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Abstract
Objectives To assess sexual function of vulvar cancer survivors who received extensive and 

less extensive treatment. To explore associations between sexual function and patient-, 

disease-, treatment-, and psychological variables.

Methods Sexual function (Female Sexual Function Index, FSFI), mental and physical 

well-being (SF36 Health Survey), body image (Body Image Scale), and optimism (Life 

Orientation Test) were assessed in vulvar cancer survivors treated in the period January 

1997–January 2007. Demographic, disease and treatment characteristics were collected 

from medical files. Radical local excision with inguinal lymph node dissection and radical 

vulvectomy were considered extensive treatments; radical local excision, with or without 

sentinel node dissection, was considered less extensive treatment. Univariate and 

multivariate linear regression analyses were performed. 

Results Of 120 eligible patients, 76 (63%) responded. Eighteen women with a male 

partner (43%) reported having sexual intercourse. FSFI domain scores did not differ 

between extensively and less extensively treated women. Age was negatively associated 

with ”Arousal” and “Desire”, having a partner was positively associated with “Satisfaction”, 

and optimism and physical well-being were positively associated with ”Desire” and 

”Orgasm”. Adjuvant inguinal radiotherapy was negatively associated with “Orgasm”. One 

woman reported having better sexual function after than before treatment, 50% reported 

a similar sexual function, and 42% a worse sexual function. 

Conclusions 43% of women who survived vulvar cancer and who had a male partner 

were sexually active. Treatment-related variables had a limited influence on long-term 

sexual function in these patients. Having a partner, good physical well-being, and being 

optimistic were positively associated with sexual function. 
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Introduction
Vulvar carcinoma is a rare gynecological malignancy with an annual incidence of 2 per 

100,000 women in the Netherlands. (1) About 15% of women with vulvar cancer are 

younger than 50 years. (1) Treatment consists of either primary surgery with or without 

adjuvant radiotherapy or primary radiotherapy, depending on the size and location of 

the tumor and the suspicion of lymph node metastases. (2) In the early 1980s, radical 

vulvectomy was replaced as treatment by radical local excision with bilateral inguinal 

lymph node dissection, (3) and in early 2000 the sentinel node procedure was introduced 

for patients with early-stage vulvar cancer. (4;5) This procedure makes it possible to avoid 

full inguinal lymphadenectomy if lymph nodes are negative and morbidity is lower, which 

contribute to the increasing popularity of this less extensive procedure. (5)

The sexual function of women with vulvar cancer is often impaired by the cancer or 

by pre-existing skin diseases, such as lichen sclerosus, but can also become impaired 

by treatment. (6;7) After radical vulvectomy, the vagina is sometimes narrower, and 

women may experience intercourse as painful and have trouble reaching orgasm. (8) 

In a questionnaire survey, Green and co-workers found that women (n=41) who had 

undergone radical vulvectomy reported a significant change in body image, but the extent 

of surgery was not associated with the severity of sexual dysfunction. (9) A qualitative 

study in patients treated with a total vulvectomy, radical excision with bilateral lymph node 

dissection or partial vulvectomy showed major disruption of sexual function and body 

image. (10) The authors do not give an explanation for the disrupted body image, but 

state that this was an important reasons for impaired sexual function in their patients. 

Permanent numbness, removal of the clitoris and loss of fatty tissue after vulvar surgery 

are mentioned as treatment related factors effecting sexual function. (10) To the best of 

our knowledge, the relationship between sexual function after vulvar cancer treatment 

and  patient-, disease-, treatment-, and psychological factors has not been studied for less 

extensive surgical procedures. 

Doctors need to understand the impact of sexual problems on the patient’s quality of 

life, in order to start appropriate therapy, (11) but some doctors are uncomfortable about 

discussing their patients’ sexuality. (11) Moreover, doctors may not know which sexual 

problems arise after vulvar cancer treatment, which further impedes open discussion of 

these problems. 

Objectives

The objectives of this study were to assess the sexual function of women who had 

undergone extensive and less extensive treatment for vulvar cancer, and to investigate the 

associations between sexual function and patient, disease, treatment, and psychological 

characteristics. This is important because some of these aspects are amenable to treatment, 

and knowledge of patients’ problems would make it possible, in the future, to give women 

with vulvar cancer adequate information about the effect of treatment on sexual function. 
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Methods
We performed an exploratory cross-sectional study in the Academic Medical Center 

Amsterdam (AMC), the Netherlands. The Medical Ethics Committee approved the study 

and patients provided their written informed consent. 

