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Abstract: Considered as taboo, sexual difficulties and couple intimacy remain rarely tackled by patients and again less by
the oncologist practicians. It might seem that faced with the vital stake of disease, this kind of worries seem to be frivolous,
indeed shameful to be tackled. The current study had an objective to assess the impacts of cancer on male sexuality followed
and treated in medical service in University Hospital of Brazzaville. Studying male sexual disorder of patients with cancer in
medical oncology service in university hospital of Brazzaville. It was a retrospective study, from April 1* to July 31* 2018. All
patients with cancer aged at least 18 years old with a performance of WHO between 0-2 were included. About one hundred
(100) patients we examined whose eighty four (84) men, it appears that the most sexual disorder found is the one of craving,
then the one of orgasm. Certain troubles had a link with the onset of cancer (p<5). The men presented a great number of sexual
disorder had a cancer of digestive type (47.6%), urogenital (22.6%) and soft tissue (19%). In terms of received treatments:
surgery-chemotherapy (men 22%), chemotherapy only (21.4%), surgery only (19%). The global frequency of sexual disorders
to all patients is 98.4% in medical oncology service. It is important to consider those sexual disorders at the time of the care of
those patients according to their repercussion on life quality during and after all treatment even in the absence of all
progressive nature of disease. The most sexual disorder found is the one of craving.
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reality is we live more and more with the treated cancer,
looked after, in remission or cured [1, 5]. The current study
had an objective to assess the impacts of cancer on male
sexuality followed and treated in medical service in
University Hospital of Brazzaville.

1. Introduction

Every cancer brings a disruption in life patients and their
neighborhood [1]. The management of cancerous diseases
and their treatments cause physical and psychological change
with an impact non negligible on sexual health and intimacy
life of patients and partners [2, 3]. Sexual disorders are a
consequence which are often underestimated by health staff
because longtime assimilated to a “detail” or at best, to a
“collateral damage” to survive [4]. The epidemiological

2. Patients and Methods

It was a descriptive cross-sectional study with
prospective data collection carried out in the carcinology
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service in University Hospital of Brazzaville, in the period
from March 1% to August 31% 2018. Most of our
population were men over the age of 18 followed for
cancer, having a WHO performance status between zero
and two and having agreed to take part in the study. We
have excluded from this study: patients with disorder of
consciousness, those in the terminal phase of cancer
disease, those with no sexual activity prior to cancer
diagnosis, and those with sexual disorder prior to cancer
diagnosis and those with comorbidity associated with
cancer such as diabetes or high blood pressure.

The data were collected using a survey form, during an
interview with the patient. It contained a questionnaire
focusing on the place of the patient’s sexuality before and
after the diagnosis. The variables studied were age, cancer
topography, received treatment, the patient’s attitude towards
their sexuality (craving, erection quality and orgasm).

3. Results

We examined one hundred (100) men with cancer
among them, eighty four (84) agreed to answer to our
questionnaires. All patients interviewed had sexual
activity prior to the discovery of the disease and reported
having observed a disruption of their sexual life since the
evolution of the disease. Nineteen patients (22.62%)
reported no sexual activity in the last 4 weeks following
the survey. The average age was 50 years with the
extremes of 20 and 70 years, the median age 49.5 years.
The age group 40 and 76 years was the most
representative with 87.3% of cases among them 48.81% of
patients (n=41) had an age between 40 and 59 years and
28.6% (n=24) had an age greater than or equal to 60 years.
Patients living in couples were in the number of 74 or
88.1%. The half of the patients reported no sexual activity
since the announcement of the disease.

Table 1. Distribution of patients in terms of sociodemographic characters.

