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or 
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Medicine 
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Sexuality Discussions with 
Healthcare Professional 

Before 
Treatment 

13% 

After 
Treatment 

5% 
 

 

EduCare Inc. 2002 

Perez et al: Menopause  2010;17;5( 924-937) 
DCIS and Early BC vs. controls 

 

Pt not at a greater risk for FSD than women of 

the same age without cancer. Sexuality may 

not be perceived as important in immediate 

cancer concerns & recovery 

 

Both increase with time over 2 year time 
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The Types of FSD 

• As part of the diagnostic criteria all 
FSDs are classified as: 

– Persistent or recurrent 

– Causing “marked distress”  
or “interpersonal difficulty”  

– Not better accounted for by another 
Axis I disorder and  
not due exclusively to the  
direct physiological effects  
of a substance (eg, medications) or a 
general medical condition  

1. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. Fourth Edition, Text Revision.  

 Washington, DC: American Psychiatric Press; 2000. 2. Buck C, et al. 2009 ICD-9-CM Professional Edition, Volumes 1 & 2. 

Elsevier Health Sciences. 2008. 
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Estimated Prevalence Sexual Complaint Research Study 

50% All complaints Ganz et al 

Robinson et al 

30-100% All Complaints Robinson et al 

Anderson et al 

23.4 -64% Desire Disorder Barni et al, Fobair et al 

Ganz et al , Burwell et al 

20.5-48% Arousal and or lubrication 

concerns  

Barni et al, Fobair et al 

Ganz et al , Burwell et al 

16-36& Orgasmic Concerns Barni et al, Fobair et al 

Ganz at al , Burwell et al 

35.4-38 % Dypareunia Barni et al  

Estimated Prevalence of  

Sexual Complaints after Breast Cancer 
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Overlap of FSD 

Basson R, et al. J Urol. 2000;163:888-893. 

Sexual Desire 

Disorders 
Sexual Arousal 

Disorder 

Orgasmic 

Disorder 

Vaginismus 

Dyspareunia 
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Introduction 

• 25% of new cases present before the menopause and 15% 
before the age of 45.  

• Decline in breast cancer mortality in 1990’s with the 5-
year survival rate 97% for women diagnosed with early 
stage disease 

• Increased numbers of survivors  
–  more Quality of Life research  

 

 

1. Kornblith et al.  Cancer 15;98(4):679-89. 

• Sexual dysfunction may be among the more 
distressing problems experienced by breast cancer 
survivors 
– 20 years from diagnosis 29% report sexual problems 

attributable to having had breast cancer1 
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Breast Cancer and Sexual Function 

 
 

 
 
 
 
 

• Asian and African American women maybe less communicative with 
respect to sexuality– more prone to FSD 

• Most common FSD: vaginal dryness with painful intercourse 
• Changes in sexual self-esteem are very troublesome 
• Prophylactic surgeries adversely affects sexual functioning 
• Topical estrogen may not be associated with increased risk of breast 

cancer recurrence  
    

  

 

Dew JE et al. Climacteric. 2003;6:45-52. 

50% to 90% of breast cancer survivors complain of  
some form of FSD 

– “Yes I am thankful to be alive, but I am dead down there” 
– “Breast cancer treatment contributed to the deterioration of my 

excellent marriage” 
– “They never told me I would feel like this…..”  
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DESIRE 101 

Developed by Michael Krychman, MD, and Susan Kellogg Spadt, PhD, CRNP (2010).  