Patients Patients treated in the AMC from January 1997 to January 2007 for vulvar 

malignancies were included if they were able to read and understand Dutch. Patients were 

excluded if they had been treated with primary radiotherapy or vulvar adjuvant radiotherapy; 

if they had been treated for recurrent or metastatic disease less than 12 months prior to 

start of the study; or if they were cognitively unable to complete a questionnaire. The 

reasons for not including patients who had been treated with vulvar radiotherapy are the 

following: primary radiotherapy is usually administered to women who are in a bad state of 

physical performance, which possibly influences sexual activity negatively in these patients. 

Adjuvant vulvar radiotherapy is administered when resection margins are tumour positive 

and re-resection is not possible. This adjuvant treatment causes fibrosis and increases local 

morbidity. Patients were mailed a set of questionnaires in the period between October 

and December 2007. If they had not returned the questionnaires after a month, they were 

reminded by a telephone call and, if needed, were sent a new set.

Current sexual function was assessed with the Female Sexual Function Index (FSFI). The FSFI 

is a self-administered 19-item questionnaire, comprising six domains: “Arousal”, “Desire”, 

“Lubrication”, “Orgasm”, “Pain”, and “Satisfaction”. (12;13) The internal consistency and 

stability of the FSFI are satisfactory-to-good and its discriminant and predictive validity are 

excellent, as is its ability to predict the presence or absence of sexual problems. (12) The 

FSFI assesses sexual function in the previous 4 weeks, thereby reducing the risk of recall 

bias. Patients were also asked to rate their current sexual function compared with that 

before treatment on a 5-point Likert scale, ranging from much better to much worse. The 

explanatory text of terms used in the questionnaire mentions that sexual activity includes 

caressing, foreplay, masturbation and vaginal penetration. 

Variables Information about patient age, marital status, height and weight (to calculate 

the Body Mass Index), and chronic medical conditions was obtained by questionnaire. 

Information about disease and treatment characteristics was retrieved from the medical 

files, i.e. TNM stage, type of surgery, clitoridectomy, diameter of excised tissue (centimeters), 

and adjuvant inguinal radiotherapy (yes/no). Type of surgery was dichotomized into 

extensive surgery (i.e., radical local excision with inguinal lymph node dissection or radical 

vulvectomy) and less extensive surgery (i.e., radical local excision, with a sentinel node 

excision or without a procedure regarding the inguinal lymph nodes). 

Psychological characteristics included general mental and physical well-being, body image, 

and dispositional optimism. General mental and physical functioning was measured with 

the SF36 Health Survey, from which a Mental Component Score (MCS) and Physical 

Component Score (PCS) can be derived. (14;15) Higher scores on these scales (range 0 to 

100) are indicative of better mental and physical functioning; the mean score (±standard 
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deviation) on both scales for the Dutch population is 50 ±10. (14;16) Body image was 

measured with the Body Image Scale (BIS, score range 0–30), (17) and a higher score 

reflects a more negative body image. Optimism was measured with the Life Orientation 

Test (LOT, score range 0–32), a ten-item questionnaire on expectations about outcomes in 

general, using a 5-point Likert-scale. (18;19) A higher score on this questionnaire reflects 

being more optimistic. All questionnaires have good-to-excellent psychometric properties 

and are widely used.

Statistical analysis To gain more insight into possible selection bias,  we performed a 

non-respondent analysis, using independent sample t-tests, to see whether women who 

did or did not complete the questionnaires had a different profile, with regard to age, 

having a partner, and type of surgery. To detect differences in sexual functioning between 

women treated with extensive and less extensive surgery, we compared the FSFI domain 

scores using independent sample t-tests, after comparing their age and partner status, 

using respectively independent sample t-test and a Chi-square test. 

We used linear regression analyses to explore associations between each FSFI domain 

and demographic, disease, treatment, and psychosocial variables, after first performing 

univariate regression analyses on each FSFI domain score, with the following predictors: 

age (years), partner (yes / no), interval between treatment and time of completing the set 

of questionnaires (years), extensive surgery (yes / no), clitoridectomy (yes / no), adjuvant 

inguinal radiotherapy (yes / no), diameter of excised tissue (per centimeter), mental 

well-being (MCS of SF36), physical well-being (PCS of SF36), body image (BIS), and optimism 

(LOT). Variables with a p value <0.15 were entered in the multivariate model; p values ≤0.5 

were considered to reflect statistical significance. We did not correct p-values for multiple 

testing, as these analyses were exploratory and intended to generate hypotheses. (20) We 

also looked for consistency in the pattern of the beta coefficients in the different linear 

regression analyses, e.g. whether associations were consistently negatively associated with 

sexual function. (20) The data were analyzed using SPSS version 16.0. 