N %
Age
[20-29] 10 11.9
[30-39] 9 10.7
[40-49] 23 27.4
[50-59] 18 21.3
[60-76] 24 28.6
Marital status
Single 10 11.9
In couple 13 15.5
Married 61 72.6
Education level
None 1 1.2
Primary 12 14.3
Secondary 1 16 19.0
Secondary 2 30 35.7
Higher 25 29.8
Religion
Catholic 39 46.4
Revival Church 19 22.5
Evangelic 12 14.3
Muslim 5 6.0
Others (1) 5 10.8
Total 84 100.0

(1) atheist, brahmanism, animist.
Table 2 reports the distribution of patients according to the topography of cancer.
Table 2. Topography of cancer.

Topography N %
Breast 4 4.8
Genito-urinary 19 22.6
Digestive 40 47.6
Respiratory tract high and low 3 3.6
Hematopoietic 24
Others™ 16 19.0
Total 84 100.0
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Table 3. Distribution of men in terms of sexual disorders and type of cancer.

Troubles / Organs

Digestives

Urogenitals

Soft tissue

Others*

Craving

Very low

Low

Normal

Erection

Severe
Moderately severe
Slightly to moderately severe
Slightly severe
Normal

Orgasm

Very altered
Altered

Good

Global satisfaction
Bad

Average

Good

Relational satisfaction
Bad

Average

Good

Total

2
6

— AW

40

2
2

19

09

*: breast, melanoma, respiratory tract

p<1 (orgasm).

Table 4. Distribution of sexual disorders in terms of received treatment.

Libido

Erection

Orgasm

Satisfaction®

low

normal

low

normal

altered

Normal

No

Yes

n

n

n

n

n

N

N

None
CT-Surgery
Chemotherapy
Surgery Hormonotherapy
Surgery-RT
Surgery-RT-CT
Surgery
Hormonotherapy
RT

Sub total

Total

14
9
17
11
2
2
12
12
1
80
84

—_— = 1

13
12
15
9
5
2
16
8
3
83
84

1

14
14
13
9
4
3
17
7
1
82
84

—_—

13
16
12
10
3
2
16
9
1
82
84

*Satisfaction with sexual life

Figure 1 permits to record the causes of sexual disorders to men with cancer.

Figure 2 permit to make the comparison of sexuality before and after cancer diagnosis.

27.5 %

17.5 %

19.5 %
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Figure 1. Physical causes and psychological troubles.
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Figure 2. Sexuality before and after cancer diagnosis.

4. Discussion

Cancer and its treatments heavily weigh on daily life
patients and their neighborhood, with a disruption up to the
most intimate spheres, including affective life and sexuality
[3].

The announcement of cancer disease is evoked switching
in an absolute drama [5, 6]. The ambiguities that create the
fear, anxiety and taboos in cancer pathologies management
constitute a limit that aggravate the obstacles caused by the
problems linked to sexuality; which still remain to this day
considered as a taboo in our regions. While sexuality imply
relation, reproduction, life, pleasure, the onset of cancer
evokes death, loss, sadness [5]. Bouhnik and coll. [3] have
revealed that 35.2% of people feel less attractive because of
their cancer or treatments; they in addition insist that 56.8%
of people report a low of their libido and 53.8% a low of their
capacity having orgasm. Most of sexual problems are not
caused by the cancer itself, but by the combination of diverse
factors such as depression, anxiety, relationship conflicts,
loss of self-esteem [7, 8] and the toxicities of cancer
treatment.

Over one hundred (100) patients examined, sixteen (16)
refused to take part in the study either by shame because the
questions asked were annoying and talking about sexuality
bothered them, for others sexuality was not a priority.

All patients who agreed to take part in our study (or
answering our questions) reported having a sexual disorder
since the disease diagnosis and this topic has never been the
subject of consultation as stated by some authors [1, 6, 8].
The patients reported that their sexual craving lowed since
the announcement of cancer and especially during the
management [3, 8§, 9].

This proves to sufficiency the magnitude of disruption of
cancer disease and its treatments on patients’ sexuality
although they dare not evoking it due to taboo aspect and
shame, however sexuality disorders are frequent during
cancer disease [10-12].

