
Iran J Psychiatry Behav Sci. 2017 March; 11(1):e3482.

Published online 2016 October 10.

doi: 10.5812/ijpbs.3482.

Original Article

Sexual Dysfunction and its Associated Factors in Breast Cancer

Patients After Mastectomy

Samira Abdollahi Chirani,1 Forouzan Elyasi,2,3,* and Bahram Mirzaian4

1Department of Psychology, Sari Branch, Islamic Azad University, Sari, IR Iran
2Department of Psychiatry, Collage of Medicine, Mazandaran University of Medical Sciences, Sari, IR Iran
3Psychiatry and Behavioral Sciences Research Center, Addiction Institute, Mazandaran University of Medical Sciences, Sari, IR Iran
4Department of Psychology, Sari Branch, Islamic Azad University, Sari, IR Iran

*Corresponding author: Forouzan Elyasi, Psychiatry and Behavioral Siences Research Center, Addiction Institute, Mazandaran University of Medical Sciences, Psychiatric
Center and Zare, Sari 5 km Road, Neka, Sari, IR Iran. Tel: +98-1133285109, E-mail: forouzan.el@gmail.com

Received 2015 July 10; Revised 2016 July 15; Accepted 2016 September 23.

Abstract

Background: Sexual function refers to a major aspect of health affecting the quality of life in breast cancer patients. Sexual dys-
function (SD) creates high psychological pressures.
Objective: The current research aimed to investigate the frequency of SD and its associated factors in post-mastectomy women.
Materials and Methods: The research was a cross-sectional study. Sampling was according to the convenience method. The study
was conducted on the women referring to the oncology ward of Tooba post-specialized clinic at Imam Khomeini hospital affiliated
to Mazandaran University of Medical Sciences. In order to collect data, the demographic characteristics questionnaire and Female
Sexual Function Index (FSFI) questionnaire were filled out by the patients. Descriptive statistics, Pearson and Spearman correlation
methods in SPSS 16 were employed to analyze the data.
Results: The mean age of 104 participants in this study was 47.33± 9.03 years and 91 patients (87.5%) diagnosed with SD. The highest
frequency was related to desire and arousal disorders (69.2 and 64.4%, respectively) and the lowest to sexual satisfaction disorder
(26.9%). The correlation test results indicate that there was a positive significant relationship between income and sexual function
at the confidence level of 95% (r = 0.20, P = 0.05).
Conclusions: High outbreak of SD in these patients suggest that the therapists involved in oncology should ask the patients about
their sexual problems and do thorough evaluations; in addition to guide the patients, they should provide them with required
training in order to enable them to manage these problems .
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1. Background

Breast cancer is of the most critical factors threatening
women’s physical and psychological health. Due to its high
outbreak, it affects women more than the other cancers
psychologically and emotionally (1). Around the world,
breast cancer imposes a heavy burden on the health system
and it is the most common cancer among either high or
low-classes women. Breast cancer affliction among Iranian
women has been reported 5.27 out of 100,000 cases. Also
annually more than 1000 new cases of breast cancer are de-
tected in Iran, 7778 cases of which are women (2). Accord-
ing to Iran cancer registration report in 2009, 7582 cases of
breast cancer have been identified among Iranian women
whose peak age was 50 - 55 years old and the standard-
ized age outbreak has been reported 28.25% /1000 women
.Based on the records of the center for disease control of
the ministry of health and medical education, breast can-
cer among Iranian women has been 6975 cases in 2007.
In Mazandran province, breast cancer is taken as the first

common cancer in women with age specific rate of 24.9
and crude incidence rate of 18.92 that included 267 people
(3). Sexuality and sexual satisfaction optimally play a def-
inite role in human character development so that sepa-
rating these sexualities from every human’s behavior is not
possible. Sexual matters are firstly ranked in terms of im-
portance in the married life and adjustability in sexual re-
lationships; its appropriateness and balance among cou-
ples is among the most important causes behind the suc-
cess and prosperity of a married life (4). The prevalence
of the most common sexual problems reported in these
patients following cancer treatment compared to the pub-
lic population which generally has a higher percentage es-
pecially relates to painful intercourse (dyspareunia) and
vaginismus (35% - 38%) (5).