Available at www.SexualHealthFundamentals.org.   10 

http://www.sexualhealthfundamentals.org/


Focus on rehabilitation 
…not treatment 

The latter implies the possibility of complete 
“recovery” which may not be possible with 

many debilitating conditions 
 

The New Normal 
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Lifestyle Factors and Sexual Activity 

• Physically active 
women 

• Social support 

• Healthy diet 

• Sleep difficulties 

• Inactivity 

• Depression 

• Obesity 

Increased Decreased 

Greendale et al. Journal of Women’s Health 1996;5:445-58. 
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http://www.makemeheal.com/mmh/product.do?id=13392&procid=33&catid=453


Mindfulness  
 Mindfulness has been incorporated into a brief, psycho educational 

treatment program for women with sexual desire and arousal disorders and 
found to be effective as part of a larger treatment program  

  

 These two studies found that women qualitatively reported that the 
mindfulness component was the most valuable aspect of treatment 

 

 Two published  studies that have directly tested the efficacy of a 
mindfulness-based sex therapy intervention for  women with low desire and 
arousal,   a significant improvement in several domains of sexual response 
and a  decrease in sexual distress  

 

  

 

 Brotto LA,  et al. J Sex Med 2008; 5:1646–59. 

 Brotto L, et al Arch Sex Behav 2008;37:317–29. 
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Hormone Therapy and the Risk of �Breast Cancer in BRCA1 mutation carriers. 
Eisen A, Lubinski J, Gronwald J, Moller P, Lynch HT, Klijn J, Kim-Sing C, Neuhausen SL, Gilbert L, Ghadirian P, 

Manoukian S, Rennert G, Friedman E, Isaacs C, Rosen E, Rosen B, Daly M, Sun P, Narod SA; Hereditary Breast 

Cancer Clinical Study Group. 

 

Collaborators (39) 
Sunnybrook Regional Cancer Center, Toronto, Ontario, Canada. 

 
BACKGROUND: Hormone therapy (HT) is commonly given to women to alleviate the climacteric 

symptoms associated with menopause. There is concern that this treatment may increase the risk of 

breast cancer. The potential association of HT and breast cancer risk is of particular interest to women who 

carry a mutation in BRCA1 because they face a high lifetime risk of breast cancer and because many of 

these women take HT after undergoing prophylactic surgical oophorectomy at a young age. 

 

METHODS: We conducted a matched case-control study of 472 postmenopausal women with a BRCA1 

mutation to examine whether or not the use of HT is associated with subsequent risk of breast cancer. 

Breast cancer case patients and control subjects were matched with respect to age, age at menopause, 

and type of menopause (surgical or natural). Odds ratios (ORs) and 95% confidence intervals (CIs) were 

estimated with conditional logistic regression. Statistical tests were two-sided. 

 

RESULTS: In this group of BRCA1 mutation carriers, the adjusted OR for breast cancer associated with 

ever use of HT compared with never use was 0.58 (95% CI = 0.35 to 0.96; P = .03). In analyses by type of 

HT, an inverse association with breast cancer risk was observed with use of estrogen only (OR = 0.51, 

95% CI = 0.27 to 0.98; P = .04); the association with use of estrogen plus progesterone was not 

statistically significant (OR = 0.66, 95% CI = 0.34 to 1.27; P = .21). 

 

CONCLUSION: Among postmenopausal women with a BRCA1 mutation, HT use was not associated with 

increased risk of breast cancer; indeed, in this population, it was associated with a decreased risk. 

 
 



Local Estrogen and Breast Cancer 

• Impact of local vaginal estrogen therapy on 
breast cancer is limited 

• Unknown whether limited absorption will 
affect outcomes in hormone-dependant 
cancers 

• AI- block 95% of estrogen synthesis ( estradiol 
levels < 1pg/ml) 

• Any rise in serum estradiol even if transient 
may have an impact on AI efficacy 



Breast cancer risk in postmenopausal women using estrogen-only therapy. 
Lyytinen H, Pukkala E, Ylikorkala O. 
 

Department of Obstetrics and Gynecology, Helsinki University Central Hospital, Helsinki, Finland. 

 

 

Obstet Gynecol. 2006 Dec;108(6):1352-3. 

 
OBJECTIVE: To evaluate whether the risk of estrogen-only therapy on breast cancer varies by dose, constituent, 

and route of administration. 

