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INTRODUCTION

Health care is increasingly being assessed by the outcomes as experienced by patients. In recent
decades, an increasing number of patient-reported outcome (PRO) measures have been devel-
oped to measure experienced outcomes [1, 2]. The primary overall outcome of many measures
is the quality of life as reported by the patient. Quality of life comprises a number of constructs
of which psychosocial well-being and physical health are well-known concepts. Sexuality is an
important constituent of quality of life, but is often overlooked by health care professionals [3].

Diseases, medical treatments, and body image disturbances are all known to possibly nega-
tively affect sexuality. Breast cancer patients, for instance, frequently experience sexual prob-
lems as a result of impaired body image [4]. The impact of (surgical) treatments on experienced
measures of sexuality (e.g., sexual (dys) function, sexual activity, and satisfaction with sexuality)
is only recently being explored and has been largely under-addressed by physicians [3]. The
field of plastic surgery is dedicated to reconstruction of bodily defects due to birth disorders,
trauma, burns, and disease. Many plastic surgeons perform cosmetic surgical procedures as
well, which are focused on enhancing a patient’s appearance. Plastic and cosmetic surgery
treatments typically have direct impact on esthetic appearance and may also affect sensation.
Outcomes of plastic surgical treatments can be strongly associated with psychosocial factors
including one’s body image [5]. Therefore, many plastic or cosmetic surgical treatments can
also impact sexual function, which has been objectiﬁed for gynecomastia correction or cleft
lip-palate surgery for example [6, 7]. In addition, it has been shown that the outcomes of breast
reconstruction, which is the most frequently performed reconstructive procedure in Western
society, are strongly related to measures of sexuality [4, 8].

Traditionally, (plastic) surgeons are primarily trained in the technical aspects of their profes-
sion. They are educated to deal with the physical problems, whether functional or cosmetic and
their consequences for daily functioning. Addressing problems at another functional level, such
as sexual function, requires additional knowledge, but also additional time. From former stud-
ies, we do know that addressing the topic is difficult for the patient as well as the physician due
to several barriers including insecurity because of lack of knowledge [3, 9]. Presently, it is not
known to what extent plastic surgeons address or discuss issues concerning sexuality with their
patients. Here, we aim to identify the current plastic surgery practice in the Netherlands. In

addition, we assess if there is a need for improvement from the plastic surgeon’s point of view.

METHODS

Study design

In November 2016, a national survey was conducted in which all plastic surgeons and plastic

surgery residents practicing in the Netherlands (7=385) were approached via post mail to
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participate. The surveys were accompanied by an information letter and a post-paid return
envelope. Addresses were obtained via the Dutch Society of Plastic Surgery (NVPC), which
gave permission to send a one-off mailing only. Therefore, no reminders were sent. Data were

collected and processed anonymously. Data collection was closed after 3 months.

Development of the survey

The authors developed the survey in line with a previously developed instrument of similar
kind [10]. The survey comprised 34 items, which focused on the background and experience of
the plastic surgeon, as well as their practice related to discussing sexual functioning with their
patients, their preferences with regard to sexuality training, and their interest in other sexuality
support. The final survey included the following sections:

1. A demographic sheet assessing professional background (including interest areas within
plastic surgery, clinical setting), years of experience in plastic surgical practice, gender, and
age.

2. Several questions were asked about the frequency respondents discussed the subject of
sexuality with their patients (at preoperative informed consent and postoperative follow-up
consultations; 5-point Likert scale ranging from “never” to “always” and in percentages) and
ways of discussing the subject (e.g., roles of team members).

3. A section on opinions about the importance of the topic of sexuality in their work (4-point
Likert scales ranging from “not important” to “very important”), the responsibilities of
the plastic surgeon, on past and ideal clinical training, and on (practical) barriers towards
discussing the topic (“what is preventing you to talk about sexuality with your patients?”:
e.g., patient age/ethnicity, duration of the consultation, insecurity or shame of the surgeon;
disagree/neutral/agree answering options).

