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Abstract
Purpose: Management of female sexual dysfunction (FSD) is vital for women with breast cancer due to
the devastating consequences, which include marital disharmony and reduced quality of life. We explore
healthcare providers’ (HCPs) perceptions and experiences in managing FSD for women living with breast
cancer using phenomenological approach.
Methods: This qualitative study was conducted using a face-to-face interview method to HCPs from two
tertiary hospitals in North East Malaysia. The interviews were recorded, transcribed verbatim, and
transferred to NVivo ® for data management. The transcriptions were analyzed using thematic analysis.
Results: Three key barriers were identi ed through the thematic analysis: a scarcity of related knowledge;
the in uence of socio-cultural ideas about sex; and the speciality-centric nature of the healthcare system.
Most HCPs interviewed had a very narrow understanding of sexuality, were unfamiliar with the meaning
of FSD, and felt their training on sexual health issues to be very limited. They viewed talking about sex to
be embarrassing to both parties that is, both to HCPs and patients and was therefore not a priority. They
focused more on their specialty hence limited the time to discuss sexual health and FSD with their
patients.
Conclusion: Therefore, interventions to empower the knowledge, break the sociocultural barriers and
improve the clinic settings are crucial for HCPs in managing FSD con dently.

Introduction
A retrospective cohort study of 10, 230 Malaysian women with breast cancer reported that women
younger than 50 had signi cantly better survival rates than women who were 50 years or older.1 Sexual
health in cancer patients is an indicator to quality of life but it is infrequently assessed by the healthcare
providers (HCPs) and should be evaluated at each clinic visit.2 A decline in sexual function among breast
cancer patients has been found to be prevalent worldwide.3 Norley et al. found that 90% of Malaysian
women with breast cancer experienced female sexual dysfunction (FSD).4 FSD refers to the disturbance
in any phases of women’s sexual response that leads to three disorders, namely female sexual
arousal/interest disorder, female orgasmic disorder and genito-pelvic pain or penetration disorder.5
Boswell et al. contended that mastectomy, radiotherapy and chemotherapy were signi cant contributors
to arousal, desire and orgasmic di culties as well as lower body image scores, which in turn lead to
sexual dysfunction. 6 Unfortunately, only fewer than half of these women received treatment for FSD.6
Management of FSD is vital for women with breast cancer because of its devastating consequences,
which include marital disharmony and a reduced quality of life.7 HCPs in breast cancer units should have
basic knowledge about sexual health issues; they should be able to identify any changes in sexual
function, discuss problems and address the need for sexual counseling or to provide referrals.2
Unfortunately, most of these issues are not recognized and are thus undertreated.8,9 Canzona et al.
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conducted a qualitative study in 2018 among 36 oncology, gynecology, internal medicine and family
medicine professionals. 10 They found that HCPs’ decisions to initiate sexual health discussions are often
based on erroneous assumptions and practical constraints.10
In this paper, we explore HCPs’ perceptions and experiences of sexuality and sexual dysfunction in
managing women living with breast cancer using the Health Belief Model (HBM) and the
phenomenological approach. The HBM model was adopted in order to understand the reasons for the
HCPs’ di culties in this area. The model was theorized by social psychologists Rosenstock et al. in 1950
to assess individuals’ beliefs about a disease and their choices regarding strategies to decrease its
occurrence.11 In this theoretical model, four perceptions play an important role: perceived seriousness,
perceived susceptibility, perceived bene t and perceived behavior. Each of these perceptions, whether
individually or in combination, can be used to explain the patients’ and HCPs’ health behaviors.12,13
Rosenstock et al. expanded the model by adding cues to action, motivating factors and self-e cacy.14
Culture, education level, past experiences and skills are also included. Self-e cacy refers to individuals’
belief in their own ability to accomplish a task.15 Self e cacy was added to the original four perceptions
in the HBM (Figure 1). Individuals who believe that a new behavior is useful (perceived bene t) but do not
think themselves capable of successfully adopting it (perceived barrier) are not likely to attempt it.16 The
aim of this study to explore perceptions and experiences from HCPs in managing sexual dysfunction
among breast cancer women in North East Malaysia.