 

METHODS: All Finnish women older than age 50 years using oral or transdermal estradiol (n=84,729), oral estriol 

(n=7,941), or vaginal estrogens (n=18,314) for at least 6 months during 1994-2001 were identified from the 

national medical reimbursement register. They were followed for breast cancer with the aid of the Finnish Cancer 

Registry to the end of 2002. 

 

RESULTS: Altogether, 2,171 women with breast cancer were identified. The standardized incidence ratio of breast 

cancer with systemic estradiol for less than 5 years was 0.93 (95% confidence interval 0.80-1.04), and for 

estradiol use for 5 years or more, 1.44 (1.29-1.59). Oral and transdermal estradiol was accompanied by a similar 

risk of breast cancer. The risk was most prominent with the dose greater than 1.9 mg/d orally; whereas the risk 

associated with transdermal route was not dose-dependent. The standardized incidence ratio for the lobular type 

of breast cancer (1.58) was slightly higher than that for the ductal type (1.36). The use of estradiol was associated 

with both localized breast cancer (1.45; 1.26-1.66) and cancer spread to regional nodes (1.35; 1.09-1.65). The 

incidence of carcinoma in situ (n=32) was increased (2.43; 1.66-3.42) among estradiol users. 

 

CONCLUSION: Estradiol for 5 years or more, either orally or transdermally, means 2-3 extra cases of breast 

cancer per 1,000 women who are followed for 10 years. Oral estradiol use for less than 5 years, oral estriol, or 

vaginal estrogens were not associated with a risk of breast cancer 



Gynecol Endocrinol. 2010 Jun;26(6):404-12. 

Low-dose vaginal estrogens or vaginal moisturizer in breast cancer survivors with 

urogenital atrophy: a preliminary study. 
Biglia N, Peano E, Sgandurra P, Moggio G, Panuccio E, Migliardi M, Ravarino N, Ponzone R, Sismondi P. 
 

Department of Oncological Gynaecology, University of Turin, Institute for Cancer Research and Treatment of Candiolo (IRCC), Turin, 

Italy. nicoletta.biglia@unito.it 

Abstract 
The study aim is to evaluate the efficacy and safety of two low-dose vaginal estrogen treatments (ETs) and of a non-

hormonal vaginal moisturizer in postmenopausal breast cancer survivors with urogenital atrophy. Eighteen patients 

receiving estriol cream 0.25 mg (n = 10) or estradiol tablets 12.5 microg (n = 8) twice/week for 12 weeks were evaluated 

and compared with eight patients treated with polycarbophil-based moisturizer 2.5 g twice/week. Severity of vaginal 

atrophy was assessed using subjective [Vaginal Symptoms Score (VSS), Profile of Female Sexual Function (PFSF)] and 

objective [Vaginal Health Index (VHI), Karyopycnotic Index (KI)] evaluations, while safety by measuring endometrial 

thickness and serum sex hormones levels. After 4 weeks, VSS and VHI were significantly improved by both vaginal ETs, 

with further improvement after 12 weeks. PFSF improved significantly only in estriol group (p = 0.02). Safety 

measurements did not significantly change. Vaginal moisturizer improved VSS at week 4 (p = 0.01), but score returned to 

pre-treatment values at week 12; no significant modification of VHI, KI, PFSF was recorded. Both low-dose vaginal ET are 

effective for relieving urogenital atrophy, while non-hormonal moisturizer only provides transient benefit. The increase of 

serum estrogens levels during treatment with vaginal estrogen at these dosages is minimal 

Safety was evaluated by measuring serum estradiol levels 

 and changes in endometrial thickness, both of which were  

Found to be minimal and clinically insignificant , although an  

Evaluation of a longer duration of treatment is warrented 



Acupuncture 
 

•  Tamoxifen is a pro-drug converted by isoenzyme CYP2D6-  
– SSRI may inhibit this in variable degrees- HT alternatives important. 

