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Disclosures
 Consultant for Tesaro

 Today’s discussion unrelated

 Recently retired from Active Duty
 The view(s) expressed herein are those of the author 

and do not reflect the official views of the 
Department of Defense, Department of Veteran 
Affairs, or the United States Government

 Talk based on MY experience and MY opinion 
(and some science and epidemiology)

 I received no formal training on todays topic



Background and Objectives
 Understand the epidemiology of significant mental 

and emotional stressors in female veterans with 
cancer

 Appreciate the complex interplay of mental and 
emotional stressors with cancer

 Understand the military unique mental health issues 
in female veterans diagnosed with cancer



CASE STUDY

 Vet w/ vaginal bleeding; uterine cancer on bx
 30 minute appointment
 Indeterminate duration of symptoms
 h/o MST, Schizophrenia, Homelessness, PTSD
 Treated surgically
 Unable to receive adjuvant treatment due to 

mental health and social issues
 Recurred and received adjuvant treatment
 Died of disease



Case Study – Personal Lessons Learned
 This patient wasn’t an exceptional case of a female veteran with 

cancer, but representative
 Don’t book these patients for the first appointment of the morning / 

afternoon
 It’s Ok to do things normally covered in one appointment in several 

appointments
 Don’t send a trainee in (certainly not a “newish” one)
 Get help early from nurses, case managers, VA resources (these 

patients take a village)
 Try to always have another person in the room with you
 Take as much time as needed for pelvic exams – and offer exams 

under anesthesia if necessary
 Some practice settings are better suited than others for seeing these 

patients
 Work hard for these patients, but realize all you can do is your best



Demographics

 Most women Veterans alive today (56%) served only during the Gulf War Era (1990 – present)
 Women veterans are younger than men Veterans
 Population of Women Veterans projected to grow by 18,000 per year for next 10 years
 Approximately 2 million women Veterans in 2015 (9.4% of Veteran population)

Profile of Women Veterans 2015; NCVAS Dec 2016
Women Veterans Report; NCVAS Feb 2017



Disability due to Mental Health 

 PTSD* is the most prevalent service-connected 
disability
 48,000 received compensation
 12% of service connected disabilities

 Major depressive disorder 2nd most prevalent
 26,500 received compensation
 6.5% of service connected disabilities

*According to the Department of veterans Affairs National Center for PTSD, PTSD 
(posttraumatic stress disorder) is a mental health problem that some people develop after 
experiencing or witnessing a life-threatening event, like combat, a natural disaster, a car 
accident, or sexual assault.



Study of Barriers for Women Veterans 
to VA Health Care – Apr 2015



Study of Barriers to Care for Women 
Veterans 2015

 Current social pressures are not the only reason 
women are hesitant to seek mental health care. A 
significantly higher proportion of users, compared to 
non-users, reported avoiding VA because of past 
sexual trauma (19% of users vs. 8% of non-users). 
Given the enduring male dominated culture and 
patient base in VA facilities, women who already 
have misgivings about seeking care, may be even 
more hesitant when faced with barriers of both 
mental health stigma and gender sensitivity issues.



Mental Illness and Cancer

“There are the patients we want to see and the patients we
have to see,” my attending cautioned during my medical
internship. When we relate to a patient’s story, enjoy the 

conversation, feel capable or curious, we naturally spend more
time. What happens when we struggle to connect, when a

patient declines treatment, or has many complex issues that we
feel incapable of addressing?