The present instrument was modified after a survey assessing similar subjects in another
field of medicine [10]. A first version of the current measure, based on this scientifically valid
tool described earlier, was tested in a pilot study in which five plastic surgeons provided feed-
back on the clarity and content of the questions. Based on their remarks, minor adjustments

were made to the survey, resulting in the final instrument.

Statistical analysis
Data analysis was performed using SPSS Statistics for Windows, Version 22.0. Armonk, NY:

IBM Corp. Descriptive statistics were used to describe the outcomes. Equality of proportions
between types of surgeons was tested with Pearson’s chi-square test or Mantel Haenszel test for
trend, if groups were ordinal. Two-sided p values <0.05 were considered statistically significant.
In the questionnaire, surgeons could fill in more than one subspecialty. Per individual subspe-
cialty calculations were made. Therefore, total sums of some analyses can add up to more than

the total amount of participants.



Ethical approval

As this study did not involve patients nor interventions and participation to this study was

voluntarily, formal ethical approval was not required in the Netherlands.

RESULTS

Participants

From a total of 385 members of the Dutch Society of Plastic Surgery, 106 plastic surgeons and
residents returned a completed survey (27.5%). Two responding plastic surgeons stated they
did not complete the survey because they considered the subject not applicable to their practice.
The median age of the participants was 44 (range 29-60) years and 71.1% of the participants
were male. The majority reported at least 5 years of experience in plastic surgery (91.5%);
14 respondents were residents in training (13.2%). Areas of interest and clinical settings are

displayed in Table 1.

Discussing sexuality with patients

Most respondents (78.3%) reported they rarely or never discussed subjects regarding sexuality
(Table 2). Both during preoperative informed consent consults as well as during clinical follow-
up visits after surgery, sexual function was rarely or never being discussed (79.3%, 80.5%).
When looking per subspecialty, plastic surgeons specializing in genital or gender surgery stated
that they discussed sexuality with almost all patients. In all other subspecialties, this was the case
in 5% or less of the patients (Table 3). When focusing on breast surgery specifically, cosmetic
surgeons stated they rarely or never discussed sexuality with patients opting for breast reduction
(55.2%) or breast augmentation (69.0%) respectively. In addition, 70.4% of surgeons rarely or
never discussed the topic with patients who require breast reconstruction (Table 4). Yet, 61%
of all responding participants mentioned that sexuality should be discussed at least once with
patients undergoing breast surgery. More than half of the respondents (55.7%) stated that it is
(very) important to inform patients about sexual complaints relating to surgical interventions.
Twenty-six of the respondents mentioned they had referred at least one patient to a specialized
sexuality care professional. When asked “what is preventing you to talk about sexuality with
your patients?”, reasons that were confirmed most often were that there was no reason to discuss
sexuality (47.6%), that they received insufficient training (40.3%), and that they experienced
a lack of knowledge (40.3%) (Fig. 1). When being asked what could help the respondents to
address sexual problems, “reading material for patients” was most frequently selected (Fig. 2).
Among the respondents that did discuss sexual function, insecurity due to a changed self-image

or appearance was the most frequently discussed topic (=41, 66.1%).
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Table 1. Demographic characteristics (n=106), n (%)

Age (range), median in years 44 (29-66)
Gender
Male 76 (71.1)
Female 30 (28.3)
Experience (including residency)
0-5 years 9 9.5
6-10 years 30 (28.3)
>10 years 67 (63.2)
Function
Plastic surgeon 92 (86.8)
Resident plastic surgery 14 (13.2)
Clinical setting
University hospital 30 (28.3)
Top clinical teaching hospital 5 (4.7)
District general hospital 33 (31.1)
Private clinic 26 (24.5)
Categorical cancer hospital 1 (0.9
Areas of interest*
Breast reconstructive surgery (oncology) 77 (72.6)
Hand and wrist surgery 64 (60.4)
Cosmetic surgery 54 (50.9)
Head and neck reconstructive surgery 24 (22.6)
Genital surgery 19 (17.9)
Paediatric surgery 14 (13.2)
Burn reconstructive surgery 8 (7.5
Gender surgery 5  (4.7)
Post bariatric surgery 2 (1.9
Perianal reconstruction 1 (0.9
* Multiple answers possible
Table 2. Discussing sexuality with patients
(Almost) In less In more  (Almost)
n*  never than 50% than 50% always
How often do you discuss the patients’ sexual health? 106 78.3% 18.9% 0.9% 1.9%
Do you inform patients about consequences of surgery for
sexual function during the informed consent procedure? 105 79.0% 16.2% 1.0% 3.8%
How often do you address sexual health during follow-up
visits? 61 80.5% 12.2% 4.8% 2.4%
Somewhat Very