 
• Acupuncture and herbal medicine have been incorporated for over 4000 

years into treatment of all sexual complaints. Many processes are 
activated :Hormonal release, Nervous system regulation, Increased blood 
flow 
 

• Acupuncture appears to be equivalent to Venlafaxine (Effexor It is a safe, 
effective and durable treatment for vasomotor symptoms secondary to 
long-term antiestrogen hormone use in patients with breast cancer. 
– Walker EM, et al. J Clin Oncol. 2010 Feb 1;28(4):634-40 

 
• Acupuncture has become popular in the treatment of men and women 

with hot flashes with some success 
– Frisk J,  eta al . Eur Urol 2008; Feb 14. 
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Labrie et al  
( Menopause 2009 Jan-Feb 1 ;30-6) 

 
– Validated mass spectrometry 10 pts 

– Serum E2 and Estrone  during the 24 hours following the 
7th daily application of 25microg Estradiol ( Vagifem ®) and 
1 g (0.625mg) Conjugated Estrogen (Premarin ®) 

– Estradiol 

• 5.4 X increase in Estradiol group  

• Conjugated Estrogen group (3 to 17 pg/ml) 

– Estrone:   

• 150% increase with Estradiol tablets 

• 500% increase with Conjugated Estrogen  

     Local treatment may increase serum estradiol levels and 
its effects are unlikely limited to the vagina and systemic 
effects maybe expected. 
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Low Dose Vaginal Estrogen Treatment 

• Breast cancer survivors  may possibly use minimally absorbed local 
vaginal estrogens products like the ring (Estring ®) and tablets 
(Vagifem ®) and Conjugated Equine Estrogen (Premarin Vaginal 
Cream) ®with very little systemic escape. OFF LABEL! 

• Kendal et al (2006): increased E2 level in BC patients on Vagifem ® 
• Surgical oncologists, medical oncologists, gynecologists and patients 

will often disagree about safety 
• NAMS and OBGYN advocate personalized plans 
• Formulate management plan  

– Monitor estradiol levels 
– Evaluate abnormal bleeding 
– Try alternatives first? 
– Know your personal comfort zone 
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Sexual Medicine Response: 

• HT alternatives should always be tried first 
– Conservative Aggressive approach 

 

• Risk analysis and uncertainty discussed and documented with 
the patient. Avoid Paternalism. 

 

• Ensure Informed consent and document complete discussion 

 

• If failure of conservative measures, consider new ultra low 
dose estradiol tablets, off label.  Consider following estradiol 
levels & tailor the treatment regime.  
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Put Risk into Perspective 
Perceived vs. Actual risk 
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Intravaginal DHEA 

• Labrie et al  

– Journal of Steroid Biochemistry and Molecular 
Biology 111 (2008) 178-194 

• Treatment 
– One ovule of DHEA 0.0%, 0.5%, 1.0% or 1.8% 

– 7 days vaginal PH was significantly decreased 

– Serum Estradiol and  Testosterone remained within normal 
postmenopausal values at all DHEA values 

– DHEA permits rapid effects for local beneficial effects against vaginal 
atrophy, without changes in estradiol  thus avoiding the increased risk 
of breast cancer associated with the current intravaginal or systemic 
estrogenic formulations 
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Bupropion Therapy 

Effects norepinephrine and dopamine uptake 
 
Increased activity correlates with increased 

sexual responsiveness and orgasmic capacity 
 
Effect on dopamine – prosexual 
 
Maybe helpful in BC patients who have FSD and 

mood issues 
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Drug Name Drug Category Pharma Sponsor Current 
Development 

Synthetic CE- A Cream 

Bijuiva 

Estrogen Teva Inc.,  NDA 

Ospemifene Tablets 

(Ophena) 

SERM Quatrx Inc., Shionogi 
Pharmaceuticals 

NDA 

BZA/CEE Tablets STEAR 

TSEC 

Pfizer Pharmaceuticals Phase III 

NDA ? 