Mental Illness and Cancer

Severe mental illness (SMI)
13 million in US, 3 million with schizophrenia
With concurrent cancer

 neglected in health services research
Less likely to receive timely, guideline-concordant 

care
Have markedly increased cancer mortality and 

premature death
Die nearly 30 years earlier than the general 

population and cancer is second-leading cause [in 
schizophrenia specifically]



SMI and Cancer Incidence

Overall similar when controlling for: 
Competing causes of mortality
Decreased life expectancy
Poorer health behaviors

May vary by cancer type
Lung cancer risk likely due to smoking
Breast cancer may be impacted by 

nulliparity, obesity, and exposure to 
antipsychotics



SMI and Cancer Mortality

 Risk increased 1.5 to 2 times
 Patient-level factors

↑ rates of smoking, obesity, substance abuse
↑ rates of medical comorbidity (CV, COPD, 

DM) affect tolerance of tx
↓ screening and early detection

 Provider-level factors: Lower rates of surgery, 
fewer chemotherapy sessions

 Systems-level factors: Siloed mental health and 
medical care  



SMI and Cancer
 Stigma

 Stereotyped believes, prejudiced attitudes, and 
discriminatory behaviors targeting a devalued 
population

 Common stereotypes:
 Patients are to blame for the poor health
 Less adherent to medical recommendations
More likely to be violent

 Patients may self-stigmatize
 Diagnostic and treatment overshadowing

Attribution of medical symptoms to psychiatric illness
 Less likely to refer for specialty treatment
 Less likely to address barriers to care



SMI and Cancer



Cancer Prevention and Screening

 Addressing Health Behaviors
 Smoking

 ≈ 70% versus 19% in the general population
 Provider based stigma
Motivation to quit in SMI ≈ general population

 Obesity

 Cancer Screening
 ↓ for breast, cervix, and colorectal cancer
 Impacted by patient, provider, and system-level 

factors



Diagnosis

↑↑ advanced disease at diagnosis
VA breast study – ↑↑ prevalence of large 

breast mass, skin, and nipple changes
↑↑ significant delay between diagnosis 

and treatment
Delay in seeking care?
Contribution of misattribution?



Treatment
Surgery

Less likely to undergo 
recommended surgery

Worse surgical outcomes
3x greater 30 day mortality

↑ postop complications:  resp failure, 
sepsis, VTE, ileus, stroke, delirium

Deviation from Standard of Care



Treatment
Adjuvant therapy

Receive fewer or no therapy compared to 
non-psychiatric patients (multiple disease 
sites; chemo and radiation)

End of Life (EOL) Care
Studies demonstrate lower-quality EOL care
VA study demonstrated improved EOL care
 In general individual interested in EOL care 

and able to articulate preferences



Challenges in Clinical Care

 Capacity Assessment
 Risk of Suicide
 Risk of Violence
 Homelessness



Strategies to Improve Care



Care Model for Patients with 
Severe Mental Illness and Cancer



Resources and References



Abuse, Trauma and Cancer



Military Sexual Trauma (MST)

 Psychological trauma… [that] resulted from a 
physical assault of a sexual nature, battery of a 
sexual nature, or sexual harassment which 
occurred while the Veteran was serving on 
active duty, active duty for training, or inactive 
duty training

 Prevalence from 28 – 40%

• US Gov’t 2014. Veterans’s benefits: counseling and treatment for sexual trauma
• VA 2017
• Wilson, LC 2016.  Trauma Violence and Abuse



Abuse

 Encompasses sexual, physical, and 
psychological mistreatment

 > 30% of (all) women have a h/o abuse
 Occurs across socioeconomic, cultural, and 

other boundaries
 Intimate partner violence

 Prevalent form of abuse
 Includes physical and sexual violence, stalking, and 

psychological aggression



Can abuse lead to cancer?

 Association between adverse childhood events 
and cancer (AOR between 1.31 and 1.63)

 Abuse may be more strongly associated with 
cancer in women than men

 48.5% of breast and Gyn cancer patients had 
h/o violence (Modesitt et al 2006)

 Data inconsistent in breast cancer while the 
association more convincing in cervical cancer



Can abuse lead to cancer?