n*  Notimportant important Important important

How importalin is it to inform patients about possible 104 1.0% 43.3% 41.3% 14.4%
sexual complaints?

*Number of responders for this specific question



Table 3. In the past year, with which percentage of your patients did you discuss topics related to sexuality (per

subspecialty)?
Percentage

Specialty n* Median (IQR)
Breast reconstruction 71 5 (15)

Head and neck 20 0 (0
Gender 5 95 (25)
Genital 9 100 (0)

Hand and wrist 49 0 (0

Burns 6 0 (6)
Cosmetic 47 5 (15

*Number of plastic surgeons who treat patients within this subspecialty

Table 4. Discussing sexuality with breast surgery patients

How often do you inform women about (the consequences on) sexuality when they undergo

n* Never Rarely Regularly Often
- Breast Reconstruction? 44 22.7% 47.7% 18.2% 11.4%
- Breast Reduction? 29 41.4% 13.8% 27.6% 17.2%
- Breast Augmentation? 29 34.5% 34.5% 17.2% 13.8%

*Only plastic surgeons working in the relevant subspecialty were included

Fig 1. What prevents you from discussing sexuality with patients?

‘ Discussing sexuality in the field of plastic and reconstructive surgery
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Fig 2. This could help me to discuss sexuality with patients

Responsibility, knowledge, and training

Almost half of the respondents (49.1%) thought that plastic surgeons do have a responsibility
to discuss sexuality-related issues with their patients. Although not applicable to all patient
groups, oncological nurses and the oncological surgeon were also thought to have a responsibil-
ity to discuss the topic with the patient (Fig. 3). Only 6.1% of plastic surgeons stated that
they had sufficient knowledge on sexual (dys)functions, while 86.2% stated that they had only
litcle or no knowledge at all on the subject (Table 5). The majority of the respondents (64.7%)
believed that sexuality was not adequately addressed during plastic surgery residency, yet only
6.1% underwent additional training. A minority of all participants (21.4%) was interested to
learn more about the subject. This interest was significantly more expressed by participants who
were still resident, when compared to plastic surgeons (50% vs. 16.9%, p=0.01, Fisher’s exact

test).
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Fig 3. Who is responsible for raising sexuality as a discussion topic in the plastic reconstructive surgery practice?



Table 5. Knowledge and training

None Alittle Some Sufficient
n (%) (%) (%) (%)

Do you have knowledge on sexual dysfunctions
and treatments? 66 152 53.0 258 6.1

n  Yes (%) No (%)

Do you think that sexology is adequately addressed during plastic surgery
residency? 102 35.3 64.7

Did you have additional training on how to address sexual problems of

patients? 66 6.1 93.9

Would you like to improve your skills with regard to addressing sexual
health problems? 103 21.4 78.6

DISCUSSION

The present study is the first to report on what role sexuality plays in the plastic surgeon’s
consultation room. The data show that plastic surgeons infrequently discuss sexual functioning
with their patients, with genital and gender subspecialists as the exception. Breast surgeons and
cosmetic surgeons, two significant subspecialties within plastic surgery, generally agreed that
sexuality is important for their surgery/population and that they carry a responsibility to discuss
the topic. Still, many rarely discussed the subject with patients. Plastic surgeons experienced
uncertainty on conversation starters, insufficient training, and limited knowledge as important
barriers towards discussing the subject, and viewed the oncological nurse and psychologist as
more appropriate team members to raise this topic. Hereafter, these findings will be discussed
in the light of (1) the role of sexuality in plastic surgery practice, (2) how current practice on
this topic relates to other specialties, (3) what structural barriers towards discussing sexuality
in medical practice are currently known, and (4) how clinical services in plastic surgery may be
improved regarding our present findings.