DHEA Vaginal Ovules 

(Prasterone) 

Androgenic Precursor Endoceutics Inc 

Bayer  

Phase III 

Lasofoxifene  

(Fablyn) 

SERM Ligand Pharmaceuticals 

Pfizer Inc 

NDA Status Unclear 

EMEA- Approved 

Seala SERM BioNovo Phase I-II 

Tamoxifen 

(vaginal inserts) 

SERM Pear Tree Pharmaceuticals  Phase I-II 

In Development for Menopausal VVA 

BZA/CEE- Bazedoxifene+ conjugated equine estrogen 

SERM: Selective estrogen receptor modulator 

STEAR: Selective tissue estrogenic activity regulator 

TSEC: Tissue Selective Estrogen Complex 



Efficacy and Safety of Testosterone 
with Chronic Medical Illness 

Barton DL, 2007, JNCI, 99: 672-9  
– N = 133 cancer survivors randomized to placebo or T  

– No significant T effect (over placebo) on: 

– Sexual frequency, Mood, Vitality, Sexual function total 
score, Sexual function pleasure score 

Krychman et al JSM 2008 

– Case series 3 breast cancer survivors on testosterone 
for low desire causing personal distress  

– Improved sexual satisfaction by patient report 

– Further cases being collected  
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Topical Testosterone for Breast Cancer Patients with Vaginal Atrophy Related to 

Aromatase Inhibitors: A Phase I/II Study. 
Witherby S, Johnson J, Demers L, Mount S, Littenberg B, Maclean CD, Wood M, Muss H. 
 

Providence, Rhode Island, USA; 

 

 

Abstract Purpose. Controversy exists about whether vaginal estrogens interfere with the efficacy 

of aromatase inhibitors (AIs) in breast cancer patients. With the greater incidence of vaginal 

atrophy in patients on AIs, a safe and effective nonestrogen therapy is necessary. We 

hypothesized that vaginal testosterone cream could safely treat vaginal atrophy in women on AIs.  

 

Methods. Twenty-one postmenopausal breast cancer patients on AIs with symptoms of vaginal 

atrophy were treated with testosterone cream applied to the vaginal epithelium daily for 28 days. 

Ten women received a dose of 300 μ g, 10 received 150 μ g, and one was not evaluable. 

Estradiol levels, testosterone levels, symptoms of vaginal atrophy, and gynecologic examinations 

with pH and vaginal cytology were compared before and after therapy.  

 

Results. Estradiol levels remained suppressed after treatment to <8 pg/mL. Mean total 

symptom scores improved from 2.0 to 0.7 after treatment (p < .001) and remained improved 1 

month thereafter (p = .003). Dyspareunia (p = .0014) and vaginal dryness (p <.001) improved. The 

median vaginal pH decreased from 5.5 to 5.0 (p = .028). The median maturation index rose from 

20% to 40% (p < .001). Although improvement in total symptom score was similar for both doses 

(-1.3 for 300 μ g, -0.8 for 150 μ g; p = .37), only the 300-μ g dose was associated with improved 

pH and maturation values.  

 

Conclusions. A 4-week course of vaginal testosterone was associated with improved signs and 

symptoms of vaginal atrophy related to AI therapy without increasing estradiol or testosterone 

levels. Longer-term trials are warranted 



On Going Libigel ( Testosterone Gel ) Safety Study 
Snabes et al ISSWSH Feb 2011 

• Phase III RDBPCT multi-centered trial, libigel vs placebo in 
postmenopausal women with HSDD and known CV risk.  
Governance includes Independent Data Monitoring 
committee (DMC) the only group unblinded to treatment, a 
cardiovascular events adjudication committee and a breast 
cancer committee. 