Method
We adopted a qualitative design using the phenomenological approach for this study to understand the
meanings and interpretations that Malay HCPs give to their behaviors within their cultural, social and
religious context.17 This type of approach offers an opportunity to gain multifaceted, in-depth insight into
participants’ working experiences related to their way of discovering FSD and sexual health issues among
women with breast cancer, how they converse with them and how they offer treatment.18 The dimensions
of these experiences may also re ect beliefs, attitudes and behaviors that are di cult to measure in a
quantitative way.19
Healthcare providers who work at two tertiary hospitals in North East Malaysia were purposively selected
from hospital database lists. The participants had at least one year of experience in managing women
with breast cancer. They were invited to participate via email. The number of participants in this study
was determined by the saturation of data, whereby recruiting was stopped when little new data emerged.
20

In-depth interviews were conducted by the main author in Malay and were guided by a semi-structured
questionnaire after obtaining the participants’ consent to take part in the study. A pilot study was
conducted on three HCPs with an experienced researcher. Before starting the interview session, a brief
demographic form was provided for the interviewees to ll in. It included age, gender, duration of practice,
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area of practice, subspecialties and details of any training in women’s sexual health, particularly FSD. The
interview sessions were conducted mainly in a vacant room at the clinic and each interview lasted around
one hour and was audiotaped.
The interviews were transcribed verbatim before being transferred into the NVivo (Qualitative Research
Computer Analysis Package) software. The transcriptions were analyzed using thematic analysis. The
data were familiarized through reading participants’ transcriptions multiple times until meaning was
derived from each paragraph. The initial codes were inserted, and axial codes were created. The
magnitude, interaction of codes and conceptual thoughts that were relevant for the purpose of this study
were highlighted. We revised interrelated and connected emergent sub-themes and grouped them under
the main themes.
To certify rigors and trustworthiness, meticulous discussion was conducted to ensure the themes used
tted with existing codes. The peer review method was applied to ensure credibility of codes ad themes in
this paper.
This study was conducted under the ethical approval of Universiti Sains Malaysia
(USM/JEPeM/17090387) and Ministry of Health of Malaysia. (NMRR-18-373-39791(IIR)).

Results
Fifteen HCPs include six staff nurses, four medical o cers, three specialists and two counsellors with the
mean of 8.5 years experiences in managing breast cancer patients were involved in this study. The
sociodemographic information of the participants interviewed is presented in Table 1. Three main issues
were identi ed from HCPs regarding in handling sexual dysfunction: scarcity of knowledge, sociocultural
in uence and specialty-centric barriers (Table 2).
SCARCITY OF KNOWLEDGE
Narrow meaning of sexuality
Most of the HCPs described the meaning of sexuality as purely sexual intercourse. One viewed sexuality
as body image or body ideals for both genders, male and female:

Sexuality…if we talk about sexuality, I imagine it as the general appearance of the individual according to
their gender, men and women respectively. (Dr H, oncologist, four years of experience)
Dr N, meanwhile, felt that sexuality should be broader in meaning, involving the emotions that couples
experience together, their ability to perform gender roles as well as obligations in the relationship:

The meaning of sexuality is extensive, it is not focused on sexual intercourse per se, but more on the
husband and wife relationship that results in marital happiness…also the image of the woman, whether
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she feels herself to be complete or incomplete. (Dr N, surgeon, 11 years of experience)
Unfamiliarity with FSD
Almost all doctors remarked that their lack of exposure to FSD was due to unfamiliarity with the disorder
and treatment because it was not covered in their training.

If they develop low self-esteem due to their body image, we can refer them to a plastic surgeon for
reconstructive surgery or an implant…But I am not sure the treatments for FSD. (Mrs. K, oncology staff
nurse, eight years of experience)
Dr S received complaints from a few patients regarding dryness but not sure how to treat it and refer
them to the counsellor.
Lack of training
Lack of training in sexual health and FSD leads to a lower level of con dence in HCPs regarding
discussing sexual problems with their patients. As stated earlier, most of them attributed not knowing
about FSD to not having the proper training on this topic either during their undergraduate or
postgraduate studies. In addition, several HCPs stated that they had never attended any related courses
and FSD was never discussed in their continuous medical education program at the hospital level:

We do not have training about FSD and its management, just from our experiences from seeing the
patient with sexual problems…I usually will spend time with them …if needed, I refer them to relevant
specialists. (Dr N, surgeon, 11 years of experience)
This is in contrast with junior HCPs, for whom sexual health and FSD were included in their
undergraduate syllabus. However, knowledge without training caused them to have less experience in
handling such patients:

We learn about FSD during medical school. But we rarely handle patients with sexual dysfunction. We
saw erectile dysfunction cases; however, we did not know how to manage them. We did not have much
exposure. (Dr I, oncologist, two years of experience)
SOCIOCULTURAL INFLUENCES
Sex and privacy, reticence and embarrassment
Many HCPs shared their di culties in initiating conversations about sexual problems among women with
breast cancer because culturally the topic is considered taboo.