 High rate of abuse history with some cancer 
types (especially cervical cancer)

 Positive association b/t h/o abuse and cancer 
(even after controlling for other risk factors)

 Quality of evidence for a causal link limited by:
 Sample size
 Recall and other bias
 Heterogeneity in study populations and assessment 

measures



Mechanisms of abuse leading to 
cancer

 Direct
 Psychosocial stressors
 Sexual transmission of HPV (or other oncogenic viruses)

 Indirect
 Low adherence to screening
 Delays in or discontinuation of treatment
 Higher rates of high risk behaviors

 Causal pathway very likely multifactorial



Allostatic Load Theory
 Allostasis – the process by which the body 

responds to stressors to maintain homeostasis

Fail to 
achieve 
allostasis or 
fail to turn off 

Mediated by 
immune and 
inflammatory 
factors



Allostatic Load Theory
 IGF-1 and TNF-α – implicated in allostatic load 

theory and linked to cancer growth / metastasis
 Can explain how variations in abuse type, 

duration, and individual response might produce 
variation in cancer risk / outcome



Direct Mechanisms: Abuse → Cancer 

 Women with abuse history
 More likely to be exposed to high risk HPV
 Exposure, on average, at a younger age
 Higher risk of exposure to other STIs



 Increased prevalence of cancer risk factors 
including Tobacco, Alcohol, and Obesity

Indirect Mechanisms: Abuse → Cancer 

Effective cancer control and prevention requires understanding of 
high rates of abuse and that some modifiable risk factors may result 
from exposures and coping mechanisms related to underlying abuse



 Differential healthcare screening
 May be restricted physically or financially
 Avoidance to avoid detection or disclosure

 Inconsistent associations between abuse and 
adherence to screening guidelines

Indirect Mechanisms: Abuse → Cancer 



 Avoidance of GYN exams due to shame, fear, 
guilt, distress, or concerns about having visible 
scarring resulting from abuse

 To improve care
 Ask about abuse and ensure open communication
 Ask permission to proceed with each step of exam
 Give patient as much control as possible
 Have another female present for emotional support

 Many experience GYN exam as form of re-
traumatization

Indirect Mechanisms: Abuse → Cancer 



 Abuse affects critical decision-making and 
relationship with cancer care team
 Difficulty forming trusting bonds
 Relationship could be perceived as intrusive and 

dangerous
 Patients may feel unworthy of having support

 Patients with a history of abuse report more cancer 
related symptoms, psychological distress, more 
fatigue, poorer physical and emotional function, 
and decreased well-being after treatment

Indirect Mechanisms: Abuse → Cancer 



Mechanisms of abuse leading to 
cancer - Summary

 Preliminary evidence for mechanisms linking 
abuse to incident cancer and cancer outcomes

 There are inconsistencies and very significant 
limitations to the existing literature

 Oncologist should be familiar with the “trauma-
informed” approach and use a patient 
centered gynecologic exam when caring for 
women with cancer



Can cancer trigger abuse?

 New diagnosis produces fear, anxiety, 
vulnerability, and stigma

 Treatment has significant financial implications
 If independence and ability to care for self and 

others compromised – risk of abuse or 
abandonment ↑

 No prospective studies examining incidence of 
abuse in relation to new cancer diagnosis



Can cancer trigger abuse?
 Small qualitative studies examine women’s 

experience with explanatory themes emerging:
 Power and control disparities
 Threats over controlling financial assets
 Emotional and physical vulnerability

 With antecedent history of abuse, women may 
experience ↑ intensity and altered type of abuse
 One small study reported ↑ intensity in 50% of women

 Studies on incident abuse and frailty may be 
informative



Can cancer trigger abuse?
Summary

 High prevalence of abuse among women in general
 Women with cancer may be at ↑ risk of incident 

abuse
 With a prior history of abuse, abuse may become 

more severe
 Guidance of Cancer Care Team:

 Understand patient may not be able to exit relationship until 
recovery from cancer treatment

 Make accommodation for private conversations (alone) 
with patient and cancer care team



Resources and References
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