Results
Of the 303 patients with vulvar cancer treated in the AMC during the study period, 120 

were considered eligible and were mailed a set of questionnaires (see Figure 1). The 

majority of excluded patients had died (n=101), for other reasons of non-inclusion see 

Figure 1. Seventy-six patients (63%) returned the completed questionnaires. The mean 

time between primary treatment for vulvar cancer and questionnaire completion was 5 

years (SD 3).

The demographic, disease, treatment, and psychological characteristics of the included 

patients are shown in Table 1. The mean age was 68 years (SD 14), 42 women (55%) 

reported having a male partner, and 30 patients (39%) had had extensive surgery. The 

mean MCS (mental well-being) was 49 (SD 11) and the mean PCS (physical well-being) 

was 46 (SD 10). Analysis revealed that non-respondents were older and had a partner 
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less often than the respondents, but there were no differences in the type of surgery 

performed. .

Eighteen patients (24% of the total sample and 43% of patients with a partner; mean age 

53±10 years) reported vaginal penetration during sexual activity. Of the 42 patients with 

a partner, 1 (2%) and 18 (43%) reported having a better and similar sexual function after 

treatment than before treatment, respectively. Of the 34 patients without a partner, 20 

(59%) reported having a similar sexual function after treatment than before treatment. 

In total 15 reported a worse, and 17 a much worse sexual function after treatment than 

before treatment; 5 patients did not answer this question. 

Table 2 shows the mean FSFI domain scores for patients who underwent less extensive 

and extensive surgery. There was no statistically significant difference in age and partner 

status between the two groups. The domain scores of extensively treated patients were 

not significantly different from those of less extensively treated patients. The “Desire” 

domain consists of the first two FSFI items and was completed by all patients. The other 

domains were only partly completed, as indicated by the different sample sizes displayed 

in Table 2. For example, the “Pain” domain, derived from questions about penetration, 

was completed by only 18 subjects, namely, those whose sexual activity included vaginal 

penetration. 

Table 3 displays the statistically significant results of the univariate and multivariate linear 

regression analyses per FSFI domain score. The patterns of the beta coefficients were 

consistent in the univariate and multivariate analyses. On multivariate analysis, age was 

negatively associated with ”Arousal” and “Desire”, having a partner was positively related 

with “Satisfaction”, adjuvant radiotherapy was negatively associated with “Orgasm”, 

Figure 1 Patient selection

Eligible patients
N = 120  

Completed questionnaires: 
N = 76

Response rate:
63%

 

 

Number of patients 
in database
1997 - 2007

N = 303

Exclusion (Total: 183):

Deceased: N= 101
Linguistic barrier / 

M. Alzheimer: N=23

Treated last 12 months / 
palliative stage of 

disease: N= 31
Recurrent disease N=15
Radiotherapy vulva N=3

Lost to follow-up: N=10 

 
 

 
 
 

 

Refusals
N=26

 
 

No response after 
reminder
N = 18   
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Table 1 Patient, disease related and psychological characteristics of vulvar cancer survivors (N=76). 

Demographic Mean Age  68 14

Mean BMI 26 5

Mean Interval treatment - questionnaire (yrs) 5 3

Partner (n) 42 55%

Chronic medical condition (n) 55 72%

Disease-and-treatment-
related

TNM classification (n) T1A 7 9%

T1b, T2, N0, M0 57 75%

T1b, T2, N1/N2, M0 5 7%

T3/T4,N0/1/2, M0 2 3%

Other # 5 7%

Type of surgery (n) Less extensive RLE 6 8%

RLE + SN 40 53%

Extensive RLE+LND 2 3%

RLE+ bilateral LND 17 22%

RLE+ SN+ bilateral LND 3 4%

RVE 8 11%

Mean Diameter excised tissue (cm) 7 3

Excision clitoris (n) 28 37%

Adjuvant inguinal radiotherapy (n) 7 9%

Psychological Mean scores SF36 Mental well-being 49 11

Physical well-being 46 10

Mean scores Body image 5 5

Mean scores Optimism 21 5

Legend: RLE: radical local excision; SN: sentinel node procedure; LND: unilateral inguinal lymph node dissection; 
RVE: radical vulvectomy; SF36: Mental well-being: Mental Component Scale; Physical well-being: Physical 
Component Scale (both scales: min: 0, max: 100, higher score corresponds with better function); Body Image: 
Body Image Scale (min: 0, max :30, a higher score corresponds with more distress); Optimism: Life Orientation 
Test (min 0, max :32; a higher score corresponds with more dispositional optimism); # other: melanoma n=3, 
verrucous carcinoma n=1, sarcoma n=1