Most patients refuse to talk about it…because sexual issues are too private for them. (Dr N, surgeon, 11
years of experience).
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This phenomenon has caused some HCPs to consider it to be offensive to talk about sex if their patients
did not complain about it rst. HCPs were also embarrassed to deal with sexual problems, as many
confessed to being too shy to initiate and discuss FSD and sexual health. This made most HCPs keep
their quiet and hope that patients would disclose their problem during the rst encounter themselves.
However, some realized that they are supposed to develop a rapport, take some time and make a move to
start the conversation if they want these women to voluntarily to reveal their problems.

I am very shy. I force myself to ask…to provide treatment and save their marriage. I usually say sorry rst
before I ask about sexual issues because I want to make the conversation as neutral as I can and to
develop trust in the patient. (MrsG oncology counselor, 13 years of experience)
The sensitivity of the issue in the community has caused a few HCPs to have trouble nding the
appropriate words and ways to ask their patients about sexual problems in a manner that would ensure
that patients would be less likely to feel upset.
Sexual health is not the patient’s priority
In elaborating on the in uence of culture on women with breast cancer, Dr H realized that Malay culture is
more entrenched in east coast states, particularly in suburban and rural areas:

When I was in Kota Kinabalu, most of my patients, including Malays, were concerned about body image
and their sexual life… Maybe (they are from) the urban area. They were more open. In Kelantan, most
Malays are wearing ‘baju kurung’, thus physical appearance is not important…maybe sex is not essential
for them too. (Dr H, oncologist, four years of experience)
HCPs revealed that most patients under their care seemed more worried about their disease and the
treatment’s side effects.

They are more concerned about skin dryness and itchiness after radiotherapy. Even cervical cancer
patients who receive radiotherapy for the pelvic area only complain about vaginal dryness rather than
telling us about sexual dysfunction. (Dr I, oncology doctor, two years of experience)
HCPs also explained that their patients choose to turn to religion when they are sick because they believe
illness to be a trial from God. Thus, it is thought to be a more appropriate time for patients to ask for
healing of their illness as well as forgiveness:

They focus more on their family; the problem arises after they get cancer. And some patients said the
important things for them now are to seek God’s forgiveness and abide more frequently to religion. (Mrs
A, surgery staff nurse, 11 years of experience)
These women choose to provide sexual satisfaction only for their spouse while they suffer from breast
cancer and ignore their own satisfaction.
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When asked about sexual intercourse, patients said it is like before. When I asked about satisfaction, they
kept quiet... They do it [sexual intercourse] just to give their spouse sexual satisfaction. For them, this is
enough. (Dr E, psychiatrist, four years of experience).
They told us that their desire for sex was reduced and they were not involved in sexual intercourse as
much compared with when they were younger (under 40 years). They said their husbands did not bother
[them] much on that. (Dr L, oncologist, three years of experience)
Sexual discussion and social status
The appropriate social status is viewed as an important element in taking sexual history and having
discussions on sexual health with women with breast cancer. Many HCPs realized that gender difference
and being single prevented them from obtaining adequate sexual history from these patients since they
felt less comfortable and embarrassed.

I have seen a conversation between a female patient and a male doctor. The doctor asked how her sexual
relationship with her husband was. The patient started to cry and then was reluctant to talk further. The
male doctor then offered her to see a female doctor. She agreed. (Mrs J, oncology staff nurse, four years
of experience)
Age is another factor that is commonly considered as a cut-off point to discussing sexual health with
patients. Many HCPs perceived sex as not important to elderly patients.

Sexuality for them… is more about spending their lives together, like touching and caressing each other,
not sexual intercourse. (Mrs D, surgery staff nurse, ve years of experience).
SPECIALITY- CENTRIC
Low priority for sexual health
Multidisciplinary approach is prudent for HCPs to manage their patients’ problems in a holistic manner.
They were more focused on treating the cancer itself and explaining the side effects of treatment.