It is known that within the plastic reconstructive surgery population, sexuality can play
an important role. Sexuality issues in general can derive from impaired body image, loss of
sensation or (sexual) function of body parts, or partnership issues [5]. In breast cancer patients,
for example, sexuality was found to be significantly impaired [4, 8]. This relationship between
symptoms or consequences of surgery and sexuality also applies to other types of plastic surgery
patient groups such as the people undergoing genital reconstructive surgery (incl. transgen-
der individuals), cosmetic, burn, and even hand surgery populations [11-17]. Restoring an
impaired (genital) body image can be a primary motivation for patients to opt for plastic
reconstructive surgery [18-20]. In contrast to what patients may experience, many surgeons
(possibly including many non-responders of this study) assume that sexuality is not an issue

within their patient population.
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Our data confirm that in current plastic reconstructive surgery practice in the Netherlands,
sexuality is only rarely discussed. An explanation for this could be the existence of experienced
boundaries to start the discussion, from both the patient’s and a surgeon’s point of view.
Genital and gender surgeons indicated they integrate the topic more frequently than their
colleagues from other relevant subspecialties such as breast surgeons. Possibly, this percentage
was higher because of the surgeon’s assumption that sexuality is only relevant for surgeries
in genital regions. However, the impact of other sexuality-related body parts should not be
underestimated. Although sexuality applies to breast surgery very much [21], other medical
specialties have also recognized the importance for sexuality in their practice, for example in
urology, gynecology, but also in cardiology [10, 22-27]. Comparable studies to the present
study in other fields of medicine show an equal lack of discussing sexology as well as the associ-
ated boundaries [10, 22-27]. It is positive that contemporary literature does emphasize these
issues and attempts to invoke a responsibility among providers who treat patients with pathol-
ogy in relevant areas. The discrepancy between patient experiences and physician assumptions
underlines the importance of good basic knowledge in signaling of and counseling on sexuality
issues within the plastic reconstructive surgery practice. It is important that surgeons are aware
that sexuality can play a role within unexpected patient populations as well.

Findings in our study suggest that there exist structural barriers towards starting the con-
versation on sexuality within plastic surgery practice. These barriers may exist for both the
patients and the health care providers. Eatlier studies have found that the biggest barriers on
this subject are formed by inadequate training, lack of knowledge, insecurity, and disbelieve
in treatment options [28-30]. In other studies, it was shown that years of clinical experience,
provider age, a history of training regarding sexual dysfunction, and an international setting
of practice positively impact providers’ opinions and practices towards sexual issues of patients
[23, 24, 27]. Also, fear of causing distress was found to be associated [25]. In our study,
we confirmed many of the aforementioned factors for the Dutch plastic surgery practice. In
addition, we also observed the existence of (false) assumptions regarding sexuality (e.g., “sex
is not related to the condition that I treat,” “sexuality does not apply to certain age groups,”
and “if the patients do not mention the topic, there is no issue”). In addition, the complexity
of sexual function may not be sufficiently captured in the short time physicians have for their
consultation [31].

Based on our findings, we can propose several suggestions to improve clinical services for
future patients in plastic surgery with (possible) sexuality issues. We found that plastic surgeons
and residents felt insufficiently trained on this topic and had little time to address the topic of
sexuality with their patients. Also, respondents expressed a wish for written patient informa-
tion material on this subject. In order to facilitate plastic surgeons in their discussion of this
topic, it is essential to provide them with good patient information material that addresses
the topic, lowers the threshold to discuss the topic, and provides all parties with good referral

options [3]. In addition, we found that plastic surgeons feel that they carry a responsibility