• Over 2750 women 

• Mean age 60.1 

• More than 2200 women- years of exposure 

• BMI 29, hypercholesterolemia 

 



Results thus far 

• The composite rate of adjudicated protocol 
mandated CV events is 0.65% and the breast 
cancer rate is 0.32% 

 

• The DMC has recommended that the study 
continue without changes after 4 separate 
unblinded data reviews 



Tissue Selective Estrogen Complex 

(TSEC; STEAR) A New Paradigm for 
Menopausal Syndrome 

• TSEC ( AKA STEAR) pair a selective estrogen receptor 
modulator (SERM) with 1 or more estrogens to 
provide clinical results based on their blend of tissue 
selective activities 

• The ideal TSEC maintains the positive benefits of 
estrogens on vasomotor symptoms, vulvar/vaginal 
atrophy (VVA) and bone without stimulatory effects 
on the uterus and breast 

• The first TSEC in clinical development pairs 
Bazedoxifene (BZA) a SERM with a unique 
endometrial profile with conjugated estrogens. 



Flibanserin 
• 5H1-agonist/ 2A Antagonist  By Boehringer Ingelheim 

 

• SE: mild nausea, dizziness, fatigue, somulence, increased bleeding if on 
NSAID or ASA 

 

• Demonstrates promise for treatment of HSDD 

 

• Significant improvement over placebo on all FSFI domains and daily diary 
measure of desire 

 

• Pivotal trials completed and FDA has issued final letter and company 
senior management have decided to halt future development of the 
compound. 

 

 
– Goldfischer et al 2008 ISSWSH 2008 
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Zestra Sensual Arousal Fluid:  
The Zestra RUSH 

• Patented blend of two botanical oils and two 
botanical extracts designed to increase sexual 
sensation arousal and pleasure  

• All natural ingredients 

• Can be used on nipples as well for increased 
sensation 

• Mild genital burning is the only AE 

• No drug interaction 

• Topically applied to clitoris, mons, or outer vaginal 
area 
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Types of Lubricants 

 

 

 

 

 

Base Ingredient Safe with 
latex 

Staining Comments 

Water Deionized water, 
glycerin, propylene 
glycol 

Yes No Rarely causes 
irritation but dries 
out with extended 
activity 

Petroleum Mineral Oil, 
Petroleum Jelly, 
baby oil 

No, do not use with 
condoms, 
diaphrapgms or 
cervical caps 

Yes Maybe irritating to 
vagina 

Natural Oil  Avocad, olive, 
peanut and corn 

Yes Yes Safe unless peanut 
allergy and non 
irritating to the 
vagina 

Silicone Silicone polymers Yes No Non irritating to the 
vagina, long-lasting 
and waterproof 

Reproduced with Permission from Hutchison HY et al  

The Female Patient, 2009 ( suppl April) 1-6 



Lubricant  Analysis  



LUBRICANTS 
 

• Vary with lubricity, color 
consistency 

• Lubricate all surfaces as 
part of foreplay 

• Keep lubricant handy in 
case more is needed 

• Controversial parbenes, 
glycerin, propylene glycol 

• Avoid  Colors,  Warming 
gels,  Flavors, Bactericides, 
Spermicides 

• Types: 
– Water-based: 

Astroglide, Liquid Silk, 
GV Slip Inside, Hydra-
smooth, Sensua 
Organic, Probe, Good 
Clean Love 
 

– Silicone-based: Wet 
Platinum, Eros 

 

 MOISTURIZERS 
• Replens ® takes up to 2 

months to have full effect; 
Early vaginal discharge but 
does have double-blind 
studies published  

• Used on a 2 to 3 times-
weekly basis 

• Feminease, Replens, Me 
Again 
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Factors Affecting Sexual Functioning 