Table 2 Mean scores [standard deviation] per FSFI domain of patients who underwent extensive or less 
extensive surgery 

Less extensive (N=46) Extensive (N=30)

N Mean [SD] N Mean [SD] p-value*

Arousal 27 2.9 [2.0] 12 2.1 [1.8] 0.25

Desire 46 2.0 [1.2] 30 1.9 [1.2] 0.81

Lubrication 20 3.8 [2.2] 7 3.3 [2.3] 0.63

Orgasm 19 4.2 [1.7] 7 4.2 [1.9] 0.98

Pain 13 4.8 [1.6] 5 4.2 [2.1] 0.57

Satisfaction 27 3.6 [2.0] 10 4.4 [1.8] 0.28

* using independent samples t-test; N: number of patients; SD: standard deviation; FSFI: Female Sexual 
Function Index, higher scores indicate better function; NS: not significant 

being more optimistic was positively associated with “Desire”, and physical well-being was 

positively associated with “Orgasm”. None of the variables investigated were associated 

with “Pain”. 
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Discussion
In this exploratory cross-sectional study, we found that the current sexual function of 

women who had been treated for vulvar cancer was negatively affected by age and adjuvant 

inguinal radiotherapy but positively influenced by having a partner, physical well-being, 

and optimism. Other treatment variables, such as extent of surgery, clitoridectomy, or 

the interval between treatment and questionnaire completion were not associated with a 

worse sexual function. Although 1 woman reported having a better sexual function after 

than before treatment, 50% reported a similar and 42% a worse sexual function after 

treatment. 

Some limitations of our study merit attention. First, the cross-sectional design meant that 

we did not have data on sexual function prior to treatment, and asking the participants 

about their pretreatment sexual function might have introduced recall bias. However, it 

does provide insight into perceived sexual function before and after treatment. Almost 

half of the women, regardless of whether they had a partner or not, considered that 

Table 3. Statistically significant variables from univariate and multivariate linear regression analyses per FSFI 
domain 

Variables Demographic Disease-and-treatment-related Psychological

Age Partner Clitoridectomy Diameter Interval Adjuvant RT Mental well-being Physical well-being Body image Optimism

FSFI domains Beta-coeff p-value Beta-coeff p-value Beta-coeff p- value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value

Arousal

Univariate -0.75 <0.01 0.28 0.08 -0.28 0.09 -0.39 0.02 0.43 0.01

Multivariate -0.60 <0.01

Desire

Univariate -0.63 <0.01 0.26 <0.01 -0.30 0.01 -0.24 0.05 -0.25 0.03 0.23 0.05 0.27 0.02

Multivariate -0.49 <0.01 0.20 0.05

Lubrication

Univariate -0.69 <0.01 0.37 0.06 -0.53 <0.01 -0.32 0.12 0.40 0.04

Multivariate

Orgasm

Univariate -0.45 0.02 0.34 0.10 -0.34 0.08

Multivariate -0.53 0.01 0.42 0.03

Pain

Univariate

Multivariate

Satisfaction

Univariate -0.39 0.02 0.59 <0.01 0.53 <0.01 0.29 0.08

Multivariate 0.46 0.01

Legend: FSFI: Female Sexual Function Index; higher FSFI domain scores indicate better functioning; 
Diameter: diameter of excised tissue; Interval: interval between treatment and completing questionnaire; RT: 
radiotherapy; Mental well-being: Mental Component Scale SF36; Physical well-being: Physical Component 
Scale SF36; SF 36: higher score corresponds with better function; Body image: Body image Scale: higher score 
corresponds with more distress from body image; Optimism: Life-Orientation Test: higher score corresponds 
with more optimism.
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their sexual functioning was similar to that before treatment, a result which might be 

considered inconsistent with the results of the multivariate analyses, which showed having 

a partner to be positively associated with ‘Satisfaction’ . Answers about current sexual 

function could have been influenced by partner-related factors. 