to signal and address sexuality. Subsequently, specialized psychologists or nurses best perform
the treatment of existing sexuality issues. Oncology nurses for example have shown to play an
important role in repeatedly question patients on this topic [9, 10]. Though, it is important to
stress that this profession is not involved in the treatment of the non-oncological plastic surgery
population. In these non-oncological patient groups, plastic surgeons do carry the responsibil-
ity to signal sexology issues. It is therefore helpful to collaborate interdisciplinary and provide a
solid referral routing network. Plastic and reconstructive surgery is a multidisciplinary specialty
and facilities already exist for non-sexuality domains. Judging from our results, we can expect
more affinity with the topic from the younger generation of plastic reconstructive surgeons.
Investing in (continued) training on sexuality and in the residency program can contribute as
well. By initiating the discussion, clinicians have the potential to detect sexual dysfunction and
to refer adequately when necessary, thereby improving overall quality of life of their patients
[3, 26, 32]. Ideally, standardized outcome measures such as the BREAST-Q will further objec-
tify this improved (sexual) quality of life [2].

The strength of this study includes the fact that it is the first nationwide survey on this
subject and that we have reached a significant number of plastic surgeons from different fields.
Limitations include the moderate response rate and number of missing data. The national
plastic surgeons society permitted us to send only a single mail, which may partly explain the
moderate response rate. Still, the response rate is comparable to other survey studies [10]. The
included study population was relatively heterogeneous as no selection was performed based on
subspecialty and/or years of experience (due to the study aim of generating an overview of the
plastic surgical field as a whole). Therefore, plastic surgeons without interest in sexuality may
not have responded, possibly making our findings less generalizable. In-depth interviews could
help gaining a better understanding of the difficulties plastic surgeons encounter when they
start talking about sexuality. For future studies, a larger number of participants could enable a
more detailed analysis per subspecialty and/or other confounders such as years of experience,
clinical training, and socio-cultural background. An example of such a study could be a pan-
European study. At the end of the present survey, the proportion of missing data increased,
most likely caused by the length of the survey and the detailed questions. Surgeons who do
not integrate sexuality in their professional practice may have been less likely to complete the
survey. Based on the present findings, a future survey should be shorter and cover the main

topics only.

CONCLUSIONS

In plastic surgery practice, sexuality appears to be a rarely discussed subject (with gender and
genital surgery subspecialties as the exception). Although scholars and patients emphasize the

importance of sexuality in postoperative quality of life, plastic surgeons express limited urge to
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be trained in this subject and prefer patient information and referrals. To improve early detec-
tion of sexual issues and create a safe space for patients to discuss the topic with their surgeons,

the authors stimulate more education on sexuality during plastic surgery training.



REFERENCES

10.

11.

12.

13.

14.

15.

16.

Barone M, Cogliandro A, Di Stefano N, Tambone V, Persichetti P. A systematic review of patient-
reported outcome measures after rhinoplasty. Eur Arch Otorhinolaryngol. 2017;274(4):1807-1811. doi:
10.1007/s00405-016-4359-9.

Cohen WA, Mundy LR, Ballard TN, Klassen A, Cano SJ, Browne J, et al. The BREAST-Q in surgical
research: a review of the literature 2009-2015. J Plast Reconstr Aesthet Surg. 2016;69(2):149-162. doi:
10.1016/}.bjps.2015.11.013.

Haboubi NH, Lincoln N. Views of health professionals on discussing sexual issues with patients. Disabil
Rehabil. 2003;25(6):291-296. doi: 10.1080/0963828021000031188.

Cornell LE Mussallem DM, Gibson TC, Diehl NN, Bagaria SP, McLaughlin SA. Trends in sexual
function after breast cancer surgery. Ann Surg Oncol. 2017;24(9):2526-2538. doi: 10.1245/s10434-
017-5894-3.

Sarwer DB, Pruzinsky T, Cash TE Goldwyn RM, Persing JA, Whitaker LA. Psychological aspects of
reconstructive and cosmetic plastic surgery: clinical, empirical, and ethical perspectives. Philadelphia: Lip-
pincott Williams & Wilkins; 2006.