Chemotherapy, hormone therapy, or ovarian suppres-
sion born permanent ovary failure led to in the reduction
in estrogen and testosterone levels (the hormones playing
decisive role in sexual function). Lack of estrogen accom-
panies with sexuality and sexual response drop and atro-
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phy and dryness can bring about pain in intercourse (6-
8). It seems that psychological complications have affected
women’s sexual function more that the physiologic ones
since in the majority of the published studies ,the most
common sexual issue has been related to sexuality/sexual
arousal dimension . This dimension mainly reflects psy-
chological conditions of patients while areas like sexual
arousal, vaginal moisture, and sexual pain stem from phys-
iological conditions causes (9).

Cancer post-treatment emotional effects can interfere
in the sexual appeal and feeling .The issues involved in
the first year of cancer diagnosis include sadness and de-
pression, being concerned about changes, stress related
to the partner, reduced self-confidence due to bad feel-
ings and the point that she cannot play her routine roles
in family and workplace (10). Because of body stamina
drain, dropped capability to run daily chores, patient’s
hospitalization and finally, the imposed depression, can-
cer can play a significant role in creating sexual nuisances
(11). The research by Anllo (12) and Bakewell and Volker
(13) suggested that the trauma resulting from cancer diag-
nosis and treatment has a great effect on the psychologi-
cal, physical function and communications of the person
in marital life. Schover (7) has reviewed many studies on
mastectomy-influenced marital relations, mental and psy-
chological consequences, number of intercourses, and sex-
ual disorders outbreak, showing 26% of women are seek-
ing cancer born sexual function disorder surgeries (14).
Considering the type of surgery, despite some controver-
sial results (15-17), a growing body of evidence indicates
that body image in a developing state is significantly better
in women undergoing breast conserving surgery (in con-
trast to mastectomy) (18, 19).

In many studies performed on breast cancer stricken
patients, the number of samples has been few or retrospec-
tive without a control group. However, a number of them
suggest that almost all women experience some problems
in their sexual function after breast cancer treatment (20).
There is no consensus about the effect of gap between
surgery and sexual intercourse resumption (15). Though,
some other ones have discovered longer delay with higher
chance of SFD (21). Regarding the above discussions and
high breast cancer prevalence among the women in soci-
ety as well as very limited studies about sexual disorder in
Iranian patients and on the one hand, according to the cul-
tural matters, it seems that sexual disorder rate is reported
less than its real rate. It is obvious that the health person-
nel, if are aware, can provide new treatment and consult-
ing interventions in order to promote the mentioned pa-
tients’ life quality. In addition, it helps the patient make
efforts to uplift her life quality in case of being purposeful
to return to the usual activities as much as possible.

Islam- the religion of the vast majority of Iranian
people- is a logically welcome religion toward sexual re-
lations, but social attitudes about sex are widely different
and sometimes look to some extent as a taboo, thus it is
not often -convenient to talk directly about sexual relations
in Iranian population. Sexual health is an important, but
often neglected component of cancer care. A few studies
have reported the prevalence of sexual function among Ira-
nian breast cancer patients so far. Women with breast can-
cer in Iran are usually younger than their western counter-
parts and thus might report different experiences. Hence,
the present Study aimed to: 1-Determine the prevalence of
sexual problems in women with breast cancer after mas-
tectomy, and 2- Investigate the influence of cancer-related
factors on female sexuality.