In breast cancer, we only concentrate on her cancer. For sexual problems, we rarely ask because our main
concern is to identify any complications from the chemodrugs. (Mrs C, oncology staff nurse, 19 years of
experience).
I do not have much information on that because I rarely ask about sexual problems in my patients. I
concentrate more on nancial and emotional issues. (Mrs D, oncology counselor, 15 years of experience).
There were no referrals from other health disciplines to the psychiatrist for appropriate FSD treatment.

I never get referral from other department for these problems. (Dr E, psychiatrist, four years of
experience).
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Time and privacy limitation.
Limited resources and the overwhelming number of patients who visited oncology clinics lead to HCPs
not having enough time and no privacy to screen for FSD:

We cover about 40 patients per day only in the morning session. We also get referrals from our ward if
any problems arise with in-patients from other departments and from other hospitals. […] More time is
needed for complicated cases and we focus more on their disease rather than talking about sex. (Dr O,
oncologist, two years of experience).
We shared two medical o cers in one room, hence there is no privacy for the patient to discuss on sexual
problems. {Dr A, medical o cer, two years of experiences).
Di culty to spend a suitable time also acts as a barrier for HCPs to discuss sexual issues with their
patients even though patients admit in the ward. The stage of the disease and the side-effects of
medications also limit the conversations about sexual issues.

Discussion
The synthesis of the ndings of this study is guided by the Health Belief Model, which theorizes the
in uence of modifying factors such as knowledge, social culture and working culture on HCPs’ sexual
health perceptions and management (Figure 2). The present study identi ed two types of HCPs: those
with higher awareness of sexuality and sexual health (exposed HCPs) and those lacking such awareness
(lack-of-exposure HCPs). The exposed HCPs had a better understanding of sexuality and sexual
dysfunction. The lack-of-exposure HCPs, i.e. most of the HCPs, exhibited lower cues to action (Figure 3)
because they were unsure about the de nitions of sexuality and sexual dysfunction. Thus, a narrow
de nition of sexuality can in uence HCPs’ judgement about sexual health and FSD and their evaluation
and management of their patients. This nding supports the ndings of previous studies. 9,10,21–23
Training is another cue to action. The present study found the training and communication skills of HCPs
regarding sexual health to be inadequate. Other studies have also found these phenomena to be the
reasons for HCPs’ lack of knowledge in addressing and treating their patients’ sexual health concerns.24–
26

The lack of understanding of their role related to patients’ sexual health also worsens their ability to

address sexual problems.27,28 Furthermore, the lack of time and privacy in the clinical and ward settings
creates a barrier to the appropriate management of sexual health concerns. The examination rooms are
often shared and the wards tend to be shared open spaces as well.29–31 Finally, the HCPs’ ability to
change personal attitudes about sexuality is also an important factor in their involvement in screening
and managing sexual health.32
The lack-of-exposure HCPs also held the opinion that their patients focused more on their disease than
on their sexual health. Thus, the assumption was that Malay women were less likely to experience FSD.
They believed that culture, religion and family in uenced the patients’ concerns about sexual health. In
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Malay culture, women often prioritize satisfying their families’ and husbands’ needs; thus, their sexual
health is often neglected, and sexual issues are kept hidden.33,34. This situation has led to HCPs’
perception that communicating about sexual health and FSD is less bene cial and therefore not a priority
in patient management.21,23,35
Embarrassment is another example of the perceived barriers for the lack-of-exposure HCPs, contributing
to their and their patients’ discomfort in discussing sexual issues.21,23,36 Embarrassment affects their
ability to ask the appropriate questions and to think beyond the usual care in their efforts to improve the
patients’ quality of life.37 Instead, they tend to not consider the effects of the long treatment duration and
ignore patients’ sexual health until the onset of distress or depression.21,38
The differences between the doctors and the patients regarding age, marital status and gender
constituted additional perceived sociocultural barriers.32,37,39 Previous studies have concluded that most
HCPs are uncomfortable about interviewing opposite-gender and elderly patients because of the patients’
preferences for doctors of the same gender and a similar age.29,39 A survey in the United Kingdom found
that public nurses preferred to have consultations about sexual issues with same-gender patients.40
Similar results were found for primary care specialists in Malaysia regarding questions about the
patients’ sexual issues.21
Most of the lack-of-exposure HCPs, especially the medical o cers and staff nurses, had limited time for
managing their patients because they were more focused on completing the tasks related to the
management of the cancer. Time was not a problem for the counselors and specialists; nevertheless,
sexual issues were not likely to be discussed with the patients because of embarrassment and sociocultural factors. Only one exposed HCP with a sexual training background had discussed sexual health
with patients. Indeed, the HCPs with su cient training, communication skills and knowledge about
sexual issues did not consider time to be a signi cant barrier to communication about such issues.22,36
Thus, the lack-of-exposure HCPs perceived women with breast cancer as being unlikely to have sexual
di culties and FSD (lower perceived susceptibility). They also perceived these women to be less likely to
have marital disharmony and psychosocial and health deterioration (lower perceived severity). This led
them to believe that there was little bene t in evaluating the sexual health or FSD of their patients;
consequently, fewer diagnoses and referrals were made in this regard. Finally, the HCPs’ specialties and
the time they required were also perceived as barriers to discussions about FSD. Ultimately, the ndings
supported those of other studies.37,38,41
In contrast, the exposed HCPs perceived women with breast cancer as being at risk for FSD. Their
colleagues’ failure to make referrals was a perceived barrier and the reason for the low number of
patients with FSD diagnoses. The lack of updated knowledge was another barrier. However, a few of the
lack-of-exposure HCPs had greater insights, which improved their self-e cacy and allowed them to
overcome erroneous understanding, attitudes and self-barriers.42 Thus, the enhancement of HCPs’ selfe cacy helps to reduce the perceived barriers.
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Self-e cacy is an important component for successful communication in order to reduce erroneous
assumptions and negative in uences among HCPs. It accounted for the individual differences in health
behaviors. Self-e cacy is a powerful predictor of the intent to communicate about sexual health.43 The
ndings indicate that individuals with self-e cacy are con dent in their ability to communicate
successfully about sexual issues.
The limitation of this study was the low participation rate, especially that of male HCPs. Most of the
HCPs were female, married and Malay; thus, the views, experiences and perceived barriers of single male
HCPs and other ethnic groups were not re ected. Further studies are needed to investigate the differences
among HCPs in the Malaysian states regarding the management of FSD in women with breast cancer.