Limits of study:

1) Patients who agreed to answer questionnaire were those
who talking about sexuality was not any problem. For
others, they abandoned because the questionnaire were
long.

2) The reticence and difficulties to provide relative
information to individual sexual practice to an unknown
person could influence the correct answers.

3) Some patients have been led to withdraw their consent

after giving it beforehand.

Our results require a discussion. Sexuality is a tough
access field, which touches what the individual carries with
him from the most intimate and identity, a field often
forbidden to speak, which not easily allow the expression of
the complaint or the decodage of the symptom [3, 5].
Therefore, breaking silence and taboo is important. Sexual
health must be an integral part of oncology care. The
oncologist is not perceived as the best interlocutor to tackle
their scares, vulnerabilities or their sexual narcosis [13, 14].
In the face of communication difficulties, aggraved by myths,
fears, taboos and false ideas, the patient await the caregiver
to tackle about it and vice versa. Though, the wish to heal or
to control cancer with least possible sequels imply to
integrate life quality, so, to tackle about health, life and
sexual demand [1, 3]. Nowadays, most of cancers caregivers’
underestimate the undeniable expectation of patient
information and care of patients as for the aftereffect of their
disease on sexual health and intimate life. Physicians are not
yet taking sufficient initiave [1].

Lift the silence, legitimize the request and allow it to be
spoken to high patients’ expectation and are part of good
oncology management, because inform about risks and
sequelae is an ethical and legal obligation [10, 15].

But the most appropriate time to inform the patient is
rarely taken into account; this can lead to a patient being
considered to be refusing any help while he is in a little
receptive period [1, 6]. Surveys in industrialized countries
confirm that many cancer patients are not still informed of
potential changes of their sexual function or fertility.

After a treatment against cancer, many patients continue to
have unmet needs [11, 12] on the matter of restoration of
sexual function. The management of sexual disorders can no
longer be ignored when difficulties accumulate, a source of
despair for the patient and his/her partner [15, 16].

The sexual partner sometimes has a share of responsibility
in the occurrence of sexuality disorder to the patient [5]. Our
study report that 19.5% of patients related the cause of their
sexual disorder to the woman’s refusal to engage in sexual
activity.

This can be explained by the fact as a result of cancer, the
body component becomes more to difficult to manage
because often amputed, scarred, inhabited by more or less
pleasant prosthesis to endure for oneself or the other (body
image altered by stoma) without counting fatigue [16] and
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skin dryness, hair loss, always reminding that you will have
to deal with a new person who has lost some of his attributes
of symbolics seduction [5].

Physical abnormalities and low hormone levels resulting
of gonadal lesion due to anticancer therapy contribute a low
self-esteem, to the depression, to a less craving for sexual
activity and a decrease in libido [8].

Although the symptoms are often more and more frequent
and severe during the treatment, they improve after treatment
and may persist for months or years after the treatment [15,
16].

Classically, cancer was the prerogative of the elderly
matters, encouraging by ageing. In our study the age of
patients was in majority young where the sexual life of
patients is active [1]. The same profile is observed to some
authors [1, 11, 16].

Although sexual problems are more and more painful for
the less of 65 years [17], among patients sexually active
during the diagnostic of cancer [18, 19].

Currently, with pharmaco biologic advances in cancer, the
more often patient with cancer evolve towards healing [5].
We live longer and longer, with cancer treated, monitored, in
remission or healed (almost of 50% more especially as
diagnostic is precoce) [8, 20]. Improved prognosis is vital of
patients with cancer, is the result of the use of several
therapeutical means all susceptible to alter life quality and
sexuality of patients, in a short or long term [2].

