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Learning objectives: 

Identify the psychosocial and physiologic 

factors that can negatively impact a 

woman’s sexual function following a cancer 

diagnosis and treatment

Apply a multidisciplinary treatment 

approach to female sexual dysfunction in 

the cancer survivor



Breast cancer survival rates by stage

http://www.cancer.org/cancer/breastcancer/detailedguide/breast-cancer-survival-by-stage#top

The 5-year observed 

survival rate refers to 

the percentage of 

patients who live at 

least 5 years after being 

diagnosed with cancer

Many of these patients 

live much longer than 5 

years after diagnosis

Improvements in 

treatment since then 

may result in a more 

favorable outlook for 

people now being 

diagnosed with breast 

cancer



Ideal Management Paradigm of Woman with Cancer and 

Sexual Health Concerns
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Is Female Sexual Dysfunction common?
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Is Female Sexual Dysfunction associated 

with changes in quality of life?
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What pathophysiologies are involved in sexual dysfunction?
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Stress, anxiety, rape/abuse, post-traumatic stress disorder, 

depression, fear, psychiatric conditions, behavior 

disorders, sleep disorders, relationship issues, 

financial concerns, employment concerns, body-

image issues, eating disorders, drug dependency 



Sex steroid hormones 

(progesterone, androgen and 

estrogen) affect psychological 

health such as motivation, 

depression, well-being, sexual 

drive

Aromatase

enzyme

Psychologic and Biologic Female Sexual Dysfunction
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Androgen insufficiency may be indicative of, or causally related to other 

medical, psychiatric or psychosocial factors

(i) major life stress or relationship conflicts

(ii) thyroid disease (i.e. hypo- or hyper-thyroidism)

(iii) major metabolic/nutritional disorders (e.g., iron or vitamin D deficiency) 

or other causes of chronic fatigue (e.g., Lyme disease, chronic fatigue 

syndrome) 

(iv) psychiatric disorders (e.g., major depressive disorder)

(v) other potential etiological conditions or pre-disposing factors have 

been implicated including: anorexia nervosa, various immunologic 

disorders, such as rheumatoid arthritis (RA), systemic lupus 

erythematosus (SLE) and HIV-AIDS, cancer

Psychologic and Biologic Female Sexual Dysfunction
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Differential Effects of Estradiol, Progesterone, and Testosterone on 

Vaginal Structural Integrity

Monica A. Pessina, Richard F. Hoyt, Jr., Irwin Goldstein, and Abdulmaged M. Traish Endocrinology 147(1):61-69, 2005



Differential Effects of Estradiol, Progesterone, andﾊTestosterone 

on Vaginal Structural Integrity

Monica A. Pessina, Richard F. Hoyt, Jr., Irwin Goldstein, and Abdulmaged M. TraishEndocrinology 147(1):61-69, 2005
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Testosterone regulates androgen 

and estrogen receptor protein 

expression in the vagina and 

enhances vaginal perfusion by an 

androgen-dependent mechanism

Testosterone plays an important 

role in modulating the physiology 

of the vagina and contributes to 

improvement of genital sexual 

arousal responses



2007



Major depression is a 
frequent but under-
recognized and under-
treated condition 
among breast cancer 
patients, which causes 
amplification of 
physical symptoms, 
increased functional 
impairment and poor 
treatment adherence 





Anxiety and Depression in Breast Cancer Patients at Start of Adjuvant 

Radiotherapy: Relations to age and type of surgery 

Rauni Maraste, Lars Brandt, Håkan Olsson, and Brita Ryde-Brandt

1992, Vol. 31, No. 6 , Pages 641-643

Eighteen patients (14%) had scores indicating morbid anxiety.

Severe anxiety was recorded for 10 out of 54 mastectomized patients (19%) and 

for 8 out of 79 patients treated with breast conserving surgery (10%). 

In a subgroup aged 50-59 years, morbid anxiety was significantly more 

common among mastectomized patients than among patients operated 

conservatively, 4 out of 9 (44%) vs. 1 out of 23 (4%) (p = 0.01). 

The results suggest that, at start of adjuvant radiotherapy, emotional distress is 

characterized by anxiety rather than depression and the risk of morbid anxiety 

is especially large for mastectomized women in their fifties.