Second, about half of the survivors had a partner and fewer than half of these women 

reported having sexual intercourse, which means that some of the FSFI domain scores 

were based on a small group of patients, thus rendering the domain scores rather 

unstable. Moreover, we were not able to calculate the total FSFI score, which is needed to 

distinguish between functional and dysfunctional sexuality, (13) and so, we cannot make 

this distinction in our study group. The number of missing items, which might reflect the 

reality of this age group, may render the FSFI less useful for these patients. Unfortunately, 

other validated sexual function questionnaires, such as the Sexual Function Questionnaire, 

have a similar disadvantage of being unreliable when administered to single or homosexual 

women. (21)

Third, we had no information about the quality of the partner relationship, which is 

reported to be a strong prognostic factor for sexual function in healthy women and 

women with vulvar cancer. (22;23) Although we found having a partner to be positively 

associated with “Satisfaction”, some of the items of this domain cover experiences with a 

partner, which might have thereby affected the observed association. 

Table 3. Statistically significant variables from univariate and multivariate linear regression analyses per FSFI 
domain 

Variables Demographic Disease-and-treatment-related Psychological

Age Partner Clitoridectomy Diameter Interval Adjuvant RT Mental well-being Physical well-being Body image Optimism

FSFI domains Beta-coeff p-value Beta-coeff p-value Beta-coeff p- value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value Beta-coeff p-value

Arousal

Univariate -0.75 <0.01 0.28 0.08 -0.28 0.09 -0.39 0.02 0.43 0.01

Multivariate -0.60 <0.01

Desire

Univariate -0.63 <0.01 0.26 <0.01 -0.30 0.01 -0.24 0.05 -0.25 0.03 0.23 0.05 0.27 0.02

Multivariate -0.49 <0.01 0.20 0.05

Lubrication

Univariate -0.69 <0.01 0.37 0.06 -0.53 <0.01 -0.32 0.12 0.40 0.04

Multivariate

Orgasm

Univariate -0.45 0.02 0.34 0.10 -0.34 0.08

Multivariate -0.53 0.01 0.42 0.03

Pain

Univariate

Multivariate

Satisfaction

Univariate -0.39 0.02 0.59 <0.01 0.53 <0.01 0.29 0.08

Multivariate 0.46 0.01

Legend: FSFI: Female Sexual Function Index; higher FSFI domain scores indicate better functioning; 
Diameter: diameter of excised tissue; Interval: interval between treatment and completing questionnaire; RT: 
radiotherapy; Mental well-being: Mental Component Scale SF36; Physical well-being: Physical Component 
Scale SF36; SF 36: higher score corresponds with better function; Body image: Body image Scale: higher score 
corresponds with more distress from body image; Optimism: Life-Orientation Test: higher score corresponds 
with more optimism.
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Our definition of extensive versus less extensive surgery could be criticized. The 

distinguishing feature was inguinal lymph node dissection, which in itself is arbitrary as the 

groins do not include the genital area. However, inguinal lymph node dissection involves 

excision of the ilioinguinal nerve and genital branch of the genitofemoral nerve, which 

innervate the ventral side of the vulva and mons pubis. (24) The dissection also results 

in lymphedema. (24) Nerve damage and lymphedema are both likely to adversely affect 

sexual function. The long and variable follow-up may limit the practical implications of 

our results. However, we included the time interval in our regression analysis and found 

that it was not significantly associated with sexual function. Therefore, we cautiously 

conclude that variation in the interval between vulvar cancer treatment and questionnaire 

completion (median 4 years, range 1 to 11 years) probably did not influence our results. 

A strength of our study is the large group of women included and the long follow-up. 

Moreover, the response rate (63%) was reasonably high and we used standardized, 

psychometrically robust, and widely used questionnaires to assess sexual function, 

well-being, body image, and optimism. Lastly, we included patients treated with different 

surgical techniques, whereas previous studies examined the sexual functioning of patients 

treated with radical vulvectomy only. (25-28) Consequently, our results are more generally 

applicable to survivors of vulvar cancer treated in a similar manner. 

In our sample, 43% of patients with a partner reported being sexually active (with vaginal 

penetration). The proportion of sexually active women was much higher in a large study 

in the general US population involving 3005 adults (1550 women), in which 80% of the 

women (57 – 60 years) reported being in good general health and being sexually active 

with a partner. (29) Our survivors scored only slightly lower than the average of the Dutch 

population on their self-perceived health (MCS and PCS), so they would probably report 

being in good (rather than poor or excellent) general health. This difference in sexual 

activity between the US study and our study is probably meaningful, and perhaps indicates 

that physicians should talk about the sexuality and sexual function of their patients before 

and after treatment. 