2. Materials and Methods

The present research was a cross-sectional study. The
statistical population was composed of female with breast
cancer during postoperative period referring to the oncol-
ogy ward of Tooba post-specialized clinic in Imam Khome-
ini hospital affiliated to Mazandaran University of Med-
ical Sciences for treatment. The inclusion criteria were
breast cancer diagnosis (at every stage), being married, not
having any other known malignancy or psychological dis-
ease, and the surgeries with the post-interval of at least 6
months. The sampling was according to the convenience
method. During a four-month follow-up from June 2014 to
September 2014, considering the repetition of samples at
the end of the period and no new referring case, 33 sam-
ples were excluded due to being single , surgical record
less than 6 months and a disease history like diabetes and
anemia (exclusion criteria). The sample size was estimated
based on a single proportion design. Finally, 104 patients
holding the inclusion criteria included in the research;
having given a written consent, they were put under the
study .In order to collect data, demographic characteristics
questionnaire was filled out by the patients and women’s
sexual function was analyzed using the questionnaire of fe-
male sexual function index (FSFI). This questionnaire cov-
ered 19 questions about sexuality, arousal, vaginal lubrica-
tion, orgasm, pain and sexual satisfaction. Scores of the six
domains were summed to obtain the total scale scores. For
individual domain scores, the scores of all items that com-
prise the domain were multiplied by the domain factor,
where higher scores indicate less function. Higher scores
of the FSFI indicate fewer problems about sexual function
and lower scores indicate more problems in female sexual
function. The cutoff score of Persian version has been de-
termined as 28 or less, given the maximum real positive
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and real negative. The cutoffs of sexual pain, sexual satis-
faction, orgasm, vaginal lubrication, sexual arousal and de-
sire dimensions are 3.8, 4.8, 7.3, 4.3, 3.3, and 3.3, respectively
(22). This tool recognized as Female Sexual Function Index
was first developed by Rosen et al. Overall test retest re-
liability coefficients in the original form of questionnaire
were high for each form of the individual domains (r = 0.79
to r = 0.86). Cronbach’s alpha values for internal consis-
tency was also high (≥ 0.82). Good construct validity was
demonstrated (23) and its reliability has been confirmed as
0.82. In Iran, its reliability and validity have been verified
by Mohammadi et al. The overall test-retest reliability co-
efficients were high for each domain (r = 0.73 to 0.86) and
the range of internal consistency was acceptable (α = 0.72
toα = 0.90) (22). The internal consistency of the total scale
questions of the case group, control group and all subjects
has been obtained as 0.85 or higher, indicating the tool’s
good reliability.

Analysis was performed using SPSS statistical software
(version 16) in descriptive and analytical levels to detect the
relation of demographic and clinical characteristics of the
patients with SD using test. Student t-test and X2 were used
to detect the association between demographic and clini-
cal characteristics of the patients. The level of significance
was set at P < 0.05.

3. Results

The mean age of the participants was 47.33 years (stan-
dard deviation: ± 9.03) with the range of 27 - 71. The pa-
tients mean score in terms of FSFI questionnaire was ob-
tained as 21.05 with a standard deviation of 7.9.

62.5% (65 cases) of the participants lived in rural ar-
eas and the rest (37.5%) in urban areas. Analyzing the par-
ticipants’ education, as depicted in Table 1, showed that
the majority of the participants (73.1%) had high school
diploma or under-diploma degrees. Based on the results,
none of them had studied in the graduate level. In terms of
income level, the results revealed that the income of 38.5%
ranged from 501,000 to 1,000,000 tomans. 82% of the par-
ticipants had no record of psychologist visit (Table 1).

The findings derived from the study imply that 78.5%
of the women had SFD. The survey on sexual function di-
mensions showed that the most frequent disorder was ob-
served in sexuality and arousal aspects (covering 69.2 and
64.4 % of the patients). The result showed that the patients
were better in sexual satisfaction function aspect than the
other ones, while the lowest disorder (26.9% of the pa-
tients) was in the satisfaction domain (Table 2).