Sexual  
Functioning 

Illness/ 
Medications of  

patient and partner 

External  
Stressors 

Cognitions/ 
Beliefs 

Partner 
Relationship 

Early  
Sexual  

Experiences 

Family 
Beliefs Psychological 

Well-being 

Medical 
History 

Hormones 

Subjective sexual 
experience 

Your sexual 
-Self-image 
-Behavior 

Society/ 
Culture 
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Treatment Paradigm 
Alternative  
Medicine Structured  

Sexual  
Tasks 

Treat 
Systemic  
Illnesses 

Evaluate  
medications 

Patient  
And 

Partner 
Education  

Pain  
management 

Psycho 
therapy 

Consultations 

 
Sexual 

Pharmacology 

 

Sexual 
Device 

Behavior 
Modification 

Treatment 
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Comprehensive Sexual Care 

 
• Internist 
• Oncologist 
• Radiation/Chemotherapy 
• Nursing health care professionals 
• Infertility physician 
• General gynecologist 
• Mental health professional 
• Social services 
• Nutritionist 
• Exercise physiologist 
• Physical therapist 
• Sexual health professional 
• Fellows, residents and medical 

students…………….. and  many others  
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Women’s Initiative on Sexual Health (WISH) Position Statement 

 
The International Society for the Study of WomenÕs Sexual Health (ISSWSH) is a 
multidisciplinary academic, scientific and clinical organization whose purposes 
are: 
 

1. To provide opportunities for communication among scholars, researchers, 
and practitioners about women's sexual function and sexual experience. 

2. To support the highest standards of ethics and professionalism in 
research, education, and clinical practice of women's sexuality. 

3. To provide the public with accurate information about women's sexuality 
and sexual health. 

 
ISSWSH, as the leading international organization devoted to womenÕs sexual 
health, is committed to further development of the field of female sexuality. As 
such, we advocate a collaborative approach for assessment, diagnosis and 
treatment of women who are suffering from sexual health problems.  ISSWSH 
has developed this position statement in support of women impacted by sexual 
dysfunction.  These women, their friends, families, and loved ones are all 
affected by sexual dysfunction, and their voices are often not heard. It is only by 
a unified and coordinated effort that progress for those affected women will be 
achieved. 
 
As healthcare professionals, researchers, family and friends who have seen 
firsthand the devastation to physical and psychological health and quality of life 
that sexual dysfunction can cause, we state, unequivocally, that female sexual 
disorders are real conditions and not a fabrication, nor a result, of disease 
mongering.   
 



Female sexual disorders are valid conditions that warrant assessment, diagnosis 
and appropriate therapeutic intervention.  The etiology of female sexual problems 
is often complex. It may include sexual medicine issues related to biologic 
etiologies including neurologic, hormonal, vascular and anatomic components as 
well as psychological issues relating to socio-cultural, emotional  and relationship 
concerns.  We are aware that female sexual dysfunction research is still a 
relatively new field and continuing research is needed to further elucidate the 
etiological factors that contribute to female sexual disorders.  We advocate the 
development of safe and effective treatments, both biological and psychological 
in nature, for women who are suffering from these conditions. Although not all 
treatments will work equally for everyone, women deserve to have a variety of 
treatment options and for their voices to be heard. In light of this, we call upon all 
the stakeholders, including government regulators, to move the bar of available 
therapies forward. 
 

International Society for the Study of Women’s Sexual Health 

www.isswsh.org 



  

 

PLAN TO ATTEND 

ISSWSH 2011 Fall Course 
October 14 – 16, 2011 

DoubleTree Paradise Valley Resort 
Scottsdale, Arizona 



Plan to Attend ISSWSH 2012  

Jerusalem, Israel  

February 19 – 22, 2012  



The art of medicine is to cure 
sometimes, 
to relieve often,  
but to 
comfort always 

Ambroise Pare 
Physician to King Francois I 
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Thank you for 
your kind 
attention! 

Michael L Krychman MD 

 

mkrychman@aol.com 

 

 949-764-9300 
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