The FSFI domain scores do not have cut-off values for sexual dysfunction, except one 

recently published for the “Desire” domain. (13;21;30) This makes it difficult to compare 

our findings with those of an age-matched population. Ter Kuile et al. reported FSFI domain 

scores for women diagnosed with sexual dysfunction that were lower than the scores of 

the women of our study, who had survived vulvar cancer; however, the healthy controls in 

the study of Ter Kuile et al. had higher scores than our group. (12) The recently published 

cut-off score of 5 for “Desire” dysfunction is much higher than the mean score in our 

group, which was 2.0 [SD 1.2] for less extensively treated patients and 1.9 [SD 1.2] for 

extensively treated patients. (30) Thus based on the cut-off score, all of our patients would 

have had hypoactive sexual desire disorder; however, the cut-off score was derived from 

women who were younger (maximum 55 years) than our participants (mean age 68 years) 

and is probably not applicable for our patients. Compared to the mean FSFI domain scores 

of cancer survivors in a recent study, of whom the majority were cervical cancer survivors, 

60

proefschrift Menke.indb   60 27-9-2012   14:45:14



vulvar cancer patients only reported worse Desire and Arousal and the less extensively 

treated patients also worse Satisfaction. (31) The patients who completed questions 

about Lubrication, Orgasm and Pain were not different from the cancer survivors. (31) We 

tentatively conclude that if patients who have been treated for vulvar cancer are sexually 

active, their reported sexual function is probably better than that of women with sexual 

dysfunction, worse than that of women in the general population, but mostly comparable 

to other cancer survivors.

We did not find the extent of surgery to influence sexual function, which is consistent 

with the report by Green and colleagues, who also did not find sexual dysfunction to 

be associated with clitoridectomy after vulvectomy, although they ascribed this lack of 

association to the low proportion of patients who had undergone clitoridectomy in their 

sample. (9) In our sample, a large proportion (i.e. 37%) of the women had undergone 

a clitoridectomy. Clitoridectomy was univariately negatively associated with “Arousal”, 

“Desire”, and “Lubrication”, but not in the multivariate models. This lack of statistical 

significance could be due to small sample size or to possibly interacting factors in the 

multivariate model, such as amount of tissue excised, or confounding factors that we 

did not include in our multivariate model. Alternatively, if there was a therapeutic need 

to remove the glans clitoris, the woman’s preoperative sexual function may already have 

been compromised, such that removal of the clitoris would have had relatively little effect 

on postoperative sexual function. The only treatment-related factor significantly associated 

with impaired sexual function was adjuvant inguinal radiotherapy. This association can 

be explained in different ways. Adjuvant inguinal radiotherapy might cause discomfort 

as a result of edema in the groin, or give rise to radiation-related morbidity, worsening 

lymphedema, nerve damage, and formation of fibrotic tissue. (32) Prospective identification 

of risk factors for impaired sexual function after vulvar cancer treatment is needed to 

further explore these possibilities. 

Body image was not significantly associated with sexual function, possibly because body 

image is a broader concept than female genital self-image, which is expected to be  

affected most given the location of the surgery. However, an earlier study did report major 

changes in sexual function and body image after vulvectomy. (10) A potential explanation 

for this apparent discrepancy is that most of our patients were treated less extensively 

than the patients in the other study and therefore probably experienced less morbidity and 

discomfort and a less negative impact on body image. Alternatively, our study population 

was older and these women might have been less concerned about body image. Further 

research is needed to support this hypothesis.

The positive association between dispositional optimism and sexual well-being has never 

been described before. Optimism in cancer patients is related to better coping with the 

disease and its effects, (33;34) and to less perceived distress in women undergoing surgery 

for pelvic organ prolapse. (35) These mechanisms could explain the positive association 

with sexual function in our patients as well.
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Conclusions
Even though some of the FSFI domain scores could only be calculated for a small sample, 

we cautiously conclude that fewer women who have survived vulvar cancer are sexually 

active compared with women of the same age and comparable general health. However, 

vulvar cancer patients who are sexually active probably have a better sexual function than 

women diagnosed with sexual dysfunction. Disease and treatment characteristics have a 

limited influence on sexual function in these women, the majority of whom did have less 

extensive surgery. Sexual function is positively associated with having a partner and a 

good physical well-being, and with being optimistic. These results indicate that the sexual 

function of women treated for vulvar cancer is influenced by multiple factors, and that 

gynecologists, other physicians, and nurses should enquire about the sexual function of 

their patients before and after surgery (36) and offer specialist help (a sexologist) in the 

case of sexual dysfunction. 
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