In analyzing the sexual function and age relationship,
the results indicated that there is a negative, meaningful
relationship between these two variables at error level 1 (P

Table 1. Socio-demographic characteristics

Variable/Variable Levels No. (%)

Age

30 or less 2 (1.9)

31 - 45 40 (38.5)

46 - 60 56 (53.8)

60 or more 6 (5.8)

Education

Illiterate 13 (12.5)

Diploma/under diploma 76 (73.1)

Associate degree 5 (4.8)

Bachelor degree 10 (9.6)

Income

Less than 300 12 (11.5)

300 - 500 30 (28.8)

501 - 1000 40 (38.5)

More than 1000 15 (14.4)

No answer 7 (6.7)

Main job

Housewife 88 (84.6)

Self-employed 0

Office worker 16 (15.4)

Residency

Rural area 39 (37.5)

Urban area 65 (62.5)

Psychologist visit record

Yes 22 (21.2)

≤ 0.001 and r = 0.312) so that as age increases, the sexual
function decreases. Besides, the Spearman test result de-
noted that there is a positive, meaningful relationship be-
tween income and sexual function, which means that as in-
come rises, the sexual function improves (P ≤ 0.05 and r =
0.200).The study result on the relationship between other
variables including education, family size, surgery period
and sexual function did not support any relationship (Ta-
ble 3).

4. Discussion

The findings of this prospective study indicated that
the prevalence of sexual dysfunction among Iranian pa-
tients with breast cancer was high. Sexual dysfunction out-
break was found to be 87.5% in 104 studied patients. The
present study findings demonstrated that the highest SD
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Table 2. Sexual Dysfunction Dimensions in Breast Cancer Patientsa

Area Disorder No Disorder Cutoff

Sexual disorder (Total scale) 91 (87.5) 13 (12.5) 28

Sexual dimension

Desire 72 (69.2) 32 (30.8) 3.3

Arousal 67 (64.4) 37 (35.6) 3.4

lubrication 43 (41.3) 61 (58.7) 3.7

Orgasm 33 (31.7) 71 (68.3) 3.4

Pain 32 (30.8) 72 (69.2) 3.8

Satisfaction 28 (26.9) 76 (73.1) 3.8

aValues are expressed as No. (%).

Table 3. The Correlation of Sexual Function with Demographic Variables

Predictor Variable Correlation
Coefficient (r)

P Value Correlation Type

Age -0.312a 0.001 Pearson

Education -0.017 -0.863 Spearman

Family size 0.037 0.712 Pearson

Income 0.200a 0.05 Spearman

Surgery period 0.081 0.411 Spearman

aP = 0.01.

is related to desire (69.2%) followed by sexual arousal dis-
order (64.6%). This finding is in line with those obtained by
Mohammadi et al. (23) who investigated the relationship
between sexual function disorder and life quality among
female patients suffering from uterine, ovarian and breast
cancer in Iran .In their research, the SD level has been 61%
in desire and 55% in arousal.

In our research, there was a positive, significant rela-
tionship between income and sexual function a negative
and significant relationship between patients’ education
level, age and sexual dysfunctions , that is, the higher the
subjects’ education and age are, the less their sexual func-
tion is, or in other words, the more they suffer from sexual
disorders.

In the study conducted by Barni and Mondin (14), the
breast cancer relevant treatment affected individuals’ sex-
ual activity, 90 % of the patients followed up their sex-
ual activity after the treatment but many of them have
faced with disorder. Lack of sexuality was observed in
64% of patients, while 48% experienced lower motivation.
Vaginismus, frigidity, vaginal lubrication and dyspareunia
were among disorders reported by these patients. Yang
et al. (24) in Korea showed that chemotherapy-based-
treated patients with breast cancer have lower sexual ac-