Albers AE, Reichelt AC, Nolst-Trenite GJ, Menger DJ. Feeling normal? Long-term follow-up of patients
with a cleft lip-palate after rhinoplasty with the Derriford Appearance Scale (DAS-59) Facial Plast Surg.
2016;32(2):219-224. doi: 10.1055/s-0036-1579781.

Kinsella C, Jr, Landfair A, Rottgers SA, Cray JJ, Weidman C, Deleyiannis FW, et al. The psychological
burden of idiopathic adolescent gynecomastia. Plast Reconstr Surg. 2012;129(1):1-7. doi: 10.1097/
PRS.0b013e3182361efd.

Gilbert E, Ussher JM, Perz J. Sexuality after breast cancer: a review. Maturitas. 2010;66(4):397-407.
doi: 10.1016/j.maturitas.2010.03.027.

Krouwel EM, Hagen JH, Nicolai MP, Vahrmeijer AL, Putter H, Pelger RC, et al. Management of sexual
side effects in the surgical oncology practice: a nationwide survey of Dutch surgical oncologists. Eur J
Surg Oncol. 2015;41(9):1179-1187. doi: 10.1016/j.€js0.2015.06.009.

Krouwel EM, Nicolai MP, van Steijn-van Tol AQ, Putter H, Osanto S, Pelger RC, et al. Addressing
changed sexual functioning in cancer patients: a cross-sectional survey among Dutch oncology nurses.
Eur ] Oncol Nurs. 2015;19(6):707-715. doi: 10.1016/j.€jon.2015.05.005.

Sigurjonsson H, Mollermark C, Rinder J, Farnebo E Lundgren TK. Long-term sensitivity and patient-
reported functionality of the neoclitoris after gender reassignment surgery. J Sex Med. 2017;14(2):269—
273. doi: 10.1016/j.jsxm.2016.12.003.

Guimaraes PA, Resende VC, Sabino Neto M, Seito CL, de Brito MJ, Abla LE, et al. Sexuality in aesthetic
breast surgery. Aesthetic Plast Surg. 2015;39(6):993-999. doi: 10.1007/500266-015-0574-9.
Wagenblast AL, Laessoe L, Printzlau A. Self-reported problems and wishes for plastic surgery after
bariatric surgery. J Plast Surg Hand Surg. 2014;48(2):115-121. doi: 10.3109/2000656X.2013.822384.
Buncamper ME, Honselaar JS, Bouman MB, Ozer M, Kreukels BP, Mullender MG. Aesthetic and
functional outcomes of neovaginoplasty using penile skin in male-to-female transsexuals. J Sex Med.
2015;12(7):1626-1634. doi: 10.1111/jsm.12914.

Grunert BK, Devine CA, Matloub HS, Sanger JR, Yousif NJ. Sexual dysfunction following traumatic
hand injury. Ann Plast Surg. 1988;21(1):46-48. doi: 10.1097/00000637-198807000-00009.

Gopie JP, Mureau MA, Seynaeve C, Ter Kuile MM, Menke-Pluymers MB, Timman R, et al. Body image
issues after bilateral prophylactic mastectomy with breast reconstruction in healthy women at risk for
hereditary breast cancer. Familial Cancer. 2013;12(3):479-487. doi: 10.1007/s10689-012-9588-5.

‘ Discussing sexuality in the field of plastic and reconstructive surgery

127



§ ‘ Chapter 7

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Sarwer DB, Spitzer JC. Body image dysmorphic disorder in persons who undergo aesthetic medical
treatments. Aesthet Surg J. 2012;32(8):999-1009. doi: 10.1177/1090820X12462715.

Oranges CM, Largo RD, Garcia Nunez D, Schaefer DJ. A prospective evaluation of female external
genitalia sensitivity to pressure following labia minora reduction and clitoral hood reduction. Plast
Reconstr Surg. 2016;137(4):758e. doi: 10.1097/PRS.0000000000001994.