The most therapeutical means administered to patients,
were responsible of physical sequela (pain, esthetic damage,
dysfunction) and psychological (asthenia, partner refusal, low
of self-esteem, secondary sexuality) that what we identified
during the surveys. The oncologic treatments have the
consequences on sexuality that must be exposed from the
outset [5]. We must fight against the preconceived notions
that sexuality is a luxury and that the treatment of the disease
must place sexuality at the second level [3, 5]. Unfortunately,
the feeling that loss of sex life is a price to pay often shared
by many patients, couple and caregivers [8, 14].

The disorders of sexual desir, erectile function and a
dicrease in the ability to reach orgasm have been reported to
high level rate to patients with cancer especially those with
prostate cancer [3, 22].

The prostate cancer is the second type of diagnostic cancer
the most common and which treatments carry out an erectile
dysfunction [23] loss of craving and loss of satisfaction
orgasmic [24].

Despite technics advanced, the sexual problems remain a
side effect omnipresent and painful in prostate cancers
treatment [25-27]. In addition to the entire loss of libido and
erectile dysfunction, the therapy of androgenic deprivation is
associated to a range of side effect such as flushing, tiredness,
gynecomastia and emotional lability, which can all affect
self-image, perceived identity and maleness experience [22].

The innovations in cancer treatment such as robotic
surgery or radiotherapy more targeted had not the expected
result to decrease sexual dysfunction [7]. Even among men
who had excellence erections beforehand and who are less of

65 years, less of 25% preserve or recover their old quality of
erection [28, 29]. Damage to pelvic nerves, to blood vessel
and to structures of orgasms during cancer treatment carry
out highest level rate of sexual dysfunction [21, 30], but
problems are common even after lung cancer [31],
hematologic malignant tumours [32], or of the head or neck
[33]. Other side effects of anticancer treatment can lead to the
stopping of sexual activity, in particular a persistent tiredness
[34], nauseas or urinary incontinence and intestine [35].

It is clear that a story of prostate cancer is a major
predictor of sexual dysfunction, even for men under active
surveillance.

In the Scandinavian study of group on prostate cancer, with
twelve (12) years of monitoring, 84% men had showed an
erectile dysfunction after a radical prostatectomy, as 80% in
active surveillance, against only 43% of men paired witness
who had not prostate cancer [36]. In the United States, the
monitoring of 10 years of screening test of prostate cancer,
lung, colorectal has revealed that more of 95% of men of each
group of treatment of prostate cancer had erection troubles,
and from there, worse than the witnesses [26].

Another prospective study of cohort has recently reported
that with 15 years of monitoring, 87% of men with a
localized disease suffered from erectile dysfunction [26].

For some authors like Resnick [37] Bentzen [38] and
Kiserud [39] have affirmed that men who have undergone
surgery for urologic tumor or rectum, or a radiochemotherapy
anal cancer have presented high levels of erectile dysfunction.
As for Kiserud and all [39] have affirmed that sexual disorders
are not exclusive to men who received treatment at pelvic
orgasm stage [39, 40]. Hypogonadism and pelvic nerves
lesions can carry out a sexual dysfunction after an intensive
chemotherapy, after a malignant blood disease [41]; Herman
and Coll. [42], have revealed that, men treated with pelvic
radiotherapy or total corporal irradiation, those have presented
a sexual dysfunction. The followings with testicle cancer or
lymphoma can also have excessive rate of sexual inactivity
and a weak craving [35, 43]. The causes of sexual disorders
can be multifactorial, tiredness and negative [7, 41].

5. Conclusion

Cancer remains a major problem in the field of public
health, in spite of many therapeutic advances carried out
during these last years. It is proved that it can induce
psychological distress which has an impact on patient sexual
life and then touch the basis identities, patient seduction, and
of self-image.

It emerges that male sexual disorders are very common in
patients followed for cancer in carcinology service in
University Hospital of Brazzaville. The most sexual disorder
found is the one of craving. The attending physician should
consider those troubles during the management of patients
with cancer, in accordance with their repercussion, on life
quality even at the distance of treatment and in the absence of
all sign of progressive nature of disease.
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