tivity and motivation while no relationship was found be-
tween patients’ sexual function and surgical-based treat-
ments. Bakewell and Volker (13) discovered that all per-
formed therapies on the breast cancer suffering women re-
sult in decreased sexual activity. The result of current re-
search regarding high outbreak of disorder in cancerous
women is consistent with the results gained by Harirchi
et al. (25) and Sbitti et al. (26). Mortimer stated that the
most prevalent neoplastic medications used worldwide
for breast cancer is tamoxifen. By increased hot flashing,
night sweating and vaginal discharge and increased early
menopause in women under 45 years old, tamoxifen leads
to sexual arousal and reaching orgasm (27). In the current
study, 42% of women have had tamoxifen taking record
and 37% had pre-chemotherapy and 63% experienced post-
chemotherapy menopause. Andersen (28) said that surg-
eries like hysterectomy and mastectomy have significant
effects on cancerous women, resulting in dropped sexual-
ity, sexual arousal, increased dyspareunia and disorder in
orgasm. Surgery following breast cancer is a factor mak-
ing the patients pessimistic about their body when com-
pared to other women (29). SFD in breast cancer women
in this study compared to the Iranian women from nor-
mal population indicates that in breast cancer stricken
women, it is highly prevalent. In another research (30)
pursuing the goal to determine women’s SD outbreak in
fertility ages conducted on 250 subjects, the mean total
score of sexual function was reported as 27.4 ± 7.3 accord-
ing to FSFI questionnaire; in this research, this score was
21.05 ± 7.9 and it was revealed that 64.6% of the women
suffered from SFD. In a study concerning SD and its asso-
ciated factors on Sabzevar female residents, Bolurian and
Ganjloo (31) reported the SD rate as 63.2%. they suggested
that age variable has a meaningful relationship with to-
tal sexual function, sexuality, arousal and lubrication .Also,
48% of the sample in the age bracket under 25 and 85%
over 40 years old suffered from SD in their sexual relation-
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ships. Age variable in other age groups had not a signifi-
cant relationship with other sexual aspects. Manganiello
et al. (32) in their university affiliated to a hospital lo-
cated in the eastern Brazil denoted that the majority of
women with breast cancer (40.48%) regularly got unfavor-
able score in sexual quotient (SQ-F).A positive, meaning-
ful relationship was observed between SQ-F and education
and sub-dimensions of functional capacity, vitality ,emo-
tional limitations and psychological health. Also, a neg-
ative, meaningful relationship was found between SQ-F
and sexual partner’s age .The average SQ-F was significantly
higher among the women undergoing breast reconstruc-
tion (BR) operation. Women with breast cancer in Australia
indicated that breast cancer can have meaningful effects
on both sexuality, psychosocial, and physical dimensions
of women (19). In the post-mastectomy women’s body
image dimensions, Moreira and Canavarro (33) demon-
strated that only modesty has grown over time among
the subjects. Generally, the prediction of post-mastectomy
and post-surgery body image dimensions has accompa-
nied with higher modesty and lower appearance-related
contentment. Bakht and Najafi (34) stated that there was
no significant statistical difference between breast cancer
sufferers and healthy ones in terms of sum scores of sex-
ual function, whereas a meaningful difference was found
between both groups in sexuality, arousal, sexual satisfac-
tion, and pain .The results did not reveal any meaning-
ful difference in the subscales of vaginal lubrication, and
orgasm between the two groups. The findings of Fallb-
jork et al. (35) in Sweden suggested that slight significant
changes were seen in the breast cancer patients’ body im-
age during a 2 year interval between the ending of the first
questionnaire (10 months after mastectomy) and the sec-
ond questionnaire (2 years after mastectomy). An excep-
tion was about the meaningful decrease in sexual appeal
and comfort over the intercourse. In this follow-up, 21 %
of these women were undergone breast reconstruction.
They have been significantly younger than the women not
undergoing BR. No other significant difference was dis-
covered between these two groups of women except in
terms of age. The fact that lower sexual appeal and com-
fort in intercourse has been found in BR women group may
be surprising. Studying in Turkey, Bektas and Ozkan (36)
achieved the results indicating that post-operation body
image has been more problematic for women undergoing
mastectomy than those having surgery with preserving
breast. It seems that the psychological complications have
influenced women’s sexual function more that the phys-
iological factors because in the majority of the reported
studies, the most common sexual problem has been sex-
uality and arousal .This dimension mainly reflects their
psychological status and conditions while the dimensions