Gladfelter J. Breast augmentation 101: understanding cosmetic augmentation mammaplasty. Plast Surg
Nurs. 2007;27(3):136-145. doi: 10.1097/01.PSN.0000290283.49982.c2.

Fazari AB, Berg RC, Mohammed WA, Gailii EB, Elmusharaf K. Reconstructive surgery for female genital
mutilation starts sexual functioning in Sudanese woman: a case report. / Sex Med. 2013;10(11):2861—
2865. doi: 10.1111/jsm.12286.

Barbera L, Zwaal C, Elterman D, McPherson K, Wolfman W, Katz A, Matthew A, Interventions to
Address Sexual Problems in People with Cancer Guideline Development Group Interventions to address
sexual problems in people with cancer. Curr Oncol. 2017;24(3):192-200. doi: 10.3747/c0.24.3583.
Brauer M, van Lunsen RH, Laan ET, Burger MP. A qualitative study on experiences after vulvar surgery
in women with lichen sclerosus and sexual pain. J Sex Med. 2016;13(7):1080-1090. doi: 10.1016/j.
jsxm.2016.04.072.

Kolbe N, Kugler C, Schnepp W, Jaarsma T. Sexual counseling in patients with heart failure: a silent phe-
nomenon: results from a convergent parallel mixed method study. / Cardiovasc Nurs. 2016;31(1):53-61.
doi: 10.1097/JCN.0000000000000215.

Bedell S, Manders D, Kehoe S, Lea ], Miller D, Richardson D, Carlson M. The opinions and practices
of providers toward the sexual issues of cervical cancer patients undergoing treatment. Gynecol Oncol.
2017;144(3):586-591. doi: 10.1016/j.ygyno0.2016.12.022.

Tucker PE, Bulsara MK, Salfinger SG, Tan JJ, Green H, Cohen PA. Discussing sexuality with women
considering risk-reducing salpingo-oophorectomy: an international survey of current practice in gyneco-
logic oncology. Inr ] Gynecol Cancer. 2016;26(7):1338-1344. doi: 10.1097/IGC.0000000000000750.
Korse NS, Nicolai MP], Both S, Vleggeert-Lankamp CLA, Elzevier HW. Discussing sexual health in
spinal care. Eur Spine J. 2015;25(3):766-773. doi: 10.1007/s00586-015-3991-1.

Sobecki JN, Curlin FA, Rasinski KA, Lindau ST. What we don’t talk about when we don’t talk about sex:
results of a national survey of U.S. obstetrician/gynecologists. / Sex Med. 2012;9(5):1285-1294. doi:
10.1111/j.1743-6109.2012.02702.x.

Burd ID, Nevadunsky N, Bachmann G. Impact of physician gender on sexual history taking in a multi-
specialty practice. J Sex Med. 2006;3(2):194-200. doi: 10.1111/j.1743-6109.2005.00168.x.

Park ER, Norris RL, Bober SL. Sexual health communication during cancer care: barriers and recom-
mendations. Cancer J. 2009;15(1):74-77. doi: 10.1097/PPO.0b013e31819587dc.

Harmsen RTE, Nicolai MPJ, Den Oudsten BL, Putter H, Haanstra TM, Nolte PA, et al. Patient sexual
function and hip replacement surgery: a survey of surgeon attitudes. /nz Orthop. 2017;41:2433-2445.
doi: 10.1007/s00264-017-3473-7.

Abdolrasulnia M, Shewchuk RM, Roepke N, Granstaft US, Dean J, Foster JA, Goldstein AT, Casebeer
L. Management of female sexual problems: perceived barriers, practice patterns, and confidence among
primary care physicians and gynecologists. / Sex Med. 2010;7(7):2499-2508. doi: 10.1111/j.1743-
6109.2010.01857 x.

Scheepe JR, Alamyar M, Pastoor H, Hintzen RQ, Blok BE. Female sexual dysfunction in multiple scle-
rosis: results of a survey among Dutch urologists and patients. Neurourol Urodyn. 2017;36(1):116-120.
doi: 10.1002/nau.22884.



