboo subject such as
sexual health in overcoming feelings of shame, a frequently reported barrier to discussing
sexual health with patients(26, 29, 32). Also, a qualitative study which focused on
feedback about an educational intervention designed to enhance communication about
sexual health, described that a role-play exercise boosts the courage of the participants to
initiate conversation(47). However, face-to-face interventions are mostly time-
consuming. Time is an important consideration when developing a new intervention for
healthcare professionals, as lack of time is already a barrier to discussing sexual health.
The study by Wang et al. described a face-to-face, targeted, single sexual health training
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lasting 30-45 minutes(43). Both comfort level and frequency of addressing the topic were
increased after six months follow-up, indicating a brief training might be sufficient. This
result should, however, be interpreted with caution as it was a pilot study with a small
number of participants and a high attrition rate.

Thus, in order to integrate sexual healthcare into medical practice, more is needed than
education for individual oncology healthcare professionals. Financial aspects and
organizational factors, like clinical space and agreement that healthcare professionals will
devote time to providing sexual healthcare, are also important(48). Current literature lacks
proof of the optimal format of sexual health in oncology care. A few studies investigated
interventions, other than educational, to enhance sexual healthcare. A prospective
observational cohort study assessed the impact of a screening tool, the ‘Brief Sexual
Symptom Checklist for Women’, used by oncology healthcare professionals, on the
referral rates to allied healthcare professionals, like sexual counsellor or psychologist. No
significant difference in referral was found. Moreover, more than half of the patients failed
to attend sexual counselling following referral by their specialist(49). The effectiveness of
a nursing record focused on sexual health care was tested among oncology nurses in a
randomized control trial(50). The record was based on the PLISSIT model, commonly
used for clinicians to discuss sexual health. The use of the record had a significant effect
on the sexual healthcare practice of nurses compared to the control group. There was,
however, no difference in sexual healthcare attitude score (discomfort, feeling uncertain),
which might indicate the need for additional skill-based training.

Another study which investigated a multidisciplinary sexual health program implemented
in their hospital faced different challenges, like lack of funding, lack of staff and excessive
waiting times due to heavy use of the clinic(48, 51). They found that basic resources were
lacking; patients were not having their sexual health concerns addressed elsewhere during
their treatment process(48). They highlight the need for oncology healthcare professionals
to address sexual health proactively and thus reduce referral to the program. The need for
support from the department of Nursing and an inter-professional team approach were
highlighted as important issues by these studies(48, 51). A network of representatives from
different departments, like psychiatry, social work and urology is needed to assist with
cases as required. They do not actually have to attend the sexual healthcare clinic in person
but should be available for consultation if required(51).

Some limitations need to be considered. Only seven studies were included in this review.
Most studies were small and did not have a control group. Selection bias may have
occurred as in six studies the participants were not randomized. Moreover, the recruitment
of participants was by self-selection or not adequately described in most studies. Response
bias may have occurred in some studies due to attrition rates. It is likely that the most
motivated participants completed the follow-up.

The long-term effect of the educational programs is not known since only short-term
follow-up was described in the studies. Due to the different outcome measurements used, it
was not possible to provide an overall recommendation. To improve the comparison of
future studies, it would be helpful if validated questionnaires were routinely used and a
control group included. It is recommended that future studies are longitudinal in order to
access the learning effect and practice over time. It would be interesting to include non-
educational intervention to find out whether other factors can also contribute to
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enhancement of sexual healthcare for oncology patients. In this context, including patient-
reported data about patient satisfaction and duration of sexual health communication
would be helpful to demonstrate that an improvement in the effect of interventions
translates into improved patient satisfaction and quality of life(41).

Conclusion

Sexual health is an important area of cancer survivorship. There is a demand for sexual
healthcare by the oncology patients but many oncology healthcare professionals lack
training and knowledge to provide such care. This systematic review provides an insight
into the existing interventions and education of oncology healthcare professionals and
might be helpful for the development of new interventions and studies. An overall
recommendation for the development of interventions could not be given due to the limited
number of studies and heterogeneity of the data. Notwithstanding, one could argue that
following the interventions, healthcare professionals become more aware of the importance
of addressing sexual health. More evidence based practices are needed.
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