like sexual stimulation ,vaginal moisture and dyspareunia
are caused due to physiological disorders (9). In this re-
search, the most common sexual problem has been found
in the sexuality and sexuality arousal dimension. Based
on the obtained results, the sexual satisfaction dimension
has had a better function than other sexual dimensions
.About studying the significance and outbreak of various
sexual disorder dimensions, the present research results
are different from those obtained by Safarinejad et al. (37).
People usually feel ashamed to talk about their sexual af-
faires and this can bring about contradiction in various
studies. In short, it can be claimed that many factors can
affect women’s sexual issues out of which women’s values,
beliefs, and expectations can be pointed out (38). A wide
variety of sexual problems outbreak rates exist in breast
cancer sufferers that may relate to their treatment type.
The results derived from this research show that various
treatment methods have had no influence on the patients’
sexual function, differing from the other researchers’ find-
ings. The study result obtained by Sbitti et al. (26) indicated
that 90% cases of post-chemotherapy, 9% of post-surgery,
and 3% of post-radiotherapy showed no disorder getting
started with hormone therapy. In the findings obtained
by Thors et al. (39), the subjects with chemotherapy have
displayed more intense function disorder while those with
hormone therapy had been less affected by function dis-
orders. Safarinejad et al. (37) also mentioned the impact
of therapy on disorder level. The results of their study im-
plied that radiotherapy, chemotherapy, and hormone ther-
apy have caused 6 times increase in vaginal moisture and
satisfaction disorders. The reason behind the difference
between the frequencies obtained in this study and those
of other studies may relate to the applied methods, de-
mographic characteristics, and selecting different medical
approaches towards the patients. One of the reasons for
the incompatibility of the results of the present research
results with other ones may be originated from the sam-
ple size. In addition, individual, cultural, and racial dif-
ferences can be some of the probable reasons in this con-
text. This is because, based on different reports, Asian fe-
males compared with women in western countries, have
reported higher sexual function disorders (33, 40). It is
not possible to compare the present study with those con-
ducted in other countries, since cultural, social, economic,
and ethical discrepancies can have a great effect on sexual
behaviors (14).

4.1. Limitations

This research faced some limitations. For instance, the
patient’s psychological and mental conditions have been
effective in answering some questions. Lack of easy ac-
cess to the patients was among the other limitations. Be-
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cause of the novelty of the work, identical research on this
subject was rare to be compared with our research. The
obtained results have to be interpreted cautiously due to
the constraints of the employed methodology. It seems
that the sample size was too small to allow the generaliz-
ability of the results to a larger population. The question-
naire provides the subjective interpretation of the prob-
lems while it does not pave the ground for real clinical di-
agnosis. However, this study displays a problem as big as
that necessitates deeper research.

4.2. Recommendations

It is recommended to carry out a similar study with
a control group designed as pre-test/post-test on a larger
population in order to study the effect of breast cancer it-
self.

4.3. Conclusion

Having knowledge about SD changes dimension seems
essential in order to diagnose and treat cancer stricken
ones. Health care providers can consult with a consultant
ahead of the surgery on breast cancer in order to get in-
formed about the patient’s opinions and their problems
in their sexual relations as well as to present some infor-
mation to the patient about the surgery type and limita-
tions induced by the treatment and help her with sexual
rehabilitation after the surgery .To adopt strategies for ap-
propriate interventions ,training and consultation is rec-
ommended in order to promote the cancer sufferers’ sex-
ual health. When designing the breast cancer treatment
plan, the physician should discuss with patient about sex-
ual function disorders as a part of probable side effects of
the surgery. This is because healthy sexual activity is con-
sidered as one of the vitality and health indices and this
activity should be kept in mind as much as possible. This
helps the patient cope with and adjust to the disease as a
debilitating malady. Although, many cases are unknown,
the recent studies strongly support this idea that analyz-
ing and managing sexual problems should be a standard
part of clinical care of breast cancer-treated women.
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