Conclusion
The HCPs need to acknowledge the prevalence of FSD and its impact on emotional and psychological
care in women with breast cancer. Therefore, interventions to empower the knowledge, break the
sociocultural barriers and improve the clinic settings are crucial for HCPs in managing FSD con dently.
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Tables
Table 1: Pro le of healthcare provider involved in study, n=15
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Variables

Range Mean (SD)

N(%)

Age

28-54

-

38.8(7.8)
Sex
Male

-

Female

15 (100)

Year in practice

2-19

(0)

-

8.5(5.2)
Job description
Staff Nurse

6 (40%)

Medical O cer

4 (26.7%)

Specialist

3 ( 20%)

Counsellor

2 ( 13.3%)

Practice area
Surgery

2 (13.3%)

Oncology

12 (80%)

Psychiatry

1 (6.6%)

Table 2 : Experiences and barriers in managing female sexual dysfunction among women with breast
cancer
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Themes

Subthemes

Axial Coding

Scarcity of
knowledge

Narrowing meaning of
sexuality

· Sexuality as sexual intercourse

Unfamiliarity with FSD

· Inappropriate or incorrect de nition

· Sexuality as gender related body image

· Unknowledgeable about screening method
· Unsure about treatment
No proper training

· No in-house training for FSD
· Never attending outside course or updating
course on FSD / sexual health
· FSD was not in their previous undergraduate or
postgraduate curriculum

Sex and sociocultural
in uences

Sex is privacy, reticence
and embarrassment

· Talking about sex is culturally secret, only
between the couple
· Sex is a sensitive issue in community
· Assume doctor-patient conversation about sexual
issues cause offence
· Embarrass to initiate discussion of sexual health
unless volunteered by patients

Sexual health is not
patients’ priority

· Sex is not important in east coast and rural
population
· Concern on the disease, treatment side effect, the
family matters and relationship with God
· Provide sexual satisfaction only for husband
· Husband disregarded their sexual pleasure due to
empathy

Sexual discussion and
social status

· Being single and gender difference hinder the
conversation
· Perceived sexuality in elderly is not important

Specialty-centric

Low priority for sexual
health

· Focused on breast cancer management,
misconception on multidisciplinary care
· Felt sexual problem was not patients’ big issues
· Assumed patients had no risk to develop FSD as
it not involved genital area

Limitation of time

· Limited resources with abundant of patients
· Di culty to nd suitable time
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