Many women with Breast Cancer will use 
radiation therapy: Radiation therapy is 
used after breast-conserving surgery to 
reduce cancer recurrence in the breast or 
lymph nodes. Radiation may be used after 
mastectomy in patients either with a 
cancer larger than 5 cm, or when cancer 
is found in the lymph nodes. External 
beam radiotherapy or brachytherapy

Such radiotherapy treatment frequently 
causes:

Swelling / heaviness in breast
Skin changes - mild redness to 

blistering and peeling 
Fatigue
Breast smaller and firmer
Brachial plexopathy - numbness, pain, 

and weakness in shoulder, arm and 
hand

Adverse Effects of Breast Cancer Treatment
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Many women with Breast Cancer will use 
chemotherapy: Common chemotherapy 
drugs used include: the anthracyclines ie 
doxorubicin; the taxanes ie docetaxel; in 
combination with fluorouracil, 
cyclophosphamide, and carboplatin. 
HER2 positive cancers, trastuzumab is 
often given with one of the taxanes. 
Pertuzumab can also be combined with 
docetaxel for HER2 positive cancers. 

Such chemotherapy treatment frequently 
causes: 

Hair loss and nail changes
Mouth sores
Loss of appetite or increased appetite
Nausea and Vomiting
Low blood cell counts
Increased chance of infections  WBC
Easy bruising or bleeding  platelets
Fatigue  RBC

Adverse Effects of Breast Cancer Treatment
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Many women with Breast Cancer 
will use hormone (deprivation) 
therapy: Tamoxifen, Aromatase 
Inhibitors, Ovarian Ablation –
surgical, LHRH analogs

Such hormone deprivation 
treatment frequently causes: 

Depression and altered self 
esteem – mood swings

Hot flashes, night sweats
Fatigue
Weight gain
Vaginal dryness
Sexual pain 
Lowered libido 

Adverse Effects of Breast Cancer Treatment
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1. Do Women Need Nerve, Vascular and Hormone Physiology to 
have sexual activity?

NO, women do NOT need “healthy” nerve, vascular and 
hormone physiology to be physically able to have sexual activity 
and/or to have penetrative sex

2. Do Women Need Nerve, Vascular and Hormone Physiology to 
Achieve Sexual Desire, Arousal and/or Orgasm?

YES, women NEED “healthy” nerve, vascular and hormone 
physiology to have “physical and emotional satisfaction” with:

sexual desire, thoughts, fantasies

arousal, lubrication, throbbing, pulsing, tingling

orgasm release 

absence of pain during penetration and during thrusting 

Can survivors without physiologic integrity participate 

in sexual intercourse?
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Sexual dysfunction (desire, arousal, 

orgasm, pain):

breast cancer, gynecologic cancer, 

other cancers

What are common causes of biologic 

female sexual dysfunction?

Cancer and Sexuality



Diagnosis and Treatment Algorithm for Sexual 
Dysfunction in Cancer Survivors 

Identification of the sexual health problems

Education of the patient and the partner

Modification of reversible factors

Hormonal and non-hormonal pharmacologic therapies

Other



HISTORY OF PRESENT ILLNESS

JH is a 67 year-old woman currently married for 21 years with a history of breast 

cancer - left mastectomy (2009) and then right mastectomy (2011) - who first 

presented to San Diego Sexual Medicine on November 14, 2011

Prior to breast cancer, she had multiple lumpectomies from 1996-2008

JH was taking hormones for menopause until breast cancer diagnosis – no sexual 

dysfunction

JH finds intercourse difficult now since her breast cancer treatments

Her intercourse activity can be extremely painful at times, and her arousal is lost 

quickly when it is so painful to have intercourse

JH states she has intercourse success rates of only 50% since her breast cancer 

Currently her interest is 80% that of previous capabilities

Currently her arousal is 70% that of previous capabilities

She has 5% orgasmic capabilities



HISTORY OF PRESENT ILLNESS

She does have sexual pain for the past 14 years described as tightness and ripping 

sensation at the entrance, dry patches internally, sometimes a sharp cervical pain 

located in the vaginal area and clitoris; triggered by fast penetration; made worse by 

not enough foreplay or changing sexual positions; and made better by more 

foreplay or lying on back

Judith believes her sexual problems are due to surgery, and not being given 

hormones since mastectomy.

She has had blunt trauma to the perineum - when she was 6-7 years she rode 

brothers bike and hit her pelvis. 

Medications: Synthroid 0.5 mcg, arimidex 1mg

She has had previous diagnostic tests for this problem - consultations with GYN. 

In the past she has not sought psychologic treatment. 

She has sought medical treatment for her sexual problem - various pills and 

compounds.



VALIDATED OUTCOME SCALES

PHQ score: 4 /30

SDS-R score: 23/52

FSFI score: 18.5

Total Pain Domain: 2.4

Total Satisfaction Domain: 3.4

Total Orgasm Domain: 2.6

Total Lubrication Domain: 4.5

Total Arousal Domain: 4.8

Total Desire Domain score: 3.8



Blood testing on 10/27/2011

Testosterone 14 ng/dl (range 3 - 41 ng/dl), 

Sex hormone binding globulin 48.6 nmol/L (range

17.3 - 125.0 nmol/L) 

Calculated free testosterone 0.195 ng/dl (range 

0.6 - 0.8 ng/dl) 

Dihydrotestosterone 1.5 ng/dl (range 4 - 22 ng/dl), 

TSH 1.670 mIU/L (range 0.450 - 4.500 mIU/L), 

Prolactin 6.5 ng/ml (range 4.8 - 23.3 ng/ml), 

LH 22.9 mIU/l 

FSH 89.2 mIU/L, 

Estradiol <6.0 pg/ml 

Progesterone 0.1 ng/ml



Vulvoscopy was performed. The clitoris was mildly atrophic. The urethral 

meatus was mildly abnormal with mild prolapse. The minor vulvar 

vestibular gland at 1 oclock revealed erythema and there was 2/10 

discomfort to cotton swab testing. The minor vulvar vestibular gland at 3 

oclock revealed erythema and there was 3/10 discomfort to cotton swab 

testing. The minor vulvar vestibular gland at 5 oclock revealed erythema 

and there was 6/10 discomfort to cotton swab testing. The posterior 

fourchette revealed erythema and there was 2/10 discomfort to cotton 

swab testing. The minor vulvar vestibular gland at 7 oclock revealed 

erythema and there was 8/10 discomfort to cotton swab testing. The minor 

vulvar vestibular gland at 9 oclock revealed erythema and there was 2 10 

discomfort to cotton swab testing. The minor vulvar vestibular gland at 11 

oclock revealed erythema and there was 7 /10 discomfort to cotton swab 

testing. Speculum examination was performed. Vaginoscopy revealed 

limited robiust peri-urethral tissue and limited rugae. The color of the 

vaginal wall was whitish. The epithelium was thin. There was minimal 

discharge. The vaginal pH was 7.5 as measured by pH paper. This study 

revealed mild clitoral atrophy, limited peri-urethral tissue, mild urethral 

meatal prolapse, significant vulvar vestibulitis syndrome, mild vaginal 

atrophy, and abnormal vaginal pH.











Travell JG & Simons DG. Myofascial Pain and Dysfunction. Chapt 6: Pelvic Floor Muscles.1992.Baltimore, Williams & Witkins
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Identification of the sexual health problems

Education of the patient and the partner

Modification of reversible factors

Hormonal and non-hormonal pharmacologic therapies

Other

Diagnosis and Treatment Algorithm for Sexual 
Dysfunction in Cancer Survivors 



Lifestyle modification

Exercise

Nutrition

Treat Soft Addictions

Cell phones, pagers, laptops, blackberries

Stress and time management

Structured tasks

Erotic reading

Self stimulation

Sensate Focusing

Cueing Exercise

Alternate forms of sexual expression

Coital positions that minimize deep penetration and empower women

Modification of Reversible Causes
Cancer and Sexuality



Modification of Reversible Causes
Alternative Ways of Expressing Physical Love

Hugging

Fondling

Caressing

Cuddling

Kissing

Hand holding

Manual stimulation

Digital stimulation

Oral stimulation

Intra thigh or intra mammary 
intercourse

Anal intercourse

Cancer and Sexuality



Structured sexual tasks

Sensate focusing

Guided imagery

Relaxation exercise

Fantasy exploration

Skilled exercises

Tantra Sexual Awakening

Pain management

Sexual devices

Self-stimulator/vibrators

Dilator therapy

Sexy lingerie

Masturbation sleeve

Modification of Reversible Causes
Alternative Ways of Expressing Physical Love

Cancer and Sexuality



Identification of the sexual health problems

Education of the patient and the partner

Modification of reversible factors

Hormonal and non-hormonal pharmacologic therapies

Other

Diagnosis and Treatment Algorithm for Sexual 
Dysfunction in Cancer Survivors 







Ideal Management Paradigm of Woman with Cancer and 

Sexual Health Concerns
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n = 93; significance not reported.

Sarrel PM. J Womens Health Gend Based Med. 2000;9:S25-S32.

Adapted from Sarrel PM. Obstet Gynecol. 1990;75:26S-30S.
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Estrogens
stimulate

Androgens
inhibit

Mammary gland and
Breast cancer proliferation
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Androgens inhibit breast cancer by two
mechanisms:

1- Directly in the breast tissue on cell 
proliferation

2- Indirectly by decreasing fat mass and 
estrogen formation

Cancer and Sexuality



Clinically, women with elevated 
androgen levels, either 
endogenous or exogenous, 
experience breast atrophy, 
consistent with the notion that 
androgens per se are 
antiproliferative for the breast

Testosterone and Breast Cancer
Cancer and Sexuality



In polycystic ovarian syndrome, 
a well known hyperandrogenic 
situation, the age-adjusted odds ratio 
for breast cancer is 

O.R. = 0.52 (0.32-0.87, 95% C.I.)

Gammon and Thompson, 

Am. J. Epidemiol 134, 818-824, 1991
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Histological Effects of Testosterone 

Therapy on the Breast

Burgess, J. Path 170: 37, 1993

29 female to male transsexual mastectomy specimen 

compared to normals undergoing breast reduction

No significant differences in histology, progesterone 

receptor and estrogen receptor levels

Cancer and Sexuality
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Study Cases of Breast 
Cancer/100,000 women-years

Years observed

WHI (E/P) 380 5.2

Million  women (E/P) 521 2.6

Adelaide (E/P/T) 293 5.9

Adelaide (E/T) 115 5.9

Breast Cancer Cases in Women Using Estrogen and Testosterone

or Estrogen and Progesterone and Testosterone Compared with 

Major Studies

Dimitrakakis Menopause 11 532 (2004)

Cancer and Sexuality
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Effect on Breast Cell Proliferation (Stromal and Epthelial) Breast 

Biopsy  Before and After Estrogen and Progesterone and 

Testosterone (n = 27) versus Estrogen and Progesterone and Placebo 

(n = 23)

Hoffing, M Endocrine Society 2005 abstract

Changes in 

Mean % Ki 

67 from 

Baseline

* p = 0.002

E, P E, P, T

6 mo randomized, double 

blind, placebo controlled 

study

Fine needle aspiration of 

the upper lateral quadrant 

of the left breast





Judith is a 64 year old female with dyspareunia. 

Judith measures out her topical hormones using a syringe. 

She is currently using 0.4 ml of topical estradiol, 

She is currently using 1.1ml of topical testosterone 1% 

She is currently using arimidex daily. Judith is having hot flashes even 

though her estradiol level is at 80pg/ml. Judith is also having problems 

with acne.

The plan is for Judith to decrease her testim to 0.9ml/day and her 

estrogel to 0.3ml/day. Judith will get her labs done again in 4 weeks. If 

the hot flashes get worse with the decrease in estradiol levels Judith will 

go back up to the amount she is currently using. Judith will make a 

follow up phone call to discuss her labs after they are done.
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Blood testing on 6/27/2014

Testosterone 82 ng/dl (range 3 - 41 ng/dl), 

Sex hormone binding globulin 88.2 nmol/L (range

17.3 - 125.0 nmol/L) 

Calculated free testosterone 0.75 ng/dl (range 

0.6 - 0.8 ng/dl) 

Dihydrotestosterone 23 ng/dl (range 4 - 22 ng/dl), 

Estradiol 29.9 pg/ml 

Progesterone 0.8 ng/ml



Hi Dr. G

I was at my oncologist last Friday and he shared that one of his 

patients was concerned with her desire level. He does have your 

card. I wanted to give you a heads up that he would be calling you.

I had my blood work done.

I have being trying 1/2 of the adderal p10 mg tab per day and it 

seems to help a bit.



VIDEO


